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Abstract

Background The perceptions of general practitioners (GP), cardiologists and pharmacists on multidisciplinary heart
failure (HF) care were studied before. However, geriatricians are often overlooked in HF research, despite the high
prevalence of HF in the elderly. Therefore, we investigated how geriatricians perceive their role in multidisciplinary HF
care.

Methods This study is a qualitative semi-structured interview study with geriatricians, working in Flanders, Belgium.
Purposive sampling was performed, and interviews were conducted until data saturation was reached. The QUAGOL
method was used for data analysis.

Results Thirteen geriatricians were interviewed. They reported to feel confident about HF management and

see themselves as the guardians of the patient during hospitalization. Regarding care organization during the
hospitalization phase, striking differences were reported in triage at the emergency department (ED). Geriatricians
were satisfied with the collaboration with the cardiologists and valued their role, although they reported

differences in vision about dealing with geriatric HF patients. Regarding transmural care organization, follow-up

after hospitalization was valued highly to prevent rehospitalization but most geriatricians did not see this as their
responsibility. They mostly passed on the follow-up to the GP and the cardiologist. Some did take this follow-up into
their own hands in various forms because of the high rehospitalization rate and many suggested ways to improve the
organization of multidisciplinary HF care. Advance care planning was seen as an important aspect of geriatrics, yet
they expected more involvement from both the cardiologist and the GP in this matter.

Conclusions Based on these results, our study highlights three recommendations for optimizing the care of geriatric
HF patients. First, the development of standardized methods to triage patients at the ED, in combination with
geriatric-cardiologist co-management to ensure that each patient receives appropriate in-hospital care. Secondly,
structured and closer transitional follow-up to limit readmission rates. Lastly, inclusion of advance care planning as a
mandatory component in every HF program.
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Introduction

The prevalence of heart failure (HF) is especially high in
older age groups [1-3]. Elderly patients with heart fail-
ure differ from younger patients in terms of management
and long-term outcomes [2-5]. Since 90% of elderly with
heart failure have a comorbidity and 50% have at least 5
additional conditions, treatment options should be con-
sidered individually, taking their frailty, comorbidities,
polypharmacy, and the patient’s own predetermined
goals into account [2—6]. HF is one of the most frequent
causes for hospitalization of elderly patients [3]. There-
fore, optimal management of heart failure in the elderly is
a priority in health care [3, 7].

The goal of heart failure management is to achieve
a care continuum across different health care settings,
as shown by multidisciplinary care programs [1]. As
a minimum requirement, the NICE guideline recom-
mends a geriatrician forms part of every HF multidisci-
plinary team [8]. Carrying out a comprehensive geriatric
assessment in patients hospitalized for an acute disease
is associated with a greater probability of survival, return
home at discharge and a reduction in costs [9]. Although
the role of the geriatrician in HF care is not commonly
described in literature, a randomized controlled trial
comparing a multidisciplinary intervention by a geri-
atrician and a cardiologist after a heart failure hospi-
talization in older patients showed this was superior
to cardiologist’s follow-up alone in reducing all-cause
rehospitalization [10]. Levy et al. firmly stated that inte-
grating geriatricians into HF services can be achieved
and is a win-win for all, benefiting patients, caregivers,
and health care providers [3]. Additionally, since geri-
atricians foster close links with primary care, they are
well placed to support transitions of care, facilitate com-
munication, and work collaboratively to avoid hospital
admission [3]. However, in most multidisciplinary HF
management studies, geriatricians were not involved
[11]. Furthermore, the role of general practitioners (GPs),
cardiologists and pharmacists in this multidisciplinary
collaboration was studied before, but how geriatricians
perceive their role is unknown [12-15].

Therefore, we want to study how geriatricians perceive
their role in current and future multidisciplinary HF care
through semi-structured interviews.

Methods

Study design

We used a qualitative design to study geriatricians’ per-
ceptions about their role in the current and future care
of patients with heart failure. We took a phenomenologi-
cal approach [16] and conducted face-to-face semi-struc-
tured interviews. The consolidated criteria for reporting
qualitative research (COREQ) checklist were used as a
guide to report our study [17] [Additional file 1].
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Ethical considerations

We received approval from the Research Ethics Com-
mittee of the UZ/KU Leuven (MP018425) on the 7th of
December 2021. All participating geriatricians gave their
written informed consent prior to participation.

Setting

In Belgium, geriatric care has been officially organized
by a Royal Decree approved in 2007 [18]. This care pro-
gram comprises among others an inpatient geriatric sup-
port team (GST). These mobile multidisciplinary teams
support health care professionals in treating geriatric
patients admitted to non-geriatric units. The main aim
is to share the core geriatric principles and multidisci-
plinary expertise. The multidisciplinary team encom-
passes geriatricians, nurses specialized in geriatric care,
a physiotherapist, occupational, speech and language
therapist and a psychologist [19]. Additionally, an exter-
nal liaison is recommended for the follow-up of patients
after hospitalization in their home setting. A geriatric day
hospital is generally present for the ambulatory work-
up of geriatric patients. A financial difference can be
seen between the university hospitals, where the doctors
work as employees, and the secondary hospitals, where
it depends on the agreements made between the doctors
and the hospital about how the earnings are divided.

Participants and recruitment

We contacted geriatricians, working in the region of
Flanders, Belgium, by phone and e-mail, to ask to par-
ticipate to the study. Recruitment was voluntary and we
offered no remuneration. We conducted purposive sam-
pling and aimed for variation in gender, years of experi-
ence, type of hospital (secondary, tertiary) and regional
setting.

Data collection

After a literature review and discussion in the research
team, a topic guide was created. This was set up in Dutch,
a translated version can be found as Additional File 2.
One of the authors (BN) conducted the face-to-face semi-
structured interviews between January 2022 and July
2022. This researcher is a male, master GP student at the
University of Leuven (KU Leuven) and worked as a GP
trainee in Flanders, Belgium at the time of the interviews.
He was familiar with some of the interviewees within a
professional context and participants were informed
about BNs occupation and personal goal of the study.
MS trained the author in conducting interviews, and
after two interviews the topic guide was evaluated and
adapted to aim for maximal quality. Due to the Covid-
pandemic, the interviews took place online through a
video call, which was audio- and video-recorded. The
interviews were transcribed verbatim, including verbal
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and non-verbal signs. The interviews were conducted in
Dutch, the native language of the interviewers and geri-
atricians, and participants decided a time convenient to
them. We conducted interviews until we reached data
saturation. We defined data saturation as the moment
when the two latest interviews no longer contributed
any new elements and when a certain theme had been
exhaustively described in all its dimensions and varia-
tions. This signified that additional interviews would no
longer provide new insights.

Data analysis
The interviews were conducted in cycles of three to four
interviews and were then analyzed. After thirteen inter-
views data saturation was reached. The principles of the
Qualitative Analysis Guide of Leuven (QUAGOL) were
followed to guide data analysis [20]. QUAGOL is a theory
and practice- based method that supports and facilitates
the analysis of qualitative interview data. The process
of analysis consisted of two steps: (1) a thorough prepa-
ration of the coding process and (2) the actual coding
process, facilitated by NVIVO 12 software (QSR Inter-
national, Melbourne, Australia). Each part consisted of
five phases that were processed dynamically. During the
preparatory phase, the aim was to become as familiar as
possible with the interview data to compile a list of con-
cepts as a starting point for the actual coding process in
NVIVO 12. In the first phase two authors (MS and BN)
each made a one-page narrative report and conceptual
interview schemes of each transcript separately.
Afterwards, they analysed and compared the concep-
tual scheme of the various interviews to compile a joint
list of concepts, through a constant comparison process.
The data analysis started as soon as the first interview
was performed and as the interviews progressed, emerg-
ing themes were noted and used to optimize the scheme
of the topic guide for subsequent interviews. The second
phase consisted of the actual coding process. Two of the

Table 1 Participant characteristics

ID Sex Years of experience Type of hospital Region

1 Male 38 Tertiary East Flanders

2 Female 1 Tertiary Flemish Brabant
3 Male 24 Tertiary Flemish Brabant
4 Female 21 Secondary Limburg

5 Female 25 Secondary West Flanders

6 Male 16 Secondary Antwerp

7  Male 16 Tertiary Flemish Brabant
8 Male Secondary Antwerp

9 Female 3 Secondary West Flanders
10 Female 30 Secondary Antwerp

11 Female 2 Secondary East Flanders

12 Female 3 Secondary East Flanders

13 Female 3 Secondary East Flanders
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authors (MS and BN) coded the data by linking each
fragment of text to one of the concepts from the list. The
concepts thus served as an initial coding tree in the pro-
gram. The relevance and usefulness of the codes and con-
cepts were evaluated and adjusted when necessary. In a
last step, we distilled the storyline from the findings and
concepts and discussed this within the research team to
reach a consensus. The descriptive themes were created
by merging codes of the same nature (inductive method).
Analytical themes were derived from these descriptive
themes via a thorough group discussion. To guide the
analysis, a tentative thematic framework was developed,
categorizing identified themes into barriers and facilita-
tors. This framework was informed by initial data famil-
iarization and iterative discussions within the research
team. Using this structure, we systematically analyzed
the data to highlight factors influencing multidisciplinary
heart failure care at the macro, meso, and micro levels.
The framework was refined throughout the analysis as
new insights emerged, ensuring a comprehensive repre-
sentation of the data.

To ensure trustworthiness, we employed several strat-
egies: member checking during interviews, investiga-
tor triangulation among team members with different
expertise, and maintaining a reflexive journal to criti-
cally reflect on biases. These steps were taken to enhance
the credibility, dependability, and confirmability of the
findings.

Results

Participants and recruitment

Out of the 47 sent e-mails, 13 geriatricians responded
and agreed to participate [Table 1]. Lack of time due to
the Covid-pandemic was the main reason for refusing
to participate. However, a large variation in age, years of
experience and fields of interest was obtained. The dura-
tion of the interviews was between 43 and 68 min.

A comprehensive overview of the identified themes is
provided in Table 2. In this table, themes were organized
into macro level factors (governmental level), meso level
factors (region/hospital level) and micro level factors
(individual one-on-one level) to get a direct overview of
(non-)modifiable factors.

Theme 1 - Geriatricians’role in HF care
All geriatricians reported that HF was highly prevalent in
geriatric patients.

First of all, it is something that happens very fre-
quently, we see these patients every day. And they
are of course very frail people. — P5
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Thematic matrix: Geriatricians’ perceptions about their role in multidisciplinary heart failure care

Themes Facilitators
Theme 1: Geri- HF High HF Feel experienced in HF management
atricians'role management  prevalence
in HF care Geriatric Holistic perspective
expertise Polypharmacy
Psychosocial approach
Theme 2: Mul-  Emergency GSTin the ED
tidisciplinary ~ department Internal resident in the ED
collaboration The use of a geriatric risk score
2.1 Agreements between cardiologists/geriatri-
Collaboration cians on hospitalization
within the Cardiology Macro level
hospital department
Meso level Added value of co- management
Financial association with all internists
Micro level Availability and accessibility
Mutual respect for their respective expertise
Geriatric team  Internal geriatric Added value of internal liaison
liason
HF specialist
nurses
Pharmacists Added value of pharmacists in geriatric
team
2.2 Collabo- Macro level
ration with
primary care Meso level
Micro level Accessibility of geriatricians
2.3 Trans- Macro level
mural care Meso level The use of the geriatric day hospital for
organization follow-up of high-risk patients
Micro level
Theme 3: Valued highly by Geriatricians’expertise
Advanced care geriatricians
planning

Barriers
Lack of geriatric hospital capacity

Attention for patient and caregiver education should be
expanded

Lack of structured triage

Reimbursement rules of medication and invasive therapy
Lack of financial incentives for collaboration

Lack of clear role definition

Lack of structured cooperation

Differences in vision in HF management (e.g.
orthostatism)

Lack of reaching out to internal liaison

Not present at geriatric wards
Lack of funding

Lack of an integrated electronic health record
Lack of financial incentives for collaboration
Lack of

interdisciplinary communication

Lack of GPs’ accessibility

Lack of a HF care program

Lack of transmural information exchange
Lack of a transmural care path

Lack of use of the external geriatric liaison

Loss of follow-up after discharge with the GP

Lack of knowledge of the GP about HF

GPs’ and cardiologists’ hesitancy to approach the subject
Lack of registration of patients’ will

GST, geriatric support team; ED, emergency department

Because of the high prevalence of HF in the population
they cared for, they felt confident in de management of
HE.

I have the feeling that I know how to handle it, and if
it doesn’t work out with the classic therapy, then we
have the experience to know what next step we can
take. And if we don’t succeed, we must contact the
cardiologist. — P12

The geriatricians described their role as holistic, taking
all aspects of the patients into account.

What the GP is in primary care, that is the geriatri-
cian in hospital. An all-round specialist for older
people. It is a coaching role, a role of overview. — P1

As specific expertise they reported the management of
polypharmacy, therapy optimalization and attention for
psychosocial factors. They felt more attention should be
paid to education of the patient and family.

Many people know their blood pressure, but not
always their weight, and I am shocked about that,
certainly in geriatrics. — P6

One issue was reported repeatedly: the shortage of geri-
atric beds and a shortage of manpower.

The capacity of the geriatrics department is far too
small; we are too few in numbers and there are too
few departments equipped to admit those people
and that will be a huge problem in the future. The
HF population just keeps getting bigger. — P6
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Theme 2 - Multidisciplinary collaboration

Collaboration within the hospital

Collaboration with the emergency department

There were large differences in emergency room triage
decision making. Participants reported this could be
based on the patients’ geriatric profile, on a geriatric risk
profile score, on the presence of a GST or resident in the
emergency department. Sometimes there were no stan-
dardized protocols at all.

It’s a big scandal, It'’s pure coincidence. (...) Depend-
ing on the wind and the position of the moon and the
stars, you will end up in one discipline or another.
-P8

In theory there are very good scores for this, but in
practice they are not used because they are too time-
consuming. — P9

We have a GST nurse working in the emergency
department, during office hours, so they often look
along and they often make suggestions. — P2

There is an internal resident next to the emergency
Physician, so it is possible that our resident is the
first to do the work-up and afterwards consults us
and does the admission. — P6

Two geriatricians indicated that all elderly people with
HF ended up in geriatrics, and rightly so.

Most of the elderly and certainly the real geriatric
patients that come in with HF are admitted to our
ward. (...) That changed because we've been a little
firm, those people used to be admitted to cardiol-
ogy and they treat the heart very well, but the rest of
that patient... — P5

Collaboration with cardiologists
All geriatricians stated that they needed to collaborate
closely with the cardiologists on HF for echocardiogra-
phy, diagnosis, and prognosis.

In the end they play a role as super specialist for us.
- P3

Co-management with the cardiologists
They reported it is important they set the same goals and
the final responsibility for the decisions must be clear.

I think you should have the same goals in mind if
you want to do co-management, it is difficult to look
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at the same patient with 2 specialists if they have
different treatment goals. — P11

One issue was the difference in vision about orthostatism
which was perceived as a lack of geriatric knowledge of
the cardiologists by the participating geriatricians. One
geriatrician even suggested a permanent geriatric resi-
dent in the cardiology ward to prevent these problems.

They must keep up with our vision that the blood
pressure is better too high than too low. () I think
that the cardiologists are not trained for it, it is not
their area of interest to conduct a geriatric assess-
ment. — P11

Some geriatricians believed that a cardio-geriatric co-
management may arise. Some had their doubts.

It’s always difficult to collaborate with the cardiolo-
gists because you are both internists, so you get into
each other’s fields, it is easier with an orthopedist,
they cut, and we think. — P11

My vision about the future organization of hospitals,
that cardiologists are going to be more of a technical
person, and less hospitalization, more our support in
a kind of co-management. — P10

One geriatrician participated in a study with co-man-
agement with geriatric outreach to cardiology patients
(G-COACH [21, 22]). Despite demonstrably superior
patient outcomes, there was no structural financial sup-
port to continue.

In the end it turned out that the costs are neutral for
the government, but the hospital has to integrate,
with no extra resources to invest due to the large
losses that are allegedly incurred everywhere, at gov-
ernment level the framework must be there to enable
multidisciplinary cooperation. — P7

Financial agreements influenced interdisciplinary collab-
oration. In some hospitals geriatricians reported to have
a large association with all internists. Then there was no
financial conflict of interest, which benefited patient care
and cooperation.

A pitfall is the “it's my patient” attitude. (.) That is
the Belgian healthcare system. The cardiologists
earn enough, I think, but I still have the impression
that there are many who think that those patients
should stay with them. We're not the big earners. (.)
The health system should be rewritten, so we would
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all earn about the same amount, then you will see a
shift. — P§

One issue on macro level was the reimbursement of cer-
tain HF medications that could only be done by a cardi-
ologist, not by a geriatrician, and the reimbursement of
a coronary artery bypass grafting (CABG) that does not
require geriatric advice, unlike a transcatheter aortic
valve implantation (TAVI).

It is paradoxical that for less invasive TAVI, people
are obliged to visit the geriatrician for reimburse-
ment, but it’s only reimbursed after a referral of
the and not after a referral of the cardiologist. (.)
Another thing, if you qualify for a CABG, you should
not go to a geriatrician, a more severe surgery, it is
for the surgeon to decide. — P8

Accessibility and involvement
In general, most geriatricians experienced the collabora-
tion as good, appreciating the cardiologists’ accessibility.

Most of them do make good reports stating what
they would suggest, and they are also quick to reach,
so if it’s not clear in the report, I'll just give them a
call. They also call us easily, so I think it's a smooth
collaboration here. — P13

Some geriatricians needed a more structured contact,
involvement, and follow-up by the cardiologists.

There is no structural cooperation, we do know each
other, so we can easily call or contact each other, but
not standardized, there is room for improvement —
pP7

They feel they should be involved faster, and the geriatric
assessment should be applied more often.

Patients who are readmitted repeatedly, they have
to look at why, let the geriatrician look at it, is there
cognition problem at play, if people do not know
they have a have fluid restriction, because they for-
get, nothing will change essentially. — P2

Collaboration with the geriatric multidisciplinary team

All geriatricians reported to work in a multidisciplinary
manner with a geriatric team at their own wards. Differ-
ences were reported in the implementation of the inter-
nal geriatric liaison. In some hospitals this was activated
automatically, in others this had to be requested by the
attending physician.
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It is important that every patient with HF receives
comparable care, that the elderly with HF admit-
ted at cardiology gets the same care. (...) We want
to focus on that, to we make sure that regardless
of where the patient is, the right care reaches the
patient. — P4

Most geriatricians did not work with a nurse specialized
in HE.

1 think it could be helpful because we know that the
knowledge and the empowerment of your patients is
pretty bad. — P7

One hospital worked together with clinical pharmacists,
with the aim to optimize therapy.

There is a lot of room for optimizing therapy within
the cardiovascular area. (...) It is a very useful and
pleasant collaboration. (...) We want to focus on
the high- risk patients, we don’t have the people, the
means, nor the time, so we certainly can’t see every-
one. (...) There is very limited hospital funding for
hospital pharmacists, compared to abroad, although
we already demonstrated the added value. — P7

Collaboration with primary care

Due to the diversity of the electronic health record sys-
tems, they experienced a big loss of information from
primary care. They therefore advocated for an integrated
patient record.

Those two systems are not similar in any way, not
even in the coding. — P10 It would be better if we are
able to work around a particular problem in one.

integrated record, were we structure the data
together, without having to look it up or send letters
to each other — P4

They found the online platforms (“Sumehr’, “Vitalink’,
“CoZ0”) impractical, with no structure and often not
up to date. The system that certain home nurses use
(“MyWGK”) was experienced as much more informative.

You can see the Sumehr, and I think that’s too con-
cise, and it certainly doesn’t contain all the informa-
tion that you need to know. It is not good enough,
and the medication lists in it are not always up to
date. — P6

They reported a lack of interdisciplinary communication,
from a geriatrician perspective they admitted they did
not reach out enough to the GP during hospitalization.
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Communication, that could be better on both sides,
a good referral letter, but also contact the GP at
important moments during hospitalization, to see
what their expectation is, what the patient’s expec-
tation is, seek their advice when we doubt ourselves.
- P1

I think communication should be easier and faster
and I think the time has come to focus on transmu-
ral projects and innovation. — P3
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geriatricians experienced problems in this transmural
information exchange.

We try to keep our letters as concise as possible,
especially with the recommendations and the to-dos,
and not send extremely long letters. — P4

They never go home without a letter. But the GP
must actually read that letter, we send it digitally as
well, but they are not waiting at their mailbox to see
who is coming home, I think we might have to com-

municate more bilaterally — P12

They reported difficulties getting through to GPs.
They reported the function of an external liaison is

All of us have our work, youre always disturbing lacking

each other, in both directions. — P9
The external liaison has never taken on any shape or
volume. While this was the answer to the question
of how we go outside to make the connection to the
home situation. — P10

Geriatricians tried to be as accessible as possible for the
GP. The GP should make more use of this.

I was trained in another hospital, there was a gen-
eral geriatric helpline for GP’s, which they called for
advice or for a referral. (...) I hardly get any calls
from GPs here. Sometimes that should be more if
there are problems. — P2

Several geriatricians pleaded for better cooperation with
primary care, via a chronic care path. One geriatrician
opted for primary care plus. Primary care plus is a new
health-care delivery model in the Netherlands, focused
on substitution of specialist care in the hospital setting
Transmural care organization with specialist care in the primary care setting [23].
Transmural collaboration with primary care

They felt follow-up and transmural care organization are
important to prevent (re)hospitalization and that this is
mainly the role of the GP in collaboration with primary
care nurses. However, they experienced often that fol-
low-up was inadequate.

If we start working together transmurally and
streamline and coordinate follow- up, this can have
longer and lasting effects for the patient. () And you
will avoid a lot of hospitalization. (.) You must make
agreements, communicate well, and have a good fol-
low-up plan. — P3

The follow-up takes place in primary care, he is

responsible for the patient and his family to closely
monitor his condition, weight, intake of medication.
(...) The general practitioner has an important cen-
tral role. — P3

I am sometimes amazed about how overloaded
some people arrive here, they weigh 15 kilograms too
much before an alarm was sounded. — P6

GP’s knowledge of HF could be improved, mostly regard-

ing clinical assessment of the fluid balance.

When I get a question about the kidney func-
tion, I ask for the fluid status, I don’t always get an
unequivocal answer, I need to give my advice. (.) I
have noticed that there is very little knowledge about
the fluid status” — P9

Geriatricians provided a letter of discharge, with advice
and target weights, but rarely call the GP. Several

Primary care plus is wonderful, I was trained in the
Netherlands, there it happens that internists go to
the GP to give advice, I certainly think that would be
great if that could be possible. — P2

Some geriatricians advocate for a HF care program or
convention, in which they see themself play an important
role.

We should move away from the classical way of
thinking; I earn my living doing consultations.
Maybe we can invest that money in a joint process
and financing, as is the case for diabetes patients,
a kind of convention financing. (...). Eventually the
patient should be better and gets a better structured
follow-up. — P3

Structure of follow-up
Geriatricians reported their main role is to be guardians
of hospitalized geriatric patients, not to be responsible of
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follow-up. Therefore, most geriatricians passed on this One geriatrician started a HF clinic at their geriatric
responsibility of follow-up to the GP or the cardiolo- day hospital, where they follow up geriatric HF patients
gist. Some tried to avoid systematic follow-up with the shortly after hospitalization, with a HF specialist nurse,
cardiologists. the geriatrician as the main practitioner and the cardiolo-

The follow-up is for the GB if intensive adjustment
is needed, they go to the cardiologist. (...) We must
limit the efforts of the transfers to a hospital” —
P6“We have much fewer consultations, because it is
organized in such a way that you cannot see all HF
patients. (...) We have few chronic trajectories, we
have less of a consultation culture. — P2

We try to avoid follow-up with the cardiologist. (...)
If that patient is stable and euvolemic at the time of

gist as a consultant. Two geriatricians saw this model as
an option for the future.

We see the patients at the HF clinic 2 or 3 weeks
after admission and decide how often they need to
come back. (...) We have two types of assessment, we
do a HF assessment, and a geriatric assessment. (...)
We want to keep patients stable, this way we see a
decrease of hospitalizations. (...) This comes across
as threatening because it seems that we take over
patients, while our model is built as an add- on. —

follow-up, those consultations are useless. — P5 P4

1 think there is potential because these are patients
with a high risk of hospital readmissions and mor-
tality, but the added value must be demonstrated
Depending on the other problems, if we have a com- compared to conventional therapy. — P7

plex patient, we will see that patient again at the
day hospital. (...) It’s not standard, only if we notice
that the patient has a need of more intensive follow-
up. — P11

Most geriatricians exceptionally let their patients return
at the day hospital.

Theme 3 - Advance care planning
The geriatricians valued advance care planning highly.

All those people should have an advance care plan-

However, some geriatricians observed a high number of ning. All of them. - PS5

rehospitalizations among HF patients due to the lack of
structured follow-up and did set up specific follow-up
structures. One geriatrician was working with a joint fol-
low-up consultation with their cardiologists.

It is one of our roles to discuss with the patient about
what he still wants and what he doesn’t want, and to
discuss what is still feasible for the patient. — P4

We started with a combined consultation with our
cardiologists, they do the ultrasound, and we do
everything else. (...) We take a lot of time for those
consultations, and it works very well. (...) This way, Absent? Far too little attention for advance care
we see them much less in the emergency room. — P12 planning? — P13

However, they experienced a lack of attention for advance
care planning among colleagues.

Two hospitals used their geriatric day hospital for inter-  They saw a bigger role for the GP, who is better placed to
mittent ambulatory IV diuretic therapy. Others used it to  discuss this in stable circumstances at home and for the
facilitate multidisciplinary work. cardiologists.

We have a HF cooperation agreement to keep people
out of hospitalization as much as possible through
ambulatory intermittent therapy intravenously at
the day hospital in collaboration with our cardiolo-
gists. — P10

A day hospital where geriatric patients receive all
consults in one day, with an endocrinologist, cardi-
ologist, nephrologist, and geriatrician, I think that
would be an added value for the quality of care. (...)
But you must get it organized logistically. — P7

It's not easy when people are acutely bad, to have
those conversations, it’s easier for the GP in stable
circumstances. — P11

The cardiologist has to take more responsibility, the
moment he has a very bad ultrasound, to discuss
that with the patient. — P13

The registration of advance care planning with the GP
was experienced as problematic.
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People think that their paper that they have filled
out with their GB if it does not come along to the
hospital, or if it is not registered in our computer sys-
tem, then we know nothing about it. — P8

Discussion

The aim of this qualitative study with 13 Belgian geri-
atricians was to shed light on how geriatricians experi-
ence multidisciplinary HF care. We found that, since the
prevalence of HF among hospitalized patients in geriat-
rics is high, geriatricians reported to feel confident about
HF management and see themselves as the guardians
of the patient during hospitalization. Whether a patient
with HF is admitted at the cardiology or geriatric ward
is decided at the ED. Geriatricians reported that stan-
dardized procedures to make this decision were lacking.
Geriatricians were satisfied with the collaboration with
the cardiologists and valued their role, although they
reported differences in vision about dealing with geri-
atric HF patients, perceived as a lack of geriatric knowl-
edge of the cardiologists. Follow-up and transmural care
after hospitalization was valued highly to prevent rehos-
pitalization but most geriatricians didn’t see this as their
responsibility. They mostly passed on the follow-up to
the GP and the cardiologist. Some took this follow-up
into their own hands in various forms because of the high
rehospitalization numbers and many suggested ways to
improve the organization of multidisciplinary HF care.
Advance care planning was seen as a very important
aspect of HF care, yet they expected more involvement
from both the cardiologist and the GP in this matter.

Our study highlights three critical challenges in the
multidisciplinary care of geriatric patients with heart fail-
ure (HF): ensuring appropriate in-hospital care, improv-
ing transitional care, and integrating advanced care
planning. These challenges are underpinned by barriers
and facilitators identified through our thematic analysis.

Ensuring appropriate in-hospital care

The first challenge concerns how to ensure geriatric HF
patients receive optimal in-hospital care delivered by
the right healthcare professionals. Decisions regarding
ward allocation often begin at the emergency department
(ED). Our findings revealed variability in triage practices,
influenced by factors such as the availability of geriatric
support teams (GSTs), geriatric risk assessments, and
agreements between geriatricians and cardiologists. This
aligns with prior findings that collaboration between
EDs and geriatric departments in Belgium remains sub-
optimal, with geriatric screening tools often applied
inconsistently and only during daytime hours [19, 24].
Standardized triage protocols incorporating geriatric
assessments could improve decision-making and mini-
mize negative outcomes for patients.

Page 9 of 12

While geriatricians in our study expressed confidence
in managing HF, some participants noted that differ-
ences in priorities between geriatricians and cardiologists
complicated co-management. For example, geriatricians
often emphasized preventing orthostatic hypotension
and tailored dietary or medication regimens, whereas
cardiologists prioritized strict adherence to HF treat-
ment guidelines. This disparity highlights a need for
focused educational campaigns to improve cardiolo-
gists’ knowledge of geriatric principles [25]. Furthermore,
macro-level barriers, such as limited funding for inter-
disciplinary collaboration, restricted reimbursement of
HF medications to prescriptions by cardiologists, and the
absence of guidelines tailored to older HF patients, hin-
dered effective multidisciplinary care. Addressing these
systemic issues could foster better co-management and
improve outcomes for frail geriatric patients [26, 27].

Improving transitional care

The transition from hospital to home represents a vulner-
able phase for geriatric HF patients, often leading to high
rates of readmission [1, 28]. Our study found that most
geriatricians relied on general practitioners (GPs) and
cardiologists for post-discharge follow-up, citing insuf-
ficient resources and the structural organization of their
roles. However, this approach was perceived as inade-
quate due to inconsistent follow-up practices in primary
care. Some geriatricians attempted to bridge this gap by
implementing innovative strategies, such as establish-
ing HF clinics within geriatric day hospitals or providing
intravenous treatments in ambulatory settings. These ini-
tiatives were inspired by successful models like the Span-
ish “STOP-HEF-Clinic,” which demonstrated significant
reductions in readmissions through early follow-up and
multidisciplinary care [29-31].

Joint cardio-geriatric consultations also emerged as a
promising approach, with evidence suggesting such mod-
els reduce readmissions compared to cardiologist-led fol-
low-up alone [10]. Another innovative model mentioned
by participants was “primary care plus,” which substitutes
hospital-based specialist care with specialist support in
primary care settings. Although this model has shown
limited improvements in quality of life, it holds poten-
tial for reducing healthcare costs and enhancing patient
experience [32, 33]. These findings underscore the need
for more structured and closely coordinated transitional
care pathways for geriatric HF patients, integrating hos-
pital, primary care, and community resources.

Integrating advanced care planning

The third challenge identified in our study is the lack
of comprehensive advanced care planning (ACP) for
geriatric HF patients. Despite geriatricians’ empha-
sis on ACP as an essential aspect of holistic care, they
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noted reluctance among GPs and cardiologists to
initiate these discussions. This aligns with previous
studies, which attribute such hesitancy to the unpre-
dictable course of HF [14, 35]. However, as Johnson
et al. suggest, uncertainty about a patient’s progno-
sis inherently implies the need for proactive planning
[36]. Geriatricians advocated for a “whole-system stra-
tegic approach” that incorporates clinician training,
adequate funding, and IT support to streamline ACP
processes [34, 36]. Making ACP a mandatory compo-
nent of HF care programs could ensure that patients’
preferences are respected while improving care coor-
dination and quality of life.

Implications and future directions

Our findings emphasize the importance of addressing
barriers at macro, meso, and micro levels to improve
multidisciplinary HF care. At the macro level, policy
changes are needed to support interdisciplinary col-
laboration, funding for HF specialist nurses, and
reimbursement of essential medications. At the meso
level, hospitals should implement standardized triage
protocols and foster stronger collaboration between
geriatricians and cardiologists. At the micro level, edu-
cational initiatives and co-management models can
address knowledge gaps and improve coordination.

Future research should focus on:

1. Evaluating the impact of standardized triage
protocols on patient outcomes.

2. Investigating the scalability of HF clinics and
ambulatory intravenous treatments for geriatric
patients.

3. Developing strategies to integrate ACP into routine
HF care.

By addressing these challenges, healthcare systems can
ensure better continuity of care, reduce readmissions,
and improve outcomes for geriatric HF patients.

The interviewer’s background as a GP trainee and
relative inexperience in qualitative research were
potential limitations. However, this was mitigated
through training in qualitative research methods and
the use of investigator triangulation to ensure rigor
in data collection and analysis. Out of the 48 geriatri-
cians who we reached out to, only 13 agreed to par-
ticipate, a rather low degree of participation, partly
due to the Covid-pandemic. The purposive sampling
strategy ensured that the most relevant and diverse
perspectives were included. Nonetheless, we acknowl-
edge that the views of non-participants may differ and
suggest that future research with a larger sample could
further validate and expand on our findings. Up to
this point, we have examined the experiences of GPs,
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cardiologists, community pharmacists, and geriatri-
cians with multidisciplinary heart failure care sepa-
rately [13-15]; however, it would be valuable to bring
all stakeholders together. Additionally, the findings of
this study are based on interviews with geriatricians
working within the healthcare system in Flanders, Bel-
gium, where geriatric care is formally structured. The
extent to which geriatricians are involved in multidis-
ciplinary heart failure care might vary significantly in
other regions or countries depending on differences
in healthcare systems, funding models, and organiza-
tional frameworks. For example, the findings related
to advanced care planning may be influenced by the
unique legal context in Belgium, where euthanasia is
legal. This cultural and legal framework may shape
geriatricians’ perspectives on advanced care planning
differently than in countries without similar legisla-
tion. Future research could explore these differences to
provide a more comprehensive understanding of geri-
atricians’ roles in heart failure care globally.

Conclusion

In this qualitative study geriatricians reported to
feel confident about the management of geriatric HF
patients and see themselves as the guardians of the
patient during hospitalization. Striking differences
were observed in the triage of patients at the ED. They
were satisfied with the collaboration with the cardi-
ologists, although they reported differences in vision
about dealing with geriatric HF patients and a lack
of real co-management. Geriatricians tend to rely on
the GP and cardiologist for the further follow-up of
the patient after discharge. Advance care planning
was valued highly but they expected more involve-
ment from both the cardiologist and the GP. Based on
these results, our study highlights three key recom-
mendations for optimizing the care of geriatric HF
patients. First, the use of standardized methods to
triage patients at the ED, in combination with geriat-
ric-cardiologist co-management to ensure that each
patient receives appropriate in-hospital care. Secondly,
structured and closer transitional follow-up to limit
readmission rates. Lastly, inclusion of advance care
planning as a mandatory component in every HF pro-
gram can increase the uptake of this important aspect
of care in geriatric patients.
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