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Abstract
Aim: To identify and establish expert consensus on important and feasible components of a nurse-led, comprehensive geriatric assessment (CGA)-based intervention
for community-dwelling older people who live with frailty.
Design: A three-round modified e-Delphi survey.
Methods: An expert panel of 33 UK specialist older people's, primary and community
care nurses participated in the three-round e-Delphi survey over a 12-month period
in 2017–2018. Data from round 1 were analysed using content analysis. Descriptive
statistics were used in the subsequent two rounds to demonstrate convergence of
panel opinion and consensus.
Results: In round 1, experts proposed 30 CGA components that were combined with
six additional components from a literature review and clustered into six domains.
In round 2, components were rated for importance and feasibility. Rating scores for
importance were high across all domains, with lower scores for feasibility. Round 3
revealed that 36 components achieved consensus on importance and 11 out of 36
components reached consensus on feasibility.
Conclusion: Based on expert panel opinion, the content of a nurse-led CGA-based
intervention was established, with the aim of future feasibility testing in a randomized
controlled trial.
Impact: This study provides feasible components of a CGA-based intervention that
can be implemented in clinical practice by nurses in partnership with older people
who live with frailty. Following further testing and evaluation, the components have
the potential to improve clinical outcomes, maximize independence and improve the
quality of life for community-dwelling frail older people.
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I NTRO D U C TI O N

required that can be delivered by primary care professionals other
than GPs and adapted for the individual and their needs. In addi-

The population is ageing and, although this is undoubtedly a suc-

tion, evaluation of the role of nurses in leading this care model is

cess for improved public health and welfare leading to longer life

required.

expectancy, it brings with it the challenge of meeting the health
and social care needs of higher numbers of older people. By 2050,
1 in 6 people in the world will be over age 65 (16%), up from 1 in

1.1 | Background

11 in 2019 (9%). In 2018, for the first time in history, persons aged
65 or above outnumbered children under 5 years of age glob-

Beswick et al. (2008) found that the delivery of complex interven-

ally. The number of persons aged 80 years or over is projected

tions (based on CGA) for older people at home reduces care home

to triple, from 143 million in 2019 to 426 million in 2050 (United

and hospital admissions and falls. A systematic review investigating

Nations, 2019). In the United Kingdom, remaining life expectancy

the implementation of one primary care CGA-based approach noted

at age 65 is currently 19.5 years; however, many people experi-

a lack of an agreed implementation model and concerns of work-

ence 10 years of diminished quality of life due predominantly to

force capacity in primary care (Craig et al., 2015). Another review at-

limiting disability and illness (Mortimer & Green, 2015). Much of

tempted to identify approaches to CGA in primary care and although

this disability and loss of function can be attributed to the devel-

there were several in existence, the authors highlighted the need for

opment of frailty.

more research into what is feasible for large numbers of the popula-

Frailty is a clinical syndrome associated with ageing, which de-

tion (Morley et al., 2017).

velops through cumulative cellular damage over the life course and

Professional organizations, such as the British Geriatrics

leads to progressive disability and loss of independence (Clegg et al.,

Society (BGS), advocate for a multi-p rofessional approach to sup-

2013). Biomedical assessment of frailty focusses on the diagnosis

porting frail patients and point to evidence that nurses and allied

and treatment of the clinical syndrome (Hoogendijk et al., 2019),

health professionals can successfully lead and provide input into

however, this approach fails to capture individuals’ differences

the assessment and care planning process (Schadewaldt et al.,

and can cause clinicians to neglect peoples’ abilities to participate

2013). Although some authors have evaluated healthcare pro-

in their own care and support (Rahman, 2018). The World Health

fessionals’ attitudes to frailty assessment and management and

Organisation advocates for an asset-based model of assessment and

found more positive engagement among nurses than other cli-

support including a holistic, multidimensional approach to managing

nicians (Moffatt et al., 2018), the nursing contribution to frailty

frailty as a means of preserving function, personhood and indepen-

management is poorly developed, with nurse-led approaches

dence (World Health Organization, 2015).

showing mixed outcomes (Bleijenberg et al., 2017; Schein et al.,

Assessment of frailty is mostly undertaken in acute hospitals

2005; Stijnen et al., 2014; Stijnen et al., 2014; Taube et al., 2018).

using a Comprehensive Geriatric Assessment (CGA), led by a geri-

Reviews of some of these studies report a lack of specialist older

atrician (Clegg et al., 2013). This assessment and care planning pro-

persons’ knowledge and advanced assessment skills which af-

cess is acknowledged as the gold standard for the management and

fected delivery and fidelity to the intervention (Hertogh &

prevention of deterioration in frailty (Gladman, 2016). It is a mul-

Bastiaans, 2016; Hoogendijk et al., 2016). Some authors have

tidimensional, interdisciplinary diagnostic process to determine the

suggested that primary care teams require the support of spe-

medical, psychological and functional capabilities of a frail older per-

cialist services, such as geriatricians (Hertogh & Bastiaans,

son to develop an individualized care plan for treatment and long-

2016), whereas others have employed nurses with advanced

term follow-up in partnership with the patient and their families

assessment and case management skills and reported more pos-

(Ellis et al., 2011). However, many older people who live with frailty

itive effects on outcomes (Kono et al., 2016; Rockwood et al.,

do not access hospital services, and there is no evidence to indicate

2000). In addition to advanced clinical skills, several studies have

that the acute hospital CGA is immediately transferable to commu-

highlighted the importance of a goal-o rientated intervention

nity or primary care delivery.

focussing on person-c enteredness and self-m anagement. This

It is not clear whether clinicians in this community setting (in-

approach should be built on a caring, supportive relationship

cluding nurses) possess the specialist skills and knowledge to de-

between the nurse and patient (Imhof et al., 2012). Therefore,

liver CGA. In addition, concerns have been raised across Europe

whilst a CGA-b ased intervention may be appropriate for primary

about the time taken to identify the frail population, conducting

care delivery, the practicalities of its implementation require fur-

a CGA and the additional cost in time and resources to primary

ther exploration, including which components can and should be

care (Shaw et al., 2018). Implementation of primary care frailty

led by nurses rather than doctors. This formed the focus of this

management can be problematic because primary care doctors

Delphi study, which is part of a larger programme of research

may view frailty screening as a burden in an already challenging

related to the development and implementation of a nurse-led,

workload (Reeves et al., 2018). A holistic, flexible intervention is

CGA-b ased intervention.
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Methods and results are reported in line with the ‘Guidance on
Conducting and Reporting Delphi Studies’ (CREDES) (Jünger et al.,

2.1 | Aim

2017), which promotes consistency and quality in conducting Delphi
studies. Figure 1 summarizes the Delphi process. to provide rigour

This study aimed to identify and obtain expert consensus on impor-

and transparency in methods, study procedures were planned in de-

tant and feasible components of a nurse-led, CGA-based interven-

tail and piloted whenever possible.

tion for community dwelling older people who live with frailty.

2.3 | Participants

2.2 | Design

The research team aimed to recruit at least 20 expert panel members,
The e-Delphi survey was conducted as the first phase of a mixed-

to form a panel with broad expertise in the care of older people in

methods feasibility study to develop and test a nurse-led assess-

primary and community care settings. Potential panel members were

ment and care planning intervention for frail older people in primary

contacted through the British Geriatrics Society Nurses Council, the

care. A modified e-Delphi technique was used (Foth et al., 2016)

Royal College of Nursing Older People's Forum Steering Committee,

with a literature review, expert opinion and achievement of pre-

and the National Health Service (NHS) National Community/Primary

specified levels of consensus (Keeney, Hasson, & McKenna, 2011).

Care Nurses Forum. Participating organizations were asked to pro-

An a priori definition of consensus was agreed by the research team

vide letters of approval and confirm that they would share the survey

(Jünger et al., 2017) and defined as 75% expert panel agreement

with their members. An invitation to participate and a participant in-

that a component met the criteria of ‘fairly important’ or ‘very im-

formation sheet was provided. Individuals who chose to participate

portant’ and ‘fairly feasible’ or ‘very feasible’ was required at round

were asked to confirm consent through the completion of an online

3 of the survey.

consent form as part of the first-round survey.

Results

Analysis

Literature review results
· 6 components

Round 1:
30 components proposed by
expert panel
· 6 components from
literature review

·

Contenr analysis

Round 2:
Rating of 36 components for
importance and feasibility
Frequencies, percentages,
mean, standard deviation
Round 3:
Re-rating of 36 components
based on group response

F I G U R E 1 Delphi methods and results

·
·

Final intervention content:
36 components included as “important”
11 components included as “feasible”

4
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2.4 | Data collection

component from round 2. Data were presented back to the panel
along with the same rating scales so that panel members had the

Three rounds of Delphi procedures were carried out using email invi-

opportunity to re-rate based on the group response in round 2.

tation and completion of online surveys. Surveys were administered
via an online survey platform, ‘SurveyMonkey’ and potential participants were directed to SurveyMonkey (http://www.surveymonk
ey.com/) with a URL specific to this survey. Email reminders were

2.6 | Ethics considerations, confidentiality and
data security

sent after 1 week and 2 weeks, and withdrawal from the study was
offered at all stages.

Ethics approval was granted by the University of Plymouth Faculty
Research Ethics and Integrity Committee (Reference Number:

2.5 | Survey design and administration

18/19-1027). The online platform used to administer the surveys
has data security and privacy policies in place (SurveyMonkey,
2020). Information systems and technical infrastructure are hosted

Three members of the research teams designed the round 1 survey.

in accredited data centres. Access to technology resources is only

To assess ease of use and understanding of content, the survey was

permitted through secure connectivity and requires multi-factor au-

completed initially by two specialist community nurses. They sug-

thentication. All data are encrypted, and all responses to surveys are

gested the inclusion of a few examples of potential components. The

private by default.

round 1 survey began with information on the purpose of the study

Expert panel members were assured of anonymity in the partic-

and initial questions related to the demographic characteristics

ipant information sheet. Internet protocol addresses were used to

of participants including years qualified as a nurse, specialist area

contact panel members who could not be identified in the process,

of practice and any specialist qualifications. There was one open-

and individual responses were unknown to other panel members.

ended question; ‘Please give your ideas about the components of a

Panel members were asked to sign an informed consent form includ-

CGA that you think are important and will improve clinical outcomes

ing agreement to the use of email addresses to contact with subse-

for frail older people in a primary/community setting. Please list as

quent survey rounds.

many as you can for example: multidisciplinary team involvement,
agreeing a plan of care and support, medication review, environmental assessment, etc.’

2.7 | Data analysis

Prior to the round 1 survey, a review of the literature, which was
conducted to identify what was already known about the content

Statistical analysis and definition of consensus were planned and

of nurse-led CGA-based approaches in primary care. A search of

agreed prior to data collection. Panel members’ demographic char-

PubMed and CINAHL English language journals from 1990 to 2017

acteristics were reported by frequencies and percentages. Data

was undertaken to identify articles on the topic. The search strat-

from the open-ended question in round 1 were analysed using

egy combined headings and keywords for ‘comprehensive geriatric

content analysis (Hasson et al., 2000). In round 2, frequencies and

assessment’, ‘CGA’, ‘primary care’, ‘community care’, ‘nursing as-

percentages for all ranking scales were calculated prior to being pre-

sessment’, ‘care plan’ ‘frail’ and ‘older people’. Information on com-

sented back to the panel in round 3. In addition to frequencies being

ponents of an intervention were extracted and listed, and any not

derived, means and standard deviations for ranking scores were cal-

suggested by the expert panel were added to the round 2 survey.

culated to assess convergence of opinions from round 2 to round 3.

The round 2 survey consisted of 30 components of CGA suggested as important by the panel members and six additional compo-

Final consensus figures (percentage consensus for each component)
were calculated for reporting after round 3.

nents derived from the literature review. Panel members were asked

There is no specific guidance available for acceptable response

to rate each component on two issues: importance and feasibility.

rates in Delphi studies. Some Delphi studies relating specifically

Importance was rated on a 5-point, Likert-t ype scale ranging from 1

to older people's care have not reported response rates (Goldberg

is ‘not important at all’ to 5 is ‘very important’. The feasibility scale

et al., 2016; Mahoney et al., 2017). However, others have reported

was a 5-point, Likert-type scale ranging from 1 is ‘not feasible’ to 5

between 75% (Rodríguez-Mañas et al., 2013) and 92% (Jeffs et al.,

is ‘very feasible’. Importance in this case related to how important

2017). Because of the iterative process of Delphi studies, there is the

was it that this component formed part of the CGA-based approach

potential for panel members to withdraw after subsequent rounds,

and feasibility related to the practicality of implementing this com-

which can lead to response bias if attrition is significant (Evans,

ponent in community and primary care practice. The last question in

1997). Some authors recommend that a 70% response rate is neces-

this survey round was an open-ended question asking if there were

sary for each round to maintain rigour (Sumison, 1998). In this study,

any missing components that could be included in the next round.

a response rate of 70% was anticipated to the rounds 2 and 3. To

The round 3 survey listed the 36 components from round 2
with the aggregated results (frequency and percentage) for each

encourage consensus, three reminders to complete the survey were
sent to the panel members.
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2.8 | Validity, reliability and rigour

5

nursing qualification, whereas 33% had no specialist qualification. None of the panel held a specialist general practice nursing

No verified survey instrument was available to use in this study. To

qualification. Response rate to the round 2 survey was 72% (23

validate the components of the intervention suggested by panel

out of 32), and the round 3 survey achieved a 91% response rate

members in the round 1 exploratory survey, the team conducted a

(21 out of 23).

review of the literature to identify current evidence about the content of nurse-led CGA-based approaches in primary/community
care. Information on components of an intervention were extracted

3.2 | e-Delphi round 1

and listed. Panel responses in round 1 were compared with the literature, and any additional components not suggested by the panel

Content analysis generated an initial 35 components suggested by

were added to the round 2 survey.

the expert panel. These were aggregated into 30 components and
grouped into six domains, which were as follows:

3

|
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1. Frameworks/care structures; the organizational procedures,
which are required to support the delivery of the intervention

3.1 | Expert panel demographics

2. Home/family/safety assessment; including functional, environmental, social and carers needs assessments

A total of 75 volunteers, all experienced nurses who, at the time

3. Personalized care and support planning; supporting self-

of the e-D elphi, worked with older people in primary and com-

management and person-centred care with the development and

munity healthcare settings were invited to participate. Of these,

ongoing evaluation of a plan of care

33 responded to the first round, and one respondent withdrew

4. Long-term condition management; identification of problems/

from subsequent rounds, resulting in 32 participants for rounds

deficits related to long-term conditions/multimorbidity including

2 and 3. Years since qualification ranged between 6 and 41 years
with a mean of 28 years (Table 1). The majority of responses
were received from participants who worked in either older people's nursing (n = 14) or community nursing (n = 13) with a minor-

medication review
5. Physical health assessment; including frailty, nutrition/hydration
and sexual health
6. Mental health assessment; including cognition and mood

ity working in general practice nursing (n = 1). Other specialities
included academia, intermediate care and mental health nursing.

Six additional components were incorporated from the literature

Of the expert panel members, 36.5% held a specialist commu-

review. These components were a system for information gather-

nity nursing qualification, 27% held a specialist older people's

ing; a shared care record; listening to the patient's story as part of
personalized care and support planning; assessment of pain; assess-

TA B L E 1 Demographics of the expert panel
Demographic characteristics

ment of vision, hearing and dentition and assessment of bladder and
n (%)

Nursing speciality
Older peoples’ nursing
General practice nursing
Community nursing
Other (please specify)

14 (42.5)

bowel function. The combination of these components and those
from the experts resulted in a round 2 survey of 36 components
clustered in the six domains (Table 2).

1 (3.0)
13 (39.5)
5 (15.0)

Years qualified as a nurse

3.3 | e-Delphi round 2
The mean of all expert panel scores was calculated for each

0 to10

3 (10.0)

component and then combined to give a mean score for each do-

11 to 20

4 (12.0)

main. When analysed in the six domains, mean scores for impor-

21 to 30

9 (27.0)

tance were high across all components and lower for feasibility

31 to 40

16 (48.0)

except for the frameworks/care structures domain, which were

1 (3.0)

high for both importance (mean 4.8; SD 0.06) and feasibility

More than 40
Specialist nursing qualification
Older peoples’ nursing qualification
Community nursing qualification
Practice nursing qualification
No specialist qualification
No answer given

9 (27.0)
12 (36.5)
0 (0.0)
11 (33.0)
1 (3.0)

(mean 4.8; SD 0.06). All other domains had mean scores ranging
from 4.4 (SD 0.50) to 4.59 (SD 0.11) for importance and between
3.47 (SD 0.25) and 4.59 (SD 0.33) for feasibility. No additional
components were suggested by panel members. Full results with
frequencies, percentages, mean scores and standard deviations
for all components in round 2 are presented in Supplementary
Information 1.
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TA B L E 2 Components identified in round 1
Components

Number of
responses

Frameworks/care structures
1

Multi-disciplinary team discussion/review

8

2

Coordinated multidimensional assessment and care with an identified lead clinician/case
manager

5

3

A competent, well-trained workforce who can deliver an assessment and care planning
intervention

3

4

A timely response to crises

1

5

A system for data/information gathering, e.g. past medical history, social circumstances,
family history

*

6

A shared care record

*

Home/family/safety assessments
7

Environmental assessment including housing and equipment aimed at maximizing
independence

11

8

Assessment of social support including financial concerns, benefits entitlement, social
isolation

8

9

Assessment of functional ability and activities of daily living including re-ablement potential

5

10

Assessment of falls risk

3

11

Assessment of carer's needs

3

12

Determining spiritual needs and support systems

1

13

Exploring opportunities for employment/education/hobbies

1

Personalized care and support planning
14

Agreeing and formulating a plan together based on shared decision-making and the
preferences of the individual: working the partnership

10

15

Safeguarding this contract by documenting it in a co-created care or support plan:
personalized care and support planning

10

16

Monitoring response to the care and support plan

10

17

Review and revising of the care and support plan

10

18

Empowerment and self-management and enabling behavioural change

6

19

Determining advance care preferences

4

20

Establishing the patient's personal goals and where support is needed (person centred care)

4

21

Assessment of resilience and coping mechanisms –an asset-based approach

3

22

Escalation/contingency planning: actions for when the patient's condition deteriorates

2

23

Assessment of patient's ability to actively participate in care and planning

2

Establishing an individual's narrative by active listening/appreciative enquiry

*

24

Long-term condition management
25

Medication review including ability to self-administer, concordance and de-prescribing

10

25

Advanced clinical assessment skills –physical examination and ordering investigations

6

27

Problem/deficit identification

3

28

Optimizing management of long-term conditions/multimorbidity

1

Physical health assessments
29

Assessment for the presence and severity of frailty

2

30

Assessment of nutritional status including hydration

1

31

Sexual health assessment

1

32

Assessment of pain

*

33

Assessment of vision, hearing and dentition

*

34

Assessment of bladder and bowel function

*

|
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TA B L E 2 (Continued)
Number of
responses

Components
Mental health assessments
35

Assessment of cognition

6

36

Assessment of mood and psychological well-being

6

*Component taken from literature review.

Domain mean scores for importance (rounds two and three)

(a)

Importance
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F I G U R E 2 (a) Domain mean scores
for importance (rounds two and three).
(b) Domain mean scores for feasibility
(rounds two and three)
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Domain mean scores for feasibility (rounds two and three)
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Round three

Domains
Round two

3.4 | e-Delphi round 3

Round three

round 3, indicating more variability in scoring. However, feasibility scores reduced and had larger standard deviations from round

Domain mean scores for both rounds are presented in Figure 2a,b

2 (mean 4.8; SD 0.06) to round 3 (mean 3.0; SD 1.5) indicating less

revealing increasing mean scores and convergence of opinion

consensus on feasibility of these components. The component re-

across the rounds. Generally, mean scores for importance re-

lating to the need for a shared care record in this domain strongly

mained high across all domains, with lower scores for feasibility.

influenced the overall mean score (mean 2.83; SD 0.75). Mean

Scores relating to the domain of frameworks/care structures were

scores relating to the other four domains all increased from round

higher in round 3 (mean 4.88; SD 0.13) than in round 2 (mean 4.80;

2 to round 3 with variable standard deviations; personalized care

SD 0.06) for importance, but with a larger standard deviation in

and support planning (importance: 4.55; SD 0.12 to 4.74; SD 0.12,

8
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feasibility: 3.47; SD 0.25 to 3.7; SD 0.44), long term condition

of mood met the consensus threshold for importance (100%), but

management (importance: 4.53; SD 0.19 to 4.79; SD 0.18, fea-

not for feasibility scoring 71.4% and 66.7%, respectively.

sibility: 3.59; SD 0.19 to 3.78; SD 0.31), physical health assessments (importance: 4.47; SD 0.36 to 4.72; SD 0.00, feasibility:
3.85; SD 0.32 to 4.10; SD 0.35) and mental health assessments

4

|

DISCUSSION

(importance: 4.59; SD 0.11 to 4.82; SD 0.07, feasibility: 3.57; SD
0.23 to 3.9; SD 0.03). This may indicate overall convergence of

This e-Delphi study identified and reached consensus on important

opinion across rounds but with small numbers of outlying opin-

and feasible components of a nurse-led CGA-based intervention for

ions, which affected standard deviation. Results with frequen-

community dwelling older people who live with frailty. Following

cies, percentages, mean scores and standard deviations for all

three rounds of surveys, the expert panel identified what they con-

components are presented in Supplementary Information 2.

sidered to be both important and feasible components of the care
model, and consensus at the required level for importance was

3.5 | Panel consensus

reached for all suggested components. The important components
were similar to those contained in a primary care CGA toolkit published in 2019 (Turner et al., 2019). However, the panel did not think

Following round 3, all 36 components met consensus on importance,

the majority of the components were feasible to deliver in current

but only 11 out of the 36 components reached consensus on fea-

primary and community care. It appeared that the expert panel had

sibility at the pre-defined level of 75% panel agreement (Table 3).

concerns about the time and infrastructure available to complete a

In the frameworks/care structure domain, all components met the

CGA or that there may be a lack of specialist skills.

consensus threshold for importance (range 90.5%−100%), but four

There was clear concern demonstrated in the low feasibility

out of the six did not reach consensus on feasibility. These were a

scores for the existence of a shared care record to enable informa-

competent, well-trained workforce (47.6%), a system for data/infor-

tion gathering and sharing across organizations and the components

mation gathering (47.6%), a shared care record (57.8%) and a timely

that relate to personalized care and support planning. In 2013, the

response to crisis (19.0%).

National Collaboration for Integrated Care and Support published

In the home/family/safety assessment domain, all components

its report ‘Integrated Care and Support: Our Shared Commitment’

met the consensus threshold for importance (range 81.0%−100%),

(National Collaboration for Integrated Care & Support, 2013) which

but five out of the seven did not reach consensus on feasibility.

stated the government's pledge to end institutional divisions and

These were environmental assessment (52.4%), assessment of so-

provide seamless health and social care for older people. The panel

cial support (47.6%), assessment of carer need (66.7%), determining

members’ responses highlighted the importance of a competent,

spiritual needs (57.1%) and exploring opportunities for employment/

well-trained workforce and demonstrated concerns about the fea-

education/hobbies (38.1%).

sibility of working across organizational boundaries in partnership

In the domain of personalized care and support planning, all

to develop personalized plans of care. Studies have demonstrated

components met the consensus threshold for importance (range

the value of multi-professional involvement and a shared care re-

85.7%−100%), but nine out of the eleven did not reach consensus

cord (Garrard et al., 2020; Phelan et al., 2007). The reality in primary

on feasibility. These were formulating a personalized care and sup-

care is still far from the strategic vision of integrated care for older

port plan (PCSP) (57.1%), documenting in a co-created PCSP (33.3%),

people.

monitoring response (42.9%), review of the PCSP (61.9%), empow-

Other components that were thought not feasible relate to

erment and self-management (33.3%), determining advanced care

the possession of specific skills by primary care nurses. The panel

preferences (71.4%), assessment of resilience and coping mecha-

thought nurses would not be able to assess carer's needs, conduct

nisms (33.3%), escalation/contingency planning (61.9%) and estab-

environmental assessments and determine preferred place of care.

lishing the narrative (52.4%).

They also doubted the feasibility of nurses with advanced assess-

All four components in the long-term condition management

ment skills. This is borne out by the literature where some stud-

domain met the threshold for consensus on importance (range

ies have reported a lack of specialist older people knowledge and

90.5%−100%) while three of these did not achieve consensus on

skills amongst primary care nurses (Hertogh & Bastiaans, 2016;

feasibility; advanced clinical assessment skills (51.2%) and problem/

Hoogendijk, 2016).

deficit identification and optimizing long-term condition management (both 71.4%).

Notwithstanding the concerns already discussed, it was encouraging to see that specific components from other domains were

In the domain of physical health assessments, all components

thought to be important and feasible in a nurse-led approach. These

met the consensus threshold for importance (range 80.1%−100%),

were establishing the diagnosis and severity of frailty and assessment

and two out of the six did not reach consensus on feasibility; as-

of functional ability including re-ablement, falls risk, pain, medica-

sessment of vision, hearing and dentition (66.7%) and sexual health

tion adherence and optimization, nutritional status (including hydra-

assessment (28.6%). Finally, in the domain of mental health assess-

tion) and bladder and bowel function. This is important information

ments, both components of assessment of cognition and assessment

in informing the design of a nurse-led, CGA-based intervention as,
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TA B L E 3 Final percentages for each component (importance and feasibility)
Components

Importance

Feasibility

Frameworks/care structures
1

Multi-disciplinary team discussion/review

100%

81.0%

2

Coordinated multi-dimensional assessment and care with an identified
lead clinician

100%

76.2%

3

A competent, well-trained workforce who can deliver the intervention

95.3%

47.6%

4

A timely response to crises

90.5%

19.1%

5

A system for data/information gathering, e.g. past medical history, social
circumstances

100%

47.6%

6

A shared care record

95.2%

57.8%

Home/family/safety assessments
7

Environmental assessment aimed at maximizing independence

95.2%

52.4%

8

Assessment of social support including financial concerns, social isolation

95.2%

47.6%

9

Assessment of functional ability and activities of daily living including
reablement potential

95.2%

85.7%

10

Assessment of falls risk

100%

81.0%

11

Assessment of carer's needs

100%

66.7%

12

Determining spiritual needs and support systems

95.2%

57.1%

13

Exploring opportunities for employment/education/hobbies

81.0%

38.1%

Personalized care and support planning
14

Agreeing and formulating a plan together based on shared
decision-making

90.5%

57.1%

15

Safeguarding this contract by documenting it in a co-created care or
support plan

85.7%

33.3%

16

Monitoring response to the care and support plan

85.7%

42.9%

17

Review and revising of the care and support plan

95.2%

61.9%

18

Empowerment and self-management and enabling behavioural change

95.2%

33.3%

19

Determining advance care preferences

100%

71.4%

20

Establishing the patient's personal goals and support needed (person-
centred care)

95.2%

81.0%

21

Assessment of resilience and coping mechanisms –an asset-based
approach

95.2%

33.3%

22

Escalation/contingency planning: actions for when the patient's condition
deteriorates

100%

61.9%

23

Assessment of patient's ability to actively participate in care and planning

85.7%

76.2%

24

Establishing an individual's narrative by active listening/appreciative
enquiry

90.5%

52.4%

Long-term condition management
25

Medication review including ability to self-administer, concordance and
de-prescribing

100%

81.0%

26

Advanced clinical assessment skills –physical examination and ordering
investigations

90.5%

57.2%

27

Problem/deficit identification

95.2%

71.4%

Optimizing management of long-term conditions/multimorbidity

100%

71.4%

28

Physical health assessments
29

Assessment for the presence and severity of frailty

90.5%

81.0%

30

Assessment of nutritional status including hydration

100%

85.7%

31

Sexual health assessment

81.0%

28.6%

32

Assessment of pain

100%

95.2%

(Continues)
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TA B L E 3 (Continued)
Components

Importance

Feasibility

33

Assessment of vision, hearing and dentition

100%

66.7%

34

Assessment of bladder and bowel function

100%

81.0%

Mental health assessments
35

Assessment of cognition

100%

71.4%

36

Assessment of mood and psychological well-being

100%

66.7%

to date although studies of primary/community care–based CGA

the BGS affirmed that nurses can lead CGA-based interventions in

have demonstrated some benefits relating to clinical outcomes and

primary care as they are ‘are well placed to manage the complex-

acceptance by patients (Fenton et al., 2006; Hermush et al., 2009;

ity of assessment in an efficient way drawing together the different

Phelan et al., 2007) they have not, however, specifically detailed the

strands to coordinate a personalized treatment plan’ (Turner et al.,

content of the intervention under study. Transparency about spe-

2019, p. 4). Turner et al. also emphasize that nurses have a duty to

cific content would enable further evaluation or assessment in clin-

act as patient advocate set out in their codes of conduct and are

ical practice.

expert in enabling shared decision-making. Given that CGA is a

It is interesting to note that assessment components demon-

multi-dimensional assessment and care planning process, it has been

strated a holistic approach and were not limited to biomedical inter-

advocated that multiple clinicians should be involved and that nurses

ventions. This is in line with the concept of intrinsic capacity, which

should coordinate and lead the process ensuring best use of scarce

has been adopted by the World Health Organisation as a quantifiable

resources and targeting of this approach at those who will most ben-

measure of healthy ageing (World Health Organization, 2015) and a

efit (Schadewaldt et al., 2013).

composite measure of all physical and mental capabilities of an older
person (Woo, 2019). This construct moves away from the biomedical
approach of diagnosing and treating diseases, and towards assess-

4.1 | Study limitations

ment of body functions as a ‘holistic entity’ (Cesari et al., 2018, p.3),
supporting prevention or managing deterioration, aiming always to

Older people and their carers were not included in the expert panel,

preserve function and independence. This is more in tune with older

and this was a limitation of the study as the expert panel did not

people's perceptions of becoming frail in terms of everyday tasks

necessarily reflect their views on what was important to them. To

and how it feels if these tasks start to become difficult to complete,

address this deficit, the Delphi findings were later shared with a re-

thus eroding independence and wellbeing (Britain Thinks, 2015).

search stakeholder group made up of older people, carers and clini-

The panel members had reservations about whether completion

cians to consult with them the results of this study and on the final

of CGA in current primary healthcare practices is possible, and this

content and delivery methods. Unfortunately, there are no qualita-

reflects global concerns about shortage of primary healthcare pro-

tive data that can explain the reasons why participants felt that sev-

fessionals (World Health Organization, 2013) and the debate about

eral components were not considered to be feasible and so were not

how capacity and clinical quality can be increased by new models

included in the emergent nurse-led CGA model.

of care provided closer to home (Elkan et al., 2001). They also echo
results of other studies that highlight the perceived challenges to the
delivery of primary care-based CGA (Craig et al., 2015; Monteserin

5
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et al., 2010; Stijnen et al., 2014). This may be an opportunity to examine which clinicians are best placed to provide care and support to

This e-Delphi study developed consensus on important and feasible

frail older people in a way that can increase capacity in the primary/

components of a nurse-led, CGA-based intervention in primary care.

community care team and provide a more convenient approach for

The study indicates which components of traditional CGA can be

patients who would struggle to attend secondary care. A new model

effectively delivered in primary care, by non-medical practitioners,

may include the substitution of nurses where care and treatment has

as well as those elements which may not be feasible in practice. The

previously been provided by doctors, for example, as an alternative

intervention now requires further evaluation in real life clinical prac-

to geriatrician-led CGA.

tice and will be tested in a feasibility randomized controlled trial in

Ensuring the most appropriate clinician delivers care and support

the next phase of this research.

is an ongoing debate, with increasing acceptance that care for older
people with complex needs can be led by nurses. Three system-

F U N D I N G S TAT E M E N T

atic reviews have reported that care provided by nurses is of equal
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quality to care provided by primary care doctors (Horrocks et al.,

Research Clinical Doctoral Research Fellowship which funded this

2002; Laurant et al., 2005; Martínez-González et al., 2014). Recently,

study.

|

LYNDON et al.

AC K N OW L E D G E M E N T S
The authors would like to thank the expert panel for their invaluable
contribution to this study.
C O N FL I C T O F I N T E R E S T
No conflict of interest has been declared by the authors.
AU T H O R C O N T R I B U T I O N S
All authors have agreed on the final version and meet at least one of
the following criteria (recommended by the ICMJE*):
1. substantial contributions to conception and design, acquisition
of data or analysis and interpretation of data
2. drafting the article or revising it critically for important intellectual content.
PEER REVIEW
The peer review history for this article is available at https://publo
ns.com/publon/10.1111/jan.15066.
ORCID
Helen Lyndon

https://orcid.org/0000-0003-4952-0114

Jos M. Latour

https://orcid.org/0000-0002-8087-6461

Jonathan Marsden
Bridie Kent

https://orcid.org/0000-0002-2037-4902

https://orcid.org/0000-0001-9550-1913

REFERENCES
Beswick, A. D., Rees, K., Dieppe, P., Ayis, S., Gooberman-Hill, R., Horwood,
J., & Ebrahim, S. (2008). Complex interventions to improve physical
function and maintain independent living in elderly people: A systematic review and meta-analysis. The Lancet, 371(9614), 725–735.
https://doi.org/10.1016/s0140-6736(08)60342-6
Bleijenberg, N., Drubbel, I., Neslo, R. E., Schuurmans, M. J., Ten Dam,
V. H., Numans, M. E., de Wit, G. A., & de Wit, N. J. (2017). Cost-
effectiveness of a proactive primary care program for frail older
people: a cluster-randomized controlled trial. Journal of the
American Medical Directors Association, 18(12), 1029–1036.e1023.
https://doi.org/10.1016/j.jamda.2017.06.023
Britain Thinks (2015). Frailty: Language and Perceptions: A report
prepared by BritainThinks on behalf of Age UK and the British
Geriatrics Society. Retrieved from https://www.ageuk.org.uk/
docume nts/EN-G B/For-p rofes siona ls/Policy/health -a nd-w ellb
eing/report_bgs_frailt y_langua ge_and_percep tions.pdf?dtrk=
true.
Clegg, A., Young, J., Iliffe, S., Rikkert, M. O., & Rockwood, K. (2013).
Frailty in elderly people. Lancet, 381(9868), 752–762. https://doi.
org/10.1016/S0140-6736(12)62167-9
Craig, C., Chadborn, N., Sands, G., Tuomainen, H., & Gladman, J. (2015).
Systematic review of EASY-c are needs assessment for community-
dwelling older people. Age and Ageing, 44(4), 559–565. https://doi.
org/10.1093/ageing /afv050
Elkan, R., Kendrick, D., Dewey, M., Hewitt, M., Robinson, J., Blair, M., &
Brummell, K. (2001). Effectiveness of home based support for older
people: Systematic review and meta-analysis. BMJ, 323(7315), 719–
725. https://doi.org/10.1136/bmj.323.7315.719
Ellis, G., Whitehead, M. A., O'Neill, D., Langhorne, P., & Robinson, D.
(2011). Comprehensive geriatric assessment for older adults admitted to hospital. Cochrane Library: Cochrane Reviews, 7, CD006211.
https://doi.org/10.1002/14651858.CD006211.pub2

11

Evans, C. (1997). The use of consensus methods and expert panels in
pharmacoeconomic studies. Practical applications and methodological shortcomings. Pharmacoeconomics, 12(2), 121–129. https://
doi.org/10.2165/00019053-199712020-0 0003
Fenton, J. J., Levine, M. D., Mahoney, L. D., Heagerty, P. J., & Wagner,
E. H. (2006). Bringing geriatricians to the front lines: Evaluation
of a quality improvement intervention in primary care. Journal of
American Board of Family Medicine, 19(4), 331–339. https://doi.
org/10.3122/jabfm.19.4.331
Garrard, J. W., Cox, N. J., Dodds, R. M., Roberts, H. C., & Sayer, A. A.
(2020). Comprehensive geriatric assessment in primary care: A systematic review. Aging Clinical and Experimental Research, 32(2), 197–
205. https://doi.org/10.1007/s40520 -019-01183-w
Gladman, J. R. F. (2016). Delivering comprehensive geriatric assessment in new settings: Advice for frontline clinicians. Journal of the
Royal College of Physicians of Edinburgh, 46(3), 174–179. https://doi.
org/10.4997/JRCPE.2016.309
Goldberg, S. E., Cooper, J., Blundell, A., Gordon, A. L., Masud, T., &
Moorchilot, R. (2016). Development of a curriculum for advanced
nurse practitioners working with older people with frailty in the
acute hospital through a modified Delphi process. Age and Ageing,
45(1), 48–53. https://doi.org/10.1093/ageing /afv178
Hasson, F., Keeney, S., & McKenna, H. (2000). Research guidelines for
the Delphi survey technique. Journal of Advanced Nursing, 32(4),
1008–1015.
Hermush, V., Daliot, D., Weiss, A., Brill, S., & Beloosesky, Y. (2009). The
impact of geriatric consultation on the care of the elders in community clinics. Archives of Gerontology and Geriatrics, 49(2), 260–262.
https://doi.org/10.1016/j.archger.2008.09.007
Hertogh, C. M. P. M., & Bastiaans, J. F. (2016). General practitioner
and specialist elderly care medicine paramount: A strong pairing
in the care of the vulnerable elderly. Nederlands Tijdschrift Voor
Geneeskunde, 160(49), D951. Dutch. PMID: 27827291
Hoogendijk, E. O. (2016). How effective is integrated care for community-
dwelling frail older people? The case of the Netherlands. Age and
Ageing, 45(5), 585–588. https://doi.org/10.1093/ageing /afw081
Hoogendijk, E. O., Afilalo, J., Ensrud, K. E., Kowal, P., Onder, G., & Fried, L.
P. (2019). Frailty: Implications for clinical practice and public health.
Lancet, 394(10206), 1365–1375. https://doi.org/10.1016/s0140
-6736(19)31786-6
Hoogendijk, E. O., Van Der Horst, H. E., Van De Ven, P. M., Twisk, J.
W. R., Deeg, D. J. H., Frijters, D. H. M., Van Leeuwen, K. M., Van
Campen, J., Nijpels, G., Jansen, A. P. D., & van Hout, H. P. J. (2016).
Effectiveness of a Geriatric Care Model for frail older adults in
primary care: results from a stepped wedge cluster randomized
trial. European Journal of Internal Medicine, 28, 43–51. https://doi.
org/10.1016/j.ejim.2015.10.023
Horrocks, S., Anderson, E., & Salisbury, C. (2002). Systematic review of
whether nurse practitioners working in primary care can provide
equivalent care to doctors. BMJ, 324(7341), 819–823. https://doi.
org/10.1136/bmj.324.7341.819
Imhof, L., Naef, R., Wallhagen, M. I., Schwarz, J., & Mahrer-Imhof, R.
(2012). Effects of an advanced practice nurse in-home health consultation program for community-dwelling persons aged 80 and
older. Journal of the American Geriatrics Society, 60(12), 2223–2231.
https://doi.org/10.1111/jgs.12026
Jeffs, L., Kuluski, K., Law, M., Saragosa, M., Espin, S., Ferris, E., Merkley,
J., Dusek, B., Kastner, M., & Bell, C. M. (2017). Identifying effective
nurse-led care transition interventions for older adults with complex needs using a structured expert panel. Worldviews on Evidence-
Based Nursing, 14(2), 136–144. https://doi.org/10.1111/wvn.12196
Jünger, S., Payne, S. A., Brine, J., Radbruch, L., & Brearley, S. G. (2017).
Guidance on Conducting and REporting DElphi Studies (CREDES)
in palliative care: Recommendations based on a methodological
systematic review. Palliative Medicine, 31(8), 684–706. https://doi.
org/10.1177/0269216317690685

12

|

Keeney, S., Hasson, F., & McKenna, H. P. (2011). The Delphi technique in
nursing and health research. Wiley-Blackwell.
Kono, A., Izumi, K., Yoshiyuki, N., Kanaya, Y., & Rubenstein, L. Z. (2016).
Effects of an updated preventive home visit program based on a
systematic structured assessment of care needs for ambulatory
frail older adults in Japan: A randomized controlled trial. Journals
of Gerontology. Series A, Biological Sciences and Medical Sciences, 71,
1631–1637. https://doi.org/10.1093/gerona/glw068
Laurant, M., Reeves, D., Hermens, R., Braspenning, J., Grol, R., & Sibbald,
B. (2005). Substitution of doctors by nurses in primary care.
Cochrane Database Systematic Reviews, 2, CD001271. https://doi.
org/10.1002/14651858.CD001271.pub2
Mahoney, J. E., Clemson, L., Schlotthauer, A., Mack, K. A., Shea, T., Gobel,
V., & Cech, S. (2017). Modified delphi consensus to suggest key elements of stepping on falls prevention program. Frontiers in Public
Health, 5, https://doi.org/10.3389/fpubh.2017.00021
Martínez-González, N. A., Djalali, S., Tandjung, R., Huber-Geismann,
F., Markun, S., Wensing, M., & Rosemann, T. (2014). Substitution
of physicians by nurses in primary care: A systematic review and
meta-analysis. BMC Health Services Research, 14(1), 214. https://doi.
org/10.1186/1472-6963-14-214
Moffatt, H., Moorhouse, P., Mallery, L., Landry, D., & Tennankore, K.
(2018). Using the Frailty Assessment for Care Planning Tool (FACT)
to screen elderly chronic kidney disease patients for frailty: The
nurse experience. Clinical Interventions in Aging, 13, 843–852.
https://doi.org/10.2147/CIA.S150673
Monteserin, R., Brotons, C., Moral, I., Altimir, S., San Jose, A.,
Santaeugenia, S., Sellares, J., & Padros, J. (2010). Effectiveness of
a geriatric intervention in primary care: A randomized clinical trial.
Family Practice, 27(3), 239–245. https://doi.org/10.1093/fampra/
cmp101
Morley, J. E., Arai, H., Cao, L. I., Dong, B., Merchant, R. A., Vellas, B.,
Visvanathan, R., & Woo, J. (2017). Integrated care: Enhancing the
role of the primary health care professional in preventing functional decline: A systematic review. Journal of the American Medical
Directors Association, 18(6), 489–494. https://doi.org/10.1016/j.
jamda.2017.03.015
Mortimer, J., & Green, M. (2015). Briefing: The health and care of older
people in England 2015. Age UK. Retrieved from http://www.cpa.
org.uk/cpa/docs/AgeUK- B riefi ng-T heHea lthan dCare ofOld erPe
opleinEngland-2015.pdf
National Collaboration for Integrated Care and Support. (2013).
Integrated care and support: Our shared commitment. Retrieved
from https://assets.publishing.service.gov.uk/government/uploa
ds/system/upload s/attach ment_data/file/198748/DEFINI TIVE_
FINAL_VERSIO N_Integr ated_Care_and_Suppor t_-_Our_Shared_
Commitment_2013-05-13.pdf.
Phelan, E. A., Balderson, B., Levine, M., Erro, J. H., Jordan, L., Grothaus,
L., Sandhu, N., Perrault, P. J., LoGerfo, J. P., & Wagner, E. H. (2007).
Delivering effective primary care to older adults: A randomized,
controlled trial of the senior resource team at group health cooperative. Journal of the American Geriatric Society, 55(11), 1748–1756.
https://doi.org/10.1111/j.1532-5415.2007.01416.x
Rahman, S., Harrison Dening, K., & Dening, T. (2018). Frailty and dementia: promoting health assets and resilience. Nursing Times (Online),
114(9), 52–56. Retrieved from https://www.nursingtimes.net/clini
cal-a rchiv e/long-t erm-c ondit ions/f railt y-a nd-d ement ia-p romo
ting-health-assets-and-resilience-13-0 8-2018/
Reeves, D., Pye, S., Ashcroft, D. M., Clegg, A., Kontopantelis, E.,
Blakeman, T., & van Marwijk, H. (2018). The challenge of ageing
populations and patient frailty: Can primary care adapt? BMJ, 362,
https://doi.org/10.1136/bmj.k3349
Rockwood, K., Stadnyk, K., Carver, D., MacPherson, K. M., Beanlands,
H. E., Powell, C., Stolee, P., Thomas, V. S., & Tonks, R. S. (2000). A
clinimetric evaluation of specialized geriatric care for rural dwelling,

LYNDON et al.

frail older people. Journal of the American Geriatrics Society, 48(9),
1080–1085. https://doi.org/10.1111/j.1532-5415.2000.tb04783.x
Rodríguez-Mañas, L., Féart, C., Mann, G., Viña, J., Chatterji, S., Chodzko-
Zajko, W., Gonzalez-Colaço Harmand, M., Bergman, H., Carcaillon,
L., Nicholson, C., Scuteri, A., Sinclair, A., Pelaez, M., Van der
Cammen, T., Beland, F., Bickenbach, J., Delamarche, P., Ferrucci, L.,
Fried, L. P., … Vega, E. (2013). Searching for an operational definition of frailty: A delphi method based consensus statement. the
frailty operative definition-consensus conference project. Journals
of Gerontology -Series A Biological Sciences and Medical Sciences,
68(1), 62–67. https://doi.org/10.1093/gerona/gls119
Schadewaldt, V., McInnes, E., Hiller, J. E., & Gardner, A. (2013). Views
and experiences of nurse practitioners and medical practitioners with collaborative practice in primary health care–An
integrative review. BMC Family Practice, 14(1), 132. https://doi.
org/10.1186/1471-2296-14-132
Schein, C., Gagnon, A. J., Chan, L., Morin, I., & Grondines, J. (2005). The
association between specific nurse case management interventions
and elder health. Journal of the American Geriatrics Society, 53(4),
597–602. https://doi.org/10.1111/j.1532-5415.2005.53206.x
Shaw, R. L., Gwyther, H., Holland, C., Bujnowska-fedak, M., Kurpas,
D., Cano, A., Marcucci, M., Riva, S., & D'avanzo, B. (2018).
Understanding frailty: meanings and beliefs about screening and
prevention across key stakeholder groups in Europe. Ageing and
Society, 38(6), 1223–1252. https://doi.org/10.1017/S0144686X1
7000745
Stijnen, M. M., Jansen, M. W., Duimel-Peeters, I. G., & Vrijhoef, H. J.
(2014). Nurse-led home visitation programme to improve health-
related quality of life and reduce disability among potentially frail
community-dwelling older people in general practice: a theory-
based process evaluation. BMC Family Practice, 15, 173. https://doi.
org/10.1186/s12875-014-0173-x
Stijnen, M. M. N., Van Hoof, M. S., Wijnands-Hoekstra, I. Y. M.,
Guldemond-Hecker, Y., Duimel-Peeters, I. G. P., Vrijhoef, H. J. M.,
& Jansen, M. W. J. (2014). Detected health and well-being problems following comprehensive geriatric assessment during a home
visit among community-dwelling older people: Who benefits most?
Family Practice, 31(3), 333–3 40. https://doi.org/10.1093/fampra/
cmu015
Sumison, T. (1998). The delphi technique: An adaptive research tool.
British Journal of Occupational Therapy, 61(4), 153–156. https://doi.
org/10.1177/030802269806100403
SurveyMonkey. (2020). Security statement. Retrieved from https://
www.surveymonkey.co.uk/mp/legal/security/
Taube, E., Kristensson, J., Midlov, P., & Jakobsson, U. (2018). The use of
case management for community-dwelling older people: The effects on loneliness, symptoms of depression and life satisfaction
in a randomised controlled trial. Scandinavian Journal of Caring
Sciences, 32(2), 889–901. https://doi.org/10.1111/scs.12520
Turner, G., Gordon, A., Keeble, M., Blundell, A., Fisher, J., Ninan, S. &
Garrett, D. (2019). Comprehensive geriatric assessment toolkit
for primary care practitioners. Retrieved from https://www.bgs.
org.uk/sites/d efaul t/files/content/resour ces/files/2 019-0 3-12/
CGA%20Toolkit%20for%20Primary%20Care%20Prac titioners_0.
pdf
United Nations. (2019). 2019 revision of world population prospects.
Retrieved from https://population.un.org/wpp/
Woo, J. (2019). Frailty, successful aging, resilience, and intrinsic capacity: A cross-disciplinary discourse of the aging process. Current
Geriatrics Reports, 8, 67–71. https://doi.org/10.1007/s1367
0-019-0276-2
World Health Organization. (2013). A universal truth: No health without a workforce: Third global forum on human resources for health
report. Retrieved from https://www.who.int/workforcealliance/
knowledge/resources/hrhreport2013/en/

|

LYNDON et al.

World Health Organization. (2015). World report on ageing and health.
Retrieved from https://www.who.int/ageing /events/world-repor
t-2015-launch/en/

How to cite this article: Lyndon, H., Latour, J. M., Marsden, J.,
& Kent, B. (2021). Designing a nurse-led assessment and care
planning intervention to support frail older people in primary

S U P P O R T I N G I N FO R M AT I O N
Additional supporting information may be found in the online ver-

care: An e-Delphi study. Journal of Advanced Nursing, 00,
1–13. https://doi.org/10.1111/jan.15066

sion of the article at the publisher’s website.

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of evidence-based
nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance and with potential to advance
knowledge for practice, education, management or policy. JAN publishes research reviews, original research reports and methodological and
theoretical papers.
For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan
Reasons to publish your work in JAN:
• High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 2.561 – ranked 6/123 in the 2019 ISI Journal Citation
Reports © (Nursing; Social Science).
• Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries worldwide
(including over 6,000 in developing countries with free or low cost access).
• Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.
• Positive publishing experience: rapid double-blind peer review with constructive feedback.
• Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.
• Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley Online Library,
as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).

13

