
 
 

La Grouw 2019, do not cite or circulate without permission 
Paper for 4th Transforming Care Conference, Copenhagen 

1 
 

Managing loss in the past or the future? Views from frail older 

persons and their care professionals on frailty management after an 

acute incident 

Yvonne La Grouw1, 30 May 2019 

Abstract 

Managing frailty of older people may help to reduce the increasing number of Emergency 

Department (ED) visits of older people. Little is known on how frailty management as a strategy 

for reducing ED visits is experienced in practice. In this paper, we explore how frail older people 

and their care professionals view frailty management after an older person’s acute health incident 

that led to an ED visit. Narrative reconstructions of nine acute health incident cases shows that the 

older persons held a structurally different perspective on frailty management than their care 

professionals. While care professionals focused on the prevention of future harm, older persons 

were involved with reconciling past losses in the present. These findings implicate dilemma’s for 

older people, clinicians and policy makers: should frailty management steer towards minimizing 

potential future harm, while frail older people avoid focusing on potential harm through their ways 

of dealing with the past and present? To improve healthcare systems to deal with the mounting 

number of frail older persons with acute health problems, we need to develop care policy and 

practices that do justice to both perspectives.  

Key words: frailty management, dealing with loss, elderly care, incident analysis, narrative 

analysis 
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1. Introduction 

A growing number of community-dwelling older people with disabilities and chronic diseases 

experience acute health incidents, e.g. falls, COPD problems and heart failure. This leads to 

overcrowding of Emergency Departments (ED’s) of hospitals (Legramante et al., 2016; Street, 

Mohebbi, Berry, Cross, & Considine, 2018). In the Netherlands, for example, 800.000 older 

persons visited ED’s 2016 of which 500.000 visits could have been prevented, according to the 

Dutch National Institute of Health and Environment (RIVM, 2019). Without policy changes, the 

number of ED visits from frail older people is expected to grow by 40 percent from 800,000 in 

2015 to 1,100,000 in 2040 (Kiers, 2018). As a response to this cascade of ED visits, it is thought 

that managing health risks of frail older people in primary care should be the highest priority in 

addressing frequent ED usage (Kurpas et al., 2018; Legramante et al., 2016). Frailty management 

focuses on optimizing physical and psychological functioning of vulnerable older people. This 

may comprise promoting or facilitating physical activity, a healthy lifestyle, meaningful and 

pleasurable activities, as well as complying with medication therapy. This should limit the chance 

of acute health incidents that lead to ED visits. Little is known on how frailty management as a 

strategy for reducing ED visits is experienced in practice. In this paper, we explore how frail older 

people and their care professionals view frailty management after this older person’s ED visit. 

Generating this knowledge is a first step in our research endeavor to explore how health care 

systems may manage frailty to reduce the increasing numbers of acute hospitalized older people 

with disabilities and chronic diseases. 

2. The difficulty of frailty management 

A ‘frail’ health state is inherently difficult to manage (Manthorpe, Iliffe, Harris, Moriarty, & 

Stevens, 2016; Nicholson, Meyer, Flatley, Holman, & Lowton, 2012; Pickard, 2018). It is hard to 

determine what an individual’s frailty is and needs in terms of management for several reasons. 
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First, risks that build up to frailty happen on a ‘subthreshold’ level and can thus be ‘clinically 

silent’ – there are no symptoms. Second, risks can come from different domains: clinical, 

functional, behavioral, biological, psychological, emotional and/or social domains (Clegg, Young, 

Iliffe, Rikkert, & Rockwood, 2013; Dent, Kowal, & Hoogendijk, 2016; van Campen, 2011). Third, 

it is for each individual person hard to detect how different risks interact and how (a combination 

of) risks develop(s) (Morden, Jinks, & Ong, 2012). Fourth, frail older people can suddenly 

deteriorate at a fast pace (Boult & Wieland, 2010) and their frailty fluctuates (Stolz, Mayerl, & 

Freidl, 2019), which makes the risks they run to a certain extent unpredictable. So the aggregation 

of multidisciplinary and uncertain risks make an older person ‘frail’.  

Because frailty has a multidisciplinary nature and is difficult to predict, we typify it as a 

factually complex phenomenon. In other words, it is hard to fully understand and know the status 

of all different aspects (‘facts’) of frailty and how these aspects interact. Bannink (2013) argues 

that factually complex problems are difficult to manage for two reasons. The first reason is 

straightforward: factual complexity implies that a problem is difficult to understand entirely, which 

complicates its management. The second reason why factually complex problems are difficult to 

manage, is that factual complexity allows for normative differences among actors involved in the 

issue. As frailty implies an accumulation of diverse risks, different types of knowledge are needed 

to grasp all aspects that construct someone’s frail health status: clinical, functional, behavioral, 

biological, psychological, emotional and/or social.  

This factual uncertainty about the nature of frailty permits different frailty management 

strategies. Views on ‘the’ adequate strategy to manage frailty are shaped by someone’s knowledge, 

interests and preferences. For example, a doctor interprets a patient’s frailty as a medical problem 

and proposes a medical solution, e.g. new drug therapy, while an older persons sees frailty as 
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loneliness and proposes a social solution, e.g. smoking cigarettes with neighbors. These are two 

very different solutions to frailty, but both factually correct justifications by themselves: they both 

solve the problem that they defined (Bannink & Trommel, 2019). The justification of the strategy 

thus is correct from the actor’s own perspective, but does not necessarily comprise or align with 

the normative preference of another actor involved in the management of frailty. As a result, one 

could speak of a ‘double management challenge’ (Bannink, 2013) concerning the frailty 

management: it is factually difficult to determine what frailty exactly is, and it is normatively 

difficult to determine what an appropriate approach to frailty should be. 

Studies on frailty focus on understanding the factual complexity of frailty, primarily 

through the development of measurement tools to detect and measure all different aspects of frailty 

(Cesari et al., 2013; Dent, Kowal, & Hoogendijk, 2016; Gobbens et al., 2010). There is scant 

attention for the normative diversity in management preferences that this factual complexity allows 

in practice. We therefore explore in this study to what extent care professionals and older people 

have different preferences on what frailty management should look like in practice to overcome 

acute health incidents and how they believe frailty management may contribute to limiting acute 

health incidents that lead to ED visits. 

3. Method 

3.1.Research design 

A qualitative study was conducted through a series of nine in depth case studies of acute health 

incidents of frail older people. The cases consisted of narrative reconstructions from three different 

actors on the run up towards an acute health incident, the incident itself and experienced frailty 

management practices before and after the incident. The cases were constructed through semi-
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structured interviews with older persons who experienced an acute health incident, their family 

doctor and practice nurse. 

3.2.Research setting 

One general practice in a large city in the Netherlands that provided proactive primary care for 

frail older persons was selected. The aim of the practice’s proactive frail elderly care was to 

maintain or improve older persons’ functioning and prevent avoidable or undesirable acute health 

incidents (GP project description, 2017). 

3.3.Respondents 

Nine frail older patients, one family doctor, two practice nurses were interviewed. Access was 

generated through exploratory conversation with the family doctor. After agreement of the family 

doctor with the study, the doctor and practice nurses recruited frail older persons within their care 

practice for interviews. They searched in their patients file for frail older persons who experienced 

an acute health incident in the past year. They also assessed whether it was psychologically and 

emotionally permissible (Peerally et al., 2016) to approach these persons for this study. Eleven 

frail older patients were found eligible and were invited by the practice nurses to participate in the 

research. They approached the patients during their routine home visits or by telephone. The 

information leaflet of the study was sent to older persons who were interested in participation. 

When the patient read the leaflet and agreed to be contacted for participation, the practice nurse 

gave the first author (YLG) his/her telephone number. The first author phoned the eleven older 

persons to arrange the interviews. Two older persons agreed with the practice nurse to participate, 

but withdrew from the study when the first author phoned them because they changed their mind, 

they did not feel motivated for an one hour interview.  
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3.4.Procedure 

Data was collected in July, August and September 2017. The first author held interviews with older 

people were at their homes and with care professionals in their general practice. Before every 

interview, informed consent was discussed. Interviews duration ranged from 60 to 105 minutes. In 

the interviews with older persons, respondents’ views on the run-up to the incident, the incident 

itself and the aftermath were discussed, as well as their experiences with care, their living situation 

and daily life. Permission was asked from the older persons to discuss the incident with their family 

doctor and practice assistant, before interviewing the family doctor and practice assistant. In the 

interviews with care professionals, respondents’ views on their patients’ incidents were discussed, 

their experiences with frailty management in the run-up to the incident and in the aftermath, and 

their general ideas on frailty management. All interviews were audio recorded with permission, 

transcribed verbatim and anonymized. 

3.5.Data analysis 

Narrative analysis was done by the first author in two ways: thematically and structurally 

(Riessman, 2005). Thematical analysis meant that she analyzed the content of the interviews, 

focusing on ‘what’ was said by respondents, focusing on recurrent topics. This analysis led to the 

identification of different frailty management practices by the respondents. Structural analysis 

implied that the first author looked at ‘how’ respondents told their stories, focusing on narrative 

structures. This structural focus elicited different time-orientations in the stories of the 

respondents. The validity of the first author’s interpretations was ensured through a first analysis 

round by the first author in MAXQDA, resulting in open and axial codes (Strauss & Corbin, 1998). 

Secondly, the transcripts were divided among the second and third author and a fourth researcher, 

each researcher analyzing three cases. The four researchers discussed their interpretations of the 

interviews and the themes they identified. Through constant comparison of the themes and patterns 
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identified by the different researchers and between the nine cases, we came to an agreement on the 

final codes and relations between them (Cresswell, 2002). Theoretical saturation was reached upon 

8-9 cases, based on the richness of the data and an overall sense of recurrent themes (Silverman, 

2000). Once agreement was achieved on the characteristics of the different views on frailty 

management, we brought the views ‘into dialogue’ (Flyvbjerg, 2001): we compared the 

perspectives, looked for (dis)continuities, identified tensions between them, and reasoned how 

these perspectives can relate and interconnect, both within the cases and the series of cases. Due 

to the iterative process of discussion and revision of the results, rigor throughout the analysis was 

accomplished (Mason, 2002). A summary of the findings in the form of a popular article was sent 

to all participants as a form of member checking. 

3.6.Ethical considerations 

The study was cleared by the Medical Ethical Review Committee (METC) of the VU Medical 

Centre Amsterdam. 

4. Findings  

In total, nine community-dwelling frail older persons within an age range of 79 to 94 years (mean: 

86,8; SD: 5.57), one family doctor and two practice nurses were interviewed to reflect on nine 

different cases of acute health incidents that led to an ED visit (table 1). Narrative reconstructions 

of acute health incidents from these three different perspectives showed how frailty management 

is experienced in very different ways. First, we describe care professionals’ views on the frailty 

management in the run-up towards the acute health incidents and the practices they employ to do 

so. Second, we describe older person’s views on the same matters. Third and lastly, we discuss 

how these views interact in practice. 
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Tabel 1. Overview of nine acute health incident cases 

  Age Sex Marital 
status 

Living situation Type of acute 
health incident 

Interviewed care professional 

Case 1 81 Male Widower Living alone, apartment Fall incident Family doctor, practice nurse 1 

Case 2 91 Female Widow Living alone, seniors 
apartment  

COPD suffocation 
incident 

Family doctor, practice nurse 1 

Case 3 92 Female Widow Living alone, apartment Fall incident Family doctor, practice nurse 2 

Case 4 79 Female Married Living with partner, 
terraced house 

Fall incident Family doctor, practice nurse 2 

Case 5 94 Female Widow Living alone, apartment Fall incident Family doctor, practice nurse 1 

Case 6 82 Female Widow Living alone, apartment Fall incident Family doctor, practice nurse 2 

Case 7 89 Female Widow Living alone, apartment Fall incident Family doctor, practice nurse 1 
Case 8 81 Female Married Living with partner, 

apartment 
Fall incident Family doctor, practice nurse 1 

Case 9 92 Male Widower Living alone, seniors 
apartment 

High blood pressure 
and fall incident 

Family doctor, practice nurse 1 

 

4.1. Care professionals’ frailty management practices: case management  

When care professionals were asked to reflect on an acute health incident, they responded by 

talking about their frailty management practices before the incident: summarizing symptoms, 

collecting information from different sources and estimating the effects of this information. In 

other words, care professionals’ frailty management practices involved making a case. Frail older 

persons were seen as ‘cases’ with an eye on the future: what could happen in the future, and what 

should be done today to prevent that. Care professionals used a staccato and distanced speaking 

style, which could underscore the idea that care professionals view their patients’ frailty as a 

collection of different aspects that need to be checked and managed. For example, a practice nurse 

referred to care professionals working within a seniority care plan as a mechanism for managing 

an aspect of the patient’s frailty: 

‘There is a seniority care plan in it, and they come once a week, also to, well you could say, to talk to him, 

that is, but it showers him as well’ (practice nurse, case 1). 

The care professionals employed different practices to manage their cases. We extracted four ‘case 

management strategies’ from the data: proactive monitoring, proactive planning, multidisciplinary 
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collaboration, and tightening the strings. First, proactive monitoring was an important task of 

practice nurses. Practice nurses visited older people generally once in three months, to screen an 

older person for risks for frailty: 

‘There are a number of things that we do can objectify: isn’t there something with an urinary tract infection, 

we check that, isn’t there something with the blood pressure that is odd, isn’t there something with, well, we 

also control for diabetics at the diabetics check, we look at their general sense of dizziness too, weird walks 

or also when people suddenly lose weight’ (practice nurse, case 4). 

‘She now also has someone who visits her at home for her COPD, so we are monitoring everything now’ 

(practice nurse, case 2). 

Second, proactive planning was the following step in their frailty management practices. Instead 

of only being responsive to older persons’ care needs, care professionals set proactive goals for 

improvement of the current frail situation, to make patients stronger, healthier and/or more 

resilient.  

‘And then we have, well, then we make a few plans or goals and then we go first tackle that, and then eh, 

look, and then we want him [patient as a case] to come back the next time [the case to be discussed at the 

multidisciplinary consultation, not the person to visit], like, what is at that point achieved?’ (practice nurse, 

case 1). 

Third, the care professionals stressed the importance of multidisciplinary collaboration for frailty 

management, because it enables them to generate understanding of the high complexity of frailty 

through the use of different opinions and knowledge: 

‘We look indeed with the different opinions [of other care professionals in multidisciplinary consultation] 

like hmm, like okay, this is what we need to look at as well. Who is this [patient], what does that [social] 

system look like, eh, the family doctor knows it exactly, that one has known [this patient] of course for a very 

long time’ (practice nurse, case 1). 
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‘And I must say, the physiotherapist is doing so much with people, such good work. Strengthening the 

muscles, reducing risk of falling, providing insight in their own movement’ (practice nurse, case 4). 

Fourth, care professionals’ response to an incident was to tighten the strings after an acute health 

incident and control for risk factors that could have caused it: 

‘It turned out that it [ED admission] was necessary, you could say, I think. So whether we have seen it [the 

incident] coming, I don't know, it all came together a bit. […] Later it turned out that she also had a form of, 

I thought COPD or something, and that in addition all the puffs were not right with what she used before. So 

when she was here [at the general practice], we now also have improved that’  (practice nurse, case 2). 

These responses show how the interviewed care professionals view frailty as a collection of risk 

factors that need to be managed. Their four case management strategies embody a specific aim 

that can be understood by looking at how complexity is approached and which normative direction 

is reflected. The aim of making cases was primarily to gain understanding of the highly complex 

frailty status of a patient. These practices reflect a normative preference for preventing future 

incidents and if they still happen, ensuring they cannot be blamed them: they have done all that 

was possible within their knowledge and capacity. All in all, these findings can be summarized as 

a ‘future-oriented case management’ perspective towards frailty management (table 2). 
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Table 2. Frailty management as ‘future-oriented case management’ 

Case 
management 

Example Complexity approach Normative preference 

Proactive 
monitoring 

Screening blood pressure, 
weight, etc. detecting ailments 
in time 

Exploring high complexity: 
identifying the status of all aspects of 
frailty and risks 

Preventing future loss and 
ensuring to ‘have patients in 
the picture’ 

Proactive planning Making a care plan with future 
goals 

Preparing for high complexity: 
responding to future risks through 
steering towards future aims 

Preventing future loss and 
striving for 
health/social/psychological 
improvements 

Multidisciplinary 
collaboration 

Organizing multidisciplinary 
consultations, sharing 
information and tasks 

Exploring high complexity: detecting, 
identifying and addressing aspects of 
frailty from different disciplines 

Preventing future loss and 
ensuring a holistic approach 

Tightening the 
strings 

Changing medication, 
controlling more often, 
including care professionals 
from different disciplines 

Controlling high complexity: 
strengthening control on risk factors 

Preventing future loss 

 

4.2. Older persons’ frailty management practices: dealing with loss 

When older persons were asked to reflect on their acute health incidents and the run-up towards it, 

they all responded hesitantly. The interviewed older persons had little memory of the specifics of 

the run-up to the incident and thus limited reflections on potential explanations of why it happened. 

It ‘just happened’ and beforehand nor in retrospect, they identified clear signals or causes: 

“Before I knew it, I was lying on the floor! I came out of the mall, and then I, in fact, wanted to close my 

jacket. Yes and then, whether I got dizzy, I cannot remember either. But then I… I do not know! (…) You 

cannot prevent it because I was lying there, also unexpectedly’ (older person, case 8). 

When the older persons were asked about their thoughts on prevention of future incidents, care 

plan and goals, they responded with sighs, silence or awkwardness. The majority of the older 

persons did not find it useful to think about such concerns. When they explained why, they turned 

the conversation to the topic of loss: when you experienced many losses in your life, you lose your 

belief in the usefulness of prevention and avoid to think about potential new loss in the future. The 
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idea of preparing for future risks was experienced as alienating, confrontational and sometimes 

painful. As such, the interviewed older persons viewed their frailty as a state of loss. 

‘Setting goals? That’s something for young people, but at my age..’ (older person, case 5). 

‘I do not dare to say it. [laughs nervously] [silence] For me, life has no use anymore. […] If you look at my 

activities: embroidery, painting over there [pointing at a painting in the living room], making cards, and 

knitting, piles of sweaters and cardigans and what they all wear. All those things have become impossible. I 

got up at 8 am, then I go sit here and eat my yoghurt and well.. Well, it is not 10 am yet.. And in a while, you 

[interviewer] will be gone, and then I do will go to the square, and then I will walk over the square, hop by 

the pharmacy to drop a prescription for my neighbor. Well, that’s about it, and then I sit here again. And back 

in the days, it was reading and cozy things and you name it.. Everything you did, it is no longer possible. 

And.. All your friends pass away’ (older person, case 6). 

Instead of making plans for future deterioration, the interviewed older persons focused on 

reconciling loss from the past in the present. We identified three ways of dealing with these 

feelings of loss: accepting ailments as a part of daily life, putting your own situation in perspective, 

and live by the day and trying to keep doing what you used to do. First, older persons have lost 

many physical capacities and are on a daily basis confronted with ailments and pain. Accepting 

ailments as a part of daily life is experienced as key to ‘live a little’: 

‘I already had pain of course. I still had pain and, and I did not know what [it was]. (…) You could say yes, 

if you are older you should think about, but my husband is also older, where should you think of [in terms of 

prevention]? Yes, you can think of anything but I still want to live a little. (…) Should you then, when you 

passed eh, 70 or something, or going towards 80, keep on thinking what could go wrong, should I already 

start organizing homecare? No!’ (older person, case 4). 
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‘And that one [doctor] says ‘well, it is quite possible that you broke something, but I cannot see that now, 

but if it all gets worse, then you will have to go to the hospital with an ambulance’. I say okay, I’ll see that 

by then. (…) I couldn’t care less. I'll see what happens again the next day’ (older person, case 7). 

Second, the older persons frequently put their own situation in perspective by comparing their 

situation with others who were worse off and downsizing their own problems. They compared 

themselves with other older people who faced (combinations of) dementia, cancer, disability, 

depression and loneliness, but also to younger persons (e.g. their children) who they perceived as 

vulnerable.  

‘I was never ailed, well, I had that [cancer] radiation. But I was lucky, I had a friend, I stood with him at the 

desk of the hospital to register, and he… He comes out of the elevator, he stands next to me, after two months 

he was already gone. And I get this a lot from acquaintances and friends’ (older person, case 9). 

Third, all respondents stressed the importance of trying to keep doing what you used to do. 

Thinking about things that could go wrong in the future felt for respondents as if it takes away 

attention of what they still can do, and will threaten their quality of life, their identity and purpose 

in life. 

‘When I go out with my friend, we walk too far, and I am aware of that, but I do not want to ruin it, so I just 

keep on walking. But then the next day, it will hurt for a while. (…) I could do anything, back when I was 

healthy. [silence] Yes, the age of course plays a role, I get tired. And I’m not used to that. I mean, eh, I have 

been playing tennis from my 25th until my 85th. I have lived in [area] where we went ice skating during winter. 

And then you received a medal, I skated 600 km. So I mean, I am strong. I never had anything and then 

suddenly.. (…) You fall into it. And that is tough. You have to accept it. That’s difficult’ (older person, case 

9). 
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For some respondents, trying to keep doing what you used to do meant not letting yourself slip 

away in depression. An older person told the interviewer about the great loss of her two children 

and husband, that she tries to cope with every day, by ‘just staying’: 

‘The short time that I have left, I will just stay, I will never do crazy things, absolutely not. And you never 

know when it is time, and yes, I have had the longest time’ (older person, case 3). 

These responses of older persons show that they view frailty as loss and frailty management as 

ways of dealing with it. These three ways of dealing with loss are grounded upon a specific 

approach to complexity and a related normative preference. Older persons strived to simplify their 

loss-related problems, to pursue their normative preference for reconciling with experienced losses 

the past. All in all, these findings can be summarized as ‘past-oriented dealing with loss’ type of 

frailty management (table 3). 

Table 3. Frailty management as ‘past-oriented dealing with loss’ 

Dealing with loss practice Example Complexity approach Normative preference 

Accepting ailments as a 
part of daily life 

Ignoring pain or ailments; 
avoiding to think about future 
plans to improve your health 

Simplifying complexity: 
deliberately ignoring potential 
signals of physical loss 

Reconciling with loss of 
physical capacities from the 
past in the present 

Putting your own situation 
in perspective 

Comparing with others (e.g. 
sister, daughter, neighbor, 
acquaintance) who are worse 
off 

Simplifying complexity: 
toning down one’s own daily 
experience of loss 

 

Reconciling with all types 
of loss: physical capacities, 
social network, living 
situation 

Live by the day and trying 
to keep doing what you used 
to do 

Walking without a rolling 
walker because you have been 
sporting all his life; providing 
informal care to partner; 
cooking while turning blind 

Simplifying complexity: not 
adapting to limitations of 
losses that threaten your 
identity 

Maintaining your identity 
and lifestyle that is built in 
the past: maintaining feeling 
of self and purpose in life 
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4.3. Dialoguing care professionals’ and patients’ views: dilemma’s in normative preferences 

The identification of these two perspectives on frailty management shows that managing (an 

interpretation of) frailty for care professionals and older persons involves different practices. If we 

compare table 2 and 3, we see tensions between their practices in terms of handling complexity 

and normative preference. Whereas care professionals are focused on controlling high complexity 

through checking all boxes of frailty with an initial focus on physical wellbeing and normative 

preference for the prevention of future loss, older persons predominantly try to simplify 

complexity and concentrate on the psychological, emotional and social challenges of being frail, 

normatively preferring on the reconciliation of past loss. Their different perspectives also reflect a 

difference in interest when managing frailty: making sure to not be blamed for lack of control or 

effort versus quality of life. 

These differences indicate different priorities, but do not imply that care professionals and 

older persons do not cater towards each other’s perspective in practice. Care professionals showed 

understanding of and empathy for older people’s initial resistance to adapting their lifestyle or 

accepting a care intervention for preventive reasons. In response to this resistance, care 

professionals adapted the implementation of an intervention to ‘the older person’s own pace’, and 

emphasized that older persons should feel in charge of their lives. The interviewed older persons 

moved along with care professional’s risk-minimalizing orientation by ‘not doing stupid things’ 

such as window cleaning on a ladder and paying attention to medication therapy2. 

This process of catering works out well for both, as long as these matters do not (directly) 

interfere with one’s normative preference. Tensions arise when older persons feel that minimizing 

a risk for an incident threatens his/her practice to reconcile past loss, and the other way around, 

                                                
2 Although this did not always go well due to loss of memory. 
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when care professionals feel that older persons lifestyle choices pose a threat to risk management. 

In two cases (4, 6), older persons were determined to continue to cook their own meals, because 

they enjoyed it, and stopping would imply a loss of identity and independence. A practice nurse 

explained how she suggested to one of the older persons to switch from a gas stove to an electric 

stove, but the older person ‘was not open for it’, which worried her:  

‘Why not go for security? I find it scary. And that is the tricky thing, because it is the trade-off that people 

make themselves, between doing what you have always done because you know that on autopilot and that is 

therefore safe. That is the choice she now makes’ (practice nurse, case 6). 

Another example concerns physiotherapy. The interviewed care professionals believed in the 

effect of preventive physiotherapy to reduce chances of fall incidents. An older respondent did 

intensive physiotherapy during revalidation after a fall incident. She enjoyed the training but quit 

when she moved back home, because she felt that she could not combine weekly trainings with 

the care she provided for her husband (case 8). She prioritizes what she is used to do, taking care 

of her husband, over managing potential future risks. 

 These tensions show how frailty management can inhabit a loss dilemma: (high) risks for 

a new acute health incident should be accepted, or practices that help older people reconciling with 

their losses from the past should be given up. Both outcomes result in a new loss for older people. 

5. Discussion 

This study provides new insights into the study and practice of frail elderly care for community-

dwelling older people with disabilities and chronic diseases. Our findings illustrate how care 

professionals and older persons deal in different ways with frailty. Care professionals in this study 

saw frailty management as case management through getting a grip on diverse potential harms, 

aiming at prevention of future loss. Older persons in this study saw frailty management as dealing 
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with loss through simplifying their problems to get a grip on losses from the past, aiming at 

reconciliation of past loss in the present. Most important, management of frailty may entail a loss 

dilemma. These findings are an important contribution to frail elderly care literature and practice, 

because it widens the scope of what frailty management entails and what could be desirable frail 

elderly care practice. 

By using a ‘double management challenge’ lens (Bannink, 2013), we drew attention to the 

difficulties of frailty management through how and why complexity approaches and normative 

preferences of care professionals and older persons play a role in it. Our study gives rise to the 

suggestion to broaden the frail elderly care research agenda to a focus on loss experiences and 

implications for care arrangements. Creating a complete and holistic understanding of frailty is 

currently seen as the most important step to improve frail elderly care  (Cesari et al., 2016; Kurpas 

et al., 2018) and its preventive ability to reduce ED-visits (Legramante et al., 2016; Street et al., 

2018). This study started from the expectation that older persons and care professionals could have 

different perspectives on frailty management in the run op towards an acute health incident, and 

exploring these different perspectives could yield new insights for this research agenda. This 

expectation was grounded upon the assumption that all respondents would share a clear, 

chronological story on their experience and recognize which factors should be adapted to improve 

frailty management in practice. To our surprise, in all the cases, both care professionals and older 

persons could not pinpoint with certainty what exactly happened in the run-up to and during the 

acute health incident. Our findings suggest that even when care professionals proactively try to 

address all different aspects of frailty and gather information from multidisciplinary sources, they 

can never fully control someone’s frailty. We support the importance of generating knowledge on 

the diverse elements that construct frailty, but also remark that it is questionable whether it is 
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possible to oversee the potentialities of (the combination of) these different elements of frailty in 

practice and consequently overcome an acute health incident within this target group. 

This study aligns with previous studies indicating that older people’s perceptions of frailty 

and living with risks while being chronically ill is different from policy and care practice. Whereas 

policy and care practice described frailty as measurable and manageable health risks (Cesari et al., 

2016; Fried, Ferrucci, Darer, Williamson, & Anderson, 2004), older persons described frailty as 

loss of social relations and the social consequences of loss of physical capabilities (Nicholson, 

Gordon, & Tinker, 2017; van Campen, 2011).  

Moreover, our study emphasizes the importance of awareness of different normative 

preferences of both care professionals and older persons, and how these preferences translate into 

priorities in behavior of dealing with frailty. Our findings confirm a mismatch between care 

professional and patient perceptions on what (most relevant) health risks are (Lupton, 2013) and 

how this translates into how one deals with these risks (Higginbottom, 2006; Tulloch & Lupton, 

2002). Previous studies show how care professionals assume that lack of knowledge on risks is the 

problem that need to be solved to improve preventive care for chronically ill, patients are involved 

with the social consequences of their chronic ill condition, instead of doing what is ‘rational’ in 

risk management terms (Morden, Jinks & Ong, 2012). Our study shows how this pattern works 

out for frail elderly care, in which care professionals are involved in preventing future loss whereas 

older focus on coping with past loss. This knowledge is valuable for the development of frail 

elderly care, since care interventions are still too often defined from a biomedical perspective and 

do not include older people’s social, psychological and emotional understandings and ways of 

coping (Nicholson, Meyer, Flatley, & Holman, 2013; Wiles et al., 2018).  
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Our findings furthermore challenge the idea that frailty management aims at managing 

future loss, and show how a past-orientation could also be an adequate approach to manage frailty 

– although with a different aim. These findings consequently question the desirability of following 

one normative preference in frail elderly care and raise attention to the idea that different normative 

preferences are at stake in practice. 

Next, while patients are usually regarded as passive, recipient actors in care-relations (Fine 

& Glendinning, 2005), our study shows how older persons use their agency to manage what they 

perceive as frailty. Older people play a vital role in the management of ‘their’ frailty, e.g. through 

complying with medical therapy, doing physiotherapy or walking with a rolling walker. Care 

professionals’ dependency on such activities should not be underestimated. In-depth 

understanding of their normative preferences and corresponding behavior contributes to explain 

why older persons sometimes collaborate with such preventive practices, and why they sometimes 

do not: they experienced that their normative preference was threatened. Importantly, our results 

also nuance the difficulty of the care-relation by showing how normative preferences of care 

professionals and older persons do not in all cases pose a problem. Care professionals and older 

persons mutually respected the other’s perspective and sometimes moved along with each other. 

This knowledge contributes to our understanding of how and why different perspectives of care 

professionals and patients interact (Drew, Chatwin & Collins, 2001; Van Dam et al., 2003). 

The study also has important implications for future research. It implies a search for doing 

justice to different views on how what frailty management should look like. This insight helps to 

think about possibilities to organize frail elderly care’s ‘double management challenge’. The 

challenge is not to ‘solve’ frailty’s complexity and normative ambiguity – since this is inherent to 

the phenomenon ‘frailty’ – the challenge is to find ways to build health systems that are attentive 
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to these two challenges. Next, future research should explore frailty as loss more in-depth, to 

understand how it informs older person’s frailty management behavior. Lastly, a longitudinal 

comparative study between general practices that provide proactive care and practices which do 

not, with comparable older person populations, could learn us more on the effect of proactive care 

in relation to the number of acute health incidents and ED-visits 

5.1. Strengths and limitations 

The strength of this study is the depth with which we were able to depict the lived experiences, 

practices and underlying normative orientations of the respondents. This was due to its unique 

research design, zooming in on nine different cases of acute health incidents from three different 

views. While incident analyses tend to focus on single events, studying a series of cases provides 

more insight into structural themes (Vincent, 2004). Interviewing patients is rare in incident 

analyses in healthcare, so inclusion of patients’ views provides an exclusive perspective on the 

experienced healthcare system (Peerally et al., 2016). The fact that the topic of loss was not 

included in the topic list, but was recurrently addressed by the older persons themselves, shows 

how important this topic was for them. Their rich stories on loss and how to deal with it reflect the 

ubiquitous presence of loss in their lives. Another strength is the recruitment strategy. Because we 

selected on ED-experience, we knew that these frail older people did not only live with the threat 

of future problems; they already experienced at least one serious health incident. This selection 

criteria brought us to respondents who are not necessarily more active, enthusiastic or successful 

in ageing than others, the type of ‘positive participant’ who often sign up for participation in a 

study.  

A downside of this recruitment strategy is that we could only select a relatively small number 

of participants, since we included all respondents available within the general practice who 
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experienced an incident in the past year and were willing to participate. We interviewed the 

respondents once, so we cannot guarantee that their views are stable. Because of their frail health 

status, their views could be different on a better or worse day. However, we found similar patterns 

in the nine cases, so we expect that respondent’s views are representable for their general state of 

mind. Because we studied the incidents within one care practice, our number of care professionals 

is relatively small as well. The identified empirical patterns (Ruddin, 2006) are transferrable to 

other cases, so the ‘generalizability strength’ (Schofield, 2000; Ruddin, 2006) depends on the 

extent to which the identified orientations and practices of frailty management will be recognized 

in other contexts (Flyvbjerg, 2006; Lincoln & Guba, 1985).   

5.2. Conclusion 

This study sheds new light on how frailty management works out in practice for care professionals 

and older persons. While care professionals focus on the prevention of future harm, older persons 

are involved with reconciling past losses in the present. To improve healthcare systems to deal 

with the mounting number of frail older persons with acute health problems, we need to develop 

care policy and practices that do justice to both perspectives. 
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