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Frailty is generally considered a multi-system (e.g., mobility, cognition,
endurance) deterioration typically in the geriatric population.1  The frail
are highly vulnerable for adverse events (e.g., falls, hospitalization,
disability, dependence, need for long term care and death.2 3

Strengthening and better integrating primary health care for the frail
elderly population has been proposed as crucial in enabling the frail
elderly to age well in their home setting, potentially avoiding unnecessary
visits to emergency departments and unplanned hospital admissions.
Primary Health Care (PHC) and the District Department of Family
Practice (DDFP) were asked by Capital Health to identify and implement
activities to strengthen PHC for the frail elderly with the intent to reduce
the incidence of adverse events.

Although no definitive statistics are available, there are likely thousands of frail, and tens of thousands on the brink 
of being frail, individuals among the ~ 400,000 people Capital Health serves. 

Visits to Capital Health’s emergency department by people aged 65 years or older can be applied as one proxy of the 
numbers of frail within Capital Health. In a one year timeframe (Oct. 1, 2010 to Sept 30, 2011), 21% (30,002) of total 
visits to Capital Health’s emergency departments were by those aged 65 years or older. Of these, 68% were repeat 
visits with 21% of patients having four or more visits within the one year timeframe. A large majority (94.5%) of 
these patients lived in a community setting. 

By its nature, frailty necessitates ongoing care from many organizations and disciplines. 

To better understand the existing system, on March 26th, 2012, PHC and DDFP hosted a one day forum with 
35 representatives from Capital Health departments and community organizations who work with the frail 
elderly, their caregivers and families. These included representatives from Family Practice, Primary Health Care, 
Continuing Care, Geriatrics, Rehabilitation, Palliative Care, Emergency, Alzheimer Society of Nova Scotia, 
Victorian Order of Nurses, Northwood, Nova Scotia College of Pharmacists, and other health disciplines.

The primary purpose of the forum was to share information and explore ways to strengthen primary health care for 
the frail elderly population living in the community. 
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Through café discussions the group identified many existing supports and facilitators of care for 
community-living frail elderly. The range of services available was quite comprehensive.

However, the group also identified some barriers in providing optimal care for this population, which 
could be categorized as:
• lack of awareness of the concept and implications of frailty; 
• lack of access to programs and services for those who are frail; and
• lack of coordination among the many existing programs and services. 

The group then identified and prioritized innovative ideas/ practices/ models that may enable better 
primary health care for the community-living elderly. 

PHC and DDFP reviewed the group’s priorities in relation to:
• a review of the evidence for best and emerging practice internationally for care of the frail elderly; 
• evidence-based attributes and enablers of an effective PHC system; and
• the Community Master Plan platform which underpins the work of PHC/DDFP.

Given this consideration, PHC and DDFP next steps for moving forward with the Strengthening Primary 
Health Care for the Frail Elderly Initiative will include concrete activities to:
1. Build awareness of the concept and implications of frailty
2. Build awareness of the extent/magnitude of the frail elderly population and their needs through the 

development of an accessible registry of frail elders
3. Improve access to services and coordination of services through the development of a care map, based 

on best practice (as it exists within Capital Health and as it has been shown to work elsewhere)
4. Use the registry and care map as a means to identify gaps in the comprehensiveness of care

 

 


