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Summary

Evaluation of the Prevention of Care Approach

This thesis reports on the evaluation of an interdisciplinary primary care approach for 
community-dwelling frail older people: the ‘Prevention of Care’ (PoC) approach. The 
aim of this approach is to reduce disability and prevent (further) functional decline. 
The PoC approach consists of six steps: (1) first a postal screening for frailty takes 
place using the Groningen Frailty Indicator (GFI); (2) identified frail older people 
receive a comprehensive geriatric assessment during a home visit by the practice 
nurse and if indicated additional assessments by other professionals (e.g., 
occupational therapist or a geriatrician); (3) after the assessment a preliminary 
treatment plan is formulated, either in a bilateral meeting (general practitioner and 
practice nurse) or in an extended team meeting consisting of a general practitioner, 
practice nurse, occupational and physiotherapist and, if indicated, other healthcare 
professionals; (4) during a second home visit by the practice nurse a final treatment 
plan is formulated, including a list of goals, strategies and actions that meet the older 
person’s needs; (5) subsequently, the treatment starts (step 5). The intervention 
protocol offers a toolbox with recommendations and guidelines for the execution of 
the treatment plan; (6) finally, the achievement of goals and the implementation of 
strategies in daily life is evaluated and appointments for follow-up are made (see 
Appendix for a more detailed description of the approach). 

Chapter 1 provides information about the concept of ‘frailty’ and ‘disability’ in older 
people. Furthermore, the relevance of community-based care for frail older people is 
introduced and recent developments in the Dutch healthcare system are described. 
The chapter ends with the main objectives of this thesis.

To reduce disability and prevent (further) functional decline frail older people have to 
be identified in time. Consequently, valid screening instruments are needed. However, 
the empirical evidence with regard to the psychometric properties of available 
instruments is scarce. A validation study (Chapter 2) was conducted to evaluate and 
compare three self-report screening instruments: the ‘Groningen Frailty Indicator’ 
(GFI), the ‘Tilburg Frailty Indicator’ (TFI) and the ‘Sherbrook Postal Questionnaire’ 
(SPQ). The GFI and the TFI showed high internal consistency and construct validity 
in contrast to the SPQ. Based on our findings it is not yet possible to conclude whether 
the GFI or the TFI should be preferred, but the SPQ seems less appropriate. 

During the last decades many intervention studies targeting community-dwelling frail 
older people have been conducted. Although several meta-analyses and systematic 
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reviews were conducted focusing on specific categories of interventions, mostly in 
the field of preventive home visiting programmes and physical exercises, no review 
was available that provides an overview of the full range of existing interventions 
aimed at community-dwelling frail older people with ‘disability’ as an outcome 
measure. Consequently, a narrative review (Chapter 3) was conducted to identify and 
summarise promising components for future intervention programmes that aim to 
reduce disability and prevent (further) functional decline. Based on the review it is 
suggested that community-based interventions for frail older people should be 
conducted by an interdisciplinary primary care team, involving (population) screening, 
individualised assessments and interventions (tailor-made care), self-management 
support, engagement in meaningful activities, case management and long-term 
follow-up. Promising elements identified in the narrative review were combined in the 
PoC approach. 

To evaluate its feasibility, effectiveness and cost-effectiveness a cluster randomised 
controlled trial was conducted among twelve general practitioner practices, which 
were randomly allocated to the intervention group (six practices – PoC approach) or 
control group (six practices – usual care) (Chapter 4). A postal questionnaire, including 
the GFI, was send to 3,498 of their patients (≥70 years) to identify frail older people. 
The response rate was 80%. Of the older people who were willing to participate, 36% 
was frail according to the GFI scores (GFI≥5). Finally, 346 frail older people were 
included in the trial, which consists of three interrelated sub-studies: a process 
evaluation, an effect evaluation and an economic evaluation. 

First, a comprehensive process evaluation (Chapter 5) was conducted using a mixed 
methods design to provide insight into the extent to which the PoC approach was 
implemented as intended and to evaluate experiences of healthcare professionals 
and frail older people regarding benefits, burden, stimulating factors and barriers. 
Data were collected from participating older people and healthcare professionals. 
Professionals were satisfied with the PoC approach, as it provided a useful structure 
for the delivery of geriatric primary care and increased the attention to interdisciplinary 
cooperation and preventive treatment. Frail older people felt acknowledged by 
healthcare professionals and experienced support in handling their problems and 
fulfilling their wishes. Given its complexity, some parts of the intervention protocol 
were not implemented as planned. The problem analysis and the development of a 
preliminary treatment plan (step 3) was often not done in a bilateral or an extended 
team meeting and only half of the treatment plans were discussed with the frail older 
person (step 4). Also, the toolbox parts were not frequently used in the treatment 
phase (step 5), and the extent of evaluation and follow-up was limited (step 6). 
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Second, with regard to disability (primary outcome) and several secondary outcomes, 
the effectiveness of the PoC approach was evaluated (Chapter 6). In the intervention 
group (6 practices), 193 frail older people received the PoC approach compared to 
153 in the control group (6 practices) who received care as usual. The mean age of 
the total sample was 77.2 years; 58% of the sample was female, 49% was living alone 
and 58% had a low level of education. At baseline, participants in the intervention 
group were significantly frailer and more disabled than those in the control group. 
Patient follow-up rates were 91% at 6 months, 86% at 12 months and 78% at 24 
months, with significantly more loss to follow-up in the intervention group. Data on 
our primary and secondary outcomes were collected after 6, 12 and 24 months. 
Mixed-model multi-level analyses showed no significant differences between the two 
groups with regard to all primary (disability) and secondary outcomes (i.e., depressive 
symptomatology, social support interactions, fear of falling, social participation and 
quality of life). Pre-planned subgroup analyses confirmed these results. Consequently, 
no evidence for the effectiveness of the PoC approach was found. 

Third, an economic evaluation was conducted to evaluate the cost-effectiveness of 
the PoC approach (Chapter 7). We hypothesised that the programme should lead to 
reduced disability, improved quality of life and reduced healthcare use and related 
costs. A cost-effectiveness (CEA) and cost-utility analysis (CUA) were performed 
from a societal perspective with a time horizon of 24 months. Healthcare utilisation 
was measured continuously during 24 months. Daily functioning and quality of life 
were measured at baseline and after 6, 12 and 24 months follow-up. Bootstrap 
analyses were performed to estimate uncertainty of the findings, and sensitivity 
analyses were conducted to assess the generalisability of assumptions made. 
People in the intervention group had significantly more contacts with the practice 
nurse (5.2 versus 1.1, p<0.001) and had more occupational therapy sessions (7.1 
versus 1.2, p<0.001) than older people in the control group. Remaining categories of 
healthcare utilisation were similar between the groups. Complete cases (56%) were 
included in the CEA and CUA analyses. Total healthcare costs in the intervention 
group were €26,503 compared to €20,550 in the control group. Despite these higher 
costs in the intervention group we found no significant differences between the 
groups with regard to disability and quality of life. 

Chapter 8 provides a summary and discussion of the main findings, followed by 
implications for practice and future research. 
There is no evidence for the effectiveness and cost-effectiveness of the PoC 
approach. Possibly the wrong target group was recruited for this study. There is still a 
lot of discussion in the literature about the concept of frailty and frailty instruments 
with sufficient psychometric properties are lacking. Another reason might be the 
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inadequate implementation of the intervention protocol during the study period. 
Although participating older people and professionals were satisfied with the 
approach, some parts were not implemented as planned, as professionals 
experienced difficulties in applying them into daily practice. Multiple and complex 
healthcare needs of frail older people have to be addressed by complex interventions. 
However, we have to critically consider how much complexity healthcare professionals 
can handle and how to design interventions that are as simple and straightforward as 
possible. Intense training programme are needed to change well-established patterns  
of care. Consequently, successful interventions have to focus on both patients and 
professionals, while taking into account their environmental circumstances. Due to a 
lack of effects and higher costs compared to usual care, the implementation of the 
PoC approach in its current form is not recommended, at least not in the Netherlands  
or in other countries with similar healthcare systems. Future research should focus on 
the conceptualisation and measurement of frailty and (cost-) effective interventions 
for the target group of community-dwelling frail older people. 

In conclusion, the aim of this thesis was to provide evidence for the feasibility, 
effectiveness and cost-effectiveness of the PoC approach. Although, no positive results 
were found this thesis provided valuable knowledge with regard to the complexity of 
interdisciplinary primary care for frail older people and describes methodological 
challenges in this field of research. 


