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Objectives: The objectives of this study were to describe social services and health professionals’ per-
ceptions of vulnerability among older adults living in the community and to elicit how these profession-
als screen vulnerability in community and in-home settings.

Methods: Focus group sessions were conducted and analyzed using standardized methods of qualita-
tive analysis. Participants included social services and health professionals (n � 45) who routinely en-
counter vulnerable older adults.

Results: Four themes characterized vulnerability: the inability to perform activities of daily living,
lack of social support, sociodemographic factors, and neuropsychiatric conditions. When screening
older adults, participants reported evaluating basic cognitive abilities, decision-making processes, and
the capacity to adequately plan and safely perform everyday tasks. Participants stated that screening is
best performed by an interdisciplinary team in the home setting and preferably on more than one occa-
sion.

Conclusions: Social services and health professionals in this study described routinely screening for
vulnerability in community-living older adults using a multidomain approach. These professionals en-
dorse the use of assessments that screen an older adult’s cognitive and functional capacities for safe
and independent living. Further research is needed that integrates routine screening for vulnerability by
community social services professionals with the assessments and interventions conducted by primary
care physicians. (J Am Board Fam Med 2010;23:614–621.)
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Older adults represent a large and growing propor-
tion of the typical primary care provider’s practice.1

Older adults report that living safely and indepen-
dently in their own home is a principal health goal.2

Disability, aging, and illness can adversely affect

the ability of an older adult to live independently by
increasing one’s vulnerability to health and safety
risks within the home.3 Vulnerability is the failure
to engage in acts of self care that adequately regu-
late safe and independent living, or to take actions
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to prevent conditions or situations that adversely
affect personal health and safety.3–6 Vulnerable
older adults may display poor personal care and
nutrition, have difficulty managing basic medica-
tions and personal finances, or live in unsafe envi-
ronments regardless of physical appearance or be-
havior.3,7 Furthermore, vulnerable older adults are
at risk for neglect, exploitation, and numerous
safety hazards, as well as functional impairment,
medical morbidity, and death.8–11 Thus, a common
denominator among vulnerable, community-living
older adults may be the diminished ability to per-
form personal care tasks and protect themselves.

Primary care interventions that target vulnera-
ble community-living and homebound older adults
have demonstrated effectiveness at reducing mor-
tality and placement in long-term care.12,13 The
issue of assessing vulnerability, therefore, is of par-
ticular importance to primary care physicians.
However, the clues to recognizing vulnerability are
often not readily apparent during routine primary
care visits.3,14 Assessments done in outpatient set-
tings may lead to erroneous assumptions about an
older adult’s vulnerability.15 Furthermore, hospital
staff and outpatient clinicians rarely have the op-
portunity to observe patients’ home environments
to ascertain their ability to live safely and indepen-
dently.16 One goal of assessing vulnerability is to
identify and implement interventions that prevent
further impairments and harms to allow older
adults to continue to live at home. Assessments that
are conducted in patients’ homes are more effective
at tailoring interventions to reduce vulnerability.13

Financial and geographic barriers are important
impediments to home-based primary care services
in most settings. In one study, more than half of
primary care providers reported that they con-
ducted home visits; however, only 8% perform
more than 2 visits per month.17 Physicians who
report that they perform routine home visits tend
to be older and live in rural areas.17 Family medi-
cine residency programs provide specific training
for geriatric assessment, including home-based pri-
mary care, but with variable emphasis on assessing
vulnerability.1,18

Primary care physicians continue to endorse the
importance of home-based assessments of vulnera-
bility as part of their scope of practice.19 To address
this gap, primary care physicians sometimes rely on
the services of other clinical and social services
professionals.17 Primary care physicians cannot rely

on a standardized assessment battery for vulnera-
bility because of the heterogeneity of assessment
tools across clinical and social services disci-
plines.3,20 In addition, their recommendations for
interventions are limited by a lack of consensus
across disciplines of what constitutes vulnerability
for safe and independent living among older
adults.3,21

Methods
Study Design and Sample
The overall aim of the current study was to address
these critical issues from the perspective of social
services and health professionals who often conduct
assessments in the homes of community-living
older adults. First, participants were asked their
perceptions of the dimensions of vulnerability
among older adults living in the community. Sec-
ond, participants were asked to identify how they
go about screening for vulnerability in community-
based and in-home settings. From these results and
the available literature, a framework can be pro-
posed for integrating community-based screening
methods with more comprehensive strategies for
clinical assessment and intervention primarily di-
rected by primary care physicians caring for vul-
nerable older adults.

This qualitative study consisted of 5 focus
groups (n � 45) held between January and April
2007. Participants were purposively sampled to ob-
tain perspectives and experiences from a range of
clinical and social services professionals.22 We
chose 5 sites from which to gather our sample: a
community-based social services organization (n �
6); a multidisciplinary geriatrics team from a pub-
licly funded community hospital (n � 9); an aca-
demic geriatrics faculty from a medical school (n �
8); case managers with State Adult Protective Ser-
vices (n � 10); and an interdisciplinary provider
group of case managers, psychologists, lawyers, and
social workers affiliated with a county Guardian-
ship program (n � 12). A contact from each group
identified potential participants. Overall the focus
groups provided a heterogeneous sample of profes-
sional disciplines and organizational missions. All
participants had worked with older adults or had
experience with addressing issues related to the
study questions.

We introduced the project at each focus group
with a statement of purpose. We explained that the
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purpose of the project arose from a need for a tool
to screen vulnerable older adults’ capacity for self-
care and self-protection. Once the study was ex-
plained to potential participants, a member of the
research team obtained consent and demographic
data. Participants were given a nominal gift certif-
icate for their time and participation. The Institu-
tional Review Board at Baylor College of Medicine
approved this study.

Data Collection and Analysis
Semistructured interview guides were used for all
groups. One trained member of the research team,
who was not involved in data analysis, moderated
all focus group sessions. Participants were asked to
discuss the following 2 main areas: (1) When you
evaluate someone in his or her home, what are the
indicators or red flags that someone is vulnerable to
a significant health or safety hazard, or susceptible
to neglect and exploitation? (2) How do you typi-
cally screen for vulnerability in your clients? Are
there particular functional and cognitive domains
that you assess? How could a standardized tool
assist you with that process?

Focus groups lasted approximately 1 hour and
were audio taped. After transcription, 2 of the in-
vestigators (JC, JN) repeated critical readings of the
5 transcripts until they could not identify any ad-
ditional new codes. This analytic process involved
line-by-line scrutiny of text to identify and sort
segments of data.23 A code key and structured data-
abstraction instrument was developed from these
repeated preliminary readings of all the materials,
which was then applied to each of the successive
readings of the transcripts. A high degree of reli-
ability (�80% raw agreement) between the 2 cod-
ers was achieved during these successive readings.
In the rare circumstance that there was a discrep-
ancy, a third reviewer (ADN) served as a tie
breaker. Using the final code key, 4 of the study
authors (ADN, KRC, JC, JN) were involved in
identifying study themes by noting regularities and
patterns in the coded data using the process of
“conclusion drawing.”24,25

Results
Characteristics of the Sample
The focus group participants (n � 45) averaged
44.2 years of age, and most were women (80%).
Characteristics of the study participants are de-

scribed in Table 1. Participants included 10 social
workers, 12 geriatrics and primary care physicians,
6 lawyers, and a number of nurses, psychologists,
and health educators.

The main findings of the focus groups are orga-
nized here by the 2 main focus group questions.
Emergent themes are presented as they relate to
characterizing participants’ perceptions of vulnera-
bility among older adults and their approach to
screening for vulnerability. An additional section
follows, presenting themes related to the screening
process that are not particular to the assessment
method but nonetheless are relevant to the assess-
ment procedures.

Characterizing Vulnerability among Older Adults
Participants described vulnerability as a composite
of several distinct domains. These domains were
best characterized by the following 4 themes:

1. Inability to routinely perform activities of daily
living. Participants described 5 broad catego-

Table 1. Focus Group Characteristics (n � 45)

Characteristics Value

Age (mean � SD) 44.2 � 13.9
Female (n �%�) 36 (80)
Ethnicity (n �%�)

White 22 (49)
African American 14 (31)
Hispanic 7 (16)
Asian American 2 (4)

Occupation (n �%�)
Social work 10 (22)
Physician, geriatric medicine 8 (18)
Lawyer 6 (13)
Physician, primary care 4 (9)
Nurse 3 (7)
Psychologist 3 (7)
Health educator 3 (7)
Research 2 (4)
Other 6 (13)

Professional time with vulnerable adults (%)
Social work 52
Physician, geriatric medicine 44
Lawyer 35
Physician, primary care 15
Nurse 13
Psychologist 15
Health educator 13
Research 5
Other 18
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ries of activities consistent with safe and inde-
pendent living. These activities could be
broadly categorized into 5 domains: mainte-
nance of personal finances, medical self-man-
agement, mobility, personal care and hygiene,
and maintenance of a safe living environment.
The focus group participants said that declines
in one or more of these domains resulted in
vulnerability.

2. Lack of social support. Inadequate social support
was defined as a support system or safety net-
work that was minimal, limited, or lacking.
Participants included lack of knowledge or an
inability to access resources as contributory
factors to vulnerability: “. . . someone who had
limited or minimal or lack of support system or a
safety network. If they are physically and/or cogni-
tively impaired, but they don’t have the safety net-
work, then they become more frail and vulnerable.”

3. Social and demographic factors. Sex, ethnicity,
and recent acculturation to the country were
examples of factors that could contribute to
vulnerability. In this context, certain socioeco-
nomic characteristics may increase an individ-
ual’s susceptibility to being exploited, misled,
or victimized by others (“fraud artists or scam-
mers”). For example, trust as a cultural charac-
teristic, both trusting too much and distrust or
fears of others, was viewed as contributing to
vulnerability.

4. Neuropsychiatric conditions. Depression and de-
mentia were identified as examples of comor-
bid conditions that contribute to vulnerability:
“There is interplay of mental health and cognitive
ability . . . the loss of a spouse can decline their ca-
pabilities to deal with society . . . depression leads to
isolation . . . which makes them vulnerable. . . .”

These 4 themes were noted to have important
interactions so that each should not be considered
in isolation from the others:

“When they may decompensate because of their cog-
nitive impairment and/or psychiatric mental problems
and/or other issues in the household . . . if they are phys-
ically and/or cognitively impaired [and] they do not have
the safety network, than they become more frail and
vulnerable.”

“I think that the loss of some physical capabilities,
small and gradual over time . . . contributive to depres-
sion is probably present and leads to the isolation . . . .”

In this regard, it was noted that vulnerability is
not an either/or phenomenon but must be con-
sidered within this rich interplay of environmen-
tal factors:

“I don’t see it as yes or no, but kind of a contin-
uum . . . that you could be vulnerable in some situations
but not all situations, [so it’s] complex.”

Participants stated that vulnerability placed
older adults at risk for not having the capacity for
safe and independent living in the community.
When asked to conceptualize capacity for safe and
independent living, participants typically described
3 different types of impairments that inhibited
one’s capacity to make and carry out decisions re-
lated to safe and independent living. These in-
cluded:

1. Cognitive deficits from dementia or other
illnesses contribute to difficulty with mem-
ory, attention, and concentration. These
problems contribute to patients “. . . leaving
their cigarettes lit around the house or leaving
their stove on . . .”

2. Problems with reasoning and judgment that
prevented vulnerable older adults from making
everyday decisions. Vulnerability with these
tasks included “. . . capacity to handle their own
activities of daily living, to manage their own fi-
nancial affairs; in particular, manage their medi-
cations is a really big one to me. . . .” Participants
also described how problems with judgment
can also expose participants to exploitation:
“. . . sometimes in isolation, [impaired individuals]
seem to become more vulnerable to frauds and
scams, people who call on the phone, people who send
them things through the mail . . . they’re easily
misled, duped, and victimized. . . .”

3. Deficits in the performance of tasks to carryout
everyday decisions. Participants described that
“. . . people that come to mind for me the most are
the people who are highly limited in mobility, which
on a day to day basis they can manage, but if they
had to exit their home quickly . . . [perhaps because
of] a crime . . . their vulnerability index goes
up. . . .”

Screening of Vulnerable Older Adults by Health and
Social Services Professionals
Participants described 5 components of their typi-
cal vulnerability assessment, including:
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1. Basic cognitive abilities such as memory, atten-
tion, and orientation were assessed by the usual
neuropsychological screening tests like the
Mini-Mental State Examination.

2. Ability to reason or judgment (“decision-mak-
ing processes”). Examples provided included
simple performance tests like writing a check
or a clock-drawing test.

3. Personal appearance and grooming: “body
odor,” “urine odor,” “burn holes in their
clothes,” and “ingrown toenails . . . it’s signifi-
cant for self neglect.”

4. Safety of the environment: “Holes in their mat-
tress or everything with smoking”; “medication bot-
tles and see that they are outdated or updated, that
gives some idea of medical compliance”; “a cluttered
home, cluttered everywhere, trash, the kitchen is
unkempt, pots, pans and dishes in the sink not being
clean, just overall a dirty atmosphere”; “checkbooks
all over the place or money everywhere”; “no food in
the home, or spoiled food in the home.”

5. Adequate and safe performance of everyday
tasks. Participants felt that it was important to
observe the safety and adequacy of how older
adults performed in their home environment:
“Ask people to get you a glass of water to see if they
are able to go in the kitchen and really do that kind
of task, regardless of what they report to you”; “also
functional assessment, looking at the activities of
daily living, their gait, ability to get out of a chair”;
“vision, [when] they need to take insulin”; “if they
are bedridden, not able to get up and get out.”

Important Considerations When Screening
Vulnerability for Safe and Independent Living
First, it was noted that the process should be com-
prehensive: “But also when we do house calls to see what
the home environment is like and to observe the patient
and/or family and whatever support system is available
in terms of their appearance, in terms of their manner-
isms, in terms of their level of involvement, and even
with the patient . . . how well they are . . . cognizant of
their situation.”

Second, it was considered important to keep the
process structured and to use validated tools to
standardize measurements: “Something more stan-
dardized so everybody could be on the same pages and the
same things to measure the client’s ability to live inde-
pendently or either to determine that the client needs
placement or additional assistance.”

Third, assessments should be conducted by in-
terdisciplinary teams to ensure that the assessment
is appropriately comprehensive:“Well, we work with,
you know, it is an interdisciplinary team, so you have the
beauty of not only just each team member assessing them,
you get to interact with them on a frequent basis . . . .”

Fourth, the process should be practical and re-
alistic: “I think it is better to go in with something that
they have some familiarity with . . . because if you start
going with something that is too abstract, it’s going to get
too confusing”; “Try to find a task, and a task that is
real . . . and related to something that they can do be-
cause abstract thinking is so much harder than concrete
thinking in terms of safety.”

Fifth, the importance of assessing individuals in
their own home was emphasized: “You’re going to
get real different scores . . . if you’re going to use a
particular tool in somebody’s home where they have lived
for 44 years then when they go to the [clinic or hospital]
a week later.”

Finally, participants emphasized the importance
of conducting multiple assessments over time as
opposed to single assessments: “[We] have the occu-
pational therapist involved in the KELS [Kohlman
Evaluation of Living Skills] examination, so you have a
variety of testing going on . . . which gives us more
information . . . to assess from and as we all know, that
can change from, they can come in looking cognitively
impaired, severely, but over time, that might even im-
prove and change the whole assessment.”

Discussion
Focus group participants described 4 key themes as
distinct domains when discussing their perceptions
of vulnerability among community-living older
adults. These themes included the inability to per-
form activities of daily living, lack of social support,
sociodemographic factors, and the presence of one
or more cognitive or psychiatric conditions that
may increase exposure to harm. Participants, who
were all social services or health professionals, de-
scribed screening as difficult because of the diver-
sity of domains that comprised vulnerability. They
argued that screening tools should be appropriately
comprehensive to measure each domain and to
capture important relationships between domains,
such as the role of social support in protecting
against functional decline. In addition, participants
emphasized how vulnerability exists on a contin-
uum of severity as opposed to being dichotomous.
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Whenever possible, they felt that assessments
should be performed using an iterative process at
several points in time.

The themes that define vulnerability are not in
and of themselves novel. What was innovative were
the focus groups’ findings related to how social
services and health professionals screened for vul-
nerability among older adults in community and
in-home settings. These screening methods were
more performance based and related to specific
capacities of older adults that enabled safe and
independent living in the community. Table 2 de-
scribes the 3 categories of abilities that study par-
ticipants deemed instrumental in screening for vul-

nerability among community-living older adults.
The first category included basic cognitive abilities
such as memory, attention, and orientation; the
second concerned reasoning and judgment or “de-
cision-making processes.” The third can be broadly
classified as the capacity to execute those decisions
(executive functioning)26 relating to personal ap-
pearance and grooming, safety of the environment,
and the adequate and safe performance of everyday
tasks. The first column in Table 2 provides specific
examples of assessments conducted by study partic-
ipants as they relate to the 3 screening categories.

Participants reported that most of the time spent
on screening for vulnerability is devoted to the

Table 2. Comparison of a Participant-Originated Framework for Screening Vulnerability for Safe and
Independent Living Among Older Adults with Other Common Assessment Measures of Independent Living Used by
Study Participants

Study Participant-Originated
Framework

Functional Independence
Measure27

Kohlman Evaluation of Living
Skills30

Cognition 1. Memory 1. Memory Knowledge of:
2. Attention 2. Problem solving 1. Emergency numbers
3. Concentration 2. Location of medical and

dental facilities
Decision Making 1. Comparative reasoning

2. Sequencing
3. Reasoning and judgment

1. Audio/visual
Comprehension

2. Verbal and nonverbal
expression

Safety and Health
1. Awareness of dangerous

household situations
2. Identification of appropriate

action for sickness and
accidents

Executive Functioning
Maintenance of personal finances Managing financial affairs i.e.

writing a check
NA 1. Use of money when

purchasing items
2. Writing a check
3. Obtain and maintain source

of income
4. Budgeting monthly income
5. Budgeting money for food
6. Use of banking forms
7. Payment of bills

Medical self-management Managing complex
medication regimen

NA NA

Mobility 1. Able to quickly exit from
house

Within the house: walking,
wheelchair

Within the community

2. Able to drive
Personal Care and Hygiene 1. Feeding

2. Grooming
3. Bathing
4. Dressing

1. Feeding
2. Grooming
3. Bathing
4. Dressing

1. Physical appearance
2. Frequency of self-care

activities

Maintenance of a safe living
environment

1. Leaving the stove on NA NA
2. Cigarettes left lit around

the house
3. Cluttered home
4. Fresh food available
5. Telephone use
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assessment of decision making and functional abil-
ities, especially in areas of money and medication
management, mobility, personal care, and mainte-
nance of a safe living environment. This can be
seen by the overwhelming emphasis on these 2
areas in Table 2. In contrast, outpatient clinical
assessments typically focus on cognitive abilities
using tools like the Mini-Mental State Examina-
tion. Clinical tools commonly used to assess func-
tional abilities are also limited in their ability to
screen for vulnerability among older adults. Some
current tools for assessing vulnerability, such as the
Functional Independence Measure27 and the Vul-
nerable Elders Scale,28 typically measure functional
status in a static or limited manner (see Table 2,
column 2). Participants emphasized the importance
of assessing the intersection of decision making and
function, especially as it relates to the capacity to
execute decisions (executive capacity)29 that tools
like the Functional Independence Measure cannot
do. Some study participants endorsed tools, such as
the KELS,30 that assessed executive functioning,
but these instruments cannot be used in isolation
because they too leave out one or more of the
critical domains described by the participants in
this study (see KELS in Table 2, Column 3).

Primary care physicians who care for community-
living older adults will routinely face the increas-
ingly common clinical question, Is my older patient
vulnerable to harm and impairments that will limit
his or her ability to continue to live safely and
independently in his or her own home? Given the
financial constraints, logistic difficulties, and com-
plexity of assessment, primary care physicians can-
not be expected to make such evaluations alone in
clinical outpatient settings. Collaborations with ap-
propriate clinical and social services professionals
are critical, especially if these professionals perform
routine home-based assessments of vulnerable
older adults. A framework for understanding and
evaluating the domains of vulnerability in commu-
nity-living older adults becomes a key facilitator of
communication and intervention planning among
interdisciplinary teams. Furthermore, family physi-
cians have a long tradition of performing important
and specific roles that are best described as “re-
sponding to community needs.”31 The insights
gathered from study participants provide the be-
ginnings of just such a framework, which primary
care physicians may use when evaluating and treat-
ing vulnerability among their older patients using

information provided by in-home assessments per-
formed by other professionals. Such a comprehen-
sive strategy could contribute to promoting the
vulnerable older person’s values and preferences to
the extent possible while limiting the potential for
harm resulting from vulnerability.32

These findings should be considered in the light
of the following limitations. Quantitative estimates
of the relative importance of the various compo-
nents of vulnerability were not provided, nor were
the focus groups instructed to compare and con-
trast the strengths and weaknesses of available
models for assessing vulnerability and capacity.
Generalizability of results was also limited because
participants were sampled from only one geo-
graphic area. However, recruitment procedures at-
tempted to enroll a spectrum of health care and
social services professionals who interacted regu-
larly with vulnerable older adults, and participants
were recruited from numerous public, private, and
nonprofit organizations.

Conclusions
This study identified important gaps in current
assessments and available tools for evaluating older
adults’ vulnerability and capacity for safe and inde-
pendent living. The professionals participating in
this study emphasized the (often neglected) assess-
ment of older adults’ decision making and judg-
ment as it relates to safe and independent living.
Future research is needed to develop and validate a
comprehensive assessment and intervention strat-
egy that is responsive to changes over time in vul-
nerability and capacity for safe and independent
living that can be readily tailored for use in home
environments. Furthermore, these studies should
include methods for evaluating the communication
and coordination of services among primary care
physicians and the social services and health pro-
fessionals who will implement these assessments
and interventions. Continued interdisciplinary dia-
logue and collaboration are critical to addressing
this important public health issue.
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