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What is already known about topic?

� ‘Frailty’ in the literature is often used to describe the
state of living in older age with accompanying vulner-
ability to functional decline.

 T I C L E I N F O

le history:

ived 8 July 2011

ived in revised form 11 December 2011

pted 3 January 2012

ords:

lty

ntological nursing

r people

ent experience

hosocial

litative methods

A B S T R A C T

Background: With enhanced longevity, many people in late old age find themselves frail

and living at home, often alone. Whilst conceptualisations vary, frailty is often used in

clinical practice as a directional term, to refer to older people at particular risk of adverse

health outcomes and to organise care. Investigation of the experience of being frail is a

complementary and necessary addition to international research endeavours clearly to

define, predict and measure frailty. Currently, there is little empirical work exploring how

people over time manage being frail.

Objective: The study aimed to understand the experience over time of home-dwelling

older people deemed frail, in order to enhance the evidence base for person-centred

approaches to frail elder care.

Design: The study design combined psychosocial narrative approaches and psycho-

dynamically informed observation. Data on the experience of 15 frail older people were

collected by visiting them up to four times over 17 months. These data were analyzed

using psychosocial analytical methods that combined case based in-depth staged analysis

of narratives with psycho-dynamically informed interpretations of observational data.

Setting: The study was carried out in the homes of the participants; all lived in a socio-

economically diverse area of inner London.

Participants: 15 participants were purposively selected for living at home, being aged 85

or older and regarded as frail by a clinical multi-disciplinary intermediate care team.

Results: The findings challenge the negative terms in which frailty in older age is viewed in

the predominant models. Rather, frailty is understood in terms of potential capacity – a

state of imbalance in which people experience accumulated losses whilst working to

sustain and perhaps create new connections.

Conclusion: This study suggests that holding together loss and creativity is the ordinary, but

nonetheless remarkable, experience of frail older people. For frail older people, the

presence of others to engage with their stories, to recognise and value the daily rituals that

anchor their experience and to facilitate creative connections is vital if they are to retain

capacity and quality of life whilst being frail.
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� Internationally, researchers are focusing on clinical
diagnosis, and ways to predict and modulate frailty.
� Little is known about the subjective experience of frailty.

What this paper adds

� A revised models of frailty in older age which is not
always negative, thus challenging predominant models.
� A new conceptualisation of frailty which is dynamic and

active where some connections (physical/social/emo-
tional) are lost, others sustained and new ones created.
� A relationship centred approach to care is critical to

ensuring older people living with frailty realise their
goals beyond functional capacity.

1. Background

Global demographic trends report increasing longevity
with a resultant rapidly ageing population (United Nations,
2007). The number of people living in the UK alone, aged
over 85, is expected to quadruple to four million by 2051
with the majority continuing to live in a domiciliary setting
(Office for National Statistics, 2007). Although some older
people will continue to experience good health into late
old age, many will live with decreasing functional capacity,
increasing acuity and dependency on health and social care
agencies. Frailty is the term increasingly used to describe
the condition of people vulnerable to adverse health
outcomes in later life. However, there is presently no single
agreed frailty conceptualisation and resulting operational
definition (Abellan Van Kan et al., 2008).

Conceptualisations of frailty have been categorised as
either a ‘‘narrow’’ approach, focusing on purely medical/
physical frailty, or a ‘‘broader’’ approach that takes into
account psychological and social frailty (Van Campen,
2011, p. 15). Whilst these approaches are not mutually
exclusive, the conceptualisation and operational definition
of frailty within a ‘‘narrow’’ physical/medical domain has
received proportionally more attention in the literature.
The most commonly applied definition of frailty is as an
age-associated biological syndrome characterised by a
decrease in biological reserve and resistance to stress due
to a decline in several physiological systems. The main
consequence is an increased risk for multiple adverse
health-related outcomes (Campbell and Buchner, 1997;
Walston et al., 2006). However there is a continuum of
opinions of the essential characteristic, causes and clinical
consequences of being frail. Fried et al. (2001) identify
criteria to determine a frailty phenotype (three or more of
weight loss, muscle weakness, and slow gait speed, low
levels of physical activity and self-reported exhaustion).
Whilst widely cited, the predictive value of these physical
functioning domains for adverse outcomes remains
unclear (Ávila-Funes et al., 2008) and other criteria, e.g.
cognitive decline (Abellan van Kan et al., 2010) and mental
health and accumulated vulnerability (Bergman et al.,
2007) have subsequently been identified as important in
determining adverse health related outcomes. Bergman
et al. (2007) argue that frailty can provide a conceptual
basis to move away from an organ or disease based
approach towards one that also incorporates psychological

and social aspects. The integral or broader definition
allows for the inclusion within frailty conceptualisation of
social functioning (Nourhashemi et al., 2001; Schuurmans
et al., 2004), social relationships (Tilburg et al., 2004) and
psychological frailty, e.g. self-reported anxiety and lone-
liness (Comijis, 2011; Markle Reid and Browne, 2003).

However, there is currently no consensus on THE
concept nor an operational definition of frailty. Van
Campen (2011, p. 15) notes that the term ‘‘frailty’’ has
been used in clinical practice primarily as a heuristic or
directional term to refer to risk groups and to organise care
rather than as a diagnostic tool. Examples would include
clinical pathways for frail elders which use a constellation
of criteria based on emergency admission to hospital (Allen
et al., 2005) and WHO (2004, p. 22) glossary of terms for
community health care and services for older people that
defines a frail older person as ‘‘an older person in need of a
substantial level of care and support’’. These clinically
driven working definitions add another lens to the
complexity of conceptualising frailty. However, there
has been little research to gather the experience of those
deemed frail. The small body of existing literature on the
subjective experience of ‘‘being frail’’ argues that the label
is often actively resisted by older people themselves, who
distinguish the body one is (self-identity) from the body
one has – a physically vulnerable object (Becker, 1994;
Kaufman, 1994). This study used a case based narrative
approach to gather stories from community dwelling
elders deemed frail by a clinical multi-disciplinary
intermediate care team. The intention was to explore
how these older people spoke about and experienced their
everyday lives over time. Capturing the temporal nature of
experience is important in order to understand the
meanings and subjectivities of older frail people and to
design appropriate person centred care for this group.

2. Methods

2.1. Aim and design

The study aimed to understand the experience of home-
dwelling older people with changing states of frailty. The
purpose was to enhance the evidence base around person-
centred nursing care for this group. Using a broad concept
of frailty encompassing social, psychological and physical
domains, the research design was a combined qualitative
psychosocial method. Psychosocial research conceptua-
lises experience as a constant and dynamic communica-
tion between internal psychological and external
sociological dimensions manifest through unconscious
or feeling states, and conscious communication (Hollway,
2004; Roseneil, 2006). Thus data collection and analysis
takes account of emotions felt as well as words spoken.

2.2. Sample

Frail older people were identified through an older
persons’ intermediate care team comprising community
nurses, speech therapists, physiotherapists, occupational
therapists, care support workers and a geriatrician. These
multidisciplinary teams work across domiciliary and
Please cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
psychosocial qualitative study. Int. J. Nurs. Stud. (2012), doi:10.1016/j.ijnurstu.2012.01.006
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munity facilities to provide intensive support at times
particular vulnerability and to prevent or minimise
pitalisation. Participants were purposively selected for
ng at home and being regarded as frail by the
rmediate care team. Frail community dwelling elders

re defined by the team as people of advancing age,
ble to carry out independent activities of daily living

wton and Brody, 1969) and considered to be vulnerable
hysical decline. People with a diagnosis of dementia

re excluded from the study although the study design
 ethical procedures took account of cognitive dete-
ation over time. Two people declined to be in the study,
 because English was a second language and another
o withdrew because of rapidly deteriorating health.
The study gained ethical approval from Ealing and West
don Mental Health Trust. A staged process of involve-
nt was designed where first contact was through the
rmediate care team, followed by explanatory material
ised and piloted with older people and then an
oductory researcher visit. Ethical clearance was gained
both taped and written consent (Baldock and Hadlow,
2) as signatures can be threatening for some older
ple (Chouliara et al., 2004). The study used a processual
sent design (Dewing, 2002) which was contextual.
ce at each cycle of data collection written or verbal
sent was gained and situational and relational cues,
nded to before and throughout the interviews.

Over the course of 17 months (October 2006–March
2008) the participants were repeatedly interviewed, up to
four times, in their homes by the principal researcher (CN).
15 people (5 men and 10 women, aged 86–102) were
included in the study. The majority were widowed and
lived alone. All had some contact with welfare services,
although this ranged from intermittent contact to daily
involvement. Table 1 details the demographic character-
istics of the participants. Two participants chose to be
interviewed with their spouses and their narratives were
jointly told. Within analysis these dyadically constructed
accounts were considered as singular cases.

2.3. Data collection

Two psychosocial narrative approaches; the Biographic
Narrative Interpretative Method (BNIM) (Wengraf, 2001;
Wengraf and Chamberlayne, 2006) and Free Association
Narrative Interview Method (FAINM) (Hollway and Jeffer-
son, 2000), were used to elicit narratives of living with
frailty over time. These two approaches recognise that life
history frames experience and that the way people tell
their story is not random; it follows a general pattern,
based on cultural and personal history. Both methods use
open questions and pay close attention to the ordering and
phrasing of the narrative. BNIM is a highly structured and
staged method of interviewing and case-based analysis.

le 1

ographic data of the participants.

eudonym Age (at end of data collection) Marital status Living arrangements

Doreen (M) 87 Widowed Own house lives by herself

Twice weekly private carer/family twice weekly

Alfred (M) and Elsie (F) A = 88

E = 87

Married Own house live with unmarried son (twice daily social care)

Health care as needed

Jim (M) 92 Widowed Sheltered housing

Cousin Ida in same block

Daily social care

Lillian (F) 91 Widowed Own house lives by herself

Social carer daily/rota of friends

Monica (F) 86 Separated Rented house lives on her own

Twice weekly visits by family

Daily social services

Three times a week District nurse

Joan (F) 87 Widowed Own house lives by herself

Daily social services

Jack (M) 86 Widowed Council flat lives by himself

Intermittent health care contact

Not wanting social service support

Hetty (F) 87 Widowed Own house lives by herself

Twice weekly physio

Network of friend and family

Florence (F) 87 Widowed Own house lives with unmarried son

Daily social care

 Flora (F) 95 Widowed Own house with 24 h private care

Health care weekly

 Eli (M) 102 Widowed Own house lives with 3 daughters and extended family

24 h care form family supported by social and health care

 Bob (M) and Penny (F) B = 86

P = 87

Married Own house

Social carers coming in daily

Health care intermittently

 Esther (F) 96 Widowed Own house lives with unmarried daughter daily social care

 Pat (F) 98 Widowed Own house lives by herself

Social care and health care three times a day

 Evelyn (F) 87 Widowed Own house lives by herself
Social care three times a day

ease cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
sychosocial qualitative study. Int. J. Nurs. Stud. (2012), doi:10.1016/j.ijnurstu.2012.01.006
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Narratives are collected through a two-staged face-to-face
process. In stage one the interviewer (in this study CN)
offers a single opening question to support rather than
direct the content and telling of a story. Once the question
is spoken the researcher listens but does not interrupt.
Phase two allows for the interviewer to go back and ask
more detail about a particular experience but only in the
order in which it was raised, using the language of the
participant. Interviews were taped, transcribed verbatim
and subject to a staged analytical process.

BNIM was the method of choice, but for some inter-
views adherence was difficult. Primarily due to their
frailty, participants became cognitively tired and needed
prompts to recall their thoughts. In this case the more
participative, conversational approach of FAINM was used.
Field notes were informed by psycho-dynamic observation
techniques (Bick, 1964). This is a method of reflecting on
the participants’ and researchers’ emotions and their
possible meanings communicated within the interview
(Nicholson, 2009).

BNIM uses selected gold cases (subject to greater depth
of data collection and analysis), which are then compared
and contrasted against secondary cases. Three gold cases
(two individuals and one couple) were subject to four
rounds of interviews. The ‘gold cases’ were chosen after the
first round of data collection and selected for demographic
and methodological variance that arose in eliciting and
listening to stories of frailty and for variance in self-
reported vulnerability to adverse health-related outcomes.
Of the remaining secondary cases, 10 took part in 2
interviews over 6 months and 2 participants declined to be
re-interviewed. Table 2 summarises data collected, with
the 3 ‘gold cases’ highlighted in bold; pseudonyms are used
for all participants.

2.4. Data analysis

A modified BNIM analysis was used which combined
the case-based staged interpretative process of BNIM with
data collected through psychodynamic observation. The
BNIM analytical process has some similarities with

grounded theory in using analytical steps of extraction,
hypothesis generation and testing data. However, detailed
case-based analysis of selected gold cases using biogra-
phical data, text sequalisation, salient stories and field
notes aimed to retain the connection between the lived life
and the told story for as long as possible. Thus rich and
detailed analysis, emphasising the discordant and diver-
gent themes within each case is used to build up a thick
description of the particular and generate themes through
which the remaining 12 secondary case narratives were
read.

The three gold cases were subject to cross case analysis
using an iterative and recursive process of syncretistic
perception (Froggett, 2007; Froggett and Hollway, 2010),
similar to Borkan’s (1999) immersion/crystallisation
method of qualitative data analysis. The main researcher
(CN), cyclically alternated periods of intense engagement
with the data with periods of researcher reflection and only
then were generalised themes taken to the secondary cases
for further analysis and cross checking.

The researcher’s (CN’s) analysis and interpretations
were validated by a psychodynamic observation group
involving psycho-dynamically trained practitioners, one-
to-one supervision and a reflecting panel at the point of
cross-case analysis. The reflecting panel intentionally
brought together 3 academics from social science,
gerontology and anthropological backgrounds and 3
clinicians from nursing, social work and occupational
therapy to test the analysis and strengthen or weaken
interpretations of emergent themes.

3. Findings

The findings question the prevailing concept of frailty
as incapacity. Rather, frailty is understood as a state of
imbalance in which people experience the loss of some
connections whilst working to sustain others and to create
new ones. However frailty was not a word people used to
define themselves or their experience of everyday living.
Rather old ‘‘frail’’ people demonstrated capacity to over-
come or find others to overcome their physical, emotional

Table 2

Summary of data collected during 17 months of data collection.

Pseudonym Interview 1 Interview 2

(6 months later)

Interview 3 gold cases

(6 months later)

Closing interview gold

cases (6 weeks later)

Total contact time

with participant (h)

Psychodynamic

field notes

1 Doreen X X 4 h and 33 min X

2 Alfred and Elsie Xx xx xx Xx 5 h and 48 min X

3 Jim X X 2 h and 3 min X

4 Lillian X X 3 h and 14 min X

5 Monica X X 2 h X

6 Joan X X X X 5 h and 35 min X

7 Jack X X 1 h and 52 min X

8 Hetty X X 2 h and 43 min X

9 Florence X X 2 h and 51 min X

10 Flora X X 3 h and 14 min X

11 Eli X X X X 6 h and 18 min X

12 Bob and Penny X 1 h and 19 min X

13 Esther X X 2 h and 8 min X

14 Pat X X 2 h and 47 min X

15 Evelyn X 1 h and 10 min X
Total 15 13 3 3 53 h and 55 min 15

Please cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
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social vulnerabilities. However, participants did all
ak of loss over time, loss of physical capacity, social
us, friends and family. For most this opened up
ussions around dependency, finitude and their experi-
es of societal and welfare systems that often militated
inst the work of managing being and feeling frail.
Three main themes arose from the analysis: Losses and

onnects within frailty details the experience of physical,
ial, and psychological loss; Sustaining connections

sents the strategies that frail older people actively
ployed to create anchorage and Creating connections

resses the potential that older people found within the
alance of frailty to find new ways of connecting to

mselves and to the world around them. These 3 themes
re distinct but not sequential. Rather the work of
ding together loss and capacity through losing,
taining and creating connections was overlapping

 multifaceted.

 Losses and disconnects within frailty

The losses associated with physical decline were a
tral theme across all the interviews although commu-
ated in different ways. Some participants were very
licit about being able to do less, whereas others
municated this loss more implicitly. For example Jim

d to do all his own housework, Monica wished she
ld keep the house clean. The loss of physical capacity

s painfully recounted in Alfred and Elsie’s narrative and
N’s observational field notes. He started by wondering

ether he had a story (or a life) to tell anymore, then
ed,

I suppose if you was like that from birth you perhaps

wouldn’t notice it so much but when you in, say, 70 years,

60 years you’ve been normal, to get like that it’s. . . well,

not heartbreaking, but it is really. And I can’t. . . what’s the

word? Change to it, you might as well be out of it all

together. . . (A&E 2.3)

Following the interview CN recorded these observa-
al data,

I feel that sense of, yeah, what is going to happen to you,

(long pause) and I want to, and I wanted to say, to keep

saying it’s OK, it will be OK and a powerlessness that I

cannot do that (long pause). . . and I feel grateful to be out

of there.’ (Field notes, case 2, 29 November 2006)

The psycho-social interpretation of these data was that
had taken on and was feeling some of the loss of Alfred.

 was herself unbalanced, and in some respect, filled up
h frailty. Whilst not all participants spoke so strongly
ut the loss of physical mobility, or evoked a strong
otional response, the loss of physical function evoked a

 of certainty about how the world was.
Some participants expressed a sense of shame at being
n with a walking aid, or wheelchair. Indeed, some
ferred not to venture outside. For Lillian, it was the

elcome attention that this would draw that she
iked. Her desire to go out only if she was walking
ependently meant she did not go out at all. Such

recourse to independence and laudable resistance may
over time be to Lillian’s detriment. The uncertainty of being
imbalanced seemed to precipitate unease. Participants
were unsure of when it was legitimate to ask for help;
access to society was often denied through poor facilities
and being at home seemed paradoxically to increase social
disconnection. Jim summarised his experience thus,

‘It’s about getting through the day, just holding it together,

as best you can, you fall down, you pick yourself up, you

keep going as best you can, till you, and well you can’t keep

it up for ever’. (Jm2/14)

The participants narrated a loss of autonomy and a
challenge to self-identity that was often evoked through
contact with external domiciliary services. Participants
were unsure of when carers would come and for some,
what they would do when they were there. Pat revealed
the difficulty of establishing routines when you are reliant
on someone outside to help you:

‘I’m usually half up anyway when they come. Not with the

Polish girl, I’m not then, she comes early, 7.30 but you

never know when the one from Jamaica, she turns up at all

hours and then not at all’. (P1/6)

The unpredictable nature of allowing outsiders in was
too difficult for some; Eli and his family chose to manage
without outside help and Alfred and Elsie stopped the
carers within 6 months of the study. For others they
recounted being shouted out, feeling invisible, talked
about and talked over. Such occasions created a loss of
confidence and personhood, we are just old that’s why they

do not care (Pt 2/3) was a recurring theme.
In all the narratives there was reference to the

challenges and changes to social identity and positions
in the world due to frailty. Joan’s reflection that ‘it’s a

different pace of life now’ indicated more than a change in
stride. Participants narrated how they were perceived
differently by friends and by family following a period of
physical vulnerability. The change in perception was often
recounted as a concern as to whether informants could still
cope at home. Hetty’s son wanted her to move and at least
get a security alarm although she had ‘not got round’ to

getting one. Hetty’s response was one of resistance, though
in our subsequent meeting 6 months later she noted that
any bump or bruise, e.g. when she fell asleep at the table,
revived the issue. ‘He is now saying get a button or move into

a retirement home, what choice is that?’ (H2/1.)

The narratives suggest that the balance between
autonomy and dependence and changing roles is complex.
Although the experience of families and carers was not
deliberately sought in this study, the narratives of frail
participants revealed the difficulties of changing states for
relatives and friends and the varied responses that this
evoked. This may be of particular relevance to those living
in late old age whose children are themselves entering the
third age. The interpretations suggest that family as well as
the older person find themselves in a place of transition
during a parent or spouse’s frailty. Thus the complexity of
loss of place for the ‘frail’ older person is underpinned by
ease cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
sychosocial qualitative study. Int. J. Nurs. Stud. (2012), doi:10.1016/j.ijnurstu.2012.01.006
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the difficulty of re-establishing stability within a family
when other people are similarly imbalanced.

3.2. Sustaining connections

Participants responded to the imbalance and losses of
frailty by employing strategies that reconnected them to
their bodies and created anchorage in their daily lives.
Within all accounts there was a greater consciousness of the
body and the need to balance changing bodily capacity
within habituated daily routines, ‘Taking a break’, ‘pacing

oneself’ and ‘being careful not to overdo it’ were common
expressions across the stories. The intention of participants
to keep physically active was set against the common
experiences of pain, increasing tiredness and lack of
strength. Within the accounts there were long descriptions
of how the body was looked after, often grounded in the daily
tasks of eating. What participants ate, how to co-opt others
when unable to prepare or cook food yourself and how to
make the best of pre-cooked meals were all discussed.

The work of increasing bodily capacity through exercise
and adaptations was evident in many cases. Exercises for
some were welcomed. Joan saw them as both helpful in
sustaining movement but also in filling her day, ‘I still have

to do certain exercises to improve my leg muscles so I don’t

have a huge amount of time on my hands’. She welcomes the
aids from the physiotherapist and details how she adapts
to wearing slippers and walking with a stick. However, for
others exercises and adaptations were seen in a more
ambiguous light. Doreen noted that her exercises did not
help and that learning something new or meeting new
people was difficult at her time of life.

For most respondents, much of their effort lay in
maintaining and sustaining their place in their immediate
world. Daily routine was an important anchorage, ground-
ing people in the present and in a wider continuity of social
relations. Rhythms of the day were important, often built
around mealtimes, a particular television programme or a
daily telephone call to a friend or neighbour. People talked
of holding off from a pleasurable activity until later in the
day; Esther restricts her cup of tea until the afternoon, Jack
his newspaper until after he’s had supper. Doreen’s
narrative details the vigilance of daily routine, seemed
to betray a greater fear of what might happen should she
stop her daily rituals. Her story detailed the exact timings
of her routine and goes on to talk about a friend, now dead.
She linked the stopping of routine as the point which
tipped her friend into dying.

‘I can rest very well in bed but when it gets to 5.45 I think,

oh, yes, I’d love to stay like this but I know I mustn’t -. You

see my friend, she started staying in the chair, and then it

was staying in her dressing gown and she seemed to just

drop away then I sort of think to myself no, you mustn’t do

it, you’ve really (D2/6)

The rituals of sustaining rhythm enable anchorage to
wider social and cultural norms within the unsteady state
of frailty. However, the risk of breaking these ritualised
patterns is ever present within the uncertainty of changing
physical and social capacity. Indeed, allowing in services

often disrupted these patterns. People struggled to
accommodate carers who arrived to put them to bed too
late or too early, or failed to appreciate the significance of
the timings of the day.

3.3. Creating connections

The findings reveal the potential as well as the difficulty
within the unbalance of frailty. Some participants were
able to relate to their bodies and surroundings in new and
creative ways. Doreen talked of rigging up a set of pulleys
and string so she could hang out her washed sheets and
Joan used the handheld claw to hook her cup on and
holding the frame with her other hand hopped into the
kitchen. Within the study there were a number of
examples of how people responded creatively to the
reduced space that they inhabited. Pat created an indoor
garden, Doreen repositioned her home around the chair in
which she sits all day and Flora co-opted into her space the
street light outside her house.

For some, new connections were created by allowing a
level of inter-dependency on others. This ability to create
connections through inter-dependency was vividly
described in Flora’s narrative of continuing to be creative
in the garden. Although no longer able to garden herself, she
taught her carers how to sow and plant out seeds. It appears
that although physically almost totally dependent, she
retained enormous capacity to do things differently and thus
to develop new connections. In the following extract she
explained how she fell in the garden and her response.

‘Well, that’s difficult for me so I’m now training a whole lot

of junior gardeners. You’ll be surprised, I’m training Jackie

and anybody that comes now who’s not a gardener; I’m

training a whole new generation, because you see I have to

remember every day. (Fl2/1)

Participants recognised the importance of carers com-
ing in as a way of being kept an eye on and having someone
to talk to. That is not to say that the activities themselves
were not necessary, but in recounting everyday experi-
ences it was the interpersonal contact, which was most
often discussed. This was particularly the case for people
who lived on their own. Pat had recently had cataracts
removed and nurses visited twice daily to administer eye
drops. She explained their routine and concluded

‘But it’s nice seeing all these people, it keeps. . . helps me

with companionship living on my own. Oh I see my son and

daughter, they come when they can but they. . . one lives in

xxx (the North) and the other lives in xxx (the Home

Counties)’. (P2/2)

Within this study many participants used frailty as a
place in which to create connection, to themselves and
others, indeed this study and their involvement in it, could
be seen as such an exemplar.

4. Discussion

This study argues that in living with frailty over time,
older people demonstrate creativity even as they experience
Please cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
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Pl
p

. This creativity however is not the figurative creativity
rt or music, which is often espoused as a way of engaging

 remarking on the abilities of frail older people. Rather it
 relational creativity underpinned by the capacity to
nect to their changing circumstances and adapt within

 ambiguity and disconnections of being frail.
An inherent part of older frail people’s capacity was
denced through the work of creating everyday routines.
se, it is argued, provided anchorage and stability within

 vulnerabilities of being frail. Baldock (1999, p. 95)
gests that older people have to ‘‘choose and construct
ir own routes through unscripted old age.’’ There are
, if any, shared cultural understandings to provide a
rse for frail elders (Holstein and Waymark, 2005). The
ings suggest that frail older people respond to this

ially unscripted old age by creating personalised rituals.
Philpin (2002) notes the term ritual is often used in a
orative sense and linked to unthinking and routinised
ion. However, what is missed in such critiques is the
nt meaning of the ritual and the symbolism that is

red within it. Turner (1982, 1995), an anthropologist,
gests that rituals are storehouses of meaning, e.g.
resentative of cultural and individual meaning, which
d people in times of ambiguity. For example, Eli’s ritual
ivity of making breakfast is maintained despite his
idly declining physical capacity. This both feeds him

 sustains a sense of control. As time goes on, his daily
elette making is supervised, becomes a shared task with

 daughters and ultimately is given to others to perform.
maintains this routine until a month before his death.
However, the findings suggest that experiencing frailty
uires a delicate balance successfully to integrate
vious, present and future realities. For some the personal
als established though daily routine seemed to prevent
m from engaging with their present losses. Within
chodynamic theory, adaptation to loss is an important
t of development. Loss is not necessarily related to an
ual death, but to the sense of separation and letting go
erienced throughout the normal transitions of life. The
gration of loss through mourning is a social as well as an

ividual task. However social connections are often
sing for frail older people. Either because their losses

 unseen (Thompson, 2002) or point towards an
elcome future avoided by others (Dartington, 2010)

ecause social frailty diminishes connections with others.
The multi factorial nature and complexity of being frail
lustrated in this study. The experience of balancing loss
r time with considerable capacity to work and adapt
hin frailty effects the goals older people may have and
ir understanding of living well with frailty. This
amic between physical social and psychological factors
cognised in recent integral conceptualisations of frailty
bbens et al., 2010). However explicit recognition of the
ortance of the interplay of bio-psycho-social factors in

lty is also required in policy and practice. Models of
rking with loss, e.g. Blanchard et al’s. (2009) re-
grative model for old age psychiatry and end-of-life

e frameworks for example, Knight and Emanuel (2007)
 clinical exemplars. These models emphasise reintegra-

 of loss and the investment of energy and care into
ative adaption rather than cure. Such approaches are

important to rebalance the present predominately nega-
tive conceptualisations of frailty and refocus on the
creative capacity and potential to age well whilst being
frail.

5. Strengths and weaknesses

The study was exploratory and findings do not confer
generalisability due to small sample size. However
qualitative research is concerned with information rich-
ness and on exploring ideas from data rather than
establishing prevalence, indeed the subjectivity of being
frail is important as it allows for a focus on individuals own
perspectives (Richardson et al., 2011).

Within this study, attention to the trustworthiness of
qualitative findings was through assimilating theory and
the practice of psychodynamic approaches, clinical super-
vision and the use of reflecting teams to strengthen
interpretive hypotheses and lessen others. Attempts at
confirmability included researcher reflexivity (Cutcliffe,
2003) which attended to the position and influence of the
main researcher in both data collection and analysis.
Within psycho-social research this moves beyond the
researcher’s social positioning to the emotional response
and its influence on shaping interpretation (Clarke, 2006;
Hollway, 2006). The psychodynamic observation method
provided a systematic, wider group process within which
to address reflexivity. Psychosocial interpretations of data
can be seen to some as placing interpretation on people
and privileging micro processes over the larger cultural
structures such as class and gender, which shape
experience. Whilst understanding that psychosocial the-
ories are diverse and complex, nonetheless this study
aimed to hold the tension between how both social and
psychological entities mediate experience. Whilst not
claiming to have found ‘‘the answer’’ a combination of
in-depth analysis of rich and detailed data, and the
reflexivity and validation using theory and reflecting
different groups with diverse theoretical perspectives
has allowed for a valid interpretation of the data.

Frailty, in this study was determined locally by
clinicians working with older people. Whilst this opera-
tional definition of frailty is not identified in the literature,
it is clinically driven and allows for a wider multi factorial
and enacted construct of frailty to emerge.

The research initially aimed to look at how experiences
of frailty may change over time but 17 months was an
insufficient period over which to capture large changes for
most participants. Whilst leaving a gap of 6 months
between interviews led to two participants leaving the
study it did illuminate both changes and stability within
the everyday experience of frailty. E.g. 9 participants
reported unplanned hospital admissions over the period of
data collection and narratives explored the challenges of
changing states within physical, social and psychological
frailty.

6. Conclusion

This study sought to illuminate the subjective experi-
ence of being a frail older person. It argues that frail older
ease cite this article in press as: Nicholson, C., et al., The experience of living at home with frailty in old age: A
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people retain enormous capacity to work with the
challenges of accumulated loss in physical, social and
psychological domains. However, the extraordinary work
of relating to their ordinary world in a different way rarely
equates to the predominant stereotypical image of frail
older adults which focus on vulnerability. Van Campen
(2011, p. 187) eloquently argues that frailty conceptuali-
sations must aim to maintain quality of life, not just to
eliminate specific disease or complaint. These findings
concur and argue for a more deliberate focus on the work of
holding together loss and capacity as part of a person
centred approach to care for frail older people.
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