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The health care needs of multidimensional
frail elderly patients with multimorbidity

in primary health-care settings: a qualitative
study
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Abstract
Purpose Our study aimed to explore the health care needs of older adults with multimorbidity assessed as

multidimensional frailty from their perspective in Beijing, China, in primary health-care settings.

Methods This study was conducted using a qualitative approach involving semi-structured interviews of 21
participants at the Outpatient clinic, in four primary health care institutions (PHCIs), Beijing, China. The subjects were
drawn from a cross-sectional survey that assessed multidimensional frailty in older adults with multimorbidity. The
participants meeting the criteria were selected through purposive sampling until subject saturation. The interviews
were transcribed and organized verbatim and then subjected to thematic analysis using inductive approach.

Results A total of four themes on the needs of the multidimensional frail elderly patients with multimorbidity were
identified, including improving physical functioning, adjusting psychological status, obtaining social support, and
choosing health care modalities. Improving physical functioning was their co-occurring need, regardless of the score
on the physical frailty dimension. In contrast, it is when increased psychological and social frailty has an impact on
physical functioning that might drive patients to develop psychological and social demands.

Conclusion This exploratory study is helpful to understand the healthcare needs of the multidimensionally frail
elderly patients with multimorbidity from the perspectives of individuals, families, and society, in turn formulate
healthcare promotion strategies. Appropriate policies and measures should be taken, such as integrating
multidimensional frailty assessments into current multimorbidity management protocols, developing personalized
interventions centered on patient needs, conducting family function assessments and caregiver training programs,
and enhancing the integration of social resources.
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Introduction

By the end of 2023, the elderly population above 60 years
old has reached nearly 30 million in China, accounting
for 21.1% of the total population, which indicates that
China has entered a period of moderate aging stage. It
is also estimated that the proportion will exceed 30% by
2035, entering a period of severe aging stage [1]. With
the aggravation of aging, the burden of chronic diseases
in the elderly population is increasing, and multidimen-
sional frailty and multimorbidity have become research
focuses in the field of healthy aging. In recent years, there
is a growing recognition of the multidimensional attri-
butes of frailty. Multidimensional frailty emphasizes the
absence of multiple functional domains such as physiol-
ogy, psychology and society with the increase of age [2].
Multimorbidity is the coexistence of two or more diseases
in an individual [3]. The two issues are intricately inter-
linked and the affected population partially overlaps. The
elderly with multimorbidity often have impaired physical
health and mental health problems, which increase the
susceptibility to external stimuli, in turn increasing the
possibility of developing to multidimensional frailty [4—
5]. In other words, multidimensional frailty may result
from the coexistence of multiple chronic diseases, with
an upward trend in the prevalence of multidimensional
frailty along with an increasing number of multimorbid-
ity [6-7]. Correspondingly, the multidimensional frail
populations often comorbid multiple chronic diseases
[4]. Additionally, older adults with both multidimen-
sional frailty and multimorbidity were at higher risk of
adverse health outcomes, such as the risk of disability,
hospitalization, or death, as well as being associated with
rising health-related costs [4, 8, 9].

The diagnosis of multimorbidity is often based on the
number of coexisting conditions, reflecting higher dis-
ease burden, increased risk of adverse health events, and
greater healthcare utilization among older adults [10].
Nevertheless, it is often overlooked that patients with
stable versus unstable multimorbidity exhibit entirely dif-
ferent functional statuses. Consequently, both national
and international guidelines recommend a comprehen-
sive geriatric assessment to predict the risk of multidi-
mensional frailty for the elderly with multimorbidity
[11-12], evaluating multidimensional functional declines
caused by coexisting diseases. Given the high prevalence
of multidimensional frailty and the shortage of geriatric
specialists, there is an urgent need to implement multi-
dimensional frailty screening in primary health-care set-
tings, supported by general practitioner teams delivering
integrated management strategies [13—15].

Managing older adults with multimorbidity and mul-
tidimensional frailty requires a holistic focus on over-
all functional status, rather than isolated diseases, due
to the intertwined challenges of aging and frailty. This
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requires prioritizing patient-centered care to address
their multifaceted needs. However, current management
approaches for this population remain non-standardized
and face systemic barriers. Traditional models emphasize
physical assessments and physician-dominated decision-
making [16], often neglecting psychological, social, and
economic dimensions. This perpetuates mismatches
between service provision and patient needs [17]. Recent
studies highlight that multidimensionally frail individuals
with multimorbidity face accelerated health deterioration
and an increased risk of experiencing avoidable hospi-
talization, requiring complex and layered care [18-19].
It means that such populations have more social care
needs, such as outpatient health care and home-based
health care [18], to prevent fragmented management and
reduce preventable admissions.

Compared to the extensive quantitative literature, qual-
itative studies exploring the experiences, perceptions,
and needs of multidimensional frail older adults remain
scarce. Exceptions include Singaporean [20] and British
[21], studies using interviews to describe the physical,
psychological, social, and functional challenges faced by
multidimensionally frail older adults. They often strive
to maintain health through activities they engaged in
prior to multidimensional frailty, such as exercise [22].
In China, where primary care systems remain underde-
veloped and healthcare resources are concentrated in
tertiary hospitals, existing research on frail older adults’
needs is predominantly conducted in inpatient settings
[23-24]. However, there is a lack of qualitative analyses
exploring the comprehensive needs of community-dwell-
ing older adults with multimorbidity and multidimen-
sional frailty in primary care contexts.

Under favorable policy support and robust economic
foundations, the Chinese government has pioneered the
implementation and refinement of initiatives such as the
family doctor system and the National Essential Public
Health Service Program in large and medium-sized cit-
ies with high aging rates, including Beijing and Shang-
hai. These efforts are committed to developing primary
healthcare networks aimed at achieving comprehensive
coverage of health management for key populations,
including the older adults with chronic disease. Build-
ing on these initiatives, this study selected the PHCIs in
Beijing as research sites, so as to provide a reference for
other large and medium-sized cities to explore in related
areas. Accordingly, we conducted qualitative interviews
with the elderly with multimorbidity assessed as multi-
dimensional frailty in this study, to discover their inner
needs of individual, family and social at multiple levels.
The findings might contribute to the development of pre-
cise intervention programs to slow down the progres-
sion of frailty in the elderly with multimorbidity, in turn
achieving healthy aging.
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Methods

Study design

This descriptive phenomenological study was conducted
using a qualitative approach involving semi-structured
interviews of multidimensional frail older adults with
multimorbidity in PHCIs of Beijing, China. The semi-
structured interview guidelines were used to guide the
interviews, which were developed by two researchers
through reading a large body of literature, with other
members of the research team involved in discussing
revisions. This study followed the Standards for Report-
ing Qualitative Research (SRQR) guidelines [25].

Participants and recruitment
This part of the study was based on the previous cross-
sectional research, which conducted questionnaire
surveys of the elderly with multimorbidity in four com-
munity health centers in the urban area of Beijing. In the
first stage, the “criterion sampling” strategy of purposive
sampling was used, that is, the sampling access criteria
were set in advance, and then individual cases meeting
the criteria were then selected for this study [26]. Inclu-
sion criteria: (1) two or more chronic non-communicable
diseases; (2) presence of multidimensional frailty was
assessed by the Chinese version of Tilburg Frailty Indi-
cator (TFI) [2, 27], i.e., the total score was >5 points; (3)
willingness to participate in this study. Exclusion criteria:
(1) expression or communication disorders; (2) with a
history of mental illness; (3) in a terminal state of illness.
The previous cross-sectional study selected>65 older
adults with multimorbidity from January to May 2024,
ultimately enrolling 919 participants from outpatient
clinics at four PHCIs in Beijing, China. A total of 391
participants who met these criteria in the first stage. In
the second stage, some participants were selected for
semi-structured interviews with the maximum variation
sampling [20]. We made efforts to ensure that partici-
pants were represented on a series of factors, such as age,
gender, household registration, personal income, type
of multimorbidity, type of frailty, etc. Furthermore, we
incorporated the health empowerment as proxy indicator
for disease-related knowledge acquisition and self-man-
agement capacity, thus partially ensuring sample diversity
in health literacy levels [28]. The sample size was deter-
mined according to the principle of thematic saturation
[29]. In this study, no new information appeared when
the 18th interviewee was interviewed, and 3 additional
interviewees confirmed that no new themes appeared. In
the end, 40 participants were invited, 18 of whom refused
to be interviewed, one person’s interview was inter-
rupted, so they were not included, and 21 of whom were
included in the study.
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Research team

The research team consisted of a professor, an associate
professor, a GP, and three graduate students. The inter-
views were conducted by a trained graduate student in
qualitative interviewing under the supervision of the
associate professor. All researchers have experience in
spot field investigation and qualitative research.

Data collection

Individual in-depth interviews were conducted with
participants in the rest rooms of community health ser-
vice centers or by online telephone from July to August
2024. The researchers explained the purpose of and the
content of the interview to the participant before the
interview. After obtaining the informed consent of all
participants, the whole interview was recorded and tran-
scribed word by word. The researchers adjusted the order
of the questions and asked follow-up questions as appro-
priate, keeping each interview last 15 to 30 min. During
the interviews, the researchers remained respectful and
objective.

Our interview questions were designed with a hierar-
chical progression. The initial questions primarily served
as open-ended initiation, focusing on broad experiences
of multidimensional frailty, such as, " What are the diffi-
culties caused by multidimensional frailty for the partici-
pants?” Subsequently, follow-up questions were tailored
based on participants’ responses to explore specific
needs, for example, " What obstacles do participants face
in dealing with the problems caused by multidimensional
frailty on their own? Or what help or support would par-
ticipants like to obtain from their families, community
health centers, or community organizations in primary
health-care settings?” Finally, contextual validation was
conducted for participants with insufficiently detailed
responses using prompts such as, " How will the specific
services or support listed above help the participants?”
This structured approach ensured systematic verifica-
tion of the prioritization of needs. The interview guide is
detailed in the appendix1.

Data analysis

The interview data underwent independent dual-coding
by two research team members to ensure analytic rigor
and minimize individual coding biases. Within 24 h after
the end of the interviews, the researcher transcribed the
interview recordings into text form and imported them
into NVivol2 software. Thematic analysis was used to
sort out, summarize and code the interviews.

To ensure the rigidity of the results, two research-
ers from the research team analyzed the data separately.
The specific steps were as follows: Firstly, the research-
ers read all the interviews to facilitate a comprehensive
understanding and the overview of the data. Secondly,
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Table 1 Characteristics of the participants

Items Groups Number(n) com-
ponent
ratio(%)

age(year) 65-69 1 476

70-74 7 3333
75-79 4 19.05
80 and above 9 42.86
Gender Female 16 76.19
Male 5 2381
Primary school degree 5 23.81
Education Junior high school 7 3333
degree
Senior high school 4 19.05
degree
Technical secondary 5 2381
school or above

Income Below 4000 5 2381

4000-5999 10 4762

6000and above 6 28,57
Health High level of health 10 47.62
Empowerment empowerment

Low level of health 1 5238

empowerment

Type of Frailty Physical frailty 15 7143

Psychological frailty 16 76.19
social frailty 11 5238
NCDs Hypertension 19 9048
Diabetes 15 7143
Coronary atherosclerosis 13 61.90
Stroke 7 3333
Chronic bone and joint 13 61.90
disease
Chronic obstructive 2 9.52
pulmonary disease
Chronic kidney disease 1 4.76
Chronic gastrointestinal 4 19.05
disease
Cancer 1 4.76

Marginal Notes: The presence of different dimensions of frailty was assessed
by the Chinese version of the Tilburg Frailty Indicator (TF), i.e., fulfilment of
the criteria of >3 points for the dimension of physical frailty, >2 points for the
dimension of psychological frailty, or >2 points for the dimension of social
frailty)

an inductive approach was used to generate the initial
codes. Thirdly, the initial codes were compared, catego-
rized and analyzed to form the themes and sub-themes.
Fourthly, the researchers focused on the themes, check-
ing whether the themes were relevant to the study, and
whether there were correlations between the themes.
Fifthly, the researchers analyzed each theme and named
in detail. The final step was provided an analytical
account of the themes. If there was disagreement in the
coding process, it would be discussed by the research
team members until a consensus was reached. Coding
discrepancies were resolved through a three-stage pro-
cess: contextual verification through re-examination of
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raw interview transcripts, deliberative discussions among
research team members, culminating in arbitration by a
third investigator (senior researcher) to achieve consen-
sus-based resolution.

Ethical approval

This study was approved by the Medical Ethics Commit-
tee of Capital Medical University, Beijing, China (ethi-
cal review no. Z2024SY026). The study was conducted
in accordance with the medical ethical principles of the
Declaration of Helsinki. The researchers explained the
study in detail to all participants before the survey, and
anonymous information was published in this paper after
obtaining written consent from the participants.

Results

A total of 21 participants were finally included in this
study, with a valid response rate of 52.50%. The char-
acteristics of participants are shown in Table 1. Four
themes on the needs of the multidimensional frail elderly
patients with multimorbidity were identified: improv-
ing physical functioning, adjusting psychological sta-
tus, obtaining social support, and choosing health care
modalities. Improving physical functioning was their
co-occurring need, regardless of the score on the physi-
cal frailty dimension. In contrast, it is when increased
psychological and social vulnerability has an impact on
physical functioning that might drive patients to develop
psychological and social demands.

Theme 1: improving physical function

Acquisition of disease-related knowledge from multi-channel
Interviewees have a high demand for preventive health-
care knowledge due to the loss of physical function with
aging, and the long duration and multiple complications
of chronic diseases.

“There should be more lectures on the prevention of
common diseases in the community, which are easy
to understand and enable patients to prevent them-
selves”” Participant?.

Additionally, they are eager to learn about chronic dis-
eases in a variety of ways, including health information
talks and health education prescriptions.

“We should know more about chronic diseases of the
elderly by carrying out science popularization activ-
ities or issuing information leaflets” Participant16.

In addition, there is a growing demand for online health
information.
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“Nowadays, the internet is developing rapidly,
extremely rich in information. I will go to Baidu to
find information to solve problems once I am not
feeling well”” Participants.

The feedback underscores an escalating demand among
this population for integrated online-offline health edu-
cation delivery models.

Controlling physical symptoms

Fatigue, weakness, and impaired ambulation were the
most frequently reported physical symptoms, signifi-
cantly impacting daily living activities.

“I feel fatigued most of the time and exhausted in doing
everything. " Participant3.

“ My health is deteriorating—I can'’t see clearly and
even walk downstairs. What's the point of living? "
Participant10.

Respondents desired to maintain or improve their cur-
rent physical health status by regular exercise, but lack of
professional guidance.

“I'll go for a walk, but have no idea how to exercise to
stay in good shape. Participantl 1.

Access to scientifically valid professional guidance is a
critical need for maintaining physical function.

Rehabilitation services

With the reduction in muscle mass and muscle strength,
there was an increased demand for rehabilitation therapy
in multidimensional frail older adults driven by pain and
mobility problems.

“l have a lumbar herniated disc that prevents me from
bending over and walking, so I need regular acupuncture”
Participant 7.

Moreover, patients preferred to receive comprehensive
rehabilitation therapy in the primary healthcare setting.

“Sets up the basic departments, such as rehabilitation,
acupuncture in community health centers to save time
seeking medical care in big hospitals” Participant 1.

A diverse range of rehabilitation treatments should be
provided by primary care services.

Theme 2: adjusting psychological status

Accompaniment and communication

Fear of aging increases the concern about physical ill-
ness in multidimensional frail individuals, which in turn
causes excessive tension, worry, and other undesirable
emotions.

“I'm always falling when I walk this year, which left
me mentally stressed and completely unable to con-
trol my nervousness and fear at all” Participant 9.
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Whereas it is often the case that negative emotions
reduce the frequency of socialization.

“Generally, slow brain response and memory loss are
particularly annoying. But I don’t usually partici-
pate in any activities.” Participant 6.

What’s more, the elderly were unable to cope with nega-
tive emotions on their own, and adverse emotions lead to
a physical stress response, which can further exacerbate
the disease.

“It’s hard for me to control these thoughts that my
health getting worse by the day, which rises my blood
pressure.” Participant 7.

The multidimensional frail elderly patients with mul-
timorbidity would like to alleviate their negative feel-
ings through positive family communication and
companionship.

“Usually, the children are so busy at work and have
their own families. Considering that it will add to
the burden on them, I am embarrassed to let them
make more phone calls. However, sometimes I feel
uncomfortable and want to chat with them, but they
can’t do it” Participant 1.

This suggests that fear of physical illness exacerbates psy-
chological burden, while negative emotions exacerbate
physical frailty and even social isolation. Moreover, there
is a high need for family support and companionship.

Adjusting sleep

The majority of participants expressed that sleep depriva-
tion or poor sleep quality can lead to negative emotions.
In turn, negative emotional problems can exacerbate
sleep disorders, in turn creating a vicious cycle.

“I sleep for a short time at night, but also dream all
the time, and I feel exhausted during the day.” Par-
ticipant 16.

Persistent sleep deprivation led to severe emotional
fluctuations.

“Poor sleep makes me irritable—even minor issues
can provoke arguments.” Participant 6.

Additionally, inadequate sleep worsened underlying
health conditions.
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“I struggle with falling asleep at night, and insuffi-
cient sleep occasionally leads to a sensation of tight-
ness in my chest”” Participant 6.

Nevertheless, they have sought medication with unsatis-
factory results.

“I've been relying on medication for insomnia for a long
time, but it doesn’t work well. 1d like to have an effective
way to improve my sleep.” Participant 3.

Evidence indicates a high demand among participants
for sleeping improvement measures, especially non-
pharmacological interventions.

Theme 3: obtaining social support

Maintaining social functioning

Retirement removes the elderly from the sphere of social
production, which can lead to a lack of values, disruption
of interpersonal interactions and the atrophy of social
functioning. Socialization might be beneficial in main-
taining physical functioning and alleviating negative psy-
chological emotions.

“I'm going to insist on participating in activities. I
feel weak when I'm idle at home. " Participant 13.

“I meet up with friends in my free time, which keeps
me in a good mood.” Participant 5.

In addition, they have a strong desire to return to society
and create social values.

“There are many skilled retired elderly people like me
in our community who are idled at home. It's a good idea
to set up a volunteer group of the elderly to give others a
hand with their skills. We will feel worthy and happy.” Par-
ticipant 4.

It suggests that multidimensional frail individuals seek
more proactive forms of social participation to ensure
their social functioning.

Instrumental support

Age-related declines in physical capacity led to limita-
tions in Instrumental Activities of Daily Living (IADL),
such as shopping, housework, medical appointments,
etc., requiring the assistance with family members and
community volunteers.

“Now when I buy something big, I can’t carry it
myself and have to ask the kids to help” Participant
3.

While some participants retained Basic Activities of Daily
Living (BADL), such as dressing and using the bathroom,
they still required support for complex household tasks.

Page 6 of 11

“I can get dressed and go to the bathroom myself, but
I need my daughter to cook and do the housework”
Participant 17.

Frequent follow-up visits for disease monitoring and
medication adjustment emphasized the importance of
companion-assisted healthcare navigation.

“I can’t operate the hospital’s registration system,
and I need to hire a social worker for every follow-up
medical appointment.” Participant 12.

This indicates that the demands generated by declining
functional capacity extends from daily living to health-
care settings.

Theme 4: choosing health care modalities

Door-to-door medical services

The multidimensional frail elderly suffer from changes
in mental health and social adaptability, besides having a
decline in physical function. They urgently need access to
health care. Meanwhile, it is difficult for them to access
health care due to the complexity of the hospital visit
process and the weak adaptability of the elderly to digital
technology. Coupled with the fact that patients may not
be accompanied by their family members when seeking
medical care, it is necessary to provide home-based med-
ical services for them.

“I can still take care of myself, but the inconvenience
of going up and down stairs prevents me from going
to the hospital regularly. Therefore, I would like doc-
tors from community health services to come to my
house (to provide services).” Participant 7.

In particular, different from the strong home-care needs
of the disabled elderly, the frail elderly have desires for
home visits, home health counseling and home delivery
of medicines.

“Providing home visits as regularly as possible. If a
patient has not come to the hospital for a period , the
doctor should take the initiative to call and enquire
about the situation. Home visits are also available
for patients who are not bedridden, while having dif-
ficulty with legs or feet” Participant 7.

“Due to I am getting older, it’s inconvenient to go to
the hospital by bus, and can’t operate the hospital
registration system. It would be convenient if the
medication was delivered to the house on a regular
basis? Participant 12.

This highlights a persistent discrepancy between service
provision and the needs.
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Individualized health management services

Participants prefer community health services for medi-
cation due to their convenience and reliable supply, but
improving diagnostic and treatment capabilities are
essential to strengthen trust.

“When I visit the community health center, it’s only
to collect medications. Sometimes my children help
me pick them up, and I take the pills according to
the instructions. The doctors have not systematically
explained my condition or discussed next steps in
treatment.” Participant 11.

“My family doctor often sends out many group mes-
sages on my mobile phone, most of which are not
useful to me. I would like my doctor’s advice on my
condition.” Participant 10.

The delivery of personalized health care services is a cru-
cial approach to addressing the unique needs of patients,
enhancing treatment efficacy, and elevating the overall
quality of primary healthcare services.

Participating in treatment decision-making

There are a variety of treatment options available for
managing multimorbidity. As patients become more self-
aware, they gradually want to participate in the treatment
decision-making process and negotiate their treatment
with their physicians.

“I have taken more than a dozen medications now. I
would like my doctor to inform me of the side effects
of each medication, so that I can choose the best
medication regimen. Participant 7.

‘I would like my family doctor to listen to my
thoughts about what is best for my health. " Partici-
pant 16.

Patients need to be actively involved in treatment deci-
sions and have access to clear, transparent information
about their medications to optimize personalized treat-
ment plans. Such participation not only alleviates treat-
ment-related anxiety but also counters the marginalizing
effects of chronic illness through sustained engagement.

Discussion

In this research, it was found that improving physical
functioning was a common need among the elderly with
multimorbidity suffering from multidimensional frailty,
irrespective of whether they met the TFI diagnostic cri-
teria for physical frailty. At the same time, multidimen-
sional frail individuals who meet the diagnostic criteria
for physical frailty may also have psychological and social
needs, regardless of whether they met the TFI diagnostic
criteria for psychological and social frailty. Nonetheless,
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increased psychological and social frailty might drive
patients to develop psychological and social needs when
it has an impact on physical functioning. Several rea-
sons were as follows: First, the study assessed different
frail dimensions using the TFI Frailty Assessment Scale,
which relies on the subjective perception and self-report.
Conversely, subjective judgements of the same symp-
tom varied between individuals, which to some extent
influenced the assessment results. Second, due to the
long-term effects of multiple chronic diseases and their
complications, even if individuals were not assessed as
physically frailty, the physical symptoms brought about
by the diseases will have an impact on daily life. More-
over, physical frailty, psychological frailty and social
frailty could interact with each other [30-31]. The physi-
cal frail elderly are more susceptible to mental health
problems as their reduced physical functioning effects
the daily activities. Furthermore, declining physical func-
tioning can lead to a gradual disengagement from their
original social network, which can easily trigger social
debility [32]. Conversely, it is possible that psychologi-
cal and social frailty may also exacerbate physical frailty
[30-31]. The above causes individuals with different frail
dimensions to exhibit common needs.

Exploring patient-engaged models of frailty management
to improve physical function

In this study, the multidimensional frail elderly patients
with multimorbidity are faced with the dual dilemma
of improving physical functioning, as well as prevent-
ing complications and comorbidities correlated with
chronic diseases, which drive multidimensional symp-
tom management needs, including disease knowledge
acquisition, symptom control, and participation in treat-
ment decision-making. This aligns partially with findings
from a New Zealand study, which similarly described
the “fatigue” and “loss of strength’, among other trig-
gers, as a demand to improve physical functioning [20].
Furthermore, our study revealed two key finding: “sleep
deprivation-induced physical symptoms” and “the per-
sistence in social activities to maintain physical capac-
ity” These results suggest that physical functional decline
not only effects physiological health but also triggers
psychological and social needs. Consequently, there is a
core demand for professional guidance to manage these
physical changes effectively. Due to the decline in physi-
cal function, patients can clearly feel the symptoms of
weakness that affect their daily life. Additionally, the mul-
tidimensional frail elderly have increased vulnerability
and decreased resistance, which tends to aggravate the
underlying diseases. Conversely, multimorbidity acceler-
ate the process of multidimensional frailty [4], leading to
a decline in functional status and quality of life, which in
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turn increases the risk of death as well as the healthcare
burden.

Furthermore, the interaction of multiple chronic con-
ditions with polypharmacy poses significant challenges
to treatment decision-making, particularly in balancing
efficacy and safety [33], resulting in a range of health and
treatment burden issues. The findings demonstrate that
the fear of long-term treatment or persistent physical
decompensation significantly impairs patients’ self-effi-
cacy, prompting a proactive desire to participate in treat-
ment decisions. This is consistent with Skilbeck’s study,
which underscored the challenges of balancing functional
decline and daily life management in multidimensional
frail patients with chronic conditions [34]. These insights
highlight the need for clinicians to adopt a needs-driven
shared decision-making model, moving beyond tradi-
tional symptom-based management to better address
patients’ individual needs. Considering the complex-
ity and heterogeneity in the management of the multi-
dimensional frail elderly with multimorbidity, patients’
preferences should be incorporated to promote their par-
ticipation in shared decision-making processes related
to prevention and treatment, and to improve adherence
to management [35]. Doctors should comprehensively
assess the physical condition and medication needs of the
older adults with multimorbidity in clinical practice, to
develop individualized programs.

Improving family emotional support for psychological
adaptation

Consistent with prior qualitative studies on the experi-
ences of frail older adults [34], participants in our study
described experiencing “distress or anxiety caused by
deteriorating health” We also identified “sleep depriva-
tion” as a factor that further exacerbates physical decline
[36]. Notably, participants’ psychological needs extended
beyond a desire for more effective sleep interventions,
they sought to fulfill these needs through familial emo-
tional support. This is partly due to the influence of the
traditional “family-oriented” notion, coupled with the
deprivation of social roles and the prominent mental
problems in the frail elderly population. As a result, the
family has become the most important source of emo-
tional support [37].

Previous research has demonstrated that higher per-
ceived intimacy in emotional support reduces the risk of
multidimensional frailty [38]. Specifically, the psychologi-
cal well-being of the multidimensional frail elderly could
be benefited from the emotional support of their children
[39]. In addition, our study further revealed pharmaco-
logical interventions alone have limited effectiveness in
improving sleep, highlighting the need for comprehen-
sive psychological interventions, including family emo-
tional support.
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Family support plays a crucial role in promoting the
mental health of elderly individuals. Therefore, it is essen-
tial to strengthen children’s awareness of their parents’
needs and encourage them to increase the frequency of
visits, thereby addressing both the physical and emo-
tional well-being of their aging parents. Additionally, it
is imperative to establish institutional partnerships with
accredited mental health organizations to provide elderly
individuals with regular professional psychological sup-
port interventions. Combining family support with pro-
fessional care can create a more comprehensive approach
to improving the mental health of the elderly.

Strengthening social support to maintain social networks
Consistent with prior findings [21], older adults with
multidimensional frailty actively strove to sustain con-
nections with their physical environments and social net-
works anchoring themselves amid declines in physical,
psychological, and social functioning. Multidimensional
frailty not only drives persistent physical deterioration
but also disrupts pre-existing social networks due to
overwhelming disease burdens. Participants attempted
to balance proactive social engagement with reliance
on external support to preserve their social function-
ing. For example, engaging in social activities to sus-
tain relationships, while simultaneously depending on
assistance to uphold physical and mental health. On the
one hand, patients with physical frailty often experience
symptoms such as decreased muscle mass and declin-
ing sensory system function. These symptoms lead to a
reduction in outdoor social activities, resulting in social
withdrawal and, over time, an increased risk of social
frailty [40]. On the other hand, social withdrawal due to
adverse negative emotional states can further exacerbate
social frailty [36]. In turn, persistent social frailty can cre-
ate a feedback loop, worsening both physical and mental
health deterioration [41]. Therefore, assessing the frailty
status of patients with multimorbidity should not only
focus on physical function and mental health, but also
includes the maintenance of social functioning, such as
social network, social support, social participation. This
comprehensive approach is essential for developing more
effective health guidance programs.

In addition, social support plays a significant and active
role in the managing multidimensional frailty, such as
support from family, friends, and social organizations.
This phenomenon arises from the gradual accumulation
of age-related disease burdens, as well as the progressive
decline in vision, hearing function, and muscle strength.
These multifaceted impairments severely compromise
the sensory and motor functions of frail elderly indi-
viduals, ultimately resulting in their dependence on oth-
ers for assistance in daily living activities [42]. Maltby’s
study further suggests that support from broader social
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networks, such as friends and social organizations, has
a greater impact on multidimensional frailty compared
to support from the nuclear family and other immediate
family members [43]. In contrast, Lambotte’s study found
that social frail elderly individuals preferred to receive
support from their nuclear family, while those with both
physical and psychological frailty preferred integrated
care support from family and social organizations [44].
Therefore, it is imperative to actively integrate social
resources by establishing effective coordination mecha-
nisms among primary healthcare providers, community
organizations, and family support systems to strengthen
localized social support networks.

Demand-oriented construction of door-to-door service
network

The process of medical decision-making for the assess-
ment and management of patients with multimorbidity
is more complex than for single chronic conditions [45].
This complexity is further exacerbated by the cumula-
tive effects of the interaction between multidimensional
frailty and multimorbidity, which challenge the capacity
of primary healthcare services [46]. In this context, our
interviews revealed that multidimensionally frail elderly
with multimorbidity are in dire need of personalized,
precise, and integrated health management services.
Supporting this finding, previous study has confirmed
that personalized diseases management provides signifi-
cant benefits to frail elderly individuals in the community
compared to routine care [47]. Given these insights, it is
evident that multidimensional frailty assessment should
be institutionalized as a priority screening program for
managing elderly individuals with comorbidities. Such
assessments should incorporate personalized interven-
tions that address physical decline, psychological distress,
and impaired social functioning.

The multidimensional frail elderly with multimorbid-
ity suffer from simultaneous physical illness, functional
decline, and psychological problems. Nevertheless, it is
difficult to make a holistic intervention, due to the short
consultation time in healthcare facilities and incon-
venient access for the multidimensional frail elderly.
This study also suggests that the above problems can be
solved through the provision of home healthcare ser-
vices, but the reality is that most of the existing home
healthcare service contents are to provide home beds and
basic nursing care for the disabled elderly in China [48],
which can’t satisfy the needs of the multidimensional
frail elderly in terms of counselling, health education,
home visits, medical guidance for a long period. As such,
the list of Door-to-door medical services for the multi-
dimensional frail elderly with multimorbidity should
be improved on a demand-driven basis and included in
the health insurance reimbursement. Additionally, the
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number of technicians in primary health care should be
expanded to address more complex health issues through
a multidisciplinary approach. This team should be led by
family physicians rather than relying solely on nursing
services.

Conclusion

This exploratory qualitative study elucidates the health
care needs of the multidimensionally frail older adults
with multimorbidity from individual, familial, and soci-
etal perspectives, providing a foundation for demand-
driven care enhancement strategies. The findings reveal
a critical disconnect between the needs of this popula-
tion and the current provision of primary healthcare
services. Specifically, in the context of coexisting multi-
morbidity and multidimensional frailty, systematically
capturing older adults’ needs is essential to maximize
opportunities for delivering comprehensive, vulnerabil-
ity-sensitive care. First, family doctor teams composed of
general practitioners and community nurses are increas-
ingly positioned to address the complex needs of multi-
dimensionally frail older adults. Leveraging established
partnerships through family doctor contracting ser-
vices, these teams can conduct multidimensional frailty
assessments and integrate patients into care manage-
ment groups. Intervention goals should be collabora-
tively developed through group education and patient
feedback, which is essential for patient-centered care in
multidisciplinary teams. Second, capitalizing on the fam-
ily-focused approach of these teams, regular evaluations
of family functioning should be conducted. Targeted
training should be provided to close family members,
particularly their children, to engage them in the care
processes. Third, community health centers should har-
ness their connectivity with local residents by collaborat-
ing with community workers to organize social activities
and establish peer support groups. Such initiatives could
facilitate rehabilitation experience sharing, psychologi-
cal comfort, and mutual aid among community-dwelling
frail older adults, fostering resilience and holistic care
integration.

Strengths and limitations of this study

As we know, this is the first qualitative study to capture
the intrinsic preferences of multidimensional frail elderly
individuals with multimorbidity from different perspec-
tives in primary health-care settings in Beijing. However,
there are some limitations. Firstly, although the sample
size has met the criteria for theme saturation, a larger
sample size may be necessary to achieve meaning satu-
ration and capture more complex needs. Secondly, it is
unclear whether the results of this study, which focused
solely on participants visiting urban community health
centers in Beijing, are applicable to suburban areas or
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other cities. Furthermore, this study primarily relied on
a pre-existing cross-sectional survey in the inclusion
of respondents. Due to the relatively low prevalence of
frailty and low participation intention among male co-
morbid patients, the sample may not be fully represen-
tative. Additionally, regarding socioeconomic status, we
ensured representative diversity in educational attain-
ment and monthly income during participant recruit-
ment, but systematically omitted occupational data
collection in this study given the diminished influence
of pre-retirement occupational status on health out-
comes among older adults. In future studies, we hope to
continue collaborating with community health centers
to further expand the number of respondents. Finally,
subjective interpretations by the researcher during the
descriptive analysis may introduce bias, although we
used independent coding and group focused discussions
to minimize potential bias.
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