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Highlights
• Until now little case-finding has been done for older persons with mode-

rate to severe disabilities.
• This article presents an overview of the topic, proposes an instrument,

and describes its use and implementation.
• The PRISMA-7 questionnaire has a sensitivity of 78 % and a specificity

of 75 % for case-finding individuals with a SMAF score of ≤ −15.
• Currently the questionnaire is used in the emergency room, in local com-

munity service centers, and during vaccination campaigns; it is adminis-
tered by telephone, in written form, or by face-to-face interview.

• Taking an approach that is both opportunistic and systematic, it is pos-
sible to identify prevalent cases of significant disability previously
unknown to the health system and maximize the potential for intervention
effectiveness.
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Summary
A significant proportion of older adults live at home with moderate to severe
disabilities. Short of completing an exhaustive assessment, the only way to
identify these individuals is with a case-finding tool. The Eastern Townships
region in Québec, Canada, implemented different approaches to identify these
persons. The PRISMA-7 case-finding tool had previously been developed to
identify older adults with moderate to severe disability who could benefit from
integrated services. The tool has been used progressively in different settings
and at different times, including the single entry point for accessing services for
older people in Sherbrooke. Implementation began in emergency departments
at the university hospital. Surgery preparatory clinics then started using the tool.
The annual influenza vaccination campaign provides a good opportunity to per-
form quasi-systematic case-finding. Using PRISMA-7 in all these settings
could be described as a mix between an opportunistic (single entry, emergency,
surgery preparatory clinics) and systematic (influenza annual vaccination)
approach. The persons identified by the tool should then be referred for disabi-
lity assessment. The processes, approach, and logistics for assessment are dis-
cussed.

Introduction
A large proportion of elders live at home with significant disabilities1, 2. Some
of these individuals are not known to the health system and could possibly ben-
efit by being assessed. In an optimal health system, all elders presenting with
mild, moderate, or serious disabilities would be identified and assessed, and the
interventions they needed would be in place. In practice, however, not even all
moderate to serious disabilities are detected by clinicians in their elderly
patients. Very little work has been done on proven methods for case-finding
dependent elders. Yet numerous screening instruments have been validated for
identifying other health issues and events that affect elders and these are being
put to varying degrees of use3-5.

Why has disability case-finding elicited so little interest to date? In 1991,
The Lancet published an editorial on just this topic6 and put forward an expla-
nation, including several factors. The list included lack of time for evaluation,
under-reporting of disability problems by users, and overly long or complex
questionnaires developed mainly for use in research. Other publications dating
from 19997 and 20048 indicate this crucial issue was still of concern at those
dates; and so it is to this day. We have only begun taking concrete steps to address
it. Some authors have examined the difficulties associated with case-finding
elders with specific conditions, including some disabilities and frailty9, 10.

Failure to case-find significantly disabled elders has consequences. Clini-
cians and managers involved in in-home and hospital service delivery too often
find themselves facing elderly users and wondering why they didn’t know and
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hadn’t seen these individuals before. How, they ask, could this person have
reached such an advanced stage of disability without attracting the attention of
a health and social services worker? Often these individuals are encountered in
the emergency room (ER), an entry point into the Quebec health system com-
monly used by elders or members of their close circles who do not know where
else to turn.

When family caregivers contact the health system at an advanced stage of
burnout, mechanisms for stabilizing a condition of disability are few. Early
intervention, especially if case-finding is used, could prevent things reaching
this stage. Without it, the necessary measures consist of the emergency mobili-
zation of many home-support workers in an effort to avoid, at least to some
extent, needless extended hospital stays and repeated ER visits, which consti-
tute the health system’s costly and inappropriate responses to a fundamental
problem.

But are there effective interventions to be made once disabled elders are
identified? The response to disability is by nature multidisciplinary, involving
numerous institutional health and social services workers, organizations, and
service providers whose roles are complementary and who must coordinate
their actions. Coordinated and integrated intervention appears to offer the best
hope for a solution11, 12. The absence of coordination can itself become a risk
factor for disability13.

We would like to specify here the distinction between screening and case-
finding. “Screening” refers to the identification of individuals who will be
affected in the future by a particular pathology or state of dependency. It is an
instrument for predicting incident cases. “Case-finding” refers to identifying
individuals already affected by a given pathology or state of dependency; it
deals with prevalent cases14. 

When conducting our research, we reviewed numerous publications deal-
ing with predictors of functional decline and screening for disability. What can
be observed is that very little screening is actually done on the ground. Perhaps
this is because, before turning to the question of elders who will develop dis-
abilities, we must take care of all those who are already significantly disabled
and not known to the system. 

In the Estrie health region of Quebec, the implementation in 2001 of an
integrated services network for the elderly (RISPA; French réseau intégré de
services pour personnes âgées) took place with involvement by the research
team on a project known as PRISMA (Program on Research for Integrating Ser-
vices for the Maintenance of Autonomy)11, 12. The need for an instrument to
case-find disabled elders emerged in the course of discussions relating to coor-
dination to implement RISPA. The health and social services workers involved
wished to make the transition from a reactive to a proactive approach vis-à-vis
disability, thereby avoid being required to put out fires once situations have
become urgent.
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In 2005, Quebec’s department of health and social services (MSSS; French
name Ministère de la Santé et des Services sociaux) published an action plan for
the years 2005 to 201015. Page 39 of the action plan states: 

Consequently, the MSSS has addressed the secondary prevention of signi-
ficant (i.e., moderate to serious) disabilities. What is needed is to intervene
somewhat upstream of the development of various aspects of functional
decline, even if the onset of disability itself has already begun. In a population-
based public health approach, it is highly desirable to identify elders who are
becoming disabled and prevent their condition from deteriorating. This gives
rise to four questions: what instrument to use, how to use it, where to use it,
and what to do when individuals are identified as positive. The following
sections of this chapter seek to answer these questions. They present the
PRISMA-7 instrument, statistics on its use, and areas for exploration and dis-
cussion relative to the implementation of a case-finding procedure.

The instrument
Lacking a recognized instrument for case-finding significantly disabled elders,
many clinicians have developed in-house instruments in their own work set-
tings. These pinpoint the main and most common problems affecting the eld-
erly, which are associated with disabilities. Often, these instruments contain
questions on memory difficulties, medications, falls, and the need for house-
keeping assistance. 

It is often observed that these instruments gradually become longer over
time. Questions are progressively added on nutrition, then mobility, because
that is important too, and so on. All these questions are clinically relevant.
Nevertheless, the moment comes when one must choose between a brief sum-
mary instrument that has been validated using a standard measure for disabi-
lities and simply conducting an exhaustive disability assessment. When
determining a person’s disabilities entails answering an excessively time-
consuming assemblage of questions, measuring the disabilities directly makes
more sense. For mass case-finding, an instrument that is short, if possible sim-
ple, and validated (i.e., that has been shown to have reliable levels of sensitivity
and specificity) is essential.

Act early, in accordance with recognized practice standards, to reduce depen-
dency among the elderly whose health conditions require acute care:
 Develop a disability case-finding protocol that takes account of sex-related speci-
fics, to be used in hospital emergency rooms and at hospital admissions desks, so
that physicians and other health professionals can suit all their subsequent interven-
tions to the individual’s needs profile. [translation]
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Existing studies on screening and case-finding among elders have mainly
addressed general health problems, although they mention disabilities16, 17. To
our knowledge, very few have actually used disabilities as a validity criterion10,

18-25. Some, it is true, present a procedure for detailed validation and informa-
tion on sensitivity and specificity19-25. One study used very broad criteria
(dependency on another person for a certain form of daily care a few times over
the course of a year),22 while another used a construct validity design19. One
article describes an approach that is both prospective and prevalence based;21

others offer a strictly prospective design;22-24 still others present a prevalence
measure alone20, 25.

The definition of disability must be specified. Attention to the activities of
daily living (ADL) and instrumental activities of daily living, i.e., domestic
activities (IADL), often obscures other dimensions of disability such as cogni-
tive and mobility function, which merit more attention10, 23. Many authors agree
on this point, yet very few studies report validation of a case-finding method
that is sensitive to multi-dimensional disabilities. Only two articles20, 25 report
on a validation process that relied on a clinical instrument that measures disabil-
ities in a multi-dimensional manner. (The instrument was the Functional
Autonomy Measurement System (SMAF; French name Système de mesure de
l’autonomie fonctionnelle)26. The first of these articles presents findings for an
instrument intended for use in the ER20. Unfortunately, the instrument had a low
sensitivity (≤ 60 %) for at least one disability in each SMAF subgroup of items
assessed. The second article25 describes an instrument for identifying disabled
elders (including the mildly disabled) that appears not to have seen use because
it found too large a part of the aged population. Concentrating on moderate to
severe disabilities seems to be more feasible and clinically realistic11, 12.

We developed PRISMA-7 to meet the need to identify moderately to
severely disabled elders. We have published elsewhere a detailed account of
how the instrument was developed27. Briefly, from an initial list of 21 yes/no
questions, we identified the 7 that proved useful for identifying elders with a
SMAF score of ≤ −15 (see Figure 22.1). SMAF is a clinical independence-mea-
surement scale comprising 29 items that assess five dimensions of disability:
ADL (7 items), communication (3 items), cognitive function (5 items), mobility
(6 items), and IADL (8 items). Every item is scored from 0 (independent) to −3
(dependent), and the maximum score is −87. We used clinical and epidemiolog-
ical criteria1, 12, 28 in arriving at a threshold of -15 to distinguish mild disability
from moderate to serious. It should be noted that, when it was developed,
SMAF underwent in-depth validation26, 29-31 and that, since 2002, it has been
designated by the MSSS for clinician use across Quebec to measure the func-
tional independence of the elderly. It is also being used increasingly abroad.
Thus, in Quebec, when clinicians refer to a SMAF score of ≤ −15, they are using
a shared and familiar language. 
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We validated PRISMA-7 by obtaining responses to it from 594 individuals
aged 75 and over and living at home. The same individuals were then assessed
with SMAF at home. The proportion who scored 

 

≤

 

 

 

−

 

15 was 19.4 %. These peo-
ple belonged to the group we wished to identify with our case-finding instru-
ment. Two PRISMA-7 threshold scores were highly interesting with respect to
sensitivity and specificity. Table 22.1 presents our results for thresholds of three
or more yes answers and four or more yes answers in responding to the
PRISMA-7 questionnaire.

 

Table 22.1 

 

The PRISMA-7 Questionnaire’s Case-Finding Properties for Elders with a SMAF 
Score of 

 

≤

 

 

 

−

 

15.

 

This combination of sensitivity and specificity makes the instrument
extremely useful for public health purposes. The time needed to administer the
questionnaire is minimal. Simple, rapid use of the instrument makes it possible

 

Figure 22.1 

 

The Seven PRISMA-7 Questions

Question Answer

 

1. Are you more than 85 years old ?

 

Yes No

 

2. Male ?

 

Yes No

 

3. In general, do you have any health problems that require you to 
limit your activities?

 

Yes No

 

4. In general, do you have any health problems that require you to 
stay at home

 

Yes No

 

5. Do you need someone to help you on a regular basis ?

 

Yes No

 

6. In case of need, can you count on someone close to you?

 

Yes No

 

7. Do you regularly use a cane, a walker or a wheelchair to move 
about?

 

Yes No

Number of Yes and No answers ____ ____

Predictive Value

Critical 
Threshold

Positive
Findings

Sensitivity Specificity Positive Negative

3 or more yes 
answers

 

35.5 % 78.3 % 74.7 % 42.7 % 93.5 %

 

4 or more yes 
answers

 

19.0 % 60.9 % 91.0 % 62.0 % 90.6 %
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to conduct mass case-finding of prevalent significant disability. As well,
PRISMA-7 has the advantage of circumventing the three factors identified at
the start of this article as obstacles to awareness of disability. That is, it makes it
possible to identify when full assessments are needed and thus avoid the time
problem associated with trying to assessing all elders. As well, it was validated
based on elders’ own perceptions on one hand and a rigorous assessment of
degree of disability on the other. Therefore, we know that it is not subject to dis-
tortion by users who under-assess their own disability problems. Finally, the
instrument was not developed exclusively for research purposes, so its clinical
usefulness is not just potential but actual, as will be seen in the following sec-
tions of this chapter.

How to use PRISMA-7
Since PRISMA-7 consists of seven yes/no questions, it is comparatively simple
to use. It is necessary merely to follow a few instructions, the main one being
that the elder’s answers must be considered correct. At the stage of collecting
the yes/no answers, no clinical judgment must be made: The assessor is not
called upon to determine the correctness of the answers. It should not be forgot-
ten that when the instrument was developed, elders’ own impressions were
compared with a clinical assessment of degree of disability. To introduce
answers other than the elders’ own would skew the results. The instrument can
be used by telephone, in written form, or in a face-to-face interview. A user
guide has been developed and published in the form of a book chapter32 avai-
lable online free of charge at www.usherbrooke.ca/prisma.

The Two Threshold Scores

No case-finding instrument is 100 % sensitive and specific. It is always neces-
sary to reach a compromise between the two parameters, depending on the
problem to be detected. The two thresholds (three or more yes answers and four
or more yes answers) presented in Table 22.1 represent attractive options.
During implementation, some teams chose to start with the threshold of four or
more yes answers and lowered it to three after the break-in period. It is up to
decision-makers and clinicians to choose the preferred threshold according to
their teams’ processes for assessing new cases of age-related disability.

Approaches

In this kind of mass case-finding, three approaches are possible. One can begin
with an opportunistic approach that uses the elder’s contacts with the health sys-
tem to conduct case-finding (for example, at the single entry point, in the ER, at
outpatient clinics, and in physician offices). It is also possible to take a system-
atic or quasi-systematic approach by administering the questionnaire to all
elders during annual immunization campaigns (which reach a large proportion
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of the elderly population) or during annual check-ups. The third approach is
mixed, consisting of combining the first two to maximize the potential for
detecting prevalent cases.

If the mixed case-finding approach is adopted, it is probable a significantly
disabled elder will be identified more than once during different contacts with
the system. An efficient online method of communication is clearly very valua-
ble in this form of case-finding process. Depending on the point where an elder
makes contact, access to clinical information about the person makes it possible
to determine whether this is someone already known to the system, whether
degree of disability has been recently assessed, and whether the person’s condi-
tion has changed significantly since the last assessment. In this way, it is possi-
ble to decide whether case-finding is appropriate. In case of doubt, the
questionnaire’s minimal time requirement justifies administering it.

Where should the case-finding instrument be used?
The first stage in deciding where the instrument should be used consists of iden-
tifying the points of entry into the health and social services system (for the
opportunistic approach) and health events that bring together many elderly peo-
ple and place them in regular contact with the system (for the systematic
approach). For example, “dead time” users spend in waiting rooms could be put
to good use. By targeting locations with a high level of attendance by elderly
people, we maximize the potential for detecting significant disabilities. 

The Sherbrooke area in the Quebec health region of Estrie has imple-
mented the mixed case-finding approach for those aged 75 and over. PRISMA-
7 is currently being implemented in most Quebec health regions, most com-
monly through the single entry point in local community service centers
(CLSCs; French centre local de services communautaires) and in some ERs.
We present below a few examples of the implementation of case-finding as car-
ried out in Estrie. The region has a population of nearly 300 000, of whom 42
000 are aged 65 and over and nearly 22 000 are 75 and over.

Ongoing Experiences with PRISMA-7

The instrument is receiving increasing use in numerous consulting venues and
on different occasions. In Estrie, every CLSC territory has a single entry point
for the intake and referral of elderly individuals, where referral based on
PRISMA-7 is being progressively put into place. Most of the region’s ERs,
including those at the Coaticook hospital and Sherbrooke’s university hospital
(CHUS; Centre hospitalier universitaire de Sherbrooke), use PRISMA-7 for
case-finding. The CHUS serves as the local hospital for the city of Sherbrooke
(population about 150,000) and the Coaticook area (population about 16,000).
It also has a mandate to the Estrie region as a whole and an extra-regional man-
date for some kinds of specialized care. The CHUS’s ER receives 10,000 visits
per year by users aged 75 and over.
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In Sherbrooke, PRISMA-7 is also administered during the annual influ-
enza immunization campaigns for elders, which provide an exceptional oppor-
tunity to conduct quasi-systematic case-finding. As well, certain points of
service delivery, for example the CHUS’s surgical prep clinic (which gathers
data prior to elective surgery, takes specimens, and prepares users for discharge
from hospital), began implementing PRISMA-7 in 2006. Consideration is
being given to administering PRISMA-7 in other outpatient clinics (e.g., the
diabetes clinic), as well as in the waiting rooms of physicians with private
offices. Nurses attached to family physician groups (GMFs; French groupe de
médecine de famille) also refer elders found positive for disability by PRISMA-
7 at the single entry point. This is also the case with the Centre de réadaptation
Estrie (a generalist rehabilitation center that serves the whole region) and many
providers of housekeeping services.

Implementing the Case-Finding Process

The Single Entry Point

Implementing a case-finding mechanism entailed considering the nature of the
contacts that result in a CLSC assessment of degree of disability. Once
PRISMA-7 has been administered, where will the information be compiled and
which health or social service worker will be required to assess the elderly per-
son who has been found positive for disability? When an elderly person comes
into contact with the single entry point, the first step consists in determining if
he or she is known to the system, being followed by home-support services, or
has been recently assessed; if not, case-finding should be carried out. After three
years of use of PRISMA-7, managers working in Sherbrooke deem case-
finding to have been conducted with nearly 100 % of the target group.

The Emergency Room

Case-finding was implemented in the CHUS’s ERs following work on function-
ally declined elders conducted in the region. Consensus emerged regarding
priorities, including screening and case-finding. A process of reflection set in
motion by the work of the Conseil consultatif national sur les urgences (provin-
cial committee on emergency departments), the problem of ER bottlenecks, and
the high proportion of the elderly target group that visit ERs were all conducive
to exploring new avenues. ER-based case-finding and referral to CLSCs
appeared to be ready for testing. 

Various factors influenced the implementation of case-finding in the
CHUS’s ERs. The commitment shown by the institution’s management and the
leadership role played by its department of nursing and service quality (DSIQ;
French name Direction des soins infirmiers et de la qualité) definitely played a
role. There was hesitation among ER nurses at the outset, but subsequently they
gradually subscribed to the case-finding project. Concerns had had to do with
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adding the case-finding process to ER protocols and the appropriateness of con-
ducting this kind of case-finding in an emergency setting. During discussions,
the questions raised focused in particular on how to proceed. With input from
the DSIQ and the department of clinical operations and partnerships, the deci-
sion made was to include the PRISMA-7 questions in the internal-referral
instrument, which facilitated the procedure. To monitor implementation, we
tracked the extent to which the PRISMA-7 portion of the referral instrument
was duly filled in.

Use of PRISMA-7 was begun in the ERs of both CHUS facilities in May
2005. At the start, the case-finding was done on a proportion of 10 % to 20 % of
the clients. This rose to between 50 % and 60 %, depending on the facility (see
Graph 22.1). While use is slowly increasing at both facilities, it is continuous
and incremental at one site, whereas more significant fluctuations are observed
at the other. Case-finding at the latter sometimes reaches 70 % of the target
group. The implementation percentage appeared to level off at around 50 %
during summer 2006. Of course, summer is the peak time of year for vacations
and there is accordingly a larger proportion of replacement staff in place.

What target percentage should be set for penetration with case-finding?
Both objectively and clinically, the goal is not to reach 100 %. It is not only
when an ER case consists of confirming death that case-finding is obviously
inappropriate. It is equally so in cases of stroke or fractures of the lower extre-
mities. After all, these necessarily bring about a drastic change in the patient’s
disabilities; and in any event, the patient is about to be hospitalized and will be
assessed for disability. There are other circumstances under which case-finding
cannot be conducted, such as following head injury or in cases of paranoid hal-
lucinations, heart attack, and users with cognitive disorders (e.g., Alzheimer’s)
who arrive unaccompanied. The data examined during an average period in
spring 2006 shows that 12 % to 15 % of consultations take place for the reasons
listed above, which means the desired penetration rate should be set at 85 % of
the whole target group. So, if 50 % of the entire target group for case-finding is
currently being reached, it is reasonable to say that, in fact, we have reached
59 % (50/85) of the true target penetration level.

During the same period in spring 2006, we examined whether there were
differences between users who were questioned with PRISMA-7 and those who
were not. Our observations were that there is no statistical age-related diffe-
rence, the average age being 82.5 for users who are questioned and 81.6 for
users who are not (p = 0.198). No sex-related difference emerges either; women
represent 63.9 % of users questioned and 61.9 % of those not (p = 0.761). Thus
no difference is observable for these two variables, which are represented in
PRISMA-7 by one question each. On the other hand, in practice, elderly ER
users waiting on gurneys appear to be those for whom the most case-finding is
done, seemingly because the user is present in the ER for a longer time.
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As previously mentioned, to facilitate implementation in Sherbrooke, case-
finding was progressively linked to the annual influenza immunization cam-
paign. In fall 2003, individuals aged 85 and over were targeted in Sherbrooke.
Since 2004, case-finding has been done on those aged 75 and over. 

In the Estrie region as a whole, a trial was made of having meals-on-wheels
volunteers perform case-finding. Positive findings were conveyed to the CLSC
single entry point with the elderly person’s signed consent. However, volun-
teers were uncomfortable conveying sensitive information about the degree of
disability of people they saw only occasionally. For their part, the elderly indi-
viduals tended to hesitate to sign the consent form. In the end, this approach was
ruled out.

During PRISMA-7’s implementation in the Estrie region in various places
and on various occasions, we observed markers of case-finding’s arrival at a
certain degree of maturity. The process can be considered to have been more or
less implemented when two positives are obtained in different settings for the
same individual, even before that person has been assessed. In fact, two posi-
tives (and not the PRISMA-7 score per se) constitute a reason to prioritize
assessing an individual. Similarly, when the threshold of four or more yes
answers is used, clinicians realize intuitively after a time that they are allowing
certain prevalent cases to slip through the net. At that point, it is deemed
necessary to change the threshold, going from four to three or more yes

Graph 22.1 
Change in Percentage of Clients Aged 75 and over to Whom PRISMA-7 was 

Administered in the CHUS ERs During the First 15 Months of Implementation
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answers. Specificity is reduced, but the instrument’s sensitivity rises to
78 % (see Table 22.1).

What should be done with positives? 
When a person has been found positive for disability, what is the next step? The
answer is simple: Proceed to an in-depth assessment of degree of disability and
of the individual’s bio-psycho-social circumstances; and, as needed, refer to
appropriate service providers. Note that PRISMA-7 cannot serve as an instru-
ment for prioritizing interventions. The assessment (which should follow a
positive case-finding) determines what interventions are needed, while prioriti-
zation depends on other criteria, such as the seeming urgency of the interven-
tions needed and the resources available.

When case-finding is done in the ER, who should conduct the subsequent
disability assessment and where should it be done? Naturally, in a coordinated
integrated services network, these questions have already been answered. The
first step is to sketch a portrait of the region’s existing logistics, the organiza-
tions in place, the services concerned, and the health or social services workers
involved. Who is currently assessing individuals believed to be significantly
disabled? Under what criteria is an individual currently referred for assess-
ment? Is there a waiting list? Coordinated action among service providers, insti-
tutions, and health and social services workers makes it possible to organize the
logistics of assessment, follow-up, and callback.

When a person is found positive for disability, whom should the informa-
tion be conveyed to? In Quebec, the CLSC single entry point plays this role for
a given district. In France, could a CLIC fill the role? The logistics of assess-
ment must obviously be organized before case-finding is begun. For example,
the CHUS plays the role of regional hospital for seven CLSC districts, includ-
ing that of the city of Sherbrooke itself. When an individual is found positive by
the questionnaire in the ER, the information is directed to the geriatric-team
nurse. If the individual is hospitalized, assessment is usually conducted by the
geriatrics team before discharge. If, however, a person found positive goes
home immediately after consulting in the ER, the information is conveyed by
secure e-mail to the appropriate CLSC’s single entry point. This approach cir-
cumvents the problem of one person receiving the information during certain
hours of the day, another person in the evenings, and still another during vaca-
tion time. The recipient is the single entry point, and the health and social ser-
vices worker on duty sees that, over subsequent days, the CHUS gets feedback
about whether the individual is already known to home-support services and
what is going to be done for the person. (For known users recently assessed,
there is follow-up. For known users whose assessment was not recent, there is
an assessment. For users not known to the CLSC, there is an assessment.)
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A question commonly asked when the instrument’s implementation is
being planned is the number of elders to be assessed. The concern is whether
workers will be suddenly swamped with assessment requests. The experience
in Estrie suggests that this is not the case, as may be seen from Graph 22.1.
Gradual implementation allows for a break-in period for the assessment team.
Obviously, however, changes in practice never occur without difficulties and
the need for adjustment. These are inevitable companions of change. 

Conclusion
Case-finding requires that services be coordinated and integrated. Services inte-
gration itself requires case-finding, since not conducting case-finding merely
postpones until a later date the handling of a problem that grows more serious in
the meantime, calling for more time and energy with diminishing returns. When
workers in a given territory coordinate their actions and see that nothing is to be
gained by not dealing proactively with significant disability, a true population-
based approach comes into effect. Such an approach ingrains a collective-
responsibility approach, which consists of all parties working in their own fields
and service areas while ensuring their work is linked to the efforts of others.
Some authors state that service coordination, case-finding, and disability pre-
vention are integral to the core values of geriatrics and, in fact, indicate where
its future lies33, 34.

Following the implementation of RISPA in Estrie as part of the PRISMA
study, significant effects were observed that could be attributed to the introduc-
tion of case-finding. The incidence of the development of functional decline
went down by 14 % (p ≤ 0.001) during the fourth year the study was in place.
This consequence was unexpected and coincided with introduction of the case-
finding procedure, which had not been planned on when the project was begun
and which is thus currently viewed as being the most likely reason for the 14 %
reduction. 

One thing is certain. In the settings where case-finding is being done, a
comment workers often make is that case-finding prevents their being called on
mainly in emergency situations and thus facing patients whose existing disabi-
lity has just been intensified by an acute health episode or family caregivers pre-
senting with significant burnout. Case-finding increases the leeway surrounding
interventions. Workers who have experience with it would not go back to doing
without it. 
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