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ADVANTAGE MS survey
Methodology

➢ The ADVANTAGE JA Survey of Member

States Questionnaire, addressed to

policy-makers and managers at national

or regional level, was created and sent to

all partners

➢ to collect information about the current

approaches (strategies, policies,

programmes, actions) that address frailty

in the participating MS and their regions.



ADVANTAGE MS survey
Methodology

Instructions on how to fill out the questionnaire:

❖ concrete answers and concise descriptions of the programmes/interventions

❖ link to relevant documents/ website for more details

❖ request to describe programmes/interventions that may not be specifically conceived

to deal with frailty although they in fact address it

❖ Request to send contact details to re-address questionnaire if a given question would

be better answered by someone else.

Definitions on key concepts/issues used in the questionnaire were included:

❖ Frailty

❖ Good practice

❖ Holistic and enabling approaches

❖ Management of frailty

❖ Monitoring

❖ Screening

❖ Surveillance



ADVANTAGE MS survey
Methodology

Collected information were:

➢ analysed

➢ discussed

➢ used in combination with the State of the Art Report

to rationalise and build consensus for a common European

framework for a frailty prevention and management policy.



Level of development of frailty prevention and 
management activities in countries involved in 
the ADVANTAGE MS survey



ADVANTAGE MS survey
WP4 topics - Definition of frailty

Definition of frailty widely accepted and 
used by health professionals, social care 
professionals, carers, patients, policy-
makers, managers



ADVANTAGE MS survey
WP4 topics - Individual screening

Screening tools used to identify older 
people at risk of frailty

a Study Osteoporotic Fractures Index (SOF); Edmonton Frailty Scale; Fatigue, Resistance, Illness, 
Loss of Weight Index (FRAIL Index); Clinical Frailty Scale; Prisma-7; Sherbrooke Postal 
Questionnaire; Inter-Frail; Short Physical Performance Battery (SPPB) or Gait Speed



ADVANTAGE MS survey
WP4 topics - Diagnostic Tools

Tools used for the diagnostic 
confirmation of frailty



ADVANTAGE MS survey
WP4 topics - Conclusions

▪ About half the MS do not have a multidimensional definition of frailty 

in use, and in less than half the MS frailty screening is done in most 

(or more) practices

▪ Diagnostic tools, such as CGA are not routinely used in most MS

▪ Generally the majority of MS are Fair or Basic in terms of defining, 

screening and use of diagnostic tools for frailty 

▪ There are large differences between the MS

▪ Diagnostic tools were overall rated quite low with no country having a 

Sustainable level of implementation, whereas there were more MS 

performing better in terms of definition of frailty

▪ For all three topics there was a large number of MS (between six and 

eight) in the Basic implementation category, highlighting a need for 

substantial improvement and nationwide changes



ADVANTAGE State of Art Report ➔MS survey 

➔ Roadmaps ➔ Frailty Prevention Approach



“Developing innovative therapeutic 
interventions against physical frailty and 

sarcopenia (ITI-PF&S) as a prototype geriatric 
indication”

IMI Call n.9
(call for interest) 

published on July 9th, 
2013

Overall budget: about  €56 millions (24 from European
Commission, 26 [in-kind] from the European Federation
of Pharmaceutical Industries and Associations [EFPIA])



Phase III, multicentre, randomised controlled trial (RCT) 
aimed at comparing the efficacy in preventing mobility 
disability of a multi-component intervention, based on 

long-term structured physical activity, personalised
nutritional counselling/dietary intervention and an ICT 

intervention, versus a healthy ageing lifestyle education 
programme





16 sites open
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RCT CENTRES



RCT TARGET POPULATION

• 1,500 community-dwellers, aged 70+ years

• Low muscle mass (DXA, FNIH)

• SPPB 3-7 (n = 1,200) and 8-9 (n = 300)

• Able to walk 400 metres at usual pace in 15 minutes at 
baseline

• Exclusion criteria: inability or unwillingness to provide 
informed consent, terminal illnesses, unstable health 
status, cognitive impairment, chronic dialysis, active 
cancer treatment, plans to relocate out of the study area

• Two treatment arms: multi-component intervention and 
successful ageing programme



Physical activity intervention

Structured exercise and physical activity (LIFE study protocol)

(aerobic, resistance, balance, and flexibility exercises)

Nutritional assessment and dietary intervention

Personalised dietary recommendations (targets: 25-35 kCal/kg/day 
and 1.0-1.2 g protein/kg/day)

Health technology intervention

Remote monitoring of physical activity at predefined intervals or on-
demand by the investigator, reinforcement of intervention 

compliance

MULTI-COMPONENT INTERVENTION (MCI)



Primary outcome

Incidence of mobility disability (incident inability to complete the 400-m walk test)

Secondary outcomes

- Changes in physical performance (i.e., SPPB, handgrip strength)

- Body composition modifications

- Incidence of falls and injurious falls

- Changes in nutritional status 

- Changes in functional status (i.e., ADL, IADL, PAT-D)

- Changes in cognitive function and mood

- Changes in healthcare services utilisation 

- Changes in quality of life (i.e., EuroQoL-5D, Participant-Reported Outcomes)

- Cost-effectiveness analysis

- Mortality rate

OUTCOMES



Beginning of trial activities

January 11, 2016

First participant in

February 3, 2016

Enrolment completion

November 15, 2017



Focus on function vs. disease(s)



Focus on function vs. disease(s)



Landi et al., Clin Ger Med

2015 



Landi et al., Clin Ger Med
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Characteristic MCI (N=759) HALE (N=758)

Age (years) 79.1 (5.9) 78.7 (5.7)

Female (%) 546 (71.9%) 540 (71.2%)

White (%) 670 (98.4%) 665 (98.2%)

Weight (kg) 70.7 (15.6) 70.9 (16.9)

BMI (kg/m2)
≥ 30 kg/m² (%)

28.6 (5.9)

276 (36.5%)

28.6 (6.0)

280 (37.0%)

SARC-F
≤4 (%)

2.9 (1.8)

628 (82.9%)

3.0 (1.9)

600 (79.2%)

SPPB total score
3-7 (%)

8-9 (%)

6.7 (1.4)

603 (79.4%)

156 (20.6%)

6.7 (1.4)

599 (79.0%)

159 (21.0%)

MMSE total score 27.9 (1.8) 27.9 (1.9)

400-m walk test (min)
8.7 (2.5) 8.7 (2.4)

DXA (local values)
aLM (kg) (M/F)

aLM/BMI (M/F)

21.0 (3.4) / 14.7 (1.9)

0.728 (0.086) / 0.528 

(0.075)

21.1 (3.6) / 14.8 (2.3)

0.723 (0.084) / 0.530 

(0.078)

Marzetti et al., Experimental Gerontology 113 (2018) 48–57

Baseline characteristics



Medication Inventory

● 95.7% participants reported at least one ATC coded medication at screening

• Main Anatomic classes:

• Cardiovascular system for 78.9% of participants:

• Agents acting on the renin-angiotensin system (51.1%) 

• Lipid modifying agents (40.3%)

• Beta blocking agents (31.6%)

• Alimentary tract and metabolism for 65.3% 

• Drugs for acid related disorders (34.7%) 

→ 93% of participants with multiple ATC coded medications reported
• 35% with 2 to 4 ATC coded medications

• 48% with 5 to 9 ATC coded medications

• 10% with ≥ 10 ATC coded medications

● 29% (N=440) with at least one nonATC medications reported at screening



Primary outcome: 400-m walk test



Primary outcome: 400-m walk test

The clinical relevance of the 400m walk test should be

confirmed via the results of the study (e.g. relation to other

outcomes like falls, fractures, ADLs and IADLs) 


