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FOREWORD 
 

Two years ago the ADVANTAGE JA Consortium started working towards a disability free 

EU. When critically reading the FPA some of our External Advisory Board members have 

correctly pointed out that it is a powerful and ambitious statement, although impossible 

to achieve! 

Indeed, it is not possible to prevent all illness, neither all disability. ADVANTAGE JA vision 

is an EU where older people live well and remain independent for longer.  Sooner or later 

we will all stop being healthy, and we need to plan as well for that so that we can deal 

with it when it happens. 

Frailty is clearly related to age. The ageing process per- se increases the risk of frailty, but 

does not produce frailty. It is the result of interaction between the ageing process and a 

number of life-course chronic circumstances (chronic diseases, the life-style, the 

environment we live in) that makes you frail. Unless you are old, you cannot be frail; you 

can be feeble, you can die…but you are not frail. 

With adequate interventions, tailored advice and health in all policies in place we can 

make older people healthier but we will never eliminate all our health problems. 

Furthermore, healthy and active ageing cannot imply that older people who are not 

robust or active are “unsuccessful” or are left behind. We must also be vigilant about 

ageism. 

So far we have done a lot together towards bringing to fruition the ADVANTAGE JA vision, 

but still much more needs to be done. The Madrid Forum on 13th December 2018, which 

brings us together again, will offer great opportunities to progress. We invite you to work 

hard and take the floor and contribute to the debate. 

We also take this opportunity to thank all the partners of the Consortium, other 

stakeholders who are interested in our work and very specially to the Expert Panel and 

the Advisory Board Members for their support and challenging criticisms.  

 

Madrid, 25th November 2018 

Inés García-Sánchez, Deputy Coordinator 

Mª Angeles Caballero-Mora, Technical Support 

Leocadio Rodriguez- Mañas, Coordinator  
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WHAT IS THIS DOCUMENT AND WHO IS IT FOR? 
 

This two-part document is the result of two years of work by the ADVANTAGE JA 

Consortium. It aims to synthesise the scientific evidence on frailty prevention and 

management and provide an overview of what is taking place in 22 participant Member 

States of the Consortium. We have not conducted new research but have used our 

knowledge and expertise to analyse the information gathered from these two sources, 

draw conclusions and reach consensus on what is of paramount importance, and 

subsequently set recommendations for action towards a frailty free Europe. 

Other experts external to the Consortium have been invited at different points in the 

process to comment on our draft documents and participate in our discussions. 

(Members from the External Advisory Board and the Expert Panel). This has brought new 

insights to the debate and enriched our understanding of the different stakeholder 

perspectives from policy, political, management, professional and academic.   

This Frailty Prevention Approach (FPA) document has two parts, which although 

complementary, can be consulted independently by the target audience. 

 “Core FPA document”: Corresponds to part one. It is a summary of key ideas and 

messages of the FPA. It offers a guide on frailty key information and makes 

recommendations for action to policy decisions makers. (paper and electronic) 

 “Building the case for frailty, the ADVANTAGE JA perspective”: Corresponds to 

part two. It presents in detail our work that crystalized in the FPA. It provides a 

reference document with further technical explanations on frailty at EU level. It is 

designed for health and care professionals, academics, technical advisors and  

managers. (electronic version) 

 

The FPA will be officially presented and discussed at the Madrid Forum, 13th December 

2018.  The printed version is a working document to be used during the sessions as the 

basis for our discussions on the Policy Framework we need to build next year and to 

identify some of the gaps that we need to address collectively.  

A revised version will be drafted incorporating the main ideas and agreements that stem 

from the Forum. 
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EXECUTIVE SUMMARY 
 

Demographic ageing is one of the most serious challenges that Europe is currently facing. 

Older people are at greatest risk of becoming frail and developing disability. However, 

since frailty is not an inevitable consequence of ageing, it can be prevented and managed 

to foster a longer and healthier life. 

Despite ongoing controversy over an agreed definition, it is widely accepted that frailty is 

a geriatric entity characterized by a diminished physiological reserve of multiple organs, 

which means increased vulnerability of older people to adverse outcomes such as 

disability, institutionalization, hospitalization and death. 

The concern for this situation motivated the European Commission (EC) and many of the 

Member States (MS) to co-fund, in the 2015 call of the Third European Health Programme 

of the European Union 2014-2020, the first Joint Action (JA) on the prevention of frailty: 

ADVANTAGE.  

A JA is a grant for actions co-financed with MS, or other countries participating in the 

Programme and the EC, to allow nominated authorities to take forward work on jointly 

identified issues that have a clear added value for the European Union (EU) under the 

Health Programme. 

ADVANTAGE JA brings together 33 partners from 22 MSs for 3 years. It aims to build a 

common understanding on frailty to be used in the MSs by policy makers and other 

stakeholders as a basis for a common approach to managing older people who are frail 

or at risk of developing frailty throughout the EU. 

The results of the technical work in 2017 built evidence of what works and what does not 

work on frailty prevention and management. This crystalized in the preparation of the 

State of the Art Report on Frailty (SoAR), released in December 2017. In 2018, 

ADVANTAGE JA partners completed a survey of the participant MS. This provided an 

overview of what is currently taking place in policy and practice in the frailty domain at 

national and regional levels. 

Subsequently, the analysis of all this information has been reflected in this Frailty 

Prevention Approach document (FPA). We recognize, among other limitations, the lack 

of consensus around the definition of frailty and ways of identifying and measuring it in 

different settings, and the widely diverse background situations of health and social care 

systems across the EU. Despite these drawbacks we acknowledge that there is sufficient 

information to build a common evidence based approach for addressing frailty 

prevention and management in Europe.  

The FPA provides guidance on how to strengthen national /regional capacities and 

accelerate national/regional efforts to set up or further develop a frailty prevention policy 

in the participating MS. 
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Recommendations for action are presented as key messages. They are grounded in 

scientific knowledge, are assertive and avoid controversial statements whenever further 

research is needed or results are unclear. They are the result of the debates and 

consensus among the Consortium partners over the two years of collaboration.   

 Make frailty prevention a public health priority at EU level. 

 Involve civil society and a wide range of stakeholders. 

 Ensure Policy is both person centred and population focused. 

 Embed systematic screening to enable timely identification of frail older people. 

 Offer prevention and early intervention based on CGA to optimise function. 

 Design and deliver integrated person centred models of support and services. 

 Support adequate training of the health and care workforce. 

 Invest in research and evaluation on frailty. 

 Support adoption of ICTs and technological solutions. 

The ADVANTAGE JA Consortium believes that the adoption and application of these key 

messages within the health and social policies of the participating MS will contribute to a 

reduction in frailty related disability at the individual and population level in Europe.  

Each participant MS varies in the degree of preparedness to take action towards an 

advanced implementation of a policy to prevent and manage frailty. What needs to be 

done to progress from their respective baseline situation is a national/regional decision.  

However, the FPA will give support to: 

 Identify national/regional areas of action on frailty and position these within the 

MS health priorities.  

 Set national/regional objectives and deliverables for the specific areas of action. 

 Implement proven interventions to reduce risk factors for frailty. 

 Implement proven interventions to manage frailty at individual level. 

 Implement proven interventions to train the health workforce. 

 Measure progress and results, taking into account proposed indicators. 

 Advance action beyond the health sector through multi-sector co-operation. 

 Promote international collaboration and across regions within participant MS to 

transfer and scale-up best practices. 

The FPA document seeks to be a future reference for any region, country or MS which 

see themselves identified with the ageing and frailty challenge. 
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1. WHY FRAILTY MATTERS  
 

1.1 Consequences of the demographic trends in the EU 
 

Demographic ageing is one of the key challenges that Europe is currently facing. Older 

people are at greatest risk of becoming frail and developing disability. However, since 

frailty is not an inevitable consequence of ageing, it can be prevented and treated to 

foster a longer and healthier life in the EU where older people live well and remain 

independent for longer. 

Despite ongoing controversy over an agreed definition, it is widely accepted that frailty is 

a geriatric entity characterized by a diminished physiological reserve of multiple organs, 

which means increased vulnerability of older people to adverse outcomes such as 

disability, institutionalization, hospitalization and death (Gill et al. 2006), (Kan et al., 

2008), (Rodriguez-Mañas, 2013). 

According to the 2015 European Union Ageing Report the age demographic of the 

European population is projected to change dramatically over the coming decades, with 

older people accounting for an increasing proportion. The percentage of citizens in the 

EU aged over 65 is predicted to rise from 18% to 28% by 2060; the percentage of over-

80s will increase from 5% to 12% during the same time period (European Commission, 

2015).  

However, for this topic it is the numbers of older people that matters not the proportion 

of older people in any specific population. There are two reasons why there are more 

older people. A) One is that more people enter old age (e.g pass the age of 65). This will 

mean more people can therefore develop frailty. B) The second reason is that more of 

these new entrants then go on to survive long periods into their 80s. (increasing even 

more the risk of becoming frail or disable).  

This does not necessarily produce more frailty, as this assumes that the rate of frailty is 

related to the years since birth whereas in fact it is more closely related to the years 

before death, which is highly variable globally though less variable in the EU. If we assume 

no compression of morbidity or even a longer period of pre-death morbidity (which the 

data suggests) then we should explain this as the reason why frailty rates go up.  

These demographic trends suggest notably that there will be an increase in age-related 

disability and dependency, which will ultimately impact not only on the wellbeing of the 

individuals affected, but also on the sustainability of healthcare systems (Murray et al., 

2013). This scenario implies that there is a need to re-shape healthcare systems in order 

to better address new public health challenges, particularly the increasing and complex 

needs of older people, regardless of their socioeconomic background. 

In this regard changing our mind-set from the current health care conceptual framework, 

to a new one is much needed. It should be oriented more towards physical function and 

not only disease, to prevention instead of a reactive response, to care and support 
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instead of cure, and to provision of continued and integrated care instead of episodic and 

fragmented care. 

This new framework adapts to the natural sequence whereby people lose health as they 

age, especially after 70-75 years, when the main manifestation is the loss of functional 

autonomy caused by a number of chronic conditions and multi-morbidity in a scenario of 

limited life expectancy often compounded by social isolation. There are a number of key 

factors to be considered: 

 The capacity of the presence of chronic diseases (CD) to predict disability 

diminishes with age due to the combination of multi-morbidity and functional 

impairment that is frequent in older people. 

 The interaction between physical, cognitive and social factors that contribute to 

functional decline and disability. 

 Once established, disability is hard to reverse. 

As a consequence, the models of care should take into account the need to approach 

older people not just in terms of treating CD but also in terms of care and support to 

prevent functional decline, frailty and disability (Murray et al., 2013).  Although they are 

related, there is not a linear relationship between CD and function, the latter being the 

main determinant of both quality and quantity of life for older people.  

 

1.2 Living with frailty 
 

Every older person is different; some have a level of functioning as a middle old person, 

some require full-time assistance for everyday tasks. 

Frailty is a dynamic state in which an individual can improve or decline in their ability to 

perform tasks independently. As such, not all older adults living with frailty will look the 

same or have the same level of abilities. They will vary along a continuum spectrum from 

robust to frail. 

Persons living with frailty are living with some level of risk, including risk of falling, risk of 

negative health outcomes and death, risk of adverse effects related to treatment, or risk 

of losing independence. By focusing on what it is important to each person and by 

understanding their sources of resilience and vulnerability we can help individuals to keep 

control over actions being taken to maintain their health and wellbeing, as well as 

reducing the risk of adverse outcomes associated with frailty. (NHS, 2018) 

Many people reach a point in older age when they are no longer able to perform the basic 

tasks of day-to-day life without assistance. They reach a stage of dependency, in which 

they need support from others or equipment, but they are not always dependent on 

formal care services. (WHO, 2015) 

For people living with mild frailty the focus should be upon helping individuals and their 

carers to acknowledge, understand and address the condition, ensuring they are aware 

of the support available to them. (NHS, 2018) 
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People living in care homes are likely to be living with higher levels of frailty and therefore 

merit particular attention to their care needs. Delivering comprehensive, consistent and 

structured enhanced support to them will ensure that their needs continue to be 

identified and met. (NHS, 2018)) 

Therefore a comprehensive frailty prevention approach should adopt a behavioural 

health, education and enablement ethos and include interventions such as a home 

exercise programme, support to regain skills such as cooking or dressing, and to build 

social networks that reduce isolation, depression and anxiety. (Hendry A et al, 2018)  

Research by Age UK notes that older people don’t welcome the term frailty. They view 

frailty as a loss of skills or capability ‘’not being able to do something which was easy not 

that long ago’’ or “simple everyday things take longer or require more care and 

attention’’. They link frailty with a loss of independence which is valued as key to living a 

good life. (AGE, UK 2014) 

However, they welcome recognition of specific vulnerabilities and risks, and effort by 

professionals to gain a wider and accurate assessment and a deeper understanding of 

what they can do and what matters to them in order to enable them to return to or 

continue to lead a better life. 

Frailty is something they live with, but it doesn’t define who they are.  Even when living 

with frailty, an older person has many strengths and talents to draw on and ways in which 

they can stay connected and involved in family and community. For example, they may 

provide valuable peer support, companionship and caring for friends and family, 

volunteering in their local community, and sharing practical skills, life experience and 

wisdom with younger generations.  

For older people, feeling frail can come and go with changes in their general health, the 

time of the year, with changes in mental wellbeing, or as a result of bereavement, 

loneliness or social isolation.   

Social and behavioural factors, such as having less than a high school education, and living 

alone, are associated with both being frail and living with a more severe level of frailty. 

(Chamberlain, A.M. et al.) , (Lang et al. 2009) 

Older people are an asset because they offer rich life experience, special and sometimes 

forgotten talents and skills, accumulated wisdom and a unique perspective. Therefore it 

is important to have a holistic and integrated approach to promote health, wellbeing and 

participation in later life in order to prevent or delay the onset of frailty and to promote 

a sense of hope, resilience and adaptability to help people to live well with frailty.  

 

Some case examples are shown on Box below. The vision is for all older people to enjoy 

full and positive lives at home or in a homely setting. This positive vision values older 

people and their contribution to society and empowers them to have choice and control 

as equal partners in the way support and care services are planned and delivered.  
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Box. ACTIONS AROUND THEMES OLDER PEOPLE VALUE 

The Scottish Older People’s Assembly (SOPA) helped to develop a plan for Active and 

Healthy Ageing in Scotland. (Hendry A. 2016). The actions are grouped around four 

themes that older people said are important:  

•“I want to have fun and enjoy myself” 

• “I wish to remain connected to my friends” 

• “I wish to be able to contribute to society for as long as I want” 

•“Don’t talk about me without me, and respect my beliefs and values” 

 

Improving the health and wellbeing of older people is not just the responsibility of health 

and social care services. We all have a role to play: families, neighbours and communities; 

providers of services like housing, transport, leisure, community safety, education and 

arts; and also shops, banks and other commercial enterprises. 

Foot problems, incontinence, warm- home might be added as common concerns of older 

people. (Stuck et al., 1999) 

Age-friendly environments empower older people to age in better physical and mental 

health, promote their social inclusion and active participation and help them maintain 

their autonomy and a good quality of life in their old age. (WHO, 2018), (EIP on AHA, 

2012) 

We must promote a positive image of ageing and older people. Advocacy, empowerment 

and inclusion are all critical for active and healthy ageing. Older people as empowered 

consumers and active participants of societies and labour markets bring value to the 

economy and prosperity to local communities. The WHO campaign against ageism (WHO, 

2018) and the AGE campaing “Equal ageing” (AGE, 2018) can help in this endeavour. 

 

1.3 A Joint Action towards a frailty free EU  
 

In the 2015 Ageing Report, the EC and the Economic Policy Committee stated that coping 

with the challenge posed by an ageing population will require determined policy action 

in Europe, particularly in reforming pension, health care and long-term care systems. It 

highlights too the importance of rehabilitation and age-friendly environments (European 

Commission, 2015). Therefore a comprehensive life-course approach is likely more 

effective than only focusing upon the older population. 

Therefore, the reduction of disability and dependency in older people through 

appropriate action on frailty should be at the forefront of all policies to answer the 

challenge of population ageing. Accordingly, scientific societies (British Geriatrics Society, 

2014), Ministries of Health (Spanish Ministry of Health, 2014), the European Commission 
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(EC, 2014) and the World Health Organization (WHO, 2015) have proposed several and 

complementary strategies to deal with this challenge from a public health perspective. 

All of them are developing strategies and actions to create awareness about the need to 

reshape support and care for older people and to build consensus across all sectors of 

society regarding both the philosophy of care and on how this will be delivered and 

sustained in the most cost-efficient way. For example, 

 The European Innovation Partnership on Active and Healthy Ageing (EIP on AHA) 

was launched in 2012 as an EC response to meet Europe´s demographic 

challenges. Tackling frailty and disability and integrated care are among its 

priorities and the specific Action Groups on those topics have contributed 

significantly to policy debate, shaped new models for screening, treatment and 

monitoring and shared good practices (European Commission, 2012). (EIPAHA, 

2012-2018) 

 The WHO is taking the lead in advocating for a comprehensive public health action 

on population ageing.  It moves from a disease focus and considers Healthy Ageing 

from the perspective of the functional ability that enables older people to live 

according to their values and priorities. Their functional ability is determined not 

only by the intrinsic capacity of the individual, but also by the physical and social 

environments they inhabit. Both themes should be the focus of societal action. 

(WHO, 2015).  

 

 Parallel to these actions, in 2015 the world united around the 2030 Agenda for 

Sustainable Development, pledging that no one will be left behind and that every 

human being will have the opportunity to fulfil their potential in dignity and 

equality. The WHO Global strategy and action plan on ageing and health (the 

Strategy) adopted by WHO’s MS in 2016 provides a policy framework to ensure 

that the global response to population ageing is aligned with this ambitious 

development agenda. The Strategy is built on the new WHO conceptualisation of 

Healthy Ageing outlined in the World Report on Ageing and Health 2015. (WHO, 

2015-2017). This work will be enrich and supported by the forthcoming Decade 

for Healthy Ageing (2020-2030).  

Despite these ambitious initiatives, frailty is not yet sufficiently prominent within the 

public health agenda and there is an urgent need to implement more widely the evidence 

based support to make frailty prevention a public health priority and to reorganize health 

and social care services accordingly.  

The concern for this situation motivated the EC and many of the MS to co-fund, in the 

2015 call of the Third European Health Programme of the European Union 2014-2020, 

the first JA on the prevention of frailty: ADVANTAGE (European Commission, 2015).  

This work is timely as it addresses the increasing demands for social and health care from 

the burden of CD, frailty, disability and older age, which are a central priority for the EU 

and its MS.  (ADVANTAGE JA Consortium, 2018 on press) 



9 
 

 

1.4 The Frailty Prevention Approach document 

 
The FPA document is the synthesis of how ADVANTAGE JA Consortium understands the 

way of dealing with the prevention and management of frailty at EU level. It is also a 

proposal to request the EU policy decision makers to follow-up our recommendations to 

cope with the demographic change and related frailty disability. 

The FPA document has been informed by two main sources shortly described below.  

 

A) The State of the Art Report on Frailty (SoAR) 

The first practical step towards the FPA was the preparation of the document: the State 

of the Art Report on Frailty (SoAR) to provide an overview of evidence of what works and 

what does not work on frailty prevention and management. The SoAR reported the 

results of a systematic review of the literature, as well as a scan of EU-funded research 

projects, good practices and grey documents from participating MS. SoAR results were 

presented as answers to 13 key questions. It was released in December 2017. 

 

B)  MS Baseline Situation Report on the Prevention and Management of Frailty  

In addition, partners collected information about the current approaches (strategies, 

policies, programmes, actions, unmet needs) that address frailty in the participating MSs 

and their regions by a specific survey aimed at key informants. The collection and analysis 

of information took place between September 2017 and May 2018. 

Our aim for 2018 has been to conceptualise and build the rationale for a European 

framework for a frailty prevention and management policy and for implementing the 

ADVANTAGE JA recommendations. To this end we finished collecting the MS information, 

analysed, discussed and used it in combination with the SoAR results to understand how 

participant MSs compare with our recommendations. The analysis of all this information 

has been reflected in this FPA document.  

We recognize, among other limitations, the lack of consensus around the definition of 

frailty and ways of identifying and measuring it in different settings, and the widely 

diverse health and social care systems across the EU. Despite these drawbacks we 

acknowledge that there is sufficient information on which to build a common evidence 

based approach for addressing frailty prevention and management in Europe.  

The FPA will provide guidance on how to strengthen national /regional capacities an 

accelerate national/regional efforts to set up or further develop a frailty prevention policy 

in the participating MS.  Tn concrete terms the FPA will give support on a number of 

areas. See Box below. 
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AREAS WHERE THE FPA WILL GIVE SUPPORT  

 

 Identify national/regional areas of action on frailty and position these within the MS 

health priorities.  

 Set national/ regional objectives and deliverables for the specific areas of action. 

 Implement proven interventions to reduce risk factors for frailty. 

 Implement proven interventions to manage frailty at individual level. 

 Implement proven interventions to train the health workforce. 

 Measure progress and results, taking into account proposed indicators. 

 Advance action beyond the health sector through multi-sector co-operation. 

 Promote international collaboration and cooperation across regions within 

participant MS to transfer and scale-up best practices. 
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2. KEY QUESTIONS and CHALLENGES 
 

2.1 What is Frailty?  
 

The concept of frailty is a recent one, dating from the last quarter of the 20th century. The 

definition of frailty is still under debate. It is a heterogeneous condition with a spectrum 

of severity. ADVANTAGE JA partners have agreed that, irrespective of a given definition, 

the concept of frailty must include five core attributes: 

1. Characteristics (multiple conditions, complexity, relationship to ageing, and a specific 

trajectory that may be modifiable). 

2. Pathogenesis (a multi-causal process that includes the malfunction of several 

systems due to intrinsic and extrinsic factors that results in loss of reserve and 

homeostasis). 

3. Triggers (stressors).  

4. Vulnerability for adverse outcomes.  

5. Phenomenon (characterized by its heterogeneity, fatigue, fluctuating nature and 

difficulties in predicting the stages of a progressive pathway).  

When defining frailty three different approaches have been raised: A) the clinical (a 

clinical state or geriatric syndrome), B) the functional (losses in human functioning, 

alterations in several domains of function and reduction of activities) and C) the 

multidimensional one (frailty covers different domains including the physical, cognitive 

and psychosocial domains). (Junius-Walker U et al. 2018) 

From the many different frailty definitions used in the publications and projects reviewed, 

only the 2015 WHO definition fully incorporates the first four attributes that are 

uncontroversial. ADVANTAGE JA has decided to adopt this definition:   

“Frailty is a progressive age-related decline in physiological systems that results in 

decreased reserves of intrinsic capacity, which confers extreme vulnerability to stressors 

and increases the risk of a range of adverse health outcomes.” (WHO, 2015). 

Frailty is a potentially modifiable condition that can regress spontaneously to a robust 

(non-frail) state, especially in its early stages, although little is known about how 

frequently this can happen without intervention. More advanced frailty states are less 

likely to be modifiable.  

2.2 How common is frailty? 
 

Frailty is common with a global weighted prevalence of approximately 11% in people 

aged over 65 living in the community and 50% in older people living in nursing homes 

(Collard et al., 2012).  
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This may be a reasonable average but since frailty is age-related and ageing rates are 

highly variable across and within countries, particularly in relation to socio-economic 

status, the issue for individual MS is not so much the rate at a certain age as the age above 

which on average a rate is likely (of for example 11 %). 

Where you live and receive care are also important factors in frailty.The prevalence of 

frailty reported in multiple studies on community cohort samples ranges from 2% to 60%, 

depending on factors such as the age of the population studied and the frailty assessment 

instrument or classification used.  

There are fewer studies from other settings. They indicate that frailty is more frequent in 

primary care and outpatient settings (30%), the rate reaching more than 50% of 

inpatients in hospital wards and over 50% of residents in long-term care facilities. 

A study in Italy found the following risk factors for frailty: older age; female gender; 

obesity; cardiovascular disease; osteoarthritis; low levels of vitamin D in blood; smoking; 

loss of vision; dependence in activities of daily living; cognitive impairment; low monthly 

income and poor physical performance (Trevisan et al., 2017).  

Living with multiple chronic health conditions puts individuals at risk of becoming frailer. 

The amount of medication an individual is taking in order to manage those conditions can 

also be associated with a risk of frailty and a deterioration of frailty status. 

 

2.3 What are the consequences of frailty? 

 
Frailty can have an important impact on affected individuals, their families, the health 

and care system and society. 

 It constitutes a condition of greater risk of adverse health outcomes, such as falls, 

hospitalization, disability and death.  

 It identifies groups of people in need of extra social attention and support and at 

higher risk of dependency. 

 It is of concern to impact the clinical decisions and clinical management of CD, 

and conditions requiring specialist treatments including surgery, cancer and renal 

replacement therapy among others.  

 The predictive value for negative outcomes has been confirmed irrespective of 

assessment instruments, target populations, and settings.  

 It requires a multi-dimensional and multi-disciplinary approach and timely 

interventions.  

 Frailty and multi-morbidity are both associated with increased health and care 

resource use and related costs that could be avoided. 
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2.4 How can frailty be screened? 
 

ADVANTAGE JA supports the evidence based recommendation of opportunistic screening 

of all persons older than 70 years receiving health care at any level of the system. (Morley 

et al., 3013), (ADVANTAGE SoAR, 2017) 

Many instruments have been proposed to screen for frailty.  

ADVANTAGE JA proposes the use of screening tools that fulfill four characteristics:  

 Quick to administer (taking no more than 10 minutes to complete).  

 Do not require special equipment.  

 Have been validated. 

 Are meant for screening. 

These are met by the following instruments: 

 Clinical Frailty Scale (CFS); Edmonton Frail Scale (EFS); Fatigue, Resistance, Ambulation 

Illness, Loss of Weight Index (FRAIL Index); Inter-Frail; Prisma-7; Sherbrooke Postal 

Questionnaire; Short Physical Performance Battery (SPPB); Gait Speed or Study of 

Osteoporotic Fractures Index (SOF). (ADVANTAGE JA SoAR, 2017) 

 

2.5 How can frailty be diagnose and assess? 

 

Frailty is viewed as a continuum of changes in intrinsic capacity, preceded by a pre-frail 

state, where early intervention is more likely to reverse frailty or delay progression to 

frailty (Rodríguez-Mañas and Walston, 2017).  

An issue of interest is how best to identify trajectories that lead from a robust state to 

frailty and disability, as there are inter-individual variations in this pathway.  

As the aim of diagnosing frailty is to take action to prevent functional decline and 

disability, assessing frailty status is a controversial issue in patients with established 

disability.  

Frailty status in older adults without disability should be determined using a validated 

scale in the context of a CGA performance. 

 ADVANTAGE JA proposes the following as frailty diagnostic instruments: a validated 

frailty index based on the cumulative deficit model of frailty, and the Frailty Phenotype 

of the Cardiovascular Health Study (CHS).  

 

2.6 How can frailty be managed? 
 

To properly manage frailty at an individual level a Comprehensive Geriatric Assessment 

(CGA) has to be undertaken. It has to be followed by an individualised care and support 

plan which addresses current and anticipated needs and care preferences, includes 
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advice on physical activity, reducing risk of falls, and adequate nutrition, reviews 

medication and considers the support needs of carers.  These components are briefly 

described below: 

 

Comprehensive Geriatric Assessment (CGA) 

The frailty assessment can inform what type of care and support may be appropriate for 

an individual. The Comprehensive Geriatric Assessment (CGA) is currently the gold 

standard for the management of frailty and its associated interventions (Morley et al., 

2013).  

CGA is a process that includes a multi-dimensional holistic assessment of an older 

person’s health and wellbeing, and leads to the development of a care and support plan 

which is revised and re-assessed at appropriate intervals, in collaboration with the older 

person and the family or the informal caregiver. It allows structuring the specific actions 

needed to be adopted by different professionals according to the range of problems 

identified and the treatment goals with the frail individual and his/her caregiver or 

relative. 

For everybody, those without or at risk of losing capacity to make autonomous decisions 

about their care, anticipatory care planning can clarify what an individual’s wishes and 

values are and communicates them to their health care providers and caregivers. This 

makes more likely that an individual receives at the end of life the type of care they would 

have chosen for themselves.  

 

Exercise/physical activity 

In order to reduce frailty it is necessary to act on one of its main risk factors: inactivity. 

Interventions that have focused on physical activity have demonstrated its effectiveness 

in delaying and even reversing symptoms of both frailty and disability.  

There is evidence on the positive effects of multicomponent exercise programmes on the 

functional ability and the overall health of frail people. The most frequently used program 

consists of endurance, flexibility, balance, and resistance training performed with low to 

moderate intensity, in 30 to 45 minute sessions, three times a week. Exercise seems to 

be more effective in earlier stages of frailty than on its later stages. (ADVANTAGE JA SoAR, 

2017), (Theou et al. 2011)  

In addition, several clinical trials, show that frailty responded positively to structured 

exercise programs of strength training, consisting on low to medium exercise load (from 

30% -low- to 60-70% -medium- of maximum intensity). The duration of the trials was 

extremely variable, from eight weeks minimum to a year and a half maximum, but even 

the shortest trial duration produced an increase in strength. (Cadore at al., 2013; Pahor 

et al., 2014) 



15 
 

Physical exercise can also mitigate some of the consequences associated with frailty, 

especially the highly prevalent issues of falls by focusing on improving and maintaining 

balance, strength and mobility. 

Evidence shows that physical exercise is more useful if combined with a nutritional 

programme (Theou et al., 2011). 

 

Nutrition 

There is sufficient evidence that nutrition and frailty are related and that following an 

adequate diet reduces the risk of becoming frail; thus the nutritional status should be 

assessed in frail and pre-frail patients using a validated tool such as the Mini Nutritional 

Assessment (MNA) and advise on an adequate nutrition plan. 

By following a healthier diet, such as the Mediterranean Diet,, older adults can decrease 

their risk of becoming frail, and optimal nutrition can slow the progression of frailty. 

Furthermore, adequate nutrition is an important way to promote healthy ageing and 

therefore prevent frailty. Nevertheless, we need to establish specific guidelines and 

implementation strategies which are not easy. 

Frail older patients who are at high risk of falls or fracture and with a 25‐OH vitamin D 

level < 30 ng/ml should receive doses of 20 to 25 µg/day (800 a 1000 IU/day) of vitamin 

D (Bruyère et al., 2017).  

 

Polypharmacy 

Polypharmacy is associated with increased rates of mortality, disability, hospitalization, 

and emergency department visits in frail and pre-frail older adults. Furthermore, frailty 

increases the risk of side effects from drug treatments.  

Polypharmacy (especially when more than 10 medicines are taken) should be monitored 

in these patient subgroups to optimize health outcomes (Bonaga et al., 2017). 

Tools and strategies to reduce inappropriate polypharmacy should be used to decrease 

costs and medication side effects in frail populations (Morley et al., 2013). The most 

widely used include the Beers, STOPP‐START and Laroche criteria (Kaufmann et al., 2014) 
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3. FRAILTY IN THE EU AND PARTICIPANT MS   
 

3.1 The State of the Art on Frailty  
 

ADVANTAGE JA partners summarized and analyzed the evidence obtained from four 

sources of information: peer-reviewed articles, grey documents, good practices identified 

at European level and EU funded projects. The main results are presented in the SoAR as 

answers to key questions that stakeholders might ask when trying to understand how to 

best address frailty such as: What is frailty?; Why is it a public health problem?; What is 

the relationship with chronic diseases?; How can frailty be prevented?; How should 

health care and social systems adapt to address frail patients? (ADVANTAGE SoAR,2017)   

 

3.2 Degree of frailty action development in participating MS 

 
Information from the “21 MS’s Background frailty situation reports” was used to compare 

the current situation (based on the MS surveys) against evidence based knowledge, as 

summarized in the SoAR recommendations. Each participant MS was allocated to a given 

category for each of the frailty areas considered. The same process was conducted for 

the workforce training and research components.  

The process resulted in a number of tables per topic area which reflected the degree of 

frailty prevention actions being implemented by each participating MS. The information 

from the analysis is described in the “Topic Specific Frailty Situation Reports”. 

The following categories, depending on the extent of frailty actions, were agreed by the 

Consortium: 

 Basic: Nothing is going on in the MS in relation to that item. 

 Fair: Something is being done in some places of the MS.  

 Well developed: relevant interventions/programmes are being carried out in 

many parts of the MS. 

 Advanced: there is a national strategy on that item. 

 Sustainable: there is an evaluated national strategy or an agreed plan to 

sustain it. 

Some overall results are worth highlighting 

 Participant MS have already begun to implement health policies that address 

demographic change and healthy ageing, and in a number of them even focusing 

on frailty prevention and long term care. However, this has been done in a very 

ad hoc and heterogeneous way, achieving different results, ranging from the 
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development of whole systems to provide integrated care for older people to 

partial programs that focus on some of the many components of frailty.  

 Participant MS use different definitions and understand frailty from different 

perspectives and so have developed different conceptual frameworks and actions 

(ADVANTAGE JA MS frailty profile documents 2018). 

For the purpose of classifying MS according to the degree of development of frailty 

actions only 12 key issues of the topic areas analysed by partners were selected. This 

decision was taken due to lack of data or inconsistency of analysis across some topics. As 

training and research are important enablers but not intrinsic to the care pathway / 

model of care they have not been included in this analysis. 

The next step was to allocate MS to the different degrees of development for the 12 

topics selected from the MS survey.  

All topics were considered equally important. Colours were given to the different degrees 

of implementation as shown in the box below.   

 

 COLOUR ASSIGNED DEGREE OF 

DEVELOPMENT  

 SUSTAINABLE 

  ADVANCED 

 WELL DEVELOPED 

 FAIR 

 BASIC 

 

The result of depicting MS according to these colours and degree of implementation are 

shown on next pages.  

Table 3. DEGREE of DEVELOPMENT by FRAILTY TOPIC FOR EACH MS 

Table 4. GLOBAL DEGREE of DEVELOPMENT CATEGORY FOR EACH MS 

Table 5. MS ASSIGNED TO CLUSTER CATEGORIES by FRAILTY DEVELOPMENT 

Figure 1. MAP SHOWING CLUSTER of MS by FRAILTY DEVELOPMENT 
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Table 3. DEGREE of DEVELOPMENT by FRAILTY TOPIC for EACH MS  

           AREA 

MS 

DEFINITION EPIDEMIOLOGY IDENTIFICATION SCREENING 

TOOLS 

DIAGNOSIS PREVENTION NUTRITION PHYSICAL 

EXERCISE 

SOCIAL 

CARE 

PRIMARY 

CARE 

HOSPITAL 

CARE 

INTERMEDIATE 

CARE 

Austria             

Belgium             

Bulgaria             

Croatia             

Cyprus             

Finland             

France             

Germany             

Greece             

Hungary             

Ireland             

Italy             

Lithuania             

Malta             
Netherlands             

Poland             

Portugal             

Romania             

Slovenia             

Spain             

UK             
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Table 4. GLOBAL DEGREE of DEVELOPMENT of FRAILTY ACTIONS FOR EACH MS 

       DEGREE 
MS 

SUSTAINABLE ADVANCED WELL  
DEVELOPED  

FAIR BASIC 

Austria      

Belgium      

Bulgaria      

Croatia      

Cyprus      

Finland      

France      

Germany      

Greece      

Hungary      

Ireland      

Italy      

Lithuania      

Malta      

Netherlands      

Poland      

Portugal      

Romania      

Slovenia      

Spain      

UK      

 

Criteria used for the assignment to these categories is shown in box below: 

CRITERIA DEGREE OF DEVELOPMENT 

3 topics minimum in this category SUSTAINABLE 

6 topics minimum in this category ADVANCED 

4 topics minimum in this category 

Or 2 topics in this category & 2 

topics in superior category 

WELL DEVELOPED 

5 topics minimum in this category FAIR 

Majority of topics in this category  BASIC 

 
Clustering MS following the criteria mentioned above helps to identify a pattern across 

the EU that might prove useful to develop ideas on how to support transfer of practices 

and accelerate the implementation of the frailty prevention policy framework. 

Furthermore, it will be useful to develop the specific roadmaps and to facilitate the 

bilateral discussions with MS that will take place in 2019 to support the FPA 

implementation.  
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Following the assignment of each MS in a final status category, the participant MS were 

aggregated in the following clusters. See Table 5 and Figure 1. 

 

TABLE 5. MS ASSIGNED TO CLUSTER CATEGORIES BY FRAILTY DEVELOPMENT 

 

CATEGORY CLUSTER 

 

MEMBER STATES ASSIGNED TO EACH CATEGORY 

SUSTAINABLE none 

ADVANCED Finland, France, Italy, Spain, United Kingdom 

WELL DEVELOPED Belgium, Ireland, The Netherlands, Poland 

FAIR Austria, Cyprus, Germany, Greece, Malta, Portugal, 

Romania, Slovenia 

BASIC Bulgaria, Croatia,  Hungary, Lithuania 

 

 

Figure 1. MAP SHOWING CLUSTER of MS by FRAILTY DEVELOPMENT 
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3.3 Best practices/ pilot experiences in MS that can be scaled up 
 

A total of six examples and best practices/ pilot experiences from participant MS that are 

at an advanced stage of development have been identified.  

 Three are examples of comprehensive integrated models of care implemented at 

scale across the whole pathway in Finland, France and UK.  

 A further three examples highlight good practice models of continuity and 

coordination of primary care that have been implemented to an advanced level 

in some regions of Italy, Spain and the Netherlands  and where the MS has shared 

some evidence about impact.   

The examples illustrate many of the elements of effective models of care that were 

highlighted in the SoAR. (ADVANTAGE JA SoAR, 2017) 

They sought to transform the philosophy of care from reactive services provided to older 

people towards preventative, anticipatory and coordinated care and support at home 

delivered with older people and their caregivers.   

These case studies can be used as a source of inspiration for policy makers, managers, 

professionals and in general stakeholders. The models of care implemented have an 

empirical evidence base and may be spread, scaled up and transferred to other regions 

and MSs as part of a comprehensive and integrated system to prevent and manage frailty. 

 

 

3.4 Policy levers and public health resources to support the FPA 
 

To realise the anticipated benefits, the models of care/ FPA recommendations must be 

adapted to fit with the organisational and cultural context of the specific regions or MS if 

anticipated benefits want to be achieved. There are many levers, barriers and enablers 

that need to be considered to understand “how” to successfully contextualise, adapt and 

transfer a complex intervention such as integrated care for frailty.  

 

These models of care featured in the ADVANTAGE JA report share many common success 

factors. The paramount importance of understanding context and of adopting both a 

person centred and population based approach is clear in all cases. The following enablers 

were common: 

 Strong political support 

 Legislative frameworks 

 Financial incentives   

 Leadership and support to change the professional culture  

 Screening and risk prediction tools to select frail older people for interventions  

 Person centred and holistic approaches 
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Although all of the effective models of care have their starting point in primary care, 

managing established frailty and multi-morbidity requires a more intensive 

multidisciplinary approach that is well integrated with hospital services.  
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4. ACTIONS TOWARDS A FRAILTY FREE EU: KEY MESSAGES 
 

4.1 General Principles  
 

ADVANTAGE JA recommends cross-government commitment to identify and address the 

health impacts of frailty. To this end we present the FPA recommendations as key 

messages for actions towards a frailty free EU. The ADVANTAGE JA Consortium believes 

that the adoption and application of these key messages within the health and social 

policies of the participating MS will contribute to a reduction in frailty related disability at 

the individual and population level in Europe. 

However, we acknowledge the heterogeneity of the MS health and social care systems 

and diverse societies in a scenario of demographic change and economic constraints 

across the EU. 

These key messages are grounded in scientific knowledge, are assertive and avoid 

controversial statements whenever further research is needed or results are unclear. 

They are the result of the debates and consensus among the Consortium partners based 

on a sound literature search and the analysis of the MS frailty questionnaires results.  

Spreading these key messages will enhance evidence driven policy decisions on frailty 

prevention and management.  

 

4.2 Key Messages 
 

ADVANTAGE JA recommendations for action towards a frailty free EU are summarize as 

key messages. They are listed in Box and described below. 

RECOMMENDED ACTIONS TOWARDS A FRAILTY FREE EU 

 Make frailty prevention a public health priority at EU level. 

 Involve civil society and a wide range of stakeholders. 

 Ensure Policy is both person centred and population focused. 

 Embed systematic screening to enable timely identification of frail older people. 

 Offer prevention and early intervention based on CGA to optimise function. 

 Design and deliver integrated person centred models of support and services. 

 Support adequate training of the health and care workforce. 

 Invest in research and evaluation on frailty. 

 Support adoption of ICTs and technological solutions. 
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Make frailty prevention a public health priority at EU level 

Frailty is very common, although the prevalence reported varies considerably contingent 

on factors such as the definition used, the age of the population studied and the frailty 

assessment instrument/classification used. However, frailty is not an inevitable 

consequence of ageing. At any age cut-off, frailty affects only the minority of older 

people. This strongly suggests that it might be modified. It may be prevented and treated 

to foster a longer and healthier life. In addition, it has a clear negative impact on the costs 

of health and care services. 

Frailty is not yet commonly understood as a public health problem and societal challenge 

in Europe and national strategies and aims for frailty already in place are far from uniform 

across the MS.  

There are a number of compelling reasons for frailty to be a greater public health priority. 

They are described in Box below. 

REASONS FOR FRAILTY BE A GREATER PUBLIC HEALTH PRIORITY 

From an Epidemiological perspective 

 The high prevalence of frailty and of risk factors that increase risk of becoming frail. 

From a Preventive perspective 

 It may be reversible with the implementation of specific interventions including exercise, adequate 

diet and nutritional supplementation.   

 The identification of frailty in routine care to implement preventive interventions against age-related 

conditions is pivotal. This is possible using existing clinical tools. 

From a Clinical perspective 

 It confers a greater risk of adverse health outcomes, such as falls, hospitalization, disability and 

death. 

 An integrated holistic approach rather than a disease centred approach is needed to address frailty 

prevention properly and effectively. 

From a Societal perspective 

 It identifies groups of people in need of extra clinical and social attention and additional support and 

care due to the high risk of dependency.  

From a Financial perspective 

 To better allocate the resources and support prevention programmes and efficient management 

programme. 
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Involve civil society and a wide range of stakeholders 

We need to increase awareness in the civil society at large and more specifically in in 

older people and their families, patients, and informal carers of the need and benefits of 

taking action on frailty. Civil society is very diverse and is active in different ways and the 

voice of patients and their carers is useful to support such a campaign.  

 

ADVANTAGE JA can partner intelligently with various public facing bodies to share and 

support our aims and to take action on recommendations. Civil society has the power to 

influence behaviour and decision making by individuals and by organisations and 

institutions that are involved.  

 

Our aim is to co-produce a narrative with people who have lived experience of frailty, 

their families and carers. This has been at the heart of a  “Face up to Frailty “ engagement 

campaign and messages  to be used by policy leads, advocates, professionals, and cross 

sector organisations in the five Spanish Autonomous Regions participating in ADVANTAGE 

JA.  Similar work is underway in the UK.  

 

From this platform we have developed a call to action for the JA participants MS to 

contribute to the European campaign that will be launched at the Madrid Forum on 13th 

December 2018.  

 

 

THE FACE UP TO FRAILTY CAMPAIGN AIMS 

 

 Support people to share their stories about living with frailty. 

 Help people and professionals from all sectors to understand what they can do to 

prevent and manage frailty.   

 Provide visibility to the ADVANTAGE JA recommendations among health and care 

workforce, policy makers, managers and older people, their relatives and their 

carers.  

 Have civil society contributing to implement ADVANTAGE JA recommendations and 

have tangible results in everyday life.  

 Raise awareness of the impact of frailty for individuals, families, communities and 

systems.  

 Build readiness for the Decade for Healthy Ageing aligned with the WHO Strategy 

and action plan, transforming ageing into an opportunity for sustainable 

development. 
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Ensure Policy is both person centred and population focused  

There are three complementary approaches which should be adopted:  

a) The individual perspective: Strategies that target quality of life with 

interventions for the individual affected by or at risk of developing frailty, their 

relatives and their caregivers. 

b) The population perspective: Strategies that target public health with a focus on 

societal, organisational and system strengthening issues to build efficient and 

sustainable systems of care.   

c) The environmental perspective: Strategies with a focus on a comprehensive 

approach that goes beyond care to help address daily issues such as access to 

basic services, shopping, social interaction, leisure activities, health promotion 

activities, etc. 

Models of care for older people should blend these approaches. They should be holistic 

and not disease centred and address the physical, cognitive and psychosocial care and 

support required to prevent functional decline, frailty and disability while enabling them 

through suitable environments and removal of barriers to integration. 

 

Embed systematic screening to enable timely identification of frail older 

people 

Multi-morbidity, disability and frailty are distinct clinical entities that are causally related, 

often associated and that may overlap. All three occur frequently and have important 

clinical consequences. However, what really affects quality of life is function and not 

disease, and the best predictor of function is frailty.  

To prevent disability in older age and support healthy ageing the first step is to identify 

the population group at the highest risk that could benefit most from an intervention 

aimed at delaying or reversing disability and dependence. These are the pre-frail and frail 

individuals.  

Many instruments have been proposed and are used to identify (screen and diagnose) 

frail individuals in clinical practice and for population level frailty detection programs. 

From all tools available, ADVANTAGE JA proposes those that fulfill certain characteristics.  

 For screening: Clinical Frailty Scale; Edmonton Frailty Scale; Fatigue, Resistance, 

Illness, Loss of Weight Index (FRAIL Index); Gait Speed; Inter-Frail; Prisma-7; 

Sherbrooke Postal Questionaire; Short Physical Performance Battery (SPPB) and 

Study of Osteoporotic Fractures Index (SOF).  

 For diagnosis: In the context of performing a CGA, Frailty Index of accumulative 

deficits, Frailty Phenotype and Frailty Trait Scale.  
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It is recommended to screen opportunistically for frailty in populations aged over 70 years 

old, giving the possibility of designing and implementing preventive, population-based 

interventions targeting identified risk factors.   

As frailty is highly prevalent in Europe and is very much associated with disability, 

monitoring its evolution seems to be relevant. No country in Europe has yet adopted a 

systematic process for the surveillance or monitoring of this condition. This might be 

facilitated by including a specific code for frailty in a future revision of the International 

Classification of Diseases (ADVANTAGE JA supports this approach) or MS/Regions 

adopting local codes for frailty e.g. England NHS. 

 

Offer prevention and early intervention based on CGA to optimise function 

Early stages of frailty are the most appropriate target for intervention because they are 

more likely to be reversible. 

Individual interventions, in every setting of care, often share a three-step structure: 

1. Frailty screening to identify pre-frail or frail older persons. 

2. Use of diagnostic tools to diagnose frailty. 

3. A CGA to assess individual needs and develop multidimensional interventions 

to match these needs in the frame of individual care plans. 

Primary care has been identified as the preferred healthcare context to identify physical 

health problems and risks and as such to potentially screen and monitor for frailty at 

population level and coordinate the specific components of frailty interventions (both for 

prevention and treatment).  

These include identifying the person's life situation and habits, and tailor the actions to 

promote health and functional capacity based on person’s needs. Advice on adequate 

physical activity and falls prevention, adequate nutrition, healthy lifestyles, medication 

review and update of vaccines according to individual needs.  

Social aspects such as family links, social network, values, and daily habits should also be 

considered.  

 

Deliver integrated person centred models of support and services 

The current evidence supports the case for a more holistic and integrated model of care 

for frailty, blending a chronic care approach (frailty viewed as a chronic entity with 

education, enablement and rehabilitation to optimise function, particularly at times of a 

sudden deterioration in health, or when moving between home, hospital or care home.  

In all care settings, these approaches should be supported by comprehensive assessment 

and multidimensional interventions tailored to modifiable physical, psychological, 

cognitive and social factors and appropriate to the goals and circumstances of the 

individual.   
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Integrated care has emerged as a potential effective way to improve outcomes for people 

living with chronic and complex physical and mental health conditions. However, few 

integrated care programmes have been specifically designed to prevent and manage 

frailty. 

As a complex and multidimensional entity of increased vulnerability, frailty requires a well 

coordinated response by many different professionals and providers from health care, 

social care, housing, independent and community sectors. 

Effective models of care for frailty intervention should incorporate a number of 

components. They are listed in Box below.  

 

COMPONENTS OF EFFECTIVE MODELS OF CARE FOR FRAILTY 

 A single entry point in the community, generally in Primary Care.  

 Use of simple frailty specific screening tools.  

 Comprehensive assessment and individualised care plans, including for caregivers. 

 Tailored interventions by an interdisciplinary team, both in hospitals and community.  

 Case management and coordination of support across the continuum of providers.  

 Effective management of transitions between care teams and settings.  

 Shared electronic information tools and technology enabled care solutions.  

 Clear policies and procedures for service eligibility and care processes.    

 

 
Support adequate training of the health and care workforce 

Demographic change  means the health and social care workforce needs to be prepared 

notably to meet the challenges of working with an increasing number of older people  

and with frailty and putting emphasis on a comprehensive approach. 

To deliver quality care for a frail individual, a clinician should understand the concept of 

frailty, be able to screen for and assess it, and, understand how to implement or refer for 

the relevant interventions. 

The workforce should be trained to apply CGA for all older people who would benefit 

from it. All older people living with frailty should have personalised care plans that 

address their current and future needs and preferences. 

However, health and care professionals are often unprepared to deliver the holistic, 

anticipatory and functionally oriented care and support that older people require. 

Initiatives addressing continuous professional education on ageing, frailty and disability 

should be further promoted. 
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Increased education and training in frailty and enhanced knowledge and expertise in 

treating people living with multiple long term conditions are essential if we are to have a 

workforce that can meet the health care needs of our changing and ageing society.  

Changes in education and training are required so that health and care professionals are 

prepared for the challenges and opportunities of interdisciplinary and community-based 

working. 

Primary care has been identified as the preferred healthcare context to identify physical 

health problems and risks. Therefore general medical practitioners and community 

nurses, in order to deliver quality management of a frail individual, should understand 

the concept of frailty, be aware of its epidemiology and be able to screen for frailty and 

assess it when it is present, and, finally, to recommend successful interventions. 

 

Invest in research and evaluation on frailty 

Health and care policy makers, funders and providers need high-quality evidence to 

inform decisions and comparable data to plan, design and finance interventions and 

models of care to meet the changing needs of the population.  

Further research is needed to increase our understanding of the nature of frailty, to 

improve screening and diagnostic tools, and to test the effectiveness and cost-

effectiveness of specific interventions. 

Researchers working in this area will need to build consensus around the common 

diagnosis and measurement of frailty to enable greater comparability between studies. 

Frailty research should encompass basic research; epidemiological studies on prevalence, 

incidence and frailty trajectories; validation of screening and diagnostic procedures; 

clinical trials on specific interventions on frailty (clinical and health service research 

evaluations on approaches to incorporating the identification of frailty and modification 

of treatment for other medical and surgical conditions);  trials of information and 

communication technologies ; combinations of community and social care interventions 

and intermediate care services between hospital and community; and training of the 

workforce. 

 

More research is needed across Europe to evaluate the existing programmes, and to build 

evidence base for future screening and intervention actions. 

More research is needed to determine which older people would benefit most from more 

intensive interventions in primary care.  

 

Support adoption of ICTs and technological solutions 

A wide range of technological solutions have been developed to enable older people to 

remain independent at home, support caregivers, facilitate remote monitoring and self-
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management, provide decision support, and improve information sharing and 

coordination of services. Examples include the CareWell, FrailSAFE, PERSILLA European 

projects.  

Embedding screening and clinical decision support tools in existing Electronic Health 

records might be useful. 

There is evidence that here are substantial potential benefits from the use of ICTs with 

older people especially for aspects of smart home technologies and monitoring of chronic 

conditions. Data collection can be of great use for monitoring and evaluation. 

Technology solutions may help communication and continuity of care and improve the 

coordination of care transitions between different levels of care. 
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5. A FRAMEWORK FOR POLICY ACTION 
 

5.1 Framework 
 

This Framework establishes the supporting structure, ideas and principles around which 

effective policy on frailty can be built. Characteristics taken into consideration have 

been: 

 The ADVANTAGE JA key messages. 

 The vision, principles and line to take for interventions according to the SoAR 

evidence based recommendations. (Box 2). 

 The need to adapt to each MS circumstances and priorities. (Box 3). 

 The rationale that helps building the Frailty case. (Box 4). 

 

Box 2. KEY ISSUES CONSIDERED FOR THE FRAILTY POLICY FRAMEWORK 

VISION 

ADVANTAGE JA vision is an EU where older people live well and remain independent for 

longer. 

PRINCIPLES 

Equality, to ensure services are provided in an integrated way where this might reduce 

health inequalities. 

Value older people and combat ageism to counteract misconceptions, negative attitudes 

and assumptions about older people which are serious barriers to developing good public 

policy on ageing and health. 

Empower civil society, to help in defending people’s rights, bringing their needs directly 

from the ground to the forefront in decision-making processes and empowers them to 

have more control over their lives. 

Inclusion, as an attitude and approach that embraces diversity and acknowledges special 

needs of older people. 

Dignity and respect for older people. 
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KEY RATIONALE PILLARS 

Demographic ageing is one of the most serious challenges that Europe is currently facing.  

Older people are at greatest risk of becoming frail and developing disability. 

Frailty is a public health priority in the EU which will benefit from a common action.  

Frailty is not an inevitable consequence of ageing and thus, may be prevented and treated 

to foster a longer and healthier life.  

Frailty is a strong predictor of relevant adverse outcomes. 

Ageing, frailty and disability pose crucial challenges to the well-being of individuals and to 

the health care systems that need to be address at EU level.  

A number of significant and feasible changes introduced in the health and social areas will 

ensure older people are better off and will strengthen the delivery of care tailored to 

current and future demographic challenges and health needs. 

The ADVANTAGE JA work, which crystalizes in the FPA for the EU, will help to this end. 

LINE TO TAKE FOR FRAILTY INTERVENTION 

All actions to prevent and manage frailty, both at individual and population level, must be 

evidence based. In this regard:  

 ADVANTAGE JA provides evidence based advice on how to screen, diagnose and 

manage frailty at the individual level and how to proceed at population level. 

 ADVANTAGE JA provides recommendations for health care systems to adopt 

monitoring procedures, test population screening programmes and adapt their 

health and social care system to deliver structured, integrated and individualized, 

technologically enabled and coordinated multi-professional interventions across 

the continuum of care. 

Frailty interventions must be tailored to MS needs and circumstances. Further information 

can be consulted in box 3. 

Activities within the health and social sector must be integrated and coordinated. In order 

to make a comprehensive and efficient work plan to address frailty, efforts must be made 

to jointly work with a wide range of stakeholders including the community and government 

agencies.  

Pursue a “health in all” policies approach. 

Frailty actions should enhance synergies with programmes for management of CD, 

dementia, palliative care and falls and bone health. Creating a separate “vertical approach” 

around frailty should be avoided. 

Pursue having well educated health and social care professionals. 
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BOX 3. KEY ISSUES TO BE CONSIDERED FOR FRAILTY INTERVENTION AT MS LEVEL 

The JA has considered the MS background situation to craft a common frailty prevention 

policy framework for older people in the EU.   

Participant MS have already begun to implement health policies that address 

demographic change and healthy ageing, and in a number of them even focusing on frailty 

prevention and long term care. But, this has been done in a very ad hoc and 

heterogeneous way, achieving different results, ranging from the development of whole 

systems to provide integrated care for older people to partial programmes that focus on 

some of the many components of frailty.  

Thus, interventions as reflected in the ADVANTAGE JA documents have to be adapted to 

better meet the needs, priorities and circumstances of each particular MS or region.  

When developing a specific frailty Roadmap, MS are advised to consider the following 

determinants in the organization of health and social systems as they might be a 

facilitator or a barrier for implementing frailty prevention policies: 

 Structure and function of the healthcare and social care system.  

 The degree of coordination between care settings. 

 The degree of integration of care between providers. 

 The funding system and budget provision. 

 The organization and roles of both the primary care team and the hospital 

professionals. 

 

 

 

BOX 4. ARGUMENTS TO SUPPORT BUILDING THE CASE FOR FRAILTY 

HEALTH ARGUMENT 

Frailty is a public health issue.  

Frailty is preventable and can be treated.  

Frailty is a strong predictor of adverse outcomes. 

Frailty needs to be seen as part of the broader health system strengthening agenda. 

Frailty needs to be seen as a crucial part of the demographic challenge. 

ECONOMIC ARGUMENT 

Frail patients impose large but often preventable costs on health and social care 

budgets and overall economy.  



34 
 

MS can expect a further rise in the costs of treating frailty and disability in the coming 

years.  

Not all desired actions will be affordable. There is a need to focus resources on 

priorities Not everything that is done represents value for money. Health interventions 

must focus on allocating scarce financial and human resources to preventing, or at least 

postponing or mitigating, frailty and its consequences. 

POLITICAL ARGUMENT 

Political leaders who take substantial action now to prevent and control frailty in the 

EU/ MS will make a significant and recognised contribution to a sustainable care system 

and to social and economic growth in their communities.   

The political credibility of leaders might be enhanced or diminished depending on the 

actions taken, or not taken, to respond to ageing/frailty. 

 

5.2 Roadmaps for action at MS level 
 

Definition 

A roadmap is a strategic plan that defines a goal or desired outcome, and includes the 

major steps or milestones needed to reach it. Road-mapping is the strategic process of 

determining the actions, steps and resources needed to take an initiative from vision to 

reality. In our case Roadmaps try to help make operational a frailty prevention policy in 

the participant MS. 

 
Characteristics 

For future reference the following characteristics for defining a Roadmap have to be 

considered by the MS: 

 A clear and concise strategic rationale that supports the case. 

 A high-level plan, defining an overarching strategic objective and capturing the 

major steps planned to achieve that objective. 

 A communication tool that helps translate the strategy.  

These Roadmaps will illustrate how to get from A to Z (from current state to future state 

of frailty interventions) drawing on examples of more advanced design or 

implementation for topics that cover: prevention, screening, clinical management, 

system pathways / care models, education and research.  

Each MS will be able to identify priorities on which to focus from the analysis of the MS 

frailty profiles options identified. This will enable Beneficiaries to develop an MS specific 

frailty Roadmap, but one that supports an EU response. 



35 
 

Each MS will be able to add interventions from a wide menu of identified options suited 

to their own circumstances. For example, some MS will need to include much stronger 

measures for some topics in their Roadmap than others.  

 

The FPA document seeks to be a future reference for any region, country or MS which 

seeks to respond to the ageing and frailty challenge. Depending on their own 

circumstances they may find it useful to follow the recommended Framework and 

Roadmap to advance their policies on frailty. 

 
Next steps 

The next stage for ADVANTAGE JA in 2019 is facilitating the participating MS to reflect on 

these key messages and identify and develop the significant elements in their own health 

and care context that are required to ensure an optimal response to older people’s health 

and care needs, including frailty and disability. 

A series of steps are required to finalise the process of weaving the ADVANTAGE JA 

recommendations into a common Frailty Policy. This will be the basis of the 2019 work 

but the overall process and expected outcomes are described below:   

• Analysis of background frailty situation and a preliminary allocation of 

development level for each MS has been done by the Consortium.   

• Each participating MS will be invited to comment on the overview report and 

their assigned Cluster Group and on the recommended Roadmap.   

• The draft background documents will be forwarded to MS individually and 

asked for comments before considering a final version to be used publicly. 

• Details of the Roadmap, tailored to their individual MS needs and priorities 

will be chosen by the MS from a menu of potential actions.  

• The Consortium will facilitate the cooperation of participating MS to identify 

and define key elements in their own communities to ensure an optimal 

response of the health and social system to older peoples´ health needs, 

including frailty and disability. 
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6. CONCLUSIONS 
 

Frailty is a common condition that affects the quality of life of older adults, their families 

and caregivers, and the sustainability of our health and social care systems. 

These are sound reasons to place Frailty as a public health priority and policy makers, 

managers and professionals should react accordingly. 

ADVANTAGE JA vision is an EU where older people live well and remain independent for 

longer.  We have used ADVANTAGE JA Consortium knowledge and expertise to comment 

on the findings of the State of the Art on Frailty and the current situation on participant 

Regions and MS regarding interventions to deal with frail older people. We have reached 

consensus on what is paramount to address frailty at EU level, and set recommendations 

for action towards an EU frailty free Europe. 

All actions to prevent and manage frailty, both at individual and population level, must 

be evidence based. In this regard:  

 ADVANTAGE JA provides evidence based advice on how to screen, diagnose and 

manage frailty at the individual level and how to proceed at population level. 

 ADVANTAGE JA provides recommendations for health and care systems to adopt 

monitoring procedures, test population screening programs and adapt their 

health and social care provision to deliver structured, integrated , individualized, 

technologically enabled and coordinated multi-professional interventions across 

the continuum of care. 

The FPA document seeks to be a future reference for any region, country or MS which 

see themselves identified with the ageing and frailty challenge. 

 

25th November 2018 
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Annex 1. GLOSSARY 
 

Active ageing: the process of optimizing opportunities for health, participation and 

security in order to enhance quality of life as people age. 

Assessment: the action of making judgement about something. It refers in this context to 

screening and diagnosis of frailty. 

Comprehensive geriatric assessment: a multidimensional assessment of an older person 

that includes medical, physical, cognitive, social and spiritual components; may also 

include the use of standardized assessment instruments and an interdisciplinary team to 

support the process. 

Chronic condition: a disease, disorder, injury or trauma that is persistent or has long-

lasting effects. 

Disability 1: any restriction or lack (resulting from an impairment) of ability to perform an 

activity in the manner, or within the range, considered to be normal for a human being. 

The term disability reflects the consequences of impairment in terms of functional 

performance and activity by the individual.  

Disability 2: difficulty with carrying out activities of daily living (ADLs), such as meal 

preparation, shopping and managing household finances, which becomes more 

prevalent with age. 

Drug: a chemical substance used as a medicine. It is consider that drug is a US term and 

that in the EU we use “medicine” or “pharmaceutical product”. 

Functional ability: the ability to perform activities of daily living, including bathing, 

dressing, and other independent living skills, such as shopping and housework. Many 

functional assessment tools are available to quantify functional ability. 

Frailty: a geriatric syndrome which can be regarded as a progressive age-related 

deterioration in physiological systems that results in extreme vulnerability to stressors 

and increases the risk of a range of adverse outcomes including care dependence and 

death. 

Geriatric syndrome: the multifaceted dynamics between underlying physiological 

change, chronic disease, and multi morbidity can also result in health states in older age 

that are not captured at all by traditional disease classifications and that are therefore 

often missing in disease-based assessments of health. These are commonly known as 

geriatric syndromes, although there is still some debate as to what disorders these 

include. 

Good practice: is a practice that has been proven to work well and produce good results, 

and is therefore recommended as a model. It is a successful experience, which has been 

tested and validated, in the broad sense, which has been repeated and deserves to be 

shared so that a greater number of people can adopt it. 
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Intrinsic capacity: the composite of all the physical and mental (including psychosocial) 

capacities that an individual can draw on at any point in time. 

Long term care: the activities undertaken by others to ensure that people with a 

significant ongoing loss of intrinsic capacity can maintain a level of functional ability 

consistent with their basic rights, fundamental freedoms and human dignity. 

Management: to bring about or succeed in accomplishing, sometimes despite difficulty 

or hardship. In this context it refers to treatment and prevention of frailty. 

Multi-morbidity:  the co-ocurrence of two or more chronic medical disorders in one 

person at the same time. It can lead to interactions between disorders; between one 

disorder and treatment recommendations for another; and between drugs prescribed for 

different disorders. As a result, the effect of multi-morbidity on functioning, quality of life, 

and mortality risk might be much greater than the individual effects that might be 

expected from these disorders. 

Older person: a person whose age has passed the median life expectancy at birth. The 

UN agreed cut-off is 60+ years to refer to the older or elderly persons. Within the elderly 

population, further classification like oldest old (normally those 80+) and centenarian 

(100+) and even super-centenarian (110+) are also made. 

Prevalence: an epidemiological measure of the proportion of cases of a disease that are 

present in a particular population at a given time, whereas incidence refers to the number 

of new cases that develop in a given period of time in a defined population. Incidence can 

also be expressed as the proportion of a population that develops the disease in a given 

period of time. 

Polypharmacy: the simultaneous administration of multiple drugs (medication) to the 

same patient. 

Road-mapping: the strategic process of determining the actions, steps and resources 

needed to take an initiative from vision to reality. 

Reablement: is a short and intensive service, usually delivered in the home, which is 

offered to people with disabilities and those who have frailty or are recovering from an 

illness or injury. The purpose of reablement is to support people who have experienced 

deterioration in their health and/or have increased needs by enabling them to relearn 

the skills required to keep them safe and independent at home. Individuals who benefit 

from reablement programs often experience greater improvements in physical 

functioning and improved quality of life compared with using standard home care 

 

 

 

 

.  
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MEMBER STATE PARTNERS (acronym)  

 

SPAIN 
 
 

Servicio Madrileño de Salud – Hospital Universitario de Getafe (SERMAS-
HUG) (COORDINATOR) 

Asociación centro de excelencia internacional en investigación sobre 
cronicidad (KRONIKGUNE) 

Consejería de Salud de la Junta de Andalucía (CSJA) 
 

Fundación para la investigación del hospital clínico de la Comunitat 
Valenciana (INCLIVA) 

AUSTRIA 
 
 
 

 

 
Medizinische Universität Graz  
(MUG) 
 

BELGIUM 
 
 

 
Institut Scientifique de Sante Publique  
(WIV-ISP) 
 

BULGARIA 
 
 

Natsionalen Centar po Obshtestveno Zdrave i Analizi  
(NCPHA) 
 

CROATIA 
 
 
 

Hrvatski Zavod za Javno Zdravstvo 
(CIPH) 
 

CYPRUS 

 
 

 
Ministry of Health of the Republic of Cyprus  
(MOH) 
 

FINLAND 
 
 
 

 
Terveyden Ja Hyvinvoinnin Laitos  
(THL) 
 

FRANCE 
 
 
 

Agence National de Santé Publique (ANSP) 
 

Ministère des affaires sociales et de la Sante (MASSDF) 

GERMANY 
 
 
 

 
Medizinische Hochschule Hannover  
(MHH) 
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GREECE 
 
 
 

 
Company of Psychosocial Research and Intervention (SPRI) 
 

Panepistimio Patron (UPAT) 
 

HUNGARY 
 

 
 

 
Ministry of Human Capacities of Hungary  
(MHC) 
 

IRELAND 
 

 
 

 
Health Service Executive – National University Galway Ireland (HSE-
NUIG) 
 

 
ITALY 
 

 

Agenzia Nazionale Per I Servizi Sanitari Regionali (AGENAS) 
 

Istituto Nazionale di Riposo e Cura per Anziani (INRCA) 
 

Istituto Superiore di Sanità (ISS) 
 

Regione Marche (ARS) 
 

Università Cattolica del Sacro Cuore (UCSC) 
 

LITHUANIA 

 
 
 

 
Lietuvos Sveikatos Mokslu Universitetas 
(LSMU) 
 

MALTA 
 

 
 

 
Ministry for the Family and Social Solidarity  
(MFSS) 
 

NETHERLANDS 
 

 
 

 
Rijksinstituut voor Volksgezondheid en Milieu  
(RIVM) 
 

NORWAY 
 
 

 
Folkehelseinstitute  
(NIPH)  
 

POLAND 
 
 

 
Narodowy Instytut Geriatrii Reumatologii i Rehabilitacji Im.prof .dr hab. 
Med. Eleonory Reicher (NIGRiR) 
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PORTUGAL  
 

 
 

 
Ministerio da Saude – Republica Portuguesa  
(DGS) 
 

ROMANIA 
 

 
 

Centrul National de Sanatate Mintala si Lupta Antidrog (CNSM) 
 

Scoala Nationala de Sanatate Publica, Management si Perfectionare in 
Domeniul Sanitar Bucuresti (SNSPMPDSB) 
 

Universitatea Babes-Bolyai (UBB) 
 

SLOVENIA  
 

 
 

 
Nacionalni Inštitut Za Javno Zdravje  
(NIJZ) 
 

UNITED KINGDOM  
 

 
 

 
NHS Lanarkshire  
(NHS) 
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DISCLAIMER   

 

This publication arises from the Joint Action ADVANTAGE, which has received funding 

from the European Union, in the framework of the 3rd Health Programme, under the 

grant agreement n° 724099. This document reflects only the authors’ views and neither 

the European Commission nor any person on its behalf is liable for any use that may be 

made of the information contained herein. 

A total of 200 copies have been printed for the Madrid ADVANTAGE JA Forum. 

 

Project tittle: Managing Frailty. A comprehensive approach to promote a disability-free 

advanced age in Europe: the ADVANTAGE initiative. 
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