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Abbreviations

A&E Accident & Emergency

AA Active Ageing

AACC  Autonomous Communities or Regions
ADL Activities of Daily Life

BDCAP Primary Healthcare Clinical Data Base
CFS Clinical Frailty Scale

CGA Comprehensive Geriatric Assessment
CI Confidence Interval

CMBD MBDS (Minimum Basic Data Set)
EFS Edmonton Frail Scale

EMR Electronic Medical Record

EU European Union

FI Frailty Index

FPA Frailty Prevention Approach

FTS Frailty Trait Scale

FTS-5 FTS-5 Frailty Trait Scale-5

GS Gait Speed

IADL Instrumental Activities of Daily Living
ICOPE Integrated Care for Older People

ICT Information and Communication Technologies
ICU Intensive Care Unit
m/s Metres per second

MNA Mini Nutritional Assessment
MNA-SF Mini Nutritional Assessment - Short Form
NHS National Health System

OSA Overall Subjective Assessment
PHC Primary Healthcare
Sec Seconds

SHCN  Spanish Healthy Cities Network

SHPP Strategy for Health Promotion and Prevention in the NHS (Spanish
National Health Service)

SNHS Spanish National Health Service

SOF Study of Osteoporotic Fractures
SPPB Short Physical Performance Battery
Td Tetanus-Diphtheria

TUG Timed Up and Go Test

UN United Nations

WHO World Health Organisation

UPDATE OF THE CONSENSUS DOCUMENT ON PREVENTION OF FRAILTY
IN ELDERLY PEOPLE (2022) 7



REPORTS, STUDIES AND RESEARCH



Executive summary

In 2013 the Inter-territorial National Health System (NHS) Council approved the
NHS's Strategy for Health Promotion and Prevention, aiming to improve health
and prevent illnesses, injuries and disabilities. One of the five main activities prio-
ritised was to prevent functional decline and promote health and emotional well-
being in elderly people by strengthening the intervention coordination effect of
health, social and community services. To fulfil this objective, the Frailty and Falls
Prevention Working Group drew up the "Consensus document concerning the pre-
vention of frailty and falls among elderly people" approved by the Inter-territorial
Council of the NHS in 2014. This document focused on frailty approach, the im-
portance of early diagnosis and the need for interventions within the health care
system, especially in primary healthcare. Since then, the proposed measures have
been implemented in several Autonomous Comunities or Regions (AACC) and are
in the process of being implemented in the remaining ones. The document needs
to be updated according to the new data since a number of years have passed since
its publication.

The update that follows proposes the recruitment of people aged 70 and over
both in the health care sectors, mainly primary healthcare, and also within non-he-
alth care or community sectors with subsequent referral to health centres, with
some specific characteristics that are described in the document.

To assess the people entering the programme, the Barthel Index is used to
rule out the presence of any established moderate-severe dependency, as they will
benefit from other specific programmes.

A fall risk assessment is then carried out together with a functional assessment
with a performance tests, or FRAIL scale when these tests are not possible, which,
if positive, detect the people with a high frailty risk, indicating in this case the spe-
cific interventions within the scope of a Comprehensive Geriatric Assessment
(CGA). As a result of these assessments, an individualised intervention, or thera-
peutic and care plan, will be drafted with the implication of the patient, including
at least a multi-component physical exercise programme, nutritional recommen-
dations and a medication review. Furthermore, depending on the results of the as-
sessments, there may be other interventions that, while not specifically related to
frailty, can improve the lives of people affected by frailty, for example promoting
emotional well-being care or fall prevention. The development of such measures
must be supported by the communities and their health care resources.

Evidence shows that a definitive diagnosis should be made using a test such as
Fried's Frailty Phenotype, FTS-5 or the Frailty Index (FI), but given their low current
use in primary healthcare and the difficulties in implementing them in some settings,
it has been agreed that diagnostic confirmation should be done at a later date.
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Sometimes it may be necessary to refer a patient to hospital for assessment,
preferably in the geriatric ward when possible. Appropriate coordination between
the different care levels is essential, with integrated, patient-centred care.

People with high frailty concerns should be reassessed every 6 months and
non-fragile people should be reassessed every year. Healthy lifestyles programmes
will be advocated for all the people who enter the programme through the "Com-
prehensive advice on lifestyles linked to community resources for adults".

The implementation of this update will be assessed at least every two years
aiming that by 2025 at least 80% of the AACC will have introduced the programme.
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1. Introduction

The ageing population and increasing longevity is one of the greatest achievements
and constitutes a real challenge for the transformation of health systems to meet
the new requirements of the population. The opportunities presented by this demo-
graphic transition are as vast as the contributions that an active and healthy ageing
population can bring to society.

These opportunities will reflect the ability our society has to, as a whole, in-
crease not only the life expectancy of the population, but also to ensure that the in-
creased life expectancy is lived healthily.

Our country tops the list of countries with the longest life expectancy in the
world, standing at 83.8 years in 2019 (86.6 for women and 80.9 for men)[', but other
neighbouring countries are ahead of us in terms of life expectancy and good health?!,

The present challenge is therefore to act on modifiable factors and interven-
tions, such as frailty, to promote the maintenance of functional abilities and there-
fore contribute to limiting the development of disabilities or dependency.

The "Consensus document on the prevention of frailty and falls in the elderly
people"B), approved by the Inter-territorial National Health System Council on 11
June 2014, was the first document that specifically gathered all the existing litera-
ture related to the management of frailty and falls. Its objective was to provide the
guidelines to facilitate the detection and interventions concerning frailty and the
risk of falls in the elderly people, to prevent and/or delay functional decline, as
well as to promote health among people over 70 years old. The assessment of its
implementation can be found in Annex 1.

The aim of this document is therefore to compile the available evidence ga-
thered by the ADVANTAGE Joint Action to facilitate the early detection and ma-
nagement of frailty within primary healthcare (PHC), and facilitate the coordination
with other healthcare levels and community resources involved in the care of el-
derly people. It contributes in terms of tackling frailty as a public health priority,
as indicated in the "Roadmap for frailty approach"™ developed by the ADVAN-
TAGE Joint Action and the Frailty and Falls Prevention Working Groups of the
Strategy for Health Promotion and Prevention for the NHS (SHPP). The early de-
tection and prevention of fall risks will be updated soon. Until then the previous
document remains in effect?!.

This document is intended for health professionals, professionals with ma-
nagement and policy-making skills, and professionals in other areas related with
elderly people. These recommendations have a wide range of action, including the
whole health system (public and private health centres, public health services,...),
including a particular emphasis on PHC, socio-health-care systems, residential and
community environment.
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The SHPP frailty and falls prevention work group has been clear throughout
the elaboration of this document underlining that it should contribute to the pro-
motion of healthy ageing and be a person-centred care system. Its goal is to con-
tribute to a uniform approach concerning frailty, improving its prevention, detection
and management, emphasising that frailty is preventable, treatable and reversible.

1.1. Strategic and legal framework

This document is part of the Strategy for Health Promotion and Prevention of the
National Health System (SHPP), approved during the plenary session of the Inter-
territorial NHS Council on 18 December 2013, and drafted within the Strategy for
Addressing Chronic Illness of the NHS framework!"!.

The SHPP provides the overall framework that allows the progressive develop-
ment of interventions aimed at improving health and preventing illnesses, injury and
disabilities. It has a comprehensive approach, focusing on life and fairness, taking into
account the environment where people live their daily lives in order to promote health,
protect and enable the maximum health potential and illness prevention taking into
account the whole population. Not only does it address risk factors, but it also promotes
protective and facilitating factors for health improvements, taking into account the
strengths and capabilities of the people, the community and its "assets" in general.

This document also takes into account the legislative framework within the
basic health law: Article 43 of the Spanish Constitution. Law 14/1986 of 25 April
1986, General Health. Law 16/2003, of 28 May, on the cohesion and quality of the
National Health System (NHS). Law 39/2006, of 14 December, on the promotion
of independence and care for dependent people, article 21 of which establishes the
legal bases for the prevention of dependency and defines the regulations of 23 April
2013 and 25 July 2013 of the Secretary of State for Social Services and Equality.
Royal Decree 1030/2006, of 15 September, which defines the National Health
System's services and the procedures for updating them; Annex II includes the me-
thod towards promoting and preventing in health care services and, more specifi-
cally, for PHC, recognising this care level as the first and initial care level that
guarantees overall and continuous care for all patients; throughout their lives, in-
cluding health promotion and disease prevention measures, aimed at individuals,
families and the communities, in coordination with other levels and areas involved,
such as the social and educational systems. Law 33/2011, of 4 October, General
Law on Public Health. Royal Decree-Law 16/2012 on urgent measures to guarantee
the sustainability of the NHS and improve the quality and safety of its services,
setting the essential care services of the National Health System, which determines
the uniform preventive care measures throughout the country. Royal Decree-Law
7/2018 of 27 July on universal access to the National Health System (NHS).
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It is also aligned with a number of international strategies and policies deve-
loped to address major health challenges such as the increase in ageing populations
and the growing incidence of chronic illnesses.

The drafting of the document has therefore taken into account the global ob-
jective set in 2011 by the United Nations (UN) General Assembly regarding the
prevention and control of non-transmissible illnesses, "25 by 25", which aims to
reduce premature mortality associated with non-transmissible illnesses by 25% by
the year 2025. As well as the 2030 Sustainable Development Agenda™®, adopted
by the UN in 2015, which includes Goal 3 "Good Health and Well-being" aimed
at ensuring healthy living and promoting well-being. To reach this objective, the
targets number 3.4, which calls for reducing premature mortality from non-trans-
missible illnesses by a third by 2030, through prevention and treatments, and pro-
moting mental health and well-being. The Decade of Healthy Ageing 2020-2030
Plhas also been kept in mind, where older people will be at the heart of the plan
that will bring together the efforts of all the actors involved in order to improve the
lives of older people, their families and the communities. This is the second global
strategy action plan of the World Health Organisation (WHO) on ageing and health,
which follows up on the United Nations’ Madrid International Plan of Action on
Ageing which agreed to adopt a global Plan of Action "to respond to the opportu-
nities and challenges of population ageing in the XXI century and to promote the
development of a society for all ages". It follows the time-line of the 2030 Sustai-
nable Development Agenda and the Sustainable Development Goals (SDGs)®l.

The Decade of Healthy Ageing is based on the Global Strategy regarding
Ageing and Health (2016-2030)1%, which foresees multi-sectoral measures to in-
troduce lifespan approaches focused towards healthy ageing in order to promote a
longer and healthier life without any disabilities.

Management of frailty is closely in line with the objective of maintaining in-
dependence and autonomy as we get older. Set out in the policy and action guide-
lines proposed by the WHO, known as Active Ageing (AA)!''!, and Healthy
Ageingl'?, it defines Healthy Ageing as the process of promoting and maintaining
functional capacity (including a person's intrinsic capacities, the environmental
conditions that can affect their abilities, and the interactions between the person
and those conditions) that enable well-being during old age.

Furthermore, the European Union gave priority to the promotion of active
ageing throughout life in the "Health 2020" strategy, and in the framework of the
Third action programme of the Union concerning health between 2014-2020 with
de development of ADVANTAGE Joint Action™!. This first joint action focused on
frailty, with the participation of 22 Member States and 38 organisations led by
Spain. Its objective was to define a common strategy for Europe, contributing to a
uniform approach towards the prevention, detection, assessment and management
of frailty, with the overall purpose of promoting healthy ageing. Among the main
results of the ADVANTAGE Joint Action there is the Frailty Prevention Approach
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(FPA)!1 document, which includes the main findings of literature reviews, as well
as clear and precise recommendations to implement these findings and address
frailty, not only in terms of prevention, but also in terms of detection and treatment,
in an effective and uniform manner across Europe.

The FPA is a handbook document for Europe to strengthen national capaci-
ties, to accelerate efforts, and to develop Healthy Ageing policies focusing on pre-
vention and frailty approach. FPA recommendations are presented in ten work
domains or work areas that include all the activities that should be undertaken by
any relevant authority interested in frailty approach, as well as a theoretical justi-
fication, possible indicators and good practices examples.

In our country, ADVANTAGE results were expressed in the "Roadmap for
Frailty Approach”®], drafted by the ADVANTAGE Joint Action and the SHPP
frailty and falls Prevention Work Group. It was approved by the Public Health
Commission in 2019. It includes six actions to be implemented in the coming years:

1. Making frailty a public health priority

2. Promote on a wide scale how to deal with frailty (including prevention,

early detection among the population and surveillance/monitoring)

3. Promote management/addressing of frailty individually (including preven-

tion, early individual identification, diagnosis and management)

4. Establish and continually improve an organized and coordinated care

system frailty approach

5. Facilitate sustainably the training of professionals dealing with frailty and

ageing (including professional training, pre-and post-graduate and conti-
nuous training)

6. Strengthen research capacities on ageing and frailty

In order to benefit not only the elderly, but society as a whole.

1.2. State of the Art Report on frailty

Frailty, a nosological condition with less than 25 years of recorded history, has gained
increasing relevance and prominence in relation to population ageing and epidemio-
logical changes. As a result, the main clinical manifestation consists of functional
impairments and a large number of illnesses, emphasising on the importance of main-
taining autonomy and functional abilities in spite of the illness itself.

Frailty has been defined many times. The most recent definition, established
by the WHO and adopted by the ADVANTAGE Joint Action, defines it as "Frailty
is an identifiable decline in physiological systems that results in decreased reserves,
confers extreme vulnerability to stressors and increases the risk of a range of ad-
verse health outcomes such as disability, institutionalization, hospitalization and
death"!'231, This definition focuses on functionality and not on the diagnosis of
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the illness. A growing number of studies suggest that, among elderly people, this
is the best predictor of adverse events such as falls, hospitalisation, disabilities and
death, regardless of other parameters such as co-morbidities!'3 31 Tt also has an
impact on the management of chronic illnesses and enables the identification of
high-risk groups needing social support or care!'l. Given the challenges of an
ageing population, and especially in the current context caused by the COVID-19
pandemic, there is a need to re-direct the system to place the individual and the
maintenance of functional abilities at the centre of health care. The challenge is
to promote the preservation of functional abilities by limiting the development of
disabilities and dependency, addressing those factors that are modifiable and the-
refore subject to interventions, such as frailty.

Until very recently, there were no data on the prevalence of frailty in Spain
and it became necessary to work using international data. Most of the available
data were collected using Fried's Frailty Phenotype model, including the national
data that was already available. The incidence increases exponentially with age
and is more common in women than in men, with approximately a 2:1 ratio.

The prevalence of frailty in Spain is of 18% (95% CI 15-21%), according to
a recent meta-analysis that included mostly individuals aged 65 years and over,
being somewhat lower in local community studies 12% (95% CI 10-15%) and
much higher in non-community settings 45% (95% CI 27-63%)!!6.. This data, to-
gether with the progressive population ageing in Spain, highlights the importance
of frailty, as it is associated with age, which does not mean that it cannot be pre-
vented, identified and reversed.

If we take into account the longitudinal studies carried out in Spain' using
the frailty phenotype, the prevalence in the 70-75 age group is 2.5%-6%, in the 75-
80 age group it is 6.5%-12%, in the 80-85 age group it is 15%-26%, and above 85
years old it is 18%-38%!!7.

It is therefore a syndrome with a high prevalence and potentially significant
consequences, not only in terms of life quality, but also in terms of the use of health
and social resources''’], with a potential impact on the sustainability of these
systems. According to data from the FRADEA study, in Spain, it’s estimates show
a yearly cost of around €2,500 for each frail person, double the cost of an elderly
non-frail person!'®],

But the good news is that it is not inherent to the ageing process itself, but
that it is potentially reversible, even spontaneously, especially in the early stages.
Early detection and diagnosis of frailty is therefore essential. It has been proven
to be effective and has validated resources available for this outcome!'3].

1 The ETES (Toledo Study of Healthy Ageing) in Toledo, PENAGRANDE in Madrid, FRADEA
(Frailty and Dependency in Albacete) in Albacete, LEGANES in Madrid, FRALLE (Frailty in
Lleida) in Lleida.
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As for early detection, ADVANTAGE!"! recommends the Short Physical
Performance Battery (SPPB), Gait Speed (GS) or the FRAIL Scale as being the
most widely used in this field, in addition to the Clinical Frailty Scale (CFS), Ed-
monton Frailty Scale (EFS), Inter-Frail, Prisma-7, Sherbrooke Postal Questionnaire
or the Study of Osteoporotic Fractures (SOF) Index Scoring (SOF).

As for diagnosis, it recommends the Frailty Index-FI based on the cumulative
model of frailty, Fried's Frailty Phenotype or the Frailty Trait Scale-Short Form
(FTS-5), developed and approved in Spanish population that offers some advanta-
ges over the other two, including its better predictive capacity and the possibility
to monitor the patient's evolution31!%],

If no definitive screening and diagnostic methods are available, assessment
methods should be chosen according to the characteristics of the population, the
goals of the assessment and the clinical and health care context.??l. ADVANTAGE
suggests those that meet these four characteristics: quick to administer (less than
10 minutes), do not require special equipment, have been validated and are intended
for detection.

Frailty decline has been shown to be effective and cost-effective in promo-
ting longer and healthier lives. A comprehensive geriatric assessment (CGA) is re-
commended for its management, allowing a therapeutic and healthcare plan to be
drawn up in consultation with the patient, tailoring interventions to their needs.
Multi-factorial actions are more effective than individual ones and should focus on
lifestyle choices, physical exercise, nutrition, chronic condition management and
medication review to promote independence and prevent adverse events!'l.

In addition, an integrated and interdisciplinary approach is essential, star-
ting in PHC and coordinated with social services, communities, intermediate care
and hospital centres!*. WHO calls this concept the Integrated Care for Older Pe-
ople (ICOPE)!, which involves a comprehensive approach of the needs for each
patient presenting or at risk of frailty and, of course, once they are disabled. This
organisational model requires two essential factors: coordination between agents
and levels of care and continuity of care across these levels. This will allow to adapt
to the changing needs of patients with chronic and potentially disabling conditions,
who will require various levels of care, both social and health care. Transitions wi-
thin the health system and with other settings require special attention.
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Figure 1: Integrated care and support model for the prevention and management
of frailty.

Integrated model of care and support to prevent and manage Frailty
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It should not be forgotten that a life course perspective is fundamental for the pro-
motion of healthy ageing, through the promotion of healthy lifestyles, comprehen-
sive lifestyle counselling starting before birth and throughout all stages of life,
supported by community resources and promoting healthy living environments.
An equity approach is also fundamental, taking into account that older people are
a diverse group of people and that many of the social factors or their living condi-
tions are particularly relevant for the promotion of healthy ageing and the preser-
vation of their functional abilities. It is essential for everyone to be able to reach
their full health potential, leaving no one behind.

To address frailty, it is also needed to take gender approach into account
and to understand the differences between men and women in terms of ageing.
Men live less longer, but with a higher life quality than women. It is also important
to be aware of the need to fight against ageism or age discrimination, as it can have
negative consequences on the health of older people!??.

The training of health-care professionals and the development of research
are key to this process!"l.

Although there were no scientifically proven interventions against frailty be-
fore, we have seen the publication of large scale studies in recent years which,
using randomised clinical trials, and therefore providing the best possible evidence
in clinical research. They have shown that interventions related to physical exercise
programmes are able to prevent and treat frailty, both in external®1?4 and hospita-
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lised patients?”!, a particularly relevant group given the enormous impact of hos-
pitalisation on the functional abilities of the hospitalised patients.

Overall, healthy, independent life span or, in WHO terms, "healthy ageing"
is the priority to be pursued in ageing research, and knowledge about frailty is the
most important and reliable tool to achieve this objective. Traditional research ap-
proaches often fail when working with such complex issues such as ageing and
frailty because they are too simplistic. The collaborative and complementary mul-
tidisciplinary approach is the only way to respond to future challenges.

The main challenges when dealing with frailty and promoting healthy ageing
in our country are presented in the above mentioned "Roadmap for frailty appro-
ach”Bl,

1.3. Socio-demographic data

Our country has one of the highest life expectancies in the world, which stood at
over 83.8 years in 2019 (86.6 in women and 80.9 in men)!'], although in the absence
of functional limitations or disability, the number of years in good health, forecast
at birth is of 69.4 for men and 70.4 for women. Other countries around us are ahead
of us regarding the number of years in good health!?!. The challenge is therefore to
promote the preservation of functional abilities by limiting the occurrence of disa-
bilities and dependence, acting on the factors that are modifiable and, therefore,
subject to action, such as frailty.

According to data from 2019, in Spain 9,057,193 people (56.8% women)
were aged 65 years old and over, representing 19.3% of the population®®.. This fi-
gure is expected to reach 25.2% in 203327 and 34.6% in 20661%%), Similarly, if this
tendency is maintained, the dependency ratio (the ratio, in percentage, of the po-
pulation aged under 16 years old or over 64 years old compared to the population
aged between 16 and 64 years old) could go up from 54.2% currently to 62.4% in
203307,
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Figure 2 shows the pyramid population projections for Spain between 2018 and
20681271

Figure 2 Population projections for Spain by sex and age, 2018-2068?"
Source: Population projections 2018. Office for National Statistics

In addition, the "ageing of ageing" is increasing, with 6.1% of the total population
over 80 years old and 16,303 people over 100 years old??°.

Elderly people represented 28.5% of the population in rural areas (<2,000 in-
habitants) compared to 18.5% in urban areas, but in greater number in the latter
(6,923,244 in urban areas, 770,580 in rural areas). There are differences between
Regions. Those with more than 21% of elderly people are: Asturias, Castile and
Leon, Galicia, Basque Country, Cantabria and Aragon®],

The usual form of living for older people is as a couple without anybody else
(49.2% men, 32.3% women). 17.8% of all men and 31% of women live alone,
slightly increasing in recent years, although to a smaller extent than in other Euro-
pean countries®?®l. It was estimated that 333,920 people lived in care homes, with
a specific "over-ageing" characteristic compared to elderly people living with their
families, with people aged 80 years old and over representing 79% of the total re-
sidential population, with an average age of 86 years old®.

In terms of their health, 45.4% of elderly people said their health was good
or very good (52.3% men, 40% women), but they accounted for 45.9% of hospital
discharges and 57.9% of hospital admissions, leading to longer hospital stays, es-
pecially among men. Before the pandemic, people over 65 accounted for 86% of
deaths, of whom more were men than women®l.
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1.4. Frailty and COVID-19

The COVID-19 pandemic has caused an unprecedented health and social crisis,
with a particular impact on elderly people. Frailty has been identified as a risk
factor for the development of severe SARS-CoV-2 infections and death. COVID-
19 has shown to be a weakening illness, not only because of its own effects, but
also because of the mobility restriction measures that have had to be implemented,
which led to the deterioration of functional abilities among elderly people. It should
also be noted that frailty and other geriatric syndromes may present similar
COVID-19 symptoms.

Therefore, a document was drawn up entitled "Recommendations on how to
address frailty during a health crisis generated by COVID-19"B%, which amended
the Consensus Document! for the situation generated by the COVID-19 pandemic,
highlighting early detection in PHC as a key element of the response from which
the rest of the actions will derive. In addition, it aimed to facilitate alternatives
when face-to-face attendance within the health system is not possible, reinforcing
support from community's resources with subsequent referral to the health system.
Many of these recommendations will be integrated to this update.

1.5. Methodology

The drafting of this document has been the result of the work and discussions and
consensus meetings of the SHPP Frailty and Falls Prevention Work Group, taking
into account the most relevant and up-to-date scientific evidence concerning frailty.
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2. Programme development
proposal

The core element of this programme consists in early detection of frailty among
people aged 70 and over, in PHC or community settings, with subsequent refe-
rral to the health system (primarily PHC, in coordination with hospital care when
appropriate), followed by a specific intervention to reverse frailty or prevent its
consequences.

2.1. Proposal for early detection and interventions
related to frailty in primary healthcare

The health system is the main resource for early detection of frailty and is essential
for definitive diagnosis and follow-up.'3l. When face-to-face care is not possible,
the use of the telephone or other technologies (remote care, video-calls, etc.) should
be considered to maintain follow-up appointments, without forgetting in-person or
home care whenever possible, or a combination of them.

Recruitment will be carried out, preferably in PHC, by nurses or, alternati-

vely, by medical professionals.

- Onarandom basis for people aged 70 years and over who come in for any
medical reason.

- Active detection, for people aged 70 and over, integrated in certain esta-
blished programmes (e.g. "care programmes for patients or elderly people
with chronic conditions" or by setting up procedures to provide care by
telephone through regular calls when in-person care is not possible).
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Figure 3: Algorithm for dealing with frailty in the health care environments.

Source: own document
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PC- Primary Care; CGA: Comprehensive Geriatric Assessment

The groups of people that should be included to the programme for early detection
of frailty by performing the Barthel Index that assesses Activities of Daily Life
(ADLs) (Annex 2) will be defined.
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- Anyone with a Barthel Index score of 90 or above will be included to the
programme.

- Those with a score of below 90 do not meet the inclusion criteria for
this programme, as they will benefit from referral to other care program-
mes for illness or dependency, which are well established in all AACC, in
accordance with the existing consensus that frailty is a prior condition be-
fore disability or dependency®!l.
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In addition, early detection of frailty is carried out using performance
tests (Annex 2), as well as the fall risk assessment (Annex 3) following the al-
gorithm designed by the "Consensus document on the prevention of frailty and
falls in the elderly"®! published in 2014, to which some adjustments have been
made based on current evidence, as detailed hereafter.

- The preferred tests to be used will be:

0

The Short Physical Performance Battery (SPPB), validated and stan-
dardised in our settings®?!, which combines balance, Gait speed and
standing up from a chair tests. A high frailty probability is assumed for
individuals with an SPPB <10.

Gait Speed (GS) across 4 metres. People with GS <0.8 m/s have a high
frailty probability.[*3. Ideally, the test should be carried out over 6 me-
tres, but the scientific evidence supports the possibility of carrying out
the test over 4. Due to the feasibility of the test for organisational and
spatial constraints in PHC, this 4 meter recommendation is maintained.

Both are on an equal level as both allow classification of patients needing

prioritised multi-component physical exercise interventions, through pro-

grammes such as VIVIFRAIL?, which will be commented on further on.
- Other options to be used:

0o

Timed Up and Go Test (TUG)?*. Some publications have shown it
to be a better fall risk prognosticator with a cut-off points above 20 and
for frailty with cut-off points between 10-20. The cut-off point used in
the previous document was >20 to determine a high frailty probability,
although a cut-off point > 12 would seem more in line with the current
literature available, and is therefore modified as part of this up-
date.B3IB6I371 Ag an alternative, some multicomponent physical exercise
programmes, such as the VIVIFRAIL programme, do not consider exer-
cise in relation to frailty assessment within TUG, but do consider it in
relation to the fall risk.

FRAIL scale. It is recommended by ADVANTAGE!"*! and Fisterra™
and has the advantage of being completed in less than two minutes in
person or by telephone and does not require any space for its imple-
mentation. It assesses tiredness, endurance, mobility, multi-morbidity
and weight loss. Each element is scored with 1 point if it occurs, and
the total sum is obtained. Typically, scores of 1 or 2 have been used as
indicator for pre-frailty and scores of 3 or more for frailty. However, a
recent paper*’! has shown that a cut-off point of 3 or more has a low
sensitivity for detecting frailty in PHC according to the Fried's phe-
notype and the Frailty Index, and therefore this consensus paper favours
a cut-off point for suspected frailty set at 1 or more.

2 www.vivifrail.com
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If the person is unable to attend an appointment or if it is not possible to visit
them at home, a performance tests or FRAIL test can be carried out via a telephone
call or video-call with the help of a family member or carer who has been trained,
through training videos, for example.

In short, those with SPPB <10, TUG >12, GS<0.8 or FRAIL>1 will be con-
sidered to have a high frailty risk. And those with SPPB >10, TUG <12 GS >0.8
or FRAIL=0 will be considered as non-fragile.

As in any early detection programme, the diagnosis should be confirmed
in the next stage with a specific frailty test. The tests recommended in this case are
the Fried's Frailty Phenotype, the Frailty Trait Scale-5 (FTS-5) or the Frailty Index
(FI), but these tests are not widely used in PHC. It was therefore agreed that the
most feasible approach is to initiate interventions to address frailty during the CGA
in people with abnormal early detection tests. The objective is to introduce the use
of these diagnostic tests in PHC. If non-fragile people reach this point, they will
also benefit from an CGA and individualised interventions. In any case, some stu-
dies™® have shown that initial detection with FRAIL followed by performance tes-
ting increases the specificity of procedures while decreasing their overall sensitivity,
also reducing the proportion of people referred for interventions who should not
benefit from it.

Fall risk assessment and interventions when necessary will be carried out
as recommended in the previous document®!, which will be updated soon (Annex 3).

Anyone who has been identified as having a high frailty probability should
be prescribed the proven effective frailty reversal measures based on a CGA.

CGA is a multidimensional assessment instrument for elderly people. It is a
dynamic and structured diagnostic process that makes it possible to detect and
quantify the problems, needs and abilities of the elderly person in the clinical, func-
tional, mental and social dimensions in order to develop, based on these, an inter-
disciplinary strategy for interventions, treatments and long-term monitoring in order
to optimise resources and achieve the highest degree of independence and, ultima-
tely, the highest quality of life™*!2I431, Tts focuses on the functional assessment,
this being considered to be the best way to assess the health condition of elderly
people, rather than the consideration of their illnesses and impairments. Further-
more, CGA is one of the key pillars in the assessment and management of frail el-
derly people 431,

It has shown its usefulness in detecting newly diagnosed patients and mana-
ging them appropriately in the geriatric ward. It can also be of great use in PHC,
when carried out with predetermined objectives, selecting the right people, and es-
tablishing interventions with adequate intensity. It may therefore be performed at
any level of care, being fundamental in the assessment of frailty in PHC, where it
should be carried out by the PC team with the collaboration of the patient and ca-
rers. Regarding the management of frailty, it allows the development of a diagnostic
approach based on the source of frailty, an intervention or therapeutic and care plan
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according to the needs of each person and the planning of interventions to preserve
functional abilities, including interventions to acknowledge and understand the ma-
nagement required of frailty, non-pharmacological (physical exercise, nutrition,
etc.) and pharmacological (medication review and compliance) interventions. Fur-
thermore, it helps to address and manage other identified clinical problems, as well
as the development of other recommended interventions, even if they do not have
the specific requirements for frailty management. The therapeutic and care plan
should be shared among all professionals caring for the elderly person, with the el-
derly person them self and their caregivers. Adequate information should be pro-
vided so that the person can make the best decisions based on their independence,
maintaining control of their life regardless of their health condition, functional abi-
lities or the environment in which they live.

Frailty diagnosis is not an end but a starting point for interventions through
CGA. The following is a guide for its implementation within the framework of the
management of frailty and some examples of the most commonly used assessment
tools in our environment to facilitate its implementation in PHC, without trying to
be exhaustive. It includes four areas or domains:

Table 1: Proposal for a Comprehensive Geriatric Assessment for frailty management
in Primary Healthcare. Source: own document

1. FUNCTIONAL DOMAIN
Includes assessment of functional abilities

Assessment of Activities of Daily Life (ADL) Barthel Index“®!

Lawton and Brody®“”, VIDA“8 Follow-up and

Assessment of Instrumental activities of daily monitoring in PHC can detect those with early

o (AR and developing functional impairments
Physical Activity Scale for the Elderly (PASE)®
Physical activity assessment International Physical Activity Questionnaire

(IPAQ)=

Complementary tests to those carried out pre-

’ GSbB1, SPPBI2, TUGE4
viously ? ?

2. PHYSICAL-CLINICAL DOMAIN
It includes physical examination, anamnesis, assessment of complementary tests, eva-
luation of other illnesses or clinical conditions of special interest, with special attention
to multi-morbidity, geriatric syndromes, review of medication, nutritional condition and
preventive measures

lliness Count; Adjusted Morbidity Groups

Assessment of multi-morbidity (AMG)521531

Geriatric syndromes: Urinary and faecal incon-
tinence, constipation, acute confusional state,
walking difficulties, unsteadiness and falls, sar-
copenia

Assessment of nutritional condition: nutrition,
weight loss, obesity, anorexia, dysphagia, MNA-SFSYEAT-10 (dysphagia)®®
mouth condition, etc
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Medication review and adjustment, especially
of multi-medication, potentially inappropriate
medication, compliance and prescription review

Assessment of hearing and sight organs

Assessment of alcohol, tobacco and other drug
use

Vaccination status

Pain assessment

STOPP/START®®! (potentially inappropriate me-
dication); medication count (multi-medication);
Morisky-Green test®”l and e-prescribing (com-
pliance)

Question on sight loss and whisper/hearing
testi®®

Mainly flu, tetanus, pneumococcus and COVID-
19

EVA®SY

3. MENTAL DOMAIN
It includes mental, psychological, affective or cognitive assessment (emotional well-
being, quality of life, preferences/values, beliefs)

Cognitive decline assessment

Depression assessment

Rest and sleep assessment

Pffeifer®®, MECE", MMSE®?

Yesavage Geriatric Depression Scale (GDS) 15-
point version or anamnesis focused®’!

N° of hours/day, recovery effect, sleeping
rhythm, insomnia

4. SOCIO-FAMILY DOMAIN
It includes a social, psycho-social and psycho-familial assessment (social isolation,
environment or carers).

Social support

* Family member or contact person in case
they need help and if they live with them

® Excess carer workload

e External support at home

Social interactions and networks available, so-
cial support received by the patient

Recreational activities and involvements

Risks faced within the environment and obsta-
cles

Use and availability of support and resources

Felt or undesired loneliness

Abbreviated Zarit Scale54I®% (excess carer wor-
kload); TIRS (social risk indicator)

Socio-family Gijon scale®®,MOS Social Support
Questionnairel7¢8!

The MOS Social Support Questionnaire can
help to assess loneliness, although it is not in-
tended for this purposel®7ies!

At the end of the CGA, a review of the overall conditions and identification of the
main elements to be addressed, focusing particularly on those that are potentially
modifiable in order to develop specific and individualised interventions for each
person. During the assessment, all appointments and tests that the patient may have
done should also be taken into account. For some frail patients, seeing different
specialists can lead to a confusion in medication, unnecessary and excessive tests,
and even unnecessary appointments that tire the patient and carers.
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There are some validated and digitalised PHC experiments, such as VALIN-

TAN?, and some AACC have integrated CGA-type assessments in their electronic
health records (EMR).

As a result of this assessment, specific interventions to reverse frailty will

be scheduled in cooperation with the patient and their environment. Then, those
based on clinical trials or meta-studies analysis are elaborated (Table 2). Multi-
component interventions, that combine multiple interventions, have proven to be
effective.

w2

1. Multi-component physical exercise programmes!'!

Physical exercise programme prescription, preferably multi-component,
have proven to be effective both for prevention and management of
frailty.[©1707172], These programmes, designed specifically for this purpose
and based on the severity of frailty, are carried out through sessions of
low-moderate exercise lasting 30-45 minutes, 3 times a week, which in-
clude aerobics, flexibility, balance and muscular endurance, during at least
8 weeks!'*l. The programme should preferably be carried out within the
community, using available resources (retirement homes, sports centres or
others, etc.)?. Activity is facilitated when it is carried out with other people,
for example doing it with a partner, friends, etc!”\. It is also possible to do
it at home with the assistance of professionals, either in person or self-gui-
ded using Information and Communication Technologies (ICT), remote
assistance or remote monitoring, or with the help of the people around
them using printable or audiovisual resources to facilitate exercise’, or
even at hospital or in care homes(™.

The VIVIFRAIL multi-component physical exercise promotion pro-
gramme is available!’). It is an international reference for community and
hospital interventions aimed at preventing frailty and falls among elderly
people and is already being implemented in several AACC. It includes

VALINTAN https://www.valintan.com/

4 Health care facilities map (Localiza Salud) https://localizasalud.sanidad.gob.es/maparecursos/
main/Menu.action

5 Supportive resources for home-based interventions. Some national and autonomic initiatives pro-
vide videos to promote physical activity:

Health Ministry https://estilosdevidasaludable.sanidad.gob.es/actividadFisica/actividad/reco-
mendaciones/videosEjercicios/adultos/home.htm

Andalusia https://www.enbuenaedad.es/inicio/salud/actividad_fisica y https://www.enbuenae-
dad.es/inicio/aprender mas/apps_moviles/app-activate-55
https://www.enbuenaedad.es/node/1532

Extremadura https://elejerciciotecuida.com/index.php/video/video-consejo-ejercicio-fisico-en-
casa

Castile and Leon https://www.saludcastillayleon.es/AulaPacientes/es/estilos-vida-
saludable/personas-mayores/ejerciciosprevencion-caidas y
https://www.saludcastillayleon.es/AulaPacientes/es/estilos-vida-
saludable/personasmayores/prevencion-caidas-personas-mayores

Navarre and Catalonia https://www.aptitude-net.com/es/
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printable, audiovisual resources and even an app to facilitate its use in va-
rious settings74771 78],

. Nutritional recommendations!'!

Adequate nutritional recommendations based on appropriate diet indica-
tors”! and following the Mediterranean®"8182 diet should be made as part
of comprehensive lifestyle advice.®3]. Assessment using validated instru-
ments such as the MNA-SF® are recommended. Other comprehensive
assessment methods such as the Mini Nutritional Assessment (MNA®) B4
or the Overall Subjective Assessment (OSA) can be used as well, followed
by advice on an appropriate nutrition plan to reverse frailty according to
the results of the assessment.

The greatest benefits in preventing and managing frailty and sarcopenia
are obtained following a protein-rich diet!®], assessing the need for nutri-
tional supplements when necessary, e.g. in case of poor diet or weight loss.
The best available evidence is with high protein supplements, that may in-
corporate beta-hydroxy-beta-methylbutyrate (HMB)BSIE7E81 and/or leu-
cinel®11 preferably in combination with multi-component physical
exercise programmes!1%2,

Vitamin D supplements should be considered for frail elderly people, pe-
ople at risk of suffering from malnutrition or at risk of falls and for people
with serum levels < 30 ng/ml (75 nmol/L). Doses should be 20-25 pg/day
(800-1,000 TU/day)871 EAO3IBIO5],

. Medication review and adjustment, especially multi-medication, po-

tentially inappropriate medication, compliance and over-prescription
assessment!'3]

Frailty increases the risk of medication side effects and multiple-medica-
tion is associated with frailty and other adverse events in elderly people.
It is therefore essential to review multi-medication use,”1°7%8 especially
when 5 or more medications are being taken.

In addition to the number of potentially inappropriate or not suitable me-
dications, ®lthey should be taken off the prescription when neces-
saryP®I01 ag well as adjusting the treatment of co-morbidities to the frail
state. There are tools and strategies to reduce the use of inappropriate me-
dications, such as STOPP-START!®! (Annex 2).

It is important to detect moderate or low medication compliance to avoid
complications that can precipitate frailty, as well as to detect, for example,
the need of pharmacy-prepared pill dispensers to prevent errors while ta-
king medications. This assessment can be assisted by the information on
the withdrawal of medication information provided by electronic prescrip-
tion and using the compliance scales or questionnaires such as the Mo-
risky-Green test”. If non-compliance is detected, it is necessary to
identify the different causes through an interview with a more exhaustive
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assessment and put in place the subsequent corrective measures agreed
with the patient.
The computerisation of prescriptions in the EMR is a great ally for the re-
view of medication, thanks to which it is possible to detect redundancies,
interactions, inappropriate prescriptions, adherence or compliance failures
and, in short, it helps to ensure correct prescription, as well as to assess
compliance.

They also have a high level of efficiency for:

4. Management of multi-morbidity and other geriatric syndromes detected
in the CGA, with actions adjusted to the frailty state of the patient(!%?!

5. Actions to prevent and treat cognitive decline!!®!

6. Assess ICT-based solutions to promote autonomy and independence at
home[]04] [103]

Other interventions targeting other specific frailty risk factors, but without

clinical trial or meta-analysis based evidence, can be found in table 2.
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Table 2: Specific interventions to reverse CGA-based frailty. Source: own document

Frailty interventions based on the Comprehensive Geriatric Assessment (CGA)

Risk factor interventions with evidence
based on clinical trials and/or meta-analyses

Physical exercise, preferably multi-component
[69][70][71][105][72]

Nutritional recommendations: Good diet qua-
lity™, following the Mediterranean diet, high
protein diette1E2 assessment of the need for
nutritional  supplements  (high  protein,
HMBEEIE7IE8 and/or leucine®le%)

Review of multi-medication and potentially in-
appropriate medicines. Optimisation, harmoni-
sation and/or reduction of medication
prescriptions when indicatedelIo7Io8leal100]

Review of the management of multi-morbidity
and geriatric syndromes, with actions adjusted
to the frailty condition!'%?

Actions to prevent and treat cognitive declinel'®?

Assessment of solutions based on information
and communication technologies to promote
autonomy and independence at home. 04 1%31115]

Assessment of vitamin D supplements in frail
patients, people at risk of suffering from malnu-
trition or at risk of falls and with serum levels <
30 ng/ml. Doses should be 20-25 pg/day (800-
1,000 IU/day)B7eslesloios]

Consider referral to specialised hospital care
(preferably Geriatric Medicine)!'1ell!17118]

Interventions on other risk factors associa-
ted with frailty but without clinical trial-
based evidence and/or meta-analysis

Appropriate pain management [1°]

Advise patients with BMI > 35 kg/m2 a progres-
sive and moderate weight loss of 0.5-1 kg/week
or 8-10% of initial weight after 6 months, in
order to achieve a final BMI between 30-35, al-
ways associated with physical exercisel'?711081109]

Eating foods with appropriate textures if
dysphagial''?, adequate hydration''l and a
supportive environment!'?

Detection and management of anaemial®®

Identification and management of depres-
sionl'"3, sleep!!™l

Assessment and promotion of emotional well-
being, identifying and alleviating the effects of
loneliness or social distancing, encouraging so-
cial interactions and community involvement.
Intervention in unfavourable social situations

Fall prevention interventions

Senses: hearing and visual impairment interven-
tion[119] [120]

Coordination between levels of care and integrated health systems, social ser-
vices and within the community (Figure 1), always focusing on the person, and
more specifically on the transition periods, should be promoted. Management and
coordination teams or centres, focusing on vulnerable populations, can be crucial
for this task.l'?!l. Also, support provided by electronic information tools, such as
the NHS Digital Medical Record!'??, and care solutions supported by technology!?!.

Referral from PHC to other healthcare professionals, preferably in geria-
tric medicine where there are the resources!!'é1!71181 wil] be considered for patients
if their CAG does not explain the frailty condition nor does it detect situations that
are considered subsidiary to the management at other care levels, such as:
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= Recent functional decline or frailty without obvious clinical causes.

= Acute confusional syndrome due to unclear causes or requiring hospital
treatment.

= Recent cognitive impairment.

= High fall risk. When one of the following symptom is observed: two or
more falls during the last year or a fall requiring significant/urgent health
care or walking or balance disorder combined!'?!.

= Difficult to manage multi-medications.

= Difficult to manage multiple comorbidities.

Referral to social services can also be considered for people who report fe-
eling lonely or undesired loneliness, or who need specific attention.

Finally, all those who have entered the programme will be monitored and
re-evaluated:

- For those with a high frailty probability, follow-up visits will be scheduled
after 6 months to assess functional performances with performance tests
and/or FRAIL scale, as well as to define and implement the proposed inter-
ventions, as long as the CGA does not recommend a shorter period of time.
This evaluation will be carried out by repeating the same test used for the as-
sessment or diagnosis, monitoring the score change over time (to see the de-
gree of change in each of the tests, see Annex 2). It should be noted that
multi-component physical exercise intervention settings using the VIVIFRAIL
programme should be re-evaluated with a performance test after 12 weeks.

- In non-fragile patients, early frailty screening will be carried out an-
nually and after any major health event, such as an admission or worsening
of a chronic condition.

Every adult aged 70 years and over taking part in the programme will be
given recommendations related to healthy lifestyles, in line with the "Comprehen-
sive lifestyle advice in PHC linked to community resources in adult population”,®*
informing them of the available resources within the community*, as well as any
other interventions that they may require according to their assessment. Information
can also be found through the websites with information related to healthy lifes-
tyles, such as those of the Ministry of Health® or the AACC’.

It is strongly advised for recommendations to be backed up with written do-
cuments (printed or digital) to facilitate their implementation, taking into account
the possible digital gap that may impede their implementation®.

6  Healthy lifestyles (sanidad.gob.es) https:/estilosdevidasaludable.sanidad.gob.es/

7  Interesting links from Regions on the promotion of healthy ageing and the prevention of frailty
and falls. https://www.sanidad.gob.es/profesionales/saludPublica/prevPromocion/Prevencion/En-
vejecimientoSaludable Fragilidad/EnlacesInteres CCAA.htm

8  Additional guidance documents associated with this paper can be found on the website of the Health
Ministry. https://www.sanidad.gob.es/profesionales/saludPublica/prevPromocion/Estrategia/Enve-
jecimientoSaludable Fragilidad/Fragilidadycaidas.htm

UPDATE OF THE CONSENSUS DOCUMENT ON PREVENTION OF FRAILTY
IN ELDERLY PEOPLE (2022) 31


https://www.sanidad.gob.es/profesionales/saludPublica/prevPromocion/Estrategia/EnvejecimientoSaludable_Fragilidad/Fragilidadycaidas.htm
https://www.sanidad.gob.es/profesionales/saludPublica/prevPromocion/Prevencion/EnvejecimientoSaludable_Fragilidad/EnlacesInteres_CCAA.htm
https://estilosdevidasaludable.sanidad.gob.es
https://sanidad.gob.es

2.2. Frailty approach in hospital

Hospitalisation of frail elderly patients can lead to deterioration of functional and
cognitive abilities, known as nosocomial disabilities!!?*l. The frequency of noso-
comial disabilities range between 5% and 60% in patients over 75 years old that
are admitted to hospital. Up to 50% of cases of this disability begin due to hospi-
talisation, and it is estimated that two out of every three patients who suffer from
it end up in a nursing centre or die within a year.

Frailty in hospitals (including A&E (accident and emergency) Emergency
department, outpatient appointments, hospitalisation, rehabilitation centres, etc.)
is very high, over 50% in every wardl'>5], An assessment of frailty and a proposal
of interventions upon admission and discharge from hospital should therefore be
carried out. Referral to specialised units, preferably geriatric medicine where pos-
sible, should be made when necessary.

Functional decline associated with hospitalisation is reversible in 80% of
cases if preventive measures based on CGA are carried out upon admission, such
as mobility, performance of ADL, nutrition, emotional support, counselling, etc. It
has recently been demonstrated how multi-component exercise programmes lasting
only 5 days for frail patients (average age of 88 year old) admitted to hospital for
acute medical conditions can prevent and reverse the functional and cognitive de-
cline associated with hospitalisation/126],

Interventions should also be extended after the patient's discharge, in appli-
cation of the principle of continuous, coordinated and comprehensive person-cen-
tred care.

2.3. Early detection of frailty in non-medical and
community settings proposal

Frailty screening and assessment of frailty in elderly people can be carried out in
various community settings, using assessment tools that do not require specific
training and do not include objective measurements. It is necessary to set up referral
and reporting channels of frail cases from any community facility to the healthcare
system, preferably PHC, to ensure that frailty diagnosis is confirmed and that ap-
propriate measures are implemented.

In order to start this intervention proposal, it is essential for the programme
to be well established in primary healthcare centres, and for health professionals
to be familiar with it. It can be supported by inter-sectoral coordination tables of
municipalities involved within the local implementation of SHPP, or any other local
or regional inter-sectoral coordination mechanism for its design and development.
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Three possible options are described:

- Active detection in care centres where elderly people regularly go or
live, e.g. nursing homes, retirement homes, etc.

o They follow the same procedures as health centres, but use the FRAIL
scale. (Barthel, FRAIL and fall risk assessment). If a high frailty pro-
bability is detected, interventions can be started with referral to a health
centre for further assessment.

- On an opportunistic basis in other facilities where elderly people frequently
go, e.g. chemists, community care centres, day care centres, disability centres,
social centres, adult learning centres, patients' associations, etc.

o The FRAIL scale is used immediately. If >1, according to present re-
sults™®, it will be considered as a high frailty probability, for which
it is recommended to start lifestyle advice (especially physical activity
and diet) and to refer the patient to a health care centre.

Fall risk assessment could also be monitored. Some initiatives already exist
where performance tests are also carried out in local chemist's shops prior to referral
to health centres for cases with a high frailty probability or risk of falls ['*7. This
intervention will be developed in an upcoming update on fall management.

- The development of different technological methods of autonomous frailty
assessment, such as scales available on apps or official websites” which
can be self-completed by the patient and can suggest an appointment
with healthcare professionals in case of suspected frailty.
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Figure 4: Algorithm for managing frailty in non-health and community settings.
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Comprehensive healthy lifestyle advice Multi-
component physical exercise when possible

( Referral to a health centre ]

MNon-health and community settings can also play an
important in the implementation of interventions.

Source: own document

In addition, support from non-health and community settings are essential to
provide the recommended interventions for frailty approach.

- Local environment. Local authorities are developing multiple interven-
tions in order to promote healthy lifestyles and prevent frailty. Some of
them are framed within the local implementation of the SHPP[!?8] within
the Spanish of Healthy Cities Network (SHCN)!'*! or the elder friendly
Cities and communities initiatives!'*”, among others.

o The implementation of a multi-component physical exercise program-
mes for the prevention of frailty and falls is one of the Prioritised Action
Interventions (PAI 3)!"*!! of local implementation in SHPP. A very help-
ful tool, both for PHC professionals who prescribe interventions and
for the general public, the Localiza Salud* a health resources map.
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- Community networks. Community health, coordination between the he-
alth system and the community, and awareness and use of health assets or
resources, with the participation of the community, are essentiall'3?],

- Socio-care centres (nursing homes). Health teams from the correspon-
ding health system are assigned to these centres, meaning that coordination
must be reinforced between health staff of the social and healthcare centres
(when available) and PHC professional teams, and with the geriatric ser-
vices when appropriate. Socio-care centres are recommended to identify
the degree of functional dependency, cognitive impairment and frailty of
all residents.

Promoting physical activity within the centres themselves is recommended,
encouraging the use of shared spaces, including outdoor areas and green areas.
These are shared living spaces and areas that provide stimulation and the possibility
of maintaining physical activity and carrying out multicomponent physical exer-
cisel'3], adequate sun exposure, as well as interacting with other people, promoting
an adequate functional abilities and emotional well-being. On the other hand, it
should be kept in mind that going outside, even in a limited space (e.g. streets in
urban areas), is healthy!'*4,

- Other non-residential community centres

o Day care centres are a fundamental element in maintaining the functio-
nal capacity of elderly people, as well as providing support for their fa-
milies.

o Social services: social service professionals could carry out early frailty
detection, both in social centres and during home care, with subsequent
referral to the health system. They can also support the implementation
of interventions.

o Local chemists: they are key for monitoring and adjusting medication.
Given their proximity and relationship with their clients, they are health
workers to be taken into account in the detection of frailty. Experiences
of this type are already being carried out in some AACCH?7],

o Other community care centres, disability centres, social centres, adult
learning centres, patients' associations, etc., provided that the referral
system to the health system is in place.

2.4. Implementation development

The implementation will be adapted to each territory according to its characteristics
and context. Annex 1 describes the implementation progress of the previous Con-
sensus Document®. Progress has been inconsistent over the past few years. This
update aims to reach >80% national coverage by 2025 as initially planned.
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Some implementation requirements remain in place, such as:

1. The need for organisational and technological health service adaptation.

2. Motivation of professionals:

- An on-line course "Detection and Management of Frailty and Falls in
the Elderly People"'* was launched, of which six sessions have so far
taken place, with a total of more than 5,000 professionals having recei-
ved training.

- Consider including this programme as a strategic objective of PHC ma-
nagement plans in health services.

3. Improve and standardise the frailty register and its interventions.

The experience gathered over the years should be added to the above, to en-
hance the understanding of the programme for early detection and intervention re-
garding frailty, both by AACC central services and by PHC professionals
themselves, as well as to support its implementation through successful experien-
ces.

To guarantee an appropriate implementation of the programme, it is necessary
that frailty care is considered as a health priority. The implementation or adaptation
of this programme within the services is needed to ensure coordination between
all care levels and sectors involved, such as health care (PHC, hospital), public he-
alth or social services, both at regional and municipal level. It is essential to ensure
adequate operation of the programme within primary healthcare before implemen-
ting the detection and referral from community or non-health environments.

9 In BDCAP, regarding the tests mentioned in this document, only Barthel, Lawton and Brody and
Morisky-Green are currently included.

10 To be reviewed soon. Some studies have linked an increased fall risk with GS <0.8 m/s or TUG >
20 seconds, with no clear relation between SPPB and FRAIL.
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3. Assessment and monitoring

Follow-up and monitoring of the recommendations contained in this document is
essential to evaluate their efficiency. This entails the registration of early detection
activities, diagnosis when possible, as well as CGA and EMR interventions in a
consistent and regular manner. This is one of the challenges when dealing with
frailty because this condition does not have a unique identification system, which
means that the register is not uniform throughout the country. Most AACC have
data on morbidity, chronic patients and parameters related to functional or psycho-
logical conditions, but frailty is not yet registered in a generalised or uniform man-
ner. This work group made a proposal towards the harmonisation of frailty register
in 20171391 but further work is needed to improve it, as set out in the "Roadmap
for frailty approach"), adapting it to the current proposal.

The implementation of interventions will be evaluated, at least every two
years, using the following indicators. Wherever possible, the data will be classified
by age, sex, socio-economic status and AACC.

Process indicators

AACC will draw up their own questionnaire which will include, for the population
aged 70 and over:

- Number of AACC that have introduced any of the performance tests
(SPPB, GS, TUG) or FRAIL for the assessment of frailty in the list of ser-
vices.

- Number of AACC that register in HC any of the performance tests (SPPB,
GS, TUG) or FRAIL for the assessment of frailty in PHC.

- Number of AACC carrying out CGA for frailty assessment and interven-
tion.

- Number of AACC that carry out a multi-component physical exercise pro-
gramme to prevent or reverse frailty.

- Number of AACC that carry out some kind of nutrition intervention to
prevent or reverse frailty.

- Number of AACC that carry out medication review to prevent or reverse
frailty.

- Number of professionals taking the Heath Ministry’s on-line frailty course
or other courses on frailty offered by AACC.

Data concerning the number of people with a given parameter and people

with a given parameter per thousand, both among the general population and among
people aged 70 years and over, shall be collected when possible. These data will
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include the scales included within the Primary Healthcare Clinical Data Base
(BDCAP)’ or the HC registries of AACC. Work will be pursued to further adapt it
to the current proposal.
- Number of people for whom a specific test is performed (Barthel, FRAIL,
SPPB, TUG, GS). Source: BDCAP/AACC.
- Proportion of people undergoing a specific test (Barthel, FRAIL, SPPB,
TUG, GS) compared to the population aged 70 and over. Source:
BDCAP/AACC.

Performance indicators

- Number of healthy years gained on life expectancy at 65 years old. Source:
INE.
Whenever possible to be assessed by AACC.
- Proportion of people aged 70 and older with at least one performance test
(SPPB, GS, TUG) or FRAIL scale with a high frailty probability score.
Source: AACC.
- Proportion of patients classified as having a high frailty probability who
recover between 6 and 12 months.
- Proportion of patients classified as non-fragile who have a high frailty pro-
bability after 12 months.
Research is another fundamental assessment method as a way to evaluate and
increase programme implementation, as set out in the "Roadmap frailty appro-
ach"Bl, under action 6: strengthen research capacities related to ageing and frailty.

9 In BDCAP, regarding the tests mentioned in this document, only Barthel, Lawton and Brody and
Morisky-Green are currently included.
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5. Annexes

Annex 1. Implementation assessment of the Con-
sensus Document on Prevention of Frailty and Falls
in Elderly People

The collective effort to overcome the challenges posed by frailty, AACC have pla-
yed a vital role in the implementation of actions for the prevention of frailty and
falls in elderly people. According to the last review in 2019371, 15 AACC had in-
itiated some activities, such as professional training (9 AACC), creation of a wor-
king groups dedicated to frailty (8 AACC), incorporation into health plans, care
for elderly people, frailty or chronicity and/or incorporation of the Consensus Do-
cument! into their local strategies. At least 4 AACC had implemented the algo-
rithm in full and were implementing it, 4 had included it included in their range of
services, 4 had the project ready for inclusion into their range of services as soon
as possible. In all of them, the COVID-19 pandemic was a major obstacle for its
progression including all AACC that had not yet started the implementation.

Regarding the implementation of interventions to prevent frailty and/or falls,
13 AACC have implemented some kind of physical activity programme, mostly in
health centres, sports centres and elderly people's centres; 7 have implemented
multi-component physical exercise programmes; and 14 AACC have carried out
medication reviews (12 of them applied the STOPP/START criteria).

In all AACC, assessment and advice about healthy lifestyles was provided,
including advice on physical exercise, diet, prevention of falls, alcohol consump-
tion, smoking and advice on emotional well-being.

Because of the growing prevalence of frailty, AACC have made an effort to
facilitate the logging of activities carried out regarding frailty approach. A total of
11 AACC have created a section or specific area within the EMR to implement the
programme for frailty and fall prevention. A total of 15 AACC have collected the
data concerning functional assessment conducted, as well as for the assessment for
fall risk. Furthermore, in 16 of the 17 AACC, at least one frailty and/or falls pre-
vention intervention was recorded, such as medication review, assessment and ad-
vice on healthy lifestyles or physical activity.

AACC were also involved in raising awareness on frailty through initiatives
and projects related to the promotion of active and healthy ageing (7 AACC) or
events, forums and other events and activities aimed at raising awareness and sha-
ring the information on the prevention and management of frailty (12 AACC).
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AACC reported the training of health and non-health professionals involved,
and the presence of multiple strategies related to ageing and frailty, as the main
contributors to the implementation of the consensus on prevention of frailty and
falls. They also indicated that the creation of multidisciplinary working groups and
support groups from other relevant sectors have contributed to the implementation.

As the main obstacles to their implementation, AACC highlighted the lack
of resources to develop multi-component physical activity programmes, the need
to improve coordination between the health system and community resources, the
work overload of health professionals, and the need to improve equal access to
multi-component physical activity programmes. The pandemic has also limited the
prioritisation of frailty prevention in the various communities.
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Annex 2. Early frailty detection and assessment
tools
The evidence supporting the use of early detection and assessment tools can be

found in the previous Consensus Document?]. The following provides a description
of them for easier review.
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Their results, when assessing the degree of dependency for ADL, are established
according to Shah et al.['*1 as follows:

- Low dependency (91-99),

- Moderate dependency (61-90),

- Severe dependence (21-60),

- Full dependency (0-20).

Short Physical Performance Battery (SPPB)i®?

It involves three tests: balance (in three positions: feet together, semi-tandem wal-
king and tandem walking), gait speed (over 2.4 or 4 metres) and getting up and sit-
ting on a chair five times. It is very important to respect the order of the tests,
because if we start with the sitting, the patient may get tired and give falsely low
results for the following two tests. The average duration procedures is between 6
and 10 minutes.

The standard values for the Spanish population are based on several studies,
in population cohorts®'1311140and in primary healthcare. The total SPPB score is
the sum of the three sub-tests, and ranges from 0 (worst) to 12; changes of 1 point
have clinical significancel"*32], A score below 10 suggests frailty and a high disa-
bility risk, as well as a high fall risk!!*?I. The following provides an outline and exe-
cution protocol for the tests:
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Balance Test

Feet together
Feet together for 10 sec.

10 sec (1 point)
\ 4

Semi-tandem
Big toe of one foot placed by
the heel of the other foot for 10 sec.

10 sec (+1 point)
A

Tandem
One foot in front of the other, with
the heel of this foot in front and
touching the toes of the other foot for

10 sec. (+2 points)
3-9.99 sec. (+ 1 point)
<3 sec. (+ 0 points)

Figure 5: Diagram of the SPPB test implementation.

<10 sec. (0 points)
»,

<10 sec. (0 points)

Go to gait
speed test

Go to gait
speed test

Gait speed test

Time how long it takes to walk 2.4 or 4
metres at a normal pace (use the best of
two attempts)

q------ <

l

< 4.82 sec. (4 points)
4.82- 6.20 sec. (3 points)
6.21-8.70 sec. (2 points)
8.70 sec- (1 point)
Unable to do it (O points)

Timed Up and Go Test for

Pre-test

Ask them to keep their arms folded across the

chest and to try to stand up.

5 repetitions

Time how long it takes to stand up five times from
the chair as quickly as he/she can, without

stopping.

Source: Rodriguez Manas L, et all'*l

Unable to do it
_____ » Stop (0 points)

<11.19 sec. (4 points) -

11.20-13.69 sec. (3 points) -
13.70-16.69 sec. (2 points) -

>16.70 sec. (1 point) -

> 60 sec. Or unable to do it (0 points) -

Gait speed (GS)®1

It entails asking the person to walk a distance of 2.4, 4, 5, 6 or 10 metres at their
usual gait speed, although it can be adapted to a distance of 3 or 4 metres for its
use in PCI'11%], The most widely used cut-off points for determining the risk thres-
hold are usually between 1 and 0.8m/sec, the latter being the most widely used cut-
off value in different studies and consensus recommendations!'*l. The test takes
between 2 and 3 minutes to be carried out. For speeds over 4 metres, the interpre-
tation data gives 0.05 m/s as a minor significant change, and 0.1 m/s as a substantial
change!'¥7l. This 4-metre test is the one which has been most validated amongst the

bibliography.
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Timed Up And Go Test "TUG"4

It consists of measuring the time it takes for a person to get up from an armchair,
walk 3 metres, turn around, return to the chair and sit down. The test has to be done
once as a practice run and then twice while being timed. Procedure time is of 1-2
minutes. Some publications have shown it to be a better prognosticator for fall risk
with cut-off points above 20 and for frailty with cut-off points between 10-20. The
cut-off point used in the previous document was >20 to determine a high frailty
probability, although a cut-off point > 12 would seem more in line with the current
literature available, and is therefore modified as part of this updatel3s136137],

FRAIL scalel®

Validated and user-friendly scale. It is made up of 5 simple questions, each relating
to a specific domain (Tiredness, Endurance, Walking, Co-morbidities and Weight
Loss). Each element is scored with 1 point if it occurs, and the total sum is obtained.
Typically, scores of 1 or 2 have been used as indicator for pre-frailty and scores of
3 or more for frailty. However, a recent paper*! has shown that a cut-off point of
3 or more has a low sensitivity for detecting frailty in PA according to Fried's phe-
notype and the Frailty Index, and therefore this consensus paper favours a cut-off
point for suspected frailty set at 1 or more.

* Tiredness: “How much time did you feel tired over the last 4 weeks?“

1 = All the time,

2 = Most of the time,

3 = Some of the time,

4 = a bit of the time,

5 = Never.

Answers "1" or "2" are marked as | point and all others as 0 points.

Baseline prevalence = 20.1%.

* Endurance: “Do you have any difficulty going up 10 steps without ta-

king a rest on your own, or without any help?*

1 point = Yes,

0 points =No,

Baseline prevalence = 25.5%.

* Walking: On your own and without the use of walking supports, do

you have any difficulty walking several hundred metres?*

1 point = Yes,

0 points = No,

Baseline prevalence =27.7%.
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e Co-morbidities: for 11 illnesses, the question asked is: “Has a doctor
ever told you that you have [insert illness|?“

The illnesses are: hypertension, diabetes, cancer (other than minor skin can-
cer), chronic lung disease, heart attacks, congestive heart failure, angina pectoris,
asthma, arthritis, strokes and kidney illnesses.

0 points =0-4 illnesses,

1 point =5 to 11 illnesses.

* Weight loss: “How much do you weigh with your clothes on, but wi-
thout shoes? [Current weight] “and “One year ago in (MONTH,
YEAR), how much did you weigh without shoes and with your clothes
on? [Weight 1 year ago]“. The weight change percentage is calculated
as follows: [[ [ weight 1 year ago-Current weight]/weight 1 year ago]]
*100.

Percentage change > 5 (representing 5% weight loss) is scored 1 point and

<5% 0 points,

Baseline prevalence = 21.0%.
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Annex 3. Screening and fall risk prevention propo-
sal

Attached to this document is a summary of the "Consensus document on the pre-
vention of frailty and falls in the elderly” (2014) proposall. It will soon be updated
on the basis of the new available information.

Falls risk assessment:

* Have you suffered a fall in the last year that required any medical atten-
tion?

* Have you suffered two or more falls last year?

* Do you have any significant walking problems? (the answer to this ques-
tion will be considered as positive if the frailty screening test results are
abnormal)!?

Following fall risk assessment, the individual will be ranked as low or high

fall risk.

* People with low fall risk

Those with negative answers for all three early detection questions.
= They will be offered the same assessment and advice on regular physi-

cal activities and healthy eating offered to non-fragile people, as part
of the comprehensive advice on healthy lifestyles.
A new fall risk assessment will be carried out every year.
* People with high fall risk
Those with positive answers to any of the three early detection questions.
o They will be provided with a preventive intervention focusing on three
components:
= Multi-component physical exercise programme (balance and physical
strength, aerobic resistance, flexibility), integrated into the programme
for frailty prevention.

= Medication review: focusing on the review of medications that have a
negative impact on people with a fall risk according to STOPP/START
criteria. Medications include: benzodiazepines, neuroleptics, first ge-
neration antihistamines (chlorpheniramine, diphenhydramine, hydroxy-
zine, promethazine, etc.), vasodilators and long-term opioids.

= Review of risks at home through +/c-heck-lists, assessment of the home
opportunistically during home visits by staff from the centre (nursing,
social work...).

10 To be reviewed soon. Some studies have linked an increased fall risk with GS <0.8 m/s or TUG >
20 seconds, with no clear relation between SPPB and FRAIL.
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Annex 4. Definitions

* Functional ability: includes health-related factors that enable a person to
be and do what is important for them!'?!. It consists of:

o the intrinsic capacities of the person to combine all of the physical and
mental capacities that a person has.

o the environmental characteristics that affect these capabilities, including
all the external factors that are part of an individual's life, including
their own environment, people and their interactions, attitude and va-
lues, health and social policies, the systems that support them, and the
services they provide.

o and the interactions between both ("intrinsic capacities" and "the envi-
ronment").

Figure 6: Functional ability Source: World report on ageing and health WHO!'2

Personal characteristics

' A
Environments

Genetic inheritance

Functional ability

Health characteristics
« Underlying age-related trends

« Health-related behaviours, traits and skills
- Physiological changes and risk factors

« Diseases and injuries

« Changes to homeostasis

- Broader geriatric syndromes

Intrinsic capacity

It would therefore be a mistake to assume that all elderly people are vulnerable and
to treat them as a homogeneous group being solely identified by their age, without
an individual risk assessment based on the functional abilities of each individual.

» latrogenic Nosocomial Disability: functional and cognitive impairment
associated with hospitalisation!'?4],

» Ageism: Age discrimination covers stereotypes and discrimination against
people or groups of people because of their age. It can take various forms,
such as judgemental attitudes, discriminatory practices, or institutional po-
licies and practices that reinforce these stereotypical beliefs??!,

* Active ageing: optimization of health opportunities, participation and se-
curity aimed at improving people's life quality as they age!'?l.
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* Healthy ageing: promotion and maintenance of functional capacity ena-
bling mental well-being in old age!'?l.

 Frailty: progressive age-related deterioration of physiological systems le-
ading to a decline of intrinsic capacities, which result in increased vulne-
rability to stress factors and increases potential health threats!?!.

* Undesired loneliness: is the feeling a person perceives as a negative si-
tuation that generates ill feeling, interferes with their life goals and does
not allow them to develop a meaningful and fulfilling life. It is a negative
and unpleasant subjective experience resulting from a cognitive evaluation
in which there are discrepancies between social relations desired by the
person and those they actually have.['48],
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The objective of this document is to compile the evidence generated since the
publication of the "Consensus document on prevention of frailty and falls in the
elderly" (2014), in order to facilitate early detection of frailty and its management
in the primary care setting, and to facilitate coordination with other levels of care
and community resources involved in the care of the elderly.

In turn, it contributes to positioning the approach to frailty as a public health priority
of the Prevention and Health Promotion Strategy of the Spanish NHS.

This document is aimed at health professionals, management and policy-making
competencies persons and professionals in other areas related to the elderly. The
scope of these recommendations is broad, including the entire healthcare system,
with a special focus on primary care, the social and health care system, residential
care and the community.
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