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A Joint Action with 22 Member States and 43 organizations
involved.

It is co-funded by the EU Commission and the Member States.
 DURATION:

15t January 2017 - 315t December 2019 (3 years)

* COORDINATOR:

Servicio Madrileno De Salud (SERMAS-HUG), Spain o
* BUDGET:

The estimated eligible costs of the action are EUR
5,738,934.60

(The grant reimburses 60% of the action's eligible costs)
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DEMOGRAPHIC TRANSITION
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When the facts change, | change
my mind. What do you do, sir?

John Maynard Keynes

EPIDEMIOLOGIC TRANSITION
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| have been vaccinated against polio
and mumps. | have been vaccinated

. . . BE AWARE ABOUT
against chicken pox, whooping cough
and measles. Then | fell down the THE TRUE FOCUS:
stairs.
ITIS FUNCTION!!!
Charlie Brown - Charles M. Schulz
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Frailty as a dynamic functional state
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JOINT ACTION
ON FRAILTY £

| Frailty is a public

| health problem and
| societal challenge in
| Europe that can be

| prevented & will

| benefit from a

The EC supports MS to
work on a EU policy to
prevent frailty

| European approach

Building a European approach to tackle frailty at national level

Health



JOINT ACTION
ON FRAILTY = ADVANTAGE

Working on frailty prevention by
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"Frailty prevention approach” at EU level

Health




Objectives

ADVANTAGE JA aims at building a
common understanding on frailty to be
used in all the Member States, by policy

makers and other stakeholders, which
should be the base for a common
management both at individual and
population level of older people who are
frail or at risk of developing frailty
throughout the European Union.

To promote important sustainable
changes in the organization and
implementation of care in the Health
and Social Systems;

To prepare a common European
framework on screening, early
diagnosis, prevention, assessment and
management of frailty;

To develop a common strategy on
frailty prevention and management,
including raising awareness and
advocacy among stakeholders,
especially policy and decision makers.



1. Policy makers and stakeholders, both from the

public and private sectors.

2. Health and Social care professionals

3. Frail older people and their carers, those at risk of
frailty, and the EU population at large.




I EXPECTED OUTCOMES /RESULTS

A GENERAL EUROPEAN FRAMEWORK

A SPECIFIC MS PERSPECTIVE
which will be aligned with the

European one, but implemented
according to the local capability and
context.




IMPLEMENTATION PHASES

Phase | (2017) - State of

the Art - background
information collection,
analysis and rational

discussion and drafting

of preliminary
documents.

STATE OF THE ART

Phase Il (2018) -
developing and testing
the draft version of the
common European
model to approach
frailty (frailty
prevention approach —
FPA document).

STATUS OF MS

MS PRIORITIES

ROAD-MAP DRAFTS

Phase lll (2019) -
drafting final documents,
debating these with
participant MSs, and
drafting the final
framework, the FPA
document and policy
recommendations.

CONSULTATION
FINAL ROAD-MAPS
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of the European Unkan HAMAGING FRAILTY

State of the art report on the
prevention and management of
frailty

Angel Rodriguez-laso, Maria Angeles Caballero Mora, Inés Gardia Sanmchez,
Leocadio Rodrguez Manas, Roberto Bermabei, Branko Gabrovec, Anne Hendry,
Aaron Liew, Ronan O'Cagimh, Regina Roller-Wirnsberger, Eleftheria Antoniadou,
Ana Mar@a Carriazo, Lucia Galluzzo, Josep Redon, Tomasz Targowski, on behalf of
all ADVANTAGE Joint Action partners.

This report is part of Joint Action 724008 f ADVANTAGE" which has received funding
from the Evropean Union’s Health Programme (2014-2020).

DISCLAIMER: The comtant of this raport mprasents the views of the owthor oaly ond is kis/her
sofa rasponsibility; i comnot be considered to reflect the wiews of the Eurcpean Commission
mmmmwmmsmﬁ-wwwmmqm
Eurppean Union. The Eurcpean Commission and the Agency do not occapt ony responsigaity for
usa thot moy ba mads of tha imformation & contoins.

Available at www.advantage.eu



With the aim of answering relevant questions for policy

1. What is the definition of frailty adopted by ADVANTAGE JA? ......ovveeevvvevnevennsemnnnennnes 10
2. What is the relationship between frailty and multi-morbidity?........c.ccccccveveenrinnnnennn.. 10
3. How common is frailty in the ADVANTAGE JA Member States?.........ccccvveevvvenenveeinnene 11
4. How many new cases should we expect in the future?.......co e eevvseisvsenenene 11
5. Can a frail person improve his/her situation (become less frail) spontaneously? ...... 12
6. How can frailty be screened in clinical practice?......cccovvceiviiiiiiciicceieree e rvenenraeeeaens 12
7. How can frailty be diagnosed? ... ssn s srsse s sse s ss s sr s anssssnessanssaans L)
8. How can frailty be managed?........ s sssrssesrssesrssesassessansssansssansaanes L2
9. Do we need programs to screen for frailty at population level?.................c..couue........ 18
10. Is there a need to monitor frailty in EUrope? ... eceecreeeerveerr e s aeeseeer s raneees 19
11. What components should health and care systems adopt to manage frailty? ......... 19

12. Is the health and social care workforce ready to meet the challenges of frailty? ..... 20

13. What are the future areas of research on frailty?..........ccooerreieeer e 21



Written following a consensus method
stemming from the report of each WP

WP Area of knowledge covered by each WP

WP | Frailty defnition. Relationshap of frailty with chromsc diseases and mult-
miorbadity. Indnadual screening and disgnoss.

WP5 | Epidemiology. Populstion screening, monitoring and surveillance.

WP | Prevention. Clinical management and treatment (induding nutrion, physical
activrty, drugs and |CTs).

WP? | Health and social care models for fraslty managpemenit.

WPE | Education/training of the workforce. Research.




After a thorough research in the specialised literature

Areas of knowledge reviewed

Papers identified

Papers analysed

Definition 494 74
Relation with chronic diseases 2,282 25
Prevalence and incidence 2,948 63
Individual screening and diagnosis 6,611 52
Prevention 391,910 31
Clinical management 67,462 27
MNutrtion 39 885 28
Physical activity 620,043 25
Drugs 28,796 25
ICTs 124,634 33
Population screening 1,186 3

Surveillance 751 0

Maonitoring 451 0

Trajectories and transitions £62 3

Health care models 1,065 43
Education/Training 1,914 0

Research 610 71
Total 1.291.904 503




WITH THE PARTICIPATION OF AN EXTERNAL EXPERT COMMITTEE

EAB and SC meeting

Mahon, Spain,
September 2017




Annex 4: 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: 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.
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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: is 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 commaonly 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.



Recommendations about instruments

Annex 2. Tools for the screening of frailty recommended by ADVANTAGE 14

Tool name Original Tool description Time Numbser |Spedal
reference needed |of items |eguipment
ta nesded
parform
Chnical Frailty |Foodowood et |Single descriptor of & person’s| 5 min N& Mo
Scale gl Can Med|state of frailty (fitness)
Assoc ] 2005
Edmonton Bolfson =t al.|Timed up and Go Test, Clodk| <5 min |9 Mo
Frail Scale Ape  Ageing |draw  test, 7 Ouestions
2006 exploring frailty domains
Fatigue, Morley etel. |5 items: fatigue, resistance, |« 10 min |5 Ma
Resitance, Am Med DO |ambulation, illeesses, loss of
Ambulsnce, Assoc. 2008 weizhit
llireess, Loss of
weighit (FRAIL
Inede=x]
Inter-Frma Bar =t al. J|1 disebilty and 10 freilty|10min |11 Ma
Am Geriatr Soc |items (yes-or-no questions)
2014
Prisma-7 Raiche et al|Self-reported. 7 questions on|5 min 7 Ma
Arch Gerontol |demographics and
Geristr 2007 | performaence
Sheerbrook= Hebert =t ol |Self-reported gquesticnnaire.|<5min |6 Ma
Paostal Ap= Agping|E  items: living  alone,
Questionnaire (1996 paolypharmacy, mability,
eyesight, hearing. memory.
Sheort Phyysical | Guralnik =t al.|3 dimensions: balsnce, geit| <10 min |12 Ma
Performance  |J Gerontol |and weakness.
Battery (SPPE) | 15994
Study of Ensrudetal |3 items: weight loss, reduced|< 5 min |3 Mo
Osteoporotic  [Arch Intern enengy l=vel and inebility to)
Fractures Med. 2008
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Taol Original Tool description Time Humber of |Special
referemce items egui prrvenit
e ed
Frailty Indexof |Mitnitsky et |Number of health deficts |20-30 =30 Mo
acr urmalative al. SciWord |present §  HNumber of |min
deficits 1.2001 heslth deficits measured
Frailty Fried at al. 3 items: wesght loss, low |< 10 min |5 s [dymamo-
phenotype Gerontal & |physical ackivity, mister]
Biol 5ci Med |exhaustion, shownemss,
5o 2001 wenkness
Frailty Trait Garca-GEarcs [Sevean dimensions: 20 min |12 Yz (adbumin,
Scale (FTS) =tal JAm dynamo-
Med Dir enengy balanoe and meter]
Azzoc. 2004 e triton,
activity,




Management of frail older people

Fgure 1. Algorithm for the management of frailty ot individusl kevel
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BTC ITproees ciet - Consdensr Witamin O supplementaton in frail patients who are at high nsk for Talis and
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, f e (20018 1000 1Ly/cimy) of itnmin.
KT solutions should also be considersd and scvised to enable self-management and
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Phase | (2017) - State of the
Art - background
information collection,
analysis and rational
discussion and drafting of
preliminary documents.

STATE OF THE ART
STATUS OF MS

Phase Il (2018) - developing
and testing the draft version
of the common European
model to approach frailty
(frailty prevention approach
— FPA document).

Phase Ill (2019) - drafting
final documents, debating

these with participant MSs,
and drafting the final
framework, the FPA

document and policy
recommendations.

MS PRIORITIES
ROAD-MAP DRAFTS

CONSULTATION
FINAL ROAD-MAPS




THE THIRD TRANSITION

BREAKING THE INERTIA

CURE CARE
DISEASE FUNCTION
GimG FR Tw '-GE
SURVIVAL QUALITY OF LIFE
TO DO RISK TO BENEFIT RATIO
LONG-TERM TIMELY INTERVENTIONS
REACT PREVENT
EPISODES INTEGRATED/CONTINUED
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AVOIDING DISABILITY
IMPROVING SUSTAINABILITY
BY

FIGHTING AGAINST FRAILTY
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