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Frailty is increasingly recognised as a public health priority due to the associated demand for acute and 
longer term health and social care support, and the impact on the lives of individuals, caregivers and 
families. Integrated care is widely considered to be most effective when applied to an older population, 
but there is limited data on outcomes and costs from studies of integrated care to prevent and manage 
frailty. This paper describes work by the ADVANTAGE Joint Action (JA), co-funded by the European Union 
and 22 Member States, to develop a common European approach to the prevention and management of 
frailty. The authors reflect on the emerging evidence and experience of implementing integrated care for 
frailty, and invite readers to participate in ongoing dialogue on this topic through the ADVANTAGE JA 
website and IFIC Academy activities.

Keywords: integration; frailty; CGA; enablement

Frailty Matters
Multimorbidity, disability and frailty are distinct clinical 
entities that are related, often associated, and may overlap 
[1]. Frailty, affecting around 11% of people over 65 years in 
the community [2], is more strongly predictive of disabil-
ity, hospitalisation, long term care or death than is mul-
timorbidity [3, 4]. The average additional costs associated 
with frailty when controlled for ageing and multimorbidity 
range from 1,500 to 5,000 €/person per annum depend-
ing on the care setting studied [5–7]. However, frailty is 
not an inevitable consequence of ageing and emerging 
research is focused on earlier interventions for at risk indi-
viduals to prevent and delay the onset of frailty [8].

Frailty shares many features of a chronic condition: a 
dynamic syndrome that cannot be cured but may be pre-
vented and better managed in primary care through an 
interdisciplinary chronic disease management approach 
that anticipates and proactively manages episodes of dete-
riorating function [9]. Integrated care has emerged as an 
effective way to improve outcomes for people living with 
chronic and complex physical and mental health conditions. 
However few integrated care programmes have been specif-
ically designed to prevent and manage frailty. As a complex 
and multidimensional syndrome of increased vulnerability, 

frailty requires a well coordinated response by many differ-
ent professionals and providers from health care, social care, 
housing, independent and community sectors.

European Joint Action
A Joint Action (JA) is a grant for actions co-financed with 
Member States, or other countries participating in the 
Programme and the European Commission, to allow 
nominated authorities to take forward work on jointly 
identified issues that have a clear added value for the 
European Union under the third Health Programme 
2014–2020. For ADVANTAGE JA partners, the shared 
issue is a belief that we must urgently review our policies 
on ageing and design more integrated models of health 
and social care to better meet the complex and changing 
needs of the growing number of adults at risk of, or liv-
ing with, frailty.

We conducted a systematic search of peer-reviewed med-
ical literature published from 2002 to 2017, combining the 
concepts of frailty and models of care. This search yielded 
1065 potential articles. Articles on a specific disease, pro-
cess or intervention without considering the approach to 
service delivery were excluded leaving 163 abstracts and 
43 full papers for analysis. We also reviewed information 
on frailty projects funded by the European Union or regis-
tered with the European Innovation Partnership on Active 
and Healthy Ageing, and grey literature (including good 
practices) identified by ADVANTAGE partners.

A synthesis of 18 comprehensive programmes encom-
passing various components of the Chronic Care Model 
for people with multimorbidity or frailty reported some 
evidence of improved health-related quality of life, func-
tion, and satisfaction with care but no reduction in health 
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services utilisation or costs [10]. These programmes 
included standard chronic care interventions such as case 
managers, multi-professional teams, and individualised 
care plans delivered at specific touchpoints in the care 
pathway. However few of the programmes were designed 
to prevent and tackle frailty across the full pathway of 
care – from community to hospital and at the interface 
between primary care, social care and hospital care.

Chronic care + enablement
An important distinction between chronic disease and 
frailty is that frailty is more often associated with func-
tional impairments and physical inactivity that require a 
restorative or enabling approach beyond the scope of a 
traditional chronic care model. A restorative approach to 
care for frail older people living at home has significant 
advantages over the traditional model of home care main-
tenance and support [11]. Timely interventions, education 
and assistive technologies specifically designed to encour-
age frail older people to resume activity and regain inde-
pendence may be cost-effective by reducing disability and 
future demand for services [12]. Therefore we consider 
that a comprehensive frailty prevention approach should 
adopt a behavioural health, education and enablement 
ethos and include interventions such as a home exercise 
programme, support to regain skills such as cooking or 
dressing, and to build social networks that reduce isola-
tion, depression and anxiety.

CGA + care transitions
Comprehensive assessment, individualised care plans, and 
coordination of tailored interventions are the essence of 
Comprehensive Geriatric Assessment (CGA): a highly evi-
dence based approach that improves care for frail older 
people in hospital and increases the likelihood of patients 
living in their own homes at three to 12 months after dis-
charge [13]. There has been more limited study of the CGA 
approach in community settings and at times of transition 
between home and hospital. Two overviews of community 
programmes illustrate components that mirror the CGA 
approach [14, 15] but few primary care or community 
studies included access to urgent community assessment 
and advice after office hours or at weekends. We suggest 
that optimal care for frailty and system benefits will not 
be realised until well coordinated health and social care 
assessment and support can be accessed across care set-
tings and at all times. We consider this can be facilitated 
by remote monitoring and decision support in the com-
munity and by urgent access to intermediate care or tran-
sition services such as Hospital at Home [16, 17].

Scaling up the gains
Varying results of community based studies of inte-
grated care for frailty may be due to different sample size, 
casemix, fidelity, staff expertise, access to care out of hours 
and duration of study and follow up. Most were small scale 
demonstration projects that have yet to spread across 
larger geographic areas, or population groups. In our 
experience, large scale integrated care models require a 

favourable political and funding context that may only be 
achieved through changes in legislation, policy, funding 
and delivery arrangements as we have recently observed 
in France, Spain, and Scotland [18, 19].

The evidence of cost effectiveness from well executed 
economic evaluations of models of care is limited. 
Economic benefits of implementing system-level changes 
at scale are well described in the Program of Research to 
Integrate the Services for the Maintenance of Autonomy 
(PRISMA) in Quebec [20]. However it is noticeable that the 
positive results were not reached until year three when 
implementation approached 80% and physician par-
ticipation was 73%. Successful implementation at scale 
therefore demands tenacity from policy makers, manag-
ers, professionals and funders.

We believe that more large-scale studies with longer 
intervention and follow up periods are needed to evaluate 
system outcomes and costs of integrated care to prevent 
and manage frailty. Moreover, studies to date have gen-
erally focused on traditional healthcare outcomes. Our 
vision is that future models of care should be designed 
around outcomes that matter for individuals and their 
caregivers as well as health and care system and societal 
impact. We suggest that a focus on patient, client or user-
defined goals and outcomes should capture care experi-
ence, quality of life and participation outcomes in addition 
to function and traditional health and social care metrics.

Emerging lessons
Current evidence supports the case for a holistic response 
to frailty that blends a chronic care approach with edu-
cation, enablement and rehabilitation to optimise func-
tion, particularly at times of a sudden change in health 
status, or when moving between home, hospital or care 
home. In all care settings, these approaches should be 
supported by comprehensive assessment and multidi-
mensional interventions tailored to modifiable physical, 
psychological, cognitive and social factors and appropri-
ate to the goals and circumstances of the individual and 
their caregiver.

We suggest that model of care for frailty should incorpo-
rate the following components:

•	 	a single entry point in the community – generally in 
Primary Care

•	 use of simple frailty specific screening tools in all 
care settings

•	 comprehensive assessment and individualised care 
plans – including for caregivers

•	 tailored interventions by an interdisciplinary team – 
both in hospitals and community

•	 case management and coordination of support 
across the continuum of providers

•	 effective management of transitions between care 
teams and settings

•	 shared electronic information tools and technology 
enabled care solutions

•	 clear policies and procedures for service eligibility 
and care processes.
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Join the conversation
More details on our review of integrated care for frailty 
are available at the JA website www.advantageja.eu along 
with a State of the Art on Frailty Report that has informa-
tion on frailty definition and diagnosis; epidemiology, 
population screening, monitoring and surveillance; pre-
vention, clinical management; education/training of the 
workforce; and research. ADVANTAGE JA partners will 
facilitate a series of sessions on frailty at ICIC18, Utrecht 
23–25th May, under Theme 5: Vulnerable populations and 
populations at risk.

The aim will be to:

•	 raise awareness of Frailty as a high impact priority 
for integrated care

•	 highlight examples of good practice in preventing 
and managing frailty

•	 extend our ADVANTAGE community of practice
•	 establish an IFIC Academy special interest group for 

frailty

For further information on ADVANTAGE JA and IFIC 
special interest group please contact the authors at the 
address below Anne.hendry@lanarkshire.scot.nhs.uk.
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