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Abstract: Nurses come into frequent contact with frail older people in all healthcare settings. However,
few studies have specifically asked nurses about their views on frailty. The main aim of this study
was to explore the opinions of nurses working with older people on the concept of frailty, regardless
of the care setting. In addition, the associations between the background characteristics of nurses
and their opinions about frailty were examined. In 2021, members of professional association of
nurses and nursing assistants in the Netherlands (V&VN) received a digital questionnaire asking
their opinions on frailty, and 251 individuals completed the questionnaire (response rate of 32.1%).
The questionnaire contained seven topics: keywords of frailty, frailty domains, causes of frailty,
consequences of frailty, reversing frailty, the prevention of frailty, and addressing frailty. Regarding
frailty, nurses especially thought of physical deterioration and dementia. However, other domains of
human functioning, such as the social and psychological domains, were often mentioned, pointing to
a holistic approach to frailty. It also appears that nurses can identify many causes and consequences of
frailty. They see opportunities to reverse frailty and an important role for themselves in this process.

Keywords: frailty; opinions of nurses; older people; holistic approach; prevention

1. Introduction

Frailty is a concept that is receiving plenty of attention from science, politics, and
healthcare practice. This is not surprising, since frailty is related to ageing [1], and the
proportion of older people in the population will increase worldwide [2]. In addition, many
studies have showed that frail older people have a high risk of adverse outcomes, such as
disability in performing activities of daily living [3], increase in healthcare use (hospitalisa-
tion, institutionalisation) [4,5], lower quality of life [6], and premature death [7,8]. Thus, the
importance of identifying frail older people is evident. This offers opportunities to reduce
frailty and/or prevent or at least delay the adverse outcomes mentioned above.

However, there is no consensus on the definition of frailty. Currently, many conceptual
and operational definitions of frailty exist with associated measurement tools. An important
point of disagreement is whether frailty refers exclusively to the physical functioning of
older people or whether other domains of human functioning should also be considered,
such as the psychological and social domains. The most cited measurement tool, ‘the
phenotype of frailty’, refers to the physical functioning of older people [9]. This tool
contains five criteria that can be used to determine whether a person is non-frail, pre-frail,
or frail: unintentional weight loss, weakness, slowness, low physical activity, and poor
endurance [9]. A more recently developed instrument, the FRAIL scale [10] questionnaire,
only includes physical limitations that older people may have.

Another widely used instrument is the Frailty Index (FI), based on the Canadian Study
of Health and Aging (CSHA) Cumulative Deficit Model. This includes other domains
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of human functioning, chronic diseases, and items referring to disability in performing
activities of daily living [11]. In recent years, these so-called multidimensional instruments
for determining frailty have been on the rise. One other example is the Tilburg Frailty
Indicator (TFI), a self-report questionnaire, [12] which includes a physical, psychological,
and social domain. Because the definitions and, therefore, the measurement instruments
of frailty differ, it is not clear what the causes and consequences of frailty are. In this way,
the FI considers disability in performing activities of daily living and chronic diseases as
components of frailty [11], while the phenotype of frailty disregards these two concepts [9].

While it is recognised that beliefs of healthcare professionals have an impact on the
identification, including screening, and intervention in frail older people, few studies have
focused on their opinions of the concept of frailty. In a qualitative study among 33 Italian
primary care professionals (family physicians, nurses, social workers, physiotherapists,
home care workers), three main themes emerged: the psychosocial nature of frailty, late
detection of frailty, and barriers to feasible frailty prevention [13]. Another qualitative
study including 22 community care professionals underscored the need of a holistic inter-
disciplinary approach for the benefit of the care of frail older people, as well as a further
exploration of the interacting nature of the components of frailty, particularly the role of
modifiable factors [14]. Swedish healthcare professionals also point to a holistic approach
to frailty, including components such as having an inadequate social network and being
negatively influenced by personal qualities [15]. Among 31 healthcare professionals, using
focus groups, it was concluded that the education and training of these professionals and
interdisciplinary collaboration were essential for the delivery of person-centred care for
frail community-dwelling older people [16].

Nurses come into frequent contact with frail older people in all healthcare settings
(e.g., primary care, hospital, nursing home). However, few studies have specifically asked
nurses about their views on frailty [17–19]. Uncertainty regarding the definition of frailty
was present among six community nurses; this was particularly true for nurses who
had received limited frailty training [17]. In Scotland, 18 community nurses described
frailty as vulnerability, loss, and complex comorbidity. According to these nurses, their
current practice was largely reactive and influenced by both professional judgment and
intuition. In addition, there was little systematic screening and assessment of frailty in
older people [18]. A Dutch study, using semi-structured interviews with nurses (N = 13)
focusing on screening for frailty among older hospitalised people, found that most nurses
believe that measurement instruments are helpful in daily practice. In particular, they
appeared to be interested in specific components of frailty (e.g., fall risk) [19].

The aforementioned three studies focusing on nurses’ perceptions on frailty all had
an exploratory qualitative design, using semi-structured interviews, focus groups charac-
terised by small numbers of participants (max N = 18), and one care setting (community or
hospital). The aim of this study was to explore the opinions of nurses working with older
people on the concept of frailty, regardless of the care setting. In addition, the associations
between the background characteristics of nurses and their opinions about frailty were
examined. In contrast to previous studies, we used a quantitative design.

2. Methods
2.1. Study Population and Data Collection

V&VN is the professional association of nurses and nursing assistants in the Nether-
lands. About 100,000 nurses are members of this association. V&VN has several depart-
ments; the Geriatrics and Gerontology Department focuses specifically on the care of older
people. This department has 781 members. In April 2021, all these members received a
digital questionnaire asking their opinions on frailty.

2.2. Measurement

The questionnaire was originally developed in 2019 by scientists affiliated with AP
University of Applied Sciences and Arts Antwerp, Belgium. They used focus groups,
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individual interviews, and the literature [20,21] to constitute the questionnaire [22]. To
examine the face validity of the questionnaire and make it suitable for Dutch nurses, it was
presented to five board members of the Geriatrics and Gerontology Department. Based
on their comments, the questionnaire was slightly modified. The questionnaire contained
the following seven main topics: keywords of frailty, frailty domains, causes of frailty,
consequences of frailty, reversing frailty, prevention of frailty, and addressing frailty. The
questionnaire also included eight questions on sociodemographic factors: gender, age,
experience, hours, profession, institution, employed, and education. See Table 1 for the
answering categories.

Table 1. Characteristics of the respondents.

Total

N %

Characteristic

Gender
Male 14 5.6
Female 237 94.4
Age category in years
<44 77 30.7
44 – <55 81 32.3
≥55 91 37.1
Working experience in years
<20 70 27.9
20 – <33 90 35.9
≥33 91 36.2
Working hours per week
<28 76 30.4
28 – <32 48 19.2
≥32 126 50.4
Profession
Nurse 160 63.8
Nurse specialist 45 17.9
Other 46 18.3
Institution
Hospital 105 41.8
Nursing home 65 25.9
Residential care centre 16 6.4
Primary healthcare 44 17.5
Psychiatric institution 3 1.2
Geriatric rehabilitation centre 9 3.6
Other 9 3.6
Employed in years
<5 73 30.3
5 – <15 85 35.3
≥15 83 34.4
Education
Post-secondary vocational education 49 19.7
Higher vocational education 123 49.4
Post-higher vocational education 6 2.4
Higher vocational education master 49 19.7
University 17 6.8
Other 5 2

2.3. Statistical Analyses

For the description of the characteristics of the respondents, we used numbers and
percentages. The response to the multiple-choice variables was described using ordered
bar charts based on numbers. Association of the multiple-choice variables with the charac-
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teristics of the respondents was analysed using chi-square analysis. An asterisk (*) refers to
answers mentioned more often than expected. A p-value <0.01 was considered significant.

2.4. Ethics Approval

For this study, medical ethics approval was not necessary because particular treatments
or interventions were not offered or withheld from respondents. The integrity of the
respondents was not encroached upon as a consequence of participating in this study,
which is the main criterion in medical–ethical procedures in the Netherlands [23].

3. Results
3.1. Characteristics of the Respondents

Of the 781 members of the V&VN Geriatrics and Gerontology Department, 251 individ-
uals completed the questionnaire (response rate of 32.1%). Table 1 shows the characteristics
of the respondents. In total, 94% were female. More than 50% of respondents worked
≥32 hours per week, and 37% were 55 years or older. Most respondents were employed in a
hospital (41.8%). Approximately two-thirds of respondents were nurses (63.7%), 17.9% were
nursing specialists, and 18.3% were ‘other’. Certified nursing assistants were included in
the latter group. Henceforth, we refer to all respondents as nurses, unless otherwise noted.

3.2. Keywords of Frailty

Figure 1 shows the keywords the respondents most linked to frailty. According to
the respondents, physical deterioration was most frequently linked to frailty, followed
by dementia and dysfunction. Profession was associated with mentioning limitations in
performing activities of daily living (p-value = 0.002, nursing specialist *), and institution
was associated with mentioning loneliness (p-value = 0.002, primary healthcare *), chronic
disease (p-value = 0.009, nursing home *), and limitations in performing activities of daily
living (p-value = 0.001, hospital *).
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Figure 2 (the keywords of frailty part) presents the respondents’ answers to additional
questions, which could be answered by yes or no. According to 13.5% of respondents,
an individual could be considered frail if over 65 years of age. In addition, 59.4% of
respondents believed that a person 80 years of age who was admitted to a hospital after
a hip fracture was frail. The percentage was even higher (89.2%) if it involved someone
aged 63 who lost his or her spouse, no longer had interests, and had unintentionally lost
7 kilograms.
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Figure 2. The ‘yes’ answers to keywords of frailty, reversing frailty, prevention of frailty, and
addressing frailty.

3.3. Frailty Domains

Figure 3 shows the domains that the respondents associated with frailty. They believed
that the physical domain belonged to frailty the most. There was no association with the
characteristics of the respondents. All p-values were >0.01.
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Figure 3. Which of the following domains do you think belong to frailty? Choose three answers (the
most important domains).

3.4. Causes of Frailty

Figure 4 presents the keywords the respondents most linked to possible causes of
frailty. The three most frequently cited causes were, consecutively, memory problems,
reduced mobility, and poor nutritional status. The age category was associated with
reduced mobility (p-value = 0.005, age category <44 years *), and institution was associated
with coping mechanisms (p-value = 0.000, nursing home *).

3.5. Consequences of Frailty

Figure 5 shows the keywords most linked to possible consequences of frailty. The
most frequently mentioned consequence was lower quality of life, followed by falling
into a downward spiral and earlier death. Hours per week was associated with falls
(p-value = 0.003, category <28 h *), and profession was associated with social isolation
(p-value = 0.008, nurse *).

3.6. Reversing Frailty

According to 76.9% of respondents, the process of frailty can be reversed (see the
reversing frailty part of Figure 2). Figure 6 shows the factors that the respondents most
linked to the possible influence on reversing the process of frailty. Respondents believed
that optimising nutritional status has the most potential to reverse the process of frailty,
followed by support from the environment and improving mobility. Institution was
associated with support from the environment (p-value = 0, primary healthcare *).
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Figure 6. The process of frailty can be effectively reversed. What factors do you think have an
influence on this process? Choose three answers (the factors that have the most influence).

3.7. Prevention of Frailty

Figure 2 (the prevention of frailty part) presents the respondents’ opinions about the
prevention of frailty. Nearly all respondents believed a preventive approach to frailty
makes sense (98.0%). However, only 61% indicated that screening for frailty was conducted
in their institution. Figure 7 presents the preventive measures mentioned by the respon-
dents. The three most-cited preventive measures were network (involve family caregiver,
family physician), exercise, and meaningful daytime activity. Education and exercise were
significantly associated (p-value = 0.002, higher vocational education master *).

3.8. Addressing Frailty

Five yes/no questions were asked related to addressing frailty (see Figure 2). The
vast majority of respondents (82.9%) indicated that frailty was treated in their institution.
According to 76.9% of respondents, addressing frailty was part of their duties. They also
thought this was the way it should be; 62.2% of respondents found it useful to address
frailty by a specialised nurse, and 25.9% believed that another discipline was better suited
to fulfil this task.
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4. Discussion

Due to the ageing population [2], frailty is an important issue in many countries
around the world. Healthcare professionals in all care settings often have older people in
care or treatment. This certainly applies to nurses. It is therefore of utmost importance to
hear their opinions on frailty. This study aimed to explore the opinions of nurses regarding
frailty. In addition, we examined the associations between background characteristics of
nurses and their opinions about frailty. To achieve these aims, we used a questionnaire
that focused on the following topics: keywords, domains, causes, consequences, reversing
frailty, and prevention of frailty. The questionnaire was completed by 251 Dutch nurses. In
this section, we discuss the most significant findings.

Regarding the keywords of frailty, physical deterioration was most frequently men-
tioned. This was not surprising, because frailty was originally a medical concept, and
the emphasis was on the physical functioning of older people [24]. In addition, many
measurement instruments mainly contain components that refer to physical limitations,
such as the phenotype of frailty [9]. This also applies to the multidimensional instruments.
For example, the TFI contains eight components belonging to physical frailty and only
four and three components relating to psychological and social frailty, respectively [12].
Dementia was the participants’ second-most mentioned keyword. Like frailty, dementia
is associated with disability and, furthermore, with a high burden of dependency [25]. A
systematic review and meta-analysis revealed that individuals with frailty were at higher
risk of dementia [26]. A more recent study concluded that frailty may play an inherent
role in dementia, particularly in people aged 69 years and older [27]. Although frailty and
dementia are related concepts, nurses must realise that they are not synonyms.
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The keyword limitations in performing activities of daily living refers to disability,
and this was mentioned more by nursing specialists in comparison with nurses and others.
Moreover, this keyword was mentioned more by nurses working in a hospital. Further
analysis showed that it was mainly the nurse specialists who were associated with a hospital
(51% of the nursing specialists worked in a hospital). This setting is usually aimed at the
early discharge of patients. Being able to perform activities of daily living independently
again is essential. In science, there is still debate as to whether limitations to performing
activities of daily living belong to frailty or should be considered a possible consequence of
it [28–30]. Loneliness was significantly more mentioned by nurses affiliated with primary
healthcare (district nurses). This can be explained by the fact that they meet older people
in their environment, and they often experience loneliness in older people. Although
loneliness is associated with a lower quality of life of older people [31,32], this component
is still often not included in the assessment of frailty [33]. In contrast, the keyword chronic
diseases was more often mentioned by nurses working in nursing homes. The oldest elderly
people live in nursing homes, and advanced age is associated with multimorbidity. As
with limitations in performing activities of daily living, this is also the subject of scientific
debate. Some scientists consider individual chronic diseases and multimorbidity as part of
frailty [11,34], while others see these conditions as a determinant of frailty [35].

According to the participants, the physical domain of human functioning belonged
most to frailty. This confirms what we found with the keywords. Not only do physical
components always occur in instruments used to determine frailty, these components also
have great predictive value for the occurrence of well-known adverse outcomes of frailty,
such as disability, increased healthcare utilisation (e.g., hospitalisation, institutionalisation),
and mortality, in comparison with psychological and social domains of frailty [36–38]. In
addition to the physical domain, the cognitive domain was also frequently mentioned.
Designating this domain separately refers to the discussion about cognitive frailty. The
International Academy on Nutrition and Aging (IANA) and the International Association of
Gerontology and Geriatrics (IAGG) defined cognitive frailty as the simultaneous occurrence
of both mild cognitive impairment and physical frailty in which there is no dementia or
other pre-existing brain disorders [39]. The key words also showed that nurses strongly
associated frailty with cognitive limitations that older people may have. Moreover, many
nurses believed that memory problems are the main cause of frailty. They also considered
reduced mobility and poor nutritional status as main causes of frailty. However, in almost
all measurement tools of frailty (e.g., phenotype of frailty, TFI, FI), these are components
by which to determine whether someone is frail. Thus, nurses do not distinguish between
components and causes of frailty. This was confirmed by the fact that financial problems, a
known cause of frailty, were identified as a cause by few. To provide early intervention that
can prevent or delay frailty, nurses must have knowledge of the causes of frailty.

Most nurses considered lower quality of life as a possible consequence of frailty. This
is supported by many studies. A systematic review, including 11 cross-sectional studies
and two longitudinal studies, and a meta-analysis of four cross-sectional studies, showed
evidence of a consistent inverse association between frailty and quality of life in community-
dwelling older people [6]. Interventions by nurses in frail older people should be aimed
at keeping their quality of life as high as possible. Falling into a downward spiral and
premature death were also two important possible consequences of frailty, according to
nurses. As mentioned previously, much evidence is available for earlier death of frail older
people [7,8].

According to most nurses, the process of frailty can be reversed. Studies have shown
that this is possible [40]. Many nurses have the opinion that optimal nutritional status can
influence or reverse the process of frailty. Since nutritional status is an important component
of frailty, this result is not remarkable. Moreover, it is part of the nurse’s job to pay attention
to nutrition, especially in frail older people. Improving mobility also scored high among
respondents. A systematic review of primary care interventions, including 46 studies,
showed that a combination of training for muscle strength and protein supplementation
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was the most effective intervention to reverse frailty [40]. Institution (primary healthcare)
was associated with mentioning support from the environment as an influencing factor
on reversing the process of frailty. District nurses care for frail elderly people at home
and pay plenty of attention to the support that the environment can provide, such as
informal care by neighbours or family members. An observational study demonstrated
that exercise-based social participation was associated with reversing frailty, and older
people who recovered from frailty had high individual-level social capital (e.g., interaction
with neighbours, social participation) [41].

Because frail older people have a risk of disability, an increase in healthcare utilisa-
tion, and lower quality of life, it is important to focus interventions on the prevention
of frailty. Almost all respondents believed that this made sense. To be able to conduct
prevention properly, we need to screen for frailty. That did not appear to be the case in
all healthcare institutions that the respondents were associated with. There are several
validated and reliable instruments available in the Netherlands, such as the TFI [12] and
the Groningen Frailty Indicator (GFI) [34]. On the topic of preventing frailty, nurses em-
phasised that the network was crucial. In their opinion, an important role was played by
the informal network, such as involving family caregivers but also professionals, such as
the general practitioner. However, a qualitative focus group study demonstrated that only
a few general practitioners had actively carried out interventions to prevent frailty [42].
General practitioners as well as practice nurses experienced barriers to providing proactive
and structured care to frail older people, such as lack of time and financial compensa-
tion [43]. Respondents who completed a master’s programme indicated significantly more,
compared to the other groups, that physical exercise should be used primarily for the
prevention of frailty. Physical exercise has been the subject of frailty research in many
studies [44,45]. These highly trained nurses read more scientific studies and are therefore
more knowledgeable about the contribution of exercise to the prevention of frailty.

Frailty was treated in most of the respondents’ institutions. This applies not only to
hospitals but also to settings such as nursing homes and primary healthcare. In particular,
the prevalence of frailty in nursing homes was high; a pooled estimate of the prevalence of
frailty among nursing home residents was 52.3% (nine studies, n = 1373) [46]. However, it
should be noted that frailty was predominantly measured physically, which likely provided
a lower prevalence than if multidimensional measures had been used more frequently.
Nurses perform an important role in treating frailty; with their qualities, they are able to
meet the specific needs and desires that an individual frail elderly person may have. The
starting point of nursing is a holistic human view, which considers the total functioning
of human beings. Because frailty involves deficits in multiple domains of functioning,
collaboration with other disciplines is essential (e.g., clinicians, physiotherapists, dieticians,
occupational therapists, social workers). If there are deficits in the social functioning of
older people, then collaboration with social workers plays a crucial role in managing frailty
at the community level. Factors that influence this collaboration are the perception of the
other professional, closeness of the other professionals, the perception of interdependence,
and the frailty of the older person [47]. This requires interprofessional competencies that
are being developed in many nursing education programmes.

Some limitations of our study should be highlighted. Firstly, our questionnaire has not
been extensively validated. Secondly, the questionnaire contained only closed questions;
there was no room for the participants to add their own thoughts to the pre-structured
answers. As a result, we decided to reduce the significance level of the p-value from 0.05 to
0.01. Finally, all participants were members of the Geriatrics and Gerontology Department
of V&VN, which possibly led to selection bias.

Our study showed nurses’ opinions on frailty. It has become clear that nurses view
frailty differently. What this study did not examine was the effect of this on the quality
of care and outcomes in older people (e.g., an increase in healthcare utilisation, disability,
lower quality of life, premature death). It would be interesting and important to conduct
a study focused on the associations between nurses’ opinions about frailty and these
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outcomes. In addition, we recommend the development of an educational intervention
based on the results of this study. This will potentially lead to a higher level of knowledge
about frailty among nurses. Follow-up research can determine the effects of the developed
educational intervention on adverse outcomes in older people, for example by performing
a randomised controlled trial.

In this study we assessed the opinions of nurses regarding seven topics related to
frailty: keywords of frailty, frailty domains, causes of frailty, consequences of frailty,
reversing frailty, the prevention of frailty, and addressing frailty. When it comes to frailty,
the nurses especially thought of physical deterioration and dementia. However, other
domains of human functioning, such as the social and psychological domains, were often
mentioned, pointing to a holistic approach to frailty, which was also highlighted in previous
studies [14,15]. It also appears that the nurses could identify many causes and consequences
of frailty. They saw opportunities to reverse frailty and an important role for themselves
in this process. Some background characteristics of the nurses were associated with their
opinions about the seven main topics of frailty. Institution (primary healthcare) was
associated with two topics: mentioning loneliness as a keyword of frailty and reversing
frailty with support from the environment.

Author Contributions: Conceptualization, R.J.G., S.V. and A.V.H.; methodology, R.J.G., S.V., A.V.H.
and T.v.d.P.; formal analysis, T.v.d.P.; data curation, R.J.G. and T.v.d.P.; writing—original draft, R.J.G.,
A.V.H. and T.v.d.P.; writing—review and editing, R.J.G., S.V. and T.v.d.P.; visualization, T.v.d.P. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study in
line with medical–ethical procedures in The Netherlands.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We thank V&VN for supporting our study. In addition, we thank all the study
participants for their contribution to this study.

Conflicts of Interest: All authors declare no financial conflict of interest.

References
1. Collard, R.M.; Boter, H.; Schoevers, R.A.; Oude Voshaar, R.C. Prevalence of frailty in community-dwelling older persons:

A systematic review. J. Am. Geriatr. Soc. 2012, 60, 1487–1492. [CrossRef] [PubMed]
2. United Nations Department of Economic and Social Affairs. Population Division. World Population Prospects. The 2015

Revision. Key findings and advance tables. Working paper No. ESA/P/WP.241. New York. 2015. Available online: http:
//esa.un.org/unpd/wpp/publications/files/key_findings_wpp_2015.pdf (accessed on 19 July 2017).

3. Liu, H.X.; Ding, G.; Yu, W.J.; Liu, T.F.; Yan, A.Y.; Chen, H.Y.; Zhang, A.H. Association between frailty and incident risk of disability
in community-dwelling elder people: Evidence from a meta-analysis. Public Health 2019, 175, 90–100. [CrossRef] [PubMed]

4. Kojima, G. Frailty as a predictor of nursing home placement among community-dwelling older adults: A systematic review and
meta-analysis. J. Geriatr. Phys. Ther. 2018, 41, 42–48. [CrossRef]

5. Chang, S.F.; Lin, H.C.; Cheng, C.L. The relationship of frailty and hospitalization among older people: Evidence from a
meta-analysis. J. Nurs. Sch. 2018, 50, 383–391. [CrossRef]

6. Kojima, G.; Iliffe, S.; Jivraj, S.; Walters, K. Association between frailty and quality of life among community-dwelling older people:
A systematic review and meta-analysis. J. Epidemiol. Community Health 2016, 70, 716–721. [CrossRef] [PubMed]

7. Vermeiren, S.; Vella-Azzopardi, R.; Beckwee, D.; Habbig, A.K.; Scafoglieri, A.; Jansen, B.; Bautmans, I.; Gerontopole Brussels Study
group. Frailty and the prediction of negative health outcomes: A meta-analysis. J. Am. Med. Dir. Assoc. 2016, 17, 1163.e1–1163.e17.
[CrossRef] [PubMed]

8. Kojima, G.; Iliffe, S.; Walters, K. Frailty index as a predictor of mortality: A systematic review and meta-analysis. Age Ageing 2018,
47, 193–200. [CrossRef]

9. Fried, L.P.; Tangen, C.M.; Walston, J.; Newman, A.B.; Hirsch, C.; Gottdiener, J.; Seeman, T.; Tracy, R.; Kop, W.J.; Burke, G.; et al.
Frailty in older adults: Evidence for a phenotype. J. Gerontol. A Biol. Sci. Med. Sci. 2001, 56, M146–M156. [CrossRef]

http://doi.org/10.1111/j.1532-5415.2012.04054.x
http://www.ncbi.nlm.nih.gov/pubmed/22881367
http://esa.un.org/unpd/wpp/publications/files/key_findings_wpp_2015.pdf
http://esa.un.org/unpd/wpp/publications/files/key_findings_wpp_2015.pdf
http://doi.org/10.1016/j.puhe.2019.06.010
http://www.ncbi.nlm.nih.gov/pubmed/31454631
http://doi.org/10.1519/JPT.0000000000000097
http://doi.org/10.1111/jnu.12397
http://doi.org/10.1136/jech-2015-206717
http://www.ncbi.nlm.nih.gov/pubmed/26783304
http://doi.org/10.1016/j.jamda.2016.09.010
http://www.ncbi.nlm.nih.gov/pubmed/27886869
http://doi.org/10.1093/ageing/afx162
http://doi.org/10.1093/gerona/56.3.M146


Healthcare 2022, 10, 1632 13 of 14

10. Abellan van Kan, G.; Rolland, Y.M.; Morley, J.E.; Vellas, B. Frailty: Toward a clinical definition. J. Am. Med. Dir. Assoc. 2008, 9,
71–72. [CrossRef]

11. Mitnitski, A.B.; Mogilner, A.J.; Rockwood, K. Accumulation of deficits as a proxy measure of aging. Sci. World J. 2001, 1, 323–336.
[CrossRef]

12. Gobbens, R.J.; van Assen, M.A.; Luijkx, K.G.; Wijnen-Sponselee, M.T.; Schols, J.M. The Tilburg Frailty Indicator: Psychometric
properties. J. Am. Med. Dir. Assoc. 2010, 11, 344–355. [CrossRef] [PubMed]

13. Obbia, P.; Graham, C.; Duffy, F.J.R.; Gobbens, R.J.J. Preventing frailty in older people: An exploration of primary care professionals’
experiences. Int. J. Older People Nurs. 2020, 15, e12297. [CrossRef] [PubMed]

14. Coker, J.F.; Martin, M.E.; Simpson, R.M.; Lafortune, L. Frailty: An in-depth qualitative study exploring the views of community
care staff. BMC Geriatr. 2019, 19, 47. [CrossRef] [PubMed]

15. Gustafsson, S.; Edberg, A.-K.; Dahlin-Ivanoff, S. Swedish health care professionals’ view of frailty in older persons. J. Appl.
Gerontol. 2012, 31, 622–640. [CrossRef]

16. Avgerinou, C.; Kotsani, M.; Gavana, M.; Andreou, M.; Papageorgiou, D.I.; Roka, V.; Symintiridou, D.; Manolaki, C.; Soulis, G.;
Smyrnakis, E. Perceptions, attitudes and training needs of primary healthcare professionals in identifying and managing frailty:
A qualitative study. Eur. Geriatr. Med. 2021, 12, 321–332. [CrossRef]

17. Britton, H. What are community nurses’ experiences of assessing frailty and assisting in planning subsequent interventions? Br. J.
Community Nurs. 2017, 22, 440–445. [CrossRef]

18. Papadopoulou, C.; Barrie, J.; Andrew, M.; Martin, J.; Birt, A.; Raymond Duffy, F.J.; Hendry, A. Perceptions, practices and
educational needs of community nurses to manage frailty. Br. J. Community Nurs. 2021, 26, 136–142. [CrossRef]

19. Warnier, R.M.J.; van Rossum, E.; Du Moulin, M.; van Lottum, M.; Schols, J.; Kempen, G. The opinions and experiences of nurses
on frailty screening among older hospitalized patients. An exploratory study. BMC Geriatr. 2021, 21, 624. [CrossRef]

20. Parish, A.; Kim, J.; Lewallen, K.M.; Miller, S.; Myers, J.; Panepinto, R.; Maxwell, C.A. Knowledge and perceptions about aging
and frailty: An integrative review of the literature. Geriatr. Nurs. 2019, 40, 13–24. [CrossRef]

21. Maxwell, C.A.; Wang, J. Understanding frailty: A nurse’s guide. Nurs. Clin. N. Am. 2017, 52, 349–361. [CrossRef]
22. Van Hoof, A.; Léonard, S.; Bonnez, Y.; Vermeiren, S. De bekendheid van frailty in de praktijk. Tijdschr. Gerontol. Geriatr. 2022, 53,

1–8.
23. Central Committee on Research Involving Human Subjects. Available online: https://english.ccmo.nl/investigators/legal-

framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not (accessed on 28 January 2021).
24. Markle-Reid, M.; Browne, G. Conceptualizations of frailty in relation to older adults. J. Adv. Nurs. 2003, 44, 58–68. [CrossRef]

[PubMed]
25. Petermann-Rocha, F.; Lyall, D.M.; Gray, R.S.; Esteban-Cornejo, I.; Quinn, T.J.; Ho, F.K.; Pell, P.J.; Celis-Morales, C. Associations

between physical frailty and dementia incidence: A prospective study from UK Biobank. Lancet 2020, 1, E58–E68. [CrossRef]
26. Kojima, G.; Taniguchi, Y.; Iliffe, S.; Walters, K. Frailty as a predictor of Alzheimer disease, vascular dementia, and all dementia

among community-dwelling older people: A systematic review and meta-analysis. J. Am. Med. Dir. Assoc. 2016, 17, 881–888.
[CrossRef] [PubMed]

27. Li, M.; Huang, Y.; Liu, Z.; Shen, R.; Chen, H.; Ma, C.; Zhang, T.; Li, S.; Prince, M. The association between frailty and incidence of
dementia in Beijing: Findings from 10/66 dementia research group population-based cohort study. BMC Geriatr. 2020, 20, 138.
[CrossRef] [PubMed]

28. Fried, L.P.; Ferrucci, L.; Darer, J.; Williamson, J.D.; Anderson, G. Untangling the concepts of disability, frailty, and comorbidity:
Implications for improved targeting and care. J. Gerontol. A Biol. Sci. Med. Sci. 2004, 59, 255–263. [CrossRef]

29. Abellan van Kan, A.; Rolland, Y.; Bergman, H.; Morley, J.E.; Kritchevsky, S.B.; Vellas, B. The I.A.N.A Task Force on frailty
assessment of older people in clinical practice. J. Nutr. Health Aging 2008, 12, 29–37. [CrossRef]

30. Clegg, A.; Young, J.; Iliffe, S.; Rikkert, M.O.; Rockwood, K. Frailty in elderly people. Lancet 2013, 381, 752–762. [CrossRef]
31. Ward, M.; McGarrigle, C.A.; Kenny, R.A. More than health: Quality of life trajectories among older adults-findings from the Irish

Longitudinal Study of Ageing (TILDA). Qual Life Res. 2019, 28, 429–439. [CrossRef]
32. Musich, S.; Wang, S.S.; Hawkins, K.; Yeh, C.S. The impact of loneliness on quality of life and patient satisfaction among older,

sicker adults. Gerontol. Geriatr. Med. 2015, 1, 2333721415582119. [CrossRef]
33. Gobbens, R.J.; Luijkx, K.G.; Wijnen-Sponselee, M.T.; Schols, J.M. Toward a conceptual definition of frail community dwelling

older people. Nurs. Outlook 2010, 58, 76–86. [CrossRef] [PubMed]
34. Schuurmans, H.; Steverink, N.; Lindenberg, S.; Frieswijk, N.; Slaets, J.P. Old or frail: What tells us more? J. Gerontol. A Biol. Sci.

Med. Sci. 2004, 59, M962–M965. [CrossRef]
35. Gobbens, R.J.; Luijkx, K.G.; Wijnen-Sponselee, M.T.; Schols, J.M. Towards an integral conceptual model of frailty. J. Nutr. Health

Aging 2010, 14, 175–181. [CrossRef]
36. Gobbens, R.J.; van Assen, M.A.; Luijkx, K.G.; Schols, J.M. The predictive validity of the Tilburg Frailty Indicator: Disability, health

care utilization, and quality of life in a population at risk. Gerontologist 2012, 52, 619–631. [CrossRef] [PubMed]
37. Gobbens, R.J.; Andreasen, J. The prediction of readmission and mortality by the domains and components of the Tilburg Frailty

Indicator (TFI): A prospective cohort study among acutely admitted older patients. Arch. Gerontol. Geriatr. 2020, 89, 104077.
[CrossRef] [PubMed]

http://doi.org/10.1016/j.jamda.2007.11.005
http://doi.org/10.1100/tsw.2001.58
http://doi.org/10.1016/j.jamda.2009.11.003
http://www.ncbi.nlm.nih.gov/pubmed/20511102
http://doi.org/10.1111/opn.12297
http://www.ncbi.nlm.nih.gov/pubmed/31873984
http://doi.org/10.1186/s12877-019-1069-3
http://www.ncbi.nlm.nih.gov/pubmed/30782120
http://doi.org/10.1177/0733464810396874
http://doi.org/10.1007/s41999-020-00420-0
http://doi.org/10.12968/bjcn.2017.22.9.440
http://doi.org/10.12968/bjcn.2021.26.3.136
http://doi.org/10.1186/s12877-021-02586-z
http://doi.org/10.1016/j.gerinurse.2018.05.007
http://doi.org/10.1016/j.cnur.2017.04.003
https://english.ccmo.nl/investigators/legal-framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not
https://english.ccmo.nl/investigators/legal-framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not
http://doi.org/10.1046/j.1365-2648.2003.02767.x
http://www.ncbi.nlm.nih.gov/pubmed/12956670
http://doi.org/10.1016/S2666-7568(20)30007-6
http://doi.org/10.1016/j.jamda.2016.05.013
http://www.ncbi.nlm.nih.gov/pubmed/27324809
http://doi.org/10.1186/s12877-020-01539-2
http://www.ncbi.nlm.nih.gov/pubmed/32293307
http://doi.org/10.1093/gerona/59.3.M255
http://doi.org/10.1007/BF02982161
http://doi.org/10.1016/S0140-6736(12)62167-9
http://doi.org/10.1007/s11136-018-1997-y
http://doi.org/10.1177/2333721415582119
http://doi.org/10.1016/j.outlook.2009.09.005
http://www.ncbi.nlm.nih.gov/pubmed/20362776
http://doi.org/10.1093/gerona/59.9.M962
http://doi.org/10.1007/s12603-010-0045-6
http://doi.org/10.1093/geront/gnr135
http://www.ncbi.nlm.nih.gov/pubmed/22217462
http://doi.org/10.1016/j.archger.2020.104077
http://www.ncbi.nlm.nih.gov/pubmed/32334333


Healthcare 2022, 10, 1632 14 of 14

38. Gobbens, R.J.J.; van Assen, M.; Augustijn, H.; Goumans, M.; van der Ploeg, T. Prediction of mortality by the Tilburg Frailty
Indicator (TFI). J. Am. Med. Dir. Assoc. 2020, 22, 607.e1–607.e6. [CrossRef]

39. Kelaiditi, E.; Cesari, M.; Canevelli, M.; van Kan, G.A.; Ousset, P.J.; Gillette-Guyonnet, S.; Ritz, P.; Duveau, F.; Soto, M.E.;
Provencher, V.; et al. Cognitive frailty: Rational and definition from an (I.A.N.A./I.A.G.G.) international consensus group. J. Nutr.
Health Aging 2013, 17, 726–734. [CrossRef]

40. Travers, J.; Romero-Ortuno, R.; Bailey, J.; Cooney, M.T. Delaying and reversing frailty: A systematic review of primary care
interventions. The British Journal of General Practice: J. R. Coll. Gen. Pract. 2019, 69, e61–e69. [CrossRef]

41. Takatori, K.; Matsumoto, D. Social factors associated with reversing frailty progression in community-dwelling late-stage elderly
people: An observational study. PLoS ONE 2021, 16, e0247296. [CrossRef]

42. Ambagtsheer, R.C.; Archibald, M.M.; Lawless, M.; Mills, D.; Yu, S.; Beilby, J.J. General practitioners’ perceptions, attitudes and
experiences of frailty and frailty screening. Aust. J. Gen. Pract. 2019, 48, 426–433. [CrossRef]

43. Bleijenberg, N.; Ten Dam, V.H.; Steunenberg, B.; Drubbel, I.; Numans, M.E.; De Wit, N.J.; Schuurmans, M.J. Exploring the
expectations, needs and experiences of general practitioners and nurses towards a proactive and structured care programme for
frail older patients: A mixed-methods study. J. Adv. Nurs. 2013, 69, 2262–2273. [CrossRef] [PubMed]

44. Cadore, E.L.; Rodríguez-Mañas, L.; Sinclair, A.; Izquierdo, M. Effects of different exercise interventions on risk of falls, gait ability,
and balance in physically frail older adults: A systematic review. Rejuven. Res. 2013, 16, 105–114. [CrossRef] [PubMed]

45. Talar, K.; Hernández-Belmonte, A.; Vetrovsky, T.; Steffl, M.; Kałamacka, E.; Courel-Ibáñez, J. Benefits of resistance training in early
and late stages of frailty and sarcopenia: A systematic review and meta-analysis of randomized controlled studies. J. Clin. Med.
2021, 10, 1630. [CrossRef]

46. Kojima, G. Prevalence of frailty in nursing homes: A systematic review and meta-analysis. J. Am. Med. Dir. Assoc. 2015, 16,
940–945. [CrossRef] [PubMed]

47. Kim, M.J. Factors affecting the collaboration between nurses in community health department and social workers in welfare
services department. Int. J. Health Policy Manag. 2008, 18, 125–147.

http://doi.org/10.1016/j.jamda.2020.07.033
http://doi.org/10.1007/s12603-013-0367-2
http://doi.org/10.3399/bjgp18X700241
http://doi.org/10.1371/journal.pone.0247296
http://doi.org/10.31128/AJGP-11-18-4757
http://doi.org/10.1111/jan.12110
http://www.ncbi.nlm.nih.gov/pubmed/23461433
http://doi.org/10.1089/rej.2012.1397
http://www.ncbi.nlm.nih.gov/pubmed/23327448
http://doi.org/10.3390/jcm10081630
http://doi.org/10.1016/j.jamda.2015.06.025
http://www.ncbi.nlm.nih.gov/pubmed/26255709

	Introduction 
	Methods 
	Study Population and Data Collection 
	Measurement 
	Statistical Analyses 
	Ethics Approval 

	Results 
	Characteristics of the Respondents 
	Keywords of Frailty 
	Frailty Domains 
	Causes of Frailty 
	Consequences of Frailty 
	Reversing Frailty 
	Prevention of Frailty 
	Addressing Frailty 

	Discussion 
	References

