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Abstract 

AIM:  

Against a backdrop of ageing populations worldwide, it has become increasingly 
important to identify frailty screening instruments suitable for community 
settings. Self-reported and/or administered instruments may offer significant 
simplicity and efficiency advantages over clinician-administered instruments but 
their comparative diagnostic test accuracy has yet to be systematically examined. 

The aim of this systematic review was to determine the diagnostic test accuracy 
of self-reported and/or self-administered frailty screening instruments against 
two widely accepted frailty reference standards (the Frailty Phenotype and the 
Frailty Index) within community-dwelling older adult populations. 
 
METHODS: 
 
We conducted a systematic search of the Embase, CINAHL, MEDLINE, PubMed, 
Web of Science, PEDro, PsycINFO, ProQuest Dissertations, Open Grey and 
GreyLit databases up to April 2017 (with an updated search conducted over May-
July 2018) to identify studies reporting comparison of self-reported and/or self-
administered frailty screening instruments against an appropriate reference 
standard, with a minimum sensitivity threshold of 80% and specificity threshold 
of 60%. 
 
RESULTS:  

We identified 24 studies that met our selection criteria.  Four self-reported 
screening instruments across three studies met minimum sensitivity and 
specificity thresholds.  However, in most cases, study design considerations 
limited the reliability and generalisability of the results. Additionally, meta-
analysis was not conducted because no more than three studies were available for 
any of the unique combinations of index tests and reference standards. 

CONCLUSIONS:  

Although our study has demonstrated that a number of self-reported frailty 
screening instruments reported sensitivity and specificity within a desirable 
range for community application, additional diagnostic test accuracy studies are 
needed. 

 

Keywords: (MESH): Aged, 80 and over; Frailty; Geriatric Assessment; 
Primary Health Care   
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1. Introduction  

Frailty has been identified as a global public health priority in societies with 
ageing populations (1). Frailty is a state of decreased physiological reserve and 
increased vulnerability to stressor events, resulting in increased risk of adverse 
health outcomes such disability, hospitalisation, institutionalisation, and 
mortality (2–4). Frailty is a dynamic condition where improvement is possible 
(5,6) and  interventions exist that can delay or reverse frailty (7). Identifying 
individuals who would benefit from timely identification and intervention, 
therefore, is a key priority in the management of frailty within the community 
(8,9). 

There are currently a large number of different frailty screening instruments in 
existence, many of which have proven to be reliable and valid measures of frailty 
within different contexts (10). However, only some of these are suitable 
contenders to be considered within the scope of self-administered instruments, 
taking the form of either a postal survey or a self-completed questionnaire. 
Several systematic reviews have examined the utility of frailty screening within 
community settings, from the perspective of both self-report and test-based 
measurement (4,9,11–13).  

Two systematic reviews have reported on the diagnostic test accuracy (DTA) of 
frailty screening instruments against a reference standard (14,15). A number of 
publications have examined the DTA of self-reported instruments for the 
identification of frailty since these reviews were published, hence the need for this 
review. One of the key complexities identified in these reviews regarding frailty 
screening is a lack of consensus on a definition of frailty, which is reflected in two 
separate reference standards and a large number of potential index tests (9). 

The aim of this review was to identify the DTA of self-reported screening 
instruments against a frailty reference standard for community dwelling older 
adults. Specifically, our review questions were: 

 How accurate are self-reported screening instruments against agreed 
reference standards? 

 How does the accuracy of self-reported instruments vary according to 
whether the test is self-reported or self-administered? 

 

2. Materials and Methods 

We consulted the PRISMA (Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses) statement (16) and the JBI Critical Appraisal Checklist for 
Diagnostic Test Accuracy Studies tool (17) in developing the study design. The 
study protocol has been published previously (18) and the study is registered with 
both the PROSPERO (ID=CRD42017081379) and the JBI databases.  

We diverged from our original protocol with respect to the following points: 
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 We focused on frailty alone rather than including pre-frailty for purposes 
of clarity. 

 We excluded CGA (Comprehensive Geriatric Assessment) as a reference 
standard for frailty due to a lack of standardisation in terms of its 
administration between studies and the absence of a widely recognised 
threshold for frailty. We have, however included studies where FI was 
derived from CGA. 

 We excluded studies conducted in hospital settings and emergency 
departments along with patients with specific conditions, e.g. cancer. 

 We included studies from inception of the databases rather than studies 
published after Jan 1, 2001. 

 Due to significant overlap between JBI and QUADAS and time limitations 
we critically appraised against the JBI framework only.  

 Meta-analysis and sub-group analysis were not conducted due to 
substantial heterogeneity in the results. 

 We excluded consideration of feasibility from our review given that our 
search strategy, which is focused on diagnostic accuracy, is likely to have 
omitted a high proportion of papers focused specifically on the feasibility 
of individual instruments. 

 

2.1 Selection Criteria 

2.1.1. Types of Studies 

We included observational studies published in English and conducted in 
community settings.  

 

2.1.2 Participants 

The participants in our included studies were community-dwelling older adults 
with a minimum mean age of 65 years, or where at least half of the study 
participants were aged 65 years and over. Studies of participants living in 
residential care settings were excluded. Studies that addressed a specific 
diagnosis or that were conducted in an acute setting (e.g. cancer patients, surgical 
patients or emergency department patients) were excluded.  

 

2.1.3 Index Tests  

Any index test purporting to measure frailty that was entirely self-reported (i.e., 
administered by an investigator but including no clinical or physical 
measurements) or that was self-administered was included. Tests that were 
partially self-reported were excluded unless test results for the self-reported 
items were presented independently of the non-self-reported items. We included 
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studies in which the self-report frailty instrument was completed by a proxy as 
well as studies where the older person self-completed the instrument. Studies 
using a self-reported FI were excluded as any FI (self-report, test-based, or 
combination) which meets the criteria of Searle et at (2008) may be considered 
to be a reference standard. 

 

2.1.4 Reference Standards 

Studies were included if they applied either of two frailty reference standards: the 
Frailty Phenotype (FP) (Fried et al., 2001) or the Frailty Index (Mitnitski et al., 
2001). Studies applying no reference standard or a reference standard other than 
those specified above were excluded. 

 

2.1.5 Diagnosis of interest 

The diagnosis of interest was frailty.   

 

2.2. Search Strategy 

To identify published studies, we searched the databases MEDLINE/PubMed, 
PEDro, Embase, PsycINFO, CINAHL, Scopus, and Web of Science from 
inception. The initial search was conducted between March and April of 2017 and 
updated in July 2018. Our search strategy was developed in consultation with an 
academic librarian with a speciality in medicine.  

The search strategy was developed in a scaffolded manner, commencing with a 
CINAHL and PubMed search to inform specified keyword analysis, including 
MeSH terms, for subsequent database searching. We then used truncated and 
expanded keyword variations of the terms relating to frailty, self-report, and 
screening, along with specific self-report screening tools (e.g., Kihon Checklist).  

To identify unpublished and grey literature, we searched ProQuest, Open Grey, 
The Grey Literature Report database, and consulted websites of key 
gerontological research centres with a focus on frailty.  

We also reviewed the reference lists of all included studies to identify additional 
studies of interest. 

The search strategy syntax for individual databases is provided in Supporting 
Table 1.  

 

2.3 Study selection 

All studies of interest were exported from the respective databases and imported 
into Zotero Reference Manager version 4.0.29.17. Zotero was selected for this 
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process due to its compatibility with the various data extraction formats from the 
electronic databases, its low cost and an internal capability that made it relatively 
easy to identify and remove duplicates. Duplicates were identified using the 
inbuilt feature and manually checked before deletion by one researcher (RA).  

The resulting unique records were exported into a Microsoft Excel 2016 
worksheet before being assessed for title and abstract relevancy by two 
independent reviewers (RA and MT).  We consulted a third reviewer (TS) over 
any differences in opinion regarding the inclusion of individual articles.  

Agreed articles were extracted in full text format by one reviewer (RA) and 
reviewed independently by the same reviewers (RA and MT) with recourse to the 
third reviewer (TS) to achieve consensus. The reason for exclusion was retained 
for all articles reviewed after the initial title/abstract screen. 

 

2.4 Quality review  

Two reviewers (RA and MT) subjected the included full-text articles to an initial 
assessment against the inclusion criteria, and a number of studies were excluded 
at this point. The reasons for exclusion were retained. 

Included studies were assessed against the Joanna Briggs Institute (JBI) 
Checklist for Diagnostic Test Accuracy Studies (17). This Checklist is based on the 
QUADAS 2 signaling questions (19) and relate to the design and conduct of the 
study (see Box 1).   

Two reviewers (RA and MT) then assessed included studies independently 
against the JBI criteria. We recorded a value of “Yes”, “No” or “Unclear” against 
each criterion and made additional notes where appropriate.  

 

Box 1: JBI Criteria 

1. RECRUITMENT: Was a consecutive or random sample of patients enrolled?  

2. CASE CONTROL: Was a case control design avoided? 

3. EXCLUSIONS: Did the study avoid inappropriate exclusions?  

4. INDEX TEST INTERPRETATION: Were the index test results interpreted 
without knowledge of the results of the reference standard?  

5. THRESHOLD: If a threshold was used, was it pre-specified?  

6. REFERENCE STANDARD: Is the reference standard likely to correctly classify 
the target condition?  

7. REFERENCE STANDARD INTERPRETATION: Were the reference standard 
results interpreted without knowledge of the results of the index test? 
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8. INTERVAL: Was there an appropriate interval between index test and 
reference standard? 

9. SAME REFERENCE STANDARD: Did all patients receive the same reference 
standard? 

10. ALL PATIENTS:  Were all patients included in the analysis? 

 

 

2.5 Data extraction 

We developed an initial data extraction template, which was based on the JBI 
Data Extraction tool (17) and was finalised in consultation with the research team. 
We extracted country of origin, sample size, mean age of participants, % 
male/female, index test and reference standard, test thresholds, and self-report 
or self-administration status. Data was extracted independently by two reviewers 
(RA and MT) and then discussed to achieve consensus. Where necessary, we 
sought additional clarification or data from study authors, especially with respect 
to 2x2 data to allow calculation of diagnostic characteristics.  

 

2.6 Data analysis 

We used Microsoft Excel and SPSS v.25 to perform descriptive analysis of the 
data. We calculated sensitivity (Se), specificity (Sp), positive predictive value 
(PPV), negative predictive value (NPV) and likelihood ratios along with their 
associated 95% confidence intervals within the Review Manager (RevMan) v.5.3 
software (The Nordic Cochrane Centre, Cochrane Collaboration, Copenhagen). 
We used Revman to construct forest plots of the data to display heterogeneity.  

For the purposes of this study, we adopted 80% as a minimum sensitivity 
threshold (9,20,21) and 60% as a minimum specificity threshold (20) as being 
acceptable. Although good screening tests have both high sensitivity and 
specificity (i.e., results close to 1), in practice there is often a trade-off in favour 
of one over the other (22). In the case of frailty screening within community 
settings, high sensitivity and low specificity tends to be the more preferable 
scenario where identification of as many frail individuals as possible is a priority 
(23). Following this logic, it may be more desirable to have a higher number of 
false positives than false negatives, signifying that there is a greater chance of 
potentially identifying as frail people who are not frail rather than missing those 
who are.  

Additionally, we used Microsoft Excel to construct the Youden Index (sensitivity 
+ specificity-1). The Youden Index is a single summary measure reflecting how 
closely the DTA result matches the ideal of no false positives or false negatives 
(24).  Although the Youden Index adds additional interpretive information (as a 
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kind of balancing mechanism across the sensitivity and specificity values), it is 
not appropriate to consider it in isolation, especially in the context of our study. 
For example, the Youden Index, as a single statistic, does not take into 
consideration decisions such as prioritisation of high sensitivity over high 
specificity into account. 

The ‘metandi’ command in Stata requires a minimum of four studies for meta-
analysis of DTA studies (25). However, this review did not identify more than 
three studies comparing the same index test and reference standard. 
Consequently, we did not conduct meta-analysis and have synthesised results in 
tabular and narrative formats.   

 

3. Results 

All results presented below are descriptive in nature. Across all possible 
comparisons of index and reference tests, the highest number of included studies 
per comparison was only three. In this single instance, a comparison of Tilburg 
Frailty Indicator (TFI) (index test) versus FP, the bivariate model was not 
calculated as the number of studies was below the minimum required (n=4). 
Therefore, as meta-analysis was not possible, all comparisons are presented in 
tabular and graphical format, along with a narrative synthesis. 

 

3.1 Search results and study characteristics 

The search results (including the updated search) returned 18,034 results in total. 
The large number of results returned was due to a number of factors including 
conducting the search from the inception of the databases, the large number of 
databases searched, extensive duplication between databases and the need to 
allow for numerous combinations of the search term “self” in relation to 
screening. Study results are shown in the flow diagram in Figure 1. Of the total 
records identified, 10,579 duplicates were identified and removed, leaving 7,455 
records to be screened by title and abstract. Initial agreement between reviewers 
was 77.8%; where assessments differed, these were resolved through discussion 
or occasionally referred to the third reviewer. 

After title and abstract screening, 7,164 articles were excluded due to lack of 
relevance or because they could not be sourced in full text format. In all, 291 
studies were assessed in full-text format against the inclusion/exclusion criteria. 
Of these, 267 were subsequently excluded. Key reasons for exclusion included not 
having or an inappropriate reference standard applied (28.1%), focus on a specific 
disease (18.1%), being a non-DTA or observational study (16.9%), using non-self-
reported instruments (9.4%) and not meeting the age criteria (7.9%). Ultimately, 
24 studies were deemed to have met the inclusion/exclusion criteria and 
underwent JBI critical appraisal.  
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<Insert Figure 1 about here please> 

 

3.2 Included studies  

Across the 24 included studies, the sample size ranged from 52 to 27,527, with a 
total of 84,984 participants. Characteristics of included studies are summarised 
in Table 1. The mean age of participants, where stated, ranged from 65.3 years up 
to 85.7 years. 

In all, there were 31 instances of screening instruments compared against a frailty 
reference standard across the included studies, with some studies having more 
than one combination of index test and reference standard. The most frequently 
implemented instruments were the FRAIL scale (22.6% of instances), the 
Groningen Frailty Indicator (12.9%) and Self-Reported Health (12.9%), 
representing a mix of multi-dimensional and uni-dimensional indicators. 

Almost two-thirds (64.5%) of all comparisons were made against the FP alone as 
a reference standard, 19.4% against both the FP and the FI, and 16.1% against the 
FI alone.  

The most common mode of administration was self-reporting to an external 
interviewer (54.8% of instances). Approximately one-quarter of cases involved 
self-administration of the instrument (25.8%). Lastly, 19.4% of instances did not 
specify mode of administration.  

 

3.3 Methodological quality   

We assessed the 24 included articles against the JBI quality criteria.  The results 
of the methodological quality assessment against the JBI criteria for included 
studies are shown in Table 2. Methodological quality of studies ranged from a low 
of 30% up to 90%, with almost 90% of included studies meeting  50% of quality 
criteria. The JBI criteria were designed for DTA-specific studies, however in this 
review we have also applied them to population studies. Quality should therefore 
be interpreted in light of the study design. We encourage readers to refer to Table 
1 for context-specific information regarding study setting and design when 
interpreting the DTA results.  

 

3.4 Test accuracy  

We were able to obtain sufficient data to calculate diagnostic test accuracy from 
14 of the included studies (Table 3, Supporting Table 2, Supporting Table 3, 
Supporting Figure 1). Sensitivity and specificity of frailty screening instruments 
against the two reference standards varied widely between included studies that 
provided DTA data (Table 3).  
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Self-reported screening instruments meeting the minimum sensitivity and 
specificity thresholds included the PRISMA-7 against the FP (Two studies; 
Se:100.0%, Sp: 80.0% (26) and Se:93.3%, Sp: 78.2% (27)), the GFI against the 
FP (Se:100.0%, Sp: 80.0% (26)); Self-Rated Health against the FP (Se: 85%, 
Sp:73% (27)); and Self-Reported Physical Activity against the FP (Se:80.6%, 
Sp:84.2% (28)) (Table 4). All instruments scoring high sensitivity also returned a 
Youden index value above 0.5.  

Of the results reported above, most (5 of 6) were based on self-reported rather 
than self-administered instruments.  Only the GFI against the FP (Se:100.0%, Sp: 
80.0%) as reported in Braun et al’s study (26) was self-administered. However, 
as the sample size was small (n=52), this result should be interpreted with 
caution.   

 

4. Discussion 

4.1 Summary of main findings 

We did not find strong and reliable evidence in support of the DTA of self-
reported instruments for the identification of frailty included within our study. 
Two candidates (the PRISMA-7 and the Groningen Frailty Indicator) developed 
specifically for the identification of frailty met our minimum sensitivity and 
specificity requirements against the Frailty Phenotype (26,27), as did Self-
Reported Health (Hoogendijk et al., 2012). However, the studies from which they 
were drawn were characterised by wide confidence intervals and relatively small 
sample sizes, and in the case of one study (Hoogendijk et al., 2012), a higher 
prevalence of frailty than would be expected to be found within the community 
due to study design. Only Self-Reported Physical Activity (28), not a frailty 
screening instrument per se, but rather a single self-reported criterion of the FP, 
simultaneously met our sensitivity and specificity criteria and was based on a 
relatively large sample size (n=4000). However, none of the studies described 
above met the JBI criterion for random or consecutive recruitment and/or were 
deliberately structured to achieve an over-representation of frail individuals, 
limiting their reliability and generalisability.  

Our review found very high heterogeneity with respect to DTA, study design, 
index test, and reference standard between the included studies. This is an 
important consideration because study methodology, sample size, setting, and 
selection of both index test and reference standard are all likely to have influenced 
DTA results (Leeflang et al., 2008).  Very few studies compared the same index 
test and reference standard, making a meta-analysis statistically unviable. In this 
respect, our results were consistent with other studies in finding substantial 
variability for the DTA of frailty screening instruments (11,14,15).   

In the included studies the reference standard was commonly modified, which 
complicates interpretation of our results. The majority of studies which used the 
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FP as a reference standard in this review included variables which differed from 
the original formulation specified by Fried and colleagues (49). The FP is 
commonly modified due to the availability of variables or ease of data collection 
across studies, and the modification of variables has implications for frailty 
prevalence (50), and thus also DTA findings. Furthermore, we observed 
considerable variation in terms of the threshold for frailty used for the FI across 
a number of studies, which ranged from 0.08 up to 0.35. These factors impacted 
on our ability to make definitive recommendations regarding the DTA of various 
self-reported instruments in their ability to identify frailty, and this also impacts 
health care providers and policy makers in determining whether a particular 
instrument is sufficiently accurate to apply for population level or clinic in frailty 
screening. 

No conclusive statement can be made regarding the accuracy of self-reported 
versus self-administered tests. In this review, the screening tests were 
interviewer-administered in the majority of instances (54.8%), a much smaller 
proportion were self-administered (25.8%), and 19.4% had an unknown mode of 
administration. In a number of studies, screening tests were either interviewer or 
self-administered concurrent to a broader assessment which included a range of 
questions covering geriatric syndromes, health conditions and disability. 
Different methods of questionnaire administration have been identified as 
impacting the quality of data collected, with differences most marked between 
interview and self-administration (51). Factors such as cognitive burden of 
questionnaires, control over pace of interview, rapport between interviewer and 
respondent, and social desirability bias are recognised as contributing to 
potential differences in responses (51). Therefore, the accuracy of using self-
reported but not self-administered frailty screening tools within community-
based frailty screening, particularly in populations with low levels of education or 
literacy, is unclear. 

 

4.2 Strengths and limitations 

The key strength of this review is to deliver the first (to our knowledge) 
comprehensive appraisal of the DTA of self-reported and/or self-administered 
screening instruments for the identification of frailty. Consequently, we 
anticipate that the data presented within this review will be particularly relevant 
to those seeking to implement surveys conducted via post, online or in waiting-
room type environments. It has also greatly expanded the number of studies and 
instruments included in previous reviews. Further, we have calculated and 
reported comprehensive DTA statistics for each of the included studies. For a 
number of studies, this data was not reported in the original publications and has 
been sourced through direct communication with authors.  

Our review has also identified a number of novel measures that might be further 
explored in future DTA studies of instruments for the identification of frailty; for 
example, the inclusion of instruments not specific to frailty such as self-reported 
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health and self-reported physical exhaustion, both of which returned higher 
sensitivity results than some of the instruments designed specifically to identify 
frailty. In addition, our study makes a range of new contextual and diagnostic 
information available, including the Youden Index, which is of potential clinical 
relevance in making decisions about screening. 

There were a number of limitations associated with our study. The most 
significant of these is the heterogeneity characterising our included studies 
(particularly with regard to the Frailty Index, where multiple thresholds have 
been applied), making interpretation challenging. However, in the absence of 
consensus within the field on many aspects of frailty screening, we believe that it 
remains important to present the full range of results so that policy makers and 
practitioners can come to their own conclusions about the appropriateness of 
various instruments based on their intended context of use. Additionally, we 
acknowledge that a number of the included studies were not explicitly designed 
as DTA studies but, rather, may have been designed for another purpose, such as 
population-level cohorts. A further limitation is that we did not include self-
reported FIs as index tests within our study. Despite the fact that a self-reported 
FI can be used for frailty screening, it also meets the criteria of being a reference 
standard for frailty (52), and hence was outside the scope of this review. Lastly, 
although we focused this review on older adults aged 65 years and over, we 
acknowledge the possibility that a potential source of the heterogeneity we 
observed in the results may be due to differences in functional ability between 
younger and older age groups within this cohort. 

In order to focus the review, we deliberately excluded studies focusing on certain 
populations (cancer and surgical patients) and settings (residential care, acute 
care, and emergency departments). Therefore, our findings do not extend beyond 
community settings.  Further, studies that focused on the feasibility of tool 
administration and predictive, rather than diagnostic, accuracy were outside the 
scope of this review. Where the DTA information on the accuracy of screening 
instruments is limited, it may be optimal to also consider the predictive accuracy 
of these instruments (mortality, hospitalisation, institutionalisation, etc.) before 
implementing them at a population level or in a clinical setting. The ability of self-
reported instruments to predict adverse outcomes is an important feature of 
screening instruments that should be considered where DTA findings are 
inconclusive. Lastly, despite the comprehensiveness of our search strategy, it may 
be possible that we have inadvertently omitted studies that were relevant to our 
review.  

 

 

 

4.3 Implications  
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There are a number of implications for frailty screening using self-reported or 
self-administered instruments that can be drawn from our results. Firstly, the 
relatively low accuracy of many of the formal screening instruments currently in 
wide use potentially restricts the field of choice; however, this decision is largely 
dependent on the purpose for screening. The appropriate sensitivity for a self-
reported instrument in the identification of frailty may vary according to the 
context in which such an instrument is used. While a lower sensitivity may be 
appropriate in a primary care setting where follow-up investigation can more 
readily occur, the presence of a large number of false positive results may be 
problematic in larger scale population level screening of frailty. The ethics of 
frailty screening require follow-up consultation with a health professional in the 
event of a positive result (53), therefore, the DTA of a screening instrument has 
implications in terms of health resource utilisation. Other outcomes, such as 
predictive validity, may need to be considered alongside DTA when considering 
a self-report instrument for the identification of frailty. 

Alternatively, another option is to consider whether a self-reported reference 
standard could be practically applied in preference to a frailty screening 
instrument. Frailty screening instruments are commonly developed as 
alternatives to reference standards for purposes of efficiency, but this may come 
at the expense of clinical relevance and accuracy (54). A fully self-reported FI has 
been identified as having similar characteristics to a test-based FI (50). Requiring 
a minimum of 30 variables, this could be considered as a viable alternative. 
Otherwise, in contexts where self-reporting is not possible, and where equipment 
and space allow, the Frailty Phenotype, a combined test-based and self-report FI 
or a non-self-reported instrument (such as Gait Speed) meeting accuracy 
requirements may be able to be administered.  

Regardless, any decision on a frailty screening instrument depends on the 
purpose for selecting the instrument, and which approach to frailty best fits the 
requirements of the health organisation or practitioner recommending the test. 
It is widely recognised within the frailty literature that the FP and FI approaches 
to measuring frailty are essentially different (although complementary) (55). For 
example, the FP has been proposed as more amenable to a ‘first contact’ with an 
individual, as it relies on general signs and symptoms, and does not readily signify 
what should be done by way of therapeutic follow-up. In contrast, the FI, as a 
multi-dimensional frailty assessment (often based on a comprehensive 
assessment), can indicate where clinicians or health service providers might need 
to focus their intervention (55).  This difference can influence the motivation for 
selecting a screening instrument (10); for example, if the instrument is to be used 
within a large, population-based study, further investigation will be a priority. 
Conversely, if it is to be used for diagnostic screening and assessment, for 
example within a primary care context, the ability to intervene based on 
information collected will be important. 

Although the body of literature on frailty is expanding rapidly (56), it appears that 
there remains an insufficient number of high-quality, sufficiently-powered DTA 
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studies to enable meaningful conclusions to be drawn about the performance of 
individual frailty screening instruments. More studies are needed examining the 
DTA of self-reported frailty screening instruments for the identification of frailty 
in community settings. In this review, we have combined large population-based 
studies and smaller clinical studies of community-dwelling participants. The 
justification for this choice was to maximise the available evidence on screening 
instruments and centralise the results to inform research and practice. However, 
as the frailty evidence base grows, it may be useful to narrow the inclusion criteria 
to DTA studies only in a future review. 

 

5. Conclusion 

This study has identified several self-reported instruments with potential for 
application within community settings. However, despite four screening 
instruments across three studies reporting sensitivity and specificity within a 
desirable range, diagnostic accuracy was clouded by study design and sampling 
issues, in particular participant selection. The current evidence for the DTA of 
many screening instruments does not support their widespread use to identify 
frailty in community dwelling adults. Predictive validity, which was outside the 
scope of this review, may be an alternative outcome to inform health policy and 
practice decision-making regarding instrument selection for this population. 
Further well-designed DTA studies of self-reported screening instruments to 
identify frailty are required. 
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