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To the Editor: The early identification of individuals at risk of frailty is growing in importance 

because it may provide insights into the mechanisms involved in physical age-related decline and may 

help prevent the onset of disabilities and mortality.[1] Individuals with the intermediate prefrailty status 

have a greater risk of becoming frail.[2] Because frailty has been associated with risk of multiple adverse 

outcomes,[3-5] and prefrailty status seems to be partially reversible and an optimal target for 

interventions,[6-8] it is crucial to identify individuals who are at risk of frailty (prefrailty) to develop early 

and effective preventive interventions to reduce or manage the risks associated with this condition. 

Populations in different geographic areas could experience different levels of frailty because of 

cultural or political distinctions.[9] In this context, determining prefrailty prevalence rates as a function of 

degree of urbanization is of particular interest because there may be considerable differences in 

socioeconomic status, demographic characteristics, and health care. 

The prevalence and clinical characteristics of prefrailty were explored in community-dwelling elderly 

adults living in densely versus nondensely populated areas. 

Methods 

This was a cross-sectional study of a representative sample (n = 749) of adults aged 65 and older. Data 

were used from baseline assessments from the Effectiveness of the Comprehensive Gerontological 

Assessment and longitudinal follow-up in the healthy ageing promotion (VERISAÚDE) project. Two 

categories were created to define degree of urbanization: densely populated areas (DPAs, urban) and 

nondensely populated areas (non-DPAs, rural). Prefrailty status was diagnosed based on the Fried criteria 

(unintentional weight loss, exhaustion, low physical activity, low walking speed, low grip strength).[2] 

Sociodemographic characteristics, comorbidity, predicted 1-year mortality, drug consumption, and 

polypharmacy were registered. 

Results 

Most (71.8%) participants were identified as prefrail, mainly as a result of low grip strength. The 

prevalence of prefrailty did not differ significantly between geographic areas (DPA, 71.2%; non-DPA, 

72.5%; P = .92). In Spain, the urbanization of rural areas is increasing, and differences between areas are 

probably not as sharp as in other countries. A greater prevalence of prefrailty was observed in women 

(DPA, P < .001; non-DPA, P < .001) and in individuals aged 65 to 79 than in those who were older 

(DPA, P < .001; non-DPA, P < .001), but prefrailty was not associated with lower levels of education or 

comorbidities. 

Physical capacity impairments (low grip strength, slow walking time) were more prevalent than 

physiological markers (exhaustion, unintentional weight loss, and low physical activity) in the prefrail 

population (Figure 1). Low grip strength and slow walking time were also the two most frequent physical 

impairments in frailty, and the proportion of all criteria except low grip strength was much higher in frail 

individuals, which suggests that low grip strength is not a good criterion to use to discriminate prefrail 

from frail individuals. It is also possible that the original Fried cutoff points[2] are not valid for a Spanish 

population and should be adapted to avoid inappropriate categorization. 

  

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Repositorio da Universidade da Coruña

https://core.ac.uk/display/61917784?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0001
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0002
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0003
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0006
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0009
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0002
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-fig-0001
http://onlinelibrary.wiley.com/enhanced/doi/10.1111/jgs.13908#jgs13908-bib-0002


 
 

 

Figure 1. Proportion of single frailty criteria in prefrail and frail groups. 

Mean number of drugs and polypharmacy significantly increased as a function of frailty in both areas, 

with prefrail individuals having intermediate consumption values (number of drugs: DPA, P < .001, non-

DPA, P < .001; polypharmacy: DPA, P = .002, non-DPA, P = .01). The fact that many frail older adults 

have multiple chronic comorbidities and functional impairments and, consequently, are prescribed long 

lists of medications can explain this. 

Although frail participants had greater comorbidity, the difference was not statistically significant 

(DPA, P = .45; non-DPA, P = .54). Mortality significantly increased as a function of frailty (again with 

intermediate mortality rates in prefrailty) (DPA, P = .005; non-DPA,P < .001). A tendency was observed 

in frail individuals toward higher mortality in non-DPA (39.3%) than DPA (33.2%). 

Conclusion 

A high percentage of individuals aged 65 and older are prefrail regardless of geographic setting, 

indicating that an important subset of community-dwelling older adults is at high risk of progressing to 

frailty. This is relevant because individuals who are frailty have a greater risk of poor health outcomes 

including falls, disability, hospitalization, and mortality.[3-5] In this context, identifiable and modifiable 

physical manifestations (e.g., low grip strength) may provide clinically relevant targets for developing 

preventive intervention strategies. Although, most studies have evaluated the effectiveness of 

interventions in older people who are already frail, recent evidence indicates that interventions are more 

effective in prefrail individuals than in those who are already frail.[10] These findings may be of long-

term potential benefit to clinical elderly care. 
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