	Definition of Pre-frailty Delphi Survey Round 1 results

	Please rate following statements addressing definition of pre-frailty:           
	%
	%
	%
	n
	%
	n
	%
	n
	%
	n
	%
	n

	 
	DISAGREE
	AGREE
	1- Strongly disagree
	2- Disagree
	3-Not sure
	4- Agree
	5-Strongly agree

	1. Pre-frailty is a first stage before frailty develops.
	13.05
	73.91
	4.35%
	1
	8.70%
	2
	13.04%
	3
	30.43%
	7
	43.48%
	10

	2. Pre-frailty may be clinically silent/preclinical.
	8.7
	91.31
	4.35%
	1
	4.35%
	1
	0.00%
	0
	43.48%
	10
	47.83%
	11

	3. Pre-frailty is a clinically detectable and overt condition.
	26.09
	65.22
	8.70%
	2
	17.39%
	4
	8.70%
	2
	47.83%
	11
	17.39%
	4

	4. Pre-frailty may represent the first appearance of functional decline or onset of geriatric syndromes.
	8.7
	91.31
	4.35%
	1
	4.35%
	1
	0.00%
	0
	69.57%
	16
	21.74%
	5

	5. Pre-frailty is characterized by the existence of weakness and one or more impairments (e.g. sensory, muscular, cognitive, or mood etc.).
	34.79
	39.13
	8.70%
	2
	26.09%
	6
	26.09%
	6
	34.78%
	8
	4.35%
	1

	6. Pre-frailty is a risk factor for disability, although disability can exist without it.
	8.7
	86.96
	4.35%
	1
	4.35%
	1
	4.35%
	1
	47.83%
	11
	39.13%
	9

	7. Pre-frailty is a state, which is different from vigorous/robust states or established frailty.
	4.35
	86.96
	4.35%
	1
	0.00%
	0
	8.70%
	2
	39.13%
	9
	47.83%
	11

	8. The term “intermediate state of risk” describes pre-frailty.
	8.7
	43.48
	0.00%
	0
	8.70%
	2
	47.83%
	11
	43.48%
	10
	0.00%
	0

	9. The term a “little frail” describes pre-frailty.
	60.87
	4.35
	17.39%
	4
	43.48%
	10
	34.78%
	8
	4.35%
	1
	0.00%
	0

	10. Pre-frailty is an intermediate state between frailty and non-frail/robust states.
	8.7
	91.3
	4.35%
	1
	4.35%
	1
	0.00%
	0
	73.91%
	17
	17.39%
	4

	11. Pre-frailty is a dynamic process, nonlinear, different from vulnerability and disability.
	8.7
	82.61
	4.35%
	1
	4.35%
	1
	8.70%
	2
	47.83%
	11
	34.78%
	8

	12. Pre-frailty might be reversible as pre-frail individuals may either enter the frailty state or reverse/recover to a non-frail (robust) state.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	39.13%
	9
	56.52%
	13

	13. Pre-frailty is a part of a continuum situated between the normal physiological changes of ageing and end-stage of disability and death.
	13.05
	65.22
	4.35%
	1
	8.70%
	2
	21.74%
	5
	39.13%
	9
	26.09%
	6

	14. Pre-frailty is a multi-factorial syndrome/condition that may be caused by physical, cognitive, nutritional, hormonal, social, psychological, emotional, spiritual, economic, anthropological, and other factors.
	13.05
	82.6
	8.70%
	2
	4.35%
	1
	4.35%
	1
	52.17%
	12
	30.43%
	7

	15. Ageing is the main risk factor for pre-frailty.
	30.43
	52.17
	13.04%
	3
	17.39%
	4
	17.39%
	4
	34.78%
	8
	17.39%
	4

	16. Pre-frailty is age-related but multi-factorial.
	4.35
	86.96
	4.35%
	1
	0.00%
	0
	8.70%
	2
	47.83%
	11
	39.13%
	9

	17. Pre-frailty is due to the accumulation of deficits caused by disease-associated physiological changes.
	30.44
	39.13
	8.70%
	2
	21.74%
	5
	30.43%
	7
	30.43%
	7
	8.70%
	2

	18. Age-related cumulative declines lead to pre-frailty.
	8.7
	65.22
	4.35%
	1
	4.35%
	1
	26.09%
	6
	56.52%
	13
	8.70%
	2

	19. Socioeconomic deprivation and lifestyle factors including diet and smoking cause pre-frailty.
	17.39
	56.52
	0.00%
	0
	17.39%
	4
	26.09%
	6
	43.48%
	10
	13.04%
	3

	20. Malnourishment and malnutrition (over and under nourishment and nutrition) contribute to pre-frailty.
	4.35
	82.61
	4.35%
	1
	0.00%
	0
	13.04%
	3
	60.87%
	14
	21.74%
	5

	21. Cognitive impairment causes pre-frailty.
	26.09
	39.13
	4.35%
	1
	21.74%
	5
	34.78%
	8
	26.09%
	6
	13.04%
	3

	22. Pre-frailty is caused by sarcopenia (loss of muscle mass and strength/quality).
	21.74
	56.53
	0.00%
	0
	21.74%
	5
	21.74%
	5
	47.83%
	11
	8.70%
	2

	23. Disability and impairment in activities of daily living lead to pre-frailty.
	52.17
	30.44
	17.39%
	4
	34.78%
	8
	17.39%
	4
	26.09%
	6
	4.35%
	1

	24. Multi-morbidity and chronic diseases lead to onset of pre-frailty.
	21.74
	73.91
	4.35%
	1
	17.39%
	4
	4.35%
	1
	73.91%
	17
	0.00%
	0

	25. Chronic inflammation is a driver of pre-frailty.
	0
	69.56
	0.00%
	0
	0.00%
	0
	30.43%
	7
	56.52%
	13
	13.04%
	3

	26. An impaired immune system leads to pre-frailty.
	0
	47.83
	0.00%
	0
	0.00%
	0
	52.17%
	12
	47.83%
	11
	0.00%
	0

	27. Physical pre-frailty is linked with specific physical alterations that could result from pathophysiological changes.
	4.35
	86.95
	0.00%
	0
	4.35%
	1
	8.70%
	2
	73.91%
	17
	13.04%
	3

	28. Physical weakness is the most common symptom of pre-frailty.
	21.74
	56.52
	4.35%
	1
	17.39%
	4
	21.74%
	5
	52.17%
	12
	4.35%
	1

	29. Physical pre-frailty is commonly identified using the Fried Frailty Phenotype including unintentional weight loss, exhaustion, weakness, slow walking speed, and low physical activity criteria.
	21.74
	69.56
	8.70%
	2
	13.04%
	3
	8.70%
	2
	34.78%
	8
	34.78%
	8

	30. Social pre-frailty is characterised by no or an insufficient social or carer network or supports, predisposing to increased vulnerability unrelated to physical conditions
	13.05
	52.17
	4.35%
	1
	8.70%
	2
	34.78%
	8
	39.13%
	9
	13.04%
	3

	31. It may be associated with social activities of the individual such as going out, visiting family and friends, living alone, or talking with someone every day.
	21.74
	56.52
	8.70%
	2
	13.04%
	3
	21.74%
	5
	39.13%
	9
	17.39%
	4

	32. Showing some of the characteristics of social pre-frailty is associated with depression or loneliness.
	17.39
	56.53
	4.35%
	1
	13.04%
	3
	26.09%
	6
	47.83%
	11
	8.70%
	2

	33. Social pre-frailty was mostly mentioned under multi-dimensional concepts of pre-frailty as an independent domain.
	13.05
	56.53
	8.70%
	2
	4.35%
	1
	30.43%
	7
	47.83%
	11
	8.70%
	2

	34. The first stages of pre-frailty are characterized by cognitive impairment.
	65.22
	4.35
	17.39%
	4
	47.83%
	11
	30.43%
	7
	4.35%
	1
	0.00%
	0

	35. Cognition is an important component of pre-frailty.
	17.39
	56.52
	0.00%
	0
	17.39%
	4
	26.09%
	6
	43.48%
	10
	13.04%
	3

	36. Cognitive status is an important part of the assessment for the biological basis of pre-frailty.
	8.7
	82.61
	0.00%
	0
	8.70%
	2
	8.70%
	2
	60.87%
	14
	21.74%
	5

	37. It is not clear that prodromal dementia as defined by mild cognitive impairment (MCI) is synonymous with pre-frailty.
	0
	91.3
	0.00%
	0
	0.00%
	0
	8.70%
	2
	60.87%
	14
	30.43%
	7

	38. Nutrition is an important element of pre-frailty.
	4.35
	86.96
	0.00%
	0
	4.35%
	1
	8.70%
	2
	60.87%
	14
	26.09%
	6

	39. Pre-frailty is independently associated with a lower body mass index (BMI) and worse nutritional status.
	30.44
	30.44
	8.70%
	2
	21.74%
	5
	39.13%
	9
	26.09%
	6
	4.35%
	1

	40. Nutritional deficiencies are a sub-domain of pre-frailty.
	17.39
	65.21
	4.35%
	1
	13.04%
	3
	17.39%
	4
	52.17%
	12
	13.04%
	3

	41. Nutritional pre-frailty is a syndrome pre-disposing to frailty characterised by deficiencies related to nutrition.
	17.39
	65.22
	13.04%
	3
	4.35%
	1
	17.39%
	4
	60.87%
	14
	4.35%
	1

	42. Pre-frailty cannot be defined in terms of a single molecular mechanism.
	0
	95.65
	0.00%
	0
	0.00%
	0
	4.35%
	1
	43.48%
	10
	52.17%
	12

	43. Pre-frailty involves alterations in multiple body systems.
	0
	95.65
	0.00%
	0
	0.00%
	0
	4.35%
	1
	43.48%
	10
	52.17%
	12

	44. Loss of physiological reserve and reduced ability to maintain homeostasis are associated with the mechanism of pre-frailty.
	4.35
	91.3
	4.35%
	1
	0.00%
	0
	4.35%
	1
	34.78%
	8
	56.52%
	13

	45. Pre-frailty is a condition of older people with increased vulnerability in which minimal stress may cause functional impairment.
	30.44
	56.52
	8.70%
	2
	21.74%
	5
	13.04%
	3
	26.09%
	6
	30.43%
	7

	46. Pre-frailty is a condition where prevention may still be possible and it should be mandatory for clinicians and health professionals to detect it as early as possible.
	8.7
	91.3
	4.35%
	1
	4.35%
	1
	0.00%
	0
	34.78%
	8
	56.52%
	13

	47. The purpose of diagnosing pre-frailty is to identify the non-robust, nondisabled older person, at risk of adverse health outcomes in the near future.
	13.05
	86.95
	4.35%
	1
	8.70%
	2
	0.00%
	0
	30.43%
	7
	56.52%
	13

	48. Pre-frailty as a diagnostic term is useful in primary care and community care.
	13.05
	78.26
	8.70%
	2
	4.35%
	1
	8.70%
	2
	34.78%
	8
	43.48%
	10

	49. A diagnosis of pre-frailty is only necessary in specialized settings e.g. in geriatric medicine units.
	95.65
	0
	65.22%
	15
	30.43%
	7
	4.35%
	1
	0.00%
	0
	0.00%
	0

	50. Pre-frailty screening and assessment should include physical, functional, cognitive, psychological, nutritional, social and other domains.
	8.7
	82.61
	8.70%
	2
	0.00%
	0
	8.70%
	2
	39.13%
	9
	43.48%
	10

	51. A mental health assessment and cognitive health status evaluation are highly recommended as part of the assessment of pre-frailty.
	8.7
	78.26
	4.35%
	1
	4.35%
	1
	13.04%
	3
	30.43%
	7
	47.83%
	11

	52. Determining nutritional status can be important in the diagnosis of pre-frailty.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	60.87%
	14
	34.78%
	8

	53. Physical performance tests can be important in the diagnosis of pre-frailty.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	39.13%
	9
	56.52%
	13

	54. Assessing gait speed can be important in the diagnosis of pre-frailty.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	39.13%
	9
	56.52%
	13

	55. Mobility assessment can be important in the diagnosis of pre-frailty.
	4.35
	95.66
	4.35%
	1
	0.00%
	0
	0.00%
	0
	47.83%
	11
	47.83%
	11

	56. The concept of pre-frailty and its operational definition can help in identifying and stratifying older persons at high risk of disability and/or other adverse outcomes.
	8.7
	78.26
	4.35%
	1
	4.35%
	1
	13.04%
	3
	26.09%
	6
	52.17%
	12

	58. In addition to the assessment methods used, biomarkers should be used to help with the identification of pre-frailty.
	21.74
	17.4
	8.70%
	2
	13.04%
	3
	60.87%
	14
	8.70%
	2
	8.70%
	2

	59. There is no single biomarker that is adequate to predict or diagnose pre-frailty.
	0
	91.3
	0.00%
	0
	0.00%
	0
	8.70%
	2
	34.78%
	8
	56.52%
	13

	60. The same definition of pre-frailty should be valid across different clinical settings and must show reproducibility across time.
	4.35
	91.31
	0.00%
	0
	4.35%
	1
	4.35%
	1
	26.09%
	6
	65.22%
	15

	61. Pre-frailty is linked with adverse health outcomes.
	4.35
	78.26
	0.00%
	0
	4.35%
	1
	17.39%
	4
	34.78%
	8
	43.48%
	10

	62. Pre-frailty increases vulnerability to impairments and the ensuing consequences.
	0
	95.65
	0.00%
	0
	0.00%
	0
	4.35%
	1
	43.48%
	10
	52.17%
	12

	63. Frailty is a clinical outcome of pre-frailty.
	13.05
	73.91
	4.35%
	1
	8.70%
	2
	13.04%
	3
	43.48%
	10
	30.43%
	7

	64. Frailty is an inevitable clinical outcome of pre-frailty.
	91.3
	4.35
	39.13%
	9
	52.17%
	12
	4.35%
	1
	0.00%
	0
	4.35%
	1

	65. Pre-frailty has different predictive values for different health outcomes (including disability, falls, hospitalization, permanent institutionalization and death).
	0
	91.31
	0.00%
	0
	0.00%
	0
	8.70%
	2
	69.57%
	16
	21.74%
	5

	66. Pre-frail older adults have a diminished ability to perform social activities.
	47.83
	34.78
	8.70%
	2
	39.13%
	9
	17.39%
	4
	34.78%
	8
	0.00%
	0

	67. Pre-frailty might be reversible or attenuated by targeted interventions.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	34.78%
	8
	60.87%
	14

	68. Screening programmes at population-level can identify and support prevention of pre-frailty and subsequent development of frailty.
	4.35
	73.91
	4.35%
	1
	0.00%
	0
	21.74%
	5
	39.13%
	9
	34.78%
	8

	69. Healthy lifestyles are important for the prevention and reversibility of pre-frailty.
	4.35
	95.65
	4.35%
	1
	0.00%
	0
	0.00%
	0
	43.48%
	10
	52.17%
	12

	70. Physical activity should be considered as an intervention for the management of pre-frailty.
	4.35
	91.3
	4.35%
	1
	0.00%
	0
	4.35%
	1
	39.13%
	9
	52.17%
	12

	71. Nutrition interventions including vitamin D and calorie supplementation prevent and reverse pre-frailty.
	8.7
	69.56
	4.35%
	1
	4.35%
	1
	21.74%
	5
	56.52%
	13
	13.04%
	3





	Definition of Pre-frailty Delphi Survey Round 2 results

	Please rate following statements addressing definition of pre-frailty:
	%
	%
	%
	n
	%
	n
	%
	n
	
%
	n
	%
	n

	 
	AGREE
	DISAGREE
	1- Strongly disagree
	2- Disagree
	3-Not sure
	4- Agree
	5-Strongly agree

	1. Pre-frailty is a first stage before frailty develops. (74% agreement in the R1)
	95.00%
	0.00%
	0.00%
	0
	0.00%
	0
	5.00%
	1
	60.00%
	12
	35.00%
	7

	3. Pre-frailty may be clinically silent/preclinical but could be detectable before onset of frailty. (edited statement)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	60.00%
	12
	40.00%
	8

	4. Pre-frailty may represent the first appearance of functional decline or onset of geriatric syndromes. (91% agreement in the R1)
	95.00%
	5.00%
	0.00%
	0
	5.00%
	1
	0.00%
	0
	60.00%
	12
	35.00%
	7

	6. Pre-frailty is a risk factor for disability, although disability can exist without it. (87% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	50.00%
	10
	50.00%
	10

	N. Pre-frailty is an important risk factor for diminished resilience/increased vulnerability to stressors. (new statement)
	85.00%
	15.00%
	5.00%
	1
	10.00%
	2
	0.00%
	0
	40.00%
	8
	45.00%
	9

	10. Pre-frailty is an intermediate state that is different/in between robust/non-frail and frail states. (edited statement)
	95.00%
	0.00%
	0.00%
	0
	0.00%
	0
	5.00%
	1
	55.00%
	11
	40.00%
	8

	11. Pre-frailty is a dynamic process, nonlinear, different from vulnerability and disability. (82% agreement in the R1)
	80.00%
	10.00%
	0.00%
	0
	10.00%
	2
	10.00%
	2
	55.00%
	11
	25.00%
	5

	12. Pre-frailty might be reversible as pre-frail individuals may either enter the frailty state or reverse/recover to a non-frail (robust) state. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	40.00%
	8
	60.00%
	12

	N. Pre-frailty is a useful construct for categorising risk along a frailty spectrum. (new statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	35.00%
	7
	50.00%
	10

	14. Pre-frailty is a multi-factorial syndrome/condition that may be caused by physical, cognitive, nutritional, hormonal, social, psychological, emotional, spiritual, economic, anthropological, and other factors. (82% agreement in the R1)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	50.00%
	10
	40.00%
	8

	16. Pre-frailty is age-related but multi-factorial. (87% agreement in the R1)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	40.00%
	8
	45.00%
	9

	20. Malnourishment and malnutrition (over and under nourishment and nutrition) contribute to pre-frailty. (82% agreement in the R1)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	45.00%
	9
	45.00%
	9

	21. Cognitive impairment contributes to pre-frailty. (edited statement)
	70.00%
	5.00%
	5.00%
	1
	0.00%
	0
	25.00%
	5
	35.00%
	7
	35.00%
	7

	22. Pre-frailty is caused by sarcopenia (loss of muscle mass and strength/quality) that may contribute to development of pre-frailty. (edited statement)
	45.00%
	15.00%
	5.00%
	1
	10.00%
	2
	40.00%
	8
	45.00%
	9
	0.00%
	0

	N. The relationship between pre-frailty and sarcopenia is complex and bi-directional. (new statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	60.00%
	12
	25.00%
	5

	23. Disability and impairment in activities of daily living are associated with pre-frailty. (edited statement)
	55.00%
	30.00%
	10.00%
	2
	20.00%
	4
	15.00%
	3
	45.00%
	9
	10.00%
	2

	24. Multi-morbidity and chronic diseases contribute to onset of pre-frailty. (edited statement)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	60.00%
	12
	30.00%
	6

	25. Chronic inflammation may lead to pre-frailty. (edited statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	70.00%
	14
	15.00%
	3

	27. Physical pre-frailty is linked with specific physical alterations that could result from pathophysiological changes. (87% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	75.00%
	15
	25.00%
	5

	36. Cognitive status is an important part of the assessment for the biological basis of pre-frailty. (82% agreement in the R1)
	85.00%
	10.00%
	5.00%
	1
	5.00%
	1
	5.00%
	1
	65.00%
	13
	20.00%
	4

	37. Prodromal dementia as defined by mild cognitive impairment (MCI) is not synonymous with pre-frailty. (edited statement)
	80.00%
	5.00%
	0.00%
	0
	5.00%
	1
	15.00%
	3
	35.00%
	7
	45.00%
	9

	38. Nutrition is an important element of pre-frailty. (87% agreement in the R1)
	90.00%
	5.00%
	5.00%
	1
	0.00%
	0
	5.00%
	1
	40.00%
	8
	50.00%
	10

	42. Pre-frailty cannot be defined in terms of a single molecular mechanism. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	40.00%
	8
	60.00%
	12

	43. Pre-frailty involves alterations in multiple body systems combined with other non-physical factors: psychological resilience and coping functions; psycho-socioeconomic frailty etc. (edited statement)
	80.00%
	10.00%
	0.00%
	0
	10.00%
	2
	10.00%
	2
	50.00%
	10
	30.00%
	6

	44. Loss of physiological reserve and reduced ability to maintain homeostasis are associated with the mechanism of pre-frailty. (91% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	45.00%
	9
	55.00%
	11

	N. Social, socio-economic or psychosocial deprivation may lead to the start of deterioration to pre-frailty. (new statement)
	95.00%
	0.00%
	0.00%
	0
	0.00%
	0
	5.00%
	1
	60.00%
	12
	35.00%
	7

	46. Pre-frailty is a condition where prevention may still be possible and it should be screened by clinicians and health professionals to detect it as early as possible. (edited statement)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	30.00%
	6
	60.00%
	12

	47. The purpose of diagnosing pre-frailty is to identify the non-robust, nondisabled person, at risk of adverse health outcomes in the near future. (edited statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	40.00%
	8
	45.00%
	9

	48. Pre-frailty as a diagnostic term is useful in primary care, community care or integrated care. (edited statement)
	65.00%
	5.00%
	5.00%
	1
	0.00%
	0
	30.00%
	6
	25.00%
	5
	40.00%
	8

	N. Pre-frailty assessment tools should be feasible, validated and inclusive, but brief. (new statement)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	35.00%
	7
	55.00%
	11

	50. Pre-frailty screening and assessment should include physical, functional, cognitive, psychological, nutritional, social and other domains. (84% agreement in the R1)
	80.00%
	5.00%
	5.00%
	1
	0.00%
	0
	15.00%
	3
	30.00%
	6
	50.00%
	10

	51. A mental health assessment and cognitive health status evaluation are highly recommended as part of the assessment of pre-frailty. (78% agreement in the R1)
	80.00%
	10.00%
	5.00%
	1
	5.00%
	1
	10.00%
	2
	50.00%
	10
	30.00%
	6

	52. Determining nutritional status can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	50.00%
	10
	50.00%
	10

	53. Physical performance tests can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	45.00%
	9
	55.00%
	11

	54. Assessing gait speed can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	95.00%
	0.00%
	0.00%
	0
	0.00%
	0
	5.00%
	1
	40.00%
	8
	55.00%
	11

	55. Mobility assessment can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	45.00%
	9
	55.00%
	11

	56. The concept of pre-frailty and its operational definition can help in identifying and stratifying older persons at high risk of disability and/or other adverse outcomes. (78% agreement in the R1)
	80.00%
	0.00%
	0.00%
	0
	0.00%
	0
	20.00%
	4
	40.00%
	8
	40.00%
	8

	57. The Fried (physical) frailty criteria are the optimal approach to assessing and classifying pre-frailty. (Result of the open-ended question in the R1)
	20.00%
	40.00%
	10.00%
	2
	30.00%
	6
	40.00%
	8
	20.00%
	4
	0.00%
	0

	59. There is no single biomarker that is adequate to predict or diagnose pre-frailty. (91% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	35.00%
	7
	65.00%
	13

	60. The same definition of pre-frailty should be valid across different clinical settings and must show reproducibility across time. (91% agreement in the R1)
	90.00%
	0.00%
	0.00%
	0
	0.00%
	0
	10.00%
	2
	50.00%
	10
	40.00%
	8

	61. Pre-frailty is linked with adverse health outcomes if not detected early or managed poorly. (edited statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	45.00%
	9
	40.00%
	8

	62. Pre-frailty increases vulnerability to impairments and the ensuing consequences. (96% agreement in the R1)
	95.00%
	0.00%
	0.00%
	0
	0.00%
	0
	5.00%
	1
	50.00%
	10
	45.00%
	9

	63. Frailty may be a clinical outcome of pre-frailty. (edited statement)
	95.00%
	5.00%
	0.00%
	0
	5.00%
	1
	0.00%
	0
	45.00%
	9
	50.00%
	10

	65. Pre-frailty has different predictive values for different health outcomes (including disability, falls, hospitalization, delirium, permanent institutionalization and death). (edited statement)
	85.00%
	0.00%
	0.00%
	0
	0.00%
	0
	15.00%
	3
	55.00%
	11
	30.00%
	6

	66. Pre-frail older adults are at increased risk of a diminished ability to perform social activities. (edited statement)
	70.00%
	5.00%
	0.00%
	0
	5.00%
	1
	25.00%
	5
	55.00%
	11
	15.00%
	3

	67. Pre-frailty might be reversible or attenuated by targeted interventions. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	45.00%
	9
	55.00%
	11

	68. Screening programmes at population-level can identify and support prevention of pre-frailty and subsequent development of frailty. (74% agreement in the R1)
	70.00%
	5.00%
	0.00%
	0
	5.00%
	1
	25.00%
	5
	40.00%
	8
	30.00%
	6

	69. Healthy lifestyles are important for the prevention and reversibility of pre-frailty. (96% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	55.00%
	11
	45.00%
	9

	70. Physical activity should be considered as an intervention for the management of pre-frailty. (91% agreement in the R1)
	100.00%
	0.00%
	0.00%
	0
	0.00%
	0
	0.00%
	0
	40.00%
	8
	60.00%
	12

	71. Nutritional interventions including vitamin D, protein and calorie supplementation may prevent and reverse pre-frailty. (edited statement)
	75.00%
	10.00%
	5.00%
	1
	5.00%
	1
	15.00%
	3
	60.00%
	12
	15.00%
	3

	N. An understanding of an individuals (tailored) nutritional requirements is important in the prevention and management of pre-frailty. (new statement)
	85.00%
	5.00%
	0.00%
	0
	5.00%
	1
	10.00%
	2
	50.00%
	10
	35.00%
	7










[bookmark: _Hlk4494596]Revisions made to statements during consensus meeting
	Section
	Statement
	Rated % in R2
	Edited in consensus meeting

	1. Pre-frailty as a concept
	
	
	

	1.1. [bookmark: _Hlk6233396]First stages
	1. Pre-frailty is a first stage before frailty develops. (74% agreement in the R1)
	95.2%
	Pre-frailty may be clinically silent but may represent the first appearance of functional decline.  It increases vulnerability to impairments and is a risk factor for disability and adverse health and health related quality of life outcomes. 

(Merges 1, 3, 4, 6 and section 6)

	
	3. Pre-frailty may be clinically silent/preclinical but could be clinically detectable before onset of frailty. (edited statement)
	100%
	

	
	4. Pre-frailty may represent the first appearance of functional decline or onset of geriatric syndromes. (91% agreement in the R1)
	95.2%
	

	
	6. Pre-frailty is a risk factor for disability, although disability can exist without it. (87% agreement in the R1)
	100%
	Final version following the consensus meeting 2:

Pre-frailty may be clinically silent but may represent the first appearance of functional decline.  It increases vulnerability to impairments, and is a risk factor for disability and adverse health and health related quality of life outcomes if not detected early or managed poorly.

	
	N. Pre-frailty is an important risk factor for diminished resilience/increased vulnerability to stressors. (new statement)
	85.7%
	

	1.2. Pre-frailty as a continuum – transitions and trajectories
	10. Pre-frailty is an intermediate state that is different/in between robust/non-frail and frail states. (edited statement)
	95.2%
	Pre-frailty is a dynamic nonlinear process that may be reversible where prevention may still be possible.

(Merges 10, 11 and 12)

	
	11. Pre-frailty is a dynamic process, nonlinear, different from vulnerability and disability. (82% agreement in the R1)
	80.9%
	

	
	12. Pre-frailty might be reversible as pre-frail individuals may either enter the frailty state or reverse/recover to a non-frail (robust) state. (96% agreement in the R1)
	100%
	Final version following the consensus meeting 2:

Pre-frailty is hypothesized as a dynamic nonlinear process that may be reversible where prevention may still be possible.

	
	N. Pre-frailty is a useful construct for categorising risk along a frailty spectrum. (new statement)
	85.7%
	

	2. Multi-factorial aspects (causes) of pre-frailty
	14. Pre-frailty is a multi-factorial syndrome/condition that may be caused by physical, cognitive, nutritional, hormonal, social, psychological, emotional, spiritual, economic, anthropological, and other factors. (82% agreement in the R1)
	85.7%
	Pre-frailty is a multidimensional syndrome that may include physical, cognitive, nutritional and socio-economic aspects.  

(Merges 16 and 20) 
The relationship between pre-frailty and sarcopenia is hypothesized to be complex and bi-directional. Multi-morbidity and chronic diseases contribute to onset of pre-frailty.

(Merges 24 and the new statement)

	
	16. Pre-frailty is age-related but multi-factorial. (87% agreement in the R1)
	85.7%
	Final version following the consensus meeting 2:

Pre-frailty is a multidimensional syndrome that may be caused by physical, cognitive, nutritional, socio-economic, and other factors.  

The relationship between pre-frailty and sarcopenia is hypothesized to be complex and bi-directional. Multi-morbidity and chronic diseases contribute to onset of pre-frailty.



	
	20. Malnourishment and malnutrition (over and under nourishment and nutrition) contribute to pre-frailty. (82% agreement in the R1)
	85.7%
	

	
	21. Cognitive impairment contributes to pre-frailty. (edited statement)
	71.4%
	

	
	22. Pre-frailty is caused by sarcopenia (loss of muscle mass and strength/quality) that may contribute to development of pre-frailty. (edited statement)
	42.8%
	

	
	N. The relationship between pre-frailty and sarcopenia is complex and bi-directional. (new statement)
	80.9%
	

	
	23. Disability and impairment in activities of daily living are associated with pre-frailty. (edited statement)
	57.1%
	

	
	24. Multi-morbidity and chronic diseases contribute to onset of pre-frailty. (edited statement)
	90.4%
	

	
	25. Chronic inflammation may lead to pre-frailty. (edited statement)
	85.7%
	

	3. Types (multi-dimensional aspects) of pre-frailty
	
	
	Section to be removed as those are covered in the multidimensional aspects. 

	3.1. Physical

	27. Physical pre-frailty is linked with specific physical alterations that could result from pathophysiological changes. (87% agreement in the R1)
	100%
	

	3.2. Cognitive


	36. Cognitive status is an important part of the assessment for the biological basis of pre-frailty. (82% agreement in the R1)
	85.7%
	

	
	37. Prodromal dementia as defined by mild cognitive impairment (MCI) is not synonymous with pre-frailty. (edited statement)
	80.9%
	

	3.3. Nutritional

	38. Nutrition is an important element of pre-frailty. (87% agreement in the R1)
	90.4%
	

	4. Mechanism


	42. Pre-frailty cannot be defined in terms of a single molecular mechanism. (96% agreement in the R1)
	100%
	Pre-frailty involves alterations in multiple body systems associated with loss of physiological reserve and reduced ability to maintain homeostasis. The impact is influenced by non-physical factors such as psychological resilience and coping functions.
(Merges 42, 43, 44 and the new statement)

	
	43. Pre-frailty involves alterations in multiple body systems combined with other non-physical factors: psychological resilience and coping functions; psycho-socioeconomic frailty etc. (edited statement)
	80.9%
	

	
	44. Loss of physiological reserve and reduced ability to maintain homeostasis are associated with the mechanism of pre-frailty. (91% agreement in the R1)
	100%
	Final version following the consensus meeting 2:

Pre-frailty may involve alterations in multiple body systems associated with loss of physiological reserve and reduced ability to maintain homeostasis. Its impact is influenced by non-physical factors such as psychological resilience and coping functions.

	
	N. Social, socio-economic or psychosocial deprivation may lead to the start of deterioration to pre-frailty. (new statement)
	95.2%
	

	5. Assessment and screening instruments supporting operational definitions and clinical assessment
	46. Pre-frailty is a condition where prevention may still be possible and it should be screened by clinicians and health professionals to detect it as early as possible. (edited statement)
	90.4%
	Pre-frailty should be screened opportunistically using a two-step process: brief screening tools at contact points to detect it as early as possible followed by assessment using multidimensional assessment tools that are feasible, validated and inclusive.


(2 step process 
Brief screening (merges 46 and 68) and more detailed assessment- (merges 50-55 and the new statement))



	
	47. The purpose of diagnosing pre-frailty is to identify the non-robust, nondisabled person, at risk of adverse health outcomes in the near future. (edited statement)
	85.7%
	

	
	48. Pre-frailty as a diagnostic term is useful in primary care, community care or integrated care. (edited statement)
	66.6%
	

	
	N. Pre-frailty assessment tools should be feasible, validated and inclusive, but brief. (new statement)
	90.4%
	

	
	50. Pre-frailty screening and assessment should include physical, functional, cognitive, psychological, nutritional, social and other domains. (84% agreement in the R1)
	80.9%
	

	
	51. A mental health assessment and cognitive health status evaluation are highly recommended as part of the assessment of pre-frailty. (78% agreement in the R1)
	80.9%
	

	
	52. Determining nutritional status can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100%
	

	
	53. Physical performance tests can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100%
	Final version following the consensus meeting 2:

It is recommended that pre-frailty is screened opportunistically, preferably at contact points for earliest possible detection followed by confirmation using multidimensional assessment tools that are feasible and validated.


	
	54. Assessing gait speed can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	95.2%
	

	
	55. Mobility assessment can be important in the diagnosis of pre-frailty. (96% agreement in the R1)
	100%
	

	
	56. The concept of pre-frailty and its operational definition can help in identifying and stratifying older persons at high risk of disability and/or other adverse outcomes. (78% agreement in the R1)
	80.9%
	

	
	57. The Fried (physical) criteria are the optimal approach to assessing and classifying pre-frailty.  (Result of the open-ended question in R1) 
	19%
	

	
	59. There is no single biomarker that is adequate to predict or diagnose pre-frailty. (91% agreement in the R1)
	100%
	

	
	60. The same definition of pre-frailty should be valid across different clinical settings and must show reproducibility across time. (91% agreement in the R1)
	90.4%
	

	6. Consequences of pre-frailty

	61. Pre-frailty is linked with adverse health outcomes if not detected early or managed poorly. (edited statement)
	80.9%
	Mapped to section 1- concept

	
	62. Pre-frailty increases vulnerability to impairments and the ensuing consequences. (96% agreement in the R1)
	95.2%
	

	
	63. Frailty may be a clinical outcome of pre-frailty. (edited statement)  
	90.4%
	

	
	65. Pre-frailty has different predictive values for different health outcomes (including disability, falls, hospitalization, delirium, permanent institutionalization, and death). (edited statement)  
	85.7%
	

	
	66. Pre-frail older adults are at increased risk of a diminished ability to perform social activities. (edited statement)
	71.4%
	

	7. Prevention and management of pre-frailty 
	67. Pre-frailty might be reversible or attenuated by targeted interventions. (96% agreement in the R1)
	100%
	Pre-frailty might be reversed or attenuated by targeted interventions, including physical activity, nutritional interventions, healthy lifestyle and participation, tailored to the individual.
(Merges 67, 69 and 70 and 71 plus tailored)


	
	68. Screening programmes at population-level can identify and support prevention of pre-frailty and subsequent development of frailty. (74% agreement in the R1)
	71.4%
	

	
	69. Healthy lifestyles are important for the prevention and reversibility of pre-frailty. (96% agreement in the R1)
	100%
	

	
	70. Physical activity should be considered as an intervention for the management of pre-frailty. (91% agreement in the R1)
	100%
	Final version following the consensus meeting 2:

Pre-frailty might be reversed or attenuated by targeted interventions, including physical activity, nutritional interventions, healthy lifestyle and participation, tailored to the individual.

	
	71. Nutritional interventions including vitamin D, protein and calorie supplementation may prevent and reverse pre-frailty. (edited statement)
	76.1%
	

	
	N. An understanding of an individual’s (tailored) nutritional requirements is important in the prevention and management of pre-frailty. (new statement)
	85.7%
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