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Abstract
Background: With the accelerating demographic transition and rising prevalence of biopsychosocial
frailty among older adults, there is a growing need for integrated care models. Italy, among the oldest
countries in Europe, faces increasing healthcare costs and a high burden of chronic conditions in the
elderly.
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Objectives: This study presents a Prevention and Diagnostic Therapeutic Care Pathway (PDTCP)
aimed at the early identification and management of biopsychosocial frailty in community-dwelling
individuals over 65 years of age.

Methods: The PDTCP is a multidisciplinary model based on multidimensional assessment tools
(SFGE and Sunfrail+), enabling risk stratification and tailored interventions. The pathway includes
early detection, personalized care planning (PCP), coordination with general practitioners, and
structured follow-up. Implementation involves a dedicated governance structure and community
engagement initiatives. Outcome indicators include reduced emergency visits, hospitalizations, and
institutionalizations.

Results: While currently at the design and implementation phase, the PDTCP targets key
performance indicators such as 90% PCP drafting in frail/pre-frail patients, 20% reduction in ER
visits, hospitalizations, and falls, and 80% uptake of care plans. A logic model and operational
protocol support systematic evaluation.

Conclusions: The PDTCP provides a comprehensive and person-centered framework for managing
frailty in aging populations. Further validation through pilot implementations and outcome
evaluation is needed to confirm its impact and scalability.

Take-home message: The Prevention and Diagnostic Therapeutic Care Pathway (PDTCP) offers a
comprehensive, multidisciplinary, and person-centered approach to manage biopsychosocial frailty
in community-dwelling older adults, aiming to promote healthy aging, reduce healthcare burdens,
and improve quality of life through early identification, personalized care, and integrated services.

Keywords: Frailty; integrated care; multi-dimensional assessment; older adults; prevention;
personalized care.
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INTRODUCTION

The world is experiencing a progressive increase in the proportion of people over 65 years of
age, driven by rising life expectancy [1-3]. This demographic shift is a global phenomenon,
particularly pronounced in Europe, North America, and parts of Asia, with countries such as Japan,
Germany, and the United States also facing significant aging populations [4]. In particular, the
demographic profile of the European population is undergoing profound changes, with a progressive
increase in the proportion of people over 65 years of age, due to increased life expectancy [1-3]. This
phenomenon is particularly pronounced in Italy, which ranks among the oldest countries in Europe,
with an elderly population exceeding 20% of the total. Concurrently, there has been a shift in the
epidemiological profile of diseases, with a rising incidence of chronic-degenerative conditions, often
occurring simultaneously in the same individual [5,6]. This context is particularly concerning because
it often leads to disability, which places an additional strain on healthcare systems worldwide. These
pressures are compounded by rising healthcare costs, with increasing demands for assistance
services and the complexity of health needs among the elderly population [7-9].

To address this growing challenge, countries across the world have adopted frameworks aimed
at preventing and managing frailty in the elderly. For instance, the Prevention and Diagnostic
Therapeutic Care Pathway (PDTCP) focused on managing biopsychosocial frailty, aims to reduce the
burden on healthcare systems while simultaneously ensuring that the elderly population enjoys more
disease-free years. This approach promotes healthy and active aging [10], which can be achieved by
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preventing frailty or managing it optimally when it occurs. The ultimate goal of these frameworks is
the early identification of frailty to slow, and potentially reverse, progression toward functional
decline and its associated complications.

Frailty is a characteristic condition of the elderly and plays a central role in geriatric medicine.
Consequently, it has been the subject of numerous studies leading to various definitions over the
years.

In recent years, Gobbens et al. have emphasized a bio-psycho-social paradigm, defining frailty
as "a dynamic state affecting an individual, characterized by losses across one or more functional domains
(physical, mental, social), caused by multiple factors, which collectively increase the risk of adverse health
outcomes" [11]. A recent consensus meeting defined physical frailty as "a medical syndrome with
multiple causes and contributing factors, characterized by diminished strength and endurance, as
well as reduced physiological function, which collectively increase an individual's vulnerability to
developing dependency and/or mortality” [12].

The only approach proven effective in preventing and treating frailty is Multi-dimensional
assessment (MDA), defined as "a multidimensional and interdisciplinary diagnostic process focused on
determining the medical, psychological, and functional capacities of an elderly individual, in order to develop a
coordinated and integrated plan for treatment and long-term follow-up" [13]. The National Chronic Disease
Plan [14] has identified several phases of the care pathway, including risk stratification of the
reference population, evaluation of intervention priorities, definition of the most appropriate profile
of social care services, health promotion, prevention and early diagnosis, management of complex
patients in clinical imbalance phases through care planning, implementation of personalized
interventions, and evaluation of care quality.

Globally, risk-based stratification plays a crucial role in comprehensive care for the elderly. This
approach ensures that clinical, supportive, and social needs are considered in designing sustainable
and personalized interventions [15-17]. Prevention, which should be proactive and capable of
identifying potential risk factors early, is a key strategy.

For example, frameworks established by the Ministerial Decree 77/2022 and Law 33/2023 in Italy
[18,19] have been instrumental in shaping care pathways. Similar policies and guidelines are being
adapted and implemented in other countries, making it clear that a global approach is needed to
address the growing challenge of aging populations and frailty. For instance, countries like the
United States, Japan, and Germany have also introduced national frameworks that focus on aging,
frailty prevention, and the management of chronic diseases, often involving frailty-guided clinical
management, frailty screening tools, integrated care models, and population-based approaches
focussing frailty transitions [20].

Similarly, in Japan, frailty management involves using screening tools such as the Kihon
Checklist (KCL), implementing an integrated care system that combines healthcare and social
services, promoting community involvement through initiatives like "Kayoi-no-ba," and prioritizing
the identification of functional deficits [21]. These models emphasize early intervention, prevention,
and active aging, which are now being incorporated into health policies worldwide. These
international efforts underscore the need for a comprehensive, holistic response that not only focuses
on improving the medical management of frailty but also addresses the social, psychological, and
environmental factors that contribute to the health and well-being of older adults. Such initiatives
emphasize the importance of global collaboration in developing sustainable, evidence-based
solutions to support healthy aging, reduce healthcare burdens, and improve quality of life for elderly
populations globally.

METHODS
Objectives
General Objective

The Frailty PDTCP aims to take responsibility for non-institutionalized elderly patients over 65
years of age and to create a model for local management of frailty. This improves access to care and
specialist assessments based on individual patient needs. The specific objectives of this initiative are
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to identify frail elderly individuals earlier by assessing their functional, cognitive, and social
autonomy. This early identification aims to prevent disability and institutionalization by promoting
active and healthy aging. Additionally, the program seeks to foster collaboration among various
health and social professionals involved in the care of frail elderly individuals. A key focus is to
ensure a multidimensional approach that addresses the physical, psychological, and social needs of
the older adults. The initiative also strives to improve communication among elderly individuals,
their families, and caregivers, which is crucial for effective care. Finally, the objective is to reduce the
health and social costs associated with frailty, ensuring that the older adults receive appropriate
support while minimizing the financial burden on healthcare systems.

These objectives align with the guidelines provided by Ministerial Decree 77/2022 and
Legislative Decree No. 33 of March 23, 2023 [18,19], regarding policies supporting the older adults,
which establish the need to create pathways for frailty prevention and care for individuals classified
as frail. Such prevention must include a proactive approach capable of identifying potential risk
factors early.

The 2015 World Report on Ageing and Health [22] defines the objective for successful aging as
"helping people develop and maintain the functional capacity that enables well-being. This condition
results from the interaction between individual psychophysical capacities and their living
environment, which contributes significantly to maintaining optimal health."

Inclusion and exclusion criteria

The PDTCP is designed to address all individuals over the age of 65 who are not residing in
social assistance facilities. However, the program excludes individuals under the age of 65 and those
who are institutionalized, as they do not meet the eligibility criteria.

The management of the PDTCP involves a collaborative approach, with a diverse group of
professionals playing distinct roles within the Multidisciplinary Team. This team includes members
from various sectors, such as Organization Management, Health Management, the Prevention
Department, Medical Staff, Nursing Staff, Outpatient Specialists, Administrative Staff, and Social
Workers. For each district or Local Health Unit (LHU - whose Italian acronym is ASL), at least one
physician, preferably a geriatrician, and at least two case manager nurses will be designated as
PDTCP referents. These staff members, situated within the frailty management unit, will oversee the
outpatient clinic dedicated to the PDTCP and engage in awareness events organized in the ASL area.

Personnel properly trained will be responsible for administering the first questionnaire to assess
frailty and referring appropriate cases to the second evaluation step. Patients classified as "robust"
will continue with annual follow-ups and, with their consent, may also participate in lifestyle
counselling. In the case of patients categorized as "pre-frail," "frail," or "very frail," or based on the
physician's discretion, suitable diagnostic and therapeutic pathways will be recommended.
Responsibility matrix
Table 1 outlines the distribution of tasks among the key professionals involved in the planning,
implementation, and monitoring phases of the PDTCP.

Table 1. Assignment of responsibilities in the PDTCP framework.

Tasks/Roles | Prima | ASL Health/Corpor | ASL Speciali | Nursi | Social | G
ry Admin | ate Medic | st ng Worke | P
Care Personn | Management | al Physici | Staff 1S
Dept. | el Staff an

PDTCP R/A

Drafting

PDTCP R/A

Verification

and Approval

PDTCP R/A

Dissemination

Recruitment R/A C I C C C C C

242



J Health Soc Sci 2025, 10, 2, 239-251. Doi: 10.19204/2025/DVLPS

Welcoming

A

=
=~

Informed
Consent

R/A

MDA I° (First
Multidimensio
nal
Assessment)

MDA 1
(Second
Multidimensio
nal
Assessment)

PCP Drafting
(Personalized
Care Plan)

Specialist Visit

R/A

Follow-up

R/A C

Monitoring

R/A

Data Storage

R/A

Note: R = Responsible; A = Accountable; C = Consulted; I = Informed

Program Activities
The core components of the PDTCP are outlined in Table 2, which summarizes all planned

activities, responsible personnel, procedures, and objectives.

Table 2. Summary of program activities.

ACTIVITY WHO HOW WHEN WHERE WHY Documents
/Records
Access to the | GP Call to | When Email and Phone | To facilitate | Booking
PDTCP dedicated identifying a | number patient care and | format
personnel potentially frail assessment
patient not yet
assessed
PUA (Single | Call to | When  patient | PUA district | To facilitate
Access dedicated accesses district | help desks patient care and
Point) personnel and/or assessment
Email to the | municipal help
indicated desks
address
Organizatio | Call to | When Email and Phone | To facilitate
n personnel | dedicated identifying a | number patient care and
personnel potentially frail assessment
number patient not yet
assessed
Self-referral | Communica | During Email Other | To ensure easy
tion via | dedicated open | contacts access to the
email days and PDTCP
awareness
events
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First assessment | Trained After During open | Open day | To stratify | Informed
-SFGE healthcare signing days/awareness | venues/awarene | patients based | consent SFGE
questionnaire and  non- | informed events ss day venues | on care needs Test
administration healthcare consent Clinics
personnel
First assessment | Dedicated If deemed Second level | SF+ Test
-"SF+" healthcare frail or pre- Multidimension
questionnaire personnel frail al  Functional
administration Assessment
Prescription of | Medical To complete the | Registration
diagnostic personnel diagnostic- form
investigations therapeutic
framework
PCP District At the | District Services | To plan the | PCP scheme
(Personalized medical- conclusion of the patient's
Care Plan) | nursing 2nd level therapeutic care
drafting personnel assessment pathway
In-depth Specialist in | Inclusion in | Booking by the | Organization To complete the
examinations the field the quota of | PDTCP case | clinics (if | diagnostic-
service flows | manager/prescri | possible) therapeutic
dedicated to | ption by the framework
the PDTCP patient
Follow-up visits | PDTCP case | Accordingto | Call from the | Open day | To reassess the
manager the PCP | case manager to | venues/awarene | patientover time
timeline the patient ss day venues
Dedicated clinic

Note: SFGE - Short Functional Geriatric Evaluation (23), SF+ - SunFrail+ - (24-26), PCP — Personalized Care Plane

Operational protocol
The ASL will establish an outpatient clinic dedicated to frailty care, preferably located within

the Community House (CH) premises. Patients may access it through referrals from general
practitioners, other specialists, or independently, on scheduled days by prior telephone appointment

or until the daily dedicated slots are filled.

Additionally, staff will participate in specific awareness events organized in the ASL area. The

purpose of these events is to promptly identify cases of frailty that could result in significant disability

if not addressed in a timely manner.

The intervention phases are as follows (Figure 1):

1. Recruitment of patients and invitation to the prevention days

The recruitment of patients for the Prevention days involves multiple avenues for patient
engagement. Patients may choose to participate voluntarily, or they may be recommended
by hospital medical staff, general practitioners, or social/health territorial services.
Participation requests must be submitted by patients or their caregivers within 15 days prior
to the visit, using one of several booking methods: by telephone, email, or in person at the
ASL counter. Once requests are received, designated administrative staff will manage the
scheduling process, confirming appointments and providing details such as the date,
available time slots, and the reference staff involved. Reception and registration of patients:
The reception and registration of patients will take place in designated rooms (to be
specified), where ASL staff will oversee the process.

Their include

responsibilities recording personal data,
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measurements such as weight and height, and monitoring vital signs including blood
pressure and heart rate. Additionally, ASL staff will administer informed consent forms,
providing participants with privacy information and obtaining their consent for the use of
their data for scientific purposes. This process ensures that all necessary information is
collected before proceeding with the intervention.

2. Administration of the first-level multidimensional assessment test

The same personnel handling admission will administer the first-level "SFGE" test (23). Those
classified as robust will proceed directly to phase 5. Pre-frail and frail individuals will
undergo further testing as described in the next phase.

3. Administration of the second-level multidimensional assessment test

Patients identified as frail or pre-frail through the "SFGE" questionnaire will be administered
the second-level "Sunfrail+' questionnaire [24-26] by healthcare personnel. This test
comprises nine questions designed to investigate the bio-psycho-social sphere of the
individual. In case of positive responses to one or more of the nine items, further diagnostic
investigations will be performed.

4.  Personalized Care Plan (PCP) development

After conducting multidimensional assessments and diagnostic investigations, healthcare
personnel, in collaboration with district staff, will create a Personalized Care Plan (PCP) for
each individual. This plan will outline the necessary socio-health interventions, including
any further investigations and rehabilitation measures. Additionally, it will specify follow-
up appointments, scheduled either every six months or annually, depending on the
individual's level of frailty. A paper copy of the PCP will be provided to the patient, allowing
them to share it with their general practitioner. This ensures that the interventions carried
out during the prevention day are communicated and that continuity of care is maintained.

5. Specialist visits and diagnostic tests

Following PAI formulation, with all acquired information, healthcare personnel may refer
frail patients for specialist evaluations through dedicated channels if necessary. Specifically,
geriatric, nutritional, and ppsychiatric evaluations are considered, along with others that
may be available. For this purpose, the Primary Care Department will allocate a monthly
number of bookable appointments with outpatient specialists and diagnostic-therapeutic
services for prevention day participants. These visits and services must be performed within
timeframes compatible with follow-up scheduling (6-12 months).

6. Follow-up

Dedicated staff will be responsible for contacting participants by telephone for follow-up
visits according to the timeline specified in the PCP. The participant list will be shared with
prevention day organizers as described in point one.

Figure 1. FlowChart for the PDTCP.
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Monitoring and Evaluation

The monitoring and evaluation of the PDTCP outcomes will be based on the measurement of
several key indicators, which will be assessed on an annual basis. These indicators include the
number of patients recruited into the program, with the target being an annual count. The drafting
of personalized Care Plans (PCP) is expected for 90% of frail and pre-frail patients under care by the
PDTCP, and specialist visits should be performed for 20% of participating patients. In terms of health
outcomes, the program aims for a 20% reduction in the number of patients requiring Emergency
Room access or hospitalizations, compared to ASL data. Similarly, the number of institutionalized
patients should decrease by 20% relative to ASL data. Furthermore, the program seeks to reduce the
number of patients who fall by 20% compared to baseline levels (Table 3).

Follow-up success will be measured by a 90% response rate from patients, and more than 80%
of patients should be taken into care. These indicators will be monitored annually to assess the
effectiveness and impact of the PDTCP.

Table 3. Monitoring and evaluation indicators for PDTCP outcomes.

Indicators Target Frequency
No. of patients recruited into the PDTCP Annual
PCP (Personalized Care Plan) drafting 90% of frail and pre-frail patients taken | Annual
into care by the PDTCP

Specialist Visits Performed 20% of participating patients Annual
No. of patients with Emergency Room | 20% reduction compared to ASL data Annual
access or hospitalizations

No. of institutionalized patients 20% reduction compared to ASL data Annual
No. of patients who fell 20% reduction compared to baseline Annual
No. of patients who respond to follow-up | 90% Annual
No. of patients taken into care >80% Annual

Program logic model

The Program Logic Model (Figure 2) for the PDTCP outlines a structured, step-by-step
framework designed to manage biopsychosocial frailty in older adults. It begins by mobilizing key
inputs, such as trained personnel, clinical infrastructure, assessment tools, policy support, and
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funding to deliver targeted activities like patient screening, multidimensional assessments,
individualized care planning, specialist referrals, and public outreach. These activities produce
measurable outputs including patient enrolments, care plans, and clinical interventions. In the short
term, the model seeks to enhance early frailty detection, improve care coordination, and expand
access to tailored services. Ultimately, the long-term impact aims to improve quality of life, delay
disability, and establish a sustainable, integrated care model that reduces the healthcare burden
associated with aging populations.

Figure 2. Program logic model.

Program Logic Model

Input
* Multidisciplinary healthcare and administrative team
* Facilities (outpatient clinics, community health houses)

* Policy framework

* Funding
¥
Activities
+ Identifving eligible patients
* Multidimensional frailty assessment
* Developing personalized action plans
* Specialist referrals
* Follow-up and public awareness campaigns
¥
Qutputs
* Patients assessed and enrolled
* PATs developed
* Specialist consultations provided
* Prevention events conducted
¥

Short-Term Qutcomes
* Improved early detection of frailty
* Enhanced interdisciplinary care coordination
* Increased patient and caregiver engagement
* Improved access to tailored interventions

¥

Long-Term Impact
* Enhanced quality of life and prolonged independent living
* Reduced disability and healthcare burden
* Scalable and sustainable model for frailty management

DISCUSSION AND CONCLUSIONS

The Prevention and Diagnostic Therapeutic Care Pathway (PDTCP) represents a structured and
forward-looking approach to address the complex and growing challenge of biopsychosocial frailty
among community-dwelling older adults. By integrating validated multidimensional assessment
tools with a person-centered care model and a clear governance framework, the PDTCP aligns with
recent international recommendations on chronic disease management, healthy aging, and integrated
health and social care systems [27].

A key strength of the model lies in the use of instruments such as the Short Functional Geriatric
Evaluation (SFGE) and the Sunfrail+ questionnaire, which together provide a practical strategy for
early identification and risk stratification in older, non-institutionalized populations [23-26].
Moreover, the proactive, multidisciplinary structure of the PDTCP promotes synergy between
healthcare and social services, fostering collaboration across all levels of care delivery. The design is
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consistent with recent Italian legislative reforms (Ministerial Decree 77/2022 and Law 33/2023), which
emphasize the need for community-based prevention strategies and personalized care planning [17-
18].

Despite its conceptual strengths, the PDTCP currently remains at the planning stage, and no
empirical validation has yet been conducted. This absence of field-based evidence limits the
immediate generalizability and scalability of the model. Pilot studies and real-world
implementations are needed to assess its feasibility, acceptability, clinical impact, and long-term
sustainability. Without such data, the capacity of the model to improve outcomes for frail older adults
remains hypothetical.

Another relevant limitation is the high context specificity of the model. Rooted in the structure
and policies of the Italian healthcare system, the PDTCP may not be directly transferable to other
countries without significant adaptation. Differences in governance models, health financing
structures, and workforce availability could affect its applicability and effectiveness across diverse
health systems [7-9].

Practical implementation challenges also merit attention. The success of the model depends on
the availability and training of multidisciplinary teams, the presence of adequate infrastructure (such
as dedicated outpatient clinics and data systems), and the ability to coordinate effectively among
general practitioners, specialists, and social workers. In fragmented or resource-constrained settings,
these requirements may pose significant barriers to adoption [28].

Importantly, the model currently lacks an economic evaluation. No data are presented on
implementation costs, potential savings, or cost-effectiveness. This omission limits the ability of
decision-makers and healthcare managers to assess the financial sustainability and return on
investment of the proposed interventions. Future studies should incorporate economic modeling to
address this critical gap [29].

Regarding innovation, it is worth noting that the PDTCP does not introduce radically new
methodologies but rather consolidates existing best practices into a coherent framework. Its value
lies in the integration and operationalization of evidence-based strategies, rather than in
methodological novelty. To enhance its relevance and visibility on an international level, a
comparative analysis with similar models implemented in other countries—such as the Kihon
Checklist in Japan, Integrated Care Systems (ICS) in the United Kingdom, or Accountable Care
Organizations (ACO) in the United States—could help delineate its strengths and inform potential
areas for refinement [30-31].

In conclusion, the PDTCP offers a promising foundation for the reorganization of care for frail
older adults through an integrated and preventive lens [32-43]. However, its successful translation
into practice will require empirical validation, economic justification, and contextual adaptation.
Future research should focus on pilot testing in diverse regional settings, collecting both quantitative
and qualitative outcomes, and engaging stakeholders to ensure long-term feasibility, effectiveness,
and acceptability.

Author Contributions: Study conception and design: GL, FR, MI, PS. Draft manuscript preparation: ET, FM,
MB, FC, CD, FR, MT. All authors reviewed the results and approved the final version of the manuscript.
Funding;: This research received no external funding.

Acknowledgments: None

Conflicts of Interest: The authors declare no conflict of interest.

Informed Consent Statement: Not Applicable

Institutional Review Board Statement: Not Applicable

References
1. The 2021 Ageing Report: Economic and Budgetary Projections for the EU Member States (2019-
2070) World Health Organization. Ageing and Health. Updated October 1, 2024. Available from:
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health.
2. Ingham B, Chirijevskis A, Carmichael F. Implications of an increasing old-age dependency ratio:
The UK and Latvian experiences compared. Pensions Int J. 2009;14:221-230.

248


https://www.who.int/news-room/fact-sheets/detail/ageing-and-health

J Health Soc Sci 2025, 10, 2, 239-251. Doi: 10.19204/2025/DVLPS

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

https://doi.org/10.1057/pm.2009.16.

Clegg A, Young J, lliffe S, Rikkert MO, Rockwood K. Frailty in elderly people [published
correction appears in Lancet. 2013 Oct 19;382(9901):1328]. Lancet. 2013;381(9868):752-762.
doi:10.1016/S0140-6736(12)62167-9.

Cristea M, Noja GG, Stefea P, Sala AL. The Impact of Population Aging and Public Health
Support on EU Labor Markets. Int ] Environ Res Public Health. 2020;17:1439.
https://doi.org/10.3390/ijerph17041439.

Gusmano MK, Okma KGH. Population Aging and the Sustainability of the Welfare State.
Hastings Cent Rep. 2018 Sep;48 Suppl 3: S57-S61. doi: 10.1002/hast.915.

Cristea M, Noja GG, Stefea P, Sala AL. The Impact of Population Aging and Public Health
Support on EU Labor Markets. Int ] Environ Res Public Health. 2020 Feb 24;17(4):1439. doi:
10.3390/ijerph17041439.

LiL, DuT, Hu Y. The Effect of Population Aging on Healthcare Expenditure from a Healthcare
Demand Perspective Among Different Age Groups: Evidence from Beijing City in the People's
Republic of China. Risk Manag Healthc Policy. 2020 Aug 31; 13:1403-1412. doi:
10.2147/RMHP.S271289.

Alvarez-Bustos A, Rodriguez-Sanchez B, Carnicero-Carrefio JA, Sepulveda-Loyola W, Garcia-
Garcia FJ], Rodriguez-Manas L. Healthcare cost expenditures associated to frailty and sarcopenia.
BMC Geriatr. 2022 Sep 13;22(1):747. doi: 10.1186/s12877-022-03439-z.

Wachs D, Roman-Urrestarazu A, Brayne C, Onrubia-Fernandez J. Dependency ratios in healthy
ageing. BM]J Glob Health. 2020 Apr 20;5(4): 002117. doi: 10.1136/bmjgh-2019-002117.

Gobbens R], Luijkx KG, Wijnen-Sponselee MT, Schols JM. In search of an integral conceptual
definition of frailty: opinions of experts. ] Am Med Dir Assoc. 2010;11(5):338-343.

Morley JE, Vellas B, van Kan GA, Anker SD, Bauer JM, Bernabei R, et al. Frailty consensus: a call
to action. ] Am Med Dir Assoc. 2013 Jun;14(6):392-397. doi: 10.1016/j.jamda.2013.03.022.

Stuck AE, Siu AL, Wieland GD, Adams ], Rubenstein LZ. Comprehensive geriatric assessment: a
meta-analysis of controlled trials. Lancet. 1993 Oct 23;342(8878):1032-6. doi: 10.1016/0140-
6736(93)92884-v.

Piano Nazionale Cronicita — Ministero della Salute, Direzione Generale della Programmazione
Territoriale - Accordo tra lo Stato, le Regioni e le Province Autonome di Trento e di Bolzano del
15 settembre 2016

Cecchi R, Masotti V, Meo AU, Rinaldi R. The law on artificial insemination: an Italian anomaly.
Acta Biomed. 2018 Jan 16;88(4):403-408. doi: 10.23750/abm.v88i4.6066.

Anastasia A, Colletti C, Cuoco V, Quartini A, Urso S, Rinaldi R, et al. Demographic variables,
clinical aspects, and medicolegal implications in a population of patients with adjustment
disorder. Neuropsychiatr Dis Treat. 2016 Apr 1;12:737-743. doi: 10.2147/NDT.S92637.

Pallocci M, Treglia M, Passalacqua P, Luca L, Zanovello C, Mazzuca D, et al. Forensic
applications of hyperspectral imaging technique: a narrative review. Med Leg J. 2022
Dec;90(4):216-220. doi: 10.1177/00258172221105381.

DECRETO 23 maggio 2022, n. 77 - Regolamento recante la definizione di modelli e standard per
lo sviluppo dell'assistenza territoriale nel Servizio sanitario nazionale. (22G00085) (GU Serie
Generale n.144 del 22-06-2022).

LEGGE 23 marzo 2023, n. 33 - Deleghe al Governo in materia di politiche in favore delle persone
anziane. (23G00041) (GU Serie Generale n.76 del 30-03-2023).

Bandeen-Roche K, Seplaki CL, Huang ], Buta B, Kalyani RR, Varadhan R, et al. Frailty in Older
Adults: A Nationally Representative Profile in the United States. ] Gerontol A Biol Sci Med Sci.
2015 Nov;70(11):1427-34. doi: 10.1093/gerona/glv133. Epub 2015 Aug 21.

Yang M, Liu Y, Miura KW, Matsumoto M, Jiao D, Zhu Z, et al. Identification and prediction of
frailty among community-dwelling older Japanese adults based on Bayesian network analysis: a
cross-sectional and longitudinal study. BMC Public Health. 2024 Aug 7;24(1):2141. doi:
10.1186/s12889-024-19697-y.

World Health Organization. (2015). World report on ageing and health. World Health
Organization. Available from: https://iris.who.int/handle/10665/18646323.

Liotta G, Lorusso G, Madaro O, Formosa V, Gialloreti LE, Donnoli C, et al. Exploratory Factor
Analysis (EFA) of the Short Functional Geriatric Evaluation (SFGE) to Assess the
Multidimensionality of Frailty in Community-Dwelling Older Adults. Int ] Environ Res Public
Health. 2023 Feb 25;20(5):4129. doi: 10.3390/ijerph20054129.

249


https://doi.org/10.3390/ijerph17041439
https://www.gazzettaufficiale.it/eli/gu/2022/06/22/144/sg/pdf
https://www.gazzettaufficiale.it/eli/gu/2022/06/22/144/sg/pdf
https://www.gazzettaufficiale.it/eli/gu/2023/03/30/76/sg/pdf
https://iris.who.int/handle/10665/186463

J Health Soc Sci 2025, 10, 2, 239-251. Doi: 10.19204/2025/DVLPS

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Liotta G, Lorusso G, Madaro O, Formosa V, Gentili S, Riccardi F, et al. Predictive validity of the
Short Functional Geriatric Evaluation for mortality, hospitalization and institutionalization in
older adults: A retrospective cohort survey. Int ] Nurs Sci. 2022 Dec 29;10(1):38-45. doi:
10.1016/j.ijnss.2022.12.019.

Donnoli C, Aprile A, Carnevale E, Della Morte Canosci D, Geusa L, Patrizi A, et al. SUNFRAIL+:
Proposta Di Un Modello Di Prevenzione Territoriale Per La Popolazione Anziana. 2023. “68°
Congresso Nazionale SIGG. 2023, Ritorno al Futuro”. Available from:
https://hdl.handle.net/2108/388372.

Donnoli C, Picardo G. Sunfrail+: a New Digital Tool to Assess Frailty in Older Adults. Stud
Health Technol Inform. 2024 Jul 24;315:693-694. doi: 10.3233/SHT1240283.

De Luca V, Donnoli C, Formosa V, Carnevale E, Bisogno M, Patumi L, et al. Preliminary results
of a multidimensional approach to screen for frailty in community-dwelling older adults of eight
Italian regions: the SUNFRAIL+ study. Front Public Health. 2025 Apr 15;13:1543724. doi:
10.3389/fpubh.2025.1543724.

Integrated care for older people (ICOPE): guidance for person-centred assessment and pathways
in primary care, second edition. Geneva: World Health Organization; 2024. Available from:
https://www.who.int/publications/i/item/9789240103726.

Hartgerink JM, Cramm JM, Bakker TJEM, Van Eijsden AM, Mackenbach JP, Nieboer AP. The
importance of multidisciplinary teamwork and team climate for relational coordination among
teams delivering care to older patients. ] Adv Nurs. 2014;70(4):791-799. doi: 10.1111/jan.12233.
Lega F, Prenestini A, Spurgeon P. Is management essential to improving the performance and
sustainability of health care systems and organizations? A systematic review and a roadmap for
future studies. Value Health. 2013 Jan-Feb;16(1 Suppl):546-S51. doi: 10.1016/j.jval.2012.10.004.
Epub 2012 Nov 14.

Uk Parliament, Health and Social Care Committee. Integrated Care Systems: autonomy and
accountability. Available from:
https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/587/report.html.

Moy HP, Giardino AP, Varacallo MA. Accountable Care Organization. [Updated 2023 Jul 25]. In:
StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2025 Jan-. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK448136/.

Bruno F, Chirico F, Khabbache H, Rami Y, Ait Ali D, Cardella V, et al. The Prejudice Towards
People with Mental Illness Scale: Psychometric Properties of the Italian Version (PPMI-IT). Eur |
Investig Health Psychol Educ. 2025; 15(7):126. https://doi.org/10.3390/ejihpe15070126.

Rizzo A, Calandi L, Faranda M, Rosano MG, Vinci E. The link between stigmatization, mental
health, disability, and quality of life. Adv Med Psychol Public Health. 2025;2(4):254-260. doi:
10.5281/zenodo.14188281.

Gharib M, Borhaninejad V, Rashedi V. Mental health challenges among older adults. Adv Med
Psychol Public Health. 2024;1(3):106-107. Doi: 10.5281/zenodo.10899226.

Fassima A, Ait Ali D, Khabbache H. Improving working memory performance in healthy older
adults: Investigating the training effects on central executive through a quasi experimental
approach. Adv Med Psychol Public Health. 2025;2(1):27 34. doi: 10.5281/zenodo.11440553.
Buzzone C, Petralito M, Fanari F, Villa A. Evaluating patient perceptions of discharge
information in a Milan hospital: An observational descriptive study. Adv Med Psychol Public
Health. 2024;1(4):212-224. doi: 10.5281/zenodo.11075479.

Nkouaga F. Addressing racial disparities in COVID-19 compliance: A community-driven
approach using the theory of planned behavior. Adv Med Psychol Public Health. 2023;2(3):166-
182. doi: 10.5281/zenod0.13539230.

Al Jumaa I, Al Ghafri M, Bait Jamil N, Al Sa’idi ], Langrial SU, Al Awaidy S. Evaluating the
effectiveness of the national elderly care program in Oman: A cross-sectional study. Adv Med
Psychol Public Health. 2023;2(3):183-195. doi: 10.5281/zenodo.13388766.

Bhattacharya MK. Digital mapping: A transformative force in India’s healthcare evolution. Adv
Med Psychol Public Health. 2023;2(3):139-141. doi:10.5281/zenodo.13307795.

Chairi-Achari A, Chaoui K, Touil A, Barkat A, Obtel M. Analysis of healthcare professionals’
perceptions towards individuals with disabilities: Influence of sociodemographic and
professional determinants. Adv Med Psychol Public Health. 2025;2(4):244-253.

doi: 10.5281/zenodo.14188220.

Pompei A, Magnavita N. Sleep disorders and their interaction with occupational psychosocial

250


https://www.who.int/publications/i/item/9789240103726
https://committees.parliament.uk/committee/81/health-and-social-care-committee/
https://www.ncbi.nlm.nih.gov/books/NBK448136/
https://doi.org/10.5281/zenodo.14188220

J Health Soc Sci 2025, 10, 2, 239-251. Doi: 10.19204/2025/DVLPS

risk factors in shift workers: A narrative review of the literature. G Ital Psicol Med Lav.
2021;1(2):176-205. Doi: 10.69088/2021/SLPDé.

42. Sharma M. A protocol for assessing the readiness for practicing introspective meditations (manan
dhyana) as a toll for reduction of stress among high-stress occupations. G Ital Psicol Med Lav.
2021;1(1):105-116. doi: 10.69088/2021/PRTC11.

43. Finistrella M, Luchina E. The effect of a Mindfulness-based stress reduction program on the
mental health of a sample of Italian healthcare workers: A quasi-experimental study design. G
Ital Psicol Med Lav. 2024;4(1):27-40. doi: 10.69088/2024/THFF4.

© 2025 by the authors. This is an open access article distributed under the terms
’ @ @ and conditions of the Creative Commons Attribution (CC BY) license

(http://creativecommons.org/licenses/by/4.0/).

251



