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Table 3.1

Basic assessment for loss of intrinsic capacity

Filter question
If YES, procead forin-depth Assess fully any domain
assessment (Step 2) Tests with a checked circle Pass
Do you have problems with 1. Remember three words (use nouns,
E:O’Og;::e decline memaory or orientation (such as forexample): flower, door, rice.
t wh
no Iﬂ;owiir;ig o 8re you are of 2. Orientation in time and spaca: What Wrang to either question O Carract to both
s Is the full date today? Whare ara you ordoes not know questions
now (home, clinic, etc.)?
3. Recalls the three words? ‘ ) Cannotrecall all three words
g Limited mobility Chalr rise test
Rise from chair five times without
ocomaotor capaci
« pacity) using arms, Did the person complete o Ne O Ves
frve chair rises within 14 seconds?
I I I
Undernutrition 1. Weightloss
7 (Vitality) Have you unintentionally lost more than Yes No to both
3 kg ovear the last 3 months? questions
2. Appetite loss
Have you experienced loss of appetita? fes
8 Vision Impairment Do you have any problems with 1. External eye check Fail Pass
your eyes: difficulties in seeing far
(Vision) ornear*, eye pain or discomfort? 2. Visual acuity test using WHO vision
scraaning chart™®:
Do you have diabates, or + Distance vision (6/12 for each eye)
hypertension, or are currently using Fail :r;z:or bu::
"with spectacies If normaly worn steroids or eye medications? + Nearvision (Né for both eyes) n“mz;?‘
. Hearlng loss Do you have a hearing problem? Whisper test or
(Hearing) Forthose using a haaring aid(s) add, Screening audiometry or O Fail O Pass

10 Depressive symptoms
(Psychological capacity)

*avenwhen using your hearing aid(s)".

Digits-triplet-in-noise test

Ovar the past 2 weeks, have you been
bothered by either of the following:

« Feeling down, depressed or hopeless?

« Little interest or pleasure in doing things?

Yas

Yes

No to both
questions
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Table 1| Prevalence of ICOPE Step1 IC impairment on screening per age decade and sex at baseline in people with complete
data for locomotion, cognition, psychology, vitality, hearing and vision

IC impairment on screening, n (%)

Professional assessments

Age, Sex (n) Cognition Locomotion Vitality Psychology Vision Hearing
years
60-69 Men (2,012) 677 (33.65) 308(15.31) 253(12.57) 458 (22.76) 1,286 (63.92) 582 (28.93)
Women (3,188) 931(29.20) 550 (17.25) 428 (13.43) 1151(36.1) 2,052 (64.37) 692 (21.71)
Total (5,200) 1,608 (30.92) 858 (16.50) 681(13.10) 1,609 (30.94) 3,338 (64.19) 1,274 (24.50)
70-79 Men (3,004) 1,560 (51.93) 843 (28.06) 560 (18.64) 955 (31.79) 1,916 (63.78) 1,406 (46.80)
Women (4,972) 2,060 (41.43) 1,481(29.79) 949 (19.09) 2,126 (42.76) 3,283 (66.03) 1,734 (34.88)
Total (7,976) 3,620 (45.39) 2,324 (29.14) 1,509 (18.92) 3,081(38.63) 5,199 (65.18) 3,140 (39.37)
80-89 Men (2,523) 1,699 (67.34) 1,227 (48.63) 682 (27.03) 991(39.28) 1,617 (64.09) 1,645 (65.20)
Women (4,201) 2,516 (59.89) 2,290 (54.51) 1,208 (28.76) 2,094 (49.85) 2.835(67.48) 2,261(53.82)
Total (6,724) 4,215 (62.69) 3,517 (52.31) 1,890 (28.11) 3,085 (45.88) 4,452 (66.21) 3,906 (58.09)
90-99 Men (575) 440 (76.52) 401 (69.74) 200 (34.78) 251(43.65) 370 (64.35) 427 (74.26)
Women (1,121) 864 (77.07) 828 (73.86) 440 (39.25) 586 (52.27) 766 (68.33) 768 (68.51)
Total (1,696) 1,304 (76.89) 1,229 (72.46) 640 (37.74) 837 (49.35) 1,136 (66.98) 1,195 (70.46)
>100 Men (17) 13 (76.47) 10 (58.82) 9(52.94) 9(52.94) 15 (88.24) 10 (58.82)
Women (29) 27(93.10) 25 (86.21) 10 (34.48) 17 (58.62) 23(79.31) 18 (62.07)
Total (46) 40 (86.96) 35 (76.09) 19 (41.30) 26 (56.52) 38(82.61) 28 (60.87)
All Men (8,131) 4,389 (53.98) 2,789 (34.30) 1,704 (20.96) 2,664 (32.76) 5,204 (64.00) 4,070 (50.06)
All Women (13,511) 6,398 (47.35) 5174 (38.29) 3,035 (22.46) 5,974 (44.22) 8,959 (66.31) 5,473 (40.51)
All Total (21,642) 10,787 (49.84) 7963 (36.79) 4,739(21.90) 8,638 (39.91) 14,163 (65.44) 0,543 (44.09)




06 4/'1 Three-word recall
\0 Table 1| Participant baseline characteristics in three study
068 -»|  Time orientation 09
\\ samples
-0.41~,| Subjective memory 0.11
complains
: _}16 ICOPE Care INSPIRE-T ICOPE-BR
| 6] Complete fve chairfises (n=27,706) (n=657)° (n=506)
===
L — \010 Age, year 75.6(8.7) 74.7 (8.6) 70.0 (6.9)
% Women, % 63.1% 58.0% 67.2%
e Weight loss \
' 0.01 Body weight, kg 70.2(15.2) 69.3(13.7) 71.4(14.8)
74 > Appetite loss P
5,51 o1 IC impairment on screening, %
T self-perceived appetite fe—__ . b
0.35 ~ ° Cognition 46.3% 32.4% 56.5%
T N gl ‘ Locomotion® 291% 6.7% 57.9%
-0.0 '
@ -065 »  Worsening vision */0 ” Vitality® 19.6% 8.2% 34.8%
0.65 Self-perceived vision ‘/0 y Vision® 61.0% 97.0% 94.9%
_ ra Hearing' 411% 44.8% 36.0%
BV Whisper test -0.07
I —— A_“ Psychology® 371% 24.8% 45.9%
o / Values are presented as mean (s.d.), unless otherwise indicated. °In total, 657 individuals in
S sel-perceived hearing the INSPIRE-T study had data on either ICOPE Step 1 score (n=654) or ICOPE-VAS (n=301).
f-°6 ®Having one or more mistakes in the three-word recall or time orientation. “Being unable
0.757] Repressed -0.0 to complete five repetitions within 14s. “Having weight loss (3kg in the last 3 months) or
_ / / appetite loss. *Reporting problems with eyes or currently under medical treatment (for
Feychology o I i e example, diabetes and high blood pressure). Failed the whisper test in at least one of the
08l o —" ears. "Reporting being depressed or losing interest in doing things in the past 2 weeks.

De Souto Barretet al. Nature Aging, 202



Chinesanulti-centerprospectiveeohortstudy
1001patientsagedover 65yearshospitalizedor acute lowerespiratornytractinfections

1.00

Probability of deficit
(=]
)

0.25 1

0.00 1

=== Impaired cognition, visual and hearing
=& |imited vitality and locomotion
=== Relatively robust

—

Variables é-Month Re-Hospitalization (n=1%0)
Crude OR (#5% CI) P value Adjusted OR (%5% CI) P value

Number of IC domain deficits 1.212(1.034-1.421) 0.018 1.299 (1.041-1.621) 0.025
IC domain deficit

Cognition L72I(1.200-2.470) 0.003 1.873(1.191-2.922) 0.006
Vitality 1.626(1.075-2.459) 0.021 1737 (1.003-2.942) 0.043
Locomotion 0.944(0.638-1.398) 0774 0.908(0.577—1 .454) 0.681
Psychological well-being L212(1.034-1.421) 0.192 143 1(0.698-2.805) 0.309
Hearing capacity 1.072(0.584—1.970) 0.822 0.834 (0.333-1.870) 0.677
Visual capacity 1.005(0.525—1.924) 0.989 1410 (0.641-2.901) 0.368
Different IC deficits patterns

Relatively robust Ref Ref

Impaired cognition. visual and hearing 1.290{0.700-2.258) 0.390 1.280 (0.624-2.489) 0.360
gLimited vitality and locomotion g 2.025(1.388-2932) <0.001 1. 706(1.206—2.621) 0.01&

Visual éapacity Psychologicél well-being Cogr;ition Vitélity Locomotion

Dimension

Hearing.capacity

Wenget al. Clinicallnterventionin Aging, 2025




Table 1 Bascline characteristics of study

Variable All patients
Age, years, median (min-makx) 70 (60-96)
Patients admitted to the internal Number of medications, median (min-max) 6(0-19)
- - Number of diseases, median (min-max) 3(0-11)
rnedlcme Wal'd ADL scare, median (min-max) 6 (0-6)
|ADL score, median (min-max) 8(0-8)
(Il— 125 6) FRAIL score, median (min-max) 3(0-5)
Handgrip strength, kg, median {min-max) 19.7
(3.8-424)
EXClllSiOl‘l criteria Pati ents aged <60 years (I’l=8 5 6) IC score, median (min-max) 2(0-5)
Domains of IC
. 5 & _ Gait speed
Older patients refused to participate (n=12) Median (minmax) 07 (0-166)
Locomotion impairment, n (%) 149 (60.8) -
Sensory domain
Hearing impairment, n (%) 85 (34.7)
Visual impairment, n (%) 102 (41.6)
. Total sensory impairment, n (%) 196 (80)
Older patients evaluated S-MMSE
Median (min-max) 27 (0-30)
(Il=3 88) Cognitive impairment, n (%) 42(17.0)
EuroQOL-5D
] ] ] . Median (min-max) 2(1-3)
Patients without Comprehensive Geriatric Psychological impairment, n (%) 126 (51.4)
Assessments (n=114) MNA
Median (min-max) 10(0-14)
» | Recurrent hospitalization (n=>5) Vitality capacity impairment, n (3) 168 (66)
IC score group, n (%)
. . - _ 0 15 (6.1)
Unable to communicate (i.e. delirium, coma) (n=24) 1 51 (208)
5 0 2 79(32.2)
Patients included 5 67(27.3)
- 310127
(n=245) 5 2(08)

ADL Activities of Daily Living, IADL Instrumental Activities of Daily Living,
FRAIL Fatigue, Resistance, Ambulation, llinesses, and Loss of Weight, /C Intrinsic
Capacity, S-MMSE Standardized Mini-Mental State Examination, EuroQOL-
5D Euro Quality of Life 5 Domain, MNA Mini Nutritional Assessment

Genceret al. BMCGeriatrics, 2025




Table 3 Logistic regression results for geriatric syndromes

Probahl@rcopen@

(ADL disability D
ModelT

Predictor Model 1 Model 3 Model 2 Model 3
OR (95%(Cl), p OR (95%(Cl), p OR (95%Cl), p OR (95%(Cl), p OR (95%Cl), p
LI 270(129-563), 0.008 2.58(1.28-5.24), 0.008 1.73(072-4.15),022 - -
Sl 039(0.14-1.08), 007 - 0.34 (0.13-0.87),0.02 0.39(0.16-0.96), 0.04 -
Cl 298 (0.77-11.50),0.11 - 967 (3.72-25.15), <0.001 965 (3.76-24.74), B50(341-
<0.001 21.16), <0.001
Pl 1.071 (0.50-1.05), 0.98 - 1.16 (0.53-2.53),0.72 - -
vl 2.76(1.33-5.72), 0.007 2.72 (1.34-5.23), 0.006 9.34 (2.73-31.98), <0.001 B.75(2.61-29.32), 823 (246
<0.001 27.50),0.001
Model 1 Model 3 Model 1 Model 2 Moaodel 3
OR (95%Cl), p OR (95%Cl), p OR (95%Cl), p OR (95%Cl), p OR (95%Cl), p
LI 351(133-9.25), 0.01 3.94 (1.57-9.85), 0.003 131 (0.69-248), 04 - -
Sl 036(007-1.75),02 - 0.39 (0.18-0.85),0.02 0.40(0.18-0.86), 0.02 -
Cl - - 10.75 (2.96-39.05), <0.001 1152 (3.17-41.86), 10.50(2.92-
<0.001 37.72), <0.001
Pl 2.75(1.01-7.50), 0.05 - 1.23 (0.67-2.27),05 - -
Vi 454 (1.80-11.41.8041), 541(2.16-13.53), <0.001 3.03 (1.54-5.56), 0.001 3.01 (1.54-5.89), 0.001 2.77 (1.44—
0.001 5.31), 0.002
Falls Urinary incontinence
Model 1 Model 3 Model 1
OR (95%(Cl), p OR (95%(Cl), p OR (95%Cl), p
LI 142(072-280),03 - 1.02 (0.55-1.88),09
| 0.44 (0.21-0.92), 0.03 0.46 (0.22-0.96), 0.04 1.17 (0.56-2.42), 0.7
cl 539(2.29-1266), <0.001 586(251-368),<0.001  1.58(0.71-3.50), 0.3
Pl 1.45(0.76-2.73),0.26 - 1.50(0.84-2.68), 0.2
vi 1.16(0.58-2.34),0.7 - 1.15(061-2.17),017

Model 1 was included all IC domains. Model 2 was included the selected domains from Model 1. Model 3 was included the best combination of domains
All models were adjusted for age, sex, the number of medications, and diseases. P-value significant (i.e., =0.05) indicated in bold

LI Locomotion Impairment, 5/ Sensory Impairment, €I Cognitive Impairment, P Psychological Impairment, W Vitality Impairment, OR Odds Ratio, Cf Confidence

Interval

* Frailty versus prefrail + robust

Table 4 Comparative logistic regression model 3 for geriatric

syndromes
Geriatric IC Subdomains AUC Nagelker- Hosmer
syndrome included (95%Cl) ke R? and Lem-
eshow
testp
Probable Locomotorand 0789 0.272 039
sarcopenia vitality (0.727-08532)
ADL Cognitive and 0.854 0.462 0.507
disability  vitality (0.794-0913)
Frailty* Locomotorand  0.813 0.304 0.169
vitality (0.730-0.896)
IADL Cognitive and 0777 0.360 0410
disability  vitality
Falls Sensory and 0723 0.212 0930
cognitive

* Frailty versus prefrail + robust

Genceret al. BMCGeriatrics, 2025



Twelve studies, with total of 38,531 participantsgedO  §e@rs
Intrinsic capacitydeclineis associateavith higherrisk of mortality

(HR = 1.11, 95 % CI 1.04..14, 12 = 95.9 %P<0.001)

Table 2
Hazard ratios for the occurrence of mortality in the older adults with various dimensions.
Analysis Number of studies Number of participants Scale Meta-analysis
HR 95%CI P value
Locomotion dimension 5 2664 SPPB 0.89 0.83-0.96 0.002
Cognitive dimension 4 3528 MMSE 0.99 0.986-1.00 0.035
Vitality dimension 3 691 MNA-SF 0.76 0.59-0.97 0.029
Psychological dimension 3 801 GDS-15 1.39 0.84-2.29 0.200
1 371 GDS-10 1.15 0.97-1.37 0.113
1 1839 CESD 1.01 1.00-1.02 0.049

% N/A, not applicable.

Study

Campbell 2022
Cheong,2022
Cheong,2022
Lee,2023
Locquet, 2022
Lu fei, 2023
Prince, 2021

Sénchez-Sanchez, 2022

Stolz,2021
Waris, 2022
Zeng,2021
Zeng,2023
Zhang,2023

Overall (I-squared = 95.9%, p = 0.000)

NOTE: Weights are from random effects analysis

HR (95% Cl)

1.02 (1.01, 1.02)
1.27 (1.15, 1.41)
1.32 (1.19, 1.49)
1.05 (1.03, 1.08)
1.96 (1.39, 2.78)
1.92 (1.33,2.77)
1.66 (1.49, 1.85)
2.22 (1.14, 4.35)
1.05 (1.04, 1.05)
1.01 (1.00, 1.02)
2,08 (1.35,3.23)
1.11(1.09, 1.14)
1.20 (1.11, 1.30)
1.11 (1.08, 1.14)

Weight

16.26
4.93
4.28
14.53
0.59
0.53
4.53
0.16
16.27
16.00
0.38
14.70
6.84
100.00

Li et al. Maturitas, 2024
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Care pathway to improve \

mobility —

The status of a p e r s omuscsloskeletal system,
encompassingndurancebalance musclestrength function
and power, and joint function, and how thesechangeover
time

Mobility : interaction of locomotor capacity with
environment




Baby Child Young adult Middle-aged adult Older adult

Hallmarks of ageing
» Genomic instability
/ » Telomere attrition

» Epigenetic alterations
Pathological levels ] I » Loss of proteostasis
| 1 i « Deregulated nutrient sensing

\ » Mitochondrial dysfunction

| » Cellular senescence
Low bone and « Stem cell exhaustion

muscle mass + Altered cellular communication

Musculoskeletal tissue mass

— Muscle
— Bone
~ Bone and muscle adipose tissue

Ageing

Kirk et al. Nature Reviewsndocrinology 2025




Injury Inflammation Satellite cell Differentiation Proliferation
® . activation A ~, and repair
o e
Lack of
exermsi Muscle O
S
Y
\"-_‘
\ H—
Mechanical forces Mechano-sensing
Bone
» Osteogenic genes

« Bone remodelling genes

Populations at risk of muscle loss

CHRONIC
DISEASES ACUTE CARE CRITICAL CARE

2

Rate of muscle loss

Slow muscle loss Chronic muscle loss Acute muscle loss Extreme muscle loss
5 > - — > | e > . -
age of 40 Years Pre-  Disease Months Hospital Days ICU Days
years diagnosis diagnosis - admission admission

Kirk et al. Nature ReviewEndocrinology 2025/ Prado et al. ClinicaNutrition, 2022



Mean composite IC score

Mean Cognition score

Longitudinal Aging Study Amsterdam (LASA)
1726femalesand 1520malesfollowed over 10years

Composite Intrinsic Capacity Vitality

Sensory Composite Intrinsic Capacity Vitality Sensory
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Age
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Meta-analysis of the association between decline in IC dimensions and ADL disability.

IC Dimensions Number of studies Number of participants Outcome of meta-analysis
OR 95 %Gl p value

locomaotion 4 2056 2.2] 1.65-2.95 <0.01
cognition 3 1297 222 1.21-4.05 001
vitality 4 2056 1.66 1.15-2.4] <0.01
psychology 4 2056 1.64 1.20-2.24 <0.01
vision 4 2056 1.58 1.15-2.16 <0.01
hearing 4 2056 0.95 0.69-1.31 0.75

|IC declinewaslinkedto higherADL

disability risk

(OR =1.22, 95 % CI [1.16, 1.28])

Study or Subgroup

15 longitudinalstudies with 53648 participant
1726femalesand 1520malesfollowed over 10years

log[Odds Ratio] SE Weight

Odds Ratio
IV, Random, 95% ClI

Odds Ratio
IV, Random, 95% ClI

Gonzdlez-Bautista 2021
Liu 2021

Yu 2021

Zeng 2021

Total (95% CI)

0.598 0.278 28.3%
0.602 0.385 14.7%
1.125 0.255 33.6%
0.674 0.306 23.3%

100.0%

Heterogeneity: Tau? = 0.00; Chi® = 2.58, df = 3 (P = 0.46); I
Test for overall effect: Z = 5.37 (P < 0.00001)

Meta-analysis of the association between decline in IC dimensions and IADL disability.

IC Dimensions MNumber of studies NMumber of participants Outcome of meta-analysis
OR 95 %Cl p value

locomotion 4 3215 1.70 1.33-2.16 <0.01
cognition 3 2456 1.97 1.02-3.82 004
vitality 4 3215 1.29 1.06-1.57 0.01
psychology 4 3215 1.57 1.17-2.10 <0.01
vision 3 1544 1.30 0.95-1.77 010
hearing 3 1644 0.99 0.64-1.52 0.96

|IC declinewaslinkedto higherlADL

disability risk

(OR =1.41, 95 % CI [1.29, 1.54])

Study or Subgroup

1.82 [1.05, 3.14]
1.83 [0.86, 3.88]
3.08 [1.87, 5.08]
1.96 [1.08, 3.57]

2.21 [1.65, 2.95]
= 0%

——

i
.

—

<

0.01

0.1

Favours [experimental] Favours [control]

] 10

100

«thefindingssuggesthatlocomotiondeclinemay
be a keydriving factor for disability»

Odds Ratio

log[Odds Ratio] SE Weight 1V, Random, 95% CI

Odds Ratio
IV, Random, 95% ClI

Gonzdlez-Bautista 2021
Yu 2021

Yu 2023

Zeng 2021

Total (95% CI)

0.35 0.26 17.5%
1.01 0.27 16.5%
0.5 0.11 48.5%
0.33 0.26 17.5%

100.0%

1.42 [0.85, 2.36]
2.75[1.62, 4.66]
1.65[1.33, 2.05]
1.39[0.84, 2.32]

1.70 [1.33, 2.16]

Heterogeneity: Tau? = 0.02; Chi? = 4.29, df = 3 (P = 0.23); I = 30%
Test for overall effect: Z = 4.28 (P < 0.0001)

—_—
—

. 3

——

*

0.01

0.1

] 10

Favours [experimental] Favours [control]

100



Unadjusted P Age- and sex-adjusted J Fully adjusted” P

OR (95% CI) OR (95% CI) OR (95% CI)
Intrinsic capacity score 0.96 (0.94-0.98) <0.001 0.96 (0.94-0.98) <0.001 0.96 (0.93-0.99) 0.003
Intrinsic capacity categories
Low (< 77.6) — — —
High (> 77.6) 0.31 (0.16-0.60) <0.001 0.30 (0.15-0.59) <0.001 0.33 (0.16-0.82) 0.007
Subdomains
Locomotion 0.98 (0.97-099)  <0.001 0.97 (0.96-0.99) <0001 <098(0.96099) <0001 >
Cognition 0.99 (0.98-1.00) 0.100 0.99 (0.98—1.00) 0.068 0.99 (0.98—1.00) 0.200
Vitality 0.98 (0.96-1.00) 0.028 0.98 (0.96-1.00) 0.053 0.99 (0.98-1.00) 0.200
Psychology 0.98 (0.97-1.00) 0.100 0.99 (0.97-1.01) 0.200 1.00 (0.98-1.02) 0.999
Sensory 0.99 (0.97-1.00) 0.052 0.98 (0.96-0.99) 0.021 0.98 (0.97-1.00) 0.071

Abbreviations: CI, confidence interval; OR, odds ratio

* Covariates included in the fully adjusted logistic regression model were age at enrolment. female sex. living alone, number of diseases

319 communitydwelling octogenarians

from the Aging and.ongevityin the
Sirentegeographi@rea [ISIRENTE)

study

Minimum Data Set for Home Care
( MD S 1CHsedo assesthefive IC

domains

Intrinsic capacity

Subdomains
Locomotion
Cognition
Psychology
Vitality
Sensory

Mean (SD)
80.5 (14.2)

58.2 (29.9)
87.1 (23.8)
89.9 (15.0)
88.8 (13.3)
78.4 (20.3)

Optimal cut-off

80.2

37.5
8.3
82.1
96.4
85.4




Locomotor capacity

Care pathway to improve
mobility

Regardless of result:

Provide health and lifestyle advice including

advice to promote physical activity —» 6.1 Physical exerclse programmes

Conduct basic assessmeant regularly forlimited mobility -3 6.2

Referto primary care

m ASSESS
\_/ (IN-DEPTH)
Assess

IF LIMITED MOBILITY /:NORMAL MOBILITY - A BandC
(5PPB score 0-9 paints) (SPPB score 10-12 points) mobility
@ Provide support for self-care and @ Provide health and lifestyle Example: Short Physical {4 Band € can
self-management advice to promote physical activity Parformance Battery (SPPE) besszessadin
Multimodal exercise # Brovide multimodal exercise with and preventfalls = £.1,4.2.5 G:o any order)
Armultimodal sxarciss close supervision —=» 6.4.2
programme for paopla with @ Consider increasing proteinintake — 7.2
limited mobility combines \
diffarent types of exercise with :; ‘;
emphasis on the cora muscle
aroups of back, thigh, abdomen
and lower body
Reassess

Assess
social and physical environments

« Risk of falls in home and home surroundings

« Need for mobility assistive products

« Socialcare and support needs including with ADLs
« Carers’ support needs (tralning on transfer)

® Consider potential interventions G:O

Consolidate interventions, considering results of A, Band C

Assess

for diseases and risk factors
+ nappropriate medication(s)

= Pain

= Musculoskeletal conditions
(e.g. ostecarthritis, osteoporosis and sarcopenia)

« Urinary Incontinence

@ Consider potential interventions @o

DEVELOP| IMPLEMENT
a care plan & MONITOR

Basic assessment

Limited mobility

Chairrise test

Forimproved safety, place a sturdy chair, ideally without
armrests, next to awall and demonstrate to the person how to
dothe test. If a person using awalking stick feels safe
conducting the chair rige test with it, ask themto do so.

Ask the person: "Do you think it would be safe for you to try to
stand up and sit down from a chair five times as quickly as
possible without using your arms, and without causing
yourself pain or discomfort?”

If the answer is YES, ask them to:

» Sitinthe middle of the chair.

« Cross and keep their arms over their chest.

« Standup fully and sit down again.

« Repeat five times as quickly as possible without stopping.

Time the person taking the test in seconds.

In-depth assessment is needed if:

» The personisunable to attempt the chair rise test; OR
+ Isunable to stand up five times within 14 seconds. —» &




@o Assess mobility -5 6.2

Short Physical Performance Battery (SPPB)

SPPB measures timed performance on three tasks, each scored out
of four, for a total score from O (worst) to 12 (best).

Describe each test and ask if the person feels able to do it. If not, @0 Interventions for diseases andrisk factors > 4.5
score accordingly and move to the next step.

Inappropriate medication(s) - ® Review medication and withdraw or prescribe alternatives (6.5.1)
1. Balance: Stand for 10 seconds with feetin each of the three Pain 5 @ Painmanagement including through physical exercise and
positions. Use the sum of the three scores. If any not attempted, psychological interventions (6.5.2)
end balance tests. Musculoskeletal conditions > ® Management of diseases (6.5.3)
2. Gaitspeed: timetowalk4 m Urinary incontinence > ® SeeUlcare pathway - (13)
< 4,82 seconds 4 points
4,82-6.20 seconds Jpoints
6.21-8.70 seconds 2 points
> 8.70 seconds Tpoint G:o Interventions for social and physical environment —> 4.6
Unable to complete O points
Risk of falls > @ Optimize physical environments at home and home surroundings (4.2.5)

3. Chairrise: timetorise from a chair five times
Need for assistive products —— @ Provide mobility assistive products and advise onuse and maintenance (6.6.2)

< 11.19 seconds 4 points

ial nd rt @ rt with activiti ily livi 1.8
1.2-13.69 seconds 3 points Es care and suppo ﬁ Provide personal care and support with ac es of daily living (11.6)
13.7-16.69 seconds 2 points % ® Support access to health care and getting medications (6.6.3)
16.7-59.90 seconds 1 point Carers' support needs —— ® Provide training on positioning and transfer of an older person
> 60 seconds or unable to complete 0 points with mobility loss (12.4)

Final SPPB score = sum of scores for the three tests above.




Eachweek:

» Getatleast150 minutes of moderate intensity aerobic physical
activity or atleast 75 minutes of vigorous intensity aerobic
physical activity, or an equivalent combination of both.

« Aimfor 300 minutes of moderate intensity activity or
150 minutes of vigorous intensity activity for substantial health
benefits.

= Exerciseatleast 10 minutes ata time.

» Domuscle-strengthening activities that involve all major
muscle groups 2 days ormore.

= Performphysical activity that enhances balance on 3days or
rnore.

» Do multimodal physical activity combining both balance and
strength training on 3 days ormore.

» Ifyoucannotexercise asmuchasrecommended, be as
physically active as you can.

Moderate intensity activity: heart is beating faster than usual, and
you are breaking a sweat. Carrying on a conversation is difficult but
notimpossible.

Vigorous intensity activity: heart is beating very fast, and you are
breathing hard. Carrying on a conversationis almostimpossible
andyou are likely sweating profusely.

vivifrail

Table 6.1

Recommended interventions for chronic
primary low back painin adults

Intervention class

Interventions

Education « Structured and standardized
education and/or advice
Physical » Structured exercise therapies or
interventions programmes
« Needingtherapies
+ Spinal manipulative therapy
+ Massage
+ Mobility assistive products
Psychological » Operant therapy
interventions + Cognitive behavioural therapy
Medicines + Non-steroidal anti-inflammatory
drugs (NSAIDS)*
+ Topical cayenne pepper
(Capsicum frutescens)
Multicomponent « Multicomponent biopsychosocial care
interventions

*This recormmendation does notinclude older people




Promoting physical activity for

older people

A toolkit for action

Az

World Health
Organization

150 ©75

300/ 150

minutes minutes

moderate-intensity vigorous-intensity
aerobic physical aerobic physical
activity activity

W 90

or an equivalent combination throughout the week

For additional health benefits:
On at least

muscle-
strengthening
activities at
moderate or greater
intensity that

d ays involve all major
a week muscle groups.

W OO

Limit
the amount of time
spent being sedentary

v

/19

For additional health benefits:
‘ \ e more than more than
300 é 150

Wwo00ee

minutes minutes
moderate- vigorous-
intensity intensity
aerobic physical aerobic physical
activity activity

W & ® W O000e

or an equivalent combination throughout the week

On at least

|-
varied
multicomponent
physical activity that

emphasizes functional
balance and strength

days training at moderate
a week or greater intensity.

W OO

Replace

with more physical activity of any intensity
(including light intensity).

- @ — 00




OBJECTIVE 1:

CREATE
ACTIVE SOCIETIES

Faur policy actions are
proposed which aim to
create positive social norms
and attitudes and a paradigm
shift in all of society by
enhancing knowledge

and understanding of, and
appreciation for, the multiple

benefits of regular physical

activity, according to ability
and at all ages. ' n‘

QBJECTIVE 2:

CREATE ACTIVE
ENVIRONMENTS

Five policy actions
asddress the need to create
supportive spaces and
places that promote and
safeguard the rights of

all people, of all ages and
abilities, to have equitable
access to safe places and
spaces in their cities and
communities in which they

a))

can engage in regular
e gl - ¢

OBJECTIVE 4:

CREATE ACTIVE
SYSTEMS

Five policy actions outline the
investments needed to strengthen
the systems necessary to implement
effective and coordinated
international, national and
subnational action to increase
phys=ical activity and reduce
sedentary behaviour. These actions
address governance, leadership,
multisectoral partnerships,
workforce capabilities, advacacy,
information systems and

financing mechanisms

across all relevant sectors.




Physical exercise

« High intensity

= Improvement of large muscle groups
« Mechanical load - high-impact

; Qo
Ilf .. .
, e°°% o
\ o0
', e e ©
\'\ -~
"‘-‘_\_‘--___.-'
Osteokines

, )i

+Turnover to model or remodel bone and
improve response to applied forces _/

TDifferentiation towards myotube
1Protein anabolism

tAdaptation to exercise

TRepair and regeneration
TUsage of energetic substrates

T (glucose, fatty acids)

l J

The net result (formation vs resorption)
depends on the type and/or intensity of
load energy consumption

Adipose tissue

Kirk et al. Nature Reviewsndocrinology 2025




Care pathway to manage
malnutrition

The physiologicalfactors that contributeto ani nd i v i
intrinsic  capacity energy balance and metabolism
neuromuscularfunction, and immune and stressresponse
functionsof thebody

Body composition nutritional status, hydration and
fat/musclemasshalance




Proteins Ca?* Vitamin D

% X
J

T IGF1
Osteoblast m + mTOR

— 4 Ubiquitin-
proteasome
pathway

Osteocyte

Bone maintenance
Dsteogenems

ono&

Skeletal Osteoclast Osteoblast Osteocyte
stem cell

1 T 1 J
R
| | |

A anEs e

Satellite cell Myofibre

Fibroblast
Muscle cell Muscle Fibrosis
proliferation maintenance

Kirk et al. Nature Reviewsndocrinology 2025



Locomotor Cognitive Sensory Psychological Other

> Expressed
capacities

Higher level physiological systems
(eg, energy homoeostasis, stress response systems, and repair mechanisms)

Geny,
o ﬂ& A
) .
2

Biomolecular systems

DNA integrity A"”' Proteostasis Glycans

« Nuclear HLQ Stem-cell
» Mitochondrial ExTilEr s zsma s \4”"’ exhaustion > Vitality
or SASP Uit ot
Epigenetic changes P Intercellular communication
(methylation) (pro-inflammatory mediators)

Microbiome

Genetic inheritance

Bautmanst al. Lancet Healtlh.ongevity 2022 /LopetOtin et al. Cell, 202



Healthy
A aging

\/
B Pre-frailty

D Dependence

REE SUbWIWEaEximal Pégk
REE SUbnE?Eximal ,SEE,:
REE SUbrTé?Eximal _-F_;Ee_—ék:J

A Early frailty phenotypes

; i Reversible
Sensorial Mobility =2
frailty frailty ﬁ?g;};’e

Potentially

reversible

cognitive
frailty

Physical
frailty

Organ-specific
frailty

B Late frailty phenotypes

Cognitive frailty

Vulnerability
threshold in
vitality
domain
+

Psychosocial
frailty

Psychological

frailty Social frailty

Mixed phenotypes:
vulnerability in one or
more physical, cognitive, Vulnerability in
Vulnerability in and psychological cognitive and
cognitive and ~ domains, ie, psychosocial
physical domains biopsychosocial frailty domains
Sensorial motoric Psychosocial
cognitive cognitive
frailty frailty
Sensorial Motoric Psychological Social
cognitive cognitive cognitive cognitive
frailty frailty A4 frailty frailty
Vulnerability in
psychosocial and
physical domains
Sensorial motoric
psychosocial
frailty
| | | |
Sensorial Sensorial Motoric ; :
psychological social psychological Mott:gc;.ltsyomal
frailty frailty frailty

C Early multimorbidity

: Potentially
Sensorial Mobility Rev:;ri?iu\!’:ie reversible
impairment impairment inﬁogirment cognitive
P impairment

Physical
impairment

Organ-specific
impairment

D Late multimorbidity

Impairment in
cognitive and
physical domains

Sensorial motoric
cognitive risk
syndrome

Cognitive
impairment

Psychosocial
impairment

Social
impairment

Psychological
impairment

Normal
vitality
domain

+

Impairment in

cognitive and

psychosocial
domains

e

Psychosocial
cognitive
risk syndrome

=

Sensorial Motoric Psychological Social
cognitive cognitive cognitive cognitive
risk syndrome || risk syndrome risk syndrome || risk syndrome
Impairment in
psychosocial and
physical domains
Sensorial motoric
psychosocial
risk syndrome
[ | | |
Sensorial Sensorial Motoric : ;
psychological social psychological m‘fgng;gr’fel

risk syndrome || risk syndrome || risk syndrome i

Yuet al. Clinicallnterventiongn Aging, 2025



e
4 : ) gg!ﬁiﬂ;ﬁ?d” @=45) h Number of measures for each vitality domains.
Full-text articles assessed for eligibility o| information/absiract only
g (n=124) 17 articles that do not provide Domain Frequency Percent
\ J new data on vitality measures or
conceptual frameworks Energy and Metabolism 45 52.3 %
e ' N \melevant comtext J Neuromuscular Function 40 46.5 %
E Studies included in scoping review r . . ) Immune and Stress Response 1 1.2 %
(n=81) « Additional articles identified from otal* 86
= L y L other sources (n=2) ) T
* Number exceeds the total count of extracted studies as some stud-
Specific measures used for each vitality domain. ies use measures that span across other vitality domains.
Vitality Domain Measures N (%)
—Energy and Metabolism Mutritional assessment scales, anthropometry, appetite, weight loss 24 (53.3)
Body composition (Adiposity-to-muscle ratio, appendicular skeletal muscle mass) 8(17.8)
Self-reported fatigue, self-reported degree of exhaustion, cardiorespiratory endurance (two-minute 10(22.2)
step-in-place test), low physical activity levels
Blood biomarkers (IGF-1, DHEA, Hemoglobin) 36.7)
Meuromiuscilar Funetion Handgrip strength 32 (80.0)
Lung function (FEV1, FVC, PEFR) 6 (15.0)
Fatigue resistance (FR) Test; Grip work (GW) 1(2.5)
30-second chair stand test 125
Immune and Stress C-reactive protein (CRP), interleukin-6 (IL-6), tumour necrosis factor receptor-1 (TNFR-1), monocyte 1 (100)
|_Response chemoattractant protein-1 (MCP-1)

Other measures of vitality capacity.

Measures used

EAT-10 questionnaire (dysphagia) [13]

Self-rated health; Existing long-term illness; Existing limitations in activities because of health; Health problems limiting paid work; Existing diseases; Taking at least 5
different drugs a typical day; Bothered with frailty; fatigue; dizziness, faints or blackouts; fear of falling down [14]

FRAIL [15]

Self-reported chronic musculoskeletal pain; incontinence [16]

Mitochondrial markers: growth differentiation factor-15 (GDF-15), ATPase inhibitory factor 1 (IF1) [17]

Chewet al. YheJournal ofFrailty & Aging, 2025



Cognition H H H H 1
N 1389olderadultsfrom theMultidomainAlzheimer Preventive Trial (MAPT)
0.18"
Locomotion L
-0.13 Vitality measurement
0.08 \.
) AIADL MNA score Handgrip strength Plasma biomarkers
Peyahalogical |-~ Standardised P Standardised P Standardised P
)05 coefhicient (SE) coefhicient (SE) coefficient (SE)
Vo o e
Outcome: AADL difficulties
Hearing Total effect —0.152 (0.074) 0.040 —0.042 (0.049) 0.392 —0.058 (0.057) 0.303
Total indirect effect —0.067 (0.044) 0.133 —0.064 (0.035) 0.069 0.043 (0.041) 0.300
Direct effect —0.085 (0.074) 0.250 0.021 (0.050) 0.670 —0.101 (0.068) 0.136
Gommtion N Outcome: AIADL difficulties
0. _ 018" Total effect —0.004 (0.059) 0.941 —0.014 (0.058) 0,814 —0.032 (0.095) 0.
Locomotion I~ Total indirect effect —0.085 (0.025) —0.068 (0.027) 0.077 (0.033)
-0.13
0.23" BN Direct effect 0.081 (0.071) 0.255 0.054 (0.050) 0.278 —0.108 (0.093) 0.242
Handgrip 0.05 AIADL
strength
-0.26* 0.08
00p | Peyehological ‘/-;14 Ourtcome Vitality measurement
0.03 Visian /;_00 MNA score Handgrip strength Bio-vitality index
(N =599) (N =1,283) (N =874)
b. Hearing
n B (95% CI) P n B (95% CI) P n B (95% CI) P
/ Cognition Cognition: MMSE 590  —0.015 (—0.061,0.032)  0.535 1,258  0.004 (—0.025,0.033) 0799 855 —0.023 (—0.058,0.010) 0.173
a1 g Locomotion: SPPB 591  0.037 (—0.013, 0.086) 0.143 1,264 0.018 (—0.013,0.049)  0.262 855 0.050 (0.010, 0.090) 0.015
0.2 '/ I \ Psychological: GDS 590 —0.009 (—0.066, 0.049)  0.771 1,257  0.027 (—0.010, 0.064)  0.154 855 —0.030 (—0.075,0.015) 0.190
[ 18 bose 024 014 Vision: Monoyer score 584 0.035 (—0.132, 0.202) 0.680 570  —0.091(—0.266,0.084) 0.307 381 0.035(—0.143,0.214)  0.698
[ INFR-1 o7 Bologca 2o 8WOL | Hearing: HHIE-S 593 —0.100 (—0.544,0.345)  0.660 579  0.189(—0.284,0.663) 0.433 390 0.138 (—0.412,0.689)  0.622
0-34 0\1\ /E;“ ADL difficulties 595 —0.017 (—0.026, —0.008) <0.001 1,267 —0.008 (—0.014, —0.002)0.009 859 —0.004 (—0.011,0.003) 0.271
o_rsm N ga| Poveologal (7 IADL difficulties 595  —0.020 (—0.037, —0.003) 0.018 1,267  —0.011 (—0.023, 0.000) 0.047 859 —0.015 (—0.028, —0.002) 0.027
\
0.07 Visien 0.02 All models were adjusted for age, sex, education and MAPT group allocation. The coefficient (f) indicates the annual change from 12 months in each
\ ] outcome (IC domain, ADL or IADL) per SD increment in vitality measurement. Higher MMSE, SPPB and Monoyer values indicate better function, whereas
c. Hearing higher GDS, HHIE-S, ADL difficulties and IADL difficulties indicate worse function.

Lu et al. Age and Aging, 20



Locomotion Sensory

Unadjusted p-value Adjusted P Unadjusted p-value Adjusted P
value value
OR 95% OR 95% OR 95% OR 95%

Candidate attribute for

vitality capacity

Nutrition
Self-reported 1.65 (0.87-3.13) 0.122 1.38 (0.70-2.72) 0.346 0.90 (0.42-1.90) 0.771 0.74 (0.33-1.66) 0.468
appetite loss
Selfreported weight 1.65 (0.73-3.76) 0.232 1.23 (0.51-2.96) 0.651 l.61 (0.68-3.83) 0.274 1.34 (0.52-3.46) 0.551
loss
Suboptimal 1.74 (1.22-2.49) 0.002 1.63 (1.12-2.39) 0.011 1.28 (0.87-1.89) 0.215 1.21 (0.79-1.84) 0.383
nutritional status
(MNA-SF<12)

Fatigue
Self-perceived 278 (1.68-4.68) =0.001 2.47 (1.44-4.23) 0.001 1.32 (0.76-2.29) 0.331 1.23 (0.68-2.24) 0.495
fatigue

Neuromuscular
Low grip strength 222 (1.68-2.93) <0.001 1.70 (1.25-2.31) 0.001 1.90 (1.41-2.55) <0.001 1.18 (0.85-1.65) 0331

Circulating biomarkers
of metabolism

9 8 1 CO m m u n itwwe I I I n g Elevated CRP (>0.5 0.70 (0.38-1.27) 0.237 0.69 (0.37-1.27) 0.229 0.82 (0.44-1.54) 0.536 0.86 (0.44-1.67) 0.648

mg/dL)

adultsagedO50years — eologa

from theGanDauHealthy U e M, U pmie | Mee e
. 95% OR 95% OR 95% 95%

Longevity Planwave?2 e R

vitality capacity
cohort Nutition
Self-reported 0.92 (0.48-1.76) 0.794 0.89 (0.45-1.75) 0.730 2.97 (1.50-5.89) 0.001 2.64 (1.32-5.30) 0.006
appetite loss
Self-reported weight 1.62 (0.72-3.63) 0.247 1.51 (0.64-3.56) 0.502 3.13 (1.31-7.45) 0.010 2.98 (1.22-7.27) 0.016
loss
Suboptimal 1.37 (0.97-1.95) 0.075 1.38 (0.96-2.00) 0.081 3.58 (2.39-5.38) <0.001 3.42 (2.26-5.18) <0.001
nutritional status
(MNA-SF<12)
Fatigue
Self-perceived 0.97 (0.58-1.63) 0.910 0.96 (0.56-1.65) 0.886 8.71 (5.16— <0.001 8.34 (4.83— <0.001
fatigue 14.71) 14.37)
Neuromuscular
Low grip strength 1.56 (1.20-2.03) 0.001 1.18 (0.88-1.58) 0.263 1.95 (1.36-2.79) <0.001 1.85 (1.26-2.73) 0.002
Circulating biomarkers
of metabolism
Elevated CRP (0.5 1.21 (0.72-2.03) 0.467 1.22 (0.72-2.07) 0.465 0.74 (0.33-1.65) 0.461 0.75 (0.33-1.69) 0.486
mg/dL)

Peng et alThe Journal ohutrition, health and aging2025



Resilience

Brief ResilienceScale:presentsix statementshatcapturedifferentfacets ~ Unadjusted p-value Adjusted p-value
of psychologicatecovery beta - beta SE
Candidate attribute for vitality capacity
Nutrition
Self-reported appetite loss 2,22 0.75 0.003 -1.83 0.74 0.013
Self-reported weight loss -1.52 0.97 0.116 -1.02 0.96 0.287
Suboptimal nutritional status (MNA-SF<12) -1.94 0.41 <0.001 -1.70 0.41 =<0.001
Fatigue
Self-perceived fatigue -3.95 0.58 =<0.001 -3.52 0.59 <0.001
Neuromuscular
Low grip strength -0.88 0.31 0.004 -0.76 0.33 0.019
Circulating biomarkers of metabolism
Elevated CRP (0.5 mg/dL) -0.74 0.61 0.224 -0.67 0.60 0.264
Happiness
ChineseHappinessnventory optimism, positivaaffect, physicalfitness, Unadjusted p-value Adjusted p-value
self-satisfactionoccupationahiccomplishmentandmentaltranquility  ~gg SE OR SE
Candidate attribute for vitality capacity
Nutrition
Self-reported appetite loss -4.20 0.94 <0.001 -3.56 0.93 <0.001
Self-reported weight loss -2.30 1.23 0.060 -1.46 1.22 0.229
Suboptimal nutritional status (MNA-SF<12) -3.23 0.52 <0.001 —2.97 0.51 <0.001
Fatigue
Self-perceived fatigue -5.72 0.74 <0.001 -5.12 0.74 <0.001
Neuromuscular
Grip strength -1.79 0.39 =<0.001 -1.60 0.41 =<0.001
Circulating biomarkers of metabolism
Elevated CRP (0.5 mg/dL) -0.84 0.77 0.276 -0.71 0.76 0.350

Social factorswerestronglyassociateavith vitality impairmentsemphasizinghe critical role of social
determinants IC assessment

Peng et alThe Journal ohutrition, health and aging2025



Regardiess of result:

© Provide health and lifestyle advice,
including advice on good nutrition,

hycrationand locally svallablefoods > 7.1 o puced diet including highproteln

— © Promote oral health (Box 7.1) foodsfor undernutrition — 7.2
Vitality © Conduct basic assessment regularly ® Refertoprimary care
Care pathway to manage ©
malnutrition
/7/ ................ / @) A ASSESS Basic assessment
SSess ng
IF MALNOURISHED — 7.4.1 IF AT RISK OF UNDERNUTRITION = 7.4.2 IFNORMAL (IN-DEPTH)
{or law risk of undernutrition) nutritional status A,BandC U n d e r n Ut r I t IO n
® Provid lized diet advi @ Provide personalized diet advice .
rovide personalized diet advice P @ Provide advice on hydration ! o
@ Provide oral supplemental nutrition* ® Record and adapt eating patterns and locally available foods — 7.1 Askthe following t <ti
with increased protein intake ] . (A, Band C can & following two questions:
(400-600 keal/day) (50x 7.2) @ Monitor weight closely © Promote oral health (Eox 7.7) be assessedin . . .
® Monitor dietary intake and ® Consider multimodal exercise — 6.4.2 any order) « “Have you unintentionally lost more than 3 kg over
ordistaryl the last 3 months?" (If body weight is unknown, ask:
weight closely @ Consider oral supplemental nutrition* “have you noticed loose clothes, belts or wrist
if unable to improve food intake watches?")
\ \ + “Have you experienced loss of appetite?”
If equipment is available, weigh the person and record
theirweight.
Reassess
Assess Assess © In-depth assessment is needed if:
social and physical environments for diseases and risk factors The person answers YES o either question. > (7
+ Social eating habits + Sarcopenia
» Social care and support needs + Gastrointestinal conditions
(access, preparation and provision of food and drinks)  + Oral diseases and issues with chewing
» MNeed for assistive products or swallowing

(eating and drinking aids, dentures)
» Carers' supportneeds

® consider potential interventions (i ) DEVELOP| IMPLEMENT
acare plan | & MONITOR

@ Consider potential interventions G:ﬂ

Consolidate interventions, considering results of A, BandC




O

Assess nutritional status = 7.2

@o Interventions for diseases and risk factors > 7.5
Several tools are available to determine the risk of under-

nutrition (normal nutritional status/low risk of malnutrition, Sarcopenia ~ @ Considerrehabilitation to improve muscle function (7.5.1)
medium risk of malnutrition, and malnourished/at high risk Gastrointestinal conditions ——— @ Management of diseases (7.5.2)
of malnutrition) without a blood test. For example: Oral diseases and issues with ® Management of oral diseases (7.5.3)

chewing or swallowing ~ @ Advice onconsistency and texture of drink and food (chopped,

5 minced, pureed) (7.5.3)
/>~ Mini nutritional assessment (MNA)

https://www.sciencedirect.com/science/arti-
cle/abs/pii/S0899900798001713

/’ Malnutrition universal screening tool (MUST) @e Interventions for social and physical environment - 7.6
https://www.bapen.org.uk/pdfs/must/must_full. pdf

Social eating habits > @ Encourage family and social diningin the community (7.6.1)

Social care and supportneeds . @ Arrange assistance with access, preparation and provision of food
and drinks (7.6.2)

Need for assistive products . @ Advisethe appropriate positioning and assistance with feeding (11.6)

/7’ Seniors in the community risk evaluation for eating

and nutrition questionnaire, version || (SCREEN II)
https://olderadultnutritionscreening.com/screen-tools/

Carers' support needs T ® Provide eating and drinking aids, and dentures (7.6.3)
0() Short nutritional assessment qu estionnaire 65+ ® Provide advice onfood preparation, feeding and drinking (12.4)

(SNAQ65+) https://clinicalnutrition.science/en/nrs/screen-
ings/snaq-65-.html)




Sox 7.1 Promote oral health

WHO defines oral health as the state of the mouth, teeth
and orofacial structures that enables individuals to perform
essential functions such as eating, breathing and speaking.
Itencompasses psychosocial dimensions, such as self-
confidence, well-being and the ability to socialize and work
without pain, discomfort and embarrassment. Poor oral
hygieneis arisk factorfor oral diseases, which negatively
affectnutritionintake. Oral diseases are also associated
with CVDrisk factors, particularly diabetes mellites.
Community stakeholders can provide the following advice:

« Brushteethtwice aday withfluoride toothpaste
(1000-1500 ppm) and safe water afterbreakfast and
before going to bed. Forthose with no teeth, brushing
gums and tongue with a soft toothbrushtwice perday
toremove food debris and bacteriais advised.

« Advise ondenture hygiene, if applicable.
« Limitfree sugarintake.

« Stoptheuse of allforms of tobaccoincluding chewing
of arecanuts and betel quid.

Box 7.2 Oral supplemental nutrition: key points

+ Foodcomesfirst.Unless the need forOSNis urgent, improvementsindiet and more frequent
meals should be tried first.

+« OSNaddstofood.Itshouldnotreplace food. Apersontaking OSN should understand the
needto keep eating as well as possible.

+« Peopleneedinstructioninhowto mix OSN, how much to take at atime and whento take it.
+« OSNshould be taken betweenmeals, not at mealtimes.

» People oftenneed continuing support and encouragement (from family members, carers and
health workers) to keep taking OSN.

+« Peoplemaybecometired of the taste and texture of one kind of OSN. Avariety of flavours
could be used where available.

+« Weight should be closely monitored and recorded regularly.

» ldeally, the goal should be to stop OSN once the risk of malnutrition has passed and the diet
provides adequate nutrition.







