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Abstract
Background: Contemporary HIV care may reduce frailty in older adults living with HIV (OALWH). Objective of the
study was to estimate prevalence of frailty at the age of 50 and 75 years, and build a model to quantify the burden
of frailty in the year 2030.
Methods: This study included OALWH attending Modena HIV Metabolic Clinic between 2009 and 2015. Patients are
referred from more than 120 HIV clinics well distributed across Italy, therefore being country representative. Our model
forecasts the new entries on yearly basis up to 2030. Changes in frailty over a one-year period using a 37-variable frailty
index (FI) and death rates were modelled using a validated mathematical algorithm with parameters adjusted to best
represent the changes observed at the clinic. In this study, we assessed the number of frailest individuals (defined with
a FI > 0.4) at the age of 50 and at the age 75 by calendar year.
Results: In the period 2015–2030 we model that frailest OALWH at age 50 will decrease from 26 to 7%, and at the age
of 75 years will increase from 43 to 52%. This implies a shift of the frailty prevalence at an older age.
Conclusion: We have presented projections of how the burden of frailty in older adults, living with HIV will change.
We project fewer people aged 50+ with severe frailty, most of whom will be older than now. These results suggest a
compression of age-related frailty.

Background
The World Health Organization (WHO) views population aging as one of the most important demographic
changes in society [1]. Globally, the proportion of elderly
people is growing at 2% per year, much faster than the
population as a whole [1]. Worldwide, between 2000
and 2050, the proportion of the people over 60 years is
expected to double.
Aging of the population is becoming a top priority in
health policy [2]. With aging comes an increased prevalence of most diseases, which tend to co-occur in older
people [2]. In this context, the demographic modifications
occurring among HIV patients are not an exception but
rather a paradigm of this changing scenario [3]. Globally
35.3 million people are living with HIV, and among them
an estimated 3.6 million are people aged 50 years or older
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[4]. Older adults living with HIV (OALWH) represent a
heterogeneous population almost equally distributed
between people aging with HIV and people who acquired
HIV at an older age [5]. The advent of early, effective
combination antiretroviral therapy (ART) and contemporary HIV care has allowed an increasing number of HIV
patients to live into old age. The median age of HIVpositive patients receiving ART is projected to increase
from 43.9 in 2015 to 56.6 in 2030, as the proportion of
HIV-positive patients aged 50+ years increases from 28 to
73% during the same timeframe. With aging, the clinical
complexity in the HIV-positive population will increase.
For example, the number of people with one noncommunicable disease (NCD) is expected to be 84% by
2030, and the proportion with multi-morbidity (3+
illnesses) to be 28% [6].
Geriatric medicine, more than twenty years ago, has
introduced the term “frailty” to define a condition
caused by the reduction of homeostatic reserves
exposing the individual to higher risk of negative
outcomes [7].
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Frailty is an independent predictor of several adverse
clinical outcomes in older persons, including multimorbidity (MM), falls, disability, nursing home placement, and death [8]. In particular, the detection of frailty
has been repeatedly advocated for taking preventive
actions against disability in older persons [9, 10].
Both in the general populations and in HIV/AIDS
setting, frailty has been used to define a specific geriatric
syndrome [11] but also as a state of vulnerability for
adverse outcomes [12]. Frailty is considered an interval
parameter reflecting the “biological age” of the individual, and might represent much more than a mere condition to be screened. As argued recently, it may indeed
meet the criteria for making public health decisions [10].
In this framework frailty allows to assess clinical and
biological features, which have been indecently shown to
robustly affect the vulnerability of individuals, notably in
their mortality risk, regardless chronological age, [13].
Several reports have described that the prevalence of
frailty is double in HIV patients when compared to HIV
negative matched controls [14]. In this context, similarly
to what public health is pursuing in compressing chronic
diseases to a shorter period later in life [15, 16], we
hypothesized that contemporary integrated care in HIV
medicine may progressively lead to a “compression of
frailty at an older age” with reduction of frailty in adults
living with HIV and restrain frailty to a later stage of
age. This study estimates the prevalence of frailty in
OALWH at the age of 50 and 75 years, and presents a
model estimating the burden of frailty up to 2030.

Methods
The Modena HIV Metabolic Clinic (MHMC) is a
tertiary level center for diagnosis and treatment of lipodystrophy, NCDs and frailty in HIV people, started in
2003. HIV patients attending MHMC are referred from
more than 120 HIV clinics well distributed across Italy
therefor being country representative. Previous sensitivity analyses showed that referred patients are similar to
local (Modena province) whole HIV cohort with no case
selection bias [15].
The service prospectively follows patients with free-ofcharge visits with infectious disease physicians, geriatricians, occupational therapists, nutritionists, psychologists,
cardiologist, nephrologists, endocrinologists, and plastic
surgeon consultants. At each visit, patients receive a
multidimensional evaluation, including clinical, anthropometric, physical performance, and neurocognitive assessments. All the data are recorded in a dedicated electronic
health record which integrates health care workers’ assessments with patients related outcomes, including geriatric
syndromes (falls, urinary incontinence, etc.), quality of life
and disability. The MHMC electronic health record
provides a standardized comprehensive tool to describe
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changes of frailty over time at an individual level. The
present analyses include 2982 ART-treated HIV-positive
subjects, aged more than 18 years, who were consecutively
evaluated at the Metabolic Clinic of the University of
Modena and Reggio Emilia between 2006 and 2015.
Demographic factors of interest included age and sex.
HIV-specific characteristics included HIV and antiretroviral therapy (ART) duration, nadir and current CD4+ T
cell count.
Frailty index (FI)

Frailty was operationalized using a Frailty Index (FI) which
was previously validated and included 37 health variables
routinely collected at each clinical visit (Additional file 1:
Table S1), [17]. Each variable included in the FI was coded
with the value of 1 when a deficit was present and 0 when
absent. The FI for each patient visit was calculated as the
ratio between the number of deficits present and the total
number of deficits assessed. Missing values were removed
from both the numerator and denominator of the FI. Each
FI was computed when a minimum of 80% of valid data for
the health variables was available [18]. Of note, the health
variables that were selected as outcomes or covariates of
interest for this study were excluded from the computation
of the FI.
The FI has been found to predict risk in increments as
low as 0.01, as well as 0.10. For a clinical study, we chose
increments of 0.10. Recognizing that there would be very
few people with low FI counts in a clinical sample, and
that there is poor survival at high FI scores we grouped
participants into the following four categories: fit < 0.2,
pre frail 0.2–0.3, frail 0.31–0.39, and frailest > 0.40 [18].
In this study a novel metric, termed the frailty compression ratio (FCR), was developed to determine the
change in relation between frailty and chronologic age
over time. The FCR was defined as the fraction between
the number of frailest individuals (defined as those with
an FI > 0.4) at the age of 75 divided by the number of
frailest individuals at the age of 50 among OALWH attending the MMHC. An increase in this ratio represents
a shift of the prevalence of frailty towards an older age.
Multimorbidity

Multi-morbidity was defined as ≥3 NCDs occurring in
the same individual among hypertension, diabetes, cardiovascular disease (CVD), dyslipidaemia, chronic obstructive pulmonary disease (COPD), chronic kidney
disease (CKD), fractures, liver cirrhosis and cancer [19].
Ethics

Approval for the Modena HIV Metabolic Clinic Cohort
was obtained from the Research Ethics Board of the
University of Modena and Reggio Emilia, and all
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participants provided written consent (Study reference
254/12, protocol 883/CE, date 7th March 2013).
Statistical analysis

Using clinic data collected between 2006 and 2015, we
constructed an individual-based model of the aging
population attending the MHMC. The model follows patients enrolled in the MHMC up to December 2015,
until death or end of the model simulation in 2030, estimating outcomes such as FI and MM at one-year time
intervals. Similarly, the model generates new entries into
the MHMC for each year from 2016 to 2030 and follows
them (until death or end of 2030) on a yearly basis.
Predictions of the model for the first two years (2016
and 2017) were validated using data collected in the corresponding years to ensure projections were pointing in
the right direction.
The number of new entries from 2016 to 2030 was
simulated projecting trends observed from 2006 and
2015 in the MHMC. Gender was assigned probabilistically to new patients using the observed male to female
ratio. Age of each new patient was randomly generated
from a gamma distribution with gender- and yearspecific parameters (mean and standard deviation) projected from trends observed between 2006 and 2015.
Similarly, nadir CD4+ T cell count and time since HIV
infection were randomly generated from normal distributions with age-, gender- and year-specific parameters.
The prevalence of each NCD was determined in the
whole population and in age-defined groups (18–39, 40–
44, 45–49, 50–54, 55–59, 60–64 and ≥ 65) and Chisquared test for trend was used to compare the
prevalence of NCDs across age groups and test for significant trends. Continuous outcomes were summarised
using the median and interquartile range (IQR).
Occurrence of MM at model entry was probabilistically assigned to new patients based on rates modelled
using age, gender, time since HIV infection and nadir
CD4+ T cell count. The contribution of each of these
factors to estimate the rate was obtained from a multivariable mixed-effect logistic regression model. For each
simulated year, new patients and patients already
enrolled in the MHMC before 2016 were followed as
they age and eventually die, simulating changes in FI
and MM.
The number of deficits (used to calculate the FI) at the
time of entry into the MHMC for each new patient was
randomly generated from a Poisson distribution with
mean depending on age, gender, time since HIV infection, and nadir CD4+ T cell count. Weights for each of
these factors (to estimate the mean of the Poisson distribution) were obtained from a multivariable mixed-effect
Poisson regression model predicting the FI in the population of the MHMC from 2006 to 2015. Changes in FI
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over a year were modelled using a normal distribution
with parameters depending on age, gender, time since
HIV infection, nadir CD4+ T cell count and FI in the
previous year. The generated number was then added to
the FI of the previous year.
Death rates were obtained from a validated mathematical model which estimates the probability of dying in a
given period of time based on the FI at the beginning of
the period of time. This model was developed in a large
Canadian aging population [20] and parameters were
adjusted to best represent the death rates observed in
the MHMC.
The probability of having a FI score > 0.40 (frailest
individuals) and that of MM at any given year was estimated using polynomial logistic regression models with
age as independent variable and with the degree of the
polynomial that minimized the variance of the model or
when there was no significant decrease in its value as
the degree of polynomial is increased. The probability of
being at the frailest category (i.e. FI > 0.40) for individuals of 50 and 75 years was then calculated at each year
between 2016 and 2013 and used to estimate the frailty
compression ratio (FCR) for coming years.
Linear regression models were used to test significant
time trends (from 2006 to 2015) in the distribution of
age, time since HIV infection and start of ART, nadir
CD4+ T cell count, proportion of late presenters and
patients referred to the clinic after 20 years or more
since HIV infection. Models were conducted separately
in women and men and were aimed at identifying changing factors in MHMC in the period 2009–2015 which
may have justified model’s predictions.
All the analyses (including model simulations) were
performed using the statistical software R version 3.3.1.

Results
The 2982 HIV-positive patients enrolled in the MHMC
and alive at the end of December 2015 were mainly men
who were taking anti-retroviral therapy (Table 1).
Socio-demographic, anthropometric, lifestyle and HIVspecific characteristics are summarized in Table 1.
Median time since HIV diagnosis was 19.7 (IQR 12.8,
24.4) years and the median nadir CD4+ T cell count was
200 (IQR 86, 300) cells/μL.
Among the NCDs, most participants (82.1%) had dyslipidemia, followed by hypertension (36.8%) osteoporosis
(20.5%) and cirrhosis of the liver (12.3%). Fewer than 5%
had type 2 diabetes, CVDs, cancer, COPD and CKD.
The prevalence of all NCDs increased significantly with
age (Additional file 1: Figure S1).
The model predicts that the median age of patients
evaluated at MHMC will increase from 49 (IQR 45, 54)
years in 2015 to 63 (IQR 58, 77) years in 2030. The proportion of patients older than 50 years is predicted to
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Table 1 Socio-demographic, anthropometric lifestyle and HIVspecific characteristics

Table 1 Socio-demographic, anthropometric lifestyle and HIVspecific characteristics (Continued)

Variable, n (%) or median (IQR)

Variable, n (%) or median (IQR)

HIV-positive (N = 2982)

+

Gender
Female

951 (31.9%)

Male

HIV-positive (N = 2982)

CD4 T cell count (cells/μL)

648 (474, 841)

CD8+ T cell count (cells/μL)

815 (601, 1113)

+

+

2031 (68.1%)

CD4 : CD8 ratio

0.80 (0.57, 1.10)

Age (years)

49 (45, 54)

CD4+ T cell count (cells/μL)

200 (86, 300)

Weight (kg)

68.0 (59.6, 76.6)

Height (cm)

170 (163, 176)

2

BMI (kg/m )

23.5 (21.4, 26.0)

Waist (cm)

87 (81, 94)

Hip (cm)

92 (88, 97)

Waist-to-Hip ratio

0.95 (0.90, 1.00)

Smoking
No smoking

1756 (58.9%)

1–10 cigarettes per day

516 (17.3%)

> 10 cigarettes per day

672 (22.5%)

Missing

38 (1.3%)

Alcohol consumption
No consumption

1766 (59.2%)

Mild consumption

1149 (38.5%)

Intense consumption

31 (1.1%)

Missing

36 (1.2%)

Physical activity
No physical activity

1484 (49.8%)

Mild physical activity

1206 (40.4%)

Intense physical activity

265 (8.9%)

Missing

27 (0.9%)

Likely route of transmission, n (%)
Homosexual sex

881 (29.5%)

Heterosexual sex

1014 (34.0%)

IVDU/Blood product

778 (26.1%)

Other/unknown

309 (10.4%)

CDC classification, n (%)
A

1248 (41.9%)

B

862 (28.9%)

C

699 (23.4%)

Missing

173 (5.8%)

Years since HIV diagnosis

19.7 (12.8, 24.4)

Currently on ART

2810 (92.5%)

Time since start of ART (years)

5.2 (2.6, 7.8)

Number of drugs

3 (3, 4)

Currently on NRTIs

2319 (82.5%)

Currently on PIs

1550 (55.2%)

Currently on NNRTIs

1103 (39.3%)

Currently on other drugs

569 (20.6%)

increase from 48.2% in 2015 to 95.6% in 2030, whereas
the proportion of patients aged 65 years or older will increase from 4.3 to 38.1%. In particular, the proportion of
people aged 75 years or older will increase from 0.6 to
4.3% (Fig. 1, panel A). As a result of the aging HIVpositive population, the number of patients with MM is
expected to increase from 52.3% in 2015 to 62.1% in
2030 (Fig. 1, panel B). Our model suggests that the proportion of frail patients (FI > 0.3) will increase from
25.8% in 2015 to 28.0% in 2030 and frailest patients (FI >
0.4) will increase from 23.8 to 48.2% (Fig. 1, panel C).
Figure 2 estimate that the probability of MM at age of
50 decreased from 37.8 to 11.7% while at the age of 75
the probability of MM went from 99.8 to 96.8%. In parallel, there was a significant reduction of the probability
of frailty at the age of 50 from 26.0 to 7.0%, and an increase at the age of 75 from 42.7 to 51.8% in the same
time frame.
Figure 3 shows projections of the proportion of frailest
individuals at the age of 50 (blue bar) and at the age of
75 (orange bar). The ratio of these two proportions at
each year is the FCR and it is represented by the red
dotted line. FCR will increase from 1.6 to 7.4 from 2015
to 2030.
We explored the factors that may have contributed to
the FCR. Proportion of male patients (rho = 0.71, p <
0.01), age (rho = 0.56, p = 0.056), nadir CD4+ T cell
count (rho = 0.86, p < 0.001) and proportion of patients
with HIV duration more than 20 years (rho = 0.84, p <
0.001) correlated with frailty compression in univariable
analysis. Association was not statically significant for
time exposure of antiretroviral treatment (ART), time
lag between HIV diagnosis and ART initiation and proportion of HIV late presentation (CD4 < 350 cells/μL).
Proportion of male patients (p = 0.02), age (p < 0.001),
nadir CD4+ T cell count (p < 0.001) and proportion of
patients with HIV duration more than 20 years (p =
0.001) remained significantly associated even in multivariable analysis.

Discussion
This is the first modelling study quantifying the burden of MM and frailty in relation to demographic
projections estimated in an HIV Italian cohort. This
model shows an increase in the burden of MM and
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Fig. 1 Prediction of median age, multi-morbidity and frailty in PLWH. Panel a. The median age predictions of patients from 2015 to 2030. Panel b.
The proportion of patients with multi-morbidity from 2015 to 2030. Panel c. The distribution of frailty index values from 2015 to 2030

frailty in the year 2030, indicative of an accentuated
health profile expected by the aging epidemic affecting OALWH, as previously shown by the Athena cohort projections [4].

Frailty as primary end point of this study reflects a
geriatric approach which considers frailty as the best indicator to describe the complexity and heterogeneity of
aging.
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Fig. 2 The probability of multi-morbidity and frailty in 2015, 2020 and 2030

We chose to operationalize frailty with FI rather than
with frailty phenotype because given the continuous
metric of former, make this tool more suitable to
describe trajectories over time [21].
Being based on arithmetic and not clinical assumptions, frailty index is more suitable than others for an
immediate translation of the frailty concept from geriatrics to the HIV medicine world given its quantitative
nature [22].
The burden of frailty in OALWH by the year 2030
should not be interpreted as an apocalyptic scenario
since this projection shows that these conditions will be
compounded to older age. In fact, it is not alarming that
50% of HIV patients will be most frail at the age of 75, it
simply shows that the aging HIV-positive population

may gradually get closer to the clinical manifestations of
the general geriatric population.
It may be questioned the reason why at present, a relatively low number of people aged > 75 are frail. First of
all, people belonging to this age group are few. Moreover, it can also be assumed a survival bias and therefore
people in this age group may really represents “champions” of their generation, being able to live longer with
HIV infection or getting HIV at an older age [17].
The crux of the study is the development of the concept of frailty compression at an older age. To our
knowledge this measure, that we have translated into an
algorithm which consider the ratio of the proportion of
frailest individuals at the age of 75 and at the age of 50
years at any given year, is original in geriatric medicine

Fig. 3 Projections of the proportion of frailest individuals at the age of 50 (blue bar) and at the age of 75 (orange bar)
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also. Given the tight connection between MM and
frailty, we believe that measuring the deficit accumulation will allow us to monitor trajectories of a healthy
aging, regardless of the co-occurrence of age-associated
NCDs.
The striking finding from our cohort is that the prevalence of frailest individuals at the age of 50 years
decreased in the past decade. What happened in
OALWH attending MHMC is a unique and favorable
phenomenon of frailty compression to older age. This
was associated with a profound changing in immunological characteristics of the patients depicted by higher
nadir CD4 and a higher proportion of people living with
HIV longer than 20 years. The former may document a
reduction in the proportion of OALWH with a permanent immunological scar associated with advanced HIV
disease, the latter, healthier patients living with HIV with
better immunological profile.
We are not aware of other disease model in which
frailty compression was so apparent: at MHMC the proportion of frailest individual at 50 years of age halved in
the past 10 years. Therefore, we hypothesize that the
immunological characteristics which stand behind this
favorable immunological improvement observed in
OALWH may be found also in HIV negative individuals
experiencing healthy aging.
Recognition of frailty change in term of prevalence
and age of onset in HIV patients will contribute to reshape our healthcare systems. HIV geriatric medicine
implies a structural and a cultural change in patient assessment focused on older person’s functional ability,
physical health, cognition, quality of life and socioenvironmental circumstances rather than assessing patient’s comorbidities [22].
Interdisciplinary team members (e.g. nurses, social
workers, pharmacists, psychologists and occupational
therapists) can administer screening tools to both save
time and help the team to focus on specific limitations
that need more detailed evaluation. The goal of prevention is there for not just avoiding mortality as an obvious
negative end point, but rather reaching a disability free
survival in a healthy aging process [3].
Some weakness of the study must be acknowledged.
The projection model is obviously itself a model therefore prone to errors. Second, it is based on the retrospective analyses of patients enrolled in a clinical cohort
which may not generalize to the whole HIV-positive
population worldwide.
A point of strength of the study is the original use of
FI as an epidemiological tool to make a projection using
a global health perspective. The unprecedented rapid
change of clinical care observed in the past 30 years,
once again pilot new epidemiological scenarios for
public health in which the comprehensive geriatric
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assessment evaluates frailty at screening and contemporary targets this condition in an adapted individualized
approach [23]. This approach particularly fits PLWH
where many individuals are frail regardless their relatively young age [24] and allows a holistic and personalized care.

Conclusions
In conclusion, we have presented projections of how the
burden of frailty in older adults, living with HIV will
change. We project fewer people aged 50+ with severe
frailty, most of whom will be older than now. These results suggest a compression of age-related frailty.
Additional file
Additional file 1: Figure S1. Prevalence of comorbidities by age group.
Table S1. Health variables included in the frailty indices and description
of deficit scoring. (PDF 414 kb)
Acknowledgements
Authors are grateful for help in data collection to Dr. Barbara Beghetto, Dr.
Giulia Nardini and Dr. Enrica Roncaglia.
Authors’ contributions
GG, DDF, AM, SZ, IF, AS, CrM, ChM, MC, OT, KR contributed to study design,
data collection and revision. GG and IF also did supervision and writing. DDF
and MA were also the data managers and the person in charge of statistical
analyses. All authors read and approved the final version of the manuscript.
Funding
This study was not sponsored.
This study was carried out as part of the authors routine work.
Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.
Ethics approval and consent to participate
Approval for the Modena HIV Metabolic Clinic Cohort was obtained from the
Research Ethics Board of the University of Modena and Reggio Emilia, and all
participants provided written consent (Study reference 254/12, protocol 883/
CE, date 7th March 2013).
Consent for publication
Not applicable.
The paper contains aggregated data only.
Competing interests
GG received research grants from ViiV Healthcare, Gilead, Merck Sharp and
Dohme (MSD). Talks grants from ViiV Healthcare, Gilead, Merck Sharp and
Dohme, Jansen, BMS. Consultation to ViiV Healthcare, Gilead, Merck Sharp
and Dohme.
OT is a member of the editorial board (Associate Editor) of this journal.
DDF, AM, SZ, IF, AS, CrM, ChM, MC, KR reported no potential conflict of
interest.
Author details
1
Department of Surgical, Medical, Dental and Morphological Sciences,
University of Modena and Reggio Emilia, Largo del Pozzo, 71, 41124 Modena,
Italy. 2Institute for Global Health, UCL, London, UK. 3Fondazione IRCCS
Ca’Granda, Ospedale Maggiore Policlinico, Milan, Italy. 4Geriatric Medicine
Research Unit, Department of Medicine, Dalhousie University & Nova Scotia
Health Authority, Halifax, Nova Scotia, Canada.

Guaraldi et al. BMC Geriatrics

(2019) 19:229

Received: 19 March 2019 Accepted: 12 August 2019

Page 8 of 8

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

References
1. WHO, World population aging, 1950–2050. Choice Reviews Online; 2002, vol
40 (03) pp.40–1307-40-1307.
2. WHO, World report on aging and health 2015. http://www.who.int/aging/
events/world-report-2015-launch/en/.
3. Guaraldi G and Rockwood K, Geriatric HIV medicine is born, Clin Infect Dis
2017 2017 Aug 1;65(3):507–509. doi: https://doi.org/10.1093/cid/cix316.
4. UNAIDS, HIV and aging available at: https://www.unaids.org/en/resources/
documents/2013/20131101_JC2563_hiv-and-aging; Assessed 16 Jul 2019.
5. Guaraldi G, Zona S, Brothers TD, Carli F, Stentarelli C, Dolci G, Santoro A, Beghetto B,
Menozzi M, Mussini C, Falutz J. Aging with HIV vs. HIV seroconversion at older age: a
diverse population with distinct comorbidity profiles. PLoS One. 2015;10(4):e0118531.
6. Smit M, Brinkman K, Geerlings S, Smit C, et al. Future challenges for clinical care of
an aging population infected with HIV: a modelling study. Lancet Infect Dis. 2015
Jul;15(7):810–8. https://doi.org/10.1016/S1473-3099(15)00056-0 Epub 2015 Jun 9.
7. Cesari M, Calvani R, et al. Frailty in older persons. Clin Geriatr Med. 2017;
33(3):293–303.
8. Ritt M, Gaßmann KG, Sieber CC. Significance of frailty for predicting adverse
clinical outcomes in different patient groups with specific medical
conditions. Z Gerontol Geriatr. 2016;49(7):567–72 Epub 2016 Sep 14.
9. Pérez-Zepeda MU, Cesari M, García-Peña C. Predictive value of frailty indices
for adverse outcomes in older adults. Rev Investig Clin. 2016;68(2):92–8.
10. Cesari M, Prince M, Thiyagarajan JA, et al. Frailty: an emerging public health
priority. J Am Med Dir Assoc. 2016;17(3):188–92. https://doi.org/10.1016/j.
jamda.2015.12.016. Epub2016Jan21.
11. Althoff KN, Jacobson LP, Cranston RD, et al. Age, comorbidities, and AIDS
predict a frailty phenotype in men who have sex with men. J Gerontol A
Biol Sci Med Sci. 2014;69(2):189–98. https://doi.org/10.1093/gerona/glt148
Epub 2013 Oct 14.
12. Brothers TD, Kirkland S, Guaraldi G, et al. Frailty in people aging with human
immunodeficiency virus (HIV) infection. J Infect Dis. 2014 Oct 15;210(8):
1170–9. https://doi.org/10.1093/infdis/jiu258 Epub 2014 Jun 5.
13. Kojima G, Iliffe S, Walters K. Frailty index as a predictor of mortality: a
systematic review & meta-analysis. Age Aging. 2018;47:193–200.
14. Kooij KW, Wit FW, Schouten J, et al. HIV infection is independently
associated with frailty in middle-aged HIV type 1-infected individuals
compared with similar but uninfected controls. AIDS. 2016;30(2):241–50.
https://doi.org/10.1097/QAD.0000000000000910.
15. Nusselder WJ, van der Velden K, van Sonsbeek JL, et al. The elimination of
selected chronic diseases in a population: the compression and expansion
of morbidity. Am J Public Health. 1996;86(2):187–94.
16. Salomon JA, Carvalho N, Gutiérrez-Delgado C, et al. Intervention strategies to
reduce the burden of non-communicable diseases in Mexico: cost effectiveness
analysis. BMJ. 2012 Mar 2;344:e355. https://doi.org/10.1136/bmj.e355.
17. Guaraldi G, Brothers TD, Zona S, et al. A frailty index predicts survival and
incident multimorbidity independent of markers of HIV disease severity.
AIDS. 2015;29(13):1633–41. https://doi.org/10.1097/QAD.0000000000000753.
18. Hubbard RE, O'Mahony MS, Woodhouse KW. Characterising frailty in the
clinical setting--a comparison of different approaches. Age Aging. 2009 Jan;
38(1):115–9. https://doi.org/10.1093/aging/afn252 Epub 2008 Nov 13.
19. Landi F, Calvani R, Tosato M, et al. Impact of physical function impairment
and multimorbidity on mortality among community-living older persons
with sarcopaenia: results from the ilSIRENTE prospective cohort study. BMJ
Open. 2016;6(7):e008281. https://doi.org/10.1136/bmjopen-2015-008281.
20. Mitnitski A, Song X, Rockwood K. Trajectories of changes over twelve years
in the health status of Canadians from late middle age. Exp Gerontol. 2012;
47(12):893–9. https://doi.org/10.1016/j.exger.2012.06.015 Epub 2012 Jul 9.
21. Guaraldi G, Malagoli A, Theou O, Brothers TD, Wallace L, Torelli R, Mussini C,
Sartini S, Kirkland SA, Rockwood K. Correlates of frailty phenotype and frailty
index and their associations with clinical outcomes. HIV Med. 2017;18(10):764–71.
22. Cesari M, Marzetti E, Canevelli M, Guaraldi G. Geriatric syndromes: how to treat.
Virulence. 2017;8(5):577–85. https://doi.org/10.1080/21505594.2016.1219445.
23. Cesari M, Pérez-Zepeda MU, Marzetti E. Frailty and Multimorbidity: Different
Ways of Thinking About Geriatrics. J Am Med Dir Assoc. 2017;18(4):361–4.
24. Guaraldi G, Zona S, Brothers TD. At al. Aging with HIV vs. HIV
seroconversion at older age: a diverse population with distinct comorbidity
profiles. PLoS One. 2015;10(4):e0118531. https://doi.org/10.1371/journal.
pone.0118531.eCollection2015.

