Appendix 1: Summary of the components of the PRISMSA-7 Tool

	Question number
	PRISMA-7 components
	Yes
	No

	1
	Are you more than 85 years old? 
	1
	0

	2
	Male? 
	1
	0

	3
	In general, do you have any health problems that require you to limit your activities? 
	1
	0

	4
	Do you need someone to help you on a regular basis? 
	0
	1

	5
	In general, do you have any health problems that require you to stay at home? 
	1
	0

	6
	In case of need, can you count on someone close to you? 
	1
	0

	7
	Do you regularly use a cane, a walker or a wheelchair to move about? 
	1
	0


Adapted from (Raîche et al., 2008)











Table 1: Pubmed search string 
((PRISMA Seven[Title/Abstract] OR PRISMA-7[Title/Abstract] OR PRISMA 7[Title/Abstract] OR (Program of Research on Integration of Services for the Maintenance of Autonomy Seven)[Title/Abstract] OR (Program of Research on Integration of Services for the Maintenance of Autonomy 7)[Title/Abstract])) AND ((older adult)[Title/Abstract] OR elderly[Title/Abstract] OR geriatric [Title/Abstract] OR aging[Title/Abstract] OR aged[Title/Abstract] OR senior [Title/Abstract] OR (older person)[Title/Abstract] OR (older people)[Title/Abstract] OR (aged 65[Title/Abstract] OR aged 65+)[Title/Abstract] OR (aged over sixty five)[Title/Abstract] OR retired[Title/Abstract]) 


Table 2: Google Scholar Search 
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[bookmark: _Hlk127104035]Appendix 2: Characteristics of studies included in the review 
Diagnostic accuracy studies: 

	
Reference and country
	
Design
	
Setting
	
Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	

Tools and details of administration
	

PRISMA -7 Outcomes

	Ambagtsheer et al. (2019)
South Australia, Australia

	Cross-sectional study
	Two metropolitan and one non-metropolitan general practice
	Inclusion:
Community-dwelling, usual attendees of the practice who were ≥75 years of age as at June 30, 2017
Exclusion:
Patients were excluded if they were receiving palliative care, living in a residential care facility or had insufficient English proficiency.

	n = 228 
54.8% female 
Median age 79 (IQR = ± 6.0 years)
	Index Tools: EFS, FRAIL Scale Questionnaire, GST, GFI, Polypharmacy, PRISMA-7, Self-Rated Health, TUG, REFS and KC.  
Reference standards: FP and AFI. 
Administration Methods:
Face to face appointment (max 90 minutes) at practice. Index tests and reference standards were administered during the same session but by different assessors (practice nurses and researcher, respectively). Such that the index test administrator was blinded to the reference standard result, and vice versa.  Data were collected in three phases: (i) a self-administered survey incorporating demographic and psycho-social variables; (ii) index test administration by a trained practice nurse; and (iii) reference standard administration by a postgraduate researcher (RA) trained by a geriatrician (SY). The order of sessions (ii) and (iii) was alternated across participants. 
Two index tests were self-administered: the REFS and KC tests. However height and weight were not self-reported in the KC test. 

	Reference standard Fried Physical Frailty Phenotype:
% frail 34.7%
Sensitivity 77.5 (61.6 – 89.2)
Specificity 74.5 (67.6 – 80.5)
PPV 39.2
NPV 94.0
LR + 3.0
LR -  0.3
Youden Index 0.520
auROC 0.828
95% CI 0.74 - 0.91

Reference standard Adelaide Frailty Index:
% frail 34.7%
Sensitivity 55.0 (45.2 – 64.4) 
Specificity 84.6 (76.8 – 90.6) 
PPV 77.2 
NPV 66.4 
LR + 3.6 
LR - 0.5 
Youden Index 0.396 
auROC 0.751 
95% CI 0.68 – 0.82


Notes: EFS = Edmonton Frail Scale, GST = Gait Speed Test, GFI =  Groningen Frailty Indicator, PRISMA-7 =  Programme on Research for Integrating Services for the Maintenance of Autonomy 7,  TUG =  Timed Up and Go, REFS = Reported Edmonton Frail Scale,  KC = Kihon Checklist,  FP =  Fried Physical Frailty Phenotype, AFI =  Modified Adelaide Frailty Index, PPV = positive predictive value, NPV = negative predictive value, LR+ = positive likelihood ratio, LR− = negative likelihood ratio,  auROC = area under the receiver operator curve

	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Braun et al. (2019)
Bochum, Germany
	Prospective cross-sectional study
	Outpatient physiotherapy clinic
	Inclusion:
≥65 years of age or older with: 
No significant visual or hearing impairments
No diagnosis of dementia or any other severe cognitive impairment
Sufficient level of German language ability

Exclusion:
N/A
	n = 52
63% female
Mean age 73 (SD ± 6.0) (Range = 65 - 87)
	Index Tools: 
PRISMA-7, FRAIL scale and GFI 
Reference standard:
FP and FI
Administration Methods: 
All investigations and outcome measures were performed by three trained research assistants, a graduate and two undergraduate physiotherapists. 
The research assistants participated in a detailed training on the conduction of questionnaires and patient reported outcomes, and on applying the reference tests.
After obtaining sociodemographic data, the three frailty questionnaires were completed, followed by the content review (cognitive interviewing) and the frailty index tests (Physical Frailty Phenotype and Frailty Index). The PRISMA-7 and FRAIL scale were conducted in interview form. The GFI was self- completed by the participants. 

	Reference standard Fried Physical Frailty Phenotype:
% frail 23%
Sensitivity % 100 [95% CI (10 to 100)]
Specificity % 80 [95% CI (66 to 86)]
AUC 0.96 [95% CI (0.91 to 1.00)]
PPV 17  [95% CI (3 to 49)]
NPV 100 [95% CI (89 to 100)]
LR+ 5.0 [95% CI (2.9 to 8.7)]
LR– 0 

Reference standard Frailty Index:
% frail 23%
Sensitivity % 75 [95% CI (43 to 93)]
Specificity % 93 [95% CI (79 to 98)]
AUC 0.87 [95% CI (0.75 to .99)]
PPV 75 [95% CI (43 to 93)]
NPV 93 [95% CI (79 to 98)]
LR+ 10.0 [95% CI (3.2 to 31.2)]
LR– 0.3 [95% CI (0.1 to 2.2)]


	Notes:  PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7,  GFI =  Groningen Frailty Indicator,  FP = Fried Physical Frailty Phenotype, FI = Frailty Index, PPV = positive predictive value, NPV = negative predictive value, LR+ = positive likelihood ratio, LR− = negative likelihood ratio,  AUC = area under the receiver operator curve




	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Hoogendijk et al. (2013)
Amsterdam, The Netherlands 
	Data were used from the cross-sectional study Identification of Frail Elderly Study in The Netherlands
	Primary care practice in Amsterdam

	Inclusion:
All patients aged 65 and over from a primary care practice in Amsterdam
Subsequently, 120 patients from this group were selected, stratified by age, sex and GFI score. Frail older adults were oversampled to ensure the inclusion of sufficient older adults with frailty. 
Exclusion:
N/A 
	n = 102
56.9% female
Mean Age = 78.6 
( SD = ± 7.1) 

	Index Tools: 
PRISMA-7, GFI, polypharmacy, self-rated health of the patient and GP clinical judgement 
Reference standard:
FP and Clinical judgement by a multidisciplinary expert panel with 8 experts consisting of two expert panels consisting of a GP, a nursing home physician, a geriatrician and a geriatric nurse in each panel.
Administration Methods: 
Trained interviewers (geriatric nurses and medical students) collected the data by means of computer assisted personal interviewing and performance tests.
	Reference standard Fried Physical Frailty Phenotype:
% frail (PRISMA-7) 24.8%
Sensitivity 0.86
Specificity 0.83 
AUC 0.85 
KAPPA 0.47
Reference standard Expert panel:
% frail (PRISMA-7) 24.8%
Sensitivity 0.74 
Specificity 0.89
AUC 0.82 
KAPPA 0.61


Notes:   PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, GFI = Groningen Frailty Indicator, FP =  Fried Physical Frailty Phenotype, AUC = area under receiver operating characteristic curve
	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Ibrahim et al. (2022)  
Southhampton, UK

	Prospective cohort study 
	General fracture clinics in one UK acute hospital
	Inclusion: 
³65 years with a single wrist or upper arm fracture
Exclusion: 
Patients with pathological fractures, multiple or lower limb fractures, an active cancer diagnosis, care home residents or those unable to provide an informed consent such as people diagnosed with dementia
	n = 100 
(80 patients at 6-month follow-up)
80% female 
Mean age 75 (SD = ± 7) 
	Index Tools: 
FRAIL Scale, SOF, CFS, PRISMA-7, e-FI. 
Reference standard: 
FFP
Administration methods:  
Frailty was assessed using the FFP, FRAIL Scale, Study of Osteoporotic Fracture Criteria for Frailty (SOF), CFS, PRISMA-7 and the e-FI. To minimise participant fatigue, physical assessments (e.g. gait speed) were assessed before questionnaires, which were then completed in varying order between participants to minimise potential for bias. 

	Reference standard FP: 

Sensitivity = 93%
Specificity = 87%


Notes: FP = Fried Frailty Phenotype, SOF = Study of Osteoporotic Fracture, CFS = Clinical Frailty Score, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, e-FI = electronic Frailty Index

	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Jarman et al. (2020) 
United Kingdom

	Prospective observational study 
	Five UK Major Trauma Centres 
	Inclusion: 
>65 years old, requiring trauma team activation
Exclusion: 
N/A
	n = 370 
% female = ? 
Mean/Median age = ? 
	Index tests: 
TSFI, CFS, PRISMA-7 
Reference standard: 
Geriatrician assessment 
Administration methods: 
ED nurse frailty assessment was correlated with Geriatrician assessment within 72 hours of admission. 
	PRISMA-7 frailty % = 57

Geriatrician assessment frailty % = 37


Notes: TSFI = Trauma Specific Frailty Index, CFS = Clinical Frailty Scale, PRIMSA-7 = Program of Research to Integrate Services for the Maintenance of Autonomy 7




	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	McGauran et al. (2020)
Ireland 
	Cross-sectional study
	University Hospital Emergency Department
	Inclusion: 
Adults aged C 70 years presenting to University Hospital ED

Exclusion: 
N/A

	n = 198
46% female 
Median Age =
79 (IQR = ± 10) 

	Index Tools: 
VIP-3, VIP-4, CFS, PRISMA-7. 
Reference standard:
CGA using a battery of assessments. 
Administration methods: 
Consecutive adults aged C 70 years were screened for frailty with the VIP-3, VIP-4, CFS and PRISMA-7 in random order by trained nurses. 
An independent CGA using a battery of assessments was conducted. 
	Reference standard CGA: 
AUC = 0.91

*CFS was significantly more accurate than VIP-3 and VIP-4. There was no significant difference between the CFS and PRISMA-7 (p= 0.96).


Notes:  VIP-3 = Variable Indicative of Placement risk 3, VIP-4 = Variable Indicative of Placement risk 4, CFS = Clinical Frailty Scale, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, AUC = Area under the ROC curve




	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Moloney et al. (2023)
Ireland
	Prospective cohort study
	University hospital Emergency Department in South of Ireland 

	Inclusion: 
³70 year olds 
Exclusion: 
N/a
	n = 313
% female 46
Median age = 73
(IQR 83-74)


	Index tests:
QFS, CFS, VIP, PRISMA-7
Reference standard: 
CGA
Administration Methods: 
Screening was performed, where possible, 9am-5pm Monday to Sunday inclusive over a four-week period in December 2021. 
	All four short frailty screens were accurate at identifying frailty. 


Notes: QFS = Quick Frailty Screen, CFS = Clinical Frailty Scale, VIP = Variable Indicative of Placement, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CGA = Comprehensive Geriatric Assessment

	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Nixon et al. (2018)
United Kingdom

	Cross-sectional study (with convenience sampling)
	Nephrology outpatient clinics and 2 Haemodialysis Units from Lancashire Teaching Hospitals NHS Foundation Trust. 

	Inclusion:
Patients  ≥18 years old with CKD G4-5 and patients established on haemodialysis (CKD G5D)
Exclusion:
Patients who had a lower limb amputation, metastatic carcinoma, unstable angina or who had been diagnosed, in the preceding 3 months, with a myocardial infarction, transient ischaemic attack or stroke. Patients with insufficient understanding of English language to complete study questionnaires.

	n = 90
50% female 
Mean age = 69 (SD ± 13) 
	Index Tools:
CFS, PRISMA-7, CKD FI, CKD FI-LAB, walking speed, hand grip strength and SPPB
Reference standard:
FP
Administration details:
CFS was assessed by a clinician who had access to participant clinical records prior to performing the assessment. 
PRISMA-7 was assessed by a member of the research team. 
Published recommendations were used to construct a CKD FI and CKD FI-LAB.  
Hand grip strength was assessed in the seated position with the elbow positioned at 90 degrees, supported by the arm of a chair, and the dynamometer supported by the assessor. Both arms were examined with the highest score from 3 efforts from each side being used for analysis. The body mass index and gender stratified hand grip strength cut-offs proposed by the Fried Frailty Phenotype were used to identify frailty. 
Walking speed was assessed by asking participants to walk 15 feet (4.57 m) at their normal walking pace on 2 occasions. Participants were advised to use their walking aid, if they normally used one. The height and gender stratified walking speed cut-offs suggested by the Fried Frailty Phenotype were used to identify frailty. 
For SPPB, in addition to an assessment of walking speed as described above, it includes an assessment of balance and time to complete 5 chair stands.  
FP was performed at the same study visit as, and immediately following, index test assessments (except in the case of hand grip strength, walking speed and SPPB assessments, which were performed concurrently to the Frailty Phenotype assessment). 
Study visits were approximately 90 min in duration. 
	Reference standard Fried Physical Frailty Phenotype:
Correlation coefficient (95% CI) 0.64 (0.50-0.75)
p value  <0.001
AUC (95% CI)  0.83 (0.73–0.93)
p value  <0.001
Cut-off  ≥3
Frailty prevalence
n (%)  45 (50)
Sensitivity (95% CI)  0.89 (0.69–0.97)
Specificity (95% CI) 0.61 (0.49–0.71)
PPV (95% CI) 0.38 (0.25–0.52)
NPV (95% CI) 0.96 (0.85–0.99)
LR+ (95% CI) 2.27 (1.59–3.17)
LR– (95% CI) 0.17 (0.05–0.53)


Notes: CKD = Chronic Kidney Disease, CFS = Clinical Frailty Scale,  PRISMA-7 =  Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CKD FI= Chronic Kidney Disease Frailty Index, CKD FI-LAB = Chronic Kidney Disease Frailty Index LAB, SPPB =  Short Physical Performance Battery, FP = Fried Physical Frailty Phenotype, AUC = area under the receiver operator curve, PPV = positive predictive value, NPV = negative predictive value, LR+ = positive likelihood ratio, LR− = negative likelihood ratio


	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	O’Caoimh et al. (2023)
Ireland
	Cross-sectional study 
	Emergency Department in a large University Hospital in the West of Ireland. 
	Inclusion: 
Older adults aged ≥70 years 
Exclusion:
Patients deemed medically unstable based on a MTS score of 1
Patients brought directly to the ED resuscitation room, cardiac care, or intensive care units, irrespective of MTS score, were excluded unless this was for logistical reasons. Nursing home residents where the prevalence of frailty or pre-frailty is over 90%. 

	n = 265

54% female 

Median Age =
78 (IQR = ± 9) (Range = 83-74)

	Index Tools: 
CFS, ISAR tool, PRISMA-7
Reference standard:
CGA using a battery of assessments determined each patient’s frailty status including: BMI measurement, MNA-SF, AD8, AMTS, Euroqol EQ-5D including its visual analogue scale, SF-36 for self-rated health and CBS. Frailty status was based on the clinical judgement of a consultant geriatrician following a CGA supported by two validated frailty measures: FRAIL scale and GFI. 
Administration Methods:
ED triage nurses received standardised information on frailty and were trained to score the three screening instruments. Inter-rater reliability was completed for a small sample of patients (n=20).
The triage nurse on duty scored patients with the CFS. Patients were then asked to complete two self-reported instruments: ISAR and PRISMA-7. Tests of all three instruments were concealed. 
A dedicated multi-disciplinary frailty team including a consultant completed a CGA on all those screened, blind to the screening test score. 
	Reference standard CGA with PRISMA-7 (≥ 3): 
Sensitivity (95% CI) 84% (77–90)
Specificity (95% CI) 78% (69–85)
Youden’s Index 0.62 
AUC (95% CI) 0.88 (0.83–0.93)
PPV (95% CI) 84% (77–90)
NPV (95% CI) 78% (69–85)
False positive (95% CI) 16% (10–23)
False negative (95% CI) 22% (15–31)

	Notes: MTS =  Manchester Triage System, CFS = Clinical Frailty Scale, ISAR tool = Identification of Seniors at Risk tool, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CGA = Comprehensive Geriatric Assessment, BMI = body mass index, MNA-SF = Mini-Nutritional Assessment-short form, Alzheimer’s disease 8, AMTS= abbreviated mental test score, CBS = Caregiver Burden Score,  GFI = Groningen Frailty Indicator,  AUC = area under the receiver operator curve, PPV = positive predictive value, NPV = negative predictive value








	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Sukkriang et al. (2020)
Walailak, Thailand 
	Cross-sectional study
	Walailak University Hospital, Nakhon Si Thammarat, Thailand. 
	Inclusion:
≥60 years old and living in the studied community in south of Thailand who voluntarily participated in this research with informed consent 
Exclusion: 
Patients who were bed-ridden, living in a nursing home or admitted to hospital 
	n = 214
50% female
Mean Age Male =
70.07 (SD = ± 7.15) 
Mean Age Female = 69.28 (SD = ± 7.13) 
	Index Tools: 
CFS, simple FRAIL questionnaire, PRISMA-7, TUG, GFST. 
Reference standard: 
Definition of frailty by using the Fried phenotype CHS criteria for screening frailty. 
Administration Methods: 
The participants were randomly measured by the CFS, simple FRAIL questionnaire, PRISMA-7, TUG, GFST and followed by the Fried phenotype (CHS criteria) or reference standard on the same day, respectively. The participants took a rest at the interval of 3-5 min before continuing to the next test. 
	Reference standard Fried phenotype (CHS criteria): 
Sensitivity (95% CI)  76 (54.87-90.64)
Specificity (95% CI) 86.24 (80.50 – 90.81)
PPV (95% CI) 42.22 (32.45 – 52.64)
NPV (95% CI) 96.45 (93.10 – 98.20)
LR+ (95% CI) 5.52 (3.63 – 8.40)
LR– (95% CI) 0.28 (0.14 – 0.56) 

Accuracy % (95% CI) = 85.05 (79.55-89.54)


Notes: CFS = Clinical Frailty Scale, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, TUG = Time-Up-and-Go Test, GFST = Gérontopôle frailty screening tool, PPV = positive predictive value, NPV = negative predictive value, LR+ = positive likelihood ratio, LR− = negative likelihood rati

Diagnostic and predictive accuracy studies: 
	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Jarman et al. (2021)
United Kingdom
	Prospective observational study
	Emergency departments of five Major Trauma Centres (Level 1 equivalent hospitals) in the south of England. 
	Inclusion: 
Aged 65 or over, required activation of the trauma team at the receiving hospital and were subsequently admitted and if there was a nurse trained to consent and use the frailty assessment tools available
Patients who were unable to consent initially due to injury or existing cognitive impairment were enrolled using consultee consent procedures and subsequently withdrawn if patient or next of kin consent could not be gained

Exclusion: 
N/a

	n = 372
% female 53.8 
Median Age = 80 (Range = 73-86)


	Index tests: 
TSFI, PRIMSA-7, CFS
Reference standard:
In-hospital mortality, critical care stay, total major trauma centre LOS, discharge to usual place of residence. 
Administration methods: 
Clinical and research nurses were trained in the use of each tool. Frailty assessment was performed in the ED using the information available from the patient and/or carer, medical records and clinical judgement. 


	Mortality: greatest in all frail cohorts but rates differed between screening tool groups. 
Irrespective of tool, there were few differences between frail and non-frail groups for critical care and hospital length of stay or discharge back to their previous place of residence. 




Notes: TSFI = Trauma Specific Frailty Index, PRIMSA-7 = Program of Research to Integrate Services for the Maintenance of Autonomy 7, LOS = length of stay, CFS = Clinical Frailty Scale, CGA = Comprehensive Geriatric Assessment
	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Salminen et al. (2019)
Finland
	Part of a longitudinal  epidemiological study
Prospective cohort study with 10 and 18 year follow ups.
	Community dwelling older adults in the Lieto municipality in Finland.
	Inclusion:
Persons born in or prior to 1933
Exclusion: 
Persons living in institutional care or in sheltered housing or with missing data of frailty indexes


	n = 1260
57% female 
Mean age 72.7 (SD = ± 6.2) (Range 64.0 - 97.0)
	Index Tools:
PRISMA-7, FRAIL scale,
Reference standard:
Rockwood’s FI (36 item)
Administration methods:
Data of frailty were gathered using an interview and clinical examination as well as patient records.


	
	PRISMA-7 (n = 1110)

	
	
	
	
	
	
	
	Robust
	Frail
	P value

	
	
	
	
	
	
	Frailty Index  (n = 1090)


	
	
	
	
	
	
	Robust
	212 (24)
	4 (2)
	< 0.001

	
	
	
	
	
	
	Pre-frail
	538 (65)
	50 (27)
	

	
	
	
	
	
	
	Frail
	107 (12)
	134 (71)
	



Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, FI = Frailty Index
	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	O’Caoimh et al. (December, 2022)
Ireland
	Prospective cohort study 
	Emergency department of an inner city university hospital in the South of Ireland
	Inclusion: 
³70 year of age who presented to the emergency department over a four week period in the autumn of 2019. Community-dwelling, medically stable based on a MTS score of greater than one on admission. 
Exclusion: 
Patients with a MTS of less than one on admission. Patients who were agitated such that they were unable to be assessed. Patients lost to follow-up and those who declined. 
	n = 197
% female 46
Median age = 79
(IQR = 73-83)

	Index tests:
CFS, VIP, PRISMA-7
Reference standard: 
CGA
Administration Methods: 
Consecutive attendees of an urban University Hospital ED aged ³70 were screened by trained raters, blind to the CGA. 
	Reference standard CGA with PRISMA-7 (≥ 3): 
Sensitivity (95% CI) 87% (92–99)
Specificity (95% CI) 64% (54–73)
Youden’s Index 0. 62
AUC (95% CI) 0.91 (0.86–0.95)
PPV (95% CI) 73% (64–80)
NPV (95% CI) 97% (86–99)
False positive (95% CI) 27% (20–36)
False negative (95% CI) 3% (1–11)
PLR (95% CI) 2.7% (2–3.6)
NLR (95% CI) 3% (1–1.2)




Notes: MTS = Manchester Triage System, IQR = Interquartile range, CFS = Clinical Frailty Scale, VIP = Variable Indicative of Placement risk, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CGA = Comprehensive Geriatric Assessment, PPV = Positive predictive value, NPV = Negative predictive value, PLR = positive likelihood result, NLR = negative likelihood result

Predictive accuracy studies: 
	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Beauchet et al. (2019)
Montréal, Quebec, Canada.
	Observational, retrospective cohort study 
	Geriatric acute care ward of a McGill University-affiliated hospital. 
	Inclusion:
Having received both 6-item BGA and PRISMA-7 scores. Admission to a geriatric acute care ward after an ED presentation. LOS less than or equal to 2 months
Exclusion:
Patients with LOS greater than 2 months
	n = 166
59% female
Median/Mean age unknown
63.3% age ³85 years
	Index test: 
PRISMA-7, 6 item BGA
Reference standard: 
Length of stay (LOS) in hospital (in days) 
Administrative methods:
6-item BGA and PRISMA-7 answers were collected from patients’ medical charts. Both tools were completed by nurses upon participant admission to the acute care ward during a short clinical assessment which included a face-to-face interview with patients.  Items were answered using a close-ended format.
Physicians and patients were kept blind to the scores and associated risk levels of both tests. 
LOS was calculated from the hospital’s administrative registry. 

	Kaplan-Meier distribution curves showed no significant differences in the time elapsed before hospital discharge between low- and high-risk groups (p = 0.381). 












Notes: BGA = Brief geriatric assessment, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ED = Emergency Department LOS = Length of Stay, LR+ = positive likelihood ratio. LR− = negative likelihood ratio. NPV = negative predictive value. PPV = positive predictive value









	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Beauchet at al. (2021)
Canada
	Observational and prospective cohort study
	Jewish General Hospital (Montréal, Quebec, Canada).
	Inclusion: 
Age ³ 75 years, unplanned ED visit, PRISMA-7 completed and agree to participate in the study

Exclusion: 
Concomitant participation in an experimental study
	n = 12,983
% female 
PRISMA-7 <3 = 64.7%
PRISMA-7 ³ 3 = 47.8% 

Mean age: 
PRISMA-7 <3 = 83.4 (SD = ± 6.0)
PRISMA-7 ³ 3 = 85.7 (SD = ± 5.9)



	Index tests:
PRISMA-7
Reference standards:
LOS in ED, LOS in hospital and hospital admission.  
Administration Methods: 
The triage nurse was in charge to collect the information for the filling of PRISMA-7 questions.
Dates and hours for ED visit, hospital admission and discharge were extracted from the administrative database of the patients’ digital file. 

	PRISMA-7 high risk level was associated with an increased length of stay in ED and hospital as well as in hospital in patients on a stretcher. 


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, LOS = length of stay, ED = Emergency Department 
	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Demirevska et al. (2021)
Bulgaria
	Prospective study
	Cardiology department, Military Medical Academy, Sofia
	Inclusion: 
>90 years old hospitalized in Cardiology department, Military Medical Academy, Sofia
Exclusion: 
N/a
	n = 107
% female = 63
Mean age = 94.3 
	Index tests: 
FRAIL scale, PRISMA-7, MMSE, gait speed, timed-up-and-go test. 
Reference standard: 
One-year mortality
Administration methods: 
No information provided
	Compared to non-frail patients, frail patients had lower SBP and higher one-year mortality compared with non-frail patients. (no statistic available which just comments on PRISMA-7)


Notes: PRISMA-7 = PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, MMSE = mini-mental state examination, SBP = Systolic blood pressure. 



	Reference and country 
	Design 
	Setting 
	Population (Inclusion and Exclusion criteria) 
	Participants 
n (sample size) 
% female 
Age (years) ± SD/IQR 
	Tools and details of administration 
	PRISMA -7 Outcomes 

	Gui-Qun et al. (2023) 
 
China
	A prospective polycentric observational study 
	West China Hospital of Sichuan University, Shangjinnanfu of West China Hospital and People’s Hospital of Henan Province. 
	Inclusion: 
ED patients aged ³65 years who consented to participate. 

Exclusion: 
Patients with mental health conditions such as intracranial infection, cerebral stroke, dementia, depression and schizophrenia. 
	n = 1244
 
% female 43.6%
 
Median age: 75 (IQR = ± 69-81 years)  


	Index Tools: PRISMA-7
 
Reference standards: 28-day all-cause mortality, defined as death within 28 days of ED presentation, average length of stay in hospital and Intensive care unit transfer
 
Administration Methods: 
A dedicated study team comprising medical doctors and nurses collected the data. The study personnel were unaware of the hypotheses of this study and were not involved in patient care. 

To assess frailty using PRISMA-7, each study team member underwent a 30-min training session, including an introduction to the basic concept of frailty. 

Age, sex, ESI and qSOFA score were collected from the electronic health record. These index levels were routinely obtained for every ED patient upon arrival. 
	Pearson correlation coefficient between PRISMA-7 and length of stay: 0.30, p<0.01

AUC for 28 day mortality = 0.80 (95% CI: 0.76 – 0.84) 
Sensitivity 88.1% 
Specificity 56.5%

AUC for ICU admission = 0.78 (95% CI: 0.75 – 0.80)
Sensitivity 82.7%
Specificity 64.4%


	Notes: ED = Emergency department, PRISMA-7 =  Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ESI = emergency severity scale, qSOFA = quick Sepsis Related Organ Failure Assessment,  AUC = Area Under the Curve.
 
















	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Hao et al. (2023)
China 
	Multicentre prospective observation study
	Emergency department of three Grade A hospitals in different regions of China 
	Inclusion: 
³65 years old who completed follow-up data for 28 days. 
Exclusion: 
Patients or their family members voluntarily gave up treatment during the intervention. Patients were unable to complete the assessment on admission. If patients were after pre-hospital cardiopulmonary resuscitation or donor. If patients were lost to follow-up during the 28 day follow-up period. 
	n = 687
% female 46%
Median age = 74 
(IQR = 69-80)

	Index tests:
PRISMA-7, Clinical Frailty Scale
Reference standard: 
28 day mortality, receipt of critical care orders, admission to the intensive care unit, length of stay
Administration methods: 
After admission to the hospital, the primary data of patients were rapidly collected and the frailty assessments were completed. All enrolled patients were followed up for 28 days through the hospital HIS system (during hospitalization) or by telephone (after discharge). 
	28-day mortality prediction
AUC (95% CI) 0.79 (0.73–0.85)
Critical value >3.5
Youden Index 0.49
Sensitivity (95% CI) 78.79% (67.49-86.92)
Specificity (95% CI) 70.21% (66.50-73.67)


Notes: IQR = Interquartile range, CFS = Clinical Frailty Scale, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ISAR = Identification of Seniors at Risk score, PPV = Positive Predictive value, NPV = Negative Predictive value





	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Hoffman et al. (2020)
Denmark
	Register-based retrospective study
	Hospital stay including assessment by a physiotherapist and at discharge received further physical training in the community. 
	Inclusion: 
Aged 75 years or above. 
In-hospital patients for whom the responsible physician had prescribed assessment by a physiotherapist

Exclusion: 
N/A
	n = 973
% Frail female 54.3
% non-frail female 66.3

Mean age frail 84.8 years (SD = ± 5.74)
Mean age non-frail 80.4 years (SD = ± 3.72)
	Index tests: 
PRISMA-7
Reference standard:
Hospitalisation, morbidity, mortality and use of municipal health services. 
Administration methods: 
The physiotherapist performed PRISMA-7 in addition to standard assessment. 
The Danish Civil Registration database was used to identify every person in the study and to merge the study database with national register data on hospitalization, morbidity, mortality and use of municipal health services. 
	(Frail individuals in this study were those with a PRISMA-7 score ³3)
Frail individuals used significantly more GP services, had more hospital admissions and more days spent in hospital.  
Mortality rates 180 and 360 days after the index hospitalisation were significantly higher among the frail persons compared with non-frail. 
Frail patients use a significantly higher amount of home care. 



Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7


	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Hussien et al. (2020)
Romania


	Cross-sectional study
	Outpatient Department from Nephrology unit in a tertiary health facility “Dr. C.I. Parhon Clinical Hospital”
	Inclusion: 
³65 years old with CKD G4-5 (eGFR <30ml/min/1.73 m squared using CKD-EPI formula) on at least two occasions in the previous 3 months prior to the time of inclusion
Exclusion: 
N/a

	n = 201 
% female = 53.23
Mean age = 73.9 (SD = ± 6.8)
	Index tests: 
PRISMA-7, CFS, FP and gait speed and handgrip strength.  
Reference standard: 
Functional status and 10-year survival expectancy 
Administration methods: 
No information provided

	The 10-year survival expectancy was significantly lower in frail patients with similar mean values (26% for PRISMA-7). 


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CFS= Clinical Frailty Scale, FP = Frailty Phenotype


	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Hussien et al. (2023)
Romania
	Prospective cohort study
	OPD
	Inclusion: 
³65 years old with two consecutive measurements of estimated glomerular filtration rate (eGFR) <60 mL/min/1.73m2 separated by more than three months.
Exclusion: 
Dialysis dependence, history of kidney transplantation, recent acute kidney injury patients were excluded. Along with those attending their initial visit with the provider, amputation and cerebrovascular accident.
	n = 240
% female 54
Mean age = 73.8±6.6 years

	Index tests:
PRISMA-7, FRAIL scale, CFS, FP
Reference standard: 
Survival time and time to start dialysis 
Administration methods: 
Patients were followed up for 36 months for death events or dialysis initiation. 
	PRISMA-7 defined frailty did not show a significantly shorter survival time. There was also no significant difference in time to dialysis initiation between PRISMA-7 defined frail and non-frail patients. 


Notes: PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CFS = Clinical Frailty Scale, FP = Frailty Phenotype 


	Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Launay et al. (2021)
Canada


	Observational prospective cohort study
	ED of the Jewish General Hospital (Montréal, Quebec, Canada) 
	Inclusion: 
Age ³75, unplanned ED visit, being on a stretcher (non-ambulatory), assessed with PRISMA-7 and ER2 and agree to participate in the study
Exclusion:
Participation in an experimental study, being in palliative care and transfer to another hospital during the ED visit
	n = 1905 

% female =58%

Mean age PRISMA-7 low = 84.5 (SD = ± 6)

Mean age PRISMA-7 high = 86.1 (SD = ± 6)
	Index tests: 
PRISMA-7, ER2 
Reference standards: 
LOS in ED and in hospital and hospital admission. 
	PRISMA-7 risk levels was associated with LOS in ED and hospital as well as hospital admission. 


Notes: ED = Emergency Department, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ER2 = Emergency room evaluations and recommendations, LOS = length of stay
	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Leahy et al. (2023)
Ireland
	Prospective cohort study
	Emergency department of a University Teaching Hospital in the West of Ireland
	Inclusion: 
³65 years of age who presented to the Emergency department between September 2019 and April 2020 if Manchester Tirage Category was between 2-5, if they were a resident in the catchment area and English speaking. 
Exclusion: 
If the patients or caregivers were unable to speak English and therefore unable to consent or provide baseline demographic information. Patients presenting outside the hours of recruitment (8am to 5pm Monday to Friday) were also excluded. 
	n = 419
% female 46.7
Mean age = 76.9
(SD = ± 7.2) 

	Index tests:
CFS, PRISMA-7, ISAR, Inter-RAI-ED
Reference standard: 
Mortality, Emergency department  re-attendance, hospital readmission, functional decline, nursing home admission at 30 days and 6 months post index visit. 
Administration methods: 
Baseline demographic information including age, gender and existing comorbidities was collected by the RN. The four frailty screening tools were then administered during this index visit. Outcomes were assessed by a blinded RN by telephone interview at 30 days and 6 months. Hospital management systems were used to determine the outcomes of mortality, ED revisit and hospital readmission for those who did not answer the follow-up phone call. 
	
	
Sensitivity (95% CI)
	
Specificity (95% CI)
	
PPV (95%CI) 
	
NPV (95% CI)

	
	
	
	
	
	
	Mortality 3 month follow-up
	95% (76-100)
	43% (38–48)
	8%
	99%

	
	
	
	
	
	
	Mortality 6 month follow-up
	95% (82–99)
	45% (40–50)
	14%
	99%

	
	
	
	
	
	
	ED reattendance 3 month follow-up
	68% (56–78)
	44% (38–49)
	21%
	86%

	
	
	
	
	
	
	ED reattendance 6 month follow-up
	65% (56–73)
	48% (42–54)
	38%
	74%

	
	
	
	
	
	
	Hospital readmission 3 month follow-up
	78% (65–87)
	45% (39–50)
	19%
	92%

	
	
	
	
	
	
	Hospital readmission 6 month follow-up
	65% (55–74)
	47% (41–53)
	32%
	78%

	
	
	
	
	
	
	Nursing home admission 3 month follow-up
	86% (67–96)
	45% (40–50)

	11%
	98%

	
	
	
	
	
	
	Nursing home admission 6 month follow-up
	73% (50–89)
	45% (40–50)
	8%
	96%

	
	
	
	
	
	
	Functional decline 3 month follow-up
	66% (58–72)
	50% (43–57)
	54%
	62%

	
	
	
	
	
	
	Functinal decline 6 month follow-up
	67% (60–74)
	55% (48–63)
	61%
	62%


Notes: CFS = Clinical Frailty Scale, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ISAR = Identification of Seniors at Risk score, RN = research nurse, PPV = Positive predictive value, NPV = negative predictive value. 






























	Reference and country 
	Design 
	Setting 
	Population (Inclusion and Exclusion criteria) 
	Participants 
n (sample size) 
% female 
Age (years) ± SD/IQR 
	Tools and details of administration 
	PRISMA -7 Outcomes 

	
McDonnell et al. (2023) 
 
Illinois, USA
	Prospective cohort study
	A single institutional prospective cohort study of patients undergoing Atriovenous fistula or Atriovenous graft intervention
	Inclusion: 
Patients were included in the study between the dates April 2021 and May 2023, undergoing AV access. 
Exclusion: Patient not undergoing AV access 

	n = 40
 
% female frail 38%
% female non-frail 63%
 
Mean age frail 67 (SD = ±12.13)  
Mean age non-frail 63 (SD = ±15.71)


	Index Tools: PRISMA-7
 
Reference standards: Failure to achieve Atriovenous fistula maturation, postoperative infection, 180-day mortality difference, 30 and 60 day readmission rates
 
Administration Methods: 
Patients were included in the study between the dates April 2021 and May 2023.  A new AV access was defined as a new AVF or AVG access site creation. This definition includes patients who had previous access sites that were abandoned and were having a new one created. Using the electronic medical record, patient demographic data, including age, gender, and race, were collected. Comorbidities were noted as well as surgical site infection, readmission rates, and all-cause mortality. Individual electronic medical record review was performed to identify whether AV access failed as a new access site or if the site was appropriate to be used for HD access based on surgeon progress notes accompanied by a duplex ultrasound examination.


	Both 30-day and 60-day readmission rates were higher in the frail group compared with the non-frail group. There was no significant difference in 180-day mortality between the frail and non-frail patients. 


	Notes: PRISMA-7 =  Programme on Research for Integrating Services for the Maintenance of Autonomy 7, 



	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	O’Caoimh et al. (2023)

Galway, Ireland. 
	Prospective cohort study 
	University hospital Emergency Department
	Inclusion: 
Aged ³ 70 years old attending ED
Exclusion:  
N/a
	n = 193
55% female
Median Age = 79 
(IQR = ± 9) 

	Index tests: 
CFS, PRISMA-7, ISAR, FRAIL scale, GFI, RISC. 
Reference standard: 
30-day readmission, LOS, one-year mortality and institutionalisation
Administrative methods: 
Consecutive patients who met the inclusion criteria were screened and assessed for frailty. Outcomes were obtained from hospital records.
	Similar predictability for mortality and nursing home admission as the RISC score. 
ROC curve (AUC) scores of RISC score for predicting mortality and nursing home admission at one year, AUC 0.77 (95% CI:0.68-0.87) and 0.73 (95% CI:0.64-0.82), respectively). 
Not accurate for predicting 30-day readmission after discharge. 


Notes: ED = Emergency Department, CFS = Clinical Frailty Scale, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ISAR = identification of Seniors at Risk tool, GFI = Groningen Frailty Indicator, RISC = Risk Instrument for Screening in the Community, LOS = Length of Stay, AUC = Area under the receiver operator curve


	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Rabelo et al. (2022)
Iceland
	Prospective pilot study
	Landspitali – The National University Hospital of Iceland
	Inclusion: 
³65 years of age. Patients who attended a preoperative assessment at the Division of Anaesthesiology and Intensive Care on random days between June 2021 and October 2021.
Exclusion: 
Patients who did not undergo the planned surgery 
	n = 99 
% female 48
Median age = 75
(IQR = 71-80)

	Index tests:
PRISMA-7, TUG, CDT 
Reference standard: 
180-day mortality, 90-day readmission, postoperative delirium, surgical complications, non-home discharge, length of stay. 
Administration methods: 
The frailty risk assessment was completed on the same day as their preoperative workup. Information on postoperative outcomes were obtained from electronic hospital records. 
	No statistically significant relation between frailty defined by PRISMA-7 and mortality by 180 days, readmission by 90 days or length of stay in hospital. 


Notes: PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, Timed Up and Go, Clock Drawing Test



	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Solakoglu et al. (2020)
Turkey
	Prospective cohort study
	ED of a research and training hospital
	Inclusion:
> 65 years old who came to the emergency department of a research and training hospital between March 1, 2019 and May 1, 2019 and were triaged as level 3 or 4 according to the Manchester Triage Scale.   

Exclusion: 
Patients who were aphasic, had limited communication skills and/or were unable to participate in the evaluation. 
	n = 137
% female 68.6
Mean age = 80.19
(SD = ± 8.12)

	Index tests: 
PRISMA-7 questionnaire, CFS, ISAR tool. 
Reference Standard: 
Inpatient mortality, prevalence of hospitalization, hospital length of stay, 30-day readmission, and outpatient clinic admissions. 

	PRISMA-7 was statistically related to mortality (p = 0.018) or hospitalization (p = 0.038) but did not predict 30-day readmission (p = 0.677) 


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CFS = Clinical Frailty Scale, ISAR = Identification of Seniors at Risk
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	Design
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Age (years) ± SD/IQR
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	PRISMA -7 Outcomes

	Sutorius et al. (2016) 
The Netherlands
 
	Prospective cohort study
	Primary Care practice in Amsterdam

	Inclusion:
³ 65 years of age
Exclusion: 
N/a
	n = 102 
% female 56.9
Mean age 78.6 (SD = ± 7.1) (range 65-96)
	Index tests:
PRISMA-7, GFI, polypharmacy, clinical judgement of the GP, self-rated health of the older adult, EFS, ISAR PC, FI, InterRAI screener, gait speed 
Reference standard:
6-years mortality or long-term care admission 
Administration methods: 
All patients aged 65 and over from a primary care practice in Amsterdam (n = 606) received, together with a postal invitation for the annual influenza vaccination, a short questionnaire, including the Groningen frailty indicator (GFI). 20 patients were selected from this group, stratified by sex and GFI score. Based on GFI score, patients were divided into three different groups: non-frail (GFI < 2), some frailty (GFI 2-3), moderate to severe frailty (GFI ≥4). Frail older adults were oversampled to ensure inclusion of sufficient frail individuals. Selected patients were subsequently approached for a comprehensive assessment that included all identification methods. 
Data were collected by trained interviewers (medical students and geriatric nurses) between October 2009 and December 2009 by means of computer-assisted personal interviewing and performance tests. 
6 year follow up data between Autumn 2009 and September 2015 on mortality and long term care admission were collected prospectively by checking electronic medical files. 
	Prisma-7 predicted mortality and long-term care admission better than several other tools. 


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, GFI = Groningen Frailty Indicator, EFS = Edmonton Frail Scale, ISAR PC = Identification Seniors at Risk Primary Care, FI = Frailty Index, AUC = Area under curve
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	Tools and details of administration
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	Tew et al. (2021) 

UK
	Observational cohort study
	Cardiology inpatient ward of Royal Infirmary of Edinburgh, United Kingdom. 
	Inclusion: 
Any patient under the clinical care of a cardiologist and aged ≥70 years old was eligible for inclusion. Convenience sampling was undertaken on days when researchers were available to review patients identified as ready for hospital discharge within the following 24 hours. 
Exclusion: 
If any ongoing acute medical issues requiring inpatient management were subsequently identified or if unwilling or unable to provide informed consent. 
	n = 186

% female = 36

Mean age = 79 (SD = ± 6)
	Index tests: 
Fried phenotype, SPPB, CFS, PRISMA-7, EHR risk score. 
Reference standard: 
Primary outcome: 90-day readmission or death. 
Secondary outcomes: mortality, days alive at home (‘home time’) at 12 months following discharge.  
Administration methods: 
Four frailty measures were combined into a coordinated assessment taking ~ 15 minutes including completion of a brief questionnaire. 
A linked regional EHR was used to determine the primary endpoint of readmission or all-cause mortality at 90 days following assessment. Secondary outcomes were all-cause mortality and ‘home time’ in the 12 months following discharge. 
All patients in this study completed electronic follow-up to 1 year. 
	PRISMA-7 was not independently associated with the primary outcome (90-day readmission or death) after adjustment for age, sex and co-morbidity. 






Notes: SPPB = Short physical Performance Battery, CFS = Clinical Frailty Scale, PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, EHR = electronic health record
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	Torun et al. (2023) 
 
Istanbul, Turkey
	Cross-sectional study 
	ED of a tertiary hospital in Turkey
	Inclusion: 
³ 65 year olds who presented to the ED between May 01, 2019 and November 15, 2019 
 
Exclusion: 
No data
	n = 264
 
% female 57%
 
Mean age Group 1: 80.48 (SD = ± 8.38 years)  

Mean age Group 2: 79.42 (SD = ± 7.94 years)  
	Index Tools: EFS, PRISMA-7, ISAR, FRESH Frailty Assessment Tool, Rockwood CFS, FiND questionnaire
 
Reference standards: Falls risk (patients were separated based on their presenting complaint to ED as either Group 1 (patients who had fallen) or Group 2 (patients who had not fallen). 
 
Administration Methods: 
All patient’s demographic characteristics, presenting complaint (falls or other), comorbidities, laboratory findings, frailty assessment (using EFS, PRISMA-7, ISAR, FRESH Frailty Assessment Tool, Rockwood CFS, FiND questionnaire) and the presence of orthostatic hypotension were recorded. 
	Multivariate logistic regression analysis to determine risk factors for fall: 
% frail Group 1 (patients who had fallen) 93% 
% frail Group 2 (patients who had not fallen) 66% 

p value = 0.009
OR 0.376
95% CI 0.896 – 2.582

	Notes: ED = Emergency department, SD = Standard Deviation, EFS = Edmonton Frail Scale, PRISMA-7 =  Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ISAR = the Identification of Seniors at Risk tool, Frail Elderly Support ResearcH group screening instrument, Rockwood CFS = Rockwood Clinical Frailty Scale, FiND questionnaire = Frail Non-Disabled questionnaire, OR = odds ratio, CI = confidence interval
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	Viljanen et al. (2020)
Finland
	Prospective cohort study with 10- and 18- year follow ups. 
	Municipality of Lieto in southwest Finland
	Inclusion: 
All persons born in or prior to 1933
Exclusion: 
Participants no longer living in Lieto at the end of 2016
Participants already living in institutional care before baseline 
	n = 1106 
% female 57
Mean age = 73.0
(SD = ± 6.4) (Range = 64.0 – 97.0) 

	Index tests:
FRAIL scale, FI, PRISMA-7. 
Reference standard: 
Institutionalization – defined as permanent entry into a nursing home 
	Frailty defined by PRISMA-7 predicted higher risk of institutionalization in both follow-ups. 


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, FI = Frailty Index
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	Ambagtsheer et al. (2025)
Australia 
	Prospective cohort study
	Two General practices in South of Australia 

	Inclusion: 
75-year-olds, community-dwelling, usual attendees of the hospital 
Exclusion: 
Living in a NH, Insufficient English, Receiving palliative care treatment. 
	n = 243
% female 55.6 %
Median age = 80.2
(IQR 4.6)


	Index tests:
PRISMA-7, FP, FRAIL, Gait Speed, FI, PRISMA-7, KCL, REFS, GFI
Administration Methods: 
Self-administered (KCL, REFS), nurse-administered (FFP, PRISMA-7, FRAIL Scale, GFI, Gait Speed), derived from patient medical records (FI). Baseline data was collected by one researcher (RA) between March 2017 and November 2018. 
	PRISMA-7 outcomes: 
Mortality @12 months
AUC 0.749 SE 0.092 (CI 0.57 - 0.93) P= 0.039
Mortality @24 months 
AUC 0.697 SE 0.080 (CI 0.54 - 0.85) P=0.027
GP attendance @12 months 
AUC 0.628 SE 0.155 (CI 0.323 - 0.932) P=0.536
ED attendance @ 12 months 
AUC 0.525 SE 0.061 (CI 0.405 - 0.644) P= 0.683
Hospital admission @12 months 
AUC 0.536 SE 0.055 (CI 0.427 - 0.644) P=0.514


Notes: FFP =Fried’s frailty phenotype, FI = Frailty Index, KCL =Kihon checklist, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, GFI= Groningen Frailty Indicator, FRAIL =Fatigue Resistance Ambulation Illness and Loss (of weight), REFs =Reported Edmonton Frail Scale, AUC=Area Under the Curve, SE= Standard error 
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	Çelik et al. (2025)
Turkey
	Prospective and observational study 
	Emergency department of university hospital in Turkey
	Inclusion: 
65 years of age who presented to the emergency department from March 1st to April 30th in 2024. 
Exclusion: 
Patients with intracranial infections, cerebral strokes, dementia, and mental health conditions such as depression were excluded. 
	n = 1424
% female 46
Median age = 76
(IQR = 66-98)

	Index tests:
qSOFA, ESI, PRISMA-7
Administration Methods: 
Consecutive attendees of a University Hospital ED aged 65 were screened by trained doctors
	PRISMA-7 (≥ 3): 
Sensitivity: 74.8%
Specificity: 70.8%
Areas under the ROC
28-mortality:
0.81 (95% CI: 0.78-0.84)
ICU admission: 
AUC: 0.800





Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, qSOFA= quick Sepsis Related Organ Failure
Assessment, ESI= Emergency Severity Index 
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	Goktekin et al. (2025)

Turkey
	Prospective cohort study 
	University hospital Emergency Department
	Inclusion: 
Aged  65 years old attending ED
Exclusion:  
No spontaneous heartbeat or breathing at the time of ED arrival, the ones refusing to participate in study, and whose information could not be retrieved were excluded
	n = 150
% female 51%
Median Age = 78
(IQR = ± 8) 

	Index tests: 
PRISMA-7, SARC-F
Outcomes measures: 
Recurrent ED visits, hospitalization, and mortality at 1, 3 and 6 months. 
Administrative methods: 
The patients’ SARC-F and PRISMA-7 scores were calculated at the first ED presentation. Later, the same patients were evaluated via the electronic hospital system and called by phone. 
	 PRISMA-7 outcomes:
Mortality @6months 
AUC 0.746, p-value < 0.001
Sensitivity 92.31%, 
Specificity 52.25%, 
Negative predictive value 95.1%
Positive predictive value 40%


Notes: PRISMA-7 = Programme on Research for Integrating Services for the Maintenance of Autonomy 7, SARC-F =A Simple Questionnaire to Rapidly Diagnose Sarcopenia
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Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	Zaboli et al. (2025)
Italy
	Prospective observational study 
	Emergency Department, Hospital of Merano
	Inclusion: 
 Adults ≥18 attending ED, excluding fast-track/shock room. June 1st to December 31st, 2023. 
Exclusion: <18, possible or confirmed pregnancy, immediate shock room admission, or no consent.
	n = 1270 (≥65: 672)
% female 49
Median age = 66
(IQR = 45-92)

	Index tests:
PRISMA-7, CFS, ISAR
Outcome measures: 30-day mortality, hospitalization, Severe condition in the ED
Administration methods: 
Administered during initial triage by trained nurses to patients aged ≥65.
Severe condition in the ED
AUC: 0.590 (0.543–0.637)
Sensitivity: 33.5% (29.9-37.1)
Specificity: 79.1% (76.0-82.2)
PPV: 58.3% (54.6-62.1)
NPV: 57.7% (53.9-61.5)
	30-day Mortality:
AUROC = 0.764 (0.670–0.858)
Sensitivity: 6.1% (4.3-7.9)
Specificity: 99.2% (98.5-99.8)
PPV: 86.4% (83.8-88.9)
NPV: 54.8% (51.0-58.5)
Hospitalization:
AUROC = 0.601 (0.555–0.647)
Sensitivity: 37.7% (34.0-41.4)
Specificity: 76.3% (73.1-79.5)
PPV: 58.1% (54.4-61.8)
NPV: 58.4% (54.7-62.1)


Notes: PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, CFS = Clinical Frailty Scale, ISAR = Identification of Seniors at Risk score, PPV = Positive Predictive value, NPV = Negative Predictive value, AUCROC= area under the receiver
operating characteristic
	
Reference and country
	Design
	Setting
	Population (Inclusion and Exclusion criteria)
	Participants
n (sample size)
% female
Age (years) ± SD/IQR
	Tools and details of administration
	PRISMA -7 Outcomes

	 Zaboli et al. (2025)
Italy (Secondary Analysis)
	Prospective observational study
	Emergency Department, Hospital of Merano
	Inclusion: 
All adult patients do not require fast-track or CPR room access.
Exclusion: 
Age <18, pregnancy, unstable condition, no consent.
	n = 1270 (≥65: 672)
% female 50%
Median age = 66
(IQR = 45-92)

	Index tests:
PRISMA-7, Clinical Frailty Scale, ISAR, TFC
Outcome measures: 
Hospitalization, 30-day mortality, 90-day mortality. 
Administration methods: 
Administered by trained triage nurses to patients.
	Hospitalization: 
AUC: 0.672 0.636-0.707
30-day mortality: 
AUC: 0.779 0.680-0.878
90-day mortality: 
AUC: 0.796 0.738-0.853



Notes: IQR = Interquartile range, CFS = Clinical Frailty Scale, PRISMA-7 = the Programme on Research for Integrating Services for the Maintenance of Autonomy 7, ISAR = Identification of Seniors at Risk score, PPV = Positive Predictive value, NPV = Negative Predictive value, AUCROC= area under the receiver, TFC = Triage Frailty and


Appendix 3: Characteristics of studies included in the review (condensed version) 
	Study
	Design
	Setting
	Participants
	Frailty Tools
	PRISMA-7 Outcomes

	Ambagtsheer et al. (2019)
	Cross-sectional
	General practice, Australia
	n=228, Median age 79, 54.8% female
	EFS, FRAIL Scale, GST, GFI, Polypharmacy, PRISMA-7, Self-Rated Health, TUG, REFS and KC.  
	Reference standard Fried Physical Frailty Phenotype: % frail 34.7%, Sensitivity 77.5 (61.6 – 89.2), Specificity 74.5 (67.6 – 80.5)
PPV 39.2, NPV 94.0, LR + 3.0, LR - 0.3
Youden Index 0.520, AuROC 0.828, 95% CI 0.74 - 0.91

	Braun et al. (2019)
	Prospective cross-sectional
	Outpatient clinic, Germany
	n=52, Mean age 73, 63% female
	PRISMA-7, FRAIL, GFI
	Reference standard Fried Physical Frailty Phenotype: % frail 23%, Sensitivity % 100 [95% CI (10 to 100)]
Specificity % 80 [95% CI (66 to 86)]
AUC 0.96 [95% CI (0.91 to 1.00)]
Reference standard Frailty Index:
% frail 23%, Sensitivity % 75 [95% CI (43 to 93)], Specificity % 93 [95% CI (79 to 98)], AUC 0.87 [95% CI (0.75 to .99)]


	Hoogendijk et al. (2013)
	Cross-sectional
	Primary care, Netherlands
	n=102, Mean age 78.6, 56.9% female
	PRISMA-7, GFI, polypharmacy, self-rated health of the patient and GP clinical judgement 

	Reference standard Fried Physical Frailty Phenotype: % frail (PRISMA-7) 24.8%, Sensitivity 0.86, Specificity 0.83, AUC 0.85 
Reference standard Expert panel:
% frail (PRISMA-7) 24.8%, Sensitivity 0.74, Specificity 0.89, AUC 0.82 


	Ibrahim et al. (2022)
	Prospective cohort
	Fracture clinics, UK
	n=100, Mean age 75, 80% female
	FRAIL Scale, SOF, CFS, PRISMA-7, e-FI.
	Reference standard FP: 
Sensitivity = 93%
Specificity = 87%

	Jarman et al. (2020)
	Prospective observational study
	Major Trauma Centres, UK
	n=370, Age and % female not reported
	TSFI, CFS, PRISMA-7
	Reference standard geriatrician assessment: 
Frailty % 57% vs 37% by geriatrician

	McGauran et al. (2020)
	Cross-sectional study
	ED, Ireland 
	n = 198
46% female 
Median Age =
79
	VIP-3, VIP-4, CFS, PRISMA-7.  

	Reference standard CGA:
There was no significant difference between the CFS and PRISMA-7 (p= 0.96). 

	Moloney et al. (2023)
	Prospective cohort study
	Hospital, Country
	n = 313
% female 46
Median age = 73
	QFS, CFS, VIP, PRISMA-7 
	Reference standard CGA: 
All four short frailty screens were accurate at identifying frailty.

	Nixon et al. (2018)
	Cross-sectional study
	OPD, UK
	n = 90
50% female 
Mean age = 69
	CFS, PRISMA-7, CKD FI, CKD FI-LAB, walking speed, hand grip strength and SPPB

	Reference standard Fried Physical Frailty Phenotype:
Frailty prevalence
n (%)  45 (50)
Sensitivity (95% CI)  0.89 (0.69–0.97)
Specificity (95% CI) 0.61 (0.49–0.71)


	Sukkriang et al. (2020)
	Cross-sectional study
	Hospital, Country
	n = 214
50% female
Mean Age Male =
70.07
	CFS, simple FRAIL questionnaire, PRISMA-7, TUG, GFST.
	Reference standard Fried phenotype (CHS criteria):
Sensitivity (95% CI) 76 (54.87-90.64)
Specificity (95% CI) 86.24 (80.50 – 90.81)

	Jarman et al. (2021)
	Prospective observational study
	ED, UK
	n = 372
% female 53.8 
Median Age = 80
	TSFI, PRIMSA-7, CFS
	Mortality: greatest in all frail cohorts but rates differed between screening tool groups.

	Salminen et al. (2019)
	Prospective cohort
	Community. Findland 
	n = 1260
57% female 
Mean age 72.7
	PRISMA-7, FRAIL scale
	Prisma-7 frailty predicted higher mortality risk in both follow up periods 

	O'Caoimh et al. (2022)
	Prospective cohort
	ED, Ireland 
	n = 197
% female 46
Median age = 79
	CFS, VIP, PRISMA-7
	Reference standard CGA with PRISMA-7 (≥ 3): 
Sensitivity (95% CI) 87% (92–99)
Specificity (95% CI) 64% (54–73)

	Beauchet et al. (2019)
	Observational, retrospective cohort study
	Acute hospital, Canada 
	n = 166
59% female
Median/Mean age unknown
	PRISMA-7, 6 item BGA
	Kaplan-Meier distribution curves showed no significant differences in the time elapsed before hospital discharge between low- and high-risk groups (p = 0.381).

	Beauchet et al. (2019)
	Observational, retrospective cohort study
	Acute hospital, Canada 
	n = 12,983
% female 
PRISMA-7 <3 = 64.7%
PRISMA-7  3 = 47.8%
	PRISMA-7
	PRISMA-7 high risk level was associated with an increased length of stay in ED and hospital as well as in hospital in patients on a stretcher.

	Demirevska et al. (2021)
	Prospective cohort
	Acute hospital, Bulgaria 
	n = 107
% female = 63
Mean age = 94.3
	FRAIL scale, PRISMA-7, MMSE, gait speed, timed-up-and-go test.
	Compared to non-frail patients, frail patients had lower SBP and higher one-year mortality compared with non-frail patients. (no statistic available which just comments on PRISMA-7)

	Gui-Qun et al. (2023)
	A prospective polycentric observational study
	Acute hospital, China 
	n = 1244
% female 43.6%
Median age: 75
	PRISMA-7
	AUC for 28-day mortality = 0.80 (95% CI: 0.76 – 0.84) 
Sensitivity 88.1% 
Specificity 56.5%

	Hao et al. (2023)
	Multicentre prospective observation study
	ED, China 
	n = 687
% female 46%
Median age = 74
	PRISMA-7, Clinical Frailty Scale
	28-day mortality prediction
AUC (95% CI) 0.79 (0.73–0.85)
Sensitivity (95% CI) 78.79% (67.49-86.92) Specificity (95% CI) 70.21% (66.50-73.67

	Hoffman et al. (2020)
	Register-based retrospective study
	Acute hospital, Denmark 
	n = 973
% Frail female 54.3
% non-frail female 66.3
Mean age frail 84.8
	PRISMA-7
	Frailty was associated with healthcare utilization, mortality, and increased length of stay. 

	Hussien et al. (2020)
	Cross-sectional study
	OPD, Romania 
	n = 201 
% female = 53.23
Mean age = 73.9
	PRISMA-7, CFS, FP and gait speed and handgrip strength.  
	The 10-year survival expectancy was significantly lower in frail patients with similar mean values (26% for PRISMA-7).

	Hussien et al. (2023)
	Prospective cohort
	OPD, Romania 
	n = 240
% female 54
Mean age = 73
	PRISMA-7, FRAIL scale, CFS, FP
	PRISMA-7 defined frailty did not show a significantly shorter survival time. There was also no significant difference in time to dialysis initiation between PRISMA-7 defined frail and non-frail patients.

	Launay et al. (2021)
	Observational prospective cohort study
	Acute hospital, Canada 
	n = 1905 
% female =58
Mean age PRISMA-7 low = 84.5
	PRISMA-7, ER2 

	PRISMA-7 risk levels was associated with LOS in ED and hospital as well as hospital admission.

	Leahy et al. (2023)
	Prospective cohort
	ED, Ireland 
	n = 419
% female 46.7
Mean age = 76.9
	CFS, PRISMA-7, ISAR, Inter-RAI-ED
	Frailty was associated with a number adverse outcomes including ED return, and nursing home admission 

	McDonnell et al. (2023)
	Prospective cohort
	Acute hospital, USA
	n = 40 
% female frail 38%
% female non-frail 63%
Mean age frail 67
	PRISMA-7
	Both 30-day and 60-day readmission rates were higher in the frail group compared with the non-frail group. There was no significant difference in 180-day mortality between the frail and non-frail patients.

	O'Caoimh et al. (2023)
	Prospective cohort
	ED, Ireland 
	n = 99 
% female 48
Median age = 75
	CFS, PRISMA-7, ISAR, FRAIL scale, GFI, RISC.
	Reference standard CGA with PRISMA-7 (≥ 3): 
Sensitivity (95% CI) 84% (77–90)
Specificity (95% CI) 78% (69–85)
Not accurate for predicting 30-day readmission after discharge.

	Rabelo et al. (2022)
	Prospective cohort
	Acute hospital 
	n = 99 
% female 48
Median age = 75
	PRISMA-7, TUG, CDT
	No statistically significant relation between frailty defined by PRISMA-7 and mortality by 180 days, readmission by 90 days or length of stay in hospital.

	Solakoglu et al. (2021)
	Prospective cohort
	ED, Turkey
	n = 137
% female 68.6
Mean age = 80.19
	PRISMA-7 questionnaire, CFS, ISAR tool.
	PRISMA-7 was statistically related to mortality (p = 0.018) or hospitalization (p = 0.038) but did not predict 30-day readmission (p = 0.677)

	Surtorius et al. (2016)
	Prospective cohort
	Primary care, Netherlands 
	n = 102 
% female 56.9
Mean age 78.6
	PRISMA-7, GFI, polypharmacy, clinical judgement of the GP, self-rated health of the older adult, EFS, ISAR PC, FI, InterRAI screener, gait speed
	Prisma-7 predicted mortality and long-term care admission better than several other tools.

	Tew et al. (2021)
	Observational cohort study
	Acute hospital, UK
	n = 186
% female = 36
Mean age = 79
	Fried phenotype, SPPB, CFS, PRISMA-7, EHR risk score.
	PRISMA-7 was not independently associated with the primary outcome (90-day readmission or death) after adjustment for age, sex and co-morbidity.

	Torun et al. (2023)
	Cross-sectional study
	ED, Turekey
	n = 264
% female 57%
	EFS, PRISMA-7, ISAR, FRESH Frailty Assessment Tool, Rockwood CFS, FiND questionnaire
	% frail Group 1 (patients who had fallen) 93% 
% frail Group 2 (patients who had not fallen) 66% 
p value = 0.009
OR 0.376
95% CI 0.896 – 2.582

	Viljanen et al. (2021)
	Prospective cohort
	Findland, Community 
	n = 1106 
% female 57
Mean age = 73.0
	FRAIL scale, FI, PRISMA-7.
	Frailty defined by PRISMA-7 predicted higher risk of institutionalization in both follow-ups.

	Ambagtsheer et al. (2025)
	Prospective cohort
	Primary care, Australia 
	n = 243
% female 55.6 %
Median age = 80.2
	PRISMA-7, FP, FRAIL, Gait Speed, FI, PRISMA-7, KCL, REFS, GFI
	ED attendance @ 12 months 
AUC 0.525 SE 0.061 (CI 0.405 - 0.644) P= 0.683
Hospital admission @12 months 
AUC 0.536 SE 0.055 (CI 0.427 - 0.644) P=0.514

	Çelik et al. (2025)
	Prospective and observational study
	ED, Turkey
	n = 1424
% female 46
Median age = 76
	qSOFA, ESI, PRISMA-7
	PRISMA-7 (≥ 3): 
Sensitivity: 74.8%
Specificity: 70.8%
Areas under the ROC
28-mortality:
0.81 (95% CI: 0.78-0.84)

	Goktekin et al. (2025)
	Prospective cohort
	ED, Turkey
	n = 150
% female 51%
Median Age = 78
	PRISMA-7, SARC-F
	Mortality @6months 
AUC 0.746, p-value < 0.001
Sensitivity 92.31%, 
Specificity 52.25%,

	Zaboli et al. (2025)
	Prospective observational study
	ED, Italy 
	n = 1270 (≥65: 672)
% female 49
Median age = 66
	PRISMA-7, CFS, ISAR
	30-day Mortality:
AUROC = 0.764 (0.670–0.858)
Sensitivity: 6.1% (4.3-7.9)
Specificity: 99.2% (98.5-99.8)
Hospitalization:
AUROC = 0.601 (0.555–0.647)
Sensitivity: 37.7% (34.0-41.4)
Specificity: 76.3% (73.1-79.5)

	Zaboli (2025) (2nd analysis)
	Prospective observational study
	ED, Italy 
	n = 1270 (≥65: 672)
% female 49
Median age = 66
	PRISMA-7, CFS, ISAR
	Hospitalization: 
AUC: 0.672 0.636-0.707
30-day mortality: 
AUC: 0.779 0.680-0.878
90-day mortality: 
AUC: 0.796 0.738-0.853



















Table 3: QUADAS-2 table 
	
	Diagnostic Accuracy Studies 
	

	Study
	Risk of bias 
	Applicability concerns

	 
	Patient Selection 
	Index Tests 
	Reference Standard 
	Flow and Timing 
	Patient Selection 
	Index Tests 
	Reference Standard 

	Ambagtsheer (2019) 
	Low
	Low
	Low
	Low
	Low
	Low
	Low

	Braun (2018) 
	Unclear
	Low
	Low
	Unclear
	Low
	Low
	Low

	Hoogendijk (2013) 
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Ibrahim (2022) 
	Low
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Jarman (2020) 
	Unclear
	Low
	Low
	Unclear
	Low
	Low
	Low

	McGauran (2020) 
	Low
	Low
	Low
	Unclear
	Low
	Low
	Low

	Moloney (2023)
	Unclear
	Unclear
	Low
	Unclear
	Low
	Low
	Low

	Nixon (2018) 
	High
	Low
	Unclear
	Low
	Low
	Low
	Low

	O’Caoimh (2019) 
	Low
	Low
	Low
	Low
	Low
	Low
	Low

	Sukkriang (2020) 
	High
	Low
	Unclear
	Low
	Low
	Low
	Low
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	Diagnostic & predictive accuracy studies
	

	Jarman (2021) 
	Unclear
	Low
	Unclear
	Low
	Low
	Low
	Low

	Salminen (2019) 
	Low
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	O’Caoimh (2022)
	Low
	Low
	Low
	Unclear
	Low
	Low
	Low

	
	Predictive accuracy studies 
	

	Beauchet (2021) 
	Unclear
	Low
	Unclear
	Low
	Low
	Low
	Low

	Beauchet (2019) 
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low
	Low

	Demirevska (2021) 
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Gui-Qun (2023)
	Low
	Low
	Unclear
	Low
	Low
	Low
	Low

	Hao (2023)
	Unclear
	Unclear
	Unclear 
	Low
	Low
	Low
	Low

	Hoffman (2020) 
	Unclear
	Low
	Low
	Low
	Low
	Low
	Low

	Hussien (2020) 
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Hussien (2023)
	Unclear
	Unclear
	Unclear 
	Unclear 
	Low
	Low
	Low

	Launay (2021) 
	Unclear
	Low
	Low
	Low
	Low
	Low
	Low

	Leahy (2023)
	Unclear
	Low
	Low
	Low
	Low
	Low
	Low

	McDonnell (2023)
	Low
	Unclear
	Unclear
	Low
	Low
	Low
	Low

	O’Caoimh (2023) 
	Low
	Low
	Unclear
	Unclear
	Low
	Low
	Low

	Rabelo (2022)
	Unclear
	Low
	Low 
	Low
	Low
	Low
	Low

	Solakoglu (2021) 
	Unclear
	Low
	Unclear
	Unclear
	Low
	Low
	Low

	Surtorius (2016) 
	Unclear
	Low
	Unclear
	Low
	Low
	Low
	Low

	Tew (2021) 
	High
	Low
	Unclear
	Low
	Low
	Low
	Low

	Torun (2023)
	Unclear
	High
	High
	Low
	Low
	Low
	High

	Viljanen (2021) 
	Low
	Unclear
	Low
	Low
	Low
	Low
	Low

	Ambagtsheer (2025) 
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Çelik (2025)
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Goktekin (2025)
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Zaboli (2025)
	High
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low

	Zaboli (2025)
(Second Analysis)
	Unclear
	Unclear
	Unclear
	Unclear
	Low
	Low
	Low
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Meta analysis of DA regardless of reference standard
Meta-analysis of diagnostic accuracy


Meta-analysis of diagnostic accuracy

Log likelihood   = -80.137559                     Number of studies =       12
------------------------------------------------------------------------------
             |      Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]
-------------+----------------------------------------------------------------
Bivariate    |
  E(logitSe) |   1.234034   .4227931                      .4053753    2.062694
  E(logitSp) |    1.82109   .3717107                       1.09255     2.54963
Var(logitSe) |   1.805477   .8103997                      .7490738    4.351702
Var(logitSp) |   1.549643    .717478                      .6253585    3.840027
Corr(logits) |  -.9194804   .0698029                     -.9858162   -.6046627
-------------+----------------------------------------------------------------
HSROC        |
      Lambda |   3.079785   .2532572                       2.58341     3.57616
       Theta |   -.352109    .391118                     -1.118686    .4144683
        beta |     -.0764   .1828705    -0.42   0.676    -.4348196    .2820197
     s2alpha |   .2693664   .2260263                      .0520113     1.39505
     s2theta |   1.605334    .690682                       .690785     3.73068
-------------+----------------------------------------------------------------
Summary pt.  |
          Se |   .7745239   .0738351                      .5999784     .887224
          Sp |   .8606969   .0445673                      .7488616    .9275486
         DOR |   21.22383   5.197176                      13.13367    34.29741
         LR+ |   5.559989   1.379683                      3.418633    9.042641
         LR- |   .2619692   .0751031                      .1493558    .4594924
       1/LR- |   3.817242   1.094352                      2.176315    6.695419
------------------------------------------------------------------------------
Covariance between estimates of E(logitSe) & E(logitSp)  -.1284796




[bookmark: _Hlk127105593]Meta analysis of DA with Frailty Phenotype
Meta-analysis of diagnostic accuracy

Log likelihood   = -30.147392                     Number of studies =        6
------------------------------------------------------------------------------
             |      Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]
-------------+----------------------------------------------------------------
Bivariate    |
  E(logitSe) |   1.530231   .2489195                      1.042358    2.018105
  E(logitSp) |   1.367315   .2134907                      .9488811    1.785749
Var(logitSe) |   .0049398    .037503                      1.70e-09    14323.36
Var(logitSp) |    .203519     .15489                      .0457921    .9045231
Corr(logits) |         -1          .                             .           .
-------------+----------------------------------------------------------------
HSROC        |
      Lambda |   4.416558   6.418539                     -8.163548    16.99666
       Theta |   1.668589   4.225666                     -6.613564    9.950742
        beta |   1.859217   3.799774     0.49   0.625    -5.588202    9.306637
     s2alpha |          0          .                             .           .
     s2theta |   .0317071   .1214457                      .0000174    57.73732
-------------+----------------------------------------------------------------
Summary pt.  |
          Se |   .8220402   .0364145                      .7393047    .8826849
          Sp |    .796946   .0345477                      .7208901    .8564053
         DOR |   18.12961   5.638855                      9.854602    33.35322
         LR+ |   4.048382   .6938986                      2.893239    5.664723
         LR- |   .2233022   .0457343                      .1494718    .3336006
       1/LR- |   4.478235   .9171827                      2.997597    6.690223
------------------------------------------------------------------------------
Covariance between estimates of E(logitSe) & E(logitSp)  -.0053997
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