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Abstract
Introduction Frailty is an increasingly common condition
in which physiological decline as a result of accumulated
deficits renders older people more vulnerable to adverse
outcomes. An increasing range of frailty screening
programmes have been introduced in primary care to
identify frail older people in order to deliver appropriate
interventions. However, limited information on the
knowledge and attitude of healthcare professionals (HCPs)
with respect to frailty screening is known. The aim of this
systematic review is to provide evidence on the knowledge
and attitude of HCP in terms of frailty screening, and
potentially identify barriers and facilitators to frailty
screening to improve implementation of frailty screening in
primary care.
Methods/design A systematic review of qualitative
research will be conducted. Databases searched will be
MEDLINE, Cumulative Index to Nursing and Allied Health
Literature, PsycINFO and Web of Science from January
2001 to August 2019. Methods will be reported based
on the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses. Population, interest, context and
study design methodology was used to develop inclusion
and exclusion criteria with HCPs as population, frailty
screening as interest and knowledge or attitude of HCPs
to frailty screening as context. Studies with a qualitative
methodology or a mixed-method design where the
qualitative component is analysed separately will also
be included. Quality appraisal will be carried out using
the Joanna Briggs Institute appraisal tool for qualitative
studies. Data will be extracted from each selected study
with thematic framework analysis used to synthesise
findings.
Ethics and dissemination This systematic review does
not require ethical approval as primary data will not be
collected. The findings will be disseminated at conferences
and in a relevant academic journal. This review will assist
HCPs and relevant stakeholders to tackle the challenges of
frailty screening in primary care.
PROSPERO registration number CRD42019159007.

Introduction
The increase in the ageing population means
there is an urgent need to focus on conditions that affect older people, such as frailty.1
Frailty is a condition that is prevalent in older

Strengths and limitations of this study
►► This systematic review protocol will decrease the

likelihood the research will be duplicated unnecessarily and improve quality due to peer review.
►► This will be the first systematic review to study the
knowledge and attitude of healthcare professionals
(HCPs) to frailty screening in primary care.
►► The review will not consider HCPs’ knowledge and
attitude in studies conducted in secondary or tertiary
care settings.

people, whereby the gradual decrease in
multiple physiological functions means an
individual’s system can no longer maintain
homeostasis.2 The consequence of frailty is
an increased susceptibility to adverse health
outcomes.3 The complexity associated with
frailty has made the identification and
management of this condition challenging
for healthcare professionals (HCPs).4
There have been recommendations to
implement frailty screening in primary
care as a policy. For instance, the Canadian
Frailty Network recommends that screening
is a part of routine practice,5 while there
has also been a push within Australia for a
policy directive on frailty screening to be
introduced.6 The UK was the first country to
implement a national screening programme
for frailty.7 This policy was included as part
of the General Medical Services contract in
2017, in which the National Health Service
requires general practitioners (GPs) to screen
all people aged 65 years and over, using the
electronic Frailty Index (eFI).8 The eFI uses
electronic health record data to construct a
Frailty Index based on the accumulation of
deficits model.9 Patients are categorised as
fit, mildly frail, moderately frail or severely
frail, based on the number of deficits.8Other
frailty screening tools such as the Preferred
Reporting Items for Systematic Reviews and
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Methods and designs
The search strategy was developed according to the
PRISMA Protocols.21 In addition, due to the qualitative
2

approach taken in this review, the enhancing transparency in reporting the synthesis of qualitative research
statement will be adhered to.22
Selection criteria
This review will include studies that have addressed the
views of healthcare practitioners with respect to frailty
screening in primary care. The type of studies that will
be included are qualitative designs including action
research, grounded theory, ethnography and phenomenology. Mixed methods studies will be accepted only if the
qualitative findings are reported separately from quantitative results. Data collection using both focus groups and
interviews will be accepted.
Inclusion criteria for the review were developed based
on the population, interest, context and study design
(PICoS) methodology for qualitative reviews.23 With
respect to the population, participants in must be HCP
including practice nurses, doctors and physiotherapists,
providing the HCP are working in a primary care setting.
The National Institute for Health and Care Excellence
definition of primary care as care services delivered
outside the walls of the hospitals with a range of service
providers will be used.24 This will include health centres,
walk-in centres and community clinics. Studies focusing
on non-HCPs such as stakeholders, policy makers, health
assistants and student nurses will be excluded from the
review. The phenomenon of interest is the concept of
frailty screening, regardless of the screening tools used
by HCPs working in primary care, while the context is
studies that describe and explore HCPs’ views on frailty
screening, including barriers and facilitators to adoption.
A summary of the PICoS inclusion and exclusion criteria
is shown in table 1.
Search strategy
The literature search will use a three-
step process, as
recommended by the Joanna Briggs Institute (JBI).25 The
first stage of this process requires keywords to be identified by the reviewers, which are then augmented by words
from the titles and abstracts of relevant primary studies.
A comprehensive search strategy will be conducted using
Boolean operators, Medical Subject Heading (MeSH)
terms and date limiters as search filters to identify relevant qualitative studies.26 A list of the keywords such as
frailty, screening, attitude and HCPs specific to each database with related words and terms similar to the outlined
keywords was developed. These will include views, perception, experience and belief, including variations of search
terms adopted in similar systematic reviews (online
supplementary appendix 1). The second stage consists
of the creation of database-
specific keyword searches.
The databases that will be searched will be MEDLINE,
PsycINFO, Cumulative Index to Nursing and Allied
Health Literature and the Web of Science Core Collection. The third stage will be hand searching reference lists
of the selected articles retrieved in phase two. In addition,
selected specialist articles in the field on frailty research
Okpechi I, et al. BMJ Open 2020;10:e037523. doi:10.1136/bmjopen-2020-037523
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Meta-Analyses (PRISMA)-7 have been recommended for
use in primary care.10 A key part of any screening process,
regardless of the tool used, is the use of clinical judgement in the screening process.11
The choice of GP practices to screen for frailty has
been suggested as a viable solution due to the easy accessibility to patients and the trustworthy relationship established in such primary care settings.12 In addition to GPs,
the use of a multidisciplinary team (MDT) approach to
tackle the complexity of managing frail patients has also
been proposed.13 The MDT in this setting could include
a range of HCPs such as pharmacists, practice nurses,
community nurses, geriatric nurses, social workers, occupational therapists and physiotherapists.14 15
However, as with other screening programmes, implementation can cause reluctance. Reeves et al7 suggested
that some GPs perceived frailty screening to be difficult
and another burden on what is already a demanding job.
As an example, a typical GP practice in the UK with 2000
older patients, based on the original eFI data,8 would have
320 (16%) moderately frail patients and 80 (4%) severely
frail patients. Other challenges to the implementation of
frailty screening include the lack of an operational definition of frailty, the complexity of frailty as a concept,
the choice of an appropriate screening tool to adopt,
the effectiveness of the tool and how easy it is to use.12 16
Further concerns have been raised about the time taken
for screening and the process of care management, not to
mention the increased cost and burden on GPs.17
There is also evidence that positive attitudes from
nursing participants when using the Frailty Assessment
for Care planning Tool produced an effective result.18 It is
important, therefore, to consider the attitude and knowledge of HCP performing this screening to determine the
acceptability and efficiency of implementing a screening
programme to identify frail adults.16
There have been several recent systematic reviews
in which frailty screening in primary care has been
assessed.19 20 However, none of these reviews focused
on the views of the HCP who are carrying out frailty
screening, instead assessing only the effectiveness of the
screening programme. Therefore, the need to explore
the knowledge and attitude of HCPs towards frailty
screening is essential.
The aim of this systematic review is to determine the
knowledge and attitude of HCPs towards frailty screening
in primary care. Findings from this review will not only
inform policy but could also provide wider perspectives
that will be analysed to improve frailty screening in
primary care. In addition to knowledge and attitudes,
identifying the barriers and facilitators affecting the
adoption of frailty screening in primary care could also
improve implementation of frailty screening.

Open access

PICoS strategy

Inclusion criteria

Exclusion criteria

P—Population

HCP working in primary care settings

I—phenomenon of Interest

Frailty screening

Primary care workers who are not HCPs
HCPs working in any other care setting
 

Co—Context

Knowledge and attitude of HCPs on frailty
screening
All qualitative study designs

S—Study design

 
Non-primary literature and other study designs

HCPs, healthcare professionals.

will be hand searched for relevant studies. Publication
date will be limited to dates between the year 2001, when
the frailty phenotype was first published,27 and August
2019, while only studies in English will be included.
Study selection
Articles identified by the keyword search will be combined,
with duplicates removed using EndNote bibliographic
software (V.9, Clarivate Analytics, Philadelphia, Pennsylvania, USA). Two reviewers (IO and DH) will screen
titles and abstracts independently to identify relevant
studies using the eligibility criteria specified above, with
articles marked as yes/no/maybe. Any articles with yes/
yes or yes/maybe will be advanced to full text review. Any
conflicts of yes/no and no/maybe will be resolved by the
third author (GR).
Data extraction and management
Data will be extracted from full-
text versions of the
articles using a Microsoft Excel spreadsheet based on
the JBI Qualitative Assessment and Review Instrument
(QARI) data extraction form for interpretive and critical
research.25 Data extracted using this method will include
first author, year and title, the population, geographical
location, study methods and the phenomena of interest
relevant to the review question and specific objectives.
These will include the frailty screening tool or assessment
used, and the views on knowledge and attitude identified
by the HCPs that are deemed relevant to the research
question. All data will be extracted by both IO and DH
independently, then agreed and combined. Disagreements will be resolved by GR.
Quality appraisal
All studies will be quality appraised by IO and DH
independently using the JBI critical appraisal checklist for qualitative research.25 This tool consists of 10
questions, each of which is scored as 0 or 1. There are
questions that address validity, ethical considerations,
transparency and congruity between study philosophical stance. Each of the questions is given a yes or no
answer, with studies then rated as 1 or 0 for yes and
no, respectively. The sum of points after grading will
be used to determine quality, with studies scoring 0–3
considered to be of poor quality, studies scoring 4–6
considered to be moderate, while and studies scoring
Okpechi I, et al. BMJ Open 2020;10:e037523. doi:10.1136/bmjopen-2020-037523

7–10 will be considered to be of high quality. Disagreements in initial ratings of methodological quality will be
resolved by a third reviewer (GR) and discussed until an
agreement is reached.
Data synthesis and analysis plan
To synthesise and analyse the results in this review, a
thematic analysis approach will be used.28–30 This form of
approach allows large descriptive evidence to be explored
and establish an understanding of the knowledge and
attitude of HCPs towards frailty screening in primary
care. The different stages of framework synthesis will be
followed to synthesise the qualitative data, as detailed
below:
Familiarisation with the data: The first author will
become acquainted with data to meet the aims of the
review and identify emerging themes across the studies.
Identifying a thematic framework: The thematic analysis approach outlined by the JBI for qualitative synthesis
will be adopted to capture and guide emerging themes,
without using coding software.25 The manual provides
detailed information on identification of relevant themes.
Indexing: The first author will independently read
the selected articles and extractions to identify themes.
The framework will be reviewed to capture common
and significant phenomenon as new themes emerge.
There will be room for discussion and agreement among
research team members. Data will be grouped, and
coding will be done on themes identified using a Microsoft Excel sheet. Each study will be indexed using codes
related to the themes.
Data display: Data and themes or patterns identified
will be assembled, organised and concise to fit into a table
or itemised with textual display to draw conclusion easily.
Interpretation: Themes identified will be mapped to
capture the phenomena that needs exploration to determine the association between themes and aid explain the
findings clearly. Findings will be structured to meet the
aim and objective of the review with the emerging themes.
Summary and findings verification: This will be
presented to draw reasonable conclusions from key findings using a reflective process. This will then be used to
confirm whether the findings have been able to answer
the research questions and draw implications from it.
3
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Discussion
Frailty is an increasingly prevalent condition that clinicians will need to deal with, particularly as the older population continues to increase.16 One of the most effective
ways of reducing the prevalence of frailty is to screen
older people early enough to prevent the condition from
causing adverse outcomes.1 Unfortunately, there are gaps
that distort the flow of screening as part of routine practice in primary care.17 The level at which screening for
frailty is embraced by physicians and other healthcare
practitioners is important for adequate service delivery.12
The studies included will have approached this topic
using qualitative methods to explore the phenomenon
of interest. This review will explore the attitude and
knowledge of the different clinicians and HCP towards
frailty screening. This will add strength to the process
of developing more efficient models for general practice including ways to overcome barriers to screening in
primary care. Views from a multidimensional approach
might also be more effective than those from a single
approach or from one HCP specialty. Also, considering
how specific screening tools can facilitate screening
implementation in primary care will add value to this
review. However, including studies conducted within
the primary care setting and excluding the hospital
area could serve as a limitation to this review, with some
screening for frailty taking place in this setting. Also, not
including other participants such as older adults and
their carers is another limitation to this review. Furthermore, the reviewer intends to analyse data for interpretation thematically for substantial and quality evidence,
which could also introduce bias.
This review will be the first of its kind and therefore seeks
to add to the body of knowledge around the attitude and
knowledge of HCPs to frailty screening in primary care.
The findings from this review will potentially highlight
barriers to frailty screening and possibly identify facilitators to improve the implementation of routine screening
for frailty in primary care. These barriers and facilitators
will be disseminated widely and will also be presented to
stakeholders within the UK to enable screening practices
to be improved. Finally, and most importantly, findings
will assist healthcare practitioners to provide optimum
care service to older patients.

disseminate the findings of this review through publication in a peer-
reviewed journal and presentation at
relevant conferences. The findings from this review will
also be disseminated to relevant stakeholders via a report
and summary in lay language, and presentation at key
networks, which will boost the impact of this review.
Study status
The review is ongoing and is expected to be completed
by June 2020.
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