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LETTER TO THE EDITOR

F R A I L T Y  P H E N O T Y P E  O F  H O M E B O U N D 
MONTREAL OLDER COMMUNITY DWELLERS 
DURING THE COVID-19 PANDEMIC: RESULTS OF A 
CROSS-SECTIONAL POPULATION STUDY 
 

Dear Editor,
Recently, Aubertin-Leheurdre & Rolland underscored issues 

and challenges related to the insufficient physical activity levels 
observed in the frail older population due to social distancing 
during the Coronavirus disease 2019 (COVID-19) pandemic 
(1). Social distancing is an effective intervention to limit the 
spread of COVID-19 (2). However, for older community 
dwellers social distancing implies homebound which may lead 
to a decline in physical activity, increased gait and balance 
disorders, cardiovascular disease burden and morality risk (1, 
3, 4). 

Frailty refers to a condition of vulnerability to physical and 
psychological stressors that exposes individuals to incident 
adverse health events, disabilities and death (5-7). There 
are two frailty phenotypes: physical and mental (6, 7). We 
suggested that frailty phenotypes may confer distinct risks for 
adverse outcomes to homebound older community dwellers. 
To explore this research hypothesis, there is a need to first 
gather information about homebound older adults’ physical and 
mental frailty phenotypes at the onset of confinement. Montreal 
(Quebec, Canada) is an urban area that is particularly affected 
by the COVID-19 pandemic, being, as of May 2020, the city 
with the highest number of confirmed COVID-19 cases in 
Canada (8). The confinement of Montreal’s older adults will be 
therefore lasting longer than initially anticipated.

A short assessment tool, known as “Évaluation SOcio-
GÉRiatrique” (ESOGER), for Montreal’s older community-
dwelling population has been designed in March 2020. 
ESOGER allows to screen both physical and mental frailty. 
The objective of the present study is to describe the clinical 
characteristics and frailty phenotype of Montreal’s older 
community dwellers, assessed with ESOGER after one month 
of being homebound.

Between April 20 and May 08, 2020, 879 older community 
dwellers were recruited to participate in this cross-sectional 
study. Selection criteria were: age ≥70 years, being 
homebound, understanding French and/or English and agreeing 
to participate in the study. ESOGER is a clinical assessment 
consisting of a digital questionnaire that includes close-
ended questions exploring five complementary subdomains, 
including: 1) COVID-19 clinical symptomatology (i.e., fever 
≥38°C/100F, cough, shortness of breath and other symptoms); 
2) a frailty assessment performed using the 6-item brief 
geriatric assessment (BGA), 3) psychological stress using a 
verbal analogue scale (VAS) of anxiety ranging from 0 (i.e., 

no anxiety) to 10 (i.e., severe anxiety) (9). ESOGER can be 
filled out by health and social professionals, as well as by 
trained volunteers, through a phone call with older community 
dwellers or their caregivers. Participants were separated into 
4 groups based on their frailty phenotype as per the 6-item 
BGA: no frailty, physical frailty (i.e., use of a walking 
aid), mental frailty (i.e., temporal disorientation associated 
with anxiety), and a combination of physical and mental 
frailty. Participants’ characteristics were summarized using 
frequencies and percentages. Between-group comparisons were 
performed using Chi-squared tests. P-values less than 0.001 
were considered statistically significant because of multiple 
comparisons (n = 42). All statistics were performed using 
SPSS (version 24.0; SPSS, Inc., Chicago, IL). The study was 
approved by the Ethics Committee Of thé Jewish General 
Hospital (Montreal, Quebec, Canada).

The overall prevalence of frailty was 65.0%; the most 
prevalent type was physical frailty 38.3%, whereas the 
prevalence of mental frailty was 12.5%, and that of both 
frailties combined was 14.1% (Table 1). Participants identified 
as physically frail were older, used home support, and 
experienced polypharmacy at a higher rate than those with 
no frailty (P≤0.001) and those with mental frailty (P≤0.001). 
Participants combining both types of frailty took more 
medications compared to those with no frailty (P≤0.001) and 
had home support more often than those with mental frailty 
only (P≤0.001). There were no significant differences between 
groups for the other characteristics.

These findings illustrate the high prevalence of frailty, 
especially of the physical phenotype, among homebound older 
community dwellers in Montreal. This result provides insight 
into the importance of prioritising preventive interventions 
that target insufficient physical activity in times of social 
distancing. Indeed, it is well known that older community 
dwellers with physical frailty are at increased risk for motor 
deconditioning and related adverse outcomes, which include 
muscle mass decline and increasingly unstable gait and balance, 
ultimately increasing the risk of falls and fractures (1). In 
this population, patient-centred care should include offering 
physical activity programs that take into account physical 
distancing measures (10). As suggested by Aubertin-Leheurdre 
& Rolland, innovative gerontechnology solutions such as 
exergames or web-based exercise programs may address the 
risk being homebound poses to older community dwellers (1).
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