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In order to refer a patient to an
intensive care unit or acute interven-
tional service, emergency physicians
learn an important phrase early in
their careers: ‘but he’s a good 85 year
old’. An overall assessment is made
of the patient’s well-being, cognitive
and functional independence, quality
of life and rehabilitation potential,
all rolled into a pithy phrase. In fact,
there is growing interest and ongoing
debate around the science of frailty
and the determinants of biological,
rather than chronological age, that
help separate the ‘good’ from ‘bad’
85 year olds.1 Emergency physicians,
at the forefront of treatment and dis-
position decisions, are important
interpreters of this science and
require a working understanding of
frailty for effective geriatric emer-
gency practice.

Can frailty be easily defined?
Before we discuss what frailty is, it is
important to talk about what it is
not. Multi-morbidity is not frailty.2

Many older people encountered in
ED practice have multiple medical
problems but are not frail, and some
frail people have no comorbid ill-
ness. Disability is not frailty either;
for example, an amputee might be

disabled yet not frail.3 The reality is
that frailty, disability and multi-
morbidity can affect individuals inde-
pendently or co-exist in any combina-
tion, with the relative prevalence of
each syndrome varying depending on
the setting of the sampled population
(Fig. 1).4

The prevalence of frailty increases
sharply with age, but it is not an
inevitable consequence of ageing or
ubiquitous in the very old.5 This is
important because if, as an ED phy-
sician, you think every frail 85 year
old in your resuscitation bay is a
‘normal’ 85 year old, you will base
treatment decisions on their acute
disease burden alone, without under-
standing the impact frailty will have
on their likelihood to benefit or be
harmed by treatment. The frail are
much greater users of hospital ser-
vices than age-matched controls, but
it is still estimated that less than half
of all older people in hospital are
frail.6

Frailty is defined as a state of
heightened vulnerability to functional
dependence or death in response to a
stressor.7 In other words, frail people
who suffer injury or illness necessitat-
ing ED attendance have less reserve
and so are less likely to recover to
their premorbid level, or survive, than

the non-frail. A frail person has been
likened to a complex system on the
verge of failing.8 Frailty can be physi-
cal, cognitive and/or psychosocial, but
in the present study, we refer predom-
inantly to physical frailty, which is
characterised by diminished strength
and endurance manifesting as other-
wise unexplained fatigue and reduc-
tion in physical activity.9

Can frailty be easily diagnosed
and managed?
Unfortunately, frailty is a syndrome
with no single cause or diagnostic
approach to guide ED practitioners.
There are two fundamental patho-
physiological models for frailty that
are debated, often fiercely, in the lit-
erature.10 The cumulative deficits
model proposes that frailty is a con-
tinuum and the mathematical ratio
of the number of deficits present
divided by the number looked for,
known as a Frailty Index.11 In this
model, no single feature is necessary
for diagnosis, and an overall picture
is built through summing deficits
found on assessment. A Frailty Index
should, at a minimum, include
30 variables and might have 70 vari-
ables or more. This renders it unsui-
table for deriving in ED clinical
practice, although if frailty was more
routinely assessed in primary and
aged care, it is conceivable that
patients might arrive in the ED with
their Frailty Index available.12 Few
studies have evaluated the Frailty
Index in ED settings, but as one con-
struct of frailty, it predicts serious
adverse outcomes 30 days after dis-
charge, but not ED returns.13
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The phenotypical model, by con-
trast, lists five features that are con-
sidered essential for the diagnosis of
frailty: to be frail, a patient must
have three or more of recent weight
loss, exhaustion, low levels of physi-
cal activity, gait slowness and grip
(muscle) weakness.14 This model, in
other words, places the loss of phys-
ical capacity as essential to the diag-
nosis of frailty. The relative
simplicity of the phenotypical
approach is appealing, but it comes
at the expense of being less predic-
tive than the deficits model. Using
these criteria, one ED-based study
suggested that 20% of discharged
patients over 65 years of age were
frail and that self-report is inaccu-
rate in assessing this reality.15

From an ED perspective, the current
arguments are esoteric and not influ-
ential over clinical practice, although
they might interest researchers looking
at inflammatory responses and illness

biomarkers in older ED patients.16

Thankfully for us, in order to move
the debate on from what frailty is,
recent consensus conferences chose to
focus on a common ground that could
be agreed on by all parties.17,18

Most importantly, identifying those
with possible frailty is achievable
through screening instruments. The
Clinical Frailty Scale (CFS) is a well-
known example and is based on over-
all impressions of the clinician, with
the person characterised as very fit to
vulnerable, frail and finally severely
frail/terminal (Fig. 2).11 Many other
screening tools exist and have been
recently summarised.19 These are of
variable length and complexity and
might use a patient self-answer ques-
tionnaire, interview, observed physi-
cal performance or any combination
of these. ED researchers across the
world already use instruments to
identify vulnerable older adults at
risk of short-term adverse events

following an episode of ED care.20–24

Unfortunately, none of the current
constructs of frailty or individual
patient predictors, like age >85 or
functional dependence, alone suffi-
ciently discriminate high- and low-
risk subsets.25 The challenges con-
fronting ED frailty screening and
interventions include identifying ideal
processes (screening vs case-finding,
cost-effectiveness), quality metrics
(thresholds of ‘abnormal’, focus on
identifying high-risk or low-risk
patients), definitions (within emer-
gency medicine and across specialties)
and linkage to feasible and effective
interventions as screening is only use-
ful if it informs meaningful action.26

In the community setting, frailty is
manageable, if not fully preventable
and reversible, through four main
interventions: exercise (including
reducing sedentary behaviour), high-
protein caloric and Vitamin D sup-
plementation and de-prescription of
medications.27 Interestingly, frailty
sometimes improves without inter-
vention, although the probability of
spontaneously transitioning from
frail to fit is negligible.28 Over time,
with frailty increasingly recognised
as a major public health issue,
screening at-risk populations, such
as those attending general practice
or receiving community aged-care
services, will result in more timely
intervention. Health promotion
strategies might benefit the popula-
tion as a whole.

Can thinking about frailty
help our ED patients?
It is difficult to make didactic recom-
mendations for ED physicians caring
for the frail. Most of us practice in a
fog of uncertainty, where we can con-
ceptualise what a frail person might
look like but do not formalise our
assessment or use that to guide prac-
tice in a systematic, reproducible way.
Although we cannot currently rec-

ommend an ED frailty instrument of
choice as none are well validated in
the ED setting,25,29 we have referred
to a range of simple screening tools
that might be suitable for local prac-
tice. Adopting any one of these, such
as the CFS (Fig. 2), would bring a
standardised ED approach to
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Figure 1. Conceptual model of older population. Relative size (prevalence) of each
group varies depending on where the older population is sampled (community, aged
care, ED, hospital inpatient).

© 2017 Australasian College for Emergency Medicine and Australasian Society for Emergency Medicine

2 G ARENDTS ET AL.



recognising frailty that could guide
and improve management through
screening early after ED arrival to
facilitate differentiation of frail
elderly and inform:
1. Early management decisions,

including prognostication and
resuscitative decision making. As
highlighted earlier in this series,
interventionist ED decisions bene-
fit from a formal approach to
defining medical futility, where
measures of frailty are considered
alongside illness burden to iden-
tify those approaching the end of
life.30 Meta-analysis shows the
association between frailty and
higher mortality, with age having
no modifying effect on this associ-
ation.31 More globally, as the frail
elderly are the prime target popu-
lation of a specialist geriatric
medical and allied health service,
early screening could help identify

the people likely to benefit from
geriatrician input regardless of
their presenting problem.32

2. Referral to geriatric-certified phar-
macists in ED to support appro-
priate medication prescribing.33 In
the longitudinal ESTHER study, a
strong association between the
number of medications being
taken and frailty was found, even
after adjusting for illness burden
and other patient characteristics.34

An ED visit by a patient for whom
inappropriate polypharmacy is
identified and communicated with
a referral plan back to a primary
care physician or geriatrician
might positively impact patient
outcomes.

3. Discharge risk assessment and
linking ED discharge with geriatric
and primary care. The majority of
discharge risk stratification tools
incorporate some measure of

frailty without being explicit frailty
screening tools.25,35 Similarly, the
work of multidisciplinary teams in
ED in detecting people ‘at risk’ at
discharge usually incorporates a
global clinical assessment of
frailty.36 The difficulty we face is
that the severely frail are at a
greatest risk of adverse outcomes
post-discharge, but there is a tip-
ping point at which restorative
care is no longer an option, and
the patient is unlikely to benefit
from hospitalisation either – in this
group, a question that might be
posed is ‘Are they safe for admis-
sion?’ Specific emergency frailty
units have been successfully
introduced,37 and improved detec-
tion of frailty should aid safe dis-
position decisions. It is conceivable
for ED to introduce discharge
actions for conditions commonly
linked to frailty, such as falls.38

Figure 2. Clinical Frailty Scale.

© 2017 Australasian College for Emergency Medicine and Australasian Society for Emergency Medicine

FRAILTY IN ED PATIENTS 3



Geriatricians embedded in the ED
can improve linkages to aged care
services, hospital in the home and
other responsive community-based
models of care.32,39 ED aged care
advanced practice nurses, allied
health professionals and pharma-
cists can all play a role to play in
making these complex decisions
and planning for home.
Finally, attendance at the ED is

the starting point where deleterious
effects of hospitalisation and illness,
including those related to bed rest,
such as loss of muscle mass and
strength, begins.40 Early attention to
reduced sedentary time for all older
people, frail and non-frail, can con-
ceivably begin in ED, with reduced
tethering to beds by unwarranted
monitoring, IV fluids and bladder
catheters.

Conclusions and a way
forward?
Frailty is associated with increased
morbidity and mortality. The
severely frail elderly (the ‘bad’ 85
year olds) will inevitably become an
increasing proportion of ED work.
Although there are large evidence
gaps, a do-nothing approach while
waiting for the evidence base to
build is likely to result in unneces-
sary and preventable harms. We
therefore recommend that ED adopt
1. A standardised approach to iden-

tifying frailty through use of a
locally appropriate screening tool
and/or clinician training for
gestalt assessment. The website
http://frailty.net offers abundant
resources to consider.

2. A guideline, developed jointly
with geriatrician, intensive care,
pharmacy and consumer repre-
sentatives, to identify approaches
for the severely and terminally
frail that can be offered to indi-
vidual patients and their carers.
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