


Frailty Assessment in the Emergency Department

Abstract
The world population is aging rapidly leading to an increase in patients with comorbidities and age-related disorders, such as frailty, attending the Emergency Department. Frailty is a recognized disorder which brings about increased vulnerability in patients and increased demands on human resources and hospital services. Screening for frailty early in the care pathway of this specific population would ensure goal directed and timely care. This article aims to raise awareness of frailty assessment in the Emergency department and to increase knowledge on the most used tool - The Clinical Frailty Scale (Rockwood et al 2005). 
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Why should you read this article:
· To increase awareness and strengthen knowledge on the importance of recognising and assessing frailty in the Emergency Department. 
· To understand the concept of frailty as a disorder for older adults.  
· To familiarise yourself with available frailty assessment tools focusing on the most common, the Clinical Frailty Scale (Rockwood et al 2005). 
Introduction
The population in the UK is aging, with 18.6%, more than 12 million, adults over the age of 65 years (Office for National Statistics 2021). The Office for National Statistics (ONS) also states that there has been a shift in the proportion of age composition where the rate of population growth in over 65 years of age is faster than that of the under 65 years (ONS 2021). 
Up to 15% of people who are 65 years and older are frail and this percentage increases to 25% in the group aged 85 years and older (Aplin 2021). Older patients can be high users of health services and 45% of all hospital admissions are frail patients with chronic diseases (Puig Campmany et al 2019). Frailty is associated with a number of poor outcomes including functional decline and lower quality of life (Cunha et al 2019). Although frailty is an accepted component of geriatric medicine, its consideration in the Emergency Department (ED) is still not yet fully understood or utilised (Brousseau et al 2018). Emergency Departments see and treat patients with any condition and from any age group but the focus on flow and single system illnesses is not necessarily suited to dealing with the older patients who have multi-morbidity problems on top of the acute presentations (Clegg et al 2013). Often frailty and the impact it has on the actual hospital presentation is overlooked (Turner and Clegg 2014). 

Understanding Frailty
Frailty is a disorder defined as the increased vulnerability from age related or disease related insults in older adults due to diminishing physiological reserves (British Geriatric Society 2014, Kim Jung and Won 2020). Although frailty is more prevalent with age, they are two distinct concepts and frailty can also be present in younger adults with chronic conditions (Hanlon et al 2018). The vulnerability associated with frailty means that the impact of a relatively minor condition such as a simple urinary tract infection can have a more severe impact on patients who are frail than those who are not. This can lead to increasing dependency and further frailty (Figure 1). 
[image: ]
Figure 1:Vulnerability of frail elderly people to a sudden change in health status after minor illness. (Clegg et al 2013)


Two broad models of frailty exist, the phenotype model (Fried et al 2001) and the cumulative deficit model (Mitinski et al 2001).  The phenotype model identifies frailty as being present if the patient has three or more of: exhaustion, weakness/loss of muscle strength, reduced gait speed, weight loss and reduced physical activity. If one or two of these conditions are present then the patient is classified as ‘pre-frail’ and if none are present, the patient is then classified as ‘robust’. Cesari et al (2014) argue that this model can be used in the ED to stratify the population under the three different profiles. 
The cumulative deficit model takes the approach that “the more things somebody has wrong with them, the more likely they are to be frail” (Mitnitski et al 2001, p 722) so that people with more clinical illnesses and disabilities are considered frail. The deficits could be diseases such as dementia or symptoms like tremor which combine to increase the risk of patients suffering an adverse outcome such as longer hospital stay, or in-hospital complications such as delirium. 
These two models are distinctive and should be seen as complimenting each other rather than substitutes (Cesari et al 2014). Both methods measure different things and can be applied at different stages of the patient’s journey through the Emergency Department (Finlay 2022) although both require knowledge of the patient which may not be immediately available.

To help clinicians to understand how patients can present with frailty the British Geriatric Society developed the concept of ‘frailty syndromes’ where they explain that a seemingly straight forward presentation might have serious underlying medical origins (British Geriatric Society 2014). They describe five symptoms that, although they can occur without frailty, clinicians should be aware of that could indicate the patient is frail (Table 1).  
	Frailty syndrome
	Examples

	1. Falls
	Possibly reported as ‘collapsed’, ‘legs gave way’ or ‘found lying on floor’

	2. Immobility
	Sudden or more gradual deterioration in mobility; possibly reported as ‘gone off legs’ or ‘stuck in toilet’

	3. Delirium
	Acute confusion, muddledness or sudden worsening of confusion in someone with dementia or memory loss

	4. Incontinence
	New or worsening urinary or faecal incontinence

	5. Medication
	Susceptibility to side effects of medicines- for example, confusion with codeine or hypotension with antidepressants


Table 1: the five frailty syndromes (British Geriatric Society 2014).


Frailty assessment in the Emergency Department
The importance of being able to measure frailty has been recognized for a long time and accurate identification of frailty can be used to anticipate patient needs (Rockwood et al 2005). Boreskie et al (2022) state that using frailty assessment in the ED can help put into context the acute illness alongside other pre-existing conditions and therefore not only assist in triage and decision making but also improve clinical decisions to better adapt to the needs of the individual. In UK, there is guidance that clinical frailty assessment should be completed within 30 minutes of arrival into the Emergency Department (NHS National Health Service 2019). Failing to assess properly for the degree of frailty can result in inappropriate interventions for example unnecessary invasive procedures or harmful medications being used but there is also a risk that treatment may be withheld in the non-frail patients who are judged solely by their physiological age (Clegg et al 2013). This is considered as a form of modern ageism (Elliot et al 2017). Such is the importance and impact of assessing frailty in the Emergency Department that it has even been dubbed as the ‘vital sign’ for older adults (Brousseau et al 2018). 
Frailty assessment should happen as early as it is possible in the patients’ journey when seeking care in the ED since it can raise flags for possible serious underlying conditions as well as direct the goals of care. 
Frailty assessment tools
There are many tools to measure frailty and a recent review identified 51 different measures applied across different settings (Faller et al 2019). Using a recognised tool allows clinicians to achieve a standard approach in measuring frailty and obtain an objective result (Ahmed et al 2016). An older patient presenting to the ED lying on an ambulance trolley with an oxygen mask covering his face and with eyes closed is easily judged as very ‘frail’ at that moment but that may not be a true reflection of the patient’s normal state. 
The comprehensive geriatric assessment (CGA) is the gold standard assessment to identify the needs of the older population (British Geriatric Society 2014). It is performed by geriatricians and involves a holistic extensive assessment of patient’s medical, social, psychological and psychosocial and functional domains (James 2016). Through identifying patient issues early and targeting management it has been proven to increase patient’s independence and decrease mortality (BGS 2014). As it requires specific geriatric expertise across medicine and rehabilitation is not suitable for use by non-geriatric specialists in the ED (Clegg et al 2013). 
Frailty screening tools in the ED need to be easily applied by ED staff, not rely heavily on patient documentation, use minimal equipment and be replicable (Lewis et al 2019). In a systematic review of frailty assessment studies in the ED there was low compliance to tool completion with only 52% of patients being screened, even in tools where the completion time was less than five minutes (Elliott et al 2017). This is perhaps understandable given the fast-paced environment, complexity of patients and lack of information that may be available in the ED to make an assessment. Other reasons for low compliance to frailty tools were “not wanting to force people into categories”, “using clinical judgement instead” and that it was “someone else’s role” (Elliot et al 2017).  
A cohort study by Lewis et al (2019) tested three frailty tools to identify the most user friendly for routine use in the ED. They have simultaneously tested the Clinical Frailty Scale (Rockwood et al 2005), the Fried scale (Fried et al 2001) and the SUHB (Stable, unstable, help to walk, bedbound) scale (Kellett et al 2014). They conclude that the CFS was the less resource intensive, easy to use and understand scores and most comprehensive tool to use in a busy ED.  It is found to predict outcomes in the context of urgent care where again higher frailty scores correlate with increased length of hospital stay, re-admission rate and in-patient mortality (Specialised Clinical Frailty Network, 2018). The CFS is the most widely reported tool used in the ED and has been shown to be reliable and accurate when used by nurses (O’Caoimh et al 2019, Jarman et al 2021). 

The Clinical Frailty Scale
The Clinical Frailty Scale is based on the cumulative deficits model of frailty. The original version of the scale was calculated by using 70 variables (comprising of signs and symptoms, disease states, disability and abnormal laboratory results). Although proven and validated to predict outcome and mortality, having such a long assessment tool makes it difficult to manage in the clinical environment (Rockwood et al 2005). A shorter Clinical Frailty Scale was subsequently developed which was again revised to become a 9-point scale with the revision of level names and descriptions (Rockwood and Theou 2020) (Figure 2). A score is determined by the patient’s overall level of fitness, the presence or absence of disease, their level of dependency and their cognitive status (Davies et al 2018). The higher the patient’s score the higher the level of frailty. Patients who score between 1 and 3 have no active disease symptoms or well controlled medical conditions and are overall well. Patients scoring 4 are categorised as pre-frail and have symptoms caused by a condition that limits their daily activities. Scores of 5 to 8 indicate degrees of frailty and dependency. Terminally ill patients are scored a 9 irrespective of their baseline state (Dalhousie University, 2020). 
[image: ]Figure 2: The clinical Frailty Scale (CFS) version 2.0. Available from: Clinical Frailty Scale - Geriatric Medicine Research - Dalhousie University (Rockwood and Theou 2020).

Tips on using the CFS (NHS Specialised Clinical Frailty Network 2018, Rockwood and Theou 2020)
· The tool is only valid for use in people 65 years and older
· Patients should be scored based on what they were like two weeks before they were ill 
· Do not base your assessment on how the patient is at the time you score them
· If the patient cannot tell you how they were two weeks ago use information from carers, friends, or the GP
· Don’t make assumptions about the patient, use prompting questions like “Do you have any problems with cooking, shopping or getting dressed?”
· Check your score with colleagues if you are unsure

Possible disadvantages of screening tools
So far in this article we have identified the importance of frailty screening tools but as with every tool there are also some potential disadvantages. Firstly, the concept of being identified as ‘frail’ by the older population is not always well accepted as social stigma associates this word only with increased vulnerability and dependency (British Geriatric Society 2014). Most often than not older people are able to adapt and compensate well for the losses that frailty brings about and therefore don’t like to be labelled as vulnerable and frail when they can still lead a meaningful life. Not everyone has the same priorities or life expectations and therefore as healthcare professionals we need to be sensitive about this. It is always best to ask the individual, when possible, to discover what matters most to them before labelling them as just ‘frail’. However, it is also known that older adults might overestimate their abilities to cope whereas their families might underestimate their abilities (Nielsen et al 2016).  Therefore, educating the older population and their relatives about frailty screening tools and ultimate care goals would help to have a better positive reception of this assessment. 
Conclusion
This article aimed to increase awareness regarding the importance of understanding frailty as a condition in the vulnerable older patients. The aim of frailty assessment is to initiate the appropriate care to the most vulnerable and most importantly give individualised care to our patients. There is a need for emergency nurses to identify frailty because although it can’t be eliminated, early identification and frailty specific care can reduce complications and improve patient outcome. The Clinical Frailty Scale is appropriate for the use in the ED and predicts outcome. It is not a tool to be used in isolation of other clinical information but when done timely and appropriately it will help responsible healthcare professionals to make the correct decisions with regards to patient’s care.     
Additional helpful resources:
NHS Specialised Clinical Frailty Network Specialised Clinical Frailty Network (scfn.org.uk)
British Geriatric Society Frailty | British Geriatrics Society (bgs.org.uk)
Royal College of Nursing Frailty | Older People
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