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The Canadian population is aging. Today, nearly 6.6
million Canadians are 65 years and older. By 2030, this
is projected to increase to 9.5 million people and
represent 23% of all Canadians. Although age is asso-
ciated with health-related decline, it is not a linear rela-
tionship. Frailty has been defined as “a clinically
recognizable state in which the ability of older people
to cope with every day or acute stressors is compromised
by an increased vulnerability brought by age-associated
declines in physiological reserve and function across
multiple organ systems.”1 Frailty is multidimensional
and includes physical, mental, and psychosocial domains
accounting together for the heterogeneous health of
older adults. Frailty is not synonymous with aging, as it
can occur at any age; however, it is more prevalent
with increased age. It manifests as a disproportionate
adverse alteration to a person’s health state subsequent
to a minimal physiological insult.
There is no clear consensus on the optimal way to

operationalize or measure frailty. Two early founda-
tional approaches include Fried’s frailty phenotype
model and Rockwood’s accumulated deficits model.2,3

The former defined frailty as the presence of any three
of the following five variables: unintentional weight
loss, self-reported exhaustion, low energy expenditure,
slow gait speed, and weak grip strength. The latter is
determined by the proportion calculated from the pres-
ence or absence of deficits in relation to the total possible
deficits. In the past two decades, research in this area has
been rapidly expanding, leading to the development of
more than fifty instruments created to evaluate frailty.
The clinical feasibility, purpose, and context for applica-
tion of the instruments vary widely. One of the most
commonly used instruments is the Clinical Frailty
Scale (CFS). Originally developed by Rockwood et al.

in 2005,4 it was refined in 2007 to its current form.
The scale has nine levels ranging from “very fit” to “ter-
minally ill”; each level contains a picture with a corre-
sponding clinical description. It has been validated in
the emergency department (ED) setting and is feasible
to use, requiring no additional tools to administer and
taking on average 41 seconds to complete.
One in four community dwelling Canadians who are

65 years and older are frail; this increases to > 50% in
those 85 years and older. Given that frail older patients
are more likely to experience a health crisis, it is not sur-
prising that the prevalence of frailty in older ED patients
is as high as 62%. Older people with frailty are suscep-
tible to poor health outcomes. Frailty is associated with
increased hospitalization, hospital length of stay, inten-
sive care unit admission, ED re-presentations, discharge
to long-term care, mortality, and healthcare costs.
In light of the known poor outcomes associated with

advanced frailty in the critically ill, the use of frailty
evaluation in decisions regarding the management of
older patients with coronavirus disease (COVID-19)
has been recommended. And indeed, the National
Health Service system in UK has mandated the comple-
tion of a CFS score on every EDpatient > 65 years of age.
However, there is no clear ED data on the use of this tool
and its ability to prognosticate in older ED patients with
a suspected infection.
In this issue of CJEM, Dr. Fernando et al. evaluates

the association of frailty and mortality in older ED
patients with suspected infection and the use of frailty
as a prognostic tool.5 In their study, frailty was evaluated
by the treating ED physician using the CFS. They found
a high rate of frailty in older ED patients with suspected
infection. Frailty was associated with increased risk of sep-
tic shock and 30-day mortality. The CFS demonstrated
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higher sensitivity for predicting mortality and, when used
in combination with systemic inflammatory response cri-
teria and theQuick Sequential Organ Failure Assessment,
improved prognostication than any individual score alone.
This study adds to the growing body of evidence that
demonstrates the importance of frailty as a clinical con-
cept and how evaluation can facilitate prognostication of
older ED patients.
Frailty-related research is growing exponentially, but

there is still much that needs to be done if we are to
address this growing public health challenge. Much of
the work to date has focused on frailty identification
and prognostication, and the impact of frailty on phys-
ician and patient decision-making remains largely
unknown. While there is low-quality evidence that tar-
geted interventions may alter the frailty trajectory,
more robust studies are needed if directed interventions
and treatment are to be gainfully employed. Further-
more, the impact of frailty evaluation on discharge plan-
ning and continuing care, as well as the economic impact
of these targeted interventions, is an important consider-
ation and must be evaluated.
Frailty is common in older EDpatients. It is associated

with increased morbidity and mortality. The CFS is a
simple, quick tool that can be used to identify frailty in

the ED. A better understanding of a patient’s place on
the frailty spectrum can inform discussions around
patient-centred care and treatment decisions. EDs have
been variably responsive, mostly slow, to implement sys-
tems that integrate frailty intomodels of care. It is time to
ensure that this important concept is integrated into
every emergency physician’s understanding and practice
and into ED systems of care.
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