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Purpose: Assessment of frailty is a key method to identify older people in need of holistic care. However, agreement between 
different frailty instrument varies. Thus, groups classified as frail by different instruments are not completely overlapping. This study 
evaluated differences in sociodemographic factors, cognition, functional status, and quality of life between older persons with 
multimorbidity who were discordantly classified by five different frailty instruments, with focus on the Clinical Frailty Scale (CFS) 
and Fried’s Frailty Phenotype (FP).
Participants and Methods: This was a cross-sectional study in a community-dwelling setting. Inclusion criteria were as follows: 
≥75 years old, ≥3 visits to the emergency department the past 18 months, and ≥3 diagnoses according to ICD-10. 450 participants were 
included. Frailty was assessed by CFS, FP, Short Physical Performance Battery (SPPB), Grip Strength and Walking Speed.
Results: 385 participants had data on all frailty instruments. Prevalence of frailty ranged from 34% (CFS) to 75% (SPPB). 
Nine percent of participants were non-frail by all instruments, 20% were frail by all instruments and 71% had discordant frailty 
classifications. Those who were frail according to CFS but not by the other instruments had lower cognition and functional status. 
Those who were frail according to FP but not CFS were, to a larger extent, women, lived alone, had higher cognitive ability and 
functional status.
Conclusion: The CFS might not identify physically frail women in older community-dwelling people with multimorbidity. They 
could thus be at risk of not be given the attention their frail condition need.
Keywords: geriatrics, frailty phenotype, clinical frailty scale, outpatient assessment

Introduction
Frailty is an age-related syndrome of declining function and low reserves in several organs resulting in an increased 
vulnerability and reduction in one’s ability to cope with acute stressors.1 Depending on setting and method of measure-
ment, the prevalence of frailty ranges from 4% to 59%.2 The prevalence increases with age and is higher in women.2 The 
frailty syndrome is clinically recognizable and there are several promising interventions for reducing frailty, such as 
physical activity programs, nutritional supplementation and reduction of medications.3,4 There is no international 
consensus regarding the definition of frailty and no gold standard for assessment of frailty. Researchers are however 
unified in the definition of frailty as

a medical syndrome with multiple causes and contributors characterized by diminished strength, endurance, and reduced 
physiologic function that increases an individual’s vulnerability for developing increased dependency and/or death.5 
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Several definitions of multimorbidity are present in the literature but it is often defined as the presence of two or more 
long-term diseases.6 The prevalence of multimorbidity depends on the definition but usually ranges between 55% and 
98% in those older than 65 years.7 Frailty and multimorbidity are sometimes used interchangeably but earlier studies 
show that the majority of older people with multimorbidity (two or more diseases) are not frail, and that not all frail 
people have multimorbidity.8,9 In a population with multimorbidity (three or more diseases), aged over 75 years and with 
a high health care utilization, the prevalence of frailty was almost 50% and an additional 40% were pre-frail.10 The 
causality regarding frailty and multimorbidity is not fully understood; either frailty predisposes for development of 
multimorbidity, or frailty develops from multimorbidity.8,9,11 Assessment of frailty is however considered a key method 
to identify older people, including those with multimorbidity, who may benefit from a tailored approach to treatment and 
care.12 In the coming decades there is an expected increase of older people in the population thus the number of people 
affected by frailty and/or multimorbidity will increase.13 Identification and management of these conditions are highly 
relevant not only for the affected individuals themselves but for health care, social care and policy makers.14–16

There are numerous frailty instrument and the agreement between them varies.17,18 Instruments are also used with 
different purposes and in different settings, such as in research, population screening and diagnosis of frailty.19,20 Most 
instruments to measure frailty are based on one of three models: Frailty as a biological phenotype by Fried et al,21 frailty 
as acquired deficits in multiple organ system by Mitnitski et al,22 or the more holistic model, frailty as a loss of 
functioning in one or more domains of function (physical, psychological or social by Gobbens et al).23 As a biological 
phenotype, frailty is operationalized into five measurable criteria, the Fried Frailty Phenotype (FP), which is one of the 
most widely used frailty measures.21 Assessment of frailty using the FP requires equipment since you need to measure 
grip strength, walking speed and weight. It is time-consuming and therefore mainly used in research and not clinical 
practice. The operationalization of acquired deficits is a frailty index (FI) calculated by dividing existing deficits in 
a patient, by a predefined set of deficits (symptoms, signs, diseases, disabilities or laboratory, abnormalities).22 The 
Clinical Frailty Scale (CFS) is theoretically rooted in the acquired deficits theory but was developed as a frailty 
instrument based on clinical judgement. It was first used to summarize a Comprehensive Geriatric Assessment 
(CGA).24 The CFS assesses comorbidity, function and cognition, and uses pictures and written descriptions to stratify 
patients into one of nine categories ranging from 1 (very fit) to 9 (terminally ill) where the cut-off for frailty is at 5 
(mildly frail).24 The CFS has gained wide acceptance as a frailty measure and is used in clinical practice in emergency, 
cardiology and geriatric departments.25

Physical performance tests have been used as alternative measures of frailty since they are associated with, or 
predictive of, frailty.18,20,26 The Short Physical Performance Battery (SPPB) was originally developed as a test for 
function of lower limbs but has in previous studies been used as a measure of physical frailty.27,28 Walking speed and 
grip strength have been used as single item measures for frailty in several studies and are feasible to perform in a clinical 
setting.18,29

Since many frailty instruments are based on one of the three different models of frailty described above, the variation 
in prevalence and heterogeneity in agreement between them is not surprising. The lack of a unifying model and a gold 
standard of measurement hinders both advances in research and the implementation of frailty assessment in clinical 
practice. The groups identified as frail by different instruments are not identical and at the same time frailty is considered 
one construct, albeit with several theoretical definitions. To increase the knowledge of clinical usefulness of different 
frailty measures, it is important to explore differences between groups with discordant frailty classifications using 
different measures of frailty.

One study found similar prevalence of frailty for both the FP and the FI, but substantial discordance in individuals 
classified as frail by the two instruments.30 Another study found moderate agreement between the FP and the FI in 
finding the same frail persons.31 Furthermore, authors discuss that discordant identification could be related to the 
measures’ capacity in capturing sensory, motor and psychological impairment.31 A recent study of the CFS and an 
electronic FI found substantial heterogeneity between the measures and low support for convergent validity.32 

Assessment of frailty increased during the COVID-19 pandemic since it was found to be a useful way to determine 
risk for adverse outcomes and prognosis of older patients with COVID-19 in the acute care setting.33 The CFS was 
endorsed by the UK National Institute for Health and Care Excellence for this purpose.34 The use of the CFS thus 
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increased during the COVID-19 pandemic and it is now the most commonly used frailty instrument at emergency 
departments (ED).35 Since the FP and CFS are the most used frailty instrument in research and the clinical setting, 
respectively, it is relevant to investigate discordant identifications between the FP and the CFS and other instruments in 
clinical use such as SPPB, walking speed and grip strength.

Aim
The primary aim of this study was to explore differences between groups of community dwelling older people with 
multimorbidity discordantly classified by five frailty instruments: The CFS, the FP, the SPPB, walking speed and grip 
strength. The secondary aim was to investigate the sensitivity and the specificity of these instruments using the CFS and 
the FP, respectively, as reference instrument.

Materials and Methods
This is a cross-sectional study and a secondary analysis of baseline data from the randomized controlled study The 
Comprehensive Geriatric Assessment with Mobile Teams (GerMoT) Trial. The study was conducted in one municipality 
in Region Skåne, in the south of Sweden. The study protocol has been published and the study is registered at 
ClinicalTrials.Gov (NCT02923843).36

Participants
Subjects eligible for the GerMoT Trial had to 1. Be 75 years or older. 2. Have had three or more visits to the ED in the 
past 18 months (with or without admission). 3. Have diagnoses in at least three different diagnostic chapters according to 
the International Statistical Classification of Diseases and Related Health Problems, 10th revision (ICD-10) 4. Not live in 
a nursing home and live in or close to the municipality where the study hospital was situated. These criteria have been 
used by the Swedish National Board of Health and Welfare to describe a population affected by multimorbidity and high 
health care consumption.37

Data Collection
Lists of eligible participants were obtained from the patient administrative system in Region Skåne (PASIS). All eligible 
participants received an invitation letter by post that included information about of the study. They were later contacted 
by telephone and asked to provide verbal informed consent for participation. Upon that, home visits were made to obtain 
written informed consent at the first study visit. Data were collected by research nurses between October 2016 and 
June 2018 in the participants’ homes. Background characteristics and health-related measures were sex, age, body mass 
index (BMI), living situation, education level, cognition, functional status, and health-related quality-of-life (QoL). 
Cognition was measured with the Montreal Cognitive Assessment (MoCA).38 Although there is no validation study of 
the Swedish version of the MoCA, normative data for the Swedish version of the MoCA has been presented.39 Functional 
status was measured with the Activities of Daily Living (ADL) staircase, developed from the Katz’ index of daily 
living.40 This consists of five personal ADLs (PADL); feeding, transfer, going to the toilet, dressing, and bathing, 
combined with four instrumental ADLs (IADL); cooking, transportation, shopping, and cleaning. Participants were 
classified as dependent or independent for each activity. Health-related QoL was measured with the EuroQol five- 
dimension scale (EQ-5D-5L).41 The Swedish version of EQ-5D-5L has been approved by EuroQol. An index was 
calculated using the Danish reference value set, as no reference values for the Swedish population were available at the 
time of the analyses.41,42

Measurements of Frailty
Five measurements of frailty were included: The CFS, the FP, grip strength, walking speed and the SPPB.

The CFS has been translated and validated into Swedish.43 CFS was scored as the final instrument in the data 
collection procedure, when information important for assessment of the CFS (cognition, chronic diseases, physical 
performance, and PADL/IADL) were available for the research nurse. The cut-off for frailty was a score of five (mildly 
frail) or more.
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The FP was measured by the five-criteria from the Cardiovascular Health Study.21 Exhaustion was assessed by two 
questions from the Centre for Epidemiological Studies Depression Scale (“I felt that everything I did was an effort” and 
“I could not get going”).44 Weakness was measured with grip strength using a Jamar handheld dynamometer, two 
attempts, the best values were used and adjusted for sex and BMI, using the same cut-offs as presented by Fried in 
2001.21 For women the cut-offs for the weakness criteria for frailty was (BMI/grip strength in Kg): ≤23/≤17, 23.1–26/ 
≤17.3, 26.1–29/≤18, >29/≤21. For men the corresponding cut-offs; ≤24/≤29, 24.1–26/≤30, 26.1–28/≤30, > 28/≤32. 
Slowness was measured with walking speed. This was assessed by measuring the walking speed over 4 or 5 m at 
usual pace and with walking aids if needed. A walking speed under 0.8 m/s was considered a cut-off for frailty.45 Those 
chronically bedridden or in a wheelchair, ie, where walking speed could not be measured, were considered frail for the 
walking speed criteria. Both grip strength and walking speed have been used as single item measures for frailty in several 
studies.18,29,46 For assessment of low physical activity, the International Physical Activity Questionnaire–Short Form 
(IPAQ-SF) was used.47 It is a validated self-report instrument that summates the duration and frequency of different kinds 
of activity, leading to the categorization of activity level as high, moderate, or low. A low activity level was considered 
frail per this criterion. Weight loss was determined by self-reported unintentional weight loss of more than five percent in 
the past year. Participants meeting three or more of the five criteria for the FP were classified as frail and those meeting 
zero to two criteria were classified as non-frail.

The SPPB was originally developed as a test for function of lower limbs but has also been used as measure of 
frailty.27,28,48 It includes measurements of balance, walking speed and the time it takes to stand up five times from a chair. 
Points are given according to predetermined time limits to a maximum score of 12. A score of nine or lower has in 
previous studies been used to identify frail older adults and was also used in the present study.28,49

Data Analysis
All frailty assessments were dichotomized (frail/non-frail). All available data were used in the pair-wise compar-
isons but only those with data on all five instruments were included in the analyses of the prevalence of all five 
instrument (n = 385). Sensitivity and specificity were calculated for the four instruments in relation to the two 
chosen reference instruments, CFS and FP. To determine differences between the groups that were discordantly 
classified as frail, student’s independent sample’s t-test, Mann–Whitney U-test, chi-square test and Fisher’s exact 
test were used depending on data level and distribution. For these analyses all participants of the 450 that had data 
on the instruments that were compared were included. The number of individuals in each analysis are declared in 
the results. This is a secondary analysis of pre-existing data from an RCT and thus the power calculation was 
made for the primary outcome of the RCT, not the present cross-sectional study. The primary outcome variable 
was mean number of days in the hospital and the assumed difference between the Intervention Group and the 
Control Group was 4.1 days (SD 15). The significance level was set to 0.05 for all analyses. Data were stored and 
analyzed using IBM SPSS Statistics for Windows, Version 22.0, 26.0 and 27.0 (Armonk, NY: IBM Corp.).

Results
There were 450 participants in the GerMoT Trial, the mean age was 82.6 years and 54% were women. Out of all 
participants, 385 had complete data on all frailty instruments. Proportions of missing data for the individual instru-
ments were for SPPB 0%, for FP 9%, for walking speed 4%, for grip strength 7.5%, for CFS 3%. The prevalence of 
frailty for these 385 ranged from 34% (CFS) to 75% (SPPB) (Figure 1). Nine percent were non-frail by all five 
instruments and 20% were frail by all instruments, thus 71% were discordantly classified by at least two of the five 
frailty instruments.

FP as Reference Instrument
The discordant classifications between the FP and the other four instruments ranged from 22% to 32%. The differences 
between the groups who were discordantly classified by the FP and the other instruments are shown in Table 1. There were 
differences in sex and cognitive ability in all four instrument pairs, but for those classified as frail by FP and non-frail by 
SPPB, walking speed and CFS, respectively, the majority were women and had higher cognitive ability whereas there were 
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only men and people with lower cognitive ability in the FP-frail/grip strength -non-frail group. All groups classified as FP- 
frail/non-frail by either of the other instruments had lower QoL than the comparison group, except for the FP-frail/CFS-non 
-frail group. When using the FP as reference instrument, the sensitivity of the different instruments ranged from 54% to 
92%, and the specificity from 43% to 87% (Table 2). CFS was the only one of the four instruments that had a higher 
specificity than sensitivity in relation to the FP.

CFS as Reference Instrument
The discordant classifications between the CFS and the other four instruments ranged from 28% to 48%. The differences 
between the groups who were discordantly classified by the CFS and the four other instruments are presented in Table 3. 
There were statistically significant differences in all groups showing a lower cognitive ability in those classified as frail 
by the CFS and non-frail by either of the four instruments. They also had a higher dependency in either PADL, IADL or 
both. The sensitivity and specificity of the four compared instruments in relation to the CFS ranged respectively from 
67% to 96% and from 44% to 66%, as shown in Table 2.

Discussion
Groups of older adults with multimorbidity who were discordantly identified as frail by the five frailty instruments CFS, 
FP, SPPB, walking speed and grip strength differed in several aspects. Those identified as frail by CFS but not by the 
other instruments had lower cognitive function and were more likely to be dependent in PADL or IADL than those 
identified as frail by the other instruments but not by the CFS. Thus, the CFS was better at capturing people with low 
cognitive function and high dependence in ADL. This is also a reflection of the underlying concept of the CFS as a more 
global assessment of frailty. The finding of lower cognitive ability in those identified as frail by the CFS but not by the 
physical instruments highlights the ability of the CFS to include cognitive decline in the frailty assessment. Those 
classified as frail by the FP but not by the CFS were to a larger extent, women, lived alone, had higher cognitive ability 
and lower dependency in IADL, compared to those classified as frail by the CFS but not by the FP. A consequence of this 
may be that older women with multimorbidity and physical frailty will not be considered eligible for certain care paths 
(for example geriatric care) if the CFS rather than the FP is used as an instrument for decisions regarding level of care. 
They may also be at risk of receiving potentially harmful treatments usually not given to frail people.

In the present study, only nine percent of the participants were considered non-frail by all five instruments and many 
individuals were classified discordantly by at least two instruments. Since two of the instruments (FP, CFS) are based on 

Figure 1 Prevalence of all five frailty instruments presented in percentage, respectively and all instruments combined. Frail = black, non-frail = grey. 
Abbreviations: SPPB, Short Physical Performance Battery; FP, Frailty Phenotype; CFS, Clinical Frailty Scale.
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Table 1 Discordant Classifications with the Frailty Phenotype

Frailty Phenotype Discordant 
Classifications of FP 
and Other Measures 
% (n) ➔

SPPB 31% (n = 128) Grip Strength 32%  
(n = 127)

Walking Speed 22%  
(n = 90)

Clinical Frailty Scale 28%  
(n = 114)

All Participants:  
n = 450

SPPB nf 
FP Frail 
n = 16

SPPB Frail 
FP nf  
n= 112

p GS nf  
FP Frail  
n = 48

GS Frail 
FP nf  
n = 79

p WS nf 
FP Frail 
n = 20

WS Frail 
FP nf  
n = 70

p CFS nf 
FP Frail 
n = 88

CFS Frail 
FP nf 
n =26

p

Age, mean (SD) 82.6 (5.4) 80.1 (4.4) 82.6 (5.2) 0.072 82.8 (5.2) 81.3 (4.4) 0.091 81.1 (4.9) 82.4 (5) 0.317 82.6 (5.8) 84.7 (6) 0.117

Women, n (%) 245 (54.4) 15 (94) 32 (29) <0.001 0 75 (95) <0.001 18 (90) 16 (23) <0.001 68 (77) 6 (23) <0.001

Higher education than 
primary school, n (%)

200 (44.4) 10 (63) 58 (52) 0.442 15 (32) 36 (46) 0.131 10 (50) 31 (45) 0.689 30 (35) 10 (38) 0.739

Living alone (n (%)) 243 (54.0) 11 (69) 49 (44) 0.065 22 (46) 48 (61) 0.101 12 (60) 33 (48) 0.338 64 (73) 7 (28) <0.001

BMI, mean (SD) 26.1 (4.9) 27.1 (5) 26.5 (4.7) 0.627 24.5 (4.5) 25.4 (4.4) 0.291 26 (5.7) 26.8 (4.9) 0.552 26.6 (3.6) 27.1 (3.4) 0.552

Cognition (MOCA), median 
(IQR)

24 (5.0) 26.5 (4) 24 (7.5) 0.036 22 (6) 26 (4.25) <0.001 26 (4) 24 (7.25) 0.011 25 (4) 17.5 (7.2) <0.001

PADL dependency, n (%) 236 (52.4) 10 (63) 37 (33) 0.022 37 (77) 19 (24) <0.001 10 (50) 28 (40) 0.425 47 (53) 16 (62) 0.464

IADL dependency, n (%) 333 (74.0) 13 (81) 73 (65) 0.200 44 (92) 40 (51) <0.001 16 (80) 52 (74) 0.771 70 (80) 26 (100) 0.011

Quality of life (EQ-5D-5L 
index), median (IQR)

0.7 (0.24) 0.61 (0.35) 0.77 (0.14) 0.001 0.57 (0.29) 0.79 (0.13) <0.001 0.61 (0.22) 0.75 (0.16) <0.001 0.69 (0.2) 0.68 (0.32) 0.698

Notes: Pairwise comparisons between groups classified discordantly by the Frailty Phenotype and the other four instruments. Significant p-values in boldface. 
Abbreviations: FP, Frailty Phenotype; SPPB, The Short Physical Performance Battery; GS, Grip Strength; WS, Walking Speed; CFS, Clinical Frailty Scale; PADL, Personal Activities of Daily Living; IADL, Instrumental Activities of Daily 
Living; nf, non-frail.
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different theoretical backgrounds, and the other three (SPPB, walking speed, grip strength) considered alternative 
measures for frailty, we did not find the discordance between the instruments surprising. Moreover, it is congruent 
with previous studies stating that frailty measures cannot be used interchangeably.21,24,50 Frailty is however often 
regarded as a single concept and it is important to highlight that different frailty instruments indeed identify different 
subpopulations, to continue the discussion on what frailty is.17 Our findings contribute to knowledge about limitations of 
both the CFS and the FP in identifying certain vulnerable groups. However, longitudinal studies of groups that are 
discordantly identified by different frailty measures are needed to further understand the implications and prognostic 
importance of discordant frailty measures.

In the present study, no women were identified as non-frail by grip strength but frail by the CFS or the FP. Moreover, 
the proportions of women classified as frail by grip strength but not by the CFS or the FP were high, 97% and 95%, 
respectively. Since grip strength weakens with age, and is associated with being female and with multimorbidity, the 
original cut-offs from Fried et al21 might not be suitable in an older population with multimorbidity.51 There are few age- 
and sex stratified data for hand grip strength, but a systemic review suggest a cut-off of 16 kg for women, based on 
British data, which is lower than the lowest BMI-related, cut-off for frailty in present study and in the original Fried study 
(17 kg).52 Moreover, a cut-off of 16 kg for women is also recommended for diagnosing sarcopenia, when measured by 
hand grip strength.53 Perhaps an even lower cut-off would be more accurate for older persons highly affected by 
multimorbidity, future studies of normative values in this population could explore this. For the present study a lower cut- 
off would have identified fewer as frail by hand grip strength and the prevalence of frailty would have been closer to the 
FP and the CFS, resulting in a larger overlap of people considered frail.

There is no gold standard for assessment of frailty, but we conducted analyses of sensitivity and specificity using the 
CFS and the FP as reference measurements, respectively. When using the FP as the reference, the CFS was only able to 
identify 54% of those classified as frail by the FP (sensitivity). However, the ability of the CFS to classify the non-frail 
FP as non-frail CFS (specificity) was 87%, meaning that those classified as non-frail indeed were non-frail. In a study 
comparing three frailty instruments at an ED, the CFS had similar values (sensitivity and specificity) for frailty diagnosed 
with a CGA.54 We therefore suggest that a combination of the CFS and a measure with high sensitivity for identifying 

Table 2 Sensitivity and Specificity of the Clinical 
Frailty Scale and the Frailty Phenotype, 
Respectively

Sensitivity (%) Specificity (%)

CFS

SPPB 96 60

GS 67 44

WS 91 51

FP 81 66

FP

SPPB 92 43

GS 78 59

WS 91 64

CFS 54 87

Notes: Sensitivity and specificity using both CFS and the 
Frailty Phenotype as reference instruments. 
Abbreviations: CFS, Clinical Frailty Scale; FP, Frailty 
Phenotype; SPPB, Short Physical Performance Battery; GS, 
Grip Strength; WS, Walking Speed.
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Table 3 Discordant Classifications with the Clinical Frailty Scale

Clinical Frailty Scale Discordant 
Classifications of 
CFS and Other 
Measures % (n) ➔

SPPB 40% (n = 174) Grip Strength 48%  
(n = 195)

Walking Speed 33%  
(n = 143)

Frailty Phenotype 28%  
(n = 114)

All Participants  
n = 450

SPPB nf 
CFS Frail 
n =5

SPPB Frail 
CFS frail  
n = 169

p GS nf  
CFS Frail  
n = 51

GS Frail 
CFS nf  
n = 144

p WS nf 
CFS Frail 
n = 13

WS Frail 
CFS nf 
n = 130

p FP nf  
CFS Frail 
n = 26

FP Frail 
CFS nf  
n = 88

p

Age, mean (SD) 82.6 (5.4) 84.8 (5.4) 82.6 (5.3) 0.356 84.6 (5.4) 82 (5.2) 0.003 86.4 (5.4) 82.5 (5.4) 0.012 84.7 (6) 82.6 (5.8) 0.117

Women, n (%) 245 (54.4) 2 (40) 86 (51) 0.680 0 139 (97) <0.001 5(39) 71 (55) 0.266 6 (23) 68 (77) <0.001

Higher education than 
primary school, n (%)

200 (44.4) 4 (80) 77 (46) 0.191 19 (37) 60 (42) 0.557 8 (62) 52 (41) 0.153 10 (38) 30 (34) 0.739

Living alone, n (%) 243 (54) 2 (40) 102 (60) 0.393 17 (34) 101 (70) <0.001 5 (39) 87 (67) 0.065 7 (28) 64 (73) <0.001

BMI, mean (SD) 26.1 (4.9) 25.9 (2.1) 26.3 (5.1) 0.860 25.2 (4.2) 25.9 (5) 0.366 24.9 (3.8) 26.3 (5.3) 0.356 27.1 (3.4) 26.6 (5.3) 0.552

Cognition (MOCA), 
median (IQR)

24 (5) 19 (12.5) 25 (5) 0.028 19 (6.5) 26 (4) <0.001 19 (8) 25 (5) <0.001 17.5 (7.2) 25 (4) <0.001

PADL dependency, (n(%)) 236 (52.4) 5 (100) 66 (39) 0.010 40 (78) 52 (36) <0.001 11 (85) 61 (47) 0.010 16 (62) 47 (53) 0.464

IADL dependency, (n(%)) 333 (74) 5 (100) 114 (67) 0.181 51 (100) 91 (63) <0.001 13 (100) 97 (75) 0.039 26 (100) 70 (80) 0.011

Quality of life (EQ-5D- 
5L index), median (IQR)

0.7 (0.24) 0.73 (0.21) 0.74 (0.16) 0.382 0.51 (0.28) 0.74 (0.16) <0.001 0.60 (0.24) 0.73 (0.17) 0.013 0.68 (0.32) 0.69 (0.20) 0.698

Notes: Pairwise comparisons between groups classified discordantly by the Clinical Frailty Scale and the other four instruments. Significant p-values in boldface. 
Abbreviations: SPPB, The Short Physical Performance Battery; GS, Grip Strength; WS, Walking Speed; CFS, The Clinical Frailty Scale; FP, Frailty Phenotype; PADL, Personal Activities of Daily Living; IADL, Instrumental Activities of Daily 
Living; nf, non-frail.
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physical frailty, may lead to a more holistic assessment of frailty.54 In the present study both WS and the SPPB had 
a sensitivity of more than 90% in relation to FP, and either may thus be suitable for use in conjunction with the CFS to 
detect physical frailty. For those unable to walk, grip strength could be an alternative. The predictive ability on mortality, 
hospitalization, and other important outcomes of these instruments separately and in combination must however be taken 
into consideration and studied more before any recommendations can be made.

The present study has several strengths. Data were collected by research nurses trained in Good Clinical Practice, the 
measurements were all made using validated instruments and the time for testing was rather short, a mean time of 50 
minutes, thus limiting the risk of exhausting the participants. Some limitations need however to be taken into 
consideration. Since this was a secondary analysis of data from an RCT, there was no power calculation for this cross- 
sectional study. This limits the statistical power of the study and reduces the generalizability of the results. Some 
participants were tired and could not participate in all physical measurements, 65 individuals had therefore not data on all 
frailty instruments. If all these individuals were classified as frail by the frailty instruments based on physical measure-
ments, the prevalence of frailty for the instruments would have been higher and most likely less discordant with the other 
instruments. A complementary subgroup analysis was made and there were significant differences in dependence in 
PADL and IADL, with the 65 being more dependent than the other group, thus probably more frail than the other group. 
There were however no differences between the groups in age, BMI, education and civil state. Another limitation is that 
the GerMoT Trial was not designed to evaluate frailty and we only could use the already existing measurements included 
in the GerMoT Trial. This study thus includes four instruments of physical frailty and the CFS. Four of the instruments, 
walking speed, CFS, SPPB and the FP were however, in that order, the most used frailty assessments methods in daily 
practice by European practitioners according to a survey a few years ago.48 Future studies should perhaps include frailty 
measurements based on a frailty index (FI) and other multidimensional models of frailty for example, the Tilburg Frailty 
Indicator, since these measures also are commonly used.22,23,55

The frailty assessments in this study were dichotomized, since the main interest was to explore those identified as frail 
or non-frail by the pre-defined cut-offs that has been used in earlier studies. However, in the clinical reality a grading of 
frailty may be more relevant when it comes to a global clinical judgement of a patient.56

Conclusion
There are high proportions of discordant frailty measures and significant differences between the subgroups with 
discordant classifications. Specifically, the CFS might not identify physical frail women or/and persons with high 
cognitive ability in a cohort of old community dwelling people with multimorbidity. Combining frailty instruments 
might improve routine frailty assessment.

Data Sharing Statement
The dataset used during the current study is available from the corresponding author on reasonable request and insofar 
that it is in accordance with Swedish law.

Ethics Approval and Informed Consent
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