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Frailty is a clinical syndrome in the geriatric cohort of patients and
is often associated with long-term dependency, poor outcomes
and increased mortality. Frailty is a clinically recognizable state
of increased vulnerability resulting from an aging-associated
declinein reserve and function across multiple physiologic systems
such that the ability to cope with every day or acute stressors is
compromised.! Frailty is often associated with sarcopenia, cognitive
impairment and dementia, these symptoms are common with old
age, but it is important to consider frailty as a separate syndrome.
Hallmarks of frailty include slow walking speed, poor grip strength,
unintended weight loss, low activity and exhaustion. Frailty is
an independent risk factor for short-term mortality, and is also
associated with prolonged intensive unit care (ICU) stays and
poor quality of life, and dependency post-hospital discharge.? A
prospective cohort study demonstrated that frailty is not a static
concept and can either increase or decrease on the clinical frailty
score (CFS) post-ICU discharge, and rehabilitation plays a significant
role in this phenomenon.?

Elderly patients are frequently affected by comorbid illness
and can influence healthcare outcomes. There are many methods
to assess the impact of comorbid illness and the associated
mortality with intercurrent iliness. The Charlson comorbidity
Index (CCl) is the most extensively studied for predicting mortality
and includes 19 comorbid conditions. A combined score of age
and comorbidities predicts 10-year mortality a higher score is
associated with decreased survival. A retrospective study showed
that comorbidities assessed with CCl were associated with poor
outcomes in ICU patients, with increased in-hospital mortality.*
Another retrospective chart review study was in good agreement
with predicted mortality at 30 days and up to 1 year using the CCl
in ICU patients.’ As compared to frailty scores, comorbidity scores
are cumbersome and are not suitable in emergency situations.

Functional autonomy scales are also used in geriatrics to
plan rehabilitation following major surgeries in this age-group.
Performance scales (PS) are most commonly used among the
various scales, especially in patients with cancer. These scores are
less precise and are not suitable to evaluate older adults.

The concept of physiological reserve is very important in
understanding frailty in ICU patients, it refers to the body's ability
to react to a stressor and recover. In a cross-sectional study, it
was demonstrated that the cumulative abnormal physiological
functions were associated with frailty, which was independent of
age and comorbidities.®

There are various scoring systems to measure frailty, and the
gold standard is comprehensive geriatric assessment (CGA), but
this needs a cooperative patient and is not possible to use at ICU
admission. The other methods to assess frailty are frailty index
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(FI), Frailty phenotype and CFS. Clinical frailty score is the most
commonly used scoring system, and it became a main tool for
triage during the COVID-19 pandemic, with modifications (CFS
version 2.0).” Clinical frailty score is a well-validated 9-point scoring
system designed to holistically assess frailty based on physical
activity, cognition, functional status and chronic illness burden.
Scores of 1-3 are considered non-frail, 4 to be pre-frail, 5-8 as frail
and 9 as terminally ill.

The utility of the frailty score to predict outcomes in ICU
has gained popularity recently, especially after the use of CFS
in allocating resources during the COVID-19 pandemic. Two
prospective studies demonstrated the prevalence of frailty in the
ICU to be around 32.8 and 38.6%.2° The CFS has performed as an
independent predictor of mortality, in a recent systematic review, it
was demonstrated that frail patients above the age of 65 years are
at risk of mortality in hospital, at 1, 3, 6, and 12 months, and at the
end of follow-up at 6.7 years.'° Similar results were demonstrated
in a meta-analysis that being frail is an independent risk factor
for short-term poor outcomes, and the authors also suggested
measuring the full spectrum of CFS rather than grouping into
categories as fit (CFS 1-3), vulnerable (CFS 4) and frail (CFS 5-8) for
better ICU outcome measurement.!" Another prospective study
measured Frailty in patients undergoing elective surgery and
showed that frail patients are atan increased risk of postoperative
complications and increased length of stay and discharge to an
assisted living centre.'

With the above-mentioned studies, it is evident that Frailty is
anindependentrisk factor for poor outcomes following admission
to the ICU setting, in the present study, the authors included
patients above the age of 50 years, contrary to other studies that
included patients above the age of 65 years."* The authors also
have demonstrated that frailty (CFS greater than 6) is associated
with persistent organ failure and increased in-hospital mortality.
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The respective area under the receiver operative curve (AUC ROC)
is 0.75 and 0.73. They demonstrated that an increase in one point
on CFS is associated with poor outcomes in terms of persistent
organ failure and increased mortality. One of the intriguing points
from the study is that the comparative ROC analysis with acute
physiology and chronic health evaluation Il (APACHE-2) at 48 hours,
sequential organ failure assessment (SOFA), CCl and CFS at the
time of admission for predicting in-hospital mortality, and the CFS
performed best with AUC ROC of 0.73 when compared with other
scores AUCROC of 0.68, 0.64, 0.60 respectively. A similar comparison
of ROC for prediction of net negative outcome as described in the
study as death or persistent organ dysfunction also suggests that
CFS outperforms the other scores with ROC of 0.75 as compared to
0.69, 0.68, 0.64 respectively.

Itis evident from the present study as compared with a previous
study from India that the prevalence of frail patients in ICU is on the
increasing trend and the need of the hour is to prognosticate these
patients and offer the patients and family members the care plan
and discussion which may include palliative care and end of life
care plan for the frail group of patients. Further large-scale studies
are required in the area of frailty and critical care to delve into the
intricacies of this vulnerable group to improve the outcome and
patient and physician-related experience.

TAKe-HOME PoOINTS

«+ Frailty is a complex syndrome, and the approach to managing
these patients should be multidimensional.

- CFSisavisual scale, reliable and easy-to-perform scoring system
that is validated to be used in ICU patients on admission to ICU.

«  Experts recommend using the tool consistently to familiarize
the ICU with the same tool and to perform reviews over time.

- Itisimportant to note the reference to frailty is 2 weeks before
the admission into ICU.

+ As with other scoring systems in ICU, CFS score has to be
considered together with all the parameters to facilitate
decisions about the care plan for the patients, including end-
of-life care plan discussion.

- Itis very important for ICU physicians to understand frailty and
differentiate it from aging and comorbidities and their impact
on patient outcomes.
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