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The assessment of frailty in heart failure patients can help clinicians to build a tai-
lored care plan, aimed at improving the selection of patients likely to benefit from
one treatment vs. another, thereby improving outcomes. Although progress has been
made in the ‘operationalization’ of frailty assessment, there is still the need to pro-
vide an improved instrument to assess frailty that is easy, quick and at the same
time predictive within the setting of a busy clinical practice. Using such an ideal in-
strument, clinicians would be able to optimize the use of limited health care resour-
ces and avoid what has been termed ‘frailtyism’. This term, similar to ageism, can
be defined as prejudice or discrimination based on the presence of frailty.

Introduction

The awareness of the importance of frailty in heart failure
(HF) has grown considerably in the past decade and has be-
come increasingly relevant within the cardiology commu-
nity.1–6 Heart failure being more common in advanced age,
the loss of skeletal muscle,7 the risk of poor nutrition,8 and
physical inactivity all make frailty a high risk for HF
patients. The availability of new treatments and evolving
technical innovations have enabled clinicians to refer more
patients for implantable devices and to undergo ‘high risk’
procedures, for which historically many advanced HF
patients would have been deemed ‘ineligible’.9,10 In addi-
tion, the improved survival from ischaemic heart disease,
and the progressive ageing of the population have contrib-
uted to a sustained increase in the prevalence of HF and
with it, the potential number of patients with frailty.11,12

Hence why there is a consequential increase of interest on
this condition.13,14

Recognizing the importance of frailty in determining
prognosis and in influencing HF management taken to-
gether with the lack of a consensus definition of frailty or
any adequately validated assessment instruments for use in
the frail HF patient, the Heart Failure Association (HFA) of

the European Society of Cardiology (ESC) was motivated to
produce a position paper. Frailty has been defined by the
HFA/ESC as a multidimensional dynamic state, indepen-
dent of age, that makes the individual with HFmore vulner-
able to the effect of stressors.15 These stressors can be
both clinical and non-clinical variables, acute, or chronic,
and can be grouped into four main domains: clinical,
physical-functional, cognitive-psychological, and social.
These domains dynamically interact with each other, caus-
ing a state of vulnerability or disproportionate change in
patient’s health state. This increases the risk of decompen-
sation and dependency, responsible for the complex pheno-
type of frail patients with HF and the occurrence of
negative outcomes. Patients with HF and frailty have
been shown to be more susceptible to drug adverse reac-
tions, have a greater risk of surgical complications, rehospi-
talization,16 an increased risk of mortality at 1 year and a
lower probability of surviving more than 10 years. They
also have prolonged hospital stays following HF admissions
and an impaired quality of life, compared to HF patients
without frailty.17–21 Therefore, the identification of frailty
using a validated and predictive instrument is of consider-
able importance,

Among all the components—clinical, functional, psycho-
cognitive, and social-causing frailty, some can be reversible
(treatable) whilst others are irreversible (requiring sup-
portive care). The identification and understanding of the
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role of each component are of outmost importance in
patients with HF and frailty, in order to prioritize therapeu-
tic choices and build an individualized and tailored plan of
care. To this end, the identification of frailty using a holis-
tic multidimensional approach, according to the cumula-
tive indexmodel is appropriate.

Although progress has been made concerning the role of
frailty in HF patients, one of the main barriers is the lack of
a consensus instrument to assess frailty in clinical prac-
tice.22 Recently, Sze et al.23 compared the ability of three
of the main instruments (Fried phenotype, Deficit Index,
and Edmonton frailty score) used in HF to identify frailty.
The authors found that less than half of those patients clas-
sified as frail with one of the frailty instruments were simi-
larly classified as frail when all the three different
instruments were used simultaneously. This highlights the
need to find an appropriate instrument to identify HF
patients who are also frail. Indeed, the erroneous attribu-
tion of frailty to a patient who in reality is not frail may
have serious and legal consequences.

Patient management and the risk of
frailtyism

Due to its prognostic and therapeutic implications, the
identification of frailty is of outmost importance in
patients with HF and the vague clinician’s subjective door-
way assessment, so frequent in the past, is no longer ac-
ceptable. Initially considered as a progressive and largely
irreversible condition, it is now known that frailty may be
controlled and potentially corrected with appropriate mul-
tidisciplinary interventions. Recognizing those individuals
who are frail or ‘pre-frail’ will allow an earlier and prompt
implementation of an individualized and tailored manage-
ment plan. A tailored plan of care based on medical ther-
apy, cardiac rehabilitation, nutritional, psychological, and
educational counselling as well as social support, can focus
first in the treatment of the reversible determinants of
frailty, thus prioritizing the treatments that will maximize
their likelihood of a positive outcome. This is of outmost
importance in an era in which we need to optimize re-
source allocation. The growing economic constraints on
health care systems have intensified appropriate patient
selection to prevent patients from receiving costly but
harmful or futile interventions.2 Frailty, due to its well-rec-
ognized association with prognosis and its ability to predict
negative outcomes, is an appealing and suitable parameter
to improve patient risk stratification and subsequently op-
timize health care costs.24

The addition of the frailty score to the Meta-analysis
Global Group in Chronic HF (MAGGIC) risk score, one of the
most frequently used predictive scores in HF,25 resulted in
a significant improvement in HF patient risk classifica-
tion.26 This suggests that frailty can identify a risk not yet
captured by traditional risk scores. The utility of the assess-
ment of frailty, also in clinical trials, and the need for a val-
idated instruments/methods to examine effect and safety
of new devices and treatments in frail patients has been
highlighted by the European Medicines Agency (EMA).27

Therefore, the evaluation of frailty in daily clinical

practice as well as in clinical trials will help clinicians to im-
prove patient selection and use treatments in a safer way,
whilst avoiding the risk of frailtyism. Parallel to ageism
(discrimination against people on the basis of their
age),28,29 frailtyism can be defined as stereotyping, preju-
dice, and discrimination against people on the basis of the
presence of frailty.9 Indeed, the presence of frailty may af-
fect the type and timing of diagnostic procedures, as well
as pharmacological and non-pharmacological treatments.
Patients with HF and frailty are more likely to receive less
standard HF treatments than those patients without frailty.
This risk is also in part related to the lack of evidence-
based criteria to help and guide the management of HF
patients with frailty, due to the scarcity of clinical trials,
performed in the past, which have included patients with
frailty.30

Cardiac rehabilitation can offer a good example of how
the presence of frailty has been representing a discriminat-
ing factor in HF patient’s management. Indeed, in the past,
although HF patients with frailty, in particular, if elderly,
would have benefited from rehabilitation services, few
were included in rehabilitation programmes.31,32 Indeed,
frail and elderly HF patients were frequently regarded as
too unfit for cardiac rehabilitation and sent to a nursing
home rather than to exercise programmes. Conversely, a
systematic review on the role of exercise interventions to
manage frailty found that exercise had a positive impact
on all functional outcomes (including mobility, balance,
and functional performance test batteries).33 Cardiac re-
habilitation has been associated with improvements not
only in physical but also in cognitive and social functioning.
Rather than being a discriminating factor responsible for
using less guideline-directed HF treatments or to refuse
the appropriate care, the assessment of frailty should facil-
itate the arrangement of care in a more patient-centred
approach. Therefore, to promote a routine assessment of
frailty in patients with HF is essential. However, this will be
only possible using an objective and validated instrument
able to correctly identify those patients with HF that are
also frail. The ideal instrument to assess frailty should be
easy and quick to perform in order to be used in busy clini-
cal settings, should cause minimal distress or concern to
the patient, should be performed without the need of dedi-
cated instruments, and should be reliable, thus accurately
identifying those HF patients who are also frail.9

Conclusions

Due to its prognostic and therapeutic implications, the
identification of frailty is of utmost importance in the daily
assessment and management of patients with HF. An objec-
tive and easy to apply the measurement of frailty will help
clinicians to better identify those HF patients that are ef-
fectively frail and thus at increased risk of negative out-
comes, ultimately enabling more effective and tailored
plans of care to suit the needs of the patient.
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