
196

ORIGINAL ARTICLE

Performance of 3 frailty scales for predicting adverse 
outcomes at 30 days in older patients discharged from 
emergency departments

Cesáreo Fernández Alonso1, Carmen Del Arco Galán2, Raquel Torres Garate3, 
José Fernando Madrigal Valdés4, Rodolfo Romero Pareja5, Carlos Bibiano Guillén6, 
Belén Rodríguez Miranda7, Martín S. Ruiz Grinspan8, Sonia Gutiérrez Gabriel9, 
Ana Del Rey Ubago2, Manuel E. Fuentes Ferrer10, Francisco Javier Martín-Sánchez1, 
on behalf of the Registro Frail-ED-Madrid.

Objective. To compare the ability of 3 frailty scales (the Clinical Frailty Scale [CFS], the Functional Index – eMergency 
[FIM], and the Identification of Seniors at Risk [ISAR] scale) to predict adverse outcomes at 30 days in older patients 
discharged from hospital emergency departments (EDs).

Methods. Secondary analysis of data from the FRAIL-Madrid registry of patients aged 75 years or older who were 
discharged from Madrid EDs over a period of 3 months in 2018 and 2019. Frailty was defined by a CFS score over 4, a 
FIM score over 2, or an ISAR score over 3. The outcome variables were revisits to an ED, hospitalization, functional 
decline, death, and a composite variable of finding any of the previously named variables within 30 days of discharge.

Results. A total of 619 patients were studied. The mean (SD) age was 84 (7) years, and 59.1% were women. The 
CFS identified as frail a total of 339 patients (54.8%), the FIM 386 (62.4%), and the ISAR 301 (48.6%). An adverse 
outcome occurred within 30 days in 226 patients (36.5%): 21.5% revisited, 12.6% were hospitalized, 18.4% 
experienced functional decline, and 3.6% died. The areas under the receiver operating characteristic curves were as 
follows: CFS, 0.66 (95% CI, 0.62-0.70; P = .022); FIM, 0.67 (95% CI, 0.62-0.71; P = .021), and ISAR, 0.64 (95% CI, 
0.60-0.69; P = .023). Adjusted odds ratios (aOR) showed that frailty was an independent risk factor for presenting any 
of the named adverse outcomes: aOR for CFS >4, 3.18 (95% CI, 2.02-5.01), P < .001; aOR for FIM > 2, 3.49 (95% 
CI, 2.15-5.66), P < .001; and aOR for ISAR >3, 2.46 (95% CI, 1.60-3.79), P < .001.

Conclusions. All 3 scales studied — the CFS, the FIM and the ISAR — are useful for identifying frail older patients at 
high risk of developing an adverse outcome (death, functional decline, hospitalization, or revisiting the ED) within 30 
days after discharge.

Keywords: Emergency department. Functional Index – eMergency (FIM). Clinical Frailty Scale (CFS). Identification of 
Seniors at Risk (ISAR). Prediction. Adverse outcomes.

Rendimiento de tres escalas de fragilidad para predecir resultados adversos 
a 30 días en los pacientes mayores dados de alta en los servicios de urgencias

Objetivo. Comparar la capacidad de tres escalas de fragilidad, Clinical Frailty Scale (CFS), Functional Index – eMer-
gency (FIM) e Identification Senior at Risk (ISAR), para predecir resultados adversos (RA) a 30 días en los pacientes 
mayores dados de alta desde el servicio de urgencias hospitalario (SUH).

Método. Análisis secundario del registro FRAIL-Madrid que incluyó pacientes $ 75 años dados de alta de 10 SUH de 
Madrid durante un periodo de 3 meses entre 2018 y 2019. Se definió fragilidad como CFS $ 4, FIM $ 2 e ISAR $ 3. 
Las variables de resultado fueron revisita en urgencias, hospitalización, deterioro funcional, muerte y la variable com-
puesta por algún RA de los anteriores en los 30 días posteriores al alta del SUH.

Resultados. Se incluyeron 619 pacientes, la edad media fue de 84 años (DE 7), 59,1% eran mujeres. Hubo 339 pacientes 
(54,8%) identificados como frágiles en el SUH según CFS $ 4, 386 (62,4%) según FIM $ 2 y 301 (48,6%) según ISAR $ 3. 
Hubo 226 pacientes (36,5%) que presentaron algún RA a los 30 días tras el alta (21,5% revisita, 12,6% hospitalización, 
18,4% deterioro funcional y 3,6% muerte). El área bajo la curva (ABC) de la escala CFS fue de 0,66 (0,62-0,70; p = 0,022), 
de FIM 0,67 (0,62-0,71; p = 0,021) y de ISAR 0,64 (0,60-0,69; p = 0,023). La presencia de fragilidad fue un factor indepen-
diente de presentar algún RA a los 30 días tras el alta (CFS $ 4 ORa 3,18 [IC 95% 2,02-5,01, p < 0,001], FIM $ 2 ORa 
3,49 [IC 95% 2,15-5,66, p < 0,001] e ISAR $ 3 ORa 2,46 [IC 95% 1,60-3,79, p < 0,001]).

Conclusiones. Las tres escalas estudiadas –CFS, FIM, ISAR– son útiles y tienen una capacidad similar para identificar al 
paciente mayor frágil dado de alta del SUH con alto riesgo de presentar RA (muerte, deterioro funcional, hospitaliza-
ción o revisita al SUH) a los 30 días.

Palabras clave: Urgencias. Functional Index – eMergency (FIM). Clinical Frailty Scale (CFS). Identification Senior at 
Risk (ISAR). Predecir, resultados adversos.
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Introduction

The care of the elderly patient in the emergency 
department is one of the main healthcare challenges 
at present. Emergency care of this age group is pro-
gressively increasing worldwide because of popula-
tion aging (20-30% of the general population).1,2 In 
contrast to younger patients, older patients tend to 
make more appropriate use of this level of care, their 
care is more complex, they consume more resources 
and are associated with worse health outcomes.3

The organization and model of care in the ED are 
not sufficiently effective and are not adequately 
adapted to the needs of older patients. They are lim-
ited to the current clinical episode and do not con-
sider other aspects identified in an ED-adapted geri-
a t r i c  a s ses sment  (AGA) . 4 Th i s  a s ses sment  i s 
recommended in frail elderly subjects and its knowl-
edge allows the development of an individualized 
care plan to improve outcomes.5-7

Frailty is defined as a clinical syndrome character-
ized by a decrease in physiological reserve that makes 
the individual vulnerable to any stressful situation. In 
other words, a state with a high risk of presenting 
adverse outcomes (AOs) in the face of a triggering 
factor. However, there is neither a unanimous defini-
tion of frailty nor a tool that can be considered as a 
reference.8-10 Currently, there is an approach focused 
on physical performance11 and another multidimen-
sional one.12,13

In the hospital emergency department (ED), frail-
ty has been considered in a multidimensional manner 
since the aim is to identify elderly patients at high 
risk of AO, especially those discharged. The frailty 
screening scales Identification Senior at Risk (ISAR)14-16 
and Clinical Frailty Scale (CFS)17,18 is the most widely 
used to date in Anglo-Saxon countries. In Spanish 
EDs they are not common practice. The ISAR requires 
a caregiver to respond to a series of questions on 5 
domains (functional, mental, drugs, sensory deficit, 
and care). The CFS is a scale that includes a comor-
bidity, functional and cognitive assessment based on 
the clinical judgment of medical and/or nursing 
health personnel. Recent reviews question the useful-
ness of the ISAR16 and promote the use of the 
CFS.17,18

Additionally, the Functional Index - eMergency 
(FIM) has been developed. This scale was designed to 
assess functional status in an abbreviated manner in 
four vignettes according to the patient’s or caregiv-
er’s criteria19 and could be used for frailty screening. 
It could be equivalent to the CFS scale, but shorter 
and does not require assessment by a healthcare 
professional.

To date, no studies have validated the FIM scale 
or compared these different frailty screening scales. 
Therefore, the aim was to compare the ability of dif-
ferent frailty scales -CFS, ISAR, FIM- to predict 30-day 
AO in older patients discharged from the emergency 
department.

Methods

Study design

This study is a secondary analysis of the FRAIL-ED-
Madrid registry. It is a multipurpose, prospective, multi-
center, observational cohort study that included, by op-
portunity sampling, patients $ 75 years discharged 
directly from any ED area regardless of diagnosis in 10 
hospitals in Madrid during a 3-month period 
(November 1, 2018 to January 31, 2019). This work in-
cluded those patients from the FRAIL-ED-Madrid regis-
try in whom the studied scales -FIM, CFS and ISAR- and 
30-day follow-up were available.

Independent variables

Demographic variables (age and gender), clinical 
variables (comorbidity according to the Charlson in-
dex,20 number of regular drugs, reason for consultation) 
and VGU were collected: nutritional status (according 
to the abbreviated version of the Mini-Nutritional 
Assessment [SF-MNA]),21 functional status according to 
the Barthel index (100 < 90 independent or mild de-
pendence, 90 < 60 moderate dependence, 60 < 20 se-
vere dependence and 20-0 total dependence),22 history 
of dementia and depression, delirium in the ED accord-
ing to the Confusion Assessment Method (CAM)23 and 
social status. This information was obtained by the in-
vestigating physician at the time of ED discharge 
planning.

The total ISAR score was calculated, resulting from 
the sum of six dichotomous items translated from its 
original version14: 1) before the process for which you 
consulted the emergency department, did you need 
someone to help you on a regular basis; 2) since the 
current process for which you consulted the emergency 
department, have you needed more help than usual for 
your care; 3) do you have serious memory problems; 
4) do you take 3 or more different drugs per day? 
3) do you have serious memory problems; 4) do you 
take 3 or more different drugs per day; 5) do you gen-
erally see well (if you wear glasses, do you see well with 
glasses; and 6) have you been admitted to the hospital 
one or more nights in the last 6 months (excludes 
ED < 24 hours)? Each affirmative answer scores 1. The 
physician who evaluated the patient prior to discharge 
considered the patient to be frail if ISAR $ 3.15,16

The CFS was used according to its original version 
of 9 bullets with their respective explanatory text trans-
lated into Spanish (Figure 1)12: CFS = 1 very active; 
CFS = 2 well; CFS = 3 moderately well; CFS = 4, vulnera-
ble; CFS = 5 moderately frail; CFS = 6 moderately frail; 
CFS = 7 severely frail; CFS = 8 extremely frail and 
CFS = 9 terminally ill. The physician assessed the base-
line situation, prior to the current illness. The patient 
was considered as frail if CFS $ 4.

to the following question: Which best represents 
your baseline situation, prior to the current illness? A 
vignette of a FIM = 1 was considered pre-fragile, a 
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FIM = 2 was considered mildly fragile, a FIM = 3 was 
considered moderately fragile, and a FIM = 4 was con-
sidered severely fragile. Therefore, a FIM $ 2 was con-
sidered fragile.

Outcome variable

The outcome variables were revisit, hospitalization, 
mortality, and functional deterioration (loss of 10 or 
more Barthel index points from baseline) for any cause 
and the composite variable for any of the above AO at 
30 days after discharge from the ED. All patients were 
followed up 30 days after hospital discharge by tele-
phone contact or electronic record review.

Statistical analysis

Qualitative variables are presented as absolute and 
relative frequencies. Quantitative variables are summa-
rized as mean and standard deviation (SD) or as median 
and interquartile range (IQR). The concordance of pre-
dicting frailty of the three scales evaluated was assessed 
by calculating the Kappa index, together with its 95% 
confidence interval (CI), and the percentage of absolute 

agreement between them. The association of each of the 
scales with the 30-day follow-up outcome variables was 
evaluated using the chi-square test and the calculation of 
the odds ratio together with its 95% CI. The predictive 
capacity of the outcome variables at 30 days of each of 
the scales was analyzed by calculating the receiver oper-
ating curve (ROC) and its area under the curve (AUC) 
and its 95% CI. The AUC of each of the scales was com-
pared using the nonparametric approach proposed by 
Delong. Finally, simple multivariate logistic regression 
was used to evaluate the crude and adjusted predictor 
effect of AR of the frailty scales adjusted for clinically rele-
vant variables collected in the VGU or with statistically 
significant differences in the analysis according to the 
composite variable some AR. A p-value < .05 was accept-
ed for all contrasts. Data processing and analysis were 
performed with the STATA 15.0 statistical package 
(StataCorp LLC., College Station, TX, USA).

Ethical considerations

All patients or legal representatives signed the in-
formed consent form. The study was approved by the 
Research Ethics Committee of the Reference Center.

Figure 1. Frailty scales Functional Index - eMergency (FIM) and Clinical Frailty Scale (CFS).
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Results

Of the 820 patients in the Frail-ED-Madrid registry, 
619 (75.5%) cases were included. Twenty-four cases 
(2.9%) were excluded because data from the 3 scales 
were not available and 177 cases (21.6%) because all 
the follow-up variables were not available. Table 1 
shows the demographic and clinical characteristics and 
the data obtained using the VGU. There were no signif-
icant differences in the characteristics of the patients in-
cluded compared to the 201 (24.5%) excluded.

According to the frailty screening scales, 339 pa-
tients (54.8%) were identified as frail according to a 
CFS $ 4, 386 (62.4%) according to a FIM $ 2 and 301 
(48.6%) according to an ISAR $ 3. Two hundred and 
twenty-six patients (36.5%) had some AO at 30 days 
after discharge from the ED: 133 (21.5%) revisited, 78 
(12.6%) hospitalized, 114 (18.4%) functionally im-
paired and 22 (3.6%) died.

Concordance between a CFS $ 4 and a FIM $ 2 
was very good, with a kappa index of 0.81 (95% CI 
0.76-0.86) and an absolute agreement of 90.8%. 
Agreement between a CFS $ 4 and an ISAR $ 3 was 
moderate, with a kappa index of 0.57 (95% CI 0.51-
0.64) and an absolute agreement of 78.7%. Between a 
FIM $ 2 and an ISAR $ 3, agreement was moderate, 
with a kappa index of 0.52 (95% CI 0.46-0.59) and an 
absolute agreement of 75.9%.

The predictive ability of the different frailty screen-
ing scales for the outcome variables is shown in Figure 
2. The predictive ability of the three scales was discrete, 
better for the mortality variable, lower for functional 
deterioration and hospitalization, and worse for revisit. 
There were no statistically significant differences be-
tween them either for the composite outcome variable 
or individually.

Table 2 shows the predictive validity indices of the 
FIM, CFS and ISAR, according to the frailty cutoff 
points, for the composite outcome variable and for 
each of the variables in isolation. FIM and CFS were the 
most sensitive tools. Regarding the isolated variables, 
the FIM scale stands out for a high negative predictive 
value (NPV) for mortality (NPV 99.6), hospitalization 
(NPV 95.3) and functional impairment (NPV 94.7).

Table 3 shows the univariate analysis of demograph-
ic, clinical and VGU-derived variables in relation to the 
composite outcome variable. Older age, higher degree 
of comorbidity and number of drugs, risk of malnutri-
tion, severe dependence, history of dementia and deliri-
um in the ED were associated with a higher risk of pre-
senting any AO 30 days after discharge. After 
multivariate analysis, adjusted for age, sex, moderate or 
severe comorbidity, risk of malnutrition, severe or total 
dependence, history of dementia, ED delirium and rea-
son for ED visit at the index visit, the presence of frailty 
was independently associated with the composite varia-
ble for any AR at 30 days according to CFS $ 4 (ORa 
3.18 CI 95%: 2.02-5.01, P < .001), FIM $ 2 (ORa 3.49 
95% CI: 2.15-5.66, P < .001) and ISAR $ 3 (ORa 2.46 
95% CI: 1.60-3.79, P < .001). Table 4 reflects the crude 

and adjusted effect of each scale with outcome varia-
bles at 30 days after ED discharge.

Discussion

The present work shows the following main results. 
First, at least one in three older patients had some AO 
in the first 30 days after ED discharge. Second, approxi-
mately one in two patients aged 75 years or older dis-
charged from the ED was identified as frail or high risk 
according to three frailty scales: the FIM, the CFS and 
the ISAR. Third, the presence of frailty was a poor 
short-term prognostic factor. Fourth, the frailty screen-
ing scales evaluated predict adverse events in the short 
term. Fifth, the FIM scale, followed by the CFS, was the 
tool with the highest sensitivity and NPV for both the 
composite outcome variable and the isolated variables. 
Sixth, the concordance between the FIM and the CSF 
was very good, but not with the ISAR.

It has been previously reported that approximately 
one in three older patients presents AO in the short 

Table 1. Characteristics of the study population
Variable N (%)
Demographic
Age (years) [mean (SD)] 83 (7)
Gender: female 366 (59.1)

Place of residence:
Socio-health center 58 (9.4)

Reason for consultation
Cardiovascular 180 (29.1)
Abdominal 164 (26.5)
Infection 25 (4.0)
General malaise 44 (7.1)
Neurological 26 (4.2)
Trauma 55 (8.9)
Limb problem 45 (7.3)
Other 80 (12.9)

Degree of comorbidity
Charlson index [median (IQR)] 3 (1-4)
Moderate or severe comorbidity, Charlson Index > 3 313 (50.6)

Number of drugs [mean (SD)] 8.2 (3.6)
Frailty screening scales
ISAR [median (IQR)] 2 (1-4)
CFS [median (IQR)] 4 (2-5)
FIM [median (IQR)] 2 (1-3)

Baseline functional status (Barthel index)
100 < 90 independent or mild dependence 283 (45.7)
90 < 60 moderate dependence 192 (31.0)
60 < 20 severe dependence 105 (17.0)
20-0 total dependence 39 (6.3)

Nutritional status (SF-MNA)
MNA-SF < 12 (risk of malnutrition) 435 (70.3)

Cognitive status
History of dementia 126 (20.4)
History of depression 165 (26.7)
Delirium in the ED 46 (7.4)

Social status
Alone and insufficient help 112 (18.1)

IQR: rango intercuartil; DE: desviación estándar; ISAR: Identification 
Senior at Risk; CFS: Clinical Frailty Scale; FIM: Functional Index - eMer- 
gency; SF-MNA: Mini Nutritional Assessment Short Version.
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Figure 2. Predictive capacity of frailty scales for adverse outcomes 30 days after discharge from the emergency department.
AUC: area under the curve; ISAR: Identification Senior at Risk; CFS: Clinical Frailty Scale; FIM: Functional Index - eMergency.
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term after discharge from the ED.6,15 The present study 
adds to the evidence on the high frequency of frailty in 
older patients and its effect in predicting AO in the ED 
setting.4,6 In previous studies, the frequency described is 
similar15,24 and higher than that documented in the 
community.25 The presence of frailty was an independ-
ent factor for poor short-term outcomes after adjusting 
for moderate or severe comorbidity and severe or total 
dependency, among others. The results obtained justify 
the incorporation of frailty screening in elderly patients 
into clinical practice in the ED at the time of discharge 
planning, to reduce the incidence of adverse events.

The frailty screening scales studied have shown their 
usefulness in predicting short-term AO. The scales used 
have the best performance in predicting mortality, fol-
lowed by functional deterioration, hospitalization and, 
lastly, 30-day ED revisits. These data are in agreement 
with those previously referenced.10-27 In a systematic re-
view, the ISAR was found to be a more sensitive tool for 
identifying mortality (99.2%) than functional impair-

ment (87%), hospitalization (84.9%), and ED revisit 
(75.7%) at 30 days.16 In another review, 30-day CFS 
predicted 30-day mortality 87% of the 68 times it was 
assessed, comorbidity 73% of the 62 cases analyzed, 
and function (current function or functional impair-
ment) 91% of the 45 times it was assessed.18 All-cause 
revisit is a difficult outcome variable to predict in stud-
ies.16,18 It has been proposed to redefine it as AO in the 
first 3-9 days after ED discharge.28

As a novelty, the FIM scale has shown in this study 
good results in identifying elderly patients discharged 
from the ED at risk of presenting an AO in the first 30 
days after discharge. Being identified as robust with the 
FIM scale is related to a high probability of continuing 
to live, without functional deterioration and without the 
need for hospitalization 30 days after discharge from 
the ED.

In Anglo-Saxon countries, the CFS is routinely used 
to screen for frailty in those over 75 years of age pre-
senting to the ED.18,29 In fact, the European Task Force 

Table 2. Predictive ability of the CFS $ 4, FIM $ 2, and ISAR $ 3 scales for outcome variables at 30-day follow-up after ED discharge

Fragility scale N Adverse 
outcome

Sensitivity
(95% CI)

Specificity
(95% CI)

PPV
(95% CI)

NPV
(95% CI)

AUC ROC
(95% CI)

ED revisit at 30 days
CFS $ 4 339 90 67.7 (59.0-75.5) 48.8 (44.2-53.3) 26.5 (21.9-31.6) 84.6 (79.9-88.7) 0.58 (0.54-0.63)
CFS < 4 280 43
FIM $ 2 386 98 73.7 (65.3-80.9) 40.7 (36.3-45.3) 25.4 (21.1-30.0) 85.0 (79.7-89.3) 0.57 0.53-0.62
FIM < 2 233 35
ISAR $ 3 301 81 60.9 (52.1-69.2) 54.7 (50.2-59.2) 26.9 (22.0-32.3) 83.6 (79.1-87.5) 0.61 (0.57-0.65)
ISAR < 3 318 52

Hospitalization at 30 days
CFS $ 4 339 60 76.9 (66.0-85.7) 48.4 (44.1-52.7) 17.7 (13.8-22.2) 93.6 (90.0-96.1) 0.63 (0.58-0.68)
CFS < 4 280 18
FIM $ 2 386 67 85.9 (76.2-92.7) 41.0 (36.9-45.3) 17.4 (13.7-21.5) 95.3 (91.7-97.6) 0.64 (0.59-0.68)
FIM < 2 233 11
ISAR $ 3 301 55 70.5 (59.1-80.3) 54.5 (50.2-58.8) 18.3 (14.1-23.1) 92.8 (89.3-95.4) 0.61 (0.57-0.65)
ISAR < 3 318 23

Functional impairment at 30 
days 
CFS $ 4 339 93 81.6 (73.2-88.2) 52.0 (47.4-56.5) 28.5 (23.7-33.8) 92.3 (88.5-95.2) 0.67 (0.63-0.71)
CFS < 4 280 21
FIM $ 2 386 102 89.5 (82.3-94.4) 44.3 (39.9-48.9) 27.4 (22.9-32.3) 94.7 (90.9-97.2) 0.67 (0.63-0.71)
FIM < 2 233 12
ISAR $ 3 301 84 73.7 (64.6-81.5) 57.1 (52.6-61.6) 28.8 (23.6-34.3) 90.2 (86.3-93.3) 0.65 (0.61-0.70)
ISAR < 3 318 30

Mortality at 30 days
CFS $ 4 339 21 95.5 (77.2-99.9) 46.7 (42.7-50.8) 6.19 (3.9-9.3) 99.6 (98.0-100) 0.71 (0.66-0.76)
CFS < 4 280 1
FIM $ 2 386 21 95.5 (77.2-99.9) 38.9 (34.9-42.9) 5.44 (3.4-8.2) 99.6 (97.6-100) 0.64 (0.60-0.67)
FIM < 2 233 1
ISAR $ 3 301 17 77.3 (54.6-92.2) 52.4 (48.3-56.5) 5.65 (3.3-8.9) 98.4 (96.4-99.5) 0.65 (0.58-0.75)
ISAR < 3 318 5

Compound variable of any 
adverse outcome at 30 days
CFS $ 4 339 163 72.1 (65.8-77.9) 55.2 (50.1-60.2) 48.1 (42.7-53.5) 77.5 (72.2-82.3) 0.64 (0.59-0.68)
CFS < 4 280 63
FIM $ 2 386 180 79.6 (73.8-84.7) 47.6 (42.6-52.6) 46.6 (41.6-51.7) 80.3 (74.6-85.2) 0.64 (0.60-0.67)
FIM < 2 233 46
ISAR $ 3 301 142 62.8 (56.2-69.1) 59.5 (54.5-64.4) 47.2 (41.4-53.0) 73.6 (68.4-78.3) 0.61 (0.57-0.65)
ISAR < 3 318 84

PPV: positive predictive value; NPV: negative predictive value; AUC: area under the curve; ROC: receiver operating curve; ISAR: Identification Senior at 
Risk; CFS: Clinical Frailty Scale; FIM: Functional Index - eMergency.
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on Geriatric Emergency Medicine recommends the CSF 
as a tool for frailty screening in emergency triage.30 In 
this study, the FIM showed a similar predictive capacity 
and good concordance with the CFS. It would have the 
advantage of greater simplicity, speed and not requir-
ing assessment by healthcare personnel. We are aware 
that these frailty scales, in isolation, may be insufficient. 
But they serve to identify the frail or most at-risk pa-
tient who would benefit most from a VGU, which is the 
reference tool for identifying specific problems on 
which to intervene.3-10,30

The present study has important clinical implica-
tions. Screening tools such as the FIM, CFS or ISAR 
could be incorporated as frailty screening scales in 
Spanish emergency departments. According to 
Rockwood et al.12 frailty screening should be performed 
in all patients aged 70 years or older seen in the emer-
gency department. In this study, the evaluation was 
performed in patients aged 75 years or older once the 
decision had been made to discharge them from the 
ED. In our opinion, it would be ideal to incorporate this 
tool in the first assessment, in the form of dual geriatric 
triage, or before making the decision to discharge or 
admit,8,30 to facilitate decision-making in the ED dis-
charge process and guarantee continuity of care.

The present study has certain limitations. In the first 
place, those in accordance with the type of study, such 
as having carried out an opportunity sampling. This is a 
secondary analysis, so the sample size may be limited in 
terms of having sufficient power. Second, the cut-off 
points used to define frailty may influence the frequen-
cy and the ability to predict the results. Third, no exter-

nal validation of the FIM scale has been performed, nor 
has its performance been measured if used by medical 
or nursing staff. Nor has an interobserver correlation 
analysis of the investigators been performed to validate 
a homogeneous use of the scales.

In conclusion, the present study shows that the FIM, 
CFS and ISAR frailty screening scales can be simple 
tools to identify elderly patients discharged from the ED 
at high risk of presenting AO (revisit, hospitalization, 
functional deterioration, or death) within 30 days. 
There is a need to increase the scientific evidence in the 
field of geriatric emergency medicine to improve the 
outcomes and quality of life of older patients seen in 
Spanish EDs.31
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