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Abstract
Background
The proportion of older people in the general population is rising. Accompanying this rise is an increased
prevalence of frailty. Frailty is a syndrome of increased vulnerability to stressors due to decreased
physiological reserve and is linked to increased health services use. Frailty assessment provides a
comprehensive insight into an older person’s health status but is not regularly performed in emergency
departments (EDs) worldwide. Understanding emergency physicians’ (EPs) perspectives on frailty could
assist in facilitating the implementation of frailty assessments in the ED. However, little is known about EP
perceptions of frailty.

Objectives
The aim of this study was to explore perspectives on frailty among EPs.

Design
An exploratory qualitative descriptive study was conducted. EPs’ perspectives on frailty were explored in
semi-structured interviews, including questions on the meaning of frailty, its detection, management, and
potential to improve the care of frail ED patients. Interviews were recorded and transcribed.

Setting
Central Adelaide Local Health Network, which has two EDs in Adelaide, South Australia.

Participants
Sixteen EPs were interviewed. Eleven (69%) were male EPs and 10 (63%) were practicing as EPs for 4 years or
less.

Measurements
We analyzed interview transcripts by inductive thematic analysis. We generated, iteratively revised, and
applied a coding framework, enabling progression to the formulation of themes.

Results
We developed three themes. Theme 1: EPs did not perceive frailty as a priority of care due to their focus on
acuity, and lack of knowledge, time, and resources. Theme 2: EPs referred to detecting and managing frailty
indirectly rather than formally. Theme 3: EPs saw a beneficial role in frailty recognition and management in
the future.

Conclusions
EPs did not perceive frailty as a priority of care. However, they had a positive view on progressing with
increased frailty awareness and holistic management in EM, for patient and health system benefits.

Categories: Emergency Medicine
Keywords: emergency medicine, emergency services, frail older adult, frailty, qualitative research

Introduction
Frailty is a syndrome of increased vulnerability to acute stressors, such as illness, resulting in a heightened
risk of adverse outcomes such as falls and impaired quality of life [1]. Increased health service utilization,
such as emergency department (ED) visits, is a consequence of frailty [2]. The frailty burden is increasing
with the growing aging population worldwide. For example, in Australia, the prevalence of frailty among
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people aged 65 years and over is projected to rise to 609,306 people by 2027 (from 415,769 in 2016); this
trend will have significant quality of life, economic and political implications [3].

Contrary to common belief [4,5], frailty status is non-static and may be reversed if detected early [6].
Measures such as improved nutrition, treatment of comorbidities, and exercise to prevent or reverse the
progression of frailty can lead to beneficial outcomes, such as improved mobility and decreased risk such as
with falls and injury [1]. Frailty assessment is important as it provides insight into an older person’s health
status [1,7], and thereby enables its early detection and timely intervention for possible reversal or
stabilization.

An ED presentation can be a significant point in a frail older patient’s journey, irrespective of whether they
are admitted or discharged [8]. Importantly, interest is increasing in frailty assessment in the ED due to its
potential contribution in guiding clinical decision-making, formulating prognoses, and as a trigger for
advance care planning [2, 9-11]. However, variable rates of frailty assessment in EDs have been reported,
suggesting underlying barriers to its uptake [12-14]. For instance, a 2022 audit survey in the United Kingdom
found that frailty assessments in ED were being conducted in 50 (62.5%) of 80 hospitals reporting a policy to
perform frailty screening [13]. Possible barriers to attention to frailty in acute care include lack of
knowledge, focus on emergency issues, and lack of resources [15-17].

In a recent scoping review, we reported gaps in evidence regarding the relationship between emergency
physician (EP) perspectives (i.e. ED senior doctors or consultants) on frailty and the perceived role of frailty
assessments in EDs [18]. In addition, there is little known about EPs’ perspectives on frailty itself. There
have been at least two interview studies on frailty involving EPs within groups of healthcare workers
(HCWs) [15,16]; however, the perspectives attributable to EPs subgroups cannot be fully determined within
these mixed samples. Our research aimed to address this gap by focusing exclusively on EPs’ perspectives on
frailty given their role as leaders at the ‘front door’ of hospitals and the consequent need to consider their
perspectives when developing frailty interventions for the ED.

This study is part of a protocol-guided research program set in 2017 in the context of a relative dearth then
of knowledge relating to the perspectives of different HCW groups (including general practitioners (GPs),
practice nurses, and orthopedic surgeons) as well as consumers, on frailty and frailty screening [19]. The
insight into these stakeholder groups’ perspectives was deemed an important step in improving awareness
and implementing interventions to identify and manage frailty; related findings have been
published [5,17,20]. The aim of this study was to understand the perspectives of EPs on frailty as a unique
contribution to this program of work. The findings of this article were presented at the Australasian College
for Emergency Medicine (ACEM) Annual Scientific Meeting in Canberra on November 23, 2023. The
perspectives of EPs on frailty screening in the ED are the focus of a future paper as part of this program of
research.

Materials And Methods
We used an exploratory qualitative descriptive method, which represents a straight approach to sampling,
data collection, and analysis [21-24]. Qualitative description includes a low inference approach to the
analysis of participants’ interview data, with the identification of patterns and concepts that stays close to
participants’ words and perspectives. This leads to an inductive development of codes and themes [21-24].
The process was appropriate and comprehensive because relatively little was known about the topic. We
followed the method in our published research protocol [19]. The consolidated criteria for reporting
qualitative research (COREQ) guided our reporting [25].

Setting
The study was conducted in the Central Adelaide Local Health Network (CALHN) which encompasses two
major EDs, at the Royal Adelaide Hospital and The Queen Elizabeth Hospital (TQEH). CALHN serves a
catchment area of 464,692 people [26].

Participants and recruitment
The ED directors agreed for JS (lead author) to invite EPs to participate in the study. There were
approximately 50 EPs working in the CALHN EDs. The study was promoted via introductory briefings by
email, paper-based circulation of a study information flyer, and in-person discussions. The inclusion
criterion was being an EP (consultant in emergency medicine (EM)) working in the CALHN EDs. The
interviewer (JS) approached interested EPs and recruited those willing to take part (purposive sampling by
meeting the inclusion criterion). A sample of 8 to 16 semi-structured interviews was planned [19], with
iterative data analysis occurring. We aimed to reach data saturation in the course of the interview program,
i.e., when no new conceptual codes were identified.

Interviews and data collection
Single interviews with participants (while not on clinical duty) were scheduled at mutually convenient
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times, between May 2018 and May 2019. JS conducted all 16 interviews, face to face, at TQEH ED in a
relatively quiet and comfortable room with minimal disruption. The setting away from the emergency
clinical floor enabled the interviews to proceed without interruption and distraction. After receiving an
introductory briefing and giving written informed consent, participants provided demographic information
(year of birth, gender, number of years in practice as an EP). Interview questions followed a semi-structured
guide, were open-ended, and addressed EP perspectives on features of frailty, its detection and management
as well as frailty screening in EDs (Appendix). Interviews were audio-recorded. JS wrote field notes about
impressions formed in the interview. JS transcribed (verbatim) the 16 audio recordings in Microsoft Word
documents.

Reflexivity
JS was a colleague of the participants, working as an EP in CALHN. Therefore, JS was reflexive in the active
process of developing self-awareness of his knowledge and expertise on frailty, as well as how his insider
position could influence recruitment, data collection, transcription, analysis, and interpretation [27]. JS
wrote reflexive notes throughout the study, asked critical questions to challenge his assumptions, and
discussed reflexivity within research meetings. Reflexivity also assisted with the analysis, and collaboration
with co-researchers by maintaining an open-minded perspective in the development of themes and relating
to participants.

Data analysis
An inductive and iterative thematic analysis of the interview data corpus using qualitative description was
undertaken [19, 21]. Memos and annotations were written from an early stage of analysis to substantiate the
development of concepts, codes, and themes, as well as maintain an audit trail [19, 28, 29]. The data analysis
was managed in NVIVO software (version 12.7.0). Participant demographic data were analyzed in Excel
(version 16.66.1). Two authors (JS and JD) independently analyzed six transcripts to develop, review, and
discuss coding; JS analyzed the remaining ten transcripts. A coding framework was developed through
codebooks including the definition of codes, and iteratively refined as coding progressed, leading to the
formulation of themes and their sub-themes. The investigators held serial meetings on the coding and
theme developments, with JS rereading transcripts and relistening to audio files to review and update
interpretation when indicated. Themes were linked to codes formulated by qualitative description with
attention to the frequency and significance of supporting data relating to the research question on the
perspectives of EPs on frailty. JS drafted diagrams as mind maps to help develop the themes and sub-
themes. Quotations provided underlying evidence for themes.

Ethics approval
The University of Adelaide Human Research Ethics Committee granted approval (HR-2016-238) to conduct
the study.

Results
All 16 EPs approached consented to participate. Eleven (69%) participants were male. Ten (63%) participants
were aged 40 years and older. The median duration of practice as an EP for the group was 3 years within a
range of 4 months to 15 years; 10 (63%) were practicing as EPs for 4 years or less. The 16 interviews ranged
from 10 to 41 minutes in duration (mean = 20 minutes). After analysis of the 12th interview, we observed no
new codes being developed from the final four interviews, confirming an impression of data saturation.
Three themes with related sub-themes were developed (Table 1).
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Themes Sub-themes

Theme 1: EPs did not perceive frailty as a priority of care due to
their focus on acuity, and lack of knowledge, time, and resources.

Sub-theme 1.1: EPs viewed patients’ acute problems as the
immediate priority.

Sub-theme 1.2: EPs perceived a gap in their knowledge about frailty
and infrequently used the term.

Sub-theme 1.3: EPs identified time and workload pressures in the ED
contributed to prioritizing acute problems.

Sub-theme 1.4: EPs perceived a lack of resources to address frailty.

Theme 2: EPs referred to identifying and managing frailty
indirectly rather than formally.

Sub-theme 2.1: EPs understood frailty as a state of functional decline,
usually in older age with multiple factors and vulnerability.

Sub-theme 2.2: EPs were guided by clinical skills and gestalt to
recognize frailty.

Sub-theme 2.3: EPs perceived multidisciplinary care as key to
addressing frailty-related problems, though not necessarily by the ED
team.

Theme 3: EPs saw a beneficial role in ED frailty recognition and
management in the future.

Sub-theme 3.1: EPs perceived potential benefits of frailty awareness in
EM.

Sub-theme 3.2: EPs advocated for resources and training related to
frailty.

TABLE 1: Themes and Sub-themes
ED: emergency department; EM: emergency medicine; EPs: emergency physicians

Theme 1: EPs did not perceive frailty as a priority of care due to their
focus on acuity, and lack of knowledge, time, and resources.
EPs did not see frailty as a priority for care in the ED, perceiving patients’ acute problems as the priority
before chronic problems. They also acknowledged a relative lack of formal or explicit knowledge of frailty.
Participants perceived time and workload pressures as well as lack of resources as barriers to addressing
frailty in the ED.

Sub-theme 1.1: EPs Viewed Patients’ Acute Problems as the Immediate Priority.

Most of the participants perceived their focus and orientation were primarily on patients’ acute problems.
EPs considered that chronic problems such as frailty took time and were a diversion from acute care. As one
participant stated: ‘You’re often trying to take care of the acute problem, even in the frail... and… to take the time
away … and work these more chronic issues is a bit harder’ (EP 13). A minority referred to attending to holistic
or comprehensive care of frail patients in the ED. As one interviewee said: ‘…a holistic assessment of how
their frailty is affecting them and their functioning in their life…’ (EP 11) and discussed how this should be
prioritized when considering frailty assessment.

Sub-theme 1.2: EPs Perceived a Gap in Their Knowledge about Frailty and Infrequently Used the Term .

Most participants perceived gaps in their knowledge about frailty. Some referred to frailty and other
problems in geriatric medicine not being addressed thoroughly in their training. This contributed to their
view that frailty was not a priority in ED patient care. One participant commented on the status in EM
practice about problems associated with aging not having been anticipated: ‘It’s probably not something I
know a whole lot about;...it’s something that’s not focussed on a great deal in our training … I don’t think we
envisaged the situation that we’re in now with an ageing population and all the problems related to ageing’ (EP 9).

Most participants stated they seldom used the term frailty in EM practice in oral and written
communication. A minority referred to thinking about the concept in contrast to explicitly speaking or
writing about it. Some also expressed a commitment to considering the clinical elements of frailty as
opposed to the conceptual syndrome: ‘You need an actual observation of …the changes ’ (EP 4). ‘it’s not a
concept that I would routinely use in my clinical practice, perhaps because our decision making within ED …, often
has to be more concrete than referring to... the concept of frailty…’ (EP 16). One participant described using the
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term as part of the assessment of older patients when considering risks with ED discharge: ‘where I’ve got
some concern about going home, about their safety on discharge’ (EP 11).

Sub-theme 1.3: EPs Identified Time and Workload Pressures in the ED Contributed to Prioritizing Acute
Problems.

Participants perceived operational factors such as high patient activity and workloads (e.g., with ED
overcrowding), contributed to experiencing time pressures. They felt the latter contributed to prioritizing
acute problems over frailty. As one respondent said: ‘just because of the time factor, and the pressure and the
number of patients, and the fact we don’t have all day to kind of sort out something that is probably… not acutely
the issue today’ (EP 10). Similarly, participants also referred to time constraints, associated with limited
patient contact and length of stay in the ED, reinforcing EP’s focus on addressing acute over chronic
problems. As one participant expressed: ‘our focus is nowadays more on time, just get them out … from the
emergency quickly treated if there is any acute intervention but frailty is … a chronic condition …’ (EP 12).

Sub-theme 1.4: EPs Perceived a Lack of Resources to Address Frailty .

Participants identified resource issues as barriers to addressing frailty as a priority in the ED. The most
common issue noted was the difficulties in accessing ancillary staff to provide support for patients with
frailty in the ED and the community. As one expressed: ‘and providing community services per se is not a focus
that EPs have but certainly we do advocate for but haven’t the actual resources available’ (EP 7). Single
respondents referred to, as obstacles in the care of frail older persons, ED staff shortages (EP 9): ‘There is a
lot of overcrowding and things you know are quite crazy … in terms of workload, staff ratios and things like that’,
and problems with the physical environment such as small signs and not transferring older patients to the
appropriate ward (EP 3): ‘Most of the EDs I’ve worked in aren’t really geared up for elderly patients such as
simple things like signage being small…They may not be admitted to the right ward …’.

Theme 2: EPs referred to identifying and managing frailty indirectly
rather than formally.
Participants understood frailty as a functional decline mainly in older age combined with multiple factors
and risks. They perceived the progress of frailty could be delayed, and less often reversed. Participants
described detecting frailty indirectly using clinical observations and gestalt, as opposed to formal screening
and assessment. Participants recognized the importance of multidisciplinary care and communication.
Without formal identification of frailty, they referred to the management of patients’ related problems and
clinical course by addressing associated factors and risks.

Sub-theme 2.1: EPs Understood Frailty as a State of Functional Decline, Usually in Older Age with Multiple
Factors and Vulnerability.

Most EPs had a clinical understanding of frailty as a state of functional decline, mainly associated with
aging and multiple other factors, as well as risk and vulnerability. As one participant expressed: ‘a general …
functional decline and impaired ability to function normally in a normal environment’ (EP 11). A minority of the
participants referred directly to a decreased physiological reserve; as one EP stated: ‘decrease in the
physiological state’ (EP 5). EPs understood there were contributory and associated factors, often in varying
combinations. The most common factors contributing to frailty identified, in addition to aging, were
physical and mental comorbidities including decreased cognitive ability, physical function, and ability for
activities of daily living. As one interviewee described: ‘those who have an underlying decrease of physical or
mental fitness essentially compared to what they were at a younger age or healthier time’ (EP 4). Less frequently
mentioned factors contributing to frailty were falls, social issues, malnutrition, and medications.

Most participants referred to the vulnerability or risk for frail patients to experience an adverse event such as
falls, injury, disease, or deterioration. As one respondent expressed: ‘they are at higher risk for injuries,
diseases …’ (EP 1). The vicious cycle model of frailty, where different factors are linked to the risk of further
deterioration, was described by a couple of participants, as illustrated by this quotation: ‘it can be a vicious
cycle when they’re not caring for themselves as well, their diet suffers, and then they leave themselves vulnerable
to another insult’ (EP 9).

About half of the participants alluded to their observations of frail patients’ difficult experiences. They
perceived frail patients in the health system as feeling vulnerable and isolated. One respondent referred to
the depressing effect of frailty: ‘I think they feel …lost in the system. They can have a sense of despair…in that
they’re battling not only their own physical issues which mentally drags them down’ (EP 5). One EP referred to
patients feeling the term frailty was disparaging and negative: ‘it might be taken as sort of derogatory…’ (EP
8).

Participants understood frailty was non-static, relating to the progression of frailty occurring more
frequently than delayed onset, reversal, or prevention. Broadly, two rates of progression were alluded to. On
one hand, most participants thought that the progression of frailty was usually slow and gradual, with aging
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as the most frequently described contributory factor. On the other hand, some participants mentioned that
frailty could progress faster, such as when individuals experienced an acute event or change of living
conditions, like after major trauma, hospitalization, or admission to a nursing home. As one participant
said: ‘it develops insidiously,... except in some circumstances of major trauma and those sorts of things when you
can suddenly have a change in circumstance…' (EP 7).

Participants alluded to different degrees of treatment effectiveness on the trajectory of frailty. Most EPs
deemed progression of frailty could be slowed with a multidisciplinary approach addressing the causes and
associated factors as indicated, such as exercise, mental and social stimulation, diet, and medications. Most
referred to frailty prevention as delaying deterioration. As one EP stated: ‘regular exercise as you get older,
steady diet would probably slow the ageing process or decrease the chance of frailty coming quicker than later’ (EP
15). Half of the participants referred to potential frailty reversal. As one respondent alluded: ‘with the right
kind of supports and services in place to boost them, support them, they may well be able to come back’ (EP 7).

Sub-theme 2.2: EPs were Guided by Clinical Skills and Gestalt to Recognize Frailty.

Participants’ identification of frailty was indirect. None of the participants reported formally screening for
frailty using screening tools and following with formal assessment and diagnosis of frailty. They described a
path of clinical observation skills and gestalt to detect frailty. As one EP stated: ‘My feeling is that we have a
gestalt, a good picture of it’ (EP 7). Some participants alluded to this process contributing to clinical decision-
making such as for investigations and treatment. As one participant said: ‘One of the things I ask, if someone’s
from a nursing home, is if they’re cognitively intact or not, and if they’re not fully cognitively intact what
their...limits are... so I already make as a very crude or blunt assessment and that does as such influence see how,
assess and manage patients’ (EP 6).

About half of the participants referred to the need for timely identification of frailty, to follow on with
treatment to prevent frailty progression. As one participant exemplified: ‘I think the most important thing is
the early identification and trying to address it before it deteriorates’ (EP 8). A quarter of the interviewees
referred to current under-recognition or decreased awareness of patients in ED having frailty, as referred to
in this quotation: ‘simply under-recognized in the ED’ (EP 15).

Sub-theme 2.3: EPs Perceived Multidisciplinary Care as Key to Addressing Frailty-related Problems, though not
Necessarily by the ED Team.

While perceiving the acute problem as the priority to address in the ED, most participants supported the role
of multidisciplinary management of frailty-related problems after priority acute care, though not necessarily
in the ED. Most referred to managing multiple associated factors as well as vulnerability. As one EP
said: ‘The next step … is to optimize their health both physically, mentally and socially to help improve their
frailty, to make them less frail if physically possible, to prevent re-presentation to the emergency department
again’ (EP 14).

To enable multidisciplinary care for frail patients, EP saw the key role of ED staff communicating across
different settings, such as with HCWs in the community and nursing homes. Some participants referred to
the leadership role of the general practitioner (GP) for the collaborative follow-up of frail patients in the
community. EPs also highlighted the importance of communicating with patients and informal
caregivers. As one respondent stated: ‘it’s more about linking them in …with other services suggesting their
primary care provider, the GP refer them to things like the falls clinic, physiotherapist, potentially dietician….It
generally requires multidisciplinary input …so potentially it is just raising awareness with the patient and their
family members…’ (EP 6).

Theme 3: EPs saw a beneficial role for frailty recognition and
management in EM in the future.
Participants perceived frailty awareness such as frailty screening, assessment, and treatment could
contribute to the future development of emergency care for older patients. They recommended the
improved provision and use of frailty-related resources.

Sub-theme 3.1: EPs Perceived Potential Benefits of Frailty Awareness in EM .

Participants identified the potential benefits of increased attention by HCWs to frailty in the emergency care
of frail older patients. Most recognized the potential value of formal frailty screening within the ED patient
assessment to improve their awareness of patients with frailty. As one participant exemplified: ‘if you
identify someone afflicted with frailty, then when the screen is initiated, it could be official’ (EP 11). Participants
expressed their responsibility and commitment to progressing with frailty-related patient care. As one EP
said: ‘We’re in the ED, the coalface having to learn how we manage these patients complex medical and social
needs’ (EP 3).

Most participants recognized that awareness of the patient’s frailty status could be used within ED decision-
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making processes. Attention to frailty in the ED including flagging, assessment, and management planning
could contribute to improved comprehensive or holistic care either in the hospital or the community. As one
EP said: ‘ … more attention … physical and communicative and cognitive processes ’ (EP 2). This progress with
patient-centered care could consequently improve patient outcomes, such as function and quality of life. As
one EP stated: ‘having them supported so that they continue to function and avoid sort of the loss of function and
independence and care’ (EP 16).

Some participants referred to considering the frailty status in evaluations and communication prior to
deciding on comfort or palliative care for a patient (when indicated and appropriate). As one respondent
said: ‘discussing early with the family about palliation’ (EP 10). Participants also thought that with attention to
frailty, the delivery of care might more likely occur in the appropriate setting. They referred to potentially
optimizing care and assisting frail patients to continue living at home in the community. Furthermore, some
participants reflected on the need for nursing home staff and paramedics’ attention to frailty status when
deciding about transferring residents to the ED. As one participant expressed: “nursing home staff … have to
be made more aware of these things, I’m not sure how much right they [paramedics] have to say: ‘ok, we assess
this patient as frail and have got nothing or medical going on, and the patient does not need to come to the
hospital’” (EP 12).

Participants noted that the awareness of frailty status in patient care, and addressing contributory and risk
factors for adverse outcomes, could also result in improvements in health service use, such as reducing ED
presentations and hospital admissions. As one EP said: ‘less falls... would mean they would have less broken
bones or other reasons to come to ED …. or hospitalization’ (EP 14). Appropriate decisions with avoidance of
unnecessary ones also represented addressing futility, that is measures which are not indicated. As one
interviewee expressed: 'only admitting patients who truly need to be admitted and ensuring as best we can that
patients who can be managed in the community are so, with the appropriate supports in place’ (EP 16).

Sub-theme 3.2: EPs Advocated for Resources and Training Related to Frailty.

Participants referred to the frailty-related needs for improved resource provision and application to progress
with collaborative multidisciplinary care. As one respondent said: ‘having the empathy and the resources to be
able to support them … especially upon discharge and getting home....It’s something that we do lack to some
degree, in that …we are focused more on acute medicine’ (EP 7). References to government and organizational
support for the potential progress were made, such as with community resources including equipment,
follow-up clinics, and access to relevant HCWs. As one EP stated: ‘services that may be provided by the State
government in terms of tools, clinics, dietitians etc’ (EP 6). One participant pointed to improved funding for
frailty-related assessment of nursing home residents; this could also represent improved cost efficiency by
service provision at the appropriate site: ‘if there was … an appropriate sort of funding stream to have patients
assessed in the nursing home by an appropriately skilled clinician…’ (EP 16).

Further to participants alluding to the growing number of older patients attending the ED as well as the
perceived lack of knowledge and skills on frailty, one respondent referred to the case for related training for
EPs and collaborating HCWs to progress with the ED care of frail patients: ‘Training, I would say for
emergency physicians and geriatricians …’ (EP 15).

Discussion
Our qualitative study is relatively novel, exploring solely EPs’ perspectives on frailty, in contrast to other
studies where responses from EPs combined with those of other HCWs were analyzed [14-16, 30-33]. We
found most EPs perceived frailty as a chronic condition, not a priority of emergency care, and seldom
referred to the term. They reported using clinical skills to detect components of frailty rather than a formal
method with validated tools to identify a unified conceptual syndrome. Most participants referred to lacking
knowledge of frailty, but the need for training on frailty was recognized by a minority. Going forward, EPs
envisioned progress with formally detecting and addressing frailty, especially outside the ED setting, for
patients to benefit in their quality of life and wellbeing, and through avoidance of futile care. EPs referred to
their responsibilities including communication and collaboration.

Overall, our participants’ understanding of frailty in older people resembled that of HCWs in other studies,
referring to associated factors and their inter-relations as well as vulnerability [5, 15, 16, 34-37]. Close to
half of our participants demonstrated empathy in their understanding of frail patients’ struggles, such as
patients’ feelings of isolation and depression. These perceptions related to consumers’ perspectives [38-40].
EPs self-acknowledged lacking clinical knowledge on frailty, like other HCW groups namely GPs, orthopedic
surgeons, speech therapists, and mixed [16, 17, 30, 34, 36]. This is likely related to our EPs’ reported lack of
clinical training on frailty and usage of the term. Participants identified barriers to formally addressing
frailty, including clinical orientation, time, and work pressures as well as lack of knowledge, training, and
resources, which have been reported previously [16, 30, 37]. Our participants’ references to the application
of gestalt for detecting frailty as opposed to formal assessment were also identified in other qualitative
studies with other HCWs from Australia and other countries [5, 15, 17, 30, 34]. The strategy for frailty
recognition through skills developed from clinical experience and knowledge from different sources, instead
of focused training, relates to the ‘mindlines’ system described by Gabbay and le May [41]. Without the use
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of a formal method to assess for frailty, however, the diagnosis may be missed or delayed in those with
earlier disease and the severity overcalled in others. This could contribute to decisions or treatments that are
not in the patient’s best interest.

References similar to our ED consultants’ have been made by HCW groups to the relatively recent adoption
and application of the concept of frailty in clinical practice [16], as well as limited education and training on
frailty [16, 30, 42]. The need to improve holistic or comprehensive care of frail older adults has been referred
to by health professionals in other studies [15, 43], and reflected in consumer perspectives [44, 45]. To
address this, undergraduate, specialization, and professional development programs need to continue
progressing with the incorporation of frailty education [30]. For example, the recent inclusion of attention to
frailty in the emergency care of older patients by the Australasian College for Emergency Medicine occurred
in 2020 in its policy for the care of older people in the ED [8], and in its Fellowship training curriculum in
2021 [46, 47].

Our participants did not mention working within a frailty-related ED model of care for frail older persons
such as those in place in Singapore with the frailty-ready EDs system [11], and in the United States of
America with the Geriatric Emergency Department collaborative model [48]. Such systems of care have been
evolving worldwide in the past decade [11, 49-51]. Our EP respondents concur with HCWs in other
qualitative studies on the potential benefits of frailty identification and collaborative multidisciplinary
patient-centered care [15, 30, 43], including understanding the frail patient’s needs and risk [16], improved
quality of life in different treatment circumstances (e.g., palliative care [52]), and measurable outcomes such
as hospital admission avoidance [32]. Evidence has been growing about the impact of frailty awareness in the
ED, to a greater extent presently on associations of frailty status as a predictor for patient outcomes (such as
admission and mortality) [2, 53, 54] compared to patient and system benefits of frailty-related interventions
in the ED [10, 51, 54-57]. For example, two studies set in Singapore within the Emergency Department
Interventions For Frailty (EDIFY) program described favorable results with a multicomponent frailty
intervention by geriatric HCWs for older patients prior to ED discharge [55, 56], with decreased admission
rates in the first study [55], and reduced ED re-presentations as well as better preservation of function in the
second [56].

Limitations
Data were collected within one health network without a formal frailty-related ED model of care in place.
Data from a broader catchment with diversity in frailty-related ED care models would likely generate
different results. EPs’ perspectives on frailty in different health jurisdictions would vary as evidence-based
knowledge on frailty, and related implementation of frailty screening and management evolve at variable
rates. While more of a note on context rather than a limitation, the interviews were conducted in 2018-2019
prior to the COVID-19 pandemic; workplace knowledge and culture have shifted post-pandemic in complex
and unpredictable ways. While the interviewer (JS) took steps to be reflexive, this may not have altogether
mitigated the influence of his professional background and relationship with participants on data collection
and analysis.

Conclusions
Our qualitative exploration of perspectives on frailty among EPs has identified frailty as not being a priority
of emergency care, with perceived barriers including a focus on acute care, time and workload pressures, and
lack of knowledge and resources. Nevertheless, participants were open to the benefits of frailty interventions
for frail patients. Not only is there a need for frailty education to become commonplace within
undergraduate and specialty training programs, but there is also a need to build the evidence base to
convince clinicians of the benefit of frailty awareness and move toward the implementation of promising
new practices such as frailty screening. Leadership in the ongoing development of frailty-related systems of
ED care is indicated as well. While evidence is emerging, there remain important areas for future research,
such as investigations across diverse jurisdictions with various models of ED practice. However, this research
provided an important snapshot into the perspectives of EPs on frailty within one health network. As health
systems grapple with an aging population, our findings could contribute to facilitating the implementation
of frailty screening, assessment, and corresponding frailty-related interventions in the ED.

Appendices
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Questions in the interview guide

What does frailty mean to you?

What are your general thoughts on the term itself? (Connotations?)

Do you ever refer to the term frailty in your practice? (Colleagues? Patients? Families?)

What do you think are the experiences of frail persons?

Thinking of what frailty means to you, can you offer a definition of frailty from a clinical perspective?

When would you say that someone is frail?

What is your understanding of how frailty develops?

How does it progress?

What, if anything, can be done to prevent people from becoming frail?

What can be done once a person is frail?

What can emergency department physicians (and other health care providers) do to improve care of pre-frail and frail persons?

Can you describe your attitude toward the concept of frailty screening? Under what circumstances if any do you feel it would be useful?
Under which time points and settings would it be most useful?

What would make a screening tool most feasible for use within your practice context?

If a tool indicated a patient to be frail, what would the logical next steps be for you? Would this change how you already practice? (If so, in
what ways?)

In relation to the transfer of nursing home residents to the emergency department, what role for decision-making do you see with frailty
screening in the emergency department?

Moreover, with regards to the residents’ transfer from the nursing home to the emergency department, what role for pre-hospital decision-
making can you suggest with frailty screening at the nursing home?

TABLE 2: Emergency Department Physician Interview Guide. Frailty and Frailty Screening

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  James Smyth, Renuka Visvanathan, Mandy Archibald

Acquisition, analysis, or interpretation of data:  James Smyth, Joanne Dollard, Renuka Visvanathan,
Mandy Archibald

Drafting of the manuscript:  James Smyth, Joanne Dollard, Renuka Visvanathan, Mandy Archibald

Critical review of the manuscript for important intellectual content:  James Smyth, Joanne Dollard,
Renuka Visvanathan, Mandy Archibald

Supervision:  James Smyth, Joanne Dollard, Renuka Visvanathan, Mandy Archibald

Disclosures
Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. The University of Adelaide Human Research Ethics Committee issued approval
HR-2016-238. The University of Adelaide Human Research Ethics Committee granted approval (HR-2016-
238) to conduct the study. Animal subjects: All authors have confirmed that this study did not involve
animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all
authors declare the following: Payment/services info: Renuka Visvanathan received grants from: -National
Health and Medical Research Council of Australia Centre of Excellence. (NHMRC Centre of Research
Excellence (APP1102208)) -Hospital Research Foundation. (THRF (2016-01-Strategic-R)). Financial

 

2024 Smyth et al. Cureus 16(12): e75670. DOI 10.7759/cureus.75670 9 of 12



relationships: Renuka Visvanathan declare(s) a grant from Medical Research Future Fund . Research grant
funding to other investigator for project I am involved in. . Renuka Visvanathan declare(s) a grant from
Australian Research Council. Research grant funding to other investigator for project I am involved in.
Renuka Visvanathan declare(s) a grant from Canadian Institute of Health Research. Research grant funding
to other investigator for project I am involved in. Renuka Visvanathan declare(s) non-financial support from
Central Adelaide Local Health Network. In kind support through enabling participation of emergency
physicians (In Kind). Renuka Visvanathan declare(s) personal fees from Ministry of Health Malaysia .
Consultancy to support medical placement of family physicians. Renuka Visvanathan declare(s) personal
fees from Health Consult Pty Ltd. For participation in Expert Working Group. Renuka Visvanathan declare(s)
personal fees from Woodville South GP. For providing a lecture. Renuka Visvanathan declare(s) non-
financial support from HealthyVibes.ai. Co-Founder to a technological start up involved in remote patient
monitoring. Other relationships: James Smyth was a colleague of the emergency physician interviewees in
the Central Adelaide Local Health Network. James Smyth is a member of the Australasian College for
Emergency Medicine (ACEM) Preparation for Population Ageing-Working Group (APPA-WG). James Smyth
is the Surf Life Saving South Australia representative and deputy chairman of the South Australian Branch of
the Australian Resuscitation Council.

Acknowledgements
The research team gratefully acknowledges the participants’ contribution in this study.

References
1. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K: Frailty in elderly people . Lancet. 2013, 381:752-62.

10.1016/S0140-6736(12)62167-9
2. Theou O, Squires E, Mallery K, et al.: What do we know about frailty in the acute care setting? A scoping

review. BMC Geriatr. 2018, 18:139. 10.1186/s12877-018-0823-2
3. Taylor D, Barrie H, Lange J, Thompson MQ, Theou O, Visvanathan R: Geospatial modelling of the

prevalence and changing distribution of frailty in Australia - 2011 to 2027. Exp Gerontol. 2019, 123:57-65.
10.1016/j.exger.2019.05.010

4. Archibald MM, Lawless MT, Ambagtsheer RC, Kitson AL: Understanding consumer perceptions of frailty
screening to inform knowledge translation and health service improvements. Age Ageing. 2021, 50:227-32.
10.1093/ageing/afaa187

5. C Ambagtsheer R, M Archibald M, Lawless M, Mills D, Yu S, Beilby JJ: General practitioners' perceptions,
attitudes and experiences of frailty and frailty screening. Aust J Gen Pract. 2019, 48:426-33. 10.31128/AJGP-
11-18-4757

6. Thompson MQ, Theou O, Adams RJ, Tucker GR, Visvanathan R: Frailty state transitions and associated
factors in South Australian older adults. Geriatr Gerontol Int. 2018, 18:1549-55. 10.1111/ggi.13522

7. Silver Book II. Quality care for older people . (2021). Accessed: October 9, 2021:
https://www.bgs.org.uk/resources/resource-series/silver-book-ii.

8. Care of older persons in the emergency department . (2020). Accessed: October 15, 2022:
https://acem.org.au/getmedia/bfd84f83-fcb2-492a-9e66-
47b7896e5c70/Policy_on_the_Care_of_Older_Persons_in_the_ED.

9. Brousseau AA, Dent E, Hubbard R, Melady D, Émond M, Mercier É, Costa AP: Identification of older adults
with frailty in the Emergency Department using a frailty index: results from a multinational study. Age
Ageing. 2018, 47:242-8. 10.1093/ageing/afx168

10. Shrapnel S, Dent E, Nicholson C: A nurse-led model of care within an emergency department reduces
representation rates for frail aged care residents. Aging Clin Exp Res. 2019, 31:1695-8. 10.1007/s40520-018-
1101-z

11. Chong E, Ong T, Lim WS: Editorial: Front-door geriatrics: Frailty-ready emergency department to achieve
the quadruple aim. J Frailty Aging. 2023, 12:254-7. 10.14283/jfa.2023.42

12. Källberg AS, Berg LM, Skogli S, Bjurbo C, Muntlin Å, Ehrenberg A: Prevalence of frailty and associated
factors in older adults seeking care at Swedish emergency departments. BMC Geriatr. 2023, 23:798.
10.1186/s12877-023-04545-2

13. Knight T, Atkin C, Martin FC, Subbe C, Holland M, Cooksley T, Lasserson D: Frailty assessment and acute
frailty service provision in the UK: Results of a national 'day of care' survey. BMC Geriatr. 2022, 22:19.
10.1186/s12877-021-02679-9

14. Cubitt M, Braitberg G, Curtis K, Maier AB: Models of acute care for injured older patients—Australia and
New Zealand practice. Injury. 2023, 54:223-31. 10.1016/j.injury.2022.08.060

15. Brouwers C, Merten H, Willems M, et al.: Improving care for older patients in the acute setting: A qualitative
study with healthcare providers. Netherlands J Med. 2017, 75:335-43.

16. Liu X, Le MK, Lim AY, et al.: Perspectives on frailty screening, management and its implementation among
acute care providers in Singapore: a qualitative study. BMC Geriatr. 2022, 22:58. 10.1186/s12877-021-02686-
w

17. Archibald MM, Lawless M, Gill TK, Chehade MJ: Orthopaedic surgeons' perceptions of frailty and frailty
screening. BMC Geriatr. 2020, 20:17. 10.1186/s12877-019-1404-8

18. Smyth J, Umapathysivam K, Hendrix I, Grantham H, Arendts G, Visvanathan R: Review article: Roles of
activities of daily living and frailty assessments for residents of residential aged care services in emergency
department transfers: A scoping review. Emerg Med Australas. 2022, 34:675-86. 10.1111/1742-6723.14055

19. Archibald MM, Ambagtsheer R, Beilby J, Chehade MJ, Gill TK, Visvanathan R, Kitson AL: Perspectives of
Frailty and Frailty Screening: Protocol for a Collaborative Knowledge Translation Approach and Qualitative
Study of Stakeholder Understandings and Experiences. BMC Geriatr. 2017, 17:87. 10.1186/s12877-017-0483-
7

 

2024 Smyth et al. Cureus 16(12): e75670. DOI 10.7759/cureus.75670 10 of 12

https://dx.doi.org/10.1016/S0140-6736(12)62167-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S0140-6736(12)62167-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-018-0823-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-018-0823-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.exger.2019.05.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.exger.2019.05.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afaa187?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afaa187?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.31128/AJGP-11-18-4757?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.31128/AJGP-11-18-4757?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/ggi.13522?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/ggi.13522?utm_medium=email&utm_source=transaction
https://www.bgs.org.uk/resources/resource-series/silver-book-ii?utm_medium=email&utm_source=transaction
https://www.bgs.org.uk/resources/resource-series/silver-book-ii?utm_medium=email&utm_source=transaction
https://acem.org.au/getmedia/bfd84f83-fcb2-492a-9e66-47b7896e5c70/Policy_on_the_Care_of_Older_Persons_in_the_ED?utm_medium=email&utm_source=transaction
https://acem.org.au/getmedia/bfd84f83-fcb2-492a-9e66-47b7896e5c70/Policy_on_the_Care_of_Older_Persons_in_the_ED?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afx168?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afx168?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s40520-018-1101-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s40520-018-1101-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14283/jfa.2023.42?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14283/jfa.2023.42?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-023-04545-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-023-04545-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02679-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02679-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.injury.2022.08.060?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.injury.2022.08.060?utm_medium=email&utm_source=transaction
https://www.njmonline.nl/article.php?a=1896&d=1253&i=209&utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02686-w?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02686-w?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-019-1404-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-019-1404-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/1742-6723.14055?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/1742-6723.14055?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-017-0483-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-017-0483-7?utm_medium=email&utm_source=transaction


20. Archibald M, Lawless M, Ambagtsheer RC, Kitson A: Older adults' understandings and perspectives on
frailty in community and residential aged care: an interpretive description. BMJ Open. 2020, 10:e035339.
10.1136/bmjopen-2019-035339

21. Sandelowski M: Whatever happened to qualitative description?. Research in nursing & health. 2000, 23:334-
340. 10.1002/1098-240X(200008)23:4<334::AID-NUR9>3.0.CO;2-G

22. Sandelowski M: What's in a name? Qualitative description revisited . Res Nurs Health. 2010, 33:77-84.
10.1002/nur.20362

23. Kim H, Sefcik JS, Bradway C: Characteristics of Qualitative Descriptive Studies: A Systematic Review . Res
Nurs Health. 2017, 40:23-42. 10.1002/nur.21768

24. Neergaard MA, Olesen F, Andersen RS, Sondergaard J: Qualitative description - the poor cousin of health
research?. BMC Med Res Methodol. 2009, 9:52. 10.1186/1471-2288-9-52

25. Tong A, Sainsbury P, Craig J: Consolidated criteria for reporting qualitative research (COREQ): a 32-item
checklist for interviews and focus groups. Int J Qual Health Care. 2007, 19:349-57. 10.1093/intqhc/mzm042

26. CALHN-Strategic ambition. (2022). Accessed. Accessed: October 20, 2022:
https://centraladelaide.health.sa.gov.au/wp-content/uploads/2022/10/CALHN-Strategic-Ambitions.pdf..

27. Mills J, Birks M: Qualitative methodology: A practical guide . Sage Publications, Inc., Los Angeles; 2014.
10.4135/9781473920163

28. Elliott V: Thinking about the coding process in qualitative data analysis . Qualitative report. 2018, 23:2850-
61. 10.46743/2160-3715/2018.3560

29. Braun V, Clarke V: Using thematic analysis in psychology . Qual Res Psychol. 2006, 3:77-101.
10.1191/1478088706qp063oa

30. Moloney E, O'Donovan MR, Sezgin D, McGrath K, Timmons S, O'Caoimh R: Frailty knowledge, use of
screening tools, and educational challenges in emergency departments in Ireland: A multisite survey. J
Emerg Nurs. 2024, 50:22-35. 10.1016/j.jen.2023.08.008

31. O'Shaughnessy Í, Fitzgerald C, Whiston A, et al.: Establishing the core elements of a frailty at the front door
model of care using a modified real-time Delphi technique. BMC Emerg Med. 2023, 23:123. 10.1186/s12873-
023-00893-9

32. Shoultz TH, Moore M, Reed MJ, et al.: Trauma providers' perceptions of frailty assessment: A mixed-
methods analysis of knowledge, attitudes, and beliefs. South Med J. 2019, 112:159-63.
10.14423/SMJ.0000000000000948

33. Conroy S, Brailsford S, Burton C, et al.: Identifying models of care to improve outcomes for older people
with urgent care needs: A mixed methods approach to develop a system dynamics model. Health Soc Care
Deliv Res. 2023, 11:1-183. 10.3310/NLCT5104

34. Korenvain C, Famiyeh IM, Dunn S, Whitehead CR, Rochon PA, McCarthy LM: Identifying frailty in primary
care: A qualitative description of family physicians' gestalt impressions of their older adult patients. BMC
Fam Pract. 2018, 19:61. 10.1186/s12875-018-0743-4

35. Shaw RL, Gwyther H, Holland C, et al.: Understanding frailty: Meanings and beliefs about screening and
prevention across key stakeholder groups in Europe. Ageing and society. Age Soc. 2018, 38:1223-52.
10.1017/S0144686X17000745

36. Cummings K, Murray J, Lawless MT: The role of speech-language pathologists in frailty: An Australian
qualitative study of perceptions, practices, and opportunities. Int J Speech Lang Pathol. 2024, 1-8.
10.1080/17549507.2023.2287428

37. Wolf LA, Delao A, Clark PR, et al.: Frailty means falling between the cracks: A qualitative study exploring
emergency nurses' understanding of frailty and its use in informing clinical decision-making related to
acuity, care, and disposition. Geriatr Nurs. 2024, 59:203-7. 10.1016/j.gerinurse.2024.07.015

38. Regen E, Phelps K, van Oppen JD, et al.: Emergency care for older people living with frailty: Patient and carer
perspectives. Emerg Med J. 2022, 39:726-32. 10.1136/emermed-2022-212420

39. Bull C, Latimer S, Crilly J, Gillespie BM: A systematic mixed studies review of patient experiences in the ED .
Emerg Med J. 2021, 38:643-9. 10.1136/emermed-2020-210634

40. Hoon LS, Mackey S, Hong-Gu H: Elderly patients' experiences of care received in the emergency
department: A systematic review. JBI Library Sys Rev. 2012, 10:1363-409. 10.11124/jbisrir-2012-52

41. Gabbay J, le May A: Evidence based guidelines or collectively constructed "mindlines?" Ethnographic study
of knowledge management in primary care. BMJ. 2004, 329:1013. 10.1136/bmj.329.7473.1013

42. Hesselink G, Sir Ö, Öztürk E, Heiwegen N, Olde Rikkert M, Schoon Y: Effects of a geriatric education program
for emergency physicians: A mixed-methods study. Health Educ Res. 2020, 35:216-27. 10.1093/her/cyaa007

43. Ekermo D, Ronnås M, Muntlin Å: Fundamental nursing actions for frail older people in the emergency
department: A national cross-sectional survey and a qualitative analysis of practice guidelines. J Adv Nurs.
2023, 79:3115-26. 10.1111/jan.15627

44. Blomaard LC, Olthof M, Meuleman Y, de Groot B, Gussekloo J, Mooijaart SP: Experiences with and attitudes
towards geriatric screening among older emergency department patients: A qualitative study. BMC Geriatr.
2021, 21:198. 10.1186/s12877-021-02144-7

45. van Oppen JD, Coats TJ, Conroy SP, et al.: What matters most in acute care: An interview study with older
people living with frailty. BMC Geriatr. 2022, 22:156. 10.1186/s12877-022-02798-x

46. FACEM Training Program Curriculum. (2021 ). Accessed: February 20, 2023:
https://acem.org.au/getmedia/9af41df8-677f-44ed-b245-440164155f56/FACEM-Curriculum-2021.

47. Heath R, Banerjee J, Tyler KR, Pattiaratchi T, Burkett E: Current Geriatric Emergency Medicine Education
and Training in Australasia: How this relates to the global context and opportunities for the future. Emerg
Med Australas. 2024, 36:140-8. 10.1111/1742-6723.14348

48. Geriatric emergency department guidelines. Ann Emerg Med. 2014, 63:e7-25.
10.1016/j.annemergmed.2014.02.008

49. Magidson PD, Carpenter CR: Trends in geriatric emergency medicine . Emerg Med Clin North Am. 2021,
39:243-55. 10.1016/j.emc.2020.12.004

50. Whiting E, Scott IA, Hines L, et al.: A whole-of-health system approach to improving care of frail older
persons. Aust Health Rev. 2022, 46:629-34. 10.1071/AH22170

 

2024 Smyth et al. Cureus 16(12): e75670. DOI 10.7759/cureus.75670 11 of 12

https://dx.doi.org/10.1136/bmjopen-2019-035339?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bmjopen-2019-035339?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/1098-240X(200008)23:4<334::AID-NUR9>3.0.CO;2-G?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/1098-240X(200008)23:4<334::AID-NUR9>3.0.CO;2-G?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/nur.20362?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/nur.20362?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/nur.21768?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/nur.21768?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-2288-9-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-2288-9-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/intqhc/mzm042?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/intqhc/mzm042?utm_medium=email&utm_source=transaction
https://centraladelaide.health.sa.gov.au/wp-content/uploads/2022/10/CALHN-Strategic-Ambitions.pdf.?utm_medium=email&utm_source=transaction
https://centraladelaide.health.sa.gov.au/wp-content/uploads/2022/10/CALHN-Strategic-Ambitions.pdf.?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4135/9781473920163?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4135/9781473920163?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.46743/2160-3715/2018.3560?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.46743/2160-3715/2018.3560?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1191/1478088706qp063oa?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1191/1478088706qp063oa?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jen.2023.08.008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jen.2023.08.008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12873-023-00893-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12873-023-00893-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14423/SMJ.0000000000000948?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14423/SMJ.0000000000000948?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3310/NLCT5104?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3310/NLCT5104?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12875-018-0743-4?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12875-018-0743-4?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0144686X17000745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0144686X17000745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1080/17549507.2023.2287428?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1080/17549507.2023.2287428?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.gerinurse.2024.07.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.gerinurse.2024.07.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emermed-2022-212420?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emermed-2022-212420?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emermed-2020-210634?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emermed-2020-210634?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.11124/jbisrir-2012-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.11124/jbisrir-2012-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bmj.329.7473.1013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bmj.329.7473.1013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/her/cyaa007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/her/cyaa007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/jan.15627?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/jan.15627?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02144-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02144-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-022-02798-x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-022-02798-x?utm_medium=email&utm_source=transaction
https://acem.org.au/getmedia/9af41df8-677f-44ed-b245-440164155f56/FACEM-Curriculum-2021?utm_medium=email&utm_source=transaction
https://acem.org.au/getmedia/9af41df8-677f-44ed-b245-440164155f56/FACEM-Curriculum-2021?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/1742-6723.14348?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/1742-6723.14348?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.annemergmed.2014.02.008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.annemergmed.2014.02.008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.emc.2020.12.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.emc.2020.12.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1071/AH22170?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1071/AH22170?utm_medium=email&utm_source=transaction


51. Huang YL, McGonagle M, Shaw R, Eastham J, Alsaba N, Lin CC, Crilly J: Models of care for frail older
persons who present to the emergency department: A scoping review of the literature. Int Emerg Nurs.
2023, 66:101250. 10.1016/j.ienj.2022.101250

52. Sharp T, Malyon A, Barclay S: GPs' perceptions of advance care planning with frail and older people: A
qualitative study. Br J Gen Pract. 2018, 68:e44-53. 10.3399/bjgp17X694145

53. Boreskie KF, Hay JL, Boreskie PE, Arora RC, Duhamel TA: Frailty-aware care: Giving value to frailty
assessment across different healthcare settings. BMC Geriatr. 2022, 22:13. 10.1186/s12877-021-02722-9

54. Fehlmann CA, Nickel CH, Cino E, Al-Najjar Z, Langlois N, Eagles D: Frailty assessment in emergency
medicine using the Clinical Frailty Scale: A scoping review. Intern Emerg Med. 2022, 17:2407-18.
10.1007/s11739-022-03042-5

55. Chong E, Zhu B, Tan H, et al.: Emergency Department Interventions for Frailty (EDIFY): Front-Door
Geriatric Care Can Reduce Acute Admissions. J Am Med Dir Assoc. 2021, 22:923-928.e5.
10.1016/j.jamda.2021.01.083

56. Chong E, Zhu B, Ng SH, et al.: Emergency department interventions for frailty (EDIFY): Improving
functional outcomes in older persons at the emergency department through a multicomponent frailty
intervention. Age Ageing. 2022, 51:afab251. 10.1093/ageing/afab251

57. Harper KJ, Williamson M, Edwards D, Haak J, Barton A, Slatyer S: Older women's view on frailty and an
Emergency Department evidence-based Frailty Intervention Team (FIT) program: An evaluation using the
Reach, Effectiveness, Adoption, Implementation, Maintenance RE-AIM framework. Australas Emerg Care.
2023, 26:264-70. 10.1016/j.auec.2023.02.003

 

2024 Smyth et al. Cureus 16(12): e75670. DOI 10.7759/cureus.75670 12 of 12

https://dx.doi.org/10.1016/j.ienj.2022.101250?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ienj.2022.101250?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3399/bjgp17X694145?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3399/bjgp17X694145?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02722-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12877-021-02722-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s11739-022-03042-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s11739-022-03042-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jamda.2021.01.083?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jamda.2021.01.083?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afab251?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ageing/afab251?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.auec.2023.02.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.auec.2023.02.003?utm_medium=email&utm_source=transaction

	Perspectives on Frailty Among Emergency Physicians: A Qualitative Descriptive Study
	Abstract
	Background
	Objectives
	Design
	Setting
	Participants
	Measurements
	Results
	Conclusions

	Introduction
	Materials And Methods
	Setting
	Participants and recruitment
	Interviews and data collection
	Reflexivity
	Data analysis
	Ethics approval

	Results
	TABLE 1: Themes and Sub-themes
	Theme 1: EPs did not perceive frailty as a priority of care due to their focus on acuity, and lack of knowledge, time, and resources.
	Theme 2: EPs referred to identifying and managing frailty indirectly rather than formally.
	Theme 3: EPs saw a beneficial role for frailty recognition and management in EM in the future.

	Discussion
	Limitations

	Conclusions
	Appendices
	TABLE 2: Emergency Department Physician Interview Guide. Frailty and Frailty Screening

	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


