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EDITORIAL

On  frailty,  quality  of life and post-ICU  syndrome

De  fragilidad,  calidad  de  vida  y síndrome  post-UCI

In  the  current  number  of  Medicina  Intensiva,  Peñuelas  et  al.1

analyze  the  frailty  of  patients  admitted  to  the  Intensive  Care
Unit  (ICU)  due  to  respiratory  failure  secondary  to COVID-
19.  This  prospective  multicenter  (8 centers)  study  carried
out  in  Mexico  measured  patient  frailty  upon  admission  and 6
months  after  discharge  from  the  ICU. A total  of  164 patients
underwent  complete  follow-up.  Only  22%  of the  patients
who  were  initially  robust  remained  so  6  months  after  dis-
charge  from  the ICU,  reflecting  a worsening  of  prior  physical
condition  in  most  of the subjects.  Only  the need  for  mechan-
ical  ventilation  (MV)  was  related  to  the worsening  of the
basal  condition  in these  patients.  The  study  cohort  consisted
of  relatively  young  individuals,  with  scant  comorbidity  and
mostly  with  non-severe  acute  respiratory  distress  syndrome
(ARDS)  and  practically  no  frailty  upon  admission,  so practi-
cally  no other  risk  factors  for  long-term  deterioration  were
identified.

The  study  presents  a novel  approach  by  assessing  frailty
not  so  much  as  a risk  factor  but  as  an ‘‘outcome’’  variable
following  admission  to  the ICU.

Frailty  is  defined  as  a  condition  characterized  by  a  loss
of  functional  reserves,  failure  of the homeostatic  mecha-
nisms,  and  vulnerability  toward  a  range  of  adverse  outcomes
such  as falls,  disability,  an increased  need  for  medical  care,
and  premature  death.2 To date,  frailty  has  been  studied  and
defined  as  a risk  factor  for  poor  outcomes  in the abovemen-
tioned  terms,  and many  studies  have  related  frailty  before
ICU  admission  to  the life  and  functional  prognosis  of  the
patient  at  discharge  ---  also  in patients  with  acute  respiratory
failure  due  to  COVID-19.3,4

The  patients  included  in the mentioned  study  were
mostly  not  frail at the  time  of  admission,  and  their  func-
tional  and  cognitive  status worsened  due  to  the  severity  of
their  pneumonia  and  the  need  for  admission  to  the  ICU  and
mechanical  ventilation.  The  study  assessed  functional  wors-
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ening  as  ‘‘worsened  frailty’’  (which  in most  of the  included
patients  would  correspond  to ‘‘acquired  frailty’’),  based on
the  FRAIL  fragility  scale.

This  approach  raises two  very  interesting  issues  for
debate:

The  first  is  how  to  measure  frailty.  The  mentioned  authors
used  the  FRAIL  scale,  which  evaluates  5 dimensions:  fatigue,
resistance,  mobility,  the presence  of  certain  disease  con-
ditions,  and weight  loss  in  the last  year.  The  existence  of
frailty  is defined  by  a score  of  three  or  more.  The  tool  has
been  validated  in its  area  of  influence,  and is  based  on  the
personal  assessment  of  the individual.  Some  studies  in crit-
ically  ill  patients  have  used  the  CFS (Clinical  Frailty  Scale),
which  makes  use  of  a  pictographic  scale  of  9 ‘‘states’’  that
range  from  a  robust  individual  to  a severely  frail person.  This
score  is  easier  to  record,  and  in most  cases,  frailty  is  defined
by  a  score  of  5 or  more.  The  Frailty  Index  in turn  has  been
little  used  in Intensive  Care  Medicine.  It explores  43  items
related  to  the  physical,  emotional  and  cognitive  spheres,
and  proves  more  laborious  to  apply  than  the  other  scales.4,5

The  most appropriate  method  (considering  robustness,  sim-
plicity  and  the adoption  of  a multidimensional  approach
to  the  concept)  for  identifying  patient  frailty  in  deciding
admission  to  the ICU  and  allowing  comparisons  to be  made
between  populations  from  different  studies  remains  to  be
established.

The  second  and  unexpected  issue  for  debate  of the  men-
tioned  study  refers  to  when  and  how  measurement  should
be  made  of the impact  upon  patient  quality of  life  and
health  status  after  an episode  of  acute  serious  illness.  We
know  that  in many  cases functional  loss  is  accompanied  by
cognitive  and  emotional  disturbances  within  the context  of
the  so-called  post-ICU  syndrome  (PICUS).  On first  address-
ing  ‘‘when’’,  the  time  elapsed  from  hospital  discharge  to  30
days  after  discharge  is considered  to  represent  a  short  term,
while  a time  from  three  months  and beyond  is  considered
to  represent  a  long  term  ---  though  some  studies  describe
follow-up  periods  of  up to  5 years.6 In  the study  published
by  Peñuelas  et  al.,  follow-up  was  made  6  months  after
hospital  discharge,  and  this  same  period  has  been  used  in
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most  post-COVID  studies.7 Although  6  months  is  considered
to  represent  long-term  follow-up,  and few  studies  exceed
this  period,  it is  not  clear  whether  this  time  is  sufficient
or  whether  as  pointed  out by  some authors,8 the patient’s
health  condition  may  still  improve  if measures  aimed  at
reverting  worsening  are further  maintained  after  identifying
the  patients  at risk.

With  regard  to  ‘‘how’’,  at present  and  following  several
studies  that  describe not  only  functional  but  also  cognitive
and  mental  health  problems  in an important  proportion  of
critically  ill  patients  following  ICU stay  (in what  is  known  as
PICS),  the  scales  and  tools  that  intend  to  measure  patient
quality  of  life  over  the short  and  long  term  after  ICU  admis-
sion  must  not focus  only on  the  assessment  of  physical
reserve  but  should  also  consider  the  cognitive  and  emotional
dimensions.9 The  simple  frailty  scales  that  group  patients
mainly  according  to  their  physical functional  status  and  the
EuroQol-5D-5L  scale,  classically  used to measure  quality  of
life  after  ICU  stay,10 with  the addition  of  the  dimension
anxiety-depression,  are now  considered  to be  entirely  insuf-
ficient  for  assessing  the  sequelae  and  quality  of life  after
admission  to  the  ICU.

Considering  the  lack  of  a  single  tool  for  defining  and quan-
tifying  the  severity  of PICUS,  the experts  recommend  the
combined  use  of  several  scales,  including  the EuroQol-5D-
5L  and  scales  for  the assessment  of  posttraumatic  stress,
anxiety  and cognitive  function.9 The  FRAIL  or  CFS  scales
might  also  be  able  to  measure  the  physical  component  over
the  long  term  in PICUS,  and  the  Frailty  Index  in turn  might
be  able  to  also  inform  us of  the cognitive  and  emotional
components  of  the syndrome  ---  though  to  date its  use  in
Intensive  Care  Medicine  has  been  limited  to  its  prognostic
value  referred  to  patient  admission  to the  ICU.
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