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Frailty and ethics at the end of life: The importance of a
comprehensive assessment

In their recent paper, Thomas and colleagues discuss the
emerging issue of managing delirium in older patients
approaching the end of life (EoL).1 The authors signifi-
cantly depart from the traditional ethical principles of
benevolence, nonmaleficence, respect for autonomy, and
justice in favor of a new paradigm centered on restora-
tion, means-end proportionality, discretion, and parsi-
mony. Thomas et al. propose that adopting these four
canons would help clinicians better navigate the numer-
ous complexities and uncertainties associated with man-
aging delirium in older patients near EoL.1 The authors
presented four cases in their article, which all involved
relatively young patients with a single terminal illness to
indirectly support their claim that these principles could
be universally applicable to all delirium patients near
EoL, without requiring additional information.

While we largely agree with the authors and appreci-
ate the paradigm shift, we believe there is an additional
layer of complexity not fully addressed in their article.
To illustrate our viewpoint, we present two clinical cases,
both involving female individuals of the same age, but with
different clinical contexts that were already present before
delirium development (Table 1). In the case of Mrs P, clini-
cians may reasonably hypothesize a potential to recover
after delirium, supported by her mild vulnerability (Clinical
Frailty Scale = 4/9) and frailty (PC-FI = 0.12, CGA
FI = 0.23), good nutritional status (albuminemia = 3.8 g/
dL and MNA = 12/14), intact cognition (MMSE = 28/30),
and absence of sarcopenia (normal handgrip strength).
These elements are crucial as frailty, malnutrition, cognitive
impairment, and sarcopenia independently predict negative
outcomes and unsuccessful recovery after delirium.2–5

TABLE 1 Case presentations of two women of the same age and different characteristics and levels of frailty according to the

comprehensive geriatric assessment (CGA).

Frailty level Case presentation

CGA indicating mild frailty Mrs. P, an 85-year-old woman with metastatic colorectal cancer to the lung in progression, presented
with failure to thrive, altered mental status, and acute respiratory distress. Cancer-directed therapies
were deemed unsuitable. An evaluation using a comprehensive geriatric assessment revealed
encouraging results. The Clinical Frailty Scale showed a frailty level of 4, albuminemia was 3.8 g/dL,
MNA (Mini Nutritional Assessment) score was 12/14, MMSE (Mini-Mental State Examination) score
was 28/30, CGA FI (CGA frailty index) was 0.23, PC-FI (primary care frailty index) was 0.12, calf
circumference was 34 cm, and handgrip strength was preserved (28 kg). In this context, the prevalent
canon would be restoration, in which the goal of treatment would be to restore the patient to
homeostatic equilibrium, through diagnostic and therapeutic approach for possible pulmonary
embolism

CGA indicating severe frailty
and disability

Mrs. R, an 85-year-old woman with metastatic colorectal cancer to the lung, in progression, presented
with failure to thrive, altered mental status, and acute respiratory distress. A comprehensive geriatric
assessment revealed a more complex situation. The Clinical Frailty Scale indicated a frailty level of 7,
albuminemia was low at 2.7 g/dL, MNA score was 5/14, MMSE score was 15/30, CGA FI was elevated
at 0.568, calf circumference reduced to 28 cm, and handgrip strength compromised to 13 kg. These
indicators highlight a situation of significant frailty and disability, suggesting the need for targeted
interventions to improve the quality of life and manage complex health conditions. The prevalent
canon to consider would be means-end proportionality and the goal of treatment would be comfort.
The aim of clinicians should be improvement of breathing and quality of life, starting with opioid
treatment, and changing the setting in a dedicated room with continuous care of relatives.

See the reply by Thomas et al.

Received: 26 March 2024 Accepted: 29 March 2024

DOI: 10.1111/jgs.19023

Journal of the 

American Geriatrics Society

J Am Geriatr Soc. 2024;1–3. wileyonlinelibrary.com/journal/jgs © 2024 The American Geriatrics Society. 1

https://doi.org/10.1111/jgs.19024
https://doi.org/10.1111/jgs.19024
https://doi.org/10.1111/jgs.19024
http://wileyonlinelibrary.com/journal/jgs
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fjgs.19023&domain=pdf&date_stamp=2024-06-05


Investigating the causes of delirium makes logical sense in
this scenario because recovery is plausible. However, we
know that below a certain threshold of reserve reduction,
often influenced by factors such as multimorbidity, malnu-
trition, and frailty, the likelihood of recovery diminishes
significantly.6,7 This becomes striking in the case of Mrs R,
where delirium might represent the harbinger of an immi-
nent end,8,9 rendering the search of its causes less relevant.
Here, especially if the patient is agitated, the primary goal
of care shifts from identifying delirium causes to managing
agitation symptoms. In other words, what is relevant for
Mrs R is determining the most likely prognosis “quoad
vitam” before any other action.

Therefore, we speculate that the greatest ability to guide
treatment objectives in older patients with delirium does
not lie in the identification of reversible or non-reversible
factors, but rather in determining the individual's expected
lifespan. Given the challenges of doing that among older
complex, multimorbid, and frail patients, we advocate for
relying on the comprehensive geriatric assessment (CGA),
a well-established approach in geriatrics.10 Evidence sug-
gests that CGA underpins several tools recently proposed to
estimate life expectancy in such patients. For instance,
using data from a large Italian database, we demonstrated
that a 49-item frailty index developed from the CGA vari-
ables collected within the standardized international Resi-
dential Assessment Instrument assessments (interRAI-HC)
accurately predicted 60-day mortality or transition to pallia-
tive care among 2099 older patients referred to a home care
service.11 Another tool that has recently been proposed by
Canadian colleagues to estimate the old patient's prognosis
is the RESPECT, which also relies on data collected with a
CGA.12

Of course, we do not suggest using CGA exclusively
to select individuals with delirium in whom for minimiz-
ing diagnostic assessments. However, we strongly advo-
cate for CGA to become an indispensable process to
assess complexity in older patients. This approach can
guide prognostication regarding a patient's life expec-
tancy, which, if solely based on determining the burden
of individual chronic diseases, would be grossly inaccu-
rate. Integrating geriatric clinical practice into palliative
care principles can optimize patient-centered outcomes
and enhance the quality of care for people approaching
EoL. We anticipate that CGA will play a crucial role in
balancing competing concerns when caring for delirious
patients at the EoL, facilitating, and legitimizing prompt
adjustments of care goals.
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