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Abstract
Background To assess the prevalence of frailty by the Clinical Frailty Scale (CFS) and the 5-item FRAIL scale and their 
association with hospitalization in hemodialysis (HD) patients.
Methods This was a prospective observational study. We included patients of both genders ≥ 18 years old in HD treatment for 
at least 3 months. Demographic, clinical, and routine laboratory data were retrieved from the medical charts. Two different 
frailty assessment tools were used, the CFS and the FRAIL scale. Participants were followed up for 9 months and hospitaliza-
tions for all causes were evaluated. A Venn diagram was constructed to show the overlap of possible frailty and pre-frailty. 
Cox regression was used to identify the association between frailty and hospitalization. The significance level was 5%.
Results A total of 137 subjects were included in the analysis. The median age was 61 (52–67) years and 60% were male. The 
hospitalization rate and mortality in 9 months were 22.6% and 7.29%, respectively. Regarding frailty, the overall prevalence 
was 13.8% assessed by CFS and 36.5% according to the FRAIL scale. In the Cox regression, frailty by FRAIL scale was 
associated with a 2.8-fold increase in the risk of hospitalization (OR = 2.880; 95% CI = 1.361–6.096; p = 0.006), but frailty 
assessed by the CFS was not associated with the need for hospitalization.
Conclusion In HD patients, the FRAIL scale proved to be an easy-to-apply tool, identifying a high prevalence of frailty and 
being a predictor of hospital admission.
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Considering the aging of the population and the asso-
ciation of frailty with adverse outcomes, reducing frailty 
is a promising therapeutic target. However, there is still no 
consensus on a standard instrument to identify frailty in 
different populations, including dialysis patients. Moreo-
ver, it is unknown whether contrasting frailty favors kidney 
function and overall health [17]. Thus, considering the 
disagreement between the frailty scores tools, this study 
aimed to assess the prevalence of frailty by the CFS and 
the FRAIL scale and their association with all-cause hos-
pitalization in patients undergoing HD.

Methods

Study design and setting

This was a prospective, observational, and longitudi-
nal study that evaluated maintenance HD patients from 
the dialysis unit of Hospital of Clinics at the UNESP 
Botucatu Medical School (Botucatu, São Paulo, Brazil) 
between August 2019 and July 2020. This study was 
approved by the Ethics Committee of our Institution 

Introduction

Frailty is a complex syndrome clinically defining a state of 
physiological decline associated with marked vulnerability 
to stressors [1]. The prevalence of frailty in community-
dwelling older people varies from 4 to 59% [2], whereas its 
occurrence in hemodialysis (HD) patients can be over 70% 
and is associated with adverse clinical outcomes [3–8].

Comprehensive geriatric assessment (CGA) is a refer-
ence method in the evaluation of frailty, but it is complex 
and requires multidisciplinary assessment [9]. Several frailty 
assessment tools were developed from the CGA, phenotypi-
cal frailty model, and accumulation of deficits model [10, 
11]. In chronic kidney disease (CKD) patients, two scales 
have gained attention for their easy application, modality of 
assessment (self-reported or scored by the evaluator), and 
associations with outcomes. The Clinical Frail Scale (CFS) 
[12] is a tool that summarizes the overall level of fitness or 
frailty of older people and appears to be a good predictor 
of mortality in dialysis [13] and pre-dialysis patients [14]. 
Additionally, the 5-item FRAIL scale [15] (fatigue, resist-
ance, ambulation, illnesses, and loss of weight) is also a 
valid and reliable tool in HD patients and has been shown to 
be a better frailty metric when compared to other tools [16].
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(CAAE12287319.0.0000.5411), and written informed 
consent was obtained from all patients. Convenience sam-
pling was applied considering the total number of patients 
attending the dialysis unit over the study period.

Participants

We included patients of both genders ≥ 18 years old with 
stage 5 CKD in HD treatment for at least 3 months. The 
exclusion criteria were age < 18 years old, neoplasia and 
liver disease, previous diagnosis of immunological diseases, 
transplantation, psychiatric disorders, clinical signs of kid-
ney infection, infection by SARS-CoV-2 virus, pregnancy, 
refusal to participate, no follow-up, and missing data.

Stage 5 CKD was defined based on a glomerular filtration 
rate (GFR) ≤ 15 mL/min/1.73  m2 using the basal filtration 
rate value and the creatinine concentration, in accordance 
with the CKD Epidemiology Collaboration (CKD-EPI). Eti-
ology of CKD was based on the assessment of the nephrolo-
gist. The treatment modality used for all patients was con-
ventional HD (performed 3 times a week, 4-h session) and 
with high-flux membranes  (300–400mL/min). Participants 
were followed up for 9 months, and the prevalence of frailty 
and hospitalization for all causes was evaluated.

Clinical and biochemical data

All patients were evaluated for frailty at the time of inclu-
sion in the study. Demographic, clinical, and routine labo-
ratory data were retrieved from the medical charts. Blood 
samples were collected after the mid-week dialysis session. 
The results up to a maximum of 2 weeks before the time of 
patient inclusion in the study were analyzed.

Frailty assessment

Two different frailty assessment tools were used: CFS [12] 
and FRAIL scale [15]. The scales were applied by two 
trained evaluators.

The CFS is a global measure of frailty based on the 
clinical judgment of the researcher using available clinical 
information. The scale is graded from 1 to 9 (1, very fit; 
2, well; 3, managing well; 4, vulnerable; 5, mildly frail; 6, 
moderately frail; 7, severely frail; 8, very severely frail and 
9, terminally ill). Classification was considered “non-frail” 
for a CFS score of 1–3; “pre-frail” for a CFS score of 4, and 
“frail” for a CFS score of  ≥ 5 [12].

The FRAIL scale includes five self-reported questions: 
Do you feel fatigued? Can you climb a flight of stairs? 
Can you walk a block without stopping? Do you follow up 
or treat more than 5 diseases? In the last 6 months, have 
you unintentionally lost 5% or more of your body weight? 
Patients were approached during the dialysis session and 
when they did not present acceptable cognitive conditions, 
their caregiver was consulted. The score ranges from 0 to 5 
points, and each component of the assessment is worth one 
point. Individuals were classified as “non-frail” (score 0), 
“pre-frail” (score 1–2), and “frail” (score 3–5) [15].

Statistical analyses

Data are expressed as mean ± SD, median (including lower 
and upper quartiles), or percentages. Statistical comparisons 
between groups for continuous variables were performed 
using Student’s t tests for normally distributed parameters 
and the Mann–Whitney test for non-normally distributed 
parameters. Fisher’s exact test or the Chi-square test were 
used for all categorical data.

Venn diagrams were constructed to describe the overlap 
of possible frailty and pre-frailty assessment criteria using 
R® version R-4.1.2.tar.gz. Cox regression was used to iden-
tify the association between frailty according to the scales 
and hospitalization for all causes. Model 1 adjusted for vari-
ables that yielded p < 0.2 in univariate analysis (HD vintage, 
Kt/V, BMI, and etiology of CKD). Model 2 adjusted for age, 
sex, and variables that yielded p < 0.2 (except mortality) in 
univariate analysis. Data analyses were performed using Sig-
maPlot software for Windows v12.0 (Systat Software Inc., 
San Jose, CA, USA). The significance level was 5%.

Results

Overall, 151 consecutive patients met the inclusion criteria. 
However, 13 patients were excluded due to positive tests 
for SARS-CoV-2, and one patient was excluded due to a 

Fig. 1  Venn diagram showing the overlap of possible diagnosis of 
frailty and pre-fragile according to CFS and FRAIL scale. In red, are 
patients diagnosed with frailty; in black, pre-fragile patients; in blue, 
non-frail patients. The intersection of the circles represents patients 
who received the same diagnosis by CFS and FRAIL scale. CFS clin-
ical Frail Scale, FRAIL Fatigue, Resistance, Ambulation, Illnesses, 
and Loss of Weight
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lack of follow-up. Therefore, a total of 137 subjects were 
included in the analysis. The median age was 61 (52–67) 
years and 60% were male. At baseline, the patients' mean 
GFR was 5.69 ± 2.76 mL/min/1.73  m2. The hospitalization 
rate and mortality in the 9 months of the study period were 
22.6% and 7.29%, respectively. The mean follow-up time 

until hospitalization or death was 122.6 ± 76.4 days. The 
main causes of hospitalization were cardiovascular events 
(22.5%), sepsis or septic shock (12.9%), peripheral arterial 
disease (12.9%), gastrointestinal disorders (12.9%), blood-
stream infections (9.6%), and other causes (29.2%).

The demographic and clinical data of the patients under-
going HD are presented in Supplementary Table 1. The 
patients who needed hospitalization had lower Kt/V and 

Table 1  Clinical and laboratory characteristics of patients considered frail according to each scale

Data are expressed as median (including lower and upper quartiles), percentage, or means ± standard deviation. Student’s t, Mann–Whitney, Chi-
squared, or Fisher’s tests were performed. Values lower than 0.05 were considered statistically significant
CFS Clinical Frail Scale, FRAIL Fatigue, Resistance, Ambulation, Illnesses, and Loss of weight, HD hemodialysis, CKD chronic kidney disease, 
BMI body mass index, CRP C-Reactive protein

Variables Frailty p value Frailty p value

CFS FRAIL Scale

Yes (n = 19) No (n = 118) Yes (n = 50) No (n = 87)

Age (yrs) 65 (5–77) 59.5 (51–62.5) 0.018 63 (54.7–70.2) 60 (51–66) 0.117
Male, n (%) 8 (42.1) 74 (62.7) 0.147 25 (50) 25 (50) 0.109
HD time (mo) 44 (13–90) 25 (8.7–55) 0.114 31 (11–56) 31 (7–65) 0.593
Kt/V 1.48 ± 0.25 1.42 ± 0.26 0.360 1.58 ± 0.27 1.39 ± 0.24 0.009
Etiology of CKD
 Diabetes, n (%) 13 (68.4) 51 (43.2) 0.073 31 (62) 33 (37.9) 0.011
 Hypertension, n (%) 17 (89.4) 109 (92.3) 0.981 47 (94) 79 (90.8) 0.737

BMI (kg/m2) 25.1 (22.4–29.9) 26.8 (22.9–29.7) 0.413 26.0 (22.8–30.3) 26.8 (22.9–29.5) 0.874
Smoker, n (%) 1 (5.2) 13 (11) 0.719 1 (2) 13 (14) 0.034
Laboratory data
 CRP (mg/dL) 1.3 (0.7–3.0) 0.8 (0.5–1.4) 0.017 0.9 (0.5–1.3) 0.8 (0.5–1.3) 0.125
 Albumin (g/dL) 3.8 (3.6–4.1) 4.0 (3.7–4.2) 0.329 3.8 (3.6–4.1) 4.0 (3.7–4.2) 0.030
 Urea (mg/dL) 116 (99–131) 119 (101.5–138.7) 0.468 119 (100.7–142.2) 118 (100–138) 0.794
 Creatinine (mg/dL) 9.5 ± 2.6 8.6 ± 2.6 0.200 8.8 ± 2.6 9.7 ± 2.6 0.067
 Phosphorus (mg/dL) 5.2 (4.5–6.3) 5 (4.2–6.8) 0.713 5.1 (4.6–6.3) 5.3 (4.4–6.3) 0.705

Mortality, n (%) 2 (10.5) 8 (6.7) 0.914 4 (8) 6 (6.8) 0.919

Table 2  Association of frailty and hospitalization according to the 
CFS and FRAIL scale

Data are expressed as median (including lower and upper quartiles) 
and percentage. Mann–Whitney, Chi-squared, or Fisher’s tests were 
performed. Values lower than 0.05 were considered statistically sig-
nificant
CFS Clinical Frail Scale, FRAIL Fatigue, Resistance, Ambulation, Ill-
nesses, and Loss of Weight

Variables All-cause hospitalization p value

Yes, n = 31 No, n = 106

CFS scale 3 (3–4) 3 (2–4) 0.056
 Frailty, n (%) 5.0 (16.1) 14.0 (13.2) 0.906
 Pre-fragile, n (%) 8.0 (25.8) 14.0 (13.2) 0.161
 Frailty + pre-fragile, n (%) 13.0 (41.9) 27.0 (25.5) 0.121

FRAIL scale 3 (2–4) 2 (1–3) 0.010
 Frailty, n (%) 17.0 (54.8) 33.0 (31.0) 0.028
 Pre-fragile, n (%) 14.0 (45.2) 51.0 (48.1) 0.932
 Frailty + pre-fragile, n (%) 31.0 (100) 84.0 (79.2) 0.013

Table 3  Cox regression model of frailty-associated hospitalization 
according to the CFS and FRAIL scale in hemodialysis patients

Model 1: adjusted for variables that presented p < 0.2 in univariate 
analysis; Model 2: adjusted for age, sex and variables that presented 
p < 0.2 in univariate analysis
CFS Clinical Frail Scale, FRAIL Fatigue, Resistance, Ambulation, Ill-
nesses, and Loss of Weight

HR 95% CI p value

CFS scale—frailty
 Crude model 1.253 0.481–3.264 0.644
 Model 1 1.403 0.529–3.719 0.496
 Model 2 1.211 0.429–3.423 0.718

FRAIL scale—frailty
 Crude model 2.276 1.122–4.620 0.023
 Model 1 2.930 1.409–6.092 0.004
 Model 2 2.880 1.361–6.096 0.006
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higher mortality. There were no differences in the other 
variables analyzed.

Regarding frailty, the overall prevalence was 13.8% 
(n = 19) assessed by CFS and 36.5% (n = 50) according to 
the FRAIL scale. In addition, pre-frailty was very common 
among the evaluated patients, corresponding to 16.0% (CFS) 
and 47.4% (FRAIL scale). Figure 1 shows the Venn diagram 
with the overlap of possible diagnosis of frailty and pre-
frailty according to the CFS and FRAIL scale. The preva-
lence of frailty and pre-frailty was higher with the FRAIL 
scale when compared to the CFS. Fourteen individuals pre-
sented frailty and nine presented pre-frailty by the 2 tools 
simultaneously. Table 1 shows the clinical and laboratory 
characteristics of patients considered frail according to each 
scale. Frail patients according to CFS were older and had 
a higher serum CRP concentration compared to non-frail 
patients. According to the FRAIL scale, frail patients had a 
higher Kt/V value, were non-smokers, and had a lower serum 
albumin concentration.

Table 2 shows the association between frailty and hospi-
talization according to the CFS and FRAIL scale. Patients 
who needed hospitalization had a higher FRAIL scale score 
when compared to those who did not progress to hospital 
admission. Frailty assessed by the FRAIL scale was associ-
ated with hospitalization for all causes, but the same result 
was not observed when considering the CFS. According to 
the FRAIL scale, when frailty and pre-frailty were analyzed 
concomitantly, 100% of the individuals were hospitalized. 
With CFS, the need for hospitalization was observed in 
41.9% of the patients and there was no statistically signifi-
cant difference. 

In Cox regression, frailty according to the FRAIL scale 
was associated with a 2.8-fold increase in the risk of hospi-
talization (HR = 2.880; 95% CI = 1.361–6.096; p = 0.006), 
after adjustment for age, sex, and variables that yielded 
p < 0.2 in univariate analysis. Frailty assessed by the CFS 
was not associated with the need for hospitalization in either 
the crude model or the adjusted models (Table 3).

Discussion

This study aimed to evaluate the prevalence of frailty by the 
CFS and FRAIL scale and their association with hospitaliza-
tion in patients undergoing HD during the 9 months of fol-
low-up. Frailty diagnosis was about 2.6 times higher when 
the FRAIL scale was used, as compared to CFS. Also, frailty 
determined by the FRAIL scale was associated with hospi-
talization for all causes.

Commonly, frailty is referred to as a geriatric syndrome, 
as it is usually present in the ≥ 65 age group. However, it 
is important to highlight that HD patients have additional 
health issues, such as multiple comorbidities, decreased 

physiologic reserve, and CKD itself, all of which can lead 
to frailty development regardless of age. Frailty is highly  
prevalent in dialysis-dependent patients. It is reported that 
around 71% of dialysis patients over 65 years of age are 
classified as "older people living with frailty", whereas 
frailty can be diagnosed in 47% of dialysis patients aged 
65 or less (differing according to the assessments used) 
[18]. Not unexpectedly, our overall population was con-
siderably younger (average age of 61 years) and there was 
no difference between older people living with or without 
frailty with regard to age when the FRAIL scale was used. 
In contrast, when we applied the CFS, frailty was detected 
mostly in older patients. However, we did not observe any 
difference between age and duration of HD when consider-
ing frailty by the FRAIL scale. This can be attributed to the 
self-perception of weariness and the presence of chronic 
diseases, even among younger people and with  shorter 
duration of treatment. It is important to note that the scales 
were developed with the same purpose (to assess frailty); 
however, they are different tools. FRAIL is a self-reported 
tool and CFS is a clinical judgment-based scale. Thus, the 
lack of association between age, HD time and frailty by the 
FRAIL scale is understandable. Additionally, significant 
differences in some baseline variables differed according 
to the tool employed. The higher Kt/V in frail individuals 
should not be directly associated with frailty itself, but it 
may reflect a previous metabolic imbalance (and therefore 
the highest dose of dialysis prescribed), or be the effect 
of malnutrition, which contributed to the need for hospitali-
zation during the follow-up period. On average, the patients' 
Kt/V was above 1.4, regardless of the presence of frailty 
and the tool used, confirming that all patients reached the 
minimum recommended dialysis dose. In addition, the main 
causes of hospitalization were cardiovascular events, sep-
sis or septic shock, common conditions in dialysis patients. 
This suggests that different scales identify different pheno-
types of frail patients.

Currently, there are at least 67 different ways to define 
and measure frailty [19]. The widest definition used is the 
physical frailty phenotype (PFP) proposed by Fried et al., 
which is associated with morbidity and mortality in sev-
eral clinical settings, including HD patients [10, 19]. The 
PFP classification is based on the presence of three or 
more frailty domains: unintentional weight loss, weakness, 
exhaustion, slowness, and low physical activity level, and 
is considered a standard reference method [20]. However, 
assessment of its components is not always feasible in 
the clinical practice or in large epidemiological studies due 
to the need for specific tools, such as a dynamometer, and of 
considerable time and space to assess gait speed [21]. Alter-
natively, the CFS and FRAIL scales are valid instruments 
for frailty screening that require fewer resources and are less 
time-consuming.
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The CFS was developed by the Canadian Study of Health 
and Aging and combines clinical judgment with objective 
measurement [12]. It can be applied in several clinical set-
tings and considers broad frailty domains, including comor-
bidity, function, and cognition. The FRAIL scale [15] is an 
easy and short-duration 5-item screening questionnaire that 
can be self-administered, with a good prediction for out-
comes [22].

In this study, we showed that diagnosis of frailty by 
the FRAIL scale is associated with a 2.8-fold increase in 
the risk for hospitalization during the follow-up period (9 
months). In contrast, HD patients defined as living with 
frailty according to CFS were less likely to have hospital 
admission. To date, only a few studies have measured frailty 
by the FRAIL scale in the HD population.

In a small cohort of rural Chinese subjects undergoing 
chronic dialysis, the FRAIL scale demonstrated a good 
correlation with several clinical parameters, such as age, 
presence of comorbidities, and dialysis complications, bet-
ter than the other six types of established self-report ques-
tionnaires  (Strawbridge questionnaire, Edmonton Frail 
Scale, simple FRAIL scale, Groningen Frail Indicator, G8 
questionnaire, and Tilburg Frail Indicator), although out-
comes such as mortality or hospitalization were not assessed 
[16]. Additionally, another observational study [23] showed 
that frailty identified by the FRAIL scale was associated 
with an increased risk of hospitalization in adults treated 
with any dialysis modality (peritoneal dialysis, intermittent 
HD, or home HD). Also, the risk of death did not differ by 
frailty status, as observed in our study. However, patients 
living with frailty in this cohort had a mean age of over 65 
and the study follow-up lasted 18 months, which was longer 
than ours.

The CFS has been extensively used to detect frailty 
and its association with diverse outcomes among dialysis 
patients [13, 23–27]. The available studies with CFS are 
heterogeneous regarding study design, type of dialysis 
(peritoneal or HD), ethnicity, follow-up time, time of dialy-
sis start, and patients’ age. Despite this, the CFS seems to 
perform well screening HD patients for frailty, presenting a 
strong association with outcomes, such as mortality [13, 28], 
comorbidity [27, 28], physical activity and muscle mass and 
strength [26–28], but none of these studies assessed hospital 
admissions in this context.

Unfortunately, frailty is very difficult to reverse, and its 
development is inherent to aging and comorbidity. However, 
early recognition of vulnerability can possibly improve the 
patient’s prognosis, reducing also healthcare costs. Particu-
larly in the CKD population, multiple hospitalizations can 
lead to poor quality of life, worse treatment response, and 
decrease in survival [29].

A previous study performed in our dialysis unit showed 
that 36.7% of individuals were considered frail before 

kidney transplantation and, of these, more than 90% were 
on HD. Furthermore, the risk of surgical complications was 
significantly higher among individuals living with frailty 
(RR = 2.14; 95% CI = 1.01–4.54; p = 0.035) [29].

Kidney transplantation could lead to an improvement 
in frailty in patients with CKD. In keeping with this state-
ment, in a recent observational study Mantovani et  al. 
[30] reported a significant reduction of frail individuals 
(15.6–4.5%) 12 months after kidney transplantation. Such 
findings reinforce the need to evaluate frailty longitudinally 
and at different stages of CKD.

The present study has some limitations that need to be 
considered. We collected data from a single center, the sam-
ple size is relatively limited, and the follow-up time was rela-
tively short. However, it included 90.7% of patients undergo-
ing HD at our center. These limitations are enhanced by the 
difficulty in collecting data and monitoring patients during 
the Covid-19 pandemic. However, this study reports on the 
first application of two different measures of frailty in pre-
dicting hospitalizations, an important outcome in patients 
on HD.

In conclusion, the identification of frailty using the 
FRAIL scale appears to be an easy-to-apply tool, revealing 
a high prevalence of frailty in HD patients, and is a predictor 
of hospital admission in HD patients.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s40620- 022- 01532-5.

Funding This study was funded by the State of São Paulo Research 
Foundation (FAPESP—2019/22232-7), and CNPq.

Data availability The datasets collected and analyzed during in the 
current study are available from the corresponding author on reason-
able request.

Declarations 

Conflict of interest None of the authors has any conflict to declare re-
lated to the present study.

Ethical approval All procedures used in this study adhere to the tenets 
of the Declaration of Helsinki. Approval was granted by the Ethics 
Committee of São Paulo State University (UNESP), Botucatu, São 
Paulo, Brazil (CAAE12287319.0.0000.5411). Written informed con-
sent was obtained from all patients.

References

 1. Xue QL (2011) The frailty syndrome: definition and natural his-
tory. Clin Geriatr Med 27(1):1–15. https:// doi. org/ 10. 1016/j. cger. 
2010. 08. 009

 2. Collard RM, Boter H, Schoevers RA, Oude Voshaar RC (2012) 
Prevalence of frailty in community-dwelling older persons: a sys-
tematic review. J Am Geriatr Soc 60(8):1487–1492. https:// doi. 
org/ 10. 1111/j. 1532- 5415. 2012. 04054.x

https://doi.org/10.1007/s40620-022-01532-5
https://doi.org/10.1016/j.cger.2010.08.009
https://doi.org/10.1016/j.cger.2010.08.009
https://doi.org/10.1111/j.1532-5415.2012.04054.x
https://doi.org/10.1111/j.1532-5415.2012.04054.x


693Journal of Nephrology (2023) 36:687–693 

1 3

 3. Kojima G (2017) Prevalence of frailty in end-stage renal dis-
ease: a systematic review and meta-analysis. Int Urol Nephrol 
49(11):1989–1997. https:// doi. org/ 10. 1007/ s11255- 017- 1547-5

 4. Garcia-Canton C, Rodenas A, Lopez-Aperador C et al (2019) 
Frailty in hemodialysis and prediction of poor short-term out-
come: mortality, hospitalization and visits to hospital emergency 
services. Ren Fail 41(1):567–575. https:// doi. org/ 10. 1080/ 08860 
22X. 2019. 16280 61

 5. Johansen KL, Dalrymple LS, Glidden D et al (2016) Association 
of performance-based and self-reported function-based definitions 
of frailty with mortality among patients receiving hemodialysis. 
Clin J Am Soc Nephrol CJASN 11(4):626–632. https:// doi. org/ 
10. 2215/ CJN. 03710 415

 6. Matsuzawa R, Roshanravan B (2018) Management of physical 
frailty in patients requiring hemodialysis therapy. Recent Adv 
Dial Ther Jpn 196:101–109. https:// doi. org/ 10. 1159/ 00048 5707

 7. Sy J, Johansen KL (2017) The impact of frailty on outcomes in 
dialysis. Curr Opin Nephrol Hypertens 26(6):537–542. https:// 
doi. org/ 10. 1097/ MNH. 00000 00000 000364

 8. Guo Y, Tian R, Ye P, Luo Y (2022) Frailty in older patients 
undergoing hemodialysis and its association with all-cause mor-
tality: a prospective cohort study. Clin Interv Aging 17:265–
275. https:// doi. org/ 10. 2147/ CIA. S3575 82

 9. Inouye SK, Studenski S, Tinetti ME, Kuchel GA (2007) Geri-
atric syndromes: clinical, research, and policy implications of a 
core geriatric concept. J Am Geriatr Soc 55(5):780–791. https:// 
doi. org/ 10. 1111/j. 1532- 5415. 2007. 01156.x

 10. Fried LP, Tangen CM, Walston J et al (2001) Frailty in older 
adults: evidence for a phenotype. J Gerontol Ser A 56(3):M146–
M157. https:// doi. org/ 10. 1093/ gerona/ 56.3. M146

 11. Mitnitski AB, Mogilner AJ, Rockwood K (2001) Accumulation 
of deficits as a proxy measure of aging. Sci World J 1:323–336. 
https:// doi. org/ 10. 1100/ tsw. 2001. 58

 12. Rockwood K, Song X, MacKnight C et al (2005) A global clini-
cal measure of fitness and frailty in elderly people. Can Med 
Assoc J 173(5):489–495. https:// doi. org/ 10. 1503/ cmaj. 050051

 13. Alfaadhel TA, Soroka SD, Kiberd BA, Landry D, Moorhouse 
P, Tennankore KK (2015) Frailty and mortality in dialysis: 
evaluation of a clinical frailty scale. Clin J Am Soc Nephrol 
10(5):832–840. https:// doi. org/ 10. 2215/ CJN. 07760 814

 14. Pugh J, Aggett J, Goodland A et al (2016) Frailty and comorbid-
ity are independent predictors of outcome in patients referred 
for pre-dialysis education. Clin Kidney J 9(2):324–329. https:// 
doi. org/ 10. 1093/ ckj/ sfv150

 15. Morley JE, Malmstrom TK, Miller DK (2012) A simple frailty 
questionnaire (FRAIL) predicts outcomes in middle aged Afri-
can Americans. J Nutr Health Aging 16(7):601–608. https:// doi. 
org/ 10. 1007/ s12603- 012- 0084-2

 16. Chao CT, Hsu YH, Chang PY et al (2015) Simple self-report 
FRAIL scale might be more closely associated with dialysis 
complications than other frailty screening instruments in rural 
chronic dialysis patients. Nephrol Carlton Vic 20(5):321–328. 
https:// doi. org/ 10. 1111/ nep. 12401

 17. Lorenz EC, Kennedy CC, Rule AD, LeBrasseur NK, Kirkland 
JL, Hickson LJ (2021) Frailty in CKD and transplantation. 
Kidney Int Rep 6(9):2270–2280. https:// doi. org/ 10. 1016/j. ekir. 
2021. 05. 025

 18. Chu NM, Chen X, Norman SP et al (2020) Frailty prevalence in 
younger end-stage kidney disease patients undergoing dialysis and 
transplantation. Am J Nephrol 51(7):501–510. https:// doi. org/ 10. 
1159/ 00050 8576

 19. Kennard A, Glasgow N, Rainsford S, Talaulikar G (2022) Frailty 
in chronic kidney disease: challenges in nephrology practice. A 
review of the current literature. Intern Med J. https:// doi. org/ 10. 
1111/ imj. 15759

 20. Bieniek J, Wilczyński K, Szewieczek J (2016) Fried frailty phe-
notype assessment components as applied to geriatric inpatients. 
Clin Interv Aging 11:453–459. https:// doi. org/ 10. 2147/ CIA. 
S1013 69

 21. Cesari M, Gambassi G, Abellan van Kan G, Vellas B (2014) The 
frailty phenotype and the frailty index: different instruments for 
different purposes. Age Ageing 43(1):10–12. https:// doi. org/ 10. 
1093/ ageing/ aft160

 22. Aprahamian I, de Cezar NOC, Izbicki R et al (2017) Screening for 
frailty with the FRAIL Scale: a comparison with the phenotype 
criteria. J Am Med Dir Assoc 18(7):592–596. https:// doi. org/ 10. 
1016/j. jamda. 2017. 01. 009

 23. Jegatheswaran J, Chan R, Hiremath S et al (2020) Use of the 
FRAIL questionnaire in Patients with end-stage kidney disease. 
Can J Kidney Health Dis 7:2054358120952904. https:// doi. org/ 
10. 1177/ 20543 58120 952904

 24. Schachter ME, Saunders MJ, Akbari A et al (2020) Technique sur-
vival and determinants of technique failure in in-center nocturnal 
hemodialysis: a retrospective observational study. Can J Kidney 
Health Dis 7:2054358120975305. https:// doi. org/ 10. 1177/ 20543 
58120 975305

 25. Anderson BM, Qasim M, Correa G et al (2021) Correlations, 
agreement and utility of frailty instruments in prevalent haemo-
dialysis patients: baseline cohort data from the FITNESS study. 
Clin Kidney J 15(1):145–152. https:// doi. org/ 10. 1093/ ckj/ sfab1 37

 26. Davenport A (2022) Comparison between the physical perfor-
mance test and the clinical frailty score in adult patients with 
chronic kidney disease treated by haemodialysis. Gerontol Geriatr 
Med 8:23337214221085876. https:// doi. org/ 10. 1177/ 23337 21422 
10858 75

 27. Hendra H, Sridharan S, Farrington K, Davenport A (2022) Char-
acteristics of frailty in haemodialysis patients. Gerontol Geriatr 
Med 8:23337214221098890. https:// doi. org/ 10. 1177/ 23337 21422 
10988 89

 28. Davenport A (2022) Application of the clinical frailty score 
and body composition and upper arm strength in haemodialysis 
patients. Clin Kidney J 15(3):553–559. https:// doi. org/ 10. 1093/ 
ckj/ sfab2 28

 29. dos Mantovani MS, de Carvalho NC, Archangelo TE et  al 
(2020) Frailty predicts surgical complications after kidney 
transplantation. A propensity score matched study. PLoS ONE 
15(2):e0229531. https:// doi. org/ 10. 1371/ journ al. pone. 02295 31

 30. Mantovani MS, Carvalho NC, Minicucci MF et al (2022) Tran-
sitions in frailty state 12 months after kidney transplantation: 
a prospective cohort study. J Nephrol. https:// doi. org/ 10. 1007/ 
s40620- 022- 01436-4

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.

https://doi.org/10.1007/s11255-017-1547-5
https://doi.org/10.1080/0886022X.2019.1628061
https://doi.org/10.1080/0886022X.2019.1628061
https://doi.org/10.2215/CJN.03710415
https://doi.org/10.2215/CJN.03710415
https://doi.org/10.1159/000485707
https://doi.org/10.1097/MNH.0000000000000364
https://doi.org/10.1097/MNH.0000000000000364
https://doi.org/10.2147/CIA.S357582
https://doi.org/10.1111/j.1532-5415.2007.01156.x
https://doi.org/10.1111/j.1532-5415.2007.01156.x
https://doi.org/10.1093/gerona/56.3.M146
https://doi.org/10.1100/tsw.2001.58
https://doi.org/10.1503/cmaj.050051
https://doi.org/10.2215/CJN.07760814
https://doi.org/10.1093/ckj/sfv150
https://doi.org/10.1093/ckj/sfv150
https://doi.org/10.1007/s12603-012-0084-2
https://doi.org/10.1007/s12603-012-0084-2
https://doi.org/10.1111/nep.12401
https://doi.org/10.1016/j.ekir.2021.05.025
https://doi.org/10.1016/j.ekir.2021.05.025
https://doi.org/10.1159/000508576
https://doi.org/10.1159/000508576
https://doi.org/10.1111/imj.15759
https://doi.org/10.1111/imj.15759
https://doi.org/10.2147/CIA.S101369
https://doi.org/10.2147/CIA.S101369
https://doi.org/10.1093/ageing/aft160
https://doi.org/10.1093/ageing/aft160
https://doi.org/10.1016/j.jamda.2017.01.009
https://doi.org/10.1016/j.jamda.2017.01.009
https://doi.org/10.1177/2054358120952904
https://doi.org/10.1177/2054358120952904
https://doi.org/10.1177/2054358120975305
https://doi.org/10.1177/2054358120975305
https://doi.org/10.1093/ckj/sfab137
https://doi.org/10.1177/23337214221085875
https://doi.org/10.1177/23337214221085875
https://doi.org/10.1177/23337214221098889
https://doi.org/10.1177/23337214221098889
https://doi.org/10.1093/ckj/sfab228
https://doi.org/10.1093/ckj/sfab228
https://doi.org/10.1371/journal.pone.0229531
https://doi.org/10.1007/s40620-022-01436-4
https://doi.org/10.1007/s40620-022-01436-4

	Comparison between FRAIL Scale and Clinical Frailty Scale in predicting hospitalization in hemodialysis patients
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 
	Graphical abstract

	Introduction
	Methods
	Study design and setting
	Participants
	Clinical and biochemical data
	Frailty assessment
	Statistical analyses

	Results
	Discussion
	Anchor 17
	References




