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We seem now to be getting through the challengingly intense phase of what for most of us will be our first 

public health emergency. With it have come many dislocations to not just what we do, but how we need to 

think. This includes ethical decision-making that emphasizes not autonomy, as has been the determining 

feature to now, but benefit. Understanding benefit begins with understanding the chance of survival. A World 

Health Organization guidance is clear, if arresting in relation to geriatric medicine in ordinary time: “scarce 

resources should be reserved for patients with life-threatening conditions. When all those with life-threatening 

conditions can no longer be treated, priority will be given to those who are expected to have the best chance 

of survival as a result of treatment. Conversely, treatment in this phase will, if possible, be withheld only from 

those who are unlikely to benefit from it. Individuals with a poor prognosis will be given palliative treatment 

only in this phase.”1 

In many settings, age has functioned as such a criterion. On its face, this might not seem unreasonable to 

many people.  Everyone as they age is that much closer to death. There is an intuitive sense of what the WHO 

document calls the “fair innings” argument: “everyone is entitled to some “normal” span of life … [therefore] 

younger persons have stronger claims to lifesaving interventions than older persons because they have had 

fewer opportunities to experience life.”2 This is not some medieval view. In the UK as recently as 1973, a 

standard textbook of geriatric medicine noted that “The aged uraemic patient is usually not a case for 

haemodialysis because the possibility of getting access to haemodialysis is usually limited to only a small 

proportion of all patients with renal failure”3. Indeed, somewhat caught off guard by the rapidity and the 

magnitude of the need for scarce ICU beds, age was used in the Lombardy region as a rationing criterion in 

the COVID-19 pandemic.4 Geriatricians know well, however, that age is neither a sensitive nor a specific 

measure of the likelihood of potential benefit, and hence the proposal for age-based rationing has drawn the 

objections of this group and others.5, 6 

Against this background, it is perhaps encouraging to see – as pointed out by Varshney in this issue7 – that 

instead of using age, many jurisdictions are employing the Clinical Frailty Scale, a measure of the degree of 

frailty,8 as a rationing criterion. This is progress, but not unproblematic.  As has been pointed out, the Clinical 

Frailty Scale has not been validated in people under the age of 65 years. Indeed, the syndromes that help to 

define frailty in older adults such as declines in cognition (especially delirium), function, mobility (including 

motor speed), balance, sense of health efficacy, and social engagement – relate to risk in the context of age-

associated health deficit accumulation.9 At least in the case of people aging with intellectual disabilities, risk in 

relation to stable impairment remains stable, increasing more in relation to deficit accumulation, and 

worsening of cognition and function.10, 11 

A special challenge in the COVID-19 pandemic has been that the Clinical Frailty Scale is being used by people 

who have never used it before, some important fraction of whom will be unfamiliar with the complexity of 

frailty, and all that it entails. This is distinct from the original intent of the scale, which was to summarize the 

result of a geriatric assessment. Even so, it is not without precedent, as the scale is now widely used as a 

screening tool in emergency department setting.12 Still, the need for more information on how to reliably 

screen for the degree of frailty has become pressing, so that the paper put forward by Varshney7 is valuable 

and welcome.  

The utility of the paper is much enhanced by inclusion of the infographic that describes useful tips for 

completing the scale. An infographic appears to be an efficient way of communicating a great deal of 

information in a usable form that is readily digested. It appears further to alert many more people to the 

content of a paper than would have seen it otherwise.13 Even so, although the manifold benefits of an 

infographic can extend to propelling a medical society to adopt social media innovation whether that results in 

more downloads of the article is not clear.14 Here, however, our concerns are less about downloads and more 

about successful use of the scale.   

Obviously what the future holds is not clear to any of us. It seems likely, however, that, without an especially 

rapid development of vaccination or treatment, the probability of a second wave is non-trivially high.15 If that 

is so, then the lessons learned about how to manage frail older adults who become acutely ill, especially if 

their illness becomes severe, will be needed for some time yet.  

https://canadiangeriatrics.ca/2020/05/covid-19-and-ethical-critical-care-triage-utilizing-this-period-to-further-knowledge-translation-of-frailty-and-icu-evidence-during-a-pandemic-and-beyond/
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