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INTRODUCTION
Up to 20% of older adults present to the Emergency Department (ED) with nonspecific symptoms
such as generalized weakness or fatigue.1,2 Failure to thrive and frailty are two terms that are often
used interchangeably for nonspecific complaints and aging. Despite their often-interchangeable use, the
terms are very different. Failure to thrive is a poorly defined term that, when used, is often a disservice
to patients, as it may minimize the perception of an acute medical condition. By contrast, frailty is a
well-defined, measurable, geriatric syndrome that can help assess patients’ function, ability for safe
independent living, and risks in undergoing invasive procedures. It is important for the emergency
clinician to avoid the umbrella term of “failure to thrive” and instead remain vigilant for symptoms such
as confusion, fatigue, and poor appetite to be atypical presentations of acute emergencies such as
pneumonia, heart failure, and intra-abdominal emergencies. It is similarly important to recognize frailty
as an independent risk factor for complications of surgery or invasive procedures, and be aware of the
growing literature around frailty and how its identification may be helpful in the ED.

FAILURE TO THRIVE
Failure to thrive is a term derived from pediatrics, in which children consistently do not meet
growth parameters as expected. However, in adults, the same milestones and trajectories do not exist.
The definition for failure to thrive varies between experts but typically includes a constellation of weight
loss, decreased appetite, and functional decline. In some cases, this is expanded to include psychosocial
characteristics such as depression and lack of social support.3,4
Failure to thrive is an increasingly problematic term to label older adults. Because of unclear
definitions and overlying social insinuations, a bias is created in which older adults are categorized as
psychosocially or medically complex with unclear etiology of symptoms but also with anticipated social
concerns such as unsafe or inadequate discharge plans. This bias may lead clinicians to underestimate the
presentation due to the implication that the symptoms are chronic, overly vague, potentially age-related, or
non-medical in nature. However, one study showed that of older adults admitted to the hospital with the
admitting diagnosis of “failure to thrive,” 88% of these patients ultimately had an acute medical problem, the
most common of which were infectious, followed by cardiac and neurologic3. Patients with failure to thrive
had longer and more complex hospital stays than patients who were admitted for long-term care placement
only.4 Additionally, over half of the patients presenting with “nonspecific complaints” developed a serious
condition within 30 days.5 These studies suggest that nonspecific symptoms grouped as failure to thrive may
instead indicate a high probability of serious underlying, acute, medical etiology.
Acute medical causes that may present as weakness, confusion, poor appetite and can be masked if
categorized as failure to thrive include, but are not limited to, cardiac ischemia, valvular disease, stroke,
electrolyte imbalance, infections, neurologic disease, and anemia. Medication reactions and interactions
should also be considered, particularly if temporally related to the onset of symptoms. Higher-risk
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medications include steroids, statins, antihypertensives, and any centrally-acting medications. Furthermore,
clinicians should determine if the clinical presentation generalized as failure to thrive more accurately
represents hypoactive delirium when assessing a patient. Hypoactive delirium is the most common form of
delirium and is characterized by increased somnolence, decreased activity, inattention, with a waxing and
waning course, the symptoms of which may be imprecisely summarized as failure to thrive. Given the high
morbidity and mortality associated with delirium, all patients experiencing delirium should be investigated
further for the underlying cause.1 Thus, the differential is extensive and necessitates a comprehensive
diagnostic evaluation.
Older adults frequently present with atypical symptoms that are different from the “classic”
presentations of disease, often because of physiologic reasons but also because the “classic” symptoms were
frequently defined in a younger adult population.6 For example, older adults with COVID-19 infection may
not report cough or fever; instead, they may present with weakness, delirium, and fatigue.7 Older adults are
also more susceptible to the effects of polypharmacy and co-morbidities and may have barriers in
communication due to hearing or cognitive impairment.3,4 While these factors may cloud the clinical picture,
it is important not to dismiss nonspecific presentations in older adults. Instead of using the term failure to
thrive to encompass the diagnostic uncertainty, clinicians should strive to be more precise. For example,
describing a patient as having generalized weakness and anorexia is more specific, communicates more
clearly with other healthcare professionals, and recognizes that there still may be an acute medical process
yet to be diagnosed.3 If an etiology for symptoms is not uncovered in the ED, these patients should be
considered carefully for admission or discharge with close follow-up care.2

FRAILTY
Unlike failure to thrive, frailty is a well-defined geriatric syndrome that can be assessed with
several available screening tools. Frailty is a clinical condition characterized by decreased physiologic
reserve and increased vulnerability to stressors, such that individuals can experience disproportionate
changes in their health after even minor stressful events. Frailty is not a normal result of aging, but
rather a distinct entity, and is present in up to one-third of older adults. The significance is that frail
adults have higher mortality, worse outcomes after surgery and cardiovascular procedures, and
increased complications after trauma compared to non-frail older adults.8 Frailty is an independent risk
factor for adverse events and mortality after even low-stress ambulatory surgical procedures.9
Multiple models for frailty exist and there is not a gold standard for assessment.10 Universal
components of frailty include fatigue and decreased physical activity.8,10,11 Involuntary weight loss is
generally included in frailty assessments as well, although this may not account for individuals who lose
muscle mass despite an elevated body mass index, a phenomenon known as sarcopenic obesity.8 Given
the time constraints experienced in the ED, the Clinical Frailty Scale is one quick, straightforward tool
that has been validated for the prediction of 30-day mortality in the ED independent of age, sex, and
condition. It is also an independent predictor for in-patient mortality and length-of-stay for hospitalized
patients. The Clinical Frailty Scale is scored based on how the patient was two weeks prior to
presentation to assess their baseline and focuses on function. There are nine categories, ranging from 1
(very fit) to 8 (very severely frail) with the ninth category as terminally ill but not otherwise evidently
frail.12 Increasing severity of frailty is likewise associated with increased risk of adverse outcomes.9,12
Frailty is a multifactorial process that is not easily treatable or reversible, especially in the ED.
However, assessing or diagnosing frailty helps frame a fuller understanding of older, frail patients, their
needs, the effects of an acute medical condition, as well as the potential risks and benefits of invasive
procedures.13,14 Frailty more accurately predicts outcomes compared with age alone or single organ
compromise.12,15 Therefore, recognition of frailty can assist in decision-making, prognostication, and
coordination of resources and specialty care. Frail patients who receive specialized care as inpatients are
likely to have better outcomes including returning home, less functional or cognitive decline, and lower
mortality.8,16 At a minimum, frail patients should be referred for a comprehensive geriatric assessment.
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Frailty care in the ED is still developing. The next steps for research will include whether frailty
screening in the ED is associated with improved outcomes. Another option would be using frailty
screening as a method to identify patients who would benefit most from in-home services and resourcelimited geriatric ED interventions such as fall prevention measures.

CONCLUSION
Failure to thrive is a progressively outdated way to describe older adults with vague symptoms
without an immediately apparent etiology. The associated bias that there is no acute medical condition
or that it is a surrogate for inability to cope at home may result in missing a serious underlying
condition and further highlights the need to move away from this phrase and instead to depict patients
more precisely in terms of their symptoms. Conversely, frailty is a geriatric syndrome that the ED
should strive to recognize more frequently in order to accurately risk-stratify older adults, assist in
medical decision-making, and pro-actively connect patients and families to the most appropriate
resources.
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