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VERSION 1 - REVIEW 

REVIEWER LEOCADIO RODRIGUEZ-MAÑAS 
GERIATRICS SERVICE  
GETAFE UNIVERSITY HOSPITAL  
SPAIN 

REVIEW RETURNED 19-Jun-2016 

 

GENERAL COMMENTS This manuscript is a first approach to collect the views of experts 
about the characteristics of the assessment of frailty in patients 
needing acute care, using the Delphi method. Although this is a hot 
topic, the mauscript raises some doubts and inconsistencies.  
There is no information about facts that are very relevant in Delphi 
studies. Although the authors establish that "Wording and format 
changes occurred over 2 iterative cycles before the electronic survey 
was distributed to the expert panel" we donot have enbough 
information about the criteria used to make these changes nor about 
their content and extension.  
We do not have information about the criteria to select the experts, 
although we have information about their professional profile. But we 
do not know if they were experts in the field of frailty and how they 
were selected. In this same regard, the number of participants is 
quite low (16 and 41 in the first and second round, respectively) and 
we do not have information on the number of participants taking part 
in the 2 rounds an on those participating in only one of the rounds. It 
would be of interest to know if the participants in the Round 2 were 
informed about the results in the Round 1.  
Regarding the results it looks that the geriatric syndromes plus those 
situations linked to High intensity service utilisation are the only ones 
agreed as frailty indicators, raising the issue of misconception that 
the authors should approach in the discussion section. In the current 
clinical practice, all of those factors selected are routinely assessed 
as part of the CGA. Moreover, it should be discussed that the major 
part of frailty indicators are related to established disability.  
There is a contradiction about the most apppropriate setting to 
assess frailty (Acute Care Unit; Fig 4), but experts do not select this 
same setting when they are asked about the organizational structure 
for frailty assessment.  
Regarding the characteristics of the instrument, the general 
characteristics selected are consistent, as it is the reproducibility of 
the answers between experts and rounds.  
In conclusion it is needed a more accurate description of the 
methodology used, as it is a crucial point when Delphi method is 
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used, alongside with a discussion about the other issues raised in 
this review  

 

REVIEWER Mattia Roppolo 
University of Torino, Italy 

REVIEW RETURNED 01-Jul-2016 

 

GENERAL COMMENTS The article “Finding consensus on Frailty Assessment in Acute Care 
through Delphi method” is a very interesting study about the 
selection process of a series of frailty indicators that may be 
specifically useful in the acute care setting.  
In my opinion the paper is good and may be interesting for readers 
of BMJopen.  
Research questions, objective, methods and results are clear and 
the discussion is in line with the results obtained by the authors.  
However, I have a major remark about the literature review made by 
the authors as well as the selection of the frailty models.  
In the paper are not mentioned conceptualizations and instruments 
of frailty based on a biopsychosocial approach, which in the last 
years found a large consensus both in clinical and academic sector, 
and demonstrated to be more accurate in the identification of 
vulnerable older adults.  
I think this is a great lack of the current paper. Avoiding the use of 
such models (i.e. the Tillburg Frailty Indicator) in the development of 
the questionnaire used in the Delphi method, may compromise the 
final selection of frailty indicators as well as the results about 
agreement and reliability.  
In light of this consideration I suggest the author to review the 
literature searching for biopsychosocial models of frailty, include 
them in the list of their frailty models, and to repeat the Delphi 
procedure. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: LEOCADIO RODRIGUEZ-MAÑAS  

Institution and Country: GERIATRICS SERVICE, GETAFE UNIVERSITY HOSPITAL, SPAIN  

Please state any competing interests or state ‘None declared’: NONE  

 

REVIEW 1.1  

Please leave your comments for the authors below  

This manuscript is a first approach to collect the views of experts about the characteristics of the 

assessment of frailty in patients needing acute care, using the Delphi method. Although this is a hot 

topic, the manuscript raises some doubts and inconsistencies.  

There is no information about facts that are very relevant in Delphi studies. Although the authors 

establish that "Wording and format changes occurred over 2 iterative cycles before the electronic 

survey was distributed to the expert panel" we do not have enough information about the criteria used 

to make these changes nor about their content and extension.  

 

RESPONSE 1.1  

To address this comment, we provide additional detail on criteria and re-order the questionnaire 

development section of the methods (p4), which now reads:  

“… changes were made when issues of clarity were raised by a separate panel of clinicians and 

qualitative researchers. Changes were on wording of questions, and not content, and were instigated 
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if any single panellist raised a concern. A “trap question” was included in the questionnaire as a 

consistency and measure of engagement, at the suggestion of a qualitative researcher during the 

iterative process. To ensure a high response rate by item, the electronic software was set up to 

require a response for key questions, and the survey length was minimised to optimise overall 

response.”  

 

 

REVIEW 1.2  

We do not have information about the criteria to select the experts, although we have information 

about their professional profile. But we do not know if they were experts in the field of frailty and how 

they were selected. In this same regard, the number of participants is quite low (16 and 41 in the first 

and second round, respectively) and we do not have information on the number of participants taking 

part in the 2 rounds an on those participating in only one of the rounds. It would be of interest to know 

if the participants in the Round 2 were informed about the results in the Round 1.  

 

RESPONSE 1.2  

To address this comment, we provide additional detail on selection, and participation, and re-order the 

Expert panel selection and recruitment section (p4) of the methods, which now reads:  

 

“A formal stakeholder analysis identified individuals locally and regionally drawing on the network of 

this research unit. To be considered a stakeholder, people were either publishing in UK journals, or 

providing frailty care, or involved in charities pertaining to the topic. For the second round, formal 

stakeholder analysis was expanded to encompass national participants, using same criteria. All 

identified were invited to take part. The selection criteria meant that participants were academics, 

front-line clinicians, and specialists from charities. The panellists were invited by email through Survey 

Monkey™ distribution software. There were two rounds and the overall participation rates for Round 1 

and Round 2 were 72.7% (n=16) and 48.8% (n=41) respectively (Appendix 2). Round 1 result were 

results were presented electronically within the Round 2 survey to all participants. 6 participants 

completed Round 1 and Round 2, with 2 non-responders of Round 1 completing Round 2.”  

 

We correct a cut and paste error for Round 2 response rate, which is lower than previously reported 

due to an increased invitee list.  

 

We expand the limitation (p7) section of our discussion, including subheading for it, with additional 

text to pick up the response numbers:  

 

In this study, specific limitations include a fairly low participant number, yet comprised of national 

experts, with a decline is response rate in the second round (although with an increase in number). 

Non-response consequently means only the views of those engaging in the process are determined.  

 

 

REVIEW 1.3  

Regarding the results it looks that the geriatric syndromes plus those situations linked to High 

intensity service utilisation are the only ones agreed as frailty indicators, raising the issue of 

misconception that the authors should approach in the discussion section. In the current clinical 

practice, all of those factors selected are routinely assessed as part of the CGA. Moreover, it should 

be discussed that the major part of frailty indicators are related to established disability.  

 

RESPONSE 1.3  

To address this comment we expand the discussion (p6, pg 4, ln 5) section to include the following 

text:  
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“This may not encapsulate current consensus definitions of frailty to its fullest extent(8), instead these 

findings represents an agreement of the most pertinent and applicable measures for the assessment 

and management of frailty in the acute setting. The frailty indicators agreed upon in this study pertain 

to geriatric syndromes, which may be distinct from disability (12) as some are thought to be 

reversible. This is reflected in current national recommendations for quality of care for older persons 

with emergency and urgent care needs(26, 27) and in current clinical practice, with many of the 

perceived useful measures included within Comprehensive Geriatric Assessment(28), a resource 

intensive multidisciplinary assessment of patients deemed frail.  

 

(p7, pg 1, ln1)  

Participants perceived that the Acute Medical Unit (AMU) and Care of the Older Person’s ward were 

the optimal settings for frailty assessment, and that the frailty assessment tool should be clinically 

relevant, simple (easy to use) and accessible or useful to the multidisciplinary team. This may reflect 

the fact that the majority of emergency medical admissions occur through AMUs in the UK setting(29). 

“  

 

REVIEW 1.4  

There is a contradiction about the most appropriate setting to assess frailty (Acute Care Unit; Fig 4), 

but experts do not select this same setting when they are asked about the organizational structure for 

frailty assessment.  

 

RESPONSE 1.4  

 

This appears to be a difference in terminology, for which we provide clarity with additional text in the 

research questions section of the introduction (p3):  

“6) What organizational structures (i.e. the manner in which people work to provide optimal care, not 

the physical setting) best facilitate frailty assessment and management?”  

 

And the discussion section (p7 pg2):  

“There was no consensus achieved for the optimal timing or organizational structures (these are 

working practices not a physicality, e.g. Acute Frailty Unit or Acute Care of Elderly Unit (ACE)) that 

best facilitates frailty assessment or management in the acute care setting….”  

An organisational structure is not a physical setting, instead it is the manner in which an organisation 

works including chain of command. Thus the organisational structure question asks how the 

assessment and management should take place to optimise care delivery. Whilst, the settings 

question asks about the physical space in which a patient is seen, equivalent to where in the patient 

journey should assessment take place.  

In the UK Acute Medical Units are where major throughput of non-elective medical admissions take 

place. Acute Care of the Elderly (ACE) Units or Acute Frailty Units are organisational structures 

created to improve the quality of care for older persons requiring non-elective medical admission, 

some evidence for which exists. Acute Medical and Mental Health Units are in essence a concept to 

cohort together patients with acute medical problems and patients with acute mental health problems 

(delirium or psychosis) as there is much cross-over between the two.  

For interest publications on organisation structures in medicine include:  

http://www.bmj.com/content/347/bmj.f4132  

http://ageing.oxfordjournals.org/content/early/2013/07/22/ageing.aft087.full  

 

REVIEW 1.5  

Regarding the characteristics of the instrument, the general characteristics selected are consistent, as 

it is the reproducibility of the answers between experts and rounds. In conclusion it is needed a more 

accurate description of the methodology used, as it is a crucial point when Delphi method is used, 

alongside with a discussion about the other issues raised in this review.  
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RESPONSE 1.5  

 

We thank the review for this comment, and have addressed the methodology and discussion as 

detailed in previous responses.  

 

Reviewer: 2  

Reviewer Name: Mattia Roppolo  

Institution and Country: University of Torino, Italy  

Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below  

 

REVIEW 2.1  

The article “Finding consensus on Frailty Assessment in Acute Care through Delphi method” is a very 

interesting study about the selection process of a series of frailty indicators that may be specifically 

useful in the acute care setting. In my opinion the paper is good and may be interesting for readers of 

BMJ Open. Research questions, objective, methods and results are clear and the discussion is in line 

with the results obtained by the authors.  

 

RESPONSE 2.1  

We thank the reviewer for this comment.  

 

REVIEW 2.2  

However, I have a major remark about the literature review made by the authors as well as the 

selection of the frailty models. In the paper are not mentioned conceptualizations and instruments of 

frailty based on a biopsychosocial approach, which in the last years found a large consensus both in 

clinical and academic sector, and demonstrated to be more accurate in the identification of vulnerable 

older adults. I think this is a great lack of the current paper. Avoiding the use of such models (i.e. the 

Tillburg Frailty Indicator) in the development of the questionnaire used in the Delphi method, may 

compromise the final selection of frailty indicators as well as the results about agreement and 

reliability. In light of this consideration I suggest the author to review the literature searching for 

biopsychosocial models of frailty, include them in the list of their frailty models, and to repeat the 

Delphi procedure.  

 

RESPONSE 2.2  

To address this comment we provide further clarity that this study focussed on frailty in the acute care 

setting, adding text:  

 

To the introduction (p3, pg4 ln3):  

 

“However, consensus has yet to be achieved regarding the dimensions or variables that must be 

measured for an operational definition of frailty(8), or in fact how to best measure them(13), especially 

in the acute care setting. There is….”  

 

To questionnaire development section (p4 pg3 ln1):  

 

“A literature review focussed on frailty assessments developed or validated in the acute care setting, 

outlined variables associated with frailty that we coded into 5 groups….”  

 

To the limitations section of the discussion (p7 pg5):  

In the literature review, we focused specifically on assessments that have been developed or 
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validated within the acute care setting (Appendix 4), which have been arguably primarily biomedical in 

nature. This strategy may have excluded useful predictor variables in frailty assessments utilized in 

the non-acute care setting(39). For example, the Tillburg Frailty Indicator(40) is a validated instrument 

in the non-acute setting based on a predominantly biopsychosocial model, which explores social, 

psychological and environmental contributors to frailty. However, it is not clear how best to measure 

these parameters, nor how they affect overall outcomes, in the acute care setting.  
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