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Frail1
1. having delicate health; not robust; weak: My grandfather is rather frail now. 

 
We all know someone who could be described as frail. It could be the nice neighbor who fell last 
week or the relative who needs help getting in and out of the car. As a state Medicaid Agency or 
Health Plan, “frailty” describes those who qualify for long term nursing home coverage under 
federal definitions. Until recently, researchers didn't have a clear definition of "frailty," a 
condition that appears to put people at increased risk of developing numerous health problems. 
Having a clear and reliable definition of frailty is key to conducting usable research in this area, 
which subsequently is used to identify - and then treat - people who are likely to develop multiple 
health problems. 

Physicians have often used the term "frail" to 
describe people who were weak or had balance 
problems, but that definition was vague. 
Recently, researchers came up with a new 
definition that classifies someone as "frail" if 
he or she has three or more of the following: 
muscle weakness, slow walking speed, 
exhaustion, low physical activity levels, or 
unintentional weight loss. One recent study, in 
fact, showed that people who met this 
description ran an increased risk of becoming 
disabled. Some additional research has also 
found that people meeting the description are 
more likely to fall, to be hospitalized, and to die 
within several years.2
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Medicaid managed care plans have more challenges and opportunity than ever before to enhance 
services and increase shareholder value through better frailty management. Related to this trend, 
many states already are embarking on initiatives to move people out of nursing homes and into 
the community. At least 27 states are moving toward “long-term care diversion” projects on their 
own or in collaboration with private health plans3. To be successful in managing an elderly or 
disabled population, plans must improve their ability to identify high risk members and manage 
the risks associated with frailty. 
 
Frailty is highly correlational with age. Researchers estimate that 3 to 7 percent of 65 to 75 year 
olds are considered “frail” but that increases to 20% for those over 804. In addition and in regard 
to its personal impact, frailty is also a significant factor in hospitalization, falls, other accidents 
and nursing home placement. Since life expectancy in the U.S. is currently 78 years, frailty 
management (for one’s self or a loved one) will undoubtedly be an issue for most Americans at 
some point.  
 
Care Managers who work with frail or disabled populations realize that diagnostic claims history 
or standard health risk assessments fall short when trying to identify members’ physical needs 
and risk factors. Consequently, many governmental, academic and provider-based organizations 



have created or adapted measurement indicators to better identify those who need assistance or 
who are otherwise at risk.  
 
 
Why versus What 
 
It is very important to distinguish the differences between “why” some people are frail versus 
“what” is the level of their frailty. People become frail due to injury, disease or factors related to 
aging. The presence of these factors may indicate the likelihood of diminished functional 
capacity, but show very little about the degree of loss. A person who is diagnosed with an ICD-9 
code of 436 (CVA) could show no lingering effects or they may be totally paralyzed.  Therefore, 
the level of function, the “what”, is much more relevant to caregivers or health plans.  
 
Researchers and physicians may be able to provide many answers about the factors that drive 
frailty, but how do those responsible for care determine the degree of functional impairment and 
what specifically to do about it? Health plans typically rely on claims data to target members for 
disease or care management, but the ICD-9 codes in those records provide almost no insight 
about those who might be frail. Worse yet, Medicaid plans with dual eligible members usually 
don’t have access to the Medicare claims that contain what little data may exist.  
 
The Power of Measurement 
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The good news is that an individual’s level of function 
can be measured in reliable and accurate ways. There 
are dozens of tools that clinicians use to assign an 
ordinal value to a person’s ability to complete every 
day tasks. Most of these relate to either Activities of 
Daily Living (ADL) or Instrumental Activities of 
Daily Living (IADL).  
 
ADL Checklist: 
http://www.pbs.org/wgbh/caringforyourparents/handb
ook/pdf/cfyp_adl_checklist.pdf 
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that is actually being received to be safe at home. Such knowledge allows plans to either establish 
a safe level of support or to place an individual in a more appropriate setting before a crisis 
necessitates a transition. 

 
Most measurement scales quantify similar types of activity. These measurements give a reliable 
reading of basic areas of function or provide a score that represents the total individual. Many of 
these measures break down a person’s functional status into: Mobility (lower body); Hygiene 
(upper body); and Mental Status (memory and problem solving). 

 
 
 Using Functional Measurement 

 
Very few measurement indicators can be 
compared to (or cross-walked) to one another for 
comparative purposes. This means that the results 
in different care settings cannot be compared 
unless both settings use the same measures. 

 
 
Variation is the Enemy of 
Quality 
 
Perhaps the biggest enemy of 
efficiency and cost control in the 
health care system is unexplained 
practice variation. In virtually 
every sector there are glaring 
examples of excess care being 
delivered that does not contribute 
to patient quality or result. In fact 
there is a great deal of research 
that suggests that more care/cost 
may result in worse patient 
outcomes. 6
 
If organizations have any hope of 
optimizing their value, they must 
incorporate new methods to view 
themselves in objective ways. 
The accountants who evaluate 
our success would never be 
happy with “close is good 
enough”. Why, then, should 

health plans be satisfied with managing utilization without objective measures and standards?   

New technologies give even untrained individuals 
the ability to generate a functional score. Item 
Response Theory tools can position an individual 
on a very wide spectrum of function by asking 
about 2 dozen questions. A comparable paper and 
pencil tool would require about 250 questions.  

Perhaps the biggest limitation with most tools is 
the requirement that a nurse, therapist or 
physician must administer them. This can be very 
burdensome and costly for health plans trying to 
adequately identify their frail membership. 

Most functional scales have limitations or 
differences in their “floors” and “ceilings” 
because traditional paper/pencil, static testing, 
requires hundreds of questions to address the full 
range of ADL and IADL activities.   

 
High performing plans are the ones that hunger for data about their processes and that are eager to 
look for new levers to enhance objectivity. They maximize their “value” by optimizing the 
relationship of quality outcomes at the patient level and the cost of that patient’s care.  Finally, in 
the world of frailty management, we can confidently move from the world of “I think” to the 
world of “I know”.  
 
As Medicaid plans take on more and more risk for managing frail populations, they will need to 
develop a systems approach. It is no longer acceptable to rely on statements like “I know we do a 
good job because we have good case managers” when defending individual or system wide 
decisions. When family members or other advocates challenge a plan’s judgment about the 



authorization of home care services, a system relying on robust and objective criteria will be the 
only way to support the overall process.  
 
Frailty management can be an overwhelming challenge, but several plans are embracing new 
technologies and method to reduce practice variation, enhance patient outcomes and objectively 
define their value to the healthcare community.  
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6Geography and the Debate over Medicare Reform 

A reform proposal that addresses some underlying causes of Medicare funding woes: geographic 
variation and lack of incentive for efficient medical practices. 
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Rick Glanz, CEO of SeniorMetrix 

Rick Glanz has more than 20 years of experience as a skilled nursing home operator at the facility 
and multi-facility level. As the Chief Executive Officer at SeniorMetrix, Glanz works with the 
company’s development team to establish systems for measuring, managing and calibrating the 
post-acute care continuum and frailty management. 

Glanz has lectured across the country on topics such as Medicare reimbursement, post-acute care 
utilization and reporting, identification of high-risk members, skilled nursing management, frailty 
management, and finance. He is often published in skilled nursing facility, Medicare Advantage, 
and Managed Medicaid periodicals. 

SeniorMetrix is the only source for evidence-based data, technology, and experience in frailty 
management. We provide decision-support that assists health plans in better managing their 
member’s care via the optimal relationship of cost and predicted patient outcome. 
www.seniormetrix.com 
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