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Abstract
Purpose of Review Frailty is highly prevalent with increasing age and contributes to adverse health outcomes. Prior to medical and
surgical intervention for the treatment of pelvic floor disorders (PFD), a comprehensive evaluation is necessary to evaluate frailty.
Beyond a standard assessment, the care of frail patients requires consideration of additional factors including functional ability,
cognitive impairment, and the role of caregivers. In this article, we review the current literature on PFD, specifically urinary and fecal
incontinence and pelvic organ prolapse, in frail individuals and highlight the risks and benefits of various treatment options.
Recent Findings Multiple tools are available to screen and assess for frailty in the general population. Growing evidence demonstrates
that the development of functional limitations is the initial manifestation of frailty and may further translate to an increased risk of
surgical complications.
Summary No standardizedmethod for screening andmeasurement of frailty currently exists. Independent of the individual assessment
metric to measure frailty, there is an associated increased risk of adverse events related to treatments. Management of PFD in the frail
population requires a tailored approach and necessitates consideration beyond objective data to the subjective, cognitive, and quality of
life implications of treatment.
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Introduction

Frailty is a multidimensional syndrome manifested by a re-
duced ability to perform activities of daily living and dimin-
ished reserves to recover from acute, physical, psychological,
and socio-economic stressors [1]. The prevalence of frailty
increases with age and contributes to adverse health outcomes.
It is estimated that an average of 10.7% of community-
dwelling adults over 65 years of age are frail, and this in-
creases to 26.1% for adults 85 years or older [2]. Two main
definitions of frailty exist in the literature: one focusing on the

physical phenotype of frailty versus a second expanded defi-
nition including additional components and often regarded as
the multidomain phenotype. The physical phenotype was con-
ceived by Fried and colleagues in 2001, with the identification
of specific measurable frailty-defining characteristics [3]. The
physical phenotype of frailty predicted poor clinical outcomes
including falls, hospitalization, development of disability, and
mortality. Furthermore, frailty influences surgical outcomes,
specifically increasing the risk of postoperative complications,
length of hospital stay, and probability of discharge to an
institutional setting [4].

The relationship between aging and pelvic floor disorders
such as urinary and fecal incontinence and pelvic organ prolapse
is well documented with over a third of women older than
60 years diagnosed with a PFD [5]. The impact of frailty on
PFD is poorly understood, and the effects of treatments are even
less appreciated. However, urinary and fecal incontinence are
common reasons for nursing home placement, and so, forgoing
treatment of these PFD may also have severe consequences.
Navigating this delicate balance requires a thoughtful and thor-
ough understanding of the patient’s condition, co-morbidities,
degree of bother, and goals of care. Often times, these issues
need to be considered not only on behalf of the patient but also
through the lens of caregivers. This review discusses the
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available data on various treatment options for PFD in frail
individuals.

Screening and Assessment of Frailty

There is currently no standard method for screening and mea-
surement of frailty. This is attributed to the large array of defini-
tions and criteria proposed to define frailty. Importantly, the clin-
ical impression of frailty did not correlate with formal assessment
(using the Fried Frailty Index) in a group of patients with PFD,
indicating that a more structured evaluation of frailty is necessary
for accuracy [6]. As such, many tools are available to screen and
assess for frailty in the general population. We have
highlighted a few of the more commonly used frailty
assessment tools along with their strengths and weak-
nesses in the context of pelvic floor disorders.

Fried’s Frailty Phenotype

The Fried Frailty Index (FFI) is a validated assessment of 5
domains: gait speed, hand grip strength, fatigue, weight loss,
and low energy expenditure. FFI is based off the physical phe-
notype definition of frailty and has shown to be predictive of
adverse clinical outcomes.

There is growing evidence that the development of functional
limitations is the initial manifestation of frailty, and mobility is
important to evaluate in the context of PFD as patients with
bladder and bowel incontinence may be limited by their ability
to mobilize to a toilet. Recently published research focusing on
physical performance and its association with frailty demonstrat-
ed that diminished gait speed is strongly associated with poor
clinical outcomes in different populations [7]. The TimedUp and
Go (TUG) test, which is the time in seconds to stand from a chair
and walk 10 ft at usual pace, suggests that a time of > 16 s is
highly specific for frailtywith > 10 s suggested as a frailty screen-
ing tool [8].

Similarly, hand grip strength is a powerful predictor of dis-
ability, morbidity, and mortality and has been increasingly uti-
lized as a single assessment tool for frailty. Patients with reduced
grip strength were 6 times more likely to be frail, and additional
studies demonstrated that grip strength is a powerful marker of
self-perceived fatigue, disability, morbidity, and mortality
[9–11]. Assessment of grip strength may be additionally impor-
tant in instances where straight catheterization is a possible strat-
egy for incontinence treatment.

Fatigue has been explored as a single assessment tool for
frailty, though its ability as a reliable predictor is limited due to
the subjectivity of this criterion. Lastly, weight loss and low
physical activity level can indicate frailty. With the FFI, uninten-
tional weight loss ≥ 10 pounds in the previous year or ≥ 5% body
weight satisfies the criteria for “shrinking” [3].

The frailty index can be used by clinicians and researchers,
both in the hospital and community settings, but it is labor-
intensive and requires specialized instruments (e.g., a dynamom-
eter tomeasure grip strength) which can be cumbersome. For this
reason, some have proposed a frailty screening tool to identify at-
risk persons. The International Association of Nutrition and
Aging proposed the frailty scale, and the Vulnerable Elders
Survey are relatively simple screening tools that can be self-
administered and therefore completed without direct provider
evaluation [12, 13].

9-Point Clinical Frailty Scale

The 9-point Clinical Frailty Scale (CFS-9) assesses patients rap-
idly on a scale from 1 (very fit) to 9 (terminally ill). In one study
of older patients undergoing surgery for PFD, the CFS-9 was a
reliable predictor of frailty in the population of patients with PFD
[14•].

Treatment Considerations of Frail Women
with Pelvic Floor Disorders

Particularly with quality of life conditions, it is important to
weigh the risks of treatment for patients on an individual basis,
and thus, several specific factors need to be recognized for the
care of frail adults with PFD. The psychosocial impact of PFD is
always important to consider when evaluating a treatment but
may play an even larger role in frailty as depression and social
isolation can contribute to the frailty phenotype through low
energy and physical activity. Input from caregivers can be invalu-
able in discussions about available resources and quality of life.

Additionally, clinical trials often exclude patients with co-
morbidities; thus, frail adults are often not included in study
populations resulting in minimal evidence-based data for this
population. Surgical intervention should be approached only af-
ter thoughtful discussion and with the understanding that frailty
increases the risk of postoperative complications. When
discussing surgical interventions, the short and long-term effects
of anesthetic type on postoperative cognition are another
consideration.

Urinary Incontinence

Incontinence is associated with frailty, but the dilemma remains
whether incontinence leads to frailty (i.e., limiting physical activ-
ity due to incontinence) or that frailty promotes incontinence (i.e.,
poor mobility prohibiting the use of toilet). This concept may
seem circular, but if the end goal is improvement in quality of
life, then any progress towards continence is a success for both
domains. Furthermore, assessment of frailty in patients with uri-
nary incontinence is critical to evaluate why this condition has
been associated with mortality [15].
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Urgency urinary incontinence (UUI) is the most common
type of urinary incontinence in older women. The first-line treat-
ment of UUI includes lifestylemodifications and behavioral ther-
apies [16]. Fluid management, prevention of constipation, avoid-
ance of bladder irritants (e.g., caffeine), and timed or prompted
voiding are relatively small changes with a potentially large im-
pact. If mobility is identified as a barrier to continence, then the
use of a mobility aid (e.g., cane or walker) or use of a bedside
commode can be helpful to reduce urinary incontinence and
mitigate the risk of falls. In those patients able to participate,
pelvic floor physical therapy can also be valuable.

Medical therapy may be employed either in conjunction with
behavioral therapies or as a second-line treatment. General con-
siderations when prescribing medications in this population are
polypharmacy with risks of drug interactions and age-related
pharmacokinetic changes, such as rates of absorption, distribu-
tion, and metabolism. Currently available medical therapy for
UUI includes anticholinergic or β3 adrenergic receptor agonist
medications. The association of anticholinergic medications with
dementia and higher rates of adverse effects in the elderly makes
these medications an unsatisfactory option for frail individuals;
however, the cost of β3 agonists often prohibits the use, despite
fewer central nervous system side effects [17•] [18].

Few studies have evaluated the outcomes of third-line treat-
ment options for UUI in frail elderly patients. In a secondary
analysis of the Refractory Overactive Bladder: Sacral
Neuromodulation versus Botulinum Toxin Assessment
(ROSETTA) trial comparing women aged < 65 and ≥ 65, both
groups experienced significant reductions in UUI episodes
and improved quality of life following treatment with either
onabotulinumtoxinA or sacral neuromodulations. Both
groups had similar rates of adverse events [19]. In another
study including frail versus non-frail patients stratified by
TUGT, outcomes of onaboutlinumtoxinA versus sacral
neuromodulation did not differ and both groups demonstrated
improvements in symptom scores [20]. Of note, another study
found that after 100 units of onabotulinumtoxinA intravesical
injection, older (> 65) frail patients were more likely to have
an elevated post-void residual and poorer long-term success
rates compared to the older non-frail and younger groups [21].

Prior to sacral neuromodulation implantation, assessment
of surgical risk and cognitive ability to effectively use the
programmer should be determined. Although there are no
specific studies of posterior tibial nerve stimulation (PTNS)
in a frail population, this minimally invasive treatment appears
a promising compromise for those patients whose risk of com-
plications is higher.

For stress urinary incontinence, pelvic floor physical ther-
apy in motivated and capable individuals is an excellent op-
tion. Urethral bulking is a minimally invasive treatment that is
well tolerated and can be performed in the office, thereby
eliminating the risks of general anesthesia, although not spe-
cifically studied in frail individuals. Following mid-urethral

sling, frailty was a predictor of 30-day readmission in a na-
tional database [22]. The most common reason for readmis-
sion was urinary tract infection. The use of an indwelling
catheter should be reserved as a last option for those patients
who may have poor mobility and skin wounds as a result of
their urinary incontinence.

Fecal Incontinence

Fecal incontinence (FI) has been reported in up to 14% of
community-dwelling adults over age 60 and has been associ-
ated with frailty [5, 23]. Initial management relies upon iden-
tifying the underlying causes such as severe constipation, di-
arrhea, medications (e.g., frequent antibiotics, laxatives), neu-
rologic disorders such as autonomic neuropathy or stroke, anal
sphincter weakness, and rectal prolapse. Similar to urinary
incontinence, the initial treatment of FI consists of multicom-
ponent behavioral therapies such as dietary modifications,
regular toileting, and pelvic floor physical therapy. Stool
bulking with fiber can reduce FI, and in cases of diarrhea,
antimotility medications can be beneficial. In instances of FI
resulting in skin changes, the use of barrier creams may be
appropriate.

If anatomic abnormalities, such as rectal prolapse or
sphincteric defect, are found on workup, there may be benefits
to surgical repair after a thorough discussion with the patient
about the risks and benefits. Sacral neuromodulation is anoth-
er option for FI with good efficacy, but the considerations
mentioned above of surgical appropriateness are essential.
PTNS is not approved for use in the treatment of FI but may
be beneficial in select patients [24].

Pelvic Organ Prolapse

As many as 50% of parous women are affected by pelvic
organ prolapse (POP), with women over the age of 60 years
representing the majority of the patients seeking management
for this condition [25, 26]. While frailty has been found to be
prevalent in older women seeking treatment for PFD, POP
may be an independent risk factor for frailty. Treatment of
older women with POP is not as straightforward when com-
pared to their younger counterparts and additional variables
including frailty must be considered as a part of the
evaluation.

Non-surgical management of POP with a pessary is often
preferred over surgical treatment in older women. Pessary use
has been demonstrated as a safe option with successful im-
provement in prolapse as well as both bladder and bowel
symptoms [27]. Whether women opt for pessary or surgical
management of their prolapse, optimization of their genitouri-
nary syndrome of menopause, or atrophic vaginitis, is critical
to reduce the risk of complications with the pessary and pro-
mote healing after surgery. Management should be tailored to
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the individual patient with many options now available in-
cluding estrogen therapy (transvaginal estrogen formulations
are most commonly used) and non-pharmacologic options
such as laser therapies.

In those women intolerant of a pessary or who desire sur-
gical repair, surgical approaches include reconstructive proce-
dures, such as abdominal, vaginal, and laparoscopic or robotic
colpopexy and obliterative procedures like colpocleisis.
Obliterative surgery is often favored in women who are older
and more frail with the advantages of shorter operative times,
lower blood loss, and faster recovery compared to reconstruc-
tive surgery [28, 29]. The outcomes for obliterative versus
reconstructive surgery are comparable in elderly women with
high-grade prolapse [30, 31]. This was supported by a pro-
spective study by Barber et al. in a similar patient population,
where no significant differences were found in objective or
subjective outcomes between obliterative and reconstructive
approaches [32]. Studies have also shown that obliterative
surgeries carry a lower risk of complications compared to
reconstructive surgeries, though there is little data specifically
addressing how the very elderly or frail population fare. In a
retrospective study of 264,340 women undergoing prolapse
repair, Sung et al. found that women above 80 years had a
17% risk of complications for obliterative procedures com-
pared to 24.7% risk for reconstructive procedures [33].
Those undergoing obliterative procedures also had a lower
rate of mortality, but this was not statistically significant.
Overall, it is generally recognized that following appropriate
counseling, colpocleisis is a safe and effective surgical method
in the treatment of POP.

When a reconstructive approach is desired, vaginal, as op-
posed to abdominal, surgery is typically favored in the elderly
frail population as it is quicker, safer, and more thoroughly
evaluated in this population [5, 34]. Although long-term suc-
cess rates are not as high as abdominal sacrocolpopexy, many
believe that lower complication risks in vaginal surgery coun-
terbalance the lower efficacy [35]. Several studies have dem-
onstrated that vaginal repair is a safe option for the elderly. In
a retrospective review of women undergoing vaginal POP
repair and anti-incontinence procedures, Moore et al. found
no statistical difference in perioperative complications among
three groups of women divided into ages ≤ 55, 56–69, and ≥
70 years [36]. While the risk of complications is low in
transvaginal surgery, severe complications can still occur. In
a review of 25 women over age 80 undergoing sacrospinous
ligament fixation for POP, four patients (16%) suffered car-
diovascular complications, including myocardial infarction
following hemorrhage and pulmonary embolism [37]. Of
note, all affected women had baseline vascular disease.
Thus, while vaginal approach appears to provide good results
with an acceptable safety profile, elderly patients should be
counseled that their age and frailty may put them at higher risk
for postoperative complications, including death.

Robotic-assisted sacrocolpopexy (RASC) is an attractive
alternative to the traditional open approach due to less blood
loss and shorter postoperative hospital stay [38]. Long-term
outcomes appear comparable between the robotic and open
approach [39]. As such, while age plays a role in the shared
decision-making process, operative intervention should not be
chosen based on age alone. Frailty appears to have a higher
association of increased risk for postoperative complications,
and studies have shown that frailty evaluation added predic-
tive power to more commonly used preoperative risk assess-
ment markers such as ASA status [4]. While small series have
shown comparable outcomes between open and robotic sur-
geries in geriatric patients, further research is needed to deter-
mine if this translates to elective POP repair in frail patients.

Conclusion

As the population ages, emphasis on risk stratification is par-
amount. Independent of the assessment method for frailty,
there is an associated increased risk of adverse events related
to treatments. There are vast data supporting the associations
between PFD and frailty, but it can be difficult to determine if
correcting one improves the other (i.e., improving inconti-
nence allows frail individuals to be less socially isolated).
Comprehensive management of PFD in the context of frailty
requires a thoughtful and individualized approach. We must
recognize that subjective, cognitive, and quality of life data are
arguably just as important as objective outcomes in the frail
population as we continue to explore the effects of frailty on
outcomes.
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