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ABSTRACT

Introduction: Frailty syndrome (FS) is one of the well-known risk factors for cardiac surgical treatment.
Moreover, older patients are more likely to suffer from various comorbidities. Ethical issues that arise in
patient care should be considered, including their identification, analysis, and appropriate resolution. The
study aimed to present the nurse’s role in the therapeutic team, which should take the floor as a patient
advocate representing her/his interest.

Case presentation: An 82-year-old patient was admitted to the Cardiac Surgery Clinic and was discussed
in the context of emerging ethical dilemmas in clinical practice. The peri-operative risk was assessed as
high; the nurse identified both frailty phenotype and FS. Currently, at postoperative day 40, the patient
remains sedated, haemodynamically unstable, and has a poor long-term prognosis.

Summary: If the patient is not presented with a risk assessment that includes FS assessment during the
qualification process, it can be concluded that this omission violates the information component of informed
consent. Nurses must speak out in those patients’ interests in order to preclude actions that may increase
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Introduction

The profile of patients who are qualified for cardiac
surgery has changed due to two factors. First is the
systematic increase in life expectancy; it is estimated
that in 2050, people over 65 years old may constitute
21% of the entire population [1]. Second is medical
developments, including improvements in medical
equipment, diagnostics, and surgical and therapeutic
techniques. Due to these factors, over the past 15 years,
the average age of patients treated with cardiac sur-
gery has increased from 56 years to 69 years, and
10% of them are aged 80 years or older [2]. Because
patient vulnerability increases with age, geriatricians
divide elderly people into three age groups: young old
(65 75 years), old old (75 85 years), and oldest old (over
85 years) [3]. Nevertheless, advanced age no longer
automatically confers the assumption that a patient is
at increased risk of adverse medical events [4].

their vulnerability during cardiac surgery.
Key words: cardiac surgery, frailty syndrome, patient advocacy, case report
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Many studies have proven that elderly patients can
benefit from cardiac surgery [2]. However, the fact is
that the older the patient, the more likely the presence
of comorbidities [1]. Each older person has an average
of four chronic diseases, and each year, nearly 20% of
people in this age group are hospitalised [5]. In cardiac
surgery, the increased risk of mortality, morbidity, or use
of additional resources is not associated with age itself
but with the coexistence of chronic diseases that carry
numerous risk factors. In addition, it is now recognised
that giving older people lower priority for operative
medical care violates the principle of respect for hu-
man dignity unless their age decreases the chance of
benefitting from treatment and care [6]. Therefore, any
medical decisions that take into account non-medical
criteria, including the patient’s social status, material
resources, or age, are considered ethically wrong [7].

The current procedure of qualifying patients for
cardiac surgery assesses perioperative risk based on
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two calculators widely used in clinical practice: The
Society of Thoracic Surgeons (STS) risk score and the
EuroSCORE II (ES Il). In addition to age and gender,
both calculators include in their assessment a number
of clinical factors that may increase patient mortality
after cardiac surgery. However, these calculators do not
assess psychosocial factors, which in light of current
knowledge is a limitation. The ES Il typically overesti-
mates peri-operative risk, whereas the STS typically
underestimates it; therefore, the use of the latter calcu-
lator should be considered in patients who have frailty
syndrome (FS) [8]. Clinicians believe that risk indicators
are helpful but are only one factor in making decisions
and setting medical priorities [6]. When decisions are
made, the relationship between treatment benefit and
possible complications should always be positive [1].

Old age is no longer the main exclusion criterion
used in qualifying patients for cardiac surgery, although
scientific research considers FS to be a factor that
negatively affects cardiac surgery. Because clinical
practice still lacks a standardised model for qualifying
FS patients for cardiac surgery, care planning must be
scrupulous for both medical and ethical reasons. The
emergence of ethical dilemmas is an integral part of
clinical practice. Clinical ethics addresses identifying,
analysing, and solving moral problems that arise in
patient care [5].

Ethical dilemmas arise even in optimal settings,
and in cardiac surgery they are important from both
the clinical and scientific points of view [9]. Given the
ongoing medical developments and emergence of
new concepts, clinical ethics must be a dynamic and
constantly evolving discipline [10]. Likewise, every
medical intervention must scrupulously observe basic
ethical principles, including autonomy, beneficence,
non-maleficence, and justice [5]. Nearly 80% of clini-
cians declare that they have abstained from surgical
treatment in their professional practice because the
risk was too high in relation to the benefits, and 26%
have declared that they were guided in their decision
to abstain by ethical principles [6].

The aim of this case study was to present a clinical
situation in which an elderly patient with high periop-
erative risk and identified FS was qualified for elective
surgery. How should a nurse behave when he or she
has information that the presence of FS may make the
risk of surgery higher than it has been represented to
the patient? The changing profile of patients who are
qualified for cardiac surgery may generate an ethical
dilemma and creates the need for strategies that
are appropriate and consistent with the principles of
ethics. The main purpose of this paper is to illustrate
the importance of the nurse’s role in the therapeutic
team, which may include speaking out in a patient’s
best interests as an advocate. A nurse should always

speak out within the scope of his or her competence,
but as a member of a multidisciplinary team, a nurse
can significantly influence the clinical decision mak-
ing. A nurse must be ethically sensitive and recognise
cases in which planned medical interventions will not
necessarily benefit the patient. In addition, this paper
discusses issues related to FS, assessing peri-operative
risk, the presence of depressive symptoms, the essence
of social support, decision-making capability, the deci-
sion-making process, the essence of communication,
and the emerging practice of prehabilitation.

Case report

This case report study was approved by the in-
dependent Bioethics Committee of Wroclaw Medical
University, Poland blinded source. After receiving oral
and written explanations of the study, the patient gave
written, informed consent prior to starting the study.
The case study was carried out in compliance with the
protocol of Good Clinical Practices and Declaration of
Helsinki principles. This case report adheres to CAse
REporting (CARE) guidelines [11].

An 82-year-old patient was admitted voluntarily to
the Cardiac Surgery Clinic in Wroclaw, Poland blinded
source for the purpose of undergoing mitral valve re-
placement surgery, aortic valve reconstructive surgery,
and coronary-artery bypass grafting. The comorbidi-
ties were permanent atrial fibrillation, ischaemic heart
disease, previous pacemaker implantation, arterial
hypertension, anaemia (treated), hyperthyroidism, and
chronic gastritis.

During the heart group meeting, the peri-operative
risk was assessed at 7.12% using the ES Il calculator.
In addition, the purpose of the procedure, its scope,
course, and the possibility of postoperative complica-
tions were discussed with the patient, who signed the
consent form to conduct the procedure. At the time
of her admission, the patient was in New York Heart
Association (NYHA) class lll, ejection fraction (EF) 50%.

The day before the procedure, the nurse, after ob-
taining written consent to do so, included the patient
in a study aimed at identifying FS. During an interview,
the patient stated that she had recently become a wid-
ow after having cared for her disabled husband for
15 years. In addition, a few months earlier, the patient’s
only son had died suddenly of a heart attack. The patient
expressed that she could not cope mentally with it.

The nurse used standardised tools to assess the
patient’s cognitive state and to determine the frailty
phenotype, including assessing symptoms that can
indicate depression. Based on the interpretation of
the results, cognitive disorders without dementia were
identified (24 points) on the Mini-Mental State Exam-
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Table 1. Results for the assessment of the patient’s frailty phenotype according to Fried criteria

Frailty Phonotype — Criteria

Results

Shrinking: unintentional weight loss > 4.54 kg per year

Weakness: grip strength in the lowest 20%, stratified by gender and BMI (kg/m?)
Exhaustion: self-reported exhaustion, identified by two questions from the CES-D scale
Slowness: based on time to walk 4.57 m, adjusting for gender and standing height

Low physical activity: a weighted score of kilocalories expended per week, stratified by gender

7.0 kg per year
17.0 kg
M = 2.2 points
4.74s
200 kcal

M — the mean scoring; BMI — body mass index; CES-D — Centre for Epidemiologic Studies - Depression. Positive for frailty phenotype > 3

criteria present; Intermediate or prefrail: 1 or 2 criteria present

Table 2. Results obtained in the biopsychosocial domains of the Tilburg Frailty Indicator

Tilburg Frailty Indicator (TFI) Results
Total score 11 points
The physical domain (0-8 points)* 6 points
The psychological domain (0-4 points)* 3 points
The social domain (0-3 points)* 2 points

*The higher the score, the higher the patient’s frailty. Frailty syndrome is diagnosed when the total TFI score is > 5.13 points

ination (MMSE) questionnaire. A frailty phenotype was
identified according to Fried (Tab. 1) [12], and FS was
identified according to the Tilburg Frailty Indicator (TFI)
(Tab. 2) [13, 14].

The next day, the patient underwent the complex
cardiac surgery and currently is at post-operative day
40. The patient remains sedated, haemodynamically
unstable, and breathing with mechanical assistance.
She is haemodialysed periodically and has a poor
long-term prognosis.

Discussion

In medicine, the essence of any decision-making
process is communication. Randomised trials have
proven that effective communication between patient
and clinician results in greater satisfaction and fulfilment
and improved medical results. In addition, communica-
tion can prevent and resolve ethical dilemmas arising
in clinical practice. Effective communication is an inte-
gral part of the medical arts and prevents or mitigates
ethical dilemmas arising during the decision-making
process. Healthcare providers are responsible for
making patients and their families aware that any
information conveyed before cardiac surgery can be
important to the decision-making process. Mueller et
al. [5] listed topics that are crucial to analysing ethical
dilemmas related to specific cases. These include med-
ical indications (beneficence, non-maleficence), patient

preferences (respect for patient autonomy), quality of
life (beneficence, non-maleficence, respect for patient
autonomy), and contextual features (loyalty, justice).

This raises the following question: What is the role
of the nurse in the decision-making process? As a per-
manent member of a multidisciplinary team, a nurse
is obligated to speak up on issues related to his or
her professional competence and is also a link in the
communication channel that includes the doctor, other
members of the multidisciplinary team, and the patient
and/or the patient’s family (Fig. 1). In recent years, pa-
tient advocacy has become an intensely investigated
issue in the nursing field. In fact, patient advocacy has
been identified as an essential activity of nursing [15].
The tasks of nurses include protecting patients from
injuries and potential risks, whether mental or physical
and whether intentional or unintentional, that are asso-
ciated with improper treatment or care [16]. Given the
numerous factors that may increase the vulnerability
of patients during cardiac surgery, a nurse, despite
the necessity of rationing his or her care, must con-
stantly be aware of the biopsychosocial status of his
or her patients. In the study case reported herein, the
nurse used available standardised methods to assess
FS, and the inclusion of the FS concept widened the
perception of the patient’s psychosocial dimension.
Comprehensive pre-operative assessment is vital to
determining not only individual peri-operative risk but
also the potential benefits of treatment to the group of
which that individual is a member.
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Figure 1. The place and role of the nurse in the decision-making process

In cardiac surgery, after comorbidities, FS is the
strongest predictor of mortality and morbidity, stron-
ger than patient age. Cardiac surgery patients are in
a dynamic state, and frailty increases vulnerability to
stressors that are often clinically associated with the oc-
currence of postoperative complications and the need
for intensive medical care. The hospitalisation cost for
a cardiac-surgery patient with FS is 30% higher than for
a non-frail patient [17]. A review of the literature on the
effects of FS on cardiac surgery identified a relationship
between FS and adverse post-operative results: patients
who had been identified with FS were more likely to
develop mortality, morbidity, and functional impairment,
i.e. major adverse cardiac and cerebrovascular events
(MACCE) [8].

Despite an increasing number of studies on the neg-
ative effects of FS on cardio-surgical treatment, its sys-
tematic assessment still is not included in daily clinical
practice. As one article in the literature stated, ‘Patient
frailty is the elephant in the operating room: it is easy to
spot but is often ignored’ [3]. Many standardised tools
for identifying FS exist. However, there is still no unified
model of risk forecasting that includes FS assessment,
which is an important factor from the point of view of
optimising the effectiveness of therapy. According to
Afilalo [18], who assessed the prognostic value of var-
ious frailty-assessment tools, only five-metre gait speed
is significantly associated with complications or a two- to
three-fold increase in the risk of mortality. Hill et al. [19]
recommended adding to the decision-making process
a peri-operative risk-assessment model, the first stage
of which identifies FS by assessing cognitive abilities,
gait, nutritional status, and the basic and complex ac-
tivities of daily life. In the study case described herein,
FS was assessed using two standardised tools that are
recommended by consensus [20]. Unfortunately, the
peri-operative risk that was presented to the patient
during the heart group meeting did not include the
diagnosis of FS because the FS evaluation was only
part of another study.

The added value of FS assessment is that it gathers
information on the patient’s psychosocial status. In the
study case, the patient declared that she could not cope
with her psychological problems. In addition, symptoms
indicating depression were confirmed using the Cen-
tre for Epidemiological Study of Depression (CES-D)
scale, a tool that possesses good psychometric prop-
erties. Can psychosocial burden affect the results of
cardiac surgery? The coexistence of depression and
cardiovascular diseases is common. When qualifying
a patient for cardiac surgery, most of the data gathered
concern the occurrence of post-operative psychiatric
disorders. Depression symptoms are found in 25-35%
of patients undergoing cardiac surgery. Interestingly,
epidemiological data indicate the presence of de-
pression in 36% of patients awaiting coronary-artery
bypass-graft surgery [21]. Depression or the risk of
depression before cardiac surgery are associated with
higher risk of post-operative depression, which has itself
been shown to be an independent predictor of subse-
quent cardiac events, the risk of rehospitalisation, and,
in the case of severe depressive disorders, the risk of
death. Routine screening for depression symptoms is
indicated as a standard part of the process of qualifying
patients for cardiac surgery. Patients whose pre-opera-
tive symptoms indicate depression may be perceived
as being more physically and emotionally vulnerable to
the stresses of the surgical intervention than non-de-
pressed cohorts [22]. Studies have confirmed the
importance of social-support factors in the occurrence
of depression in the elderly. Likewise, social support is
a positive factor for post-operative health recovery. The
six-month mortality rate is lower in elderly patients who
have social or religious support than in patients without
similar support [1].

Frailty in the social domain significantly correlates
with a reduced level of self-control and self-care in heart
failure patients. With regard to the question posed earli-
er, it should be recognised that the psychosocial burden
may affect the results of cardiac surgery, in particular,
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the patient’s adherence to post-operative recommenda-
tions. In addition, their psychosocial status may further
limit older people’s ability to make decisions [5]. In the
study case, the patient was assessed for cognitive func-
tion using the MMSE questionnaire. This assessment is
important because elderly people with dementia, who
undergo cardio-surgical procedures, are four times
more likely to experience post-operative complications
than are patients without dementia [1]. Furthermore, in
both clinical practice and scientific research, assessing
mental functioning helps to identify patients who do not
have the ability to give informed consent [19]. It should
be emphasised that the incidence of dementia in the
elderly increases the inability of patients in this group
to make decisions. The following factors can impede
the ability of patients to provide true consent: feeling
threatened by illness, fear, lack of education, inability
to properly understand the language, belief that there is
no other treatment option, and the presence of mental
disorders [1].

According to ethical principles, the clinician is ob-
ligated to protect patients who lack the ability to make
decisions against inappropriate decisions regarding
medical care. In many cases, patients with mild cogni-
tive impairment have the ability to make decisions. Such
patients can understand the indications for the planned
procedure, the risks, and the benefits. Specialists who
can help determine the patient’s ability to make deci-
sions include psychiatrists, geriatricians, clergy, social
workers, and other members of the therapeutic team
[5]. Informed consent, which is the main manifestation
of respect for the patient’s autonomy, includes the fol-
lowing components: (1) pre-conditions (capacity, volun-
tariness), which include the need to assess the patient’s
ability to understand information and make a voluntary
and autonomic decision; (2) information (disclosure,
recommendations), which includes the need to present
to the patient all the information necessary to make de-
cisions, including the nature of the disease, treatment
options, risks, benefits, potential consequences of ther-
apy, prognosis without treatment, and recommendation
of a specific treatment plan; and (3) consent (decision,
authorisation), which includes making a decision on the
basis of the information provided, which is adequate to
the clinical situation, consistent with the patient’s prefer-
ences and values, and confirmed by written authorisation
to perform the procedure [9].

Depressive symptoms, a patient’s level of social sup-
port, and his or her cognitive functioning all are determi-
nants of FS, which, as discussed earlier, may influence
the effectiveness of cardiac surgery. It is a violation of
the informational component of informed consent if the
patient is not presented with the risk embodied in the
assessment of FS during the qualification process. Vio-
lation of any of the three components of informed con-

sent may invalidate the consent obtained. Similarly, the
patient’s signature would constitute a falsely understood
consent. It should be emphasised that giving consent
is a process in which both the patient and the clinician
play important roles [9]. It is the moment in which to
consider the possible consequences of the decision
[23]. When the planned procedure carries a high risk
of complications or even death and a low chance of
improving the patient’s quality of life, it is particularly
important that the decision-making process includes
the opinions of all members of the therapeutic team,
including the nurse as a patient advocate [10]. Medical
interventions that do not improve the patient’s quality
of life in the biopsychosocial sense are often futile and
contrary to basic human dignity. The quality-of-life ques-
tion makes it even more important to include the patient
and his or her family in the medical decision-making
process, because the quality of life that the healthcare
team members may perceive as low may be perceived
as good or fully acceptable by the patient and his or
her family [10].

The presence of FS can change the decision-making
regarding treatment options. FS patients may benefit
from the heart team-based approaches to care [2, 24].
Hill et al. [19] proposed a comprehensive model of
risk assessment and a course for the decision-making
process for FS patients. Scientific evidence confirms the
negative effect of embrittlement on both the quality of
life and the life expectancy of patients after cardiac sur-
gery, supporting the implementation of an appropriate,
unified model of qualification for daily clinical practice.

Prehabilitation, a new concept in multidisciplinary
care for patients preparing for planned cardio-surgical
procedures, is increasingly being recognised as a valu-
able part of the qualifying process for patients with FS
[3]. Prehabilitation aims to optimally use the patient’s
time while awaiting the procedure by providing him
or her with multidisciplinary consultations and using
physical and mental training and nutritional support to
optimise his or her condition. A randomised trial that
included low-risk patients qualified for coronary-artery
bypass-graft surgery found that 10 weeks of pre-opera-
tive physical training was associated with shorter stays
in both the intensive care unit and the hospital after the
procedure [24]. Education is vital to prehabilitation. It
must be noted that the frailty of the patient in the study
case might have been modifiable using prehabilitation.
Numerous studies are currently underway on prehabil-
itation, which may prove to be particularly helpful to FS
patients. Identification of FS may cause ethical anxiety,
but it does not automatically disqualify a patient from
undergoing cardiac surgery; however, FS does require
the correct approach to the decision-making process,
in which a nurse speaking in the patient’s best interests
as an advocate can play a significant role.
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In conclusion, an increasing number of scientific
studies confirm the necessity of including FS in models
of peri-operative risk prognosis and in the decision-mak-
ing process used in daily clinical practice. A patient’s
poor psychosocial status significantly increases his or
her peri-operative risks, including those of increased
morbidity, mortality, institutionalisation, disability, and
loss of independence. If the patient is not presented
with a risk assessment that includes FS assessment
during the qualification process, it can be concluded
that this omission violates the information component
of informed consent. As regards the healthcare team,
a reliable assessment of peri-operative risk is vital to
making ethical clinical decisions. One element import-
ant to preventing or mitigating ethical dilemmas during
the decision-making process is effective communication
among members of the multidisciplinary team. Because
nurses are the team members who are tasked with the
role of advocating for their patients, they must constantly
be aware of their patients’ biopsychosocial statuses
and speak out in those patients’ interests in order to
preclude actions that may increase their vulnerability
during cardiac surgery.

Summary

This paper presents the state of knowledge on the
most important issues related to qualifying patients
with FS for cardiac surgery. The issues presented are
discussed in the context of the emergence of possible
ethical dilemmas in daily clinical practice. Therefore, this
paper has both practical and substantive indications for
people involved in cardiac surgery. It also discusses
nurses’ active participation in the process of making
decisions regarding cardiac surgery.
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