Background
Frailty is independently linked with adverse clinical outcomes in chronic kidney disease (CKD). Nephrologists’ perception of frailty does not correlate well with the reference diagnostic criteria for physical frailty, the Fried Frailty Phenotype (FP). The FP is a time-consuming assessment and is therefore challenging to implement within Nephrology Outpatient Services. There is a need for a reliable and efficient approach to the assessment of frailty in CKD cohorts. Our aim was to evaluate the diagnostic accuracy of frailty screening methods in patients with CKD G4-5 and those established on haemodialysis (G5D).

Methods
Ninety patients with CKD G4-5D were assessed between January 2017 and December 2017. Frailty was assessed using the original FP: weight loss, exhaustion, low physical activity, slow gait speed and low grip strength. ROC analyses were performed for the following frailty screening methods: The Clinical Frailty Scale, as assessed by a doctor and a nurse (CFSD and CFSN, respectively), The PRISMA 7 questionnaire (P7), The Frailty Index (FI), The Short Physical Performance Battery (SPPB), timed 5 sit to stands (STS5), grip strength and gait speed. 

Results
Median age was 71.5 (IQR 17) with an equal male to female ratio. Thirty (33.3%) patients were receiving haemodialysis. Nineteen (21.1%) patients were categorised as frail, 42 (46.7%) as pre-frail and 29 (32.2%) as robust. There was no significant difference in the age, BMI and Charlson Comorbidity Index between frail and non-frail (robust/pre-frail) patient groups. There was a significantly higher proportion of female patients and dialysis-dependent patients categorised as frail. Table 1 demonstrates the ROC analyses and additional assessments of diagnostic accuracy for the frailty screening methods. 

Conclusions
	
	AUC (95%CI)
	Cut-off
	Sensitivity
	Specificity
	PPV
	NPV
	LR+
	LR-

	CFSD
	0.90 (0.84-0.97)
	≥5
	0.79
	0.87
	0.63
	0.94
	6.21
	0.24

	CFSN
	0.79 (0.69-0.89)
	≥5
	0.58
	0.76
	0.40
	0.87
	2.42
	0.55

	P7
	0.83 (0.73-0.93)
	≥3
	0.90
	0.61
	0.38
	0.96
	2.27
	0.17

	FI
	0.88 (0.81-0.96)
	>0.32
	0.95
	0.68
	0.44
	0.98
	2.92
	0.08

	SPPB
	0.92 (0.86-0.97)
	<9
	1.00
	0.78
	0.54
	1.00
	4.44
	0.00

	STS5
	0.91 (0.84-0.97)
	>19.5
	0.95
	0.79
	0.55
	0.98
	4.49
	0.07

	Grip Strength
	0.87 (0.78-0.96)
	FP
	1.00
	0.66
	0.44
	1.00
	2.96
	0.00

	Gait Speed
	0.96 (0.91-1.00)
	FP
	0.84
	0.96
	0.84
	0.96
	20.05
	0.16


[bookmark: _GoBack]Frailty is highly prevalent in CKD G4-5D. Pre-frailty, a precursor to frailty, is even more so. Slow gait speed has a high sensitivity and very high specificity for identifying frailty, though is a less practicable approach than the non-physical assessment methods. The P7 and FI have excellent sensitivity but limited specificity, consequently they should not be relied upon alone to diagnose frailty. The CFS has a high sensitivity and specificity when completed by a doctor, though nurse CFS assessment has limited sensitivity. Further study is needed to establish the feasibility of incorporating frailty screening in Nephrology Outpatient Services.
Table 1. Diagnostic accuracy of frailty screening methods.
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