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Abstract
Frailty has recently emerged as a dominant concept against a backdrop of media and gov-
ernmental narratives that frame the growing ageing population as an economic threat to
the current configuration of health care in the United Kingdom (UK). Despite frailty’s
popularity amongst geriatricians and policy makers, the concept faces resistance from
other health-care professionals and older people themselves. This paper draws on the
Foucauldian idea of biopower; by suggesting that the contemporary emergence and util-
isation of frailty represents a biopolitical practice a number or critical observations are
made. First, despite biomedical experts acknowledging ambiguities in the definition of
frailty, the concept is presented as a truth discourse. This is driven by the ability of frailty
measurements to predict risk of costly adverse outcomes; the capability of frailty scores to
enumerate complex needs; and the scientific legitimacy frailty affords to geriatric medi-
cine. Consequently, frailty has become pervasive, knowable and measurable. Second, the
routine delineation between frail and robust objectifies older people, and can be said to
benefit those making the diagnosis over those being labelled frail, with the latter becoming
disempowered. Last, studies show that frailty is associated with increasing wealth inequal-
ities in the UK; however, experts’ suggested management of frailty shifts the focus of
responsibility away from ideologically driven structural inequalities towards the frail
older person, attempting to encourage individuals to modify lifestyle choices. This neglects
the association between lifestyle opportunities and socio-economic deprivation, and the
impact of long-term poverty on health. These observations, set against the contemporary
political climate of economic austerity, cuts to public services and rationalisation of health
resources, bring the urgency of a critical consideration of frailty to the fore.
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Introduction
Recent interest in frailty has rapidly expanded; it now forms a dominant health
paradigm in geriatric medicine and is being positioned as a public health priority
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by policy makers who cite pressures from the ageing population (Cesari et al.,
2014). Several studies based on large data-sets have demonstrated the ability of
frailty measurement tools to predict adverse outcomes such as unplanned hospital-
isation and death. This has made the concept popular with biomedical researchers,
health economists and policy makers; the routine identification of frailty from gen-
eral practice (GP) electronic health records is now part of National Health Service
(NHS) England’s GP contract. However, there is no universally accepted definition
of what frailty actually is and concern about how the concept is being applied is
growing. This paper adopts the Foucauldian concept of biopower as a lens, through
which the contemporary emergence, and drive towards the routine nosology, of
frailty is analysed. Rabinow and Rose’s (2003) interpretation of biopower as a the-
oretical framework allows several critical observations to be made; the paper will
begin with a brief overview of this theoretical approach, followed by the main argu-
ment, presented in three sections. First, examination of quantitative biomedical
studies and NHS England policy documents suggests that, despite conceptual ambi-
guity, frailty is presented as a truth discourse. As a result, frailty can be used as a
tool to render life processes knowable; measuring frailty allows state bodies to enu-
merate the risk of older people accessing increasingly scarce health resources and
thus threatening the existing shape of health-care systems. In addition, frailty offers
geriatric medicine legitimacy by positioning geriatricians as frailty experts. Second,
by drawing on existing social science literature, it will be suggested that this
enumeration, and the resultant categorical delineation between frail and robust
individuals, is a dividing practice that objectifies older people. Third, despite the
association of frailty with socio-economic deprivation, current frailty interventions
shift the weight of responsibility away from modifiable structural causes of health
inequalities towards frail individuals, attempting to encourage older people to self-
manage through lifestyle modifications. In the context of the contemporary polit-
ical climate of austerity, attempting to subjectivate already-marginalised popula-
tions is problematic. By considering how the contemporary emergence and
application of frailty can be understood as a biopolitical practice, and critically ana-
lysing it as such, this paper suggests that frailty as a concept primarily benefits
state-led health and economic institutions rather than older individuals.

The contemporary emergence of frailty
The UK’s population is ageing (Office for National Statistics, 2017). Despite the
benefits of increasing longevity, older people are often presented as a cost, threat
or challenge to the economic sustainability of state health services by governments,
medical experts and the media (Laurence, 2002; Press Association, 2005; Silcock
and Sinclair, 2012; Campbell, 2015; Thompson, 2015; Vines et al., 2015).
Popular narratives specifically problematise the frail elderly, often with reference
to crises within the NHS and social care (Donnelly, 2013; Pickles, 2015;
Thompson, 2015; Siddique, 2016). The current political climate of economic aus-
terity has resulted in cuts to public services and a focus on rationalising health
resources (Iacobucci, 2014; Green et al., 2017). As a result, there is a political
drive to identify those at risk of utilising costly services; the recent controversial
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move to offer general practitioners financial incentives to not refer patients to hos-
pital embodies these dynamics (Campbell, 2018).

Geriatric medicine has a long-established tradition of delineating between
normal and abnormal ageing in individuals; contemporarily, research and practice
has moved towards establishing these divisions at the population level (Katz, 1996;
Rowe and Kahn, 1997; Depp and Jeste, 2006). Frailty embodies this trend by
attempting to conceptualise variable population ageing (Mitnitski et al., 2001).
Frailty’s popularity has increased exponentially in recent years, a trajectory reflected
by academic literature; in 1998 fewer than ten peer-reviewed articles with the terms
‘frailty and elderly’ were identified, contrasted with 40 in 1998 and 388 in 2012
(Pickard, 2014). However, a rigorous, universally accepted definition of what frailty
actually is remains elusive – a problem frequently acknowledged by biomedical
academics (Fried et al., 2001; Ensrud, 2008; Gilleard and Higgs, 2011b). A consen-
sus definition was developed by conference delegates from major international,
European and North American societies in 2013, however, it remains vague:

A medical syndrome with multiple causes and contributors that is characterized by
diminished strength, endurance, and reduced physiologic function that increases
an individual’s vulnerability for developing increased dependency and/or death.
(Morley et al., 2013: 392)

Some scholars suggest that rather than pursuing a unifying definition of frailty,
researchers should be clear what they mean when they employ the term
(Rockwood, 2005; Martin and Brighton, 2008). This infers that frailty is a travelling
concept, which can be interpreted, and therefore utilised, variably. This ambiguity
represents a fundamental weakness; Bortz (2010: 255) understands frailty as ‘an
emergent construct’ that ‘like the weather … resists facile measurement and defin-
ition’. Gilleard and Higgs (2011b: 476) problematise frailty as ‘a state of becoming
rather than an identity that has been achieved’.

The numerous and ever-expanding approaches to the measurement of frailty
described by biomedical researchers are broadly dividable into two dominant concep-
tual approaches, both of which emerged in the early 2000s: the frailty phenotype (FP)
and the deficit accumulation model. The FP understands frailty as a distinct syn-
drome observable in some older individuals, based on a set of five characteristics: self-
reported unintentional weight loss, self-reported exhaustion, weakness (measured by
a grip-strength dynamometer), slow walking speed and self-reported low physical
activity (Fried et al., 2001). The deficit accumulation model suggests frailty represents
the accumulation of physical, psychological and social impairments, which places
individuals at risk of adverse outcomes (Mitnitski et al., 2001). This theory is oper-
ationalised though the Frailty Index (FI), where deficits are counted and a score
allocated based on the proportion of deficits present out of the number of deficits
counted. Deficits can include symptoms, signs, functional impairments and labora-
tory abnormalities; simply accumulating deficits appears to be a robust characteristic
that is not sensitive to the choice of particular items (Rockwood et al., 2007).

Both the FP and the FI were developed before the consensus definition. As a
result, both conceptual approaches to frailty are validated through prediction of
often-costly adverse outcomes such as falls, institutionalisation and mortality.
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Both the FP and the FI have been shown to be independently predictive of death and
dependency (Fried et al., 2001; Mitnitski et al., 2001; Boyd et al., 2005; Fugate
Woods et al., 2005; Bandeen-Roche et al., 2006; Cawthon et al., 2007). However,
when compared in a large-scale study (N = 2,305), the FP and FI showed only mod-
erate correlation for content validity (R = 0.65) (Rockwood et al., 2007). This could
be taken to infer that the two approaches measure different facets of frailty, how-
ever, as the construct in question is so poorly defined, it may suggest the FP and
FI are measuring distinct phenomena, thus it appears the conceptual ambiguities
surrounding frailty translate methodologically (Martin and Brighton, 2008;
Cesari et al., 2014). Indeed, criterion validity is examined through measurements
of mortality and institutionalisation; these adverse outcomes occurred more com-
monly among frail people, irrespective of the measurement tool used. The content
validity measurements used in these studies are edifying. By appraising operationa-
lisations of frailty against death and dependency, frailty is positioned as an adverse-
outcome risk-identification tool, rather than a discrete syndrome or well-defined
clinical entity.

The analytical framework
Biopower emerged from Foucault’s work in the 1970s, where it was used to describe
the tactics used to govern lives within contemporary states (Foucault and Senellart,
2008). Biopolitics describes the particular strategies within the field of biopower
that make lives knowable and governable (Rabinow and Rose, 2003). As such, bio-
power and biopolitics are a set of diverse techniques that create ways of knowing
and controlling populations and their constituent biological lives (Foucault,
1998). Liberal states focus on welfare promotion for both population and economy;
biopolitics is a facet of contemporary governmental practices, employing categor-
isation strategies to organise lives for the purposes of distinction and division
(Walters, 2004). An idea central to Foucault’s conceptualisation of the term was
that modern liberal states used biopower paradoxically to foster life, whilst concur-
rently disallowing life to the point of death. Foucault contrasts this with more trad-
itional sovereignty, which he conceptualised as able to ‘take life or let live’: ‘The old
power of death that symbolized sovereign power… was now carefully supplanted by
the administration of bodies and the calculated management of life’ (Foucault,
1998: 139–140).

In an attempt to provide conceptual clarification, and in critique of others who
have used the concept too broadly, Rabinow and Rose (2003) suggest that biopower
should be used as an analytical tool and applied to processes which involve three
key elements: knowledge of vital life processes, power relations that take humans
as living beings as object, and modes of subjectification through which individuals
work on themselves. Grenier (2007), Twigg (2004) and Pickard (2014) employed
Foucauldian ideas when describing the dynamics around frailty’s materialisation
and nosology, whilst McCloskey and Van Den Hoonaard (2007) refer to biopolitics
in their critical consideration of the social dynamics between nursing home resi-
dents and the emergency room. However, a rigorous Foulcauldian analysis of the
contemporary emergence and utilisation of frailty has not been undertaken. In
arguing that the concept of frailty can be understood as a form of biopower, and
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analysing it as such, this paper will provide a critical and novel perspective on the
frailty’s conception and the politics of its nosology. Applying Rabinow and Rose’s
(2003) structured consideration of biopower allows underlying governmental
rationale to be critiqued systematically, and problematises some of the assumptions
underpinning the utilisation of frailty.

Frailty as a truth discourse
Rabinow and Rose suggest that biopolitical practices offer:

One or more truth discourses about the ‘vital’ character of living human beings,
and an array of authorities considered competent to speak that truth. These
truth discourses… may hybridize biological and demographic or even sociological
styles of thought … merged in the new language of susceptibility. (Rabinow and
Rose, 2003: 3–4)

By narrating older people as a cost, a threat or a burden, increasing age is com-
monly constructed in relation to risk. For Higgs and Gilleard (2014: 15), ‘frail
people are seen – at least by others – as being permanently at risk’. This risk is
multi-level, ranging from individual to societal, and well as multi-dimensional,
spanning ideas of health, economics and, more recently, politics, where older voters
are constructed as a challenge to progressive ideology (Walker, 1990; Kharicha
et al., 2007; Davidson, 2012; Curtice, 2015; Prince et al., 2015; Dorling, 2016;
Aboderin, 2017; Ayalon, 2017; Seo, 2017). Considering older people’s risk of falls
illustrates how discourses of risk and susceptibility pervade multiple domains
and levels. If, for example, an individual is felt by a health-care professional
(HCP) to be at risk of falling, they pose a risk to themselves, through the potenti-
ality for consequent illness, injury and death. In turn, family and care-givers see the
older individual as at risk, assumptions which have psychological impacts for the
older person and their carers, and may also have implications for resources needed
for care (Faes et al., 2010; Bauer and Sousa-Poza, 2015). Moreover, falls are under-
stood to pose a risk to society by way of economic threat, through the utilisation of
costly health and social care (Heinrich et al., 2010; Tian et al., 2014).

In short, older people are considered simultaneously a risk and at risk; emergent
biomedical conceptualisations of frailty capitalise on this dominant ideology. By
scoring vital characteristics of older people and generating numerical values that
are suggested to relate, albeit at the population level, to risk of decline or death, frailty
proffers to quantify risk of decline scientifically. This centralises ideas of risk and
augments the discourses around older people’s vulnerabilities representing both a
burden and a threat. The ability of frailty measurement tools to predict often-costly
adverse outcomes results in a subordination of the quest for conceptual clarification.
Thus, the ambiguity around what frailty as a biomedical condition actually is
becomes obfuscated, and the idea of frailty and its measurement emerges from
the aforementioned pieces of quantitative research as a knowable truth discourse.

Despite the British Geriatrics Society stipulating that the routine identification of
frailty should not be attempted, the quantification of populations’ risk of using
finite health-care resources was considered to be to a valuable opportunity
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(British Geriatrics Society, 2014b; Turner and Clegg, 2014). In 2014, an electronic
Frailty Index (eFI), based on electronic read codes in patients’ GP medical records,
was developed. It adopts the FI as its theoretical approach and automatically popu-
lates frailty scores from electronic health data in order to categorise individuals rou-
tinely as frail, pre-frail or robust (Clegg et al., 2016). Like other measurement tools,
the validity of the eFI rests on its prediction of hospitalisation, nursing home
admission and all-cause mortality. It is suggested that general practitioners use it in
combination with clinical judgement to facilitate decision-making, such as whether
to refer for invasive treatment, which may be life-saving but high-risk, and to
prompt the initiation of advance care planning for those at risk of death and decline
(Afilalo et al., 2012; Clegg et al., 2013; Revenig et al., 2013; Kim et al., 2014; Turner
and Clegg, 2014).

This interested policy makers. After imbedding the eFI into electronic GP records
in the UK, the routine identification of frailty in all patients over the age of 65 has
been incorporated into the most recent NHS England GP contract (NHS England,
2017). The rationale for this is said to centre around improving the quality of care
of older people, however, the problems associated with incentivising the application
of diagnostic labels on to the older person are multiple. Clinical judgements can
become subordinate to arbitrary reductionist biomedical categories, which hom-
ogenise diverse groups of individuals with varied health and social needs
(Checkland et al., 2008; Pickard, 2013). As Pickard (2013: 978) highlights, a strategy
to diagnose routinely older individuals with chronic kidney disease represents ‘an
extension of surveillance medicine’ which transforms a person into a patient.
More broadly, the result of incentivising the routine identification of frailty is the
institutionalisation of the concept, which promotes its advancement towards becom-
ing a truth discourse (Checkland et al., 2008; Pickard, 2013).

In order to comply with the contract, after the eFI categorises an individual as
frail, clinicians must perform a clinical assessment to confirm or refute the diagnos-
tic label. Next they should ‘take action’ (NHS England, 2017). Such action includes
consenting the frail patient for the activation of an Enriched Summary Care Record
(ESCR), which allows extensive personal medical information to be shared to a
centralised NHS database. Although ESCR are promoted as a way of facilitating
continuity of care, the centralisation of personal medical details can be problematic,
with the sharing of sensitive information, inaccurate record keeping and data secur-
ity cited as concerns (Powell et al., 2006; Perera et al., 2011; Spring, 2018; Syal,
2018). Here medical information is accessible, not just to staff at the GP surgery,
but to anyone with authorised access, including private companies providing
NHS services, researchers and health policy makers (NHS Digital, 2018). As
such, the eFI not only offers an enumerated way of quantifying older people’s com-
plex needs, it initiates a process that augments experts’ knowledge of older indivi-
duals’ lives.

Pickard (2014) convincingly argues that the contemporary popularity of frailty is
inherently linked to the professional ambitions of geriatric medicine. The specialty
status of the discipline has historically been questioned, with both scepticism over
its significance from outside, and crises of identity from within geriatrics (Reuben
et al., 1994; Lanoie Blanchette and Flynn, 2001; Elon, 2006; Denaro and Mudge,
2008; Tinetti, 2016). Frailty legitimises the specialty by centralising geriatricians’
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role in the management of a prevalent complex problem; consequently, the recon-
figuration of the profession of geriatric medicine around frailty has been welcomed
(Pickard, 2014). In his Marjory Warren lecture at the Annual British Geriatrics
Society meeting 2007, Powel stated: ‘Marjory Warren may have started with a
view to serving all elderly people, but we now focus our attention on the frail,
older adult’ (Powel, 2007: 607, cited in Pickard, 2014: 557).

Considered against the backdrop of popular narratives which position older peo-
ple as a threat and a burden to the current shape of health care, frailty capitalises on
ideas of ‘risk, merged in the new language of susceptibility’ and renders individuals’
lives knowable (Rabinow and Rose, 2003: 3). The routine identification of frailty
represents the utilisation of nosology as a powerful tool, used to facilitate the col-
lection of individuals’ detailed biopsychosocial data, which is then accessible for
use by multiple governmental bodies. Moreover, in a poignant biopolitical cycle
of reaffirmation, expert and governmental endorsement of the predictive power
of frailty measurements obfuscate conceptual ambiguities, and position expert geri-
atric medicine as the professional body competent to speak that particular truth
(Rabinow and Rose, 2003).

As a result, frailty emerges as a truth discourse; it is an increasingly pervasive
diagnostic label, which is knowable and detectable within clinical practice, and
has speciality endorsement. However, in Foucauldian terms, frailty is not a deficit;
rather it is an addition, an unwanted ‘supplement contributed by disciplinary
knowledge and power’ (Allen, 2015: 94). Foucault holds that knowledge shapes, reg-
ulates and legitimises norms, leaving the social world in a knowable and therefore
governable format (Simons, 1995). The creation of designated social groups assists
governmental systems by processes and practices that meet and maintain areas of
need; this both practically and theoretically maintains the entire regulatory enter-
prise (Tremain, 2015).

Frailty as a mode of objectification
Rabinow and Rose’s second specification for processes of biopower is that of object-
ification, whereby there are:

Strategies for intervention upon collective existence in the name of life and health
… addressed to populations that may … be specified in terms of emergent bio-
social collectivities, sometimes specified in terms of categories of race, ethnicity,
gender or religion, as in the emerging forms of genetic or biological citizenship.
(Rabinow and Rose, 2003: 4)

Foucault considered subjects to be objectivised through dividing practices:
‘Examples are the mad and the sane, the sick and the healthy, the criminals and
the “good boys”’ (Bratich et al., 2003: 154). The process of diagnosis enables clin-
icians to categorise individuals based on a set of pre-existing characteristics decided
by the medical profession; as such, it is a way of creating social order and is asso-
ciated with the exertion of a significant material force (Blaxter, 1978; Bowker and
Star, 2000; Jutel, 2009). By giving order to illness and disease, diagnosis is
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fundamental to the system of modern medicine, allowing physicians to plan thera-
peutic interventions, estimate prognosis and attribute aetiology.

Diagnostic categories also function as administrative and economic tools by
allowing organisations to strategise resources for population health provision. On
a more portentous vein, nosology is responsible for creating partitions for corporeal
processes and in doing so ‘valorises some whilst disregarding others’; the occupation
of particular diagnostic categories can make individuals eligible for particular inter-
ventions and services, and can exclude them from others (Jutel, 2009: 278). The rou-
tine identification of frailty can ‘inform the appropriate selection of elderly people
for invasive procedures or drug treatments’ (Clegg et al., 2013: 752). Conversely,
being deemed too frail can be used as a justification for ‘investigative and therapeutic
nihilism’ (Campbell and Buchner, 1997: 315; Sánchez-Garrido et al., 2016).

All biomedical diagnoses involve processes of delineation and ‘power relations
that take humans as living beings as their object’ (Rabinow and Rose, 2003: 34).
However, the practice of routinely categorising older people as either frail or robust
is particularly problematic. Unlike other medical conditions with established patho-
logical processes and therapeutic interventions, such as diabetes, frailty is a theor-
etical state of potential morbidity and mortality (Degnen, 2007). Whilst the
biomedical objectives of developing such a risk stratification tool may be noble,
even pertinent, the result is that frailty is conceptualised as a metaphorical ‘event
horizon, beyond which lies the social death of the subject’ (Sweeting and
Gilhooly, 2008; Higgs and Gilleard, 2014: 10). In other words, unlike agedness, ill-
ness and disability, frailty is neither a condition, an identity nor a social position;
instead it is the potential of a threatened future (Gilleard and Higgs, 2011a,
2011b). This builds on earlier discussions about how frailty can be understood as
a proxy for, and concretisation of, risk; by considering the routine nosology of
frailty as a form of objectification, the degree to which the frail are constructed
as ‘others’ destined for failure is highlighted.

Whilst many other diagnostic categories are associated with established manage-
ment plans, the routine screening for frailty has been met with resistance from
HCPs, who have cited concerns about lack of treatment and insufficiently inte-
grated specialist health and social care services for those diagnosed as frail (Shaw
et al., 2018). Even seemingly pragmatic basic interventions, such as medication
reviews and falls assessments, have not been shown to alter the trajectory of frailty
(Turner and Clegg, 2014). The aforementioned conceptual ambiguity of frailty also
causes confusion and rejection of the concept, with HCPs questioning the term’s
usefulness, instead preferring more pragmatic approaches that highlight specific
care requirements (Manthorpe and Iliffe, 2015; Gwyther et al., 2018). Frailty is
seen by some HCPs as being related to the end of life, and is used in medical
notes to justify the refusal of surgery, cardio-pulmonary resuscitation or admission
to intensive care (Revenig et al., 2013; BritainThinks et al., 2015; Romero-Ortuno
et al., 2016; Haden, 2018).

The lay understanding of frailty carries significant stigma and ‘links with the
negative social imaginary of a feared old age’ (Gilleard and Higgs, 2011b: 478).
Linguistic etymology of the term may be responsible for this in part; the universal
lay perception of frailty is one of a negative state of existence, resulting in a social
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stigma that extends beyond its biomedical diagnostic intentions. The Oxford English
Dictionary definition of frailty includes:

wanting in power … unable to resist temptation; habitually falling into transgres-
sion … perishableness … a frail feature or spot, a flaw … A fault arising from
infirmity; a ‘weakness’. (Simpson and Weiner, 1989)

Grenier (2007) argues this connects frailty with powerlessness, impairment and an
implication of blame, which inherently causes social devaluation. Older people have
reported recognising first-hand experiences of living with frailty and believe they
can recognise frailty in others; despite this they avoid the term as a self-identity,
due to the perception of frailty as a negative and irreversible label that is associated
with end of life (Nicholson et al., 2012; BritainThinks et al., 2015). Moreover, frailty
is seen to represent a loss of control, autonomy and independence (Warmoth et al.,
2016).

It has been suggested that a diagnosis of frailty attempts to make impairments
visible, without acknowledging the lived experiences of physical and personal vul-
nerability (Grenier, 2007; Grenier and Hanley, 2007). As previously discussed,
frailty offers experts ways of making biological lives knowable, but the conse-
quences of this on the objectified individual can be denigrative, even leading to psy-
chological distress (Fillit and Butler, 2009; Puts et al., 2009). Illness-beliefs are
associated with a number of adverse outcomes in those with chronic conditions,
including self-management and quality of life (Petrie et al., 2007; Richardson
et al., 2011). It has been suggested that being diagnosed as frail leads to disengage-
ment with social and physical activities which, in turn, leads to further marginal-
isation (Warmoth et al., 2016). This disempowering objectification carries the
imaginary threat of failure and death, and represents ‘profound abjection and the
collapse of agency and personal identity’; a superfluous and unwelcome addition
to everyday ageism (Fillit and Butler, 2009; Higgs and Gilleard, 2014: 10).

In summary, despite the well-endorsed declaration that ‘frailty is the most prob-
lematic expression of population ageing’, being routinely labelled frail offers little
tangible benefit to the individual (Clegg et al., 2013: 752). The linguistic connota-
tion of the terminology has resulted in rejection from older people whilst its con-
tested biomedical utility and unclear management pathways have created resistance
amongst some HCP tasked with carrying out processes of categorisation. Frailty is
perceived, and consequently lived, as a ‘stigmatised cycle of decline’, and is a form
of objectification most often imposed upon individuals who are largely unable to
resist it (Kaufman, 1994; Grenier, 2006; Warmoth et al., 2016: 1490).

Frailty as a mode of subjectification
The third tenet of Rabinow and Rose’s conceptualisation of biopower is that of sub-
jectification. In contrast to objectification, where individuals are worked on by
others, subjectification encourages individuals ‘to work on themselves, under cer-
tain forms of authority, in relation truth discourses … in the name of individual
or collective life or health’ (Rabinow and Rose, 2003: 4). Subjectification attempts
can be seen throughout biomedical academic literature and policy documents on
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frailty; researchers using the language, and focusing on the strategy, of self-
management, defined as the ‘ability to obtain those resources necessary for the pro-
duction of well-being’ (Frieswijk et al., 2006: 219; Fairhall et al., 2011; Cramm et al.,
2014; Maddocks et al., 2016). The British Geriatrics Society guidance Fit for Frailty
suggests:

In terms of modifiable influences, the most studied is physical activity, particularly
resistance exercise, which is beneficial both in terms of preventing and treating the
physical performance component of frailty. The evidence for diet is less extensive
but a suboptimal protein/total calorie intake and vitamin D insufficiency have
both been implicated. There is emerging evidence that frailty increases in the pres-
ence of obesity particularly in the context of other unhealthy behaviours such as
inactivity, a poor diet and smoking. (British Geriatrics Society, 2014a)

Experts’ suggested encouragements to older people to self-manage in order to
reverse or alter frailty’s trajectory are problematic. Thrice-weekly, long-term exer-
cise programmes do not readily translate into existing clinical service structures and
may not be acceptable to individuals. Moreover, suggestions are based on methodo-
logically inadequate studies, making questionable claims that frailty is reversible
(Liu and Latham, 2009; Theou et al., 2011). This adds to clinicians’ scepticism
about the usefulness of the routine identification of frailty; unlike many other med-
ical conditions, the causes, prognosis and benefits of therapeutic interventions for
frailty for the individual patient are unclear (Rockwood, 2016; Gwyther et al., 2018;
Shaw et al., 2018).

Importantly though, the association of frailty with socio-economic deprivation
raises ethical concerns about these subjectification attempts. The association
between increasing inequalities in both wealth and health in the UK since the intro-
duction of social policies in the 1970s and 1980s have been observed by a number
of scholars, who hypothesise that the former is key in determining the latter (Shaw
et al., 1999, 2005; Wilkinson and Pickett, 2009; Bennett et al., 2015). Data from the
Office for National Statistics supports this inference; men living in the most affluent
areas can expect to live disability-free for 15 years longer than their poorest coun-
terparts. The gap in health inequalities continues to increase; years spent with a dis-
ability increased for those living in the most deprived areas between 2002–2005 and
2006–2009, though they remained the same for the wealthiest (Office for National
Statistics, 2013).

The association between wealth and health is also observable in frailty; poorer
groups become frailer at a younger age and socio-economic factors appear to
impact the trajectory of frailty, with faster rates of deficit accumulation in poorer
groups (Yang and Lee, 2010; Marshall et al., 2015). Other cohort studies have high-
lighted similar associations; socio-economic deprivation has been linked to poor
balance and chair rise times in the UK, and premature gerontological syndromes
and increased mortality amongst the poorest has been observed in the United
States of America (Kuh et al., 2005; Crimmins et al., 2009; Brown et al., 2012).
Recent research demonstrated that frail individuals in lower socio-economic strata
have poorer subjective wellbeing than their equally frail but more wealthy counter-
parts, raising questions about how poverty augments the negative psychological
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impacts of frailty (Hubbard et al., 2014; Warmoth et al., 2018). Moreover, afore-
mentioned self-management strategies are less readily utilised in poorer socio-
economic groups; this is unsurprising, given self-management’s intractable rela-
tionship to the availability of resources (Cramm et al., 2014).

On-going cuts to ‘public spending on a range of social determinants of health
under the rhetoric of austerity’ means health inequalities are likely to continue
to rise, with disadvantaged social groups impacted most (Bennett et al., 2015:
169; Lupton et al., 2015). These structural health inequalities are modifiable at a
governmental level; however, despite socio-economic factors being shown to be
associated with frailty, biomedical literature rarely reflects this, even correcting
for it with statistical analysis, implying an assumption of non-modifiability
(Wilkinson and Pickett, 2009). Instead, health policy and biomedical discourses
of frailty-prevention strategies largely centre on associations between frailty and
individual health behaviours. The association of frailty with socio-economic depriv-
ation raises ethical concerns about these subjectification attempts, especially in the
context of populations already marginalised by exclusionary austerity policies.

Conclusion
The recent dominance of frailty in academic literature and health-care policies
demonstrates its popularity amongst many geriatricians and policy makers, how-
ever, there are concerns about the concept from other HCPs, scholars and older
people themselves. Given the well-described marginalising and disempowering
effects of a diagnosis of frailty, it is important to consider critically the contempor-
ary drive to delineate the frail from the robust routinely. This paper has used
Rabinow and Rose’s model of biopower as a tool to analyse the contemporary con-
ceptualisation and application of frailty as a biopolitical practice; in doing so a
number of critical observations have been made about the socio-political dynamics
associated with the exponential rise in frailty nosology.

Firstly, despite biomedical experts’ acknowledgement of frailty’s conceptual
ambiguities, the ability of frailty measurements to predict the risk of costly adverse
outcomes has made the concept popular. As such, frailty is presented as a truth dis-
course and the routine identification of frailty is now incentivised, written into the
NHS GP contract in 2017. Frailty scores, which embody ideas of risk by digitally
enumerating older people’s often-complex needs, offer health policy makers a con-
venient way of knowing a population’s constituent biological lives and add legitim-
acy to the profession of geriatric medicine by positioning geriatricians as frailty
experts. Moreover, the routine mass categorisation of particular older people as
frail deproblematises the process of the construction of frailty as a social group
(Burghardt, 2013).

Secondly, the routine nosology of frailty can be understood as a dividing prac-
tice, which results in the objectification of older people. Stigma associated with the
lay interpretation of the term means that individuals tend to resist the label, whilst
some HCPs have concerns about its value. Scholars have described how frailty
represents a feared social imaginary of death and decline, and how this can nega-
tively impact those categorised as frail. Consequently, the diagnosis of frailty can be
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said to benefit those making the diagnosis over those being diagnosed, with the lat-
ter becoming objectified and disempowered.

Lastly, like disability and mortality, frailty has been shown to be associated with
ever-increasing inequalities in wealth in the UK; these inequalities are the result of
governmental ideology, including contemporary austerity policies. Despite these
structural inequalities, experts’ suggested management of frailty shifts the focus
of responsibility away from the state and on to the older person, attempting to
encourage individuals to work on themselves through self-management and life-
style modification. This fails to account for the association between resource avail-
ability, lifestyle opportunities and socio-economic factors, thus neglecting the
impact of long-term poverty on health. This results in practically and ethically
questionable subjectification attempts, aimed at frail older individuals.

Despite these issues, a dominant drive to identify the frailest in a community
persists, often presented through discourses which propose benefits for health sys-
tems at large (Morley et al., 2013; Turner and Clegg, 2014). In these narratives, the
meaning of frailty is subverted; instead of a frail population being inherently vul-
nerable and in need of protection, it is considered a threat to health-care systems
due to the mismatch between frail individuals’ multifaceted health issues and the
more binary approach to medical treatment offered by health service providers
(Rockwood, 2016: 328). Whilst a frail individual is liable to fail, and so requires pro-
tection, the process of being offered such protection makes them both an economic
risk and a burden to the current configuration of health care.

Whilst acknowledging that in practice many stakeholders position themselves,
and indeed move, between the two polemic ideological positions on frailty
described in this theoretical analysis, the frame of biopower has facilitated a critical
examination of the emergence of frailty. The current political climate of austerity
and cuts to public services bring the urgency of this critique to the fore.
Contemporarily, the strategic focus of health care centres around rationalising
increasingly scarce resources, rather than restructuring services that struggle to
address the complex health needs of an ageing population; and rather than describ-
ing a pathological condition for the purpose of therapeutic intervention and
improving individuals’ wellbeing, frailty proffers to identify people most at risk
of utilising costly emergency health services. This analysis highlights that although
frailty is presented as a biological, scientific truth in quantitative academic litera-
ture, its rapid emergence, expert endorsement and routine diagnosis should be
carefully considered against the contemporary socio-political environment in the
UK. Doing so demonstrates that this biologically ambiguous and etymologically
problematic concept has come to occupy a powerful biopolitical position and
thus raises concerns about the routine nosology of frailty.
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