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The correlation between EFS-AC and PACU LOS was -0.124 (p= 0.3590), which is not statistically Response bias.

The purpose of this study is to compare preoperative frailty significant. Social-desirability bias: Patients may want to appear a
assessment to LOS in the PACU at Albany Medical Center (AMC). certain way. There is pdtential tor clewveel deia

There was no significant difference between EFS-AC score <6 and EFS-AC score = 6 (frail) and disposition
The primary goal is to correctly identify at-risk elderly patients to (home vs. admitted) (p = 0.7233). A small sample size; the study is underpowered.

Improve care and facilitate operating room and PACU throughput. . o L o o o
There was a statistically significant association between age and not frail (x = 72.6 yrs) vs. frail (x = 79.4 yrs)

(b = 0.0136).

Methods The Pearson correlation coefficient between PACU LOS and age isr = 0.24503 (p = 0.0662). i o * P

The Fisher exact test demonstrated an association between EFS-AC (3 level) and ASA status (p = 0.0400). '

Prospective survey design.
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. . . . . There was a small difference in PACU LOS between regional (X = 127.2 mins) vs. no regional (x = 98.3 mins) :
Participants: Surgical patients 65 years+ undergoing elective (b = 0.0549) Future Studies

surgery.

Data collection will continue until a sample size of 80 is
achieved. After statistical analyses, if results show a
statistically significant difference between EFS-AC and PACU
LOS, then the results will provide support for integrating the

Sample size: 57
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Setting: AMC, Level I trauma center. . —— FFS-AC tool into EPIC for early frailty identification.

Data collected in two phases: O —— If integrated into EPIC, training sessions for preoperative
A e S staff can ensure familiarity with the tool and its benefits,

Phase 1: Patients were identified, consented, and completed e e fostering its long-term use.

reoperative EFS-AC assessments (November 2024—-February 2025). B funcions odependancs___ . . L .
PTEOP ( Y ) iy L Y Future studies could include a multi-institutional setting
. . , , T — with a larger sample size.

Phase 2: Retrospective EMR reviews (EPIC) included demographics, oo

surgical/anesthesia details, and outcomes (January-April 2025). - o

Statistical analyses: Descriptive statistics, two sample independent t-

test, correlation, chi-square, Fisher exact test, and Pearson S —————————

correlation (rho). oot e e
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