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[bookmark: _Toc189643137]Introduction
Frailty is a multifactorial syndrome associated with aging and chronic disease, marked by decreased resilience and higher vulnerability to health stressors. With appropriate training, it is possible to understand frailty and complete high-level assessments and management strategies to significantly improve health outcomes and quality of life for older adults. 
The Rockwood Clinical Frailty Scale (CFS) is the tool of choice at Family Nursing & Home Care (FNHC) and is recommended by clinical guidelines such as National Institute for Health and Care Excellence (NICE) CG161 and the World Guidelines for Prevention and Management of Falls in Older Adults. It is a widely used tool that classifies individuals from very fit (level 1) to terminally ill (level 9) based on clinical judgment and observed functional status. This SOP details its use for staff.
Why do we need to use a formal Frailty assessment?
[bookmark: _Int_FQvogN9w]Jersey has an aging population. The risk of frailty related complications like falls, hospitalisation, and reduced quality of life increases with age. Unfortunately, approximately half of people over 85 years old admitted to hospital die within a year. A significant percentage of our patient caseload within FNHC are over 65 years old. Implementing an assessment like the Rockwood Clinical Frailty Scale (CFS) provides a quick, reliable, and valid tool to enable the communication of Islanders needs effectively. Interventions can then be tailored and a measurement of the effectiveness of these interventions made. It also allows identification of vulnerable adults to help them live well and age well and in turn reduces the strain on all healthcare services and improves their overall outcomes.
Frailty is reversible if tackled soon enough and proactively.
Training to implement a Frailty assessment
Training is needed to ensure clear documentation, communication using the same language and outcomes. The training makes sure information is accurate and consistent, facilitating effective assessment. It then enables appropriate interventions and improved patient outcomes and the ability to measure these outcomes. This in turn can reduce adverse health events, improve functional ability, improving overall quality of life and independence in the community.
Detailed information on Frailty
Characteristics of frailty, causes and risk factors, diagnosis and assessment, implications of frailty, as well as management and interventions are discussed in more detail in Appendix 1


[bookmark: _SOP_1:_Preparation][bookmark: _Toc178948741][bookmark: _Toc189643138]SOP 1: Patient Engagement
Purpose
Securing patient engagement is necessary for the effective use of the Rockwood Clinical Frailty Scale (CFS).
Scope
This SOP applies to all healthcare professionals involved in the assessment and care of older adults in any healthcare setting using the Rockwood CFS and addresses the need for effective patient engagement.
Core Requirements/Procedure
Introduce the CFS assessment and explain to the patient (and their family if present) the purpose of the frailty assessment and how it will be conducted.
Obtain consent: Ensure informed consent is obtained from the patient. If the patient lacks capacity, follow local protocols for involving family members or legal representatives.


[bookmark: _Toc189643139]SOP 2: Conducting the Assessment
Purpose
To provide healthcare professionals with a standardised method for assessing frailty in older adults using the Rockwood Clinical Frailty Scale (CFS)
Scope
This SOP applies to all healthcare professionals involved in the assessment and care of older adults in any healthcare setting and details how to conduct an assessment using the Rockwood CFS. N.B The CFS is only validated for patients over 65years old.
Core Requirements/Procedure
Equipment and Materials:
· See SOP 1 Preparation
· Additional equipment such as mobility aids (if needed)
When assessing the patient, consider the following aspects below based on their usual state in past 2 weeks rather than how they present now, at this time, to ensure the assessment accurately reflects the patient’s baseline level of frailty:
· Physical health: Observe and enquire about the patient’s physical health, including their ability to perform activities of daily living (ADLs) such as bathing, dressing, and eating.
· Cognitive Status: Assess cognitive function through conversation, noting any signs of memory loss, confusion, or impaired judgment.
· Social Factors: Consider social support systems, living arrangements and any assistance the patient receives at home.
Dementia does not limit the use of the CFS. Refer to the CFS pictorial scale Appendix 2


[bookmark: _Toc189643140]SOP 3: Scoring the Clinical Frailty Scale
	Purpose


To provide healthcare professionals with a standardised method for assessing frailty in older adults using the Rockwood Clinical Frailty Scale (CFS)
	Scope


This SOP applies to all healthcare professionals involved in the assessment and care of older adults in any healthcare setting and details how to use the Rockwood CFS scoring system.
	Core Requirements/Procedure


Refer to the CFS Chart (Appendix 2): The CFS ranges from 1 (very fit) to 9 (terminally ill). Match the patient’s overall status to the most appropriate level on the scale.
Level 1: Very Fit - Robust, active, energetic, well-motivated.
Level 2: Well - Without active disease but less fit than people in category 1.
Level 3: Managing Well - Medical problems well controlled but not regularly active.
Level 4: Vulnerable - Not dependent on others but symptoms limit activities.
Level 5: Mildly Frail - More evident slowing and need help with high-order Instrumental Activities of Daily Living (IADLs). e.g. managing technology, shopping, medications.
Level 6: Moderately Frail - Need help with all outside activities and with keeping house.
Level 7: Severely Frail - Completely dependent on personal care but stable.
Level 8: Very Severely Frail - Completely dependent, approaching the end of life. Could not recover from minor illness.
Level 9: Terminally Ill - Life expectancy less than 6 months, but not otherwise evidently frail.


[bookmark: _Toc189643141]SOP 4: Documentation
Purpose
Best practice in recordkeeping will enable more effective use of the Rockwood Clinical Frailty Scale (CFS)
Scope
This SOP applies to all healthcare professionals involved in the assessment and care of older adults in any healthcare setting and will enable effective communication of the findings of the assessment. In addition to recordkeeping, it also includes care planning and communication with others.
Core Requirements/Procedure
Record findings by documenting the CFS score in the patient’s EMIS healthcare record along with any pertinent observations or notes from the assessment.
The CFS is a coded record and should be documented as such in a “Consultation” rather than free text.
Document in “Falls Risk Reduction Care Plan.” Use the CFS score to guide the development of a tailored care plan. This may include interventions such as physiotherapy and Social Work services.
Communicate results by sharing the CFS score and its implications with the patient, their family, and the multidisciplinary team involved in the patient’s care.


[bookmark: _Toc189643142]SOP 5: Follow-Up
Purpose
To provide healthcare professionals with a standardised method for the follow up of interventions implemented after using the Rockwood Clinical Frailty Scale (CFS) to assess patient need.
Scope
This SOP applies to all healthcare professionals involved in the assessment and care of older adults in any healthcare setting and relates to the following up of interventions designed to support their safety and wellbeing.
Core Requirements/Procedure
Monitor and reassess the patient. Regularly review and update the patient’s frailty status and care plan, especially if there are changes in their health condition.
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[bookmark: _Toc189643144]Appendices
[bookmark: _Appendix_1_Frailty][bookmark: _Toc189643145]Appendix 1 Frailty
Definition
‘Frailty’ refers to a person’s mental and physical resilience, or their ability to bounce back and recover from events (or “stressors”) like illness and injury (Age UK). Although frailty is often associated with the elderly, it is NOT an inevitable part of aging. 10% of adults aged 65-69 are frail, but for those aged 85-90 this increases to 39% (British Geriatric Society, BGS). These statistics reflect the growing vulnerability to adverse health outcomes as Islanders age, emphasising the need for targeted interventions to support older adults.
Frailty is a clinical syndrome characterized by a reduced physiological reserve and increased vulnerability to these stressors e.g. falls or infections. It results from cumulative declines across multiple physiological systems, leading to decreased strength, reduced cognitive and functional ability.
Fortunately, frailty is reversible if we can tackle it soon enough and proactively.
Detailed information on Frailty
[bookmark: _Int_iZ8EyTZQ]Frailty can be described in various ways for example, by Frailty Syndromes or Frailty Phenotype.
The following FIVE Frailty Syndromes are common clinical presentations that often indicate the presence of frailty in older adults:
1. Falls – unexplained and frequent falls
2. Delirium – acute confusion or cognitive changes
3. Incontinence – low of bladder and bowel control
4. Immobility- sudden and new inability or reduced mobility
5. Susceptibility to side effects of medication- increased sensitivity or adverse reaction to medications
These syndromes are often used to identify frailty as they represent common ways that frailty manifest in patients. This model of frailty is known as the Cumulative Deficit model described by Rockwood in Canada. It assumes an accumulation of deficits which can occur with ageing, and which combine to increase frailty which in turn will increase the risk of an adverse outcomes. Rockwood also proposed a Clinical Frailty Scale (CFS) for use after a comprehensive geriatric assessment of an older person. 
Conversely, Frailty Phenotype describe the underlying physiological changes and symptoms associated with frailty. These five characteristics, as defined by the Fried Frailty Criteria are:
1.  Weakness- with decreased muscle mass, and impaired balance and mobility.
2.  Slower walking speed- and longer time to complete physical tasks.
3.  Exhaustion –self reported feelings of fatigue or low energy.
4.  Low physical activity levels – decreased amount of physical activity
[bookmark: _Int_krC0FBIx]5.  Unintentional Weight Loss- over a short period, often indicating muscle loss and nutritional deficiencies.
Overall, this increased vulnerability leads to higher susceptibility to acute stressors, such as infections, surgery, or psychological stress, leading to health deterioration.
These methods of describing frailty help us build a picture of the patient which in turn helps us use the CFS.
Causes and Risk Factors of Frailty:
· Age-Related Changes: Natural decline in organ function and physical capability.
· Chronic Diseases: Conditions such as heart disease, diabetes, arthritis, and COPD.
· Nutritional Deficiencies: Poor nutrition and low protein intake.
· Sedentary Lifestyle: Lack of physical activity contributing to muscle atrophy.
· Psychosocial Factors: Isolation, depression, and lack of social support.
· Polypharmacy: The use of multiple medications, which can lead to adverse drug interactions and side effects.
Diagnosis and Assessment
[bookmark: _Int_WszmalVy]There are a number of recognised ways to classify frailty however, the Rockwood Clinical Frailty Scale (CFS) is the tool of choice at Family Nursing & Home Care. It is a widely used tool that classifies individuals from very fit (level 1) to terminally ill (level 9) based on clinical judgment and observed functional status.
Implications of Frailty:
· increased risk of adverse health outcomes
· more likely to experience falls, fractures, hospitalisation, disability, and mortality.
· prone to increased healthcare utilisation with higher rates of emergency visits, hospital admissions, and longer stays.
· negatively impacts quality of life leading to reduced independence, increased dependency on caregivers and diminished overall well-being.

Management and Interventions:
· multidisciplinary team approach: this is essential with clear documentation and communication using the same language and outcomes e.g. the Rockwood CFS
· physical exercise: strength training, balance exercises, and aerobic activities to improve muscle mass, strength, and endurance.
· nutritional support: Ensuring adequate caloric and protein intake, addressing deficiencies, and providing supplementation if necessary.
· medication review: assessing and optimising medication regimens to minimize polypharmacy and adverse effects.
· psychosocial support: enhancing social interactions, providing mental health support, and facilitating community engagement.
· [bookmark: _Int_Ez7otqEg]preventive measures: fall prevention strategies, vaccinations and regular health screenings.


[bookmark: _Appendix_2_Clinical][bookmark: _Toc189643146]Appendix 2 Clinical Frailty Scale
[image: The Clinical Frailty Scale was developed at Dalhousie University in Halifax, Nova Scotia Canada. The license is free for research, educational, and not-for-profit health care. Users are asked to sign a form agreeing not to change or commercialize it…]
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Clinical Frailty Scale*

I Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well — People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable —While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being ““slowed up”, and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail — Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally Ill - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.
* 1. Canadian Study on Health & Aging, Revised 2008.

2.K Rockwood et al. A global clinical measure of fitness and
frailty in elderly people. CMAJ 2005;173:489-495

© 2007-2009.Version 1.2. Al rights reserved. Geriatric Medicine DALHOUSIE
Research, Dalhousie University, Halifax, Canada. Permission granted UNIVERSITY
to copy for research and educational purposes only. Tnspiring Minds
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Top Tips to help you use the

Clinical Frailty Scale

The Clinical Frailty Scale (CFS) was designed to summarise the results ofa
Comprehensive Geriatric Assessment. It’s now commonly being used as a triage tool to
make important clinical decisions, so it is imperative that it is used correctly.

X P et ORI

It's all about the baseline

If the person you are assessing is acutely
unwell, score how they were 2 weeks ago,
not how they are today.

You must take a proper history

The CFS is an objective clinical assessment
tool. Frailty must be sensed, described, and
measured - not guessed.

Trust, but verify

What the person you are assessing says is
important, but should be cross-referenced
with family/carers. The CFS is a judgement-
based tool, so you must integrate what
you are told, what you observe, and what
your professional clinical experience tells
you from dealing with older adults

Over-65s only

The CFS is not validated in people under
65 years of age, or those with stable single-
system disabilities. However, documenting
how the person moves, functions, and has
felt about their health may help to create an
individualised frailty assessment.

Terminally ill (CFS 9)

For people who appear very close to
death, the current state (i.e. that they are
dying) trumps the baseline state.

Having medical problems does not
automatically increase the score to CFS 3
A person who isn't bothered by symptoms and
whose condition(s) doesn't limit their lives can
be CFS | or 2 if they're active and independent.

Don’t forget “vulnerable” (CFS 4)

People in this category are not dependent
(though they may need assistance with heavy
housework), but often complain of "slowing
down”. They’re becoming sedentary, with

poor symptom control.

Dementia doesn’t limit use of the CFS
Decline in function in people living with
dementia follows a pattern similar to frailty:
mild, moderate and severe dementia
generally map to CFS 5, 6 and 7 respectively.
If you don’t know the stage of dementia,
follow the standard CFS scoring.

Drill down into changes in function
When considering more complex activities of
daily living (such as cooking, managing
finances, and running the home) the focus is
on change in function. A person who has
always relied on someone else to perform a
particular activity should not be considered
dependent for that activity if they’'ve never
had to do it before and may not know how.

Kenneth Rockwood, Sherri Fay, Olga Theou & Linda Dykes
V205 June 2020
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Clinical Frailty Scale (CFS): Classification Tree
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