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Foreword

Not all old people are frail and not all frail people are old. But frailty is often 
an issue amongst older people suffering with mental health problems.

This document takes a concerted look at this issue. It considers the prevalence 
of frailty and how it is measured. It provides a handy review of the literature 
and identifies gaps in our knowledge that further research might usefully fill.

Most importantly, we consider how this issue can best be addressed, with 
numerous examples of successful interventions and of service delivery which 
will be of interest to those working in integrated care systems, NHS England, 
primary care networks and clinical commissioning groups. (We have however 
decided not to address competencies and workforce issues as HEE and 
NHSE have already produced their Frailty Framework of Core Capabilities 
and are working on workforce requirements.)

In particular we celebrate and argue for the central and collaborative role that 
old age psychiatrists play in frailty, and we illustrate the difference that older 
people’s mental health services can make. We start with an example of just 
such an intervention.

Dr Amanda Thompsell 
Chair of the Faculty of Old Age Psychiatry

“

”
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How we can ensure the best outcome for frail 
older people

Case example: Annie

‘Annie’, an 82-year-old female, presented to the frailty clinic having suffered numerous falls 
and multiple admissions to hospital; she was assessed by an occupational therapist and a 
social worker. After reviewing her at home the social worker felt concerned about her mood 
and her living conditions; there was evidence of self-neglect with out of date food and her 
older husband ( and main carer) had visual impairment, poor self care and was drinking 
alcohol excessively. 

Annie was seen by the old age psychiatrist, who found that she had depression, with some 
evidence of mild cognitive impairment secondary to her depression. She was started on an 
antidepressant and referred to the local community choir. Her husband was referred to the 
sensory team and given support with reducing his alcohol intake. The occupational therapist 
assessed the home situation and put appliances in place to enable the couple to continue 
to function at home. Additionally, they were linked into the local befriending service. She 
did not attend hospital as frequently and a potential deterioration in her husband’s health 
was avoided.

Introduction
The example above outlines how members of the Faculty of Old Age Psychiatry at the 
Royal College of Psychiatrists, working collaboratively with others, have expertise in 
providing high quality care and treatment for frail older people.

Old age psychiatrists are trained to adopt a holistic approach, and practise within a 
biopsychosocial model (RCPsych, 2016); we focus on not only ‘what is the matter’ 
but more importantly ‘what matters’, to the people and families we serve, which is 
an approach advocated by patients and carer groups (Dementia Carer Voices, 2019). 
Within older adults mental health services we already have standards for patient and 
carer/family engagement and involvement (RCPsych, 2016). Whilst it is mainly older 
people that are frail, there are younger people with serious mental illness who are at risk 
of becoming frail and it is important that their needs are met in the same holistic way.

Psychiatrists can help to deliver services to meet the needs of frail older people. The 
RCPsych Position Statement on the provision of liaison psychiatry services across 
the lifespan stresses that within the service requirements for managing patients of 
all ages there is specific expertise required for assessing and managing older adults 
which includes competencies in working with older patients who have complex and 
interacting mental and physical comorbidities as well as frailty” these competencies 
are something which old age psychiatrists can offer (RCPsych, 2019). They include the 
ability to comprehensively assess and document patient’s potential for self-harm or 
harm to others (RCPsych, 2017).

https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/position-statements/ps02_19.pdf?sfvrsn=87ec0e23_4
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/position-statements/ps02_19.pdf?sfvrsn=87ec0e23_4
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To assess fully and manage effectively a person’s needs, teams must be multidisci-
plinary and the examples within the paper demonstrate how mental health services 
working in conjunction with those specialising in physical health and social care can 
achieve this.

Improving mental health is embedded within the NHS Long Term Plan (NHSE, 2019a). 
However mental health could be at risk of becoming ‘everyone’s problem but no one’s 
responsibility’ if we do not implement and expand older adults’ community teams for 
older persons with severe mental health illnesses (NHSE, 2019b). The Faculty supports 
the expansion of core community teams ensuring specialised assessment and treat-
ment of mental health illness — which we feel is a key component of a multidisciplinary 
approach to treating an older person with frailty.

Professor Alistair Burns, The National Clinical Director for Dementia and Older People’s 
Mental Health, has highlighted ways in which old age psychiatrists, working in collabo-
ration with other professionals, can intervene early and adopt an integrated approach 
to ensure people get the right outcomes. It is also essential that information is acces-
sible to all members of the  multidisciplinary team and the Mental Health Glob al Digital 
Exemplars are  jointly leading work to enable the best use of informatics, such as within 
the Great North Care Record (GNCR, 2019).

Over the last few years there has been an increasing focus on frailty within physical 
health services. Available evidence suggests fragmented, reactive and poorly coordinated 
care for frailty results in poor functional outcomes, creating dependency and further 
escalating demand and costs (MacAdam, 2015); however there is a dearth of literature 
on frailty and mental health services for older people.

The aim of this Position Statement on frailty is to effectively articulate the value of old age 
psychiatry’s expertise in looking after frail older people, and to showcase best practice.

Within the paper we want to explore the ways that old age psychiatrists and mental health 
practitioners are working to help older people with frailty and mental health problems, 
addressing both their mental health problems and their frailty. We want to explore the 
enablers and challenges of working in this area and articulate what success looks like 
in managing frail older people with mental health problems.

Recognising frailty
Frailty has grown in global importance as there is a need to better understand better 
the health trajectory of older people in an ageing population. Whilst frailty is a common 
condition leading to death, it is not an inevitable consequence of ageing. It is however 
more prevalent in older people, with around 10 per cent of people aged over 65 cur-
rently living with frailty, rising to between a quarter and a half of those aged over 85 
(NHS RightCare, 2016).  The prevalence of frailty in clinical settings reaches 60% for 
older people attending acute wards. Frailty however is a distinct condition independent 
from ageing.
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Frailty has been defined in many different ways. Xue described frailty as being a “clin-
ically recognizable state of increased vulnerability resulting from ageing-associated 
decline in reserve and function across multiple physiological systems such that the 
ability to cope with every day or acute stressors is compromised” (Xue, 2011). In the 
absence of a gold standard, frailty has been operationally defined by Fried (Fried and 
Walston, 1998) as meeting three out of five phenotypic criteria indicating compromised 
energetics: low grip strength, low energy, slowed waking speed, low physical activity, 
and/or unintentional weight loss.

Alternatively, Xue goes on to state that “frailty has been operationalised as a risk index 
by counting the number of deficits accumulated over time (termed ‘frailty index (FI)’) 
including disability, diseases, physical and cognitive impairments, psychosocial risk fac-
tors, and geriatric syndromes (e.g. falls, delirium, and urinary incontinence)” (Xue, 2011).

Frailty has also been described as a “state of vulnerability to poor resolution of homoe-
ostasis after a stressor event and is a consequence of cumulative decline in many 
physiological systems during a lifetime. This cumulative decline depletes homoeostatic 
reserves until minor stressor events trigger disproportionate changes in health status” 
(Clegg et al., 2013).

Most of the definitions of frailty consider the physical health aspect of it rather than 
considering frailty as a combination of both physical and mental health vulnerabilities. 
One helpful definition that combines both aspects states that “Frailty is a distinctive 
state of health related to the ageing process, usually characterised by a complex mix 
of physical, mental health and social care needs. It is a condition where the body’s 
in-built reserves are eroded, meaning people are vulnerable to sudden changes in their 
health triggered by seemingly small events, such as a minor infection or a change in 
medication” (NHS Right care 2016). Another succinct definition which NHSE guidance 
refers to, is the following: “Frailty is a distinctive health state related to the ageing pro-
cess in which multiple body systems gradually lose their in-built reserves” (BGS, 2014).

The recently published ‘NHS RightCare Frailty Toolkit’ “supports systems to understand 
the priorities in frailty identification and care, and key actions to take. It provides oppor-
tunity to assess and benchmark current systems to find opportunities for improvement 
… There is a strong focus on early screening and diagnosis for early prevention. Frailty 
however also needs to be adequately assessed and managed as increasing numbers 
of people are at risk of developing frailty and people living with frailty are experiencing 
unwarranted variation in their care” (NHS RightCare, 2019).

The Comprehensive Geriatric Assessment
The British Geriatrics Society (BGS) Fit for Frailty publication recommends the com-
prehensive geriatric assessment (CGA) as the gold standard for assessment of those 
diagnosed with frailty, and for planning their ongoing management (BGS, 2014). The CGA 
is an interdisciplinary process focused on assessment of the older person’s medical, 
physical, psychological, mental, nutritional, cognitive, social, economic, and environ-
mental status. There is strong evidence which shows that use of the CGA improves 
outcomes in older people and that when it is used following an emergency admission 
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to hospital, the patient’s likelihood of being able to live in their own home six months 
later increases by 25% (Ellis et al., 2011).

Whilst the Faculty agrees on its usefulness, the CGA does have limitations in relation 
to detecting mental health issues. In particular, whilst there is a brief assessment for 
cognitive issues and depression, anxiety can be overlooked and there is no focus on 
substance misuse, which is becoming an increasing problem (RCPsych, 2018).

NHS England has worked with North Central London Sustainability and Transformation 
Partnership (NCL STP) to collate evidence on a number of teams. NHSE felt that evidence 
collated for these teams shows fantastic examples of the community-based, integrated 
and holistic approaches we are looking to promote through the implementation of the 
Long Term Plan, including via the roll out of the Enhanced Health in Care Homes model 
and the expansion of community-based crisis care for older people (Burns & Piper, 
2019). The Faculties represented in this paper support a comprehensive mental health 
assessment, and the presence of senior mental health expertise, in a multi-disciplinary 
process to assess frailty.

Summary of literature relating to mental health 
and frailty
Psychiatric illnesses are common among older adults and are associated with increased 
mortality and physical co-morbidities. It has been suggested that patients with frailty 
have a higher prevalence of depressive symptoms (Lakey et al., 2012). Frailty has also 
been proposed as a risk factor for cognitive decline, mild cognitive impairment (MCI) 
and dementia (Avila-Funes et al., 2012).

The relationship between frailty and psychiatric syndromes is a rapidly expanding area 
of scientific research. The majority of relevant published articles include observational 
studies and reviews in community settings; to our knowledge there are no published 
interventional studies in this area to date. A summary of current literature is provided 
below. (Appendix 3 explains the approach taken in compiling this).

Dementia

Review articles have been published examining the relationship between frailty and 
dementia (Lim et al., 2018; Payne & Morley, 2018; Panza et al., 2019). Two systematic 
reviews, including one meta-analysis, have examined the relationship between frailty 
and dementia. Findings included a pooled prevalence of frailty of 32% in mild to mod-
erate Alzheimer’s disease (AD) and that frailty is a significant predictor of all dementias 
(Kojima et al., 2016; Kojima et al., 2017).

Frail persons were almost 8 times more likely to have cognitive impairment (OR 7.8, 
95% CI 4.0-15.0), 8 times more likely to have some kind of dementia (OR 8.0, 95% CI 
4.0-15.9), almost 6 times more likely to have vascular dementia (OR 5.6, 95% CI 1.2-
25.8) and over 4 times more likely to have Alzheimer’s disease (OR 4.5, 95% CI 2.1-9.6) 
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than persons who were robust (Kulmala et al., 2014). Frailty has been identified as an 
independent risk factor for vascular dementia (VaD), independent of all conventional 
dementia and cardiovascular risk factors (Avila-Funes et al., 2012). Baseline frailty can 
increase the risk of all dementia, especially VaD (Solfrizzi et al., 2013).

Wallace and colleagues (2018) found that frailty is associated with increased likeli-
hood of developing Alzheimer’s disease, independent of AD neuropathology burden. A 
neuroimaging study has shown increasing frailty is associated with increasing cortical 
atrophy, especially severe global and fronto-temporal lobar atrophy (Gallucci et al., 2018).

Frailty is an independent predictor of incident dementia (Lin et al., 2018). Higher baseline 
levels of frailty, as well as more rapid increases in frailty, have also been associated with 
an increased risk of incident AD (Buchman et al., 2007), dementia and death, increasing 
as frailty deficits accumulate (Wang et al., 2017). Data from the English Longitudinal 
Study of Ageing has identified that pre-frailty and frailty are associated with a higher 
risk of developing dementia, suggesting that where risk factors for dementia are being 
considered, a frailty assessment should be included (Rogers et al., 2017).

High levels of carer burden have been found in situations where frailty and dementia 
co-exist, with a similar set of needs present for patients with frailty and dementia (Abreu 
et al., 2019, 2020). Frailty and pre-frailty have also been found to be independently 
associated with challenging behaviour and carer burden in dementia (Sugimoto et al., 
2018). An increasing need for including measured frailty in dementia research has also 
been highlighted (Searle & Rockwood, 2015).

Cognitive impairment/mild cognitive impairment (MCI)

The combined prevalence of frailty and MCI was described to be 2.7% among com-
munity-dwelling elderly populations (Shimada et al., 2013). Frailty is a distinct entity 
measurable in AD and MCI correlating with age and increasing comorbid illness (Ni 
Mhaolain et al., 2011). Physical frailty has also been associated with a greater risk of 
developing MCI (Boyle et al., 2010).

Increasing frailty has been associated with cognitive impairment; with slow gait speed 
being particularly significant (Fougere et al., 2017). In two separate studies, the syndrome 
of frailty plus cognitive impairment (‘cognitive frailty’, see below) has been associated 
with increased mortality (Hao et al., 2018; Lee et al., 2018).

There is increasing research interest in the concept of ‘cognitive frailty’ i.e. the co-exist-
ence of measured frailty and cognitive impairment. Cognitive frailty has been suggested 
as a significant risk factor for dementia (Shimada et al., 2018) and been associat ed with 
an increased risk of dementia and mortality (Solfrizzi et al., 2017). Frailty and cognitive 
impairment have also been found to signifi cantly influence cost/resource utilisation by 
patients (Butler et al., 2016). A recent review article has emphasised the importance of 
assessing frailty and cognitive impairment together (O’Hanlon & Rechner, 2018).
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Delirium

Frailty has been shown to be an independent predictor of residual delirium at 1 year 
following  discharge from a specialist delirium unit (Chew et al., 2017). A unit increase 
in a Frailty Index score has been significantly associated with delirium (Hubbard et al., 
2017) and frailty has been strongly related to delirium (Verloo et al., 2016). These findings 
are supported by a recent meta-analysis showing a significant association between 
frailty and delirium (Persico et al., 2018).

Delirium and frailty are associated with increased mortality (Dani et al., 2018; Eeles et al., 
2012). It has also been suggested that delirium and frailty may share pathophysiological 
pathways, a topic which merits further investigation (Bellelli et al., 2017).

Depression

A recent meta-analysis found an overall prevalence of depression of 39% in frailty with 
a reciprocal relationship apparent between the two syndromes (Soysal et al., 2017). 
Correlation between frailty and depression in late life has been noted as substantial, 
and not fully explained by symptom overlap (Lohman et al., 2016). A rapid increase in 
frailty and depressive symptoms can confer higher risk of nursing home admission and 
falls (Lohman et al., 2017).

Data from the English Longitudinal Study of Ageing suggests that, although gait speed 
is significantly associated with depression, pre-frailty/frailty does not predict the onset 
of depression (Veronese et al., 2017). However, the prevalence of frailty has been found 
to be significantly higher among depressed vs. non-depressed persons and additional 
frailty components can worsen outcomes in depression (Collard et al., 2015, 2017). It 
has also been suggested that depression scores can reduce if frailty improves (De Rui 
et al., 2017).

The overlap between severe mental illness, substance misuse and 
frailty

People with severe mental illness are at a greater risk of poor physical health and experi-
ence elevated premature mortality compared with the general population, mostly through 
preventable physical causes (Das-Munshi et al., 2017; Saha et al., 2007).  Compared to 
the general population, people aged under 75 in contact with mental health services 
in England have death rates that are 5 times higher for liver disease, 4.7 times higher 
for respiratory disease, 3.3 times higher for cardiovascular disease, 2 times higher for 
cancer  (HMG 2018). Subsequently people with severe mental illness may be more likely 
to become frail at a younger age, although research in this area is currently scarce.

Substance misuse/ harmful use of alcohol/ dependence is highly prevalent in the hos-
pital population and is increasingly being recognised in older adults. Substance misuse 
interacts with frailty (falls, fractures, liver disease, cognitive impairment, depression and 
anxiety etc.) and remains an under-recognised area in which specific expertise has an 
important role to play. NICE guidelines list excessive alcohol use, dementia and mood 
disorders as risk factors for frailty (NICE, 2019).
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Loneliness and social isolation

High levels of loneliness were associated with an increased risk of becoming physically 
frail or pre-frail 4 years later (Gale et al., 2018).

Using frailty scales in relation to mental health
In clinical practice there are several ways to identify people who are frail. These may 
include an assessment of gait speed, self-ratings of health and/or structured question-
naires (BGS, 2014). Instruments/ tools which have been used to assess for the presence 
and severity of frailty have an important role to play in identifying populations at high 
risk (see Appendix). Some of the tools – for example electronic frailty indices – may 
also have a role identifying clinically frail populations and rating the degree of severity 
of frailty. In turn such tools could inform identification and management of patients with 
frailty (BMA, 2018).

The majority of the tools to identify frailty focus on physical function (BGS, 2014; BMA, 
2018), however a subset of tools utilise multidimensional approaches across domains, 
which may include an assessment of cognition, dementia, depression and/ or other 
mental disorders. The tools vary in their approaches (see Appendix) highlighting the 
complex inter-relationship of these conditions with frailty (Soysal et al., 2017).

A recent systematic review found that none of the available frailty assessment tools has 
been validated in older adults with psychiatric disorder. It noted that significant construct 
overlap exists, potentially confounding frailty assessment results, also that a reliable/
valid tool is needed to assess frailty in this population (Sutton et al., 2019). Only one 
published study is currently available examining a psychiatric inpatient population; this 
found that frailty index scores, mutimorbidity, and gait speeds were associated with 
adverse discharge destination, but not with improvement in psychiatric symptoms as 
assessed using Clinical Global Impression Scores (Benraad et al., 2020). Similarly, only 
one published study of frailty in patients with schizophrenia spectrum disorders exists 
in the currently available literature (Tsai et al., 2018).

Most of the definitions of frailty consider the physical health aspect of it rather than 
considering frailty as a combination of both physical and mental health vulnerabilities. 
A detailed review of the scales can be found in Appendix 2.

The collaborative role of older people’s mental 
health services (OPMH)
People are living longer; the number of older people aged 85 and over in the UK has 
increased by over a third in the last decade and is predicted to more than double in the 
next 23 years to over 3.4 million (ONS, 2015). At the same time, the prevalence of mul-
ti-morbidity is estimated to increase by 17% by 2035, and two thirds of people with four 
or more diseases will have mental ill-health (Kingston et al., 2018).  These demographic 
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changes are already putting a strain on existing health, mental health and care services 
that have not been designed to manage people with conditions that combine physical 
health, mental health and care needs, and further growth in the number of older people 
will increase demand on these services.

To assess and manage frailty requires an interdisciplinary approach that encompasses 
functional, psychological and medical input and includes long-term planning  within 
our complex and changing healthcare systems. Patients with frailty can be expected 
to be involved with multiple specialties and will require flexibility and pragmatism in 
management.

Case example: ‘Bettie’

‘Bettie’, a 90-year-old widowed woman was admitted to the general hospital following a 
fall and long-lie on the floor. She was agitated and aggressive on the ward and had refused 
treatment. Her son who visited her was argumentative with the staff and had asked to take 
her home although she was still unwell. She was referred to the old age psychiatrist for a 
review with regards to management of her behaviour on the ward and for the concerns with 
regards to her son’s behaviour on the ward. 

The old age psychiatrist gave advice about ways of managing her on the ward after reviewing 
her with her son. Her son had intellectual disability and on gathering collateral information 
from the neighbours there had been significant concerns with regards to her memory for 
at least a year, and she had been found wandering. She had refused carers in the past. 
The old age psychiatrist was able to convene a best interest meeting and she older adults 
mental health team was arranged in the community and she stayed at home along with her 
son with the package of care.

The old age psychiatrist and the multidisciplinary team can play a valuable role in iden-
tifying frail persons as part of their everyday clinical work, and bring additional skills 
resources to a frailty service. The old age psychiatrist brings a wealth of specialist 
knowledge of mental health problems and the interaction between mental and physical 
health problems in older people including delirium, dementia, depression, psychosis, 
anxiety, and substance misuse disorders, all of which have a role in frailty in older adults.

They also bring expertise in complex capacity, legal and risk assessments in patients 
in the community to help the frail older person and the team in their decision making. 
The old age psychiatry team will gather comprehensive information – assisting medical, 
nursing and social care staff from other specialities – so that the right decisions can 
be made, including what level of support and where people can be best supported to 
address their needs.

The old age psychiatrist can provide a resource for other staff to clarify mental health 
concerns, e.g. memory problems; grief reactions; unrecognised depression or substance 
misuse; and management of of behavioural and psychological symptoms of dementia.

Old age psychiatrists have an established tradition of working with care teams in care 
homes where most people live with frailty. Old age psychiatrists had long embraced a 
model of outreach based around clinics, community mental health teams and home 
visits, and we can enrich care planning decisions in work with the medical teams to give 
choices in care planning that may not have been considered otherwise. As yet there 
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is not a robust evidence basis to state the most effective service models but many old 
age psychiatrists have already been exploring how they can improve the care of older 
people with frailty under their care. The good practice examples in the table below (with 
further details in Appendix) demonstrate how old age psychiatry can play its part in the 
care of older people with frailty.
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Table 1: Good practice examples

Setting        Service example What value does older adult mental health service involvement 
bring?

Acute general 
hospital

1 – Doncaster old age psychiatry liaison service based in Frailty wards:

This model dedicated old age psychiatry staff to be based on frailty wards, 
within the general acute hospital.

In the first year external evaluation, found that 83% staff participating 
reported improved care of people on [their] ward.

Improved formulation of mental health diagnosis, management of care, 
discharge plans and reduction in falls (p<0.05) experienced by patients 
with dementia, depression or delirium while in hospital.

Cost savings as a result of appropriate discharge destination and 
reduction in re-admission rates in the range of £1.07–£1.40 million a 
year. For details see Appendix 1.

Out-patient in 
acute general 
hospital

2 – SLaM and King’s Liaison outpatient clinic model to support those with 
frailty needing further assessment:

Since 2016 a pilot outpatient mental health liaison clinic has operated, em-
bedded within the outpatient geriatric medicine service. The service is of-
fered as a joint venture between South London & Maudsley NHS Foundation 
Trust (SLaM) and King’s College Hospital. Referral criteria are needs-based 
and do not operate with age cut-offs, however, preliminary data indicate 
that the patients comprise mainly older adults (mean age 78 years (SD: 9.3)) 
.The clinics are currently operated by a consultant old age psychiatrist who 
attends the multi-disciplinary team (MDT) meetings in the geriatric medicine 
service. The clinics operate as a one-off assessment and treatment service, 
with all patients referred on to other services as appropriate or discharged 
back to the referrer.

External evaluation in process but the clinic has helped to identify ‘hid-
den co-morbidities’ contributing to falls, deteriorating physical health 
and cognition including alcohol misuse and dependence.

Expertise in complex capacity assessments, identification of carer 
strain. For further details please see Appendix 1.

Care home 3 – Gateshead frailty work in care homes:

As part of the enhanced healthcare in care homes vanguard, Gateshead have 
been having weekly care home MDT/ Virtual Ward, plus associated clinical 
input/ visits outside of the meeting in place focusing on frail older people. 
The attendees at the meeting are the consultant old age psychiatrist, GPs, 
consultant geriatrician and band 7 older people’s specialist nurses. This 
service covers 70% of care home residents in Gateshead (total = 1360); 
Weekly MDT caseload =  approx. 30.

The results have demonstrated reduced bed days and emergency 
admissions and significant economic value to the health and social 
care system with a calculated cost saving of £3.3 million across the 
Newcastle Gateshead Clinical Commissioning Group for the duration of 
the Care Homes Vanguard. For further details please see Appendix 1.
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Setting        Service example What value does older adult mental health service involvement 
bring?

Community 4a – Camden Frailty MDT meetings:

The Camden Frailty Hub is a collaborative partnership, coordinated through 
Camden CCG, with involvement of mental health, the local authority, two 
local acute Trusts, and Age UK, and other third sector partners. The hub 
runs weekly frailty MDT meetings in four local ‘Neighbourhood’ groups of 
5-8 GP surgeries as well as fortnightly Frailty Hub meetings operating on 
a Borough-wide basis.

A study of the impact of the model has shown an increase of 7% in the 
number of days moderate and severely frail patients are able to spend 
at home in the six months after receiving support.  In this population 
group there has been a 51.8% reduction in emergency bed days and a 
47.7% reduction in accident and emergency department attendances.  
Additionally, there has been a 32.2% reduction in first and follow-up 
outpatients’ appointments required in this group. For further details, 
please see Appendix 1.

Community 4b – Delivering a service to older people with frailty as part of an inte-
grated hub; North West Surrey Locality Hubs service:

The North West Surrey Locality Hubs service is a community-based integrat-
ed physical health, mental health and care service for older people living with 
frailty, providing both proactive and reactive care. It aims to identify people 
with frailty at an early stage in order to identify their needs and provide 
advice and treatment and put support in place before people go into crisis.

There have been better outcomes since the hub has been in place, 
demonstrated by reduction in non-elective admissions.

There has also been a reduction in referrals to outpatient clinics in 
psychiatry as old age psychiatrists are part of the core team. For further 
details, please see Appendix 1.

In-patient 5 – King’s Frailty Pathway and Frailty Unit:

King’s College Hospital, London has established an inpatient Frailty Pathway 
to allow older patients identified in the emergency department as frail to 
be transferred directly to an eight-bedded short-stay Frailty Unit for further 
assessment.

Old age liaison psychiatry has become an integrated part of the Frailty 
Unit, with proactive identification of patients requiring liaison psychia-
try input, information sharing about patients already known to mental 
health services, and attendance at team handover meetings.

This has facilitated early discharge from the Frailty Unit within 24 hours.

For further details, please see Appendix 1.

Mental health 
in-patient

6 – North West Boroughs NHS trust older adult psychiatric inpatient ward 
with focus on frailty:

Parsonage Unit is a specialist mixed-sex functional frailty inpatient unit in 
North West Boroughs NHS trust and the patients are from this trust wide 
(including Wigan, Warrington, Hulton, St Helens and Knowsley). Patients  
over the age of 75 who suffer from non-organic mental illness are automat-
ically accepted for admission to Parsonage Unit as per current criteria for 
admission. Patients between the ages of 60 and 75 are screened for ad-
mission; this screening is based on the physical frailty needs of the patient.

A full MDT discussion takes place for complex cases and plans are 
formulated at this ward regarding both physical and mental health 
treatment. These discussions involve the consultant psychiatrist, OT, 
physiotherapist, pharmacy and the ward doctors. These MDT discus-
sions have helped reduce accident and emergency transfers and the 
number of falls sustained on the unit.

For further details, please see Appendix 1.

Table 1, continued: Good practice examples
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Areas for further research
A considerable body of literature exists to support a bidirectional association between 
measured frailty and patients diagnosed with dementia/cognitive impairment, delirium 
and depression. This area of research is growing rapidly. However, evidence is lacking 
in patients diagnosed with major psychiatric illnesses including schizophrenia, bipolar 
affective disorder and anxiety disorders. A majority of existing studies have involved 
community based samples and with limited research examining psychiatric illness 
and frailty in psychiatric inpatient, clinic or nursing home settings. Studies have often 
excluded people who are unwell due to mental illness and who have severe frailty, so 
may have underestimated the associations between these constructs in broader patient 
population settings.

Existing literature suggests considerable diagnostic overlap between the concepts of 
frailty, cognitive impairment and depression. Frail persons can be misclassified as suffer-
ing from a depressive disorder during a period of (physiological) low mood. Aetiological 
overlap in this area has also been postulated and further biomarker research is required 
to optimise future treatment interventions (Collard et al., 2015). Suggested future study 
areas include the interaction between frailty and psychotropic medications which may 
worsen frailty outcomes (Lakey et al., 2012).

To our knowledge there is an absence of literature regarding combined interventions 
for frailty and psychiatric illness. Solutions might include integrated care between old 
age medicine and old age psychiatry to improve outcomes in both domains (Andrew 
& Rockwood, 2007; Collard et al., 2015). In somatic conditions it has already been 
shown that the optimal treatment needs to be different for frail and for non-frail persons 
(Ferrucci et al., 2003).

This literature review and paper highlights a pressing need for further research in diag-
nosed psychiatric populations to inform future interventional studies in frailty medicine 
and better evidence on which models work best.

Conclusion
Old age psychiatrists and their multi-disciplinary teams play a valuable role in identi-
fying frail people as part of their everyday clinical work, and bring additional skills and 
resources to a frailty service; old age psychiatrists also have a role in population health – 
linking with colleagues across health, social care and the voluntary sector – and in early 
identification of frailty. When considering frailty it is essential to see it as a combination 
of both physical and mental health vulnerabilities. The examples of services and the 
case examples show how care for frail older people involves blending a chronic care 
approach with a rehabilitation approach to optimise function. The interventions should 
however be prioritised to avoid the risks of over treatment and adverse side effects.
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Putting patients at the centre of all we do
We end this report with another care case example of the positive impact of integrated 
working.

Case example: ‘Charlie’

Case example: ‘Charlie’ is an 85-year-old man who was admitted to hospital following a 
chest infection. The hospital asked for a review from the mental health liaison team as he 
had been recorded as a frequent attender of the hospital. The older people’s mental health 
liaison team referred him to the locality hub team for a post-delirium review and assessment 
of his needs in the community. The hub coordinator and hub matron identified a need for 
an assessment of his memory and his mental health.

An old age psychiatrist was brought in. He ascertained the background. Charlie’s wife had 
died about two years ago after he had been caring for her for about four years. The psychi-
atrist found evidence of anxiety disorder along with mild cognitive impairment.

The psychiatrist requested review by the occupational therapist and attendance at the local 
day centre. Charlie was referred to the local IAPT service to help with ways of managing 
anxiety and psychoeducation to help develop strategies to manage the mild cognitive 
impairment.

When Charlie was reviewed a year later, there was no evidence of progression of his cognitive 
impairment and he was doing well in managing his anxiety

Key recommendations
1 We recommend that commissioners in primary care networks or an integrated 

care system ensure that the mental health needs of individuals who are frail are 
specifically addressed by their service provision. We strongly recommend that 
senior mental health input is built into the specifications of the frailty services both 
in the community and in A&E, which would help to take a proactive approach to 
frailty rather than a reactive approach.

2 We recommend that commissioners ensure that senior mental health input is an 
essential part of services that are delivering enhanced care in care homes as this 
is a setting where a significant number of individuals with frailty live, and there is 
significant psychiatric morbidity.

3 We recommend that commissioners and service providers ensure that any com-
missioned frailty services take adequate consideration of the impact that alcohol, 
substance misuse and anxiety have on the presentation – including the potential 
for self-harm or harm to others – and the needs that the person with frailty pre-
sents with.

4 We also recommend research bodies at a national level ensure that there is ade-
quate research into the impact of mental health issues on frailty as well as the 
correlation between serious mental illness and the risk of developing frailty, so that 
we can ensure we give the best evidence-based care and support to people. This 
should include positive and negative identifiable frailty outcomes.
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Appendix 1 – Service examples

1: Doncaster old age psychiatry liaison service based in frailty 
wards

Contact:  01302 798467

This model dedicated old age psychiatry staff to be based on frailty wards within 
the general hospital. Individual new referrals of frail older people seen by the service 
amounted to 1207 in 2017. Total volume of clinical activity was however appreciably 
higher, since each referral may necessitate several clinical encounters (with the patient, 
family and ward staff) in assessment, diagnosis, treatment and discharge planning. 
External evaluation in the first year of its operation found that the service had increased 
competencies of the ward staff in managing patients with mental health problems. 83% 
of staff participating reported ‘direct, personal experience of the way the older people’s 
mental health liaison team improve the care of people on [their] ward’. They concluded 
that the service improved formulation of mental health diagnosis, management of 
care, discharge plans, and medication. The service appears to have contributed to a 
reduction in rate of falls (p<0.05) experienced by patients with dementia, depression or 
delirium while in hospital. No such reduction was experienced by other people aged 
65+. The analysis of cost savings focused on the ability of the service to promote timely 
discharge from hospital to an appropriate discharge destination while avoiding an 
upsurge in re-admissions within 30 days. The estimated cost savings for older people 
with dementia, delirium and depression are in the range of £1.07 to £1.40 million a year.

2: SLaM and King’s liaison outpatient clinic model to support those 
with frailty needing further assessment

Contact: jayati.das-munshi@kcl.ac.uk

Since 2016 a pilot outpatient mental health liaison clinic has operated, embedded within 
the outpatient geriatric medicine service. The service is offered as a joint venture between 
South London & Maudsley NHS Foundation Trust (SLaM) and King’s College Hospital.

Referral criteria are needs-based and do not operate with age cut-offs, however prelim-
inary data indicate that the patients comprise mainly older adults (mean age 78 years 
(SD: 9.3)) with 69% meeting criteria for mild to moderate/severe frailty. Although referral 
guidelines stipulate patients with a primary memory complaint should be referred to 
memory services, a significant proportion of referrals to the clinic have dementia (25%) 
of which a third were previously unknown, highlighting the challenges of detection and 
diagnosis of dementia with the standard screening tools usually used within general 
hospital settings.

The clinics are currently operated by a consultant old age psychiatrist who also attends 
the MDT meetings in the geriatric medicine service.

mailto:jayati.das-munshi@kcl.ac.uk
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The clinics operate as a one-off assessment and treatment service, with all patients 
referred on to other services as appropriate or discharged back to the referrer.

Aside from advising on psychiatric treatments (prescribing and psychological treat-
ments), interventions from the clinic have also included identifying ‘hidden morbidities’ 
contributing to falls, deteriorating physical health and cognition (such as alcohol misuse/
dependence), assessments of cognition with onward referral to neuropsychology for 
complex presentations, assessments of capacity including advice on driving and safety, 
identifying vulnerable older adults and informing assessments of safeguarding, as well 
as supporting patients through psychosocial difficulties impacting on their mental state 
– such as carer strain, family conflicts, domestic violence and bereavement, through 
onward referral to appropriate agencies. The clinics also have an educational function, 
with the regular presence of nursing students, medical students and other members 
of staff. Currently the plan is to evaluate further the impact which the service has on 
potentially reducing referrals to community mental health teams and improving outcomes 
such as hospital admissions.

3: Gateshead frailty work in care homes

Contact: karen.franks@nhs.net

As part of the enhanced healthcare in care homes vanguard Gateshead have been 
having weekly care home MDT/Virtual Ward, plus associated clinical input/visits outside 
of the meeting in place focusing on frail older people. The attendees at the meeting 
are the consultant old age psychiatrist, GPs, consultant geriatrician and band 7 older 
people’s specialist nurses. Currently this service covers 70% of care home residents 
in Gateshead (total = 1360). Weekly MDT caseload = approx. 30. The results have 
demonstrated reduced bed days and emergency admissions and significant economic 
value to the health and social care system, with a calculated cost saving of £3.3 million 
across NGCCG for the duration of the Care Homes Vanguard.

Vanguard Care home Non-NCM

Change on 
baseline 
period

Emergency 
admissions

-3.2% -1.4% 6.7%

Bed days -15.2% -4.5% 1.4%

Data relates to care home residents

(Vanguard = NGCCG EHCH Vanguard, Care Home = other 5 EHCH vanguards in 
England, Non-NCM = non New Care Models)

mailto:karen.franks@nhs.net


PS02/20: Ensuring the best outcomes for frail older people 24

4a: Camden frailty MDT meetings

Contact: mdt.admin@nhs.net

The Camden Frailty Hub is a collaborative partnership, coordinated through Camden 
CCG, with involvement of mental health, the local authority, two local acute Trusts, and 
Age UK, and other third sector partners.

The hub runs weekly frailty MDT meetings in four local ‘Neighbourhood’ groups of 5-8 
GP surgeries as well as fortnightly ‘Frailty Hub’ meetings operating on a borough-wide 
basis. These meetings are attended by senior representatives from teams including 
a senior social worker, consultant geriatrician, nurses from memory clinics, palliative 
care and complex care, representatives from Age UK and Camden Carers as well as 
a consultant old age psychiatrist. Patients with moderate frailty are managed at the 
weekly meetings whereas the fortnightly meetings focus on managing patients consid-
ered to have severe frailty and/or significant complexity and who cannot be managed 
at a locality level.

Patients may be referred to these meetings from a variety of sources but generally 
from health or social care sources. GPs remain the primary case identifiers however a 
significant proportion of patients considered in the borough Frailty Hub are identified by 
local acute trusts, reflecting the high rates of frequent admission in this patient group.

A study of the impact of the model has shown an increase of 7% in the number of 
days moderate and severely frail patients were able to spend at home in the six months 
after receiving support. In this population group there has been a 51.8% reduction in 
emergency bed days and a 47.7% reduction in accident and emergency department 
attendances.  Additionally, there has been a 32.2% reduction in first and follow-up 
outpatients’ appointments required in this group.

4b: Delivering a service to older people with frailty as part of an 
integrated hub: North West Surrey Locality Hubs service

Contact: liz.lawn@nhs.net

The North West Surrey Locality Hubs service is a community-based integrated physical 
health, mental health and care service for older people living with frailty, providing both 
proactive and reactive care. It aims to identify people with frailty at an early stage in 
order to identify their needs and provide advice and treatment and put support in place 
before people go into crisis. Any physical health professional, mental health professional, 
adult social care professional and borough council member of staff can refer but the 
majority of referrals come from GPs and hospital geriatricians.

The Locality Hubs provide both physical and mental health care. Each hub team includes 
a full-time senior mental health practitioner working as a member of the team who pro-
vides mental health input for the people on the hub caseload, and these mental health 
practitioners have weekly clinical supervision with a consultant old age  psychiatrist. 
The hubs are based in community hospitals and are a physical space where people 
can come to see team members and access services.

mailto:mdt.admin@nhs.net
mailto:liz.lawn@nhs.net
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This model has had significant benefits both to individuals and the community. This 
is borne out in patient feedback: I was referred to Bedser Hub by my GP and it’s the 
biggest favour she could have done for me.  I was treated with so much respect and 
more important than anything the staff listened to me.  At no time did I feel that I needed 
to leave because the staff had more important things to do; I was the important person 
before them. I would recommend the hub to everybody who needs medical care.

We can also see better outcomes where the hub is in place. There has been a reduc-
tion in growth in non-elective admissions activity for people over 75 and a reduction in 
referrals to care of older people outpatient clinics and cardiology outpatients for people 
over 75 in the Woking locality. In addition, where the hub is available there has been 
a significant increase in uptake of IAPT services. Overall, there has been improved 
coordination and joint planning between services for more complex patients which 
helps to reduce anxiety and conflict for staff and has improved care for patients and 
support for carers.

Mental and physical health problems can be addressed in one service and staff feel 
supported by other team members with different knowledge and skill sets as well as 
benefiting from shared learning. Frailty assessments including presence of the older 
adult mental health services has helped to deliver better outcomes for the patients 
seen in the hub.

5: King’s frailty pathway and frailty unit

Contact: ruth.cairns@slam.nhs.uk

King’s College Hospital, London  has established an inpatient frailty pathway to allow 
older patients identified in the emergency department as frail to be transferred directly 
to an eight-bedded short-stay frailty unit for further assessment. The new frailty ward 
has been set up for the assessment and management of frail older adults and operates 
outpatient services which include those for frail older people living in the community.

Patients are referred to the in-patient liaison psychiatry team by a range of teams across 
the hospital; the main referrers in 2017 were general medicine (43% of all referrals), geri-
atric medicine (27%) and surgery (18%). Referral rates continue to increase on an annual 
basis, with a total of 665 patients referred in 2017, 590 of whom were seen, compared 
with 315 seen in 2010. Old age liaison is becoming an integrated part of the frailty unit, 
with proactive identification of patients requiring liaison psychiatry input, information 
sharing about patients already known to mental health services, and attendance at 
team handover meetings.

The frailty unit is open from Sunday evening to Friday evening. Assertive attempts are 
made to facilitate early discharge from the frailty unit within 24 hours, unless acute 
hospital admission is needed.

mailto:ruth.cairns@slam.nhs.uk
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6: North West Boroughs NHS Trust older adult psychiatric inpatient 
ward with focus on frailty

Contact: 01925 664000 – ask for Parsonage unit

Parsonage Unit is a specialist mixed-sex functional frailty inpatient unit in North West 
Boroughs NHS Trust and the patients are from trust-wide (including Wigan, Warrington, 
Hulton, St Helens and Knowsley), for patients  over the age of 75 who suffer from 
non-organic mental illness are automatically accepted for admission to Parsonage 
Unit as per current criteria for admission. Patients between the ages of 60 and 75 are 
screened for admission; this screening is based on the physical frailty needs of the 
patient. The majority of patients admitted to Parsonage Unit would be described as 
moderately frail on the Rockwood Clinical Frailty Scale, with some flexibility to either 
side. Each patient on Parsonage Unit is reviewed by the Consultant Old Age Psychiatrist 
regularly, and the strong multi-disciplinary ethos forms these reviews. The unit actively 
involves community mental health teams and social work colleagues in the planning of 
care and treatment. Every patient is discussed within the multi-disciplinary team on a 
daily basis as part of the unit’s morning meeting.

The physical health nurse lead reviews and assesses each patient on admission and 
then throughout their admission journey. A full MDT discussion takes place for complex 
cases and plans are formulated in the ward regarding both physical and mental health 
treatment. These discussions involve the consultant old age psychiatrist, OT, physio-
therapist, pharmacy, ward doctors and the physical health nurse, which has helped 
to reduce accident and emergency transfers and the number of falls sustained on the 
unit. Over a two year period there were 119 admissions with an average length of stay 
of 75.4 days. The readmission rate was 3.4%.

Appendix 2 – Frailty scales
In clinical practice there are several ways to identify people who are frail. These may 
include an assessment of gait speed, self-ratings of health and/or structured ques-
tionnaires. Instruments/ tools which have been used to assess for the presence of 
frailty and severity of frailty in populations have an important role to play in identifying 
populations at high risk. Some of the tools – for example electronic frailty indices – may 
also have a role to play at the level of identifying clinically frail populations and rating the 
degree of severity of frailty, and in turn such tools could inform service provision and 
commissioning as well as annual check ups such as medication reviews. The majority 
of the tools to identify frailty focus on physical function, however a subset of tools utilise 
multidimensional approaches across domains, which may include an assessment of 
cognition, dementia, depression and/or other mental disorders. The tools vary in their 
approaches, highlighting the complex inter-relationship of these conditions with frailty.
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Section 1 Frailty Scales based on self-report and/or clinical exam

CGA-frailty 
index

Mobile Geriatric 
Assessment 
Team (MGAT) 
study

Clinician-rated; 
Based on CGA:

Mild

Moderate

Severe frailty

Comprehensive 10-item:

Bowels, 
bladder, 
mobility, 
balance, 
cognition 
IADLs, 
nutrition, 
social resources, 
communication, 
mood and motivation

Canada – 
rural Nova 
Scotia

Rural, commu-
nity

Cognitive 
impairment, 
dementia, de-
lirium

Social 
resources

Mood and 
motivation

Clinical Global 
Impression 
of Change in 
Physical Frailty 
(CGIC-PF) 

Clinician’s  
judgement

13 items

6 intrinsic items:

Mobility, balance, strength, 
endurance, nutrition, and 
neuromotor performance

7 consequence items:

Medical complexity, 
healthcare utilisation, appear-
ance, self-perceived health, 
ADLs, emotional and social 
status

USA Six expert panel 
members, 
46 clinicians, 
24 patients, 
and 12 caregiv-
ers

Pilot n=10 mild 
frailty

No ‘Social 
status’

(Roles, 
interaction 
with others, 
living situa-
tion)

‘Emotional 
status’,de-
pression 
or anxiety 
(clinician 
judgement),-
self-per-
ceived 
health,-
self-reported 
energy or 
fatigue
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Easycare 
Two-step 
Older persons 
Screening (TOS)

Two stage

GP (family prac-
titioner) or nurse 
rating

No, mild, moder-
ate, severe

If rated ‘frail’

Second stage in-
terview process

Multimorbidity, 
polypharmacy, 
cognitive, 
hearing and vision, 
ADLs, 
mobility, 
falls, 
informal care, 
loneliness, 
social network, 
depression, 
anxiety, 
somatoform, 
‘other psychiatric’

Netherlands N=141 from 7 
GP practices

Cognitive 
impairment or 
dementia

Loneliness, 
social net-
work, 
Informal 
care

Depression, 
anxiety, 
somatoform, 
other psychi-
atric

Edmonton Frail 
Scale

Administered by 
clinician; Exami-
nation (clock draw 
and timed up-3m 
walk) plus ques-
tionnaire

Scored from 17

Cognition (clock draw), 
depression, 
function (ADLS), 
nutrition, 
continence, 
medication (polypharmacy), 
general health (number of 
hospital admissions 1 year), 
function (performance) timed 
up and go

Yes

Assessed by 
clinician on 
clock draw

Yes

EPIDOS study 
of hip fracture

(Carrieres’ mod-
el, 2005)

Developed as 
self-rated ques-
tionnaire

Mobility, balance, nutrition, 
muscle strength, physical 
inactivity, perceived health, 
educational level, age, time 
since baseline evaluation

France 545 ‘high-func-
tioning women’ 
aged ≥75 7 year 
cohort study

No No ‘Perceived 
health’ (bad 
or very bad), 
fear of falling
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

FRAIL scale 5-item self-report 
scale:

Fatigue, 
resistance, 
ambulation, 
illnesses, 
loss of weight

USA 998 African 
Americans aged 
45-69

Cross-sectional

No No No

FFI (Fried Frailty 
Index)

5 items ‘pheno-
type’

Self-report and  
examination find-
ings

>3/5 =frailty

1-2/5 prefrailty

Weakness, fatigue, 
weight loss, low calorie, 
walking speed

USA Cardiovascular 
Health Study: 
5,317 65 years 
and older (4,735 
from 1989–90 
582 African 
American 1992–
93).

No No No

Gealey instru-
ment

10-item

Clinician-rated

10 items

Based on IADLS

Eating, bathing, toileting, 
dressing, transfers, walk-
ing, ability to use telephone, 
shopping, food preparation, 
housekeeping, laundry, 
transportation, medication 
management

USA

Geronto- 
logical care 
providers

No No No

Geriatric Func-
tional Evalua-
tion

(GFE)

7-domain 
questionnaire

15-20 minutes

Physical condition, mental 
health, functional status, 
community 
support, 
housing, 
social relationships, financial 
situation

Italy 3060

Communi-
ty-dwelling aged 
>65

‘Disorientation’, 
reasoning 
ability, 
memory loss

Relation-
ships, 
community 
support

Hallucina-
tions, 
‘delirious 
psychosis’, 
energy and 
motivation
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Groningen 
Frailty 
Indicator

15 item self-as-
sessment (lim-
itations) >/4/15 
indicates frailty

Self-reported fitness, 
vision, hearing, functional 
ability, polypharmacy, 
weight loss, 
memory impairment, 
loneliness, 
low mood and/or emptiness, 
anxiety

Netherlands

Primary 
care

Community 
sample

Self-reported 
memory impair-
ment

Self re-
ported 
loneliness/
isolation

Self-reported 
anxiety, 
self-re-
ported low 
mood/’emp-
tiness’

Guilley instru-
ment

SWILSO-O

(Swiss Interdis-
ciplinary Lon-
gitudinal Study 
on the Oldest 
Old)

Self-rated

5 domains

5 domains:

Sensory capacities, mobility 
capacities, physical pains, 
memory problems, energy

Switzerland Octogenarians 
communi-
ty-dwelling

‘frequent 
problems with 
memory’

No Frequent 
loss of en-
ergy, 
frequent loss 
of appetite 
(taken from 
depression 
question-
naire), 
self-per-
ceived pain 
severity

Identification of 
Seniors at Risk 
(ISAR) screen-
ing tool

6-item self admin-
istered

Premorbid functional impair-
ment, 
acute functional decline, 
hospitalisation in previous six 
months, 
visual impairment, memory 
impairment, 
concurrent use of >3 medi-
cations

Four univer-
sity- 
affiliated 
hospitals in 
Montreal.

1122 + 520 (2 
studies)

65 and over, 
attending emer-
gency depart-
ment

Memory im-
pairment

No No

Modified 
Functional 
Independence 
Measure (FIM)

Developed for TBI 
rehabilitation

Observation, tele-
phone interview or 
case conference

12 items:

Bowel/bladder control, trans-
fers, locomotion, communica-
tion, social cognition, feeding, 
grooming, bathing, dressing 
(upper/lower body), toileting

USA N=122 acute 
care geriatric 
inpatient unit

Prospective 
cohort study

Social cogni-
tion, memory

‘Social cog-
nition’

No
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

PUTS

Longitudinal 
Aging Study

Amsterdam

>3 from 9 factors 
= frail

Body weight, peak expiratory 
flow, cognition, vision, hear-
ing problems, incontinence, 
sense of mastery, depressive 
symptoms, physical activity

Netherlands N=2,257

Communi-
ty-dwelling

Mn age 72.5

MMSE <24 No ‘Sense of 
mastery’ 
Pearlin and 
Schooler 
Mastery 
scale SF 
‘depres-
sion’ CES-D 
self-rated

Ravaglia Instru-
ment

9 prognostic 
indicators (clini-
cian-rated)

Age ≥ 80 
gender (male), 
physical inactivity, 
polypharmacy  
(≥3 drugs), 
calf circumference, 
IADLs disability, 
gait and balance, 
sensory deficits, 
pessimism about health

Italy,

Conselice, 
Study of 
Brain Age-
ing (CSBA)

1007 communi-
ty-dwelling aged 
≥65

Prospective 
population study

No (but IADLS 
disability)

No ‘Health pes-
simism’

Rockwood Single 1–9 pheno-
type scale – clini-
cian rated

Global ‘phenotypes’ USA No (but men-
tions need for 
help with IADLs 
in scoring guid-
ance)

No No
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Rothman 
Instrument

(modification of 
Fried scale)

4-item scale

2/4 = frail

Mobility (Gait speed of >10 s 
to walk back and forth over a 
10 foot course)

Physical Activity Score ( <64 
for men, <52 for women on 
the physical activity scale for 
the elderly EURO-D)

Nutrition (>10lbs weight loss 
in past year (intentional or 
unintentional)

Cognitive Impairment (<24/30 
MMSE)

Yes

(MMSE <24/30)

No No

SOF (study of 
osteoporotic 
fractures)

3 items

2/3 = frailty

(1) Weight loss (irrespective of 
intent to lose weight) of 5% 
or more

(2) the subject’s inability to 
rise from a chair 5 times with-
out using her arms; and

(3) reduced energy level

 No

NB: used 
and answer 
of ‘no’ to 
“Do you 
feel full of 
energy?” on 
the Geriatric 
Depression 
Scale as 
definition of 
low energy

Self-Reported 
Health

(Brody)

13-item self-report-
ed questionnaire

Age, health conditions 
interfere with daily activities, 
needing/ receiving assistance 
for bathing and/or taking 
medications.

USA 5821 community 
dwelling age ≥65 
enrolled with 
Kaiser Perma-
nente

No No No
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Sherbrooke 
Postal 
Questionnaire

Self-report (postal)

21 item

Sherbrooke 
(Quebec, 
Canada) 
community

N=842 aged 75+ Yes

‘problems with 
memory’

Yes

Death/be-
reavement 
in last year

‘count on 
someone’

lonely

Yes

‘Sad or de-
pressed’

Strawbridge 16 self-reported

questions in four 
domains

functioning: physi-
cal, cognitive, sen-
sory, and nutritive.

Nutrition (weight loss and 
appetite)

Subjective memory/concen-
tration problems

Physical (balance/weakness/
dizziness)

Sensory (sight and hearing – 
with focus on function)

USA Convenience 
sample in prima-
ry care n=48

Yes No No

Tilburg Frailty 
Indicator

15 item self-report 
scale

>/5/15 indicates 
frailty

Physical: unexplained weight 
loss, physical health, difficulty 
in walking, balance, vision 
problems, hearing problems, 
strength in hands, physical 
tiredness 
 
Psychological: 
depressive symptoms, anxie-
ty, coping

Social: 
living alone, 
social relations, social sup-
port

Netherlands Reference val-
ues from general 
health survey

47,768 >65 
(58.5% response 
rate)

Cognition Living 
alone, 
social rela-
tions, social 
support

Depressive 
symptoms, 
anxiety, 
coping
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Three Cities 
Study (Avi-
la-Funes)

5 items

3/5 = frailty

(1-2 prefrail)

Weight loss, weakness, ex-
haustion, slowness, and low 
physical activity

France 6030 community 
dwelling individ-
uals aged 65-95 
followed up in a 
4 year longitu-
dinal study. 7% 
were frail. 

MMSE and 
Isaacs Set Test 

No No

Vulnerable 
Elders Survey

(VES)

Self-report 
13-item  
questionnaire

Physical function and IADLS

Expanded version includes 
diagnoses

USA 6205 commu-
nity-dwelling 
Medicare recipi-
ents aged ≥65

Prospective 
cohort

Expanded  
version ‘de-
mentia diagno-
sis’

Includes IADLS

No Self-reported 
health

Expanded 
version

‘psychiatric 
history’

Zutphen Elderly 
Study

Presence/absence 
two factors

Inactivity AND 1 of: weight 
loss/low energy intake/low 
BMI

Netherlands N=450 69-89

Community 
sample

No No No

Frailty Indices

Accumulation 
of deficits

Frailty Index

Canadian Study 
of Health and 
Ageing

92-item frailty 
index

Canada Community 
sample mean 
age 82

Longitudinal 
study

N=2914

Clouding of 
consciousness, 
‘difficulty with 
memory’, 
apraxia, 
agnosia, 
aphasia, 
impaired judge-
ment, 
impaired ab-
stract thinking

No ‘Difficulty 
with mood’, 
feeling sad, 
blue or de-
pressed



PS02/20: Ensuring the best outcomes for frail older people 35

Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Frailty Index

Canadian Study 
of Health and 
Ageing

20-item frailty 
index

Canada Community 
sample mean 
age 82 n=2914

Longitudinal 
study

‘Memory im-
pairment’

No No

Rockwood

Accumulation 
of deficits

40-item self-report-
ed (Canada)

51-item diagnosed 
conditions (Swe-
den)

Comprehensive list Canada and 
Sweden

962 male

1178 female

CSHA and goth-
enburg 70+

No Gothenburg 
+70

Difficult 
socialising

Difficulty 
with retire-
ment

Living alone

CHSA – 
‘self-per-
ceived 
health’

Gothenburg 
+70

Feels health 
not good

Rockwood 70-item frailty 
index

Comprehensive list from 
Canadian study of Health and 
Ageing

Canada Canadian study 
of Health and 
Ageing

Clouding of 
consciousness, 
memory impair-
ment, cognitive 
impairment, 
long/short term 
memory impair-
ment, changes 
in mental func-
tioning

Feeling sad, 
blue or de-
pressed, 
‘depression’ 
clinician 
rated, 
tired all the 
time, 
restlessness, 
sleep chang-
es, 
paranoia, 
problem with 
mood
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Tool Clinician-/ 
self-rated Domains assessed

Where 
tool was 

developed

Validation 
studies Cognition Social Psychiatric

Section 2 – Frailty Scales based on electronic health records

FI 1. Electronic patient 
records

Comprehensive Netherlands Yes Yes Yes

Depression

‘Functional 
disability – 
psychiatric’

Hospital Frailty 
Risk Score

Based on ICD-10 
codes 

Core frailty codes:

Mobility, 
dependence, 
senility, 
dementia, 
somnolence and stupor, 
amnesia and disorders of 
cognition and awareness, 
incontinence

UK

2013–tt14 
and 2014–
15 Hospital 
Episode 
Statistics 
(HES) inpa-
tient data-
base

22039 devel-
opment cohort 
aged ≥75

1,013590 valida-
tion cohort

Cognitive im-
pairment

R41

F00 – F05.9

No Anxiety and 
Depression

Electronic frailty 
index (eFI)

Based on elec-
tronic primary care 
records

36 deficits (containing 1,574 
corresponding Read 2 codes)

UK primary 
care

N= 931,541 age 
65-95

Registered with 
ResearchOne or 
THIN practice

Memory and 
cognitive prob-
lems

Social Vul-
nerability

No
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Appendix 3 – Literature methodology
This document supplements and includes data from Dr Scott Cherry’s original 
(unpublished) systematic review including searches to February 2016 (already sumit-
ted to RCPsych Frailty Working Group).

Methodology

Narrative Literature review 6-8 March 2019:

Search terms: As for my systematic review 2016
Documents: In English language, abstract available, publication date 2016-present
Libraries: University of Leicester and Northamptonshire Healthcare NHS Foundation 
Trust Libraries
Databases searched: PubMed, Cochrane, Embase, Psycinfo, Prospero, Google 
Scholar
Referencing software: EndNote

Review of 45 articles found

By study design:

Observational studies: 31 
Review Articles: 9
Systematic Reviews: 5 (including 4 x meta-analysis)
Interventional studies: Nil
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