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Screening for Frailty: Instructions

for using the FACT

Frailty is a robust marker of vulnerability. Appropriate care planning and care delivery with
frailty is entirely contingent upon the critical first step of recognizing the presence and degree
of frailty. The Clinical Frailty Scale (CFS) provides a practical approach to measuring frailty that
is both quantitative and feasible when health care providers are experienced in the process of
comprehensive geriatric assessment and are able to gather information about cognition,
mobility, and function. But how can we maximize the objectivity and interpretability of the
Clinical Frailty Scale in the hands of a non-expert? This document introduces an adaptation of
the CFS called FACT (or Frailty Assessment for Care planning Tool) that can be used in busy
“non-geriatrics” clinical settings, and provide instructions for its use.

Why this tool? We believe that any screening tool used for the purpose of recognizing frailty
must be easy to administer and easy to interpret. The FACT (Frailty Assessment for Care
planning Tool) can be used to rapidly identify frailty through routine assessment (as performed
by nurses or other health care professionals) to detect patients that may benefit from a more
detailed assessment of frailty and individualized care planning.

The FACT is innovative in its methodology in that: (1) it has brief cognitive tests embedded in
the assessment; (2) involves both patients and their caregivers in the frailty assessment; and (3)
takes less than 6 minutes to complete once a caregiver is identified. Data from outpatient
settings suggests that a patient/caregiver self-report of frailty level (using the same ordinal
scale) shows good correlation with the healthcare professional assigned frailty level [Goldstein
2013].

You will recognize the FACT as an adaptation of the validated Clinical Frailty Scale [Rockwood].
There are three major modifications (Table 1), each based on user feedback and designed to
improve the feasibility and interpretability of the tool.



Table 1. Modifications of the Clinical Frailty Scale for the FACT

o

Separation of the original ordinal scale into  Allows for easier determination of scale

four domains score when one domain is driving frailty
Suggests areas of focus for further
assessment (PLAN tool)

Addition of validated screening tools for Improves objectivity/reliability of score
cognitive assessment

Reliance on collateral history instead of self- Improves objectivity/reliability of score
report May help identify poor insight

Combination of levels 1 and 2 Allows for more ease of administration
without losing information that is
instrumental to decision making

How to administer the FACT

—
Step 1: Identify the collateral informant

Dementia is common in frailty. People with dementia commonly over-estimate their functional
abilities. Therefore, in order to achieve an accurate measure of baseline function, we need a
collateral history. The collateral informant should be someone who is in regular communication
with the patient, or provides care for the patient, and can therefore speak to the patient’s
circumstances and abilities.

—
Step 2: Provide the collateral informant with the

‘Collateral Informant’ page of the FACT

The purpose of the collateral Informant page is to streamline the screening process by
providing the assessor with some preliminary information with which to work. If this step takes
extra time in your clinical setting (e.g., the collateral historian is only available by phone), you
can proceed to Step 4.



Instructions are provided on the Collateral Informant form, but you can also remind the
collateral to first check the two yes/no boxes in the top row and then, for each column, check
the one box that BEST describes the person’s abilities at their baseline (i.e., in the past 1-2
weeks or before any recent acute illness developed). Ideally, this step can be done while the
patient and collateral historian are in the waiting room, or (for inpatients) while the collateral
historian and patient are completing admission paperwork.

Look at the responses in each column. This will give you a sense of the degree of deficits the
patient may have in each of these domains and will tell you where to start when validating the
information provided.

Briefly interview the collateral historian with the Collateral Informant page and the Final
Scoring Sheet in front of you. For each column, use the level of deficit indicated by the
Collateral Informant page to frame your question. For example, in the mobility column, you
might say, “You’ve indicated that your husband uses or needs to use a cane or walker. Has he
had any falls in the last 6 months?” This will allow you to ensure that the level indicated reflects
a true report of the patient’s abilities, and isn’t off by a level up or down. Repeat this process
for each of the first three columns. The “Memory” column will be scored after directly testing
the patient.

For this step, you will interview the patient (with or without the collateral historian present). If
your clinic setting permits, you may decide to have one person administer the cognitive screen
while another speaks with the collateral historian (in person or over the phone) in order to
complete the screen in less time.

Start by administering the Mini-Cog on page 3/5. Provide the optional explanation on page 3/5
if desired: “Part of my role is to look at your overall health, so I'm going to ask you some
guestions which may not seem to be related to the reason why you’re here today.”



After completing the Mini-Cog, look at page 2/5 and follow the flow chart which provides
prompts and instructions on how to score the results of this part of the screen. The frailty
descriptions on the stop signs refer to the level you should assign in the “Cognition” column of
the Assessor page.

—
Step 6: Interpret the results

Now that you’ve assigned a frailty level in each of the four columns, note the results:

The column with the worst score = the final score. For example, if the patient scores “4” in
mobility, “2” in social, “3” in function, and “2” in cognition, their final score would be 4.

Case Example

Now, let’s look at each completed page of a sample FACT tool, completed by Peggy Smith,
caregiver for her father.

Figure 1a. The collateral informant page of the FACT
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Mobility: In the mobility column (“Getting Around”), Peggy Smith indicates that her father is
active and exercises occasionally, but also indicated that he’s slowing down. This will need
clarification such as:

HCP: “You’ve indicated that your father is active, exercises occasionally, and doesn’t need a
cane or walker, but also that he’s starting to slow down and often tired during the day. Tell me
more about this.”

Peggy: “Well, he used to have lots of energy, but in the last few months he’s complaining of

being tired, and is napping more. His doctor suggested he uses a cane, but he absolutely
refuses.”

Peggy’s further history indicates that on the Assessor page, you should check box 4 in the
mobility domain (Figure 1b).

Social Health: In the column marked “Social”, Peggy has indicated that her father rarely

engages in social activity and might find someone to help if daily help was needed. You can also
reconcile/validate this information by saying:

HCP: “You’ve indicated that your father rarely socializes. Is he mostly confined to the house?”

Peggy: “No, he just seems to have less get up and go. Over the last few months, he’s stopped
his weekly bowling.”

Peggy’s further history indicates that on the assessor page, you can keep his score as is and
check box 5 (Figure 1b).

Figure 1b. The assessor page of the FACT:

Frailty Assessment for Care-planning Tool (FACT)  gpath clinic

FAITVE AND THERAPIUI MARMS ML e

Mobility is #t baseline? &5 YES O O

Mobility

Sodial

Function

Cognition Is at baseline? O YES O NO

Cognition

O 7, manreins emgiliacly Oin chargs of crgantaing cotial O gill working at job or high level O Yhriving: imprecses cthars with
A. Thriving {amoag fistest for age) events hobby memory and thinking
8. Normal O activefexercisas occasionally O sociakizas weetdy & would have & | Sulactive impasrment [ie, Does O Normal aging: patient worried about
Aging 3 caregiver if needed mryﬂummmﬂldsuﬁp memary but family (caregiver) Is not
more difficult]
Oftarting to slowdown and often | O Sacaizes less than weekly OR Omu.pmmmm O Vulnerable: minor deficits on testing
(SN tired during the day might not have a aeegiver if m wgm 0@ nat
RS b needed
&%ocalizes raraly O Noeds | Mlpnmm O Vagus/incorract recall of currant
activities mwﬂte.; events, can recall name of US president
{suggests mild stage
8 | O Mastly house-bound O Needs assistance or. w Incorrect recall of US President,
for IADLS and cusing with basic can recall name of children/spouse
sy und, / activites of daily luing (BADLS)
=i (2.2 halp choosing what to weir o
past & months, excluding shp on ios requires reminders to bathe} O o callateral present
QMMWQ’!HP O House-bourd and isalated OR Omdswmlwm;huus O unable to name children, spouse ar
or suparvision when walking OR caragiver srress/no caregiver {bathing, toileting, dressing) siblings
‘Unable to propel seif in manual wailable {supgests severe stage dementia)
wheelchair
O Bed bound, unable to participate in | O Unabie to participate in any socat | O for al ofdaly | O Limited language skills
transfers exchange, even when visited life with few words verbakzed
{suggests very severe stage dementia)
H. Terminal QO 1l with & life: dhess of o mobility status

Cumyaiiile with, Sockwood K CAAL A0S 17 738995 s 8. Ind J Geviatr Nychiatry 200:Now )

Sipastae _ ASRB SO,




Function:In the function column, Peggy has indicated that her father needs help with all IADLs
and perhaps BADLs. You can confirm this by saying:

HCP: “You’ve indicated that your father needs some help with activities inside the home such as
dressing. Tell me more about this.”

Peggy: “Yes, | do the banking, shopping and cooking/cleaning, but lately | have to pick out his
clothes or he’d wear the same dirty clothes every day.”

HCP: “Do you need to physically help him to be able to get his clothes on and off?”

Peggy: “No, it’s more that he doesn’t take the initiative to get dressed. Once | convince him to
change, he can do it on his own.”

Peggy’s further history indicates that on the Assessor page, you can keep his score as is, and
check box 6.

In the cognition column, Peggy has indicated that there may be some cognitive deficits but that
these appear to be mild. Let’s see how Mr. Smith’s cognitive screen looks. (Figure 1c)

Cognition: Mr. Smith’s Mini-Cog (Figure 1c) shows 1/3 recall and he has problems with his
clock drawing (number placement and hand placement). Now let’s look at the rest of his
cognitive testing.

Because he had 1/3 recall, we move down the flowchart (Figure 1d) to ask about current
events. Despite watching the news daily, he could not recall any specific details about current
events (“There are lots of wars”). Therefore, we move on to asking Mr. Smith to name the
President of the United States. He incorrectly named the US President, so we move on to
asking Mr. Smith to name his children, which he was able to do correctly (Figure 1d). Now,
return to the assessor page (on the reverse side of the flowchart) to record the cognitive score,
which is 6 (Figure 1b.).



Figure 1c. Cognitive
Screen

Fraility Assessment for Careplanning Tool (FACT)

Optional explanation for testing: “Part of my role is to look at your overall health, so I'm going to ask
you some questions which may not seem to be related to the reason that you're here today”

1. Ask the patient to, “Repeat the following 3 words and remember them for later:

APPLE  PENNY  WATCH

2. Have the patient, "Draw a clock,” on a seperate piece of blank paper (provided) “and place the hands of the clock
at ten minuted after eleven.”

3. Ask the patient “What were those words | asked you to remember?” and record their answer in the space below:
Answers must be exact (e.g: “clock” is not acceptable).

— Bpple - _Clock

4. Determine a cognitive score by follwing the Cognitive Flow Sheet

Clock Drawing Task

Have the patient draw a clock on the space below and place the hands of the clock at “ten
minutes aftar eleven.”




Figure 1d. Cognitive Screen Flowchart
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Note: If no collateral historian was available when you did the cognitive screen, you would have
to check the[ ] “no collateral present”, indicating that he has at least moderate deficits but
that the cognitive screen is incomplete.

Now you’ve completed scores for all four domains. The results are telling:

1. Mr. Smith is moderately frail. The final score is the highest score in any domain. Mr. Smith’s
final score = 6.

2. Mr. Smith’s cognition is driving this score. His cognitive and functional scores are the same,
which suggests that his cognitive deficits may be having an effect on his function—you’ll need
more information to confirm this, but Mr. Smith certainly needs further evaluation.

3. His daughter’s understanding and appreciation of the degree and impact of his cognitive
deficits is an area for future focus and education

Conclusion

The FACT is a quick and powerful tool that can be used to screen for frailty in a busy office
setting. It does not require expertise beyond these instructions and some practice. There are
multiple approaches to gathering the information (in person, by phone, by a singular or
multiple assessors).
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