
Guidance to support early identification of frailty to support the management of patients attending 
Urgent/Emergency care services

Target 
Population >65 
years arrive in 

ED

There will be discussions at this point to identify  the appropriate clinical team with a senior decision 
maker. According to local arrangements the patient's care may be directed to the AMU, Surgical 

SDEC, Acute Frailty team, or remain with ED.

Clinical decision point

Conveyance methods

Walk in

GP

Ambulance

This grade of frailty needs to be factored into 
treatment and discharge plans. Patients with this 
score are likely to experience functional decline if 

admitted.

CFS 6

Clarify goals of care based on  patient's priorities. 
Include levels of escalation in treatment plans. 

Consider end of life care.

CFS 7-9

In any of these 
potential next steps, 
begin dialogue to 
identify patient's 
priorities and identify 
any advance care 
plans relevant to the 
patient's current 
situation.

CFS 7-9 and higher levels of 
illness acuity: many could 

recover but will need 
intensive and specialist input 
and longer post-acute and/or 

palliative care.
SDEC probably only suitable 
to set up end of life care at 

home (or care home/
hospice)

CFS 7-9 and low levels 
of illness acuity : 

consider SDEC along 
with an  intensive CGA 
based   management 

package at home or in a 
care home.

CFS 6 and high levels of 
illness acuity, admission 
is likely needed. Prevent  

frailty-associated 
problems. Specialist 

input and CGA may be 
needed.

CFS 6 and lower levels 
of illness acuity 
consider SDEC

*If paramedic has assessed CFS, incorporate this in handover as part of triage.

Arrive Emergency Department (ED) *

**Triple assessment to include:    NEWS2 (Illness Acuity)
                                                                    Clinical frailty Scale (frailty)

                                             4AT (Delirium)

Triple Assessment** (30 mins arrival)

Establish any 
general priorities 
from the patient (or 
others). Is there a 
relevant advance 
care plan?

Treatment and management plan will 
depend on acuity of illness and other 

presenting problems.

CFS 1-5

For those with CFS 4 or 5, 
any frailty associated 
syndromes will need 
consideration during the 
hospital stay or as part of 
the discharge plan or 
follow-up community 
based care 

Consider SDEC if more 
detailed assessment or 
investigation needed to 
enable a likely discharge 
home today 

If in doubt about what is best for a patient with CFS 4-5, consider 
discussion with a senior decision maker in the frailty team
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