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By watching the two films on www.reactto.co.uk/frailty
and using this resource you should:

• Understand what we mean by ‘frailty’ and how it might present

• Understand why identifying frailty is important for all older people and 
how this is important in your working role

• Understand the Clinical Frailty Scale (CFS) and feel confident to use it to 
identify levels of frailty

• Be able to implement some appropriate interventions for the person you 
support and be aware of referral pathways into health and social care

Learning objectives

https://www.reactto.co.uk/resources/react-to-frailty/
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Time
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abilities

People often describe frailty as feeling that they are slowing down, losing 
strength or finding it more difficult to perform everyday tasks. 

Frailty becomes more common as age increases. However, it is not an 
inevitable consequence of getting older.

‘Frailty’ is a term that is used a lot, but is often misunderstood. When used 
properly, it refers to a person’s mental and physical resilience, or their ability 
to bounce back and recover from events like illness and injury.

“Frailty is a
loss of resilience that 

means that people don’t 
bounce back quickly from 
an illness, an accident or 

other stressor event.”

What do we mean when we talk about ‘frailty’ ?

NHS England 2020 Definition

Below, the green line represents a fit older person who, after a 
minor stressor event such as an infection, has a small deterioration 
in function and then returns to their previous stable level. 

The red line represents the response of an individual with frailty. 
You can see that their response is more drastic and their ability to 
recover from the stress caused by the infection is reduced.

Individuals living with frailty have exaggerated or abnormal 
responses to challenge.

Section 1Film 1
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Identifying people who are living with frailty 
offers an important opportunity to identify 
those people who are at greatest risk of 
deterioration in their health, wellbeing and 
ability to live independently.

If we understand someone’s level of frailty, then we 
can understand:

• How to support the person to reverse frailty

• How to prevent any increase in frailty

• Who to target with early interventions

Increasing the awareness and understanding of frailty amongst individuals, families and communities, 
as well as amongst practitioners working with older people at different levels and across a wide range of 
settings, is the first important step towards improving outcomes for people living with the condition.

Associations with Frailty

Weight Loss

Increased health care costs

Delirium

Disability

Malnutrition

Fragility fractures

Mortality

Recurrent hospital admissions

Polypharmacy

Institutionalisation

Falls

Frailty

Why is it important to consider and recognise frailty?
Section 2Film 1
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3 Delirium

The early recognition and timely management of 
frailty syndromes is vital. There are interventions that 
can improve independence and the quality of life for 
people living with frailty.

Sometimes frailty means that individuals present with what 
appears to be a straightforward symptom. But this is masking a 
more serious or complex underlying medical problem. 

This gives rise to the concept of ‘frailty syndromes’.

Broadly speaking there are five frailty 
syndromes and encountering one of these 
should raise suspicion that the individual 
is living with moderate or severe frailty:

1 Falls
• collapse
• legs giving way
• ‘found lying on floor’

2 Immobility • sudden change in mobility
• ‘gone off legs’

• acute confusion
• ’muddledness’ (feeling disorientated, seeing or hearing things)
• sudden worsening of confusion in someone with previous 

dementia or known memory loss

4 Incontinence
• change in continence with a new 

onset or worsening of urinary or 
faecal incontinence

5 Susceptibility to side 
effects of medication

• confusion with codeine
• hypotension with antihypertensives

A Healthcare Professional assessing an older person with 
frailty as an emergency needs to strike a balance between 
being alert for serious underlying illness masquerading 
as a frailty syndrome and over medicalisation of common 
problems, such as falls and delirium. 

For example, over diagnosis of urinary tract infection as 
a single cause for falls, immobility and delirium in older 
people with frailty is common and a thorough clinical 
assessment is required.

The presentation of an older person with frailty in an 
urgent situation is not always straightforward. 

Frailty syndromes can mask serious underlying illness 
and the response to a crisis call from an older person with 
frailty should reflect the potential underlying illness and 
not the symptom itself.

It is not acceptable for ‘just a fall’ to be 
regarded as a non-urgent situation without 
a face to face assessment.

Understanding frailty syndromes and recognising frailty
Section 3Film 1
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There are five signs of frailty:

• Unintentional weight loss 
• Feelings of exhaustion 
• Weakness
• Slow walking speed 
• Low levels of physical activity 

One way of measuring frailty is to use the Clinical Frailty Scale 
(often referred to as CFS).
This is a useful tool as it assesses how the individual usually manages. It should not 
be used to represent how someone presents when acutely unwell - it is how they 
were two weeks ago.

This scale is simple to use.  It gives descriptive examples of how someone is 
managing in their day to day life to allow you to make a judgement around the level 
of frailty they are living with. There are some key indicators that indicate where on 
the scale someone is.

The accompanying case studies will give you practice in assigning CFS scores (you 
can find the case studies in Section 8).

The CFS is also available as a free app: ‘Clinical Frailty Scale’

The scale recognises that not all older people are frail:
• People with a score between 1-3 are categorised as 

very fit, fit, or managing well
• The levels from 4 through to 8 are increasing levels 

of frailty
• Level 9 refers to terminal illness in individuals with 

a life expectancy of less than 6 months who are not 
otherwise evidently frail

The scale can be used for those people living with 
dementia.

The CFS should not be used for people younger 
than 65 or people with a learning disability.

Identifying frailty using the Clinical Frailty Scale (CFS)
Section 4Film 1

Clegg A et al. Frailty in elderly people. The Lancet. 2013
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Frailty requires a multi-disciplinary and 
multi-agency response. This involves 

everyone who works with the individual, 
the individual themselves and families 

and carers in formulating care plans. 

Frailty is a complex clinical 
syndrome. If frailty is identified 
at an early stage we can help by 

using interventions that can slow 
decline and prevent crises.

It is important that people 
living with frailty have access to 
well-planned, joined-up care to 

enable them to have the best 
possible quality of life.

Equally should 
anything go wrong 
they should be able 

to access a rapid, 
specialist response.

Timely, integrated 
interventions, across health 

and social care, improves the 
quality of life of/for those 

living with frailty and helps 
prevent crises.

Frailty needs a multi-
dimensional assessment 

which explores physical and 
mental health and social and 

environmental factors.

CFS 1-3
Fit

CFS 4-5
Mild Frailty

CFS 6
Moderate Frailty

CFS 7-9
Severe Frailty

Once an individual has a CFS score there is a clear approach 
to managing their frailty. For each group there are a number 
of actions that should be considered:

As per fit plus:
• Holistic assessment
• Consider Carer’s 

assessment/significant 
others

• Management of long-
term conditions

• Consider benefits of 
having aids, minor house 
adaptations or repairs eg 
ramps, handrails 

• Consider mobility and 
need for strength and    
balance training

• Consider how person 
is managing personal 
care – may benefit from 
social care reablement or 
assessment

• Consider mental health
• Consider sensory 

impairment

Promote healthy 
lifestyle and wellness:
• Nutrition advice
• Social prescribing e.g.

 – Loneliness
 – Isolation
 – Confidence
 – Housing
 – Benefits & welfare
 – Carers
 – Age UK Connect & 
Notts Connect

 – Exercise prescriptions
• Fire Service Safe & Well 

Check
• Vaccinations
• Smoking cessation

As per mild plus:
• Local Multi Disciplinary 

Team review utilising a 
Comprehensive Geriatric 
Assessment approach

• Commence advance care 
planning including the 
ReSPECT process and 
EPaCCS where necessary

• Community based 
rehabilitation.

• Consider referral to 
specialist teams

• Medication review

As per mild/moderate 
frailty plus:
• Advance care plans to be 

formulated and recorded
• Commence/review 

ReSPECT/DNACPR 
discussions

• Clarify preferred place 
of care and death and 
update ReSPECT form/
EPaCCS where necessary

• Consider Gold Standards 
Framework

• Consider Fast Track 
referral where relevant

• Co-ordination of 
complex care services

Includes CFS score 9:
• CFS 9 has been grouped 

together with CFS 7-8 
as the principles of 
management are similar. 
But remember that the 
CFS 9 category applies 
to people with a life 
expectancy <6 months, 
who are not otherwise 
living with severe frailty

Supporting people with a CFS score
Section 5Film 2

DNACPR - Do not attempt cardiopulmonary resuscitation

EPACCS - Electronic Palliative Care Co-ordination Systems

ReSPECT - Recommended Summary Plan for Emergency Care and Treatment
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Examples of interventions:

• Exercise to improve balance and mobility
• Support with personal care tasks – washing, dressing etc – or reablement 

to learn how to do more basic tasks independently after a health crisis
• Joining a lunch club to meet other people for friendship and support
• Education to learn how to eat more healthily
• Home adaptations eg a stair lift
• Having healthy meals delivered hot every day
• Talking to a healthcare professional to discuss physical, mental and 

emotional health
• Having eyes and ears tested
• Moving to more suitable ground-floor accommodation 

Film 2
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Treat, prevent and reduce the risks of frailty
Section 6

Comprehensive Geriatric Assessment or CGA 

The following pages are examples of key interventions that can 
help treat, prevent and reduce the risks of frailty.

Frailty should be considered a long term condition.  As with any other LTC a 
holistic, individualised management plan with person centred goals created 
jointly with the individual and their carers should be used.
An important part of this is the Comprehensive Geriatric 
Assessment (CGA)

It is an assessment of an older person which considers 
health and wellbeing and helps to produce a plan 
to address issues which are of concern to the older 
person and their family and carers when relevant.

It helps the multi-disciplinary team involved in the 
person’s care to decide on the most appropriate 
interventions according to the plan and reviews the 
impact of the interventions.

For those living with moderate or severe frailty a 
comprehensive geriatric assessment style approach 
should be adopted. This is effectively an evidence-
based way of carrying out a holistic assessment of an 
older person to support a personalised care plan.

“a multi-dimensional, 
interdisciplinary, diagnostic 

process to determine the medical, 
psychological and functional 

capabilities of a frail older person in 
order to develop a  coordinated and 
integrated plan for treatment and 

long term follow up” 

A CGA is defined as:

Film 2
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The 5 domains within the CGA

Medical1
• comorbid conditions and disease severity 
• medication review 
• nutritional status 
• problem list

Functional Capacity3
• basic activities of daily living 
• gait and balance 
• activity/exercise status 
• instrumental activities of daily living

Environment5
• home comfort, facilities and safety 
• use or potential use of assistive technology  
• transport facilities 
• accessibility to local resources

Social Circumstances4
• informal support available from family or friends 
• social network such a visitors or daytime activities 
• eligibility for being offered care resources

Mental Health2
• cognition 
• mood and anxiety 
• fears

The assessment is a continual and 
iterative process which means that 
as the person’s needs change so 
does their care plan.

The assessment identifies the problems which helps to 
formulate a management plan centred around the person 
and their needs. This in turn helps to set achievable goals.

Film 2
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Collaborative and integrated working

Maintaining Mobility 

When looking after older people, especially those with 
moderate or severe frailty a multidisciplinary team 
approach is vital.
Electronic sharing of information gathered by different health and social 
care professionals as well as mental health teams is crucial to facilitate 
the co-ordinated, efficient and timely care an older person needs.

A range of services may be involved in 
inter-professional collaboration such as:

• Primary care
• Social services
• Ambulance service
• Mental health practitioners
• Fire and rescue service
• Community Healthcare
• Care homes 
• Housing support
• Secondary care
• Palliative care
• Voluntary sector
• Personal Assistants & Home Care

A reduction in mobility can create a number of issues such as falls, incontinence  or a 
reduction in skin integrity. Ensuring people remain active and maintain strength and 
balance can help prevent these secondary problems to immobility.

Sedentary

Meaningful activity

Detracts from health

Gives purpose to health

Examples: dance, Tai Chi

Examples: shopping, 
housework

Examples: going for a 
walk, swimming

Examples: running, gym 
workout

Maintains health

Improves health 
generally

Improves health 
specifically

Essential activity

Non-essential 
physical activity

Exercise

Film 2
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These are the physical activity guidelines for older people, produced 
by the UK Chief Medical Officers:

Film 2
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Continence:
Consider how 

someone uses the 
toilet or aid to their 

continence.

Eating
and drinking:

Describe what a 
normal day eating 

and drinking
looks like.

Previous falls:
When and where they 
occurred, have these 
been discussed with 

the person’s GP?

Sedentary behaviour: 
In what ways can 

someone’s activity levels 
be improved (it doesn’t 

matter how small an 
improvement).

Environment:
Lighting, worn carpets, 
cables, walking in the 
dark or without your 
normal walking aid.  

Consider grab rails, use 
of non slip mats, garden 

maintenance, pets.

Reducing the risk of falls - support people to continue to be 
active, mobilise safely and make their own lifestyle choices.

For more information on reducing the risk of falls visit:
www.reactto.co.uk/falls

• Eyesight – what has changed with someone’s vision? How 
is this affecting them?

• Alcohol – changes in how our body processes alcohol as 
we age means older people are more susceptible to the 
effects of alcohol

• Footwear and foot health – consider how well a shoe is 
fitting, other loose or trailing clothing, think about floor 
surfaces.

• Medications – 4 or more medications increases someone’s 
falls risk;  when were medications last reviewed by a 
healthcare professional?

• Plan ahead – what would you do if you fell? 
How would you get up? How would you get help?

Maintaining health and well-being

Smoking cessation, reduction of alcohol consumption and 
preventing obesity can keep us remain healthy, prevent illnesses 
and decline in overall health.

Ensuring we are protected against preventable diseases and 
illness will also avoid functional decline and admissions to 
secondary care.

Film 2

http://www.reactto.co.uk/resources/react-to-falls
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Diet, nutrition and hydration

Eating a healthy balanced diet and ensuring people are well hydrated is 
important for everyone. 
A well balanced diet provides energy for our everyday activities. It also helps with a number of 
important issues including skin integrity and our mental health. 

Ensuring we have enough fluids each day helps to maintain blood pressure, keep our skin healthy 
and reduces the risk of falls and urine infections.

For more information on nutrition and hydration visit:
www.reactto.co.uk/malnutrition-and-dehydration
Please check dietetic assessment/referral procedures in your area

• Small frequent meals and snacks
• Nourishing snacks or nourishing drinks between meals
• Recommend full fat or high energy options (if appropriate to medical conditions i.e. diabetes)
• Recommend the use of frozen or ready-made meals and snacks if food preparation is tiring
• Recommend food fortification to increase the nourishment from foods and drinks

Ideas for Food Fortification
• Add butter to potatoes and 

vegetables
• Thickly spread butter on bread and 

toast
• Add grated cheese to mashed 

potato, soups, sauces and scrambled 
eggs

• Add sugar, honey or syrup to hot 
drinks, porridge, cereals and into 
hot puddings

• Add milk and cream to soups and 
sauces

• Use mayonnaise or dressing on salad 
or sandwiches

• Make hot drinks with fortified milk

How to make Fortified Milk
• Add 4-5 tablespoons of milk powder 

to one pint of full cream milk
• Fortified milk can be used for hot 

milky drinks, milky puddings, 
porridge, cereal

For specialist dietary 
requirements seek further 
advice as referral to a dietitian 
may be indicated

Nourishing Snack Ideas
Try eating one nourishing snack 
between each meal (mid-morning, 
mid-afternoon, before bed)

Sweet options
• Milky puddings (rice pudding, 

custard, mousse)
• Full fat yoghurts
• Chocolate, biscuits, cakes, pastries
• Cereal or breakfast bars
• Dried fruit
• Tea cake, scones, malt loaf, crumpets 

spread with butter and jam
• Breakfast cereal with fortified milk

Savoury options
• Toast, crumpets, muffins, bread, 

bagel (with butter, cheese, ham, 
pate)

• Pork pie, sausage roll, scotch egg
• Cheese on toast, beans on toast
• Crisps, cheese and crackers
• Slice of pizza or quiche
• Nuts/peanut butter

Nourishing Drink Ideas
Milkshake (450 kcal)
• 200 ml whole milk
• 2 heaped teaspoons milk powder
• 1 tablespoon milkshake powder/

syrup

Nourishing Soup
• 200 ml whole milk
• 1 heaped tablespoon milk powder
• 1 packet soup

Food First advice for unintentional weight loss

Film 2

http://www.reactto.co.uk/resources/malnutrition-and-dehydration
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Social isolation and loneliness

Supporting informal carers effectively

Social isolation and loneliness is a contributing factor to people 
developing frailty. It affects both physical and mental health.
Social isolation can prevent people from leaving their homes, increasing immobility and 
the risk of falls. Everyday things such as going to the shops, getting on a bus, or general 
housework and maintenance can be challenging for people who are socially isolated.

Through listening and understanding you can learn:
• What it means to be a ‘carer’, what matters to them?

• What support, services and resources are available for families and carers, 
including practical and emotional support services, and know how to 
access them

And you should:
• Be aware that a person may be eligible for allowances or benefits and 

know where to seek advice 

• Be able to recognise the changes that occur in the progression of frailty

• Be aware of specific mechanisms available to support the interests of a 
person living with frailty, such as lasting power of attorney 

• Be able to access a Carer’s Assessment and resultant support 

Working with Carers of people living with frailty

• The local authority has a duty to undertake carers’ assessments under the 
Care Act 2014

• Strength based assessment for carers, with person centred support that 
recognises their health, social and occupational needs

• Local support networks are used and people are signposted to accurate  
information

• Family, carers and social networks are considered expert partners and are 
encouraged to get involved in co producing support and providing care 

• Complexity and diversity in family relationships and arrangements are 
recognised and embraced

• The socio-cultural differences in the perception of the care-giving role are 
understood and valued

• Compassionate communication is required that is effective, and given in a 
timely manner

Your relationship
with the family/carer are 
central. Make them feel 
important and valued 
and work together to 
produce an effective 

plan of support.

Film 2
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I can maintain 
social contact as 
much as I want

I am recognised 
for what I can do 

rather than making 
assumptions about 

what I cannot

My family are 
recognised as

being key to my 
independence and 

quality of life

I can do 
activities that 
are important 

to me

Why is promoting independence & 
community integration important?

• Enables autonomy: Allows the individual to make choices and have control 
over their own life 

• Promotes wellbeing: Feeling like an individual and the ability to make choices 
throughout the day has a big impact on how you feel about yourself

• Provides a sense of purpose: the individual has opportunities for achievement, 
can contribute to the lives of their family, friends, and neighbours, and enjoy 
meaningful activities

• Telecare - sensors in the home are linked through a telephone line to a 24 hour 
monitoring centre and will automatically contact the centre if they detect 
danger

• Standalone assistive technology - sensors in the home send an alarm to a 
portable pager unit, which a carer can carry with them

• Just Checking - uses a number of movement sensors to monitor which rooms 
a person uses and any times they leave the home.  This can assess how well a 
person with dementia is managing daily living activities

• Equipment can raise alerts in a number of situations.  Examples include: falls, a 
person wandering, epilepsy seizures, smoke or extreme temperature detection

What does being independent mean to people living with frailty?

Assistive technology

Film 2
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Taken together, my 
care and support 

help me live the life 
I want to the best of 

my ability

 I can plan my care with 
people who work together 
to understand me and my 
carer(s), allow me control, 

and bring together services 
to achieve the outcomes 

important to me

I can build 
relationships 

with people who 
support me

I can make my 
own decisions, 

with advice and 
support from 

family, friends or 
professionals if I 

want it

Even when someone needs lots of support - supporting 
independent decision making is key

Practical tips

How can I achieve this?

• Instil confidence in the skills and activities that 
people can do

• Promote physical activity to maintain strength 
and balance. Talk about and encourage physical 
activity, doing something is better than nothing

• Provide options or choices - make sure they choose 
their meals and activities, or if they’re going for a 
walk, let them choose the route

• Support people to have control over their lives and 
the decisions that affect them as much as possible. 
This includes their plans for the day, where they 
live, how they spend their time, and their finances

• Be aware of the clues that suggest how easy/or 
difficult  it is for the person to carry out the tasks 
they want to do. Bear in mind their personality - 
think - is this a task they want to be independent 
with or are they worried about being a burden?

• Quickly establishing a positive rapport with the 
individual and their family

• Continue to fully involve individuals  and carers in 
discussions and decisions around their future care

• Team work.  Consider & engage with onward 
referrals - social prescribing, voluntary sector, 
therapy services, assistive technology.  Discuss the 
outcomes of these referrals with the person you 
are caring for

Film 2
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Film 2

Nottinghamshire Help Yourself
Online directory of services for the County
www.nottshelpyourself.org.uk

Ask Lion
Online directory of services for the City
www.asklion.co.uk

Maximising Independence Service
Nottinghamshire County Council provide this service (to help 
you get your confidence back), See the Council website or call the 
Customer Service Centre
0300 500 8080
www.nottinghamshire.gov.uk/care/adult-social-care/help-
living-at-home/enabling

Reablement Support
Both Councils provide this service to help you get your confidence 
back
0115 915 555
https://www.nottinghamcitycare.nhs.uk/our-services/
integrated-reablement-service
www.nottinghamshire.gov.uk/media/130022/
reablementfactsheet.pdf

HPAS (Handy Persons Advisory Service for small repairs in the 
home)
See the Council website or call the Customer Service Centre
0300 500 8080
https://www.nottinghamshire.gov.uk/care/adult-social-care/
help-living-at-home/adapting-your-home/handy-person-
adaptation-service

PAD scheme (Nottingham City) - Preventative Adaptations for 
Older People’s Homes scheme
Free service for over 60s in the city
https://www.nottinghamcity.gov.uk/pad
or request a referral form on
0115 876 2485
or by emailing
pad.team@nottinghamcity.gov.uk

Help with daily living tasks and personal care
Both Councils can provide information about how to organise 
help at home and will organise this for people who meet eligibility 
criteria
County 0300 500 8080, City 0115 915 5555

Nottinghamshire and Nottingham specific

National

Disabled Facilities Grant
For minor or major adaptations to the home), fitting Key Safes, 
Assistive Technology at home. Speak to your local District or 
Borough Council or look on their website
www.nottinghamshire.gov.uk/care/adult-social-care/social-
care-publications/disabled-facilities-grant
www.nottinghamcity.gov.uk/information-for-residents/health-
and-social-care/adult-social-care/money-and-legal-matters/
adaptions-and-disabled-facilities-grant/

Warm Homes on Prescription
Grants are available for eligible people to help repair or replace 
boilers and heating controls
Speak to your local District or Borough Council or look on their 
website

Social Prescribing Link Workers
Can help people link into relevant local support and advice
Accessed through your GP

Day Services
Run by each Council for eligible people to provide social 
interaction and a break for carers
Contact your Council to ask about this

Notts Connect
A service run in the County by voluntary sector organisations to 
help people solve problems that are affecting their independence 
and wellbeing. People can contact the service directly to ask for 
support or be referred to it 
Gedling, Rushcliffe or Broxtowe - 0115 939 5406
Bassetlaw - 0115 844 3541
Mansfield and Ashfield - 01623 488217
Nottingham City - 020 3535 5150

Your Health Your Way
This service offers support to people for weight loss, improving 
balance and mobility, increasing exercise, reducing alcohol intake 
and stopping smoking
www.yourhealthnotts.co.uk
0115 772 2515 (County residents only)

There are a number of local and national 
organisations that offer help and support for 
individuals and carers. 

This can include general house and garden work 
and maintenance, activities and groups for social 
interaction and financial advice.

Signposting: sources of support, advice and further information
Section 7

Age UK
The UK’s leading charity helping every older person who needs us
www.ageuk.org.uk/

Gold Standards Framework (GSF)
GSF is a practical systematic, evidence-based approach to 
optimizing care for all people nearing the end of life, given by 
generalist front-line care providers
www.goldstandardsframework.org.uk

http://www.nottshelpyourself.org.uk 
http://www.asklion.co.uk
http://www.nottinghamshire.gov.uk/care/adult-social-care/help-living-at-home/enabling
http://www.nottinghamshire.gov.uk/care/adult-social-care/help-living-at-home/enabling
https://www.nottinghamcitycare.nhs.uk/our-services/integrated-reablement-service
https://www.nottinghamcitycare.nhs.uk/our-services/integrated-reablement-service
http://www.nottinghamshire.gov.uk/media/130022/reablementfactsheet.pdf
http://www.nottinghamshire.gov.uk/media/130022/reablementfactsheet.pdf
https://www.nottinghamshire.gov.uk/care/adult-social-care/help-living-at-home/adapting-your-home/handy-person-adaptation-service
https://www.nottinghamshire.gov.uk/care/adult-social-care/help-living-at-home/adapting-your-home/handy-person-adaptation-service
https://www.nottinghamshire.gov.uk/care/adult-social-care/help-living-at-home/adapting-your-home/handy-person-adaptation-service
https://www.nottinghamcity.gov.uk/pad
mailto:pad.team%40nottinghamcity.gov.uk%20?subject=
http://www.nottinghamshire.gov.uk/care/adult-social-care/social-care-publications/disabled-facilities-grant
http://www.nottinghamshire.gov.uk/care/adult-social-care/social-care-publications/disabled-facilities-grant
http://www.nottinghamcity.gov.uk/information-for-residents/health-and-social-care/adult-social-care/money-and-legal-matters/adaptions-and-disabled-facilities-grant/
http://www.nottinghamcity.gov.uk/information-for-residents/health-and-social-care/adult-social-care/money-and-legal-matters/adaptions-and-disabled-facilities-grant/
http://www.nottinghamcity.gov.uk/information-for-residents/health-and-social-care/adult-social-care/money-and-legal-matters/adaptions-and-disabled-facilities-grant/
http://www.yourhealthnotts.co.uk
http://www.ageuk.org.uk/ 
http://www.goldstandardsframework.org.uk
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Useful documents for further information

Chartered Society of Physiotherapy (CSP), Falls prevention exercises at:
http://www.youtube.com/watch?time_continue=19&v=n8s-8KtfgFM

Health Education England, Self-Care Resources to Support Person Centred Care:
http://learning.wm.hee.nhs.uk/self-care

NHS England (2017), Toolkit for General Practice in supporting older people with frailty at:
https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf

Age UK & NHS England (2015), A practical guide to healthy ageing at: 
https://www.england.nhs.uk/publication/practical-guide-to-healthy-ageing/

British Geriatrics Society (2014), Fit for Frailty Part 1:
https://www.bgs.org.uk/resources/resource-series/fit-for-frailty

British Geriatrics Society (2015), Fit for Frailty Part 2:
http://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/fff2_full.pdf

British Geriatrics Society (2021), Quality Urgent Care for Older People - ‘Sliver Book’ II:
https://www.bgs.org.uk/resources/resource-series/silver-book-ii

British Medical Association, Focus on identification and management of patients with frailty at:
https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/identification-and-
management-of-patients-with-frailty

BMJ Opinion (2014) Recognising frailty in older people:
http://blogs.bmj.com/bmj/2014/06/18/gillian-turner-recognising-frailty-in-older-people/

Frailty Framework of Core Capabilities (2018)
https://skillsforhealth.org.uk/info-hub/frailty-2018/

Specialised Clinical Frailty Network
https://www.scfn.org.uk/clinical-frailty-scale

Film 2

http://www.youtube.com/watch?time_continue=19&v=n8s-8KtfgFM 
http://learning.wm.hee.nhs.uk/self-care 
https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf
https://www.england.nhs.uk/publication/practical-guide-to-healthy-ageing/ 
https://www.bgs.org.uk/resources/resource-series/fit-for-frailty 
http://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-23/fff2_full.pdf
https://www.bgs.org.uk/resources/resource-series/silver-book-ii 
https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/identification-and-management-of-patients-with-frailty
https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/identification-and-management-of-patients-with-frailty
http://blogs.bmj.com/bmj/2014/06/18/gillian-turner-recognising-frailty-in-older-people/ 
https://skillsforhealth.org.uk/info-hub/frailty-2018/ 
https://www.scfn.org.uk/clinical-frailty-scale
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Film 2

Case 1 Your CFS score:

Your CFS score:Case 2

Mrs Betty Brown is a 76 year old lady. She has 
asymptomatic well controlled type 2 diabetes. Betty is 
the main carer for her 80-year-old husband (Nigel) a who 
had a stroke several years ago. Betty feels generally well 
and has good family connections close by who help her 
with the shopping, cleaning and taking Nigel for health 
appointments.

When Nigel has his next community health team follow-
up, Betty has a carers assessment. She mentions that 
although she feels physically well, she finds it more 
difficult to have time for social interaction outside the 
home, since her husband’s stroke as she needs to help him 
with washing and dressing and going to the toilet which 
takes a lot of time. 

Mr John Morgan is a fit and well 93-year-old. He lives 
alone and is independent. He has no significant current 
medical problems. 10 years ago, he had a cataract 
operation, and sees well now. He eats well, exercises 
several times a week and teaches/dances in 2 dance 
classes a week. He has a small whiskey each night. He has 
come to a drop-in session at the surgery today as he has 
heard there is an ‘Ageing Well’ health counsellor available 
to talk with patients today and he is very health aware. 
His main question to you today is what he should be 
concentrating on to keep himself well.

Case studies
Section 8
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Your CFS score:Case 3

Mrs Doris Watson is a 68-year-old lady who lives alone, 
her husband Fred died unexpectedly 3 years ago. She has 
2 children, one boy and one girl who are both in their 30s 
and live away, and 3 grandchildren who she rarely sees. 
Her son calls on the phone every day to check how she is, 
he does worry about his mam! 

Doris has osteoarthritis and diabetes. She manages her 
diabetes with careful dietary intake. 

Mrs Watson has a few friends locally and a helpful 
neighbour Mike, who pops around when he heads into 
town to see if she wants anything. 

Money has been tight since her husband died as he used 
to get a relatively good pension from being an ex-miner.

 She struggles to get out and about due to osteoarthritis 
in her right hip and knee. She had an accident when she 
was younger and broke her right leg and it has not been 
the same since. She was in hospital for 3 months.

 Doris used to work in the canteen at Ollerton Pit 3 days 
a week. She loved it. She had a great social life when the 
Miners Welfare was still open, it was like a real community. 
She used to love meeting up with all the ladies, but 

she struggles to get out now as she can’t walk far. She 
generally stays at home.

Mrs Watson uses her husband’s old battered walking stick. 
Fred used to hate being seen with it.

 When you go into her home you notice that the house is 
cold. She says that she only heats one room because of 
the cost, the heating isn’t reliable and is too expensive. 
She says she likes to use the open fire, loves using coal as 
this is what they used to use! 

Doris says she feels quite low in mood as she used to be 
so independent. She doesn’t like troubling the GP. She 
says she feels like she is “slowing up and getting weaker” 
and that she never used to be like this.  She has lost a bit 
of confidence in walking and so spends most days sat 
watching that box in the corner. At least since that Jeremy 
Kyle has gone the TV is better quality. Doris loves a bit of 
loose women at lunchtime as it reminds her of how it used 
to be.

She used to care for an old lady Edna down the road. She 
died as well a few years ago, before her Fred. She used to 
get a real sense of accomplishment from helping others.

Case 4 Your CFS score:

Rex Nelson is a 93 year old gentleman who lives in rural 
Collingham. His wife Elizabeth died 5 years ago and his 
family report he has never been the same since. 

His family are here today for your visit.  Rex used to be a 
salesman but had a heart attack in 1978 and retired to 
look after his health. He nursed his wife before she died.

His family live nearby and his daughter-in-law pops in 
everyday to see how he is getting on. 

When she answers the door his daughter in law asks to 
have a quick chat as she has a few concerns and is worried 
that Rex will just tell you everything is fine.

She has noticed that Rex has let the property go a little 
bit in the last 18 months. She thinks he has become less 
motivated. He used to walk to the local shop up until 
3 months ago, but then he just suddenly stopped. She 
tells you Rex has always been very proud private and 
independent.

Rex had a couple of friends nearby that he had known for 
years but one had a big stroke and went into a care home 
and another had died – “that’s what it’s like at his age isn’t 
it? They reach this age and then everyone around them 
starts dying.” (his daughter in law says).

His family have noticed that he has lost a bit of weight 
recently. Rex says he is feeling fine and doesn’t need any 
help. Rex has low blood pressure and atrial fibrillation but 
is otherwise well. 

He says he sometimes goes light headed on standing but 
it improves after a while.

He likes to sit looking out into the back garden. It has a 
little pond and lots of bird feeding stations. He says the 
garden is getting away from him. It is too big for him 
to keep it the way he used to. He enjoyed it with his 
vegetables and flower garden Rex tells you Elizabeth 
loved watching the birds.
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Your CFS score:Case 5

Elaine Jones is a 73 year old lady living in a semi-detached 
terraced house in the centre of Newark. She has been 
widowed for a long time.

Her family (a niece) has only recently been involved with 
Elaine. Her niece does the shopping for aunty but charges 
her £20 to do it.

A friend from across the road is with Elaine today.  This 
friend says Elaine’s niece is just after her money when she 
dies. 

Elaine lives in a downstairs room. She only heats the one 
room. She says that the heating bill is ridiculous (“I paid 
£800 last year – I bought this house for that in 1975!”). 

She used to work in care and says she knows that nothing 
else can be done for her.  Elaine has the district nurses 
coming in twice a week to dress her oedematous legs. 

She likes to sleep on the sofa. She says she finds it comfier 
than bed. She hasn’t been upstairs in months so she 
dreads to think what it looks like now. She reports that she 
asked her niece to tidy upstairs. 

Elaine used to volunteer at the local Salvation Army but 
since her legs have started leaking she has given that up. 

She uses the furniture to walk around downstairs. She 
doesn’t go far to the kitchen and bathroom only.

She has noticed getting a little bit of short of breath while 
she is moving about. She thinks this has got worse in the 
last 6 months. Elaine says that she coughs like someone 
that smokes 60 a day. She has never smoked a cigarette!

Your CFS score:Case 6

Betty Marsland is an 88 year old lady. She lives in a 1st 
floor flat in an old people’s complex in central Southwell. 
Betty used to be the headmistress of a local primary 
school. She feels has really slowed up in the last 18 
months as her arthritis and polymyalgia rheumatica has 
flared up. She used to head out to loads of local clubs 
and societies. She was the treasurer of the local crochet 
society and was known as the “queen of crochet!” They 
used to complete various charity campaigns and she even 
crocheted baby hats for the local maternity department. 

She is struggling with the stairs as her hips have been 
giving her grief and she doesn’t enjoy going out as much 
because of this. She is struggling getting in and out of the 
shower. It wears her out getting clean and ready. Betty 
misses her friends. She has no money worries as at least 
education gave her a good pension for her humble needs 
– “as long as she can afford her premium craft supplies” 
she is a happy lady. 

She has been prescribed medication by the GP but she 
doesn’t take it – as she doesn’t think it necessarily makes a 
difference. The side effects can be a problem too. 

She is pottering around still but her confidence is not as 
good as it used to be. She thinks this is probably all in the 
head. She would like to be better on her feet and wonders 
if we can help with this. 

She makes all her own food and gets a sense of 
satisfaction from still doing this. Food prep has become 
more of a challenge. She never married and never had 
kids. She has a sister but she lives in Lytham St Ann’s and 
is worse than her! Her husband hasn’t been well so she is 
focussed on him and rightly so. 

GP sees her once a year but she has had a few problems 
with the practice and it’s not the same since Dr Smith 
retired. He used to pop in to see her regularly. 

She didn’t know this service existed. The NHS is great isn’t 
it! Just like education, always gets bashed but we would 
miss it if it were gone! 
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Your CFS score:Case 7

Edith Gadsden is a 75 year old lady with a history of 
Chronic obstructive pulmonary disease. Her husband Bob 
passed away 6 months ago following a short battle with 
cancer. 

She lives in Clipstone in a semi-detached house with 
stairs. 

Her husband was an ex miner and a very keen gardener.

She has extensive gardens front and back. Edith struggles 
to keep them as Bob did the gardening Edith has 
struggled with the loss of her husband as they used to 
do everything together. Since he passed away 6 months 
ago she has become socially isolated and now rarely goes 
outside. 

She has 2 daughters that do her shopping for her once a 
week. They check on her. She has presented today at the 
GP surgery for her annual review. 

She is short of breath on exertion and reports to the GP 
that she is going a bit dizzy when she stands up. 

She is eating but not as much as before as she doesn’t 
get enthusiastic anymore about cooking. Her rings and 
clothes are beginning to be a bit loose.

She has had a few falls usually when she has turned 
quickly. She thinks her legs have got weaker as standing 
up and the stairs are more difficult. 

Her daughter has accompanied her today as she is worried 
about her mum and feels that she is starting to give up a 
bit. She is taking her meds, but she is sometimes getting a 
bit confused about them.

 Her daughter wondered if there is anything that she 
could have arranged that could help with this. Her 
daughter is also worried about her mum’s appearance. 
She reports that her mum used to take great pride in her 
appearance, but this was no longer the case. 

Edith interjected that this is because she is struggling 
more with getting showered and doing the washing.

Edith has started walking with a stick and is using her 
husband’s old stick. Bob used it when he took the dog out. 
Edith lets the dog Bruno out into the back garden she isn’t 
really able to walk him far. He is a bit of company.

Edith does want to get better and feels that she can 
improve.

Your CFS score:Case 8

Margaret Watts is a 86 year old lady with a history of 
Parkinson’s Disease. She was diagnosed 10 years ago. 

She lives with her family in a house in Sutton on Trent. She 
used to attend the local falls exercises class, but since she 
fractured her hip 2 years ago she has really struggled. Her 
Parkinson’s disease has deteriorated significantly in the 
last 6 months. She has had 2 neurological reviews by a 
consultant. The Parkinson’s Disease nurse also knows her 
well. They have optimised her medication and say there is 
nothing else that can be done. 

Margaret has had an increase in her care package from 
2 visits a day to 3 visits a day. She needs this largely to 
assist with toileting and pressure relief. She used to 
use a rotunda to transfer from bed to wheelchair and 
wheelchair to her high backed armchair. 

She was so variable with her transfers she is nursed in bed 
now. She has a hospital profiling bed

Her family have noticed her memory has also deteriorated 
significantly in the last 6 months. She now struggles to 
remember family members faces, she used to be very 
sharp and was still very active in the community up until 5 
years ago. 

She is now doubly incontinent. 

Her family are helping her with her meals in between 
carer visits. They used to take her for an occasional 
wheelchair walk around the village but now Margaret 
cannot manage this and is always in bed.



Page 26
© 2021 Nottingham & Nottinghamshire Integrated Care System

Your CFS score:Case 9

John Mottram is a 75-year-old man who lives in Southwell 
with his wife in supported living accommodation. Their 
family encouraged them both to move in there last year 
from Berkshire when he had a few near misses: he had a 
fall in the garden and then got distracted and left a pan 
on the hob setting off all the smoke alarms- a panic over 
nothing in his view. John would like some equipment for 
the home as he is quite tall and struggling to stand from 
the low toilet. 

Their family live 5 minutes away but lead very busy lives 
and very rarely visit. 

John’s wife Joan lives with him. Joan is physically in 
great shape but has deteriorated with her speech and 
memory and wandering in the last 18 months. They kept 
it to themselves he admits, because he was worried Joan 
would be taken away from him. They thought that by 
living in the warden aided complex they would be ok.

In reality, John is still apprehensive about leaving Joan 
because of her cognitive decline. What if something 
happened? He would like to be able to head out into 
the centre of town – about a 10 minute walk from the 

complex across a path on the edge of the park he is more 
than able to do it but worries about Joan.

Since they have moved to the complex and Joan has 
deteriorated, John feels his own abilities have suffered as 
he has stayed in to look after her more. The wardens are 
great but the staff turnover is high and so John and Joan 
don’t feel they get to know them well.

John used to work in finance for a bank. He worked longer 
than he could have done because he enjoyed the work so 
much. He loved being around his colleagues and friends. 

John has very few health concerns. He feels he is walking 
more bent over and waddles! He would like to walk more 
upright and show his true 6 foot frame again! 

His only health concern really at the moment is his water 
works. The GP he used to have when he lived in Berkshire 
said he might have an enlarged prostate or something. He 
has only seen the practice nurse here once. She was nice 
but just did a quick few tests and made him blow into a 
tube. Said he was ‘tip top’ and ‘great for his age’. That is not 
how he feels all the time but he left happy! John didn’t 
want to discuss his problems with a lady. She doesn’t need 
to know about the issues with his water works! 

Your CFS score:Case 10

Mr Josef Kowalski is an 86-year-old gentleman living 
with his family in Blidworth, he only speaks Polish and his 
daughter translates for him. He came to live with them 10 
years ago when he retired from his building company in 
Poland. He had no other family left so came to England 
to live with his daughter. She reports that he used to be a 
‘beast of a man’ he was a builder and part-time wrestler. 
Since he retired he has lost a lot of weight and become 
inactive. He smokes 30 cigarettes a day (outside) as none 
of the rest of the family smoke. The house is quite small 
and he is living out of his small room upstairs. The children 
in the house share bunkbeds and resent him being here. 

He is not motivated to get out and about and doesn’t 
meet anyone because he stays in and just watches Polish 
television. 

He has a strong hacking type cough. He has had this 
persistent cough for 3 weeks. The daughter says that she 
thinks he is low in mood as he has been eating less and 
has lost some weight. He used to be a 40-inch waist but is 
now a 34-inch waist. 

He doesn’t believe in Doctors and hasn’t seen the GP or 
been in the surgery in 3 years. 

He is still good with his hands and if anything breaks in 
the house, he can normally fix it! He has links to the area 
as his uncle was a fighter pilot and is buried at Newark 
Cemetery. He loved aeroplanes and is really interested in 
history and the 2nd world war and cold war era. 

He likes a drink too! He really enjoys the English lager 
and his family try to limit this as once he gets started, he 
sometimes struggles to stop. He used to be the life of the 
party. 

Josef reports a bit of pain in his feet.  He won’t let me 
look at them as he says I wouldn’t know what I am doing 
anyway! 

His daughter works in a care home locally and works long 
shifts. His son in law works as a mechanic and works long 
days doing this. His grandchildren are at 6th form and 
doing A levels.
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Your CFS score:

Your CFS score:

Case 11

Case 12

Mrs Dalia Rodgers is 72, she lives on her own in 
Nottingham city . Her family are spread across the country. 

Dalia says she has been staying inside as much as possible 
during the Covid 19 pandemic and is anxious about going 
shopping or even going outside for a walk. She used to 
go for a walk every day and meet friends but now she 
feels that this could be too dangerous. Dalia feels she 
is losing strength and has lost confidence in her own 
abilities. Her neighbours help her to get basic shopping 
and her medications are delivered. She knows her mood 
is affected by her worries and she is definitely not as 

Mrs Eileen Smith was recently admitted to hospital 
following a fall:

Eileen is a 85 year old lady who lives alone in a ground 
floor warden aided flat.  Eileen is keen to remain as 
independent as possible.  Her husband George died 2 
years ago.  She has a daughter and son who live about 
30 miles away.  Until the Covid crisis she used to enjoy 
socialising and going out with her friends for coffee but 
her confidence has been affected about going outdoors. 

 Her son does her shopping for her online and she has 
regular telephone contact with her family.  Eileen has 
chronic obstructive pulmonary disease and peripheral 
vascular disease and is beginning to be more forgetful. 

optimistic as normal. She finds that she dwells on small 
problems a lot. Her daughters ring her every day but they 
live elsewhere in the UK so she hasn’t seen them or her 
grandchildren since the summer. Dalia has a tablet and 
mobile phone (which her daughters bought for her) but 
she isn’t confident using them to access the internet and 
doesn’t really understand how this would help her. 

In the last 6 months, Dalia’s eyesight and hearing have 
deteriorated significantly so she has asked to see the 
doctor about this. Dalia takes various medications for her 
type 2 diabetes and high blood pressure.

Because of her health and her worries about COVID risks 
she has not felt able to resume any social life. Eileen says 
this has made her feel low. 

Eileen has some urinary incontinence which is worse at 
night. Eileen can be up 3-4 times overnight.  Eileen has 
had 3 falls in the last year.  She worries as she can forget to 
take her pills, and feels she is taking too many of them.

Her daughter puts her medications in a pill dispenser once 
a week so Eileen knows what to take.  When her daughter 
visits she helps her to shower and does some housework.  
Eileen is able to dress herself and prepares mostly 
microwave ready meals but admits to a poor appetite.
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Your CFS score:

Your CFS score:

Case 13

Case 14

Mr Eric Spiby is 84 years old and lives in Mansfield 
Woodhouse. He has chronic obstructive pulmonary 
disease (COPD) and gets very short of breath when he 
walks about. He uses his frame to get about downstairs. 
He used to be a miner and when the pit closed, he worked 
a delivery driver. He loved getting out and about meeting 
people. He lost his wife Margaret two years ago; they had 
been married for 64 years and life isn’t the same without 
her.

He doesn’t get out much anymore only if his son -in law 
comes with a car. He has carers who come in three times 
in the day one lot of “lasses” come in to help him to get  
up and wash and get dressed and have a bit of breakfast 
and then another carer at lunchtime to give him his lunch 

Mrs Ruby Wright is 93 years old. She lives with her son 
Malcolm. Ruby has arthritis and osteoporosis as well as 
a “dicky ticker”. (She has heart failure). Malcolm does the 
shopping and cooking. He does his best. Ruby has carers 
who come in morning and evening to help her up and to 
do” up as far as possible and down as far as probable” of a 
wash, get her dressed and move her out into the chair and 
then back to bed.  She has a hospital bed in what used to 
be her good front room. She has a commode in there too. 
She uses a wheelchair if she has to go out.  She worked 
for 30 years at Pretty Polly and she does miss the fun. She 
doesn’t eat much now and has no appetite – Malcolm’s 
cooking isn’t all that brilliant.  She has lost a lot of weight 
-she tells you even her wedding ring is loose.

and leave him a sandwich for his tea. He doesn’t eat as 
much as he used to- he’s not doing anything is he. Then at 
7ish the “lass” comes to help him to bed. They haven’t got 
long and not much time for a chat. His daughter lives in 
Nottingham and she is out at work, so it is hard for her to 
get to see him much. He does alright he has the telly for 
company.

She worries as there is only Malcolm here and he has a 
beer or two in the evening so sleeps too soundly to wake 
to help. She can hear him snoring downstairs.

She has been in hospital three times in the last year -the 
nurses and doctors are lovely and do look after you- but it 
is not the same as home. She likes her own place.
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Your CFS score:

Your CFS score:

Case 15

Case 16

Mr Gerald Hopkins is 65 years old. He lives in a bungalow 
that is part of a complex. He has learning disabilities 
and epilepsy.  He has limited understanding and 
communication but has been able to manage with the 
support of his care workers.

His care staff have noticed his speech is getting more 
confused and he forgets whether he has had his dinner or 
breakfast or a drink. He needs help now with all his meals 
and his medications.

Mr Syd Little is 82 years old. He had a stroke 6 years ago 
and his left arm doesn’t move. He has age related macular 
degeneration. He moved into residential care 3 years ago 
when his wife Audrey died, and he couldn’t manage by 
himself. 

The care staff are concerned as his speech is getting 
harder to understand and they are struggling. It makes 
Syd frustrated. He is more shaky when he is walking, and 
he needs someone to help him get up out of his chair or 
into his bed. Syd has had 6 chest infections in the last 8 
months. With 4 of them he was so unwell he ended up in 
hospital. 

He was able to manage to get to the toilet but in the last 
three months has become doubly incontinent. Gerald 
needs to be assisted with getting up washed and dressed 
and has become so unsteady that care staff need to 
walk either side of him to support him. He is struggling 
to eat and coughs when he is having his tablets. On a 
recent hospital admission an OGD (oesophageal-gastro-
duodenoscopy) was attempted to investigate this but had 
to be abandoned as Gerald was not able to tolerate it. He 
continues to lose weight.

Syd is reluctant to go to the dining room to eat and be 
with the other residents. He has had a few falls and some 
problems with continence. Syd gets very confused in the 
evening and seems to be having visual hallucinations – 
he says he can see marching bands and people’s faces 
pressed against the window.

The care staff are worried as is his son who lives in London 
and hasn’t been able to see him because of Covid.
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Your CFS score:

Your CFS score:

Case 17

Case 18

Miss Diana Sirrell is 82 years old. She is a retired laboratory 
technician. She lives alone in a house in West Bridgford. 
She has dropped into to the surgery as she has heard 
there is an eating well promotion happening.

She tells you she walks 3 mile each day (she walked to the 
surgery) she swims twice a week and plays golf twice a 
week. She is part of the bridge club and the ladies often 
meet for lunch or for coffee. She still drives and goes to 
Shropshire occasionally to see her brother and his wife. 
She has high blood pressure and takes her medications 
for this plus a cod liver oil capsule for her joints. She 
sometimes feels a bit stiff in the mornings. She used to do 
pilates but feels too stiff and old for this now.

Sylvia Robinson is an 81 year old retired teacher who lives 
in a care home.

She has 3 children but only regularly sees one of her 
daughters who lives locally and visits once weekly. Her 
daughter is very attentive, devoted and protective of her 
mum.

She has Type 2 Diabetes, chronic Kidney disease, high 
blood pressure, macular eye disease, osteoarthritis and 
osteoporosis. 12 years ago she had a stroke, and was 
diagnosed with vascular dementia 9 years ago. She also 
had some seizures at the time of the stroke, but these 
have been well managed with medications and haven’t 
been a problem for several years now.

She is fully hoisted and sits in a slide and tilt chair during 
the day. She is completely dependent on staff to provide 
support with all activities of daily living; and her limbs 
have become very atrophied and contracted through lack 
of use.

She is careful about what she eats- trying to stick to low 
fat and low sugar. She likes a gin and tonic in the evenings 
occasionally she may have two. She would like your advice 
about what she can do to keep herself well.

She has swallowing difficulties and is on modified 
texture diet and fluids ( International Dysphagia Diet 
Standardisation Initiative (IDDSI)) Level 3 moderately thick 
fluids and level 5 minced & moist diet and needs to be 
fed. Sylvia  has had 3 admissions to hospital in the past 12 
months with chest infections which have not responded 
to oral antibiotics, needing IV mediations and fluids in 
hospital to recover.

She has no comprehensible speech, and staff use non- 
verbal clues to interpret if she is distressed. She smiles 
when her daughter visits and seems to recognise her.

She has a DNACPR in place and her last ReSPECT form 
which was completed in hospital says ‘not for level 3 bed/
ICU admission’.
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Your CFS score:Case 19

Kevin Brown is a 68 year old ex-miner who lives at 
home with his wife, Marjorie. He has 4 children and 8 
grandchildren who all visit him regularly. He loves seeing 
his grandchildren. He enjoys watching horse racing and 
has a small bottle of Guinness most evenings as he feels 
it helps him to sleep. He gave up smoking when he was 
told he needed to have oxygen at home and could only 
have this if he stopped smoking due to the fire risk. He 
is housebound, and can only take a few steps before he 
becomes severely out of breath. 

He has chronic kidney disease, osteoporosis, spine 
problems, severe chronic obstructive pulmonary disease 
(COPD) and right sided heart failure. He has been in 
hospital 4 times over the past 18 months, and each time 
has needed to stay in for a fortnight, as the doctors have 
found it tricky to get rid of his extra fluid without causing 
more problems for his kidneys. He is on oxygen therapy 
at home and sleeps in his riser recliner chair at night as 

he can’t breathe when lying down. The District Nurses 
visit twice weekly to dress his legs as he has ulcers and 
check his pressure areas. He is slowly losing weight and 
his appetite has been poor for the past few months. He 
is on 14 different medications, including prophylactic (a 
preventative low dose) antibiotic and morphine for pain 
relief. The morphine helps settle his breathing when he 
becomes anxious. He sees his lung doctor every 3 months 
and has been told he has a nodule on his lung but is not 
well enough for any further investigations or aggressive 
treatment. 

He has carers 3 times daily for support with getting up 
washed and dressed and going to the toilet. Marjorie 
does all the cleaning cooking and shopping and sorts 
out appointments, pays the bills and sorts out any things 
needing doing to the house. Marjorie also looks after one 
of the grandchildren during the week. 

Your CFS score:Case 20

Mr Umar Siddiqui is 76 years old. He moved to 
Nottingham from Pakistan when he was 16. He worked at 
the power station until he retired. He and his wife Alaya 
have five children: three boys and two girls. They are all 
married with children of their own. Umar is very proud 
of them all. Umar has type 2 diabetes which he manages 
well with his diet. He and Alaya like to work on their 
allotment so he does a bit of digging and they manage 
household duties together. He likes to watch the cricket 
and will play a bit with the grandchildren in the summer. 
He walks a bit but doesn’t like being out when it is wet or 
cold- he calls himself “a fair-weather walker”. He has come 
to the surgery for his diabetic review.
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Your CFS score:

Your CFS score:

Case 22

Case 21

Mr John Seymour is 82 years old. He lives with his wife 
Mercy. He has hypertension and 3 years ago had surgery 
for Mesothelioma to remove the tumour. He then had 
eight cycles of chemotherapy. Over the last 2 years he 
has had regular check ups with the specialist nurse and 
Consultant and repeat CT scans. He has felt less well 
recently, and his last scan has shown recurrence of the 
mesothelioma. The specialist says there isn’t much they 
can do and feels his life expectancy is about 6 months.

He is getting out and about, still likes to have a go on the 
driving range, but he isn’t able to play golf anymore as 
it makes him too short of breath. He gardens a bit but 
nothing too heavy.

Mr Ray George is 81 years old. He was in the Royal Marines 
and travelled all over the world. He lives in Ravenshead 
with his wife Nadine. Until 2 years ago he was still working 
in the light engineering company he set up. Now his 
son John runs the business. He was diagnosed with 
Parkinson’s Disease a year ago. He has a resting tremor 
in his right hand and sometimes struggles to get going 
in the morning otherwise he is managing well. He found 
some lumps recently on his neck and went into hospital 
to be checked out. He was diagnosed with Non-Hodgkin’s 
Lymphoma and a number of myelomas were found and 
some lytic metastases in his brain. He has had three cycles 
of chemotherapy, but the Consultant says there is no 
real change in the lymphoma and any further treatment 
will be palliative. He has been given a prognosis of 
approximately 6 months.  He is walking and still doing bits 
in his garden which he enjoys. He is eating and drinking 
reasonably well but some days doesn’t feel especially 
hungry.
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Your CFS score:Case 23

Mrs Jean Murray is a 94-year-old lady who moved into a 
nursing home two years ago when she was diagnosed 
with vascular dementia. The nursing home is only a few 
miles away from her daughter, but she moved from 
Scotland to be there. Jean’s capacity has fluctuated – she 
recognises her family but will at times think that staff are 
her nephews and nieces. She needs assistance with all of 
her day-to-day activities including washing, dressing and 
walking. She has built up close and trusting relationships 
with the staff.

Jean is one of eight siblings but is the only one still living. 
She was born in West Lothian in Scotland and lived there 
all her life. She divorced in 1990 and has never remarried. 
She has two children – Nancy and Stephen – and three 
grandchildren. Stephen lives in London and is not in 
contact with his mum and Jane lives in Ilkeston with her 
two children and visits regularly. There is clearly a rift 
between the two, but Nancy does not want to elaborate. 
The nursing home has no contact details for Stephen.

Jean worked for much of her life in administration and 
accounting work but retired relatively early at 58.

Jean is a very sociable lady; she loves talking to people 
– she has an engaging Scottish accent – and will often 
choose to watch films. Gone with the Wind is an especial 
favourite. She enjoys the outdoors and will make her way 
into the garden whenever she can. Jean is mobile and 
active.

Jean always has and continues to take great pride in her 
appearance and has some lovely clothes and jewellery. 
She enjoys talking about these and will often describe 

For this case study, see guidance 
notes on the following page...

what she calls her ‘Sunday best’.

Staff have spent time with Nancy, Jeans’ daughter, 
creating a ReSPECT form. Jean was asked if she wanted 
to be involved but was adamant that she didn’t want ‘to 
talk about death’. Nancy is clear that she would like to be 
with Jean as she approaches end of life. She would like 
Jean to have Handel’s Messiah playing in her room as Jean 
has always loved this. She feels these are the things Jean 
would value. Jean opted for the ‘Balance extending life 
with comfort and valued outcomes’ on the ReSPECT form.

Ten days ago. Jean developed a chesty cough and was 
prescribed antibiotics. Prior to this she was her usual self. 
The GP has prescribed a second different antibiotic two 
days ago as the first did not seem to have had an effect. 
Over the past 24 hours she has deteriorated very quickly 
and is being nursed in bed. She appears unresponsive and 
her breathing is laboured.



Page 34
© 2021 Nottingham & Nottinghamshire Integrated Care System

Case study 23 guidance notes

Acute Illness and the CFS
At first glance one may feel that Jean’s case is a familiar depiction of someone living with a 
Clinical Frail Scale, (CFS), score of 7, severe frailty. 

Questions to consider:
Is Jean’s Clinical Frailty Score 7? 

What are the implications of attributing a frailty score to someone when acutely unwell and what 
should happen next? 

Things to consider:
Remember there are no black and white answers and each person needs to be considered 
individually.

What was this person like 2 weeks ago when at their baseline?
If we unpick some of the salient points in the narrative, we discover that her presenting condition 
has been that of someone deteriorating over a 10-day period. We see that up until this point she 
tries to be independent with personal care, taking great pride in her appearance. She is sociable, 
enjoys choosing and watching films, and walking outside in the garden whenever she can. As far 
as we know she has not had multiple hospital admissions in the past 12 months. 

What, if previously discussed and documented, would they wish to happen if 
they become acutely unwell?
Her ReSPECT form documents that she has opted to balance extending life with comfort and 
valued outcomes. 

Would they, (or family/MDT if lacking capacity), want to attend hospital for IV antibiotics and 
fluids if oral antibiotics were not working? 

On day 8 of her current acute illness her antibiotics were changed to an alternative, but she 
deteriorated further. 

Balance
Over the past few years in this country, especially since the Covid 19 pandemic, some have 
tended to adopt the mindset that for those living with frailty, hospital is bad and staying at 
home is good. More often than not this may be the case, but it is equally true that for some living 
with frailty, a few days in hospital receiving IV fluids and medication may help that same person 
recover from an acute illness where oral therapy has failed…enabling them to continue living 
a fulfilled and happy life on their return home. It is important that frailty does not become ‘the 
polite face of ageism’ (Silver Book 11 Feb 2021).

Remember...
Take great care in attributing a CFS score and always ask, ‘What was this person like 
2 weeks ago when well’?

Remember CFS scores can go up and down. If you’re not sure ask a colleague or seek 
advice from someone more experienced in caring for people living with frailty. 

Shared decision making is key.
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Case Study Name

1
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3

7
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23

2

9

22

10

19

8

21

4

14
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Betty Brown   5

Betty Marsland  6

Dalia Rodgers   5

Diana Sirrell   1

Doris Watson   5

Edith Gadsden  6

Eileen Smith   6

Elaine Jones   6

Eric Spiby   7

Gerald Hopkins  7

Jean Murray   7 with guidance notes

John Morgan   1

John Mottram   3

John Seymour   9

Josef Kowalski  4

Kevin Brown   8

Margaret Watts  8

Ray George   9

Rex Nelson   5

Ruby Wright   8

Syd Little   7

Sylvia Robinson  8

Umar Siddiqui   2

CFS Score

Case study key:
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