
Frailty in Older Adults – Early Identification and Management

� �

ADL 

Non-instrumental activities 
of daily living; related 

to personal care

•	 Mobility in bed
•	 Transfers
•	 Locomotion inside and 

outside the home
•	 Dressing upper and lower 

body
•	 Eating
•	 Toilet use
•	 Personal hygiene
•	 Bathing

IADL
Activities required to live 

in the community

•	 Meal preparation
•	 Ordinary housework
•	 Managing finances
•	 Managing medications
•	 Phone use
•	 Shopping
•	 Transportation

The CSHA Clinical Frailty Scale

 1   Very fit – Robust, active, energetic, well 
motivated and fit; these people commonly 
exercise regularly and are in the most fit 
group for their age 

2	 Well – Without active disease, but less fit 
than people in category 1

3	 Well, with treated comorbid disease 
– Disease symptoms are well controlled 
compared with those in category 4

4	 Apparently vulnerable – Although not 
frankly dependent, these people commonly 
complain of being “slowed up” or have 
disease symptoms

5	 Mildly frail – With limited dependence on 
others for instrumental activities of daily 
living

6	 Moderately frail – Help is needed with both 
instrumental and non-instrumental activities 
of daily living

7	 Severely frail – Completely dependent on 
others for the activities of daily living, or 
terminally ill

Once a patient is identified as frail, or at risk for frailty, it is recommended that the Canadian Study on 
Health and Aging (CSHA) Clinical Frailty Scale7 be used to categorize the needs of the patient. The 
scale is based largely on a person’s function for Basic and Instrumental Activities of Daily Living (ADL 
and IADL). 
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Further Assessment 

Patients with identified frailty (CSHA Scale, Level 4 and above) require additional assessment in 
order to support the development or refinement of a Care Plan (see Appendix A for a sample Seniors 
Assessment Tool). 

Ideally, the physician and other health professionals will work collaboratively to complete 
assessments, in order to create one comprehensive Care Plan that is used by the patient and all 
health professionals involved in the patient’s care. For example, if community case managers have 
completed their comprehensive initial assessment using the Minimal Data Set-Home Care8, a list of 
identified problem areas generated by that assessment could help to further inform the physician 
assessment and Care Plan. 


