
 

 

4 and above  

Community/Community Support Services 

65 & older 

9-12: moderate 
frailty1 

 

Refer to 
preventative 
programs including 
social prescribing 

0-3 

13 and above: 
severe frailty1 

 

• Communicate 
concerns to 
Primary Care  

• For unattached 
clients, consider 
direct referral to 
Specialized 
Geriatric Services 

• Refer to community based interprofessional SGS Teams for Comprehensive 
Geriatric Assessment (CGA) 

• Provide person centred care in collaboration with SGS, specialists and 
community support services as required 

• Develop and keep up-to-date advance care plan available to the care team 
across the continuum 

• Monitor and manage arising symptoms 

6-8: mild frailty1 
 

Groningen Frailty Index 

• Geriatric Outreach/ 
Outpatient Teams 
­ GAIN 
­ MINT Clinics 

• Geriatric Mental Health 
& Addiction Services 

Specialist in: 
• Geriatric Medicine 
• Geriatric Psychiatry  
• Care of the Elderly and 

Focused Practice 
Primary Care 

• Neurology 
• Behavioural Psychology 
• GeriMedRisk 
• Geriatric Mental Health 

& Addiction  
•  

• AVOID Frailty (CFN) 
• Adult Day Programs  
• CSS Services 
• Family Support 

Programs 
• Friendly Visiting 
• Meals on Wheels 
• GiiC 
• Geriatric Mental 

Health & Addiction 
Services 

• AVOID Frailty 
(CFN) 

• Self-care 
management 
programs 

• Caregiver 
Education and 
Training SF7 
Toolkit 

• sfCare Learning 
Series 

• GiiC 
• Geriatric Mental 

Health & 
Addiction Services 

0-3: no frailty1 
 

4-5: at risk of frailty1 
 

Self Report 
(Pictorial Fit Frailty) 

DRAFT – for discussion 
purposes only 

Concern(s) regarding physical, social, cognition and mental health 

Version: August 23, 2022 
1Scoring reference: Ahip et al 2022 


