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ABSTRACT

Background Frailty is common among patients with
advanced heart failure (HF), and screening for frailty to
guide care is recommended. Although multiple tools are
available to screen for frailty, the feasibility of routinely
incorporating frailty screening into daily clinical practice
among hospitalised advanced HF patients has not been
rigorously tested.

Methods This was a prospective, single-centre, quality
improvement study. Two brief frailty screening tools
were incorporated into palliative care consultations for
all patients >50 years from August 2021 to October
2022. In the first phase, the Clinical Frailty Scale (CFS)
was implemented, followed by the Study of Osteoporotic
Fracture (SOF) tool or a modified SOF (mSOF) version in
the second phase. The primary outcome was feasibility
(%) of performing frailty screenings for this high-risk
population.

Results A total of 212 patients (mean age 69+10 years,
69% male, 79% white, 30% with ischaemic HF) were
referred for palliative care consultation during the study
period. Overall, frailty screens were completed in 86%
(n=183) of patients. CFS and mSOF reached >80% of
adoption, while SOF adoption was 54%. Altogether, 52%
of the population screened frail by use of CFS and 52%
also by mSOF. All clinicians (n=6) participating in the
study reported that frailty screening tools were useful
and acceptable, and 83% reported plans for continued
utilisation in future clinical practice.

Conclusions Frailty screening with CFS or mSOF tools
was feasible in hospitalised patients with advanced

HF. Tools that require physical assessment were more
challenging to implement. These data support the
feasibility of incorporating questionnaire-based frailty
screening in a busy hospital setting.

INTRODUCTION

Frailty, a multidimensional syndrome of
vulnerability to stressors, is present in up
to 80% of patients with heart failure (HF)
and impacts illness trajectory, prognosis and
response to advanced heart therapies.'™
Frailty and HF share a bidirectional relation-
ship,” and when both are present, patients
are at increased risk for hospital readmission,
poorer quality of life and mortality.”® Brief
screening tools that can rapidly identify frail
individuals have been developed, but their
use in hospitalised patients with HF has been
limited.

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Frailty is common among patients with advanced
heart failure. Multiple tools exist to screen for frailty,
yet implementation into routine palliative care as-
sessments to guide care has been limited.

WHAT THIS STUDY ADDS

= Screening for frailty is feasible using the Clinical
Frailty Scale and modified Study of Osteoporotic
Fractures tool which rely on patient and caregiver
reports among hospitalised patients with advanced
heart failure, whereas tools requiring physical meas-
urements are challenging to implement at scale.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= We have demonstrated that it is feasible and sus-
tainable to implement questionnaire-based frailty
screening even in a busy hospital caring for some
of the most complex and ill patients. Such rapid
screening tools for frailty should be considered in all
care settings that serve the older adult populations.

The transition to advanced HF marks a crit-
ical stage of a patient’s illness trajectory, with a
proportion of patients becoming eligible for
advanced HF therapies, such as left ventric-
ular assist device or cardiac transplantation.
Frailty has the potential to identify subsets of
populations within the advanced HF popula-
tion that may be responsive to advanced HF
treatments and distinguish from those who
may be treatment unresponsive, resulting in
significant downstream impact on patients’
quality of life and life expectancy.” Addi-
tionally, the importance of frailty screening
and recognition that frailty may worsen
outcomes after advanced HF therapies has
been reflected in HF guidelines.'”" Due to
the unreliability of clinical judgement alone
to correctly identify patients who are frail,"*
there is a need to identify feasible and accept-
able frailty screening tools for advanced
HF patients to improve individualised care
plamning.w_17

There are two leading theories of frailty:
the physical phenotype' and cumulative
deficit model."” Numerous frailty tools have
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been developed based on these frameworstO_QQ; however,
many comprehensive assessments are time-intensive and/
or labour-intensive. Moreover, completion of measure-
ments for physical domains may be prohibitive in acutely
ill HF patients who are often constrained by invasive
monitoring and parenteral treatments (eg, pulmonary
artery catheters or inotrope infusions). Therefore, we
sought to identify the feasibility of incorporating brief
frailty screening within the care of hospitalised advanced
HF patients using two distinct frailty tools that are
drawn on these two different theoretical frameworks.
We conducted a phased clinical quality improvement
(QI) initiative to encourage routine frailty screening in
all patients aged 50 years or older referred to a palliative
care service integrated within an advanced heart disease
programme. The specific objectives of the study were to
(1) evaluate the feasibility to adopt and sustain routine
frailty screening within palliative care assessments for
hospitalised patients with advanced HF, (2) assess accept-
ability of frailty screening to clinicians and (3) determine
the prevalence of frailty in this population and compare
concordance between the two screening tools.

METHODS

We report our study design, analysis and outcomes
according to the Standards for Quality Improvement
Excellence 2.0.” This was a prospective, QI intervention
to increase frailty screening for hospitalised patients with
advanced HF at an academic tertiary medical centre,
Brigham and Women’s Hospital (BWH), in Boston,
Massachusetts, USA. This study was carried out by a
specialty-aligned palliative care team (HeartPal) caring
for patients within the BWH advanced HF service. The
HeartPal team consists of a palliative care physician, nurse
practitioner and licensed social worker and completes
an average of 250 new consults annually. The HeartPal
service receives inpatient and outpatient referrals for
goals of care, symptom management, and advance heart
therapies evaluations. Prior to study onset, frailty was not
routinely assessed among advanced HF patients or other
palliative care consult services at BWH.

Implementation plan and target patients

After literature review and discussion with the clinical
teams, we selected validated, primarily questionnaire-
based frailty screening tools.* ™ Due to the lack of a
universal definition for frailty, the different screening
tools were selected to reflect the two differing predomi-
nant conceptual models for frailty.'® ' The primary aim
was to achieve an adoption rate of 80% in frailty screening
for each of the tools among all advanced HF patients aged
50 and over who were referred to the HeartPal service.

Frailty screening tools

Clinical Frailty Scale

Rockwood and Theou defined frailty as the accumula-
tion of multiple health related deficits over the lifespan.
The Clinical Frailty Scale (CFS) was developed from the

Comprehensive Geriatrics Assessment-Frailty Index by
Rockwood to further simplify the cumulative deficit frailty
assessment.”* CFS is based on responses by patients and/
or caregivers on functional capabilities in the context of
chronic diseases in the 2weeks prior to the acute illness.
The tool assesses different domains: morbidity, function
and cognition, and categorises patients across nine levels
of frailty from level 1 (very fit) to level 9 (terminally ill).
Continuous CFS scores can be further divided into three
classes: robust (CFS 1-3), vulnerable (CFS 4) and frail
(CFS 5-9).

The Study of Osteoporotic Fracture frailty score and modified SOF
frailty score

The original Fried phenotype, validated in large cardi-
ovascular cohort studies, defines frailty using a combi-
nation of exhaustion, unintentional weight loss, low
activity, weakness measured with grip strength and slow
measured gait speed. However, limitations on time and
staffing have precluded routine adoption of the Fried
frailty tool in clinical practice. As a result, briefer versions
have been developed such as the Study of Osteoporotic
Fractures (SOF) tool.®  The SOF frailty score assesses
fatigue (replies ‘No’ to the question, ‘Do you feel full of
energy?’), weight loss (>5% or more in the last 2-3 years)
and ability to complete five chair stands. The SOF frailty
score has been further modified by replacing chair stands
assessment with the question: ‘Do you have difficulty
kneeling, bending or stooping?’27 Each item on both the
SOF and modified SOF (mSOF) frailty scores yield one
point. Total scores range from 0 to 3 and can be further
classified into three categories: 0 points (robust), 1 point
(prefrail) and >2 points (frail).

Implementation of frailty screening tools

The frailty screening tools were implemented between
August 2021 and October 2022 (figure 1) using a phased
approach per Exploration, Preparation, Implementation
and Sustainment framework.”® * The exploration phase
consisted of focus groups with leadership from the BWH
Advanced Heart Disease Programme and Department
of Rehabilitation Services, resulting in identification of
significant need for frailty screening without existing
standardisation around approach or measurement tools.
We then identified project champions within the depart-
ments of cardiology, palliative medicine and geriatrics,
and achieved consensus on selection of suitable screening
tests. The preparation/preimplementation  phase
consisted of staff education around CFS, SOF and mSOF
tools and presentation of associated training materials
and note templates in a team meeting. Two subsequent
refresher training sessions were held during the study
period to capture new HeartPal staff and rotating clini-
cians. During the implementation phase, smart phrases
designed to prompt clinicians to record results of CFS and
SOF/mSOF frailty screens were included in the palliative
care service note templates. Use of the documentation
template was voluntary, and clinicians could delete the
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Figure 1
Osteoporotic Fracture; SOF, Study of Osteoporotic Fracture.

smart phrase from the note. The CFS was implemented in
the first phase in August 2021, followed by SOF and mSOF
implementation in July 2022. We intended to implement
each phase sequentially once sustainability achieved for
initial screening tool. However, implementation of the
second phase was delayed due to staff turnover and was
initiated once new staff was onboarded and trained.
After implementation, the second phase was continued
until sustainability was achieved. We actively surveilled
the adoption rate of frailty screening tools and feedback
was shared with stakeholders and clinicians to encourage
continued utilisation of screening tools. Reminders of the
frailty screening QI initiative were provided at quarterly
team meetings to encourage sustainability.

Outcomes

Feasibility was evaluated using the Bowen et al framework,
which defines feasibility by implementation, adoption,
sustainability, practicality and acceptability measures.” !
Adoption and sustainability were measured by calculating
percent completion rate of the frailty screening tools
at monthly time intervals. Adaptation measured the
frequency of occurrences in which a frailty tool was
adapted to accommodate the clinical context. To assess
acceptability and practicality, as defined by Bowen et al,*
we conducted an anonymous survey for all physicians
and nurse practitioners working on the HeartPal service
during the study period (n=6). The questions in the
anonymous survey are presented in online supplemental
appendix 2.

Data collection and statistical methods

Patient records were manually reviewed to extract frailty
scores. Data were collected for up to 12 months following
an initial consultation. Patient baseline demographics
and comorbidities were gathered from the Research
Patient Data Registry through the Mass General Brigham
Healthcare System using unique medical record iden-
tifiers. Comorbidities were identified based on ICD-10

Phase 2: SOF and mSOF tools

Frailty screening implementation phases and timing. CFS, Clinical Frailty Scale; mSOF, modified Study of

codes documented in the patient’s EHR within the 2years
prior to palliative care consultation (online supplemental
appendix table 1). An acceptability survey was sent to
clinicians via an online platform requesting voluntary
participation, and anonymous responses were collected
(online supplemental appendix 2).

Demographic and morbidity data are presented as
frequency distributions and prevalence. Continuous
data are expressed as means and SDs. All analyses were
performed using SPSS, V.27 (SPSS) and QI Macros
(KnowWare International, Denver, Colorado) software.

RESULTS

A total of 212 advanced HF patients aged 50 years and
older were seen by the HeartPal service during the study
period, and 183 (86.3% of all eligible referred patients)
were screened for frailty. Baseline characteristics for all
eligible patients referred to the service are presented in
table 1. Mean age was 69.1 (+x10.2) years. The majority
(69.3%) were male, and 65.1% were classified New York
Heart Association (NYHA) functional class III-IV at the
time of palliative care consultation. Most patients had
non-ischaemic HF, and 23.1% had previous experience
with advanced heart therapies (temporary mechanical
circulatory support, durable left ventricular assist device
and/or heart transplantation). Most patients (64.2%)
were referred to the HeartPal service for goals of care
discussion.

Feasibility of CFS, SOF and mSOF tools

At the end of the first month of the study period, CFS
was completed in 41.7% of all patients. By the end of
the second month, CFS adoption rate exceeded 90%.
After the initial 7months, the target adoption rate of
>80% monthly CFS frailty screens was sustained for the
remainder of the study period (figure 2). Overall, during
the study period, 86.3% of eligible patients were screened
for frailty using the CFS. During the second phase, overall
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Table 1 Demographics of patients >50 years old referred to the HeartPal service from August 2021 to October 2022

All eligible Screened with Screened with Screened with
patients (n=212) CFS (n=183) mSOF (n=25) SOF (n=19)
Frailty* prevalence - 95 (51.9%) 13 (52.0%) 11 (57.9%)
Age (mean+SD) 69.1+£10.2 69.6+10.3 68.7+11.1 68.9+11.5
Male 147 (69.3%) 123 (67.2%) 15 (60.0%) 13 (68.4%)
Race
White 167 (78.8%) 148 (80.9%) 20 (80.0%) 16 (84.2%)
Black 31 (14.6%) 25 (13.7%) 4 (16.0%) 2 (10.5%)
Other 10 (4.7%) 7 (3.8%) 1(4.0%) 1(5.3%)
Unknown, declined 4 (1.9%) 3 (1.6%) 0 (0%) 0 (0%)
Ethnicity

Non-Hispanic
Hispanic
Unknown, declined
LVEF % (meanxSD)
BMI (mean+SD)
Type of cardiomyopathy
Ischaemic
Non-ischaemic
Other
Prior Advanced Heart Therapiest
NYHA
|
Il
11l
vV
Unknown
MAGGICF (mean+SD)
Reason for palliative care consult
Goals of care

Advanced heart therapy evaluation
Goals of care and advanced heart therapy

evaluation

History of any type of frailty screening by any

other teams

Medical conditions
Cancer
Coronary artery disease
Atrial fibrillation
Stroke or TIA
Peripheral vascular disease
Diabetes
Chronic kidney disease
COPD
Obstructive sleep apnoea
Morbid obesity

202 (95.3%)
6 (2.8%)

4 (1.9%)
33.6+16.8
27.9+7.5

63
83
66
49

29.7%
39.2%
31.1%
23.1%

—_ e~~~
—_ = = =

6 (2.8%)
40 (18.9%
86 (40.6%
52 (24.5%
28 (13.2%
28.4+7.2

)
)
)
)

136 (64.2%)
27 (12.7%)
49 (23.1%)

69 (32.5%)

53 (25.0%)
138 (65.0%)
117 (55.2%)
56 (26.4%)
89 (42.0%)
108 (50.9%)
146 (68.9%)
32 (15.1%)
48 (22.6%)
16 (7.5%)

174 (95.1%)
5 (2.7%)

4 (2.2%)
33.8+16.7
27.6+7.5

74
52
57
40

40.4%)
28.4%)
31.1%)
21.9%)

P P R

6 (3.3%)
35 (19.1%
76 (41.5%
42 (23.0%
24 (13.1%
28.4+7.4

)
)
)
)

118 (64.5%)
25 (13.7%)
40 (21.9%)

57 (31.1%)

45 (24.6%)

118 (64.5%)
102 (55.7%)
52 (28.4%)

74 (40.4%)
89 (48.6%)
45 (24.6%)
31 (16.9%)
37 (20.2%)
14 (7.7%)

24 (96.0%)
0 (0%)

1 (4.0%)
33.5+17.7
26.7+5.9

10 (40.0%)
5 (20.0%)
10 (40.0%)
3 (12.0%)

1 (4.0%)
6 (24.0%
9 (36.0%
5 (20.0%
4 (16.0%
27.4+8.0

)
)
)
)

11 (44.0%)
5 (20.0%)
9 (36.0%)

11 (44.0%)

4 (16.0%)
15 (60.0%
12 (48.0%
11 (44.0%
10 (40.0%
10 (40.0%
19 (76.0%
3 (12.0%)
2 (8.0%)

2 (8.0%)

)
)
)
)
)
)

18 (94.7%)
0 (0%)

1 (5.3%)
33.4+18.1
26.7+6.5

7 (36.8%)
3 (15.8%)
9 (47.4%)
2 (10.5%)

2 (10.5%)
12 (63.2%)
9 (47.4%)
8 (42.1%)
7 (36.8%)
7 (36.8%)
14 (73.7%)
3 (15.8%)
1 (5.3%)

2 (10.5%)

Continued
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Table 1 Continued
All eligible Screened with Screened with Screened with
patients (n=212) CFS (n=183) mSOF (n=25) SOF (n=19)
Dementia or cognitive impairment 41 (19.3%) 33 (18.0%) 5 (20.0%) 5 (26.3%)
Hypertension 116 (54.7%) 99 (54.1%) 17 (68.0%) 13 (68.4%)
Depression 58 (27.4%) 51 (27.9%) 6 (24.0%) 6 (31.6%)
Arthritis 74 (34.9%) 62 (33.9%) 8 (32.0%) 6 (31.6%)

*Frailty defined as CFS classes: 5-9, mSOF: >2 points, SOF: >2 points.

TAdvanced heart therapies defined as: temporary or long-term mechanical circulatory support, orthotopic heart transplant.

FMAGGIC available for n=184 of all patients, n=159 among screened with CFS, n=21 among patient screened with modified SOF, n=16
among patients screened with SOF, n=25 among patients not screened with frailty (Pocock et al).*®

BMI, body mass index; CFS, Clinical Frailty Scale; COPD, chronic obstructive pulmonary disease; LVEF, left ventricular ejection fraction;
MAGGIC risk score, Meta-analysis Global Group in Chronic Heart Failure risk score; mSOF, modified Study of Osteoporotic Fractures Score;
NYHA, New York Heart Association; SOF, Study of Osteoporotic Fractures Score; TIA, transient ischemic attack.

adoption rate for the SOF tool was 54.3%, whereas adop-
tion rate for the mSOF tool, that did not require chair
stands, reached 90% after 2months of implementation.
The SOF tool was adapted to mSOF in 7 of 25 patient
visits, corresponding to an overall adaptation rate of 28%
from SOF to mSOF. The frequency of positive responses
for each of the domains in patients screened as vulner-
able or frail by the mSOF tool are shown in table 2.

Frailty prevalence and screening tool concordance

The prevalence of frailty differed between the two
screening tools. The CFS identified 39 (21.3%) patients
as robust, 49 (26.8%) as vulnerable and 95 (51.9%) as
frail, while the mSOF identified 4 (16.0%) as robust, 8
(32.0%) as vulnerable and 13 (52.0%) as frail. In the 25
patients screened with both screening tests (CFS and
mSOF), the results were concordant in 15 (60%) patients
and discordant in 10 (40%) patients. Table 3 shows
the detailed number and prevalence of patients with
concordant and discordant screening results between
CFS and mSOF.

Acceptability and practicality for clinicians

There was a 100% response rate to the acceptability survey
(online supplemental appendix 2) by palliative care clini-
cians (n=6, 3 physicians, 3 nurse practitioners) staffing

% of HeartPal consults with frailty screened by CF5S
p-chart, 3-sigma, n=183

1O e e e e e e e e e e e e =
i 3
3T =
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Date

Figure 2 CFS adoption over time. CFS, Clinical Frailty
Scale.

the HeartPal service and engaging in the QI initiative
during the study period. Most (66.7%, n=4) had no prior
training on use of frailty screening tools. Frailty screening
tools were considered practical: five out of six clinicians
considered the CFS to be easiest to use, and the average
time to evaluate CFS was 4 (SD 3) min. The tools were
also considered acceptable to clinicians: five out of six
reported an intention to continue to use frailty screening
in future clinical practice.

Description of those patients lacking frailty screening
During the study period, 29 patients (13.8% of overall
cohort) were not screened for frailty. Patient charac-
teristics did not differ between those patients who were
screened for frailty and those who were not (online
supplemental appendix table 2). 48.3% (n=14) of
patients not screened were seen during the first imple-
mentation month in August 2021. Among the remaining
15 patients who did not undergo frailty screening, 4
(26.6%) were able to participate in the interview at time
of consultation but were not assessed for frailty (reason
for lack of frailty screening was not documented). The
remaining 11 patients were unable to directly engage in
assessment with the HeartPal team at time of consulta-
tion due incapacitated state, and frailty assessment via
discussion with family or healthcare proxies was not
available.

Table 2 Frequency and percentage of vulnerable and frail
patients with positive responses to mSOF score domains
(n=21)

Vulnerable Frail

(n=8) (n=13)
Reduced energy level 6 (75.0%) 12 (92.3%)
Weight loss >5% 1(12.5%) 7 (53.8%)
Difficulty bending, kneeling 1 (12.5%) 11 (84.6%)

or stooping

mSOF, modified Study of Osteoporotic Fracture.
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Table 3 Prevalence of concordant and discordant
classifications between the CFS and mSOF tools (n=25)

Concordant classifications between the CFS 15 (60%)
and mSOF tool

Robust 3 (12%)
Vulnerable 2 (8%)
Frail 10 (40%)

Discordant classifications between the CFS and 10 (40%)
mSOF tool

No of patients changed from robust in CFSto 3 (12%)
vulnerable mSOF

No of patients changed vulnerable in CFS to 1 (4%)
robust in mSOF

No of patients changed vulnerable in CFS to 3 (12%)

frail in mSOF

No of patients changed frail in CFS to robustin 0
mSOF

No of patients changed frail in CFS to
vulnerable in mSOF

3 (12%)

CFS, Clinical Frailty Scale; mSOF, modified Study of Osteoporotic
Fracture.

DISCUSSION

In this clinical QI study, we demonstrate that incorpo-
ration of question-based frailty screening assessments
is feasible for palliative care consultants seeing hospi-
talised advanced HF patients. Frailty screening reached
adoption rate thresholds of >80% for two of the three
frailty screening methods implemented, and clinician
use of these tools was sustained through the duration
of the study. Additionally, the CFS had adoption rates of
93% after the first month of the implementation phase.
Implementation of routine frailty screening was rated as
acceptable by all involved clinicians in the study, and the
majority of clinicians noted plans for utilisation of frailty
screening in future clinical practice.

The adoption rates achieved by the inpatient pallia-
tive care consultation service in our study achieved and
exceeded the 80% completion rate achieved by an inpa-
tient preoperative service.”> Our adoption rates were also
significantly higher compared with the rates of 43%-48%
among older trauma patients assessed in emergency
departments.”** Our study cohort was unique due to the
diversity of reasons for referral to palliative care within
the HeartPal programme and overall younger population
included. The majority of previously published litera-
ture has limited screening for frailty to patients 65 years
or older.” * However, our decision to expand eligibility
criteria for frailty screening to patients 50 years and older
addresses considerations specific to the HF population:
frailty can be accelerated by the presence of underlying
HF independent of age and NYHA classification, and the
population of patients considered for advance heart ther-
apies evaluations tend to be younger.”” Indeed, 14% of
younger patients (ages 50-64) in our study were screened

3

as frail with CFS, supporting the theory that stressors asso-
ciated with chronic HF may accelerate biological ageing
processes.™

Our findings expand on a growing literature base on
the role of palliative care teams in the care of patients
with advanced HF. Despite the increased recognition
of the importance of palliative care referrals to address
symptom management, goals of care conversations, and
prognostic awareness, the types of assessments conducted
and resultant interventions by palliative care teams
remain varied.** Additionally, frailty has often been
used as a screening tool to determine need for palliative
care consultation rather than being considered as a useful
assessment tool within palliative care consultation.” As
palliative care teams increasingly receive referrals for
patients with chronic illness(es) and multimorbidity
who are facing high-risk decision-making, including for
all patients undergoing advance heart therapies evalua-
tions as is the practice at our institution, there is a need
to further refine clinicians’ ability to incorporate geri-
atric principles to better understand the risks and bene-
fits of treatment decisions based on individual patient
characteristics. To our knowledge, ours is the first study
demonstrating the role palliative care clinicians may have
in assessing frailty as part of the care of advanced HF
patients. The successful integration of frailty screening
into routine palliative care practice has value not only
in satisfying HF society guidelines’ recommendation to
screen for frailty in adults with advanced HF,'*™"* but also
may lay the groundwork for palliative care clinicians to
further map individual aspects of care onto discussions
around goals of care and prognostication with respect to
function and quality of life.

While our study demonstrated that the incorporation
of questionnaire-based frailty screens was feasible in a
population of seriously ill hospitalised HF patients, imple-
mentation of a screening tool including physical testing
parameters to measure fitness was more challenging. This
finding is consistent with prior studies demonstrating that
although incorporation of chair stands measurements
as part of frailty screenings can be done in outpatient
settings and in preoperative evaluations,** ** frailty screens
that rely on questionnaires rather than direct assessment
of physical function may be the most feasible and ideal
when measuring frailty in hospitalised populations.*®*”

Strengths and limitations

Our results offer encouragement and guidance on the
types of frailty screening tools that are feasible for use in
further research examining the prevalence and impact
of frailty for hospitalised HF patients. Moreover, our
results demonstrate the potential for multidisciplinary
teams to collaborate towards optimising quality care for
patients with advanced HF. We also acknowledge limi-
tations. This was a single-centre study piloted within a
single team, and feasibility and acceptability may vary
depending on unique characteristics specific to a single
institution or team, thus limiting the generalisability of
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the results. In addition, as the nature of the study was to
evaluate feasibility, further study is warranted to evaluate
the impact of frailty screening on the content of goals of
care discussions in clinical practice. Looking ahead, long-
term follow-up on outcomes for patients who have under-
gone frailty screening will further our understanding of
the role frailty screening may play in improving clinical
practice.

CONCLUSIONS

This prospective clinical process improvement study
demonstrated that question-based frailty screening tools
are feasible and acceptable to inpatient palliative care
consult clinicians caring for patients with advanced HF.
We are hopeful that further study of application and
outcomes of frailty scoring in this population may help
refine our understanding of the diverse HF population,
risk stratify patients undergoing advanced heart therapy
evaluations and optimise treatment plans.
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