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How well would our systems and processes support Betty...?

96 years old lives independently alone at home

Retired nurse

Hypertension IHD AF TIA CKD DMT2 COPD Osteoporosis
Polypharmacy

Falls Mobility Issues

Cognitive Impairment

WHO Performance Status 3

Metastatic Breast Cancer with liver and bony metastases

Emergency Call

Paramedics on scene at 2 am

Fall, mobility issues and new onset back pain
Refusing to go to hospital

No TEP/ReSPECT or DNAR

What matters to her..?

What are the likely outcomes..?

Report of the Lancet Commission on the Value of Death: bringing death back into life



https://www.thelancet.com/action/showPdf?pii=S0140-6736%2821%2902314-X

Frailty and P&EOLC GP Perspectives and Aims
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ambitions-for-palliative-and-end-of-life-care-2nd-edition.pdf (england.nhs.uk) ReSPECT | Resuscitation Council UK



https://www.england.nhs.uk/wp-content/uploads/2022/02/ambitions-for-palliative-and-end-of-life-care-2nd-edition.pdf
https://www.resus.org.uk/respect

Two sides of the same coin?

mm- ————
O ——n S D

® g i ——— i @
B Bl e P a8 ——— A . N—

Comprehensive Geriatric
Assessment Toolkit for
Primary Care Practitioners
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ReSPECT | Resuscitation Council UK

CGA Toolkit for Primary Care Practitioners 0.pdf (bgs.org.uk)



https://www.bgs.org.uk/sites/default/files/content/resources/files/2019-03-12/CGA%20Toolkit%20for%20Primary%20Care%20Practitioners_0.pdf
https://www.resus.org.uk/respect

Philosophy of Partnership...
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Next steps for integrating
primary care: Fuller
Stocktake report

Commissionad by NHS Engiand and
NHS Improvement from Dr Claire Fuller, CEO
(designate) Surrey Heartlands ICS

MAY 2022
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Microsoft Word - FINAL 003 250522 - Fuller report[46].docx (england.nhs.uk)



https://www.england.nhs.uk/wp-content/uploads/2022/05/next-steps-for-integrating-primary-care-fuller-stocktake-report.pdf

Betty @ 3 pm/am...

Primary Care Community Care

Acute & Ambulance
Secondary Care Services & OOH

Hospices &

3™ Care Sector

David Oliver | The King's Fund (kingsfund.org.uk]

PowerPoint Presentation (wao.gov.uk)
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Full list of BGS recommendations for the recognition and management of
fraiity in community and outpatient settings
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https://www.bgs.org.uk/resources/frailty-hub-introduction-to-frailty
https://www.bgs.org.uk/resources/frailty-hub-introduction-to-frailty

What is frailty?

Frailty is a distinctive health state related to the ageing process in
which multiple body systems gradually lose their in-built reserves.
Around 10% of people aged over 65 years have frailty, rising to
between a quarter and a half of those aged over 85 years.

Older people living with frailty are at risk of adverse outcomes such as
dramatic changes in their physical and mental wellbeing after an
apparently minor event which challenges their health, such as an
infection or new medication.



Please beware..!

* The language and management of frailty can act as barriers to
engaging with older people who may not perceive themselves, or
wish to be defined, by a term that is often associated with increased
vulnerability and dependency.



Background - causes and prevention of
frailty

There are two broad models of frailty

* Phenotype model-describes a group of patient characteristics
(unintentional weight loss, reduced muscle strength, reduced gait speed,
self-reported exhaustion and low energy expenditure) which, if present,
can predict poorer outcomes. Generally individuals with three or more of
the characteristics are said to have frailty (although this model also allows
for the possibility of fewer characteristics being present and thus pre-frailty
is possible).

* A central feature of physical frailty, as defined by the phenotype model is
loss of skeletal muscle function (sarcopenia) and there is a growing body
of evidence documenting the major causes of this process. The strongest
risk factor is age and prevalence clearly rises with age.



* Cumulative Deficit model-Described by Rockwood in Canada, it
assumes an accumulation of deficits (ranging from symptoms e.g. loss
of hearing or low mood, through signs such as tremor, through to
various diseases such as dementia) which can occur with ageing and
which combine to increase the ‘frailty index” which in turn will
increase the risk of an adverse outcome.

* Rockwood also proposed a clinical frailty scale for use after a
comprehensive assessment of an older person; this implies an
increasing level of frailty which is more in keeping with experience of
clinical practice.



Modifiable influences

* Physical activity particularly resistance exercise, which is beneficial
both in terms of preventing and treating the physical performance
component of frailty.

* Diet is less extensive but a suboptimal protein/total calorie intake and
vitamin D insufficiency have both been implicated

* Emerging evidence that frailty increases in the presence of obesity
particularly in the context of other unhealthy behaviours such as
inactivity, a poor diet and smoking.



Recognising and identifying frailty in
individuals

Recommendations

»  Older people should be assessed for the possible
presence of frailty during sll encounters with
health and social care professionals. Slow gait
speed, the PRISMA guestionnaire, the timed-
up-and-go rest are recommended as reasonable
assessments, The Edmonton Frail Scale is
recommended in elective surgical settings.

*  Provide traming in frailty recognition to all health
and social care staff who are likely to encounter
older people,

+ Do nor offer rourine populition sereening for

frailty,



Why do we need to identify frailty?

* The central problem with frailty is the potential for serious adverse
outcomes after a seemingly minor stressor event or change.

* It is important to remember however, that:

* Frailty varies in severity (individuals should not be labelled as being
frail or not frail but simply that they have frailty

* The frailty state for an individual is not static; it can be made better
and worse.

* Frailty is not an inevitable part of ageing; it is a long term condition in
the same sense that diabetes or Alzheimer’s disease is.



In what circumstances does it help to
understand that the patient has frailty

* Any interaction between an older person and a health or social care
professional should include an assessment which helps to identify if
the individual has frailty.



How can we recognise frailty in an individual?

(could also present in a crisis situation)

Table 1: Frailty syndromes

1. Falls (e.g. collapse, legs gave way, ‘found lving on
Hoor’).

2. Jmmobility (¢.g. sudden change in mobility, ‘gone
off legs''stuck inroilet’).

3. Delirium (e.g. acute confusion, '‘muddledness’,
sudden worsening of canfusion in someone with
previous dementia or known memory loss).

4. Incontinence (e.g. change in continence —

new onset or worsening of urine or faccal

incontinence),

Susceptibility ro side effects of medication

(e confusion with codeine, hypotension with

antidepressants),

.Ul



Recognising frailty in a more routine
situation

* PRISMA 7 Questionnaire - which is a seven item questionnaire to
identify disability that has been used in earlier frailty studies and is
also suitable for postal completion. A score of > 3 is considered to
identify frailty

Prisma 7 Questions
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Recognising frailty in a more routine
situation

* Walking speed (gait speed) - Gait speed is usually measured in m/s and has
been recorded over distances ranging from 2.4m to 6m in research studies.
In this study, gait speed was recorded over a 4m distance.

* Timed up and go test - The TUGT measures, in seconds, the time taken to
stand up from a standard chair, walk a distance of 3 metres, turn, walk back

to the chair and sit down.

* Self-Reported Health - which was assessed, in the study examined, with
the question ‘How would you rate your health on a scale of 0-10’. A cut-off
of < 6 was used to identify frailty.

* GP assessment - whereby a GP assessed participants as frail or not frail on
the basis of a clinical assessment.

* Multiple medications (polypharmacy) - where frailty is deemed present if
the person takes five or more medications.



Recognising frailty in a more routine
situation

* The Groningen Frailty Indicator questionnaire - which is a 15 item
frailty questionnaire that is suitable for postal completion. A score of
> 4 indicates the possible presence of moderate-severe frailty

* Slow walking speed (less than 0.8m/s or taking more than five secs to
walk 4m)

* PRISMA 7 questionnaire and the timed-up-and-go test (with a cut off
score of 10 secs) had very good sensitivity but only moderate
specificity for identifying frailty.

* This means that there are many fitter older people who will have a

positive test result (false positives). For example, only one in 3 older
people (over 75 years) with slow walking speed has frailty



Managing frailty in an individual

Recommendations

1. Curry our x comprehensive and holistic review of
medical, functional, psychological and social needs
based on comprehensive geriatric assessment
principles in partnership with older pcoplc who
have frailty and their carers,

2. Ensure that reversible medical conditions are
considered and addressed.

3. Consider referral to geriatric medicine where -
frailty is associated with significant complexity,
diagnostic uncertainty or challenging symptom
control Old age psvchmty should be considered
for those with frailty and complex co-existing
psychiatric problems including chullenging
behaviour in dementia:

4. Conduct personalised medication reviews for older
people with frailty, taking into account number
and type of medications, possibly using evidence

based eriteria (e, STOPP START criteria),

5. Use clinical judgement and personalised goals

when deciding how to apply disease based clinical
guidelines in the management of older people
with frailty:

6. Generate a personalised shared care and support
plan (CSP) which documents treatment goals;
management plans, and plans for urgent care

which have been determined in advance, It may
also be appropriitte for some older peaple to
include end of life care plans.

7. Establish systems to share the health record
information (mcludmg the CSP) of older people
with frailty between primary care, emergency
Services, sccondarv care and social services.

8. Ensure that there are robust systems in place to
track CSPs and the timetables for review:

9. Develop local protocols and pathwiys of care for
older people with frailty, taking into account the
common uewte presentations of falls, delirium
and sudden immobility. Ensure that the pathways
build in 4 timely response to urgent need.

10. Recognise that many older people with fratlty in
crisis will manage betrer in the home environment
but only with support systems which are suitable
to fulfil all their health and care needs



Comprehensive Geriatric Assessment (CGA)
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rockwood-frailty-scale .pdf (england.nhs.uk)

Rockwood Frailty Scale
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Assessment of Capacity

* The principles of the Adults with Incapacity (Scotland) 2000 and
Mental Capacity Act (England and Wales) 2005 are:

* Assume Capacity

* Help people to have capacity in all practical ways before deciding they
do not have capacity

* People are entitled to make unwise decisions

* Decisions for people without capacity should be in their best interest
and the least restrictive possible



The 4 point capacity test

e Can they understand the information given?
* Can they retain the information given?
e Can they balance, weigh up or use the information?

e Can the person communicate their decision?



Assessment and management in an urgent
situation

* Assess clinical condition — measure vital signs and consider if any red flags
are present which suggest the patient needs acute hospital care - such as
hypoxia, significant tachycardia or hypotension (if possible compare readings with
what is usual for the patient — these should be recorded in the care and support

plan).

* Assess current function-can they get out of bed, can they walk, have they

been able to use the toilet? Is there any evidence of a frailty syndrome — falls,
immobility, new onset incontinence?

* Are they confused - is this usual (may need help from carers to assess this) or
worse than usual? The patient may have delirium even if they have a prior
dementia. This would also signal frailty



Conclusion

 Many older people live with frailty and its prevalence increases with
age.

* Frailty means that an individual is at greater risk of an adverse
outcome after a minor change in their circumstances or health and it
is important therefore that health and social care staff recognise it.

* Once recognised, the best management strategy for frailty is
comprehensive geriatric assessment.

* Each individual living with frailty should have their own care and
support plan which should be made available to other health and
social care professionals with whom the individual interacts.
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Measuring quality of life

Is quality of life determined by expectations or experience?
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an Gap

Expectations

Suffering
Healing

eality

Instead of modifying REALITY
Try to modify EXPECTATION


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1120338/pdf/1240.pdf

Development and validation of an electronic frailty index
using routine primary care electronic health record data

Andrew Clegg, Chris Bates, John Young, Ronan Ryan, Linda Nichols, Elizabeth Ann Teale, Mohammed A. Mohammed, John Parry, Tom Marshall

People living with severe frailty comprise around 3% of the population aged 65 and older in England.
For moderate frailty it is 12% of those aged 65 and older and 35% for mild frailty
(ref: Validation of the electronic Frailty Index).

These individuals are frequent users of services across health and social care and are particularly vulnerable to adverse
outcomes, in particular health outcomes such as unplanned admissions to hospital, care home admission, acquisition of new
disability or death. However there is evidence that for some of this group, these adverse outcomes could be avoided through
proactive case finding, timely comprehensive assessment, care planning and targeted proactive use of services outside of
hospital (Mytton et al, 2012).

Conclusions: the eFI uses routine data to identify older people with mild, moderate and severe frailty, with
robust predictive validity for outcomes of mortality, hospitalisation and nursing home admission. Routine
implementation of the eFI could enable delivery of evidence-based interventions to improve outcomes for this
vulnerable group.

https://doi.org/10.1093/ageing/afw039



https://doi.org/10.1093/ageing/afw039

Practices who have access to the eFl in the electronic patient
records system should use this to stratify their population aged 65
o " and over by degree of frailty into those who are fit (not frail) and
roniecnmerd M those who are living with mild, moderate or severe frailty.

practice In supporting

For those patients in the moderate and severe groups, a clinician from the primary care team should verify the frailty
diagnosis by direct assessment using the Clinical Frailty Scale (CFS) or similar validated tool.

For patients who are living with mild frailty this equates to a CFS score of 4 to 5.
For patients who are living with moderate frailty this equates to a CFS score of 6.
For patients who are living with severe frailty this equates to a CFS score of 7 or above.

Patients living with moderate and severe frailty should have their frailty diagnosis coded in their electronic health record
system. Individual practices may choose to do this verification systematically or opportunistically, for example by using the
CFS at every consultation for patients aged 65 years and over for whom the eFl has identified moderate or severe frailty.

toolkit-general-practice-frailty-1.pdf (england.nhs.uk)



https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf

Integrated healthcare IT for better care (kingsfund.org.uk)

Age urd Apelng 20160z |8
dov: 10.109 3 agerg/sfn039

Development and validation of an electronic
frailty index using routine primary care

electronic health record data

s st~ Lo o
& v n (NS |
Viaagrem tm UNVERMTY OF LIADS England

Healthy Ageing Collaborative:
Electronic Frailty Index

S:Lrnh_ﬂf Bihs_lz

Or Jahn Paryy

or Chiis Dates



https://www.kingsfund.org.uk/sites/default/files/media/Healthy-Ageing-Collaborative-Electronic-Frailty-Index_2.pdf
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Prognostic Indicator Guidance October 2011 .pdf
(goldstandardsframework.org.uk)

The Trajectories...

Three triggers that suggest that patients are nearing the end of life are:

1. The Surprise Question: "Would you be surprised if this patient were to die in the next few months, weeks, days'?
2  General indicators of decline - deterioration, increasing need or choice for no further active care.
3.  Specific clinical indicators related to certain conditions.
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https://goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf
https://goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

The SPICT Tool...

SPICT-4ALL™

— SPICT

@ Supportive and Palliative Care
X Indicators Tool (SPICT-4ALL™)
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https://www.spict.org.uk/spict-4all/#:~:text=The%20SPICT%20is%20a%20simple%20tool%20designed%20to,care,%20including%20thinking%20ahead%20and%20planning%20future%20care.

Thekang's Fund}

Key facts and figures about

the NH5

What's the cost of an ambulance trip to A&E?

In 2019/20, the average cost of a patient
being taken to A&E by ambulance was £292,
Ambulance call-outs that didn't result in a
trip to A&E cost an average of £206.

What's the cost of going to A&E?

The cost of an individual going to ASE
depends on the type of A&E an individual
attends - from a major, consultant-led
department in a hospital to an urgent care
centre or walk-in clinic - and the type of
treatment they receive. For someone who
attends an urgent care centre and receives
the lowest level of investigation and treatment the average costin
2021/22 s £77. For an individual at a major A&E department who
receives more complex investigation and treatment the costs start

at £359.




The Framework for Enhanced
Health in Care Homes

Version 2

thm T - P oV E— T Y e—

L kT T T

i

B ]

- TEEHWE

LI |

e e

i
i
!
:
|
I

Care element four:
High quality palliative and end-of life, mental
health, and dementia care

Individuals who are approaching the end of their life often
experience profound physical and emotional changes.
Palliative care and end-of-life care is therefore seen as a
priority for every care home, and this should address the
needs not only of the individual themselves but also of
their family, their carers, and their community.

the-framework-for-enhanced-health-in-care-homes-v2-0.pdf (england.nhs.uk)



https://www.england.nhs.uk/wp-content/uploads/2020/03/the-framework-for-enhanced-health-in-care-homes-v2-0.pdf

Quality Outcomes Framework

* Additional Roles Reimbursement Scheme
* Quality and Outcomes Framework

* Investment and Impact Fund

* Delivering PCN specifications

Quality and Outcomes Framework guidance for 2022/23 (england.nhs.uk)
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https://www.england.nhs.uk/wp-content/uploads/2022/03/B133-update-on-quality-outcomes-framework-changes-for-22-23-guidance.pdf

-~ U British Geriatrics Society
Royal College of F’F; Improving healthcare

1P General Practitioners ﬁ for older people

The prevalence of multimorbidity is on the rise, with
44% of people over 75 now living with more than one

long-term condition. Integrated care for older
people with frailty

Around 10% of people over 65 will also be living with Innovative approaches
frailty, a distinctive health state related to the ageing in practice

process in which multiple body systems gradually lose

their in-built reserves, putting them at greater risk of ﬁ ‘
adverse outcomes after apparently minor events.

RCGP-Integrated-care-for-older-people-with-frailty-2016.pdf
(bgs.org.uk)



https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-10-09/RCGP-Integrated-care-for-older-people-with-frailty-2016.pdf
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-10-09/RCGP-Integrated-care-for-older-people-with-frailty-2016.pdf

Multimorbidity: clinical assessment and management (nice.org.uk)

Primary care and community care settings

144 When assessing fraifty in primary and community: care satbings, conssder
Using ¥ af the following:

» .an mformal assessment af gait speed (for example, time taken b gnswer the
door, time taken to walk from the waitmg reom)

B NI I AT vigh i e ved, Muboct 10 Metios af §sgerte (im0 wvwsl  sCocorgaid inrmo-eid . Pege ol
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« sell-reported health status (thal is, oW would You rate your health siatus on a
scale hrom O ta W0, with scares of & of kess incicating fraifty)

+ . a formal assassment of gait speed, with more than 5 seconds 1o walk 4 metres
Indicatiog frailly

o ihe PRISMA=T questionnaire, with scores of 3 and abowve indicating frailly.

PRISMA-7 Questionnaire : Frailty Toolkit

PRISMA-7 Questionnaire

Are you older than 85 years?
Are you male?

In general do you have any health problems that require you to limit your
activities?

Da you need someone to help you on a regular basis?

In general do you have any health probiems that require you to stay at
home?

In case of need can you count on someone close Lo you?

Do you regularly use a stick, walker or wheelchair to get about?



https://www.nice.org.uk/guidance/ng56/resources/multimorbidity-clinical-assessment-and-management-pdf-1837516654789
https://www.frailtytoolkit.org/prisma7/

Top Tips ...Frailty and P&EOLC in General Practice

* |dentification and Stratification- Population Health Management
* Personalisation through duality of CGA and ACP

e Patient & Community Empowerment and Social Prescribing
 Data of Clinical Significance/Sentinel Events

* Hospital Admissions and Length of Stay

* Acute Response Team SPOA UCR VW Social Care

* Holistic Whole Systems Joined Up Health and Care 24/7



.Distinction between errors of m
ignorance (mistakes we make because

_ CHECKLIST don’t know enough)

And

...errors of ineptitude (mistakes we

made because we don’t make proper

use of what we know)

Thank You

NHS England and NHS Improvement

1 )
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