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“GPs felt they lacked knowledge about frailty and more education
was required to better understand it.”
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Frailty and complex care in NCL

* Introduction

* What is frailty?

* How to manage frailty in primary care
 Local integrated care teams

« UCP for London

* GP contract — QOF and enhanced service
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Hunt demands NHS hits target for A&E
care

By Nick Triggle
Health correspondent
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Jeremy Hunt has told NHS hospitals they must get back to meeting the target
for seeing patients swiftly in A&E.
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Iris Sibley spent six months in hospital waiting for a place in a care home

It is December in the Bristol Royal Infirmary and in a room tucked away on a
top floor is 89-year-old Iris Sibley. She has been living here for more than six
months.

Keeping her company are her devoted husband and son - Arthur, who is 90, and
John.

"Mum has got dementia and other problems and she now needs 24/7 nursing
care," says John.

"At the moment she is being funded by the NHS. But it's just a system where you're
going from one organisation to another and nobody seems to be co-ordinating."




"At the moment she is being funded by the NHS. But it's just a system
where you're going from one organisation to another and nobody seems to
be co-ordinating."




What is frailty - question

 What is frailty?

1.An inevitable consequence of ageing
2.A state due to multiple long term conditions
3.A condition in which the person becomes fragile

4.A state associated with low energy, slow walking
speed, poor strength

5.A condition for which nothing can be done



Answer 4 low energy, slow walking
speed, reduced strength

* The others are untrue-
* not inevitable,

 associated with multiple LTC, but can occur in
the absence of these

e amenable to treatment

* unlike “fragility” frailty is a specific syndrome
with characteristic features, and a rapidly
expanding research base



Vulnerability of frail elderly people to a sudden
change in health status after a minor illness

Minor illness (eg, urinary tract infection)
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Lancet 2013; 381: 752-62



The frailty cycle

musculoskeletal changes
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How do | assess for frailty in primary care?



Rockwood frailty score
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Clinical Frailty Scale*

1 Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category 1. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable — While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail = These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail — Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could
not recover even from a minor illness.

9 Terminally Ill - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Commeon symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.
* 1. Canadian Study on Health & Aging, Revised 2008.

2. K. Rockwood et al_A global clinical measure of fitness and
frailty in elderly people. CMAJ 2005;173:489-495,



Deficits used for the eFl

Activity limitation Memory and cognitive problems

Anaemia and haematinic deficiency Mobility and transfer problems
Arthritis Osteoporosis

Atrial fibrillation Parkinsonism and tremor
Cerebrovascular disease Peptic ulcer

Chronic kidney disease Peripheral vascular disease
Diabetes Polypharmacy

Dizziness Requirement for care
Dyspnoea Respiratory disease

Falls Skin ulcer

Foot problems

Fragility fracture
Hearing impairment
Heart failure

Heart valve disease
Housebound
Hypertension
Hypotension/syncope
Ischaemic heart disease

Sleep disturbance
Social vulnerability
Thyroid disease

Urinary incontinence
Urinary system disease
Visual impairment
Weight loss and anorexia



Which interventions benefit our frail patients?



Which interventions benefit our frail patients?

Complex interventions based upon
comprehensive geriatric assessment can
iIncrease likelihood of continuing to live at
home

Beswick et al. Lancet2008; 371: 725-35

Exercise can improve outcomes

Forster A et al. Cochrane Database Syst Rev 2009; 1: CD004294



Further recommendations to treat frailty

Physical frailty can potentially be prevented or treated
with specific modalities, such as exercise, protein-
calorie supplementation, vitamin D, and
reduction of polypharmacy.

Morley J, et al., JAm Med Dir
Assoc 2013;14: 392-7

The FINGER study (Lancet 2015; 385: 2255-2263)
showed multilevel intervention (diet, exercise,
cognitive training, vascular risk monitoring)

improved cognitive frailty compared with general
health advice



A systematic review

“A combination of muscle strength training and protein
supplementation was the most effective intervention to delay or
reverse frailty and the easiest to implement in primary care.”

Delaying and reversing frailty: a systematic review of primary care

interventions
John Travers, Roman Romero-Ortuno, Jade Bailey and Marie-Therese Cooney

BrJ Gen Pract 2019; 69 (678): e61-e69



Comprehensive geriatric assessment & care
planning
Multi-level evaluation: Functional status
Cognition
Psychological status
Social support
Nutritional status
Co-morbidity
Medication review

Evidence-based process to detect and grade frailty
but resource-intensive



Pragmatic prescribing to reduce harm for older

people with moderate to severe frailty

<
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British Geriatrics Society
Improving healthcare
forolder people

Common
conditions

Hypertension

Type 2 Diabetes

Cholesterol

Heart failure with
reduced ejection
fraction

Osteoporosis

Cognitive
impairment

Key aims

Potential harm
from medicines

tures
Electrolyte imbalance
Acute kidney injury

Hypoglycaemia, keading to
cognitive decline/falls
Myalgia

Sarcopenia
Functional decline

Hypotension
Volume depletion
Falls

Therapeutic burden

Accelerated
cognitive decline

Moderate frailty (CFS 6)

Individual needs help with some aspects of personal care leg.

washing or dressingl, may struggle on stairs, may no longer
#o out alone

Use shared decision-making to establish patient
goals.

More lenient therapeutic targets may better
balance medication harms and benefits.

Adjustment

Mare lenient target
140-160 mmHg.
Measure BF when sitting and one minute after standing
use lower value for therapeutic decisions.”

average systolic BP in range

HibAle target 60 to 75 mmaol/mal

Frimary prevention: deprescribing adwvised.
Secondary preventicn: MNT likely to exceed 100/year to
prevent one cardiovascular event = discuss stapping.*

Limiting prescribing to fewer than the “four pillars’ may be
a better balance of risks and benefits.

ARMNIACE Hypotension, hyperkalaesmia.

Beta-blocker Orthostatic hypotension

MRA Dehydration, hyperkalasmia.

SGLT2i Defrydration, urinary tract infection,
thrush

If an bisphosphonate >3 years, then litthe evidence of

benefit of continuation for next 3 Years = QIsCuss Ltl'_'::l[."l'lf_!

Minimise exposure to anticholinergic medicines.
Evaluate ongoing risk/benefit of any antipsychatic or
sedative medications, favouring deprescribing if possible.

Severe frailty (CFS 7-9)

Individual needs help will all personal care or
receiving palliative care

Al o,

Symptom control.

Adjustment

Mo BP target = harms likely to exceed benefits.

Deprescribing advised.

Awoid symptomatic hyper/hypoghycaemia.

Simplify prescription.

Harms likely to exceed benefits.
Deprescnibing advised.

Continue loop diretics for flud overload only.

Treatment unlikely to be beneficial if immobile
or in last year of life.

Continue anti-dementia drugs if ongoing
symptomatic benefit.

General guidance

Lise shared decision making (MICE NG197)
Ensure clear communication with patient {or
representative): the aim is that each patient
15 taking only medicines that have real value
for them and avoiding medication-related
harm. Decisions can be supported by NMNT
data® But very few people with moderate or
severe frailty have been included in clinical
trials of medicines. Reduced life expectancy
will attenuate prognostic benefits seen in less
frail people.

Benefits

Medicines taken for prognostic reasons should
be re-evaluated and deprescribing offered.
Risks

Polypharmacy increases the risk of drug
adverse effects and therapeutic burden.
Frailty increases the risk of adverse

drug effects e.g. via weight loss or renal
imgpairment.

Alternatives

Harms may exceed benefits for medicines.
Anticholinergic/antipsychotic/sedative
medicines are very likely to cause adverse
effects. Symptomatic hypa/hyperglycaemia and
fluid overload/dehydration should be avoided.
Deprescribing should be offered for medicines
that are not providing on-going symptomatic
benefit.

‘What if | do nothing?
Mot addressing problematic polypharmacy
exposes patients to avoidable harm.

Evaluate adherence (MICE CGT76). Follow
guidance for multimorbidity (MICE MG56) and
medicines optimisation (NICE NG5).



STOPP START - reduction in polypharmacy

STOPP: Screening Tool of Older People’s Potentially Inappropriate Prescriptions
The following drug prescriptions are potentially inappropriate in persons aged | 65 years of age

Drug name or class (+ examples)
Cardiovascular

+ Condition

= Risk / reason

Digoxin >125ug/day Low GFR Toxicity

Diuretic (monotherapy) Hypertension Safer, more effective alternatives
Thiazides (bendroflumethiazide) Gout Exacerbation of gout
Non-cardioselective Beta-blocker Wheeze (COPD/asthma) Bronchospasm

(propranolol, carvedilol, sotalol etc)

Beta blocker + verapamil Any Heart block

Diltiazem or verapamil Heart failure Exacerbation of heart failure

Calcium channel blockers

Chronic constipation

Exacerbation of constipation

Aspirin + Warfarin Without gastro-protection Gastrointestinal bleeding
Dipyridamole (monotherapy) Stroke No evidence for efficacy
Aspirin Peptic ulcer Bleeding
>150mg/day Bleeding, no evidence for increased efficacy

Without arterial occlusive
disease

Not indicated

Dizziness, without stroke as Not indicated
cause
Warfarin >6 months 1* deep vein thrombosis No proven benefit
Warfarin >12 months 1* pulmonary embolus No proven benefit
Aspirin, clopidogrel, dipyridamole or Any bleeding disorder Bleeding

warfarin




Urgent Care Plan for London —

sharing your care plan
77" Universal Care Plan Quick Reference Guide

How to create/update a care plan

Find the WGP
Lo coabe - g on to ocsl EPR sysiam and find patlent's Usivarsal Cane Flas

Wish pesirial - gvirch Por pathent, if not boumd, click “add maw citizen’ & demographic

dirtalls willl import from KBS Parsonal Demogruphic Serdes (POS).
Optionad - mark e ‘o patient” fo add fo personel workdlst list or click "Add to mvy
orgunisation i 8o add bo orgenisational werklist

Access (or start] a care plan

First thma, ‘start plan’ and agres io cliskcal responalbility and dasa sharing sccording io
your local guldelings asd GDPR regelations bor direct cans.

Updale ane or mone sect]
Upclaite clata flalds In one or meone sectiondg (e sectiond).
Suctions can ke updaied and ssboritied indhddeally.

Submit for other users b wiew
You cam submit secilons based on your rele (see lgend - bop right comar).
Subsmifting & section makes i e for other users to guide ireatmaent gl of the polnf of
.

Closing a plan
A& care plam can ba witherwn for o nembar of reasons s the “settings” sectize.
MHS-POS automatically spdates date of death & changes status io ‘deceased’ & closes the
plan.

Information about the UCP

Heoner to the How to use the
Universal Cara Plan Universal Care Plan

Persanalised care planning
with tha
Universal Care Plan

writh the
Liniversal Care Flan

Conversation Prompts

Prepare Conduct & Comiuill
» Share bsafiets and informalion with patient Do porgssts bl banedits of UCP.
pior it comsersadion. w Lo i e bl o vty it Pt el M

= Identify which sectiors and fislds of care plan. = :-wmmth-ﬂ

o] inqpaat.
= Rufresh Undersianding of requiremants * Commult sith stber divical profansicnaly delhesring care 5 sthn.
—d-rﬂd:d'h‘l.ﬁ- "M u e o sl conated i et i, ol o f b
ainlesia.

Visk ga.sasiondan.anlag for finks &2 relevart guikiance, and find meve prompts on p.19 of PRSE Bscianalteed cars and
SUSTE i - defoied ingiemenigdan Juidanos




Decide to create or update
Pasient, carer, cliniclan or noe-clinical staft.

Find the UCP
laseutaxl - log on 1o local EPR system and find patient’s Universal Care Plan.
Web portal access - search for patient, If not found, click ‘add mew diizen’ & demographic

detalls will import from NHS Personal Demographic Service (POS).
Optional ~ mark a3 ‘my patient’ 10 add 10 personal workdist list or click ‘Add 1o my
organisation st 1o add to organisasional workdist.

Access (or start) a care plan
First time, ‘start plan’ and agree 10 clinical responsibility and data sharing according to
your local guidelines and GOPR regulations for direct cane.

Update one or more sect
Update data flelds In one or more sections (see sectiona).
Sections can be updated and submitted individaally.

Submit for other users to view
You can submit sections based on your role (see legend - top right comer).
Submitting a section makes it ‘Ive’ for other users 1o guide treatment ghven at the point of
care.

¥ Closing a plan .
’ A care plan can be withdravn for a sumber of reasons in the “settings” section. 0l
POS automatically updates date of death & changes status 10 ‘deceased’ & closes the

” pian. ]
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Services involved with caring for complex
patients in NCL

Complex care nurse & district nurses
Community rehabilitation eg physio and OT

Urgent Community Response team including discharge to
assess, Hospital @ Home

Mental health team

Community palliative care team

Care workers and adult social care (“social worker”)
Age UK Camden

Care navigators

Practices including PAs, nurses and GPs



Camden LCS - patient identification
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Conclusions

Frailty is increasingly common and has a different approach
to managing single organ problems

Care planning and care co-ordination are key to success of
integrated care and managing patients with frailty

Interventions that help include strength and balance
exercises; improved nutrition; vitamin D; and reduction in
polypharmacy

Different boroughs have different services- check local
services
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