What is Frailty?

National Background and Local Pathways
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Learning Outcomes

At the end of the session you will be able to :-
Know where to go to look at key national resources on frailty.
Define frailty.
Screen for frailty.
Understand common frailty presentations.

Understand the key components for effective management of frail older
people.

Understand CGA and articulate its key elements.

Understand the local work that is going on around frailty.

Define where you can contribute to it.



POLICY AND BACKGROUND
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Policy and Guidance

NHS England published Safe, Compassionate Care for Frail Older People Using An Integrated
Care Pathway that provided practical guidance on a best practice service (2014).
https://www.england.nhs.uk/wp-content/uploads/2014/02/safe-comp-care.pdf

David Oliver, Catherine Foot and Richard Humphries describe how to “make our health and
care systems fit for an aging population” (2014) providing good practice examples which
have been reviewed inform the pathway design. https://www.england.nhs.uk/wp-
content/uploads/2014/02/safe-comp-care.pdf

Fit For Frailty (BGS) part one clinicians:-
http://www.bgs.org.uk/campaigns/fff/fff_full.pdf

Fit for Frailty (BGS) Part two (commissioners)
http://www.bgs.org.uk/campaigns/fff/fff2_full.pdf

Quality Care for Older People with Urgent and Emergency Care Needs.

http://www.bgs.org.uk/campaigns/silverb/silver book complete.pdf
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https://www.england.nhs.uk/wp-content/uploads/2014/02/safe-comp-care.pdf
https://www.england.nhs.uk/wp-content/uploads/2014/02/safe-comp-care.pdf
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http://www.bgs.org.uk/campaigns/fff/fff2_full.pdf
http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf

Exercise One

What is frailty?




What is Frailty?

ITIS:- IT ISN'T:-

Distinctive health state related

. Living with one or more
to the ageing process

long term conditions
(although there may be
overlap)

A state where multiple body
systems lose their reserves

The cause of disability in some
and the consequence in others

Something that puts them at
increased risk of
hospitalisation, greater
dependency on care/24hrs care

and death




What is Frailty?

A state of impaired homeostasis leading to increased vulnerability to minor
stressor events.

Frailty is a distinctive health state related to the ageing process in which multiple
body systems gradually lose their in-built reserves. Around 10% ofpeople 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.
The purpose of this guidance is to advise about action which can be taken to
prevent these adverse outcomes and help people live as well as possible with
frailty. BGS Fit for Frailty (2014).

Adverse outcomes include reduced mobility, loss of independence or death.
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Frailty Prevalence

English Longitudinal Study of Ageing using Fried criteria found
a prevalence of frailty in 14% of people in a population of
5450 who were over 60.

6.5 % in 60 —69; 65% in over 90s.
Women — 16%. Men 12%.

93% of frail individuals had mobility problems whereas only
58% if non-frail individuals did.

64% of frail people had IADL problems vs 31% of non-frail .




How does it fit with multimorbidity?

I I Multimorbidity

Disability

From CHS Fried et al 2001




Trajectory of Frailty

Minor illness (eg, urinary tract infection)

:

Independent |/

!

Functional abilities

Dependent

l

Figure1: Vulnerability of frail elderly people to a sudden change in health
status after a minor illness

From Clegg et al — Lancet 2013




Why identify and manage
frailty?

Improve patients outcomes
Avoid unnecessary harm
Prepare for and manage the impact minor stressors might have

Manage demand

Helps frame discussions around prognosis for certain groups. For patients
with cardiovascular disease identifying frailty helps tailor decision making,
prompts optimisation of co-morbidities and frames discussion around
prognosis and goals of care.




Why identify and manage
frailty?

Every 10 days in hospital leads to the equivalent 10 years
ageing in the muscle of people over 80.
lifestorynetwork.org.uk accessed 05/05/2016, Morten (1993)

Impact of bed rest in Older People in first 24 hrs loss of 2-5%
muscle power.

In the first 7 days of admission loss of 5-10% muscle power.

48% of people over 85 in a hospital bed (acute or community)

die within 1 year of admission.




Myths and Legends

Frailty varies in severity so people are not
‘frail’. They ‘have frailty’.

Frailty can be made better or worse.
It is a long term condition

Is not an inevitable part of ageing




Fried / Phenotype Model

Unexplained weight loss > or = 10% of body weight or current BMI <18.5

Exhaustion (measured with answers to Centre for Epidemiologic Studies
Depression Scale).

Reduced walking speed (over 8 feet, tested twice — bottom 20% of
distribution)

Reduced muscle power — grip strength in bottom 20% of age and sex
normative scores

Reduced exercise tolerance / low energy expenditure. (bottom 20% of sex
specific distribution)
3 or more indicates frailty, 1 or 2 are taken to indicate pre-frail.

To measure this properly requires standardised measurement techni
for each indicator



Rockwood / Cumulative Deficit
Model

An accumulation of deficits occurring with ageing combine to
increase the frailty index.

To be included health deficits are acquired, age-associated
and associate with an adverse outcome

The Clinical Frailty Scale (to be use AFTER CGA) has been
tested and correlates well with this.

Broader approach taking in cognitive, psychological and social

factors meaning potential causes are more holistic .




Rockwood Frailty Score
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Screening for Frailty




Exercise Two

There are 5 Common Frailty presentations ie
that, if you encounter one, should raise
suspicion of frailty.

What are they?




Frailty warning signs/syndromes
What might alert you to Frailty?

Falls
Sudden change in mobility

Delirium (acute confusion or suddenly
worsening confusion)

Sudden change in continence
Side effects of medication
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Recommendation — Screening
for Frailty

Use PRISMA 7 and TUAG

Prevents issues with specificity arising from

both.

Simple and quick to do.



Prisma 7/

7 item questionnaire there a score of > 3
identified frailty

Link to the SHFT template
Sensitivity = 0.83; specificity 0.83



PRISMA 7 SHFT TEMPLATE.doc

Prisma 7/

Prisma 7 Questions

1] Are you more than 85 years?

2] Male?

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

4] Do you need someone to help you on a
regular basis?

5] In general do you have any health problems
that require you to stay at home?

6] In case of need can you count on someone
close to you?

7] Do you regularly use a stick, walker or

wheelchair to get about?



Objective Measures

Timed up and go — taking more than 10
seconds indicate frailty.

TUGT — 0.93 sensitivity, 0.62 specificity.

Gait speed — speeds of less than 0.8m/s or
taking more than 5 seconds to walk 4 metres

Gait speed — Sensitivity — 0.99, specificity —

0.64.




Other tests

Clinical Frailty Scale (measures severity of frailty, useful as an
outcome measure but not after acute illness)

Electronic frailty index

Groningen Frailty Indicator — score > 4 indicates moderate to
severe frailty

Edmonton frail scale — useful in elective surgery



Clinical-Frailty-Scale.jpg
GFI.pdf

Electronic Frailty Index

Andy Clegg and John Young, from the Academic Unit of Elderly Care &
Rehabilitation, University of Leeds. Developed and validated an electronic
frailty index (eFl) that uses existing electronic health record data to
identify and severity grade frailty.

The eFl has been developed and validated using data from around
500,000 patients in ResearchOne. The eFl is now available to GPs in
SystmOne and will be available in other health record systems in 2016.

The eFl has been developed using the cumulative deficit model of frailty.

The eFl consists of 36 deficits which have been constructed using around
2,000 primary care clinical codes (Read codes). The eFl calculates a frailty
score by dividing the number of deficits present by the total possible. For
example, if a patient has 9 out of 36 deficits, the eFl score is 0.25. The
score is a robust predictor of those who are at greater risk of adve
outcomes (e.g. care home admission and mortality).




Electronic Frailty Index-How will it help?

The eFl will help improve care for older people with frailty by:

1) Directing better primary care pathways for older people by considering
individual frailty rather than chronological age

2) Identifying the top 2% most vulnerable patients for targeted care
planning to reduce unplanned hospitalisations

3) Structuring integrated care around frailty, to ensure that those who may
benefit most are identified for integrated services

4) Enabling targeted medication reviews for older people with frailty using
evidence-based checklists (e.g. STOPP/START criteria)

5) Identifying the presence of frailty to guide more appropriate, shared
decision making in secondary care, for example in cancer services for older
people

6) Identifying those with advanced frailty who may be entering.t

phase of life for advance care planning discussioy
e _



Patterns of Care

Challenges for community services and primary care

Supporting Self care, informal care and communities

Supporting Choices and priorities

Cognition, capacity and best interests(for the whole not the disease)
Recognising End of Life — “The Surprise Question’ and planning for it
Supporting Carers

Challenges for specialists
— Availability at all times and places
— Planning and escalation
— Avoiding silos and parallel service streams
— Communication direct and technological
— Education of teams and patients
— Recognition that the whole may be more important than the components.

e.g Hb level, blood sugar.
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MANAGING FRAILTY —

Comprehensive Geriatric
Assessment (CGA)

A CGA is a multi-dimensional interdisciplinary diagnostic
process focused on determining a persons medical,
psychological, social, environmental and functional capability
to aid planning of treatment and long term care needs.
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Comprehensive Geriatric
Assessment Standards

Local Guidance

Local Primary Care Tool
SHFT Frailty Decision Making Pathway



Frailty Comprehensive Geriatric Assessment Minimum Dataset 2.docx
Frailty Assessment - Primary Care.doc
Frailty Pathway Community Settings - more detail.pub

Elements of comprehensive

geriatric assessment

Medical assessment
Problem list
Co-morbid conditions and disease severity
Medication review
Nutritional status
Assessment of functioning
Basic activities of daily living
Instrumental activities of daily living
Activity/exercise status

Gait and balance /

Hampshire Hospitals [\Y/Z53 Southern Health [\'/s&4~~

NHS Foundation Trust NH5 Foundation Tru.sf. - /



Elements of comprehensive
geriatric assessment - cont

Psychological assessment
Mental status (cognitive) testing
Mood/depression testing
Social assessment
Informal support needs and assets
Environmental assessment
Care resource eligibility/financial assessment n
Home safety

Transportation and telehealth
(Adapted from Ellis et al 2011)
NH5 Foundation Trust

NHS Foundation Trust



Medication Review

STOPP/START guidance
Antimuscarinics in cognitive impairment
(oxybutinin/toleteridine; ipratropium; mebeverine)

Sedatives, hypnotics and long acting benzodiazepines
increase falls risk
Opiate based analgesia — confusion and delirium

With poor kidney function — stop the DAMN drugs:-
o D - diuretics
o A—ARBs (ACEi)

o M - Metformin

o N — NSAIDs /




STO PIT rEView Chelsea and Westminster Hospital m

NHS Foundation Trust

Screening tool for older people’s inappropriate treatment 2015: Outpatients
MEDICATION FOR REVIEW: Potentially Inappropriate Prescriptions

Completed by . Hospital Number . Age ! Patient uses a My Medication Passport O
: , ! Requested or given MMP this time O
' ! See notes overleaf for details of “MRP’s

Date last review | Consultant: Number of current medicines: [ ] | nclude all regular prescription medicines, eye
H H ! drops, “prn”s except tapicals, OTC items except
! _Reliable DHx?[ 1 : O Polypharmacy (6ormore) :_herbal, topical or food supplements/vitamins

O Anticholinergics eg Tolterodine | Deprescibed [ ] Held [.___] Changed [..
O Drugs with ACB s/e (see ACB listy | Depresaibed [..] Held [._] Changed [ ...
O ACE Inhibitors, ARBs, CCBs 1 Held [....] Changed [

R _ O Alpha blockers eg Tamsulosin \ Deprescaibed [._..] Held [__] Changed [_.

Is the patient currently prescribed any ~ .

of th medicines ? O vasodilators in HF eg ISMN . JHeld [__] Changed [_______

These medicines are commonly hazardous in . O Centrally acting antihypertensives

the elderly and may contribute ta harm if

inappropriately prescribed.

Please tick all that apply

i O Antidepressants —Tricyclic
O Antidepressants —SSRis
i O Anticoagulant

(if no recent INR also tick{)
O Antiplatelets
(if Aspi rin >160mg also tick O)

QO Diuretics Thiazide

C Diuretics Loop

. O Phenothiazine eg Promazine
/Butyrophenones eg Haloperidol

O Antipsychotics 2 generation eg

Olanzepine, Quetiapine

O Opioids eg Buprenorphine,

Tramadol, Morphine

. O Proton-pump Inhibitor >8weeks | Deprescaibed [.....] Held [.....] Changed [........_......]
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, | __ornoindicationgiven | Tick hereif PPl is for gastroprotectionO
PROBLEIMS POTENTIALLY ATTIBUTABLE TO MEDICATION
‘O Falls i considerreview of all antichalinergics, | i These symptoms/problems are often medication-
i ACB, sedatives, hypnotics, antipsychatics, i related or the result of patentially inappropriate

vasadilators including ACEInh, ARBs, CCBs prescribing (PIP] in the elderly

O Bleeding Consider caurse lengths of anticoagulants, See notes overleaf for detils of “PIP's and “ACB’
interactions, concurrent aspirin with ather Following review, were changes made? Y/N/na
| antiplatelets/fanticoagulants, SSRis | NO: please give reasan *

¥ES: note direct onto Pharm Care Notes or note
here and update later[ ] il
REVIEW = INTERIM [ ] or COMPREHENSIVE[ ]
Interam {Acute }- action = HELDftemp change
el T Comprehensive — with patient - action = DEPRES—
Consider diuretics, antidepressants with ! CRIBED/pe nent change {for lation, d

hypclnatraern_ia, ACEInh a_ncl_ ARBs w_ith ! reduction oF incr . switch to m. appropriate)
hyperkalaemia, Metformin if paor kidney Deprescribing is the role of prescribers {inchuding NMP)
function and lactic acidosis Record (LW) action e.g -

*MRev: NO PIP IDd. NO change required
**MRev: CHANGES made and list [

bisphosphonates, NSAIDs ________________
Consider review of all antichalinergics and
psychoactive drugs, sedatives and

hypnotics

Caonsider all Opioids, Iran, Verapamil, ACB,
aluminium-caontaining Antacids

Number of PIPs identified L 1 Please note approx how long

Coded as Medicine Related problem?[____.]




ineric Burdernc
us&'mrlcs (dl) eg Oxybutinin, Tolterodne

mmusscanmncs: Hyosane, ne
s Paroxetine & all tricydics (e.g Amiinplylne)
s,15tmnelamn Gedating) eg

Chiorphenamne
= Clozapine & all phenothiazines (e.g Promazine)
g Tramadol, Morphine

STOPIT 2015 Potentially Inappropriate Prescribing in the elderly

NIHR CLAHRC
North West London

concomitant use of two or more drugs with antichdlinergic properties
(risk of increased antichdinergic toxicity: confusion, agitation, acute
glaucoma, urinary retention, constipation,

with delirium or dementia (risk of exacerbation of cognitive
impairment, increased confusion, agitation);

to treal exdra-pyramida side-effects of antipsychaticneurdieptic drugs;
with narmow-angle gaucoma (risk of acute exacerbation);

with chronic proslzllsrihlaldera:tﬂmvchshuchm(mm
urinary retention)

s eg BEnalapnl
ecepltor Blockers (ARBs) eg Losastan

with persistent postural ion or hyperkaaemia orwith
Aldosterone antagonists without regular K+ monitoring (6 monthly)

s eg Alfurosin, Doxasosing, Tammsudosin

with symptomnatic postural hypotension or micturition syncope

as 1stine in SVTs (higher nisk of sfe than dther antiaarhiythmic s)

ic/antimuscannics e g Hyoscine

(also many meds with afchdlinergic side-effects)- see ACB abowe

s, a@al includes vitamin K antagonists, neawer aral
(INOALCs) direct thromibin inhibstors (eg Dalbgalran)
nihvbitors {(eg Apxaban, Rivarcxaban) See also

with ather meds that increase bleeding riskfGl bleed (antiplatdets,
bisphosphonates, NSAIDs, SSRis/any linked with bleeding disorders);,
for > 6 months for first DvVT or > 12 m for first PE without continuing
prowoking risk factors (eg. thrombophilia) (no added beneahit)

NOACs: caution if poor kidney fundcn (Aaxoid Dabigatran if eGFR <30)

s (see also SSHls and Trcydics)

with hyponalraemia (Na+ < 130 mmolA)

s, 1st-generation e.g Chiomhenamine

Sedaling, see also ACEB:. safer, less toedc choioces widely available

zenits (e.g. Aspirin, Clopidogrel)

with oral anticoagulants in stable disease/AF (no added benehit);
Aspinn: long term >160mg#d or with Clopidogrel unless stert,
oconcurrent ACS, caratid arterial stenosis (no evidence for Tbenefit)

sinewroleplics (particuarly phenothiaFineseg.
e dso ACEB

other than QuetiapinefClozapine in PD or Lewy Body disease; as
hypnotics (risk of confusion, BPS); in dementia (risk of strolee)

nes (eg Diazepam) for = 4weeks (no indication for longer treaiment) withdraw gradudally
with respiratory fallure (risk of exacerbation),
(Z-Drugs t00: may cause protracted davtime sedation, atada)

{feg Atenolol) in combination with Vverapami or Ditiazem (risk of heart block); with

frequent hypoglycaemia in diabetics (risk of masking)
with bradycardia (< 50fmin) or heart block (risk of asystale)

abes, oral (eg Alendionab=)y

with history of upper Gl & or bleed or PUD

for heart failure it nomal systdic ventricular funcin (no benefit)

P (eg Fuousermde, Buretamde), Thiazide (e g
iande)

Loops as 1=t line for hypertension (safer, more effective alternatives);
for ankle ocedema (if no evidence of HIF other indication)
Thiazides with current serum K* < 3.0 or Na* < 130 or hypercalcaemia

1 ather acetylchdinesterase inhibitors

with bradycardia, heart block or recurrent unexplained syncope

oral doses> demental ron 200 mg/day

(no further amount absorbed) Constipating

mnonitrake (and all other vasodilalors n HF)

with persistent postural hypotension (risk of syncope and falls)

il centrally-acting antihypertensives)

uriess dear intdlerance of 1 line @ess wdl tderated by elderly)

Jclofenac, lbuprofen)

if eGFR<80mML/min {risk of AKF); or for >3 months (safer alternatives)
with anticoagulants (risk of Gl bleed), antiplatelet, corticosteroid but
no PA cover (risk of PLUDY, with severe hypertension/HF- or if
concurent cardiovascular disease (risk of Ml and stroke)

inhibitors (PHIs) e g Omeprazole

for > &52 in uncomplicated PLLYoesophagitis at therapeutic dose
(NB: indicated for Aspirin oover if history of PUCH

onin Re-upialece Inhibitors (SSHs)e g
meetine. See also anbidepressants

with current or recent significant hyponairaemia or bleeding disorder
with gauscoma, prolonged QT interva (Citalopram, Escitalopram)
coanfusion, exira-pyramidal effeds (Paroxelineg, see dso ACB)

epressants (eg Amitriptyline) See also ACB

with curmrent or recent significant hyponatraemia, dementia, namow
angle gaucoma, cardiac condudtion abnormdlities

ugs includng Hydiralazine, Nitrates

with persistent postural hypotension {risk of syncope and falls)

with NvHA Oass NIAVY heart fadure ar with chronic constipation

/ .




CARE PLANNING
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