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Frailty concept &

External stressor (e.g. minor illness or injury)

Managlng Response to stressor @
Well

Manifestations of frailty
Delirium (dementia)

Falls & fractures
Immobility & pressure sores
Incontinence & dipstick +ve ‘UTI’
latrogenesis

Mild Response to stressor

Frailty

Function
Homeostatic mechanism



Causal pathways




Clinical Frailty Scale/Frailty Index

Rockwood K, et al. A global clinical measure of fitness and frailty in elderly people. CMAJ Canadian Medical Association Journal. 2005;173(5):489-
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Kaplan-Meier survival estimates
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Characteristics of Complex Systems
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Comprehensive Geriatric Assessment

Q.

| % GA allows a care
process to determine the \
medical, psychological, and Social plan to be generated

that can modify
trajectories

“A multidimensional,
interdisciplinary diagnostic

functional capabilities of a frail
older person in order to develop

a coordinated and integrated

-

plan for treatment and long-term

Psychological/
cognitive

follow-up.”
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Specific issues related to COVID

Reduced access to care & support — social distancing/shielding

Immunoparesis — frailty, comorbidities, polypharmacy

Non-specific presentations
« Older people are less likely to present with cough, fever, or influenza-like iliness

* Presentations may include: delirium(assess with 4AT); anorexia; vomiting or
diarrhoea; abdominal pain; low<grade fever or absence of fever; fatigue; falls;
acute kidney injury

Frailty & critical care

End of life care



Front door frailty — the primary care
perspective

* Organisational shift to remote consulting for approx. >90% of contacts

How is this working for our older patients?

* Impact of shielding/lockdown

“Muddling along”

Isolation — physical, cognitive impact; mental health - mood, anxiety, confidence and self-efficacy?
Contact with lay ‘advocates’ (e.g. relatives‘in/Care homes)

Increase in ‘risk’ perception for any healthcare contact (including hospital, entering long term care)
Delayed presentation: fewer contacts, higher acuity

* Challenges our whole approath,te’Advance Care planning

Who should develop thecare.plan?

* Are wishes still current? "Mow often to review?

Some plans developed during Covid might be considered ‘nihilistic’ in ‘normal times’
Importance of context: community vs hospital; Covid vs usual times



Frailty & critical care

NI CE dlleralinslitutefor |~ COVID-19 rapid guideline: critical care in adults
(Last update: 27 March 2020)
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https://www.criticalcarenice.org.uk/

Emerging data on COVID related-outcomes
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Pre-conveyance Clinical

Discussion and Assessment
(PTCDA) CareHome Pilot



PTCDA — the model

« Support model accessed by East Midlands Ambulance
Service professionals or primary care professionals for
any care home residents in whom they are considering

hospital admission

« (PTCDA) model involves three integrated stages:

« Immediate access to a consultant geriatrician or g€riatriC
emer_%en_cy medicine consultant for crews and GPs o
considering admission, i.e. a ‘pre-transfer clinical'disCussion

function

* This leads to one of three responses leading\to’one of four
responses:

« Community management plan, including engagement with usual GP.

* Follow-up visit by a dedicated GP with.interest in care home medicine,
(i.e. an :(assessment’ function) —yisiting doctor has access to primary
care notes.

« Admission with active casg'management

* |n all cases, handover to the*usual GP for information.




Geriatric Emergency Medicine &

\é?‘

* Geriatric medicine * Emergency m
competencies competenci
o Delirium vs dementia sing undifferentiated
o Asymptomatic bacturia nts
o Falls assessment %
o Medication reviews suscitation
o Rehabilitation o Situational awareness
o Managing long term % o Rapid assessment
conditions 0 o Risk assessment

Palliation @

Principles of
Geriatric
Emergency

Medicine




Emerging data

* Based on 1st 250 logged ‘ambulance’ case$31 March to 24 June:

* 74% of residents could be managed in the’community after telephone
discussion.

* In 53% of cases, this was possible after telephone discussion only.
* In 21% of residents, a follow-up wvisit from the PTCDA team was offered; only
one visited patient needed same day admission.
* Preventing avoidable condeyance OR just delaying conveyance
* Only three patients have.been repeat calls so far



Daily EMAS call-outs to LLR care homes
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Proportion of people from care homes conveyed (8-18.00)
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Contacts to PTCDA during pilot Q_
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Comments from end-users

“l just wanted’to let you know how impressed | am... so
lovelywith the resident and very assuring also with us. It
was.nicevto have some support in this difficult situation, as
we have at times, felt as though we're on our own with all of

“This patient’s grand-daughter was at the window (offered this.”

fo come in with PPE but wanted to stay outside for

understandable reasons). She brought a small bottle of: » Care home manager

Holy Water which she was given to drink by a Hindu

member of staff while the paramedic held her head.up. The

family watched over Smart Phone that the daughter-held to

the window. She died about 15 minutes laterAn other

circumstances, she would have died in the ambtilance.”
“What an excellent service the care home non conveyance

» Diary nete from PTCDA team line is turning out to be. 2 patients so far... both visited on
scene... Both seriously unwell but helped tremendously.”

 Paramedic



What have we learnt?

* Not just a palliative care service: for Covid and non-Covid cases - palliative,
supportive and rehabilitative functions (especially-adaptive rehabilitation)

* We have been working in a rapidly shifting landscape: unprecedented change in
the way that primary, secondary and commuhity care services are delivering
services

e The quality of ReSPECT documents (ahd similar) is a key factor in whether
escalation decisions can be made withtelephone discussion

* Despite the warm reception forthesPTCDA offer, keeping it on ambulance crews
radar so they use it consistently femains a significant challenge

» Suspected ‘delirium’ presents a significant challenge and further work on using
the ‘visiting’ function inthése cases is underway

* Rapid access to a wider. range of supportive treatments in care homes would
further reduce the neéd for admission

’



Additional benefits

 System transformation/developmental functions

 Leadership and training/professional development (closely with
LOROS)

* Demonstrating/developing inter<organisational working



New approaches to test

* More consistent engagement with paramedies - mandatory
discussions?

* Supportive treatment in care homes.(Stbcutaneous fluids, oxygen,
parenteral antibiotics)

* Rapid assessment of patientsswith delirium, acute behavioural
disturbance, falls



Summary

* Principle of frailty identification and management at the earliest
possible opportunity remains

 Specific issue for older people with fratlty and COVID-19 infection
* Critical care
* Outcomes

* New ways of working that tield promise for ‘normal times’

Thank yo"
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