MANAGING DECOMPENSATED HEART FAILURE IN A
FRAIL, ELDERLY COHORT; CAN WE IMPROVE?
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RESULTS
10% of medical admissions aged > 65 were frail with a
primary diagnosis of decompensated heart failure.

BACKGROUND

The incidence and prevalence of cardiovascular
disease is rising with our ageing population.
Frail patients make up a high proportion of hospital
admissions and there is a well recognised increased
risk of morbidity and mortality in this cohort,
particularly in the context of heart failure1.
The enhanced community team (ECT) is a geriatrician
led multi-disciplinary service which supports patients
with frailty in the community. This team also provides
follow-up for medical step-downs from hospital.

All patients received a chest x-ray, 26% had an in-patient
echocardiogram and 29% received a formal cardiology
review by heart failure specialist nurses or cardiologist.
The average length of stay was 10 days. 62% required
oxygen, 79% required Intravenous diuretics whilst the
remaining 21% received oral diuretics.

METHODOLOGY
A retrospective review was performed on patients
aged >65 admitted to Forth Valley Royal Hospital
between December 2019 and January 2020 with a
primary diagnosis of decompensated heart failure
who met frailty criteria.
Patients were identified through screening discharge
letters during the above time frame.
The full paper notes of patients fitting the review
criteria were requested through medical records.
Details on their full admission, investigations, clinical
management and outcomes were all documented
alongside their medical history and Rockwood score.

The outcomes in this cohort of 34 patients were poor with a
mortality rate of 26% during their admission, 41% at 3
months and 44% at six months.
A Rockwood score of 5 or above correlated with a higher
mortality at 6 months at 65%.
68% of patients had advanced care plans with 24% having
ReSPECT documentation and 68% having DNACPR.

CONCLUSIONS
The majority of frail patients with decompensated heart failure could not be initially managed in the community due
to their need for intravenous diuretics and oxygen. There are also inconsistencies in cardiology input in this cohort.
For frail multi-morbid patients with heart failure, we plan to create and test a pathway for medical step-down to
[Type text]
ECT. This could evolve to manage community dwelling heart failure patients in conjunction with the specialist team.
1-Ambarish P, et al. Frailty Among Older Decompensated Heart Failure Patients: Prevalence, Association With Patient-Centered Outcomes, and Efficient Detection. JACC:
Heart Failure,Volume 7, Issue 12,2019.

Adults With Incapacity
H. Bell, G. Muir, C. Waldie, A. Jamieson

Background
A Certificate of Incapacity under section 47 of the Adults with Incapacity (Scotland) Act 2000 is produced
when a patient who is incapable of consenting to treatment requires management.
An AWI certificate allows the healthcare team to act in the patient’s best interest without the patient’s
consent.1
Prior to the act, treatment of a patient without consent from either the patient or proxy decision maker,
could be considered assault. Provided a certificate of incapacity is correctly completed and issued, and
the general principles of the act are observed, treatment may now be given. 2
A clinical audit of active AWI forms was completed in Raigmore Hospital between November 2020 and
February 2021. This was done to ensure current AWI documentation in use in Raigmore hospital was
completed correctly and legally, and to formulate plans to improve completion of these forms.

Method
AWI documentation was legally completed if section C (Certificate of Incapacity under section 47) was
fully and accurately completed. If sections A D were correctly completed the AWI document was
considered fully complete. Audit cycle 1 included all active AWIs across 6 wards (n=40). Audit cycle 2 re
audited the same 6 wards, 3 months later (n=34), after interventions had been introduced.

Results
Following the first cycle, a teaching session for junior doctors detailing how to complete an AWI was
given during mandatory teaching. Posters with instruction on AWI completion and helpful diagrams were
placed on the wards.
No. of AWI

Legally Complete

Fully Complete

Cycle 1 (Nov 2020)

40

24 (60%)

12 (30%)

Cycle 2 (Feb 2021)

34

25 (73.5%)

13 (38%)

There was a 13% improvement in the legal
completion and an 8% improvement in total
completion of AWI documentation between
the two audit cycles.

Conclusion & Next Steps
Our results show that AWI documentation is
unreliably completed in Raigmore with 40% not
being legally complete prior to intervention.
After improving AWI education, 73.5% were legally
complete.
These interventions were successful and are easily
transferable to other hospitals as part of doctor
induction.
Instructional posters can be easily
reproduced and displayed.
Recommendations for further projects include
posters being placed in the AWI form drawer and on
the ward round trolley.
AWI review could also be prompted in ward safety
checks, as well as in MDT meetings.

1. Adults with Incapacity (Scotland) Act 2000 [Internet]. Legislation.gov.uk. 2000 [cited 11 April 2021].
Available from: https://www.legislation.gov.uk/asp/2000/4/contents
2. Adults with incapacity: code of practice for medical practitioners - gov.scot [Internet]. Gov.scot. 2010 [cited 11 April 2021]. Available from:
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-practitioners-authorised-carry-out-medical-treatment-resea
rch-under-part-5-act/pages/2/
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st intervention: Introduction of UHL
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INTRODUCTION:

hypernatremia guidelines and reaudited.

Hypernatremia in the geriatric
population is associated with significant
morbidity and mortality(1). Our aim to
improve the management of
hypernatremia in the elderly
population.

RESULTS in %

CYCLE 2: APRIL-JULY’19

Appropriate type of fluid was given in more
than half of the patients and appropriate
volume of fluid was given in nearly half the
patients.
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patient case notes.
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CYCLE 1: JAN 2018-OCT’18:
30 patients with Hypernatraemia in
geriatric wards were selected
Patients with serum sodium >145
mmol/l at presentation were
reviewed retrospectively. Discussed
audit findings in biochemistry
meeting and Geriatric meeting.

RESULT: There has been a dramatic change after the introduction of UHL hypernatremia guideline and further
improvement had been noted after introduction of hypernatremia management stickers in patient’s notes.

CONCLUSION: Appropriate management of hypernatremia can improve mortality. Discussion in biochemistry
meeting helped to identify patients with hypernatremia in 2nd round.
Both interventions made a real difference in management of hypernatremia in elderly patients. This QIP won

Medicine speciality award in the UHL Clinical Audit Improvement Awards 2020.
REFERENCES:Clin Interv Aging. 2014; 9: 1987–1992. Hypernatremia in the elderly. J Natl Med Assoc. 2002 Aug; 94(8): 701–705. Adrogué HJ, Madias NE.
Hypernatremia. N Engl J Med. 2000 ;342(20):1493–1499.Aug; 94(8): 701–705
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Older people with fragility
fractures have low muscle strength
and muscle size
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Methods

Results

A

Effects of frailty: At the time of hospital admission,
female patients were weaker (HGS of 9.2±4.7kg vs.
19.9±5.8kg, p<0.001; KES 4.5±1.5kg vs. 7.8±1.3kg,
p<0.001), had lower VLMT (1.38±0.47cm vs.
1.75±0.30cm, p=0.005) and lower VLCSA (8.92±4.37cm2
vs. 13.35±3.97cm2, p=0.005) than female, non-frail
controls.
Clinically frail patients were older (84±7years vs.
77±6years, p<0.05) than healthy volunteers. After
adjustment for age, muscle strength measures (HGS &
KES) remained significantly lower in the clinically frail.
Key for graphs: A: handgrip strength (HGS); B: knee
extension strength (KES); C: VL muscle thickness; D: VL
cross-sectional area. *p<0.05, **p<0.01, ***p<0.001
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Effects of Age: The healthy older (HO) were weaker
(HGS of 19.9±5.8kg vs. 36.7±13.5kg, p=0.002; KES of
7.8±1.3kg vs. 9.8±1.1kg, p=0.001) and had lower VLMT
(1.75±0.29cm vs. 2.12±0.33cm p=0.011) and lower
VLCSA (13.35±3.97cm2 vs. 25.14±8.16cm2 p=0.001)
than healthy young (HY), replicating known effects
associated with ageing.
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Both frailty and sarcopenia are associated with
increasing age, and adverse outcomes such as falls
and fragility fractures. Sarcopenia, the loss of muscle
mass and strength, is known to be a component of
physical frailty. Yet, the extent of its contribution is
unclear. This study evaluated the extent of loss in
muscle size and strength in older people frailty, by
comparing older people with clinical frailty to nonfrail healthy older controls.

Handgrip strength (HGS), knee extensor strength
(KES), vastus lateralis muscle thickness (VLMT;
ultrasound) and cross-sectional area (VLCSA;
ultrasound) were measured within the first few days
of hospital admission, in 36 clinically frail women aged
≥70 with an acute fragility limb fracture. They were
compared with 11 female healthy, non-frail, nonhospitalised volunteers (HO) with comparable BMI and
aged ≥70 for frailty effects. 11 female healthy young
volunteers (HY) aged 26-35 years, were also recruited
for comparison of age differences. Values represent
mean±SD. Independent t-tests were used to establish
differences between groups (HY vs. HO, and HO vs.
clinically frail)
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Conclusions
Older patients admitted with fragility fractures were
weaker and had a lower VLMT compared to healthy,
non-frail older people, suggesting that the falls leading
to hospital admission were likely to be due to preexisting sarcopenia and weakness. This emphasises
the importance of population level community
interventions to prevent muscle deterioration by
encouraging activity and exercise in those at risk of
frailty.
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Background

Objectives

Cardiovascular disease is a leading cause of morbidity and mortality
in older people. The ‘Cardio-geriatrician’ can, arguably, enhance the
quality of care for this cohort.

 To gain training in Cardiovascular medicine to a depth greater
than that which is routinely offered to Geriatric medicine trainees
 Quality and service improvement project work focussed on heart
failure management in older patients
 Post Graduate Certification in Clinical Leadership & Management

Method
A 12 month out of programme experience (OOPE) has been formulated in collaboration with Health Education England (East Midlands)
The working week is split equally between clinical and academic work.
Clinical work is undertaken in a Cardiology Tertiary Referral Centre, specifically the Heart Failure team and on the Coronary Care Unit (CCU).
Academic time is spent working towards attainment of a post graduate certificate (PGCert) qualification in Clinical Leadership and
Management, and on Quality Improvement Projects across Primary and Secondary care.

Results
Academic work has encouraged clinical leadership skills development.
Working toward a PGCert qualification has ensured a better
understanding of clinical leadership theory which has helped in the
formulation and delivery of Quality Improvement Projects (QIPs) in
both Primary and Secondary care.
 Utilising ‘in-house’ services within a local GP surgery to ensure
heart failure patients are in receipt of personalised, evidence-based
care.
 Secondary care project data illustrates a relationship between
frailty and admissions secondary to chronic heart failure. Work is
on-going to improve awareness of frailty and management of older
persons by non-Geriatricians to encourage the formulation of
holistic care plans.
This post has provided many cross-speciality learning opportunities.

Heart failure Multi-disciplinary team (MDT) working;

Transcatheter Aortic Valve Implantation (TAVI) MDT working;

Coronary Care and cardiology in-patient working;

Device insertion, Angiography and Ablation in Cath lab

Heart failure clinics

Introduction to Echocardiography, including Transoesophageal

Frailty/Nursing home reviews undertaken in primary care
during the pandemic
For the post holder, clinical skills are further developed by working in
MDTs across traditional speciality boundaries.

Figure illustrating the themes/topics encountered during the OOPE

Conclusions
Although such experience is included in the required competencies of the Geriatric’s & Generalist’s curriculum, this level of exposure is not
routinely available and has provided invaluable experience and a better understanding of up-to-date approaches for complex diseases in
multi-morbid older people.
At the same time, a holistic Geriatricians’ perspective has been well received and appears to have qualitative merit which is still being
evaluated. It is well recognised that Geriatric liaison services are vital to improve clinical outcomes for older patients and Cardio-geriatricians
will have a role to play.

Deconditioning – A study of the physiological and
psychological impact on hospital patients
Dr. Jiya Liz Peter (MBBS) | Clinical Fellow - Geriatrics | Barking, Havering and Redbridge University Hospitals NHS Trust

Introduction
Deconditioning is a lesser known subject that factors the physiological as well as psychological impact on an individual.
While deconditioning could occur anywhere, it is quite commonly observed during a hospital admission. Imagine yourself
admitted in a hospital, lying in bed staring at the white paint, with limited social interaction and watching other ill patients
around you. Unfortunately, this is a reality that our patients may endure, and the way they feel has a significant impact
on their recovery.

Effects of deconditioning

Prevention and management










Musculoskeletal effects: Diminished muscle mass,
decrease of muscle strength by two to five percent
per day, muscle shortening etc [1]
Bedsores caused by extended periods of inactivity
Psychological effects like delirium, depression, loss of
confidence etc
Cardiovascular system effects like postural
hypotension, venous thromboembolism risk etc
Problems with continence



Red2Green: This is a management system developed
by Dr Ian Sturgess, which aids in identifying delays or
progresses in a patients journey. The vision behind
this system is to ensure that all patient related plans
are driven in a timely manner. Each patient is
assigned to a colour code, which makes it possible to
visually interpret priorities. [2]
“End PJ Paralysis” & “Sit Up, Get Dressed and Keep
Moving!” campaigns: These phrases are thoughtprovoking and play an important role in a patients’
wellbeing. Where applicable, patients should be
encouraged to sit up rather than lying down, groom
themselves and stay physically active. This ensures
that patients feel good about themselves, both
physically and psychologically.

Conclusion
Our geriatric patients are extremely vulnerable to deconditioning, but this can be mitigated. We need to ensure that
patients are physically and psychologically active. This might involve simple encouraging steps like accompanying the
patient for a short walk across the ward, social interactions and most importantly aiming to shorten their hospital stay
where possible.
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