Geriatrician involvement with community multi-disciplinary teams to support people living with frailty and reduce readmission

Nationally there is an increasing number of people at risk of developing frailty. 12% of those aged 265 are living with moderate frailty and more than 3%
of >65 year olds are living with severe frailty. 5-10 % of patients presenting to A&E services are living with mild, moderate and severe frailty, and 30% of
those patients are admitted to acute medical units (Conroy, 2013). Factors contributing to frailty result in increased hospitalisation which in turn can
result in functional decline and deconditioning (Get It Right First Time, 2021). The number of people in the UK >85 is set to double in the next 20 years
and treble in the next 30 (Office of National Statistics, 2013). Their needs are best met in the community with a multi-disciplinary approach.

Method: Patients who were at high risk of readmission, residing in Benfleet and Leigh-on-sea, Proposed criteria:

admitted to Geriatric wards at Southend Hospital, were proactively identified prior to discharge 1. Residing in Benfleet and Leigh- on- sea, Essex.
during ward MDT meetings using a clear criteria. 216 patients were included. 7 day readmission 2. Previous hospital admission, prior to the index
and 30 day readmission data was collected and compared to readmission rate prior to admission.

intervention. 2. Longer duration of hospital stay.

3. Evidence of morbidity/co-morbidity and
functional disability (guided by Clinical Frailty
score likely >5)

4. Age > 75 years

5. Social support system

Intervention: On discharge patients were linked with Frailty Nurses within their Primary Care
Network and were reviewed within 48- 72 hours of discharge. Community support was provided
via MDT, with involvement from consultant geriatricians. Concerns that could result in
readmission were highlighted during these meeting, with patients being seen in the

Day Assessment Unit for review of sub-acute frailty syndrome if appropriate.

Results: Following intervention of utilising community MDT, there was a reduction in rate of readmission. 9 patients (4.1%) were readmitted within 7 days
of discharge and 14 patients (6.4%) were readmitted within 30 days, in comparison to 7.6% and 19.3%, respectively, prior to commencement of MDT.
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Conclusion: This data concludes that utilising community MDT review following discharge has a positive impact on reducing readmission rates.
Highlighting potential risks of readmission to a community-based MDT allows for healthcare professional within the team to address issues in the
community and use bridging services appropriately.




