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Ground rules

Not acceptable:

- Just a GPé

- Primary care best placed 

to...

- Primary care failing 

patients with..é.

- Wes Streeting 

Acceptable:

- Just a Geriatrician 



What is Frailty?



It isnõt normal ageing!



What is frailty?

u From the latin fragilis = easily broken

u No single agreed definition 

u It isnõt a diagnosis

u Frailty is best thought of as a syndrome of vulnerability ñrather than a single 

disease

u Two main models:

u Fried Phenotype Model (2001)

u Rockwood Cumulative deficit model (2007)



Fried Phenotype Model (2001)
ñA clinical syndrome characterised by decreased reserve and resistance 

to stressorsò



Cumulative Deficit Model 

(Rockwood & Minski 2007 )

Å.

òA multidimensional state of vulnerability due to 

accumulated deficitsó



Pathophysiology of frailty



Why does it occur?

u Frailty occurs due to the combined effects of ageing, 

disease, inflammation, muscle loss, and social factors 

leading to loss of physiological reserve.

u Risk factors:

u Increasing age (strongest risk factor ð deficit 

accumulation)

u 5-10% (65-75), 25-50% (>85)

u Female sex (higher prevalence, longer survival with 

frailty) ð but men have worse outcomes

u Multimorbidity, Polypharmacy, Lower socioeconomic status 

etc







Quick Summary - Frailty 

u Not a diagnosis, not a disease, no single agreed 

definition

u A syndrome of vulnerability ñ rather than a single 

disease.

u Caused by multiple factors with muscle loss (sarcopenia) 

a central factor

u Risk factors: increasing age, co-morbidity, polypharmacy 

etc 

u Results in weight loss, reduced mobility, low energy

u Minor stressors can cause major deterioration





How can we 

identify frailty?



Frailty Syndromes

u 30 year old with a UTI

u Dysuria

u Urinary frequency

u Managed with 3 days trimethoprim ð symptoms resolve

u Frail 85 year old with a UTI 

u Acutely confused (Delirium)

u Fall, on the floor for 10 hours, found by Daughter

u A&E attendance, hospital admission, deconditioning (PJ Paralysis), loss of 

independence and function, discharged to Residential care home

u Presentation is multifactorial, not disease -specific, and reflects 

underlying vulnerability across multiple systems.



Frailty Syndromes (Geriatric 

giants) ð Red flags of Frailty

1) Falls (e.g. collapse, legs gave wat, ôfound lying on floorõ 

2) Immobility  (e.g. sudden change in mobility, ôgone off 

legsõ ôStuck in toiletõ)

3) Delirium  (e.g. acute confusion, õmuddlednessõ, sudden 

worsening of confusion in someone with previous 

dementia or known memory loss)

4) Incontinence  (e.g. changes in continence ð new or 

worsening of urine or faecal incontinence)

5) Susceptibility to side effects of medication  (e.g. 

confusion with codeine, hypotension with 

antidepressants) ð Polypharmacy harm

(Increasing dependency, recurrent admissions)



Frailty identification - Validated tools

u No gold standard

u Electronic Frailty Index (eFI) ð GP Read codes

u Case finding/population screening

u Needs clinical validation

u Clinical frailty score (CFS) 

u Function/mobility/dependence

u Takes <30 seconds

u PRISMA-7 ð NICE ð Primary care screening

u Frailty Phenotype ð Fried criteria

u Rockwood Frailty Index

u Edmonton Frail Scale

u Gait speed

u Timed up and go test

u (Barthel Index ð assessment of ADLs)



What is it supposed to be?







Activities of Daily Living 

(ADL)



Why does frailty 

matter?



Frailty matters

u Frailty is common: 

u ~1.8 million people in the UK living with frailty  

u > 65: 10 -20% frail, 30 -40% pre-frail 6.5%, Ÿ up to 65% in 

Ó90s 

u Frailty is increasing: rising prevalence + ageing population 

u Frailty is costly - £5.9 billion annual NHS cost

u Frailty significantly increases healthcare utilisation

u Frailty dominates hospital care: 

u Approx 1/3 rd of all acute medical admissions are frail

u ~40-50% of Ó65 hospital inpatients are frail

u 4,000 admissions/day  linked to frailty (GIRFT)



Frailty matters

u Frailty predicts outcomes better than age alone:

u Increased risk of decline

u Increased risk of admission and readmission

u Longer length of stay

u Higher rate of Institutionalisation  

u Increased Mortality

u Increased in hospital mortality, increased 30 day mortality, 

increased 12 month mortality 

u 20-40% 12 month mortality in moderate to severe frailty



An ageing population



Why does this matter in 

Primary Care?

u Identifying frailty can enable:

u Admission prevention

u Early MDT involvement

u Medication optimization

u Falls prevention

u Advance care planning 



What can we do 

to help our Frail 

patients?





The NHS System is 

failing Frail 

Patients?



1ry Care - The Frailty Challenge
CFS Description Conditio

ns

Medicatio

ns

Avg Problems per 

Consultation

1-3 Fit/well 0-2 0-3 1-2

4 Vulnerable 2-3 3-5 2-3

5 Mild Frailty 3-5 5-7 3-4

6 Moderate 

Frailty

4-6 6-9 4-5

7 Severe Frailty 5-7 8-10+ 5-6

8-9 Very severe 6-8+ 10-12+ 5-7 (often dominated 

1-2 major issue but 

with high complexity)

- Average UK GP Consultation 9.2 minutes

- óBy the time someone reaches moderate frailty, they typically have 

five or more interacting conditions ð and thatõs before we even 

consider function and social complexity







The Hospital journey..

u Frail 85 year old with a UTI 

u Acutely confused (Delirium)

u Fall, on the floor for 10 hours, found by Daughter

u A&E attendance, hospital admission, deconditioning (PJ 

Paralysis), loss of independence and function, discharged 

to Residential care home





A New Hopeé.



New ways of working





What can we do 

to help our Frail 

patients?



What can Primary Care do to 

help?
u View frailty as a longitudinal risk state and not a single disease

u Identify the right patient early

u Electronic Frailty Index

u Confirm frailty  - Clinical Frailty Score

u All team members play a role

u Reception team ð patient slowing down

u Administration team ð multiple discharge letters and referrals

u Practice nurses ð chronic disease reviews, immunization clinics

u Physiotherapists ð falls assessments

u Dieticians, SALT, OT

u Social prescribers

u ACPs

u GPs

u Pharmacy team ð noticing polypharmacy

u Why? - If you recognise frailty early, you can change the trajectory ï if you donôt, you 
manage the crisis



Quick wins? Marginal gains?

- Patient identification ð starting the conversation

- Patient information re frailty

- Evidence based interventions

- Medication reviews

- Comprehensive geriatric assessment

- Resistance exercise

- Nutrition optimization 

- Some evidence for Vitamin D, Social support

- Difficult conversations:

- RESPECT 

- Advanced care planning



Comprehensive 

Geriatric 

Assessment 

(CGA)



Comprehensive Geriatric 

Assessment
u A multidimensional, multidisciplinary assessment of a frail older 

person, leading to a coordinated care plan

u Treats the whole patient 

u Covers:

u Medical (multimorbidity, medications)

u Functional (ADLs, mobility, falls)

u Cognitive (delirium, dementia)

u Psychological (mood)

u Social (support, environment)

u Environmental (home safety)

u Focus = function, not just diagnosis



Comprehensive Geriatric 

Assessment (CGA)



Comprehensive Geriatric 

assessment 

u Multidisciplinary team (MDT):

u GP / Geriatrician

u Nurse / Advanced Practitioner

u Pharmacist

u Physiotherapist

u Occupational Therapist

u Social worker

u Community teams / care coordinators

u Involves:

u Identify frailty ( eFI / CFS)

u Holistic assessment

u Problem list + priorities

u Personalised care plan

u Follow-up + coordination



What is the evidence for 

CGA?

u Strongest evidence is  completion in a hospital setting

u Reduces mortality

u Improves independence

u Increases likelihood of living at home

u Landmark Cochrane review: Patients receiving CGA more likely to be alive and at home at 6 -12 months 

u Community / primary care evidence

u May reduce unplanned admissions  (lowðmoderate certainty)

u Improves:

u Care coordination

u Medication optimisation

u Patient -centred outcomes

u

Most effective when:

u Targeted at moderateðsevere frailty

u Linked to MDT action (not just assessment)

u CGA works best when it is ongoing and proactive , not a one -off assessment



Polypharmacy



Polypharmacy

u Frailty reflects the accumulation of deficits ñ and polypharmacy is 

often the visible marker of that accumulation

u Ó5 medications (polypharmacy)

u Ó10 medications (hyper-polypharmacy)

u Can lead to falls, delirium, postural hypotension, ôOff legsõ, recurrent 

admissions



Approach to Polypharmacy

u Shift from disease-based care to Function-based care:

u Is there a current indication ?

u Is it still benefiting the patient?

u Primary prevention drugs often: Ź benefit in frailty and ŷ harm

u Is it causing harm? Sedation, falls, hypotension, anticholinergic burden 

u STOPP/Start criteria

u Beers list

u Anticholinergic burden







u



Advance Care 

Planning



Advance Care planning 

u Triggers for discussion:

u CFS Ó5ð6

u Recurrent admissions

u Falls / delirium

u Increasing dependence

u òNot coping at homeó

u Care home entry

u Many frail patients have multiple admissions in last year of life (GIRFT)

u What matters most to you? What would you want to avoid?

u ACP: aligns with patients wishes, reduces unwanted admissions, 

improves end of life care





Survival based on age




