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About Doris…

• Doris lives in her farm with her
daughter and son-in-law, who
farm her land in Belton

• Fall in the kitchen (Saturday)
– Poor recall – doesn’t

remember hitting the floor

– Rapid recovery – alert when
found by daughter in law a
few minutes later

– Small cut at the back of her
head, a bruise above her left
eyebrow and a small skin flap
on her left forearm



Bank holiday weekend

• Put too bed over bank holiday
as no major injuries, daughter
dressed the wounds

• Bruising worsened &
swollen/bruised left clavicle

• Daughter took her to Minor
Injuries Unit in Loughborough



Loughborough Minor Injuries Unit

• Seen by nurse practitioner

• Noted extensive bruising and delayed presentation

• ?Abuse – contacted social services

• Sent to LRI as per vulnerable adult protocol – despite
Doris’s protestations

• Doris felt betrayed by the ‘nice nurse’



LRI emergency department

• ‘Diagnosed’ syncopal falls

• Possible abuse

• No bony injury

• Hypotensive

• Urine dip positive

• Urosepsis diagnosed

• Catheter, fluids, antibiotics

• Admit medics



LRI acute medical unit

• Syncopal fall

• PMHx
– AF

– Previous hypertension

– Previous stroke with residual
dysarthria

• BP 100/50, wobbly on
standing

• ECG AF, LAD

• Medications
– Aspirin

– Bendroflumethazide

– Atenolol

– Simvastatin

– (Trimethoprim)



LRI - AMU

• Unable to contact social
care

• Admit geriatrics – but
no beds

• Outlied as ‘medically
stable’ – needs ‘social
sort out’



Outlying ward

• Developed catheter associated sepsis

• Given iv co-amoxiclav

• Developed clostridial diarrhoea

• Treated

• Slow recovery

• On list for community hopsital

• In-patient stay 35 days

• Outcome?



What could have been different?

1. GP review of medications: how long had she been
hypotensive and at risk of falling?

2. Over-zealous response to ‘delayed presentation’

3. Do not diagnose syncope (find the cause and treat)



What could have been different?

4. Nonsense diagnosis of urosepsis

5. No catheter (infection, detrusor instability,
mobility, dignity)

6. Do not outly

7. Better social services response



Themes emerging

• Missed opportunities

• Lack of support for community decision makers

– Diagnostics

– Specialist advice

– Fear of getting it wrong – medicolegal pressures

• Knowledge/skill/behaviours – training

• Silo working

• 5/7 working



Modern health and social care

• Ageing population, increasingly complex care

• More attending emergency care

• Generalist vs. specialist care



Why frailty challenges the system

• Non-specific presentations

– Falls, delirium, immobility

• Functional decline

• Multiple co-morbidities

• Polypharmacy

– Also under-prescribing

• Differential challenge

– Sensory impairment, dementia, delirium



The Silver Book



Urgent care - standards

• The Silver Book
– http://www.bgs.org.uk/campaigns/silverb

• Membership
– Age UK

– National Ambulance Service Medical Directors

– Association of Directors of Adult Social Services

– British Geriatrics Society

– Chartered Society of Physiotherapists

– College of Emergency Medicine

– College of Occupational Therapists

– Society for Acute Medicine

– Royal College of General Practitioners

– Royal College of Nursing

– Royal College of Physicians

– Royal College of Psychiatrists

– Community Hospitals Association



General
Practice &
GP OOH

Community
Support

999 ED AMU

- Focus on Long Term Conditions (heart failure/frailty/dementia/ COPD)
- More effective responses to urgent care needs
- Advance care planning/end of life care plans
- Targeted input into Care Homes
-Access to integrated services through NHS Pathways (3DN) including
health & social care

Clear operational performance framework integrated with GP processes
Ready access to specialist advice when needed

Improved integration with 1° & 2° responders via NHS Pathways

Front load senior decision process including primary care, ED
Consultants& Geriatricians

Inpatient
wards

Optimise emergency care:
- Evidence based management
- Multidisciplinary input from PT/OT & case managers
- Access to intermediate and social care
- Front line geriatrician input
- Effective information sharing with primary care/
secondary care/ community
- Develop minimum data set

- Redesign to decrease LOS
with social & multidisciplinary
input using a “pull” system
- Effective Date of Discharge
- Ambulatory care (macro
level) for falls/LTC

Objective: A left shift of activity
across the system as a
function of time; yesterday’s
urgent cases are today’s acute
cases and tomorrow’s chronic
cases.



Standards (some)

• All older people accessing urgent care should be
routinely assessed for:

– Pain

– Depression

– Skin integrity

– Falls and mobility

– Continence

– Safeguarding issues

– Delirium and dementia

– Nutrition and hydration

– Sensory loss

– Activities of daily living

– Vital signs

– End of life care issues



Frailty syndromes & urgent care

• The presence of one or more frailty syndrome should
trigger a more detailed comprehensive geriatric
assessment, to start within 4 hours (14 hours
overnight)

• Frailty syndromes

– Falls & immobility

– Functional decline

– UTI & incontinence

– Pressure sores

– Delirium and dementia

– Polypharmacy (>4 items)

– Carer strain



Training in Emergency Geriatric Medicine
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Why the ED is the most important part
of the system…



Preventing ED attendances/admissions

• ‘Holy grail’

• Experience to date in UK disappointing

– Community matrons

– Intermediate care

– Risk stratification

– Urgent care centres

• Unlikely to ever be cost-effective…

• Older people will always attend ED!
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Developing a frail friendly front door



Themes from the ED research literature

• 2008-2011

– 163 RCTs: pain (28), orthopaedics (24),
cardiovascular disease (13), pre-hospital (13)

• Some work on risk stratification

• Five controlled trials of geriatric interventions in the
ED



Risk stratification in ED

• Physiological scores

– Don’t predict admission or re-attendance

• Predictors of readmission at 12 months (Graf et al JAGS 2012)

• Identification of Seniors At Risk AUC 0.70

• Triage Risk Stratification Tool AUC 0.68



Are there effective interventions?

Trial Population Intervention Mortality

Admissio
n/

readmiss
ion

Functio
nal

decline

Admissio
n to LTC

Basic
2005, RCT

Frail older people
Nurse led CGA and
referral onwards

N/A ↔ N/A N/A

Caplan
2004, RCT

75+ discharged
home (excluding

NH residents)

Nurse led CGA and
referral onwards

↔ ↓ ↓ ↔

McCusker
2003, RCT

Older people
ISAR >1

Nurse led CGA and
referral onwards

↔ ↔ N/A N/A

Mion
2003, RCT

65+ discharged
from ED

Nurse led CGA and
referral onwards ↔ ↔ N/A ↔

Miller 1996,
CCT

65+ discharged
from ED

Nurse led CGA and
referral onwards ↔ ↔ N/A ↔



Should there be more studies?

Overall (I-squared = 42.1%, p = 0.141)

Close

Study

Caplan

Davison

Mion

McCusker

ID

0.95 (0.83, 1.08)

0.82 (0.65, 1.04)

0.88 (0.76, 1.02)

0.80 (0.41, 1.56)

1.04 (0.81, 1.34)

1.30 (0.95, 1.79)

RR (95% CI)

100.00

16.05

%

31.08

12.65

26.27

13.95

Weight

0.95 (0.83, 1.08)

0.82 (0.65, 1.04)

0.88 (0.76, 1.02)

0.80 (0.41, 1.56)

1.04 (0.81, 1.34)

1.30 (0.95, 1.79)

RR (95% CI)

100.00

16.05

%

31.08

12.65

26.27

13.95

Weight

1.407 1 2.45

Readmissions



Acute Medicine Interface Geriatrician Outcome Study
(AMIGOS)

• East Midlands UK, 2010-12
• Liaison style specialist geriatric medical input to at

risk patients discharged from AMUs made no
difference to measures of:

– days at home

– dependency in ADL

– psychological well-being

– quality of life

– proportion of participants with a fall during the follow-up period
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A practical example



Frail older person
in crisis

Intermediate care

Bed-based rehabilitation/
reablement

Specialist care
In-patient

CGA

Liaison?

SPA – clinical discussion

MDT
Triage

Trajectory
Transfer

EFU/
AFU



ED performance 2010-13: people 85+



Summary

• Urgent care = older people

– Needs to be whole system
approach

– Vertically integrated

– Holistic & interdisciplinary

– Underpinned by robust
communication and
cooperation



‘Geriatrics is too important to be left to
geriatricians. We are all geriatricians
now, and geriatric medicine should be
like a caretaker government-self-
appointed to instruct others how to do
it, and then to preside over its own
demise.’

Coni N. The unlikely geriatricians. Journal of the Royal Society of Medicine
1996;89(10):587-9.


