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It’s not just ageing… 



Frailty… 

• Distinctive late-life health state in which apparently 
minor stressor events are associated with adverse 
health outcomes 

• Independent predictor: 

– Falls 

– Delirium 

– Disability 

– Hospitalisation 

– Care home admission 
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CGA 

‘a multidimensional, interdisciplinary 

diagnostic process to determine the 

medical, psychological, and functional 

capabilities of a frail older person in order 

to develop a coordinated and integrated 

plan for treatment and long-term follow-up’ 

Comprehensive Geriatric Assessment 



A bit of detail… 

• Multidimensional 

– Not just troponin pathways for chest pain 

• Interdisciplinary diagnostic process 

– Flattened hierarchy, mutual respect, constructive 
challenge 

– Iterative process 

• Coordinated and integrated plan for treatment 

– Some understanding of each others roles and 
expertise 

• Follow-up 

– Because bad things will happen 
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Evidence for CGA 

• Acute care 

– Fox 2012: ACE units better than usual care 

– Ellis 2011: wards better than teams; frail better 
than age-specific 

– Baztan 2010: acute geriatric units better than 
conventional care 

– Deschodt 2013: teams reduce mortality but not 
function or service outcomes 

– Lessons from stroke care & orthogeriatric care 



So what’s the problem? 

 

• Not enough CGA & too much specialism 

– Protocols vs patient centred care 

• Everybody’s business can become nobody’s 
business 

• CGA ≠ geriatricians (although they are good at 

it      ) 
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Practical CGA in the ED 

1. Identify frailty 

a. Easy & simple 

b. Syndromes 

c. Age 

d. Frailty scores?? 



Practical CGA in the ED 

1. Identify frailty 

2. Broaden the assessment: 

a. Wide angle lens for non-specific presentations 

b. Check the brain – AMT-4, 

c. Mood – how are you feeling? 

d. Ask about falls and mobility – can they walk? 

e. Bowels/bladder OK? 

• Don’t dip the urine unless LUTS or delirium 

 

 



Practical CGA in the ED 

1. Identify frailty 

2. Broaden the assessment: 

f. BADLs – eat, drink, wash, dress, toilet etc 

g. EADLs – social, outdoor mobility, interactions etc 

h. Nutrition 

i. Skin 

j. Safeguarding & support 

 

 



Practical CGA in the ED 

1. Identify frailty 

2. Broaden the assessment 

3. Do something different: 

a. All patients – communicate & coordinate a 
stratified problem list, follow-up & case manage 

b. Admitted patients – frailty unit/service 

c. Ambulatory patients – Emergency Frailty Unit 
(<24 hours), or home with community 
support/falls service/intermediate care etc 
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What we did… 

 

• Integrated take              dedicated geriatric take 

• Vertically integrated services for frail older people 

• Focussed comprehensive geriatric assessment, 
including social care 

– At and across the interfaces;  

– Coordinated and communicated 

• Horizontal integration (ED and GER) 

• Whole system, collaborative leadership 
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CGA in the Acute Medical (Frailty) Unit 

1. Identify frailty 

2. Broaden the assessment 

3. Do something different 

a. Frailty service – has to be more than liaison… 

b. Frailty unit – needs to be inclusive 



Outcomes: 85+ discharged from AFU 

Liaison service Acute Frailty Unit 
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Practical examples of MDT working 



• CGA ≠ geriatricians (but they are good at it…) 

• The not quite doing it trap 

– Does it have five domains? 

– Is it multidisciplinary? 

– Is it case managed? 

– Does it establish measurable treatment goals? 

– Is it iterative? 

Comprehensive Geriatric Assessment 

- common pitfalls 
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CGA – the future 

• Embedded, evidenced and educated 

– Embed excellent services that focus on the care of 
frail older people 

– Evidence that CGA is being delivered and monitor 
the outcomes 

– Educate all staff how to play their role 

• ‘Know what to do, know that you are doing it, know 
that it is working’ 



Take home messages 

• Care for frail older people is core business 

• Early CGA effective and efficient 

– The earlier the better 

– ‘Separate, not separatist’ 

• Needs strong interface with community services 

• Clinical pathway needs to drive integration not vice 
versa 



Acute Frailty Network 

 
frailty@nhselect.org.uk  

@acutefrailty 

www.acutefrailtynetwork.org.uk 


