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1\\5 WHAT IS FRAILTY?

Minor iliness (eg, urinary tract infection)

; !

Independent

Functional abilities

Dependent

l

Response to an adverse event in a non- frail vs frail older person
(Clegg et al, Lancet 201 3)




1\\5 WHAT IS FRAILTY?

Hypothesized model of frailty and adverse health outcomes

O Molecular & disease Impaired physiologic Clinical
triggers systems frailty

Oxidative stress

Mitochondrial dysfunction + CRP

DMNA damage Anorexia
Cell senescence Inflammation Sarcopenia,

A1
Osteopenia
+ Immune Slowness
function

Weakness

Gene

variation + Cognition Weight loss
envircnment -
Neurgendocrine / + Clotting Lowe activity
dysregulation

+ IGF-1 + Glucose Fatigue

Inflammatory metabolism
diseases * DHEA-5

4 cortisol

CRP: C-reactive protein; IL: interleukin; IGF: insulin-like growth factor; DHEA-S:
dehydroepiandrosterone sulfate.

Reproduced with permission from: Walston J, Hadley EC, Ferrucci L, et al. Research Agenda for Frailty
in Ofder Adufts: Towards a Better Understanding of Physiclogy and Etiofogy. 7 Am Geriatr Soc 2006;
54:991, Copyright © 2006 Wiley-Blackwell,
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* Frailty mortality (3or >)

®* Tor2= pre-frrl

( ® (Nb: frailty can occur in the absence of any co-morbidities)




®* Can be comblne nto an Electt X (eg. screening in primary care,

( research)



® For wha age

(f ® Can you descrlbe any s’rclges2




Clinical Frailty Scale*

1 Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category 1. Often, they

3 Managing Well - People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable — While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail = These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all

often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

exercise or are very active occasionally, e.g. seasonally.

outside activities and with keeping house. Inside, they

«

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could
not recover even from a minor illness.

9 Terminally Ill - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* 1. Canadian Study on Health & Aging, Revised 2008.
2.K.Rockwood et al. A giobal clinical measure of fitness and
frailty in elderly people. CMAJ 2005;173:489-495.



Clinical Frailty Scale “Do you go outdoors independently?” Outdoor: NOT frail (1-4)
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t 1 Veryfit Outdoor

Well Qutdoor

Managing Well Outdoor

Vulnerable Outdoor Walking Stick

Mildly Frail

Severely Frail  Indoor | . Wheelchair

|

Very Severely Frail | Indoor | Bed

9 Terminally lll ndoor | Approaching End-of-Life
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/t Moderately Frail
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Rockwood K, Song X, MacKnight C, et al. A global clinical measure of fitness and frailty in elderly people. CMAJ.
2005;173(5):489-495. doi:10.1503/cmaj.050051. Indoor: FRAIL (5-9)
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(f ® Consider whether the 'rrlqls on which the guideline was based included a geriatric subset




'y
| 4

* And much more of sensory organs, increased

peripheral vascular res e, al ontractility, reduced pulmonary compliance,

reduced GFR ...
® Source:UpToDate
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® Nutritiona loss (esp. at adding protein
and calories) but important to hewing /swallowing problems, depression,
medication side effects

Source:UpToDate






® Malnutrition, ¢

® Skin integrity

® Polypharmacy, multimorbidity
@




®* Think @

* Think twice about starting ne on; ask if medication can be stopped

( * If the patient is newly confused, do a thorough delirium assessment
@







Medication
Review

A Cochrane Review (Ellis et al.
2017) found CGA increased the

likelihood of someone living in

their own home at follow-up

[BGS CGA Toolkit]




® |nco

* (End of life care)

® (That’s pretty much all of our patients....)
O




1\\5 ADVANCED CARE PLANNING

® Part of the CGA

® Identification of patient wishes with
regards to future illness, admission to
hospital, invasive investigations or
surgery, preferred place of care,

resuscitation

® RESPECT forms

Recommended Summary Plan for | Full name

Emergency Care and Treatment
Date of birth

1. This plan belongs to: Address

Preferred name

MHS/CHIHealth and care number
Date completed

The ReSPECT process starts with conversations between a person and a healthcare professional. The
ReSPECT form is a clinical record of agreed recommendations. It is not a legally binding document.

2. Shared understanding of my health and current condition

Summary of relevant infermation for this plan including diagnoses and relevant personal circumstances:

Details of other relevant care planning documents and where to find them (2.g. Advance or Anticipatory
Care Plan; Advance Decision to Refuse Treatment or Advance Directive; Emergency plan for the carer):

| have a legal welfare proxy in place (e.g. registered welfare attorney, person
with parental respoensibility) - if yes provide details in Section 8

3. What matters to me in decisions about my treatment and care in an emergency
Living as long as Quality of life and

possible matters comfort matters
mast to me most to me

What | most value: What | most fear /wish to avoid:

4. Clinical recommendations for emergency care and treatment

Prioritise extending life Balance extending life with Pricritise comfort
@ comfort and valued outcomes I3

Now provide clinical guidance on specific realistic interventions that may or may not be wanted or
clinically appropriate (including being taken or admitted to hospital +/- receiving life support) and your
reasoning for this guidance:

CPR attempts recommended For modified CPR CPR attempts NOT recommended
Adult or child Child only, as detailed above | JUITEdgT]

www.respectprocess.org.uk

Version 3.1 - DRAFT © Resuscitation Council UK ReSPECT




* Thereme

* (*Remember treating one pathology may cause another to decompensate)




® Addison’s |
® LGI-1 encephalitis
@



(eg. fixing

* Communice ledge

* You get to work with a coh patients who are sometimes vulnerable, dismissed

or overlooked — you can advocate for them
O




ATTITUDES AND SOCIAL COGNITION

Longevity Increased by Positive Self-Perceptions of Aging

Becca R. Levy and Martin D. Slade Suzanne R. Kunkel

Yale University Miami University

\'.A::‘nsl;:'.‘ V. Kasl

Yale University

hat older mdividuals with more positive s2if-pecceptions of agine. measured ug

OLSAR to mortal

e to conduct survival annlvse

If you view aging positively while you are young; you are likely to live longer!

ﬁ) (7.5 years longer)



