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Executive Summary
In the UK people are living longer lives; the chance of surviving from birth to the age of 85
has more than doubled for men in the last three decades. This increased survival is resulting
in a rise in the number of older people in the population. Over 85 year olds are currently the
fastest growing demographic group in the UK. Health and social care use increase with age;
eighty percent of people over 65 years old will need social care in the later years of their
lives.
Amongst this growing population of older people are those that are more vulnerable; frail
older people. This group are at greater risk of adverse outcomes, including disability,
morbidity, mortality, hospitalisation and admission to care homes. Frailty also leads to loss
of independence and impairs the quality of life and psychological well-being of older people.
Frail older people have been the subject of a number of national strategies and initiatives in
the last few years, including, this year, the Department of Health’s “Right Care, Right Place,
Right Time”. Locally, in Lewisham the Health and Wellbeing Board have identified two of
their priorities as: Delaying/reducing the need for long term care and reducing the number
of emergency admissions for people with long term conditions. And NHS Lewisham Clinical
Commissioning Group has specifically identified frail older people as a priority.
This report aims to help inform those planning services for frail older people in Lewisham by:
•
•

Providing up to date demographic information on older people in Lewisham and
on their use of health and social care
Reviewing evidence in how to
o Identify frail older people (especially those who are not known to health
and social care services)
o Risk stratify frail older people in terms of their likelihood of unplanned
or frequent hospital admissions and high level use of social care
o Reduce healthcare use amongst the highest users of health and social
care.

Demographics and Service Use
There are currently (in 2013) 26,800 Lewisham residents aged 65 and over. This population
are more likely to die earlier and live in income deprivation than the England average. In
Lewisham the older population is more ethnically diverse than in England, though less
diverse than the younger population locally. More older people live in the south than north
of Lewisham. Fourteen per cent of people of all ages in Lewisham have a disability or long
term condition (LTC) that affects their day to day activities. The prevalence of long term
conditions increases with age and increasing deprivation. In England almost half of women
over 75 have at least one LTC.
In Lewisham admission and readmission rates for older people are higher than England.
About a quarter of people aged 65-69 in Lewisham attended A&E at University Hospital
Lewisham in the last three years, though almost 70% of those aged 90 and over did. Older
people are more likely to be admitted to hospital when they attend A&E, last year almost
8000 people aged 65 and over in Lewisham had an unplanned admission to hospital. The
most common primary diagnoses for admission amongst the over 65s are pneumonia, UTI
and COPD. For the over 85s they are pneumonia, UTI and falls.
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About 3500 residents aged 65 and over receive social care services, which represents
approximately 14% of the (65+) population. About 200 people aged 65 and over are
admitted to care homes each year.
Projections suggest that there will be an increase in the 65+ and 85+ populations of
Lewisham of about 12% and 20% respectively between 2010 and 2022. So that by 2023
there will be almost 30,000 people aged 65 and over in Lewisham. The number of older
people with multiple long term conditions and disabilities in England is expected to increase
in the next ten years. The prevalence of obesity is increasing in older people by about 5%
per year.
Frailty
There are a variety of definitions of frailty; a lack of resilience in the event of minor stressor
events is a key element. Although many frail older people also have disabilities or comorbidities up to a quarter may not have, making identification a challenge. In the UK
between a quarter and half of those aged over 85 are thought to be frail.
Identification Tools
There are a variety of tools available to identify frail older people, from simple selfassessment screening questionnaires through to complex healthcare professional completed
assessments. This report describes and compares some of these tools. Many of the tools
described have been shown to identify those at increased risk of hospital admission or
mortality.
Risk Stratification
Similarly there are many risk stratification tools, aiming to quantify an individual’s risk of
future health care. There are also tools aiming to identify risk of social care admission but
these are not currently well enough developed to be useful. At present these tools are
unable to identify the interventions that would be most effective for those frail older people
at risk.
A key question in considering frail older people is which group to target for interventions,
those with very high use of services ( a small number) or those who are not currently using
services but who are frail and hence also at risk of worse outcomes. It may be that the
second group could benefit from simple, existing interventions but they do not receive them
as they are not known to those who could recommend them. Deciding on a target group is
vital in selecting a tool and influences the implementation structure and context. Assuming
that frail older people not currently known to health and social care services are identified as
a target for future intervention, the following are recommended as next steps:
•

•

•
•

A more detailed review of implementation of frailty identification tools in practice,
including their impact, feasibility and comparison to Lewisham of the context in
which they implemented. (population factors and existing services including nonstatutory).
Mapping of existing services for older people in Lewisham, with a view to
considering how these might be incorporated into an identification and referral
process.
Trial a simple identification tool in a small area to understand how large the
population of unidentified frail older people is.
On the basis of above consider piloting a programme of screening older people for
frailty, providing those at risk with a more comprehensive assessment which acts to
sign post individuals to existing preventative services.

7

Background
In the UK people are living longer lives; the chance of surviving from birth to the age of 85
has more than doubled for men in the last three decades1. This increased survival is
resulting in a rise in the number of older people in the population. Over 85 year olds are
currently the fastest growing demographic group in the UK2. Health and social care use
increase with age; eighty percent of people over 65 years old will need social care in the
later years of their lives3.
Amongst this growing population of older people are those that are more vulnerable; frail
older people. This group are at greater risk of adverse outcomes, including disability,
morbidity, mortality, hospitalisation and admission to care homes. Frailty also leads to loss
of independence and impairs the quality of life and psychological well-being of older people4
Frail older people have been the subject of a number of national strategies and initiatives in
the last few years, including, this year, the Department of Health’s Right Care, Right Place,
Right Time”. It focuses on improving the out-of-hospital care for vulnerable older people,
encouraging integrated working across primary care, urgent and emergency care and social
services. The Department of Health has proposed a series of proposals, which will be tested
and discussed this year, with recommendations expected in October. The proposals are:
•

Staying healthy for longer (focus on prevention and managing long term conditions)

•

Named clinician (single named contact to co-ordinate an individual’s care)

•

Improving access (easier booking of appointments and access to advice)

•

Out of hours (safe and consistent service)

•

Choice and control (supporting patient choice)

•

Joining up services (sharing of information and co-ordination of care)

In Lewisham the Health and Wellbeing Board have identified two of their priorities as:
Delaying/reducing the need for long term care and reducing the number of emergency
admissions for people with long term conditions. And NHS Lewisham Clinical Commissioning
Group has specifically identified frail older people as a priority.
This report aims to help inform those planning services for frail older people in Lewisham by:
1) Providing up to date demographic information on older people in Lewisham and on
their use of health and social care
2) Reviewing evidence in how to
•

Identify frail older people (especially those who are not known to health
and social care services)

•

Risk stratify frail older people in terms of their likelihood of unplanned
or frequent hospital admissions and high level use of social care

•

Reduce healthcare use amongst the highest users of health and social
care
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1. Demographics and Trends in Lewisham
Current demographic information and trends relating to older people in
Lewisham and their current usage of health and social care in the borough.
As there are no direct data available on “frail older people” in Lewisham the information
presented here relates to older Lewisham residents (mostly aged 65 years and older). In
addition attributes or behaviours that may contribute to or indicate frailty are considered
(such as long term conditions, A&E usage, hospital admissions and social care use). Some
information such as loneliness and long term condition prevalence and trends amongst older
people is provided at England-wide level, as it is not available at a lower level.

1.1. Population Profile
There are currently about 26,800 residents in Lewisham aged 65 years or over5, this
represents 10.5% of the population of the borough. This is similar to the picture across
London (11%), but lower than the UK as a whole where 16% of the population are aged 65 or
over6. There are about 3600 Lewisham residents aged 85 years and over, which is about
1.3% of the population. As expected the number of residents per five-year age band over 65
declines with increasing age. (Figure 1)

Number of Residents

Lewisham Residents Aged 65 and Over, 2013
10000
8000
6000
4000
2000
0
65-69

70-74

75-79

80-84

85-89

90+

Age

Figure 1 – Number of Lewisham Residents aged 65 and over by Five Year Age Band (2013)

The differences between the population of Lewisham and that of England as a whole (such
as greater deprivation and greater ethnic diversity) are also reflected in the 65+ population.
A greater proportion of 65+ Lewisham residents are from ethnic minorities than across
England as a whole. And a greater proportion of residents aged 60 and over are in income
deprivationi than England as a whole. 7

i

Income Deprivation Affecting Older People Index (IDAOPI) is the proportion of adults aged 60 or over
living in pension credit (guarantee) households as a percentage of all adults aged 60 or over.
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Ethnicity
Lewisham has an ethnically diverse population, although this is less apparent in the over 65
age group at present. In 2013 73% of Lewisham residents aged 65 and over are white,
compared to only 61% of those aged 16-64 years. (Figure 2 and Figure 3)
Lewisham Residents Aged 65 Years and Over
White
Black Caribbean
Black African
Black Other
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Other

Figure 2 - Lewisham Residents Aged 65 Years and Over by Ethnicity, 2013
(Data from 2011 GLA Demographic Projections)

Lewisham Residents Aged 16-64 Years
White
Black Caribbean
Black African
Black Other
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Other

Figure 3 - Lewisham Residents Aged 16-64 Years by Ethnicity, 2013
(Data from 2011 GLA Demographic Projections)
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Location
The size of the over 65 population varies across the borough; making up as little as 7% of
residents the northern wards of the borough (Evelyn, New Cross and Brockley) and as much
as 14% in the southern wards of Grove Park, Downham, Sydenham and Catford South.5

Ward

Number of Residents aged
65 and over

Proportion of
population aged
65 and over

(2013 GLA Projection)

Bellingham
Blackheath
Brockley
Catford South
Crofton Park
Downham
Evelyn
Forest Hill
Grove Park
Ladywell
Lee Green
Lewisham Central
New Cross
Perry Vale
Rushey Green
Sydenham
Telegraph Hill
Whitefoot

1870
1810
1370
2100
1740
2160
1240
1760
2220
1560
1990
1780
1160
1810
1640
2180
1450
1900

(%)

12.5
12.5
7.6
13.6
11.5
14.6
7.0
11.7
14.9
10.5
13.4
9.5
6.9
11.5
10.4
13.7
8.6
13.0

Table 1 - Number and Proportion of Residents Aged 65 and Over by Ward

Key Messages
• There are currently 26,800 Lewisham residents aged 65 and over.
• Compared to England a lower proportion of the population of Lewisham is aged 65 or
over.
• Although the 65+ population of Lewisham is more ethnically diverse than England it is
less diverse than the younger population in Lewisham.
• Lewisham has a greater proportion of residents aged 65 and over living in income
deprivation than England as a whole.
• There are more older people living in the wards in the southern part of Lewisham than
in the north.
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1.2. Mortality and Life Expectancy
Lewisham’s directly standardised mortality rates for cancer, respiratory conditions,
circulatory conditions, coronary heart disease and COPD in the over 65s are significantly
worse than nationally.7 Only the over 65 mortality rate for stroke was not significantly
different from the national average. Therefore Lewisham has a directly standardised all
cause mortality rate for the over 65s that is significantly worse than the England average.7
In 2008-10 life expectancy at birth in the borough was 76.7 years for men and 81.3 years for
women; this ranked Lewisham 341st and 319th respectively of the 404 local authorities
nationally. The life expectancy at 65 was 16.6 years for men and 19.9 for women in the
borough. Lewisham ranks lower nationally in life expectancy at age 65 than at birth; 381st
for men and 323rd for women.
Simple life expectancy rates do not take into account the quality of life, both healthy life
expectancy and disability free life expectancy attempt to address this. Both healthy and
disability free life expectancy for men and women in Lewisham are significantly lower than
the national figure. (Table 2)
Disability Free Life Expectancy

Healthy Life Expectancy

(Aged 65)

(Aged 65)

(Years (95% CI))

(Years (95% CI))

(life free from longstanding limiting
disability or illness)

(years living in good or reasonably good

Male
Lewisham

London

England

health)

Male

Female

Female

7.5

8.6

11.2

13.5

(7.3 – 7.7)

(8.4 – 8.8)

(11.0 – 11.5)

(13.3 – 13.8)

8.3

9.3

12.5

14.6

(8.3 – 8.4)

(9.3 – 9.3)

(12.4 – 12.5)

(14.6 – 14.7)

8.1

9.1

12.5

14.5

(8.1 – 8.1)

(9.1 – 9.1)

(12.4-12.5)

(14.5 – 14.5)

Table 2 - Healthy and Disability Free Life Expectancy Aged 65, Lewisham (2001 Data) 7

Key Messages
• Over 65 mortality rates are higher in Lewisham than England as a whole for all causes
except stroke.
• Life expectancy at birth in Lewisham is currently about 77 for men and 81 for women,
lower than the England figures.
• Life expectancy at 65 in Lewisham ranks 381st for men and 323rd for women, of a total
of 404 local authorities.
• Healthy life expectancy at 65 is also lower in Lewisham than both London and England.
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1.3.

Health

1.3.1. Self Reported Health and Wellbeing
In 2011 83% of the population of Lewisham reported their health as being good or very
good. But 14% of residents reported having a longstanding health condition or disability
that limited their day to day activities. Half of those, 19,500 people, reported that it limited
their activities “a lot”.8 Information is not available on the age of these individuals or the
nature of the conditions that affect their health and limit their activities.
As part of the Measuring National Well-being Programme loneliness amongst people aged
52 years and older has been reported by age and by existence of a longstanding illness or
disability. Loneliness increased with older age and with the existence of a long term
condition. Overall 27% of those aged over 52 years were lonely sometimes or often
compared to 46% of those aged 80 and over. And 45% of those aged over 52 with a
longstanding condition or disability that limits them reported feeling lonely sometimes or
often.9
1.3.2. Long Term Conditions
The prevalence of long term conditions increases with age, nationally those aged over 75
were three times more likely to report having a long term condition than those aged 16-44.10
At a local level QoFii provides us information on the number of people listed on registers for
some of these common long term conditions (LTC)iii . (Table 3)

ii

Quality and Outcomes Framework for GPs
A condition that can not be cured but can be controlled by medication or other treatment or
therapies. (Department of Health)
iii
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Long Term Condition

Dementia

1014

Prevalence
(amongst all GP registrations,
unless age specified)
0.3

Heart failure

1529

0.5

Epilepsy (>18yrs)

1362

0.6

Atrial fibrillation

2162

0.7

Stroke/TIA

3344

1.1

COPD

3497

1.1

Cancer

3639

1.2

Hypothyroidism

5537

1.8

Coronary heart disease

5561

1.8

disease 5101

2.1

Chronic
(>18yrs)

kidney

Number of people on
condition register

Diabetes Mellitus (>17yrs)

13479

5.6

Asthma

17136

5.7

Obesity (>18yrs)

24351

9.9

Depression (>18yrs)

24802

10.4

Hypertension

33599
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Table 3 - Number and Prevalence of Long Term Conditions in Lewisham using QoF data
2011

Again, this local information is not broken down by age group. However some of these
conditions are likely to affect predominantly older individuals, such as dementia and others
are more prevalent with increasing age. (Table 4)

Long Term
Condition

Prevalence

Prevalence

Prevalence

Prevalence

(Age Groups <50)

60-69

70-79

80+

(%)

(%)

(%)

(%)

Stroke

<1

1

1

2

COPD

<1

2

2

2

<1-5

8

10

8

<1

2

3

4

1-11

22

30

37

Diabetes
Cancer
Musculoskeletal

Table 4 - Prevalence of Some Long Term Conditions by Age, England and Wales 2009 (Data
from General Lifestyle Survey 2009)
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Not only are older individuals more likely to have a long term condition (LTC) they are more
likely to have multiple LTCs. In England almost half of woman aged 75 and over have more
than one long term condition11. (Table 5)

16-24
M

25-34
F

M

35-44
F

M

45-54
F

M

55-64
F

M

65-74
F

M

75+
F

M

F

% with 1
LTC

14

19

17

16

26

24

26

26

31

30

37

25

35

26

% with 2
or more
LTCs

4

6

4

6

10

11

18

16

23

25

32

38

43

49

Table 5 - Proportion of People with Long Term conditions by Age, England 2009

Lower income levels are associated with a higher prevalence of long term conditions. In
England 25% of those in the lowest income tertile have at least two LTCs compared to only
13% of those in the highest income tertile. 11 This is relevant throughout Lewisham given the
high levels of deprivation as well as in understanding health inequalities within the
population. Smoking and obesity are more prevalent in individuals from more deprived
areas12, which contributes to this difference.
The challenge with this information on long term conditions is that it is hard to distinguish
those with stable, well managed LTCs who are able to live independently and rarely need to
seek healthcare and those whose conditions require frequent health and social care input.
And although long term conditions are associated with frailty not everyone with a LTC is
“frail”.
1.3.3. Dementia
Dementia is a condition that, in the vast majority of cases, affects older people and is
associated with significant social care and healthcare costs. The Department of Health have
produced a calculator to estimate the prevalence of dementia locally, both diagnosed and
undiagnosed as well as predicting future trends. It estimates that in 2011/12 there were a
total of 1926 people living with dementia in Lewisham, 1474 of those living in the
community and a further 452 in residential and nursing care. The majority are female and
about 40% of those living in the community are aged 85 and over. The prevalence of
dementia increases markedly with age, at about 1% of 65 to 69 year olds and almost one in
four people aged over 90. Almost two thirds care home residents in Lewisham aged 65
years and over have dementia. It is estimated that just under half of all people with
dementia are undiagnosed in Lewisham. Although the diagnosis rate in Lewisham does not
seem to vary significantly from the national average the CCG area ranks 45th -53rdiv of all
CCGs in terms of the proportion of dementia cases diagnosis.

iv

Varies slightly dependent upon the prevalence figure used.
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1.3.4. Falls
Falls are more common in older people; they can result in loss of confidence, continued fear
of falling, activity restriction, reduced functional ability, loss of independence, social isolation
and thus increased dependency on carers and services.13
The rate of emergency hospital admissions for accidental falls is significantly higher in
Lewisham than the England average, at 3,367 per 100,000. (London as a whole, with a rate
of 2,850 per 100,000 is also higher the England average).
At University Hospital Lewisham (UHL) A&E there were just under 700 attendances by
people aged 65 and over with a diagnosis of fall in 2012/13. The numbers increased with
increasing agev. (Figure 4)
Attendances at UHL A&E for people 60+ with a diagnosis of fall by five
year age band 2010-2013
1000
Number of
Attendances

800

90+

600

85-89
80-84

400

75-79
200

70-74
65-69

0
2010/11

2011/12

2012/13

60-64

Financial Year

Figure 4 - Attendances at University Hospital Lewisham by people aged 60+ with a diagnosis of fall
by five year age band 2010-2013.

Key Messages
• 14% of people of all ages in Lewisham have a disability or long term condition that
affects their day to day activities.
• Loneliness increases with both age and the presence of a long term condition, in
England and Wales almost half of people over 85 are sometimes or often lonely.
• The prevalence of long term conditions increases with age and increasing deprivation.
In England almost half of women over 75 have at least one LTC.
• There are approximately 1900 people with dementia in Lewisham.
• Each year about 700 people aged 65 and over attend A&E at UHL with a fall, this is
higher than the England average.

v

Note this only refers to attendances at UHL, and does not include Lewisham residents who attend
A&E at King’s College Hospital or Guy’s and St Thomas’ NHS Trust.
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1.4.

Healthcare use

Use of health services increases with increasing age; locally A&E attendance and inpatient
admissions demonstrate this.
1.4.1. A&E Admissionsvi
With increasing age individuals are more likely to have an A&E attendance, to be brought to
A&E by ambulance and to be admitted. Fifteen percent of all attendances at A&E at UHL are
amongst people aged 65 and over. Almost 60% of individuals aged 65-69 attending A&E
self-referred compared to less than a quarter of those aged 90+. (Table 6)

Source of Referral

Proportion of A&E Attendances
65-69

70-74

75-79

80-84

85-89

90+

2.6%

3.3%

3.2%

4.3%

4.9%

5.2%

10.8%

12.1%

12.3%

11.9%

10.9%

9.5%

3.7%

3.1%

3.4%

3.2%

3.1%

3.1%

Other

24.5%

29.3%

36.0%

43.2%

48.1%

58.0%

Police

0.6%

0.3%

0.3%

0.4%

0.4%

0.3%

57.7%

51.8%

44.7%

37.0%

32.8%

23.8%

Emergency Services
General Medical Practitioner
Health Care Provider (Same or Other)

Self Referral

Table 6 - Source of Referral for A&E Attendances by Age, 2010-2013

A greater proportion of older A&E attendees arrive by ambulance (88% of those aged 90+
compared to 40% of those aged 65-69). Once in A&E older people are more likely to be
admitted to hospital. (Figure 5)

A&E Attendances Resulting in Admission by Age (2010-13)
100

Percentage

80
60

Not Admitted

40

Admitted

20
0
65-69

70-74

75-79

80-84

85-89

90+

Age

Figure 5 - Admission Rates Following A&E Attendance by Age, 2010-2013

vi

This data includes only admissions to University Hospital Lewisham (not King’s College Hospital or
Guy’s and St Thomas’ NHS Trust)
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Although this data is useful in noting that if a 90 year old attends A&E he is more likely to be
admitted to hospital than a 65 year old it does not tell us about the appropriateness of the
admission (or the initial reason for the attendance). This would require an audit of A&E
attendances/admissions.
A&E Admissions from Care Homes
Exploring a similar question an audit of admissions to A&E from care homes in Lewisham
was carried out in November 2011. It aimed to explore the reasons behind admissions to
A&E from care homes, as they had been identified as being relatively high. A Self Survey
Audit which asked several questions including reasons for A&E attendance, existence of
advanced care plans and GP involvement prior to A&E attendance. The audit found that
residents referred to A&E seemed to have “serious medical conditions”, there was GP
involvement with over 55% of residents prior to referral to A & E. Two-thirds of residents
were not on the GP end of life register; however, 51% of residents had advanced care plans
in place. It is not possible to know whether other primary care interventions would have
been able to prevent these admissions, but this small audit of 53 admissions to A&E from
care homes in Lewisham did not find significant evidence of these admissions being
inappropriate14.
Multiple A&E Attendances
Over the last three years a number of individuals aged 65 and over have had multiple
attendances at A&E. (Table 7)
Number of
Attendances
Number of People (by age band)
(over 3 years,
2010-2013)
65-69
1

75-79

80-84

85-89

90+

1409

1275

1220

1048

803

550

458

443

521

496

422

310

54

66

61

77

56

45

1921

1784

1802

1621

1281

905

2 to 4
5+
Total

70-74

Table 7 – Number of A&E Attendances by Age (2010-2013)

Although the number of people with multiple attendances is lower in the older age groups
as a proportion of the general population of that age the number of multiple admissions in
older age groups is greater.

Number of
Admissions

% of Lewisham residents with UHL A&E attendance in the last 3
years (by age band)
65-69

70-74

75-79

80-84

85-89

90+

1

24.8

28.6

35.1

42.1

55.6

69.8

5+

0.7

1.1

1.2

2.0

2.4

3.5

Table 8 - A&E Attendances as a proportion of population by age (2010-2013)
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1.4.2. Hospital Admissionsvii
Emergency hospital admission rates in people aged 65 and over are higher in Lewisham than
England as a whole, at 29,161 per 100,000. Similarly, at 17% the emergency re-admission
rates (within 28 days) for those aged 75 and over in Lewisham are higher than England (15%)
but the same as London.
In 2012-13 in Lewisham almost 8000 people aged 65 are over were admitted to hospital.
There were ten individuals who were admitted ten or more times and 187 people who were
admitted five or more times in the year. The largest number of people with five or more
admissions was in the 80-84 age-band. (Table 9 and Figure 6)

Age Band

Number of People with 5 or more Hospital
Admissions in 2012-13

65-69

24

70-74

28

75-79

34

80-84

52

85-89

43

90-94

21

95+

7

Total

187

Table 9 - Number of People (aged 65+) with 5 or more Hospital Admissions in 2012-13 by Age

Number of People with 5 or more Hospital Admissions in 2012-13

Number of People

60
50
40
30
20
10
0
65-69

70-74

75-79

80-84

85-89

90-94

95+

Age

Figure 6 – Number of People aged 65+ with five or more hospital admissions by age (2012-13)

Although there are fewer admissions of people aged over 90, taking into account the
numbers of residents of that age, their risk of admission is likely to be higher than younger
individuals. However in terms of service planning it is useful to note that the 80-84 year age
band has the largest number of people with multiple admissions.

vii

Hospital admissions for those registered with a Lewisham GP rather than Lewisham residents
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The most frequent primary diagnoses for emergency admissions to hospital in Lewisham GPregistered patients in 2012-13 were UTI, pneumonia, falls, COPD and chest pain.

Primary Diagnosis
Urinary tract infection, site not specified

Number of
Admissions
(aged 65+,
2012-13)
557

Lobar pneumonia, unspecified

344

Repeated falls

258

Chronic obstruct pulmonary dis with acute lower resp infec

196

Chest pain, unspecified

183

Pneumonia, unspecified

178

Person with feared complaint in whom no diagnosis is made

177

Congestive heart failure

156

Acute renal failure, unspecified

119

Unspecified acute lower respiratory infection

118

Atrial fibrillation and flutter

106

Syncope and collapse

105

Fracture of neck of femur

102

Cerebral infarction, unspecified

96

Diarrhoea and gastroenteritis of presumed infectious origin unspec

95

Unstable angina

95

Cellulitis of other parts of limb

91

Constipation

90

COPD with acute exacerbation, unspec

87

Acute myocardial infarction, unspecified

82

Transient cerebral ischaemic attack, unspecified

70

Unspecified haematuria

64

Other chest pain

61

Retention of urine

59

Orthostatic hypotension

58

Mechanical complication of urinary (indwelling) catheter

57

Unspecified injury of head

54

Dyspnoea

50

Table 10 - Primary Diagnosis Codes Used in at least 50 Emergency Admissions in 2012-2013 in those
aged 65+
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Some of the primary diagnosis codes used are similar and contain the same underlying
condition. Combining these highlights some differences in the most common primary
diagnosis for admissions amongst 65-84 year old and those over 85. COPD and chest pain
are more prominent in the younger population where as falls and no diagnosis made are
more prominent in the older group. But overall pneumonia and UTI are the commonest
diagnosis in both age groups.

450
400
350
300
250
200
150
100
50
0

65-84

Table 11 - Number of Admissions for Lewisham Registered Patients by Age and Primary Diagnosis,
2012-12013

Key Messages
• Lewisham’s admission and re-admission rates for older people are higher than England.
• A&E attendances increase with age, older people are also more likely to arrive by
ambulance and to be admitted to hospital.
• About a quarter of people aged 65-69 in Lewisham have attended A&E at least once in
the last three years. Compared to almost 70% of those aged 90 and over.
• Last year almost 8000 people aged 65 and over in Lewisham had an unplanned
admission to hospital.
• The most common primary diagnoses for admission amongst the over 65s are
pneumonia, UTI and COPD. For the over 85s they are pneumonia, UTI and falls.
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Cerebral Infarction

# Neck of Femur

Diarrhoea/Gastroenteritis

Constipation

Cellulitis

Unstable angina

Syncope/Collapse

Acute Renal Failure

Primary Diagnosis

Atrial Fibrillation/Flutter

No diagnosis made

Heart Failure

Falls

Chest pain

COPD

UTI

85+

Pneumonia/chest
infection

Number of Admissions

Number of Admissions by Age and Primary Diagnosis

1.4.3. NHS Continuing Healthcare
Individuals who are not in hospital but have ongoing, complex healthcare needs may be
eligible for NHS Continuing Healthcare; a package of care that is arranged and funded solely
by the NHS. Given the complexity of these patients’ needs the number of people in receipt
of this funding is a useful guide as to the number of people with complex healthcare needs
locally. Last year just over 300 people started to receive continuing care funding, most of
those (247) were over 65. The majority of people receiving continuing care are in a nursing
home or receiving homecare.
Number of People Receiving Continuing Care in Lewisham by Age
(2012-2013)
60
40
20

10
01

9

4
95
-9

90
-9

85
-8
9

80
-8
4

75
-7
9

70
-7
4

65
-6
9

60
-6
4

55
-5

50
-5

45
-4

9

9

4

4

9
40
-4

35
-5

30
-3

0 4

0
4

Number of People

80

Age

Table 12 - Number of People Receiving Continuing Care in Lewisham by age (2012-2013)

1.4.4. Substance Misuse and Alcohol Treatment Services
Approximately a quarter of adults who underwent treatment for alcohol dependency in
Lewisham in 2012/13 were aged 50-64, this is similar to the England average. No-one aged
65 and over was received treatment for alcohol dependence during the year.
The number of older adults in treatment for substance misuse has increased over the last
three years, to 176 in 2012/13. In 2012/13 the proportion of 50 to 64 year olds in the
Lewisham treatment system was twice that of the England average.
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1.4.5. Social Care and Healthcare Use
It is not possible to link social care and healthcare data on a large scale to understand how
many people are in receipt of both. However as part of planning for integrated care in
Lewisham the number of adults (of all ages) in receipt of both adult social care and district
nurse support was estimated. (Figure 7) This found that about 20% of District Nurse cases
were also in receipt of Adult Social Care (ASC) Services and that about 40% of ASC clients
were also seeing District nurses.

GP Registered
Patients
46115

District Nurse
Cases

Joint

Adult Social
Care Clients

7376

1654

3984

Figure 7 - Sample of Lewisham GP-Registered Patients Showing Overlap of Those Receiving Adult
Social Care and District Nurse Input
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1.5. Social care Use
In 2011-12 almost 6400 individuals in Lewisham received at least one serviceviii from social
care in Lewisham at some time during the year and just over 3500 of these service users
were 65 years old or over. This equates to approximately 14% of all residents aged 65 years
and over, though the proportion increases markedly with age; over 40% of residents aged 85
years and older receiving a social care service in 2011/12. (Figure 8)
Proportion of Residents Using Social Care Services
by Age (2011-12)
16,000
Number of People

14,000

Receiving
social care

12,000
10,000

Not receiving
social care

8,000
6,000
4,000
2,000
0
65-74

75-84

85+

Age (years)

Figure 9 – Proportion of Lewisham Residents Receiving at Least One Social Care Service for
at Least Part of the Year 2011-2012 by Age

Over half of service users aged 65 and over received more than one service (or the same
service over more than one period of time) in 2011-12.
Number of Services/Episodes of a Service Number of Service Users
Used 2011-12
1
1489
2
742
3
505
4
327
5-9
473
10+
36
In 2011 almost half of service users (aged 65 and over) receiving 5 or more services (/service
episodes) were aged 85 years and over. The majority were white (74%), Black Caribbeans
were the next largest ethnic group, at 19%. Although the numbers are small, this is higher
than the proportion of Black Caribbeans in the 65+ population (15% in 2011). The service
use data from 2010-11 also suggest this, 21% of those aged 65 and over using 5 or more
services were Black Caribbean.

viii

Meals, day care, direct payment, equipment, home care, permanent or short term residential or
nursing placement or professional support.
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The most frequently used service in 2011-12 was home careix which accounted for almost
half of services provided. Permanent residential and nursing placements each accounted for
5% of services provided. (Though, it is possible that homecare could represent more than
one episode in a year for an individual permanent care home placements can not.)
A survey, done as part of the Social Care Outcomes Framework (ASCOF) asked social care
clients how satisfied they were with the way staff helped them. 65% of respondents in
Lewisham were extremely or very satisfied compared (58% in inner London and 64% in
England).15

1.5.1. Care Home Admissions
In Lewisham there are approximately 200 permanent admissions to care homes each year,
giving a rate of approximately 80 per 10,000 residents aged 65 and over. Rates in Lambeth
and Southwark are 72 and 78 per 10,000 respectively; however it is not possible to assess
whether the differences between these rates are statistically significant.7

1.5.2. Rehabilitation Following Hospital Discharge
Eighty-seven per cent of older people (65+) discharged from hospital into their own home or
a care home for rehabilitation were in their intended destination (ie home or extra care
housing/placement) 91 days after discharge. In England this figure was 82% and 86% for
London as a whole15.

Key Messages
• About 3500 residents aged 65 and over receive social care services, which represents
approximately 14% of the (65+) population.
• Half of clients receiving multiple services were aged 85 or over
• About 200 people aged 65 and over are admitted to care homes each year

ix

Home care is care provided in an individual’s home, normally of a personal nature such help with
dressing, washing or toileting.
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1.6.

Trends

1.6.1. Population
People in the UK and in Lewisham are now living longer lives. In Lewisham life expectancy at
birth in 2009-2011 was 77 and 82 years (male and female respectively) compared to 72 and
78 years in 1991-1993.16
Life Expectancy at Birth, England and Lewisham
84

Lewisham
Male
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Lewisham
Female

76

England Male
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Figure 10 - Life Expectancy at Birth, Lewisham and England
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Life Expectancy at 65, Lewisham and England
22
20

Lewisham Male
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Figure 11 - Life Expectancy at 65, Lewisham and England

This increase in life expectancy is already in some areas and will in others, such as Lewisham
lead to a rise in the number of older people in the population. In Lewisham the number of
residents aged over 65years has been stable or even falling slightly over the last decade5,
despite an overall growth in the population between 2001 and 2011 of about 11%17.
However population projections suggest that from about 2015 the number of Lewisham
residents over 65 years old will begin to rise. (Figure 12) The increase in the number of older
people will be larger than in younger population groups, meaning that there will be an
increase in the proportion of older people in the population; in 2011 11% of Lewisham
residents were aged 65+, by 2041 this is predicted to be 15%.
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Projected Population 60 years and older 2001 - 2041

2040

2038

2036
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70-74
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2010

80-84

20000
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85-89

30000
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90+
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50000
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Number of People

60000

60-64
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Figure 12 - Projected number of Lewisham residents aged 60 and over 2001 – 2041
The increase in the older population is predicted to be greater at older ages, ie those aged
85 and over. England wide figures suggest that the number of people aged 65 and over will
increase by 27% by 2022 and the number of people aged 85 and over by 31%. The projected
increases for Lewisham in the same time period are lower at 12% and 20% respectively18.

Over
65s
%of 65+
Over
85s
%
of
85+

2013
26,808

2018
27,482

2023
29,878

2028
34,288

2033
39,104

2038
42,667

9.5%
3,604

9.3%
3,870

9.8%
4,323

10.8%
4,791

11.9%
5,634

12.6%
6,293

1.27%

1.30%

1.41%

1.51%

1.71%

1.86%

Table 13 - Projected number and Percentage of 65+ and 85+ Population in Lewisham 2013-2038
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18

1.6.2. Location
At present there is a fairly clear pattern in the age of the population across the borough with
larger numbers of people aged 65 and over living in the south of the borough. (Figure 13)

Number of Residents
1000-1250
1250-1500
1501-1750
1751-2000
2001-2250

Figure 13 - Map of Lewisham Wards by Number of Residents Aged 65 and Over, 2011

However the 2041 projections suggest this is likely to become less clear, though still with
fewer older people in the north of the borough. (Figure 14)

28

Number of Residents
1000-1250
1250-1500
1501-1750
1751-2000
2001-2250

Figure 14 - Map of Lewisham Wards by Projected Number of Residents aged 65 and over, 2041

The number of older people is predicted to more than double in some wards, namely Evelyn
and New Cross, by 2041. However in other wards, including Sydenham and Blackheath, the
expected increase is 40% or less. These differences, as well as the predicted numbers of
older people across the borough may be helpful in planning services for older people across
the borough.
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1.6.3. Ethnicity
As would be expected from the differences in the ethnic mix of the younger and older
populations in the borough at present the projected increase in residents aged over 65
differs between ethnicities. The projected ethnic make up of the population aged 65 years
and over in 2028 shows a reduction in the proportion of white residents and an increase
across all other categories. (Figure 15)
Projected Population Aged 65 and Over by Ethnicity
Lewisham 2028
White
Black Caribbean
Black African
Black Other
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Other

Figure 15 – Projected Population Aged 65 and Over by Ethnicity, Lewisham 2028
(Data from GLA 2011 Demographic Projections)

Ethnicity
White
Black
Caribbean
Black
African
Black Other
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Other
TOTAL

2013

2018

17,535

17,050

Change
from
2013
-3%

16,875

Change
from
2013
-4%

17,251

Change
from
2013
-2%

3,566

4,029

13%

4,889

37%

6,211

74%

1,207

1,581

31%

2,092

73%

2,762

129%

371
458
76
39
248
379
285
24,164

453
542
83
55
326
481
394
24,993

22%
18%
10%
40%
31%
27%
38%
3%

603
632
98
65
402
594
495
26,746

63%
38%
30%
66%
62%
56%
74%
11%

836
721
112
76
449
704
623
29,744

125%
57%
47%
92%
81%
85%
118%
23%

2023

2028

Figure 16 - Projected Population Aged 65 and Over Numbers 2013-2028 by Ethnicity

The largest projected increases in older populations are in the Black Caribbean, Black African
and Black other groups.
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1.6.4. Health
There is much ongoing debate around the question of whether ill-health and disability, both
key in predicting future health and social care use, will rise or fall in the face of falling
mortality rates in older people. The number of older people with disabilities or LTCs
requiring health and social care in the future depends on several factors:
• The prevalence of chronic conditions, which itself may be influenced by a variety of
factors including preventative measures earlier in life.
• Treatment - is there optimal treatment available to reduce disability from a LTC or
are treatments focused on reducing mortality from LTCs rather than the disabilities
they cause?
On the one hand it is possible that the prevalence of disability will fall as mortality rates in
old age fall but on the other prevalence could rise as individuals with disabilities survive into
old age19. The trend for healthy life expectancy at 65 in England and Wales has increased
approximately in line with the growth in overall life expectancy, suggesting that the
prevalence of ill-health may remain fairly constant. However it is important to note that
healthy life expectancy is worse in deprived populations, such as Lewisham20.
A recent analysis of health in older people found that obesity prevalence is increasing in that
population by about 5% per year19. Increasing obesity rates in turn will lead to an increase in
the prevalence of associated conditions such as cardiovascular disease and stroke. The
Nuffield Trust and London School of Economics have estimated that if rates of chronic
disease continue to rise in line with recent trends, the number of older people with
moderate or severe disabilities is projected to increase by 54% in England. 19
The Department of Health projects that the number of people with one long term condition
will be relatively stable over the next ten years. However, those with multiple LTCs is set to
rise to 2.9 million in 2018 from 1.9 million in 2008. 11

Figure 17 - Actual and Projected Number of People with Long Term Conditions in England and
11
Wales, 2000-2018
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Key Messages
• Projections suggest that there will be an increase in the 65+ and 85+ populations of
Lewisham of about 12% and 20% respectively between 2010 and 2022. So that by
2023 there will be almost 30,000 people aged 65 and over in Lewisham.
• Increased life expectancy is leading to this increase in the number of older people.
• The number of older people with multiple long term conditions and disabilities in
England is expected to increase in the next ten years.
• The prevalence of obesity is increasing in older people by about 5% per year.
• There is ongoing debate about whether an increase or decrease in the prevalence of illhealth and disability is likely associated with the increase in life expectancy.
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2. Evidence Review
Overview of frailty (concept, prevalence and definitions), tools to identify
frail older people and methods to reduce health and social care use in
frail older people
Concept of Frailty
Frail older people are at high risk for developing adverse outcomes such as disability,
morbidity, mortality, hospitalisation and admission to care homes. Frailty also leads to loss
of independence and impairs the quality of life and psychological well-being of older
people21. It also poses challenges to families and caregivers as well as health, social and
other support services. The concept of frailty is therefore useful to help understand the
heterogeneity and inequalities of health trajectories with aging and to offer practitioners
useful tools for patient care.22,23
Prevalence
Prevalence estimates of frailty differ, depending both on how it is defined and how it is
measured. However it has been estimated that in Europe 17% of those aged 65 or older are
frail4. And in the UK between a quarter and half of people over the age of 85 years are
frail24. A UK study of over 600 64-74 year olds, born in Hertfordshire and living in the
community found a frailty prevalence of 8.5% for women and 4.1% for men.25
Definitions
Frailty is a relatively new concept, prior to the 1990s it was often seen as another term for
disability. Since then definitions of frailty no longer depend on the presence of a long term
condition, dependency or need for health and social services4,26. Frailty, disability, comorbidity and aging are seen as separate but related concepts, one does not necessarily
infer or result from the other in an individual. (Figure 18)

Disability

Frailty

Co-morbidity

Figure 18 - Disability, Co-Morbidity and Frailty: Separate but associated concepts

26

A study in 2001 of over 5000 over 65 year olds explored the relationships between disability,
frailty and co-morbidity. It found that less than half of those they defined as frail had at
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least two long-term conditionsx. Less than a third of the frail were disabled (defined as being
unable to perform at least one activity of daily living independently). Over a quarter of the
frail had neither a disability nor co-morbidity (at least two long term conditions)26, which
makes identifying those individuals challenging.

Frailty
Although the concept of frailty is widely recognised and felt to be useful amongst health and
social care professionals there is not a universally agreed definition or criteria by which to
judge someone frail. Frailty is not in itself a diagnosis but describes a state, which typically
includes:
• an increased vulnerability to stressors due to impairments in multiple, inter-related
systems that lead to decline in homeostatic reserve and resiliency;
• failure to integrate responses in the face of stress and
• poor resolution following a stressor event4,24,26,27.
In practical terms this means a small insult can lead to a catastrophic loss of function; such as
loss of independence, immobility and delirium.4,24

fit older person
frail older person

The green line represents a fit older person who after a minor illness or stressor event such as a urinary
tract infection has a small deterioration in function and then returns to previous level of function. The
red line represents a frail older person who, after a similar minor illness undergoes a greater
deterioration, which may manifest as functional dependency, slower recovery to a functional ability
below their previous ability.
Figure 19: Vulnerability of frail older people to a sudden change in health status after a minor
24
illness

The current debates surrounding the definition of frailty centre on whether it should include
solely biomedical factors or also broader cognitive and psychosocial ones. Despite this a
number of studies have shown an increase risk in adverse outcomes for the frail, using a
variety of definitions and criteria.4 It is therefore useful to consider how to identify those
who are frail and consider how to minimise the risk of these adverse outcomes.(see later)

x

Myocardial infarction, angina, congestive heart failure, claudication, arthritis, cancer, diabetes,
hypertension and COPD.
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Frailty and Aging
Aging brings a gradual decline in physiological reserve, through the accumulation of damage
to organ systems throughout life; this often leads to functional decline. Age in itself is also a
risk factor for many long term conditions which in themselves may reduce an individual’s
reserve and cause functional decline.28 Aging in an individual is determined by a variety of
underlying genetic and environmental factors29. In frailty the decrease in physiological
reserve is faster and homeostatic mechanisms start to fail.24 Therefore older people are
more at risk of frailty but frailty is not a natural consequence of aging.

Key Messages
• There is considerable evidence that frailty is associated with adverse outcomes,
including disability, morbidity, mortality, hospitalisation and admission to care homes.
•

Although there are a variety of definitions of frailty, a lack of resilience in the event of
minor stressor events is a key element.

•

Although many frail older people also have disabilities or co- morbidities up to a
quarter may not have.

The following section focuses on three key questions:
1) How to identify frail older people (in particular those who are not currently known
to health and social care services)
a. What tools are available?
b. How might those tools be implemented in reality?
2) How to identify those older people who are increased risk of hospital admission and
high use of social care.
3) What can be done to reduce health and social care use amongst frail older people
(with particular reference to those with high health and social care use; and those
identified through question 2)
During this work it became clear that the identification of frail older people not known to
services is a priority locally and hence this became the main focus of the next section.
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2.1. Identifying Frail Older People
It is useful to understand how frailty may manifest itself in an individual to consider how
best to identify frail older people. Many frail older people could be identified following a
“stressor event” such as a fall or minor infection or illness, which, as outlined above, has a
significant impact on an individual as a result of their frailty. For example they may suffer
reduced mobility or falls, confusion and delirium or fluctuating disability, necessitating a
health or social care intervention and often a hospital admission. However, there is an
additional challenge for professionals; how to identify frail older people who are yet to
experience a stressor event, in effect pre-screening for frailty amongst the general (older)
population. Although the tool to identify both these groups as frail could well be the same,
the implementation of the tool may need to be different. This section will focus on how to
identify frail older people who are not currently well known to health and social care
services.
Identification Tools
As with definitions of frailty there is a wealth of tools in the literature that aim to identify
older people who are frail and at risk of adverse outcomes. A systematic review in 2011
identified twenty such tools30.
These tools broadly fall into three categories:
• Those that are “rules-based”; defining frailty on the basis of the existence of a set
number of criteria, such as the Fried classification;
• Those that are the sum of an individual’s impairments or deficits, such as the Frailty
Index.
• And finally those which rely on clinical judgement in interpreting the results of
history taking and clinical examination to ascribe and level of frailty to an individual,
such as the Clinical Frailty Scale31.
Some focus primarily on frailty as a physical syndrome where as others have a broader scope
and include social and psychological aspects. The systematic review identified eight key risk
factors of the greatest importance to the concept of frailty; these include physical,
psychological and social factors;
•
•
•
•
•
•
•
•

Nutritional status
Physical activity
Mobility
Strength
Energy
Cognition and mood
Lack of social contacts
Social support30

Probably the earliest attempt at developing and validating a comprehensive tool to identify
frail older people was in 2000. Fried and colleagues in the USA developed a “phenotype” of
frailty and assessed its predictive validity (of an increased risk of falls, hospitalisations,
disability and death)26. They used data from the Cardiovascular Health Study of 5,000
people aged 65 and over. The criteria they used represent underlying regulatory systems
whose function is impaired in frailty; namely weakness, slowness, reduced activity, low
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energy and unintentional weight loss. They defined frailty as at least three of (as assessed by
a healthcare professional):
•
•
•
•
•

Unintentional weight loss (of more than 10pounds in the last year)
Exhaustion (using CES-D depression score)
Physical activity (based on Kcals of activity per week)
Walk time (time taken to walk 15 feet (stratified by gender and height))
Grip strength (stratified by BMI and gender)

Using these criteria frailty was independently predictive of adverse outcomes (falls,
hospitalisation, disability and death) with an adjusted odds ratioxi of between 1.3 and 2.24
over 3 years26. This validation was done amongst older people living in the community
rather than those living in care homes, which is useful when trying to identify frail older
people who are not known to services. Similarly the measurements used are relatively
simple and reproducible making it feasible to use in practice; although the self reported
weight loss does risk recall bias.
An alternative approach was taken by Rockwood and colleagues (as part of the Canadian
Study on Aging and Health) in developing their frailty index, adding an individual’s health
deficits across a variety of areas31. A total of 70 possible deficits are considered, and
responses not limited to a binary answer, three or four different variables are offered for
some factors. Amongst the 70 variables are; the presence or absence of current diseases,
ability in activities of daily living and physical and neurological signs from physical
examination. The responses to each of the variables are aggregated to provide a score for
an individual. The outputs of this tool have a strong predictive value and the continuous
nature of the output score enables monitoring of an individual’s frailty over time unlike
more rules-based approaches. Although this is the most comprehensive tool in terms of the
breadth of factors considered it is time consuming to apply, and unlikely to be practical in
day to day clinical practice.
Rockwood and colleagues then went on to consider using clinicians to categorise the frailty
of an individual following history taking and examination. Clinicians selected from one of
seven categories of frailty on the Clinical Frailty Scale:
1. Very Fit (robust, active, energetic, well motivated and fit; these people commonly
exercise regularly and are in the most fit group for their age)
2. Well, without active disease (but less fit than those in category 1)
3. Well, with treated co-morbid disease (disease symptoms are well controlled
compared with those in category 4)
4. Apparently vulnerable (although not frankly dependent these people commonly
complain of being “slowed up” or have disease symptoms)
5. Mildly frail (with limited dependence on other for instrumental activities of daily
living)
6. Moderately frail (help is needed in both instrumental and non-instrumental activities
of daily living)
7. Severely frail (completely dependent on others for the activities of daily living on
terminally ill)

xi

The odds ratio compares the likelihood of adverse outcomes in the frail and non-frail groups, an
odds ratio of greater than one means that the likelihood of an adverse outcome was higher in the frail
group.
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Following a clinical interview and with access to information on the individual’s diagnoses
and previous assessments relating to falls, delirium and cognitive impairment, co-morbidities
and function clinicians assigned one of the seven frailty categories above to each individual.
The results of the Clinical Frailty Scale and the Frailty Index were strongly correlated and
higher frailty scores were associated with a higher risk of death and entry into a care home.
The Clinical Frailty Scale is one that would be easier to apply in clinical practice than the
frailty index, although the population used in the validation had an over-representation of
those with cognitive impairment and in care homes31. And it does require the input of an
experienced healthcare professional which may limit its use outside healthcare settings.
Following these and other initial tools numerous others have been developed using broadly
similar domains in the definition of frailty as outlined above. The mechanism of delivery of
the tools varies from self-report questionnaires to healthcare professional scoring or
performance tests. Self reported instruments have been developed both as a mechanism of
identifying the frail older person independently but also as a pre-screening tool used as a
prompt for performing a more comprehensive assessment such as a Comprehensive
Geriatric Assessment (CGA).For example the Tilburg Frailty index is a self administered
questionnaire which takes about 14mins to complete. It covers three domains: physical,
psychological, and social, and asks 15 simple yes/no questions. It has been tested in
community-based people aged over 70 and was found to have good predictive validity for
disability, need for personal care, need for nursing and informal care and fair for
hospitalisation and GP visits32. Where as the abbreviated Comprehensive Geriatric
assessment (a-CGA) is based on a notes review and acts as a decision tool for applying the
CGA.32
Each of these tools has been tested in a different setting, with different outcome measures
making selecting one tool for the identification of frail older people difficult. There have
been a number of attempts in the last few years to provide and overview and analysis of the
tools available.30,32,33 Perhaps unsurprisingly none have reached a conclusion as to which is
the preferred tool; the Frailty Index is probably the most comprehensive measure and the
Fried phenotype tool appears the most studied.
In 2008 the European, Canadian and American Geriatric Advisory Panel performed a
literature review and suggested an ideal screening tool needed to include the following
domains:
• Patient-reported fatigue
• Physical performance
• Walking speed
• Number of co-morbidities
• Nutritional state
Using this approach, SHARE-FI and TFI are most comprehensive tools. The SHARE Frailty
Instrument is based on five items: physical exhaustion, loss of weight, strength of grip,
walking speed and difficulties in activities of daily living and classifies patients into three
(frail, pre-frail and not-frail) groups.
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However, in addition to the comprehensiveness of the tool other factors are important
including the sensitivityxii, specificityxiii and feasibility of use. The table below summarises
and compares the key features of eight of the more comprehensive screening tools used to
identify frail older people.
Examples of the questions included in two screening tools (the Tilburg Frailty Index and the
Sherbrooke Postal Questionnaire) are included in the appendix).

xii
xiii

The percentage of people defined as frail by the test who are frail.
The percentage of people defined by the test as not being frail who are not frail.
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Table 14 – Comparison of key features of eight screening tools for frail older people32,30
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In addition to these eight, a newer, two-stage, instrument has been developed in the
Netherlands to identify frail older people as a target for integrated care. It involves a
multistep process and includes the use of information already known to the GP as well as
using their clinical experience. The first step of the Easycare-Two Step Older persons
Screening (EASYCARE-TOS) involves the GP using the patient record to answer 14 questions
about the functioning of the patient in somatic, psychological and social domains; the study
found this took between 3 and 10minutes. Based on the responses the patient is considered
frail, not frail or unclear (i.e. there is insufficient information to decide). The second step is a
structured assessment, in the model conducted by a primary care nurse, it explores each of
the domains in more detail; this took 45-90minutes on average. Finally a final decision on
each patient is made by the nurse and GP which took 2 to 10 minute; unlike many
instruments the final decision of frailty is based on clinical judgement rather than a
numerical cut off. The instrument was fairly well received by those involved in the study; six
out of seven GP practices involved plan to implement it in their practices34. As described
there is a considerable time commitment to using this process, but using a two step
approach, and thereby limiting the number of people requiring an in depth assessment, may
reduce this. Using a tool as an initial screening for a further assessment means that a high
sensitivity is important, but the specificity is less important as those who are not frail can be
identified as such in the second step of screening and the screening process does not have
side effects or complications.
In summary, there are a large number of tools available to identify frail older people, tested
in a variety of settings. If such a tool was used in Lewisham it would most likely be used in
primary care and community settings, therefore selecting a tool that has been validated in
that population is preferable. There is little information available about the populations the
tools were tested on to assess how similar these were to our population in terms of more
detailed demographic variables, such as deprivation or ethnicity. It is likely that most of
these tools would be appropriate to use in Lewisham to identify frail older people. However
there would be an advantage in selecting one tool for use in the borough, to allow
comparison and shared understanding between those using the tool locally; i.e. social care,
GPs, secondary care, community and voluntary organisations.
Process and Setting for use of Identification Tools
In deciding which tool to use to identify frail older people locally it is important to consider
how and in what setting it would be implemented. Using a two step process seems to be the
most pragmatic solution; using an initial screening tool to identify those who require further
assessment for frailty followed by a more comprehensive assessment. There are a number
of options as to where the initial screening could take place:
•

Secondary care – this is unlikely to identify those who are not well known to services
and the use of a risk stratification tool for older people admitted to secondary care is
more likely to be useful. (see below)

•

Primary Care – given the high number of older people who see their GP annually
using GP practices for initial screening is appropriate.

•

Community/Self Report – this would help to reach those older people not known to
services but there are some limitations of self-assessment instruments: they often
have lower response rates from the most vulnerable (and hence possibly frail)
groups; and the reliability of responses from frail older people, especially on
cognitive questions, may be questionable35.

Primary care is an obvious target for the delivery of a pre-screening frailty tool. Over 90% of
over 75 year olds see their GP at least once a year. Under the initial General Medical
Services Contract offering all patients over 75 an annual health check was a requirement.
Since the change to the new contract in 2004 this has not been a requirement and there is
not a Quality and Outcomes Framework measure that incorporates a similar (non-disease
specific) check. However given the high prevalence of long term conditions in older people
is likely to mean that many are seen regularly for disease-specific health checks.
There are at least two possible delivery methods for a primary care based screening tool for
frailty:
1) Self Assessment –Using a tool that can be posted to relevant patients (i.e. those
aged 65 or 70 and over) on a practice register. The responses could then be collated
centrally and the more comprehensive assessment arranged for those needing it.
2) GP assessment – GPs or other practice staff could complete a tool using patient
records, this may not be feasible for patients who visit the practice infrequently.
Once individuals are identified as potentially frail using a screening tool they would then
need to undergo a comprehensive assessment, ideally by a multidisciplinary team. The
contents and structure of this is not considered here, as there is ongoing work on Integrated
Care and single point of assessment in the borough.

Key Messages
• There are a variety of tools available to identify frail older people, from simple selfassessment screening questionnaires through to complex healthcare professional
completed assessments.
•

Many of the tools described have been shown to identify those at increased risk of
hospital admission or mortality.

Recommendations
• Consider introduction of a simple self-completed (or completed from basic
information held by GP practices) frailty screening tool to identify individuals not
known to services.
• Selecting a particular tool should be determined by the overall strategy for this
group of individuals.
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2.2.

Risk Stratification

The section above focused on how to identify frail older people in the community who are
not known to health and social care services. This section focuses on frail older people who
are already users of services and how to quantify their risk of further health and social care
use. Inevitably there is some overlap in the methods used, as any tool that identifies
someone as frail, will also identify those at more risk of health and social care use.
Although the aim is to understand the risk of use of both health and social care, the majority
of the tools developed focus solely in health care. However given that healthcare use is
likely to be associated with a reduction in functional ability and hence increased need for
social care these tools may identify those as risk of increased use of social as well as health
care.
The starting point for the development of many of these tools was an aim to reduce
emergency and avoidable hospital admissions. There is evidence that emergency admission
rates in the UK are higher in; older people, areas of deprivation, areas with increased
morbidity and chronic disease (on GP registers), urban areas and there is some evidence that
admissions are higher in black and minority ethnic populations for some conditions such as
asthma36,37,38. It has been found that emergency admission rates are 60-90% higher in GP
practices serving the most deprived populations compared to those serving the least
deprived39. Given that Lewisham has sizeable populations that fall into these higher risk
categories it is not surprising that its emergency hospital admission rates are higher than the
national average.
In principle, there are several ways to identify individuals who may be at high risk of future
admission:
•

Clinical knowledge – this is widely used in the NHS, but there is little evidence in the
area. Although clinicians may be able to identify individuals who are currently high
risk they may be less able to identify those who may be at risk in the future.40

•

Threshold modelling – this identifies individuals at high risk using a set of criteria,
which may include repeated emergency admissions.

•

Predictive modelling – this involved entering data into a statistical model which
then calculates the risk of future admission for that individual.

There is reasonable agreement that in general predictive models provide the best available
technique in identifying those at high risk of future admission.40 A number of the most
widely used and studied tools are described below.
Case finding Using Repeated Age and Repeat Emergency Admissions
It would seem reasonable to assume those that have had a high number of emergency
admissions are at risk of repeat admissions and therefore it would be possible to identify
those at risk simply using a number of emergency admissions as a threshold. However a
pilot of a model that assumed those aged 65 and over with 2 or more emergency admissions
to be at risk showed that this was not accurate in predicting their risk of admission within 12
months.41 This is because of the “regression to the mean” phenomenon for individuals’ risk
of admission. A history of two or more emergency admissions in a year is a risk factor for
future admission in elderly patients: in the first year after the index year such patients aged
65 still have admission rates that are 3.4 times higher than those in the general population
of the same age. But these rates are still much lower than in the index year. In the year after
two emergency admissions, the overall emergency admission rate was reduced by 75% in
patients 65, without any intervention.41 A review of HES data has been suggested that about
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a third of over 65 year olds with 2 or more emergency admissions in the last year will be
admitted again in the next 12 months36. As well as limiting the use of previous admissions as
a predictor of future admissions the regression to mean phenomenon is important when
evaluating any interventions aiming to reduce admission rates.
Emergency Admission Risk Likelihood Index (EARLI)
EARLI, typically administered by a GP practice, is a six-item questionnaire used to identify
patients aged 75 and over who are at high risk of admission. The six questions included
were:
• Do you have heart problems?
•

Do you have leg ulcers?

•

Can you leave your house without help?

•

Do you have memory problems and get confused?

•

Would you say the general state of your health is good?

Using the responses patients are categorised as low, moderate or high risk of emergency
admission in the next 12 months. The tool correctly identified more than half of those at
high or very high risk of admission and 79% of those who were not.42 One limitation is that
this provides a snapshot view of an individuals risk and does not take into account changes
in their health over time unless it is repeated.
Patients at Risk of Re-hospitalisation (PARR) and derivatives
This tool was developed between 2005 and 2007 by The King’s Fund on behalf of the
Department of Health. It systematically identifies patients (aged 65 and over), who have had
an emergency admission and are at high risk of future emergency admissions; it uses
Hospital Episodes (HES) data and other variables. The identification algorithms include:
1) A “trigger event”, this is an emergency hospital admission with a reference diagnosis
(ie those where the admission is less likely to be unavoidable and that gives a higher
risk of re-admisison). (Reference diagnoses make up a fifth to a quarter of all
emergency medical admissions)
2) Patient variables, these include presence of chronic conditions and demographics.
3) Community variables, during development of the model it was noted that admission
rates between GP practices varied significantly, up to twenty-fold across England.
This, in part due to varying thresholds for admission, is therefore incorporated into
the model.
4) Hospital variables, similarly there was variation in re-admission rates for reference
conditions between hospitals and this is included in the model.
The PARR algorithm and software designed to run it was freely available for use to all PCTs in
the UK. Unfortunately the Department of Health have not funded an update to this tool and
software, which is now eight years old. A further limitation of PARR is that is requires
someone to have had an emergency admission to trigger the tool.
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Combined Predictive Model
In order to address the limitation of PARR that it can only be used once an individual has
been admitted the Combined Model combined secondary care data with GP electronic
records. In addition it aimed to improved the predictive accuracy for very high risk patients
and allow all patients to be risk stratified. This risk stratification places all individuals into
one of four categories and each category is associated with a staged intervention aim43.
(Figure 20)

Combined Model Classification

Interventions

Very High Relative Risk
Case
Management

High Relative Risk

Disease
management

Moderate Relative Risk
Supported Self-Care

Low Relative Risk
Prevention and Wellbeing Promotion

Figure 20 – Classification and Interventions using Combined Predictive Model
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Unlike PARR the Combined Model was not available to download ready for use, as it was
anticipated that it would be developed locally. Adding GP data to the tool enables it to be
applied to a wider group of patients; however it also brings added complications as the data
may not be readily available outside GP Practices and will be less standardised that HES data.
PARR-30
PARR-30 is a predictive model that aims to identify inpatients at risk of re-admission within
30 days of discharge. It is primarily aimed at acute hospital trusts and uses HES data to
identify those at risk. The model had a low sensitivity, although this was better amongst
some sub groups, it may be that with additional validation work the model will be
improved44. In England approximately 8% of individuals discharged from hospital are readmitted within 30 days45. Given the low sensitivity and that it aims to identify those at risk
of re-admission only in the first 30 days this tool is useful only in a selected population.
Summary Predictor of Key Events (SPOKE)
SPOKe was developed by the Sussex Health Informatics Service; it works by analysing the
healthcare history for each resident in Sussex. It is similar to the Combined Model but has
been adapted to fit local data availability for Sussex, Kent and Essex. The accuracy of risk
stratification is similar to the Combined Model. It has been used predominantly by
Community Matrons to prioritise patients for case management and reduce/avoid
admissions and historical as well as current scores are available.46
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United Health UK RISC
RISC was developed by United Health UK for the NHS. It uses information from a variety of
sources, including primary and secondary care, to perform a risk assessment for the entire
population. It provides both population-wide and individual patient information to facilitate
caseload planning and individual case management. A number of PCTs used the tool as part
of the Department of Health’s Long Term Conditions QIPP (Quality Innovation Productivity
and Prevention) Workstream47.
Doctor Foster’s High Impact User Manager (HUM)
The HUM system was developed in conjunction with Imperial College London and University
College London and Dr Foster intelligence. It allows acute hospital trusts and GP practices to
access up-to-date information via the web and conduct their own analysis to identify a list of
patients who may be or become high-impact users of secondary care. In particular it aims to
identify patients with conditions where hospitalisation is at least partially preventable.48
Other Models
In addition to those listed there are a number of other models, often developed locally or for
use in specific population groups; including:
• PRISM is a tool developed for use in Wales. It is applicable to all patients
registered with a GP and predicts admission in the next 12 months.36
• SPARRA and PEONY (Scottish Patients at Risk of Admission and Re-admission
and Predicting Emergency Admissions over the Next Year). These are both
Scottish models. SPARRA uses 3 years of linked hospital admission and
demographic data and can be applied to individuals aged over 65 who have had
an emergency admission in the past 3 years. PEONY can be applied to all
patients registered with a GP practice aged over 40 and uses a variety of
information included prescribed drugs, number and length of admissions and
demographic data49.
There are a few other models that were developed as part of a programme to reduce health
and social care use amongst frail older people, these are included in the next section.
Models to Predict Social Care Use
Much of the drive to develop tools for risk stratification came from the QIPP agenda. There
has been less of a drive to develop similar models to predict social care use. There were
some tick-box prediction tools used at individual patient level but the Nuffield Trust model
described below represented the first attempt to utilise population level data to identify
those at risk of social care use. One of the challenges of using social care data at population
level is that there are no ICD-10 equivalent categories and so it an be hard to standardise the
data. This makes developing a tool that is accurate across different local areas challenging
but should not affect the utility of a tool developed at a local authority/CCG level.
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Nuffield Trust’s Social Care risk model
In 2009, the Department of Health commissioned the Nuffield Trust to work with a group of
Primary Care Trusts and Local Authorities to determine the feasibility of building predictive
risk models for social care. Pseudo-anonymised data on a number of variables was used,
from health and social care, including inpatient and outpatient episodes and A&E
attendances. The tool aimed to predict, within the next twelve months, care home
admissions, initiation of at least ten hours of homecare or an increase in social care
expenditure of £10,000 a year (in addition three models were compared using £5000, £3000
and £1000 a year increase in spending . The sensitivity of the tool was low, though improved
with a lower threshold for the increase in social care expenditure; at a threshold of £1000
the positive predictive value of the tool was 55%. The developers of the tool acknowledge
the limitations but do note that those who were classified at high risk were 17 times more
likely to have in an increase in social care in the following year.50
At present the sensitivity of this tool is probably too low to make it useful in identifying
patients. However further modifications and, for example the inclusion of primary care data
may make it more accurate in the future.
Selecting and Implementing a Tool
Despite the significant number of tools available selecting the most appropriate to use
locally is not easy. At present it is not clear whether it is preferable to procure or build a tool
at local, regional or national level. Nationally the policy of the Department of Health,
despite previously funding the development of two models, is to promote an open market
for suppliers of risk tools. The Nuffield Trust has recently published guidance for
commissioners in choosing a predictive model.51 Factors to consider in selecting a tool
include:
1. The event it is aiming to predict
The event needs to be undesirable to the patient, significant (probably in financial
terms) to health and/or social care, recorded in routine administrative data and
preventable. Typically the events used are admissions (unplanned or speciality specific)
or increase in social care use. However at a local level it is key that the event the tool
predicts is one that fits with the local strategy. For example in Lewisham given the
existence of an admission avoidance service and introduction of integrated care would a
tool that focused on identifying those at risk of increased social care use be more
appropriate?
2. The data required
The majority of the tools use Secondary uses Service (SUS) data from secondary care; in
addition others use GP, social care or prescribing data. The tool selected needs to use
data that is both available and acceptably accurate locally. The output of any tool is
limited by the quality of the data entered. In particular ensuring that Read coding for
conditions associated with preventable unplanned admissions is standard across GP
practices.
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3. Information Governance and data linkage
Models that link two sources of data (i.e. SUS and GP) are able to link data using
pseudoanonymisation (based, for example, on the NHS number). However if, in
addition, links to non-NHS data sources (i.e. social care) are required the linking
becomes much more challenging. If the aim locally is to use a tool that combines data
sources careful consideration needs to be given to both the data linkage challenges and
the information governance implications. The National Information Governance Board
for Health and Social Care, in June 2012, published guidelines on the implications of risk
stratification activities for the NHS, social care and partner agencies.52
4. Technical
The tools already in existence are available in a variety of forms, from algorithms that
require local software development to those that are available to download and use
without significant local development. There are clear advantages of choosing a tool
that can be developed and tailored to the local health and social care economy; however
this is likely to incur more costs to implement.
5. Maintenance
There are three consideration s of maintaining and using a model:
• How often it should be run to generate a list of at risk patients
• How often it should be recalibrated, i.e. altering the weight of the variables
within the algorithm to improve accuracy.
• How often/when it should be rebuilt, i.e. adding or removing variables form
the algorithm.
The frequency with which each of these needs to be done will depend on the population
and the tool, however ensuring that there is local expertise available to be able to
perform these tasks is important.
6. What next?
The tool is only able to identify a list of people who may be at increased risk of a
particular event, be that admission or an increase in their social care use. It is not able
to determine which subgroup or individuals should be targeted or which intervention to
use. Using the local strategy to determine which group to target should be done before a
tool is selected; for example if a decision is made to target the very highest risk
individuals with time consuming, costly interventions the tool used has to have a high
specificity.
Impactability Models
Although these tools identify people who may be at high risk of unplanned
admission/increasing social care use at present they are not able to determine which of
those people may be amenable to preventative care. There have been some attempts to
refine tools so as to be able to identify the subgroup of individuals who are at high risk and
in whom preventative intervention in likely to be successful. Strategies include:
• Excluding those at very high risk (as admissions may be less likely to be preventable
and the risk of death prior to intervention is higher).
• Focusing only on ambulatory care sensitive conditions
• Excluding individuals who have been non-compliant with preventative interventions
in the past.
• Assessing patients “activation” or willingness to engage in preventative
interventions.
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•
•

Include patients who have similar characteristics to populations in which
preventative interventions have been successful.
Exclude those who have characteristics that suggest they may be at risk of
disengaging with preventative measures.53

Although these tools are at a very early stage in development there are clearly significant
potential problems with this approach, particularly in addressing health inequalities in a
population.

Key Messages
• There are a variety of tools available to risk stratify frail older people according to their
risk of future hospital admission.
• Tools aiming to identify risk of social care admission are not currently well enough
developed to be useful.
• At present these tools are unable to identify the interventions that would be most
effective for those frail older people at risk.
• There is not strong evidence to recommend the use of one tool over another (without
more detailed information on the intended target for identification and integration, for
example targeting the very high risk with a complex intervention would require a highly
specific tool , where as a less intense but wider reaching intervention would benefit
from a tool with higher sensitivity).
Recommendations
• Selecting the most appropriate use for risk stratification locally requires careful
consideration to be given to the context in which it will be used.
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Who to Target?
It is clear that there are many tools available to identify or risk stratify frail older people.
However a key question remains as to who should be the target, both who should you aim
to identify and in the case of risk stratification who should be the target of interventions.
Individuals’ risk of future healthcare use varies; this has commonly been represented in the
Kaiser pyramid. The pyramid shows that the very high risk group represent a very small
proportion of the population but each account for a disproportionately large share of future
healthcare use.

Figure 21 - Kaiser Pyramid of Risk of Future Healthcare Use
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Risk stratification tools aim to provide information on individual’s within a particular
population in each of these risk “segments”. At strategic service planning level these tools
can provide information on the number of these individuals. And for service delivery it can
provide details of individuals at each risk level to be targeted with an appropriate
intervention.
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However in using these tools and in particular in planning interventions based on the
outcomes it is important to consider where the greatest impact is on the health service
locally; by taking into account both the size of the population and the level of use. Moving
down the pyramid, the population size increases so although each individual accounts for a
smaller proportion of future utilisation than those in the high-risk category, in aggregate
these lower-risk populations will represent a greater proportion of future utilisation because
there are far more such people. It is important, therefore, that any intervention be targeted
carefully at the right population after having taken account of the expected impact, cost and
local feasibility of the intervention. (Figure 22)

Figure 22 - Risk of Future Healthcare Use and Population Size
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Prior to starting to decide which tool or intervention to use it is vital to be clear about what
it is you want to predict (i.e. early identification of frail older people at risk of falls, hospital
admission and deteriorating health and wellbeing rather than predicting health and social
care use in those who are already high users of those services). Similarly to maximise the
gain in using an identification or risk stratification tool it needs to be embedded in a wider
strategy for managing older people. For example in the case of Lewisham this would
include:
• Integrated care,
• Long term condition management,
• Falls management,
• And others.
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2.3.

Approaches to reduce health and social care use

This section initially sought to consider which measures are effective in reducing health and
social care use amongst “high-end service users”, i.e. those who are “high risk” using a risk
stratification model. However as early identification of the frail elderly became more of a
focus this section provides a brief overview of measures that have been found to be
effective in reducing hospital admissions in that group and some practical examples of how a
tool may be used and integrated at a local level.

2.3.1. Reducing Hospital Admissions
Reducing hospital admissions has been the focus of many interventions over the past few
years, on both local and national levels. Understanding which interventions are most
effective is challenging for a number of reasons:
•

Admission rates are affected by many factors, therefore separating out any impact
an intervention has had on admissions locally is difficult.

•

Many interventions are complex and multi-faceted, meaning that if there is a
reduction in admission rates it can be difficult to identify which element of the
intervention was effective. Similarly it may be challenging to reproduce such a
complex intervention in a different context.

•

For some interventions there is conflicting evidence about its effectiveness. This
may be as a result of interventions being subtlety different between studies,
differing populations with different admission behaviours or as a result in
differences inherent in the study designs.

The King’s Fund in 2010 provided an overview of the research evidence on what works in
reducing unplanned admisisions36. (Figure 23)
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Evidence Generally of Little or
No Effect
•Pharmacists-based medication
reviews

Further Evidence Needed

Evidence Generally of Positive
Effect

•Increasing GP practice size

•Continuity of care with a GP

•Changing out-of-hours primary care
arrangements

•Hospital at home at as alternative to
admission

•Telemedicine

•Assertive case management in mental
health

•Intermediate care

•Community – based case
management

•Cost-effectiveness of GPs in A&E
•Self-management

•Early discharge to hospital at home

•Access to social care in A&E
•Early senior review in A&E

•Nurse-led interventions pre and postdischarge for patients with COPD

•Hospital-based case management

•Rehabilitation programmes

•Rapid response teams

•Multidisciplinary interventions and
telemonitoring in heart failure

•Integration of primary and secondary
care
•Structured discharge planning

•Personalised health care programmes

Figure 23 - Evidence for Interventions to Reduce Hospital Admissions or Re-admissions (adapted from King's Fund Report
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Self- Management
There is evidence from systemic reviews that self-management is effective in reducing
unplanned admissions for long term conditions including asthma and COPD. One study in
COPD patients found that providing self-management education to ten patients with (fairly
severe) COPD for a year prevented one admission54. Self management has also been shown
to reduce symptoms and improve quality of life. There have also been some studies that did
not find an improvement in admissions when providing a self-management intervention, but
the weight of evidence is in favour.
However the extent to which this is applicable to frail older patients is questionable. For
example given self management has not been shown to reduce unplanned admissions for
every LTC what would the impact be on frail older people without a LTC. Similarly do frail
older people with a LTC respond to self management education in the same way as the
general population with LTCs?
Continuity of Care with a GP
High continuity of care is associated with lower hospital admissions. A study in Canada that
looked specifically at people aged 67 and over found continuity of care with a family doctor
reduced the odds of a hospital admission with an ambulatory care sensitive condition55 (i.e.
one in which a primary care intervention should be able to prevent the admission).
Out of Hours GP Services
A five-fold variation in out-of-hours admission rates has been found between GPs working in
the same out-of-hours service with the same population. Follow up qualitative research
with those GPs suggested this may be due to lack of confidence, feelings of isolation,
aversion to risk and lack of awareness to alternatives to admission.56,57. The factors are
modifiable, particularly the lack of awareness of alternatives, though it does raise the
question of how many of the alternatives are available out-of-hours.
Telemedicine
The majority of evidence for the use of telemedicine is in diabetes or heart failure, and
predominantly from the USA, where it has been shown to reduce hospital admissions. In the
UK there is less evidence but two reviews suggest that it may reduce hospital admissions.
Automated vital signs monitoring and telephone follow up by nurses appear to be the most
effective interventions.39 Again, given the evidence base for the use of telemedicine is in
people with particular LTCs it is hard to know if it would be effective in frail older people in
general.
Case Management
The initial stage of case management involves the identification of at-risk individuals using a
risk stratification model as outlined above. What then follows is variable, particularly when
compared internationally; typically case management in the UK is less intensive than the
USA; which may include health visitors to visit older people at home. Although there is
evidence for case management in some conditions, most notable mental health it is not
universal and the Evercare model in frail older people did not reduce hospital admissions
(see below). There is some evidence for using patient advocacy case management in frail
older people to reduce service use.36
Hospital at Home
Hospital at Home, as an alternative to admission for the older people who are clinically
stable, is less expensive and associated with greater levels of satisfaction. However it was
also associated with slightly higher levels of subsequent admission.36

Intermediate Care
There is conflicting evidence regarding the use of intermediate care. One review of evidence
concluded that it did not reduce admissions.36 However a slightly more recent review of
nurse-led units used following discharge from an acute hospital found that it did reduce
early re-admissions, but that it was more expensive than inpatient stays.58
Integrated Care
There is evidence that integrating primary care and social care reduces admissions, in
particular when used in high-risk older people59. There is also evidence for the integration of
primary and secondary care in reducing admissions. Particularly when used to provide
diseasese management for patients with certain conditions. (Though isolated provision of
hospital specialist clinics in primary care is not effective at reducing admissions)
Acute Assessment Units (AAUs)
Whilst there is some evidence that these reduce admissions the numbers of short
admissions has been rising considerably, raising the question of whether there has been a
reduction in the admission threshold associated with the 4 hour target in A&E and use of
AAUs.36
Senior Review in A&E
Availability of a senior doctor (experienced middle-grade/consultant) in A&E to review
patients has been shown to reduce admissions.36
Discharge interventions for Reducing Re-admissions
There is strong evidence that structured individualised discharge planning reduces
readmission rates (by 15% in randomised controlled trials).60 Discharge to hospital at home
was associated with an increase in re-admission rates in older patients36.

56

2.3.2. Examples of Implementation of Frail Older People Identification Tools
Evercare61
In April 2003 UnitedHealth Europe piloted the Evercare case management model for older
people in the UK. Patients were selected on the basis of age (≥ 65) and a history of
emergency admissions. Advanced practice nurses then agreed individualised care plans with
the patient, the general practitioner, and other staff. And patients were subsequently
monitored.
Quantitatively the intervention did not reduce hospital admissions, bed days or mortality in
the GP practices in which It was implemented. However the authors note, from qualitative
data, that access to case management added a frequency of contact, regular monitoring,
psychosocial support, and a range of referral options that had not previously been provided
to frail older people.
Waltham Forest Case Finding Service62
Since 2002 Waltham Forest have had a frail older people case finding service. It was
established to identify frail older people in the community who may be at risk of increasing
dependency on services, to initiate a Single Assessment Process where appropriate and
deliver co-ordinated services in the community. They adopted a generalised case finding
approach:
•
•
•

•

GPs identified all their patients aged 65 and over and made their information
available to the programme.
Frailty self assessment questionnaires were posted to the patients identified above,
alongside a letter about the programme from the GP.
Completed questionnaires are returned to Age UK Waltham Forest, where they are
scored and those who identify as potentially frail/with unmet needs undergo a
Single Assessment Process, those who do not receive health promotion information
and signposting to community services.
Following assessment in addition to referrals to statutory services people may also
be referred to other services such as falls prevention, healthy living, handyperson
and home security information.

One clear advantage of this generalised case finding approach is that it means wider aspects
of frail older people’s lives can be assessed and, if needed, addressed. Although these wider
aspects are not purely health issues, they are ones that can have an impact on health and
wellbeing. Examples of these wider aspects include: heating or housing repairs, isolation
and lack of confidence in using community facilities and income maximisation.
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Figure 24 Waltham Forest Care Finding Service Outline

The questionnaire used by Waltham Forest is the Cardiff-Newport self-reporting
questionnaire which includes 30 questions covering63:
• Home circumstances and carers
• Recent health
• Present medication
• Physical handicap, mobility
• Fall and falls risk
• Shopping
• Social activities
• Activities of daily living (housework, personal care, dressing, bathing)
• Continence
• Eyesight and hearing
• Independence
• Memory, depression, anxiety
• Present use and perceived need for services
• Changes in past year and present concerns
The Cardiff-Newport questionnaire was originally developed and tested using a randomised
trial of 359 GP patients aged 65 and over in Wales in the early 1990s. The questionnaire was
validated using a geriatric health visitor as gold standard as a tool for identifying frail older
people. It was found to have a sensitivity of 89% and specificity of 78%. Each person who
completed the questionnaire was then seen by a nurse, follow up was for 3 years. The
response rate was 88%, with younger and more active individuals being less likely to
complete the questionnaire. Mortality in the intervention (i.e. questionnaire and nurse
appointment) group was significantly lower than the control group. Hospital admissions and
long-term residential care were not significantly different64.
The Waltham Forest service has reached 45% of all residents over 65 in the borough in its
first 11 years (from 2002 to 2011). It had a response rate of 47% to their postal
questionnaires and about half of those returning questionnaires were referred for a Single
Assessment. Over the first 11 years:
•
•
•
•
•
•
•
•
•

5772 questionnaires were completed
26% of older people were identified as taking 4 or more medications without them
having been reviewed appropriately.
6200 risk factors, that were not previously known, were identified
300 people who had falls were found
A further 1000 people at risk of falls were identified
1000 people were found to have memory problems
140 people were found to have depression
1800 people were found to be socially isolated
1700 people received services (this included a variety of services)

Of note if a similar service were to be considered in Lewisham, the Waltham Forest service
found that the response rate to the questionnaire was lowest amongst BME communities.
The service discovered this was because individuals in those communities were unable to
read, write or speak English and responses from BME communities have improved since they
employed an Asian-speaking Single Assessment Officer.
Waltham Forest is an ethnically-diverse London borough, with people from Pakistan making
up the highest proportion of the BAME population, followed by Black Caribbean and black

African. It ranks 13th in the country in terms of Index of Multiple Deprivation. Hospital
admissions and falls rates are above the England average for people aged 65 and over in
Waltham Forest (comparisons between boroughs are not statistically valid)765. Therefore
there are similarities between the populations of Lewisham and Waltham Forest, which is
useful in considering utilising their case-finding model locally.
Camden: Integrating Care for People with Chronic and Complex Needs66
Camden define frail older people, using the Edmonton frailty index (or similar), though it is
not clear the mechanism of identification. Frail people with complex needs are placed on a
“frailty register”, there are about 280 patients on the register. A weekly MDT between
primary care, secondary care, mental health and social care discusses these patients. Prior
to this MDT care 86% of days were spent at home by the cohort of patients, following the
intervention 95% of days are spent at home.
Greenwich67
Greenwich has recently undertaken a large review of individuals in receipt of homecare and
found high levels of hospital admission and cardiovascular disease. They identified a need to
optimise use of preventative measures for homecare clients and that a large number of new
services had been introduced over the last five years. Hence there was a need to link these
services and ensure client-facing groups are aware of and make use of these services. They
have introduced a health assessment tool that is able to identify local services that the
individual may benefit from In addition a single referral process for these services is
provided. Healthy ageing leads will support social care staff in performing these
assessments and referrals.
As this service model was implemented in 2012 there is no evaluation data available.
However if a similar model is to be considered in Lewisham understanding any challenges or
modifications they experienced during implementation may be helpful.

Key Messages
• There are a number of models available for how to use identification tools locally.
• In all cases the key is to ensure a system-wide approach and design that enables
linkage with services that are already in place
Recommendations
• Once a clear target population is identified, for example frail older people not known
to services a more detailed review of existing programmes, including evaluation and
their working context would be valuable.
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Conclusions and Recommendations
The population is ageing as a result of increasing life expectancy, it is not clear whether
current rates of ill health and disability will increase or decrease. But there will certainly be
a significant increase in the number of older people requiring health and social care in the
next ten to twenty years.
Defining frailty is difficult but a lack of resilience in the event of minor stressor events is a
key element. A quarter to a half of over 85 year olds in England are frail. Although many
frail older people also have disabilities or co- morbidities up to a quarter may not have,
which can make identification a challenge. Though this is a challenge that needs to be
undertaken given that frailty is a clearly associated with poorer health outcomes including
an increase in mortality.
There are plenty of tools available to identify frail older people, using a self-filled
questionnaire or simple interviews and examinations. Similarly identifying older people at
increased risk of hospital admissions is possible through the use of predictive modelling
tools. Unlike the identification tools these require more complex data inputs and software
to provide meaningful information.
A key question is considering frail older people is which group to target for interventions,
those with very high use of services ( a small number) or those who are not currently using
services but who are frail and hence also at risk of worse outcomes. It may be that the
second group could benefit from simple, existing interventions but they do not receive them
as they are not known to those who could recommend them.
Recommendations:
(Assuming that frail older people not currently known to health and social care services are a
priority as a target)
•

A more detailed review of implementation of frailty identification tools in practice,
including their impact, feasibility and comparison to Lewisham of the context in
which they implemented. (population factors and existing services including nonstatutory)

•

Mapping of existing services for older people in Lewisham, with a view to considering
how these might be incorporated into an identification and referral process.

•

Trial a simple identification tool in a small area to understand how large the
population of unidentified frail older people is.

•

On the basis of above consider piloting a programme of screening older people for
frailty, providing those at risk with a more comprehensive assessment which acts to
sign post individuals to existing preventative services.
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Appendix
Examples of the questions included in frailty screening tools:

The Tilburg Frailty Indicator (TFI)
Physical component
Do you feel healthy?
Have you lost a lot of weight recently without wishing to do so?
(‘A lot’ is 6 kg or more during the last six months or 3 kg or more during
the last month.)
Do you experience problems in your daily life due to:
Difficulty in walking?
Difficulty with maintaining your balance?
Poor hearing?
Poor vision?
Lack of strength in your hands?
Physical tiredness?
Psychological component
Do you have problems with your memory?
Have you felt down during the last month?
Have you felt nervous or anxious during the last month?
Are you able to cope with problems well?
Social component
Do you live alone?
Do you sometimes wish you had more people around you?
Do you receive enough support from other people?
Scoring:
Question 1: Yes = 0; No = 1
Questions 2-8: No = 0; Yes = 1
Question 9: No = 0; Sometimes = 0; Yes = 1
Questions 10-11: No = 0; Sometimes = 1; Yes = 1
Question 12: No = 1; Yes = 0
Question 13: No = 0; Yes = 1
Question 14: No = 0; Sometimes = 1; Yes = 1
Question 15: Yes = 0; No = 1

The Sherbrooke Postal Questionnaire (SPQ)
1. Do you live alone?
2. Do you take more than three different medications every day?
3. Do you regularly use a cane, a walker or a wheelchair to move about?
4. Do you see well?
5. Do you hear well?
6. Do you have problems with your memory?
Scoring:
Question 1: Yes = 0; No = 1
Questions 2-3: No = 0; Yes = 1
Questions 4-5: Yes = 0; No = 1
Question 6: No = 0; Yes = 1
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