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Some numbers…

• By 2031
• 66% increase in over 65s
• 77% increase in over 75s
• 131% increase in over 85s

• More people >65 than <18

• In next 20 years those >100 will quadruple

• 8% of the population >75 years old, but account for 30% of emergency 
admissions

• >65 year olds account for 40% of hospital bed days

• 65% of NHS spend on those >65 years old

• 60% of social care spend on those >65 years old

British Geriatrics Society
Department of Health



“a medical syndrome with multiple causes and contributors that is 
characterised by diminished strength, endurance and reduced 
physiologic function that increases an individual’s vulnerability for 
developing increased dependency and/or death”

Morley J et al. Frailty concensus: a call to action. Journal of 
American medical directors association. 2013

Frailty definition



What does this mean for someone with frailty?

• Increased susceptibility to minor stressor event and reduced physiological 
reserve

Clegg A et al. Frailty in elderly people. The Lancet. 2013







Frailty outcomes

Fried L et al. Frailty in older adults: evidence for a phenotype. Journal of Gerontology. 2001



SCORING FRAILTY IN PEOPLE WITH DEMENTIA
The degree of frailty generally corresponds to the degree of dementia. 
Common symptoms in mid dementia include forgetting the details of a recent 
event, though still remembering the event itself, repeating the same 
question/story and social withdrawal

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

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

In very severe dementia they are often bedfast. Many are virtually mute.

People who are robust, active, energetic and motivated. They tend 
to exercise regularly and are among the fittest for their age

VERY FIT

CLINICAL FRAILTY SCALE (2020 update)

People who often have more evident slowing, and need help with 
high order instrumental activities of daily living (finances, 
transportation, heavy housework). Typically, mild frailty 
progressively impairs shopping and walking outside alone, meal 
preparation, medications and begins to restrict light housework

LIVING WITH 
MILD FRAILTY

Previously “vulnerable”, this category marks early transition from 
complete independence. While not dependent on others for daily 
help, often symptoms limit activities. A common complaint is being 
“slowed up” and/or being tired during the day

LIVING WITH 
VERY MILD 

FRAILTY

People who have no active disease symptoms but are less fit than 
category 1. Often, they exercise or are very active occasionally, e.g. 
seasonally

FIT

People whose medical problems are well controlled, even if 
occasionally symptomatic, but often are not regularly active 
beyond routine walking.

MANAGING WELL

People who need help with all outside activities and with keeping 
house. Inside, they often have problems with stairs and need help 
with bathing and might need minimal assistance (cuing, standing) 
with dressing.

LIVING WITH
MODERATE

FRAILTY

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

LIVING WITH
SEVERE
FRAILTY

Completely dependent for personal care and approaching end of 
life. Typically, they could not recover even from a minor illness.

LIVING WITH 
VERY

SEVERE FRAILTY

Approaching the end of like. This category applies to people with a 
life expectancy <6 months. Who are not otherwise living with severe 
frailty. (Many terminally ill people can still exercise until very close 
to death.

TERMINALLY
ILL
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BGS. Position statement on primary care for older people. 2018





Prevention

• Loneliness and isolation
• Group/one-one/volunteering activities

• Befriending initiatives

• Intergenerational activities

• Falls and fractures
• Strength and balance training (low to moderate risk)

• Multifactorial interventions (high risk)

• Fracture liaison services



BGS. Position statement on primary care for older people. 2018



Comprehensive Geriatric Assessment (CGA)

“a multi-dimensional, interdisciplinary, diagnostic 
process to determine the medical, psychological 
and functional capabilities of a frail older person 

in order to develop a  coordinated and 
integrated plan for treatment and long term 

follow up” 
Stuck et al Lancet 1994



• Medical  comorbid conditions and disease severity 

    medication review 

                        nutritional status 

    problem list 

• Mental health                       cognition 

    mood and anxiety 

    fears 

• Functional capacity basic activities of daily living 

    gait and balance 

    activity/exercise status 

    instrumental activities of daily living 

• Social circumstances informal support available from family or friends 

    social network such a visitors or daytime activities 

    eligibility for being offered care resources 

• Environment  home comfort, facilities and safety 

    use or potential use of telehealth technology etc 

    transport facilities 

    accessibility to local resources 



Fig 3 Odds ratios for death or deterioration at the end of follow-up (median 12 months) in 
elderly patients according to comprehensive geriatric assessment after emergency 

admission at baseline. 

Ellis G et al. BMJ 2011;343:bmj.d6553

©2011 by British Medical Journal Publishing Group



Fig 2 Odds ratios for living at home at end of follow-up (median 12 months) in elderly patients 
according to comprehensive geriatric assessment after emergency admission. 

Ellis G et al. BMJ 2011;343:bmj.d6553

©2011 by British Medical Journal Publishing Group



Frailty management
• CGA

• CGA

• CGA

• Exercise
• Resistance and aerobic; strength and balance; >3 months

• Nutritional supplementation
• Protein-calorie supplementation, ?1.2g/kg/day protein
• Synergistic with exercise

• Vitamin D 
• Correct if deficient

Cadore E et al.  Effects of different exercise interventions on risk of falls, gait ability and balance in physically frail older adults: a systematic review.  Rejuvenation Research.  2013.
Theou O et al.  The effectiveness of exercise interventions for the management of frailty: a systematic review.  Journal of Aging Research.  2011.
Chou C et al.  Effect of exercise on physical function, daily living activities and quality of life in the frail older adults: a meta-analysis.  Arch Phys Med Rehabil.  2012
Clegg et al.  The home-based older people’s exercise (HOPE) trial: a pilot RCT of a home-based exercise intervention for older people with frailty.  Age and Ageing.  2014.
Morley J et al.  Nutritional recommendations for the management of sarcopenia.  Journal American  Medical Directors Association.  2010.
Vitamin D and bone health: a practical clinical guideline for patient management.  National Osteoporosis Society.  2013



Exercise
• Should be multicomponent

• Intensity and volume of exercise still needs further investigation

• Example of an exercise regime for resistance exercise might look like 
• 3 sets of 8-12 reps starting at 20% 1RM (Rep Max) increasing to 80% 1RM, 3 

times a week for 12 weeks

• Aerobic exercise regime may follow high interval intensity training 
(HIIT) scheme 3-5 times a week

• Exercise seems to be more effective in the earlier stages of frailty 
compared to the later stages of frailty

• Exercise can improve sarcopenia, physical function, cognitive 
function, and mood

Cadore E et al.  Effects of different exercise interventions on risk of falls, gait ability and balance in physically frail older adults: a systematic review.  Rejuvenation Research.  2013.
Theou O et al.  The effectiveness of exercise interventions for the management of frailty: a systematic review.  Journal of Aging Research.  2011.
Chou C et al.  Effect of exercise on physical function, daily living activities and quality of life in the frail older adults: a meta-analysis.  Arch Phys Med Rehabil.  2012
Clegg et al.  The home-based older people’s exercise (HOPE) trial: a pilot RCT of a home-based exercise intervention for older people with frailty.  Age and Ageing.  2014.







Proactive care - the ambition…

• People will have choice and control over the way their care is planned and 
delivered. 

• Based on ‘what matters’ to them and their individual strengths and needs.
• A one-size-fits-all health and care system simply cannot meet the 

increasing complexity of people’s needs and expectations.
• It is a way to develop relationships between people, professionals and the 

health and care system. 
• It provides a positive shift in power and decision making that enables 

people to have a voice, to be heard and be connected to each other and 
their communities.

• Evidence shows that people will have better experiences and improved 
health and wellbeing.















Education and training of workforce

• Frailty is everyone’s business

• Frailty Core Capabilities Framework
• Commissioned by Health Education England and NHS England
• Aims to improve the effectiveness and capability of services for people living with 

frailty
• Tier 1: Those that require general awareness of frailty
• Tier 2: Health and social care staff and others who regularly work with people living 

with frailty but who would seek support from others for complex management or 
decision-making

• Tier 3: Health, social care and other professionals with a high degree of autonomy, 
able to provide care in complex situations and who may also lead services for people 
living with frailty.









“There comes a point where 
we need to stop just pulling 
people out of the water.

We need to go upstream and 
find out why they’re falling in”
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