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23 March 1968

Severe disease of the central nervous system may follow
infection with several E.CH.O. viruses, causing ataxia,
vertigo, and nystagmus., Undifferentiated febrile illness with
or without a rash is commonly seen with types 4, 6, 9, 14,
and 16, and sometimes 2, 11, and 18, E.CH.O. viruses,
usually type 18 and occasionally 8, 11, 14, and 20, have also
been isolated from cases of infantile gastroenteritis, but the
causal relationship is by no means so clear as in the cases of
aseptic meningitis. World-wide in distribution, E.CH.O.
virus infections, whether sporadic or epidemic, are com-
moner in the spring and summer than at other seasons.
These viruses can be recovered from the nasopharyngeal
secretions and faeces, and it is probable that these are the
main source of transmitted infection.

In this week’s issue of the BM.Y. Squadron-Leader L. J.
German and his colleagues describe at page 742 an outbreak
of E.CH.O. type 5 infection in a maternity unit in Singapore.
Sixty-four cases were observed between July and October
1965, of which 56 were among infants, All had a pyrexia
of 99-103° F. (37.2-39.4° C.), the onset usually being
between the fourth and eighth day of life. A faint pink
maculopapular rash was seen in 20 infants, being more pro-
nounced on the limbs and buttocks but present also on the
trunk and face. Thirteen infants had loose, offensive stools
and four others passed blood and mucus. The eight adults,
seven of whom were mothers of the infants, complained of
malaise, fever, severe headache, and vomiting. They also
developed a rash, which was more persistent than in the
infants. E.C.H.O. type § virus was detected in 31 cases. All
patients recovered, and the outbreak lasted 16 weeks, A
similar outbreak was reported by E. W. Hart and his col-
leagues* from a London maternity unit in 1962. The
symptoms then were fever, diarrhoea, lymphadenopathy, and
an enlarged spleen, but no rashes were observed.

Virological investigations are particularly valuable in such
circumstances, for the prognosis of E.C.H.O. virus infections
generally is good, and during an outbreak in a maternity
home this is comforting news to have, On the other hand,
E.CH.O. viruses can cause serious discase, particularly in
the very young,® but they do not appear to cause such severe
disease in this age group as do Coxsackie B viruses.*

Old and Frail

One of the miracles of our time is the increase in the average
length of life. In England and Wales, for instance, the
expectation of life at birth has risen by 20 years since 1900,
from about 50 to about 70 years. Eileen M. Brooke® puts
it another way when she says that in 1963 in England and
Wales one in every eight persons was aged 65 or more, and
if the trend is continued by 1982 the ratio will be one in six.
Not only will the ratio of retired to working people be
adversely affected, but the number of old people in absolute
terms will have reached the formidable total of 7.4 millions
in 1982. There will be proportionately fewer persons capable
of looking after their aged kin, and for a variety of socio-
economic reasons there will probably be fewer still able to
do so even if they wished.

Two recent papers, one complementing the other, highlight
the present inadequacies for the care of the aged and under-
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line the danger in a failure to plan for the future, F. Allen
Binks® drew attention to the misuse of geriatric units, and
criticized general hospitals for their failure to share the burden
of the care of the aged. He implied that too many people
who work in these hospitals fail to accept the responsibility
they should for confused, restless, incontinent old patients,
whom they shrug off after a period in their care as a “ chronic
patient ” and “ no longer a responsibility of this hospital.”
He also made 2 telling comparison between the understaffed
geriatric unit working at 97% bed occupancy and the 70%
occupancy of “acute” hospitals where there is no staff
shortage. How, he argues, in the circumstances can there be
complaints that the “acute” beds are being blocked by
geriatric patients ?  Yet in an area of which he was writing
““ an excess of 750 acute beds and a deficiency of 270 geriatric
beds is being changed to one with an excess of 1,025 acute
beds and a deficiency of 245 geriatric beds.”

In the second paper R. W. Parnell* reports on two years’
experience in a psychogeriatric unit which takes three-quarters
of the patients over the age of 65 admitted to a mental
hospital. He makes the most important point that, “ Even
today regional board psychiatric and geriatric advisory com-
mittees may act in isolation from each other, forgetting that
the common focus of their attention is the provision of hos-
pital care for old people, not for bodiless minds on the one
hand or mindless bodies on the other.” He goes on to turn
the knife and points out that because of the grim shortage of
beds for sick old people “ they tend to flow into any vacant
bed, irrespective of administrative edict, and are usually
labelled selectively from their multiple pathology, with the
diagnosis best calculated to gain admission by a particular
hospital.” It is indeed a curious perversion of the legend of
Procrustes: instead of the patient being shaped to the bed,
the bed is shaped to the patient. The pressure en mental
hospital beds from general hospitals, geriatric units, and

Isewhere was not fi a few years ago®* As Parnell
observes, this is in itself sufficient to upset the forecast that by
the mid-1970s we might need only half as many beds for
mental illness. Many mental hospital psychiatrists would
agree with Parnell’s observation.

Binks and Parnell paint on a small canvas framed by the
limits of their own experience. Miss Eileen M. Brooke,’
h , is able to project her statistical data on to a national
screen. And some of her data are particularly pertinent. For
example, a census of patients in psychiatric hospitals at the
end of 1963 showed that there were 51,616 persons aged 65
and over. One in every 109 p in the population as a
whole was resident in a mental hospital or unit. Of all mental
hospital patients 39% were aged 65 and over, and of these
nearly half were 75 or more. Between 1954 and 1963 the
numbers aged 65 and over in psychiatric hospitals in England
and Wales increased by 6,300, representing an increase from
30 to 39% of the total hospital population. And the shift
towards more older patients in these hospitals is most un-
likely to be reversed.

What is perhaps the most alarming statistic is that 11%
of the men and 6% of the women die within a month of

' The R;’l'u’. General’s Statistical Review of B and Wales for
the Year 1965, Part 2, Tables, :‘ﬂ'p'uhdtdl 6.7. zH.M.S.o.

* Brooke, E. M., in Prychiatric Disor: in 1 ged, p. u.synmm
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' Binks, F. A, Bni. med. J., 1968, 1, 269.

« Parnell, R. W., Gevonr. Ciin,, 1968, 10, 30.

* Norton, A., Brit. med., ¥, 1961, 1, 528,

* Tooth, G. C., and Brooke, E. M., Lances, 1961, 1, 710.



Population aging
Proportion of population aged 60 years or older, 2015
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Population aging
Proportion of population aged 60 years or older, 2050 projections
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Special Article
Frailty Consensus: A Call to Action

John E. Morley MB, BCh **, Bruno Vellas MD "¢, G. Abellan van Kan MD "¢, Stefan D. Anker MD, PhD ¢¢,
Juergen M. Bauer MD, PhD', Roberto Bernabei MD &, Matteo Cesari MD, PhD ¢, W.C. Chumlea PhD",
Wolfram Doehner MD, PhD ¢!, Jonathan Evans MD/, Linda P. Fried MD, MPH ¥, Jack M. Guralnik MD, PhD,
Paul R. Katz MD, CMD ™, Theodore K. Malmstrom PhD *", Roger J. McCarter PhD °,

Luis M. Gutierrez Robledo MD, PhD P, Ken Rockwood MD ¢, Stephan von Haehling MD, PhD’,

Maurits F. Vandewoude MD, PhD°®, Jeremy Walston MD*

“...A medical syndrome with multiple causes and contributors that

is characterized by diminished strength, endurance, and reduced

physiologic function that increases an individual’s vulnerability for
developing increased dependency and/or death...”
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B. Model of disease in young/adult individuals
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C. Frailty

..... Disability

...... Clinical manifestation

\ \ g\\ Homeostatic reserve

Risk profile

Endogenous and
exogenous stressors

Cesari et al. Eur J Intern Med 2016;35:1-9
Studenski S. J Nutr Health Aging 2009;13:729-32
Ferrucci L et al. Genus 2005;LXI1:39-53
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Frailty assessment instruments: Systematic characterization of the (!) Craias
uses and contexts of highly-cited instruments

Brian J. Buta®®, Jeremy D. Walston®", Job G. Godino ¢, Minsun Park®, Rita R. Kalyani®",
Qian-Li Xue ", Karen Bandeen-Roche *:¢, Ravi Varadhan "¢+

* Johns Hopkins Older Americans Independence Center and the Center on Aging and Health, Johns Hopkins University, Baltimore, MD, United States

b School of Medicine, Johns Hopkins University, Baltimore, MD, United States

¢ Center for Wireless and Population Health Systems, University of CA, San Diego, United States

* Bloomberg School of Public Health, Johns Hopkins University, Baltimore, MD, United States

¢ Department of Oncelogy, Division of Biostatistics and Bioinformatics, Sidney Kimmel Coemprehensive Cancer Center, johns Hopkins University, Baltimore,
MD, United States

A total of 67 frailty instruments available in the literature
Nine instruments are "highly-cited" (=200 citations)

The most common assessment context was observational
studies of older community-dwelling adults



SHARE-Groningen Frailty Indicator
SHARE-Tilburg Frailty Indicator
SHARE-Frailty Index
SHARE-FI-CGA

SHARE-Clinical Frailty Scale
SHARE-Frailty phenotype
SHARE-Edmonton Frail Scale

SHARE-FRAIL Scale

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Figure 1. Prevalence of frailty. SHARE = Survey of Health, Ageing and Retirement in Europe; FI-CGA = Frailty Index based on
a Comprehensive Geriatric Assessment.

Table 3. Agreement of Survey of Health, Ageing and Retirement in Europe Frailty Scales (Cohen Kappa Statistic)

Groningen Frailty  Tilburg Frailty  Frailty Clinical Frailty Frailty Edmonton Frail
Indicator Indicator Index FICGA Scale phenotype Scale
Tilburg Frailty Indicator 0.50
Frailty Index 0.46 0.52
A-CGA 0.46 0.52 0.82
Clinical Frailty Scale 0.30 0.38 0.61 0.57
Frailty phenotype 0.25 0.37 0.51 0.51 0.45
Edmonton Frail Scale 0.18 0.27 0.45 0.46 0.52 0.55
FRAIL scale 0.13 0.27 0.28 029 0.27 0.46 0.45

FI-CGA = Frailty Index based on a Comprehensive Geriatric Assessment.

Theou O et al. J Am Geriatr Soc 2013;61:1537-1551
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What are frailty instruments for?
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Fit for Frailty

Consensus best practice guidance for the care
of older people living with frailty in community
and outpatient settings

A report by the
British Geriatrics Society

in association with the Royal College of
General Practitioners and Age UK
June 2014




3. Recognising and identifying frailty in individuals

Recommendations

P Older people should be assessed for the possible presence of frailty
during all encounters with health and social care professionals. Slow gait
speed, the PRISMA questionnaire, the timed-up-and-go test are
recommended as reasonable assessments. The Edmonton Frail Scale
is recommended in elective surgical settings.

P Provide training in frailty recognition to all health and social care staff
who are likely to encounter older people.

P Do not offer routine population screening for frailty.

Fit for Frailty

Consensus best practice guidance for the care
of older people living with frailty in community
and outpatient settings




CGA

« Identification and Optimisation of medical illnesses plus
onward referral to other specialists

« Individualised goal setting

* Drug review

« Anticipatory care planning (which may include escalation

plans, emergency plans, end of life care (EOLC) plans

Individualised Care and Support Plan —

With details of personal goals, optimisation plans, escalation and emergency plans
as well as advance care plans where these are indicated.

my Fit for Frailty

Consensus best practice guidance for the care
of older people living with frailty in community
and outpatient settings



Comprehensive Geriatric Assessment (CGA)

A multidimensional, multidisciplinary diagnostic and
therapeutic process conducted to determine the medical,
mental, and functional problems of older people with frailty

Its objective is the development of a coordinated and
integrated plan for treatment and follow-up to maximize
overall health with aging

CGA is based on the premise that a systematic evaluation of
frail, older persons by a team of health professionals may
identify a variety of treatable health problems and lead to
better health outcomes

Ellis G et al. Cochrane Database Syst Rev 2017,CD006211



Comprehensive Geriatric Assessment (CGA)

A multidimensional, multidisciplinary diagnostic and
therapeutic process conducted to determine the medical,
mental, and functional problems of older people with frailty

Its objective is the development of a coordinated and
integrated plan for treatment and follow-up to maximize
overall health with aging
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Comprehensive Geriatric Assessment

Brief initial assessment by the core team
Core Team

e Clinician (Geriatrician)
e Nurse

* Social worker Subsequent in-depth evaluation by additional
professionals

Extended Team

e PTand OT

e Dietitian

"Virtual team" concept

* Members are included as needed

* Assessments are conducted at different
locations on different days

* Team communication is completed via
telephone or electronically (eg, electronic
health record)

e Pharmacist

e Neuropsychologist
e Dentist

e Audiologist

e Ophtalmologist

e Podiatrists



Ellis G et al. Cochrane Database Syst Rev 2017;CD006211
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Clinical leadership

Structured assessment

Multidisciplinary team meetings

Goal setting

Involving patients and carers in goal setting
Outpatient follow-up

Ward environment

Adequate time

Speciality knowledge, experience, competence

Tailoring treatment plans to the individual
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Clinical effectiveness of orthogeriatric
and fracture liaison service models of care
for hip fracture patients: population-based

longitudinal study

SamueL Haw ey', M. Kassim Javaip'?, DANIEL PRETO-ALHAMBRA'#**, |ANET LIPPETT®, SALLY SHEARD
NiceL K ArpeN'?, Cyrus Coorer'?, ANDREW JuDGE'?, THE REFRESH sTupyY GrOUP

Hazard ratios for outcomes within each hospital,
comparing the time period after relative to the
time period before orthogeriatric or FLS service

model interventions for:

- Mortality within 30 days
OG: 0.73 (95%Cl 0.65-0.82)
FLS: 0.80 (95%Cl 0.71-0.91)
- Mortality within 1 year
OG: 0.81 (95%Cl 0.75-0.87)
FLS: 0.84 (95%Cl 0.77-0.93)

Age Aging 2016;45:236-42

Financial Year

A Mortality within 30 days
®  Mortality within 1 year
® Secondary hip fracture within 2 years

Figure 1. Annual and quarterly regional trends in mortality
(30-day and 1-year) and second hip fracture (2-year) after

primary hip fracture during the study period.



All older cancer patients

/

Community
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Hospital

Long Term Care

A

Facility Hospice

SCREENING (oncologist or geriatrician)

FRAIL

FIT

Oncologist

|

Usual Care

|

FRAIL

GERIATRICIAN (CGA)

Vi

Interdisciplinary Team:

Oncologist, Geriatrician, Surgeon,

Physical therapist, Professional Nurse,
Psycho-oncologist, Social Worker..........

. | Geriatric palliative care

|

Modified approach

s

Palliative Oncology

Balducci L et al. Surg Oncol 2010;19:117-23



The impact of comprehensive geriatric
assessment interventions on tolerance to

chemotherapy in older people

T Kalsi*'?, G Babic-lllman’, P J Ross, N R Maisey®, S Hughes®, P Fields®,

and D Harari'?

BrJ Cancer 2015;112:1435-44

F C Martin'?, Y Wang®

Evaluation of Multidimensional Geriatric
Assessment as a Predictor of Mortality and
Cardiovascular Events After Transcatheter
Aortic Valve Implantation

Stefan Stortecky, MD,* Andreas W. Schoenenberger, MD, André Moser, PuD,#

Bindu Kalesan, PuD,# Peter Jiini, MD,# Thierry Carrel, MD,§ Seraina Bischoff, RN,*
Christa-Maria Schoenenberger, RN,* Andreas E. Stuck, MD,} Stephan Windecker, MD,*
Peter Wenaweser, MD*

JACC Cardiovasc Interv 2012;5:489-96

Geriatric-HIV Medicine Is Born

Giovanni Guaraldi' and Kenneth Rockwood’

University of Modena and Reggio Emilia, Italy and ‘Dathousie University, Halifax, Nova Scotia, Canada

Clin Infect Dis 2017,65:507-9



* || concetto di fragilita

 Come intervenire sulla fragilita

- La valutazione multidimensionale geriatrica

* |l concetto di intrinsic capacity



WORLD
REPORT
ON
AGEING
AND
HEALTH

www.who.int/ageing/events/world-report-2015-launch/en/



Healthy Ageing: the process of developing and maintaining
the functional ability that enables well-being in older age.

Functional ability: the health-related attributes that enable

people to be and to do what they have reason to value. It is

made up of the intrinsic capacity of the individual, relevant

environmental characteristics and the interactions between
the individual and these characteristics.

Intrinsic capacity: the composite of all the physical and
mental capacities of an individual.

Environments: all the factors in the extrinsic world that form
the context of an individual’s life.



Fig.2.4. A public-health framework for Healthy Ageing: opportunities for public-health action
across the life course

High and stable capacity

Dedlining capacity Significant loss of capacity

Functional
ability

Intrinsic
capacity

; Prevent chronic conditions
GEENORIUICI  or ensure early detection Reverse or slow Manage advanced
and control declines in capadity chronic conditions

Support capacity-enhancing
Long-term care: L= o
a dignified late life

Promote capacity-enhancing behaviours

Remove barriers to
participation, compensate for loss of capacity

Environments:
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HEALTH CARE

The emerging field of mobile health

Steven R. Steinhubl,* Evan D. Muse, Eric J. Topol

Eye
Glucose-sensing lens
Digital fundoscope

Smartphone visual-acuity tracking

Automated refractive error

Noninvasive intraocular pressure

Ear
Smart hearing aids
Digital otoscope

Lung

Home spirometry

Pulse oximetry

Inhaler use

Breath-based diagnostics
Breathing sounds
Environmental exposure

Blood

Continuous glucose
Transdermal Hb

Pathogens (genomics-based)
PoC blood tests

Skin

Temperature

Gross lesions

Pressure sensor (wound care)
Sweat chemistry

Cutaneous blood flow

Other sensors and monitors
Pill-box and -bottle

Posture

Body position

Activity

Sleep

Bladder and urine
Comprehensive urinalysis
STDs (genomic detection)
Diaper-based sensors

{

Brain and emotion

Wireless mobile EEG

Seizure

Autonomic nervous activity
Head-impact sensor

Intracranial pressure (noninvasive)
Stress recognition (voice, respiration)

Heart and vascular

Continuous BP tracking
Handheld ECG

Heart rhythm

Cardiac output

Stroke volume

Thoracic impedance (fluid)

Gastrointestinal
Endoscopic imaging
Esophageal pH
Medication compliance
Fecal blood or bilirubin
Gut electrical activity
Chewing

Watching over one’s health

Pulse

BP

Temperature

Activity

Hydration

Sleep stages

Seizure

Respiration rate

0, saturation

Blood CO,

Blood glucose

ECG (single-lead)

Cardiac output

Stroke volume
Stress:

Heart-rate variability

Electrodermal activity

Sci Transl Med 2015;7:283rv3
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Large-scale physical activity data reveal worldwide

Tim Althoff!, Rok Sosi¢!, Jennifer L. Hicks?, Abby C. King™*, Scott L. Delp®® & Jure Leskovec®®

activity inequality
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Pedometer Use Increases Daily Steps
and Functional Status in Older Adults

Allison Snyder, MD, Bryanne Colvin, MD, and Julie K. Gammack, MD
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Integrated care for older people

Guidelines on community-level interventions to manage declines
in intrinsic capacity

72 World Health
¢ % Organization

s. World Health
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%)Y Organization

Assess older person’s
needs and declining
physical and
mental capacities

Implement the
care plan using
principles of
self-management
support

Engage communities
and support caregivers

Define the goal of
care and develop a
care plan with
multicomponent
interventions

Ensure a strong
referral pathway
and monitoring
of the care plan



Il concetto di fragilita

Come intervenire sulla fragilita

- La valutazione multidimensionale geriatrica

Il concetto di intrinsic capacity

Conclusioni



Conclusioni

La fragilita € una condizione clinica di interesse per la sanita pubblica e
potenziale fulcro per modificare gli attuali sistemi sanitari disegnati
attorno al concetto di stand-alone disease

La complessita ed eterogeneita della fragilita richiede un approccio
multidimensionale (VMD) al fine di identificare e prioritizzare le cause
sottostanti al profilo biologico di estrema vulnerabilita

Gli interventi sulla fragilita devono basarsi su modelli multidisciplinari,
coordinati ed integrati

Il concetto di intrinsic capacity recentemente proposto dall’'lOMS si
fonda sui concetti cardine della medicina geriatrica e rappresenta
un’opportunita per dare valore alla specialita e combattere le molteplici
forme esistenti di ageism
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