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COMMENT

CHANGED MEDICAL GUIDELINES
AROUND COVID-19 AND DELIRIUM
Public Health England recently updated Covid-19 guidance for older people
presenting with delirium after a community science project found it could be the
only symptom of coronavirus in frail older people.
Dr Claire Steves
Senior Clinical
Lecturer, King’s
College London

Back in March, health technology company ZOE
launched the COVID Symptom Study - a simple
smartphone app allowing people to log their health and
any new symptoms on a daily basis. Since then, more
than four million people have downloaded the app and
there are currently more than a million weekly users
across the UK.
In a powerful demonstration of the utility of this
large-scale community science project, insights and
analysis from the app by our team at King’s
College London have now led to Public Health
England updating Covid-19 guidance for older
people presenting with delirium, potentially saving
many lives.

Be alert to delirium

Based on our findings, Public Health England rapidly
updated its guidance for doctors, advising them to
test older people presenting with acute confusion for
As a geriatrician, I’ve seen the impact of coronavirus
Covid-19. Healthcare workers and carers should also
infection in older patients first hand, and noticed that
be on the lookout for delirium and be alert to the fact
a number of my patients with Covid-19 were showing
that it could be the only symptom of coronavirus in frail
signs of delirium - a state of acute confusion. Delirium
older people. This is particularly important given that
can occur during any illness, and can be triggered by
some older people may not be able to report other early
low oxygen levels or the effects of the underlying illness signs of Covid-19, such as loss of smell.
on the brain. It is generally more common in older
While we knew anecdotally from an early stage in the
pandemic that delirium seemed to be strongly associated
people, especially those who are frail or have issues
with Covid-19, the large-scale data we’ve been able to
such as mobility problems, poor eyesight, hearing loss
gather from millions of COVID Symptom Study app
or dementia.
users has enabled us to prove the link is sufficiently
To find out more about the connection between
strong to warrant a change in practice. The updated
delirium and Covid-19, the COVID Symptom Study
guidance will enable quicker diagnosis and earlier
app asked questions about confusion, disorientation
treatment of Covid-19 in this particularly vulnerable
and drowsiness, which are the core signs of delirium.
group, helping to save lives and prevent the spread of
The app also allowed people to log health reports on
the virus.
behalf of elderly relatives, significantly increasing the
This isn’t the first time that data from the app has led
amount of data available from older people.
to a change in health policy. Back in May, we showed
In a recent paper published in the journal Age and
that loss of smell (anosmia) was a common symptom of
Ageing, we analysed data from two groups of older
early Covid-19 and a stronger predictor of the disease
people aged 65 or over.
than fever, leading to a change in the UK’s official list
The first included 322 patients hospitalised with
of Covid-19 symptoms. We’ve also highlighted other
confirmed Covid-19, while the second consisted of
important common symptoms such as skin rashes,
more than 500 older users of the COVID Symptom
identified fatigue and headaches as early warning
Study app reporting a positive coronavirus test result.
Delirium emerged as a key symptom of Covid-19 in signs of infection, and classified six different types of
Covid-19 based on symptom clusters.
frail older people, along with fatigue and shortness of
breath, compared with fitter people of the same age.
None of this would have been possible without our
Around one third of app users experiencing delirium
millions of dedicated users across the UK taking just a
did not have the ‘classic’ Covid-19 symptoms of cough minute or two each day to log their health.
and fever. In fact, delirium was the only symptom for
around one in five of the hospitalised patients.
Updates and data can be found at covid.joinzoe.com/

Identifying delirium as a key
Covid-19 symptom in older people
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HOW DO WE CARE FOR OUR
FRAIL PATIENTS IN A POSTCOVID NHS?
For frailty services in the community to succeed then collaboration with secondary
care services must be prioritised. The chronic divide between primary and secondary
clinicians needs treatment and technology may not be the right medicine.

Richard
Waterworth
Trainee
Advanced
Clinical
Practitioner,
Warwick
Hospital, Lakin
Road, Warwick

People living with frailty, particularly frail people
in care homes following the Covid-19 outbreak
have been in the news recently, sadly for the wrong
reasons. Arguably, the irony is that this demographic
is too often forgotten. However to continue this
approach with our heads in the sand will have drastic
consequences for the NHS.
The growing frail, older population is increasing
pressure upon hospital services.1 Local commissioning
groups have begun to focus their attention towards the
management of frailty in primary care settings.2 GPs
are obviously well placed to deliver these services as
they are local and offer clinical continuity on a broad
spectrum. However, frail adults require a deeper level
of care, demanding time, patience and skill.
The future challenge for community services is
the growing volume of complex patients, which has
already seen a shift towards video consultation and
new innovations. The proliferation of new community
mental, nursing and residential care homes being built
rapidly to support the ageing demographic will require
additional resource and collaboration with secondary
care clinicians towards a more effective model of care.
When thinking about how the NHS cares for
people living with frailty, what should the future be
like? In an ideal system of how frail adults should be
looked after, the following should be the norm; robust
and deep discussion around advanced care planning,
how their multi-morbidity should be prioritised and
managed, optimised medication prescriptions, timely
comprehensive assessment and access to appropriate
treatments, engaging and purposeful therapy are some
elements that we should strive towards.
Frustratingly, to have these thoughts in the present
day almost feels like I’m writing a fiction novel, the
practicalities of consistently delivering such care appear
unimaginable. However, having a utopian approach
allows us to identify an issue and work towards the
crystallisation of a solution that supports change and
takes us a step closer to the ‘ideal’.

Primary and secondary care
collaboration

The utopian vision doesn’t just stretch to what care
we deliver to people living with frailty. It requires the
4 | January/February 2021 |

underpinning infrastructure of the NHS to be in place;
a combination of general and specialist consistent
community support, a skilled multidisciplinary
workforce that feels professionally fulfilled by their
work, shared learning and opportunities to develop
professional relationships and well developed processes of
communication, both virtual and in-person.
However, asking ourselves to build a better version
of our NHS without the tools feels naive and immature.
Luckily, there are numerous policies, reports, articles
and peer-reviewed studies highlighting the problems
our current NHS faces and offers solutions towards
the imaginary utopia, but why does it all still feel so
agonising and wishful?
The ‘how’ we get to these solutions is the difficult
part of this process. How do we unpick the less
tangible, defined and quantifiable areas that feel
like such barriers but are integral to its success? I
imagine clinical relationships have been developed
over numerous years (emails, telephone discussions,
and letters) without having met one another.3 The
perception of clinicians may be very different in reality.
The emotional labour required to heal fractured
relationships and collaborate effectively would
be immense.
The allowances to be generous to our historically
tribal counterparts for their perceived limitations
without knowing the true challenges they face daily
would require thought and compassion. Personal
agenda, self-interest, ego and traditional perceptions
must all be left at the door, if any true progression is to
be made.
Ultimately, rivalry will dismantle any hope of
future collaboration, an irrational fear of a particular
group being successful, may lead to worry that their
own job role may soon disappear. The reluctance
to share information, highlighting each other’s
inadequacies and errors all further dig a trench of
division. The notion of there being one space and two
rivals competing for superiority is at best, irrational.
The protectionism of our own and our individual
professional self-interest will only ever lead to the
continuation of the status-quo. If true ‘human’
innovation is to endure, then we must lower our guard
to one another.

COMMENT

Trust and the development of relationships must
be at the heart of any post-viral ambition. The words,
“the world will be a very different place after this” has
been proclaimed by numerous people in both the real
and virtual world we live in.4 An underlying hint that
the pandemic will be the catalyst for an innovative
leap to a place where primary care can manage
their demographic with virtual consultations and AI
algorithms should be pursued with great caution.5

Health innovation needs to include
human connection

At a time when social and physically distancing has
made our hearts ache for connection, we should be wary
of the purveyors of virtual solutions that vie to sway our
opinion to a contactless healthcare system, sacrificing
what makes us human for economic efficiency. The
sorrow we feel at the loss of human connection
could become the everyday norm as we step into this
new world.
There could be a belief that we don’t want to go
back to the old ways and that the future is upon us,
but actually we didn’t get everything wrong. Clinicians
have developed skills far-beyond what can be gauged
over a telephone or virtual consultation, leading
to a reliance on tests, remote decision-making and
rudimentary heuristics.
The ‘curtain-raising’ sentence that initiates the
consultation as a person closes the clinic room door, or
the pause of someone about to leave the room at the
end of an appointment, only to discuss the thing that
made them book the appointment to begin with…. “I
found this lump, can you take a look”. This connective
vulnerability must never be lost.
The nurturing of relationships between clinicians
therefore must require the opportunity to do exactly
that, ‘to relate’. To sit together and share their joint
sense of responsibility, to bear their weaknesses and
challenges and lower our guard to one another, and
learn, they are also too similar and fragile.

Innovation should not be focused upon
technological evolution, but to pause, reflect on
our own evolution and what makes us human. The
development of human and social capital between
clinicians and organisations from a level that sees
and feels the everyday challenges, these problems
being mentally unpacked, emotionally processed and
interpreted together, not from the distant corridors of
CCG buildings.
Shared learning, educational events and joint clinical
working all begin to foster a platform where clinicians
can relate to one another, innovation could actually
identify new methods of collaboration and meet these
future demands whilst retaining our all-important
human touch.
Conflict of interest: none declared
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SOCIAL PRESCRIBING:
SUPPORTING OLDER PEOPLE
What is the value of social prescribing for older people, what are the benefits and
challenges of this approach, and how it can help isolated individuals connect with
their communities?
Kathy Oxtoby
Reporter,
GM Journal

Enid is 84. She has hypertension and type 2 diabetes,
which is controlled. Physically she was coping well,
until last year when her husband of 62 years died.
Recently, Enid has been a bit snappy with staff at her
doctor’s surgery, and more demanding than usual.
Society is a bit uncomfortable with the what to do
about the needs of this ageing widow whose family live
100 miles away. But her problems cannot be managed
with medicine. Enid is lonely. Recognising this, her GP
put her in contact with a primary school group that
links mature women with young mums that are a long
way from their own families. Enid meets the group two
times a week sharing the benefits of her experiences as
a mother. Enid feels needed again.
Professor Helen Stokes-Lampard, a GP, and chair
of the National Academy for Social Prescribing, uses
the example of her ‘patient’ Enid to illustrate the many
cases of lonely, isolated older people that community
geriatricians and GPs come across in the course of their
practice, who could benefit from what she describes as
‘Enid shaped care’.
“Everyone of us recognises an ‘Enid’ in their
consulting room whose problems are so much wider
than medical problems. Enid didn’t need more drugs
to mask her pain, she needed a cure for her loneliness,”
says Professor Stokes-Lampard.

What is social prescribing?

Enid’s case shows the power of ‘social prescribing’ – an
approach which “recognises the importance of people’s
social needs, and helps them to have the best life they
can”, says Professor Stokes-Lampard. She defines social
prescribing as “the process of supporting people, via
social prescribing link workers, to make community
connections and discover new opportunities, building
on individual strengths and preferences to improve
health and wellbeing”.
According to NHS England, social prescribing is
said to work for “a wide range of people”, including
people with one or more long-term conditions, who
need support with their mental health, who are lonely
or isolated, or who have complex social needs which
affect their wellbeing.1
As for how social prescribing fits in with wider
health and care policy, The NHS Long Term Plan
emphasises its importance and states that by 2023/24,
over 900,000 people in England will have been referred
to social prescribing schemes.
6 | January/February 2021 |

In addition to funding link workers, national
NHS bodies want to grow the infrastructure that
supports social prescribing. In 2019, the Department
of Health and Social Care made £5 million available
to establish a National Academy of Social Prescribing.2
The academy was officially formed as an independent
charity in 2020, with support from a number of
partner organisations, such as NHS England, NHS
Improvement and Sport England.
Professor Stokes-Lampard says the academy aims
to “make some noise to raise the profile of social
prescribing, find resources, develop innovative funding
partnerships, build relationships across sectors,
improve evidence, and spread good practice”.

Need for social prescribing

Helen O’Connell, an advanced nurse practitioner
(ANP) and Queen’s Nurse, Haworth Medical Practice,
West Yorkshire, says there is a need for social
prescribing because “more patients are presenting at
primary care with a vast array of complex problems
that are not medical, but social issues which are
affecting their health”.
This approach is particularly relevant for older
people whose health and care needs are changing.
Increasing numbers are living with the combined
effects of age-related chronic illness or disability, social
isolation and/or poor mental health. According to
one study on social prescribing, it has “the potential
to benefit older people by helping those with social,
emotional or practical needs to access relevant services
and resources within the local community”.3
Social prescribing is often referred to as a remedy
for loneliness and social isolation. However, as the
British Geriatric Society states in its report Healthier
for longer. How healthcare professionals can support
older people (2019), it can also be used to “help
people to find practical support for things that may
be worrying them”, such as help with the garden
or financial advice.4 “There is potential for social
prescribing to be utilised to great effect in helping
older people to cope with daily living and to live
independently,” the report says.

Social prescribing in practice

Schemes delivering social prescribing can involve
a range of activities that are typically provided by
voluntary and community sector organisations.

SOCIAL PRESCRIBING

Examples include volunteering, arts activities, group
learning, befriending, cookery, healthy eating advice,
and a range of sports.
There are numerous examples of social prescribing
in action across the country.5 For example, in Frome,
Somerset, a project was created by a GP surgery in
2013.6 Known as the Compassionate Frome Project,
it has ‘health connectors’ who act as a bridge between
the patient’s medical and social needs and community
connectors to link patients with support including
help with house and debt problems as well as choirs,
exercise classes and lunch clubs.
And this July, Ms O’Connell launched a new social
prescribing platform www.treacle.me - also known
as the Social Prescribing (Self-Care) Directory - in
Howarth, which has details of community resources
for residents all in one place, making it easier to access
support and advice. “It’s connecting people, making
them feel supported, and allowing them to tap into
community expertise that otherwise they wouldn’t
know about,” says Ms O’Connell.
During the pandemic the value of social prescribing
has come into its own, as case studies highlighted by
NHS England show. The need for social isolation and
shielding to help prevent transmission of the virus has
made the task of social prescribing for older people
harder because activities typically involve face to
face contact. But “link workers have been doing a
fantastic job, using their skills via the phone or online,
for example through Zoom meetings, to continue
to engage with populations,” says Kerryn Husk,
senior research fellow, University of Plymouth, who

runs a research group looking at non NHS delivered
interventions and social prescribing.
Dr David Attwood is a GP Partner and GPwSI
Older People at Pathfields Medical Group, Plymouth,
honorary secretary of the British Geriatrics Society, and
clinical lead for the Integrated Care of Older People in
Devon. He says that prior to the pandemic, the practice
was running a one-year pilot to “systematically and
opportunistically” identify all the older people who live
with a medical diagnosis of frailty. That population
was then sub-segmented by whether or not people were
housebound, or living in a care home.
This meant that when the first lockdown hit,
“we were able to send a list of peoplewho were
housebound to our social prescribing organisation,
the Wolseley Trust, and every single one of those
individuals were given a welfare check, which included
checking they had adequate care and necessary food
and medical supplies,” says Dr Attwood.

Benefits and challenges

There are many benefits associated with social
prescribing, practitioners say. “From the patient’s point
of view it helps them to be healthier, happier people,
and from the clinician’s point of view it’s a more
rewarding way to practice. And from a system point
of view, if people are happier and fulfilled they will do
better on their health journey, leaving doctors to spend
less time on ‘social’ and more time on ‘medical’”, says
Professor Stokes-Lampard.
For Dr Attwood, one of the advantages of this
approach is that rather than prescribing pills “social
|January/February 2021 | 7
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BOX 1. WHAT IS SOCIAL PRESCRIBING
n Social prescribing, also sometimes known as

n
n

n

n

community referral, is a means of enabling
health professionals to refer people to a range
of local, non-clinical services.
There is a growing body of evidence that
social prescribing can lead to a range of
positive health and wellbeing outcomes.
Partnership between the NHS and the
voluntary and community sector is integral to
effective health and care; the national roll-out
of social prescribing supports that.
Impact over the coming years will also depend
on the scale and vitality of the voluntary and
community sector, particularly small placebased charities.
Covid-19 has seen the voluntary and
community sector’s income fall, while the need
for the sector has increased.

Source: King’s Fund

prescribers are asking the patient what really matters to
them, what they would like their life to be like, what’s
stopping them getting there and what series of steps
they need to take to get there. It’s about working
with and supporting patients to be their own agents
of change”.
According to The King’s Fund there is “a growing
body of evidence that social prescribing can lead to a
range of positive health and wellbeing outcomes.
“Studies have pointed to improvements in quality
of life and emotional wellbeing, mental and general
wellbeing, and levels of depression and anxiety,”
the King’s Fund states. For example, a programme
in Shropshire, evaluated between 2017 and 2019,
found that people reported statistically significant
improvements in measures of wellbeing, patient
activation and loneliness. At three-month follow up, it
also found that GP consultations among participants
were down 40% compared to a control group.7
However, the King’s Fund also points out that
while experience – much of it positive – continues to
accumulate about social prescribing, “there remain
weaknesses in the evidence base”.
“Many studies are small scale, do not have a control
group, focus on progress rather than outcomes, or
relate to individual interventions rather than the social
prescribing model. Much of the evidence available is
qualitative and relies on self-reported outcomes,” the
King’s Fund says. It adds that, “determining the cost,
resource implications and cost-effectiveness of social
prescribing is “particularly difficult”.
While social prescribing is “another positive tool”
for practitioners, it should not be viewed as “a panacea
that will address all the shortcomings of the NHS”,
stresses Mr Husk. And funding for social prescribing,
says Ms O’Connell, is another challenge, because many
schemes are run by charities and social enterprises who
are already stretched for money.
In their recent report New horizons in supporting
older people’s health and wellbeing: is social
prescribing a way forward?, Hamilton-West and
8 | January/February 2021 |

colleagues emphasise the need for “researchers and
planners to work together to develop a more robust
evidence-base, advancing understanding of the impacts
of social prescribing (on individuals, services and
communities), factors associated with variation in
outcomes and strategies needed to implement effective
and sustainable programmes”.3
They also call on policymakers to “recognise
the need for investment in allied initiatives to
address barriers to engagement in social prescribing
programmes, provide targeted support for carers and
improve access to older adult mental health services”.

More ‘Enid shaped care’

Looking ahead, the King’s Fund says it will be
important that “national roll-out of social
prescribing is done in a way that pays careful attention
to learning”.
“For example, further insight is needed into the
impact of different models of link working, and
how link workers can be effectively supported and
embedded within a wider multidisciplinary team,” the
King’s Fund says.
Ms O’Connell envisages an “exciting future for
partnerships between the primary and voluntary sector,
which is already starting to happen locally”. And
Prof Stokes-Lampard hopes to see the expansion of
social prescribing throughout the NHS, including in
psychiatry “where many colleagues are desperate to
have access to this wonderful resource”.
Such expansion will help make more ‘Enid shaped
care’ possible. And as the case of Enid shows, and
as the British Geriatrics Society and Royal College
of Psychiatrists say in their position statement on
loneliness and social isolation: “Feelings of loneliness
do not have to be an inevitable part of growing old,
and there is much that all of society – from government
right through to community groups and individuals –
can do to better support older people”.8

References
1. https://www.england.nhs.uk/personalisedcare/socialprescribing/ (accessed: 11/02/21)
2. https://www.gov.uk/government/news/social-prescribing-newnational-academy-set-up (accessed: 11/02/21)
3. Hamilton-West K, Milne A, Hotham S. New horizons in
supporting older people’s health and wellbeing: is social
prescribing a way forward? Age and Ageing 2020; 49(3): 319326 https://doi.org/10.1093/ageing/afaa016
4. https://www.bgs.org.uk/sites/default/files/content/resources/
files/2019-11-04/BGS%20Healthier%20for%20Longer.pdf
5. https://www.england.nhs.uk/personalisedcare/socialprescribing/case-studies/#in-practice (accessed: 11/02/21)
6. https://www.local.gov.uk/somerset-county-council-using-socialprescribing-promote-self-care (accessed: 11/02/21)
7. https://42b7de07-529d-4774-b3e1-225090d531bd.filesusr.
com/ugd/14f499_131547f575344dcdbf4c8281f80ea18c.pdf
(accessed: 11/02/21)
8. https://www.bgs.org.uk/sites/default/files/content/
attachment/2019-12-16/BGS%20Loneliness%20position%20
statement%202019%20FINAL_0.pdf (accessed: 11/02/21)

CALL FOR PAPERS

CALL FOR PAPERS:
COMMON DISEASES
Most older people visiting their general practitioner have a common ailment, such as
heart disease, pain, or osteoporosis. GM, therefore invites submissions dealing with
the treatment of common diseases in general practice.
Required topics
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏

Cardiovascular disease
Diabetes
Pain management
Influenza
Chronic obstructive pulmonary disease
Obesity
Smoking-related conditions and smoking
cessation
Depression
Skin disorders
Sexual dysfunction
Incontinence
Menopausal symptoms
Prostate symptoms
Osteoporosis
Alzheimer’s disease
Parkinson’s disease

Submissions
Please refer to the GM information for authors
document for additional instructions. Finished
articles should be submitted online (www.
gmjournal.co.uk). We will send your article for peer
review, a process that takes about 8 weeks, and
then we will contact you with the outcome.

Priority publication
Due to a shortage of articles of this type, those that
pass peer review will be published quickly.
For further information contact the Editor, Alison
Bloomer: alison.bloomer@pavpub.com

Article structure
The following structure is suggested for this type
of article, but should be adapted as appropriate for
each disease topic.

Abstract
Should follow the same structure and cover the
main points of the article.

Introduction
❏ Give background information such as prevalence,
pathogenesis, and burden in general practice.

Diagnosis
❏ Discuss confirmatory clinical signs or symptoms,
any appropriate laboratory tests, and differential
diagnosis.

Treatment
❏ Detail management of the condition, beginning
with the preferred first-line treatment.
❏ Move logically through the options for nonresponders and those who might cease therapy
because of side-effects.
❏ Explain the beneficial effects and side-effects of
both drug and non-drug interventions.
❏ Acknowledge guidelines for treatment issued by
NICE or professional bodies and discuss situations
in which these recommendations are inadequate.
❏ Note what therapies are available for patients who
have unsuccessfully tried all the recommended
treatments.

Prognosis
❏ Define the prognosis for patients with reference to
the severity of disease, response to treatment, and
nature of disease.
❏ Give estimated times until recovery, if appropriate.

Further care
❏ Explain at what point the patient should be
referred to secondary care and the ways in which
primary and secondary care collaborate to ensure
best practice.
❏ Discuss local practices in addition to national
schemes.
❏ State whether the patient will need education on
managing their condition.
❏ Give details of any extra help available such as
support groups or chariti es.
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Creative-based therapies for
stroke survivors have been
shown to impact positively on
patients’ abilities to engage in
the rehabilitation process.

NEUROLOGY

THE ROLE OF ARTS IN STROKE
REHABILITATION
The role of arts in stroke rehabilitation is currently an under-researched area. This
literature review explores the potential of creative-based therapies to improve
cognitive, emotional and functional outcomes in stroke survivors.
Mia Pham
MBBCh
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Stroke affects more than 100,000 people in the UK
each year.1 Its effects can be devastating, with almost
two-thirds of stroke survivors left with a disability.2
Despite advances in care, stroke remains the fourth
most common cause of mortality in the UK, and
accounts for approximately 5.5% of NHS expenditure
each year.3,4
Regardless of severity, stroke can yield significant
physical and psychological challenges for patients.
Physical impairment in the form of hemiplegia leads
to a considerable deterioration in mobility. Loss of
arm function and impairments in gait affect the ability
to carry out activities of daily living such as eating,
dressing and washing. Decline in grip strength can lead
to frustration, due to poor motor function and loss of
functional independence.5
Aphasia can hinder a person’s ability to
communicate and engage with others. This can
leave patients facing feelings of social isolation and
helplessness.6 Psychologically, a person may grieve
the loss of their former self and abilities. This can
be exacerbated by anxiety, depression and excessive
emotion, which can be direct consequences of brain
damage. 7 Cognitively, memory problems, attention
deficits and impaired executive function can reduce a
person’s ability to complete tasks and plan activities.
This is associated with higher disability as well as poor
social participation and quality of life.8
Subsequently, multidisciplinary stroke rehabilitation
is essential for functional recovery. This uses the concept
of neuroplasticity. Through restoration of damaged
brain tissue and reorganisation of neural pathways to
‘relearn’ specific functions, the brain can adapt itself to
compensate for impaired body functions.9 Favourable
rehabilitation outcomes, however, are strongly associated
with high patient commitment and engagement.10

The arts in stroke rehabilitation

The arts have been increasingly recognised as a way of
communicating with patients on a personal level.11 They
enable a ‘whole person understanding’, to look beyond
a patient’s illness and to connect with them emotionally
and spiritually.12 It has been argued that the arts enable
clinicians to show more compassion and humanity
towards their patients, which enhances their emotional
and physical wellbeing. The ‘arts’ encompass a broad
spectrum of disciplines. This can either be humanities
teaching or therapeutic interventions in the form of
music, drama, dance or painting.

The implementation of art therapy has been
introduced into several clinical disciplines including
that of palliative care, mental health services, addiction
services and oncology. Several randomised controlled
trials so far have studied the effects of arts-based
therapies on mental health. These interventions have
been associated with improvements in pleasure,
enjoyment and self-expression.13 Monti et al (2005)
demonstrated that group-based art therapy reduced
symptoms of distress, anxiety and depression in women
with cancer, and Rusted et al (2006) found that art
therapy sessions enhanced mental acuity, calmness and
sociability of patients with mild to severe dementia.14,15
Creative-based therapies for stroke survivors have
been shown to impact positively on patients’ abilities
to engage in the rehabilitation process. This review
aims to outline the available literature on the role of
arts in stroke rehabilitation, highlighting the physical,
psychological and cognitive benefits and limitations.

Methodology
Search strategy
Relevant, original research articles were found via
searching MEDLINE, EMBASE and APA PsychInfo. The
following terms were used: stroke rehabilitation, arts,
music, movement, drama, dance, painting, aphasia and
creative therapies. A further search was completed which
substituted ‘stroke’ with ‘traumatic brain injury’ to ensure
the full scope of available literature had been reviewed.

Inclusion criteria
Studies investigating the effect of arts on the mood,
functional ability and cognition of adult stroke
rehabilitation patients in any clinical, community
or long-term setting were included. Studies utilising
quantitative, qualitative or mixed methodology were
included. Feasibility RCT’s were also referenced due to
the lack of definitive RCT evidence.

Exclusion criteria
Studies which focused on neurological diseases in
general, and not specifically stroke were excluded.
Studies using magnetic resonance imaging studies
to measure outcomes were also excluded. Initially,
case studies were in the exclusion criteria, however,
due to limited scope of available literature, these
were included within the review, and the potential
restrictions of their study designs were acknowledged.
|January/February 2021 | 11

NEUROLOGY
BOX 1. THE EFFECT OF ART PARTICIPATION ON PSYCHOSOCIAL WELLBEING22
Outcome Measures

Change T1-T2 (MEAN, SD)
Intervention group (n = 33)

Control group (n= 38)

Positive affect

5.4 ± 9.2

1.7 ± 9.9

Negative affect

3.2 ± 10.8

4.5 ± 9.4

Results
Mood, emotion and self-esteem
Higgins (2005) evaluated the impact of a reading
service run by professional actors for stroke patients.16
Each patient received one reading session of materials
relevant to their own interests lasting 20 minutes.
Common themes were identified from semi-structured
interviews, with patients describing the service as
‘wonderful’ and brilliant.’ Furthermore, participants
reported increased stimulation, motivation and
reconnection with their identify. From observation
of patients on the ward, Higgins noted increased
expression of emotion and self-esteem, which led to
lower levels of anxiety. It has been suggested that
emotional expression is an adaptive reaction which
can improve functional recovery and overall outcomes
following stroke.17 However, there was no observed
effect on cognitive recovery or language function, with
observers suggesting the reading service was merely a
time-filler rather than a therapeutic tool. The data is
qualitative, meaning there were no direct measures of
effect on mood thus it is more prone to researcher bias.
Nevertheless, it should be emphasised that this was
an innovation in the early stages of development so
potential outcomes were unclear.
Art is thought to help stroke patients express their
feelings about loss of identity and change.18 Up to
50% of stroke patients are faced with depression at
some point, and up to 35% struggle with anger and
irritability post-stroke.19,20 Morris (2017) carried
out a feasibility randomised controlled trial (RCT)
investigating the effect of art participation on
psychosocial wellbeing during stroke rehabilitation.21
40 patients received a visual arts participation
programme (two sessions per week) in addition to
the usual rehabilitation. The Positive and Negative
Affect Scale and the Visual Analogue Scale (developed
for aphasic patients) were used to measure the

effect on emotional wellbeing and self-esteem.22,23
The intervention group reported the greatest mean
improvement in positive affect (5.4 ± 9.2) compared
to the control group (1.7± 9.9), demonstrating art
participation can positively influence emotion (see
figure 1). However, other psychological consequences
of stroke e.g. anxiety and depression were not
measured and would need to be assessed in a future
definitive RCT to analyse the full impact of art
participation on mood.
Music has been shown to induce pleasure through
increased activity in the limbic systems, in particular
the amygdala and nucleus accumbens.24 Its ability to
affect arousal and emotional expression is thought to
be positively correlated with mood.25 Street (2020)
investigated the feasibility of music therapy to be
part of multidisciplinary stroke rehabilitation.26 The
interventions included playing hand-percussion,
drums, keyboard or using an iPad application. Mood
was recorded before and after each session using a
VAMS (Visual Analogue Mood Scale) which showed
positive (although non-significant) changes, showing a
reduction in ‘sad’ and an increase in ‘happy’ (see figure
2). A limitation of this study is the lack of a control
group. The cohort were also at different stages poststroke, meaning that it is harder to distinguish whether
improvements in mood were merely due to time itself
or the intervention.

Mobility
Music has been shown to enhance the process of
neuroplasticity in stroke rehabilitation. This is seen
in cortical motor circuits as well as auditory and
sensorimotor areas of the brain due to the strong
rhythmic stimulus.27 Street (2017) carried out a
feasibility RCT to assess the role of music therapy in
improving upper limb dexterity following stroke.28
Participants who received the intervention (therapeutic
instrumental music performance for six weeks

BOX 2. VISUAL ANALOGUE MOOD SCALE MEANS26
Pre-mean (SD)

Post mean (SD)

Difference (95%
CI)

Cohen’s d

P value

Sad

61.5 (23.3)

53.9 (14.4)

7.5 (2.1,12.9)

0.39

0.007

Happy

40.1 (13.9)

46.3 (12.4)

-6.2 (-11.0, -1.4)

0.36

0.013
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using acoustic instruments/iPads) reported increased
motivation and improved arm movements. There was
a difference between the intervention and control
groups using the ‘Action Research Arm Test’ (95% CI)
(see figure 3).29 The sample size, however, was small
(1 people), thus it is challenging to make statistical
inferences. Participants were also recruited at 3-60
months post-stroke, meaning there was huge variation
in their rehabilitation progress. Further studies are
needed to determine if this intervention would be
successful in the immediate post-stroke period.
This is supported by a case study by Kim (2008)
who investigated the effect of art-therapy (drawing,
colouring, self-portraits and pottery) on the
rehabilitation of a 59-year-old patient.30 They found
improvements in spatial recognition, spontaneous
movement and dynamic flexion/extension of the
upper limb. Upper limb dexterity is crucial to carry
out activities of daily living (ADL), and Kim found
improvements in the patient’s ability to dress, wash,
and eat. These results, however, are based on a single
case, and it is uncertain whether the patient’s progress
could be accredited to art-therapy rather than other
parts of the multi-disciplinary program itself. Yaretzky
and Levinson (1996) investigated the use of clay
sculpting in geriatric rehabilitation, recruiting a range
of patients either suffering from stroke or neck of
femur fractures.31 Similarly to Kim, they observed
spontaneous use of the impaired limb as sessions
progressed, concluding that it provided a form of
sensorimotor therapy to the participants.
Patterson (2018) looked at the feasibility of a
dance programme to improve gait and balance poststroke.32 20 stroke patients undergoing community
rehabilitation were recruited and received a dance
class twice weekly over 10 weeks. These classes were
run by instructors specialised to work with physical
disabilities. Significant improvements in balance
were noted using the ‘mini BEST test’ (see figure 4).33
However, there were no significant differences in gait
pre- and post- the intervention. A limitation of this
study is its duration, and if the dance programme was
carried out over a longer time period, it is possible
that it would produce greater improvements in gait

and balance. Furthermore, the small sample size means
this study is less generalisable to the chronic stroke
population, especially given that 60% of participants
had prior experience with dance.

Cognitive function
MRI studies have shown that music listening not
only involves the auditory cortex, but the frontal,
temporal and parietal areas involved in memory,
attention and semantic processing. 34,35 In an RCT of 60
patients with a left or right sided MCA infarct, music
listening was shown to enhance cognitive recovery.36
Patients who listened to their favourite music daily
demonstrated statistically significant improvements
in the domains of verbal memory, short term and
working memory, visuospatial cognition as well as
focussed attention (p<0.001). These improvements
were most prevalent with brain damage in the language
dominant hemisphere. A strength of this study is that
it was carried out in subacute post-stroke period,
in comparison to other literature which focuses on
chronic stroke rehabilitation.
Kong Kasuwan also described the effects arts-based
therapies (meditation, art, dance and acting) had on
cognitive functions.37 They measured cognition using
the Abbreviated Mental Test [AMT] consisting of 10
questions, which participants must correctly answer
and is scored out of 10.38 However, the AMT was
unable to demonstrate improvements in cognition after
the intervention. This suggests that the effect of the arts
on cognition is not as significant when compared with
the psychological and physical outcomes. Nevertheless,
this may be due to the small sample size or higher
AMT scores at baseline.
Raglio et al conducted a RCT evaluating the effect
of music therapy on the speech and language of 20
stroke patients with chronic aphasia.39 They drew
comparison between the experimental group, who
received 15 weeks of speech and language therapy
(SLT) and music therapy (MT) and the control group,
who received SLT alone. Speech and language before
and after the intervention was measured via the AAT
Spontaneous Speech subtest (Huber et al, 1983, finding
a significant improvement in spontaneous speech
|January/February 2021 | 13
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BOX 3. ACTION RESEARCH ARM TEST – OVERALL SCORE PRE & POST INTERVENTION28
Reading

Mean

SD

Pre

27.20

16.54

Post

29.80

18.75

Difference

2.60

4.27

in patients who received music therapy in addition
to SLT (T0 = 14 and T1 = 17). The reason for this,
Raglio suggests, is the influence of rhythm on music
and language syntactic processing, which occur in
overlapping regions of the brain.40 Thus, suggesting
that music contributes to fluency of expression.

Discussion

The quality of evidence is greatest in mood, with
studies suggesting that art interventions enhance
emotional wellbeing, and can potentially reduce
anxiety levels. Many studies, however, only identified
outcomes on emotional states, rather than less transient
psychological consequences including depression.
The available literature also demonstrates
improvements in mobility. It is challenging, however,
to isolate this progress from the normal rehabilitation
process, and to use art-therapy as the sole
rehabilitation method would be unethical. Cognitive
benefits of art-therapy are least explored in the current
literature. This is probably due to the length of most
studies, usually 3-6 months. Longer study durations are
needed to assess cognitive outcomes.
There were several limitations to this review. Firstly,
the lack of available literature meant that two studies
from the same author (Street) were included. Feasibility
RCT’s and studies utilising qualitative methodology
were included due to the lack of definitive RCT’s
and experimental based designs. Out of the limited
literature available, many studies were limited by small
sample sizes and single site bias, meaning they are less
generalisable to other acute stroke settings.
The case studies included (Kim, 2008), despite
providing insight into the impact of the arts on a
personal level, merely provide anecdotal evidence
which is subjective and prone to researcher bias.
Therefore, a case study cannot be considered as
reliable evidence.
Moreover, there is variation in the timeframe
in which the intervention occurred. For example,
Patterson (2018) focused on the feasibility of a
dance programme for people undergoing community

rehabilitation, whilst, Higgins (2005) focused on the
effect of a reading intervention in the immediate post
stroke period in a clinical setting. Further information
about which patients benefit the most from creative
based therapies is needed. Reasons for participant
dropout are noted in some studies (e.g. Morris, 2017;
Yaretzky & Levinson, 1996), but it would be useful to
have follow-up studies, which are notably absent from
the current literature.

Suggestions for further research

Further qualitative research is needed to determine the
subjective processes through which stroke survivors
experience changes in emotional state and provide a
deeper understanding of which patients benefit and
connect with the creative based interventions on a
personal level. With regards to mood, many studies
have suggested that arts-based therapies could have the
potential to reduce psychological sequelae of stroke such
as anxiety and depression. Further quantitative studies
are required to confirm the longer-term psychological
impact. In terms of the study design, RCTs would
provide a more robust evidence base, which could
recommend arts-based therapies as an integral part of
the rehabilitation process.
Although case studies are largely illustrational,
they are unique in demonstrating what creative based
therapy is suitable for a person at an individual level
and could assist in further research investigating
how art therapy could be personalised according to a
stroke survivor’s individual progress and preferences.
Perhaps the most suitable study design was used by
Sarkamo (2008) who investigated the cognitive effects
of music listening in an RCT, using a (relatively) large
sample size of 60. Unlike other studies, Sarkamo and
colleagues specifically investigated the effect of music
listening on patient’s with MCA infarcts. More studies
of this depth and precision are needed and would
provide valuable additions to the current literature.
Conflicts of interest: none declared

BOX 4. PRE-POST SCORES FOR MINI BEST TEST32

Total

N

Pre-testing

Post-testing

P value (95% CI)

19

16.5 ± 5.6

18.6 ± 4.9

0.0005

14 | January/February 2021 |

NEUROLOGY
References
1. Rothwell PM, Coull AJ, Giles MF, et al. Change in stroke
incidence, mortality, case-fatality, severity, and risk factors in
Oxfordshire, UK from 1981 to 2004 (Oxford vascular study).
Lancet 2004; 363(9425): 1925-33
2. Adamson J, Beswick A, Ebrahim S. Is stroke the most common
cause of disability? Journal of Stroke and Cerebrovascular
Diseases. 2004; 13(4): 171-77
3. Bray B, Cloud G, James M, et al. Weekly variation in healthcare quality by day and time of admission: a nationwide,
registry-based, prospective cohort study of acute stroke care.
The Lancet 2016; 388(10040): 170-77
4. Saka O, McGuire A, Wolfe C. Cost of stroke in the United
Kingdom. Age and Ageing 2008; 38(1): 27-32
5. Stock R, Thrane G, Askim T, et al. Development of grip
strength during the first year after stroke. Journal of
Rehabilitation Medicine 2019; 51(4): 248-56
6. Code C. The quantity of life for people with chronic aphasia.
Neuropsychological Rehabilitation 2003; 13(3):379-90.
7. Terroni L, Amaro E, Iosifescu DV, et al. Stroke lesion in
cortical neural circuits and post-stroke incidence of major
depressive episode: A 4-month prospective study. The World
Journal of Biological Psychiatry 2011; 12(7): 539-48
8. Yeh T, Chang K, Wu C. The Active Ingredient of Cognitive
Restoration: A Multicentre Randomized Controlled Trial of
Sequential Combination of Aerobic Exercise and ComputerBased Cognitive Training in Stroke Survivors With Cognitive
Decline. Archives of Physical Medicine and Rehabilitation.
2019; 100(5): 821-27
9. Langhorne P, Bernhardt J, Kwakkel G. Stroke rehabilitation.
The Lancet 2011; 377(9778): 1693-1702
10. Skidmore E, Whyte E, Holm M, et al. Cognitive and Affective
Predictors of Rehabilitation Participation After Stroke.
Archives of Physical Medicine and Rehabilitation 2010; 91(2):
203-207
11. Parker R, Labrecque C, Candler S, et al. Communicating
Through the Arts: Lessons for Medicine and Public Health.
Journal of Health Communication 2013; 18(2): 139-145
12. Scott P. The relationship between the arts and medicine.
Medical Humanities 2000; 26(1): 3-8
13. Pratt RR. Art, dance, and music therapy. Physical Medicine &
Rehabilitation Clinics of North America 2004; 15(4): 827-41
14. Monti D, Peterson C, Kunkel E et al. A randomized, controlled
trial of mindfulness-based art therapy (MBAT) for women
with cancer. Psycho-Oncology 2006; 15(5): 363-73
15. Rusted J, Sheppard L, Waller D. A Multi-centre Randomized
Control Group Trial on the Use of Art Therapy for Older
People with Dementia. Group Analysis 2006; 39(4): 517-36
16. Higgins M, Mckevitt C, Wolfe C. Reading to stroke unit
patients: Perceived impact and potential of an innovative arts
based therapy. Disability and Rehabilitation 2005; 27(22):
1391-98
17. Kennedy-Moore E, Watson J. How and When Does Emotional
Expression Help?. Review of General Psychology 2001; 5(3):
187-212
18. Mcniff, S. Art as Medicine: Creating a therapy of the
imagination. Shambala Books. 1992
19. Ayerbe L, Ayis S, Wolfe CDA, et al. Natural history, predictors
and outcomes of depression after stroke: systematic review
and meta-analysis. Br J Psychiatry 2013; 202: 14–21
20. Aybek S, Carotal A, Ghika-Schmid F, et al. Emotional behavior
in acute stroke: the Lausanne emotion in stroke study. Cogn
Behav Neurol 2005; 18: 37–44
21. Morris J, Kelly C, Joice S, et al. Art participation for

psychosocial wellbeing during stroke rehabilitation: a
feasibility randomised controlled trial. Disability and
Rehabilitation 2017; 41(1): 9-18
22. Watson, D, Clark, LA, Tellegen A. Development and validation
of brief measures of positive and negative affect: the PANAS
scales. J Pers Soc Psychol 1988;54:1063-1070
23. Brumfitt SM, Sheeran, P. The development and validation
of the visual analogue self-esteem scale (VASES). Br J Clin
Psychol 1999; 38: 387-400
24. Schlaug G, Altenmüller E, Thaut M. Music Listening and
Music Making in the Treatment of Neurological Disorders
and Impairments. Music Perception 2010; 27(4): 249–50
25. Baylan S, McGinlay M, MacDonald M, et al. Participants’
experiences of music, mindful music, and audiobook listening
interventions for people recovering from stroke. Annals of the
New York Academy of Sciences 2018; 1423(1): 349-59
26. Street A, Zhang J, Pethers S, et al. Neurologic music therapy
in multidisciplinary acute stroke rehabilitation: Could it be
feasible and helpful?. Topics in Stroke Rehabilitation 2020;
1-12
27. Schneider S, Schönle P, Altenmüller E, et al. Using musical
instruments to improve motor skill recovery following a
stroke. Journal of Neurology 2007; 254(10): 1339-46
28. Street A, Magee W, Bateman A, et al. Home-based neurologic
music therapy for arm hemiparesis following stroke: results
from a pilot, feasibility randomized controlled trial. Clinical
Rehabilitation 2017; 32(1): 18-28
29. Lyle, RC. A performance test for assessment of upper limb
function in physical rehabilitation treatment and research. Int
J Rehabil Res 1981; 4: 483-92
30. Kim S, Kim M, Lee J, et al. Art Therapy Outcomes in the
Rehabilitation Treatment of a Stroke Patient: A Case Report.
Art Therapy 2008; 25(3): 129-133
31. Yaretzky A, Levinson M, Kimchi OL. Clay as a therapeutic
tool in group processing with the elderly. American Journal of
Art Therapy 1996; 34(3): 75-82
32. Patterson K, Wong J, Nguyen T, et al. A dance program to
improve gait and balance in individuals with chronic stroke: a
feasibility study. Topics in Stroke Rehabilitation 2018; 1-7
33. Franchignoni F, Horak F, Godi M, et al. Using psychometric
techniques to improve the balance evaluation systems test: the
mini-BESTest. Rehabil Med 2010; 42(4): 323-31
34. Koelsch S, Kasper E, Sammler D, et al. Music, language and
meaning: brain signatures of semantic processing. Nature
Neuroscience 2004; 7(3): 302-307
35. Satoh M, Evers S, Furuya S, et al. Music in the Brain: From
Listening to Playing. Behavioural Neurology 2015; 2015:
1-2
36. Sarkamo T, Tervaniemi M, Laitinen S et al. Music listening
enhances cognitive recovery and mood after middle cerebral
artery stroke. Brain 2008; 131(3): 866-76
37. Kongkasuwan R, Voraakhom K, Pisolayabutra P, et al.
Creative art therapy to enhance rehabilitation for stroke
patients: a randomized controlled trial. Clinical Rehabilitation
2016; 30(10): 1016-23
38. Jitapunkul S Pillay I, Ebrahim S. The abbreviated mental test:
its use and validity. Age Ageing 1991; 20: 332-36
39. Raglio A, Oasi O, Gianotti M, et al. Improvement of
spontaneous language in stroke patients with chronic aphasia
treated with music therapy: a randomized controlled trial.
International Journal of Neuroscience 2015; 126(3): 235-42
40. Patel A, Gibson E, Ratner J, et al. Processing Syntactic
Relations in Language and Music: An Event-Related Potential
Study. Journal of Cognitive Neuroscience 1998; 10(6):
717-33

|January/February 2021 | 15

There is an inherent vulnerability
of patients residing in nursing
homes due to frailty and
multi-morbidity
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COVID-19 AND NURSING HOMES:
DELIVERING SAFE CARE FOR
OUR PATIENTS
There have been well documented challenges in nursing homes, which have further
led to an increased risk of transmission of Covid-19. This article reviews how analysis
of testing, cases and deaths in care homes can help structure response to future
Covid-19 outbreaks.
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The Covid‐19 pandemic is providing many painful
lessons, particularly the vulnerability of individuals
living with chronic conditions and the need for
coordination and monitoring in the delivery of care
within long-term care facilities.
A recent European public health publication
reported that long-term care facilities are severely
affected by Covid-19, with deaths among residents
accounting for between 37–66% of all Covid-19related deaths in individual European countries.1
There is an inherent vulnerability of patients
residing in nursing homes due to frailty and multimorbidity, with evidence that immunosenescence and
comorbid disorders are more likely to promote a viralinduced cytokine storm resulting in life-threatening
respiratory failure and multisystemic involvement.2

Challenges in care homes

There have been well documented challenges, which
have further led to an increased risk of transmission of
Covid-19 including staffing shortages, frequent staff
turnover/use of agency staff, high resident‐to‐staff
ratios, personal protective equipment (PPE) supply
shortages, atypical presentation of disease in
residents and inadequate infection prevention and
control measures.2-3
In particular, the numbers of registered nurses likely
to be found in nursing homes are low with nursing
assistants providing the majority of care, which can be
challenging for some patients with the highest healthcare needs.4
There has been extensive work over the last few
months right across Europe, working to identify viral
circulation at an early stage within long-term care units
through enhanced surveillance, restructuring of care
units to improve infection control, enhancing supply
chains for PPE and support care staff deliver care safely
and effectively.5
With Covid-19 cases rising once again across
Europe,5 a recent paper reporting the evolution
and effects of Covid-19 on 189 care homes in
Lothian6 provides an opportunity to reflect upon
previous practice and consider our response for future
clinical practice.

Covid and care homes: a Scottish
perspective

The recent population analysis of testing, cases and
deaths in care homes in the NHS Lothian region has
been an extremely useful paper in terms of structuring
our response to future Covid-19 outbreaks.6
The authors utilised local public health data for
testing of care home residents for Covid-19 between
March and August 2020, and then linked these with
publicly available data on care home services, collated
by the national regulator, which included the type
of care home (elderly care, learning disabilities etc),
number of beds, care home ownership, recent Care
Inspectorate risk assessment score and locality. Previous
infectious outbreaks (norovirus, scabies and influenza)
within care homes were also recorded as a measure of
historical infection control practice, using NHS Lothian
public health data.
This paper is timely, given that current data-sets for
patients residing in UK nursing homes can be patchy
leading to challenges for researchers.7
The authors reported that 189 care homes, with
a total of 5,843 beds, had patients tested within the
study period. 5,227 beds (89%) were for older adults.
Only 37% of the care homes had a confirmed Covid-19
outbreak during the study period. 432 care home
residents died and had Covid-19 recorded on their
death certificates, with the majority dying within the
care home environment.
The impact of these outbreaks upon care homes
varied extensively, since a quarter of cases and deaths
were in just five care homes and half were in 13 care
homes. After bed numbers within the homes were
accounted for, there was no other characteristic
associated with a presence of Covid-19 cases. Evidence
to date has suggested that Covid-19 cases in nursing
homes are related to facility location and size and not
traditional quality metrics such as star rating and prior
infection control citations,8 and this has been extended
within a Scottish care home population.

Implications for practice

There is clearly continued vulnerability for patients
residing in care homes with the majority of care homes
|January/February 2021 | 17
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not experiencing a Covid-19 outbreak to date. Nursing
homes need continued support from policy makers
and clinicians to facilitate access to testing, PPE, and
support for staff. Particular measures that have been
of benefit have included extended access to staff and
resident testing.6,9
Testing accessibility, which blighted the early
response within long-term care, is vital given the risk of
asymptomatic transmission, with a US study reporting
that over 50% of patients who were positive having no
symptoms at the time of the test.10
The positive impact of a broad testing strategy on
containing outbreaks in these settings has also been
reported in another US study where rapid and serial
testing was performed.11 Other areas of focus include
investing in effective contact tracing and isolation
programmes12 alongside access to financial support
for staff requiring to isolate and cooperation between
private and public sector for community care staff to
assist staff shortages in times of outbreaks.13
Managing staff crisis is vital, as without appropriate
staffing levels nursing homes will struggle to fulfil
their duty of care to residents, even in the presence
of financial penalties.13 Work to balance the physical
health benefits and the mental health harms of
shielding and isolating nursing home residents
should continue.
Given the atypical presentation of Covid-19 in older
patients,14 a broader approach to testing should be
considered in this patient group. Table 1 summarises
symptoms that could prompt clinicians and nursing
staff to consider whether a Covid-19 test should be
requested to isolate cases at an early stage.
Finally, there are concerns that Covid-19 has
triggered a broader crisis for nursing homes. There are
huge challenges in line with difficulties in admitting
new patients, reducing bed occupancy rates and
difficulty in accessing funding streams.15
The fundamental flaws in the organisation of
long-term care in the UK require a concerted effort
to address. This will need to include a review of
how social care is funded, how informal carers are
supported and how other residential options (such as
the Dutch ‘dementia-village’) may be utilised to support
older patients.
With close inter-disciplinary team working, the risk
to nursing home residents of a second Covid-19 wave
may be reduced. However, the longer-term structural
challenge to the nursing home care sector will likely
continue to hamper responses to pandemics.
Conflict of interest: none declared
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TABLE 1: SUGGESTED INDICATORS FOR
THE IDENTIFICATION OF POSSIBLE
COVID-19 CASE IN NURSING HOME1
Typical symptoms
Cough, fever, sore throat, shortness of breath,
sudden onset of anosmia, ageusia or dysgeusia
Atypical symptoms
Headache, new confusion, chills, myalgia,
fatigue, vomiting and diarrhea
Signs
Oxygen saturations <95% (excluding patients
with lower baseline saturations) and respiratory
rate >25 breaths a minute

for COVID‐19: Long‐term care facilities, nursing homes.
Available at: https://www.cdc.gov/coronavirus/2019-ncov/
healthcare-facilities/prevent-spread-in-long-term-care-facilities.
html Last Accessed: 15th November 2020
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Care Policy Network, CPEC-LSE, 14 October 2020
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CALL FOR PAPERS:
COMMON DISEASES
Most older people visiting their general practitioner have a common ailment, such as
heart disease, pain, or osteoporosis. GM, therefore invites submissions dealing with
the treatment of common diseases in general practice.
Required topics
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏

Cardiovascular disease
Diabetes
Pain management
Influenza
Chronic obstructive pulmonary disease
Obesity
Smoking-related conditions and smoking
cessation
Depression
Skin disorders
Sexual dysfunction
Incontinence
Menopausal symptoms
Prostate symptoms
Osteoporosis
Alzheimer’s disease
Parkinson’s disease

Submissions
Please refer to the GM information for authors
document for additional instructions. Finished
articles should be submitted online (www.
gmjournal.co.uk). We will send your article for peer
review, a process that takes about 8 weeks, and
then we will contact you with the outcome.

Priority publication
Due to a shortage of articles of this type, those that
pass peer review will be published quickly.
For further information contact the Editor, Alison
Bloomer: alison.bloomer@pavpub.com

Article structure
The following structure is suggested for this type
of article, but should be adapted as appropriate for
each disease topic.

Abstract
Should follow the same structure and cover the
main points of the article.

Introduction
❏ Give background information such as prevalence,
pathogenesis, and burden in general practice.

Diagnosis
❏ Discuss confirmatory clinical signs or symptoms,
any appropriate laboratory tests, and differential
diagnosis.

Treatment
❏ Detail management of the condition, beginning
with the preferred first-line treatment.
❏ Move logically through the options for nonresponders and those who might cease therapy
because of side-effects.
❏ Explain the beneficial effects and side-effects of
both drug and non-drug interventions.
❏ Acknowledge guidelines for treatment issued by
NICE or professional bodies and discuss situations
in which these recommendations are inadequate.
❏ Note what therapies are available for patients who
have unsuccessfully tried all the recommended
treatments.

Prognosis
❏ Define the prognosis for patients with reference to
the severity of disease, response to treatment, and
nature of disease.
❏ Give estimated times until recovery, if appropriate.

Further care
❏ Explain at what point the patient should be
referred to secondary care and the ways in which
primary and secondary care collaborate to ensure
best practice.
❏ Discuss local practices in addition to national
schemes.
❏ State whether the patient will need education on
managing their condition.
❏ Give details of any extra help available such as
support groups or chariti es.

Remote consultation of
outpatient appointments was
identified as a way of keeping
patients safe
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FRAILTY TRIAGE IN THE WAKE OF
COVID-19
Since the outbreak of the Covid-19 pandemic the NHS has had to transform the way
it has been working with older people living with frailty. This study investigates the
effect of telephone triage on persons awaiting comprehensive geriatric assessment
in the secondary care setting.
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The outbreak of the Covid-19 pandemic has
transformed the NHS in the UK with increased
intensive care unit and respiratory bed capacity in
acute hospitals, reduced elective work and many
outpatient consultations delivered remotely.
The threat from Covid-19 infection and national
policies on social distancing meant risks posed to the
NHS and the population were outweighed by the
benefits of maintaining outpatient appointments.
It has been shown that the pandemic initially
reduced emergency department attendances to a third
of total attendances in patients without coronavirus
symptoms.1 A reduction in older people attending
hospital was attributed to the policy of shielding
because of their increased risks to Covid-19.2 These
risks include physiological changes of ageing, decreased
immune function and multimorbidity with increased
likelihood to suffer from a severe form of Covid-19. In
ages of seventy to eighty and above, there is a greater
chance of hospital admission or death from the virus.3
Even fit and independent individuals considered at
risk, which lead to the ‘shielding of older people’.4,5
Furthermore, patients attending ED were discharged
home as soon as clinically able using discharge to
assess (D2A) models of care.6

Impact on frailty assessment units

The Frailty Assessment Unit (FAU) in Yeovil hospital
(YDH) was one of the units closed to increase acute
bed capacity. These factors led to a reduced FAU follow
up of emergency department patients at YDH and a
backlog of referrals from primary care sources.
Prior to Covid, patients referred to FAU were
assessed using comprehensive geriatric assessment
(CGA) alongside the clinical frailty scale (CFS)
which is considered the gold standard for frailty
management.7 This provides a holistic, interdisciplinary
assessment across medical, physical, functional, social
and psychological domains. This is carried out in
partnership with the patient and their carers resulting in
a personalised care and support plan and provides timely
effective discharge planning. It is recognised that patients
that do have CGA as part of their care have better
outcomes, they are less likely to be readmitted, deteriorate
or die and are more likely to remain in their own homes.8
As the healthcare system became appropriately
consumed by acute care needs, a different approach

of providing CGA to our pending caseload of frail
patients was required. Remote consultation of
outpatient appointments was identified as a way of
keeping patients safe, removing their need to travel
whilst offering patient’s access to community services
from the comfort and safety of their own homes.9
However, there was little evidence about how
to conduct CGA remotely. We considered how to
achieve remote assessment of some elements of
CGA to the patients awaiting a face-to-face hospital
based consultation. Video consultation was initially
considered as it has been shown of benefit in assessing
patient’s mobility in the absence of face-to-face
consultations.10 Although this may have given insight
to the physical, social and environmental domains of
CGA, patients had limited access to video software and
it was not established by the frailty team at the start
of the pandemic. Telephone triage was adopted as this
was readily utilised by patients, carers and the team.

Comprehensive, Remote
Assessment and Frailty Triage
(CRAFT)

During the Covid-19 pandemic, advanced clinical
practitioners (ACPs) working with older people have
been involved in trialling remote consultation. This has
provided lots of opportunities to use their skills and
knowledge gained during ACP training including all four
pillars: clinical, education, leadership and research.11
Conducting this sort of remote consultation required
clinical expertise in frailty to recognise ‘red flags’ and
provide safety netting. Accurate history taking and
incorporating the CGA were essential skills undertaken
by the frailty ACP overseen by the Geriatrician.
The calls provided Comprehensive, Remote
Assessment and Frailty Triage (CRAFT) and was
seen as a way to support primary care colleagues in
managing some of their most complex patients, promote
collaborative working relationships between primary
and secondary care and to provide patient centred
care utilising local resources in a timely fashion. At the
same time it was important to be forward planning and
facilitate ‘back to better’ services.

How was CRAFT conducted?

Telephone triage was conducted over the course of
three weeks by two trainee ACPs supported by the
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Consultant Geriatrician and administration. Patients
and their carers were contacted explaining that FAU
remained closed and they were asked if they were
following the ‘shielding’ advice. Covid-19 symptoms
were excluded and their general medical condition
was ascertained. Patients were discussed with primary
care teams to support appropriate care planning,
frailty-related interventions and urgent face-to-face
appointments were provided as necessary.
Documentation was made in the medical notes and
a letter to the referrer was generated notifying them of
the triage and outcome. This format identified ‘crisis’
patients requiring urgent hospital assessment by the
frailty team and these patients were offered face-to-face
hospital CGA alongside ‘same day’ investigations and
treatment as clinically indicated.
Other patients were referred to primary care services
for ongoing management in the community, this
reduced the number of patients requiring hospital frailty
assessment. Further signposting could be implemented
for those patients identified at risk of deconditioning
and isolation including referral to exercise resources and
community support programmes.

Results of the programme

Fifty two patients were contacted over three weeks,
results are shown in Figure 1.

Frailty triage during Covid pandemic
Five patients (10%) were already receiving
intervention, for example from palliative teams or
were inpatients in hospital settings. Eleven patients
(21%) required urgent assessment and were offered
to attend the hospital on a basis of one patient a day
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under infection control. Six patients attended the
hospital, full PPE was worn and a CGA was completed
with appropriate scans and investigations booked in
advance. These patients presented with conditions
such as delirium, rapid deterioration of memory, falls
with injury and pain, syncope, decompensated heart
failure and new neurological symptoms. Two patients
subsequently required admission.
The other four patients needed medical treatment,
one patient being identified with a serious progressive
neurological disorder. This particular patient welcomed
a discussion regarding advanced care planning having
not previously been offered an opportunity to make
their wishes known.
Five patients declined to come into hospital due to
fear and concern over Covid-19 risk. Unfortunately,
one of these patients had a subsequent fall resulting
in admission despite our referral to the rapid response
team for extra support at home. Twelve patients
(23%) required liaison with primary care, for example
medication changes, involvement with the complex care
team and other agencies. Six patients (11%) required
urgent equipment and care needs and were referred
to the rapid response/social service teams in the
community. One patient avoided admission by referral
to the urgent dementia service and social worker.
Eighteen patients (34%) required no urgent
intervention and were to wait to come in for frailty
assessment. Many of these patients commented that
they were relying on neighbours and family for support
needs and it was evident that they were ‘just coping.’ A
common theme emerged as patients suggested that the
need to stay at home left them feeling deconditioned
physically, emotionally and mentally.

FRAILTY
They often commented that ‘they had been
forgotten’ and appeared vulnerable being unable
to access their normal social groups or exercise.
Vulnerability was also possibly due to a deterioration
in health by not attending routine health care; or
anxiety due to Covid-19 leading to not actively
seeking this when needed and an increase in sedentary
behaviour. These patients often presented with falls,
new cognitive or movement disorders and change
in functional status. They seemed most likely to
deteriorate if not seen in a timely fashion and the risk
of presenting more urgently in ED due to the time
lapse between referral and assessment. They may have
benefited from ‘routine’ community rehabilitation
services within the home, patients often asked if this
was available.
Unfortunately, accessing community rehabilitation
was challenging as this service had been diverted to
D2A and rapid response functions. However, we were
able to identify those patients that would benefit from
virtual multidisciplinary team (MDT) liaison at a
local level. Signposting to community resources, social
prescribers and advice regarding physical activity with
keeping safe at home during lockdown could be given
as appropriate. Many resources had moved online to
improve social networks and there were many local
community volunteer groups that could be utilised.

Impact of frailty triage for patients
Developing CRAFT for patients on the FAU waiting
list utilised the ACP role within the frailty service.
Improved access to digital services and agreed, shared
information governance arrangements across primary
and secondary care facilitated the gathering of up to
date information, avoided duplication of data and
provided continuity of caseload management. CRAFT
identified that many of the patients felt deconditioned
and isolated.
The British Society of Rehabilitation Medicine12
has set out to establish pathways of rehabilitation for
adults by bringing together critical care, acute medicine
and specialist rehabilitation pathways in the wake of
the Covid-19 pandemic.
NHS England,13 has also recognised the role of allied
health professionals as key to ensuring population
recovery from Covid-19. Rehabilitation strategies
need to address both survivors of Covid-19, many of
whom are older with pre–existing frailty and illness,
and also those who have become deconditioned as a
result of ‘shielding’, social isolation and healthcare
system disruption. The British Geriatric Society (BGS)
has stated that without continued surveillance of frail
persons there will be increased hospitalisations from
chronic exacerbations and falls. Rehabilitation to the
many people in this position is required to reduce their
health and care needs.14
The Chartered Society of Physiotherapy (CSP)
also recognises the reduced health and care service
capacity to respond to and prevent falls. Subsequently,
fall related injuries and increased inactivity amongst
self- distancing and self- isolating older people is likely
to result in an increased risk of falls and fall-related
injuries.15 CRAFT highlighted these patients, some
living with long-term conditions, some with gradual

functional decline and those that would benefit
from rehabilitation.
It has been established that to minimise the impact
of proinflammatory illnesses in frail or pre-frail older
people, progressive mild- moderate exercise should be
encouraged for those able to do so.16 Physical activity
and exercise also have an important role in reducing
falls risk and in the management of osteoporosis.17
However, implementing interventions to prevent or
reduce the level of frailty in community settings is
more difficult.
There is evidence to suggest that frail older adults
do benefit from exercise interventions although the
optimal programme remains unclear.18,19 Research
has shown beneficial outcomes from a home-based
exercise intervention for older people with frailty by
promoting strength, endurance and balance to maintain
basic mobility skills and self-management.20 There have
been many different mediums for promoting exercise
that have been utilised during this pandemic, such as
providing exercise sheets, video links, discouraging
sedentary activity and encouraging independence. The
CSP has provided resources to support and motivate
older patients at risk from inactivity during the
Covid-19 pandemic.15
The BGS recommend that a nationwide regular
exercise programme is broadcast both on television and
radio and have produced ‘Keeping older people safe
and well at home’ resources.14 Throughout CRAFT the
ACPs were able to signpost patients to these resources,
however, due to the Covid-19 lockdown it was not
possible to refer patients to many of the evidence
based interventions such as strength and balance
training programmes in the community.21 It was also
challenging to advise patients on level of physical
activity due to difficulties in accurately assessing
current levels of activity remotely.
The feeling of loneliness and low mood was apparent
during the telephone calls. Patients had not seen or
spoken to anyone for days and they were missing their
social gatherings and having company. The British
Psychology Society recommendations for people
recovering from severe coronavirus is a stepped, needsbased, approach to providing psychological care for
symptoms including significant cognitive impairment,
anxiety or low mood.22 It has also been predicted that
confinement may create both deterioration of mental
as well as physical health in the ageing population and
contribute to frailty.23 It was evident that some of the
patients would have benefited from routine home-based
rehabilitation but non-urgent planned care and non
Covid-19 patient’s need for rehabilitation is yet to be
reintroduced as demand for D2A services remains high.
The NHS RightCare Community Rehabilitation
Toolkit in England,24 adopts a multi-condition
approach and suggests that commissioners
responsible for community rehabilitation services
for their population should focus on whole system
improvement. Nationally there has been recognition of
transformation in community services and as lockdown
restrictions ease these essential community services are
being restarted where local capacity is available.25
CRAFT enabled connecting people and access to
‘social prescribers’; patients’ comments were positive
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in that they felt ‘not forgotten.’ Interventions to tackle
social isolation and loneliness were also limited due to
Covid restrictions, however many community based
organisations had developed remote interventions.26
Interventions adopting a community development
approach with adaptability and productive engagement
are thought to be successful features, with groupbased, one to one or solitary activities not showing
greater effectiveness.27 Isolation and having fewer
close relationships in later life have been associated
with dementia risk.28 It is not sure how the sudden
lack of contact with loved ones throughout the Covid
pandemic will impact on those suffering cognitive
impairment and dementia or how this will manifest.
Telephone triage was challenging as it was difficult
to fully gain functional, social and environmental
components of CGA which can be gleaned from faceto-face consultation.29
If remote consultations become part of the routine
frailty pathways of care, video triage may provide more
insight into these domains. However, limitations of
video consultations have been highlighted during the
pandemic and hence its use may not be practical in the
care of older people.30 Another option is weekly virtual
MDT meetings with primary care colleagues which
seems more promising in collaborative care of patients
overall. CRAFT enabled review and discussion of
complex but superficially clinically stable patients with
primary care teams at these meetings.
This process proactively identified those patients in
need of rehabilitation and other community services.
It anticipated this need and could be used to plan
sufficient capacity to respond to future demand in
services and prevent hospital admissions. However, it
was equally important to identify clinical reasons for
people to be in hospital and triaging was completed
with the guidance of the Consultant Geriatrician
prioritising urgent patients to attend the hospital. This
enabled identification of patients going into crisis and
utilising ‘same day’ secondary care expertise delivered
by the frailty team.
The decision to bring patients into the acute hospital
setting required careful consideration by both clinicians
and patient. CRAFT gave opportunity to exclude
Covid-19 symptoms prior to any ongoing discussions
regarding management. Despite reassurance of the
‘cold’ area for treatment and adhering to infection
control, some patients declined to attend hospital
appointments offered.
This highlighted the issue of the publics’
unwillingness to come back to hospitals where they fear
infection until the lockdown restrictions are lifted. There
are many models of care in different parts of the country
such as locality hubs, complex care teams and virtual
wards to look after people with frailty. These models of
care allow older patients to remain at home in familiar
surroundings instead of hospital admission, or to return
to them quickly from hospital to receive complex clinical
care once at home.31 CRAFT enabled linking with the
local complex care team supporting older people to do
better at home with therapists providing equipment and
adaptations for frail people within their homes.
The need for integrated health and social care
planning for those with long term care needs is
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essential to adequately respond to those requiring both
acute admission and those requiring services in the
community without admission.13
There has been a rapid acceleration of integrated
care of patients with complex needs delivered in the
community, with a number of community-specific
elements of the NHS long-term plan31 already in
operation in South Somerset. These elements enabled
appropriate implementation of resources following
CRAFT. Flexibility and the need to sustain this long
term will be crucial as more patients are discharged
from hospital in need of ongoing support and crisis
management.32 Some of the triaged patients required
rapid response services for urgent care and equipment
provision and appropriate links were made with the
D2A teams in the community.
CRAFT fostered good communication between
local community and voluntary support networks and
gaining their input to help patients cope and manage
change was viewed positively by both patients and
carers. Having a knowledge of the local resources
enabled flexibility in the care provided and ensured
appropriate resources were targeted to avoid delay and
prevent patients reaching a crisis point.

Conclusion

The FAU team has aimed to provide the best possible
collaborative care to frail older people in crisis in
addition to normal circumstances. CRAFT
recognised the role of the ACP frailty specialist in
remotely supporting provision of appropriate,
system wide, frailty-related interventions in
partnership with primary care, even in the absence of a
face-to-face CGA.
This ensured a pathway of assessment and treatment
of social and environmental dimensions of CGA
influencing a person’s loneliness and physical wellbeing.
The CRAFT process helped navigate community and
secondary care giving frail patients access to quality
healthcare and focus on local resources.
The future appears to be a proactive interface
between primary and secondary care and a ‘pulling
together’ of health and social care systems. To continue
our ‘back to better’ service the frailty team continues
to pilot a proactive case finding model to identify
and support people living with frailty. The weekly
virtual MDT meetings between secondary and primary
complex care teams continues enabling working
seamlessly between community and hospital services,
which is of particular urgency in view that there is an
aim to improve care for older patients.32
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THE COVID EFFECT:
THE BODY AS A WHOLE
Home confinement in older people may cause cardiorespiratory and metabolic
deconditioning, insulin resistance, muscle loss and increased fat mass. In addition,
social isolation may be worsened. A new report looks at how physical activity and
nutrition can help reduce the risk of developing severe Covid-19, improve recovery,
and limit deconditioning and frailty from home confinement.

Radhika
Holstrom
GM reporter

Proper nutrition is a key pillar of resilience for frail
older people coming out of lockdown; but exercise,
mental wellbeing and behaviour change are equally
important, concludes a report from The Physiological
Society and the Centre for Ageing Better.1
A National Covid-19 Resilience Programme:
Improving the health and wellbeing of older people
during the pandemic is the result of an online poll of
over 2,000 people aged 50 and over, looking at exercise
and physical activity levels, mental wellbeing, fruit and
vegetable intake and ‘what actions to maintain health
participants thought would be most effective’.
It said that Covid-19 can cause or worsen frailty
indirectly, e.g. deconditioning, or directly, e.g. lung
disease, muscle wasting and neurological impacts.
Mental health may also suffer, and needs for
rehabilitation and mental health support may be
quantitatively and qualitatively different from those of
people who are younger. Risk of ‘long Covid’, where
people experience long term effects of Covid-19, is
greater in women and rises with age and with body
mass index (BMI).
“One concern that we had was that the prevailing
narrative is that every older person is frail and that
everyone is equally vulnerable. It gave us concern that
people were being treated as very passive, and the
wider implications could be just as bad as the virus
itself,” explains Dr Alison Giles, associate director for
healthy ageing at the Centre for Ageing Better and cochair of the expert panel producing the report.
“And of course, for those people who were already
frail, the messaging would lead to them being even less
active than before, which makes a major difference.”
The report’s findings identified four major risks
for older people as the result of lockdown, and its
enforced inactivity: losing cardio-respiratory fitness;
losing muscle mass; developing insulin resistance; and
consuming more calories than the body needs.
Nutrition is implicated in all of these, interlocked
with physical activity levels and metabolic resilience
(the capability to respond to a physiological challenge).

Frailty and lockdown

The report said that exercise was probably the best
therapy to reverse frailty status and to prevent it. A
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2016 review recommended that pre-frail older adults
should exercise two to three times a week for 45–60
minutes, with a programme combining aerobic,
resistance, flexibility and balance training components,
emphasising flexibility and balance training. For frail
adults, the recommendation was to exercise three
times a week for 30–45 minutes per session, with an
emphasis on aerobic training.2
However, a separate review was less conclusive,
finding that although exercise has some benefits in
frail older people, “uncertainty still exists with regard
to which exercise characteristics (type, frequency,
duration) are most effective.”3

Food and nutrition in lockdown

To some extent, lockdown appears not to have affected
nutrition, in that people reported no change in their
fruit and vegetable intake (although bearing in mind
this is lower than the recommended levels, this does not
necessarily point to an overall ‘good diet’).4
Interestingly, though, diet and nutrition were the
issues that people most felt needed ring-fencing if more
restrictions were put in place over the winter (as indeed
they were); out of the chosen options of actions to
help them maintain their health, the most frequently
chosen option was ‘ better availability of supermarket
shopping slots’ followed by ‘better availability of
protected time for people my age to use supermarkets’.
Food was a greater concern than activity.
However, Professor Paul Greenhaff of the University
of Nottingham, who co-chaired the expert panel
with Giles, is more concerned that people ate the
same amount (or more) during a period of enforced
inactivity, and risked gaining fat as a result of
consuming extra calories.
“I think it’s more important whether they were able
to reduce food intake rather than tipping into positive
energy balance. Lockdown did result in a huge decrease
in energy levels.” The report recommends ‘clear
nutrition advice’ for this cohort, explicitly explaining
why and how good nutrition (and avoiding obesity)
helps protect against and/or recover from the effects
of Covid-19. It also suggests that addressing financial
hardship will make it easier for older people to eat a
suitable diet.
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The report also focuses specifically on vitamin D.5
The high proportion of the older population which is
deficient in vitamin D (with the knock-on effects for
bone health in particular) is well-known, especially for
people in care homes; but, Greenhaff points out, other
people who would normally have been able to get
out and synthesise it topically over the summer were
unable to do so, under lockdown – especially if they do
not have gardens or balconies. This heightens the need
for supplements during the summer as well as winter.

Activity levels and shielding from
Covid-19

However, nutrition cannot be taken in isolation, both
co-chairs insist. It is well-documented that most people
became less active during lockdown – and people who
were shielding were obviously particularly affected.
“The most important thing is to try to maintain
physical activity levels. Not moving means that people
lose a lot of muscle mass; and in an older person that
can have significant consequences.
It’s also more difficult to regain,” Greenhaff says
firmly. “They’ll also risk developing insulin resistance.
In an older person who doesn’t have as much muscle
mass in the first place this could be critical.”
“There were people who were just about able to get
out to the shops or to the GP surgery before Covid,”
Giles adds. “They were really doing their best, it was
a triumph to go and do something – and then they felt
they shouldn’t even do that any more. They’ve been put
at much greater risk of losing physical function and
confidence. It is so important for this group to remain
as active as they were before lockdown, and try to get
back to those levels of activity.”

Getting the message across around
resilience
Alongside this, the report recommends tackling the
anxiety and low mood that a number of respondents
report, suggesting that ‘super bubbles’ (spanning,
say, two different households) could provide more
interaction. But, it also points out, there is also a huge
role for professionals (as well as relatives) to ‘reinforce
messages around resilience’: including diet but also
going beyond this.
“We want them all – GPs, pharmacists, the Chief
Medical Officer – to be saying ‘now that we have more
of a handle on it, and we understand the pandemic
much better, it’s really important that people are
supported to be active again,” Giles concludes. “It will
also put them put them in a better position to recover,
should they be unfortunate enough to get the virus.”
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CALL FOR PAPERS:
COMMON DISEASES
Most older people visiting their general practitioner have a common ailment, such as
heart disease, pain, or osteoporosis. GM, therefore invites submissions dealing with
the treatment of common diseases in general practice.
Required topics
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏

Cardiovascular disease
Diabetes
Pain management
Influenza
Chronic obstructive pulmonary disease
Obesity
Smoking-related conditions and smoking
cessation
Depression
Skin disorders
Sexual dysfunction
Incontinence
Menopausal symptoms
Prostate symptoms
Osteoporosis
Alzheimer’s disease
Parkinson’s disease

Submissions
Please refer to the GM information for authors
document for additional instructions. Finished
articles should be submitted online (www.
gmjournal.co.uk). We will send your article for peer
review, a process that takes about 8 weeks, and
then we will contact you with the outcome.

Priority publication
Due to a shortage of articles of this type, those that
pass peer review will be published quickly.
For further information contact the Editor, Alison
Bloomer: alison.bloomer@pavpub.com

Article structure
The following structure is suggested for this type
of article, but should be adapted as appropriate for
each disease topic.

Abstract
Should follow the same structure and cover the
main points of the article.

Introduction
❏ Give background information such as prevalence,
pathogenesis, and burden in general practice.

Diagnosis
❏ Discuss confirmatory clinical signs or symptoms,
any appropriate laboratory tests, and differential
diagnosis.

Treatment
❏ Detail management of the condition, beginning
with the preferred first-line treatment.
❏ Move logically through the options for nonresponders and those who might cease therapy
because of side-effects.
❏ Explain the beneficial effects and side-effects of
both drug and non-drug interventions.
❏ Acknowledge guidelines for treatment issued by
NICE or professional bodies and discuss situations
in which these recommendations are inadequate.
❏ Note what therapies are available for patients who
have unsuccessfully tried all the recommended
treatments.

Prognosis
❏ Define the prognosis for patients with reference to
the severity of disease, response to treatment, and
nature of disease.
❏ Give estimated times until recovery, if appropriate.

Further care
❏ Explain at what point the patient should be
referred to secondary care and the ways in which
primary and secondary care collaborate to ensure
best practice.
❏ Discuss local practices in addition to national
schemes.
❏ State whether the patient will need education on
managing their condition.
❏ Give details of any extra help available such as
support groups or chariti es.
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MANAGING MALNUTRITION IN
PATIENTS WITH FRAILTY
Malnutrition is a major clinical and public health problem in older populations
affecting 1.3 million people over the age of 65 years. Half of people who are frail are
likely to be malnourished.

Harriet Smith
Registered
Dietitian, Aymes
International

In the UK, over three million people are malnourished
and this can be either under-nutrition or over-nutrition.
It also refers to deficiencies, excesses or imbalances
of micronutrients.1
Malnutrition is a major clinical and public health
problem in older populations affecting 1.3 million
people over the age of 65 years.1,2 Malnourished
individuals are also almost four times more likely to be
frail3 and half of people who are frail are likely to be
malnourished.4
Frailty is used to describe a range of conditions and
symptoms such as general debility, sarcopenia (loss
of muscle mass and function), weight loss, increased
vulnerability and cognitive impairment.5 It can affect
all ages and varies in severity.
It is not an inevitable part of ageing, and not all
older people will develop frailty, but frail people are at
higher risk of adverse outcomes such as falls, delirium,
admission to hospital, or the need for long-term care.
This is due to a loss of resilience after stresses such as
infection, bereavement or changes in environment due
to a gradual loss of in-built reserves.6

How to diagnose malnutrition in
patients?

A person is classified as malnourished if they meet a set
of criteria, which often includes a low body mass index
(BMI), significant and unintentional weight loss over a
defined period of time and reduced nutritional intake
over a defined period of time.
Common signs and symptoms of malnutrition
include loss of appetite, weight loss, tiredness, loss of
energy, difficulty concentrating, changes in mood such
as anxiety and depression, delayed wound healing and
a general sense of weakness.7
There are a range of screening tools available
including the Malnutrition Universal Screening Tool
(MUST), Malnutrition Screening Tool, Nutritional
Risk Screening – 2002, Mini Nutritional Assessment,
NUTRISCORE (Oncology Patients) and the Short
Nutritional Assessment Questionnaire.
As one third of patients over 65 years have
malnutrition on admission to hospital,2 NICE
recommends that patients are screened on admission
or at their first clinic appointment.8 Patients should
also be screened during initial registration with a GP
surgery, admission to a care home and when there is
clinical concern.

The MUST screening tool is the most frequently
used in the UK. It is a five-step tool which is suitable
for screening adults across all care settings. It is used
to detect those who are malnourished, at risk of
malnutrition or obese. The five steps are:

n Measure height and weight to determine BMI
n Calculate percentage of unplanned weight loss in the
past 3-6 months

n Establish acute disease effect and score
n Add scores together to obtain an overall score for
risk of malnutrition

n Use management guidelines and/or local policy to
establish a treatment plan.

Diagnosing frailty in patients

Common signs and symptoms of frailty include
increased falls, reduced walking speed, weight loss,
memory and cognitive impairments, sudden and
increased physical disability and delirium.8
There are a range of tests available for diagnosing
frailty, although the accuracy of these are uncertain.
These include:

n PRISMA 7 Questionnaire: 7-item questionnaire to
identify disability

n Walking Speed (Gait Speed): gait speed in metres per
second over a distance of 4 metres

n Timed Up and Go Test (TUGT): the time taken to
stand from a chair, walk 3 metres, turn and walk
back to the chair and sit down

n Self-Reported Health: asking a patient to rate their
health on a scale of 0-10

n GP Assessment: clinical assessment, including
number of medications taken

n The Groningen Frailty Indicator questionnaire: 15item frailty questionnaire

n Electronic Frailty Index: a validated tool commonly
used in GP surgeries. It uses existing electronic
health record data to identify and severity grade
frailty.

The British Geriatrics Society says that individuals
should not be labelled as being frail or not frail, but
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simply that they have frailty and any interaction
between an older person and a health or social care
professional should include an assessment that helps to
identify if the individual has frailty.8
Generally, people with three or more of the above
characteristics are considered to have frailty:9

n Unintentional weight loss
n Reduced muscle strength and function (sarcopenia)
n Reduced gait speed
n Exhaustion
n Limited mobility and energy expenditure.
If malnutrition and frailty are undetected, this can
lead to serious consequences for the patient and the
wider healthcare system.
One study found that frailty is associated with
increased risk of falls, worsened mobility, disability,
hospitalisation and mortality over a 3- or 7-year follow
up period.10
Frailty is also an important predictor of mortality
and institutionalisation amongst people with mild or
severe frailty.11
Women with frailty also have a higher risk of
developing activities of daily living (ADL) disability,
institutionalisation, and mortality, independent of
potentially confounding factors.12 They also had a twofold increased risk of mortality or two or more falls in
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the subsequent year compared with women of the same
age without frailty.13

Management of frailty and
malnutrition

The food first approach is usually the first step in
oral nutrition support options, and this could be food
fortification, extra snacks, energy-dense meals and
snacks, altered meal patterns. Other support measures
are oral nutritional supplements, dietary counselling
and organisational approaches (i.e. communal dining,
protected mealtimes).

What is a food first approach?
Food first is a simple way of providing enhanced
nutrition to those who are or at risk of becoming
malnourished. It can be useful for patients who still
have a good appetite. Strategies include fortifying foods
to increase the nutritional density of the diet without
increasing the volume of food consumed.

The role of oral nutritional supplements?
According to the ESPEN Guideline on Clinical
Nutrition and Hydration in Geriatrics,14 after discharge
from the hospital, older persons with malnutrition or
at risk of malnutrition should be offered oral
nutritional supplements (ONS) in order to improve
dietary intake and body weight, and to lower the risk
of functional decline.

NUTRITION
ONS products typically contain a mix of
macronutrients (protein, carbohydrate and fat) and
micronutrients (vitamins, minerals and trace elements),
and in large enough quantities, some are considered
to be nutritionally complete. They are commonly
prescribed for hospital or community patients who
are struggling to meet their nutritional requirements
through an oral diet alone.
They should be given under medical supervision
and must be used appropriately. All patients should be
screened using a validated malnutrition screening tool
such as MUST and be considered at nutritional risk.
Studies have shown that dietary counselling
given with or without ONS is effective at increasing
nutritional intake and weight.15 Therefore,
interventions that combine ONS and a food first
approach are commonly used.
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Depression is a mental disorder
that can have multiple presenting
features in older patients

PSYCHIATRY

DEPRESSION IN THE OLDER
POPULATION
Depression is a mental disorder that can have multiple presenting features in older
adults, which may be more subtle than the traditional features. It affects around 22%
of men and 28% of women over 65 years old, yet it is estimated that 85% of older
people with depression receive no help at all from the NHS.
Dr Prianka
Baral
Trust Grade
Registrar in
Care of Elderly
Department,
Watford General
Hospital

Depression is the most common mental health issue
worldwide and affects around 22% of men and 28% of
women over 65 years old,1 yet it is estimated that 85%
of older people with depression receive no help at all
from the NHS.1
Depression is a mental disorder that can have
multiple presenting features in older patients, which
may be more subtle than the traditional features. These
include low mood, anhedonia, feelings of guilt, low
self-worth, disturbed sleep/appetite, low energy, and
poor concentration.
Studies show that most older adults feel satisfied
with their lives, despite having more illnesses or
physical problems, so it is a myth that depression is
a normal part of ageing.2 However, important life
changes may cause feelings of uneasiness, stress, and
sadness. After a period of adjustment, many older
adults can regain their emotional balance, but others
do not and may develop depression.

problems have been shown to be associated with
depression in later life, including stroke, Parkinson’s
disease, cancer, heart disease, arthritis, COPD and
endocrine disorders.
The Geriatric Depression Scale (GDS) is ideal
in evaluating the clinical severity and monitoring
treatment. It is easy to administer, needs no prior
psychiatric knowledge and has been well validated in
many environments.7
The 15-item (GDS-15) and 4-item (GDS-4) versions
of the GDS are also both widely used. The systematic
use of short GDS versions in Primary Care may
increase detection rates of depression among older
patients, although shorter version is less useful in
assessing the severity of the depressive episodes.8

Treatment of depression in older
patients

Selection of antidepressant medication should be based
on the side effect profile and the risk of drug-drug
How to diagnose depression
interaction. NICE recommends that selective serotonin
The diagnostic criteria for depression in the older
reuptake inhibitors (SSRI) should normally be used as
patient are the similar to those in younger patients;
first-line treatment for depression in all age groups.5
In the UK, the World Health Organization ICD-10
Given the high rate of polypharmacy in the
diagnostic criteria are commonly used.3,4
older patient, drug interactions are an important
Rating scales may be useful in determining severity
consideration. SSRIs such as citalopram and
and are recommended in NICE guidelines.5 Rating
escitalopram (along with non-SSRIs mirtazapine
scales validated for use in the elderly (e.g. Patient
and venlafaxine) have minimal effect on the
Health Questionnaire-9 (PHQ-9), Geriatric Depression cytochrome P450 system and so have a reduced risk of
Scale, Hospital Anxiety and Depression Scale, Cornell
pharmacokinetic interactions. By contrast, fluoxetine
Scale for Depression in Dementia) should ideally
and paroxetine are strong inhibitors of CYP2D6 while
be used.
sertraline has a moderate inhibitory effect.9
The bedrock of diagnosis is undoubtedly skilled
It is important to be aware of the anticholinergic
clinical interview, mental state examination and
side-effects of SSRIs, which include postural
good collateral history from relatives/carers. There
hypotension and sedation, though these are
are some important differences in the presentation
less common with SSRIs than with tricyclic
of depression in old age. A meta-analysis found that
antidepressants (TCAs).10
although many of the principal symptoms were similar,
Hyponatraemia is a potentially serious adverse effect
older people are likely to demonstrate more agitation,
and has been reported with almost all SSRIs in addition
hypochondriasis and somatic symptoms.6 Instead of
to the serotonin and noradrenaline reuptake inhibitor
explicitly complaining of depressed mood, elderly
(SNRI) venlafaxine. When prescribing in at-risk groups,
patients may describe more non-specific symptoms such monitoring of urea and electrolytes can be useful, in
as insomnia, anorexia or fatigue.
addition to being vigilant for clinical features such as
Comprehensive physical assessment is particularly
lethargy, muscle cramps, anorexia and headaches.
important in older patients, both in terms of excluding
SSRIs are also associated with a modestly increased
underlying organic causes and identifying potential
risk of upper GI tract bleeding in older people.
exacerbating factors. A number of chronic health
NICE guidance recommend consideration should be
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TABLE 1. STRATEGIES FOR MANAGING
SEVERE OR DISTRESSING SIDEEFFECTS OF ANTIDEPRESSANT
TREATMENT
n Dose reduction and re-titration
n Switching to alternative antidepressants with

lower propensity for causing specific side
effects
n Non pharmacological management of
side effects i.e. diet and exercise for
antidepressant-associated weight gain
n Pharmacological management of side effects
e.g., sildenafil for erectile dysfunction

TABLE 2. INDICATIONS FOR REFERRAL
TO SECONDARY CARE
n Psychotic symptoms
n History or suspicion of bipolar disorder
n Failed or insufficient response to two or more
antidepressants

n Where the practitioner feels insufficiently

experienced to assess or manage the condition

Summarised from the revised British Association
for Psychopharmacology (BAP) guidelines.
Significant risks of suicide/harm to others/selfneglect

Summarised from the revised British Association
for Psychopharmacology (BAP) guidelines

Managing side-effects of
depression medication
given to co-prescribing gastroprotection in high-risk
individuals.5
Although almost all psychotropics can affect the QT
interval. Citalopram and escitalopram are particularly
associated with interval prolongation in comparison
with other SSRIs.11 QT interval prolongation is
potentially serious and can be associated with an
increased risk of ventricular arrhythmia.
Sertraline, by contrast, is among the safest SSRIs
in the context of cardiac disease. Venlafaxine can be a
useful medication when an SSRI has proved ineffective.
The atypical antidepressant mirtazapine can also be
considered as a suitable alternative in the context of
failed response to an SSRI, in particular if the aim is to
improve sleep and appetite.
In the past the recommendation was to ‘start low
and go slow,’ although now evidence suggests that it
may not be necessary to titrate upwards so slowly in all
individuals. Instead, the goal should be to increase the
dose regularly as tolerated at 1-2-week intervals
in order to reach an average therapeutic dose
more quickly..12
If older agents such as TCAs or monoamine oxidase
inhibitors (MAOIs) are to be used in older patients
then careful consideration of side-effects (in particular
anticholinergic ones, such as delirium), and careful
monitoring and supervision may be necessary. This
often necessitates referral to secondary care for advice
or treatment.

Augmentation of treatment for
depression

Lithium is among the most established options for
augmentation in treatment-resistant or recurrent
depressive disorder, and has a strong evidence base in
older adults.13 However, it is associated with a number
of adverse effects that older patients may be more
vulnerable to, including lithium toxicity. One should be
particularly mindful of the patient’s renal status, and
regular blood monitoring as per local guidelines
is essential.
While antipsychotics have an established evidence
base in augmentation treatment of younger adults with
depression, evidence in the elderly is limited.
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Useful advice for managing persistent, severe or
distressing side-effects can be found in the revised
British Association for Psychopharmacology (BAP)
guidelines for treating depressive disorders with
antidepressants14 and are summarised in Table 1.

Length of treatment

The evidence base for the optimal length of
treatment in older adults is uncertain. NICE guidance
recommends continuing antidepressant treatment for at
least six months following remission.5 However, NICE
also recommends continuing treatment for at least two
years in the case of relapse of a recurrent depressive
disorder, or if there are risk factors for relapse or the
consequences of relapse are likely to be severe.5

Non-pharmacological treatments
for depression

Psychosocial interventions are important in the
older population. Social isolation and loneliness can
be particularly problematic, and referral to social
services may be considered to assess for adequate care
support at home. Older people’s day-care centres are
a vital source of social interaction and activity. NICE
guidance recommends that in mild depressive episodes,
supportive interventions should be considered firstline, with a stepped approach to offering psychological
therapy or antidepressant medication in those that fail
to respond.5
In view of the association between elderly depression
and chronic physical illness, optimising management of
these conditions is important.
Electroconvulsive therapy (ECT) is a safe and
effective treatment for depression in the older
patient (can be performed as outpatient) that can
achieve a good response in 70–90% of cases, though
subsequent relapse remains a problem.15 In 2003, NICE
recommended the use of ECT for severe depression
that has failed to respond to an adequate trial of
pharmacotherapy (undefined) or where there is risk to
life (through suicide or neglect of diet/fluids).
Most UK old age psychiatrists would attest to it
being effective, safe and potentially life saving as short
term treatment of severe depression. The mechanism
of action is mostly unknown. The neurophysiological
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changes that occur during ECT found to be similar
as those occurring during a successful course of
antidepressant medication. Anaesthesia for ECT has a
significant effect on its effectiveness.
This option of treatment is often forgotten and
being underutilsed even though the side effect rate
is much less than with pharmacological treatments.
Common side effects include headache, nausea and
myalgia. Most patients will have some transient
disorientation and some retrograde amnesia. The
mortality rate in all patients is said to be 1/50,000.
The absolute contraindications to ECT is raised intracranial pressure and leaking aneurysm.16
There is some evidence that older people may be less
likely to be referred for a talking therapy.5 Although
the factors underlying this are not clear, there may be
a perception that talking therapies are less effective in
older people. It is important to stress that the evidence
suggests this assumption is not true. There is strong
evidence that psychological therapies are equally
effective in old age as in younger adults.17 However,
there may be service barriers to accessing therapy,
for example for people who are housebound or in
care homes.

How long does depression last?

While remission rates in older people are comparable
with younger adults, relapse appears to be more
common in the older age groups. In a study that
followed up subjects for six years, almost half were
depressed for more than 60% of the six-year period,
with only 23% achieving sustained remission.18
These statistics may seem rather bleak, but there is
some evidence that thorough, persistent and sequential
treatment for older patients who do not respond
to initial treatment can achieve very good rates of
remission. One study demonstrated a 84% remission
rates in patients who underwent this approach.4

Referral to secondary care

Conclusion

Depression in old age is a common and disabling
disorder that has historically been under-recognised
and undertreated. While careful consideration should
be given to comorbidities including frailty, treatment is
safe and effective and can provide significant benefits
in terms of symptoms, quality of life and overall health
and wellbeing.
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People who are prone to depression often find it helpful
to join a local self help group. They can meet up with
others who have similar problems and offer mutual
support to one another by sharing their feelings, ideas
and successes.
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