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*Serves a population of more than 800,000 people, reaching as far as 
Purbeck, the New Forest and South Wiltshire

*Regional Vascular Surgery service

*Dorset Cancer Centre, offering surgical and oncology services for 
the whole of Dorset 

*Trauma unit for east Dorset, serving a population of more than 
500,000 people

*Major interventional Cardiology Unit (the Dorset Heart Centre), 

*Elective Orthopaedic service providing hip and knee replacements 
(the Derwent Unit)

*2024 planned completion merger of Surgical Services (5th Largest 
single centre in UK)





FUNCTIONAL 
DECLINE!





*Delays to definitive clinical decision making 

and intervention

*Poorer appreciation of pre-morbid status 

(comorbidities, Frailty, malnutrition)

*Poorer access to medical sub-speciality

*Greater complication rates – but particularly 

“non-surgical”

*Recommendations:

*Routine daily input from Medicine for the 

Care of Older People should be available to 

elderly patients undergoing surgery. 
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* “Frailty is a term applied to individuals who, usually as a 

result of the cellular and metabolic changes of ageing 

process, have less physiological and psychosocial reserves 

to cope with acute stressor events. 

* These stressors, for example elective or emergency 

surgery, can precipitate significant changes in health 

status.
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Kenneth Rockwood, Xiaowei Song, Chris MacKnight, Howard Bergman, David B. Hogan, Ian McDowell and Arnold Mitnitski

CMAJ August 30, 2005 173 (5) 489-495; DOI: https://doi.org/10.1503/cmaj.050051
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*Frailty is common in patients with 

cancer and should be assessed early and 

proactively 

*Frailty is everyone’s business 

*Each step in the cancer pathway is an 

opportunity for assessing and managing 

frailty.  

*Frailty-informed care involves detecting 

frailty and considering it alongside 

shared decision-making

*Recognise and optimise potentially 

reversible frailty related e.g. poly-

pharmacy and problems with nutrition

*Patients identified with frailty should be 

flagged for more comprehensive, multi-

domain frailty assessments. 
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*Comprehensive Geriatric Assessment

*The Team:

*Physician

*Anaesthetist

*Dietician

*(Pharmacist)

*Advanced Care Practitioner (Nursing and 

Therapy background)

*Health Care Support Worker

*Risk mitigation with pre-op optimisation

*Shared decision-making process
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Risk Tool Result and Comments

Function

Rockwood Clinical Frailty Scale

Barthel

Surgical/Anaesthetic risk tool (if used):

ASA grade

ACS- NSQIP

Cardio- respiratory assessment (if performed)

BP/Pulse/O2 Sats

Duke Activity Status Index (DASI)

Pulmonary function tests

Echocardiogram

Creatinine Clearance:

CPET (if available)

Nutrition

MUST

Weight

BMI

Sarcopenia

SARC-F screening tool

Grip strength/kg

Delirium Risk

Delirium Elderly At Risk Score

Cognitive assessment

Screening question (YES/NO)

Abbreviated Mental Test score

Montreal Cognitive Assessment (MOCA)

Generalised Anxiety Disorder (GAD-7)

Patient Health Questionnaire (PHQ-9)

Falls Risk

Number of falls

Timed up and Go (TUAG)

Discharge planning

Risk Assessment and Prediction Tool (RAPT)
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MDT Problem List *

Problem Plan / Outcome

1. Vulval VIN

-Premalignant lesion – risk of 

progression

-Local irritation and contact bleeding

- Wide local excision suggested

- Option 2: Local immunotherapy cream

- Option 3: Best supportive management

1. Pancytopenia - probable underlying 

myelodysplastic disorder

-Normal Haematinics

- Increased bleeding and infection risk

1. HFpEF

Right heart failure with pulmonary 

hypertension

- Recently medication change (adding 

Dapagoflozin -SGLT2 inhibitor)

- Hold on day of surgery and restart on 

discharge 

- Risk of fluid depletion

1. Autonomic dysfunction with 

Orthostatic hypotension

-Regular midodrine 2.5mg

- Risk Of Orthostatic hypotension post-op

1. Atrial fibrillation

-Regular anticoagulation therapy

- Hold DOAC pre-op as per guidelines 

(considering impaired renal function)

1. Polypharmacy with high opiate use 

(fentanyl patch 100mcg/hour)

-Increased risk of delirium

-Challenging post-op pain 

management

- Consider pain team review if difficult pain 

issues

1. Chronic kidney disease stage 4

Creat: 162

eGFR: 23

Calculated Creat clearance: 

18ml/min

- Risk of Acute kidney injury

- Strict fluid balance

- Monitor renal function post-op

- Review medication dosing with 

Creatinine clearance in mind

-

1. Living with mild frailty (CFS: 5) - Associated with increased risk of adverse 

peri-operative outcomes
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Summary

Suggested GP Actions

• Please upload this document to your electronic records

Patient Information Literature Given

      ☐  Reducing the risk of falls in hospital       

      ☐  Delirium

      ☐  A nourishing diet

           ☐  Staying active in hospital

Recommendations by POPS Team

   ☐  PROCEED WITH SURGERY       

   ☐  PROCEED AFTER FURTHER OPTIMISATION / INVESTIGATIONS

   ☐  DELAY AND REFER BACK TO SURGEON FOR FURTHER DISCUSSION

   ☐  RECOMMEND SURGERY CANCELLED / PATIENT DECLINED SURGERY
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*Using grant from Wessex Cancer Alliance Oncology Personalised Care 
Transformation Fund 2022/23  

*One session/week consultant DCC time 

*September 2023 – March 2024

*Attendance at Dorset Head and Neck MDT

*Patients over 65 focused review of electronic notes (EPR, Dorset Care 
Record) for any “Red flags” for significant co-morbidity and/or frailty 
flags

*Frailty flags include:

* E-frailty Index

* Other examples: known cognitive disorder, recurrent falls and/or fragility 
fracture, recent admissions under Older peoples services

*Compare with any clinical assessment available

*Outpatient clinic for further assessment
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*Patient selection: more age Vs Frailty 

*Time for MDT discussion

*Electronic Vs Clinical Frailty score

*When seen in patient pathway

*Interface with Peri-operative medicine

*Timely review and communication

*Access to “Prehab” Services

*No inpatient service
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*Compelling case for expertise 

to wrap around the complex 

high risk older patient

*Crucial information for patient 

centred decision making

*Needs co-ordination across 

traditional care boundaries
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