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ABSTRACT
We describe the expansion and adaptation of 
a frailty response team to assess older people 
in their usual place of residence. The team had 
commenced a weekend service to a limited 
area in February 2020. As a consequence of 
demand related to the COVID-19 pandemic, 
we expanded it and adapted the model of 
care to provide a 7- day service to our entire 
catchment area. Five hundred and ninety two 
patient reviews have been completed in the 
first 105 days of operation with 43 patients 
transferred to hospital for further investigation 
or management following assessment.

INTRODUCTION
A large proportion of short- stay admis-
sions in older adults may be avoidable.1 
Accordingly, there has been a move to 
provide more immediate care to older 
people, particularly those living with 
frailty, in the community. Previously 
described models including extended role 
Paramedics attending emergency calls 
involving older people2 3 have shown that 
some presentations may be safely managed 
in their own home. We set out to develop 
a bespoke weekend service to assess older 
people who fell at home, performing a 
timely multidisciplinary comprehensive 
assessment on site. As the COVID-19 
pandemic began, we expanded our new 
service to meet evolving needs.

SETTING
St Vincent’s University Hospital is located 
in a suburb of Dublin. Its emergency 
department (ED) accepts patients aged 14 
years and older and has over 57 000 annual 
attendances. It is a receiving facility for 
major trauma and acute stroke and covers 
urban and rural areas in southeast County 
Dublin and County Wicklow.

STRATEGY
In February 2020, our department made a 
successful bid for government funding of 
€185 000 to pilot a community weekend 
frailty and falls response service. This 
service included a National Ambulance 
Service (NAS), advanced paramedic (AP), 
an emergency medicine (EM) registrar 
and a senior occupational therapist (OT), 
in conjunction with local consultants in 
geriatric and EM. The remit was to attend 
emergency (999/112) calls to the NAS 
involving older adults for whom hospital 
admission might be avoided by providing 
comprehensive assessment in their own 
homes. Patients were not able to self- 
refer; the ambulance service triaged calls. 
All three team members travelled and 
attended calls together. The AP provided 
initial assessment, scene management 
and worked with the doctor to complete 
clinical assessment and targeted inves-
tigations. The doctor had responsibility 
for arranging alternative care pathways if 
necessary. The OT provided assessment of 
cognition and function within the home 
environment, provided education to both 
patients and carers, organised equipment 
and linked with community services. All 
team members had to be in agreement if 
a patient was not to be conveyed to the 
ED. The service ran successfully for seven 
weekends.

As a result of the COVID-19 pandemic, 
we noted fewer older people presenting 
to our ED (10% reduction from the same 
period in 2019), and several delayed 
presentations of conditions such as hip 
fracture and stroke. Local paramedics 
reported that older people declined 

transport to hospital more frequently. 
Care homes in our area raised concerns 
with us about their ability to manage an 
outbreak, and reported reduced access to 
face- to- face primary care services.

We proposed to expand the service from 
2 to 7 days a week, and to increase the area 
that we covered from County Wicklow (a 
neighbouring county with a large rural 
area and a population of 142 400 people) 
to encompass the entire catchment area of 
the hospital, which added a large mainly 
urban area for a total catchment of almost 
320 000 people.

Our service was already equipped with 
near patient blood testing and point of care 
ultrasound (POCUS). We also had essen-
tial equipment (eg, walking aids, raised 
toilet seats) to maximise patients’ inde-
pendence in their mobility and transfers 
at home. When the service expanded, a 
transport monitor, portable ECG machine 
and two hybrid cars (with insurance and 
fuel) were loaned to us by local companies 
pro bono, having been contacted directly 
by members of hospital staff. This allowed 
rapid commencement of the scaled- up 
service without the need for any addi-
tional procurement.

EXPERIENCE
The expanded service began on 10 April 
2020 with a doctor and an OT from 
our hospital group working the existing 
shift pattern of 8:00 to 18:00 hours. 
Medical cover was provided from an 
enhanced rota staffed by registrars and 
now also consultants in emergency or 
geriatric medicine. The two OTs on the 
team expanded to a 7- day rota. We were 
unable to secure extension of AP cover to 
7 days due to competing demands during 
the pandemic, but weekend provision 
was successfully maintained. We made 
our service more accessible by intro-
ducing new referral pathways from the 
three hospitals in our community area, 
local paramedics (including patients that 
declined transfer to the ED) and our 
nursing home liaison service. General 
practitioners are able to access the 
service via a new ‘geriatrician of the day’ 
telephone system, which triages calls to 
the appropriate care service.

Training was provided that was tailored 
to the individual team member’s needs. 
Geriatric medicine trainees were upskilled 
on wound care and fracture management. 
Both geriatric and EM trainees received 
instruction on POCUS. OTs were trained 
to process blood samples taken by the 
doctor or paramedic, and they also drove 
the car. Education on assessment of older 
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people with frailty in the community, and 
management of aggression and personal 
safety was offered to all team members. 
Personal protective equipment including 
high- vis jackets, reinforced toe shoes and 
hard hats were available. During COVID-
19, staff members wore gloves, apron 
and a surgical mask for routine contact. 
Where there was contact with suspected 
or confirmed COVID-19 cases, surgical 
gowns, gloves, FFP3 masks and eye 
protection were worn.

Patients were registered in the ED infor-
mation system via telephone. This facili-
tated completion of an electronic patient 
record accessed via tablet PC. Patients had 
the same access to onward referral path-
ways as in the ED and could be directly 
transferred to local hospitals depending 
on their needs. Clinical governance was 
overseen by the ED with immediate clin-
ical advice available from consultants 
in emergency and geriatric medicine. A 
consultant in palliative medicine also 
joined the team providing direct access 
to advice and coordination of care across 
settings in the community and in hospital. 
Feedback was provided to the referring 
clinician after assessment.

It quickly became clear that there was an 
unmet need for infection control support 
related to the pandemic, as the team were 
contacted by several care homes and reha-
bilitation facilities. We also identified a 
need for medical support where multiple 
patients were unwell in care homes, some-
times where access to community services 
had become more limited as the pandemic 
progressed. Examples included assessment 
of acute delirium, dehydration, infection 
and advice on oxygen administration for 
patients with COVID-19 (see box 1 for 
example case). There were many ques-
tions about managing reactive behaviours 
in people with dementia in both private 
homes and in care homes, sometimes 
related to COVID-19 infection but in 
other cases due to restrictions imposed 
by the lockdown. In partnership with our 
geriatricians and infectious disease consul-
tants, the hospital also offered additional 
outreach visits to care facilities to provide 
expertise on site.

OUTCOMES
The service attended to 592 patient reviews 
in the first 105 days of operation. Forty- 
three patients were transferred to hospital 
for further investigation or manage-
ment, giving a 92% non- conveyance 
rate. Forty- one of those transferred to 
hospital required admission(95.3%). We 
undertook 21 additional visits to care 

homes to offer general clinical advice and 
infection control support. Twenty- two 
per cent (118) calls related to patients in 
care homes. The team averaged 130 km 
of travel per day and saw on average 5.6 
patients per 10 hours shift.

Some doctors on the team reported 
appreciating having the OT available to 
help with cognitive assessments, especially 
where mental capacity was a concern and 
treatment was being declined. Eighty- two 
patients received repeat visits after vari-
able intervals depending on their clinical 
needs, for reassessment. This allowed 
a higher threshold for conveyance of 
patients whose risk assessment was 
considered to be borderline, with a shared 
decision- making framework used. We 
were also able to bridge gaps where other 
services were not immediately available, 
for example, setting up a syringe driver for 
urgent symptom control. Three patients 
died in their own homes, with the team 
providing palliative care support. While 
the service was not formally evaluated, no 
complaints or concerns were received.

LIMITATIONS AND FUTURE DIRECTIONS
The COVID-19 pandemic triggered 
support for the rapid scaling up of a 
weekend service to a 7- day service with 
expanded referral pathways and scope 
of practice. It is likely that demand will 
remain, even as services resume more 
usual patterns of activity. Strategies to 
provide alternatives to acute hospital 
admission may become even more 
important during this phase. Funding 
will be sought locally to maintain our 
care model of holistic comprehensive 
assessment brought to the patient. We 
recently began to seek anonymised feed-
back from patients and this will be eval-
uated as part of our service governance 
and to inform development. We also plan 
to undertake an independent formal clin-
ical outcomes evaluation.
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Box 1 Example case.

A GP referral was received by the 
team (via the on- call geriatrician) for a 
79- year- old female with acute functional 
decline and bilateral knee pain. She 
was being treated for a suspected 
urinary tract infection, having reported 
urinary urgency. Medical and functional 
assessment was completed.

Problems identified:
 ► Bilateral knee pain with tenderness 
on examination.

 ► Increased difficulty standing, 
transferring from bed to chair and 
mobilising.

 ► Increased dependence on family for 
self- care and domestic activities.

 ► Potential for increased self- 
medication due to ongoing knee pain, 
which may impact on confusion and 
increase risk of falls.

 ► Pain was due to a flare up of chronic 
symptoms of osteoarthritis.

Solution:
 ► Blood sample taken and urine sample 
sent and reviewed by team.

 ► Steroid injection administered to both 
knees, using ultrasound guidance.

 ► Medication review with plan to 
rationalise analgesia and reduce 
opioids.

 ► Provision of glide- about commode, 
toileting equipment and safe 
installation.

 ► Education on safe transfer technique 
with patient and family.

 ► Education on importance of engaging 
in activities of daily living and 
functional mobility.

 ► District nurse referral for home 
supports.

 ► Wheelchair provided to enable 
patient to access essential regular 
appointments.

 ► Liaison with GP regarding 
medications.

 ► Follow- up visit completed 4 days later 
to ensure managing functional needs 
and pain controlled.

 ► Urine culture was clear so antibiotics 
were stopped.

 ► Patient remained at home.

GP, general practitioner.
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