What is the Greatest Challenge that Modern Medicine will Face in our
Lifetime?
Modern medicine brings immense opportunities in the developed world particularly for
elderly people who often have multiple medical problems. Advances in medical treatments
has enabled better management of chronic diseases. However, difficult decisions need to be
made as to how limited resources are allocated to provide care to all. In an NHS that is
frequently reported to be in crisis, the care of the elderly is the greatest challenge that
modern medicine will face in our lifetime.
The NHS was created in 1948 as a service to provide free health care to all. Since that time
life expectancy has significantly increased resulting in more elderly people needing medical
care. This essay will explore the specific challenges of managing the elderly in the NHS
today - the scale of the problem, how clinical teams can manage people with multimorbidity
and frailty, how the elderly access care and how hospital admissions can be limited to those
that genuinely need it.
The NHS has recognised the need for change. In October 2014, NHS England published the
NHS five year forward view (1) which set out a positive vision for the future. This highlighted
seven models of care that needed to be considered. Several of these models directly relate
to the care that elderly.
The Scale of the Problem
People are living longer and in 2015 it was estimated that 16.1% of the population in Europe
were over the age of 65 with the expectation that this will rise to 22% by 2031 (2). The
greatest increase is in those over the age of 80 and in the UK this equates to approximately
3 million people. Those over the age of 65 consume a huge proportion of the health
resource accounting for 40% of all bed days and 65% of the NHS spend (3). Elderly people
commonly have more than one health related problem, they have functional dependence,
often have poor quality of life, are frequently socially isolated and frail. Managing these
complex problems means significantly higher health care costs (4). Identifying patients that
are frail and proactively managing frailty may allow these patients to receive better quality
of care that is also more cost effective. The large number of elderly patients means this is a
serious problem.
Frailty
This is often defined as a clinical state in which there is an increase in an individual’s
vulnerability for adverse events and harm when exposed to a stressor (5). Currently
however, there is no universal agreement for the definition of frailty (6). It is distinct but
related to disability and comorbidity (7). Phenotypic models describe frailty as specific
clinical syndromes that encompass a cluster of characteristics including unintentional
weight loss, exhaustion, weakness, slowness and low physical activity (8). The ability to
identify those that have these features with a comprehensive geriatric assessment (CGA) is
essential for high quality care. CGA is defined as:

‘A multidimensional interdisciplinary diagnostic process focused on determining a frail older person’s
medical, psychological and functional capability in order to develop a coordinated and integrated plan
for treatment and long term follow up’

When patients are admitted to hospital and a CGA is performed it has been shown to
increase the patients’ likelihood of being alive and being able to be discharged to their own
home after an emergency admission to hospital (9). This has the potential to reduce cost
and has the benefit of preventing institutionalisation of elderly patients.
Identifying patients in the community that are frail and undertaking individual care plans
can allow elderly patients to plan the care that they receive in the event of a sudden change
in their health. These plans allow patients choice as to where they want their care provided
and can detail specific wishes such as being resuscitated in the event of a cardiac arrest or
wanting to be cared for in hospital if needed. These measures allow many elderly patients,
particularly those with extreme frailty or terminal diagnoses, to choose to die with dignity at
home. The complexity of medical problems in the elderly is significant and adds to the
challenge of providing care.
Caring for Elderly Patients in the Community
Elderly patients are often not just frail but frequently experience multimorbidity (the coexistence of two more chronic conditions within an individual). General practitioners (GPs)
and primary care teams have a key role in managing patients with multimorbidity, using a
patient centred approach. In addition, elderly patients benefit from continuity of care. This
is an important part of the management of patients with complex health conditions (10).
Furthermore, patients value seeing the same doctor (11) but continuity of care is in decline
in the UK (12). It has become more difficult with primary care reforms in the UK (13).
Continuity of care is particularly valued in the 62-82 age group who experience more
admissions than the general population for ambulatory care sensitive conditions in the UK
(14). Unplanned admissions for ambulatory care conditions such as asthma accounted for
£1.42bn in England in 2009/10 (14). Elderly patients when admitted to hospital have
increased risk of medical complications such as hospital acquired pneumonia and therefore
increases the risk of death, morbidity and institutionalisation.
The complexity of the problems that elderly care patients have also means that the
multimorbidity problem cannot be easily managed in a routine 10min appointment in
general practice. Having longer consultations for patients that have complex needs has
been shown to improve compliance with treatment and reduce stress on GPs (15). Stress on
GPs and perceived intensity of work is having a detrimental impact on the recruitment and
retention of GPs. Many are now unwilling to work fulltime in a patient facing roll. The
number of GPs has not kept pace with groups most likely to use primary care (over 65s and
over 85s) (16). Despite a government pledge to increase the number of doctors working in
general practice by 5,000 by 2020/21, the number of full-time equivalent (FTE) GPs fell by
0.3 per cent in 2016 (17). Significant investment is promised through The General Practice
Forward View (GPFV) to support and develop the GP workforce (18). A well-resourced
primary care workforce that can provide robust, high quality holistic care is essential to
meet the medical needs of the elderly. Workforce problems are a major obstacle to
providing care for elderly people.

How do they Access Care when an Emergency Strikes?
Elderly patients need to have ready access to health care advice when they need it. During
the normal working day this is usually provided by the primary care team in the UK. When
the practice is closed this care can be provided through a myriad of services such as NHS
111, urgent care centres, minor injury units, walk in centres and in an emergency via 999 or
Accident and Emergency (A+E) departments. Confusion regards the range of services
available and the fragmented nature of them was highlighted by Sir Bruce Keogh in the
Urgent and Emergency Care Review in 2013 (19) The development of urgent and emergency
care networks is a key theme in the NHS five year forward view and aims to simplify the
system to allow better integration of care between services. Elderly people require
coordinated care. Currently, the clinical records that detail the medical problems and the
medications are held by the primary care team and are not routinely shared with other
services. This can result in duplication of care with elderly patients often attending A+E
unnecessarily. Attending A+E when it is not an emergency can lead to frail elderly patients
being admitted to hospital and this in turn can lead to prolonged care as an inpatient that
could have been prevented. In many cases this can lead to confusion, worsening of their
baseline function and risk of institutionalisation and lack of independent living. Providing
elderly patients the care that they need when their usual medical practitioner is unavailable
is a significant challenge going forwards.
Is it Achievable?
Modern medicine holds many opportunities for frail elderly people but for this potential to
be maximised, it is critical that the demands of this group are seriously considered by health
leaders. The NHS is trying to address this through the Five Year Forward View, but this will
not be enough. The implementation of modern medicine needs to be linked with social care
to ensure that all patients are treated in their own homes whenever possible, and not
admitted to hospital unless care cannot be implemented in the community. This will be a
huge challenge as it requires there to be coordinated, appropriately resourced primary care
teams that can plan and provide continuity of care. Failure to implement high quality
coordinated modern medical care will mean that many elderly patients will not live the end
of their lives with dignity and will die prematurely in settings such as hospital that are
against their wishes. The resultant effect means that cost of care will rise for all, and
modern medicine will be failing this large patient group.
(Word count 1495)
Author: Harry Geddes

References
1. https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
(last accessed 21.02.18)
2. United Nations Department of Economics and Social Affairs Demographic Yearbook
64th issue. 2013;64:1-912
3. Department of Health. Improving care and saving money: learning the lessons on
prevention and early intervention for older people.2010
4. Barnett K, Mercer SW, Norbury M, et al. Epidemiology of multimorbidity and
implications for health care, research, and medical education: a cross-sectional
study. Lancet 2012;380:37-43
5. Morley JE, VEllas B, van Kan GA, et al. Frailty consensus : a call to action. J Am Med
Dir Assoc 2013;14:392-7
6. Rodriguez-Manas L, Feart C, Mann G, et al. Searching for an operational definition of
frailty: a Delphi method based consensus statement: the frailty operative definitionconsensus conference project. J Gerontol A Biol Sci Med Sci 2013;68:62-7
7. Theou O, Rockwood MR, Mitnitski A, et al. Disability and co-morbidity in relation to
frailty: how much do they overlap? Arch Gerontol Geriatr 2012;55:e1-8
8. Fried LP, Tangen CM, Walston J et al, Frailty in older adults: evidence for a
phenotype. J Gerontol A Biol Sci Med Sci 2001;56:M146-55
9. Ellis G, Whitehead MA, Robinson D, et al. Comprehensive geriatric assessment for
older adults admitted to hospital: meta-analysis of randomised controlled trials. BMJ
2011;343:d6553doi: 10.1136/bmj.d6553
10. Guthrie B, Saultz JW, Freeman GK, Haggerty JL. Continuity of care matters. BMJ
2008;337:a867
11. Saultz JW, Albedaiwi W. Interpersonal continuity of care and patient satisfaction: a
critical review. Ann Fam Med 2004;2:445-51
12. Briad B, Charles A, Honeyman M, et al. Understanding pressures in general practice.
King’s Fund, 2016.
13. Campbell SM, Kontopantellis E, Reeves D, Valderas JM, Gaehl E, Small N et al.
Changes in Patient Experiences of Primary Care During Health Service Reforms in
England Between 2003 and 2007. Ann Fam Med 2010;8(6):499-506
14. Tian Y, Dixon A, Gao H. Data briefing – Emergency hospital admissions for
ambulatory care – sensitive conditions: identifying the potential for reductions.
King’s Fund, 2012
15. Mercer SW, Fitzpatrick B, Gourlay G, Vojt G, McConnachie A, Watt GC. More time for
complex consultations in a high-deprivation practice is associated with increased
patient enablement. Br J Gen Pract 2007;57(545):960-6
16. https://www.kingsfund.org.uk/publications/pressures-in-general-practice
(last accessed 21.02.18)
17. https://www.kingsfund.org.uk/publications/articles/big-election-questions-gp-crisis
(last accessed 21.02.18)
18. https://www.england.nhs.uk/publication/general-practice-forward-view-gpfv/
(last accessed 21.02.18)
19. https://www.nhs.uk/NHSEngland/keogh-review/Documents/UECR.Ph1Report.FV.pdf
(last accessed 20.02.18)

