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Abstract
Frailty, a decline in reserve, strength and endurance through deficit accumulation, is
very common, highly associated with morbidity and mortality and thus a crucial
condition for palliative care provision. Despite this, frailty receives limited mention in
specialist palliative medicine curricula or examination blueprints, globally. This study
synthesised the literature and established expert consensus on what should be
included in a frailty subsection of a palliative medicine specialist training curriculum
through meta-synthesis and a consensus Delphi study. Delphi study participants
were UK subject matter experts, being consultants (n=14) and trainees (n=10) in
palliative medicine, including those from hospital trusts, community services,
inpatient units / hospices and a care home service. Meta-synthesis produced a draft
curriculum with Bologna-based learning outcomes. Participants in the Delphi study
rated each learning outcome for importance for specialist-training completion and
added missing learning outcomes. Delphi rounds were repeated until 70%
consensus was achieved in over 90% of learning outcomes. Participants divided
learning outcomes into specific (frailty subsection specific) or generic (applicable to
other palliative conditions). The 113 learning outcomes from the meta-synthesis
were increased to 115 after the first Delphi round. Three Delphi rounds concluded
that 86 learning outcomes were specific to frailty whilst 29 were generic. Of the 86
items; 47 were considered essential, 34 desirable and five unnecessary. Future
research is required to inform cross-country applicability, implementation,
educational delivery and service provision.
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Introduction
Problem Summary
Globally the human population is ageing dramatically, and healthcare provision
needs to change radically to effectively respond to need. Worldwide, the percentage
of individuals aged over 60 years increased from 9.2% in 1990 to 11.7% in 2013 and
is projected to reach 21.1% ( more than 2 billion) by 2050 (Sander et al., 2015).
Twenty-three percent of the global burden of disease is attributable to disorders in
people aged 60 years and older and is uppermost in high-income countries and in
those with non-malignant disease (Prince et al., 2015). The World Health
Organisation (WHO) report that “ageing well” must be a global priority (The World
Health Organisation, 2014).
Frailty is common amongst older adults and is associated with high levels of
morbidity and mortality. Frailty is an accumulation of deficits, caused by decline in
physiological functional reserves, strength and endurance, resulting in increased
vulnerability to minor stressors. Progressive frailty increases mortality risk and
susceptibility to developing frailty syndromes: falls, delirium, disability, incontinence
and institutionalisation (Lyndon, 2018). Eleven percent of people over 65 and 25%–
50% of those over 85 are frail (Stow et al., 2019) and there is a significant societal
financial burden attributed to associated increased hospitalisation and long lengthsof-stay. Consequently, frailty represents an area of potential saving through
appropriate palliative care provision and advance care planning to avoid
inappropriate service use (Lyndon, 2018).
The end-of -life care needs of those with frailty are under-researched and poorly
understood (Stow et al., 2019). Available data demonstrates that frail people
13

commonly experience a high symptoms burden and an unrecognised dying phase
both of which are inadequately managed (Lipman, 2012). Improved understanding of
how to provide palliative care to the growing number of people living and dying with
frailty is an international priority and a key strategic area highlighted by the UK
National Institute for Health Research (NIHR) and the Care Quality Commission
(CQC) (Bone et al., 2016). It is acknowledged that improved education on frailty for
both palliative medicine generalists and specialists is fundamental (Stow et al.,
2019), particularly where the latter are providing advice and support to the former
(Coventry et al., 2005; Bone et al., 2016). As such the educational needs of those
caring for individuals with frailty at the end of life are a research priority highlighted
internationally (Lipman, 2012; JamesLindAlliance and NIHR, 2019). Specific
uncertainties, requiring research attention, include the need for clarification of the
knowledge and skills healthcare professional require to improve end of life care for
patients living with frailty (and their families) and how these should be taught.
Therefore, a curriculum for specialist trainees in the field is the ideal place to start.

Aim
To establish what should be included in a frailty subsection of a palliative medicine
specialist training curriculum. Given the introduction of a new UK Palliative Medicine
Specialty Training Curriculum (UK-PMSTC) in 2022, the UK has been used as a
case study (JRCPTB, 2019).
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Research question
What should be included in a curriculum for the provision of palliative care to patients
with frailty for specialist palliative medicine trainees?

Curriculum needs assessment
The provision of palliative care by specialist palliative medicine trainees to patients
with frailty is not comprehensively included in the UK, Australasian, American and
European specialist palliative medicine curricula (Radbruch and Payne, 2009;
JRCPTB, 2010; Ens et al., 2011; Pype et al., 2012; Royal Australasian College of
Physicians, 2013; ALM van Assen, 2014; Snell et al., 2016; Malta Government,
2017; Gwyther et al., 2018; Krouse and Maegawa, 2018; Turrillas, Teixeira and
Maddocks, 2019; Arias-Casais et al., 2019; American Board of Internal Medicine,
2020; Royal College of General Practitioners, 2020; Stähli et al., 2020). Palliative
medicine specialist trainees may have experience of the provision of palliative care
to those with frailty but only in the context of another terminal diagnosis. This is
supported by UK referral guidance from the National Institute for Health and Care
Excellence (NICE) (NICE, 2011) and NHS England (NHS England, 2016) who
concentrate on a single malignant or non-malignant diagnosis as the primary criteria.
As a result, existing practice and curricula fail to address the changing demographic
and associated needs of patients and there is a potential deficit in training where
despite exposure to frail patients, the level of frailty is not quantified or acted upon
and as a result does not influence patient care or improve patient experience (Witt J,
Murtagh FEM, de Wolf-Linder S, Higginson IJ, 2014; Bone et al., 2016).
With the implementation of Shape of Training in the UK (the restructure of training
programmes) comes a new specialist palliative medicine curriculum (which will come
15

into practice in 2022) and the opportunity to include a specific sub-section of frailty.
The UK was therefore used as a case study for this research and the proposed
curriculum subsection structured accordingly. Shifting disease burden requires “the
impact of frailty, dementia, organ failure and multi-morbidity” to be one of the key
considerations (JRCPTB, 2019). This has the potential to improve training for
specialist palliative medicine trainees, ensuring they are better equipped to care for
patients with frailty nearing the end of life regardless of the underlying diagnoses.
Improved education of future palliative medicine consultants is likely to positively
impact on the policy and service changes required to provide better palliative care for
patients with frailty including the effective interaction with geriatric, old age psychiatry
and primary care services to optimise patient and family experience.

Palliative Care
Palliative care provides holistic assessment and management of physical, spiritual
and psychosocial problems associated with life-limiting illness aiming to relieve
suffering and improve quality-of-life for patients and their families (Bronnert, 2014).
Both specialists, who focus on patients with advanced illness and complex problems,
and generalists, deliver palliative care in a variety of settings (hospice, hospital and
community). Palliative care is not restricted to end of life care and often runs in
parallel with life prolonging treatment. However, timely recognition of the end of
patient’s lives is important enabling appropriate advance care planning (Thomas,
2011; Curtis, Kross and Stapleton, 2020). Based on this description timely specialist
and generalist palliative care would be appropriate for those with frailty (Raudonis
and Daniel, 2010). Current models for palliative care provision and curricula for
specialist providers are designed around the malignant trajectory. However,
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changing demographics internationally have required palliative care provision to
increasingly incorporate care for those with non-malignant disease (Murtagh,
Preston and Higginson, 2004). The elderly population are now much more likely to
die with multiple non-malignant diseases and frailty rather than a single malignancy
(Sleeman et al., 2016).

Frailty
Frailty is a decline in physiological functional reserve, strength and endurance
through the accumulation of deficits (Lyndon, 2018). Deficits may be physical,
psychological or social issues resulting in a reduced capacity to respond to
(potentially minor) stressors which may be chemical, biological or environmental in
nature. These trivial insults lead to; deterioration and increasing disability, both
physical (falls and incontinence) and mental (confusion), increased morbidity and
mortality (Lyndon, 2018). As a result, frailty represents a significant cost from an
individual, institutional and society point of view through increased hospital
admissions, length of stay and institutionalisation. This presents a substantial
problem due to the high and exponentially increasing prevalence of frailty (Lyndon,
2018). Frailty is very common throughout the population and is particularly
associated with extremes of age and disability. Prevalence is well documented
amongst older adults; approximately 11% of people over 65 years and up to 50% of
those over 85 years are likely to be frail in high income countries (Stow et al., 2019).
It is my position that although frailty is more common in the older population, it may
also represent a significant problem in the younger population particularly those in
contact with specialist palliative care (SPC) services where people are subjectively
described as fail despite the lack of its objective measurement and the lack of
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research describing frailty prevalence in this setting. It is my position that in order to
provide an appropriate palliative care service for those with either a primary
diagnosis of frailty or frailty as a result of another condition both the terms palliative
and frailty should be considered in unison.

Palliative Care and Frailty
Increasing consideration and improved understanding of appropriate and feasible
methods to provide palliative care to the growing number of people living frailty is an
international priority (Bone et al., 2016). This is commonly considered in the literature
in reference to the elderly whilst the specialist needs of the younger frail population
are infrequently considered. Bone et al, state that frail older people commonly
experience high physical and psychological symptom burden that is equivalent to
those reported in hospice in-patients, and includes pain, emotional distress,
functional and cognitive impairment. Symptoms are frequently under-reported and
under-treated (Bone et al., 2016). Frailty has therefore, been proposed as an
indicator of need for palliative care. Despite this, and its high prevalence there are
few specialist palliative and end-of-life services for patients with frailty. Established
palliative care services are designed to meet the needs of people with cancer and
therefore may not be appropriate in terms of capability, capacity and location. Stow
et al.’s quantitative systematic review concluded that palliative and frailty services
should be holistic and individualised to patient and family needs and preferences and
that advance care planning was an important element for consideration (Stow et al.,
2019). More research to define the needs of those with frailty is required and
subsequently develop a suitable model for palliative care provision (Stow et al.,
2019). The identiﬁcation of frail older people who could beneﬁt from palliative care is
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challenging. Suggested points of intervention include “progressive frailty” and
complex symptom burden. Prognostication is problematic as trajectories of decline
may be gradual (Lipman, 2012). Hospice care has been proposed as the answer for
care provision in this group of patients.
Hospice care was established in 1967 by Dame Cecily Saunders and has
transformed the lives and death of many patients and their families. In their
publication “Age-attuned hospice care” Nicholson and Richardson point out that
hospices are best placed to rectify “an absence of care and an ignorance of need”
regarding frail elderly patients (Nicholson and Richardson, 2018). Other recent
qualitative studies have suggested that a single key worker and a single point of
access for timely specialist palliative care support and advice would be important. It
is acknowledged that education of care providers is fundamental for the optimum
provision of palliative care to those with frailty, the details of which are yet to be
established (Stow et al., 2019). There is a need to improve the education of both
generalist and specialist providers particularly where the latter is providing advice
and support to the former (Coventry et al., 2005; Bone et al., 2016). As such the
educational needs of those caring for individuals with frailty at the end of life are a
research priority highlighted by the National Institute for Health Research (NIHR) and
the James Lind Alliance Priorities Setting Partnership (JamesLindAlliance and NIHR,
2019). Specific uncertainties requiring research attention include the need for
clarification of the knowledge and skills healthcare professional require to improve
end of life care for patients and their families living with frailty and how these should
be taught. Therefore, a curriculum for specialist trainees in the field is the ideal place
to start.
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Conceptual and theoretical frameworks
When planning to establish curriculum content through educational research it is
important have a theory and to utilise an appropriate framework on which to base the
content and methods. Frameworks have a common purpose which is to provide a
philosophy to guide research, they guide topic selection, conclusions derived from
the literature, assumptions made, formulation of research problems and questions
and methodology design. They also guide conclusions drawn from data (Imenda,
2014). A theory is an evidenced based idea of how variables work together. A
theoretical framework is therefore based upon an existing theory defined in the
literature (a pre-requisite for using a theoretical framework) and the research
problem and research question expand around the theory to understand the
variables that should be evaluated. The aim of the study is to give the selected
theory more power or to add to it in some way. The use of a theoretical framework
tends to produce a controlled study which is deductive and generalisable and as a
result may lend itself to more formulaic qualitative or quantitative research (Cohen
Miller and Elizabeth Pate, 2019). When using a conceptual framework, it is accepted
that there is no set theory in the existing literature and therefore using the current
context all theories are evaluated and a framework is individualised for the study.
This is an inductive process which is exploratory, promoting further research and
lends itself to purely qualitative studies (Tamene, 2016). Reflecting on theories and
frameworks ensures appropriate methodology.
To perform my study, I reflected on the theoretical frameworks and paradigms of
curriculum design and considered which is most suitable for the subjects of frailty
and palliative medicine. Theories of the subject matter themselves and research
design theories can also be considered (Cohen Miller and Elizabeth Pate, 2019).
20

My epistemology or “how I can understand reality” is grounded in the post positivist,
it matters less about the ontology or “what reality is” but rather in how we can
alter/positively impact on care. The knowledge I am seeking is how people
successfully provide care for those with frailty through exploration of the literature
and the opinion of subject matter experts (Levisohn, 2013).
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Literature Review
The purpose of the review was to provide a synthesis of current practice,
contextualising the research project and highlighting key gaps in the evidence base,
which require exploration, or conflicts amongst seemingly contradictory evidence
sources which need resolution (Ferrari, 2015). The knowledge I sought was whether
Palliative Medicine Specialist Trainees are provided with sufficient knowledge, skills
and attitudes throughout training to be able to provide gold standard evidence based
palliative care to patients with frailty following completion of training.
I conducted a preliminary literature search to allow problem formulation and then
conducted a comprehensive metasynthesis (see study 1). Due to time restrictions a
scoping review provided a good overview of the literature and whilst not fully
systematic was adequate to appropriately set up the topic for the study (PRISMA,
2015).
Key sources of data were considered. Primary, secondary and tertiary sources were
surveyed to critically evaluate their relevance to the research topics and proposed
methodology (Ferrari, 2015). Relevant primary sources or original materials were
novel research articles from peer reviewed journals and policy documents and
communications from relevant organisations such as the British Geriatric Society
(BGS) and the Association of Palliative Medicine (APM). Relevant secondary
information sources (interpretations, evaluations and commentary on primary
sources) were review articles. Tertiary sources, consisting of a collection of
information from primary and secondary sources were also used, including
directories of services and organisations that provide palliative care and care for
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those with frailty, this ensured comprehensive appraisal of all relevant information
(Boulet and Friedman, 2019).
I explored Embase and Medline databases from 1995 to present. Search terms were
produced through the identification and breakdown of key concepts and themes
within the research question: "What should be included in a curriculum for the
provision of palliative care to patients with frailty for specialist palliative medicine
trainees?" Synonyms were explored, and relevance ensured using the Boolean
operators OR and AND respectively. Key words and themes were defined to explore
ideas, formulate a problem list and identify key methods. Searches were refined to
ensure literature volume was practical (the literature can be evaluated to a high level
in the time allowed) and content was appropriate (Ferrari, 2015). Actual MESH
headings/text words, inclusion criteria, hits, exclusion criteria and exclusions are
detailed in appendix 1. Searches were all limited to “title only” for practicality.
Literature was also found following references from sourced articles. Where there
were limitations in medical education articles, education articles from other subjects,
and generic education principles were explored. Articles were retrieved online. The
Mendeley reference management software was used to manage the literature
allowing cataloguing and categorisation of data.
The quality of literature was considered, priority was given to refereed current
sources. Less contemporary sources were included if literature was limited or if the
evidence base was longstanding. Consideration of open access review articles was
important as these are often placed in the public domain for educational purposes
(Ferrari, 2015). Data relating to population characteristics (setting, average age, sex
distribution), study design, and critical ﬁndings were extracted. All material was
carefully evaluated considering the impact of methodology on results and possible
23

limitations and bias. Limitations were considered reasonable if they were out with the
control of the researcher and did not invalidate the results. Conclusions were
assessed for illogicity (Ferrari, 2015).
Specifically, the literature was explored for existing curricula and to establish that a
frailty curriculum for specialist palliative medicine trainees was not already in
existence (appendix 1). For a comprehensive search on curricula and their
development, Thomas et al., (Thomas et al., 2016) acknowledge that although a
conventional search of the literature is required it is important to recognise that it is
insufficient. Therefore, as suggested by the authors I also used key internet
resources including "medical accreditation bodies, topic orientated resources and
general education resources within and beyond medicine" (Thomas et al., 2016 pg
599). The Royal College of physicians and other curriculum setting bodies publish
their curricula on their website rather than in research literature and therefore I have
reviewed all of these and considered the following curricula links to be relevant,
palliative medicine 2022 (JRCPTB, 2019), palliative medicine 2010 (JRCPTB, 2010),
geriatric medicine (JRCPTB, 2010), general internal medicine (JRCPTB, 2012),
general practice (RCGP, 2019). I also considered policy documents and
communications from relevant organisations such as the British Geriatric Society
(BGS, 2017; Lyndon, 2018) and the Association of Palliative Medicine (Rawlinson
and Finlay, 2002). Finally, I considered international curricula (Radbruch and Payne,
2009; JRCPTB, 2010; Ens et al., 2011; Pype et al., 2012; Royal Australasian College
of Physicians, 2013; ALM van Assen, 2014; Snell et al., 2016; Malta Government,
2017; Gwyther et al., 2018; Krouse and Maegawa, 2018; Turrillas, Teixeira and
Maddocks, 2019; Arias-Casais et al., 2019; American Board of Internal Medicine,
2020; Royal College of General Practitioners, 2020; Stähli et al., 2020).
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Following this, interventions and solutions in the form of curriculum development
methodology were explored to outline the characteristics of the proposed study
ensuring the results are applicable, appropriate and cost effective from a time
perspective. Comprehensive details of the literature review methodology is included
in appendix 2.

Curriculum Development
The development of a curriculum can be divided into four phases: needs
assessment, curricular design, implementation, and evaluation. (Ury, Arnold and
Tulsky, 2004; Thompson and Huisingh-Scheetz M., Mailliard L., 2012). This masters
project encompasses the needs assessment and curricular design phases; however,
it is appreciated that implementation, and evaluation will be necessary if the
curriculum is adopted in the future.

Existing Curricula/Needs Assessment
Problem identification and general needs assessment requires problem
characterisation (Thomas et al., 2016). In this project the problem statement is:
“Current trainees, although exposed to patients with frailty are unable to describe or
quantify frailty and consequently are unable to provide appropriate management of
patients with frailty, including the required interaction with other specialities and
multi-professional team members.” This is evidenced by the fact that there is very
limited mention of frailty in the current palliative medicine curriculum, (JRCPTB,
2010) and little detail in the proposed curriculum despite acknowledgement of a huge
need (JRCPTB, 2019).
A gap analysis or targeted needs assessment (to the environment and the learners)
is then required (Thomas et al., 2016). For a specialist training curriculum to be
25

successful it must meet the needs of learners, patients, and the institution in which
both training and care is provided. Few palliative curricula have been developed
specifically for the care of non-malignant conditions, those that have been produced
have been developed by national organisations and as such institutions must be
mindful of how they can be adapted in the context of available institutional resources
in order to ensure they meet the learners' needs (Ury, Arnold and Tulsky, 2004).
My literature review has enabled me to conclude that the provision of palliative care
by specialist palliative care trainees to patients with frailty is not included specialist
palliative care curricula internationally. As a result, there is a potential deficit in
training. Changing patient demographics and disease burden requires the impact of
frailty to be one of the key considerations for future curricula (JRCPTB, 2019).

Appropriate Methodology
The literature described above indicated that appropriate methodology for this study
would be a meta-synthesis (study 1) followed by a Delphi study (study 2). Metasynthesis of the international literature can be used to establish what might be learnt
about, whilst the Delphi Technique (Humphrey-Murto et al., 2017) allows experts to
use an iterative process to quickly and easily form a consensus expert opinion on
what should and should not be included. Presentation of the curriculum using
Blooms Taxonomy (Krathwohl, 2002) and Bologna learning outcome (LO) (Kennedy,
Hyland and Ryan, 2006) structure allows the curriculum to be comprehensive and
learning techniques apparent. The meta-synthesis (study 1) followed by a Delphi
study (study 2) are described below in the sections that follow.
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Study 1: Meta-synthesis
Study 1 aimed to synthesise the current evidence for the appropriate content of a
frailty curriculum for specialist palliative medicine trainees and to convert these into a
list of learning outcomes using the Bologna principles (Kennedy, Hyland and Ryan,
2006) to present to participants in study 2. The journey of the frail patient from when
palliative care should be introduced to care after death was considered. Curriculum
and education subjects for both specialists and generalists were assessed because
specialist palliative medicine trainees should be equipped to provide advice to
generalist providers regarding those with frailty by the time of completion of training,
knowledge of their education needs is therefore important.

Methods
Sources of Data/Sampling
To identify academic publications, Embase and Medline databases were searched
from 1995 to present. To identify grey literature, electronic resources were searched.
The UK was being used as a case study and therefore UK based organisations were
primarily considered. These included Association of Palliative Medicine (APM),
British Geriatric Society (BGS), Cochrane, Joint Royal College of Physicians Training
Board (JRCPTB), NHS Evidence, NICE, Royal College of General Practitioners
(RCGP), Royal College of Physicians (RCP) from the earliest index date to present.
Curriculum setting bodies publish their curricula on their website rather than in
research literature, therefore the websites of key UK organisations including, the
JRCPTB and the RCGP were explored to review existing curricula. The following
curricula were felt to be relevant, - palliative medicine 2022 (JRCPTB, 2019),

27

palliative medicine 2010 (JRCPTB, 2010a), geriatric medicine (JRCPTB, 2010b),
general internal medicine (JRCPTB, 2012), general practice (RCGP, 2019) because they are specialties responsible for the specialist or generalist care of those
with frailty. Policy documents and communications from organisations responsible
for producing policy on, funding and/or providing care to those with frailty were also
reviewed. These included the BGS (BGS, 2017; Lyndon, 2018), RCP and APM
(Rawlinson and Finlay, 2002).

Search Terms
I searched for literature on adults with frailty, their palliative care needs and
appropriate palliative care provision. Search terms were produced through the
identification and breakdown of key concepts and themes within the research
question: "What should be included in a curriculum for the provision of palliative care
to patients with frailty for specialist palliative medicine trainees?" The significant
stages of a patient’s journey were considered. Synonyms were explored, and
relevance ensured using the Boolean operators OR and AND respectively. Actual
MESH headings/text words, inclusion criteria, hits, exclusion criteria and exclusions
are detailed in tabular format below (see appendix 3). The hits were all limited to
“title only” to ensure literature volume was practical, the literature could be evaluated
to a high standard and studies of varying methodology could be included. Title
screening was completed, and the full texts of studies deemed relevant were
subsequently retrieved and assessed for eligibility. Supplemental hand-screening of
bibliographies/references/citations and targeted searches of key authors occurred.
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Inclusion and exclusion criteria
Literature was included if they reported data on the palliative care (World Health
Organisation definition) (The World Health Organisation, 2014) or end-of-life-care
(UK General Medical Council’s definition) (Bronnert, 2014) need of those with frailty,
specifically; if they 1) explicitly contained curriculum elements or 2) highlighted
curriculum deficits or 3) described information required to provide palliative care for
those with frailty. Primary, secondary and tertiary sources were analysed to critically
evaluate their relevance to the research question and assessed for information that
would add to curriculum content. (Ferrari, 2015; Boulet and Friedman, 2019; Ferrell
et al., 2019).
To ensure comprehensive consideration of the literature the review incorporated
studies of mixed methodology and included editorials and opinion pieces. PRISMA
guidance was therefore not adhered to. Studies were not excluded based on the
date of data collection or publication. Studies were excluded based on publication
language (English only). A large body of literature exists worldwide and therefore this
was all included to ensure international relevance despite appreciation of the
heterogenous nature of palliative care provision. Frailty is associated with increasing
age, but it is increasingly recognised that it can affect those of any age especially in
the palliative care setting and therefore studies were limited to adult only with no
other age limits. Studies were only included if frailty was appropriately defined.
Studies were included where participants were identified as nearing end of life or
where palliative care needs were discussed directly. Studies were not excluded
based on specific diseases or co-morbidities, however papers detailing the provision
of care to patients with single specified diseases were only reviewed if palliative care
and frailty were specifically mentioned or the paper was a review.
29

Quality assessment and risk of bias
Risk of bias and quality of included studies were considered using the National
Institute for Health Quality Assessment Tools (National Institute for Health, 2020).
Low-quality studies were included only if evidence on the subject was limited. Priority
was given to refereed current sources. Less contemporary sources were included if
literature was limited or if the evidence base was longstanding. Consideration of
open access review articles was important as these are often placed in the public
domain for educational purposes (Ferrari, 2015). Data relating to population
characteristics (setting, average age, sex distribution), study design, and critical
ﬁndings were extracted. All material was carefully evaluated considering the impact
of methodology on results and possible limitations and bias. Limitations were
considered reasonable if they were out with the control of the researcher and did not
invalidate the results. Conclusions were assessed for illogicity (Ferrari, 2015).

Evidence synthesis
Data were extracted using a data extraction form. Due to literature heterogenicity,
data pooling was not suitable, and the narrative synthesis was conducted according
to guidance from the Centre for Reviews and Dissemination. A narrative structure
was developed to best fit the data, considering the aim of the review; “to synthesise
what palliative medicine specialist trainees are required to know to manage frail
individuals palliative care needs”. As such information contained within articles was
coded into themes and subthemes in order to produce a refined curriculum divided
using clinical practice domains (Goldberg et al., 2016; Ferrell et al., 2019) and
Bradshaw’s taxonomy of need (Bradshaw, 2020).
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Once all relevant sources had been located, they were broken down into pieces of
text which were relevant to each clinical domain (Ferrell et al., 2019). The text within
each clinical domain were then organised into themes based on the six successive
levels of the cognitive domain as defined by the Bologna principles (Kennedy,
Hyland and Ryan, 2006) and Blooms taxonomy (Krathwohl, 2002), (recognition of
which was aided by the prefix used and is described in Table 1 (Kennedy, Hyland
and Ryan, 2006)). Each level was subsequently broken down into subthemes to
produce individual LO.
Table 1. The Pragmatic Structure of the Curriculum using Bologna Principles
and Bloom's Taxonomy

Cognitive Domain Tested

Prefix used in the learning outcome

Knowledge

Define or describe

Comprehension

Recognise

Application

Apply or modify

Analysis

Analyse or compare

Evaluation

Assess or Evaluate

Given the use of the UK as a case study, the draft curriculum was written in the style
of the Joint Royal College of Physicians Training Board, UK considering the changes
encouraged through Shape of Training (a move away from lengthy descriptors to
more succinct points where competence can be graded from 1 to 4, where 1 is
competent under direct observation and 4 is completely autonomous).
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Results
The comprehensive search (original research, review articles, curricula and policy
documents) is detailed in figure 1, with details of exclusions and relevance to
curricula domains. A comprehensive breakdown of source types and their relevance
to curriculum domains is provided in appendix 4.
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Figure 1. Meta-analysis Search Terms and Results
Palliative OR “End
of Life Care”
N=28

Frailty OR
Low
Performance
Status

Prognostication
OR “Identifying
Dying” OR
“Identifying End
of Life”

AND

N=5
Prognosis
N=77

Original Research Articles and
Review Articles Screened for
Relevance/Mention of frailty in the
body of the article
N=40

Curriculum OR
Education
N=45

Palliative OR
“End of Life
Care”

AND

Curriculum OR
Education
N=1546

Royal College of General
Practitioners

Published
Curricula

Joint Royal College of Physicians
Training Board

N=5

British Geriatric Society /Royal
College of Physicians/Association
of Palliative Medicine

Policy
Documentation
N=16

Curricula mentioning frailty
N=4

Relevant Policy Documentation
N=16

ARTICLES DIVIDED INTO CLINICAL
DOMAINS BASED ON RELEVANCE
DEFINITION N=8
GRADING N=22
PHYSIOLOGICAL N=5
EPIDEMIOLOGY N=7
CAUSES AND CONSEQUENCES N=11
CLINICAL CARE
STRUCTURE AND PROCESSES OF CARE
N=14
ASSESSMENT N=8
PHYSICAL N=15
PHARMACOLOGY N=7
REHABILITATION N=2
PROGNOSTICATION AND END OF LIFE
CARE N=10
PSYCHOLOGICAL N=6
SOCIAL N=5
COMMUNICATION WITH PATIENTS
AND RELATIVES N=12
ETHICS N=4
LEADERSHIP N=2
EDUCATION N=11
RESEARCH N=5
*ARTICLES MAY HAVE RELEVANCE IN
MORE THAN ONE DOMAIN
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Curriculum Content
Literature content is detailed, referenced and included in appendices 5,6 and 7.

Initial draft curriculum
The initial draft Frailty Curriculum for Palliative Medicine Specialist Trainees is
shown in full in Appendix 8. The results of the meta-synthesis are also included
in the final results table (table 3).

34

Study 2 – Delphi Study
Methods
The meta-synthesis was followed by a Delphi study which aimed to gain
consensus from Subject Matter Experts (SMEs) on which learning outcomes
from the initial draft curriculum should remain in the final curriculum. Expert
consensus was important for two reasons: Firstly, in case the literature did not
encompass all issues associated with palliative care provision for those with
frailty. Secondly, to reduce the set of LOs if possible, since it was large and
potentially impractical for a subsection of a curriculum.

The Delphi Technique
I chose to use the Delphi technique for consensus. The choice of the Delphi
technique as a method of systematically collating expert consultation and
building consensus can be well justified in this project. It has a constructivist
nature and it relies on expert opinion and a shared reality however this is
appropriate given the lack of published guidance and the aim to build
systematic consensus in order to resolve uncertainty about a concept of
education and care. The literature acknowledges that the planning and process
needs to be carefully designed including the review and piloting of all relevant
materials used throughout, such as, cues, questions and survey instruments. All
material provided to the experts initially and throughout should be carefully
reviewed and piloted in order to reduce influence and bias. The protocol should
include how to proceed with certain items or topics in the next survey round, the
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required threshold to terminate the Delphi process and procedures to be
followed when consensus is and is not reached. Priority ranking scales are
frequently used but vary in their detail, commonly used grading includes the
following categories; e.g. not needed, of little importance, important, very
important, absolutely essential (Shvartzman et al., 2011) or unnecessary,
desirable, essential (Paes and Wee, 2008). Previous studies have used three
rounds and stated that 70% agreement can be used as proof of consensus
(Goldberg et al., 2016).
The Delphi technique has been used for the development of guidance in
palliative care. Although less frequently used for curricula design, use in
this area has proved successful and is supported by experts (Paes and
Wee, 2008; Helen, 2015; Goldberg et al., 2016). Junger et al.,
systematically reviewed the application of the Delphi technique for the
development of best practice guidelines in palliative care. They found that
substantial variation concerning the quality of the study conduct and the
transparency of reporting of Delphi studies used for the development of
best practice guidance in palliative care. The authors state that since
credibility of the resulting recommendations depends on the rigorous use
of the Delphi technique, there is a need for consistency and quality both in
the conduct and reporting of studies. A standard for Conducting and
REporting of DElphi Studies (CREDES) was therefore produced and is
referenced both in the methodology and results section of this research
study(Jünger et al., 2017).
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Participants
A number of stakeholders were considered for inclusion in the Delphi panel: those
that deliver and plan postgraduate specialist palliative medicine education and
curriculum production, those that deliver and plan postgraduate specialist
geriatric medicine education and curriculum production, the recipients of the
education (specialist trainees) and users of palliative care services (patients and
relatives), whose needs the curriculum should be designed to meet (Paes and
Wee, 2008). In view of the specialist nature of the subject, the poor health status
of patients and the potential psychological issues of carers, the most appropriate
group was a combination of those that deliver and plan palliative medicine
education and curriculum production and the recipients of the education
(specialist trainees) (Paes and Wee, 2008). Purposive sampling therefore
selected Subject Matter Experts (SME) (Gerbing, 1984). National recruitment of
consultants and trainees was considered, however due to the COVID19
pandemic recruitment within a region less affected by COVID19 at the time of the
study was felt to be most ethically appropriate. All consultants and trainees from
the North East Region of England were therefore asked for expressions of
interest for involvement. Their contact details were obtained from the regional
distribution list used for advertising education, research and management
opportunities and distributing guidelines. Consultants and Specialist Trainees
that agreed to take part were sent an information sheet and consent form using
their preferred email address. On the provision of informed written consent SME
were sent the initial questionnaire.
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Materials
The initial draft curriculum from study two was presented to SME in the initial
round of the Delphi study. This questionnaire was piloted with local palliative
medicine consultants and experts in frailty research (not part of the Delphi
panel) to examine clarity and wording and its effect on opinions considering the
potential to introduce bias. The survey (appendix 9) was subsequently sent out
to the expert panel with an information sheet (appendix 10) and consent form
(appendix 11) inviting them to take part in the study and outlining the process
involved.

Procedure
The Delphi Process
The standard for Conducting and REporting of DElphi Studies (CREDES)
was used (Jünger et al., 2017). SME were asked to review the draft
curriculum and rate LO importance for specialist-training completion by
assigning them to one of three categories:
0: Unnecessary- it is unnecessary for the trainee to have achieved this by the
time they attain their certificate of completion of training.
1: Desirable- it is desirable that the trainee has achieved this by the time they
attain their certificate of completion of training.
2: Essential- it is essential that the trainee has achieved this by the time they
attain their certificate of completion of training.

38

For each section of the curriculum SME were also asked to add LO if felt
necessary and provide comments. The time allowed to complete the round
varies in the literature. A period of two weeks was used for this study.
Consensus was defined as when 70% of the panel agreed on the category for
the LO. LO that achieved consensus were removed, those that did not, formed
the basis of further Delphi rounds which were presented along with the LO
scores from the previous round. The process was repeated until 70%
consensus was achieved in over 90% of LO, (in this case 3 rounds) the
generally accepted consensus level and number or rounds reported in the
literature(Jünger et al., 2017). Qualitative comments were collated and acting
upon throughout the process this included asking SME to divide LO into specific
(for inclusion in a frailty subsection) or generic (applicable to other palliative
conditions) comments.
The initial questionnaire is included in appendix 9. Subsequent questionnaires
followed the same format, but the content varied, depending on the responses of
the panel (appendix 14, 16).

Governance
Ethical and research governance approvals were applied for via Keele
University (appendix 12) and the study was conducted in accordance with
Declaration of Helsinki. Integrated Research Application System (IRAS)
approval was not be required as the study is of UK based health care
professionals is not being undertaken on NHS premises. I produced a schedule
of work, information sheets and consent forms (appendix 10 and 11). Written,
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informed consent was obtained before the questionnaires were conducted.
Participants were free to withdraw from the process at any time.
I complied with the requirements of the General Data Protection Regulation
(GPDR) along with the Data Protection Act (DPA) 2018 which sets out how
personal data and privacy should be managed (collected stored and processed)
and applies to any research project which processes personal information. The
participants were identified only by a participant ID number on all documents
and electronic databases. All documents were stored securely and only
accessible by me as the primary researcher. Email addresses were stored on a
secure email address.
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Results
Participants
Twenty-four (50%) of regional consultants (n=14, 39%) and specialist trainees
(n=10, 83%) agreed to take part in the study and completed the initial
questionnaire. The SME represented all palliative care services in the region,
including, seven hospital trusts (n=19), seven community services (n=13), nine
inpatient units/hospices (n=18) and care home services (n=one) (individuals
work across multiple sites). The 10 trainees varied in seniority. SME all took
part in the initial round; however varying numbers took part in subsequent
rounds and this is shown in table 2.
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Table 2. Subject Matter Expert Details and Study Activity
Participant

Training

Round 1

Round 2

Round 3

Generic/frailty

number

year

Consultant

N/A

Participated Participated

Participated

Participated

N/A

Participated Participated

Participated

Participated

N/A

Participated Did Not

Participated

Did Not

specific

1
Consultant
2
Consultant
3
Consultant

Participate

Participate

N/A

Participated Participated

Participated

Participated

N/A

Participated Participated

Participated

Participated

N/A

Participated Did Not

Did Not

Did Not

Participate

Participate

Did Not

Did Not

Participate

Participate

Did Not

Participated

4
Consultant
5
Consultant
6
Consultant

Participate
N/A

7
Consultant

Participated Did Not
Participate

N/A

Participated Participated

8
Consultant

Participate
N/A

9
Consultant

Participated Did Not
Participate

Did Not

Did Not

Participate

Participate

N/A

Participated Participated

Participated

Participated

N/A

Participated Participated

Did Not

Participated

10
Consultant
11
Consultant

Participate
N/A

Participated Participated

Participated

Participated

N/A

Participated Participated

Participated

Participated

N/A

Participated Participated

Participated

Participated

First Year

Participated Participated

Participated

Participated

12
Consultant
13
Consultant
14
Trainee 1

of
Training
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Trainee 2

Second

Participated Participated

Participated

Participated

Participated Participated

Did Not

Participated

Year of
Training
Trainee 3

Second
Year of

Participate

Training
Trainee 4

Second
Year of

Participated Did Not

Participated

Participate

Did Not
Participate

Training
Trainee 5

Second
Year of

Participated Did Not

Participated

Participate

Did Not
Participate

Training
Trainee 6

Third
Year of

Participated Did Not

Participated

Participate

Did Not
Participate

Training
Trainee 7

Third

Participated Participated

Year of

Did Not

Participated

Participate

Training
Trainee 8

Third
Year of

Participated Did Not
Participate

Did Not

Did Not

Participate

Participate

Did Not

Participated

Training
Trainee 9

Fourth

Participated Participated

and Final

Participate

Year of
Training
Trainee 10

Fourth

Participated Participated

Participated

Participated

and Final
Year of
Training

Data
All questionnaire results were compiled into a frequency chart with percentages
in brackets
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First round quantitative data
The questionnaire results of the first round were compiled into a frequency and
percentage chart. The results from 24 people are demonstrated in Appendix
13: The full results from the Meta-synthesis and the Delphi Study are shown in
Table 3.
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First Round Qualitative Data
The comments made by SME could be broken down into three main themes:
The importance of frailty which detailed recognition of prevalence and
importance of palliative care whilst appreciating the lack of education and
service provision: Curriculum structure and learning which detailed the
importance of a pragmatic structure, overlap within the curriculum and between
conditions and redirection of learning Techniques: Ensuring appropriate actions
through appropriate knowledge which detailed division of care and variation in
knowledge requirements.
Theme 1: The importance of frailty
Within many comments the recognition of high prevalence was emphasised:
“Important to recognise frailty in its own right” T4

Discussion also focussed around the importance of specialist palliative care
service provision for those with frailty:
“This curriculum seems comprehensive and evidence based and I feel it reflects
the role of Palliative Care in patients with frailty well.” T3

Frequent observations were made about the lack of education in this area:
“I think a greater focus on frailty in the palliative medicine curriculum is much
needed and will be a welcome addition.” C7
(Need to) “improve understanding and awareness.” T4
“Reading through the curriculum in itself highlights some important areas which
are currently underrepresented.” T10
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This was interesting to read through and has highlighted some areas that I
should read about.” T8
“It’s made me realise how little I know” C5

This highlighted that the work being performed as part of this project is
beneficial.

Theme 2. Curriculum structure and learning
Multiple comments were made about overlap between curriculum requirements
for the provision of specialist palliative care for those with frailty and those with
other conditions, noting that duplication was not required and that if possible,
such items should be removed from a specific frailty curriculum:
“This very likely overlaps with existing curriculum domains and principles
It is difficult to know which of these domains overlaps with the current SPC
curriculum and as such which would be regarded as ‘necessary’ or
‘unnecessary’. For example, I suspect that the advance care planning and
communication elements are adequately covered in the existing SPC curriculum
and as such could be regarded ‘unnecessary’ additions.” C8
“Really interesting to complete – made me reflect on many transferable
skills/principles in managing someone with frailty to current palliative care
curriculum.”C6
“I am conscious I have checked ‘essential’ for the majority of these outcomes.
On the one hand this may seem to be at risk of burdening the trainee with a
substantial load of ‘learning’ but in fact when thinking about each element, there
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are many of these objectives which are common to all aspects of palliative care
and some which are ‘acquired’ by an open minded approach to team working
and inter-specialty liaison. Evidencing them in the portfolio may be the
challenge.” C13
“Some points I have placed in unnecessary not because I disagree with the
point being made, but because I don’t feel it needs to be specified within the
frailty part of the curriculum. The statement equally applies to other situations.”
C4
“Lots of potential curriculum items, many with overlap. From experience of
completing the palliative medicine training curriculum myself a few years ago it
is easiest when outcomes are clearly defined with as little repetition/overlap as
possible when putting the final list together.” C7
“Are models for decision making already recommended in the pall med
curriculum for non-frail adults? If not, why not, and why just for the frail?” C13

Participants explained the importance of a pragmatic structure:
“I think that setting out the curriculum according to Bloom’s taxonomy is helpful
and highlights the increasing level of skill required at each step very well.” T3
“Some of the …. outcomes could be condensed too.”

Observation were made about the need for redirection of learning Techniques:
“Our trainees are encouraged/required to spend time with cancer teams, pain
teams, liaison psychiatry etc, I think there should be a focus on their spending
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time doing an elderly medicine attachment, spending time with members of the
MDT, ideally also with old age psychiatry.” C8
“Could there be a role for SIM – eg SIM planning meeting/family
communication/capacity assessment?” T4

As a result of these comments an additional round was added in to the Delphi
study, this allowed SME to ascertain if a curriculum item was specific enough to
the subject of frailty to be included in a specific frailty curriculum or if it was
adequately addressed elsewhere in the curriculum and therefore could be
removed. The results of this round are described in the appropriate section
below.

Theme 3. Ensuring appropriate actions through appropriate knowledge
Observations detailed the importance of division of care and variation in
knowledge requirements depending on specialty, this was felt to be particularly
relevant for frailty scales:
“In terms of GRADING element of curriculum, I have marked as ‘desirable’ the
ability to describe different indices, but I am a bit ambivalent about this being
DESIRABLE vs ESSENTIAL. My reservation about making them all
ESSENTIAL is that it is a lot of content, and it may be better to become familiar
with one tool/index that a local Frailty team use, assuming they do, but I also
realise this closes the mind to a broader understanding.” C13
“If there is a need to reduce the amount of learning outcomes to be covered I
would question whether Palliative Care trainees need to be aware of all the
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frailty scales and indexes you have included or whether the most common or
important would suffice. I have included them all as “desirable” as I would not
be sure from my own knowledge or experience which ones would be most
appropriate to cover.” T3

Comments were made about the need for consultation with Geriatricians which
hasn’t been performed as part of this study but discussion after the curriculum is
produced (as well as suitable modification) may be an appropriate action.
“Are you asking geriatricians how they see the role of SPC in this patient group
or what they envisage should be on the curriculum for SPC?” C11
“I would be interested to know what geriatric specialists or other Palliative Care
doctors think about Comprehensive Geriatric Assessment and whether
Palliative Care trainees need to be able to perform this or should be referring to
geriatrics for this. I understand that there is a toolkit for it to be carried out in
Primary Care therefore it may be that this could be used in Palliative Care also.”
T3

These qualitative comments had already been mirrored by the quantitative
ranking therefore those learning outcomes which were deemed more relevant
for a geriatric medicine trainee than a palliative care trainee were ranked as
desirable or unnecessary by the individuals making comments, as a result no
further action was required.
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Additional curriculum items suggested from round 1
There were only two additional curriculum outcomes suggested by SME in
round 1, the small number indicates that the curriculum was comprehensive.
The two additional outcomes were included in appropriate domains in round 2.
They were as follows;
Recognise that frailty can be a palliative diagnosis
Recognise that the burden of polypharmacy is similar for all deteriorating
palliative patients including those with frailty. These questions, along with
established learning outcomes where consensus was not reached in the first
round were compiled into a questionnaire which was presented to SME in round
2 (Appendix 14).

Second round quantitative data
The questionnaire results of the second round were compiled into a frequency
and percentage chart. The results from 16 people are shown in appendix 15.
Where consensus was not reached these LO were compiled into a
questionnaire which is presented in appendix 16.

Round two qualitative data
No comments were made by SME in round 2.
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Round three quantitative data
The questionnaire results of the third round were compiled into a frequency and
percentage chart. The results from 15 people are shown in appendix 17:

The Combined results
The results were then combined and as a result each curriculum item was
defined as essential, desirable or unnecessary and specific or generic, this is
shown in appendix 18, 19, 20 and 21.

Frailty specific or Generic curriculum items
SME were asked to decide whether curriculum items warranted inclusion in a
curriculum specific to frailty or whether they were more widely applicable to
palliative care and therefore should be generic curriculum items. A majority
decision (>50%) divided the curriculum accordingly.

The Final Curriculum
The meta-synthesis produced 113 LO, and two were added by SME. Three
Delphi rounds concluded 86 LO were specific to frailty whilst 29 were generic.
Of the 86 items; 47 were considered essential, 34 desirable and five
unnecessary. Appendix 20 demonstrates the final curriculum with unnecessary
items and generic items removed. The curriculum items are still grouped into
domains of clinical practice (Ferrell et al., 2019) according to blooms taxonomy
and the bologna principles (Kennedy, Hyland and Ryan, 2006) and they are
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now divided into essential and generic items. The full results are demonstrated
in table 3 below.
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Table 3. Combined Results of the Meta-synthesis and the Delphi Study
CA=Consensus Achieved
Definition

Define:
“frailty”
Recognise
that there is
no accepted
standardized
definition
Recognise
that frailty is
not
inevitable, it
is susceptible
to active
intervention
and varying
degrees of
reversal
Recognise
that frailty is
not a disease,
people with
frailty lack a
unifying
diagnosis.
Recognise
frailty can be
a palliative
diagnosis
Compare the
different
definitions of
frailty and
how these

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

4.2

16.7

79.2

CA

CA

CA

CA

CA

CA

4.2

33.3

62.5

0

25

75

CA

CA

4.2

33.3

62.5

6.25

12.5

81.25

CA

4.2

12.5

83.3

CA

CA

CA

Added
this
round

Added
this
round

Added
this
round

0

12.5

12.5

62.5

25.0

18.75

56.25

Round
Consensus
Achieved
1

Specific/Generic

Essential

Percentage
consensus
achieved
79.2

CA

Essential

75.0

2

Specific

CA

CA

Essential

81.3

2

Specific

CA

CA

CA

Essential

83.3

1

Specific

87.5

CA

CA

CA

Essential

87.5

2

Specific

25

26.7

73.3

0

Desirable

73.3

3

Specific

Specific
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vary in focus
and include
those with a
symptomatic,
diagnostic,
physiological,
outcome and
functional
basis
Analyse the
relationship
between
frailty and
ageing, that
the risk of
frailty
increases
with age, but
that frailty is
different
from normal
ageing and
can occur at
any age
Analyse the
concept of
social
vulnerability
(such as need
for care
provided by
external
providers)
and compare
how this is
different
from frailty
which is an
individual
concept

4.2

33.3

62.5

0

25

75

CA

CA

CA

Essential

75.0

2

Specific

16.7

62.5

20.8

12.5

81.25

6.25

CA

CA

CA

Desirable

81.3

2

Specific
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Grading

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

List tools used
to screen for
frailty

0.0

37.5

62.5

0

43.75

56.25

0

66.7

33.3

Describe the
timed get up
and go screen
Describe the
PRISMA
questionnaire
List scales used
to grade frailty
Describe the
phenotype
based fried
index, be aware
this is based on
the five
variables of
unintentional
weight loss,
self-reported
fatigue, slow
walking,
muscular
weakness and
low levels of
energy

33.3

58.3

8.3

25

75

6.25

CA

CA

45.8

50.0

4.2

37.5

62.5

0

66.7

4.2

54.2

41.7

0

93.75

6.25

37.5

62.5

0.0

37.5

56.25

Describe the
deficit
accumulationbased frailty
index which
uses physical,
psychological
and social
factors and can
be measured

41.7

54.2

4.2

37.5

62.5

Round
Consensus
Achieved
3

Specific/Generic

Desirable

Percentage
consensus
achieved
66.7

CA

Desirable

75.0

2

Specific

33.3

0

Unnecessary

66.7

3

Specific

CA

CA

CA

Desirable

93.8

2

Specific

6.25

26.7

73.3

0

Desirable

73.3

3

Specific

0

66.7

33.3

0

Unnecessary

66.7

3

Specific

Specific
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using the
comprehensive
geriatric
assessment and
read codes
from GP
surgeries
Describe the 9point clinical
judgement
based clinical
frailty scale
based on
physical and
functional
dependent
Describe the
Edmonton frail
scale as a
bedside
measure of
frailty
incorporating
physical,
psychological,
social, and
functional
factors
Describe the
five-item frail
scale as a
measure of prefrailty
Recognise that
screening for
frailty is
important
during
encounters
with health and
social care

20.8

62.5

16.7

25

75

0

CA

CA

CA

Desirable

75.0

2

Specific

41.7

50.0

8.3

43.75

43.75

12.5

33.3

60

6.7

Desirable

60.0

3

Specific

54.2

45.8

0.0

50

50

0

40

60

0

Desirable

60.0

3

Specific

4.2

12.5

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Specific

56

Recognise that
there is no
accepted goldstandard way of
screening for or
grading frailty
Recognise that
the purpose of
identifying
frailty varies
depending on
where a patient
is on their
illness
trajectory,
reversal in the
early stages and
provision of
appropriate
end of life care
in the latter

12.5

33.3

54.2

0

25

75

CA

CA

CA

Essential

75.0

2

Specific

0.0

20.8

79.2

CA

CA

CA

CA

CA

CA

Essential

79.1

1

Specific

Recognise that
identifying
frailty improves
prognostication
and decision
making in older
adults
particularly in
the setting of
critical illness or
interventions
that may cause
significant
injury
(chemotherapy
and surgery)
Apply
knowledge
gained from
identifying and
grading frailty

0.0

12.5

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Specific

0.0

12.5

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Specific
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to engage with
patients and
their families in
producing
individualized
goal centred
plans of care
Compare frailty
scales, their
parameters and
their use in
clinical practice
Compare
standard
measures of
frailty with
standard
palliative care
measures of
patient
complexity
including the
Australian
Modified
Karnofsky
Performance
scale (AKPS)
Assess the
potential of
translations
between frailty
measures and
the AKPS to
produce a
common
language for
interdisciplinary
communication
Physiological

37.5

50.0

12.5

43.75

56.25

0

33.3

60

6.7

Desirable

60.0

3

Specific

4.2

75.0

20.8

CA

CA

CA

CA

CA

CA

Desirable

75.0

1

Specific

25.0

54.2

20.8

18.75

75

6.25

CA

CA

CA

Desirable

75.0

2

Specific

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

58

Describe the
specific systems
vulnerable to
deterioration
within frailty
including the
musculoskeletal,
cardiovascular,
metabolic and
immunological
affects.
Recognise that
frailty is a multisystem problem
(musculoskeletal,
cardiovascular,
metabolic and
immunological
affects)
Recognise the
trajectory of
frailty
Recognise that
the reduced
reserve of
patients with
frailty results in a
relatively large
impact resulting
from relatively
small insults
Recognise that
the
pathophysiology
of frailty is not
fully understood
however it is
widely accepted
that it is a
dynamic process
where
deterioration is
more common

12.5

29.2

58.3

0

25

75

CA

CA

CA

Essential

75.0

2

Specific

0.0

12.5

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Specific

0.0

12.5

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Specific

0.0

25.0

75.0

CA

CA

CA

CA

CA

CA

Essential

75.0

1

Specific

4.2

50.0

45.8

0

75

25

CA

CA

CA

Desirable

75.0

2

Specific
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than
improvement
Epidemiology

Recognise that
over one third
of deaths are
people aged 85
and over
Recognise that
people aged 85
years and
older are more
likely to die of
multiple nonmalignant
diseases than
cancer
Recognise the
impact of
frailty that 10%
of those over
65 and up to
50% of those
over 85 are
likely to be frail
and that these
percentages
are increasing
Understand
that frailty is
becoming
more
prevalent and
this is
explained in
part by the
ageing
population

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

4.2

20.8

75.0

CA

CA

CA

CA

CA

CA

0.0

25.0

75.0

CA

CA

CA

CA

CA

0.0

33.3

66.7

0

12.5

87.5

CA

4.2

33.3

62.5

0

25

75

CA

Round
Consensus
Achieved
1

Specific/Generic

Essential

Percentage
consensus
achieved
75.0

CA

Essential

75.0

1

Generis

CA

CA

Essential

87.5

2

Specific

CA

CA

Essential

75.0

2

Specific

Generic
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Understand
that the exact
prevalence is
problematic
because of the
lack of a
standard
definition and
measurement

20.8

Causes and
consequences

Describe the
contributing
factors of frailty
including chronic
disease, multiple
comorbidity,
genetic disorders,
injury and lifestyle
factors
Describe the
consequences of
the combination
of frailty and
minor external
stressors including
delirium,
functional decline,
impaired mobility,
falls, social
withdrawal,
hospitalisation,
institutionalisation
and death
Understand the
frailty fulcrum and
how keeping life
changes balanced
becomes more

45.8

33.3

Round 1

18.75

75

6.25

Round 2

CA

CA

CA

Desirable

75.0

2

Specific

Round
Consensus
Achieved
2

Specific/Generic

Round 3

U

D

E

U

D

E

U

D

E

Essential/Desirable/Unnecessary

0.0

41.7

58.3

0

12.5

87.5

CA

CA

CA

Essential

Percentage
consensus
achieved
87.5

0.0

20.8

79.2

CA

CA

CA

CA

CA

CA

Essential

79.2

1

Specific

16.7

50.0

33.3

0

93.75

6.25

CA

CA

CA

Desirable

93.8

2

Specific

Specific

61

difficult with
increasing frailty
Compare
stabilisers and
destabilisers from
social, physical,
psychological,
environmental
and systems of
care domains and
the effect these
have on a frail
person

16.7

62.5

20.8

6.25

87.5

6.25

CA

CA

CA

Desirable

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

0.0

29.2

70.8

0

6.25

93.75

CA

CA

CA

8.3

16.7

75.0

CA

CA

CA

CA

CA

4.2

20.8

75.0

CA

CA

CA

CA

CA

87.5

2

Specific

Round
Consensus
Achieved
2

Specific/Generic

Essential

Percentage
consensus
achieved
93.8

CA

Essential

75.0

1

Generic

CA

Essential

75.0

1

Specific

Clinical Care
Structure and Processes of Care

Recognise that
current evidence
states that the
palliative care
needs of frail
older adults are
not adequately
assessed or
treated
Recognise that
interdisciplinary
team assessment
is fundamental to
provide goal
centred care for
the frail patient
throughout their
trajectory
Recognise the
range of services

Specific

62

available to those
with frailty
Recognise the
need to refer to
geriatric medicine
where frailty is
associated with
significant
complexity,
diagnostic
uncertainty or
challenging
symptom control.
Recognise the
need to refer to
old age psychiatry
for those people
with frailty and
complex coexisting
psychiatric
problems,
including
challenging
behaviour in
dementia.
Recognise that
specialist
palliative care
services will need
to be able to
provide care for
patients with
frailty in all
settings including
nursing homes
Understand that
palliative care
service should be
complimentary to
services that are
already in place
and should not

0.0

16.7

79.2

CA

CA

CA

CA

CA

CA

Essential

79.2

1

Specific

8.3

20.8

70.8

0

0

100

CA

CA

CA

Essential

100.0

2

Specific

4.2

20.8

75.0

CA

CA

CA

CA

CA

CA

Essential

75.0

1

Generic

4.2

33.3

62.5

0

18.75

81.25

CA

CA

CA

Essential

81.3

2

Generic

63

seek to replace or
compete with
existing provision
Understand the
importance of
teamwork in this
setting and have
an appreciation of
the skills and
contributions of
different
members of the
different teams
Understand the
importance of
joint working
between palliative
and geriatric
medicine
Understand the
importance of
sharing
information
between primary
care, emergency
services,
secondary care
and social services
and how this can
improve patient
care
Understand that
appropriate
palliative care for
frail people is
unlikely to fit with
current service
models (based on
a cancer
trajectory) and
therefore
innovation is
required

12.5

20.8

66.7

0

6.25

93.75

CA

CA

CA

Essential

93.8

2

Specific

8.3

25.0

66.7

0

12.5

87.5

CA

CA

CA

Essential

87.5

2

Generic

16.7

12.5

70.8

0

6.25

93.75

CA

CA

CA

Essential

93.8

2

Generic

8.3

33.3

58.3

0

25

75

CA

CA

CA

Essential

75.0

2

Specific

64

Understand
parallel planning
and its relevance
to patients with
frailty where
there are several
possible outcomes
which may
become more
obvious over time
Compare
important services
for frail people
and analyse how
they can work
together including
primary care,
pharmacy,
geriatric services –
acute,
intermediate and
community, social
care, mental
health services
Compare the roles
of geriatric
medicine and
primary care in
providing
generalist care for
those with frailty,
where the former
may be involved
where aim is to
improve frailty
and the latter
when frailty is
more severe, and
the focus is
palliative care in
the community
environment

0.0

33.3

66.7

0

25

75

CA

CA

CA

Essential

75.0

2

Generic

20.8

50.0

29.2

6.25

62.5

31.25

0

60

40

Desirable

60.0

3

Specific

12.5

54.2

33.3

12.5

75

12.5

CA

CA

CA

Desirable

75.0

2

Specific

65

Analyse care
decisions that will
need to be made
throughout the
care trajectory of
a person with
frailty including
place and level of
care provision
Compare the
positive and
negative effects of
hospitalisation
and
institutionalisation
for people with
frailty and how
this should alter
management
Assess the balance
between benefits
of early
intervention with
the reality of a
finite resource
when providing
palliative care to
those with frailty
Assess the
concept of short
term recurrent
staged palliative
care involvement
as an appropriate
model of care for
those with frailty
Assessment

16.7

33.3

50.0

6.25

37.5

56.25

0

33.3

66.7

Essential

66.7

3

Specific

8.3

20.8

70.8

CA

CA

CA

CA

CA

CA

Essential

70.8

1

Specific

4.2

54.2

41.7

0

75

25

CA

CA

CA

Desirable

75.0

2

Specific

16.7

45.8

37.5

6.25

93.75

0

CA

CA

CA

Desirable

93.8

2

Specific

E

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Round 1
U

D

Round 2
E

U

Round 3
D

E

U

D
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List the core
frailty
syndromes;
falls, reduced
mobility
(sudden onset),
confusion,
incontinence,
and the
extended frailty
syndromes:
polypharmacy
(>3 prescribed
drugs), social
issues,
including
isolation,
suspected elder
abuse and end
of life care.
Understand
that the aims of
a holistic
assessment of a
frail patient are
to identify and
treat reversible
causes of
decline, detect
and treat
symptoms,
assess severity
and prognosis
Understand the
frailty
syndromes and
their
implication as a
marker of bad
outcome and a
trigger for a
comprehensive

4.2

16.7

79.2

CA

CA

CA

CA

CA

CA

Essential

79.2

1

Specific

4.2

8.3

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Specific

0.0

41.7

58.3

0

56.25

43.75

0

60.0

40.0

Desirable

60.0

3

Specific
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geriatric
assessment
Analyse how
appropriate
interventions
are when
prioritising
quality towards
the end of life
Assess a frail
patient using
the
comprehensive
geriatric
assessment
assessing their
cognition,
function,
mobility,
balance, social
circumstances
and medical
problems
Assess and
manage falls
including
distinguishing
between
syncopal and
non-syncopal
causes and
knowing when
to refer to a
specialist falls
service
Assess and
manage
immobility
considering
conditions such
as spinal cord
compression
and end stage

0.0

12.5

87.5

CA

CA

CA

CA

CA

CA

Essential

87.5

1

Generic

20.8

45.8

33.3

6.25

75

18.75

CA

CA

CA

Desirable

75.0

2

Specific

16.7

37.5

45.8

6.25

31.25

62.5

0

6.7

93.3

Essential

93.3

3

Generic

4.2

25.0

70.8

0

6.25

93.75

CA

CA

CA

Essential

93.8

2

Generic

68

neurological
disorders
Assess and
manage
cognitive
abnormalities
considering
chronicity and
a collateral
history
Evaluate and
improve the
safety of frail
patients during
hospital
admissions
using Frail safe
as a checklist
Physical

Recognise that
there is a direct
independent
relationship
between selfreported pain
and frailty
Recognise that
people with
frailty
experience
physical
symptoms such
as pain at
similar levels to
people with
cancer
Understand the
impact of
common

4.2

33.3

62.5

0

25

75

CA

CA

CA

Essential

75.0

2

Generic

16.7

58.3

25.0

18.75

75

6.25

CA

CA

CA

Desirable

75.0

2

Specific

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

54.2

37.5

0

81.25

18.75

CA

CA

CA

Desirable

Round
Consensus
Achieved
2

Specific/Generic

8.3

Percentage
consensus
achieved
81.3

0.0

20.8

79.2

CA

CA

CA

CA

CA

CA

Essential

79.2

1

Specific

0.0

41.7

58.3

0

50

50

0

26.7

73.3

Essential

73.3

3

Specific

Specific

69

symptoms of
old age like
incontinence
and impaired
vision and how
this can have a
considerable
negative effect
on quality of life
Understand the
importance of
common
symptom
management
(pain, nausea
and vomiting,
anorexia,
dyspnoea,
fatigue,
diarrhoea and
constipation)
for the
improvement of
functional
status and
quality of life
Understand the
importance of
palliative care
services in
managing the
complex
symptoms of
patients with
frailty
Understand the
importance of
appropriately
managing
comorbidities
Summarise an
appropriate
problem list for

4.2

12.5

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Generic

4.2

12.5

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Specific

8.3

29.2

62.5

0

18.75

81.25

CA

CA

CA

Essential

81.3

2

Generic

29.2

54.2

16.7

18.75

81.25

0

CA

CA

CA

Essential

81.3

2

Specific
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a patient with
frailty using the
Comprehensive
Geriatric
assessment
(CGA) and how
this can be used
to appropriately
manage
comorbidities
and geriatric
syndromes
Evaluate signs
and symptoms
of pain using
non-verbal pain
scales and
behavioural
signs for those
with cognitive
impairment and
appreciate the
importance of
involving carers
and family
members in the
process
Evaluate the
benefits and
risks of life
prolonging
treatments such
as
chemotherapy
and antibiotics
as these may
improve
functioning and
quality of life
and involve
patients and
their families in
shared or best

8.3

8.3

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Generic

8.3

8.3

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Generic

71

interests
decision making
Evaluate the
advantages and
disadvantages
of
investigations,
treatments and
nonintervention for
people with
frailty
demonstrating
an
understanding
that
interventions
appropriate for
those with
more
physiological
reserve are
potentially
detrimental to
quality and
quantity of life
in the context
of frailty

Pharmacology

Define
polypharmacy as
more than 3
regular
medications
Recognise that
undertreatment,
increased adverse

0.0

29.2

70.8

0

18.75

81.25

CA

CA

CA

Essential

81.3

2

Specific

Round
Consensus
Achieved
2

Specific/Generic

1

Generic

Round 1
U
D

E

Round 2
U
D

E

Round 3
U

D

E

Essential/Desirable/Unnecessary

8.3

20.8

70.8

0

12.5

87.5

CA

CA

CA

Essential

Percentage
consensus
achieved
87.5

0.0

25.0

75.0

CA

CA

CA

CA

CA

CA

Essential

75.0

Generic
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effects and
polypharmacy are
key issues for
patients with
frailty
Recognise the
burden of
polypharmacy is
similar for all
palliative patients
including those
with frailty
Recognise
adverse effects
are more likely
due to age
related changes in
drug
pharmacokinetics
Understand that
polypharmacy
and adverse drug
reactions
contribute
significantly to
poorer health,
hospital
admissions,
morbidity,
mortality and
increased length
of stay
Assess the
benefits and risks
of medications in
patients with
frailty prioritising
those
contributing to
symptom control
over preventative
drugs unlikely to
provide benefit in

Added
this
round

Added
this
round

Added
this
round

6.25

18.75

75

CA

CA

CA

Essential

75.0

2

Generic

4.2

33.3

62.5

0

12.5

87.5

CA

CA

CA

Essential

87.5

2

Generic

8.3

20.8

70.8

0

0

100

CA

CA

CA

Essential

100

2

Generic

8.3

8.3

83.3

CA

CA

CA

CA

CA

CA

Essential

83.3

1

Specific
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those with short
life expectancy
Assess the
appropriate use
of specific tools
for deprescribing
e.g. STOPP/START

12.5

58.3

29.2

Rehabilitation

Recognise the importance of
rehabilitative palliative care to maintain
or improve functionality
Understand that the specific
management of frailty includes diet
review, physical exercise, progressive
resistance exercise and physiotherapy
and that these may still have a role in
the palliative management of frailty but
may have less of a role as frailty
progresses
Prognostication
and End of Life
Care

Recognise that
the care of the
imminently dying
is an important
part of the
management of
patients with
frailty
Understand that
identifying frailty
improves
prognostication

Round 1

0

50

50

6.7

73.3

20.0

Desirable

73.3

3

Generic

Round
Consensus
Achieved
3

Specific/Generic

Round 1
U
D

E

Round 2
U
D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

0.0

50.0

50.0

0

50

50

0

20.0

80.0

Essential

Percentage
consensus
achieved
80.0

16.7

54.2

29.2

6.25

81.25

12.5

CA

CA

CA

Desirable

81.3

2

Specific

Round
Consensus
Achieved
1

Specific/Generic

2

Specific

Round 2

Generic

Round 3

U

D

E

U

D

E

U

D

E

Essential/Desirable/Unnecessary

8.3

0.0

91.7

CA

CA

CA

CA

CA

CA

Essential

Percentage
consensus
achieved
91.7

4.2

37.5

58.3

0

25

75

CA

CA

CA

Essential

75.0

Generic
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and decision
making in older
adults
Understand that
instruments such
as the Frailty
Index and the
SHARE FI can be
used to predict
mortality in
frailty however
appreciate their
use may be more
on the
population level
rather than
individual
patients at
present
Understand that
other
prognostication
tools are
designed for use
in cancer
patients and
should be used
in caution in
frailty
Analyse the
likelihood of a
patient with
frailty being in
the last year of
life using the
Gold Standards
Framework
Criteria
Assess people
with frailty
evaluating
prognostic
markers and

33.3

62.5

4.2

43.75

56.25

0

CA

CA

CA

Unnecessary

66.7

3

Specific

12.5

45.8

41.7

0

50

50

0

33.3

66.7

Essential

66.7

3

Specific

8.3

41.7

50.0

0

75

25

CA

CA

CA

Desirable

75.0

2

Specific

20.8

20.8

58.3

0

18.75

81.25

CA

CA

CA

Essential

81.3

2

Specific
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signs to establish
if they may be
dying
Psychological

Recognise the fact that many people with
frailty have co-existing cognitive
impairment which adds an extra complexity
to care provision
Recognise that people with frailty
experience psychological distress at similar
levels to people with cancer
Understand the negative psychological
effects of feeling like a burden and how this
fear can alter care decisions
Assess and appropriately manage
psychological symptoms of depression,
anxiety, insomnia, grief, and distress, and
recognise them as a cause and consequence
of frailty

Social

Round 1
U
D

E

Round 2
U D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

12.5

20.8

66.7

0

6.25

93.75

CA

CA

CA

0.0

25.0

70.8

0

12.5

87.5

CA

CA

8.3

33.3

58.3

0

25

75

CA

8.3

20.8

70.8

0

12.5

87.5

CA

Round
Consensus
Achieved
2

Specific/Generic

Essential

Percentage
consensus
achieved
93.8

CA

Essential

75.0

2

Specific

CA

CA

Essential

75.0

2

Generic

CA

CA

Essential

87.5

2

Specific

Round
Consensus
Achieved
2

Specific/Generic

Specific

Round 1
U
D

E

Round 2
U D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

Understand the safeguarding process and
how this has particular relevance when
caring for a person with frailty

4.2

25.0

70.8

0

6.25

93.75

CA

CA

CA

Essential

Percentage
consensus
achieved
93.8

Understand that frail people often have
weakened social networks and this lack of
support for holistic care results in an
increased reliance on external care
providers
Evaluate a person with frailty and their
circumstances after a safeguarding
concern

8.3

54.2

37.5

0

93.75

6.25

CA

CA

CA

Desirable

93.8

2

Specific

12.5

45.8

41.7

0

81.25

18.75

CA

CA

CA

Desirable

81.3

2

Specific

Generic

76

Communication
with patients
and relatives

Recognise that
appropriate
advance care
planning
increases the
chance that
patient wishes
are achieved and
reduces stress,
anxiety and
depression in
surviving
relatives
(Boockvar and
Meier, 2014;
Maida and
Devlin, 2015;
BGS, 2017;
JRCPTB, 2019)
Understand
models for
decision making
in frail older
adults e.g. the
Palliative and
Therapeutic
Harmonisation
Model (PATH)
which includes
the elements of
understanding,
communicating
and empowering
(JRCPTB, 2010b;

Round 1

Round 2

Round 3

U

D

E

U

D

E

U

D

E

Essential/Desirable/Unnecessary

Round
Consensus
Achieved
1

Specific/Generic

Essential

Percentage
consensus
achieved
83.3

8.3

12.5

83.3

CA

CA

CA

CA

CA

CA

41.7

45.8

12.5

56.25

43.75

0

CA

CA

CA

Unnecessary

73.3

3

Specific

Generic
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Moorhouse and
Mallery, 2012)
Understand the
general pitfalls
of
communication
(impaired
hearing and
comprehension)
and an
understanding of
how these can
be minimised
(JRCPTB, 2010b;
Just et al., 2010)
Summarise the
rationale for
palliative care
involvement for
patients with
frailty and their
family and its
relevance
throughout the
disease
trajectory
(Sanchez-Reilly
and Ross, 2012;
Coats, Paganelli,
Starks,
Lindhorst,
Starks, et al.,
2017; JRCPTB,
2019)
Assess
appropriate
plans of care
with patients
and their
families
recognising and
explaining that
burdensome

16.7

16.7

66.7

0

12.5

87.5

CA

CA

CA

Essential

87.5

2

Generic

12.5

33.3

54.2

0

25

75

CA

CA

CA

Essential

75.0

2

Specific

4.2

29.2

66.7

0

6.25

93.75

CA

CA

CA

Essential

93.8

2

Specific
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interventions
may become less
beneficial and
riskier as frailty
progresses
through
discussion of the
concept of
futility (Pal and
Manning, 2014;
Wale, 2014;
JRCPTB, 2019)
Assess prognosis
and convey the
uncertainty
associated with a
diagnosis of
frailty where
each patient has
the potential to
improve,
stabilise, worsen
or die (Pal and
Manning, 2014;
Wale, 2014;
JRCPTB, 2019)
Assess future
planning
preferences with
frail patients and
their families
and understand
that timely
discussion is
important
particularly in
this population
at high risk of
future cognitive
impairment and
loss of capacity
(Maida and

8.3

12.5

79.2

CA

CA

CA

CA

CA

CA

Essential

79.2

1

Specific

4.2

33.3

62.5

0

12.5

87.5

CA

CA

CA

Essential

87.5

2

Specific
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Devlin, 2015;
JRCPTB, 2019)
Facilitate
resolution of
family and
interprofessional
team member
conflict using
family meetings
and case
conference
(Shvartzman et
al., 2011; Coats,
Paganelli, Starks,
Lindhorst,
Starks, et al.,
2017)

8.3

29.2

62.5

0

25

Ethics

Understand how key ethical issues may have
particular relevance for patients with frailty,
specifically lack of autonomy, presumed
incompetence and equitable use of palliative care
services
Leadership

Understand that a pro palliative care culture
within frailty services requires team
development and education
Education

Recognise that the best care to
patients with frailty is provided by

75

CA

CA

CA

Essential

75.0

2

Generic

Percentage
consensus
achieved
87.5

Round
Consensus
Achieved
2

Specific/Generic

Percentage
consensus
achieved
75.0

Round
Consensus
Achieved
2

Specific/Generic

Round 1
U
D

E

Round 2
U D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

0.0

70.8

0

87.5

CA

CA

Essential

29.2

12.5

CA

Round 1
U
D

E

Round 2
U
D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

8.3

41.7

6.25

18.75

CA

CA

Desirable

50.0

75

CA

Round 1
U
D

E

Round 2
U
D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

12.5

41.7

0

25

CA

CA

Desirable

45.8

75

CA

Percentage
consensus
achieved
75.0

Round
Consensus
Achieved
2

Specific

Specific

Specific/Generic

Generic
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staff who are prepared in terms of
knowledge skills attitude and
support and in a wider community
that is prepared to help
Recognise the need for the primary
care, palliative and geriatric
medicine communities to provide
each other with education,
interdisciplinary education has an
important role to play particularly
to enable the appreciation of the
roles of other professions and
services
Recognise that key topics for
education include advance care
planning, goals of care, geriatric
assessment, polypharmacy,
deprescribing, symptom
management, managing conflict
Understand the need for evidence
for and sustainability of educational
programmes for the management
of frailty
Understand that the training
requirements are diverse in terms
of both speciality and profession
and education needs to be tailored
to the audience

8.3

54.2

37.5

0

81.25

18.75

CA

CA

CA

Desirable

81.3

2

Generic

4.2

33.3

62.5

0

43.75

56.25

0

20.0

80.0

Essential

80.0

3

Generic

33.3

58.3

8.3

18.25

75

6.25

CA

CA

CA

Desirable

75.0

2

Specific

50.0

41.7

8.3

75

25

0

CA

CA

CA

Unnecessary

75.0

2

Specific

Round
Consensus
Achieved
2

Specific/Generic

2

Specific

Research

Recognise the lack of evidence base for
the palliative management of frail
patients
Understand that evidence of the best
model for the provision of palliative care
to those with frailty is required in all
settings

Round 1
U
D

E

Round 2
U
D

E

Round 3
U
D

E

Essential/Desirable/Unnecessary

4.2

50.0

45.8

0

75

25

CA

CA

CA

Desirable

Percentage
consensus
achieved
75.0

20.8

62.5

16.7

18.75

81.25

0

CA

CA

CA

Desirable

81.3

Specific

81

Understanding that specific biomarkers
may be useful in the diagnosis,
management and prognostication of
patients with frailty, but more research is
required before they are used in common
practice

29.2

54.2

16.7

18.75

81.25

0

CA

CA

CA

Desirable

81.3

2

Specific
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Discussion
This study synthesised the literature and established expert consensus on what
should be included in a frailty subsection of palliative medicine specialist
training curricula internationally. The two phased approach allows incorporation
of international literature, whilst the use of SME ensures relevance to clinical
practice in the UK. Literature review established that this has never been done
before and previous curricula for specialist trainees have failed to include this
important area. The prevalence of frailty has increased, as has multimorbidity,
these factors together with the ageing population mean that it is imperative that
these factors are included in future curriculum to ensure that we provide good
palliative care for all rather than elite care for the few. An updated syllabus is
due to come into practice in the UK in 2022, it will be important to reference a
specific sub-section on frailty to appropriately guide educational experiences
and events during training to ensure a newly qualified consultant is competent
to manage patients with frailty directly and also remotely advise generalists on
their appropriate care.
The learning theories employed in this study was grounded in the post positivist,
concentrating importantly on how we can alter/positively impact on care. The
knowledge I was seeking was how people successfully provide palliative care
for those with frailty through exploration of the literature and the opinion of
subject matter experts using a Delphi Study (Levisohn, 2013).
The meta-synthesis concluded that the provision of palliative care by specialist
palliative care trainees to patients with frailty is not included in the current 2010
(with 2014 update) competency-based curriculum (JRCPTB, 2010a), however it
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is included to a very minor extent in the proposed 2022 curriculum (JRCPTB,
2019) and more comprehensively in the Geriatric Medicine, General Internal
Medicine and General practice curriculum, review of these allowed an initial first
draft curriculum and questionnaire to be structured using the format suggested
and approved by the JRCPTB, whilst blooms taxonomy and the bologna
principles (Kennedy, Hyland and Ryan, 2006) also facilitated the writing and
organising of learning outcomes. The curriculum itself was organised into
domains as suggested in the literature (Ferrell et al., 2019) and the holistic nature
of palliative medicine was also incorporated (NICE, 2011, 2019). The literature
highlighted the importance of considering definition and scoring, epidemiology,
trajectory, prognostication, causes, consequences and associations (Murtagh,
Preston and Higginson, 2004; Sleeman et al., 2016; Lyndon, 2018; Stow et al.,
2019). The literature also highlights the importance of research to establish how
palliative care should best be delivered to those with frailty, as evidence
supporting suggested models of care is lacking. Finally the importance of
education was also emphasised, as generalist providers of palliative medicine will
need to be relied upon as well as specialist providers due to the excess of need
(Bone et al., 2016; Stow et al., 2019).
In developing a curriculum, several methods were possible. The Delphi technique
was chosen, which has advantages and disadvantages. The Delphi study
enabled the remote systematic development of a consensus amongst a wide
group of experts and therefore was the ideal choice during the COVID-19
pandemic which precluded travel and face to face meetings. Within the rounds
that took place participants were able to see the emerging views of other group
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members and take these views into account when deciding their own opinion.
The study was anonymous, so although individuals were aware of the group
thoughts, no one individual could dominate the group.

This was another

important advantage over arranging a face to face meeting of experts, which
might have resulted in strong personalities dominating the proceedings. The
Delphi Technique is considered the gold standard method for gaining consensus
where there is differing power between stakeholders, e.g. trainees versus
consultants.
One of the key issues in this study was the formation of the expert panel. As
discussed previously, Delphi studies differ in their numbers of participants
(Yousuf, 2007; Jünger et al., 2017). It has been recommended that panels should
consist of at least 20 for a medical specialty (Paes and Wee, 2008), but not be
too large in order to avoid high drop-out rates. As also previously mentioned the
COVID-19 pandemic necessitated a movement away from national recruitment
of SME to regional recruitment amongst a region which, at the time, was relatively
less affected than other areas within the UK.
48 consultants and specialist trainees were invited to take part (all those
working within in the Northern Health Education England Region). This group of
SME comprised 12 trainees and 36 consultants. 24 (50%) of people agreed to
take part in the study. This comprised of 10 specialist trainees and 14
consultants. Therefore 83% of trainees took part and 39% of consultants. All
grades of seniority were represented amongst the participating trainees.
Participants represented all palliative care services in the region in that either
they had worked or were currently working in them. This comprised of seven
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hospital trusts (n=19), seven community services (n=13), nine inpatient
units/hospices (n=18) and care home services (n=one) (many consultants work
across multiple sites so represent more than one service, specialist trainees
work across hospital, hospice and community services).
100% successfully completed their questionnaire in round 1, 67% completed the
questionnaire in round 2 and 63% in round 3. 67% completed the additional round
where they were asked to grade curriculum items as specific or generic. There is
no clear guidance on what constitutes an acceptable response rate. In published
studies, response rates have varied between 8 and 100% (Paes and Wee, 2008;
Wale, 2014; Helen, 2015; Goldberg et al., 2016; Fang et al., 2018; Attard, Ross
and Weeks, 2019). Based upon this, this study managed to get sufficient
participants on the expert panel and maintained a response rate towards the
higher end of previous studies.
As detailed above the expert panel was made up of consultants and specialist
trainees. The former are individuals responsible for training and supervision
during the training process, they also comprised of current and previous Trainee
Program Directors and Specialty Advisory Committee members, individuals
responsible for delivery of training both regionally and nationally, these
individuals therefore made ideal SME. Specialist trainees also bring a very
important and unique viewpoint. Since commencing training, they have been
required to prove competencies by linking items recorded within an electronic
portfolio with curriculum items set out in the form suggested by the JRCPTB. They
are therefore aware of how important it is to ensure that a curriculum is
comprehensive and easy to use.
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Other groups were considered, particularly patients and Geriatric medicine
specialists. Patients were not included, because their poor health status might
have made participating in such a detailed and time-consuming study difficult.
On the other hand, they would have brought an interesting perspective on what
patients, with palliative care needs and frailty, feel their doctors ought to be
taught. Geriatric medicine specialists were also not included as the COVID-19
pandemic was having a significant effect on their workload and although experts
on frailty, their lack of knowledge on specialist palliative care services would likely
lead to learning outcomes being suggested that were inappropriate, too
generalist from a palliative care perspective and too specialist from a Geriatric
medicine view point. Although some medical education Delphi studies have
included these groups, the majority have used healthcare professionals with
expertise in the subject.
The scoring system was simple, designed to divide each learning outcome into 3
categories: learning outcomes which could be discarded; those which were
essential core components of a frailty curriculum for specialist palliative care
trainees; and those which would not be essential but might be used in a special
study module or advanced level course (Paes and Wee, 2008).
For most participants, this scoring system seemed to work and was clear. Written
feedback with the questionnaires suggested that for a number of participants, the
definitions of the scores were not explicit enough, specifically they found it difficult
to know whether outcomes were unnecessary in a specific frailty curriculum
because they were already included in a generic curriculum. As such after the
first-round participants were informed that they would have the opportunity to
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exclude learning outcomes because they were generic to many conditions in
palliative medicine and were therefore not required in a specific frailty curriculum.
If individuals had specific queries or required their task to be clarified they were
able to directly contact me as the primary researcher either by phone or email.
This ensured that the task was clearly understood by all SME.
One of the dangers of a Delphi study is that with each round that is carried out,
more learning outcomes are added without others being removed, leading to an
increasingly weighty final syllabus. The introduction of the “desirable” category
was an attempt to prevent this happening (Paes and Wee, 2008). On saying that
few learning outcomes were added, and few were removed altogether indicating
that the meta-analysis was an effective way of producing a curriculum and
content was just validated by the SME in the Delphi study in the case of the
majority of learning outcomes. These facts do however raise the concern that
Palliative Medicine consultants and trainees do not have appropriate knowledge
about frailty (established by the fact it is not currently in the curriculum) and
therefore Geriatric Medicine specialists should also have been consulted. Whilst
I appreciate this would have added to the robust nature of the study it was not
possible in the current time remit and during the current pandemic.
Qualitative data was collected as part of the Delphi process and although this
was only provided by SME in the first round, they had the opportunity to provide
free text in the subsequent rounds. The themes highlighted by this part of the
study particularly emphasized the importance of frailty as a subject and the
importance of a clear well-structured curriculum providing an easy to use guide.
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These results supported the important nature of the project and reinforced that
the layout of the curriculum was appropriate.
The process of selecting the panel has already been discussed. The individuals
identified were sent an email explaining the study and inviting them to participate.
The email contained participant information sheet and consent form attachments.
The questionnaire was subsequently sent when participants agreed to take part.
This multiple email process may have put people off and sending the
questionnaire with the email may have convinced more people to take part. At
this stage non-responders were not chased up. Apart from not wishing to take
part, some of the non-responses may have been due to incorrect contact details.
Once people had sent in an initial questionnaire, they were followed-up in
subsequent rounds by e-mail to try and maximize ongoing participation. The
decision was made that to take part in round three, individuals did not have to
have taken part in round two. This decision was made in the main to maximise
the number of responses especially when SME were likely to be time pressured
due to the current pandemic. It was however appreciated that because part of the
process of a Delphi study is to see the building of a consensus over several
rounds this decision may have reduced the robust nature of the methodology. If
individuals do not take part in individual rounds, the process is partially
compromised. Nevertheless, because the aim of the study was to produce the
best curriculum possible, it was felt that having the panel as inclusive as possible
was more important than scientific purity (Paes and Wee, 2008).
The initial questionnaire invited learning outcomes to be added to the list.
Although some Delphi studies have ignored this step, it is vital to enable
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participants to contribute fully in building a consensus. In the first round of this
study, participants, as well as rating the listed learning outcomes, were able to
add as many as they thought pertinent to the syllabus. When the first round of
questionnaires was analysed, frequency scores were calculated for existing
learning outcomes. For the new learning outcomes, they were analysed and the
wording adjusted to fit in with the style of the document, as well as making sure
that there was not repetition with several leaning outcomes referring to the same
point. The new learning outcomes were then arranged under appropriate
headings to be sent out for scoring in round 2.

There were no further

opportunities to add learning outcomes, partly to keep the whole process under
control, but also to build a consensus through successive rounds, without
constantly moving the goalposts by adding new items.
One of the hardest decisions to make was when consensus had been achieved.
A number of different approaches are possible, from looking at the stability of a
response, having a set number of rounds, or setting a percentage figure for when
consensus is achieved. In this study 70% was defined as achieving consensus.
This fitted in with previous studies but also was pragmatic. Given the choice of
categories, achieving greater than 70% agreement would be extremely hard. At
the start of the process, it was not clear how many rounds there would be. The
study was ended after three rounds because when the scores were analysed the
scores were becoming more stable and were unlikely ever to reach 70%
agreement. A secondary, though important reason for stopping at this point was
a feeling, supported by feedback, that the panel were beginning to tire of the
workload involved risking the loss of a significant numbers of participants in
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subsequent rounds. For those learning outcomes that had not achieved 70%
agreement, 60% was accepted, although this was only required in 11 learning
outcomes.
It is envisaged that the new curriculum could be referenced as part of the
Palliative Medicine Specialist Trainee 2022 Curriculum (JRCPTB, 2019) and as
such be implemented into the training program. It is equally relevant
internationally where the globally ageing population highlights the need for such
an educational focus. The desirable list of learning outcomes offers further
opportunity for sub-specialism in frailty within palliative medicine something that
is likely to be more important with the ageing population. Not only can the
curriculum be used to evidence competence, it can also indicate the need for
attachments with Geriatric Medicine and frailty services and courses specific to
palliative medicine in frailty for which it could provide a syllabus. There are several
educational programmes regarding the provision of care to those with frailty
internationally, despite which a recent literature review revealed no relevant
publications addressing the suitability and sustainability of such programmes.
Further research is required to identify effective educational strategies
(Windhaber et al., 2018). It will be important to assess whether this syllabus
achieves the desired endpoint: a newly qualified palliative medicine consultant
who has appropriate knowledge of how to provide the best possible palliative care
to patients with frailty and their family regardless of underlying diagnosis. It is
theorised that the use of the frailty curriculum produced by this project will lead to
an improvement in patient care, however, further research is required to confirm
this. The importance of the topic of frailty should be recognised and whilst a

91

change in curricula is required, we must also appreciate that a change in policy
and service provision is also fundamental.
It is recommended that curricula are reviewed and approved by an external board
or authority before publication and dissemination. A dissemination plan should
therefore include endorsement of the guidance by professional associations and
health care authorities to facilitate implementation. In this case endorsement
would be through the Association of Palliative Medicine and the Specialty
Advisory Committee for Palliative Medicine from the Joint Royal College of
Physicians Training Board. The study has aroused considerable interest from
these groups who are currently developing the new palliative medicine 2022
curriculum. The study will be submitted to an international peer reviewed journal
and following this hopefully referenced by the JRCPTB and SAC.

Limitations
The limitations of this study have been discussed throughout the body of the
discussion, however, it is important to point out that the primary limitation is the
failure to include nationally representative palliative medicine consultants as
SME, the justification for this has been detailed above and this was unavoidable
due to the COVID-19 pandemic. The use of both current and previous trainee
programme directors, consultants and specialist trainees adds strength to the
study, the latter bring an important and unique viewpoint with contemporary
knowledge of the current curriculum and evidence required to prove
competence. My research question was to establish what should be included in
a palliative care curriculum therefore SME were sampled from palliative
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medicine health professionals. Further work could triangulate evidence by
putting LOs through another Delphi panel considering other key stakeholders,
including geriatricians, nurses, allied health professionals, carers, patients and
the public.
The study size, number of rounds and consensus level is consistent with those
recommended in the literature. Allowing SME to continue in the study if they
have missed a round is arguably inappropriate as building consensus is
interrupted, however it was felt to be more important to include as many views
as possible at each stage. Further validation of the curriculum should include
consultation with the groups discussed above and this process will occur
through consultation with the JRCPTB and the Speciality Advisory Committees.
International review is also recommended.
The curriculum at first glance is long and daunting as dictated by the opinion of
SME, however LO have been reduced through the removal of generic items and
if required can be reduced further by limiting learning to essential items only.
The importance of frailty must however be recognized. The prevalence of frailty
has increased, as has multimorbidity. These factors, together with the ageing
population mean that if we fail to comprehensively acknowledge frailty as an
important part of our workload palliative medicine will provide elite care for the
few rather than essential care for the many.
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Conclusions
What was already known about the topic?
Improved understanding of how to provide palliative care to the growing number
of people with frailty is an international priority (Bone et al., 2016). The provision
of palliative care to patients with frailty is not adequately addressed by current
Palliative Medicine specialty training curricula and examination blueprints
across the world (Radbruch and Payne, 2009; JRCPTB, 2010a; Ens et al.,
2011; Pype et al., 2012; Royal Australasian College of Physicians, 2013; ALM
van Assen, 2014; Snell et al., 2016; Malta Government, 2017; Gwyther et al.,
2018; Krouse and Maegawa, 2018; Turrillas, Teixeira and Maddocks, 2019;
Arias-Casais et al., 2019; American Board of Internal Medicine, 2020; Royal
College of General Practitioners, 2020; Stähli et al., 2020). Education of
specialists in palliative care on the provision of end of life care for those with
frailty can be seen as the first step in improving generalist education, as the
former often act as educators of the latter (Pal and Manning, 2014).

What the dissertation adds
This Meta-synthesis and Delphi Study provides appropriate content for a frailty
subsection of the specialist palliative care training curricula. This dissertation
uses the UK as a case study, but the knowledge requirements evidenced are
equally applicable to palliative medicine specialists internationally.
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Implications for practice, theory, or policy.
This curriculum is suggested as a subsection for the new UK Palliative Medicine
Specialist Curriculum (2022) and for incorporation into international curricula.
Content can form the basis of educational events, work placements and service
provision requirements. By first improving training and education of specialist
providers of palliative care on the topic of frailty, this can in turn improve
education of generalist providers, as the former should continue to work with
and act as educators of the latter. This work highlights the complex and unique
specialist palliative care needs of those with frailty. Future research is required
to inform implementation, educational-delivery and service-provision.
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Appendix 1. Literature Review Search Terms
Curriculum Production
Number

Search Term

Results

1

Palliative

57519

2

“end of life care”

9942

3

1 or 2

66329

4

Frailty

15698

5

“low performance status”

46

6

4 or 5

15744

7

Curriculum

23910

8

Education

182044

9

7 or 8

203150

10

6 and 9

45

11

3 and 10

0

12

3 and 9

1546

13

3 and 7

246

14

Production or development

586,580

15

29 and 14

85

The Delphi Technique for Curriculum Development in the Context of Palliative
Medicine
Number

Search Term

Results

1

Delphi

6977

2

Curriculum

23910

3

1 and 2

148

4

Palliative

57519

117

5

3 and 4

0

6

Frailty

15698

7

3 and 6

3
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Appendix 2. Literature Review Methodology
Studies were included if they reported qualitative or quantitative data on curriculum
development in the context of two main areas. Firstly, the presence of frailty,
palliative medicine or end of life care curricula or curricula subsections. Secondly
appropriate methodology for curriculum production particularly on subjects of
palliative medicine and frailty. No restrictions were placed on the study designs
eligible for inclusion, type of article, status or date of publication. Studies were
excluded based on publication language (English only). To produce internationally
relevant conclusions studies from all countries were considered, however, it is
appreciated that palliative medicine is not an accepted specialty and frailty is not a
defined condition in many countries and therefore data from these locations was
likely to be lacking.
Data were extracted using a data extraction form. Due to heterogeneity of included
studies and information sources no data were suitable for pooling. A narrative
synthesis was conducted according to guidance from the Centre for Reviews and
Dissemination (Centre for Reviews Dissemination, 2009). General palliative
requirements, Bradshaw’s taxonomy of need (Bradshaw, 2020), patient and
healthcare professional, carer and relative perceived needs were considered. Risk of
bias and quality of included studies were assessed using the National Institute for
Health Quality Assessment Tools (National Institute for Health, 2020). Low-quality
studies were included where information on the subject was lacking.
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Appendix 3. Palliative Care and Frailty Curriculum Search
Terms and Results

Number

Search Term

Results

1

Palliative

57519

2

“end of life care”

9942

3

1 or 2

66329

4

Frailty

15698

5

“low performance status” 46

6

4 or 5

15744

7

3 and 6

28

8

Provision

15925

9

Delivery

234171

10

Management

728223

11

8 or 9 or 10

974960

12

7 and 11

1

13

Prognostication

3138

14

“identification of dying”

7

15

“identification of end of

0

life”
16

13 or 14 or 15

3145

17

6 and 16

5

18

Prognosis

121469

120

19

6 and 18

77

20

Curriculum

23910

21

Education

182044

22

20 or 21

203150

23

6 and 22

45

24

3 and 23

0

25

3 and 22

1546
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Appendix 4 Number of Documents Identified as Applicable
to the Different Domains of Clinical Practice with
Associated References
Domain

Curricula

Definition

2
(JRCPTB,
2010b,
2019)

Grading

Original
Research

3
(Thompson
and HuisinghScheetz M.,
Mailliard L.,
2012; Koller
and
Rockwood,
2013)
2
18
(JRCPTB, (Anderson et
2010b,
al., 1996;
2019)
Mitnitski,
Mogilner and
Rockwood,
2001; Fried et
al., 2001; Virik
and Glare,
2002;
Downing et
al., 2007;
‘Rockwood
scale’, 2008;
Ho et al.,
2008; Campos
et al., 2009;
Myers et al.,
2010;
Zimmermann
et al., 2010;
Koller and
Rockwood,
2013;
Grossman et
al., 2014;
Ernst et al.,

Review
Articles
2
(Bortz,
2002;
Maida and
Devlin,
2015)

1
(Maida and
Devlin,
2015)

Documents
Total
with
organisational
affiliation
1
8
(Hale, Shah
and Clegg,
2019)

1
(BGS, 2020)

22
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Physiological

Epidemiology

Causes and
consequences

Clinical Care
Structure and
Processes of
Care

Assessment

Physical

2015; Ma et
al., 2016;
Pollack et al.,
2017; Stow et
al., 2018;
Stow,
Matthews and
Hanratty,
2018)
3
1
(JRCPTB, (Gobbens et
2010b,
al., 2010)
2019;
RCGP,
2019)
3
0
(JRCPTB,
2010b,
2019;
RCGP,
2019)
3
(JRCPTB,
2010b,
2019;
RCGP,
2019)

2
(JRCPTB,
2010b,
2019)

2
(Linnemann et
al., 2016;
Coats,
Paganelli,
Starks,
Lindhorst,
Starks Acosta,
et al., 2017)

4
(Bone et al.,
2016;
Goldberg et
al., 2016;
Huijberts,
Buurman and
De Rooij,
2016; Pollack
et al., 2017)
3
1
(JRCPTB, (McKelvie et
2010b,
al., 2019)
2019;
RCGP,
2019)
3
4

0

1
(moody, 2016)

5

1
(Windhaber
et al.,
2018)

3
(Lipman, 2012;
Pal and
Manning,
2014; Hale,
Shah and
Clegg, 2019)
4
(Pal and
Manning,
2014; moody,
2016; Ferrell et
al., 2019; Hale,
Shah and
Clegg, 2019)

7

6
(Lipman, 2012;
Bronnert,
2014; Pal and
Manning,
2014;
Nicholson and
Richardson,
2018; Ferrell et
al., 2019)
3
(Cooke, Oliver
and Burns,
2012; Lipman,
2012; BGS,
2017)
5

14

2
(Bortz,
2002;
Windhaber
et al.,
2018)

2
(Murtagh,
Preston
and
Higginson,
2004;
SanchezReilly and
Ross,
2012)
1
(Boakye et
al., 2018)

3

11

8

15
123

(JRCPTB,
2010b,
2019;
RCGP,
2019)

Pharmacology

Rehabilitation

(Shvartzman
et al., 2011;
Shega et al.,
2012;
Boockvar and
Meier, 2014;
McKelvie et
al., 2019)
1
2
(JRCPTB, (Shvartzman
2019)
et al., 2011;
Koller and
Rockwood,
2013)

(SanchezReilly and
Ross,
2012;
Boakye et
al., 2018;
Stow et al.,
2019)
0

1
0
(JRCPTB,
2010a)

1
(Raudonis
and Daniel,
2010)
1
(Chu,
White and
Stone,
2019)

Prognostication 1
5
and End of Life (JRCPTB, (Shvartzman
Care
2010a)
et al., 2011;
Romeroortuno, 2012;
Huijberts,
Buurman and
De Rooij,
2016; Stow et
al., 2018;
Stow,
Matthews and
Hanratty,
2018)
Psychological

Social

1
1
(JRCPTB, (Coats,
2019)
Paganelli,
Starks,
Lindhorst,
Starks Acosta,
et al., 2017)
2
0
(JRCPTB,
2010b,
2019)

(Cooke, Oliver
and Burns,
2012; Lipman,
2012; Wale,
2014; BGS,
2017; Ferrell et
al., 2019)
4
(Cooke, Oliver
and Burns,
2012; Lipman,
2012; Pal and
Manning,
2014; BGS,
2017)
0

7

3
(Thomas,
2011;
Bronnert,
2014; Ferrell et
al., 2019)

10

1
(Stow et
al., 2019)

3
(Wale, 2014;
Gwyther et al.,
2018; Ferrell et
al., 2019)

6

0

3
(Just et al.,
2010; Cooke,
Oliver and
Burns, 2012;
Ferrell et al.,
2019)

5

2
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Communication 2
with patients
(JRCPTB,
and relatives
2010b,
2019)

2
(SanchezReilly and
Ross,
2012;
Maida and
Devlin,
2015)

3
(Pal and
Manning,
2014; Wale,
2014; BGS,
2017; Ferrell et
al., 2019)

12

Ethics

0

1
(Ferrell et al.,
2019)
0

4

2
(Lipman, 2012;
Lally et al.,
2019)

11

2
(Nicholson and
Richardson,
2018;
Muscedere et
al., 2019)

5

Leadership

5
(Just et al.,
2010;
Shvartzman et
al., 2011;
Moorhouse
and Mallery,
2012;
Boockvar and
Meier, 2014;
Coats,
Paganelli,
Starks,
Lindhorst,
Starks Acosta,
et al., 2017)
1
2
(JRCPTB, (Shvartzman
2010b)
et al., 2011)
0
1
(Goldberg et
al., 2016)

Education

2
(JRCPTB,
2010b,
2019)

Research

0

6
(Shvartzman
et al., 2011;
Goldberg et
al., 2016;
Hayakawa et
al., 2016;
Linnemann et
al., 2016;
Coats,
Paganelli,
Starks,
Lindhorst,
Starks Acosta,
et al., 2017;
McKelvie et
al., 2019)
2
(Bone et al.,
2016;
Goldberg et
al., 2016)

1
(Maida and
Devlin,
2015)
1
(Windhaber
et al.,
2018)

1
(Stow et
al., 2019)

2
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Appendix 5. Literature Review Details
Domains for inclusion
When planning a curriculum, it is important to consider the four pillars of advanced
clinical practice, clinical skills, leadership, education and research (Goldberg et al.,
2016). Other important domains for inclusion were detailed by the National
Consensus Project (Ferrell et al., 2019) which identified eight domains as the
framework required for Clinical Practice Guidelines to ensure quality Palliative Care.

Structure and Processes of Care
o Multidisciplinary team (MDT) assessment based on patient’s prognosis,
goals and location of care.

Physical Care –
o Management of the most common symptoms (pain, dyspnoea, nausea
and vomiting, fatigue, constipation) both using pharmacological and
non-pharmacological methods.
o Consideration of underlying diagnosis and performance status.

Psychological Care
o Management of anxiety, depression, delirium, cognitive impairment,
anticipatory grief and bereavement using pharmacological and nonpharmacological methods.

Social Care
o Consideration of carer support and social crisis

Spiritual Aspects of Care
o Consideration of religious and existential needs
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Cultural Aspects of Care
o Consideration of family structure, language and dietary requirements.

Care of the Imminently Dying
o Prognostication, recognition and communication to the patient and
family.
o Education of other healthcare professionals including normalisation of
the dying process.

Ethical & Legal Aspects of Care
o Decisions making (including advance care planning)
(Ferrell et al., 2019)
These were used as the basis for the curriculum but were added to and rearranged
using the themes and subthemes that were revealed from the wider literature to
make the proposed curriculum specific to the condition of frailty and at the level that
which is expected of a newly qualified consultant in palliative medicine. Specific
additions included definition, grading, physiological effects, epidemiology, causes
and consequences, pharmacology and rehabilitation.

Definition
The ability to understand, define and grade the concept of frailty is important for any
healthcare professional providing care to elderly or multimorbid patients or patients
nearing the end of life (Rohwer, Schoonees and Young, 2014).
Many definitions of frailty exist with varying focus. Those that emphasise symptoms
describe frailty as a geriatric syndrome characterized by exhaustion, weakness,
weight loss, slow gait speed, and low activity. (Thompson and Huisingh-Scheetz M.,
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Mailliard L., 2012). Others focus on diagnosis, describing frailty as a vague and
subjective construct that represents an amalgam of curable and incurable illnesses.
(Maida and Devlin, 2015). Others describe the importance of a progressive
physiological decline or dysregulation in multiple organ systems and the
consequences of a loss of function, independence, physiological reserve and
increased vulnerability to institutionalisation, disease and death. This variable
susceptibility to death and other adverse outcomes in older people of the same age
is due to frailty and is caused by a loss of biological reserves and homeostasis
(Koller and Rockwood, 2013; Hale, Shah and Clegg, 2019) The British Geriatric
society, the recognised body accepted to be the expert organisation in the
management of frailty defines older people as those aged 65 years or more, and frail
older people as older people with complex needs, typically with multiple comorbidities, and often a combination of physical disability and cognitive impairment
(BGS, 2017). A widely used definition of frailty includes those people who are
“dependent on others for the activities of daily living or help is needed with both
instrumental and non-instrumental activities of daily living” (BGS, 2017).
Authors have defined the specific systems vulnerable to deterioration as including,
but not confined to, musculoskeletal, cardiovascular, metabolic, and immunologic
systems. Operational definitions of frailty discuss strength, balance, nutrition,
endurance, mobility, physical activity and cognition (Gobbens et al., 2010).
The psychological and social contributions and consequences are described to
varying degrees within definitions. (Gobbens et al., 2010). Some definitions highlight
the importance of “habits” such as smoking as contributing factors, and many
explore the consequences of decline in physical activity and the social
consequences of this including the need for care. However, more latterly concepts of
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frailty have focused on the individual, with social factors construed separately as
social vulnerability (Koller and Rockwood, 2013).
The concept of frailty as a structural, functional, multisystem problem has been
explored as a series of statements. “Frailty is not a disease - many people are frail
but there is no unifying diagnosis. Frailty is not inevitable – frailty can be reversed.
Frailty is not ageing – chronologically young people can be frail, whilst
chronologically old people can lack any features of frailty” (Bortz, 2002).
The majority of definitions agree that chronological age alone does not determine the
vulnerability or frailty of an older adult, however the level of frailty could be
considered as an individual’s biological age (Raudonis and Daniel, 2010). It occurs
independently of, and therefore is different from normal ageing (Koller and
Rockwood, 2013). Authors argue that if frailty is largely separable from the process
of aging because it is susceptible to active intervention and varying degrees of
reversal (Koller and Rockwood, 2013).

Grading
Identifying frailty improves prognostication and decision-making in older adults
particularly in the setting of critical illness. Frailty screening effectively identifies atrisk surgical patients and is associated with a significant reduction in mortality when
intervention is rationalised. (Ernst et al., 2015) When people are so frail that they
cannot withstand interventions that can cause significant injury, such as surgery or
chemotherapy, then appropriate end-of-life care should be the focus (Koller and
Rockwood, 2013). The default position should not always be do everything,
quantifying frailty can help minimize interventions that are futile or burdensome and
that are not expected to ease symptoms and have the potential to worsen cognition
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and function. Goals should be aligned with the frailty burden (Koller and Rockwood,
2013).
By recognizing frailty and measuring it objectively, clinicians can better engage
patients and their loved ones in difficult discussions about treatment plans and
prognosis, and ultimately deliver better palliative care.

Measuring Frailty
There is no accepted gold-standard way of measuring frailty, likely because there is
no accepted standardised definition. Various scales have been suggested and these
are detailed in appendix 1. The various scales for measuring frailty vary in their
relevance depending on where patients are on their trajectory. As described in the
table above, the purpose of some is to detect the pre-frail, aiming to provide
interventions that can improve or even reverse frailty. “By recognizing frailty and
measuring it objectively, clinicians can better engage patients and their loved ones in
difficult discussions about treatment plans and prognosis, and ultimately deliver
better palliative care” (Koller and Rockwood, 2013). Despite this, none of these
scales are specifically designed to identify the palliative phase of frailty or aid
communication between generalist and geriatric services and palliative care
providers.
It is possible to map the varying measures of performance and frailty used in clinical
practice to each other using their scale descriptors and literature review to establish
equivalent levels in relationship to prognosis, short- and long-term outcomes and
suitability for treatment. Extrapolation of this data enables the Karnofsky
Performance Scale (KPS), Australia Modified Karnofsky Performance Scale (AKPS),
Palliative Performance Scale (PPS) and Eastern Cooperative Oncology Group
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Performance Score (ECOG) which are routinely collected in Specialist Palliative
Care (SPC) (Witt J, Murtagh FEM, de Wolf-Linder S, Higginson IJ, 2014) to be
mapped to the Clinical Frailty Scale (CFS) (part of the Comprehensive Geriatric
Assessment) (Rockwood et al., 2005) and consequently these performance
measures may be used as proxy measures of frailty. Studies used during this
process are described in detail in the text and in summary in the tables in
appendices 2 and 3.
Measuring Performance
Initiatives supporting the routine use of clinical assessment tools, outcome measures
and benchmarking in specialist palliative care include The Palliative Care Outcomes
Collaboration (PCOC), Australia, and the Outcome Assessment and Complexity
Collaborative (OACC), UK. None of these initiatives utilise frailty measures. (Witt et
al., 2015)
The AKPS is used as the standard way of recording overall performance in palliative
medicine in many countries internationally including the UK and Australia and is felt
to be an accurate way of describing level of function in this context. (Abernethy et al.,
2005; Witt J, Murtagh FEM, de Wolf-Linder S, Higginson IJ, 2014) Performance
across 3 domains, work, activity and self-care, results in a single score between 0%
(dead) and 100% (fully independent). The score is based on general observation of
ability to perform common tasks and takes 2 minutes to complete. (Witt J, Murtagh
FEM, de Wolf-Linder S, Higginson IJ, 2014)
AKPS is a modification of Karnofsky Performance Status Scale (KPS) and the
Thorne Modified Karnofsky Performance Scale (TKPS). The former was regarded as
the gold standard performance measure for inpatient oncology and using the
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necessity of hospitalisation as one of its defining features had good validity and
reliability ratings (Karnofsky and Burchenal, 1949; Schag, Heinrich and Ganz, 1984).
The latter is a version of the KPS developed for community-based care. (Nikoletti S,
Porock D, Kristjanson LJ, Medigovich K, Pedler P, 2000) Modification of the KPS
and TKPS to AKPS was motivated in part to ensure its applicability in any care
setting, particularly those specific to SPC. As a result, AKPS focusses on functional
ability rather than place of care, it is the preferred performance scale of SPC nurses
and is seen as an efficient and pragmatic way of summarising the performance of a
patient and predicting appropriate interventions regardless of care location. Although
less data on validity and reliability exists for the AKPS, this measure has shown high
levels of agreement with the original measures (KPS and TKPS) and may be
presumed to have similar properties.(Abernethy et al., 2005)
The OACC suite of measures used as standard in the UK includes the palliative care
phase which is predictive of the need for SPC services. (Mather H, Guo P, Firth A,
Davies JM, Sykes N, Landon A, 2018) When phase deteriorates AKPS has been
shown to reduce by a median of 10 (range -10 to 50). (Abernethy et al., 2005)
Together they are said to provide a more meaningful picture of the patient’s status.
(Witt J, Murtagh FEM, de Wolf-Linder S, Higginson IJ, 2014)
Performance measured using AKPS is directly related to survival (the Spearman
correlation coefficient of baseline AKPS and overall survival is 0.26, p < 0.001) in
both intermediate AKPS 50-70% and lower AKPS 10-40% ranges. Specifically, it is
more predictive of survival and has better face validity at lower values than the KPS.
AKPS has longitudinal test-retest reliability and trends consistent with the
established palliative care trajectories of illness. (Abernethy et al., 2005) Patient and
clinician ratings have been positively assessed. (Jeyasingam et al., 2008)
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Abernethy et al (2005) described that future work is required to validate AKPS in
diverse palliative care populations including those with non-malignant disease and
high levels of disability. Only a minority of their patients were bedridden in their
study, and they reflect that “evaluation on a palliative care unit with more severely
disabled patients might show other results.” 92% of patients in their study had cancer
therefore application of its conclusions to those with non-malignant disease is
limited. The authors also called for the performance of the AKPS to be compared to
alternative measures of function (Abernethy et al., 2005).
The Palliative Performance Scale (PPS), is an alternative modification of the
Karnofsky Performance Scale which incorporates five observer-rated parameters
(ambulation, activity and evidence of disease, self-care, intake, and level of
consciousness). The PPS appears to be a valid, reliable and useful tool with the
ability to predict outcome and prognosis, irrespective of other clinical or demographic
variation in patients admitted to PCUs in both in Canada and Australia. Areas of PPS
use include aiding communication, prognostication, disease monitoring, care
planning, hospital resource allocation, clinical teaching and research. (Anderson et
al., 1996; Morita et al., 1999, 2000; Downing et al., 2007; Hewett et al., 2009)
Downing et al performed an international large data meta-analysis on 1,808 patients
from four original datasets to reveal a strong association between PPS and survival.
The Kaplan-Meier survival curves show each PPS level as distinct, with a strong
ordering effect in which higher PPS levels are associated with increased length of
survival. (Virik and Glare, 2002) PPS has been shown to have good overall interrater reliability in an outpatient palliative setting, but more research is needed to
establish the validity and reliability of the tool in a variety of different areas of SPC
(Ho et al., 2008).
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Internationally, Oncologists utilise and are familiar with the 5 point Eastern
Cooperative Oncology Group performance score (ECOG). (Zubrod et al., 1960) It
uses a scale from 0 (best performance) to 4 (worst performance). It has not been
tested in non-malignant palliative care populations and is poorly discriminatory in
those with moderate to high levels of disability. AKPS can be mapped to ECOG but
not the other way round. (Verger, Eugenia; Salamero, Manel; Conill, 1992; Ma et al.,
2010) Translating between scores may introduce a higher degree of error at the
lower performance scores. (Zimmermann et al., 2010) ECOG may be seen as a
simpler way of discriminating patients with widely different prognosis and therefore
appropriately assessing suitability for oncological treatment. (Verger, Eugenia;
Salamero, Manel; Conill, 1992; Buccheri, Ferrigno and Tamburini, 1996)
Myers et al assessed the correlation and interrater reliability for KPS, AKPS, PPS
and ECOG in the outpatient, in-patient and hospital palliative care setting amongst
patients with a multitude of diagnoses but majority malignant. The authors
demonstrated highly significant linear correlation between all four scales, with no
scale demonstrating superior inter-rater reliability. Level of training of the use of the
scales was found to be more important than experience or profession. (Grossman et
al., 2014) Further evaluation in the oncology clinic setting found inter-rater
agreement was good for PPS, KPS and ECOG, however physician’s rate higher
performance scores than nurses when using the PPS and the ECOG, therefore KPS
may provide greater consistency. Physician and nurse scores of ECOG, KPS, and
PPS were all correlated with Edmonton Symptom Assessment System patient rating
(Campos et al., 2009).
Johnson et al (2014) compared New York Heart Association Classification, KPS and
AKPS concluding that NYHA discriminates poorly between clinically important
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performance states in people with advanced disease and using the AKPS in
conjunction provides useful additional information (Johnson et al., 2014).
Are performance scales and frailty-scales the same thing?
The literature supports the hypothesis that performance scales and frailty scales may
be viewed as equivalent and the varying nomenclature only serves to impair effective
interdisciplinary working. Inter-specialty communication amongst healthcare
professionals improves patient care and requires the use of common tools for
evaluating presenting conditions (Myers et al., 2010).
Grossman et al created a translation between the Clinical Frailty Scale (CFS) and
Palliative Performance Scale (PPS), to create a common language and help improve
communication between geriatric and palliative care teams (Grossman et al., 2014).
This multisite study (settings included home, specialist units and hospitals) was
limited to older adults (aged 80.9±8.0) but included both those with malignant (51%)
and non-malignant (49%) terminal diagnoses (N=120). Interrater reliability of each
measure was very high for the CFS (weighted κ=0.92) and PPS (weighted κ=0.80).
The CFS-PPS score matching that achieved maximum agreement (weighted κ=0.71)
was used to create a conversion chart between the two measures, this has been
utilised in appendix 3.

Pathophysiological effects
The Pathophysiology of frailty is not fully understood however it is widely accepted
that it is a dynamic process where deterioration is more common than improvement
(Pal and Manning, 2014). Frailty is associated with ageing however, as described
above it can also occur independent of chronological maturity. Not everyone
acquires deficits at the same rate and is at the same short term risk of dying (Koller
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and Rockwood, 2013). Frailty is caused by chronic disease, particularly multiple
comorbidities (Pal and Manning, 2014), genetic disorders, injury and lifestyle factors
(Bortz, 2002).
Frail elderly are more vulnerable to external stressors and have an increased risk of
adverse health outcomes/consequences of frailty or frailty syndromes, including;
delirium, functional decline/disability, impaired mobility, falls, social withdrawal,
hospitalisation, institutionalisation and death (Koller and Rockwood, 2013;
Windhaber et al., 2018; Hale, Shah and Clegg, 2019). The overall contribution of
socioeconomic position to the development and progressions of frailty is
incompletely understood (Hale, Shah and Clegg, 2019).

Epidemiology
It is widely known and accepted that populations are ageing internationally. Both
dependent and independent of this frailty is also becoming more prevalent. The
exact prevalence is problematic as it depends on the definition or measurement
scale used, as described above none of these are deemed the gold standard or used
consistently in public health, geriatrics or specialist palliative care.
Authors quote that 1.8million people in the UK were frail in 2019, 4% of 65–69-yearolds,10% of people over 65 years and 25-50% of those aged over 85 years. With the
ageing population it is thought that 25% of people aged 65 and older in Europe will
be frail by 2050. Regardless of the definition frailty is undoubtedly a huge problem
(Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019).
With ageing populations, changes in lifestyle and medical developments such as
screening, the disease patterns are changing. People aged 85 and older are more
likely to die of cardiovascular disease than cancer, therefore palliative care service
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delivery needs to change from one that was centred around cancer to one that is
flexible to the needs of those with non-malignant disease and multimorbidity. Older
people often now have multimorbidity causing decline over a longer time period. In
addition cognitive impairments adds an extra complexity with one quarter of the
people aged 85 years and older having dementia (Lipman, 2012).

Causes and Consequences
The frailty fulcrum depicts how keeping the multiple changes that occur in our life
balanced becomes more difficult over time and, as we get more frail the likelihood of
relatively small things causing more significant imbalance increases. The model
describes destabilisers and stabilisers and their impact on vulnerability and
resilience. The multiple aspects of an individual’s life are described as a series of
“domains” these include, social environment (family, friends, communities, social
support, level of interactions), physical environment (socioeconomic living conditions
and places we visit), psychological status (anxiety, depression, loneliness, loss of
confidence, lack of motivation, purpose, dignity, grief and bereavement), physical
problems (chronic and acute) and systems of care. These contain factors may
increase vulnerability or increase resilience. Consideration of each of the domains
allows for holistic patient management. The fulcrum explains that if difficulties in one
area are irreversible, resilience can be built in up in another domain, stabilising the
fulcrum and improving quality of life. This explanation is easily understood by
healthcare professionals and lay persons alike and allows person centred care to be
delivered (Rohwer, Schoonees and Young, 2014; Linnemann et al., 2016; Coats,
Paganelli, Starks, Lindhorst, Starks Acosta, et al., 2017; Ferrell et al., 2019; Hale,
Shah and Clegg, 2019).
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Clinical Care
The goal of palliative care is to relieve suffering and improve the quality of life of
people with life threatening illness. It is increasingly believed that palliative care has
much to offer when a patient’s health is deteriorating, and not just at the end of their
life (Bone et al., 2016). Frailty can profoundly affect quality of life. (Raudonis and
Daniel, 2010). Frail adults benefit from palliative care provided multidisciplinary team
(MDT) led comprehensive, person-centred plans of care from the time of diagnosis
throughout the illness trajectory. Recognizing that frailty, independent of other
specific diagnoses, is associated with a limited life expectancy and is an indication
for palliative care is the first step required to decrease suffering and improve the
quality of life for frail older adults. Other disease independent markers for beginning
palliative care that can be helpful in the context of frailty are, functional dependence,
cognitive impairment, symptom distress, and family support needs (Raudonis and
Daniel, 2010).
Key stakeholder agree that palliative care can benefit patients in a number of ways,
including management of complex symptoms, planning future care, and providing
reassurance to carers (Bone et al., 2016). Current evidence states that the palliative
care needs frail older adults are not assessed and not treated effectively (Pal and
Manning, 2014).

Stow et al., 2019 performed a systematic review and narrative synthesis asking,
“What is the evidence that people with frailty have needs for palliative care at the end
of life?” Thirteen different measures or definitions of frailty were used. People with
frailty experience pain and emotional distress at similar levels to people with cancer
and report a range of physical and psychosocial needs, including weakness and
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anxiety. Functional support needs were high and were highest where people with
frailty were cognitively impaired. Individuals with frailty often expressed a preference
for reduced intervention, but these preferences were not always observed at critical
phases of care. The authors concluded that people with frailty have varied physical
and psychosocial needs at the end of life that may benefit from palliative care. Frailty
services should be tailored to patient and family needs and preferences (Stow et al.,
2019).

Structure and Processes of Care
It is accepted that in order to care appropriately for patients with frailty consideration
of the structure and processes of care is important. MDT assessment based on
patient and family care goals is important throughout a patient’s trajectory, with
careful consideration of place and appropriate level of care (Ferrell et al., 2019).
It is recognised that patients with advanced frailty are a major target group for
generalist and specialist palliative care. However, frailty poses special challenges to
how we organise and deliver such care. (Koller and Rockwood, 2013) Applying the
standard model of palliative care to those with frailty has its challenges not least
because a specific diagnoses cannot be relied upon to trigger referral to palliative
care and the trajectory of illness is difficult to predict. (Bone et al., 2016) GPs find
that delivering care to elderly patients with frailty is highly time-consuming, and their
needs are complex due to multimorbidity, polypharmacy and difficulties providing
coordinated care from different providers). Improvements in multi-professional
working and plans for adequate remuneration are required (Müller-Mundt et al.,
2013).
The importance of the holistic management of individuals with frailty is stressed
throughout the literature, the publication “Ambitions for palliative and end of life care”
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stresses that each person must be seen as an individual whose comfort and
wellbeing are maximised and who has fair access to care which is well coordinated
and carried out by staff who are prepared, in terms of knowledge, skills, attitude and
support, to care, within a wider community which is prepared to help (Wee, 2016).
Palliative care for those with frailty should include optimal medical treatment
including preventive, life-prolonging, rehabilitative, and palliative measures in varying
proportion and intensity based on the individual patient’s needs and preferences.
(Raudonis and Daniel, 2010). The best palliative care will include multimodal
palliative efforts across the spectrum of settings, from the home to the hospital and
nursing home, common language in which to engage in a conversation with the
same goal in mind: optimizing quality of life.
The importance of good palliative care, for those with frailty, is increasingly
recognised, whilst the difficulties of prognostication are acknowledged, and it is
appreciated that appropriate care is unlikely to fit with current palliative care service
models. Good palliative care can only be provided to patients with frailty if all primary
and secondary care physicians are able to identify and manage most needs of frail
older adults whilst knowing when to turn to a SPC services. In turn SPC needs to be
aware of the requirements of their service and compliment those services delivered
by others (Pal and Manning, 2014).
Generalist palliative care should be introduced as soon as frailty is diagnosed, with
an increasing emphasis on the palliative approach as frailty advances. It is
recognised that acute hospital admissions present an ideal opportunity to identify
frail adults, start preference discussions and advance care planning. Ensuring frail
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patients are placed on the general practitioner’s (GP’s) palliative care register
improves outcomes for patients (Pal and Manning, 2014).
There are varying opinions of when and how specialist palliative care should be
introduced. Geriatric and palliative medicine have numerous commonalities arguably
the most important of which is the holistic assessment of the family unit. It is widely
agreed that geriatricians should lead the management of the frail, particularly early
during the disease process, when improving frailty and halting progression might be
possible. A move might be made for general practitioners to lead care when frailty is
more severe, and the focus of care is in the community environment. improved
communication between hospital and community services is therefore required to
appropriately look after frail patients, this required communication with and referral to
specialist palliative care when appropriate (Rohwer, Schoonees and Young, 2014)
It has been suggested that referral to SPC should start early when the person is
vulnerable to decline to establish a relationship with the team. However, it is
acknowledged that timing of referral must balance the possible benefits of early
intervention with the reality of finite specialist resource (Bone et al., 2016). Patients
with frailty may have palliative care needs at any point in the illness trajectory and
not just the terminal phase. As such, palliative care should be integrated into chronic
disease management, given the fact that with non-malignant disease, the point in
later life at which “really sick becomes dying” can be more difficult to determine than
for those with non-malignant disease (Lipman, 2012). Specialist palliative care
should become involved when patients have persistent or refractory symptoms and
for timely advance care planning discussions. When referral is based on problems
rather than prognosis authors have argued that recurrent and staged palliative care
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involvement is likely to be the most effective and equitable model (Pal and Manning,
2014).

There is a significant body of literature reporting frailty is an independent predictor of
poor prognosis in single specified diseases/disease groups. Examples of these
include malignancy and its treatment, heart failure, acute coronary syndromes,
dialysis, surgery (specifically neurosurgery, orthopaedic surgery, transplant surgery
and general surgery and burns). The presence of frailty and these conditions have
been suggested as triggers for short term intervention by SPC. As such the SPC
workforce should be able to identify and support older people with palliative care
needs in various settings, including the community, homes, nursing homes and
hospices and in hospitals, including intensive care settings (Lipman, 2012).
(Bone et al., 2016) explored how palliative care can be integrated into existing health
services to support older people and their carers living at home or in a care home.
Informed by previous work, they proposed a short-term intermittent service delivered
by a specialist palliative care team working in an integrated way with GPs and
community nurses with important features of a key worker and single point of
access. Key stakeholders agreed that such a model had potential benefits for older
people and carers within community settings but differed in opinion on the optimal
timing and indications for this service. The authors acknowledge that the model now
need to be put into practice and evaluated concluding that robust evidence is needed
to inform a much-needed shift in provision of care for frail older people.

It is also acknowledged that the care of frail patients in hospital may also require
input from specialist palliative care. Studies have assessed symptoms in older
intensive care unit (ICU) survivors concluding that post-ICU frailty identifies those
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with the greatest palliative care needs (Pollack et al., 2017). Among critically ill older
adults, there are gaps in the provision of specialty and generalist palliative care
consultation and more research should explore how frailty assessment should be
integrated into the delivery of palliative care in the hospital setting (Huijberts,
Buurman and De Rooij, 2016). There is a need to better identify the palliative and
end of life care needs of patients with frailty and organ failure, they had highest rates
of geriatric conditions at hospital admission and missing information on advance care
planning of their cohort (Sanchez-Reilly and Ross, 2012; Huijberts, Buurman and De
Rooij, 2016).

Authors agree that the wide range of health needs of older people often requires joint
working between many sectors. It must be ensured that care is integrated and joint
working should include improving education both in palliative care for generalists and
frailty for those working in SPC (Lipman, 2012). A pro palliative care culture requires
team development across all care settings. The importance of appropriate specialist
palliative care goals, service vision, organisation and integration, across diverse
settings is needed to ensure appropriate palliative care is delivered to those with
frailty (Coats, Paganelli, Starks, Lindhorst, Starks Acosta, et al., 2017).
Palliative and Therapeutic Harmonization (PATH) has been proposed as a model for
Appropriate Decision-Making in Frail Older Adults. It is recognised that frail older
adults face increasingly complex decision-making processes about medical and
surgical care and standards and protocols for single system disease are not easily
translated to multisystem disease where benefits and risks are more difficult to
predict, whilst cognitive impairment produces further difficulty. Frailty is associated
with unfavourable response to medical and surgical interventions and standard of
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care interventions must also align with individualised goals of treatment, any
burdensome treatments must produce clinically meaningful benefits (Moorhouse and
Mallery, 2012).

Assessment
Comprehensively evaluating the health care needs of people who are frail requires
assessment of their cognition, function, mobility, balance, and social circumstances,
in addition to understanding their medical problems. (Koller and Rockwood, 2013)
Frail safe, is a checklist to improve the safety of frail patients during hospital
admissions. The MDT are asked to consider risk related to confusion, delirium and
underlying dementia, equipment, related to reduced mobility including the risk of
VTE, risk of falls, pressure ulcers, adverse drug reactions and advance care
planning. This is aimed to improve care though provision of a comprehensive holistic
assessment (Lipman, 2012).
The aims of a holistic assessment of a frail patient are to; identify and treat reversible
causes of decline, detect and control troublesome symptoms, and form
individualised treatment plans, screen for weight loss, pain, dyspnoea falls,
depression and insomnia, assess severity of frailty and identify those with worse
prognostic indicators, communicate to the patient and the family the prognostic
implications of frailty, its likely course, and available support (Pal and Manning,
2014).
A widely accepted way of achieving these aims is through the Comprehensive
geriatric assessment (CGA), a holistic assessment of need. Current guidance from
the Royal College of Physicians (Royal college of Physicians, 2012) recommends
any patient admitted with the presence of one or more of the frailty syndromes (falls,
delirium and dementia, polypharmacy, incontinence, immobility) should have a CGA
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which has been proven to reduces the risk of cognitive or functional decline,
institutionalisation and death (Pal and Manning, 2014). The CGA involves review of
acute and chronic conditions, medication, nutritional status and problem list in the
medical domain, assessment of cognition, anxiety and depression in the
psychological domain, ability to perform activities of daily living and exercise and gait
and balance assessment in the functional capacity domain, level of support, financial
situation and entitlements in the social domain, and home facilities, equipment,
assisted technologies in the home environment domain.
Currently there are gaps in the provision of specialist and generalist palliative care
for critically ill older adults and more research should explore how frailty assessment
should be integrated into the delivery of palliative care in the hospital setting (Enilari
et al., 2018). Indicating that referral to palliative care for these patients may be
appropriate and use of a frailty scale to detect these patients may be beneficial.
(Miller, Maxwell and Karlekar, 2016) Other studies have concluded that preoperative
palliative care consultations ordered by surgeons are associated with reduced
mortality rates (Ernst et al., 2015).

Physical Care
The illness trajectories tell us that as frailty progresses, individuals face an
increasing frequency of acute health related problems and frailty syndromes, the
appropriate holistic management of these are key to ensuring appropriate care in line
with the patient’s wishes as they approach the end of their life (Theou and
Rockwood, 2015).
Multi-disciplinary palliative care teams do not receive training in the health of older
people, specifically those with frailty. The wider “palliative literature” does not include
teaching about the frailty syndromes e.g. urinary incontinence and falls and as such
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those providing palliative care for such individuals may feel ill equipped (Lipman,
2012). As such, frail patients physical symptoms are often under assessed and
under treated especially in the presence of cognitive impairment (Lipman, 2012).
Attention should be given to basic symptom management, and how this needs to be
modified in order to safely treat frail patients. This should include assessment and
management of common symptom clusters such as pain (which may be refractory to
basic measures), nausea, vomiting and anorexia, dyspnoea, fatigue, diarrhoea and
constipation and incontinence (Shvartzman et al., 2011; Sanchez-Reilly and Ross,
2012; Rohwer, Schoonees and Young, 2014; Ferrell et al., 2019) .There is an
independent association between self-reported pain and frailty in older patients,
persistent pain directly worsens frailty (Shega et al., 2012). The assessment
management of pain in frail patients receives special attention in the literature as an
important factor that effects quality of life, as well as frailty itself. Pain is a
complicated subjective symptom, assessment of which is often difficult. The use of
nonverbal pain scales and vigilant assessment of behavioural signs of pain (facial
expressions, vocalisations, body movements, changes in interpersonal reactions) is
paramount skills for clinicians providing palliative care to patients with cognitive
impairment. Caregivers and loved ones should be included in the assessment
process (Wale, 2014).
The benefits of symptom control have been widely acknowledged to result in higher
functional status, better quality of life, and greater patient and relative satisfaction.
The fact that patients are frail and under the care of a palliative service should not
preclude appropriate curative treatments (such as antibiotics), which might improve
functioning, and quality of life (Pal and Manning, 2014).
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The management of emergencies in the context of frailty requires specific
consideration. Interventions appropriate for those with more physiological reserve
are potentially detrimental to quality and quantity of life in the context of frailty and
this should be taken into account and incorporated into advanced care planning
(Shvartzman et al., 2011).

Pharmacology
The main issues associated with the treatment of symptoms in the context of frailty
are undertreatment, increased adverse events and polypharmacy. The same classes
of drug should be used as in younger or non-frail patients. Starting doses should be
low and titration should be careful to optimal doses. Polypharmacy and adverse drug
events contribute significantly to poorer health, hospital admissions, morbidity,
mortality and length of hospital stay. Clinicians looking after frail patients should
ensure they continue drugs that contribute to symptom control whilst stopping those
causing adverse effects, or preventative drugs that are unlikely to provide benefit in
those with short life expectancies (eg statins). Specific tools are available to assist in
this process (eg STOPP/START) (Pal and Manning, 2014). Improved knowledge of
pharmacology specifically age related changes drug pharmacokinetics is important
(Shvartzman et al., 2011; Lipman, 2012) as is the ability to maximise adjunctive
therapies e.g. topical cold and heat (Koller and Rockwood, 2013).

Rehabilitation
The specific management of frailty includes diet, physical exercise/progressive
resistance exercise/tai chi/physiotherapy. These should be considered in the
palliative context as they still have the potential to increase functioning and quality of
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life, however awareness that as frailty progresses they may have less of a role is
also important (Raudonis and Daniel, 2010).

Prognostication
It is well recognised that identifying frailty improves prognostication and decisionmaking in older adults (Thompson and Huisingh-Scheetz M., Mailliard L., 2012). A
systematic review and meta-analysis evaluated the epidemiological evidence on the
prognostic role of comorbidity and frailty in colorectal cancer patients. However,
despite the reviews reasonable size (Thirty-seven cohort studies were identified)
only two of these were on frailty. The authors conclude that both comorbidity and
frailty are strong prognostic factors of survival in colorectal cancer patients however
evidence of the former is more convincing than the latter (Boakye et al., 2018). Other
authors states that mild frailty is associated with a 50% five-year survival and the
mortality rates for frail older people in the year following discharge from acute
medical units (AMUs) are high (26% in one series) (Pal and Manning, 2014).
Once frailty is diagnosed some of the tools described above as well as other
specifically proposed for prognostication can be used. The survey of health, ageing
and retirement in Europe frailty instrument (SHARE-FI) predicts mortality in frailty
using age, comorbidities, disability, self-rated health, education and depression
(Romero-ortuno, 2012). The frailty index has been suggested as a good indicator of
prognosis (Maida and Devlin, 2015; Ma et al., 2016). Literature supports the fact that
the end-of-life trajectory of frailty is a slow progressive functional decline in the years
preceding death. Studies have shown that the frailty index demonstrates an
acceleration as death approaches followed by a plateau. This may be useful on a
population level but authors conclude that identifying the start of a ‘terminal phase’ in
individual patients is still challenging (Pal and Manning, 2014; Stow, Matthews and
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Hanratty, 2018). The Gold Standards Framework is the universally accepted tool for
prognostication in the community, the following factors in individuals with frailty
should prompt consideration that the patient is within the last year of life: Multiple co
morbidities with significant impairment in day to day living and deteriorating
functional score e.g. performance status and a combination of at least three of the
following symptoms: weakness, slow walking speed, significant weight loss,
exhaustion, low physical activity, depression (Thomas, 2011).
More generalised tools used to prognosticate in palliative care have been developed
predominantly (or exclusively) in advanced cancer populations. Therefore, clinicians
caring for patients with advanced organ failures, degenerative neurological
conditions and frailty should use these tools with caution (Chu, White and Stone,
2019). Different biomarkers are likely to help with different aspects of frailty
management, specifically diagnosis, management/intervention and prognostication,
but more research is required before they are used in common practice for
prognostication (Muscedere et al., 2019).

End of Life Care
75% of patients with frailty and organ failure die within 3 months of an acute
admission to hospital. Recognition and care of the imminently dying is an important
part of the management of patients with frailty (Shvartzman et al., 2011; Huijberts,
Buurman and De Rooij, 2016; Ferrell et al., 2019).

Psychological
The interface of physical and psychological problems should be given special
consideration. Psychological symptoms can have a significant effect on physical
symptoms and visa-versa, particularly relevant in delirium. Holistic assessment of the
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patients is therefore incredibly important. Consideration must be given to depression,
confusion, insomnia, anxiety, grief, and existential distress (Coats, Paganelli, Starks,
Lindhorst, Starks Acosta, et al., 2017).

Social
Frail people often have weakened social networks and this lack of support for holistic
care results in an increased reliance on external care providers (JRCPTB, 2010b,
2019; Just et al., 2010). The safeguarding process also has particular relevance
when caring for someone with frailty, consultants dealing with patients with frailty
should be able to recognise safeguarding concerns effectively, evaluate patients and
their circumstances following a safeguarding concern and act appropriately in the
best interests and safety of the patient (Cooke, Oliver and Burns, 2012).

Communication
By the time of consultancy, the palliative care physician should be an expert in
communication with the patient, the family unit and other members of the MDT. This
is paramount to ensure the delivery of co-ordinated compassionate care (SanchezReilly and Ross, 2012; Coats, Paganelli, Starks, Lindhorst, Starks Acosta, et al.,
2017).
The palliative management of frailty requires specific skills which allow the
coordination of care over time across a multitude of settings (Coats, Paganelli,
Starks, Lindhorst, Starks Acosta, et al., 2017). Any patient has the potential to
improve, stabilize, worsen, or die therefore clinicians must be able to convey
uncertainty whilst using descriptions of accumulating deficits as evidence when
communicating with the patient and their relatives (Koller and Rockwood, 2013).
Training should ensure patient centred communication, considering the rationale for
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palliative care involvement, specifically, what it offers patients and families and its
relevance throughout the natural history of the disease process. The documentation
of frailty, or worsening of frailty scores, should trigger the need for patient-centred
discussions about treatment options and goals of care. Patients labelled as frail are
at high risk of readmission to hospital because they are often given unrealistic
expectations for improvement and rehabilitation. The reason for readmission among
“frail” patients may be related to the lack of the appropriately timed discussions
considering community-based care in hospices, community hospitals, nursing homes
or in patients own homes (Maida and Devlin, 2015).
The aim of advance care planning is to establish the goals of care for an individual
based on a holistic assessment, appropriate clinical treatment and their personal
values. Timing is important and should take into consideration the potential for future
cognitive impairment and loss of capacity which occurs in many frail older patients. It
makes it more likely that patient’s wishes are known and achieved, and consequently
end-of-life care is improved. There is documented reduction in stress, anxiety and
depression in surviving relatives (Lipman, 2012; Pal and Manning, 2014).
Discussions should include prognostication, resuscitation status, legacy building, and
how to appropriately support grief and bereavement. Planning in advance does not
necessarily preclude curative approaches or investigations, however it must be
explained that interventions often become less beneficial, and potentially more
harmful, as frailty progresses (Koller and Rockwood, 2013; Bronnert, 2014).
More advanced communication skills are required to facilitate resolution of conﬂicts
between families and inter-professional team members particularly regarding futility,
as the definition of such a concept is often difficult to understand. Facilitating family
meetings and care conferences is an important skill that should be recognised and
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competence achieved by completion of training. (Shvartzman et al., 2011; Coats,
Paganelli, Starks, Lindhorst, Starks Acosta, et al., 2017).

Ethics
Key ethical issues may have particular relevance for patients with frailty, specifically
lack of autonomy, presumed incompetence and equitable use of palliative care
services (JRCPTB, 2010; Shvartzman et al., 2011; Ferrell et al., 2019).

Leadership
A pro palliative care culture within frailty services requires team development and
education (Maida and Devlin, 2015).

Education
A recent review demonstrated that there are no relevant publications addressing the
evidence for and sustainability of educational/training programmes for frailty
management. This is surprising given several educational programmes in different
countries exist. The authors concluded that a significant knowledge gap exists in the
scientific literature regarding education and training of health care workers regarding
the management of frailty and further research is needed to identify effective
educational strategies for health professionals to prevent and manage frailty
(Windhaber et al., 2018).
The training requirements are diverse in terms of both grade, speciality and
profession. Palliative care physicians need not only to be appropriately educated
themselves they also need to be able to educate others (particularly non specialist
services) on the palliative management of frailty. Different training components need
to be prioritised (Coats, Paganelli, Starks, Lindhorst, Starks Acosta, et al., 2017). It
must be appreciated that interdisciplinary education (“occassions when two or more
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professions learn with, from and about each other to improve collaboration and the
quality of care” (Hayakawa et al., 2016)) has an important role to play in improving
care of frail older people, particularly to enable the appreciation of the roles of other
professions and services (Rohwer, Schoonees and Young, 2014).
Various primary research papers and review articles highlight the importance of
inter-professional education (McKelvie et al., 2019). The comprehensive Geriatric
Assessment is an important basis for a curriculum and classroom teaching and
supervised practice is an effective way of competency achievement in the
assessment and management of patients with frailty in the community (McKelvie et
al., 2019). The same is true in the urgent care setting and important topics include
community services, mobility, dementia, occupational therapy, polypharmacy, and
delirium. Sessions were well evaluated by physiotherapists, occupational therapists,
nurses, advance nurse practitioners, case-managers, doctors, pharmacists, and
students from respective professions including the ambulance service. Mixed
dissemination techniques allow a broader range of access than just face-to-face
teaching (Hayakawa et al., 2016).
There is a need for palliative care physicians to be able to promote and invest in
palliative care skills through the education of staff across all settings (including the
community) to ensure the provision of the best palliative care for frail patients. The
likely topics required for teaching include, advance care planning, goals of care,
geriatric assessment (mostly by the geriatricians but a basic understanding is
important), polypharmacy and deprescribing, symptom management, managing
conflict. Training of health care professionals in both hospital and community setting
is fundamental to ensure that people can be cared in their place of choice and that
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discharge from hospital to a preferred place of care is well managed (Lipman, 2012)
(Lally et al., 2019).

Research
There is a lack of evidence base for the palliative management of frail patients,
further research is required to establish the best model for the provision of palliative
care to those with frailty is required in all settings (Bone et al., 2016; Nicholson and
Richardson, 2018; Stow et al., 2019)
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Appendix 6. Grading Frailty
Name/Reference

Grading/scoring

Components/Measurements

The Fried Index

Frail 3-5

Phenotype/Performance based assessment based on “physiologic triad” of sarcopenia and immune and

(Fried et al., 2001)

Pre-frail 1-2
Robust 0

neuroendocrine dysregulation.
Performance on 5 variables
unintentional weight loss, self-reported fatigue, slow walking, muscular weakness and low levels of
energy

Frailty index (FI)
(Mitnitski, Mogilner and
Rockwood, 2001)

0-1

The NHS England GP contract requires practices to identify patients at risk of frailty using an appropriate
tool. (NHS ENGLAND, 2018) The electronic Frailty Index (eFI) uses electronic primary care record
existing data to identify people aged 65 and over who may be living with varying degrees of frailty. It
uses a ‘cumulative’ model, which measures frailty based on the accumulation of 36 deficits utilising

Described as the electronic

around 2000 read codes. These deficits are a combination of clinical signs, symptoms, diseases,

frailty index (eFI) when

disabilities and abnormal investigations. The score is strongly predictive of adverse outcomes and has

electronic records are used for

been validated in large international studies and approved by NICE. (Davies et al., 2015) The eFI is

score calculation.

presented as a score (presence of 9 out of 36 deficits results in a score of 0.25). Consequently, higher
scores indicate increasing frailty and greater risk of adverse outcomes (those with an eFI > 0.36 have a
six-fold increased risk of admission to a care home in the next 12 months and a five-fold increased
mortality risk, compared to fit older people). (Stow et al., 2018; Stow, Matthews and Hanratty, 2018)
Stow et al., (2018) showed that frailty measured by the eFI at a single time point can predict mortality at
a population level, but it is not effective at identifying individuals at short-term risk of all-cause mortality
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before this would be clinically apparent. (Stow et al., 2018) People aged over 75 who are at highest risk
of death have a distinctive frailty trajectory in the last 12 months of life, with a rapid initial rise from a low
baseline, followed by a plateau. A rapid change in the Electronic Frailty Index (eFI) over a six-month
period is associated with a 180% increased risk of mortality'. They conclude that routine measurement of
frailty can be useful to support clinicians to identify people with frailty who are potential candidates for
palliative care or more specifically at higher risk of dying within 1 year and allow time for intervention.
(Stow, Matthews and Hanratty, 2018)
Clinical Frailty Scale (CFS)
(‘Rockwood scale’, 2008)

9 Point scale form 1 - very fit to 8 - very severely frail

A single/practical descriptor of a person’s state of frailty based on clinical judgement of physical and

and 9 – terminally ill

functional indicators of health and illness burden. The Clinical Frailty Scale (CFS), part of the
comprehensive geriatric assessment (CGA) is a recognised method of summarising the overall level of
fitness or frailty in geriatric medicine. (Rockwood et al., 2005) Research demonstrates that mild frailty
measured in this way is clinically meaningful and is associated
with a 50% 5-year mortality rate in community-dwelling older adults. (Koller and Rockwood, 2013)

The frail scale (Woo, 2015)

Five items:

Assesses frailty in people who are not yet disabled.

• Fatigue
• Resistance (inability to climb one flight of
stairs)
• Ambulation (inability to walk one block)
• Illnesses (more than five)
• Loss of weight (> 5%).
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The Tilburg Frailty Indicator

Two-part questionnaire, of which the first point

Aimed to identify frail community-dwelling older individuals. Constructed around the multidimensional

(Gobbens, MGA Schols and

consists of 10 questions on frailty determinants and

viewpoint of frailty, including disease, disability, social and physical factors. However, cognition is not

ALM van Assen, 2017)

medical comorbidities, while the second part

included in the measurements.

contains physical, psychological, and social
variables (including disability) strongly associated
with frailty.
The Edmonton Frail Scale
(Zimmermann et al., 2010;
Dent, Kowal and Hoogendijk,
2016)

The following domains are measured: cognition,

Bedside measurement that compared favourably with the clinical assessment of geriatric specialists who

general health status, functional independence,

completed a comprehensive evaluation.

social support, medication use, nutrition, mood,
continence, and functional performance.
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Appendix 7. Comparable Scoring of Commonly Used Performance and Frailty Scales
CFS Grade

Clinical Frailty

EFI

PPS

Scale

1

2

Very Fit –

Well –

KPS

AKPS -

Description

Description

PPS/AKPS/KPS
No.
100

ECOG

ECOG Status

Grade

0

People who are

Fit (eFI score 0 - 0.12) – People

Full ambulation,

Normal no

Normal, no

robust, active,

who have no or few long-term

normal activity

complaints; no

complaints, no

able to carry on

energetic and

conditions that are usually well

and work no

evidence of

evidence of

all pre-disease

motivated. These

controlled. This group would

evidence of

disease.

disease

performance

people commonly

mainly be independent in day to

disease, full self-

without

exercise regularly.

day living activities.

care, normal

restriction

They are among

intake, full

the fittest for their

conscious level

Fully active,

age.
People who have
no active disease
symptoms but are
less fit than
category 1. Often,
they exercise or
are very active
occasionally, e.g.
seasonally.
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3

Managing

Well –

90

1

People whose

Fit (eFI score 0 - 0.12) – People

Full ambulation,

Able to carry on

Able to carry on

medical problems

who have no or few long-term

normal activity

normal activity;

normal activities.

physically

are well controlled,

conditions that are usually well

and work some

minor signs or

Minor signs or

strenuous

but are not

controlled. This group would

evidence of

symptoms of

symptoms of

activity but

regularly active

mainly be independent in day to

disease, full self-

disease.

disease

ambulatory and

beyond routine

day living activities.

care, normal

able to carry out

intake, full

work of a light or

conscious level

sedentary

walking.

Restricted in

nature, e.g.,
light house
work, office
work
80

1

4 Vulnerable

While not

Fit (eFI score 0 - 0.12) – People

Full ambulation,

Normal activity

Normal activity

–

dependent on

who have no or few long-term

normal activity

with effort; some

with effort, some

physically

others for daily

conditions that are usually well

with effort some

signs or

signs or

strenuous

help, often

controlled. This group would

evidence of

symptoms of

symptoms of

activity but

symptoms limit

mainly be independent in day to

disease, full self-

disease

disease

ambulatory and

activities. A

day living activities.

care, normal or

able to carry out

common complaint

reduced intake,

work of a light or

is being “slowed

full conscious

sedentary

up”, and/or being

level

nature, e.g.,

tired during the

Restricted in

light house

day.
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work, office
work
70

2

4 Vulnerable

While not

2. Mild frailty (eFI score 0.13 –

Reduced

Cares for self;

Care for self.

Ambulatory and

–

dependent on

0.24) – People who are slowing

ambulation,

unable to carry

Unable to carry

capable of all

others for daily

up in older age and may need

unable to do

on normal

on normal activity

selfcare but

help, often

help with personal activities of

normal job/work,

activity or to do

or to do active

unable to carry

symptoms limit

daily living such as finances,

significant

active work.

work

out any work

activities. A

shopping, transportation.

evidence of

activities. Up

common complaint

disease,

and about more

is being “slowed

occasional

than 50% of

up”, and/or being

assistance

waking hours

tired during the

necessary with

day.

self-care, normal
or reduced
intake, full
conscious level
or confusion
60

2

5 Mildly Frail

These people

2. Mild frailty (eFI score 0.13 –

Reduced

Requires

Able to care for

Ambulatory and

–

often have more

0.24) – People who are slowing

ambulation,

occasional

most needs, but

capable of all

evident slowing,

up in older age and may need

unable to do

assistance, but

requires

selfcare but

and need help in

help with personal activities of

house work

is able to care

occasional

unable to carry

high order IADLs

daily living such as finances,

significant

for most of his

assistance

out any work

(finances,

shopping, transportation.

disease

personal needs

activities. Up
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transportation,

occasional

and about more

heavy housework,

assistance

than 50% of

medications).

necessary,

waking hours

Typically, mild

normal or

frailty

reduced intake,

progressively

full conscious

impairs shopping

level or

and walking

confusion

outside alone,
meal preparation
and housework
50

3

6 Moderately

People need help

Moderate Frailty (eFI score 0.25

Mainly sit to lie

Requires

Considerable

Frail –

with all outside

– 0.36) – People who have

unable to do any

considerable

assistance and

limited selfcare,

activities and with

difficulties with outdoor activities

work extensive

assistance and

frequent medical

confined to bed

keeping house.

and may have mobility problems

disease,

frequent medical

care required

or chair more

Inside, they often

or require help with activities

considerable

care.

have problems

such as washing and dressing

assistance

with stairs and

required, normal

need help with

or reduced

bathing and might

intake, full or

need minimal

drowsy

assistance (cuing,

conscious level

Capable of only

than 50% of
waking hours

+/- confusion.
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standby) with
dressing.
40

3

6 Moderately

People need help

Severe Frailty (eFI score > 0.36)

Mainly in bed,

Disabled;

In bed more than

Capable of only

Frail –

with all outside

– People who are often

unable to do

requires special

50% of the time

activities and with

dependent for personal cares

most activity,

care and

confined to bed

keeping house.

and have a range of long-term

extensive

assistance.

or chair more

Inside, they often

conditions/multimorbidity. Some

disease, mainly

than 50% of

have problems

of this group may be medically

assistance,

waking hours

with stairs and

stable but others can be unstable

normal or

need help with

and at risk of dying within 6 - 12

reduced intake,

bathing and might

months.

full or drowsy +/-

limited selfcare,

confusion

need minimal
assistance (cuing,
standby) with
dressing.

30

4

7 Severely

Completely

Severe Frailty (eFI score > 0.36)

Totally bed

Severely

Almost

Frail –

dependent for

– People who are often

bound unable to

disabled;

completely

disabled.

personal care,

dependent for personal cares

do any activity

hospital

bedfast

Cannot carry on

from whatever

and have a range of long-term

extensive

admission is

any selfcare.

cause (physical or

conditions/multimorbidity. Some

disease total

indicated

Totally confined

cognitive).

of this group may be medically

care normal or

although death

to bed or chair

stable but others can be unstable

reduced intake

not imminent.

–

Completely

full or drowsy

162

8

Very

and at risk of dying within 6 - 12

conscious level

months.

+/- confusion

Completely

Severe Frailty (eFI score > 0.36)

Severely Frail

dependent,

– People who are often

–

approaching the

dependent for personal cares

end of life.

and have a range of long-term

Typically, they

conditions/multimorbidity. Some

could not recover

of this group may be medically

even from a minor

stable but others can be unstable

illness.

and at risk of dying within 6 - 12
months.

Totally bed

Very sick;

Totally bedfast

bound unable to

hospital

and requiring

do any activity

admission

extensive nursing

extensive

necessary;

care by

disease total

active supportive

professionals

care minimal

treatment

and/or family

intake full or

necessary

20

4

Completely
disabled.
Cannot carry on
any selfcare.
Totally confined
to bed or chair

drowsy
conscious level
+/- confusion

8

Very

10

4

Completely

Severe Frailty (eFI score > 0.36)

Totally bed

Moribund; fatal

Comatose or

Completely

Severely Frail

dependent,

– People who are often

bound unable to

processes

barely arousable,

disabled.

–

approaching the

dependent for personal cares

do any activity

progressing

unable to care for

Cannot carry on

end of life.

and have a range of long-term

extensive

rapidly.

self, requires

any selfcare.

Typically, they

conditions/multimorbidity. Some

disease total

equivalent of

Totally confined

could not recover

of this group may be medically

care mouth care

institutional or

to bed or chair

even from a minor

stable but others can be unstable

only drowsy

hospital care,

illness.

and at risk of dying within 6 - 12

conscious level

disease may be

months.

+/- confusion

progressing
rapidly
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Full ambulation,

Dead

5

Dead

Multiple

Multiple

normal activity
and work no
evidence of
disease, full selfcare, normal
intake, full
conscious level
9. Terminally

Approaching the

Severe Frailty (eFI score > 0.36)

Ill

end of life. This

– People who are often

category applies to

dependent for personal cares

people with a life

and have a range of long-term

expectancy <6

conditions/multimorbidity. Some

months, who are

of this group may be medically

not otherwise

stable but others can be unstable

evidently frail.

and at risk of dying within 6 - 12

Multiple

Multiple

Multiple

months.

(Anderson et al., 1996; Virik and Glare, 2002; Downing et al., 2007; Ho et al., 2008; Campos et al., 2009; Ma et al., 2010; Myers et
al., 2010; Zimmermann et al., 2010; Koller and Rockwood, 2013; Grossman et al., 2014)
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Summary of Australian Modified Karnofsky Performance Scale Mapped to Clinical Frailty Scale to
Provide a Proxy Measure of Frailty
AKPS

CFS

100. Normal, no complaints

1. Very Fit. People who are robust, active, energetic and motivated and
commonly exercise regularly.
2. Well. People who have no active disease symptoms. Often, they exercise
or are very active occasionally.

90. Carry on normal activities. Minor

3. Managing Well. Medical problems are well controlled but not regularly

signs/sx of disease

active beyond walking.

80. Normal activity with effort

4. Vulnerable. Not dependent on others for daily help but often symptoms limit
activities.

70. Care for self. Unable to carry on

4. Vulnerable. Not dependent on others for daily help but often symptoms limit

normal activity/work

activities.

60. Able to care for most needs,

5. Mildly Frail. Evident slowing, and need help in high order IADLs (finances,

occasional assistance

transportation, medications).
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50. Considerable assistance and

6. Moderately Frail. People need help with all outside activities and with

frequent medical care required

keeping house. Often have problems with stairs and need help with bathing
and might need minimal assistance with dressing.

40. In bed more than 50% of the time

6. Moderately Frail. People need help with all outside activities and with
keeping house. Inside, they often have problems with stairs and need help
with bathing and might need minimal assistance with dressing.

30. Almost completely bedfast

7. Severely Frail. Completely dependent for personal care, from whatever
cause (physical or cognitive).

20. Totally bedfast and requiring

8. Very Severely Frail. Completely dependent, approaching end of life.

extensive nursing care

Couldn’t recover from minor illness.

10. Comatose or barely arousable,

8. Very Severely Frail. Completely dependent, approaching end of life.

unable to care for self, requires

Couldn’t recover from minor illness.

equivalent of institutional care
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(Anderson et al., 1996; Virik and Glare, 2002; Downing et al., 2007; Ho et al., 2008; Campos et al., 2009; Ma et al., 2010;
Myers et al., 2010; Zimmermann et al., 2010; Koller and Rockwood, 2013; Grossman et al., 2014)

Summary of Frailty Level and Corresponding Clinical Frailty Scale and Australian Modified
Karnofsky Performance Scale Score
Level of frailty

CFS

AKPS

Mild frailty

CFS 5

AKPS 60

Moderate frailty

CFS 6

AKPS 40-50

Severe frailty

CFS 7

AKPS 30

Very severe frailty

CFS 8

AKPS 10-20
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Appendix 8. Draft Frailty Curriculum for Palliative
Medicine Specialist Trainees
Definition
Define: “frailty” (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014)
Recognise that there is no accepted standardized definition (JRCPTB, 2010b)
Recognise that frailty is not a disease, people with frailty lack a unifying diagnosis. (JRCPTB, 2010b)
Recognise that frailty is not inevitable, it is susceptible to active intervention and varying degrees of reversal (Bortz,
2002; Koller and Rockwood, 2013; RCGP, 2019)
Compare the different definitions of frailty and how these vary in focus and include those with a symptomatic,
diagnostic, physiological, outcome and functional basis (JRCPTB, 2010b; Thompson and Huisingh-Scheetz M.,
Mailliard L., 2012; Koller and Rockwood, 2013; Maida and Devlin, 2015; BGS, 2017; Hale, Shah and Clegg, 2019)
Analyse the relationship between frailty and ageing, that the risk of frailty increases with age, but that frailty is
different from normal ageing and can occur at any age (Bortz, 2002; Koller and Rockwood, 2013; RCGP, 2019)
Analyse the concept of social vulnerability (such as need for care provided by external providers) and compare how
this is different from frailty which is an individual concept (Koller and Rockwood, 2013)

Grading
List tools used to screen for frailty
(Ernst et al., 2015; BGS, 2017)
Describe the timed get up and go screen (JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
Describe the PRISMA questionnaire
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
List scales used to grade frailty
(JRCPTB, 2010b; Koller and Rockwood, 2013; RCGP, 2019)
Describe the phenotype based fried index, be aware this is based on the five variables of unintentional weight loss,
self-reported fatigue, slow walking, muscular weakness and low levels of energy
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(Fried et al., 2001; JRCPTB, 2010b)
Describe the deficit accumulation-based frailty index which uses physical, psychological and social factors and can
be measured using the comprehensive geriatric assessment and read codes from GP surgeries
(Mitnitski, Mogilner and Rockwood, 2001; JRCPTB, 2010b; Koller and Rockwood, 2013; Ma et al., 2016)
Describe the 9-point clinical judgement based clinical frailty scale based on physical and functional dependent
(‘Rockwood scale’, 2008; JRCPTB, 2010b)
Describe the Edmonton frail scale as a bedside measure of frailty incorporating physical, psychological, social, and
functional factors (JRCPTB, 2010b)
Describe the five-item frail scale as a measure of pre-frailty (JRCPTB, 2010b; Pollack et al., 2017)
Recognise that screening for frailty is important during encounters with health and social care
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
Recognise that there is no accepted gold-standard way of screening for or grading frailty (JRCPTB, 2010b)
Recognise that the purpose of identifying frailty varies depending on where a patient is on their illness trajectory,
reversal in the early stages and provision of appropriate end of life care in the latter
(Koller and Rockwood, 2013)
Recognise that identifying frailty improves prognostication and decision making in older adults particularly in the
setting of critical illness or interventions that may cause significant injury (chemotherapy and surgery) (Lesperance et
al., 2010; JRCPTB, 2019)
Apply knowledge gained from identifying and grading frailty to engage with patients and their families in producing
individualized goal centred plans of care
(Koller and Rockwood, 2013; JRCPTB, 2019)
Compare frailty scales, their parameters and their use in clinical practice (RCGP, 2019)
Compare standard measures of frailty with standard palliative care measures of patient complexity including the
Australian Modified Karnofsky Performance scale (AKPS)
(Grossman et al., 2014)
Assess the potential of translations between frailty measures and the AKPS to produce a common language for
interdisciplinary communication
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(Anderson et al., 1996; Virik and Glare, 2002; Downing et al., 2007; Ho et al., 2008; Campos et al., 2009; Ma et al.,
2010; Myers et al., 2010; Zimmermann et al., 2010; Grossman et al., 2014; Maida and Devlin, 2015)

Physiological
Describe the specific systems vulnerable to deterioration within frailty including the musculoskeletal, cardiovascular,
metabolic and immunological affects. (Gobbens et al., 2010; JRCPTB, 2010b)
Recognise that frailty is a multi-system problem (JRCPTB, 2010b)
Recognise the trajectory of frailty (RCGP, 2019)
Recognise that the reduced reserve of patients with frailty results in a relatively large impact resulting from relatively
small insults (JRCPTB, 2019)
(moody, 2016)
Recognise that the pathophysiology of frailty is not fully understood however it is widely accepted that it is a dynamic
process where deterioration is more common than improvement
(JRCPTB, 2010b; moody, 2016)

Epidemiology
Recognise that over one third of deaths are people aged 85 and over
(Lipman, 2012; JRCPTB, 2019; RCGP, 2019)
Recognise that people aged 85 years and older are more likely to die of multiple non-malignant diseases than cancer
(JRCPTB, 2019)(Lipman, 2012)
Recognise the impact of frailty that 10% of those over 65 and up to 50% of those over 85 are likely to be frail and
that these percentages are increasing
(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019; RCGP, 2019)
Understand that frailty is becoming more prevalent and this is explained in part by the ageing population (JRCPTB,
2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019; RCGP, 2019)
Understand that the exact prevalence is problematic because of the lack of a standard definition and measurement
(Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019)
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Causes and consequences
Describe the contributing factors of frailty including chronic disease, multiple comorbidity, genetic disorders, injury
and lifestyle factors
(Bortz, 2002; JRCPTB, 2010b; Pal and Manning, 2014)
Describe the consequences of the combination of frailty and minor external stressors including delirium, functional
decline, impaired mobility, falls, social withdrawal, hospitalisation, institutionalisation and death
(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019)
Understand the frailty fulcrum and how keeping life changes balanced becomes more difficult with increasing frailty
(JRCPTB, 2010b, 2019; moody, 2016)
Compare stabilisers and destabilisers from social, physical, psychological, environmental and systems of care
domains and the effect these have on a frail person (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014;
Linnemann et al., 2016; moody, 2016; Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017; Ferrell et al., 2019;
Hale, Shah and Clegg, 2019; RCGP, 2019)

Clinical Care (Goldberg et al., 2016)

Structure and Processes of Care (Ferrell et al., 2019)

Recognise that current evidence states that the palliative care needs of frail older adults are not adequately
assessed or treated
(Bone et al., 2016; Nicholson and Richardson, 2018; JRCPTB, 2019)
Recognise that interdisciplinary team assessment is fundamental to provide goal centred care for the frail patient
throughout their trajectory(JRCPTB, 2010b, 2019; Ferrell et al., 2019)
Recognise the range of services available to those with frailty (JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Rohwer, Schoonees and Young, 2014)
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Recognise the need to refer to geriatric medicine where frailty is associated with significant complexity, diagnostic
uncertainty or challenging symptom control. (Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
Recognise the need to refer to old age psychiatry for those people with frailty and complex co-existing psychiatric
problems, including challenging behaviour in dementia. (JRCPTB, 2019)
Recognise that specialist palliative care services will need to be able to provide care for patients with frailty in all
settings including nursing homes (JRCPTB, 2019)
Understand that palliative care service should be complimentary to services that are already in place and should not
seek to replace or compete with existing provision (JRCPTB, 2019)Pal and Manning, 2014; Rohwer, Schoonees and
Young, 2014)
Understand the importance of teamwork in this setting and have an appreciation of the skills and contributions of
different members of the different teams(JRCPTB, 2019)
Understand the importance of joint working between palliative and geriatric medicine (Lipman, 2012; Sanchez-Reilly
and Ross, 2012; JRCPTB, 2019)
Understand the importance of sharing information between primary care, emergency services, secondary care and
social services and how this can improve patient care
(Rohwer, Schoonees and Young, 2014)
Understand that appropriate palliative care for frail people is unlikely to fit with current service models (based on a
cancer trajectory) and therefore innovation is required
(Murtagh, Preston and Higginson, 2004; Bone et al., 2016; Nicholson and Richardson, 2018; JRCPTB, 2019)
Understand parallel planning and its relevance to patients with frailty where there are several possible outcomes
which may become more obvious over time (Bronnert, 2014; JRCPTB, 2019)
Compare important services for frail people and analyse how they can work together including primary care,
pharmacy, geriatric services – acute, intermediate and community, social care, mental health services (Murtagh,
Preston and Higginson, 2004; Bone et al., 2016; JRCPTB, 2019)
Compare the roles of geriatric medicine and primary care in providing generalist care for those with frailty, where the
former may be involved where aim is to improve frailty and the latter when frailty is more severe, and the focus is
palliative care in the community environment (JRCPTB, 2010b, 2019; Lipman, 2012; Rohwer, Schoonees and
Young, 2014)
Analyse care decisions that will need to be made throughout the care trajectory of a person with frailty including
place and level of care provision (Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
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Compare the positive and negative effects of hospitalisation and institutionalisation for people with frailty and how
this should alter management (JRCPTB, 2010b, 2019; Huijberts, Buurman and De Rooij, 2016; Pollack et al., 2017)
Assess the balance between benefits of early intervention with the reality of a finite resource when providing
palliative care to those with frailty (Nicholson and Richardson, 2018)
Assess the concept of short term recurrent staged palliative care involvement as an appropriate model of care for
those with frailty (Bone et al., 2016; JRCPTB, 2019)

Assessment
List the core frailty syndromes; falls, reduced mobility (sudden onset), confusion, incontinence, and the extended
frailty syndromes: polypharmacy (>3 prescribed drugs), social issues, including isolation, suspected elder abuse and
end of life care. (JRCPTB, 2010b, 2019; Rohwer, Schoonees and Young, 2014; Boakye et al., 2018; RCGP, 2019)
Understand that the aims of a holistic assessment of a frail patient are to identify and treat reversible causes of
decline, detect and treat symptoms, assess severity and prognosis (JRCPTB, 2010b, 2019; Rohwer, Schoonees and
Young, 2014)
Understand the frailty syndromes and their implication as a marker of bad outcome and a trigger for a
comprehensive geriatric assessment (JRCPTB, 2010b, 2019; McKelvie et al., 2019)
Analyse how appropriate interventions are when prioritising quality towards the end of life (Cooke, Oliver and Burns,
2012; BGS, 2017; JRCPTB, 2019)
Assess a frail patient using the comprehensive geriatric assessment assessing their cognition, function, mobility,
balance, social circumstances and medical problems (JRCPTB, 2010b, 2019; Lipman, 2012; Boakye et al., 2018;
McKelvie et al., 2019)
Assess and manage falls including distinguishing between syncopal and non-syncopal causes and knowing when to
refer to a specialist falls service(JRCPTB, 2010b; Cooke, Oliver and Burns, 2012; BGS, 2017)
Assess and manage immobility considering conditions such as spinal cord compression and end stage neurological
disorders(JRCPTB, 2010b; Cooke, Oliver and Burns, 2012; BGS, 2017)
Assess and manage cognitive abnormalities considering chronicity and a collateral history (JRCPTB, 2010b; Cooke,
Oliver and Burns, 2012; BGS, 2017)
Evaluate and improve the safety of frail patients during hospital admissions using Frail safe as a checklist (JRCPTB,
2010b; BGS, 2017)
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Physical (Ferrell et al., 2019)
Recognise that there is a direct independent relationship between self-reported pain and frailty
(Shega et al., 2012)
Recognise that people with frailty experience physical symptoms such as pain at similar levels to people with cancer
(JRCPTB, 2019; Stow et al., 2019)
Understand the impact of common symptoms of old age like incontinence and impaired vision and how this can have
a considerable negative effect on quality of life (JRCPTB, 2010b, 2019; RCGP, 2019)
(Cooke, Oliver and Burns, 2012; BGS, 2017)
Understand the importance of common symptom management (pain, nausea and vomiting, anorexia, dyspnoea,
fatigue, diarrhoea and constipation) for the improvement of functional status and quality of life (Shega et al., 2012;
JRCPTB, 2019; RCGP, 2019)
Understand the importance of palliative care services in managing the complex symptoms of patients with
frailty(Shvartzman et al., 2011; Sanchez-Reilly and Ross, 2012; Boockvar and Meier, 2014; JRCPTB, 2019)
Understand the importance of appropriately managing comorbidities (JRCPTB, 2010b; BGS, 2017; Boakye et al.,
2018)
Summarise an appropriate problem list for a patient with frailty using the Comprehensive Geriatric assessment
(CGA) and how this can be used to appropriately manage comorbidities and geriatric syndromes (JRCPTB, 2010b,
2019; McKelvie et al., 2019)
Evaluate signs and symptoms of pain using non-verbal pain scales and behavioural signs for those with cognitive
impairment and appreciate the importance of involving carers and family members in the process (Wale, 2014;
JRCPTB, 2019)
Evaluate the benefits and risks of life prolonging treatments such as chemotherapy and antibiotics as these may
improve functioning and quality of life and involve patients and their families in shared or best interests decision
making (JRCPTB, 2010b, 2019; Lipman, 2012)
Evaluate the advantages and disadvantages of investigations, treatments and non-intervention for people with frailty
demonstrating an understanding that interventions appropriate for those with more physiological reserve are
potentially detrimental to quality and quantity of life in the context of frailty (JRCPTB, 2010b, 2019; Boockvar and
Meier, 2014)

Pharmacology
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Define polypharmacy as more than 3 regular medications (Cooke, Oliver and Burns, 2012; JRCPTB, 2019)
Recognise that undertreatment, increased adverse effects and polypharmacy are key issues for patients with frailty
(Shvartzman et al., 2011; Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and
Manning, 2014; BGS, 2017; JRCPTB, 2019)
Recognise adverse effects are more likely due to age related changes in drug pharmacokinetics (Shvartzman et al.,
2011; Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and Manning, 2014; BGS,
2017; JRCPTB, 2019)
Understand that polypharmacy and adverse drug reactions contribute significantly to poorer health, hospital
admissions, morbidity, mortality and increased length of stay (Shvartzman et al., 2011; Cooke, Oliver and Burns,
2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and Manning, 2014; BGS, 2017; JRCPTB, 2019)
Assess the benefits and risks of medications in patients with frailty prioritising those contributing to symptom control
over preventative drugs unlikely to provide benefit in those with short life expectancy(Shvartzman et al., 2011;
Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and Manning, 2014; BGS, 2017;
JRCPTB, 2019)
Assess the appropriate use of specific tools for deprescribing e.g. STOPP/START (Pal and Manning, 2014; BGS,
2017; JRCPTB, 2019)

Rehabilitation
Recognise the importance of rehabilitative palliative care to maintain or improve functionality (JRCPTB, 2010a;
Raudonis and Daniel, 2010)
Understand that the specific management of frailty includes diet review, physical exercise, progressive resistance
exercise and physiotherapy and that these may still have a role in the palliative management of frailty but may have
less of a role as frailty progresses (JRCPTB, 2010a; Raudonis and Daniel, 2010)

Prognostication and End of Life Care (Ferrell et al., 2019)
Recognise that the care of the imminently dying is an important part of the management of patients with frailty
(Shvartzman et al., 2011; Ferrell et al., 2019)
Understand that identifying frailty improves prognostication and decision making in older adults
(Bronnert, 2014; Huijberts, Buurman and De Rooij, 2016)
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Understand that instruments such as the Frailty Index and the SHARE FI can be used to predict mortality in frailty
however appreciate their use may be more on the population level rather than individual patients at present
(Romero-ortuno, 2012)
Understand that other prognostication tools are designed for use in cancer patients and should be used in caution in
frailty
(Chu, White and Stone, 2019)
Analyse the likelihood of a patient with frailty being in the last year of life using the Gold Standards Framework
Criteria (JRCPTB, 2010a; Thomas, 2011)
Assess people with frailty evaluating prognostic markers and signs to establish if they may be dying (JRCPTB,
2010a; Thomas, 2011; Chu, White and Stone, 2019)

Psychological (Ferrell et al., 2019)
Recognise the fact that many people with frailty have co-existing cognitive impairment which adds an extra
complexity to care provision (Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Recognise that people with frailty experience psychological distress at similar levels to people with cancer
(Stow et al., 2019)
Understand the negative psychological effects of feeling like a burden and how this fear can alter care decisions
(Gwyther et al., 2018)
Assess and appropriately manage psychological symptoms of depression, anxiety, insomnia, grief, and distress, and
recognise them as a cause and consequence of frailty (Wale, 2014; JRCPTB, 2019)

Social (Ferrell et al., 2019)
Understand the safeguarding process and how this has particular relevance when caring for a person with frailty
(Cooke, Oliver and Burns, 2012)
Understand that frail people often have weakened social networks and this lack of support for holistic care results in
an increased reliance on external care providers (JRCPTB, 2010b, 2019; Just et al., 2010)
Evaluate a person with frailty and their circumstances after a safeguarding concern (Cooke, Oliver and Burns, 2012)
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Communication with patients and relatives (Ferrell et al., 2019)
Recognise that appropriate advance care planning increases the chance that patient wishes are achieved and
reduces stress, anxiety and depression in surviving relatives (Boockvar and Meier, 2014; Maida and Devlin, 2015;
BGS, 2017; JRCPTB, 2019)
Understand models for decision making in frail older adults e.g. the Palliative and Therapeutic Harmonisation Model
(PATH) which includes the elements of understanding, communicating and empowering (JRCPTB, 2010b;
Moorhouse and Mallery, 2012)
Understand the general pitfalls of communication (impaired hearing and comprehension) and an understanding of
how these can be minimised (JRCPTB, 2010b; Just et al., 2010)
Summarise the rationale for palliative care involvement for patients with frailty and their family and its relevance
throughout the disease trajectory (Sanchez-Reilly and Ross, 2012; Coats, Paganelli, Starks, Lindhorst, Starks, et al.,
2017; JRCPTB, 2019)
Assess appropriate plans of care with patients and their families recognising and explaining that burdensome
interventions may become less beneficial and riskier as frailty progresses through discussion of the concept of futility
(Pal and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess prognosis and convey the uncertainty associated with a diagnosis of frailty where each patient has the
potential to improve, stabilise, worsen or die (Pal and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess future planning preferences with frail patients and their families and understand that timely discussion is
important particularly in this population at high risk of future cognitive impairment and loss of capacity (Maida and
Devlin, 2015; JRCPTB, 2019)
Facilitate resolution of family and interprofessional team member conflict using family meetings and case conference
(Shvartzman et al., 2011; Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)

Ethics
Understand how key ethical issues may have particular relevance for patients with frailty, specifically lack of
autonomy, presumed incompetence and equitable use of palliative care services (JRCPTB, 2010b; Shvartzman et
al., 2011; Ferrell et al., 2019)

Leadership (Goldberg et al., 2016)
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Understand that a pro palliative care culture within frailty services requires team development and education (Maida
and Devlin, 2015)

Education (Goldberg et al., 2016)
Recognise that the best care to patients with frailty is provided by staff who are prepared in terms of knowledge skills
attitude and support and in a wider community that is prepared to help (Shvartzman et al., 2011; Lipman, 2012;
Goldberg et al., 2016; Linnemann et al., 2016; Coats, Paganelli, Starks, Lindhorst, Starks Acosta, et al., 2017;
JRCPTB, 2019; Lally et al., 2019)
Recognise the need for the primary care, palliative and geriatric medicine communities to provide each other with
education, interdisciplinary education has an important role to play particularly to enable the appreciation of the roles
of other professions and services (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014; Hayakawa et al., 2016;
Lally et al., 2019; McKelvie et al., 2019)
Recognise that key topics for education include advance care planning, goals of care, geriatric assessment,
polypharmacy, deprescribing, symptom management, managing conflict
(Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Understand the need for evidence for and sustainability of educational programmes for the management of frailty
(Windhaber et al., 2018)
Understand that the training requirements are diverse in terms of both speciality and profession and education needs
to be tailored to the audience (JRCPTB, 2010b; Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)

Research (Goldberg et al., 2016)
Recognise the lack of evidence base for the palliative management of frail patients
Understand that evidence of the best model for the provision of palliative care to those with frailty is required in all
settings
(Bone et al., 2016; Nicholson and Richardson, 2018; Stow et al., 2019)
Understanding that specific biomarkers may be useful in the diagnosis, management and prognostication of patients
with frailty, but more research is required before they are used in common practice
(Muscedere et al., 2019)
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Appendix 9: Round 1 Delphi Questionnaire

Definition
By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Define: “frailty” (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014)
Recognise that there is no accepted standardized definition (JRCPTB,
2010b)
Recognise that frailty is not a disease, people with frailty lack a unifying
diagnosis. (JRCPTB, 2010b)
Recognise that frailty is not inevitable, it is susceptible to active intervention
and varying degrees of reversal (Bortz, 2002; Koller and Rockwood, 2013;
RCGP, 2019)
Compare the different definitions of frailty and how these vary in focus and
include those with a symptomatic, diagnostic, physiological, outcome and
functional basis (JRCPTB, 2010b; Thompson and Huisingh-Scheetz M.,
Mailliard L., 2012; Koller and Rockwood, 2013; Maida and Devlin, 2015;
BGS, 2017; Hale, Shah and Clegg, 2019)
Analyse the relationship between frailty and ageing, that the risk of frailty
increases with age, but that frailty is different from normal ageing and can
occur at any age (Bortz, 2002; Koller and Rockwood, 2013; RCGP, 2019)
Analyse the concept of social vulnerability (such as need for care provided
by external providers) and compare how this is different from frailty which is
an individual concept (Koller and Rockwood, 2013)

Any other learning outcomes which should be included?

Grading
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By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

List tools used to screen for frailty
(Ernst et al., 2015; BGS, 2017)
Describe the timed get up and go screen (JRCPTB, 2010b; Ernst et al.,
2015; BGS, 2017; RCGP, 2019)
Describe the PRISMA questionnaire
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
List scales used to grade frailty
(JRCPTB, 2010b; Koller and Rockwood, 2013; RCGP, 2019)
Describe the phenotype based fried index, be aware this is based on the
five variables of unintentional weight loss, self-reported fatigue, slow
walking, muscular weakness and low levels of energy
(Fried et al., 2001; JRCPTB, 2010b)
Describe the deficit accumulation-based frailty index which uses physical,
psychological and social factors and can be measured using the
comprehensive geriatric assessment and read codes from GP surgeries
(Mitnitski, Mogilner and Rockwood, 2001; JRCPTB, 2010b; Koller and
Rockwood, 2013; Ma et al., 2016)
Describe the 9-point clinical judgement based clinical frailty scale based
on physical and functional dependent (‘Rockwood scale’, 2008; JRCPTB,
2010b)
Describe the Edmonton frail scale as a bedside measure of frailty
incorporating physical, psychological, social, and functional factors
(JRCPTB, 2010b)
Describe the five-item frail scale as a measure of pre-frailty (JRCPTB,
2010b; Pollack et al., 2017)
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Recognise that screening for frailty is important during encounters with
health and social care
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
Recognise that there is no accepted gold-standard way of screening for or
grading frailty (JRCPTB, 2010b)
Recognise that the purpose of identifying frailty varies depending on where
a patient is on their illness trajectory, reversal in the early stages and
provision of appropriate end of life care in the latter
(Koller and Rockwood, 2013)
Recognise that identifying frailty improves prognostication and decision
making in older adults particularly in the setting of critical illness or
interventions that may cause significant injury (chemotherapy and surgery)
(Lesperance et al., 2010; JRCPTB, 2019)
Apply knowledge gained from identifying and grading frailty to engage with
patients and their families in producing individualized goal centred plans of
care
(Koller and Rockwood, 2013; JRCPTB, 2019)
Compare frailty scales, their parameters and their use in clinical practice
(RCGP, 2019)
Compare standard measures of frailty with standard palliative care
measures of patient complexity including the Australian Modified Karnofsky
Performance scale (AKPS)
(Grossman et al., 2014)
Assess the potential of translations between frailty measures and the AKPS
to produce a common language for interdisciplinary communication
(Anderson et al., 1996; Virik and Glare, 2002; Downing et al., 2007; Ho et
al., 2008; Campos et al., 2009; Ma et al., 2010; Myers et al., 2010;
Zimmermann et al., 2010; Grossman et al., 2014; Maida and Devlin, 2015)

Any other learning outcomes which should be included?
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Physiological

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Unnecessary

Desirable

Essential

Describe the specific systems vulnerable to deterioration within frailty
including the musculoskeletal, cardiovascular, metabolic and immunological
affects. (Gobbens et al., 2010; JRCPTB, 2010b)
Recognise that frailty is a multi-system problem (JRCPTB, 2010b)
Recognise the trajectory of frailty (RCGP, 2019)
Recognise that the reduced reserve of patients with frailty results in a
relatively large impact resulting from relatively small insults (JRCPTB,
2019)
(moody, 2016)
Recognise that the pathophysiology of frailty is not fully understood
however it is widely accepted that it is a dynamic process where
deterioration is more common than improvement
(JRCPTB, 2010b; moody, 2016)

Any other learning outcomes which should be included?

Epidemiology

By completion of training the specialist trainee will be able to:

Recognise that over one third of deaths are people aged 85 and over
(Lipman, 2012; JRCPTB, 2019; RCGP, 2019)
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Recognise that people aged 85 years and older are more likely to die of
multiple non-malignant diseases than cancer (JRCPTB, 2019)(Lipman,
2012)
Recognise the impact of frailty that 10% of those over 65 and up to 50% of
those over 85 are likely to be frail and that these percentages are
increasing
(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018;
Hale, Shah and Clegg, 2019; RCGP, 2019)
Understand that frailty is becoming more prevalent and this is explained in
part by the ageing population (JRCPTB, 2010b, 2019; Pal and Manning,
2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019; RCGP, 2019)
Understand that the exact prevalence is problematic because of the lack of
a standard definition and measurement
(Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg,
2019)

Any other learning outcomes which should be included?

Causes and consequences

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Describe the contributing factors of frailty including chronic disease,
multiple comorbidity, genetic disorders, injury and lifestyle factors
(Bortz, 2002; JRCPTB, 2010b; Pal and Manning, 2014)
Describe the consequences of the combination of frailty and minor external
stressors including delirium, functional decline, impaired mobility, falls,
social withdrawal, hospitalisation, institutionalisation and death
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(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018;
Hale, Shah and Clegg, 2019)
Understand the frailty fulcrum and how keeping life changes balanced
becomes more difficult with increasing frailty
(JRCPTB, 2010b, 2019; moody, 2016)
Compare stabilisers and destabilisers from social, physical, psychological,
environmental and systems of care domains and the effect these have on a
frail person (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014;
Linnemann et al., 2016; moody, 2016; Coats, Paganelli, Starks, Lindhorst,
Starks, et al., 2017; Ferrell et al., 2019; Hale, Shah and Clegg, 2019;
RCGP, 2019)

Any other learning outcomes which should be included?

Clinical Care (Goldberg et al., 2016)

Structure and Processes of Care (Ferrell et al., 2019)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise that current evidence states that the palliative care needs of frail
older adults are not adequately assessed or treated
(Bone et al., 2016; Nicholson and Richardson, 2018; JRCPTB, 2019)
Recognise that interdisciplinary team assessment is fundamental to provide
goal centred care for the frail patient throughout their trajectory(JRCPTB,
2010b, 2019; Ferrell et al., 2019)
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Recognise the range of services available to those with frailty (JRCPTB,
2010b, 2019; Pal and Manning, 2014; Rohwer, Schoonees and Young,
2014)
Recognise the need to refer to geriatric medicine where frailty is associated
with significant complexity, diagnostic uncertainty or challenging symptom
control. (Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
Recognise the need to refer to old age psychiatry for those people with
frailty and complex co-existing psychiatric problems, including challenging
behaviour in dementia. (JRCPTB, 2019)
Recognise that specialist palliative care services will need to be able to
provide care for patients with frailty in all settings including nursing homes
(JRCPTB, 2019)
Understand that palliative care service should be complimentary to services
that are already in place and should not seek to replace or compete with
existing provision (JRCPTB, 2019)Pal and Manning, 2014; Rohwer,
Schoonees and Young, 2014)
Understand the importance of teamwork in this setting and have an
appreciation of the skills and contributions of different members of the
different teams(JRCPTB, 2019)
Understand the importance of joint working between palliative and geriatric
medicine (Lipman, 2012; Sanchez-Reilly and Ross, 2012; JRCPTB, 2019)
Understand the importance of sharing information between primary care,
emergency services, secondary care and social services and how this can
improve patient care
(Rohwer, Schoonees and Young, 2014)
Understand that appropriate palliative care for frail people is unlikely to fit
with current service models (based on a cancer trajectory) and therefore
innovation is required
(Murtagh, Preston and Higginson, 2004; Bone et al., 2016; Nicholson and
Richardson, 2018; JRCPTB, 2019)
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Understand parallel planning and its relevance to patients with frailty where
there are several possible outcomes which may become more obvious over
time (Bronnert, 2014; JRCPTB, 2019)
Compare important services for frail people and analyse how they can work
together including primary care, pharmacy, geriatric services – acute,
intermediate and community, social care, mental health services (Murtagh,
Preston and Higginson, 2004; Bone et al., 2016; JRCPTB, 2019)
Compare the roles of geriatric medicine and primary care in providing
generalist care for those with frailty, where the former may be involved
where aim is to improve frailty and the latter when frailty is more severe,
and the focus is palliative care in the community environment (JRCPTB,
2010b, 2019; Lipman, 2012; Rohwer, Schoonees and Young, 2014)
Analyse care decisions that will need to be made throughout the care
trajectory of a person with frailty including place and level of care provision
(Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
Compare the positive and negative effects of hospitalisation and
institutionalisation for people with frailty and how this should alter
management (JRCPTB, 2010b, 2019; Huijberts, Buurman and De Rooij,
2016; Pollack et al., 2017)
Assess the balance between benefits of early intervention with the reality of
a finite resource when providing palliative care to those with frailty
(Nicholson and Richardson, 2018)
Assess the concept of short term recurrent staged palliative care
involvement as an appropriate model of care for those with frailty (Bone et
al., 2016; JRCPTB, 2019)

Any other learning outcomes which should be included?

Assessment
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By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

List the core frailty syndromes; falls, reduced mobility (sudden onset),
confusion, incontinence, and the extended frailty syndromes: polypharmacy
(>3 prescribed drugs), social issues, including isolation, suspected elder
abuse and end of life care. (JRCPTB, 2010b, 2019; Rohwer, Schoonees
and Young, 2014; Boakye et al., 2018; RCGP, 2019)
Understand that the aims of a holistic assessment of a frail patient are to
identify and treat reversible causes of decline, detect and treat symptoms,
assess severity and prognosis (JRCPTB, 2010b, 2019; Rohwer,
Schoonees and Young, 2014)
Understand the frailty syndromes and their implication as a marker of bad
outcome and a trigger for a comprehensive geriatric assessment (JRCPTB,
2010b, 2019; McKelvie et al., 2019)
Analyse how appropriate interventions are when prioritising quality towards
the end of life (Cooke, Oliver and Burns, 2012; BGS, 2017; JRCPTB, 2019)
Assess a frail patient using the comprehensive geriatric assessment
assessing their cognition, function, mobility, balance, social circumstances
and medical problems (JRCPTB, 2010b, 2019; Lipman, 2012; Boakye et
al., 2018; McKelvie et al., 2019)
Assess and manage falls including distinguishing between syncopal and
non-syncopal causes and knowing when to refer to a specialist falls
service(JRCPTB, 2010b; Cooke, Oliver and Burns, 2012; BGS, 2017)
Assess and manage immobility considering conditions such as spinal cord
compression and end stage neurological disorders(JRCPTB, 2010b;
Cooke, Oliver and Burns, 2012; BGS, 2017)
Assess and manage cognitive abnormalities considering chronicity and a
collateral history (JRCPTB, 2010b; Cooke, Oliver and Burns, 2012; BGS,
2017)
Evaluate and improve the safety of frail patients during hospital admissions
using Frail safe as a checklist (JRCPTB, 2010b; BGS, 2017)
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Any other learning outcomes which should be included?

Physical (Ferrell et al., 2019)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise that there is a direct independent relationship between selfreported pain and frailty
(Shega et al., 2012)
Recognise that people with frailty experience physical symptoms such as
pain at similar levels to people with cancer (JRCPTB, 2019; Stow et al.,
2019)
Understand the impact of common symptoms of old age like incontinence
and impaired vision and how this can have a considerable negative effect
on quality of life (JRCPTB, 2010b, 2019; RCGP, 2019)
(Cooke, Oliver and Burns, 2012; BGS, 2017)
Understand the importance of common symptom management (pain,
nausea and vomiting, anorexia, dyspnoea, fatigue, diarrhoea and
constipation) for the improvement of functional status and quality of life
(Shega et al., 2012; JRCPTB, 2019; RCGP, 2019)
Understand the importance of palliative care services in managing the
complex symptoms of patients with frailty(Shvartzman et al., 2011;
Sanchez-Reilly and Ross, 2012; Boockvar and Meier, 2014; JRCPTB,
2019)
Understand the importance of appropriately managing comorbidities
(JRCPTB, 2010b; BGS, 2017; Boakye et al., 2018)
Summarise an appropriate problem list for a patient with frailty using the
Comprehensive Geriatric assessment (CGA) and how this can be used to
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appropriately manage comorbidities and geriatric syndromes (JRCPTB,
2010b, 2019; McKelvie et al., 2019)
Evaluate signs and symptoms of pain using non-verbal pain scales and
behavioural signs for those with cognitive impairment and appreciate the
importance of involving carers and family members in the process (Wale,
2014; JRCPTB, 2019)
Evaluate the benefits and risks of life prolonging treatments such as
chemotherapy and antibiotics as these may improve functioning and quality
of life and involve patients and their families in shared or best interests
decision making (JRCPTB, 2010b, 2019; Lipman, 2012)
Evaluate the advantages and disadvantages of investigations, treatments
and non-intervention for people with frailty demonstrating an understanding
that interventions appropriate for those with more physiological reserve are
potentially detrimental to quality and quantity of life in the context of frailty
(JRCPTB, 2010b, 2019; Boockvar and Meier, 2014)

Any other learning outcomes which should be included?
Pharmacology

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Define polypharmacy as more than 3 regular medications (Cooke, Oliver
and Burns, 2012; JRCPTB, 2019)
Recognise that undertreatment, increased adverse effects and
polypharmacy are key issues for patients with frailty (Shvartzman et al.,
2011; Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and Rockwood,
2013; Pal and Manning, 2014; BGS, 2017; JRCPTB, 2019)
Recognise adverse effects are more likely due to age related changes in
drug pharmacokinetics (Shvartzman et al., 2011; Cooke, Oliver and Burns,
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2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and Manning, 2014;
BGS, 2017; JRCPTB, 2019)
Understand that polypharmacy and adverse drug reactions contribute
significantly to poorer health, hospital admissions, morbidity, mortality and
increased length of stay (Shvartzman et al., 2011; Cooke, Oliver and Burns,
2012; Lipman, 2012; Koller and Rockwood, 2013; Pal and Manning, 2014;
BGS, 2017; JRCPTB, 2019)
Assess the benefits and risks of medications in patients with frailty
prioritising those contributing to symptom control over preventative drugs
unlikely to provide benefit in those with short life expectancy(Shvartzman et
al., 2011; Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and
Rockwood, 2013; Pal and Manning, 2014; BGS, 2017; JRCPTB, 2019)
Assess the appropriate use of specific tools for deprescribing e.g.
STOPP/START (Pal and Manning, 2014; BGS, 2017; JRCPTB, 2019)

Any other learning outcomes which should be included?

Rehabilitation

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise the importance of rehabilitative palliative care to maintain or
improve functionality (JRCPTB, 2010a; Raudonis and Daniel, 2010)
Understand that the specific management of frailty includes diet review,
physical exercise, progressive resistance exercise and physiotherapy and
that these may still have a role in the palliative management of frailty but
may have less of a role as frailty progresses (JRCPTB, 2010a; Raudonis
and Daniel, 2010)

Any other learning outcomes which should be included?
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Prognostication and End of Life Care (Ferrell et al., 2019)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise that the care of the imminently dying is an important part of the
management of patients with frailty
(Shvartzman et al., 2011; Ferrell et al., 2019)
Understand that identifying frailty improves prognostication and decision
making in older adults
(Bronnert, 2014; Huijberts, Buurman and De Rooij, 2016)
Understand that instruments such as the Frailty Index and the SHARE FI
can be used to predict mortality in frailty however appreciate their use may
be more on the population level rather than individual patients at present
(Romero-ortuno, 2012)
Understand that other prognostication tools are designed for use in cancer
patients and should be used in caution in frailty
(Chu, White and Stone, 2019)
Analyse the likelihood of a patient with frailty being in the last year of life
using the Gold Standards Framework Criteria (JRCPTB, 2010a; Thomas,
2011)
Assess people with frailty evaluating prognostic markers and signs to
establish if they may be dying (JRCPTB, 2010a; Thomas, 2011; Chu, White
and Stone, 2019)

Any other learning outcomes which should be included?

Psychological (Ferrell et al., 2019)
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By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Unnecessary

Desirable

Essential

Recognise the fact that many people with frailty have co-existing cognitive
impairment which adds an extra complexity to care provision (Coats,
Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Recognise that people with frailty experience psychological distress at
similar levels to people with cancer
(Stow et al., 2019)
Understand the negative psychological effects of feeling like a burden and
how this fear can alter care decisions
(Gwyther et al., 2018)
Assess and appropriately manage psychological symptoms of depression,
anxiety, insomnia, grief, and distress, and recognise them as a cause and
consequence of frailty (Wale, 2014; JRCPTB, 2019)

Any other learning outcomes which should be included?

Social (Ferrell et al., 2019)

By completion of training the specialist trainee will be able to:
Understand the safeguarding process and how this has particular relevance
when caring for a person with frailty
(Cooke, Oliver and Burns, 2012)
Understand that frail people often have weakened social networks and this
lack of support for holistic care results in an increased reliance on external
care providers (JRCPTB, 2010b, 2019; Just et al., 2010)
Evaluate a person with frailty and their circumstances after a safeguarding
concern (Cooke, Oliver and Burns, 2012)

192

Any other learning outcomes which should be included?
Communication with patients and relatives (Ferrell et al., 2019)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise that appropriate advance care planning increases the chance
that patient wishes are achieved and reduces stress, anxiety and
depression in surviving relatives (Boockvar and Meier, 2014; Maida and
Devlin, 2015; BGS, 2017; JRCPTB, 2019)
Understand models for decision making in frail older adults e.g. the
Palliative and Therapeutic Harmonisation Model (PATH) which includes the
elements of understanding, communicating and empowering (JRCPTB,
2010b; Moorhouse and Mallery, 2012)
Understand the general pitfalls of communication (impaired hearing and
comprehension) and an understanding of how these can be minimised
(JRCPTB, 2010b; Just et al., 2010)
Summarise the rationale for palliative care involvement for patients with
frailty and their family and its relevance throughout the disease trajectory
(Sanchez-Reilly and Ross, 2012; Coats, Paganelli, Starks, Lindhorst,
Starks, et al., 2017; JRCPTB, 2019)
Assess appropriate plans of care with patients and their families
recognising and explaining that burdensome interventions may become
less beneficial and riskier as frailty progresses through discussion of the
concept of futility (Pal and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess prognosis and convey the uncertainty associated with a diagnosis
of frailty where each patient has the potential to improve, stabilise, worsen
or die (Pal and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess future planning preferences with frail patients and their families and
understand that timely discussion is important particularly in this population
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at high risk of future cognitive impairment and loss of capacity (Maida and
Devlin, 2015; JRCPTB, 2019)
Facilitate resolution of family and interprofessional team member conflict
using family meetings and case conference
(Shvartzman et al., 2011; Coats, Paganelli, Starks, Lindhorst, Starks, et al.,
2017)

Any other learning outcomes which should be included?

Ethics

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Unnecessary

Desirable

Essential

Understand how key ethical issues may have particular relevance for
patients with frailty, specifically lack of autonomy, presumed incompetence
and equitable use of palliative care services (JRCPTB, 2010b; Shvartzman
et al., 2011; Ferrell et al., 2019)

Any other learning outcomes which should be included?

Leadership (Goldberg et al., 2016)

By completion of training the specialist trainee will be able to:
Understand that a pro palliative care culture within frailty services requires
team development and education (Maida and Devlin, 2015)

Any other learning outcomes which should be included?

194

Education (Goldberg et al., 2016)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise that the best care to patients with frailty is provided by staff who
are prepared in terms of knowledge skills attitude and support and in a
wider community that is prepared to help (Shvartzman et al., 2011; Lipman,
2012; Goldberg et al., 2016; Linnemann et al., 2016; Coats, Paganelli,
Starks, Lindhorst, Starks Acosta, et al., 2017; JRCPTB, 2019; Lally et al.,
2019)
Recognise the need for the primary care, palliative and geriatric medicine
communities to provide each other with education, interdisciplinary
education has an important role to play particularly to enable the
appreciation of the roles of other professions and services (JRCPTB,
2010b; Rohwer, Schoonees and Young, 2014; Hayakawa et al., 2016; Lally
et al., 2019; McKelvie et al., 2019)
Recognise that key topics for education include advance care planning,
goals of care, geriatric assessment, polypharmacy, deprescribing, symptom
management, managing conflict
(Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Understand the need for evidence for and sustainability of educational
programmes for the management of frailty
(Windhaber et al., 2018)
Understand that the training requirements are diverse in terms of both
speciality and profession and education needs to be tailored to the
audience (JRCPTB, 2010b; Coats, Paganelli, Starks, Lindhorst, Starks, et
al., 2017)

Any other learning outcomes which should be included?
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Research (Goldberg et al., 2016)

By completion of training the specialist trainee will be able to:

Unnecessary

Desirable

Essential

Recognise the lack of evidence base for the palliative management of frail
patients
Understand that evidence of the best model for the provision of palliative
care to those with frailty is required in all settings
(Bone et al., 2016; Nicholson and Richardson, 2018; Stow et al., 2019)
Understanding that specific biomarkers may be useful in the diagnosis,
management and prognostication of patients with frailty, but more research
is required before they are used in common practice
(Muscedere et al., 2019)

Any other learning outcomes which should be included?

Any further comments?

Suggested learning techniques
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Appendix 10. Study Information Sheet
STUDY INFORMATION SHEET

Establishing appropriate content of a (theoretical and practical)
curriculum for the direct and indirect (advise based) provision of palliative
care for patients with frailty by Specialist Palliative Care Trainees.

You are being invited to consider taking part in the research study entitled
Establishing appropriate content of a (theoretical and practical)
curriculum for the direct and indirect (advise based) provision of palliative
care for patients with frailty by Specialist Palliative Care Trainees.

This project is being undertaken by Dr Felicity Dewhurst Specialist Trainee Year
6 and Academic Clinical Lecturer in Palliative Medicine as her Master’s in
Health Professions Education Dissertation Project in association with Keele
University and FAIMER. Dr Dewhurst is being supervised by Dr Lucie Byrne
Davis from The University of Manchester.

Before you decide whether you wish to take part, it is important for you to
understand why this research is being done and what it will involve. Please take
time to read this information carefully and discuss it if you wish. Ask us if there
is anything that is unclear or if you would like more information.
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Aims of the Research
To establish what should be included in a (theoretical and practical) curriculum
for the direct and indirect (advice based) provision of palliative care for patients
with frailty for specialist palliative medicine trainees.
Why have I been invited?
As an expert in the field of palliative medicine you have been selected to
provide your input as the research team feel your opinion will be invaluable for
the creation of an appropriate curriculum.

Do I have to take part?
You are free to decide whether you wish to take part or not. If you do decide to
take part, you will be asked to sign a consent form electronically and provide a
preferred email address for contact. You are free to withdraw from this study at
any time and without giving reasons. If you withdraw from the study your
personal contribution will be removed however if this is in the latter stages your
contribution may have already influenced the Delphi process.

What will happen if I take part?
If you agree to take part a preferred email contact will be taken, this can be
different from or the same as the email used to make contact on this occasion.
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The email addresses will only be used by the primary researcher. The research
will gain your opinion using a Delphi process so will just ask for your opinions
via email. The first round of the Delphi process will be an email providing a draft
curriculum.

The curriculum has been designed in line with the Bologna principles;
The curriculum is arranged into sections applicable to clinical practice, within
these sections the learning outcomes are arranged into the six successive
levels of the cognitive domain as described by blooms taxonomy.
•

Where knowledge is tested the words define or describe are used as the
prefix and the text is in green

•

Where comprehension is tested the word recognise is used as the prefix
and the text is in dark blue

•

Where application is tested the words understand, apply or modify are
used in the prefix and the text is in orange

•

Where analysis is tested the words analyse or compare are used in the
prefix and the text is in red

•

Where synthesis is required the words summarise or relate are used in
the prefix and the text is in light blue

•

Where evaluation is used the words assess or evaluate are used in the
prefix and the text is in purple
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The proposed curriculum is comprised of suggestions from current curricula
(draft palliative medicine (2022), current palliative medicine (2010 with 2014
amendment), current geriatric medicine (2010 with 2016 amendment), general
practice (2019), general internal medicine (2009 with 2012 amendment), draft
Internal Medicine). The learning outcomes contained within these curricula may
encompass a wide range of more specific learning outcomes. Where learning
outcomes have been included due to their prior inclusion (at some level) in one
of the curricula they are assigned a letter as follows;
A. Draft palliative medicine (2022)
B. Current palliative medicine (2010 with 2014 amendment)
C. Current geriatric medicine (2010 with 2016 amendment)
D. General practice (2019)
E. General Internal Medicine (2009 with 2012 amendment)
F. Draft Internal Medicine

The proposed curriculum is also comprised of suggestions from policy
documents, review articles and original research articles and these are
referenced using the Harvard referencing style.
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You will be asked to rate each learning outcome as essential, desirable or
unnecessary. For each section of the curriculum you will also be asked for any
other learning outcomes which you feel should be included?

Following each round the curriculum will be modified based on your responses,
and that of your fellow contributors, learning outcomes deemed unnecessary
will be removed whilst suggested outcomes will be added. Your opinion will then
be asked again.

We anticipate that the initial round will take 30 minutes to complete, each
subsequent round will take 15 to 30 minutes. Depending on the level of
agreement between you and your fellow experts there will likely be 2 or 3
rounds each requiring you to state your opinions via email. Due to time
constraints there will be no more than 4. We ask that you try to respond with
your opinions within 1 week so we can incorporate them but appreciate this
might be difficult due to other commitments.

What are the benefits (if any) of taking part?
We hope that this will improve palliative medicine training and improve the care
provided to those with frailty towards the end of life.

What are the risks (if any) of taking part?
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There are no risks to taking part.

How will information about me be used?
The data will be collected by the primary researcher and anonymised before
analysis. At the end of the Delphi process the suggestions for curriculum
content contact will be fed back to the speciality advisory committee chair and
the joint royal college of physicians training board. It is hoped that this
information will be used as a source of additional information for the 2022
palliative medicine curriculum.

Who will have access to information about me?
During the study the only person who will be aware of your responses and
involvement will be the primary researcher. After the study your responses will
remain anonymous however due to the fact you are an expert in the field of
palliative medicine the research team requests that they are able to disclose
your involvement to the specialty advisory committee and the joint royal college
of physicians training board to add credibility to the suggestions made. If,
however you would prefer to remain completely anonymous that will be
respected.

Data will be stored securely on a university network as an encrypted file. Only
the primary researcher and her supervisor will have access to the study data.
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The data will be coded and anonymous. The data will be retained by the
primary researcher for five years after which it will be securely disposed of.

Who is funding and organising the research?
There is no source of funding for this research project specifically however Dr
Felicity Dewhurst is receiving funding from Health Education England to
complete her Master’s.

What if there is a problem?
If you have a concern about any aspect of this study, you may wish to speak to
the researcher(s) who will do their best to answer your questions. You should
contact Dr Felicity Dewhurst at drfelicitywerrett@doctors.org.uk
Alternatively, if you do not wish to contact the researcher(s) you may contact Dr
Lucie Byrne Davis at lucie.byrne-davis@manchester.ac.uk

If you remain unhappy about the research and/or wish to raise a complaint
about any aspect of the way that you have been approached or treated during
the course of the study please write to Nicola Leighton who is the University’s
contact for complaints regarding research at the following address:-

Nicola Leighton
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Research Governance Officer
Directorate of Engagement and Partnerships
IC2 Building
Keele University
ST5 5NH
E-mail: n.leighton@ keele.ac.uk
Tel: 01782 733306

Many thanks for your time and consideration

Very best wishes

Felicity Dewhurst
ST6 ACL Palliative Medicine
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Appendix 11. Consent Forms

CONSENT FORM
Title of Project: Establishing appropriate content of a (theoretical and
practical) curriculum for the direct and indirect (advise based) provision
of palliative care for patients with frailty by Specialist Palliative Care
Trainees.
Name and contact details of Principal Investigator: Dr Felicity Dewhurst
drfelicitywerrett@doctors.org.uk
Please initial box if you
agree with the statement
1. I confirm that I have read and understood the information sheet dated
01/03/20 for the above study and have had the opportunity to ask questions
2. I understand that my participation is voluntary and that I am free to withdraw
at any time.
In the event of withdrawal, and where it is possible, relevant data will also be
withdrawn
3.

I agree to take part in this study.

4.

I agree to the use of my anonymised data
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5.

I agree to be named as a contributor to this work

_____________________

________________

__________________

Name of participant

Date

Electronic Signature

_____________________

________________

__________________

Researcher (to be signed

Date

Signature

on return of the electronic
form)
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CONSENT FORM (for use of quotes)
Title of Project: Establishing appropriate content of a (theoretical and
practical) curriculum for the direct and indirect (advise based) provision
of palliative care for patients with frailty by Specialist Palliative Care
Trainees.
Name and contact details of Principal Investigator: Dr Felicity Dewhurst
drfelicitywerrett@doctors.org.uk
Please initial box if you
agree with the statement
1.

I agree for my quotes to be used

2.

I do not agree for my quotes to be used

_____________________

________________

__________________

Name of participant

Date

Electronic Signature

____________________

________________

__________________

Researcher (to be signed

Date

Signature

on return of the electronic
form)
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Appendix 12. Ethical Approval
This has been approved by the S-SPEC team

The only feedback is as follows:

The questionnaire is very long perhaps a suggested time for completion could
be given to participants. Colour scheme is quite confusing (though well
described) perhaps a simplified key (on the questionnaire itself) could be given
as well as the description on the information sheet. Is there a solution/ follow-up
if there are too many/ or too few new criteria to be added. Curriculums can't
always cover everything.

Good luck with the project

Kind regards

on behalf of the Chair
Dr Clive Gibson
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Appendix 13. First Round Quantitative Data
Definition

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Define: “frailty”

1

4.2

Recognise that there is no accepted
standardized definition

1

Recognise that frailty is not a disease,
people with frailty lack a unifying
diagnosis.

Desira
ble

Desira
ble (%)

Essent
ial

Essential
(%)

4

16.7

19

79.2

4.2

8

33.3

15

62.5

1

4.2

3

12.5

20

83.3

Recognise that frailty is not inevitable, it is
susceptible to active intervention and
varying degrees of reversal

2

8.3

6

25.0

16

66.7

Compare the different definitions of frailty
and how these vary in focus and include
those with a symptomatic, diagnostic,
physiological, outcome and functional
basis

3

12.5

15

62.5

6

25.0

Analyse the relationship between frailty
and ageing, that the risk of frailty increases
with age, but that frailty is different from
normal ageing and can occur at any age

1

4.2

8

33.3

15

62.5

Analyse the concept of social vulnerability
(such as need for care provided by
external providers) and compare how this
is different from frailty which is an
individual concept (Koller and Rockwood,
2013)

4

16.7

15

62.5

5

20.8

Desirab
le

Desirab
le (%)

Essenti
al

0.0

9

37.5

15

62.5

8

33.3

14

58.3

2

8.3

11

45.8

12

50.0

1

4.2

1

4.2

13

54.2

10

41.7

Any other learning outcomes which should
be included?
Recognise that frailty can be a palliative
diagnosis

Grading
By completion of training the specialist
trainee will be able to:

Unnecess
ary

List tools used to screen for frailty
Describe the timed get up and go screen
Describe the PRISMA questionnaire
List scales used to grade frailty

Unnecess
ary (%)

Essential
(%)
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Describe the phenotype based fried index,
be aware this is based on the five
variables of unintentional weight loss, selfreported fatigue, slow walking, muscular
weakness and low levels of energy

9

37.5

15

62.5

Describe the deficit accumulation-based
frailty index which uses physical,
psychological and social factors and can
be measured using the comprehensive
geriatric assessment and read codes from
GP surgeries

10

41.7

13

54.2

1

4.2

Describe the 9-point clinical judgement
based clinical frailty scale based on
physical and functional dependent

5

20.8

15

62.5

4

16.7

Describe the Edmonton frail scale as a
bedside measure of frailty incorporating
physical, psychological, social, and
functional factors

10

41.7

12

50.0

2

8.3

Describe the five-item frail scale as a
measure of pre-frailty

13

54.2

11

45.8

3

12.5

8

33.3

13

54.2

Recognise that the purpose of identifying
frailty varies depending on where a patient
is on their illness trajectory, reversal in the
early stages and provision of appropriate
end of life care in the latter

0.0

5

20.8

19

79.2

Recognise that identifying frailty improves
prognostication and decision making in
older adults particularly in the setting of
critical illness or interventions that may
cause significant injury (chemotherapy and
surgery)

0.0

3

12.5

21

87.5

Apply knowledge gained from identifying
and grading frailty to engage with patients
and their families in producing
individualized goal centred plans of care

0.0

3

12.5

21

87.5

Recognise that there is no accepted goldstandard way of screening for or grading
frailty

0.0

0.0

Compare frailty scales, their parameters
and their use in clinical practice

9

37.5

12

50.0

3

12.5

Compare standard measures of frailty with
standard palliative care measures of
patient complexity including the Australian
Modified Karnofsky Performance scale
(AKPS)

1

4.2

18

75.0

5

20.8

Assess the potential of translations
between frailty measures and the AKPS to
produce a common language for
interdisciplinary communication

6

25.0

13

54.2

5

20.8

Any other learning outcomes which should
be included?
None
Physiological
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By completion of training the specialist
trainee will be able to:

Desirab
le

Desirab
le (%)

Essenti
al

12.5

7

29.2

14

58.3

Recognise that frailty is a multi-system
problem

0.0

3

12.5

21

87.5

Recognise the trajectory of frailty

0.0

3

12.5

21

87.5

Recognise that the reduced reserve of
patients with frailty results in a relatively
large impact resulting from relatively small
insults "expand the frail/vulnerable brain
concept to the rest of the body"

0.0

6

25.0

18

75.0

4.2

12

50.0

11

45.8

Desirab
le

Desirab
le (%)

Essenti
al

4.2

5

20.8

18

75.0

Recognise that people aged 85 years and
older are more likely to die of multiple nonmalignant diseases than cancer

0.0

6

25.0

18

75.0

Recognise the impact of frailty that 10% of
those over 65 and up to 50% of those over
85 are likely to be frail and that these
percentages are increasing

0.0

8

33.3

16

66.7

Describe the specific systems vulnerable
to deterioration within frailty including the
musculoskeletal, cardiovascular, metabolic
and immunological affects.

Recognise that the pathophysiology of
frailty is not fully understood however it is
widely accepted that it is a dynamic
process where deterioration is more
common than improvement

Unnecess
ary

3

1

Unnecess
ary (%)

Essential
(%)

Any other learning outcomes which should
be included?
None
Epidemiology

By completion of training the specialist
trainee will be able to:

Recognise that over one third of deaths
are people aged 85 and over

Unnecess
ary

1

Unnecess
ary (%)

Essential
(%)

Understand that frailty is becoming more
prevalent and this is explained in part by
the ageing population

1

4.2

8

33.3

15

62.5

Understand that the exact prevalence is
problematic because of the lack of a
standard definition and measurement

5

20.8

11

45.8

8

33.3

Any other learning outcomes which should
be included?

211

None
Causes and consequences

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Desirab
le

Desirab
le (%)

Essenti
al

Essential
(%)

Describe the contributing factors of frailty
including chronic disease, multiple
comorbidity, genetic disorders, injury and
lifestyle factors

0.0

10

41.7

14

58.3

Describe the consequences of the
combination of frailty and minor external
stressors including delirium, functional
decline, impaired mobility, falls, social
withdrawal, hospitalisation,
institutionalisation and death

0.0

5

20.8

19

79.2

Understand the frailty fulcrum and how
keeping life changes balanced becomes
more difficult with increasing frailty

4

16.7

12

50.0

8

33.3

Compare stabilisers and destabilisers from
social, physical, psychological,
environmental and systems of care
domains and the effect these have on a
frail person

4

16.7

15

62.5

5

20.8

Desirab
le

Desirab
le (%)

Essenti
al

0.0

7

29.2

17

70.8

Any other learning outcomes which should
be included?

Clinical Care (Goldberg et al., 2016)

Structure and Processes of Care (Ferrell
et al., 2019)

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Recognise that current evidence states
that the palliative care needs of frail older
adults are not adequately assessed or
treated

Unnecess
ary (%)

Essential
(%)

Recognise that interdisciplinary team
assessment is fundamental to provide goal
centred care for the frail patient throughout
their trajectory

2

8.3

4

16.7

18

75.0

Recognise the range of services available
to those with frailty

1

4.2

5

20.8

18

75.0

0.0

4

16.7

19

79.2

Recognise the need to refer to geriatric
medicine where frailty is associated with

212

significant complexity, diagnostic
uncertainty or challenging symptom control
Recognise the need to refer to old age
psychiatry for those people with frailty and
complex co-existing psychiatric problems,
including challenging behaviour in
dementia

2

8.3

5

20.8

17

70.8

Recognise that specialist palliative care
services will need to be able to provide
care for patients with frailty in all settings
including nursing homes

1

4.2

5

20.8

18

75.0

Understand that palliative care service
should be complimentary to services that
are already in place and should not seek
to replace or compete with existing
provision

1

4.2

8

33.3

15

62.5

Understand the importance of teamwork in
this setting and have an appreciation of
the skills and contributions of different
members of the different teams

3

12.5

5

20.8

16

66.7

Understand the importance of joint working
between palliative and geriatric medicine

2

8.3

6

25.0

16

66.7

Understand the importance of sharing
information between primary care,
emergency services, secondary care and
social services and how this can improve
patient care

4

16.7

3

12.5

17

70.8

Understand that appropriate palliative care
for frail people is unlikely to fit with current
service models (based on a cancer
trajectory) and therefore innovation is
required

2

8.3

8

33.3

14

58.3

0.0

8

33.3

16

66.7

Understand parallel planning and its
relevance to patients with frailty where
there are several possible outcomes which
may become more obvious over time
Compare important services for frail
people and analyse how they can work
together including primary care, pharmacy,
geriatric services – acute, intermediate
and community, social care, mental health
services

5

20.8

12

50.0

7

29.2

Compare the roles of geriatric medicine
and primary care in providing generalist
care for those with frailty, where the former
may be involved where aim is to improve
frailty and the latter when frailty is more
severe, and the focus is palliative care in
the community environment

3

12.5

13

54.2

8

33.3

Analyse care decisions that will need to be
made throughout the care trajectory of a
person with frailty including place and level
of care provision

4

16.7

8

33.3

12

50.0

Compare the positive and negative effects
of hospitalisation and institutionalisation for

2

8.3

5

20.8

17

70.8
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people with frailty and how this should
alter management
Assess the balance between benefits of
early intervention with the reality of a finite
resource when providing palliative care to
those with frailty

1

4.2

13

54.2

10

41.7

Assess the concept of short term recurrent
staged palliative care involvement as an
appropriate model of care for those with
frailty

4

16.7

11

45.8

9

37.5

Desirab
le

Desirab
le (%)

Essenti
al

Any other learning outcomes which should
be included?

Assessment

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Essential
(%)

List the core frailty syndromes; falls,
reduced mobility (sudden onset),
confusion, incontinence, and the extended
frailty syndromes: polypharmacy (>3
prescribed drugs), social issues, including
isolation, suspected elder abuse and end
of life care

1

4.2

4

16.7

19

79.2

Understand that the aims of a holistic
assessment of a frail patient are to identify
and treat reversible causes of decline,
detect and treat symptoms, assess
severity and prognosis

1

4.2

2

8.3

21

87.5

Understand the frailty syndromes and their
implication as a marker of bad outcome
and a trigger for a comprehensive geriatric
assessment

0.0

10

41.7

14

58.3

Analyse how appropriate interventions are
when prioritising quality towards the end of
life

0.0

3

12.5

21

87.5

Assess a frail patient using the
comprehensive geriatric assessment
assessing their cognition, function,
mobility, balance, social circumstances
and medical problems

5

20.8

11

45.8

8

33.3

Assess and manage falls including
distinguishing between syncopal and nonsyncopal causes and knowing when to
refer to a specialist falls service

4

16.7

9

37.5

11

45.8

Assess and manage immobility
considering conditions such as spinal cord
compression and end stage neurological
disorders

1

4.2

6

25.0

17

70.8
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Assess and manage cognitive
abnormalities considering chronicity and a
collateral history

1

4.2

8

33.3

15

62.5

Evaluate and improve the safety of frail
patients during hospital admissions using
Frail safe as a checklist

4

16.7

14

58.3

6

25.0

Desirab
le

Desirab
le (%)

Essenti
al

Any other learning outcomes which should
be included?

Physical (Ferrell et al., 2019)

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

0.0
Recognise that there is a direct
independent relationship between selfreported pain and frailty

2

0.0

Essential
(%)

0.0

8.3

13

54.2

9

37.5

Recognise that people with frailty
experience physical symptoms such as
pain at similar levels to people with cancer

0.0

5

20.8

19

79.2

Understand the impact of common
symptoms of old age like incontinence and
impaired vision and how this can have a
considerable negative effect on quality of
life

0.0

10

41.7

14

58.3

Understand the importance of common
symptom management (pain, nausea and
vomiting, anorexia, dyspnoea, fatigue,
diarrhoea and constipation) for the
improvement of functional status and
quality of life

1

4.2

3

12.5

20

83.3

Understand the importance of palliative
care services in managing the complex
symptoms of patients with frailty

1

4.2

3

12.5

20

83.3

Understand the importance of
appropriately managing comorbidities

2

8.3

7

29.2

15

62.5

Summarise an appropriate problem list for
a patient with frailty using the
Comprehensive Geriatric assessment
(CGA) and how this can be used to
appropriately manage comorbidities and
geriatric syndromes

7

29.2

13

54.2

4

16.7

Evaluate signs and symptoms of pain
using non-verbal pain scales and
behavioural signs for those with cognitive
impairment and appreciate the importance
of involving carers and family members in
the process

2

8.3

2

8.3

20

83.3
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Evaluate the benefits and risks of life
prolonging treatments such as
chemotherapy and antibiotics as these
may improve functioning and quality of life
and involve patients and their families in
shared or best interests decision making

2

8.3

2

8.3

20

83.3

Evaluate the advantages and
disadvantages of investigations,
treatments and non-intervention for people
with frailty demonstrating an
understanding that interventions
appropriate for those with more
physiological reserve are potentially
detrimental to quality and quantity of life in
the context of frailty

0

0.0

7

29.2

17

70.8

Desirab
le

Desirab
le (%)

Essenti
al

Any other learning outcomes which should
be included?
None
Pharmacology
By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

0.0
Define polypharmacy as more than 3
regular medications

2

Recognise that undertreatment, increased
adverse effects and polypharmacy are key
issues for patients with frailty

0.0

Essential
(%)

0.0

8.3

5

20.8

17

70.8

0.0

6

25.0

18

75.0

Recognise adverse effects are more likely
due to age related changes in drug
pharmacokinetics

1

4.2

8

33.3

15

62.5

Understand that polypharmacy and
adverse drug reactions contribute
significantly to poorer health, hospital
admissions, morbidity, mortality and
increased length of stay

2

8.3

5

20.8

17

70.8

Assess the benefits and risks of
medications in patients with frailty
prioritising those contributing to symptom
control over preventative drugs unlikely to
provide benefit in those with short life
expectancy

2

8.3

2

8.3

20

83.3

Assess the appropriate use of specific
tools for deprescribing e.g. STOPP/START

3

12.5

14

58.3

7

29.2

Any other learning outcomes which should
be included?
Recognise that the burden of polypharmacy is similar for all deteriorating palliative patients including those with frailty
Rehabilitation
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By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Desirab
le

0.0
Recognise the importance of rehabilitative
palliative care to maintain or improve
functionality
Understand that the specific management
of frailty includes diet review, physical
exercise, progressive resistance exercise
and physiotherapy and that these may still
have a role in the palliative management
of frailty but may have less of a role as
frailty progresses

4

Desirab
le (%)

Essenti
al

0.0

Essential
(%)

0.0

0.0

12

50.0

12

50.0

16.7

13

54.2

7

29.2

Desirab
le

Desirab
le (%)

Essenti
al

0.0

22

91.7

Any other learning outcomes which should
be included?
None
Prognostication and End of Life Care

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Essential
(%)

Recognise that the care of the imminently
dying is an important part of the
management of patients with frailty

2

8.3

Understand that identifying frailty improves
prognostication and decision making in
older adults

1

4.2

9

37.5

14

58.3

Understand that instruments such as the
Frailty Index and the SHARE FI can be
used to predict mortality in frailty however
appreciate their use may be more on the
population level rather than individual
patients at present

8

33.3

15

62.5

1

4.2

Understand that other prognostication
tools are designed for use in cancer
patients and should be used in caution in
frailty

3

12.5

11

45.8

10

41.7

Analyse the likelihood of a patient with
frailty being in the last year of life using the
Gold Standards Framework Criteria

2

8.3

10

41.7

12

50.0

Assess people with frailty evaluating
prognostic markers and signs to establish
if they may be dying

5

20.8

5

20.8

14

58.3

Any other learning outcomes which should
be included?
None
Psychological
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By completion of training the specialist
trainee will be able to:

Recognise the fact that many people with
frailty have co-existing cognitive
impairment which adds an extra
complexity to care provision

Unnecess
ary

3

Recognise that people with frailty
experience psychological distress at
similar levels to people with cancer

Unnecess
ary (%)

Desirab
le

Desirab
le (%)

Essenti
al

Essential
(%)

12.5

5

20.8

16

66.7

0.0

6

25.0

17

70.8

Understand the negative psychological
effects of feeling like a burden and how
this fear can alter care decisions

2

8.3

8

33.3

14

58.3

Assess and appropriately manage
psychological symptoms of depression,
anxiety, insomnia, grief, and distress, and
recognise them as a cause and
consequence of frailty

2

8.3

5

20.8

17

70.8

Desirab
le

Desirab
le (%)

Essenti
al

Any other learning outcomes which should
be included?
None
Social

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Essential
(%)

Understand the safeguarding process and
how this has particular relevance when
caring for a person with frailty

1

4.2

6

25.0

17

70.8

Understand that frail people often have
weakened social networks and this lack of
support for holistic care results in an
increased reliance on external care
providers

2

8.3

13

54.2

9

37.5

Evaluate a person with frailty and their
circumstances after a safeguarding
concern

3

12.5

11

45.8

10

41.7

Desirab
le

Desirab
le (%)

Essenti
al

3

12.5

20

Any other learning outcomes which should
be included?
None
Communication with patients and relatives
By completion of training the specialist
trainee will be able to:

Recognise that appropriate advance care
planning increases the chance that patient
wishes are achieved and reduces stress,

Unnecess
ary

2

Unnecess
ary (%)

8.3

Essential
(%)

83.3
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anxiety and depression in surviving
relatives
Understand models for decision making in
frail older adults e.g. the Palliative and
Therapeutic Harmonisation Model (PATH)
which includes the elements of
understanding, communicating and
empowering

10

41.7

11

45.8

3

12.5

Understand the general pitfalls of
communication (impaired hearing and
comprehension) and an understanding of
how these can be minimised

4

16.7

4

16.7

16

66.7

Summarise the rationale for palliative care
involvement for patients with frailty and
their family and its relevance throughout
the disease trajectory

3

12.5

8

33.3

13

54.2

Assess appropriate plans of care with
patients and their families recognising and
explaining that burdensome interventions
may become less beneficial and riskier as
frailty progresses through discussion of the
concept of futility

1

4.2

7

29.2

16

66.7

Assess prognosis and convey the
uncertainty associated with a diagnosis of
frailty where each patient has the potential
to improve, stabilise, worsen or die

2

8.3

3

12.5

19

79.2

Assess future planning preferences with
frail patients and their families and
understand that timely discussion is
important particularly in this population at
high risk of future cognitive impairment
and loss of capacity

1

4.2

8

33.3

15

62.5

Facilitate resolution of family and
interprofessional team member conflict
using family meetings and case
conference

2

8.3

7

29.2

15

62.5

Desirab
le

Desirab
le (%)

Essenti
al

7

29.2

17

Any other learning outcomes which should
be included?
None
Ethics

By completion of training the specialist
trainee will be able to:

Understand how key ethical issues may
have particular relevance for patients with
frailty, specifically lack of autonomy,
presumed incompetence and equitable
use of palliative care services

Unnecess
ary

Unnecess
ary (%)

0.0

Essential
(%)

70.8
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Any other learning outcomes which should
be included?
None

Leadership

By completion of training the specialist
trainee will be able to:
Understand that a pro palliative care
culture within frailty services requires team
development and education

Unnecess
ary
2

Unnecess
ary (%)
8.3

Desirab
le

Desirab
le (%)

Essenti
al

12

50.0

10

Desirab
le

Desirab
le (%)

Essenti
al

Essential
(%)
41.7

Any other learning outcomes which should
be included?
None
Education

By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Essential
(%)

Recognise that the best care to patients
with frailty is provided by staff who are
prepared in terms of knowledge skills
attitude and support and in a wider
community that is prepared to help

3

12.5

11

45.8

10

41.7

Recognise the need for the primary care,
palliative and geriatric medicine
communities to provide each other with
education, interdisciplinary education has
an important role to play particularly to
enable the appreciation of the roles of
other professions and services

2

8.3

13

54.2

9

37.5

Recognise that key topics for education
include advance care planning, goals of
care, geriatric assessment, polypharmacy,
deprescribing, symptom management,
managing conflict

1

4.2

8

33.3

15

62.5

Understand the need for evidence for and
sustainability of educational programmes
for the management of frailty

8

33.3

14

58.3

2

8.3

Understand that the training requirements
are diverse in terms of both speciality and
profession and education needs to be
tailored to the audience

12

50.0

10

41.7

2

8.3

Any other learning outcomes which should
be included?
None
Research
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By completion of training the specialist
trainee will be able to:

Unnecess
ary

Unnecess
ary (%)

Desirab
le

Desirab
le (%)

Essenti
al

Essential
(%)

Recognise the lack of evidence base for
the palliative management of frail patients

1

4.2

12

50.0

11

45.8

Understand that evidence of the best
model for the provision of palliative care to
those with frailty is required in all settings

5

20.8

15

62.5

4

16.7

Understanding that specific biomarkers
may be useful in the diagnosis,
management and prognostication of
patients with frailty, but more research is
required before they are used in common
practice

7

29.2

13

54.2

4

16.7

Any other learning outcomes which should
be included?
None
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Appendix 14. Round Two Delphi Questionnaire
With each item you will be informed of the round 1 results and asked to consider your
response again.
Unnecessary =U, Desirable =D, Essential =E
With this in mind, you will be asked to consider again whether they are unnecessary, desirable
or essential
Recognise that there is no accepted standardised definition U = 4%, D = 33% E = 63% *
Recognise that frailty is not inevitable, it is susceptible to active intervention and varying
degrees of reversal U = 8%, D = 25%, E = 67% *
Compare the different definitions of frailty and how these vary in focus and include those with
a symptomatic, diagnostic, physiological, outcome and functional basis U = 12%, D = 63% E =
25% *
Analyse the relationship between frailty and ageing, that the risk of frailty increases with age,
but that frailty is different from normal ageing and can occur at any age U = 4%, D = 33% E =
63% *
Analyse the concept of social vulnerability (such as need for care provided by external
providers) and compare how this is different from frailty which is an individual concept U =
16%, D = 63%, E = 21% *
List tools used to screen for frailty U = 0%, D = 37%, E = 63% *
Describe the timed get up and go screen U = 33%, D = 58%, E = 9% *
Describe the PRISMA questionnaire U = 46%, D = 50%, E = 4% *
List scales used to grade frailty U = 4%, D = 54%, E = 42% *
Describe the phenotype based fried index, be aware this is based on the five variables of
unintentional weight loss, self-reported fatigue, slow walking, muscular weakness and low
levels of energy U = 38%, D = 62%, E = 0% *
Describe the deficit accumulation-based frailty index which uses physical, psychological and
social factors and can be measured using the comprehensive geriatric assessment and read
codes from GP surgeries U = 42%, D = 54%, E = 4% *
Describe the 9-point clinical judgement based clinical frailty scale based on physical and
functional dependent U = 20%, D = 63%, E = 17% *
Describe the Edmonton frail scale as a bedside measure of frailty incorporating physical,
psychological, social, and functional factors U = 42%, D = 50%, E =8% *
Describe the five-item frail scale as a measure of pre-frailty U = 54%, D = 46%, E = 0% *
Recognise that there is no accepted gold-standard way of screening for or grading frailty U =
13%, D = 33%, E = 54% *
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Compare frailty scales, their parameters and their use in clinical practice U = 38%, D = 50%, E =
12% *
Assess the potential of translations between frailty measures and the AKPS to produce a
common language for interdisciplinary communication U = 25%, D = 54%, E = 21% *
Describe the specific systems vulnerable to deterioration within frailty including the
musculoskeletal, cardiovascular, metabolic and immunological affects. U = 13%, D = 29%, E =
58% *
Recognise that the patho-physiology of frailty is not fully understood however it is widely
accepted that it is a dynamic process where deterioration is more common than improvement
U = 4%, D = 50%, E = 46% *
Recognise the impact of frailty that 10% of those over 65 and up to 50% of those over 85 are
likely to be frail and that these percentages are increasing U = 0%, D = 33%, E = 67% *
Understand that frailty is becoming more prevalent and this is explained in part by the ageing
population U = 4%, D = 33%, E = 63% *
Understand that the exact prevalence is problematic because of the lack of a standard
definition and measurement U = 21%, D = 46%, E = 33% *
Describe the contributing factors of frailty including chronic disease, multiple comorbidity,
genetic disorders, injury and lifestyle factors U = 0%, D = 42%, E = 58% *
Understand the frailty fulcrum and how keeping life changes balanced becomes more difficult
with increasing frailty U = 17%, D = 50%, E = 33% *
Compare stabilisers and destabilisers from social, physical, psychological, environmental and
systems of care domains and the effect these have on a frail person U = 17%, D = 63%, E = 20%
*
Recognise that current evidence states that the palliative care needs of frail older adults are
not adequately assessed or treated U = 0%, D = 29%, E = 71% *
Recognise the need to refer to old age psychiatry for those people with frailty and complex coexisting psychiatric problems, including challenging behaviour in dementia. U = 8%, D = 21%, E
= 71% *
Understand that palliative care service should be complimentary to services that are already in
place and should not seek to replace or compete with existing provision U = 4%, D = 33%, E =
64% *
Understand the importance of teamwork in this setting and have an appreciation of the skills
and contributions of different members of the different teams U = 12%, D = 21%, E = 67% *
Understand the importance of joint working between palliative and geriatric medicine U = 8%,
D = 25%, E = 67% *
Understand the importance of sharing information between primary care, emergency services,
secondary care and social services and how this can improve patient care U = 17%, D = 12%, E
= 71% *
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Understand that appropriate palliative care for frail people is unlikely to fit with current service
models (based on a cancer trajectory) and therefore innovation is required U = 8%, D = 33%, E
= 59% *
Understand that appropriate palliative care for frail people is unlikely to fit with current service
models (based on a cancer trajectory) and therefore innovation is required U=8%, D=35%,
E=57% *
Understand parallel planning and its relevance to patients with frailty where there are several
possible outcomes which may become more obvious over time U = 0%, D = 33%, E = 67% *
Compare important services for frail people and analyse how they can work together including
primary care, pharmacy, geriatric services – acute, intermediate and community, social care,
mental health services U = 21%, D = 50%, E = 29% *
Compare the roles of geriatric medicine and primary care in providing generalist care for those
with frailty, where the former may be involved where aim is to improve frailty and the latter
when frailty is more severe, and the focus is palliative care in the community environment U =
13%, D = 54%, E = 33% *
Analyse care decisions that will need to be made throughout the care trajectory of a person
with frailty including place and level of care provision U = 17%, D = 33%, E = 50% *
Compare the positive and negative effects of hospitalisation and institutionalisation for people
with frailty and how this should alter management U = 8%, D = 21%, E = 71% *
Assess the balance between benefits of early intervention with the reality of a finite resource
when providing palliative care to those with frailty U = 4%, D = 54%, E = 42% *
Assess the concept of short term recurrent staged palliative care involvement as an
appropriate model of care for those with frailty U = 16%, D 46%, E = 38% *
Understand the frailty syndromes and their implication as a marker of bad outcome and a
trigger for a comprehensive geriatric assessment U = 0%, D = 42%, E = 58% *
Assess a frail patient using the comprehensive geriatric assessment assessing their cognition,
function, mobility, balance, social circumstances and medical problems U = 21%, D = 46%, E =
33% *
Assess and manage falls including distinguishing between syncopal and non-syncopal causes
and knowing when to refer to a specialist falls service U = 16%, D = 38%, E = 46% *
Assess and manage immobility considering conditions such as spinal cord compression and end
stage neurological disorders U = 4%, D = 25%, E = 71% *
Assess and manage cognitive abnormalities considering chronicity and a collateral history U =
4%, D = 33%, E = 63% *
Evaluate and improve the safety of frail patients during hospital admissions using Frail safe as a
checklist U = 17%, D = 58%, E = 25% *
Recognise that there is a direct independent relationship between self-reported pain and
frailty U = 8%, D = 54%, E = 38% *
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Understand the impact of common symptoms of old age like incontinence and impaired vision
and how this can have a considerable negative effect on quality of life U = 0%, D = 42%, E =
58% *
Understand the importance of appropriately managing comorbidities U = 8%, D = 29%, E = 63%
*
Summarise an appropriate problem list for a patient with frailty using the Comprehensive
Geriatric assessment (CGA) and how this can be used to appropriately manage comorbidities
and geriatric syndromes U = 29%, D = 54%, E = 17% *
Evaluate the advantages and disadvantages of investigations, treatments and non-intervention
for people with frailty demonstrating an understanding that interventions appropriate for
those with more physiological reserve are potentially detrimental to quality and quantity of life
in the context of frailty U = 0%, D = 29%, E = 71% *
Define polypharmacy as more than 3 regular medications U = 8%, D = 21%, E = 71% *
Recognise adverse effects are more likely due to age related changes in drug pharmacokinetics
U = 4%, D = 33%, E = 62.5% *
Understand that polypharmacy and adverse drug reactions contribute significantly to poorer
health, hospital admissions, morbidity, mortality and increased length of stay U = 8%, D = 21%,
E = 71% *
Assess the appropriate use of specific tools for deprescribing e.g. STOPP/START U = 13%, D =
58%, E = 29% *
Recognise the importance of rehabilitative palliative care to maintain or improve functionality
U = 0%, D = 50%, E = 50% *
Understand that the specific management of frailty includes diet review, physical exercise,
progressive resistance exercise and physiotherapy and that these may still have a role in the
palliative management of frailty but may have less of a role as frailty progresses U = 17%, D =
54%, E = 29% *
Understand that identifying frailty improves prognostication and decision making in older
adults U = 4%, D = 38%, E = 58% *
Understand that instruments such as the Frailty Index and the SHARE FI can be used to predict
mortality in frailty however appreciate their use may be more on the population level rather
than individual patients at present U = 33%, D = 63%, E = 4% *
Understand that other prognostication tools are designed for use in cancer patients and
should be used in caution in frailty U = 13%, D = 45%, E = 42% *
Analyse the likelihood of a patient with frailty being in the last year of life using the Gold
Standards Framework Criteria U = 8%, D = 42%, E = 50% *
Assess people with frailty evaluating prognostic markers and signs to establish if they may be
dying U = 21%, D = 21%, E = 58% *
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Recognise the fact that many people with frailty have co-existing cognitive impairment which
adds an extra complexity to care provision U = 13%, D = 20%, E = 67% *
Recognise that people with frailty experience psychological distress at similar levels to people
with cancer U = 0%, D = 29%, E = 71% *
Understand the negative psychological effects of feeling like a burden and how this fear can
alter care decisions U = 8%, D = 33% E = 58% *
Assess and appropriately manage psychological symptoms of depression, anxiety, insomnia,
grief, and distress, and recognise them as a cause and consequence of frailty U = 8%, D = 21%,
E = 71% *
Understand the safeguarding process and how this has particular relevance when caring for a
person with frailty U = 4%, D = 25%, E = 71% *
Understand that frail people often have weakened social networks and this lack of support for
holistic care results in an increased reliance on external care providers U = 8%, D = 54%, E =
38% *
Evaluate a person with frailty and their circumstances after a safeguarding concern U = 13%, D
= 46%, E = 41% *
Understand models for decision making in frail older adults e.g. the Palliative and Therapeutic
Harmonisation Model (PATH) which includes the elements of understanding, communicating
and empowering U = 42%, D = 45%, E = 13% *
Understand the general pitfalls of communication (impaired hearing and comprehension) and
an understanding of how these can be minimised U = 17%, D = 17%, E =66% *
Summarise the rationale for palliative care involvement for patients with frailty and their
family and its relevance throughout the disease trajectory U = 13%, D = 33%, E =54% *
Assess appropriate plans of care with patients and their families recognising and explaining
that burdensome interventions may become less beneficial and riskier as frailty progresses
through discussion of the concept of futility U = 4%, D = 29%, E = 67% *
Assess future planning preferences with frail patients and their families and understand that
timely discussion is important particularly in this population at high risk of future cognitive
impairment and loss of capacity U = 4%, D = 33%, E = 63% *
Facilitate resolution of family and interprofessional team member conflict using family
meetings and case conference U = 8%, D = 29%, E = 63% *
Understand how key ethical issues may have particular relevance for patients with frailty,
specifically lack of autonomy, presumed incompetence and equitable use of palliative care
services U = 0%, D = 29%, E = 71% *
Understand that a pro palliative care culture within frailty services requires team development
and education U = 8%, D = 50%, E = 42% *
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Recognise that the best care to patients with frailty is provided by staff who are prepared in
terms of knowledge skills attitude and support and in a wider community that is prepared to
help U = 13%, D = 45%, E = 42% *
Recognise the need for the primary care, palliative and geriatric medicine communities to
provide each other with education, interdisciplinary education has an important role to play
particularly to enable the appreciation of the roles of other professions and services U = 8%, D
= 54%, E = 38% *
Recognise that key topics for education include advance care planning, goals of care, geriatric
assessment, polypharmacy, deprescribing, symptom management, managing conflict U = 4%,
D = 33%, E = 63% *
Understand the need for evidence for and sustainability of educational programmes for the
management of frailty U = 33%, D = 59%, E = 8% *
Understand that the training requirements are diverse in terms of both speciality and
profession and education needs to be tailored to the audience U = 50%, D = 42%, E = 8% *
Recognise the lack of evidence base for the palliative management of frail patients U = 4%, D =
50%, E = 46% *
Understand that evidence of the best model for the provision of palliative care to those with
frailty is required in all settings U = 21%, D = 62%, E = 17% *
Understanding that specific biomarkers may be useful in the diagnosis, management and
prognostication of patients with frailty, but more research is required before they are used in
common practice U = 29%, D = 54%, E = 17% *
Suggested curriculum items from round 1
Recognise that frailty can be a palliative diagnosis *
Recognise that the burden of polypharmacy is similar for all deteriorating palliative patients
including those with frailty *
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Appendix 15. Second Round Quantitative Data
Unnecessary
Recognise that there is
no accepted
standardised definition
Recognise that frailty is
not inevitable, it is
susceptible to active
intervention and
varying degrees of
reversal
Compare the different
definitions of frailty and
how these vary in focus
and include those with
a symptomatic,
diagnostic,
physiological, outcome
and functional basis
Analyse the relationship
between frailty and
ageing, that the risk of
frailty increases with
age, but that frailty is
different from normal
ageing and can occur at
any age
Analyse the concept of
social vulnerability
(such as need for care
provided by external
providers) and compare
how this is different
from frailty which is an
individual concept
List tools used to
screen for frailty
Describe the timed get
up and go screen
Describe the PRISMA
questionnaire
List scales used to
grade frailty
Describe the phenotype
based fried index, be
aware this is based on
the five variables of
unintentional weight
loss, self-reported
fatigue, slow walking,
muscular weakness and
low levels of energy
Describe the deficit
accumulation-based
frailty index which uses
physical, psychological
and social factors and
can be measured using
the comprehensive
geriatric assessment
and read codes from GP
surgeries
Describe the 9-point
clinical judgement
based clinical frailty
scale based on physical
and functional
dependent

Desirable

0

Unnecessary
%
0

Essential

4

Desirable
%
25

12

Essential
%
75

1

6.25

2

12.5

13

81.25

3

18.75

9

56.25

4

25

0

0

4

25

12

75

2

12.5

13

81.25

1

6.25

0

0

7

43.75

9

56.25

4

25

12

75

1

6.25

6

37.5

10

62.5

0

0

0

0

15

93.75

1

6.25

6

37.5

9

56.25

1

6.25

6

37.5

10

62.5

0

0

4

25

12

75

0

0
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Describe the Edmonton
frail scale as a bedside
measure of frailty
incorporating physical,
psychological, social,
and functional factors
Describe the five-item
frail scale as a measure
of pre-frailty
Recognise that there is
no accepted goldstandard way of
screening for or grading
frailty
Compare frailty scales,
their parameters and
their use in clinical
practice
Assess the potential of
translations between
frailty measures and the
AKPS to produce a
common language for
interdisciplinary
communication
Describe the specific
systems vulnerable to
deterioration within
frailty including the
musculoskeletal,
cardiovascular,
metabolic and
immunological affects.
Recognise that the
patho-physiology of
frailty is not fully
understood however it
is widely accepted that
it is a dynamic process
where deterioration is
more common than
improvement
Recognise the impact of
frailty that 10% of those
over 65 and up to 50%
of those over 85 are
likely to be frail and that
these percentages are
increasing
Understand that frailty
is becoming more
prevalent and this is
explained in part by the
ageing population
Understand that the
exact prevalence is
problematic because of
the lack of a standard
definition and
measurement
Describe the
contributing factors of
frailty including chronic
disease, multiple
comorbidity, genetic
disorders, injury and
lifestyle factors
Understand the frailty
fulcrum and how
keeping life changes
balanced becomes

7

43.75

7

43.75

2

12.5

8

50

8

50

0

0

0

0

4

25

12

75

7

43.75

9

56.25

0

0

3

18.75

12

75

1

6.25

0

0

4

25

12

75

0

0

12

75

4

25

0

0

2

12.5

14

87.5

0

0

4

25

12

75

3

18.75

12

75

1

6.25

0

0

2

12.5

14

87.5

0

0

15

93.75

1

6.25
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more difficult with
increasing frailty
Compare stabilisers
and destabilisers from
social, physical,
psychological,
environmental and
systems of care
domains and the effect
these have on a frail
person
Recognise that current
evidence states that the
palliative care needs of
frail older adults are not
adequately assessed or
treated
Recognise the need to
refer to old age
psychiatry for those
people with frailty and
complex co-existing
psychiatric problems,
including challenging
behaviour in dementia.
Understand that
palliative care service
should be
complimentary to
services that are
already in place and
should not seek to
replace or compete with
existing provision
Understand the
importance of teamwork
in this setting and have
an appreciation of the
skills and contributions
of different members of
the different teams
Understand the
importance of joint
working between
palliative and geriatric
medicine
Understand the
importance of sharing
information between
primary care,
emergency services,
secondary care and
social services and how
this can improve patient
care
Understand that
appropriate palliative
care for frail people is
unlikely to fit with
current service models
(based on a cancer
trajectory) and therefore
innovation is required
Understand parallel
planning and its
relevance to patients
with frailty where there
are several possible
outcomes which may
become more obvious
over time

1

6.25

14

87.5

1

6.25

0

0

1

6.25

15

93.75

0

0

0

0

16

100

0

0

3

18.75

13

81.25

0

0

1

6.25

15

93.75

0

0

2

12.5

14

87.5

0

0

1

6.25

15

93.75

0

0

4

25

12

75

0

0

4

25

12

75
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Compare important
services for frail people
and analyse how they
can work together
including primary care,
pharmacy, geriatric
services – acute,
intermediate and
community, social care,
mental health services
Compare the roles of
geriatric medicine and
primary care in
providing generalist
care for those with
frailty, where the former
may be involved where
aim is to improve frailty
and the latter when
frailty is more severe,
and the focus is
palliative care in the
community
environment
Analyse care decisions
that will need to be
made throughout the
care trajectory of a
person with frailty
including place and
level of care provision
Compare the positive
and negative effects of
hospitalisation and
institutionalisation for
people with frailty and
how this should alter
management
Assess the balance
between benefits of
early intervention with
the reality of a finite
resource when
providing palliative care
to those with frailty
Assess the concept of
short term recurrent
staged palliative care
involvement as an
appropriate model of
care for those with
frailty
Understand the frailty
syndromes and their
implication as a marker
of bad outcome and a
trigger for a
comprehensive geriatric
assessment
Assess a frail patient
using the
comprehensive geriatric
assessment assessing
their cognition,
function, mobility,
balance, social
circumstances and
medical problems
Assess and manage
falls including
distinguishing between
syncopal and non-

1

6.25

10

62.5

5

31.25

2

12.5

12

75

2

12.5

1

6.25

6

37.5

9

56.25

0

0

0

0

16

100

0

0

12

75

4

25

1

6.25

15

93.75

0

0

0

0

9

56.25

7

43.75

1

6.25

12

75

3

18.75

1

6.25

5

31.25

10

62.5
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syncopal causes and
knowing when to refer
to a specialist falls
service
Assess and manage
immobility considering
conditions such as
spinal cord
compression and end
stage neurological
disorders
Assess and manage
cognitive abnormalities
considering chronicity
and a collateral history
Evaluate and improve
the safety of frail
patients during hospital
admissions using Frail
safe as a checklist
Recognise that there is
a direct independent
relationship between
self-reported pain and
frailty
Understand the impact
of common symptoms
of old age like
incontinence and
impaired vision and
how this can have a
considerable negative
effect on quality of life
Understand the
importance of
appropriately managing
comorbidities
Summarise an
appropriate problem list
for a patient with frailty
using the
Comprehensive
Geriatric assessment
(CGA) and how this can
be used to
appropriately manage
comorbidities and
geriatric syndromes
Evaluate the
advantages and
disadvantages of
investigations,
treatments and nonintervention for people
with frailty
demonstrating an
understanding that
interventions
appropriate for those
with more physiological
reserve are potentially
detrimental to quality
and quantity of life in
the context of frailty
Define polypharmacy as
more than 3 regular
medications
Recognise adverse
effects are more likely
due to age related
changes in drug
pharmacokinetics

0

0

1

6.25

15

93.75

0

0

4

25

12

75

3

18.75

12

75

1

6.25

0

0

13

81.25

3

18.75

0

0

8

50

8

50

0

0

3

18.75

13

81.25

3

18.75

13

81.25

0

0

0

0

3

18.75

13

81.25

0

0

2

12.5

14

87.5

0

0

2

12.5

14

87.5
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Understand that
polypharmacy and
adverse drug reactions
contribute significantly
to poorer health,
hospital admissions,
morbidity, mortality and
increased length of stay
Assess the appropriate
use of specific tools for
deprescribing e.g.
STOPP/START
Recognise the
importance of
rehabilitative palliative
care to maintain or
improve functionality
Understand that the
specific management of
frailty includes diet
review, physical
exercise, progressive
resistance exercise and
physiotherapy and that
these may still have a
role in the palliative
management of frailty
but may have less of a
role as frailty
progresses
Understand that
identifying frailty
improves
prognostication and
decision making in
older
Understand that
instruments such as the
Frailty Index and the
SHARE FI can be used
to predict mortality in
frailty however
appreciate their use
may be more on the
population level rather
than individual patients
at present
Understand that other
prognostication tools
are designed for use in
cancer patients and
should be used in
caution in frailty
Analyse the likelihood
of a patient with frailty
being in the last year of
life using the Gold
Standards Framework
Criteria
Assess people with
frailty evaluating
prognostic markers and
signs to establish if
they may be dying
Recognise the fact that
many people with frailty
have co-existing
cognitive impairment
which adds an extra
complexity to care
provision

0

0

0

0

16

100

1

6.25

10

62.5

5

31.25

0

0

8

50

8

50

1

6.25

13

81.25

2

12.5

0

0

4

25

12

75

7

43.75

9

56.25

0

0

0

0

8

50

8

50

0

0

12

75

4

25

0

0

3

18.75

13

81.25

0

0

1

6.25

15

93.75
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Recognise that people
with frailty experience
psychological distress
at similar levels to
people with cancer
Understand the
negative psychological
effects of feeling like a
burden and how this
fear can alter care
decisions
Assess and
appropriately manage
psychological
symptoms of
depression, anxiety,
insomnia, grief, and
distress, and recognise
them as a cause and
consequence of frailty
Understand the
safeguarding process
and how this has
particular relevance
when caring for a
person with frailty
Understand that frail
people often have
weakened social
networks and this lack
of support for holistic
care results in an
increased reliance on
external care providers
Evaluate a person with
frailty and their
circumstances after a
safeguarding concern
Understand models for
decision making in frail
older adults e.g. the
Palliative and
Therapeutic
Harmonisation Model
(PATH) which includes
the elements of
understanding,
communicating and
empowering
Understand the general
pitfalls of
communication
(impaired hearing and
comprehension) and an
understanding of how
these can be minimised
Summarise the
rationale for palliative
care involvement for
patients with frailty and
their family and its
relevance throughout
the disease trajectory
Assess appropriate
plans of care with
patients and their
families recognising
and explaining that
burdensome
interventions may
become less beneficial
and riskier as frailty

0

0

2

12.5

14

87.5

0

0

4

25

12

75

0

0

2

12.5

14

87.5

0

0

1

6.25

15

93.75

0

0

15

93.75

1

6.25

0

0

13

81.25

3

18.75

9

56.25

7

43.75

0

0

0

0

2

12.5

14

87.5

0

0

4

25

12

75

0

0

1

6.25

15

93.75
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progresses through
discussion of the
concept of futility
Assess future planning
preferences with frail
patients and their
families and understand
that timely discussion
is important particularly
in this population at
high risk of future
cognitive impairment
and loss of capacity
Facilitate resolution of
family and
interprofessional team
member conflict using
family meetings and
case conference
Understand how key
ethical issues may have
particular relevance for
patients with frailty,
specifically lack of
autonomy, presumed
incompetence and
equitable use of
palliative care services
Understand that a pro
palliative care culture
within frailty services
requires team
development and
education
Recognise that the best
care to patients with
frailty is provided by
staff who are prepared
in terms of knowledge
skills attitude and
support and in a wider
community that is
prepared to help
Recognise the need for
the primary care,
palliative and geriatric
medicine communities
to provide each other
with education,
interdisciplinary
education has an
important role to play
particularly to enable
the appreciation of the
roles of other
professions and
services
Recognise that key
topics for education
include advance care
planning, goals of care,
geriatric assessment,
polypharmacy,
deprescribing,
symptom management,
managing conflict
Understand the need for
evidence for and
sustainability of
educational
programmes for the
management of frailty

0

0

2

12.5

14

87.5

0

0

4

25

12

75

0

0

2

12.5

14

87.5

1

6.25

12

75

3

18.75

0

0

12

75

4

25

0

0

13

81.25

3

18.75

0

0

7

43.75

9

56.25

3

18.25

12

75

1

6.25
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Understand that the
training requirements
are diverse in terms of
both speciality and
profession and
education needs to be
tailored to the audience
Recognise the lack of
evidence base for the
palliative management
of frail patients
Understand that
evidence of the best
model for the provision
of palliative care to
those with frailty is
required in all settings
Understanding that
specific biomarkers
may be useful in the
diagnosis, management
and prognostication of
patients with frailty, but
more research is
required before they are
used in common
practice
Recognise that frailty
can be a palliative
diagnosis
Recognise that the
burden of
polypharmacy is similar
for all deteriorating
palliative patients
including those with
frailty

12

75

4

25

0

0

0

0

12

75

4

25

3

18.75

13

81.25

0

0

3

18.75

13

81.25

0

0

0

0

2

12.5

14

87.5

1

6.25

3

18.75

12

75
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Appendix 16: Round 3 Delphi Questionnaire
Thank you all so much for your contributions so far. This is the third round and as a result is much shorter than
any of the previous rounds and should only take 5 minutes to complete. Consensus has still not been reached
for 19 curriculum items. These are all presented below along with the scores from the previous round. Please
could you rate each item unnecessary, desirable or essential as per the previous rounds.
0: Unnecessary- it is unnecessary for the trainee to have achieved this by the time they attain their certificate of
completion of training.
1: Desirable- it is desirable that the trainee has achieved this by the time they attain their certificate of
completion of training.
2: Essential- it is essential that the trainee has achieved this by the time they attain their certificate of
completion of training.
The previous round concluded whether items should be in a specific frailty curriculum or are more generically
applicable and therefore you will not be asked to reflect on this again.
Thank you so much again
Compare the different definitions of frailty and how these vary in focus and include those with a symptomatic, diagnostic,
physiological, outcome and functional basis (U=18.75%, D=56.25%, E=25%)
List tools used to screen for frailty (U=0%, D=43.75%, E=56.25%)
Describe the PRISMA questionnaire (U=37.5%, D=62.5%, E=0%)
Describe the phenotype based fried index, be aware this is based on the five variables of unintentional weight loss, selfreported fatigue, slow walking, muscular weakness and low levels of energy (U=37.5%, D=56.25%, E=6.25%)
Describe the deficit accumulation-based frailty index which uses physical, psychological and social factors and can be
measured using the comprehensive geriatric assessment and read codes from GP surgeries (U=37.5%, D=62.5%,
E=0%)
Describe the Edmonton frail scale as a bedside measure of frailty incorporating physical, psychological, social, and
functional factors (U=43.75%, D=43.75%, E=12.5%)
Describe the five-item frail scale as a measure of pre-frailty (U=50%, D=50%)
Compare frailty scales, their parameters and their use in clinical practice U=43.75%, D=56.25)
Compare important services for frail people and analyse how they can work together including primary care, pharmacy,
geriatric services – acute, intermediate and community, social care, mental health services (U=6.25%, D=62.5%,
E=31.25%)
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Analyse care decisions that will need to be made throughout the care trajectory of a person with frailty including place
and level of care provision (U=6.25%, D=37.5%, E=56.25%)
Understand the frailty syndromes and their implication as a marker of bad outcome and a trigger for a comprehensive
geriatric assessment (D=56.25%, E=43.75%)
Assess and manage falls including distinguishing between syncopal and non-syncopal causes and knowing when to
refer to a specialist falls service (U=6.25%, D=31.25%, E=62.5%)
Understand the impact of common symptoms of old age like incontinence and impaired vision and how this can have a
considerable negative effect on quality of life (D=50%, E=50%)
Assess the appropriate use of specific tools for deprescribing e.g. STOPP/START (U=6.25%, D=62.5%, E=31.25%)
Recognise the importance of rehabilitative palliative care to maintain or improve functionality (D=50%, E=50%)
Understand that instruments such as the Frailty Index and the SHARE FI can be used to predict mortality in frailty
however appreciate their use may be more on the population level rather than individual patients at present (U=43.75%,
D=56.25%)
Understand that other prognostication tools are designed for use in cancer patients and should be used in caution in
frailty (D=50%, E=50%)
Understand models for decision making in frail older adults e.g. the Palliative and Therapeutic Harmonisation Model
(PATH) which includes the elements of understanding, communicating and empowering (U=56.25%, D=43.75%)
Recognise that key topics for education include advance care planning, goals of care, geriatric assessment,
polypharmacy, deprescribing, symptom management, managing conflict (D=43.75%, E=56.25%)
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Appendix 17. Third Round Quantitative Data
Unnecessary
Compare the different
definitions of frailty and
how these vary in focus
and include those with
a symptomatic,
diagnostic,
physiological, outcome
and functional basis
List tools used to
screen for frailty
Describe the PRISMA
questionnaire
Describe the phenotype
based fried index, be
aware this is based on
the five variables of
unintentional weight
loss, self-reported
fatigue, slow walking,
muscular weakness and
low levels of energy
Describe the deficit
accumulation-based
frailty index which uses
physical, psychological
and social factors and
can be measured using
the comprehensive
geriatric assessment
and read codes from GP
surgeries
Describe the Edmonton
frail scale as a bedside
measure of frailty
incorporating physical,
psychological, social,
and functional factors
Describe the five-item
frail scale as a measure
of pre-frailty
Compare frailty scales,
their parameters and
their use in clinical
practice
Compare important
services for frail people
and analyse how they
can work together
including primary care,
pharmacy, geriatric
services – acute,
intermediate and
community, social care,
mental health services
Analyse care decisions
that will need to be
made throughout the
care trajectory of a
person with frailty
including place and
level of care provision
Understand the frailty
syndromes and their
implication as a marker
of bad outcome and a
trigger for a

Desirable

4

Unnecessary
%
26.7

Essential

11

Desirable
%
73.3

0

Essential
%
0

0

0

10

66.7

5

33.3

10

66.7

5

33.3

0

0

4

26.7

11

73.3

0

0

10

66.7

5

33.3

0

0

5

33.3

9

60

1

6.7

6

40

9

60

0

0

5

33.3

9

60

1

6.7

0

0

9

60

6

40

0

0

5

33.3

10

66.7

0

0

9

60.0

6

40.0
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comprehensive geriatric
assessment
Assess and manage
falls including
distinguishing between
syncopal and nonsyncopal causes and
knowing when to refer
to a specialist falls
service
Understand the impact
of common symptoms
of old age like
incontinence and
impaired vision and
how this can have a
considerable negative
effect on quality of life
Assess the appropriate
use of specific tools for
deprescribing e.g.
STOPP/START
Recognise the
importance of
rehabilitative palliative
care to maintain or
improve functionality
Understand that
instruments such as the
Frailty Index and the
SHARE FI can be used
to predict mortality in
frailty however
appreciate their use
may be more on the
population level rather
than individual patients
at present
Understand that other
prognostication tools
are designed for use in
cancer patients and
should be used in
caution in frailty
Understand models for
decision making in frail
older adults e.g. the
Palliative and
Therapeutic
Harmonisation Model
(PATH) which includes
the elements of
understanding,
communicating and
empowering
Recognise that key
topics for education
include advance care
planning, goals of care,
geriatric assessment,
polypharmacy,
deprescribing,
symptom management,
managing conflict

0

0

1

6.7

14

93.3

0

0

4

26.7

11

73.3

1

6.7

11

73.3

3

20.0

0

0

3

20.0

12

80.0

10

66.7

5

33.3

0

0

0

0

5

33.3

10

66.7

11

73.3

4

26.7

0

0

0

0

3

20.0

12

80.0
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Appendix 18. Subject Matter Expert Opinion on whether
Items are specific to frailty of generic curriculum items
Frailty

Frailty

Specific

Specific

Generic

Generic
(%)

(%)
Define: “frailty”

11

68.75

5

31.25

Recognise that frailty is not a disease, people with frailty lack

11

68.75

5

31.25

14

87.5

2

12.5

10

62.5

6

37.5

10

62.5

6

37.5

12

75

4

25

Recognise that frailty is a multi-system problem

9

56.25

7

43.75

Recognise the trajectory of frailty

9

56.25

7

43.75

Recognise that the reduced reserve of patients with frailty

14

87.5

2

12.5

2

12.5

14

87.5

2

12.5

14

87.5

10

62.5

6

37.5

a unifying diagnosis
Recognise that screening for frailty is important during
encounters with health and social care
Recognise that the purpose of identifying frailty varies
depending on where a patient is on their illness trajectory,
reversal in the early stages and provision of appropriate end
of life care in the latter
Recognise that identifying frailty improves prognostication
and decision making in older adults particularly in the setting
of critical illness or interventions that may cause significant
injury (chemotherapy and surgery)
Apply knowledge gained from identifying and grading frailty
to engage with patients and their families in producing
individualised goal centred plans of care

results in a relatively large impact resulting from relatively
small insults (A) "expand the frail/vulnerable brain concept to
the rest of the body"
Recognise that over one third of deaths are people aged 85
and over
Recognise that people aged 85 years and older are more
likely to die of multiple non-malignant diseases than cancer
Describe the consequences of the combination of frailty and
minor external stressors including delirium, functional
decline, impaired mobility, falls, social withdrawal,
hospitalisation, institutionalisation and death
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Recognise that interdisciplinary team assessment is

7

43.75

9

56.25

Recognise the range of services available to those with frailty

13

81.25

3

18.75

Recognise the need to refer to geriatric medicine where

10

62.5

6

37.5

4

25

12

75

12

75

4

25

9

56.25

7

43.75

1

6.25

15

93.75

9

56.25

7

43.75

0

0

16

100

7

43.75

9

56.25

2

12.5

14

87.5

0

0

16

100

fundamental to provide goal centred care for the frail patient
throughout their trajectory

frailty is associated with significant complexity, diagnostic
uncertainty or challenging symptom control.
Recognise that specialist palliative care services will need to
be able to provide care for patients with frailty in all settings
including nursing homes
List the core frailty syndromes; falls, reduced mobility
(sudden onset), confusion, incontinence, and the extended
frailty syndromes: polypharmacy (>3 prescribed drugs),
social issues, including isolation, suspected elder abuse and
end of life care.
Understand that the aims of a holistic assessment of a frail
patient are to identify and treat reversible causes of decline,
detect and treat symptoms, assess severity and prognosis
Analyse how appropriate interventions are when prioritising
quality towards the end of life
Recognise that people with frailty experience physical
symptoms such as pain at similar levels to people with
cancer
Understand the importance of common symptom
management (pain, nausea and vomiting, anorexia,
dyspnoea, fatigue, diarrhoea and constipation) for the
improvement of functional status and quality of life
Understand the importance of palliative care services in
managing the complex symptoms of patients with frailty
Evaluate signs and symptoms of pain using non-verbal pain
scales and behavioural signs for those with cognitive
impairment and appreciate the importance of involving
carers and family members in the process
Evaluate the benefits and risks of life prolonging treatments
such as chemotherapy and antibiotics as these may improve
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functioning and quality of life and involve patients and their
families in shared or best interests decision making
Recognise that undertreatment, increased adverse effects

9

56.25

7

43.75

9

56.25

7

43.75

3

18.75

13

81.25

1

6.25

15

93.75

13

81.25

3

18.75

13

81.25

3

18.75

Recognise that there is no accepted standardised definition

14

87.5

2

12.5

Recognise that frailty is not inevitable, it is susceptible to

12

80

3

20

11

84.62

2

15.38

12

75

4

25

9

64.29

5

35.71

List tools used to screen for frailty

14

87.5

2

12.5

Describe the timed get up and go screen

11

91.67

1

8.33

Describe the PRISMA questionnaire

8

80

2

20

List scales used to grade frailty

14

87.5

2

12.5

and polypharmacy are key issues for patients with frailty
Assess the benefits and risks of medications in patients with
frailty prioritising those contributing to symptom control over
preventative drugs unlikely to provide benefit in those with
short life expectancy
Recognise that the care of the imminently dying is an
important part of the management of patients with frailty
Recognise that appropriate advance care planning increases
the chance that patient wishes are achieved and reduces
stress, anxiety and depression in surviving relatives
Assess prognosis and convey the uncertainty associated
with a diagnosis of frailty where each patient has the
potential to improve, stabilise, worsen or die
Compare standard measures of frailty with standard
palliative care measures of patient complexity including the
Australian Modified Karnofsky Performance scale (AKPS)

active intervention and varying degrees of reversal
Compare the different definitions of frailty and how these
vary in focus and include those with a symptomatic,
diagnostic, physiological, outcome and functional basis
Analyse the relationship between frailty and ageing, that the
risk of frailty increases with age, but that frailty is different
from normal ageing and can occur at any age
Analyse the concept of social vulnerability (such as need for
care provided by external providers) and compare how this is
different from frailty which is an individual concept
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Describe the phenotype based fried index, be aware this is

9

90

1

10

9

90

1

10

11

100

0

0

8

88.89

1

11.11

Describe the five-item frail scale as a measure of pre-frailty

7

87.5

1

12.5

Recognise that there is no accepted gold-standard way of

10

66.67

5

33.33

9

100

0

0

9

69.23

4

30.77

14

87.5

2

12.5

12

75

4

25

12

75

4

25

12

75

4

25

10

76.92

3

23.08

based on the five variables of unintentional weight loss, selfreported fatigue, slow walking, muscular weakness and low
levels of energy
Describe the deficit accumulation-based frailty index which
uses physical, psychological and social factors and can be
measured using the comprehensive geriatric assessment
and read codes from GP surgeries
Describe the 9-point clinical judgement based clinical frailty
scale based on physical and functional dependent
Describe the Edmonton frail scale as a bedside measure of
frailty incorporating physical, psychological, social, and
functional factors

screening for or grading frailty
Compare frailty scales, their parameters and their use in
clinical practice
Assess the potential of translations between frailty measures
and the AKPS to produce a common language for
interdisciplinary communication
Describe the specific systems vulnerable to deterioration
within frailty including the musculoskeletal, cardiovascular,
metabolic and immunological affects.
Recognise that the patho-physiology of frailty is not fully
understood however it is widely accepted that it is a dynamic
process where deterioration is more common than
improvement
Recognise the impact of frailty that 10% of those over 65 and
up to 50% of those over 85 are likely to be frail and that these
percentages are increasing
Understand that frailty is becoming more prevalent and this
is explained in part by the ageing population
Understand that the exact prevalence is problematic because
of the lack of a standard definition and measurement
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Describe the contributing factors of frailty including chronic

13

81.25

3

18.75

15

93.75

1

6.25

12

80

3

20

9

56.25

7

43.75

9

56.25

7

43.75

6

37.5

10

62.5

10

62.5

6

37.5

5

31.25

11

68.75

1

6.25

15

93.75

11

68.75

5

31.25

7

43.75

9

56.25

11

73.33

4

26.67

disease, multiple comorbidity, genetic disorders, injury and
lifestyle factors
Understand the frailty fulcrum and how keeping life changes
balanced becomes more difficult with increasing frailty
Compare stabilisers and destabilisers from social, physical,
psychological, environmental and systems of care domains
and the effect these have on a frail person
Recognise that current evidence states that the palliative
care needs of frail older adults are not adequately assessed
or treated
Recognise the need to refer to old age psychiatry for those
people with frailty and complex co-existing psychiatric
problems, including challenging behaviour in dementia
Understand that palliative care service should be
complimentary to services that are already in place and
should not seek to replace or compete with existing
provision
Understand the importance of teamwork in this setting and
have an appreciation of the skills and contributions of
different members of the different teams
Understand the importance of joint working between
palliative and geriatric
Understand the importance of sharing information between
primary care, emergency services, secondary care and social
services and how this can improve patient care
Understand that appropriate palliative care for frail people is
unlikely to fit with current service models (based on a cancer
trajectory) and therefore innovation is required
Understand parallel planning and its relevance to patients
with frailty where there are several possible outcomes which
may become more obvious over time
Compare important services for frail people and analyse how
they can work together including primary care, pharmacy,
geriatric services – acute, intermediate and community,
social care, mental health services
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Compare the roles of geriatric medicine and primary care in

10

71.43

4

28.57

10

66.67

5

33.33

9

56.25

7

43.75

9

64.29

5

35.71

10

66.67

5

33.33

12

75

4

25

11

73.33

4

26.67

6

40

9

60

3

18.75

13

82.25

4

25

12

75

11

84.62

2

15.48

12

75

4

25

providing generalist care for those with frailty, where the
former may be involved where aim is to improve frailty and
the latter when frailty is more severe, and the focus is
palliative care in the community environment
Analyse care decisions that will need to be made throughout
the care trajectory of a person with frailty including place and
level of care provision
Compare the positive and negative effects of hospitalisation
and institutionalisation for people with frailty and how this
should alter management
Assess the balance between benefits of early intervention
with the reality of a finite resource when providing palliative
care to those with frailty
Assess the concept of short term recurrent staged palliative
care involvement as an appropriate model of care for those
with frailty
Understand the frailty syndromes and their implication as a
marker of bad outcome and a trigger for a comprehensive
geriatric assessment
Assess a frail patient using the comprehensive geriatric
assessment assessing their cognition, function, mobility,
balance, social circumstances and medical problems
Assess and manage falls including distinguishing between
syncopal and non-syncopal causes and knowing when to
refer to a specialist falls service
Assess and manage immobility considering conditions such
as spinal cord compression and end stage neurological
disorders
Assess and manage cognitive abnormalities considering
chronicity and a collateral history
Evaluate and improve the safety of frail patients during
hospital admissions using Frail safe as a checklist
Recognise that there is a direct independent relationship
between self-reported pain and frailty
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Understand the impact of common symptoms of old age like

9

56.25

7

43.75

5

31.25

11

68.75

11

84.62

2

15.48

9

56.25

7

43.75

Define polypharmacy as more than 3 regular medications

2

12.5

14

87.5

Recognise adverse effects are more likely due to age related

4

25

12

75

4

25

12

75

4

26.67

11

73.33

1

6.25

15

93.75

12

80

3

20

12

75

4

25

8

88.89

1

11.11

incontinence and impaired vision and how this can have a
considerable negative effect on quality of life
Understand the importance of appropriately managing
comorbidities
Summarise an appropriate problem list for a patient with
frailty using the Comprehensive Geriatric assessment (CGA)
and how this can be used to appropriately manage
comorbidities and geriatric syndromes
Evaluate the advantages and disadvantages of
investigations, treatments and non-intervention for people
with frailty demonstrating an understanding that
interventions appropriate for those with more physiological
reserve are potentially detrimental to quality and quantity of
life in the context of frailty

changes in drug pharmacokinetics
Understand that polypharmacy and adverse drug reactions
contribute significantly to poorer health, hospital
admissions, morbidity, mortality and increased length of stay
Assess the appropriate use of specific tools for
deprescribing e.g. STOPP/START
Recognise the importance of rehabilitative palliative care to
maintain or improve functionality
Understand that the specific management of frailty includes
diet review, physical exercise, progressive resistance
exercise and physiotherapy and that these may still have a
role in the palliative management of frailty but may have less
of a role as frailty progresses
Understand that identifying frailty improves prognostication
and decision making in older adults
Understand that instruments such as the Frailty Index and
the SHARE FI can be used to predict mortality in frailty
however appreciate their use may be more on the population
level rather than individual patients at present
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Understand that other prognostication tools are designed for

10

62.5

6

37.5

9

64.29

5

35.71

10

68.75

6

31.25

12

75

4

25

13

81.25

3

18.75

7

43.75

9

56.25

9

56.25

7

43.75

6

37.5

10

62.5

12

75

4

25

13

81.25

3

12.75

6

85.71

1

14.29

4

25

12

75

13

81.25

3

12.75

9

56.25

7

43.75

use in cancer patients and should be used in caution in
frailty
Analyse the likelihood of a patient with frailty being in the
last year of life using the Gold Standards Framework Criteria
Assess people with frailty evaluating prognostic markers and
signs to establish if they may be dying
Recognise the fact that many people with frailty have coexisting cognitive impairment which adds an extra
complexity to care provision
Recognise that people with frailty experience psychological
distress at similar levels to people with cancer
Understand the negative psychological effects of feeling like
a burden and how this fear can alter care decisions
Assess and appropriately manage psychological symptoms
of depression, anxiety, insomnia, grief, and distress, and
recognise them as a cause and consequence of frailty
Understand the safeguarding process and how this has
particular relevance when caring for a person with frailty
Understand that frail people often have weakened social
networks and this lack of support for holistic care results in
an increased reliance on external care providers
Evaluate a person with frailty and their circumstances after a
safeguarding concern
Understand models for decision making in frail older adults
e.g. the Palliative and Therapeutic Harmonisation Model
(PATH) which includes the elements of understanding,
communicating and empowering
Understand the general pitfalls of communication (impaired
hearing and comprehension) and an understanding of how
these can be minimised
Summarise the rationale for palliative care involvement for
patients with frailty and their family and its relevance
throughout the disease trajectory
Assess appropriate plans of care with patients and their
families recognising and explaining that burdensome
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interventions may become less beneficial and riskier as
frailty progresses through discussion of the concept of
futility
Assess future planning preferences with frail patients and

9

56.24

7

43.75

4

25

12

75

11

68.75

5

31.25

11

78.57

3

21.43

7

46.67

8

53.33

2

12.5

14

87.5

3

18.75

13

81.25

10

90.91

1

9.19

2

33.33

4

66.67

13

81.25

3

12.75

their families and understand that timely discussion is
important particularly in this population at high risk of future
cognitive impairment and loss of capacity
Facilitate resolution of family and interprofessional team
member conflict using family meetings and case conference
Understand how key ethical issues may have particular
relevance for patients with frailty, specifically lack of
autonomy, presumed incompetence and equitable use of
palliative care services
Understand that a pro palliative care culture within frailty
services requires team development and education
Recognise that the best care to patients with frailty is
provided by staff who are prepared in terms of knowledge
skills attitude and support and in a wider community that is
prepared to help
Recognise the need for the primary care, palliative and
geriatric medicine communities to provide each other with
education, interdisciplinary education has an important role
to play particularly to enable the appreciation of the roles of
other professions and services
Recognise that key topics for education include advance
care planning, goals of care, geriatric assessment,
polypharmacy, deprescribing, symptom management,
managing conflict
Understand the need for evidence for and sustainability of
educational programmes for the management of frailty
Understand that the training requirements are diverse in
terms of both speciality and profession and education needs
to be tailored to the audience
Recognise the lack of evidence base for the palliative
management of frail
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Understand that evidence of the best model for the provision

12

92.31

1

7.69

11

84.62

2

15.38

Recognise that frailty can be a palliative diagnosis

10

62.5

6

37.5

Recognise that the burden of polypharmacy is similar for all

4

26.67

11

83.33

of palliative care to those with frailty is required in all
settings
Understanding that specific biomarkers may be useful in the
diagnosis, management and prognostication of patients with
frailty, but more research is required before they are used in
common practice

deteriorating palliative patients including those with frailty
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Appendix 19. The Combined Results
Definition
By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Define: “frailty” (JRCPTB, 2010b; Rohwer, Schoonees
and Young, 2014)
Recognise that there is no accepted standardized
definition (JRCPTB, 2010b)
Recognise that frailty is not a disease, people with frailty
lack a unifying diagnosis. (JRCPTB, 2010b)
Recognise that frailty is not inevitable, it is susceptible to
active intervention and varying degrees of reversal
(Bortz, 2002; Koller and Rockwood, 2013; RCGP, 2019)
Compare the different definitions of frailty and how these
vary in focus and include those with a symptomatic,
diagnostic, physiological, outcome and functional basis
(JRCPTB, 2010b; Thompson and Huisingh-Scheetz M.,
Mailliard L., 2012; Koller and Rockwood, 2013; Maida
and Devlin, 2015; BGS, 2017; Hale, Shah and Clegg,
2019)
Analyse the relationship between frailty and ageing, that
the risk of frailty increases with age, but that frailty is
different from normal ageing and can occur at any age
(Bortz, 2002; Koller and Rockwood, 2013; RCGP, 2019)
Analyse the concept of social vulnerability (such as need
for care provided by external providers) and compare
how this is different from frailty which is an individual
concept (Koller and Rockwood, 2013)

Essential

Specific

Essential

Specific

Essential

Specific

Essential

Specific

Desirable

Specific

Essential

Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

List tools used to screen for frailty
(Ernst et al., 2015; BGS, 2017)
Describe the timed get up and go screen (JRCPTB,
2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
Describe the PRISMA questionnaire
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP,
2019)
List scales used to grade frailty
(JRCPTB, 2010b; Koller and Rockwood, 2013; RCGP,
2019)
Describe the phenotype based fried index, be aware this
is based on the five variables of unintentional weight loss,
self-reported fatigue, slow walking, muscular weakness
and low levels of energy
(Fried et al., 2001; JRCPTB, 2010b)
Describe the deficit accumulation-based frailty index
which uses physical, psychological and social factors and
can be measured using the comprehensive geriatric
assessment and read codes from GP surgeries
(Mitnitski, Mogilner and Rockwood, 2001; JRCPTB,
2010b; Koller and Rockwood, 2013; Ma et al., 2016)
Describe the 9-point clinical judgement based clinical
frailty scale based on physical and functional dependent
(‘Rockwood scale’, 2008; JRCPTB, 2010b)
Describe the Edmonton frail scale as a bedside
measure of frailty incorporating physical, psychological,
social, and functional factors (JRCPTB, 2010b)
Describe the five-item frail scale as a measure of prefrailty (JRCPTB, 2010b; Pollack et al., 2017)
Recognise that screening for frailty is important during
encounters with health and social care

Desirable

Specific

Desirable

Specific

Unnecessary

Specific

Desirable

Specific

Desirable

Specific

Unecessary

Specific

Desirable

Specific

Desirable

Specific

Desirable

Specific

Essential

Specific

Grading
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(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP,
2019)
Recognise that there is no accepted gold-standard way of
screening for or grading frailty (JRCPTB, 2010b)
Recognise that the purpose of identifying frailty varies
depending on where a patient is on their illness trajectory,
reversal in the early stages and provision of appropriate
end of life care in the latter
(Koller and Rockwood, 2013)
Recognise that identifying frailty improves prognostication
and decision making in older adults particularly in the
setting of critical illness or interventions that may cause
significant injury (chemotherapy and surgery)
(Lesperance et al., 2010; JRCPTB, 2019)
Apply knowledge gained from identifying and grading
frailty to engage with patients and their families in
producing individualized goal centred plans of care
(Koller and Rockwood, 2013; JRCPTB, 2019)
Compare frailty scales, their parameters and their use in
clinical practice (RCGP, 2019)
Compare standard measures of frailty with standard
palliative care measures of patient complexity including
the Australian Modified Karnofsky Performance scale
(AKPS)
(Grossman et al., 2014)
Assess the potential of translations between frailty
measures and the AKPS to produce a common language
for interdisciplinary communication
(Anderson et al., 1996; Virik and Glare, 2002; Downing et
al., 2007; Ho et al., 2008; Campos et al., 2009; Ma et al.,
2010; Myers et al., 2010; Zimmermann et al., 2010;
Grossman et al., 2014; Maida and Devlin, 2015)

Essential

Specific

Essential

Specific

Essential

Specific

Essential

Specific

Desirable

Specific

Desirable

Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Describe the specific systems vulnerable to deterioration
within frailty including the musculoskeletal,
cardiovascular, metabolic and immunological affects.
(Gobbens et al., 2010; JRCPTB, 2010b)
Recognise that frailty is a multi-system problem
(JRCPTB, 2010b)
Recognise the trajectory of frailty (RCGP, 2019)
Recognise that the reduced reserve of patients with frailty
results in a relatively large impact resulting from relatively
small insults (JRCPTB, 2019)
(moody, 2016)
Recognise that the pathophysiology of frailty is not fully
understood however it is widely accepted that it is a
dynamic process where deterioration is more common
than improvement
(JRCPTB, 2010b; moody, 2016)

Essential

Specific

Essential

Specific

Essential
Essential

Specific
Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise that over one third of deaths are people aged
85 and over
(Lipman, 2012; JRCPTB, 2019; RCGP, 2019)
Recognise that people aged 85 years and older are more
likely to die of multiple non-malignant diseases than
cancer (JRCPTB, 2019)(Lipman, 2012)
Recognise the impact of frailty that 10% of those over 65
and up to 50% of those over 85 are likely to be frail and
that these percentages are increasing

Essential

Physiological

Epidemiology

Essential
Essential

Specific
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(JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Windhaber et al., 2018; Hale, Shah and Clegg, 2019;
RCGP, 2019)
Understand that frailty is becoming more prevalent and
this is explained in part by the ageing population
(JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Windhaber et al., 2018; Hale, Shah and Clegg, 2019;
RCGP, 2019)
Understand that the exact prevalence is problematic
because of the lack of a standard definition and
measurement
(Pal and Manning, 2014; Windhaber et al., 2018; Hale,
Shah and Clegg, 2019)

Essential

Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Describe the contributing factors of frailty including
chronic disease, multiple comorbidity, genetic disorders,
injury and lifestyle factors
(Bortz, 2002; JRCPTB, 2010b; Pal and Manning, 2014)
Describe the consequences of the combination of frailty
and minor external stressors including delirium, functional
decline, impaired mobility, falls, social withdrawal,
hospitalisation, institutionalisation and death
(JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Windhaber et al., 2018; Hale, Shah and Clegg, 2019)
Understand the frailty fulcrum and how keeping life
changes balanced becomes more difficult with increasing
frailty
(JRCPTB, 2010b, 2019; moody, 2016)
Compare stabilisers and destabilisers from social,
physical, psychological, environmental and systems of
care domains and the effect these have on a frail person
(JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014;
Linnemann et al., 2016; moody, 2016; Coats, Paganelli,
Starks, Lindhorst, Starks, et al., 2017; Ferrell et al., 2019;
Hale, Shah and Clegg, 2019; RCGP, 2019)

Essential

Specific

Essential

Specific

Desirable

Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise that current evidence states that the palliative
care needs of frail older adults are not adequately
assessed or treated
(Bone et al., 2016; Nicholson and Richardson, 2018;
JRCPTB, 2019)
Recognise that interdisciplinary team assessment is
fundamental to provide goal centred care for the frail
patient throughout their trajectory(JRCPTB, 2010b, 2019;
Ferrell et al., 2019)
Recognise the range of services available to those with
frailty (JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Rohwer, Schoonees and Young, 2014)
Recognise the need to refer to geriatric medicine where
frailty is associated with significant complexity, diagnostic
uncertainty or challenging symptom control. (Rohwer,
Schoonees and Young, 2014; JRCPTB, 2019)
Recognise the need to refer to old age psychiatry for
those people with frailty and complex co-existing
psychiatric problems, including challenging behaviour in
dementia. (JRCPTB, 2019)
Recognise that specialist palliative care services will
need to be able to provide care for patients with frailty in
all settings including nursing homes (JRCPTB, 2019)

Essential

Specific

Essential

Generic

Essential

Specific

Essential

Specific

Essential

Specific

Essential

Generic

Causes and consequences

Clinical Care (Goldberg et al., 2016)
Structure and Processes of Care (Ferrell et al., 2019)
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Understand that palliative care service should be
complimentary to services that are already in place and
should not seek to replace or compete with existing
provision (JRCPTB, 2019)Pal and Manning, 2014;
Rohwer, Schoonees and Young, 2014)
Understand the importance of teamwork in this setting
and have an appreciation of the skills and contributions of
different members of the different teams(JRCPTB, 2019)
Understand the importance of joint working between
palliative and geriatric medicine (Lipman, 2012; SanchezReilly and Ross, 2012; JRCPTB, 2019)
Understand the importance of sharing information
between primary care, emergency services, secondary
care and social services and how this can improve
patient care
(Rohwer, Schoonees and Young, 2014)
Understand that appropriate palliative care for frail people
is unlikely to fit with current service models (based on a
cancer trajectory) and therefore innovation is required
(Murtagh, Preston and Higginson, 2004; Bone et al.,
2016; Nicholson and Richardson, 2018; JRCPTB, 2019)
Understand parallel planning and its relevance to patients
with frailty where there are several possible outcomes
which may become more obvious over time (Bronnert,
2014; JRCPTB, 2019)
Compare important services for frail people and analyse
how they can work together including primary care,
pharmacy, geriatric services – acute, intermediate and
community, social care, mental health services (Murtagh,
Preston and Higginson, 2004; Bone et al., 2016;
JRCPTB, 2019)
Compare the roles of geriatric medicine and primary care
in providing generalist care for those with frailty, where
the former may be involved where aim is to improve
frailty and the latter when frailty is more severe, and the
focus is palliative care in the community environment
(JRCPTB, 2010b, 2019; Lipman, 2012; Rohwer,
Schoonees and Young, 2014)
Analyse care decisions that will need to be made
throughout the care trajectory of a person with frailty
including place and level of care provision (Rohwer,
Schoonees and Young, 2014; JRCPTB, 2019)
Compare the positive and negative effects of
hospitalisation and institutionalisation for people with
frailty and how this should alter management (JRCPTB,
2010b, 2019; Huijberts, Buurman and De Rooij, 2016;
Pollack et al., 2017)
Assess the balance between benefits of early intervention
with the reality of a finite resource when providing
palliative care to those with frailty (Nicholson and
Richardson, 2018)
Assess the concept of short term recurrent staged
palliative care involvement as an appropriate model of
care for those with frailty (Bone et al., 2016; JRCPTB,
2019)

Essential

Generic

Essential

Specific

Essential

Generic

Essential

Generic

Essential

Specific

Essential

Generic

Desirable

Specific

Desirable

Specific

Essential

Specific

Essential

Specific

Desirable

Specific

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

List the core frailty syndromes; falls, reduced mobility
(sudden onset), confusion, incontinence, and the
extended frailty syndromes: polypharmacy (>3 prescribed
drugs), social issues, including isolation, suspected elder
abuse and end of life care. (JRCPTB, 2010b, 2019;
Rohwer, Schoonees and Young, 2014; Boakye et al.,
2018; RCGP, 2019)
Understand that the aims of a holistic assessment of a
frail patient are to identify and treat reversible causes of
decline, detect and treat symptoms, assess severity and

Essential

Specific

Essential

Specific

Assessment
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prognosis (JRCPTB, 2010b, 2019; Rohwer, Schoonees
and Young, 2014)
Understand the frailty syndromes and their implication as
a marker of bad outcome and a trigger for a
comprehensive geriatric assessment (JRCPTB, 2010b,
2019; McKelvie et al., 2019)
Analyse how appropriate interventions are when
prioritising quality towards the end of life (Cooke, Oliver
and Burns, 2012; BGS, 2017; JRCPTB, 2019)
Assess a frail patient using the comprehensive geriatric
assessment assessing their cognition, function, mobility,
balance, social circumstances and medical problems
(JRCPTB, 2010b, 2019; Lipman, 2012; Boakye et al.,
2018; McKelvie et al., 2019)
Assess and manage falls including distinguishing
between syncopal and non-syncopal causes and knowing
when to refer to a specialist falls service(JRCPTB, 2010b;
Cooke, Oliver and Burns, 2012; BGS, 2017)
Assess and manage immobility considering conditions
such as spinal cord compression and end stage
neurological disorders(JRCPTB, 2010b; Cooke, Oliver
and Burns, 2012; BGS, 2017)
Assess and manage cognitive abnormalities considering
chronicity and a collateral history (JRCPTB, 2010b;
Cooke, Oliver and Burns, 2012; BGS, 2017)
Evaluate and improve the safety of frail patients during
hospital admissions using Frail safe as a checklist
(JRCPTB, 2010b; BGS, 2017)

Desirable

Specific

Essential

Generic

Desirable

Specific

Essential

Generic

Essential

Generic

Essential

Generic

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise that there is a direct independent relationship
between self-reported pain and frailty
(Shega et al., 2012)
Recognise that people with frailty experience physical
symptoms such as pain at similar levels to people with
cancer (JRCPTB, 2019; Stow et al., 2019)
Understand the impact of common symptoms of old age
like incontinence and impaired vision and how this can
have a considerable negative effect on quality of life
(JRCPTB, 2010b, 2019; RCGP, 2019)
(Cooke, Oliver and Burns, 2012; BGS, 2017)
Understand the importance of common symptom
management (pain, nausea and vomiting, anorexia,
dyspnoea, fatigue, diarrhoea and constipation) for the
improvement of functional status and quality of life
(Shega et al., 2012; JRCPTB, 2019; RCGP, 2019)
Understand the importance of palliative care services in
managing the complex symptoms of patients with
frailty(Shvartzman et al., 2011; Sanchez-Reilly and Ross,
2012; Boockvar and Meier, 2014; JRCPTB, 2019)
Understand the importance of appropriately managing
comorbidities (JRCPTB, 2010b; BGS, 2017; Boakye et
al., 2018)
Summarise an appropriate problem list for a patient with
frailty using the Comprehensive Geriatric assessment
(CGA) and how this can be used to appropriately manage
comorbidities and geriatric syndromes (JRCPTB, 2010b,
2019; McKelvie et al., 2019)
Evaluate signs and symptoms of pain using non-verbal
pain scales and behavioural signs for those with cognitive
impairment and appreciate the importance of involving
carers and family members in the process (Wale, 2014;
JRCPTB, 2019)
Evaluate the benefits and risks of life prolonging
treatments such as chemotherapy and antibiotics as
these may improve functioning and quality of life and
involve patients and their families in shared or best

Desirable

Specific

Essential

Specific

Essential

Specific

Essential

Generic

Essential

Specific

Essential

Generic

Essential

Specific

Essential

Generic

Essential

Generic

Physical (Ferrell et al., 2019)
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interests decision making (JRCPTB, 2010b, 2019;
Lipman, 2012)
Evaluate the advantages and disadvantages of
investigations, treatments and non-intervention for people
with frailty demonstrating an understanding that
interventions appropriate for those with more
physiological reserve are potentially detrimental to quality
and quantity of life in the context of frailty (JRCPTB,
2010b, 2019; Boockvar and Meier, 2014)

Essential

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Define polypharmacy as more than 3 regular medications
(Cooke, Oliver and Burns, 2012; JRCPTB, 2019)
Recognise that undertreatment, increased adverse
effects and polypharmacy are key issues for patients with
frailty (Shvartzman et al., 2011; Cooke, Oliver and Burns,
2012; Lipman, 2012; Koller and Rockwood, 2013; Pal
and Manning, 2014; BGS, 2017; JRCPTB, 2019)
Recognise adverse effects are more likely due to age
related changes in drug pharmacokinetics (Shvartzman
et al., 2011; Cooke, Oliver and Burns, 2012; Lipman,
2012; Koller and Rockwood, 2013; Pal and Manning,
2014; BGS, 2017; JRCPTB, 2019)
Understand that polypharmacy and adverse drug
reactions contribute significantly to poorer health, hospital
admissions, morbidity, mortality and increased length of
stay (Shvartzman et al., 2011; Cooke, Oliver and Burns,
2012; Lipman, 2012; Koller and Rockwood, 2013; Pal
and Manning, 2014; BGS, 2017; JRCPTB, 2019)
Assess the benefits and risks of medications in patients
with frailty prioritising those contributing to symptom
control over preventative drugs unlikely to provide benefit
in those with short life expectancy(Shvartzman et al.,
2011; Cooke, Oliver and Burns, 2012; Lipman, 2012;
Koller and Rockwood, 2013; Pal and Manning, 2014;
BGS, 2017; JRCPTB, 2019)
Assess the appropriate use of specific tools for
deprescribing e.g. STOPP/START (Pal and Manning,
2014; BGS, 2017; JRCPTB, 2019)

Essential

Generic

Essential

Generic

Essential

Generic

Essential

Generic

Essential

Specific

Desirable

Generic

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise the importance of rehabilitative palliative care
to maintain or improve functionality (JRCPTB, 2010a;
Raudonis and Daniel, 2010)
Understand that the specific management of frailty
includes diet review, physical exercise, progressive
resistance exercise and physiotherapy and that these
may still have a role in the palliative management of
frailty but may have less of a role as frailty progresses
(JRCPTB, 2010a; Raudonis and Daniel, 2010)

Essential

Generic

Desirable

Specific

Essential/Desirable/Unnecessary

Specific/Generic

Essential

Generic

Essential

Specific

Pharmacology

Rehabilitation

Prognostication and End of Life Care (Ferrell et al., 2019)
By completion of training the specialist trainee will
be able to:
Recognise that the care of the imminently dying is an
important part of the management of patients with frailty
(Shvartzman et al., 2011; Ferrell et al., 2019)
Understand that identifying frailty improves
prognostication and decision making in older adults
(Bronnert, 2014; Huijberts, Buurman and De Rooij, 2016)
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Understand that instruments such as the Frailty Index
and the SHARE FI can be used to predict mortality in
frailty however appreciate their use may be more on the
population level rather than individual patients at present
(Romero-ortuno, 2012)
Understand that other prognostication tools are designed
for use in cancer patients and should be used in caution
in frailty
(Chu, White and Stone, 2019)
Analyse the likelihood of a patient with frailty being in the
last year of life using the Gold Standards Framework
Criteria (JRCPTB, 2010a; Thomas, 2011)
Assess people with frailty evaluating prognostic markers
and signs to establish if they may be dying (JRCPTB,
2010a; Thomas, 2011; Chu, White and Stone, 2019)

Unnecessary

Specific

Essential

Specific

Desirable

Specific

Essential

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise the fact that many people with frailty have coexisting cognitive impairment which adds an extra
complexity to care provision (Coats, Paganelli, Starks,
Lindhorst, Starks, et al., 2017)
Recognise that people with frailty experience
psychological distress at similar levels to people with
cancer
(Stow et al., 2019)
Understand the negative psychological effects of feeling
like a burden and how this fear can alter care decisions
(Gwyther et al., 2018)
Assess and appropriately manage psychological
symptoms of depression, anxiety, insomnia, grief, and
distress, and recognise them as a cause and
consequence of frailty (Wale, 2014; JRCPTB, 2019)

Essential

Specific

Essential

Specific

Essential

Generic

Essential

Specific

Essential/Desirable/Unnecessary

Specific/Generic

Essential

Generic

Desirable

Specific

Desirable

Specific

Psychological (Ferrell et al., 2019)

Social (Ferrell et al., 2019)
By completion of training the specialist trainee will
be able to:
Understand the safeguarding process and how this has
particular relevance when caring for a person with frailty
(Cooke, Oliver and Burns, 2012)
Understand that frail people often have weakened social
networks and this lack of support for holistic care results
in an increased reliance on external care providers
(JRCPTB, 2010b, 2019; Just et al., 2010)
Evaluate a person with frailty and their circumstances
after a safeguarding concern (Cooke, Oliver and Burns,
2012)

Communication with patients and relatives (Ferrell et al., 2019)
By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise that appropriate advance care planning
increases the chance that patient wishes are achieved
and reduces stress, anxiety and depression in surviving
relatives (Boockvar and Meier, 2014; Maida and Devlin,
2015; BGS, 2017; JRCPTB, 2019)
Understand models for decision making in frail older
adults e.g. the Palliative and Therapeutic Harmonisation
Model (PATH) which includes the elements of
understanding, communicating and empowering
(JRCPTB, 2010b; Moorhouse and Mallery, 2012)
Understand the general pitfalls of communication
(impaired hearing and comprehension) and an
understanding of how these can be minimised (JRCPTB,
2010b; Just et al., 2010)

Essential

Generic

Unnecessary

Specific

Essential

Generic
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Summarise the rationale for palliative care involvement
for patients with frailty and their family and its relevance
throughout the disease trajectory (Sanchez-Reilly and
Ross, 2012; Coats, Paganelli, Starks, Lindhorst, Starks,
et al., 2017; JRCPTB, 2019)
Assess appropriate plans of care with patients and their
families recognising and explaining that burdensome
interventions may become less beneficial and riskier as
frailty progresses through discussion of the concept of
futility (Pal and Manning, 2014; Wale, 2014; JRCPTB,
2019)
Assess prognosis and convey the uncertainty associated
with a diagnosis of frailty where each patient has the
potential to improve, stabilise, worsen or die (Pal and
Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess future planning preferences with frail patients and
their families and understand that timely discussion is
important particularly in this population at high risk of
future cognitive impairment and loss of capacity (Maida
and Devlin, 2015; JRCPTB, 2019)
Facilitate resolution of family and interprofessional team
member conflict using family meetings and case
conference
(Shvartzman et al., 2011; Coats, Paganelli, Starks,
Lindhorst, Starks, et al., 2017)

Essential

Specific

Essential

Specific

Essential

Specific

Essential

Specific

Essential

Generic

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Understand how key ethical issues may have particular
relevance for patients with frailty, specifically lack of
autonomy, presumed incompetence and equitable use of
palliative care services (JRCPTB, 2010b; Shvartzman et
al., 2011; Ferrell et al., 2019)

Essential

Specific

Essential/Desirable/Unnecessary

Specific/Generic

Desirable

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise that the best care to patients with frailty is
provided by staff who are prepared in terms of knowledge
skills attitude and support and in a wider community that
is prepared to help (Shvartzman et al., 2011; Lipman,
2012; Goldberg et al., 2016; Linnemann et al., 2016;
Coats, Paganelli, Starks, Lindhorst, Starks Acosta, et al.,
2017; JRCPTB, 2019; Lally et al., 2019)
Recognise the need for the primary care, palliative and
geriatric medicine communities to provide each other with
education, interdisciplinary education has an important
role to play particularly to enable the appreciation of the
roles of other professions and services (JRCPTB, 2010b;
Rohwer, Schoonees and Young, 2014; Hayakawa et al.,
2016; Lally et al., 2019; McKelvie et al., 2019)
Recognise that key topics for education include advance
care planning, goals of care, geriatric assessment,
polypharmacy, deprescribing, symptom management,
managing conflict
(Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Understand the need for evidence for and sustainability
of educational programmes for the management of frailty
(Windhaber et al., 2018)

Desirable

Generic

Desirable

Generic

Essential

Generic

Desirable

Specific

Ethics

Leadership (Goldberg et al., 2016)
By completion of training the specialist trainee will
be able to:
Understand that a pro palliative care culture within frailty
services requires team development and education
(Maida and Devlin, 2015)
Education (Goldberg et al., 2016)
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Understand that the training requirements are diverse in
terms of both speciality and profession and education
needs to be tailored to the audience (JRCPTB, 2010b;
Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)

Unnecessary

Specific

By completion of training the specialist trainee will
be able to:

Essential/Desirable/Unnecessary

Specific/Generic

Recognise the lack of evidence base for the palliative
management of frail patients
Understand that evidence of the best model for the
provision of palliative care to those with frailty is required
in all settings
(Bone et al., 2016; Nicholson and Richardson, 2018;
Stow et al., 2019)
Understanding that specific biomarkers may be useful in
the diagnosis, management and prognostication of
patients with frailty, but more research is required before
they are used in common practice
(Muscedere et al., 2019)

Desirable

Specific

Desirable

Specific

Desirable

Specific

Research (Goldberg et al., 2016)

259

Appendix 20. The Final Curriculum
Definition
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Define: “frailty” (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014)
Recognise that there is no accepted standardized definition (JRCPTB, 2010b)
Recognise that frailty is not a disease, people with frailty lack a unifying
diagnosis. (JRCPTB, 2010b)
Recognise that frailty is not inevitable, it is susceptible to active intervention
and varying degrees of reversal (Bortz, 2002; Koller and Rockwood, 2013;
RCGP, 2019)
Compare the different definitions of frailty and how these vary in focus and
include those with a symptomatic, diagnostic, physiological, outcome and
functional basis (JRCPTB, 2010b; Thompson and Huisingh-Scheetz M.,
Mailliard L., 2012; Koller and Rockwood, 2013; Maida and Devlin, 2015; BGS,
2017; Hale, Shah and Clegg, 2019)
Analyse the relationship between frailty and ageing, that the risk of frailty
increases with age, but that frailty is different from normal ageing and can
occur at any age (Bortz, 2002; Koller and Rockwood, 2013; RCGP, 2019)
Analyse the concept of social vulnerability (such as need for care provided by
external providers) and compare how this is different from frailty which is an
individual concept (Koller and Rockwood, 2013)

Essential
Essential
Essential
Essential
Desirable

Essential
Desirable

Grading
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

List tools used to screen for frailty
(Ernst et al., 2015; BGS, 2017)
Describe the timed get up and go screen (JRCPTB, 2010b; Ernst et al., 2015;
BGS, 2017; RCGP, 2019)
List scales used to grade frailty
(JRCPTB, 2010b; Koller and Rockwood, 2013; RCGP, 2019)
Describe the phenotype based fried index, be aware this is based on the five
variables of unintentional weight loss, self-reported fatigue, slow walking,
muscular weakness and low levels of energy
(Fried et al., 2001; JRCPTB, 2010b)
Describe the 9-point clinical judgement based clinical frailty scale based on
physical and functional dependent (‘Rockwood scale’, 2008; JRCPTB, 2010b)
Describe the Edmonton frail scale as a bedside measure of frailty
incorporating physical, psychological, social, and functional factors (JRCPTB,
2010b)
Describe the five-item frail scale as a measure of pre-frailty (JRCPTB,
2010b; Pollack et al., 2017)
Recognise that screening for frailty is important during encounters with health
and social care
(JRCPTB, 2010b; Ernst et al., 2015; BGS, 2017; RCGP, 2019)
Recognise that there is no accepted gold-standard way of screening for or
grading frailty (JRCPTB, 2010b)
Recognise that the purpose of identifying frailty varies depending on where a
patient is on their illness trajectory, reversal in the early stages and provision
of appropriate end of life care in the latter
(Koller and Rockwood, 2013)
Recognise that identifying frailty improves prognostication and decision
making in older adults particularly in the setting of critical illness or
interventions that may cause significant injury (chemotherapy and surgery)
(Lesperance et al., 2010; JRCPTB, 2019)
Apply knowledge gained from identifying and grading frailty to engage with
patients and their families in producing individualized goal centred plans of
care
(Koller and Rockwood, 2013; JRCPTB, 2019)
Compare frailty scales, their parameters and their use in clinical practice
(RCGP, 2019)
Compare standard measures of frailty with standard palliative care measures
of patient complexity including the Australian Modified Karnofsky Performance
scale (AKPS)
(Grossman et al., 2014)

Desirable
Desirable
Desirable
Desirable

Desirable
Desirable
Desirable
Essential
Essential
Essential

Essential

Essential

Desirable
Desirable
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Assess the potential of translations between frailty measures and the AKPS to
produce a common language for interdisciplinary communication
(Anderson et al., 1996; Virik and Glare, 2002; Downing et al., 2007; Ho et al.,
2008; Campos et al., 2009; Ma et al., 2010; Myers et al., 2010; Zimmermann
et al., 2010; Grossman et al., 2014; Maida and Devlin, 2015)

Desirable

Physiological
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Describe the specific systems vulnerable to deterioration within frailty
including the musculoskeletal, cardiovascular, metabolic and immunological
affects. (Gobbens et al., 2010; JRCPTB, 2010b)
Recognise that frailty is a multi-system problem (JRCPTB, 2010b)
Recognise the trajectory of frailty (RCGP, 2019)
Recognise that the reduced reserve of patients with frailty results in a
relatively large impact resulting from relatively small insults (JRCPTB, 2019)
(moody, 2016)
Recognise that the pathophysiology of frailty is not fully understood however it
is widely accepted that it is a dynamic process where deterioration is more
common than improvement
(JRCPTB, 2010b; moody, 2016)

Essential
Essential
Essential
Essential
Desirable

Epidemiology
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Recognise the impact of frailty that 10% of those over 65 and up to 50% of
those over 85 are likely to be frail and that these percentages are increasing
(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018; Hale,
Shah and Clegg, 2019; RCGP, 2019)
Understand that frailty is becoming more prevalent and this is explained in
part by the ageing population (JRCPTB, 2010b, 2019; Pal and Manning, 2014;
Windhaber et al., 2018; Hale, Shah and Clegg, 2019; RCGP, 2019)
Understand that the exact prevalence is problematic because of the lack of a
standard definition and measurement
(Pal and Manning, 2014; Windhaber et al., 2018; Hale, Shah and Clegg, 2019)

Essential

Essential
Desirable

Causes and consequences
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Describe the contributing factors of frailty including chronic disease, multiple
comorbidity, genetic disorders, injury and lifestyle factors
(Bortz, 2002; JRCPTB, 2010b; Pal and Manning, 2014)
Describe the consequences of the combination of frailty and minor external
stressors including delirium, functional decline, impaired mobility, falls, social
withdrawal, hospitalisation, institutionalisation and death
(JRCPTB, 2010b, 2019; Pal and Manning, 2014; Windhaber et al., 2018; Hale,
Shah and Clegg, 2019)
Understand the frailty fulcrum and how keeping life changes balanced
becomes more difficult with increasing frailty
(JRCPTB, 2010b, 2019; moody, 2016)
Compare stabilisers and destabilisers from social, physical, psychological,
environmental and systems of care domains and the effect these have on a
frail person (JRCPTB, 2010b; Rohwer, Schoonees and Young, 2014;
Linnemann et al., 2016; moody, 2016; Coats, Paganelli, Starks, Lindhorst,
Starks, et al., 2017; Ferrell et al., 2019; Hale, Shah and Clegg, 2019; RCGP,
2019)

Essential
Essential

Desirable
Desirable

Clinical Care (Goldberg et al., 2016)
Structure and Processes of Care (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Recognise that current evidence states that the palliative care needs of frail
older adults are not adequately assessed or treated
(Bone et al., 2016; Nicholson and Richardson, 2018; JRCPTB, 2019)

Essential
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Recognise the range of services available to those with frailty (JRCPTB,
2010b, 2019; Pal and Manning, 2014; Rohwer, Schoonees and Young, 2014)
Recognise the need to refer to geriatric medicine where frailty is associated
with significant complexity, diagnostic uncertainty or challenging symptom
control. (Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
Recognise the need to refer to old age psychiatry for those people with frailty
and complex co-existing psychiatric problems, including challenging behaviour
in dementia. (JRCPTB, 2019)
Understand the importance of teamwork in this setting and have an
appreciation of the skills and contributions of different members of the different
teams(JRCPTB, 2019)
Understand that appropriate palliative care for frail people is unlikely to fit with
current service models (based on a cancer trajectory) and therefore innovation
is required
(Murtagh, Preston and Higginson, 2004; Bone et al., 2016; Nicholson and
Richardson, 2018; JRCPTB, 2019)
Compare important services for frail people and analyse how they can work
together including primary care, pharmacy, geriatric services – acute,
intermediate and community, social care, mental health services (Murtagh,
Preston and Higginson, 2004; Bone et al., 2016; JRCPTB, 2019)
Compare the roles of geriatric medicine and primary care in providing
generalist care for those with frailty, where the former may be involved where
aim is to improve frailty and the latter when frailty is more severe, and the
focus is palliative care in the community environment (JRCPTB, 2010b, 2019;
Lipman, 2012; Rohwer, Schoonees and Young, 2014)
Analyse care decisions that will need to be made throughout the care
trajectory of a person with frailty including place and level of care provision
(Rohwer, Schoonees and Young, 2014; JRCPTB, 2019)
Compare the positive and negative effects of hospitalisation and
institutionalisation for people with frailty and how this should alter
management (JRCPTB, 2010b, 2019; Huijberts, Buurman and De Rooij, 2016;
Pollack et al., 2017)
Assess the balance between benefits of early intervention with the reality of a
finite resource when providing palliative care to those with frailty (Nicholson
and Richardson, 2018)
Assess the concept of short term recurrent staged palliative care involvement
as an appropriate model of care for those with frailty (Bone et al., 2016;
JRCPTB, 2019)

Essential
Essential
Essential
Essential
Essential

Desirable

Desirable

Essential
Essential

Desirable
Desirable

Assessment
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

List the core frailty syndromes; falls, reduced mobility (sudden onset),
confusion, incontinence, and the extended frailty syndromes: polypharmacy
(>3 prescribed drugs), social issues, including isolation, suspected elder
abuse and end of life care. (JRCPTB, 2010b, 2019; Rohwer, Schoonees and
Young, 2014; Boakye et al., 2018; RCGP, 2019)
Understand that the aims of a holistic assessment of a frail patient are to
identify and treat reversible causes of decline, detect and treat symptoms,
assess severity and prognosis (JRCPTB, 2010b, 2019; Rohwer, Schoonees
and Young, 2014)
Understand the frailty syndromes and their implication as a marker of bad
outcome and a trigger for a comprehensive geriatric assessment (JRCPTB,
2010b, 2019; McKelvie et al., 2019)
Assess a frail patient using the comprehensive geriatric assessment
assessing their cognition, function, mobility, balance, social circumstances
and medical problems (JRCPTB, 2010b, 2019; Lipman, 2012; Boakye et al.,
2018; McKelvie et al., 2019)
Evaluate and improve the safety of frail patients during hospital admissions
using Frail safe as a checklist (JRCPTB, 2010b; BGS, 2017)

Essential

Essential

Desirable
Desirable

Desirable

Physical (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Recognise that there is a direct independent relationship between selfreported pain and frailty
(Shega et al., 2012)
Recognise that people with frailty experience physical symptoms such as pain
at similar levels to people with cancer (JRCPTB, 2019; Stow et al., 2019)

Desirable
Essential
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Understand the impact of common symptoms of old age like incontinence and
impaired vision and how this can have a considerable negative effect on
quality of life (JRCPTB, 2010b, 2019; RCGP, 2019)
(Cooke, Oliver and Burns, 2012; BGS, 2017)
Understand the importance of palliative care services in managing the
complex symptoms of patients with frailty(Shvartzman et al., 2011; SanchezReilly and Ross, 2012; Boockvar and Meier, 2014; JRCPTB, 2019)
Summarise an appropriate problem list for a patient with frailty using the
Comprehensive Geriatric assessment (CGA) and how this can be used to
appropriately manage comorbidities and geriatric syndromes (JRCPTB,
2010b, 2019; McKelvie et al., 2019)
Evaluate the advantages and disadvantages of investigations, treatments and
non-intervention for people with frailty demonstrating an understanding that
interventions appropriate for those with more physiological reserve are
potentially detrimental to quality and quantity of life in the context of frailty
(JRCPTB, 2010b, 2019; Boockvar and Meier, 2014)

Essential

Essential
Essential

Essential

Pharmacology
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Assess the benefits and risks of medications in patients with frailty prioritising
those contributing to symptom control over preventative drugs unlikely to
provide benefit in those with short life expectancy(Shvartzman et al., 2011;
Cooke, Oliver and Burns, 2012; Lipman, 2012; Koller and Rockwood, 2013;
Pal and Manning, 2014; BGS, 2017; JRCPTB, 2019)

Essential

Rehabilitation
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Understand that the specific management of frailty includes diet review,
physical exercise, progressive resistance exercise and physiotherapy and that
these may still have a role in the palliative management of frailty but may have
less of a role as frailty progresses (JRCPTB, 2010a; Raudonis and Daniel,
2010)

Desirable

Prognostication and End of Life Care (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:
Understand that identifying frailty improves prognostication and decision
making in older adults
(Bronnert, 2014; Huijberts, Buurman and De Rooij, 2016)
Understand that other prognostication tools are designed for use in cancer
patients and should be used in caution in frailty
(Chu, White and Stone, 2019)
Analyse the likelihood of a patient with frailty being in the last year of life using
the Gold Standards Framework Criteria (JRCPTB, 2010a; Thomas, 2011)
Assess people with frailty evaluating prognostic markers and signs to
establish if they may be dying (JRCPTB, 2010a; Thomas, 2011; Chu, White
and Stone, 2019)

Essential/Desirable/Unnecessary
Essential
Essential
Desirable
Essential

Psychological (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Recognise the fact that many people with frailty have co-existing cognitive
impairment which adds an extra complexity to care provision (Coats,
Paganelli, Starks, Lindhorst, Starks, et al., 2017)
Recognise that people with frailty experience psychological distress at similar
levels to people with cancer
(Stow et al., 2019)
Assess and appropriately manage psychological symptoms of depression,
anxiety, insomnia, grief, and distress, and recognise them as a cause and
consequence of frailty (Wale, 2014; JRCPTB, 2019)

Essential
Essential
Essential

Social (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

263

Understand that frail people often have weakened social networks and this
lack of support for holistic care results in an increased reliance on external
care providers (JRCPTB, 2010b, 2019; Just et al., 2010)
Evaluate a person with frailty and their circumstances after a safeguarding
concern (Cooke, Oliver and Burns, 2012)

Desirable
Desirable

Communication with patients and relatives (Ferrell et al., 2019)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Summarise the rationale for palliative care involvement for patients with frailty
and their family and its relevance throughout the disease trajectory (SanchezReilly and Ross, 2012; Coats, Paganelli, Starks, Lindhorst, Starks, et al.,
2017; JRCPTB, 2019)
Assess appropriate plans of care with patients and their families recognising
and explaining that burdensome interventions may become less beneficial and
riskier as frailty progresses through discussion of the concept of futility (Pal
and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess prognosis and convey the uncertainty associated with a diagnosis of
frailty where each patient has the potential to improve, stabilise, worsen or die
(Pal and Manning, 2014; Wale, 2014; JRCPTB, 2019)
Assess future planning preferences with frail patients and their families and
understand that timely discussion is important particularly in this population at
high risk of future cognitive impairment and loss of capacity (Maida and
Devlin, 2015; JRCPTB, 2019)

Essential

Essential

Essential
Essential

Ethics
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Understand how key ethical issues may have particular relevance for patients
with frailty, specifically lack of autonomy, presumed incompetence and
equitable use of palliative care services (JRCPTB, 2010b; Shvartzman et al.,
2011; Ferrell et al., 2019)

Essential

Leadership (Goldberg et al., 2016)
By completion of training the specialist trainee will be able to:
Understand that a pro palliative care culture within frailty services requires
team development and education (Maida and Devlin, 2015)

Essential/Desirable/Unnecessary
Desirable

Education (Goldberg et al., 2016)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Understand the need for evidence for and sustainability of educational
programmes for the management of frailty
(Windhaber et al., 2018)
Understand that the training requirements are diverse in terms of both
speciality and profession and education needs to be tailored to the audience
(JRCPTB, 2010b; Coats, Paganelli, Starks, Lindhorst, Starks, et al., 2017)

Desirable
Unnecessary

Research (Goldberg et al., 2016)
By completion of training the specialist trainee will be able to:

Essential/Desirable/Unnecessary

Recognise the lack of evidence base for the palliative management of frail
patients
Understand that evidence of the best model for the provision of palliative care
to those with frailty is required in all settings
(Bone et al., 2016; Nicholson and Richardson, 2018; Stow et al., 2019)
Understanding that specific biomarkers may be useful in the diagnosis,
management and prognostication of patients with frailty, but more research is
required before they are used in common practice
(Muscedere et al., 2019)

Desirable
Desirable
Desirable
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Appendix 21. The Final Results
Definition
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Define: “frailty”
(JRCPTB, 2010b;
Rohwer, Schoonees and
Young, 2014)
Recognise that there is
no accepted
standardized definition
(JRCPTB, 2010b)
Recognise that frailty is
not a disease, people
with frailty lack a unifying
diagnosis. (JRCPTB,
2010b)
Recognise that frailty is
not inevitable, it is
susceptible to active
intervention and varying
degrees of reversal
(Bortz, 2002; Koller and
Rockwood, 2013; RCGP,
2019)
Recognise frailty can be
a palliative diagnosis
Compare the different
definitions of frailty and
how these vary in focus
and include those with a
symptomatic, diagnostic,
physiological, outcome
and functional basis
(JRCPTB, 2010b;
Thompson and HuisinghScheetz M., Mailliard L.,
2012; Koller and
Rockwood, 2013; Maida
and Devlin, 2015; BGS,
2017; Hale, Shah and
Clegg, 2019)
Analyse the relationship
between frailty and
ageing, that the risk of
frailty increases with age,
but that frailty is different
from normal ageing and
can occur at any age
(Bortz, 2002; Koller and
Rockwood, 2013; RCGP,
2019)
Analyse the concept of
social vulnerability (such
as need for care provided
by external providers)
and compare how this is
different from frailty
which is an individual
concept (Koller and
Rockwood, 2013)

Essential

79.2

1

Specific

Essential

75.0

2

Specific

Essential

81.3

2

Specific

Essential

83.3

1

Specific

Essential

87.5

2

Specific

Desirable

73.3

3

Specific

Essential

75.0

2

Specific

Desirable

81.3

2

Specific

Grading
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By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

List tools used to screen
for frailty
(Ernst et al., 2015; BGS,
2017)
Describe the timed get
up and go screen
(JRCPTB, 2010b; Ernst
et al., 2015; BGS, 2017;
RCGP, 2019)
Describe the PRISMA
questionnaire
(JRCPTB, 2010b; Ernst
et al., 2015; BGS, 2017;
RCGP, 2019)
List scales used to grade
frailty
(JRCPTB, 2010b; Koller
and Rockwood, 2013;
RCGP, 2019)
Describe the phenotype
based fried index, be
aware this is based on
the five variables of
unintentional weight loss,
self-reported fatigue,
slow walking, muscular
weakness and low levels
of energy
(Fried et al., 2001;
JRCPTB, 2010b)
Describe the deficit
accumulation-based
frailty index which uses
physical, psychological
and social factors and
can be measured using
the comprehensive
geriatric assessment and
read codes from GP
surgeries
(Mitnitski, Mogilner and
Rockwood, 2001;
JRCPTB, 2010b; Koller
and Rockwood, 2013;
Ma et al., 2016)
Describe the 9-point
clinical judgement based
clinical frailty scale
based on physical and
functional dependent
(‘Rockwood scale’, 2008;
JRCPTB, 2010b)
Describe the Edmonton
frail scale as a bedside
measure of frailty
incorporating physical,
psychological, social,
and functional factors
(JRCPTB, 2010b)
Describe the five-item
frail scale as a measure
of pre-frailty (JRCPTB,
2010b; Pollack et al.,
2017)
Recognise that
screening for frailty is
important during

Desirable

66.7

3

Specific

Desirable

75.0

2

Specific

Unnecessary

66.7

3

Specific

Desirable

93.8

2

Specific

Desirable

73.3

3

Specific

Unecessary

66.7

3

Specific

Desirable

75.0

2

Specific

Desirable

60.0

3

Specific

Desirable

60.0

3

Specific

Essential

83.3

1

Specific
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encounters with health
and social care
(JRCPTB, 2010b; Ernst
et al., 2015; BGS, 2017;
RCGP, 2019)
Recognise that there is
no accepted goldstandard way of
screening for or grading
frailty (JRCPTB, 2010b)
Recognise that the
purpose of identifying
frailty varies depending
on where a patient is on
their illness trajectory,
reversal in the early
stages and provision of
appropriate end of life
care in the latter
(Koller and Rockwood,
2013)
Recognise that
identifying frailty
improves prognostication
and decision making in
older adults particularly
in the setting of critical
illness or interventions
that may cause
significant injury
(chemotherapy and
surgery) (Lesperance et
al., 2010; JRCPTB,
2019)
Apply knowledge gained
from identifying and
grading frailty to engage
with patients and their
families in producing
individualized goal
centred plans of care
(Koller and Rockwood,
2013; JRCPTB, 2019)
Compare frailty scales,
their parameters and
their use in clinical
practice (RCGP, 2019)
Compare standard
measures of frailty with
standard palliative care
measures of patient
complexity including the
Australian Modified
Karnofsky Performance
scale (AKPS)
(Grossman et al., 2014)
Assess the potential of
translations between
frailty measures and the
AKPS to produce a
common language for
interdisciplinary
communication
(Anderson et al., 1996;
Virik and Glare, 2002;
Downing et al., 2007; Ho
et al., 2008; Campos et
al., 2009; Ma et al.,
2010; Myers et al., 2010;
Zimmermann et al.,
2010; Grossman et al.,

Essential

75.0

2

Specific

Essential

79.1

1

Specific

Essential

87.5

1

Specific

Essential

87.5

1

Specific

Desirable

60.0

3

Specific

Desirable

75.0

1

Specific

Desirable

75.0

2

Specific
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2014; Maida and Devlin,
2015)
Physiological
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that frailty is
a multi-system problem
(musculoskeletal,
cardiovascular,
metabolic and
immunological affects)
(Gobbens et al., 2010;
JRCPTB, 2010b)
Recognise the trajectory
of frailty (RCGP, 2019)
Recognise that the
reduced reserve of
patients with frailty
results in a relatively
large impact resulting
from relatively small
insults (JRCPTB, 2019)
(moody, 2016)
Recognise that the
pathophysiology of frailty
is not fully understood
however it is widely
accepted that it is a
dynamic process where
deterioration is more
common than
improvement
(JRCPTB, 2010b;
moody, 2016)

Essential

87.5

1

Specific

Essential

87.5

1

Specific

Essential

75.0

1

Specific

Desirable

75.0

2

Specific

By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that over one
third of deaths are
people aged 85 and over
(Lipman, 2012;
JRCPTB, 2019; RCGP,
2019)
Recognise that people
aged 85 years and older
are more likely to die of
multiple non-malignant
diseases than cancer
(JRCPTB,
2019)(Lipman, 2012)
Recognise the impact of
frailty that 10% of those
over 65 and up to 50%
of those over 85 are
likely to be frail and that
these percentages are
increasing
(JRCPTB, 2010b, 2019;
Pal and Manning, 2014;
Windhaber et al., 2018;
Hale, Shah and Clegg,
2019; RCGP, 2019)

Essential

75.0

1

Essential

75.0

1

Essential

87.5

2

Epidemiology

Specific

268

Understand that frailty is
becoming more
prevalent and this is
explained in part by the
ageing population
(JRCPTB, 2010b, 2019;
Pal and Manning, 2014;
Windhaber et al., 2018;
Hale, Shah and Clegg,
2019; RCGP, 2019)
Understand that the
exact prevalence is
problematic because of
the lack of a standard
definition and
measurement
(Pal and Manning, 2014;
Windhaber et al., 2018;
Hale, Shah and Clegg,
2019)

Essential

75.0

2

Specific

Desirable

75.0

2

Specific

Causes and consequences
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Describe the contributing
factors of frailty including
chronic disease, multiple
comorbidity, genetic
disorders, injury and
lifestyle factors
(Bortz, 2002; JRCPTB,
2010b; Pal and Manning,
2014)
Describe the
consequences of the
combination of frailty and
minor external stressors
including delirium,
functional decline,
impaired mobility, falls,
social withdrawal,
hospitalisation,
institutionalisation and
death
(JRCPTB, 2010b, 2019;
Pal and Manning, 2014;
Windhaber et al., 2018;
Hale, Shah and Clegg,
2019)
Understand the frailty
fulcrum and how keeping
life changes balanced
becomes more difficult
with increasing frailty
(JRCPTB, 2010b, 2019;
moody, 2016)
Compare stabilisers and
destabilisers from social,
physical, psychological,
environmental and
systems of care domains
and the effect these have
on a frail person
(JRCPTB, 2010b;
Rohwer, Schoonees and
Young, 2014; Linnemann
et al., 2016; moody, 2016;
Coats, Paganelli, Starks,
Lindhorst, Starks, et al.,

Essential

87.5

2

Specific

Essential

79.2

1

Specific

Desirable

93.8

2

Specific

Desirable

87.5

2

Specific
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2017; Ferrell et al., 2019;
Hale, Shah and Clegg,
2019; RCGP, 2019)
Clinical Care (Goldberg et al., 2016)
Structure and Processes of Care (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that current
evidence states that the
palliative care needs of
frail older adults are not
adequately assessed or
treated
(Bone et al., 2016;
Nicholson and
Richardson, 2018;
JRCPTB, 2019)
Recognise that
interdisciplinary team
assessment is
fundamental to provide
goal centred care for the
frail patient throughout
their trajectory(JRCPTB,
2010b, 2019; Ferrell et
al., 2019)
Recognise the range of
services available to
those with frailty
(JRCPTB, 2010b, 2019;
Pal and Manning, 2014;
Rohwer, Schoonees and
Young, 2014)
Recognise the need to
refer to geriatric medicine
where frailty is associated
with significant
complexity, diagnostic
uncertainty or challenging
symptom control.
(Rohwer, Schoonees and
Young, 2014; JRCPTB,
2019)
Recognise the need to
refer to old age psychiatry
for those people with
frailty and complex coexisting psychiatric
problems, including
challenging behaviour in
dementia. (JRCPTB,
2019)
Recognise that specialist
palliative care services
will need to be able to
provide care for patients
with frailty in all settings
including nursing homes
(JRCPTB, 2019)
Understand that palliative
care service should be
complimentary to services
that are already in place
and should not seek to
replace or compete with
existing provision
(JRCPTB, 2019)Pal and

Essential

93.8

2

Specific

Essential

75.0

1

Generic

Essential

75.0

1

Specific

Essential

79.2

1

Specific

Essential

100.0

2

Specific

Essential

75.0

1

Generic

Essential

81.3

2

Generic
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Manning, 2014; Rohwer,
Schoonees and Young,
2014)
Understand the
importance of teamwork
in this setting and have an
appreciation of the skills
and contributions of
different members of the
different teams(JRCPTB,
2019)
Understand the
importance of joint
working between
palliative and geriatric
medicine (Lipman, 2012;
Sanchez-Reilly and Ross,
2012; JRCPTB, 2019)
Understand the
importance of sharing
information between
primary care, emergency
services, secondary care
and social services and
how this can improve
patient care
(Rohwer, Schoonees and
Young, 2014)
Understand that
appropriate palliative care
for frail people is unlikely
to fit with current service
models (based on a
cancer trajectory) and
therefore innovation is
required
(Murtagh, Preston and
Higginson, 2004; Bone et
al., 2016; Nicholson and
Richardson, 2018;
JRCPTB, 2019)
Understand parallel
planning and its relevance
to patients with frailty
where there are several
possible outcomes which
may become more
obvious over time
(Bronnert, 2014;
JRCPTB, 2019)
Compare important
services for frail people
and analyse how they can
work together including
primary care, pharmacy,
geriatric services – acute,
intermediate and
community, social care,
mental health services
(Murtagh, Preston and
Higginson, 2004; Bone et
al., 2016; JRCPTB, 2019)
Compare the roles of
geriatric medicine and
primary care in providing
generalist care for those
with frailty, where the
former may be involved
where aim is to improve
frailty and the latter when
frailty is more severe, and
the focus is palliative care

Essential

93.8

2

Specific

Essential

87.5

2

Generic

Essential

93.8

2

Generic

Essential

75.0

2

Specific

Essential

75.0

2

Generic

Desirable

60.0

3

Specific

Desirable

75.0

2

Specific
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in the community
environment (JRCPTB,
2010b, 2019; Lipman,
2012; Rohwer,
Schoonees and Young,
2014)
Analyse care decisions
that will need to be made
throughout the care
trajectory of a person with
frailty including place and
level of care provision
(Rohwer, Schoonees and
Young, 2014; JRCPTB,
2019)
Compare the positive and
negative effects of
hospitalisation and
institutionalisation for
people with frailty and
how this should alter
management (JRCPTB,
2010b, 2019; Huijberts,
Buurman and De Rooij,
2016; Pollack et al., 2017)
Assess the balance
between benefits of early
intervention with the
reality of a finite resource
when providing palliative
care to those with frailty
(Nicholson and
Richardson, 2018)
Assess the concept of
short term recurrent
staged palliative care
involvement as an
appropriate model of care
for those with frailty (Bone
et al., 2016; JRCPTB,
2019)

Essential

66.7

3

Specific

Essential

70.8

1

Specific

Desirable

75.0

2

Specific

Desirable

93.8

2

Specific

By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

List the core frailty
syndromes; falls, reduced
mobility (sudden onset),
confusion, incontinence,
and the extended frailty
syndromes:
polypharmacy (>3
prescribed drugs), social
issues, including isolation,
suspected elder abuse
and end of life care.
(JRCPTB, 2010b, 2019;
Rohwer, Schoonees and
Young, 2014; Boakye et
al., 2018; RCGP, 2019)
Understand that the aims
of a holistic assessment
of a frail patient are to
identify and treat
reversible causes of
decline, detect and treat
symptoms, assess
severity and prognosis
(JRCPTB, 2010b, 2019;

Essential

79.2

1

Specific

Essential

87.5

1

Specific

Assessment
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Rohwer, Schoonees and
Young, 2014)
Understand the frailty
syndromes and their
implication as a marker of
bad outcome and a
trigger for a
comprehensive geriatric
assessment (JRCPTB,
2010b, 2019; McKelvie et
al., 2019)
Analyse how appropriate
interventions are when
prioritising quality towards
the end of life (Cooke,
Oliver and Burns, 2012;
BGS, 2017; JRCPTB,
2019)
Assess a frail patient
using the comprehensive
geriatric assessment
assessing their cognition,
function, mobility,
balance, social
circumstances and
medical problems
(JRCPTB, 2010b, 2019;
Lipman, 2012; Boakye et
al., 2018; McKelvie et al.,
2019)
Assess and manage falls
including distinguishing
between syncopal and
non-syncopal causes and
knowing when to refer to
a specialist falls
service(JRCPTB, 2010b;
Cooke, Oliver and Burns,
2012; BGS, 2017)
Assess and manage
immobility considering
conditions such as spinal
cord compression and
end stage neurological
disorders(JRCPTB,
2010b; Cooke, Oliver and
Burns, 2012; BGS, 2017)
Assess and manage
cognitive abnormalities
considering chronicity and
a collateral history
(JRCPTB, 2010b; Cooke,
Oliver and Burns, 2012;
BGS, 2017)
Evaluate and improve the
safety of frail patients
during hospital
admissions using Frail
safe as a checklist
(JRCPTB, 2010b; BGS,
2017)

Desirable

60.0

3

Specific

Essential

87.5

1

Generic

Desirable

75.0

2

Specific

Essential

93.3

3

Generic

Essential

93.8

2

Generic

Essential

75.0

2

Generic

Desirable

75.0

2

Specific

Physical (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that there is a
direct independent
relationship between

Desirable

81.3

2

Specific
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self-reported pain and
frailty
(Shega et al., 2012)
Recognise that people
with frailty experience
physical symptoms such
as pain at similar levels
to people with cancer
(JRCPTB, 2019; Stow et
al., 2019)
Understand the impact of
common symptoms of
old age like incontinence
and impaired vision and
how this can have a
considerable negative
effect on quality of life
(JRCPTB, 2010b, 2019;
RCGP, 2019)
(Cooke, Oliver and
Burns, 2012; BGS, 2017)
Understand the
importance of common
symptom management
(pain, nausea and
vomiting, anorexia,
dyspnoea, fatigue,
diarrhoea and
constipation) for the
improvement of
functional status and
quality of life (Shega et
al., 2012; JRCPTB,
2019; RCGP, 2019)
Understand the
importance of palliative
care services in
managing the complex
symptoms of patients
with frailty(Shvartzman et
al., 2011; Sanchez-Reilly
and Ross, 2012;
Boockvar and Meier,
2014; JRCPTB, 2019)
Understand the
importance of
appropriately managing
comorbidities (JRCPTB,
2010b; BGS, 2017;
Boakye et al., 2018)
Summarise an
appropriate problem list
for a patient with frailty
using the
Comprehensive Geriatric
assessment (CGA) and
how this can be used to
appropriately manage
comorbidities and
geriatric syndromes
(JRCPTB, 2010b, 2019;
McKelvie et al., 2019)
Evaluate signs and
symptoms of pain using
non-verbal pain scales
and behavioural signs for
those with cognitive
impairment and
appreciate the
importance of involving
carers and family
members in the process

Essential

79.2

1

Specific

Essential

73.3

3

Specific

Essential

83.3

1

Generic

Essential

83.3

1

Specific

Essential

81.3

2

Generic

Essential

81.3

2

Specific

Essential

83.3

1

Generic
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(Wale, 2014; JRCPTB,
2019)
Evaluate the benefits
and risks of life
prolonging treatments
such as chemotherapy
and antibiotics as these
may improve functioning
and quality of life and
involve patients and their
families in shared or best
interests decision making
(JRCPTB, 2010b, 2019;
Lipman, 2012)
Evaluate the advantages
and disadvantages of
investigations,
treatments and nonintervention for people
with frailty demonstrating
an understanding that
interventions appropriate
for those with more
physiological reserve are
potentially detrimental to
quality and quantity of
life in the context of
frailty (JRCPTB, 2010b,
2019; Boockvar and
Meier, 2014)

Essential

83.3

1

Generic

Essential

81.3

2

Specific

Pharmacology
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Define polypharmacy as
more than 3 regular
medications (Cooke,
Oliver and Burns, 2012;
JRCPTB, 2019)
Recognise that
undertreatment, increased
adverse effects and
polypharmacy are key
issues for patients with
frailty (Shvartzman et al.,
2011; Cooke, Oliver and
Burns, 2012; Lipman,
2012; Koller and
Rockwood, 2013; Pal and
Manning, 2014; BGS,
2017; JRCPTB, 2019)
Recognise the burden of
polypharmacy is similar for
all palliative patients
including those with frailty
Recognise adverse effects
are more likely due to age
related changes in drug
pharmacokinetics
(Shvartzman et al., 2011;
Cooke, Oliver and Burns,
2012; Lipman, 2012;
Koller and Rockwood,
2013; Pal and Manning,
2014; BGS, 2017;
JRCPTB, 2019)

Essential

87.5

2

Generic

Essential

75.0

1

Generic

Essential

87.5

2

Generic

Essential

87.5

2

Generic
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Understand that
polypharmacy and
adverse drug reactions
contribute significantly to
poorer health, hospital
admissions, morbidity,
mortality and increased
length of stay
(Shvartzman et al., 2011;
Cooke, Oliver and Burns,
2012; Lipman, 2012;
Koller and Rockwood,
2013; Pal and Manning,
2014; BGS, 2017;
JRCPTB, 2019)
Assess the benefits and
risks of medications in
patients with frailty
prioritising those
contributing to symptom
control over preventative
drugs unlikely to provide
benefit in those with short
life
expectancy(Shvartzman et
al., 2011; Cooke, Oliver
and Burns, 2012; Lipman,
2012; Koller and
Rockwood, 2013; Pal and
Manning, 2014; BGS,
2017; JRCPTB, 2019)
Assess the appropriate
use of specific tools for
deprescribing e.g.
STOPP/START (Pal and
Manning, 2014; BGS,
2017; JRCPTB, 2019)

Essential

100

2

Generic

Essential

83.3

1

Specific

Desirable

73.3

3

Generic

Rehabilitation
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the
importance of
rehabilitative palliative
care to maintain or
improve functionality
(JRCPTB, 2010a;
Raudonis and Daniel,
2010)
Understand that the
specific management of
frailty includes diet
review, physical
exercise, progressive
resistance exercise and
physiotherapy and that
these may still have a
role in the palliative
management of frailty but
may have less of a role
as frailty progresses
(JRCPTB, 2010a;
Raudonis and Daniel,
2010)

Essential

80.0

3

Generic

Desirable

81.3

2

Specific
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Prognostication and End of Life Care (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:
Recognise that the care
of the imminently dying
is an important part of
the management of
patients with frailty
(Shvartzman et al.,
2011; Ferrell et al.,
2019)
Understand that
identifying frailty
improves prognostication
and decision making in
older adults
(Bronnert, 2014;
Huijberts, Buurman and
De Rooij, 2016)
Understand that
instruments such as the
Frailty Index and the
SHARE FI can be used
to predict mortality in
frailty however
appreciate their use may
be more on the
population level rather
than individual patients
at present
(Romero-ortuno, 2012)
Understand that other
prognostication tools are
designed for use in
cancer patients and
should be used in
caution in frailty
(Chu, White and Stone,
2019)
Analyse the likelihood of
a patient with frailty
being in the last year of
life using the Gold
Standards Framework
Criteria (JRCPTB,
2010a; Thomas, 2011)
Assess people with
frailty evaluating
prognostic markers and
signs to establish if they
may be dying (JRCPTB,
2010a; Thomas, 2011;
Chu, White and Stone,
2019)

Essential/Desirable/Unnecessary

Round
Consensus
Achieved
1

Specific/Generic

Essential

Percentage
consensus
achieved
91.7

Essential

75.0

2

Specific

Unnecessary

66.7

3

Specific

Essential

66.7

3

Specific

Desirable

75.0

2

Specific

Essential

81.3

2

Specific

Generic

Psychological (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the fact that
many people with frailty
have co-existing
cognitive impairment
which adds an extra
complexity to care
provision (Coats,
Paganelli, Starks,

Essential

93.8

2

Specific
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Lindhorst, Starks, et al.,
2017)
Recognise that people
with frailty experience
psychological distress at
similar levels to people
with cancer
(Stow et al., 2019)
Understand the negative
psychological effects of
feeling like a burden and
how this fear can alter
care decisions
(Gwyther et al., 2018)
Assess and
appropriately manage
psychological symptoms
of depression, anxiety,
insomnia, grief, and
distress, and recognise
them as a cause and
consequence of frailty
(Wale, 2014; JRCPTB,
2019)

Essential

75.0

2

Specific

Essential

75.0

2

Generic

Essential

87.5

2

Specific

Essential/Desirable/Unnecessary

Round
Consensus
Achieved
2

Specific/Generic

Essential

Percentage
consensus
achieved
93.8

Desirable

93.8

2

Specific

Desirable

81.3

2

Specific

Social (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:
Understand the
safeguarding process
and how this has
particular relevance
when caring for a person
with frailty
(Cooke, Oliver and
Burns, 2012)
Understand that frail
people often have
weakened social
networks and this lack of
support for holistic care
results in an increased
reliance on external care
providers (JRCPTB,
2010b, 2019; Just et al.,
2010)
Evaluate a person with
frailty and their
circumstances after a
safeguarding concern
(Cooke, Oliver and
Burns, 2012)

Generic

Communication with patients and relatives (Ferrell et al., 2019)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that
appropriate advance care
planning increases the
chance that patient
wishes are achieved and
reduces stress, anxiety
and depression in
surviving relatives
(Boockvar and Meier,
2014; Maida and Devlin,

Essential

83.3

1

Generic
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2015; BGS, 2017;
JRCPTB, 2019)
Understand models for
decision making in frail
older adults e.g. the
Palliative and
Therapeutic
Harmonisation Model
(PATH) which includes
the elements of
understanding,
communicating and
empowering (JRCPTB,
2010b; Moorhouse and
Mallery, 2012)
Understand the general
pitfalls of communication
(impaired hearing and
comprehension) and an
understanding of how
these can be minimised
(JRCPTB, 2010b; Just et
al., 2010)
Summarise the rationale
for palliative care
involvement for patients
with frailty and their
family and its relevance
throughout the disease
trajectory (Sanchez-Reilly
and Ross, 2012; Coats,
Paganelli, Starks,
Lindhorst, Starks, et al.,
2017; JRCPTB, 2019)
Assess appropriate plans
of care with patients and
their families recognising
and explaining that
burdensome
interventions may
become less beneficial
and riskier as frailty
progresses through
discussion of the concept
of futility (Pal and
Manning, 2014; Wale,
2014; JRCPTB, 2019)
Assess prognosis and
convey the uncertainty
associated with a
diagnosis of frailty where
each patient has the
potential to improve,
stabilise, worsen or die
(Pal and Manning, 2014;
Wale, 2014; JRCPTB,
2019)
Assess future planning
preferences with frail
patients and their families
and understand that
timely discussion is
important particularly in
this population at high
risk of future cognitive
impairment and loss of
capacity (Maida and
Devlin, 2015; JRCPTB,
2019)
Facilitate resolution of
family and
interprofessional team

Unnecessary

73.3

3

Specific

Essential

87.5

2

Generic

Essential

75.0

2

Specific

Essential

93.8

2

Specific

Essential

79.2

1

Specific

Essential

87.5

2

Specific

Essential

75.0

2

Generic
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member conflict using
family meetings and case
conference
(Shvartzman et al., 2011;
Coats, Paganelli, Starks,
Lindhorst, Starks, et al.,
2017)
Ethics
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Understand how key
ethical issues may have
particular relevance for
patients with frailty,
specifically lack of
autonomy, presumed
incompetence and
equitable use of
palliative care services
(JRCPTB, 2010b;
Shvartzman et al., 2011;
Ferrell et al., 2019)

Essential

87.5

2

Specific

Leadership (Goldberg et al., 2016)
By completion of
training the specialist
trainee will be able
to:
Understand that a pro
palliative care culture
within frailty services
requires team
development and
education (Maida and
Devlin, 2015)

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Desirable

75.0

2

Specific

Education (Goldberg et al., 2016)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that the best
care to patients with
frailty is provided by staff
who are prepared in
terms of knowledge skills
attitude and support and
in a wider community that
is prepared to help
(Shvartzman et al., 2011;
Lipman, 2012; Goldberg
et al., 2016; Linnemann
et al., 2016; Coats,
Paganelli, Starks,
Lindhorst, Starks Acosta,
et al., 2017; JRCPTB,
2019; Lally et al., 2019)
Recognise the need for
the primary care,
palliative and geriatric
medicine communities to
provide each other with
education,
interdisciplinary education
has an important role to
play particularly to enable

Desirable

75.0

2

Generic

Desirable

81.3

2

Generic
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the appreciation of the
roles of other professions
and services (JRCPTB,
2010b; Rohwer,
Schoonees and Young,
2014; Hayakawa et al.,
2016; Lally et al., 2019;
McKelvie et al., 2019)
Recognise that key topics
for education include
advance care planning,
goals of care, geriatric
assessment,
polypharmacy,
deprescribing, symptom
management, managing
conflict
(Coats, Paganelli, Starks,
Lindhorst, Starks, et al.,
2017)
Understand the need for
evidence for and
sustainability of
educational programmes
for the management of
frailty
(Windhaber et al., 2018)
Understand that the
training requirements are
diverse in terms of both
speciality and profession
and education needs to
be tailored to the
audience (JRCPTB,
2010b; Coats, Paganelli,
Starks, Lindhorst, Starks,
et al., 2017)

Essential

80.0

3

Generic

Desirable

75.0

2

Specific

Unnecessary

75.0

2

Specific

Research (Goldberg et al., 2016)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the lack of
evidence base for the
palliative management
of frail patients
Understand that
evidence of the best
model for the provision
of palliative care to those
with frailty is required in
all settings
(Bone et al., 2016;
Nicholson and
Richardson, 2018; Stow
et al., 2019)
Understanding that
specific biomarkers may
be useful in the
diagnosis, management
and prognostication of
patients with frailty, but
more research is
required before they are
used in common
practice
(Muscedere et al., 2019)

Desirable

75.0

2

Specific

Desirable

81.3

2

Specific

Desirable

81.3

2

Specific
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Appendix 22. Poster presented at NIHR Academy Member’s Conference, 2020 and to be
presented at Palliative Care Congress 2021
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Appendix 23. Article Submitted to for International Peer
Review and Journal Publication.
Frailty deserves a mention in Palliative Medicine Specialty Training Curricula Internationally. A
Meta-Synthesis and Delphi Study to establish appropriate content of a frailty subsection.
Felicity Dewhurst, Barbara Hanratty, Paul Paes, Katie Frew, Richard Walker, Catherine Barnes,
Helena Maddock, Joanna Elverson, Lucie Byrne-Davis
Keywords/MeSH Headings
Palliative Medicine
Frailty
Delphi Technique
Curriculum
Medicine

283

Abstract
Background
Frailty, a decline in reserve, strength and endurance through deficit accumulation, is common and
associated with morbidity and mortality. Understanding how to provide palliative-care for frail
individuals is an international priority. Despite this, frailty receives limited mention in specialist
palliative-medicine curricula or examinations worldwide.
Aim
To synthesise evidence and establish expert consensus on what should be included in a palliativemedicine specialist training curriculum for frailty.
Design
Literature Meta-synthesis produced a draft curriculum with Bologna based Learning-Outcomes. A
Delphi Study asked Experts to rate the importance of Learning-Outcomes for specialist-training
completion and propose additional Learning-Outcomes. This process was repeated until 70%
consensus was achieved for over 90% of Learning-Outcomes. Experts divided Learning Outcomes
into specific (for inclusion in a frailty subsection) or generic (applicable to other palliative
conditions).
Setting/Participants
The Delphi panel were Subject Matter Experts: Palliative-Medicine Consultants (n=14) and Trainees
(n=10), representing seven hospital trusts (n=19), seven community services (n=13), nine inpatient
units/hospices (n=18) and care home services (n=one) (individuals work across sites).
Results
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The meta-synthesis produced 113 Learning-Outcomes, two were added by Experts. Three Delphi
rounds concluded 86 Learning-Outcomes were specific to frailty whilst 29 were generic. Of the 86
items; 47 were considered essential, 34 desirable and five unnecessary. Two Learning-Outcomes
were removed and five re-phrased by Geriatric Specialists. Learning-Outcomes were arranged using
clinical practice domains and Bloom’s taxonomy.
Conclusions
This frailty curriculum is applicable internationally and highlights the complex and unique palliative
needs of frail patients. Future research is required to inform implementation, educational-delivery
and service-provision.
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What is already known about the topic?
•

Improved understanding of how to provide palliative care to the growing number of people
with frailty is an international priority (1).

•

The provision of palliative care to patients with frailty is not adequately addressed by
current Palliative Medicine specialty training and examination curricula across the world (2–
16).

•

Education of specialists in palliative medicine on the provision of palliative care for people
with frailty can be the first step in improving generalist education (17).

What the paper adds
•

This meta-synthesis and Delphi Study provides appropriate content for a frailty subsection
for Palliative Medicine Speciality Training Curricula.

•

This paper uses the UK as a case study, but the knowledge requirements are equally
applicable to palliative medicine specialists internationally.

Implications for practice, theory, or policy.
•

This curriculum is suggested as a subsection for Palliative Medicine Specialty Training
Curricula across the world.

•

Content can form the basis of educational events, work placements and service provision
requirements.

•

Improving training and education on frailty for specialists in palliative care should enhance
care overall, as specialists work with, and educate generalist providers.
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Introduction
The human population is ageing dramatically, and healthcare provision needs to adapt to effectively
respond to changing needs. Worldwide, the percentage of individuals aged over 60 years increased
from 9.2% in 1990 to 11.7% in 2013 and is projected to reach 21.1% ( more than 2 billion) by 2050
(18). Twenty-three percent of the global burden of disease is attributable to disorders in people aged
60 years and older. This is uppermost in high-income countries and in people with non-malignant
disease (19). The World Health Organisation (WHO) report that “ageing well” must be a global
priority (20). The shifting disease burden within the population requires “the impact of frailty,
dementia, organ failure and multi-morbidity” to be one of the key considerations in medical training
(21).

Frailty is common amongst older adults and associated with high levels of morbidity and mortality.
Frailty is an accumulation of deficits, caused by decline in physiological functional reserves, strength
and endurance, resulting in increased vulnerability to minor stressors. Progressive frailty increases
mortality risk and susceptibility to developing frailty syndromes: falls, delirium, disability,
incontinence and institutionalisation (22). Eleven percent of people over 65 and 25%–50% of those
over 85 are frail (23). There is a significant societal financial burden attributed to associated
increased hospitalisation. Appropriate palliative care including advance care planning may avoid
inappropriate service use and deliver potential savings (22).

The end-of-life care (EOLC) needs of people with frailty are under-researched and poorly understood
(23). Available data demonstrates that many people with frailty experience high symptom burden
and an unrecognised dying phase, both of which are inadequately managed (24). Improved
understanding of how to provide palliative care to the growing number of people living and dying
with frailty is an international priority, and a key strategic area highlighted by the UK National
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Institute for Health Research (NIHR) and the Care Quality Commission (CQC) (1). They acknowledge
that improved education on frailty (including clarification of the knowledge and skills required) for
both palliative medicine generalists and specialists is fundamental (23), particularly where the latter
are providing advice and support to the former (1,24–26). Therefore, a curriculum for specialist
trainees in the field is the ideal place to start.

Care for patients with frailty is not included in all of the UK, Australasian, American and European
specialist palliative medicine curricula (2–16). The aim of this study was to synthesise the evidence,
to establish what might be learnt about and subsequently us the Delphi Technique (27) to establish
(remotely during the COVID-19 pandemic) expert consensus on what should be included in a frailty
subsection of a palliative medicine specialist training curriculum. Given the introduction of a new UK
Palliative Medicine Specialty Training Curriculum (UK-PMSTC) in 2022, the UK has been used as a
case study (21). However, the intention was to produce a core content that would be relevant across
the world.

Ethical Considerations
The study was conducted in accordance with the ethical standards of the approving Human Research
Ethics Committee (Keele University Ref: 20/06/Approved February 2020). All participants provided
voluntary written consent. The study complied with the General Data Protection Regulation (GPDR)
and the Data Protection Act (DPA) 2018. Documents were anonymised and electronic databases and
email adresses were stored securely.
Methods
Meta-synthesis
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We systematically identified literature and synthesised international evidence on the palliative care
needs of individuals with frailty and the educational needs of specialist palliative medicine trainees
who are caring for them. Embase and Medline databases were searched from 1995 to present. Grey
literature was identified by searching relevant electronic resources. As the UK was being used as a
case study, the searches focussed on UK based organisations including the Association of Palliative
Medicine (APM), British Geriatric Society (BGS), Cochrane, Joint Royal College of Physicians Training
Board (JRCPTB), NHS Evidence, The National Institute for Health and Care Excellence (NICE), Royal
College of General Practitioners (RCGP), Royal College of Physicians (RCP) from the earliest index
date to present. Curriculum-setting bodies publish their curricula on their websites, therefore the
websites of the JRCPTB and the RCGP were explored. The following curricula were felt to be
relevant, - palliative medicine 2022 (21), palliative medicine 2010 (2), geriatric medicine (28), general
internal medicine (29), general practice (30). These are specialties responsible for the specialist or
generalist care of people with frailty. Policy documents and communications from organisations
responsible for producing policy on, funding and/or providing care to those with frailty were also
reviewed. These included the BGS (22,31), RCP and APM (32).

Search Terms
We searched for literature on adults with frailty, their palliative care needs and appropriate
palliative care provision. Search terms were produced through the identification and breakdown of
key concepts and themes within the research question: "What should be included in a curriculum for
the provision of palliative care to patients with frailty for specialist palliative medicine trainees?" The
significant stages of a patient’s journey were considered. Synonyms were explored, and relevance
ensured using the Boolean operators OR and AND respectively. The hits were limited to “title only”
to ensure literature volume was practical, the literature could be evaluated to a high standard and
studies of varying methodology could be included (33) (details in Appendix 1). Supplemental hand289

screening of bibliographies/references/citations and targeted searches of key authors occurred. Title
screening was completed by a specialist palliative care physician (FD). The full texts of these studies
were subsequently retrieved and assessed for eligibility.

Inclusion criteria
Literature was included if they reported data on palliative care or end-of-life-care need of those with
frailty, specifically; if they appropriately defined frailty and 1) explicitly contained curriculum
elements or 2) highlighted curriculum deficits or 3) described information required to provide
palliative care for those with frailty. To produce a comprehensive review, we incorporated primary,
secondary and tertiary sources, studies of mixed methodology, editorials and opinion pieces.
PRISMA guidance was therefore not adhered to (33–35). International data was included to ensure
world-wide relevance despite appreciation of the heterogenous nature of palliative care provision.

Exclusion Criteria
We did not exclude studies based on the date of data collection or publication. Studies were
excluded based on publication language (English only). Frailty is associated with increasing age, but it
is increasingly recognised that it can affect people of any age, especially in the palliative care setting
and therefore age limits were not applied. Studies were not excluded based on specific diseases,
however papers detailing the provision of care to patients with single diseases were only reviewed if
palliative care and frailty were specifically mentioned or the paper was a review.

Quality assessment and risk of bias
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Risk of bias and quality of included studies were considered by the lead author using the National
Institute for Health Quality Assessment Tools. Priority was given to peer reviewed, up to date
evidence. Less contemporary sources and low-quality studies were included only if evidence on the
subject was limited (33). Data relating to population characteristics (setting, average age, sex
distribution), study design, and critical ﬁndings were extracted. All material was carefully evaluated
considering the impact of methodology on results and possible limitations and bias. Limitations were
considered tolerable if they were out with the control of the researcher and did not invalidate the
results. Conclusions were assessed for illogicity (33).

Evidence synthesis
Data were extracted by the lead author into a bespoke form. Due to literature heterogeneity, data
pooling was not possible, and a narrative synthesis was conducted according to guidance from the
Centre for Reviews and Dissemination (36). A narrative structure was developed to best fit the data,
considering the aim of the review; “to synthesise what palliative medicine specialist trainees are
required to know to manage frail individuals palliative care needs”. Information contained within
articles was coded into themes and subthemes to produce a refined curriculum divided using clinical
practice domains (35,37). The text within each clinical domain were then organised into themes
based on the six successive levels of the cognitive domain as defined by the Bologna principles and
Blooms taxonomy, recognition of which was aided by the prefix used. Testing; knowledge used
define/describe, comprehensions used recognise, application used apply/modify, analysis used
analyse/compare, evaluation used assess/evaluate (38).

Meta-synthesis Results
The basic search performed is demonstrated in Appendix 1 . The comprehensive search (original
research, review articles, curricula and policy documents) is detailed in figure 1 and table 1, with
details of exclusions and relevance to curricula domains.
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Figure 1: Meta-Analysis Search Terms and Results
Palliative OR “End
of Life Care”
N=28

Frailty OR
Low
Performance
Status

Prognostication
OR “Identifying
Dying” OR
“Identifying End
of Life”

AND

N=5
Prognosis
N=77

Original Research Articles and
Review Articles Screened for
Relevance/Mention of frailty in the
body of the article
N=40

Curriculum OR
Education
N=45

Palliative OR
“End of Life
Care”

AND

Curriculum OR
Education
N=1546

Royal College of General
Practitioners

Published
Curricula

Joint Royal College of Physicians
Training Board

N=5

British Geriatric Society /Royal
College of Physicians/Association
of Palliative Medicine

Policy
Documentation
N=16

Curricula mentioning frailty
N=4

Relevant Policy Documentation
N=16

ARTICLES DIVIDED INTO CLINICAL
DOMAINS BASED ON RELEVANCE
DEFINITION N=8
GRADING N=22
PHYSIOLOGICAL N=5
EPIDEMIOLOGY N=7
CAUSES AND CONSEQUENCES N=11
CLINICAL CARE
STRUCTURE AND PROCESSES OF CARE
N=14
ASSESSMENT N=8
PHYSICAL N=15
PHARMACOLOGY N=7
REHABILITATION N=2
PROGNOSTICATION AND END OF LIFE
CARE N=10
PSYCHOLOGICAL N=6
SOCIAL N=5
COMMUNICATION WITH PATIENTS
AND RELATIVES N=12
ETHICS N=4
LEADERSHIP N=2
EDUCATION N=11
RESEARCH N=5
*ARTICLES MAY HAVE RELEVANCE IN
MORE THAN ONE DOMAIN
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Table 1: Number of Documents Identified as applicable to the Different Domains of Clinical
Practice with Associated References
Domain

Curricula

Original Research

Review
Articles

Definition

2
(21,28)
2
(21,28)
3
(21,28,30)
3
(21,28,30)
3
(21,28,30)

3
(39,40)
18
(39,44–59)
1
(61)
0

2
(41,42)
1
(42)
0

2
(21,28)
3
(21,28,30)
3
(21,28,30)
1
(21)
1
(2)
1
(2)

4
(1,37,56,66)
1
(71)
4
(71,74–76)
2
(39,75)
0
5
(50,51,66,75,79)

1
(78)
1
(80)

1
(21)
2
(21,28)
2
(21,28)

1
(65)
0

1
(23)
0

5
(65,75,76,82,83)

2
(42,67)

1
(28)
0

2
(75)
1
(37)
6
(37,64,65,71,75,84)
2
(1,37)

0

Grading
Physiological
Epidemiology
Causes and
consequences
Clinical Care
Structure and
Processes of Care
Assessment
Physical
Pharmacology
Rehabilitation
Prognostication
and End of Life
Care
Psychological
Social
Communication
with patients and
relatives
Ethics
Leadership
Education
Research

2
(21,28)
0

2
(64,65)

1
(63)
2
(41,63)
2
(67,68)
1
(72)
3
(23,67,72)
0

1
(42)
1
(63)
1
(23)

Documents with
organisational
affiliation
1
(43)
1
(60)
1
(62)
3
(17,24,43)
4
(17,35,43,62)

Total

6
(17,24,35,69,70)
3
(24,31,73)
5
(24,31,35,73,77)
4
(17,24,31,73)
0

14

3
(35,70,81)

10

3
(12,35,77)
3
(35,73,82)
3
(17,31,35,77)

6

1
(35)
0

4

2
(24,85)
2
(69,86)

11

8
22
5
7
11

8
15
7
2

5
12

2

5
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The Delphi Study
Participants/ Sampling
All Specialist palliative Medicine Consultant’s and Trainees from North East England were contacted
through a regional email distribution list. Consultants and Specialist Trainees that agreed to take part
were emailed an information sheet and consent form. Following completion of the consent form
Subject Matter Experts (SME) were sent the initial questionnaire.

The Delphi Process
The draft curriculum produced by the meta-synthesis was presented as a questionnaire, this was
piloted with palliative medicine consultants (PP/KF) and experts in frailty/educational research
(BH/LBD) (not part of the Delphi panel) to examine clarity and ensure wording reduced bias.
Following modification, it was used in the first Delphi round.

We followed the standards for Conducting and REporting of DElphi Studies (CREDES) (87). The
study occurred between April and June 2020. SME were asked to review the draft curriculum and
the importance of LO for specialist-training completion by assigning them to one of three categories:
Unnecessary, Desirable or Essential. They were also asked to add any LO that they felt had been
omitted. A period of two weeks was allowed for responses. Consensus was defined as agreement
from 70% of the panel. LO that achieved consensus were removed, those that did not, formed the
basis of further Delphi rounds, which were presented along with suggested additional LO and the LO
scores from the previous round. The process was repeated until 70% consensus was achieved in over
90% of LO (87). This took three rounds. Free text comments were collated and influenced the
process, for example, SME were asked to divide LO into specific (for inclusion in a frailty subsection)
or generic (applicable to other palliative conditions) following review of comments.
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Geriatricians (CB, HM, RW) from 3 different hospital trusts reviewed the study and the resulting
curriculum. They removed any LO they deemed unnecessary and rephrased LO they felt were
unclear.
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Results
Twenty-four (50%) north east regional consultants and specialist trainees agreed to take part in the
study and completed the initial questionnaire. The SME represented all palliative care services in the
region, including, seven hospital trusts (n=19), seven community services (n=13), nine inpatient
units/hospices (n=18) and care home services (n=one). (Participant numbers do not correspond with
the number of services, as individuals work across multiple sites.) The 10 trainees varied in seniority
from first to fourth and final year of training. All SME took part in the initial round; however varying
numbers took part in subsequent rounds (round two-17, round three-15).

The comments made by SME could be broken down into three main themes: The importance of
frailty which detailed recognition of prevalence and importance of palliative care whilst appreciating
the lack of education and service provision: Curriculum structure and learning which detailed the
importance of a pragmatic structure, overlap within the curriculum and between conditions and
redirection of learning Techniques: Ensuring appropriate actions through appropriate knowledge
which detailed division of care and variation in knowledge requirements.
Theme 1: The importance of frailty
Within many comments the recognition of high prevalence was emphasised:
“Important to recognise frailty in its own right” T4
Discussion also focussed around the importance of specialist palliative care service provision for
those with frailty:
“This curriculum seems comprehensive and evidence-based….it reflects the role of Palliative Care in
patients with frailty well.” T3
Frequent observations were made about the lack of education in this area:
“I think a greater focus on frailty in the palliative medicine curriculum is much needed and will be a
welcome addition.” C7
“It’s made me realise how little I know” C5
Theme 2. Curriculum structure and learning
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Multiple comments were made about overlap between curriculum requirements for the provision of
specialist palliative care for those with frailty and those with other conditions, noting that
duplication was not required and that if possible, such items should be removed from a specific
frailty curriculum:
“This very likely overlaps with existing curriculum domains” C5
“There are many of these objectives which are common to all aspects of palliative care.” C13
“I don’t feel it (curriculum point) needs to be specified within the frailty part of the curriculum. The
statement equally applies to other situations.” C4
Participants explained the importance of a pragmatic structure:
“I think that setting out the curriculum according to Bloom’s taxonomy is helpful and highlights the
increasing level of skill required at each step.” T3
Observations were made about the need for redirection of learning Techniques:
“Should be a focus on their (trainees) spending time doing an elderly medicine attachment… ideally
also with old age psychiatry.” C8
“Could there be a role for SIM (simulation)?” T4
Theme 3. Ensuring appropriate actions through appropriate knowledge
Observations detailed the importance of division of care and variation in knowledge requirements
depending on specialty, which was felt to be particularly relevant for frailty scales:
“I have marked as ‘desirable’ the ability to describe different indices.” C13
“I would question whether Palliative Care trainees need to be aware of all the frailty scales. I have
included them all as “desirable”.” T3
Comments were made about the need for consultation with Geriatricians which subsequently
occurred.
“Are you asking geriatricians how they see the role of Specialist Palliative Care (SPC) in this patient
group or what they envisage should be on the curriculum for SPC?” C11
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The meta-synthesis produced 113 LO, and two were added by SME. Three Delphi rounds concluded
86 LO were specific to frailty whilst 29 were generic. Of the 86 items; 47 were considered essential,
34 desirable and five unnecessary. Two Learning-Outcomes were removed and five re-phrased by
Geriatric Specialists. A flow chart depicting the Delphi process if shown in Figure 2. Table 2
demonstrates the final curriculum. Scoring for each original LO is detailed in appendix 2.
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Figure 2. Flowchart of Delphi Process
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presented to SME in Delphi Questionnaire 1
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N=0
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N=1
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N=4
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N=110

N=29
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with Geriatric
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N=34
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Geriatricians
N=81

Essential LO
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Table 2. Final Frailty Curriculum for Specialist Palliative Medicine Trainees
Definition
By completion of training the specialist trainee will be able to:

Essential/Desirable

Define: “frailty” (28,88)
Recognise that there is no accepted standardized definition (28)
Recognise that frailty is not a disease, people with frailty lack a unifying diagnosis. (28)
Recognise that frailty is not inevitable, it is susceptible to active intervention and varying
degrees of reversal (30,39,41)
Compare the different definitions of frailty and how these vary in focus and include those with
a symptomatic, diagnostic, physiological, outcome and functional basis (28,31,39,40,42,43)
Analyse the relationship between frailty and ageing, that the risk of frailty increases with age,
but that frailty is different from normal ageing and can occur at any age (30,39,41)
Analyse the concept of social vulnerability (such as need for care provided by external
providers) and compare how this is different from frailty which is an individual concept (39)

Essential
Essential
Essential
Essential
Desirable
Essential
Desirable

Grading
By completion of training the specialist trainee will be able to:

Essential/Desirable

List tools used to screen for frailty
(31,44)
Describe the timed get up and go screen (28,30,31,44)
List scales used to grade frailty
(28,30,39)
Describe the phenotype based fried index, be aware this is based on the five variables of
unintentional weight loss, self-reported fatigue, slow walking, muscular weakness and low
levels of energy
(28,52)
Describe the 9-point clinical judgement based clinical frailty scale based on physical and
functional dependency (28,55)
Recognise that screening for frailty is important during encounters with health and social care
(28,30,31,44)
Recognise that there is no accepted gold-standard way of screening for, or grading, frailty
(28)
Recognise that the purpose of identifying frailty varies depending on where a patient is on
their illness trajectory, reversal in the early stages and provision of appropriate end of life
care in the latter
(39)
Recognise that identifying frailty improves prognostication and decision making in older
adults particularly in the setting of critical illness or interventions that may cause significant
injury (chemotherapy and surgery) (21,89)
Apply knowledge gained from identifying and grading frailty to engage with patients and their
families in producing individualized goal centred plans of care
(21,39)
Compare frailty scales, their parameters and their use in clinical practice (30)
Compare standard measures of frailty with standard palliative care measures of patient
complexity including the Australian Modified Karnofsky Performance scale (AKPS)
(58)
Assess the potential of translations between frailty measures and the AKPS to produce a
common language for interdisciplinary communication
(42,45–49,57–59,90)

Desirable
Desirable
Desirable
Desirable

Desirable
Essential
Essential
Essential

Essential
Essential
Desirable
Desirable
Desirable

Physiological
By completion of training the specialist trainee will be able to:

Essential/Desirable

Describe the specific systems vulnerable to deterioration within frailty including the
musculoskeletal, cardiovascular, metabolic and immunological affects. (28,61)
Recognise that frailty is a multi-system problem (28)
Recognise the trajectory of frailty (30)
Recognise that the reduced reserve of patients with frailty results in a relatively large impact
resulting from relatively small insults (21)
(62)
Recognise that the pathophysiology of frailty is not fully understood however it is widely
accepted that it is a dynamic process where deterioration is more common than improvement

Essential
Essential
Essential
Essential
Desirable
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(28,62)
Epidemiology
By completion of training the specialist trainee will be able to:

Essential/Desirable

Recognise the impact of frailty, that 10% of those over 65 and up to 50% of those over 85
are likely to be frail and that these percentages are increasing
(17,21,28,30,43,63)
Understand that frailty is becoming more prevalent and this is explained in part by the ageing
population (17,21,28,30,43,63)
Understand that estimating the exact prevalence is problematic because of the lack of a
standard definition and measurement
(17,43,63)

Essential
Essential
Desirable

Causes and consequences
By completion of training the specialist trainee will be able to:

Essential/Desirable

Describe the contributing factors of frailty including chronic disease, multiple comorbidity,
genetic disorders, injury and lifestyle factors
(17,28,41)
Describe the consequences of the combination of frailty and minor external stressors.
(Consequences include delirium, functional decline, impaired mobility, falls, social
withdrawal, hospitalisation, institutionalisation and death)
(17,21,28,43,63)
Understand the frailty fulcrum and how keeping life changes balanced becomes more difficult
with increasing frailty
(21,28,62)
Compare stabilisers and destabilisers from social, physical, psychological, environmental
and systems of care domains and the effect these have on a frail person
(28,30,35,43,62,64,88,91)

Essential
Essential

Desirable
Desirable

Clinical Care (37)
Structure and Processes of Care (35)
By completion of training the specialist trainee will be able to:

Essential/Desirable

Recognise that current evidence states that the palliative care needs of frail older adults are
not adequately assessed or treated
(1,21,69)
Recognise the range of services available to those with frailty (17,21,28,88)
Recognise the need to refer to geriatric medicine where frailty is associated with significant
complexity, diagnostic uncertainty or challenging symptom control. (21,88)
Recognise the need to refer to old age psychiatry for those people with frailty and complex
co-existing psychiatric problems, including behaviour that challenges in dementia. (21).
Understand the importance of teamwork in this setting and have an appreciation of the skills
and contributions of different members of the different teams(21)
Understand that appropriate palliative care for frail people is unlikely to fit with current service
models (based on a cancer trajectory) and therefore innovation is required
(1,21,68,69)
Compare important services for frail people and analyse how they can work together
including primary care, pharmacy, geriatric services – acute, intermediate and community,
social care, mental health services (1,21,68)
Compare the roles of geriatric medicine and primary care in providing generalist care for
those with frailty. Hospital Geriatricians may be more involved where the aim is to improve
frailty and Community Geriatricians and GPs may be more involved when frailty is more
severe, and the focus is palliative care in the community environment (21,24,28,88)
Analyse care decisions that will need to be made throughout the care trajectory of a person
with frailty including place and level of care provision (21,88)
Compare the positive and negative effects of hospitalisation and institutionalisation for
people with frailty and how this should alter management (21,28,56,66)
Assess the balance between benefits of early intervention with the reality of a finite resource
when providing palliative care to those with frailty (69)
Assess the concept of short term recurrent staged palliative care involvement as an
appropriate model of care for those with frailty (1,21)

Essential
Essential
Essential
Essential
Essential
Essential
Desirable
Desirable

Essential
Essential
Desirable
Desirable

Assessment
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By completion of training the specialist trainee will be able to:

Essential/Desirable

List the frailty syndromes; falls, reduced mobility (sudden onset), confusion, incontinence,
and other consequences of frailty: polypharmacy (>3 prescribed drugs), social issues,
including isolation, suspected elder abuse and end of life care. (21,28,30,72,88)
Understand that the aims of a holistic assessment of a frail patient are to identify and treat
reversible causes of decline, detect and treat symptoms, assess severity and prognosis
(21,28,88)
Understand the frailty syndromes and their implication as a marker of bad outcome and a
trigger for a Comprehensive Geriatric Assessment (21,28,71)
Assess a frail patient using the Comprehensive Geriatric Assessment assessing their
cognition, function, mobility, balance, social circumstances and medical problems
(21,24,28,71,72)
Evaluate and improve the safety of frail patients during hospital admissions using Frail safe
as a checklist (28,31)

Essential
Essential
Desirable
Desirable
Desirable

Physical (35)
By completion of training the specialist trainee will be able to:

Essential/Desirable

Recognise that there is a direct independent relationship between self-reported pain and
frailty
(74)
Recognise that people with frailty experience physical symptoms such as pain at similar
levels to people with cancer (21,23)
Understand the impact of symptoms that are common in old age like incontinence and
impaired vision and how this can have a considerable negative effect on quality of life
(21,28,30,31,73)
Understand the importance of palliative care services in managing the complex symptoms of
patients with frailty (21,67,75,76)
Summarise an appropriate problem list for a patient with frailty using the Comprehensive
Geriatric Assessment and how this can be used to appropriately manage comorbidities and
geriatric syndromes (21,28,71)
Evaluate the advantages and disadvantages of investigations, treatments and nonintervention for people with frailty demonstrating an understanding that interventions
appropriate for those with more physiological reserve are potentially detrimental to quality
and quantity of life in the context of frailty (21,28,76)

Desirable
Essential
Essential
Essential
Essential
Essential

Pharmacology
By completion of training the specialist trainee will be able to:

Essential/Desirable

Assess the benefits and risks of medications in patients with frailty prioritising those
contributing to symptom control over preventative drugs unlikely to provide benefit in those
with short life expectancy(17,21,24,31,39,73,75)

Essential

Rehabilitation
By completion of training the specialist trainee will be able to:

Essential/Desirable

Understand that the specific management of frailty includes diet review, physical exercise,
progressive resistance exercise and physiotherapy and that these may still have a role in the
palliative management of frailty but may have less of a role as frailty progresses (2,78)

Desirable

Prognostication and End of Life Care (35)
By completion of training the specialist trainee will be able to:
Understand that identifying frailty improves prognostication and decision making in older
adults
(66,70)
Understand that other prognostication tools are designed for use in cancer patients and
should be used in caution in frailty (80)
Analyse the likelihood of a patient with frailty being in the last year of life using the Gold
Standards Framework Criteria (2,81)
Assess people with frailty evaluating prognostic markers and signs to establish if they may
be dying (2,80,81)

Essential/Desirable
Essential
Essential
Desirable
Essential

Psychological (35)
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By completion of training the specialist trainee will be able to:

Essential/Desirable

Recognise the fact that many people with frailty have co-existing cognitive impairment which
adds an extra complexity to care provision (91)
Recognise that people with frailty experience psychological distress at similar levels to
people with cancer (23)
Assess and appropriately manage psychological symptoms of depression, anxiety, insomnia,
grief, and distress, and recognise them as a cause and consequence of frailty (21,77)

Essential
Essential
Essential

Social (35)
By completion of training the specialist trainee will be able to:
Understand that frail people often have weakened social networks and this lack of support for
holistic care results in an increased reliance on external care providers (21,28,82)
Evaluate a person with frailty and their circumstances after a safeguarding concern (73)

Essential/Desirable
Desirable
Desirable

Communication with patients and relatives (35)
By completion of training the specialist trainee will be able to:

Essential/Desirable

Summarise the rationale for palliative care involvement for patients with frailty and their
family and its relevance throughout the disease trajectory (21,67,91)
Assess appropriate plans of care with patients and their families recognising and explaining
that burdensome interventions may become less beneficial and riskier as frailty progresses
through discussion of the concept of futility (17,21,77)
Assess prognosis and convey the uncertainty associated with a diagnosis of frailty where
each patient has the potential to improve, stabilise, worsen or die (17,21,77)
Assess future planning preferences with frail patients and their families and understand that
timely discussion is important particularly in this population at high risk of future cognitive
impairment and loss of capacity (21,42)

Essential
Essential
Essential
Essential

Ethics
By completion of training the specialist trainee will be able to:

Essential/Desirable

Understand how key ethical issues may have particular relevance for patients with frailty,
specifically lack of autonomy, presumed incompetence and equitable use of palliative care
services (28,35,75)

Essential

Leadership (37)
By completion of training the specialist trainee will be able to:
Understand that a pro palliative care culture within frailty services requires team development
and education (42)

Essential/Desirable
Desirable

Education (37)
By completion of training the specialist trainee will be able to:

Essential/Desirable

Understand the need for evidence for, and sustainability of, educational programmes for the
management of frailty (63)
Understand that the training requirements are diverse in terms of both speciality and
profession and education needs to be tailored to the audience (28,91)

Desirable
Unnecessary

Research (37)
By completion of training the specialist trainee will be able to:

Essential/Desirable

Recognise the lack of evidence base for the palliative management of frail patients
Understand that evidence of the best model for the provision of palliative care to those with
frailty is required in all settings(1,23,69)
Understanding that specific biomarkers may be useful in the diagnosis, management and
prognostication of patients with frailty, but more research is required before they are used in
common practice (86)

Desirable
Desirable
Desirable
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Discussion
Main findings/results of the study
This study synthesised existing evidence and established expert consensus on what should be
included in a frailty subsection of palliative medicine specialist training curricula
internationally. This could be integrated into the new 2022 UK-palliative medicine training
specialty training curriculum. The two phased approach allows incorporation of international
literature, whilst the use of SME in the Delphi study enabled the remote systematic
development of a consensus amongst a wide group of experts ensuring relevance to clinical
practice whilst being appropriate during the COVID-19 pandemic. Participants were able to see
the emerging views of other group members and take these views into account when deciding
their own opinion. The study was anonymous; hence, although individuals were aware of the
overall group view, no individual could dominate the group. The Delphi Technique is
considered the gold standard method for gaining consensus where there is differing power
between stakeholders, e.g. trainees versus consultants.

Strengths and weaknesses/limitations of the study:
A number of stakeholders were considered for inclusion in the Delphi panel: those that deliver
and plan postgraduate specialist palliative medicine education and curriculum production, those
that deliver and plan postgraduate specialist geriatric medicine education and curriculum
production, the recipients of the education (specialist trainees) and users of palliative care
services (patients and relatives), whose needs the curriculum should be designed to meet (92).
In view of the specialist nature of the subject, the poor health status of patients and the potential
psychological issues of carers, the most appropriate group was a combination of those that
deliver and plan palliative medicine education and curriculum production and the recipients of
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the education (specialist trainees) The use of both current and previous trainee programme
directors, consultants and specialist trainees adds strength to the study, the latter bring an
important and unique viewpoint with contemporary knowledge of the current curriculum and
evidence required to prove competence (92,93). The COVID-19 pandemic precluded the
recruitment of a national sample of Geriatric and Palliative Medicine specialists as services were
stretched and recruitment within a region less affected at the time of the study was felt to be
most ethically appropriate. Although a limitation, this was reduced by the involvement of
Geriatricians (CB, HM, RW) from 3 different hospital trusts who reviewed the study and the
resulting curriculum removing and rephrasing LO. The study size, number of rounds and
consensus level is consistent with those recommended in the literature. Allowing SME to
continue in the study if they have missed a round is arguably inappropriate as building consensus
is interrupted, however it was felt to be important to include as many views as possible at each
stage, and accommodate clinicians working during the COVID-19 pandemic.

What this study adds:
The resulting proposed curriculum is long, it was particularly surprising how few LO were
removed by SMEs. However, the number of LO were reduced through the removal of generic
items, consultation with Geriatricians and could be rationalised further with a focus on essential
items only. As this learning will be new to palliative medicine specialist trainees the aim was to
produce a broad entirely comprehensive curriculum that could stand-alone and was selfexplanatory. The 'whole package' may not be practical or acceptable for full incorporation into
training curricula, however, but it could be partially incorporated and covered in its entirety for
those wanting to subspecialise in frailty or nursing home medicine. The latter is currently a
specialty in the Netherlands, and its importance is supported by the BGS (94,95). The size of this
curriculum reflects the impact of frailty on society and the importance of understanding its
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complexities. Frailty level has been used as a level of care decision aid during the pandemic, this
has been controversial not least because of clinicians involved may have little or no training on
the subject.
Future Work - Use of the new curriculum
The proposed curriculum could be considered for the UK Palliative Medicine Specialist Trainee
2022 Curriculum (21), currently under development. It is equally relevant in other countries,
where the populations are ageing at similar rates, and a shift in focus is needed. Not only can
the curriculum be used to evidence competence, it can also indicate the need for attachments
with Geriatric Medicine and frailty services and courses specific to palliative medicine in frailty
for which it could provide a syllabus. There are several educational programmes in different
countries, on the provision of care to people with frailty. Yet a recent literature review revealed
no relevant publications addressing the suitability and sustainability of such programmes.
Further research is required to identify effective educational strategies (63). It will be important
to assess whether this syllabus achieves the desired endpoint: a newly qualified palliative
medicine consultant who has appropriate knowledge of how to provide the best possible
palliative care to patients with frailty and their family regardless of underlying diagnosis. The use
of the frailty curriculum produced by this project should lead to an improvement in patient care,
but future evaluation of its impact is needed to confirm this. The importance of the topic of
frailty should be recognized and whilst a change in curricula is required, we must also appreciate
that a change in policy and service provision is also fundamental.

Conclusions
We have developed a consensus curriculum for postgraduate palliative medicine specialist
training in frailty. This is sufficiently flexible to allow competencies to be achieved across work
placements, educational events and other supported professional activities. This curriculum is
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suggested for incorporation into international curricula and it could be considered as a
subsection for the new UK Palliative Medicine Specialist Curriculum (2022). Our work
highlights the complex and unique specialist palliative care needs of those with frailty. Future
research is required to inform implementation, educational-delivery and service-provision.
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Appendix 1. Palliative Care and Frailty Curriculum Search Terms and Results
Number

Search Term

Results

1

Palliative

57519

2

“end of life care”

9942

3

1 or 2

66329

4

Frailty

15698

5

“low performance status”

46

6

4 or 5

15744

7

3 and 6

28

8

Provision

15925

9

Delivery

234171

10

Management

728223

11

8 or 9 or 10

974960

12

7 and 11

1

13

Prognostication

3138

14

“identification of dying”

7

15

“identification of end of life”

0

16

13 or 14 or 15

3145

17

6 and 16

5

18

Prognosis

121469

19

6 and 18

77

20

Curriculum

23910

21

Education

182044

22

20 or 21

203150

23

6 and 22

45

24

3 and 23

0

25

3 and 22

1546
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Appendix 2. Meta-synthesis and Dephi Study detailed results
Definition
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Define: “frailty” (28,88)
Recognise that there is
no accepted
standardized definition
(28)
Recognise that frailty is
not a disease, people
with frailty lack a unifying
diagnosis. (28)
Recognise that frailty is
not inevitable, it is
susceptible to active
intervention and varying
degrees of reversal
(30,39,41)
Recognise frailty can be
a palliative diagnosis
Compare the different
definitions of frailty and
how these vary in focus
and include those with a
symptomatic, diagnostic,
physiological, outcome
and functional basis
(28,31,39,40,42,43)
Analyse the relationship
between frailty and
ageing, that the risk of
frailty increases with age,
but that frailty is different
from normal ageing and
can occur at any age
(30,39,41)
Analyse the concept of
social vulnerability (such
as need for care provided
by external providers)
and compare how this is
different from frailty
which is an individual
concept (39)

Essential
Essential

79.2
75.0

1
2

Specific
Specific

Essential

81.3

2

Specific

Essential

83.3

1

Specific

Essential

87.5

2

Specific

Desirable

73.3

3

Specific

Essential

75.0

2

Specific

Desirable

81.3

2

Specific

Grading
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

List tools used to screen
for frailty
(31,44)
Describe the timed get
up and go screen
(28,30,31,44)
Describe the PRISMA
questionnaire
(28,30,31,44)
List scales used to
grade frailty
(28,30,39)
Describe the phenotype
based fried index, be

Desirable

66.7

3

Specific

Desirable

75.0

2

Specific

Unnecessary

66.7

3

Specific

Desirable

93.8

2

Specific

Desirable

73.3

3

Specific
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aware this is based on
the five variables of
unintentional weight
loss, self-reported
fatigue, slow walking,
muscular weakness and
low levels of energy
(28,52)
Describe the deficit
accumulation-based
frailty index which uses
physical, psychological
and social factors and
can be measured using
the comprehensive
geriatric assessment
and read codes from
GP surgeries
(28,39,53,54)
Describe the 9-point
clinical judgement
based clinical frailty
scale based on physical
and functional
dependent (28,55)
Describe the Edmonton
frail scale as a bedside
measure of frailty
incorporating physical,
psychological, social,
and functional factors
(28)
Describe the five-item
frail scale as a
measure of pre-frailty
(28,56)
Recognise that
screening for frailty is
important during
encounters with health
and social care
(28,30,31,44)
Recognise that there is
no accepted goldstandard way of
screening for or grading
frailty (28)
Recognise that the
purpose of identifying
frailty varies depending
on where a patient is on
their illness trajectory,
reversal in the early
stages and provision of
appropriate end of life
care in the latter
(39)
Recognise that
identifying frailty
improves
prognostication and
decision making in older
adults particularly in the
setting of critical illness
or interventions that
may cause significant
injury (chemotherapy
and surgery) (21,89)
Apply knowledge gained
from identifying and
grading frailty to engage
with patients and their

Unnecessary

66.7

3

Specific

Desirable

75.0

2

Specific

Desirable
Subsequently deemed
Unnecessary by Geriatricians

60.0

3

Specific

Desirable
Subsequently deemed
Unnecessary by Geriatricians

60.0

3

Specific

Essential

83.3

1

Specific

Essential

75.0

2

Specific

Essential

79.1

1

Specific

Essential

87.5

1

Specific

Essential

87.5

1

Specific
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families in producing
individualized goal
centred plans of care
(21,39)
Compare frailty scales,
their parameters and
their use in clinical
practice (30)
Compare standard
measures of frailty with
standard palliative care
measures of patient
complexity including the
Australian Modified
Karnofsky Performance
scale (AKPS)
(58)
Assess the potential of
translations between
frailty measures and the
AKPS to produce a
common language for
interdisciplinary
communication
(42,45–49,57–59,90)

Desirable

60.0

3

Specific

Desirable

75.0

1

Specific

Desirable

75.0

2

Specific

By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that frailty is
a multi-system problem
(musculoskeletal,
cardiovascular,
metabolic and
immunological affects)
(28,61)
Recognise the trajectory
of frailty (30)
Recognise that the
reduced reserve of
patients with frailty
results in a relatively
large impact resulting
from relatively small
insults (21)
(62)
Recognise that the
pathophysiology of frailty
is not fully understood
however it is widely
accepted that it is a
dynamic process where
deterioration is more
common than
improvement
(28,62)

Essential

87.5

1

Specific

Essential

87.5

1

Specific

Essential

75.0

1

Specific

Desirable

75.0

2

Specific

By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that over one
third of deaths are
people aged 85 and over
(21,24,30)

Essential

75.0

1

Physiological

Epidemiology
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Recognise that people
aged 85 years and older
are more likely to die of
multiple non-malignant
diseases than cancer
(21)(24)
Recognise the impact of
frailty that 10% of those
over 65 and up to 50% of
those over 85 are likely
to be frail and that these
percentages are
increasing
(17,21,28,30,43,63)
Understand that frailty is
becoming more
prevalent and this is
explained in part by the
ageing population
(17,21,28,30,43,63)
Understand that the
exact prevalence is
problematic because of
the lack of a standard
definition and
measurement
(17,43,63)

Essential

75.0

1

Essential

87.5

2

Specific

Essential

75.0

2

Specific

Desirable

75.0

2

Specific

Causes and consequences
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Describe the contributing
factors of frailty including
chronic disease, multiple
comorbidity, genetic
disorders, injury and
lifestyle factors
(17,28,41)
Describe the
consequences of the
combination of frailty and
minor external stressors.
(Consequences include
delirium, functional
decline, impaired mobility,
falls, social withdrawal,
hospitalisation,
institutionalisation and
death)
(17,21,28,43,63)
Understand the frailty
fulcrum and how keeping
life changes balanced
becomes more difficult
with increasing frailty
(21,28,62)
Compare stabilisers and
destabilisers from social,
physical, psychological,
environmental and
systems of care domains
and the effect these have
on a frail person
(28,30,35,43,62,64,88,91)

Essential

87.5

2

Specific

Essential
Rephrased by Geriatricians

79.2

1

Specific

Desirable

93.8

2

Specific

Desirable

87.5

2

Specific

Clinical Care (37)
Structure and Processes of Care (35)
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By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that current
evidence states that the
palliative care needs of
frail older adults are not
adequately assessed or
treated
(1,21,69)
Recognise that
interdisciplinary team
assessment is
fundamental to provide
goal centred care for the
frail patient throughout
their trajectory(21,28,35)
Recognise the range of
services available to
those with frailty
(17,21,28,88)
Recognise the need to
refer to geriatric medicine
where frailty is associated
with significant
complexity, diagnostic
uncertainty or challenging
symptom control. (21,88)
Recognise the need to
refer to old age psychiatry
for those people with
frailty and complex coexisting psychiatric
problems, including
behaviour that challenges
in dementia. (21)
Recognise that specialist
palliative care services
will need to be able to
provide care for patients
with frailty in all settings
including nursing homes
(21)
Understand that palliative
care service should be
complimentary to services
that are already in place
and should not seek to
replace or compete with
existing provision (21)Pal
and Manning, 2014;
Rohwer, Schoonees and
Young, 2014)
Understand the
importance of teamwork
in this setting and have an
appreciation of the skills
and contributions of
different members of the
different teams(21)
Understand the
importance of joint
working between
palliative and geriatric
medicine (21,24,67)
Understand the
importance of sharing
information between
primary care, emergency
services, secondary care
and social services and

Essential

93.8

2

Specific

Essential

75.0

1

Generic

Essential

75.0

1

Specific

Essential

79.2

1

Specific

Essential
Rephrased by Geriatricians

100.0

2

Specific

Essential

75.0

1

Generic

Essential

81.3

2

Generic

Essential

93.8

2

Specific

Essential

87.5

2

Generic

Essential

93.8

2

Generic
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how this can improve
patient care
(88)
Understand that
appropriate palliative care
for frail people is unlikely
to fit with current service
models (based on a
cancer trajectory) and
therefore innovation is
required
(1,21,68,69)
Understand parallel
planning and its relevance
to patients with frailty
where there are several
possible outcomes which
may become more
obvious over time (21,70)
Compare important
services for frail people
and analyse how they can
work together including
primary care, pharmacy,
geriatric services – acute,
intermediate and
community, social care,
mental health services
(1,21,68)
Compare the roles of
geriatric medicine and
primary care in providing
generalist care for those
with frailty. Hospital
Geriatricians may be
more involved where the
aim is to improve frailty
and Community
Geriatricians and GPs
may be more involved
when frailty is more
severe, and the focus is
palliative care in the
community environment
(21,24,28,88)
Analyse care decisions
that will need to be made
throughout the care
trajectory of a person with
frailty including place and
level of care provision
(21,88)
Compare the positive and
negative effects of
hospitalisation and
institutionalisation for
people with frailty and
how this should alter
management
(21,28,56,66)
Assess the balance
between benefits of early
intervention with the
reality of a finite resource
when providing palliative
care to those with frailty
(69)
Assess the concept of
short term recurrent
staged palliative care
involvement as an

Essential

75.0

2

Specific

Essential

75.0

2

Generic

Desirable

60.0

3

Specific

Desirable
Rephrased by Geriatricians

75.0

2

Specific

Essential

66.7

3

Specific

Essential

70.8

1

Specific

Desirable

75.0

2

Specific

Desirable

93.8

2

Specific
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appropriate model of care
for those with frailty (1,21)
Assessment
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

List the frailty syndromes;
falls, reduced mobility
(sudden onset),
confusion, incontinence,
and other consequences
of frailty: polypharmacy
(>3 prescribed drugs),
social issues, including
isolation, suspected elder
abuse and end of life
care. (21,28,30,72,88)
Understand that the aims
of a holistic assessment
of a frail patient are to
identify and treat
reversible causes of
decline, detect and treat
symptoms, assess
severity and prognosis
(21,28,88)
Understand the frailty
syndromes and their
implication as a marker of
bad outcome and a
trigger for a
comprehensive geriatric
assessment (21,28,71)
Analyse how appropriate
interventions are when
prioritising quality towards
the end of life (21,31,73)
Assess a frail patient
using the comprehensive
geriatric assessment
assessing their cognition,
function, mobility,
balance, social
circumstances and
medical problems
(21,24,28,71,72)
Assess and manage falls
including distinguishing
between syncopal and
non-syncopal causes and
knowing when to refer to
a specialist falls
service(28,31,73)
Assess and manage
immobility considering
conditions such as spinal
cord compression and
end stage neurological
disorders(28,31,73)
Assess and manage
cognitive abnormalities
considering chronicity
and a collateral history
(28,31,73)
Evaluate and improve the
safety of frail patients
during hospital
admissions using Frail

Essential
Rephrased by Geriatricians

79.2

1

Specific

Essential

87.5

1

Specific

Desirable

60.0

3

Specific

Essential

87.5

1

Generic

Desirable

75.0

2

Specific

Essential

93.3

3

Generic

Essential

93.8

2

Generic

Essential

75.0

2

Generic

Desirable

75.0

2

Specific
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safe as a checklist
(28,31)
Physical (35)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that there is a
direct independent
relationship between selfreported pain and frailty
(74)
Recognise that people
with frailty experience
physical symptoms such
as pain at similar levels to
people with cancer
(21,23)
Understand the impact of
symptoms that are
common in old age like
incontinence and
impaired vision and how
this can have a
considerable negative
effect on quality of life
(21,28,30,31,73)(31,73)
Understand the
importance of common
symptom management
(pain, nausea and
vomiting, anorexia,
dyspnoea, fatigue,
diarrhoea and
constipation) for the
improvement of functional
status and quality of life
(21,30,74)
Understand the
importance of palliative
care services in managing
the complex symptoms of
patients with
frailty(21,67,75,76)
Understand the
importance of
appropriately managing
comorbidities (28,31,72)
Summarise an
appropriate problem list
for a patient with frailty
using the Comprehensive
Geriatric assessment
(CGA) and how this can
be used to appropriately
manage comorbidities
and geriatric syndromes
(21,28,71)
Evaluate signs and
symptoms of pain using
non-verbal pain scales
and behavioural signs for
those with cognitive
impairment and
appreciate the importance
of involving carers and
family members in the
process (21,77)
Evaluate the benefits and
risks of life prolonging

Desirable

81.3

2

Specific

Essential

79.2

1

Specific

Essential
Rephrased by Geriatricians

73.3

3

Specific

Essential

83.3

1

Generic

Essential

83.3

1

Specific

Essential

81.3

2

Generic

Essential

81.3

2

Specific

Essential

83.3

1

Generic

Essential

83.3

1

Generic
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treatments such as
chemotherapy and
antibiotics as these may
improve functioning and
quality of life and involve
patients and their families
in shared or best interests
decision making
(21,24,28)
Evaluate the advantages
and disadvantages of
investigations, treatments
and non-intervention for
people with frailty
demonstrating an
understanding that
interventions appropriate
for those with more
physiological reserve are
potentially detrimental to
quality and quantity of life
in the context of frailty
(21,28,76)

Essential

81.3

2

Specific

Pharmacology
By completion of training the
specialist trainee will be able
to:

Essential/Desirable/Unnecess
ary

Round
Consensu
s
Achieved

Specific/Generi
c

Essential

Percentag
e
consensu
s
achieved
87.5

Define polypharmacy as more
than 3 regular medications
(21,73)
Recognise that undertreatment,
increased adverse effects and
polypharmacy are key issues
for patients with frailty
(17,21,24,31,39,73,75)
Recognise the burden of
polypharmacy is similar for all
palliative patients including
those with frailty
Recognise adverse effects are
more likely due to age related
changes in drug
pharmacokinetics
(17,21,24,31,39,73,75)
Understand that polypharmacy
and adverse drug reactions
contribute significantly to poorer
health, hospital admissions,
morbidity, mortality and
increased length of stay
(17,21,24,31,39,73,75)
Assess the benefits and risks of
medications in patients with
frailty prioritising those
contributing to symptom control
over preventative drugs unlikely
to provide benefit in those with
short life
expectancy(17,21,24,31,39,73,
75)
Assess the appropriate use of
specific tools for deprescribing
e.g. STOPP/START (17,21,31)

2

Generic

Essential

75.0

1

Generic

Essential

87.5

2

Generic

Essential

87.5

2

Generic

Essential

100

2

Generic

Essential

83.3

1

Specific

Desirable

73.3

3

Generic
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Rehabilitation
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the
importance of
rehabilitative palliative
care to maintain or
improve functionality
(2,78)
Understand that the
specific management of
frailty includes diet
review, physical
exercise, progressive
resistance exercise and
physiotherapy and that
these may still have a
role in the palliative
management of frailty
but may have less of a
role as frailty progresses
(2,78)

Essential

80.0

3

Generic

Desirable

81.3

2

Specific

Round
Consensus
Achieved
1

Specific/Generic

Essential

Percentage
consensus
achieved
91.7

Essential

75.0

2

Specific

Unnecessary

66.7

3

Specific

Essential

66.7

3

Specific

Desirable

75.0

2

Specific

Essential

81.3

2

Specific

Prognostication and End of Life Care (35)
By completion of
training the specialist
trainee will be able to:
Recognise that the care
of the imminently dying
is an important part of
the management of
patients with frailty
(35,75)
Understand that
identifying frailty
improves prognostication
and decision making in
older adults
(66,70)
Understand that
instruments such as the
Frailty Index and the
SHARE FI can be used
to predict mortality in
frailty however
appreciate their use may
be more on the
population level rather
than individual patients
at present
(79)
Understand that other
prognostication tools are
designed for use in
cancer patients and
should be used in
caution in frailty
(80)
Analyse the likelihood of
a patient with frailty
being in the last year of
life using the Gold
Standards Framework
Criteria (2,81)
Assess people with
frailty evaluating

Essential/Desirable/Unnecessary

Generic
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prognostic markers and
signs to establish if they
may be dying (2,80,81)
Psychological (35)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the fact that
many people with frailty
have co-existing
cognitive impairment
which adds an extra
complexity to care
provision (91)
Recognise that people
with frailty experience
psychological distress
at similar levels to
people with cancer
(23)
Understand the
negative psychological
effects of feeling like a
burden and how this
fear can alter care
decisions
(12)
Assess and
appropriately manage
psychological
symptoms of
depression, anxiety,
insomnia, grief, and
distress, and recognise
them as a cause and
consequence of frailty
(21,77)

Essential

93.8

2

Specific

Essential

75.0

2

Specific

Essential

75.0

2

Generic

Essential

87.5

2

Specific

Essential/Desirable/Unnecessary

Round
Consensus
Achieved
2

Specific/Generic

Essential

Percentage
consensus
achieved
93.8

Desirable

93.8

2

Specific

Desirable

81.3

2

Specific

Social (35)
By completion of
training the specialist
trainee will be able to:
Understand the
safeguarding process
and how this has
particular relevance
when caring for a
person with frailty
(73)
Understand that frail
people often have
weakened social
networks and this lack
of support for holistic
care results in an
increased reliance on
external care providers
(21,28,82)
Evaluate a person with
frailty and their
circumstances after a
safeguarding concern
(73)

Generic

Communication with patients and relatives (35)
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By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that
appropriate advance
care planning increases
the chance that patient
wishes are achieved and
reduces stress, anxiety
and depression in
surviving relatives
(21,31,42,76)
Understand models for
decision making in frail
older adults e.g. the
Palliative and
Therapeutic
Harmonisation Model
(PATH) which includes
the elements of
understanding,
communicating and
empowering (28,83)
Understand the general
pitfalls of communication
(impaired hearing and
comprehension) and an
understanding of how
these can be minimised
(28,82)
Summarise the rationale
for palliative care
involvement for patients
with frailty and their
family and its relevance
throughout the disease
trajectory (21,67,91)
Assess appropriate plans
of care with patients and
their families recognising
and explaining that
burdensome
interventions may
become less beneficial
and riskier as frailty
progresses through
discussion of the concept
of futility (17,21,77)
Assess prognosis and
convey the uncertainty
associated with a
diagnosis of frailty where
each patient has the
potential to improve,
stabilise, worsen or die
(17,21,77)
Assess future planning
preferences with frail
patients and their
families and understand
that timely discussion is
important particularly in
this population at high
risk of future cognitive
impairment and loss of
capacity (21,42)
Facilitate resolution of
family and
interprofessional team
member conflict using

Essential

83.3

1

Generic

Unnecessary

73.3

3

Specific

Essential

87.5

2

Generic

Essential

75.0

2

Specific

Essential

93.8

2

Specific

Essential

79.2

1

Specific

Essential

87.5

2

Specific

Essential

75.0

2

Generic
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family meetings and case
conference
(75,91)
Ethics
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Understand how key
ethical issues may have
particular relevance for
patients with frailty,
specifically lack of
autonomy, presumed
incompetence and
equitable use of
palliative care services
(28,35,75)

Essential

87.5

2

Specific

Leadership (37)
By completion of
training the
specialist trainee will
be able to:
Understand that a pro
palliative care culture
within frailty services
requires team
development and
education (42)

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Desirable

75.0

2

Specific

Education (37)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise that the best
care to patients with frailty
is provided by staff who
are prepared in terms of
knowledge skills attitude
and support and in a
wider community that is
prepared to help
(21,24,37,64,65,75,85)
Recognise the need for
the primary care, palliative
and geriatric medicine
communities to provide
each other with education,
interdisciplinary education
has an important role to
play particularly to enable
the appreciation of the
roles of other professions
and services
(28,71,84,85,88)
Recognise that key topics
for education include
advance care planning,
goals of care, geriatric
assessment,
polypharmacy,
deprescribing, symptom
management, managing
conflict
(91)

Desirable

75.0

2

Generic

Desirable

81.3

2

Generic

Essential

80.0

3

Generic
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Understand the need for
evidence for and
sustainability of
educational programmes
for the management of
frailty
(63)
Understand that the
training requirements are
diverse in terms of both
speciality and profession
and education needs to
be tailored to the
audience (28,91)

Desirable

75.0

2

Specific

Unnecessary

75.0

2

Specific

Research (37)
By completion of
training the specialist
trainee will be able to:

Essential/Desirable/Unnecessary

Percentage
consensus
achieved

Round
Consensus
Achieved

Specific/Generic

Recognise the lack of
evidence base for the
palliative management
of frail patients
Understand that
evidence of the best
model for the provision
of palliative care to those
with frailty is required in
all settings
(1,23,69)
Understanding that
specific biomarkers may
be useful in the
diagnosis, management
and prognostication of
patients with frailty, but
more research is
required before they are
used in common
practice
(86)

Desirable

75.0

2

Specific

Desirable

81.3

2

Specific

Desirable

81.3

2

Specific
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