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‘SPARKLERs’ (SPreading Applied Research and 
Knowledge – Longer Evidence Reviews’) is a 
pioneering service that helps East Midlands 
health organisations synthesise research from 
multiple sources, providing the evidence on 
which to build service improvements.

The project is funded by the East Midlands 
Academic Health Science Network (EMAHSN) 
and coordinated by the EMAHSN translating 
research into practice workstream, which is 
hosted by Nottingham University Business 
School’s Centre for Health Innovation, 
Leadership and Learning (CHILL). The aim of 
the SPARKLER service is to provide support 
where member organisations need to compile 
evidence based reviews but don’t have 
capacity to pull together and summarise 
research from multiple sources. In addition to 
the commissioning agency, SPARKLERs are 
available online – helping the EMAHSN in its 
key aim of translating proven research into 
practice, spreading innovation widely and 
quickly and underpinning rapid improvements 
in healthcare for the East Midlands’ 4.5m 
residents. 

SPARKLERs provide fuller reports on a 
particular and detailed element of healthcare. 
They are created using rigorous academic 
methodology and are written for practice 
audiences with the aim of synthesising key 
evidence for impact and evidence based 
decision making.

SPARKLERs are not a systematic review and are 
not written for an expert academic audience or 
to advance theory development. Instead, they 
are an independent presentation of existing 
evidence designed for the managers and 
clinicians responsible for making the decisions 
on a day to day basis in our health and social 
care systems. 

They provide a summary of what is out there 
which may be sufficient or may trigger a further 
investigation. We advise that these are read in 
conjunction with the relevant NICE guidance 
at http://www.nice.org.uk/. Sitting alongside 
SPARKLERs, ‘SPARKs’ – shorter, ‘at a glance’ 
digest summaries of research evidence intended 
to improve and enhance practice. 

We are happy to take commissions from all East 
Midlands organisations providing NHS funded 
care for both formats. 

To find out more contact the EMAHSN project 
team at emahsn@nottingham.ac.uk. The 
SPARKLER remains the property of EMAHSN 
and will be widely circulated and available to 
download from the EMAHSN website: 
www.emahsn.org.uk

Authors: John Gladman, Reena Devi and 
Lucy Sitton-Kent

SPreading Applied Research and Knowledge - 
Longer Evidence Review (SPARKLERs)

http://www.nice.org.uk/
http://www.emahsn.org.uk
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In April 2015 we organised a workshop which 
focused on urgent care, comprehensive geriatric 
assessments (CGA) and recent NHS benchmarking 
data. At this workshop there was consensus 
amongst the clinicians that a review of urgent 
care models and different ways that CGA can be 
embedded within urgent care would be helpful 
to the further implementation locally.  Following 
this we have created this document which will be 
shared with urgent care departments around the 
East Midlands. 

This document has been endorsed and sense 
checked by an urgent care clinician, Kirsty 
Woodward, a geriatric advanced nurse practitioner 
(representative from the workshop) and her 
feedback has been incorporated into the final 
version of this document. 

Embedding CGA into urgent care settings is 
unsurprisingly a high priority topic within other 
national NHS initiatives. Since 2009 the NHS 
interim management and support has incorporated 
intensive support teams specialising in urgent and 
emergency care.  These teams are focusing on 
improving performance, quality and enhancing 
services, (http://www.nhsimas.nhs.uk/intensive-
support-team/). An Acute Frailty Network (AFN) 
(http://www.acutefrailtynetwork.org.uk/) has 
also been established to support the widespread 
adoption and improvement of acute frailty services 
in England. 

In 2014 The King’s Fund wrote about the 
importance of providing rapid support close to 
home in times of crisis.  A key issue in this was 
including the use of CGA at the right time, and 
providing primary, community, and social care 
services close to home. (http://www.kingsfund.
org.uk/publications/making-our-health-and-care-
systems-fit-ageing-population).

Background

The NHS confederation has also recently released 
a commission on improving urgent care for 
older people (http://nhsconfed.org/health-topics/
the-future-health-care-system/commission-on-
improving-urgent-care-for-older-people/the-
animation). The purpose of this is to find workable 
and sustainable solutions addressing the challenges 
of urgent care for older people.

NHS England has also invited expressions of interest 
from organisations and partnerships across England 
to become a ‘vanguard site’ (http://www.england.
nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-
models/uec/). 

NHS England will work with selected sites to help 
them identify opportunities and tackle barriers to 
make it easier and faster to implement change.  In 
July 2015 these vanguard sites were announced, 
and selected sites based within the East Midlands 
are the South Nottingham System Resilience Group, 
and the Leicester, Leicestershire & Rutland System 
Resilience Group.

This review is a product of discussions held at 
a workshop hosted by the frail older people 
workstream.  The workshop took place in April 
2015, and the scope of this work was agreed 
during the workshop. Work on this commenced 
immediately afterwards. The full draft copy was 
sent to Kirsty Woodward and the turnaround time 
(from commencement of review to full draft) was 
13 weeks. 

http://www.nhsimas.nhs.uk/intensive-support-team/
http://www.nhsimas.nhs.uk/intensive-support-team/
http://www.acutefrailtynetwork.org.uk/
http://www.kingsfund.org.uk/publications/making-our-health-and-care-systems-fit-ageing-population
http://www.kingsfund.org.uk/publications/making-our-health-and-care-systems-fit-ageing-population
http://www.kingsfund.org.uk/publications/making-our-health-and-care-systems-fit-ageing-population
http://nhsconfed.org/health-topics/the-future-health-care-system/commission-on-improving-urgent-care
http://nhsconfed.org/health-topics/the-future-health-care-system/commission-on-improving-urgent-care
http://nhsconfed.org/health-topics/the-future-health-care-system/commission-on-improving-urgent-care
http://nhsconfed.org/health-topics/the-future-health-care-system/commission-on-improving-urgent-care
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/uec/
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/uec/
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/uec/
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Focused literature searches using EMBASE, CINAHL, MEDLINE, and Google Scholar databases were 
conducted using the following search terms: 

• Acute Care OR Urgent Care OR Emergency Department (ED) OR Emergency Care OR Acute 
medical unit

• AND Frail Older People OR Elderly 

• AND Comprehensive Geriatric Assessment 

Relevant ‘policy’ style documents from sources including Department of Health, NHS England, NHS 
Trusts, Kings Fund (and international equivalents), and data extracted from websites and national 
databases were also incorporated.  However, because the focus of this review is about how to 
deliver CGA within urgent care the emphasis was on papers which reported interventions.

Papers for study in this review were identified by applying the following inclusion and exclusion 
criteria. 

Inclusion criteria:

• Studies carried out in EDs, acute care, or acute hospital based urgent care settings.

• Studies related to services for older people.   

• Studies describing an approach used within an acute care setting in order to deliver CGA to older 
people with frailty. 

• The process of CGA was begun and completed within urgent care, or begun in urgent care and 
was completed elsewhere.

• Design (randomised controlled trials, non-randomised controlled studies, pre-post, historical 
control).

Exclusion criteria:

• Studies not written in English language.

• Studies relating to specific conditions (e.g. COPD or hypoglycaemia).

• Older than 2009 (to ensure appropriateness to contemporary healthcare context) unless papers 
are considered crucial to the discussion (i.e. cited by many other authors). 

Search results

A total of 3534 records were found, these included references from reports, reviews, and other 
references known to our team. After these titles were reviewed and duplicates removed, 42 
references remained as potential references for inclusion in the final review.  This was then further 
reduced to 20 after reviewing these references against our inclusion and exclusion criteria. 

Our approach
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The effective and efficient care of older people living with frailty using hospital EDs and associated 
short stay hospital decision making units (urgent care) is a national and local priority. This SPARKLER 
reviews how the principles of CGA (a recognised, well-defined, and evidenced process for the 
management of older people with frailty) can be embedded in urgent care, and the benefits of 
doing so. Headline results can be found below:

• A variety of models have been tested.  These include delivering CGA in the community after 
an ED discharge, through an interface and liaison service, via an acute frailty unit, through in-
patient urgent care geriatric services, or through integrated urgent and community care.  None 
of these models provide an overall ideal model of care for this group of patients in the urgent 
care setting. 

• There is good evidence that older people discharged from urgent care after a fall should have 
access to a co-ordinated falls team.

• Evidence shows services that assess patients in urgent care settings and then liaise with existing 
community resources are ineffective.  In particular those involving a single professional rather 
than a team. 

• Emerging and promising evidence is available supporting the value of acute frailty units in 
reducing the proportion of older people being admitted to hospital following presentation to 
urgent care. 

• We did not find any studies on major re-organisations of health and social care architecture, such 
as the integration of primary, ambulance and urgent care services.  

We conclude models of care used in urgent care settings should continue to be developed, but that 
they should be seen as experimental, requiring careful service evaluation and research.

 

Executive summary
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Introduction

The focus of this SPARKLER review is on the provision of urgent care services to deliver 
comprehensive geriatric assessment (CGA) for older people living with frailty. Before moving onto 
providing an overview of the prevailing evidence in this area, a number of terms are clarified.

Many older people have multiple medical and psychiatric conditions alongside the general effects 
of ageing.  These can make them vulnerable to sudden deteriorations in their health that present 
as crises - such as a fall, a sudden loss of mobility, or a rapid increase in the need for care. The 
term “frailty” is often used to describe this age-associated vulnerability.  Even though ‘frailty’ 
is associated with increasing age, it is not the inevitable result of ageing.  Therefore a person’s 
age does not determine whether they are frail or not.  Older people with frailty often present as 
emergencies to hospitals and are therefore major users of urgent care services.  The phrase “an 
older person living with frailty” is used to denote these vulnerable people. Much work has been 
undertaken in recent years to clarify this concept to understand how the vulnerability (frailty) arises 
and hence what can be done to reverse it or mitigate its effects. 

The whole urgent and emergency care system in England is complex.  A recent animation produced 
by The King’s Fund captures the complexity of urgent care and emergency services (http://www.
kingsfund.org.uk/projects/nhs-65/alternative-guide-new-nhs-england).  

“Urgent care” in this report will refer to the care provided by EDs and medical assessment units 
up to the first 72 hours after presentation to a hospital. Historically, the main focus of care in these 
settings and this period is upon the diagnosis and initial management of the presenting problem.

CGA is a process used to manage older people who are vulnerable or have frailty (Welsh et 
al., 2014). The process begins with a multi-dimensional (comprehensive) assessment of an 
individual patient. This assessment takes account of medical conditions, mental health conditions, 
physical function, social support networks, and also the environment in which they live. Older 
people accessing urgent care should be assessed for each domain outlined in table 1: this is the 
recommendation outlined by in the ‘Silver Book’ (Banerjee et al., 2012).  The assessment is typically 
interdisciplinary, and carried out by doctors, nurses, and other allied health professionals. 

Frailty is defined as “a state of increased vulnerability to poor resolution 
of homeostasis after a stressor event, which increases the risk of adverse 
outcomes” 

(Clegg et al., 2013).

http://www.kingsfund.org.uk/projects/nhs-65/alternative-guide-new-nhs-england
http://www.kingsfund.org.uk/projects/nhs-65/alternative-guide-new-nhs-england
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The next step of the CGA process is to assemble a care plan based upon the comprehensive 
assessment.  This may set objectives focused both on restoration of function and adaptation to 
continued functional deficit. The process requires a person (a case manager), to coordinate the 
creation of the plan and to oversee its subsequent delivery. In hospital this is often a senior doctor 
specialising in geriatric medicine, but increasingly nurse specialists or allied health professionals can 
take on this role. The CGA process is typically iterative, with reassessment and amendments to the 
care plan until the care plan objectives are met.

Between 2013-2014, in England, one in five attendances at ED were for people aged over 65 
years old (Health & Social Care Information Centre., 2013).  The use of urgent care services locally 
is reported in the 2014 East Midlands urgent care and older people benchmarking data (NHS 
Benchmarking Network., 2014).  Locally the percentage of ED attendances from people aged 65-84 
was 16.5%, and for people aged over 85 the average attendance was 7.1% (NHS Benchmarking 
Network., 2014).  

In the United Kingdom (UK), and many other countries, much of the first 72 hours of urgent care 
is delivered in ED and/or medical assessment units. In the UK, nationally mandated targets require 
patients to spend no more than four hours in an ED. The four hour standard is clinically relevant 
as long waits in ED are associated with increased mortality, increased length of stay, medical 
accidents, patient harm and reduced staff morale (Bernstein et al., 2009, Carter et al., 2014, Liew 
and Kennedy, 2003, Pines et al., 2007a, Pines et al., 2007b, Pines et al., 2009, Wiler et al., 2012). 
Whilst this approach is effective and efficient in dealing with younger, and less complex patients, it 
may not be so for older people with frailty. This is because they may have multiple problems which 
interact.  The evidence shows that outcomes for older people with frailty attending urgent care 
settings are poor (Edmans et al., 2013b). This has led to a search for alternative ways of managing 
older people with frailty in urgent care settings.  

Table 1: Comprehensive geriatric assessment domains (Banerjee et al., 2012).

Comprehensive geriatric assessment domains

Pain

Delirium and dementia

Depression

Nutrition and hydration

Skin integrity

Sensory loss

Falls and mobility

Activities of daily living

Continence

Vital signs (such as blood pressure, heart rate, respiratory rate etc.)

Safeguarding issues

End of life care issues

One in five attendances at ED are over 65 years old 

(Health & Social Care Information Centre, 2013). 
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Evidence supporting the use of comprehensive 
geriatric assessment

Three key systematic reviews have demonstrated the effectiveness of CGA as a principle (Baztán 
et al., 2009, Ellis et al., 2011, Stuck et al., 1993). Stuck et al (1993) carried out a meta-analysis of 
28 randomised controlled trials (RCTs).  This review showed CGA programmes are associated with 
favourable effects on mortality, living location, and on patients’ physical and cognitive functional 
status.  Baztan et al (2009) assessed the effectiveness of CGA in the acute care setting (although 
not the urgent care setting). The review included 11 studies and showed that those admitted to an 
acute geriatric unit had lower risk of functional decline at discharge.  These patients were also more 
likely to live at home after discharge with no differences in case fatality. In addition, Ellis et al (2011) 
conducted a Cochrane review  (a systematic review of primary research which is internationally 
recognised as the highest standard of review in healthcare).  This review showed significant 
improvements in the chance of a patient being alive and in their own home up to a year after an 
emergency hospital admission if CGA is received, particularly in hospital.   

Thus the process of CGA in principle is effective.  It can be used to develop and deliver services for 
older people with frailty wherever they present, including services that provide urgent care. It is a 
reasonable and evidence-based position to argue that older people with frailty should be treated in 
services that use the CGA process.  The frailer they are, the more likely that the CGA process will 
produce the best outcomes for them.
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Putting comprehensive geriatric assessment into 
urgent care settings

Putting CGA into practice is not simple. CGA is a complex intervention, not just a one off 
assessment, and is sensitive to the context or setting where it is applied. It is unlikely that CGA 
should be put into practice in all settings in the same way. For example, the exact model of care 
used in geriatric wards where the entire CGA process is conducted is unlikely to be applicable in 
urgent care settings. A comprehensive assessment is potentially a time consuming process, yet time 
is short in urgent care settings. Assembling a care plan based on assessment also takes time. Most 
importantly, the delivery of care based on such a plan is likely to take days or weeks and so will 
need to be undertaken elsewhere, either in the hospital or in the community.  Potential ways of 
that urgent care can be organised to deliver CGA are described below: 

1. CGA delivered in the community after ED discharge

In this model both the CGA assessment and formulation of the subsequent care plan will take 
place in the community after the older person has been discharged from the ED.  The model can 
use a healthcare professional (e.g. nurse, healthcare visitor, physiotherapist, etc.) to act as a ‘case 
manager’, who visits the patient to carry out an assessment, and then coordinates community care 
for the patient.  

2. CGA delivered to those admitted to hospital

Emergency
department

CommunityDischarged

Assessment 
and care plan 

carried out in the 
community

Emergency
department

HospitalAdmitted

Assessment and 
care plan carried 
out within the 

hospital
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Putting comprehensive geriatric assessment into 
urgent care settings

In this model a healthcare professional (e.g. a nurse, a healthcare visitor, a physiotherapist, 
etc.) would act as a case manager to older people attending an ED, with the aim to influence 
subsequent care whilst admitted to the hospital.   

3. Interface and liaison 

In interface and liaison models the patient is assessed while in urgent care and the healthcare 
professional who conducted the assessment then liaises with community services to continue the 
CGA process after the patient has been discharged from the urgent care setting.  

4. Acute frailty units 

Acute frailty units aim to embed the CGA process within the urgent care process, their ethos is 
team working on a specific unit.  A multidisciplinary team is used to carry out CGA within the 
‘acute frailty unit’ facility, which is essentially a unit in urgent care for older people with frailty.  The 
CGA is carried out in the unit, and the rest of the CGA process is carried out elsewhere.  These 
units have been developed on the basis that the application of CGA might reduce the proportion 
of patients admitted to hospital, and might also influence the in-patient pathway of those who are 
not discharged.    

Although as in most clinical situations, there is an evidence base but it is far from complete. There 
is a need to apply what is known but at the same time to innovate, and evaluate such innovations.  
Thus, at the same time that the need to deliver CGA in urgent care settings is being recognised, 
there is on-going research into the topic (see http://www.nets.nihr.ac.uk/projects/hsdr/12500302, 
Acute Hospital Care for Frail Older People, November 2014-November 2017) and a need for robust 
evaluation where it has been implemented.

Emergency
department

CommunityDischarged

Care plan delivered 
in the community.

Assessment carried 
out in urgent care.

Emergency
department

Acute frailty unit

Assessment carried 
in the acute frailty 

unit.

Community

Hospital

Disch
arged

Admitted

http://www.nets.nihr.ac.uk/projects/hsdr/12500302
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Research demonstrating the use of comprehensive 
geriatric assessment in urgent care settings 

We found 20 studies which delivered CGA for older people living with frailty in urgent care 
settings. These studies fell into 5 different categories:

1 CGA in the community after ED discharge
2 Interface and liaison
3 Acute frailty units
4 Inpatient urgent care geriatric services 
5 Integrated urgent care and community team

Full details of these studies are outlined in appendix 1. 
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CGA in the community after ED discharge

Studies which delivered CGA in the community after an ED discharge either focused specifically on 
those who had fallen, or were general in that they focused on geriatric patients after discharge.

Falls studies: Two studies targeted patients attending emergency care due to a fall (Close et 
al., 1999, Davison et al., 2005). Both of these studies were set in the UK and used a RCT study 
design. Both studies used specific multidisciplinary intervention teams, rather than using existing 
primary care resources, to bring about change. Both studies showed a significant reduction in fall 
rates over a 1 year period of follow up. Close et al (1999) also observed a reduction in hospital 
admissions and improvement in independence in the activities of daily living. 

Other reviews of interventions for falls also show positive results in line with the studies we 
reported (Gillespie et al., 2009).  In addition to this NICE guidelines acknowledge the importance of 
providing falls prevention services for those who present to urgent care with a fall (NICE, 2013).

Close et al (1999): The numbers of subsequent falls and people with 
recurrent falls were significantly and substantially reduced

Davidson et al (2005): Multifactorial falls assessment and intervention 
reduces subsequent falls by 36% in cognitively preserved older persons 
presenting to A&E with recurrent falls. 

Davidson et al (2005) observed a reduction in fear of falling. Death rates and the number of 
patients hospitalised were not significantly affected and no adverse effects of the interventions 
were reported.

Ways of 
delivering CGA in 

urgent care

CGA in the 
community after 

ED discharge

Acute frailty units
In-patient urgent 

care geriatric 
services

Integrated urgent 
and community 

care

Interface and 
liason
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Gagnon (1999) reported on a RCT to examine the effect of a nurse practitioner to assess, care for 
and case manage older people discharged from an ED. There was no effect upon health outcomes 
and a significant increase in ED visits over the 10 months of follow-up.  The mean increase in ED 
visits was 0.9 in the control group to 1.2 in the intervention group. 

Brooks (1999) reported on the satisfaction with care and hospital resource use of 12 older people 
who had repeated ED attendances for the year before and after a social worker case manager 
intervention. The study was too small for statistical testing (only 12 patients were studied), and the 
reported differences were modest and the design was weak (their resource use for the 12 months 
before and after the intervention were reported).

The Caplan (2004) study was a RCT, which reported a model of care in which an outreach team 
delivered community CGA.  This was an attempt to deliver a hospital-like CGA process in a 
community setting. At 18 months follow-up, mortality and institutionalisation were not affected.  
However short term improvements in physical and cognitive functions (such as grooming, toilet 
use, dressing, orientation in time and place, and remote memory) were observed.  In addition, short 
term hospital admissions were reduced in the intervention group.

Gagnon (1999): A nurse assessed, cared for and case managed older 
people discharged from ED led to significantly increased ED visits 
compared to a control group at a 10 month follow up.  

Caplan (2004): Intervention patients had a lower rate of admissions to 
the hospital during the first 30 days after the initial ED visit, and a lower 
rate of emergency admissions during the 18-month follow up. Patients 
also maintained a greater degree of physical and mental function.

Runciman (1996): A health visitor assessing patients and co-ordinating 
community care led to increased use of services and increased 
independence at a four week follow up but hospital admission rates 
remained unchanged and health outcomes were not measured.

Post discharge outreach: Four studies have examined the delivery of a CGA process to geriatric 
patients after discharge from urgent care (as opposed to solely those who had fallen) but using 
different interventions.  Runciman (1996) studied a health visitor acting as a case manager. Gagnon 
(1999)  studied a nurse case manager. Brooks (1999) studied a social worker case manager and 
Caplan (2004) studied a hospital outreach team.

Runciman (1996) reported a RCT of the use of a health visitor to assess and co-ordinate 
community care for older people discharged from an ED. Significant gains were reported.  
Improvements in instrumental Activities of Daily Living (ADL), such as shopping and cooking were 
reported in the group who had home visits from a health visitor who then arranged community 
care.  The levels of independence at four weeks were 83% versus 74% using an instrumental ADL 
score for the intervention and control groups respectively. There were however no other health 
outcomes and there was no difference over this period in hospital admission rates.   
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Interface and liaison

Ways of 
delivering CGA in 

urgent care

CGA in the 
community after 

ED discharge

Acute frailty units
In-patient urgent 

care geriatric 
services

Integrated urgent 
and community 

care

Interface and 
liaison

Five studies examined an interface and liaison model. Patients were assessed while in urgent care 
settings and the practitioner carrying out the assessment then liaised with community services 
(across the secondary-primary care interface) to deliver the CGA process. McCusker (2001) 
examined a nursing assessment carried out in ED, and carried out a RCT to examine the value of 
an intervention nurse administering a standardised geriatric assessment in ED.  The results of the 
assessment were then shared with ED and geriatric staff. Referrals were also made to primary 
physicians, outpatient clinics and community services. This intervention increased the rate of 
referrals to primary care physicians and to home care services. This was associated with a significant 
reduction in the inability to engage in activities of daily living at a 4 month follow up.  

McCusker (2001; 2003), Mion (2003), and Guttman (2004) studied the use of a nurse case 
manager who assessed patients in ED, gave advice and liaised with existing community services. 
Mion and both McCusker studies are reported as RCTs, but in McCusker (2003) days of the 
week were randomised either to intervention or control days. Therefore the core process of 
randomisation (allocation to study group should be unknown before recruitment) was not achieved 
– although the baseline characteristics of the groups were similar. McCusker (2001) showed better 
performance of ADL in a high risk group who received the intervention than those who did not.  
Mion (2003) showed no significant improvements in long term clinical outcomes or resource use.  
Although Mion (2003) did report a small and short term (30 day) reduction in institutionalisation.

McCusker (2001): A standardised nursing assessment in ED, and 
referral to primary and home care services significantly reduced the rate 
of subsequent functional decline.  
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However it is noteworthy that the numbers were small and this difference could be a chance effect 
or be unimportant. McCusker (2003) did not report clinical outcomes but reported an increase in 
resource use – primary care visits, home care and return visits to the ED. Guttman only assessed 
satisfaction (which was higher for the group seeing the nurse than a previous control group) as 
a clinical outcome, and early re-attendance to the ED (where there was a non-significant trend 
towards reduction). A fifth study, a RCT reported by Edmans et al., (2013a), studied the use of 
a geriatrician rather than a nurse assessing patients in a medical assessment unit.  The geriatrician 
also gave advice, and if required visited the patient at home.  The geriatrician then liaised with 
existing community services. No significant improvements in health outcomes or in service use were 
observed.

These findings are in line with the reviews from which we found most of our studies. McCusker 
and Verdon (2006) and Conroy (2011) also concluded that there was no firm evidence of benefit 
of interface liaison models. Such models are attractive as it is hoped that a single practitioner could 
both assess and coordinate a potentially complex package of care. With the exception of the first 
study in this field (McCusker 2001), the evidence does not support this approach. The reason for 
this might be that the benefits of the CGA process are only produced when there is a specific team 
responsible for care delivery. In keeping with this explanation, it should be noted that the strongest 
evidence for CGA is for hospital ward-based CGA (Ellis et al., 2012), and the team based studies 
in this review (Caplan et al., 2004, Close et al., 1999, Davison et al., 2005) were those that showed 
positive results. 

Evidence has shown that a nurse case manager assessment and liaison 
service increases patient satisfaction (Guttman 2004), but however leads 
to increased primary care visits, home care, and return visits to the ED 
(McCusker 2003).

A small and short term (30 day) reduction in institutionalisation has been 
reported, however due to small numbers this difference could be due to 
chance (Mion 2003).

Edmans (2013a): A geriatrician assessed patients in a medical 
assessment unit, gave advice, carried out home visits (if necessary) 
and liaised with existing community services did not improve health 
outcomes.
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Acute frailty units

Ways of 
delivering CGA in 

urgent care

CGA in the 
community after 

ED discharge

Acute frailty units
In-patient urgent 

care geriatric 
services

Integrated urgent 
and community 

care

Interface and 
liason

Five studies were identified. Ellis (2012), Foo (2012) and Conroy et al., (2013) evaluated units 
in ED whereas Silvester (2014) and Michael (2014) evaluated units in medical assessment units.  
Acute frailty units are a recent development, with the five reports we studied all being published 
since 2012. Four studies were service evaluations relying upon historical or other non-randomised 
comparison groups and using routine service data. Foo (2012) was a research study and also 
gathered health outcome data. The use of non-randomised comparison groups could confound 
the analyses. For example, Conroy et al., (2013) noted that, when an ED based frailty unit was 
developed the proportion of young patients who were admitted fell as well as those in older age 
groups. This raises the possibility that these changes could be a time effect rather than a specific 
intervention effect. The use of routine hospital data limits the scope of the four service evaluations. 
For example, the Conroy et al., (2013) and Michael (2014) studies reported no clinical health 
outcomes, Silvester (2014) only reported inpatient mortality, and Ellis (2012) reported mortality and 
institutionalisation. Only Foo (2012) resented health outcomes but the quality of data was so poor 
for ADL that it could not be analysed. 

All five studies of acute frailty units showed a reduction in hospital use 
after implementation of acute frailty units.  
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With these caveats, all five studies showed a reduction in hospital use after implementation of an 
emergency/acute frailty unit. Little can be said about the effect of these interventions upon health 
outcomes given the limitations to the methodology. Silvester (2014) reported a reduction in patient 
mortality but this could be confounded by the changes to the patient flow and bed occupancy that 
was part of the intervention under test. Ellis (2012) reported no difference in long term mortality 
or institutionalisation. Foo (2012) reported no difference in mortality or falls. Nothing is known 
from these reports about the effect of these units upon disability, mental function, well-being or 
satisfaction.

The intended effect of acute frailty units on hospital resource use may make them a popular 
approach to respond to the rising number of older people to ED and the large number resulting 
admissions. This report reminds commissioners and providers that robust evidence for service 
benefits is still lacking, and little is known about the effect upon health outcomes. Although what 
there is does not indicate that they are harmful in terms of increasing mortality. The best the 
evidence base can do is to guide those developing or providing acute frailty units to deliver the 
principles of CGA. The British Geriatrics Society “Silver Book” (Banerjee et al., 2012) and the Royal 
College of Physicians acute care toolkit (Royal College of Physicians, 2012) provide practical advice 
about how to do this. Unpublished evidence from the East Midlands Older People Living with Frailty 
project reveals that some trusts in the region are not planning to develop an acute frailty unit (on 
the basis that frailty is everybody’s business and hence aiming to make all patient pathways suitable 
for those with frailty). Two units have developed them, Leicester and Lincoln, but the one in Lincoln 
was discontinued (reasons not clear). Another trust is considering developing one (Nottingham 
University Hospitals NHS Trust). The NHS Acute Frailty Network is supporting their development 
(three centres in the East Midlands also participate in the NHS Acute Frailty Network).   

Four out of five studies were service evaluations and relied on hospital 
data, therefore the effect on clinical health outcomes in these studies 
are not known.
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In-patient urgent care geriatric services

Ways of 
delivering CGA in 

urgent care

CGA in the 
community after 

ED discharge

Acute frailty units
In-patient urgent 

care geriatric 
services

Integrated urgent 
and community 

care

Interface and 
liaison

Three studies fell into this category. Miller (1996) and Basic (2005) studied the use of a nurse 
to case manage older people attending an ED. The overall aim was to influence subsequent care 
whether the patient was admitted or discharged. Miller (1996) was a non-randomised controlled 
study prone to bias, but no significant differences in outcome at three months were seen. Basic 
(2005) was a RCT, which also showed no effect on health or service outcomes until the point of 
hospital discharge. The other study, Harari (2007), undertook a study to evaluate the effect of  an 
inpatient team that saw patients aged ≥70 years within 24 hours of admission. The main aim was 
to influence their inpatient stay – rather than to increase the proportion of patients discharged or 
to provide community after care. The study reported the recording in hospital records of geriatric 
conditions before and after the intervention, showing higher levels of recording in the intervention 
sample. No clinical outcomes were reported. The length of hospital stay was four days shorter in 
the intervention group. Although this finding should be treated with caution as the intervention 
and control groups were not well matched.  

A nurse case managing older people attending an ED for patients 
either admitted or discharged reported no differences in outcomes at 3 
months (Miller 1996, Basic 2005).  
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Integrated urgent care and community team

Ways of 
delivering CGA in 

urgent care

CGA in the 
community after 

ED discharge

Acute frailty units
In-patient urgent 

care geriatric 
services

Integrated urgent 
and community 

care

Interface and 
liaison

Only one study fell into this category. Wright (2013) studied both an inpatient intervention for 
patients in an ED and a discreet community intervention after discharge. This was also a service 
evaluation, with no clinical health outcomes being reported. A four per cent higher proportion of 
same day discharges from the ED was seen after the intervention compared to a matched historical 
control group. There was also an observed reduction in length of stay of 2 days. The intervention 
represented integration of primary and secondary care at an operational level (e.g. working 
together). However, services were not integrated at an organisational level (e.g. not the formation 
of a single provider organisation). 
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Making sense of what we found

Models

This review identified 20 studies providing an evidence base for the delivery of CGA for older 
people living with frailty in urgent care settings. Five different categories were used to classify the 
variety of models in these studies.  There was however also considerable differences between the 
models even within each given category.  The 5 categories were: 

1. CGA in the community after ED discharge: interventions varied with either multidisciplinary 
teams delivering the CGA process or various health services professionals aiming to co-ordinate 
it.  Within this category CGA was applied to older people discharged from EDs, either because:
a. They had presented with a fall 
b. They were old or at risk of poor outcome 

2. Interface and liaison: discharged patients were assessed in urgent care and then the remainder 
of the CGA process was delivered in the community.  Two health professional groups have 
been studied (nurses and doctors), and in each case the health care professional coordinated 
the CGA process. 

3. Acute frailty units: these units aim to deliver a rapid CGA process in the urgent care setting and 
facilitate the delivery of the rest of the CGA process elsewhere.  These studies were primarily 
concerned with reducing hospital resources by discharging a higher proportion of attendees. 

4. Inpatient urgent care geriatric services: further studies examined other variants of 
comprehensive assessment in urgent care settings without the use of a specific unit.  This 
consisted of a nurse to coordinate aftercare and a team to co-ordinate inpatient care.

5. Integrated urgent care and community team: one study described an integrated model of 
comprehensive assessment in the ED and team follow up in the community.

More details on the nature and strength of the evidence is outlined in appendix 2.
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Summary of findings

A wide range of service models for the care of older people with frailty using urgent care have been 
identified. There was wide variation in these studies in terms of who assessed the patients, where 
the assessment was done, and who acted upon the assessment.  This shows a potentially large 
number of models of care that have not been either implemented or reported. From the evidence 
we reviewed:

• The strongest evidence for benefit was for the provision of a service for people discharged from 
EDs who suffered falls.

• There was some evidence for the short term benefits of a health visitor hospital outreach team 
for older people who are discharged from an ED. 

• Interface interventions where the aim is to coordinate existing community resources largely 
appear to be ineffective. 

• There is no robust research evidence to determine whether acute frailty units in urgent care 
have beneficial or harmful effects upon health outcomes.  Although their introduction is 
repeatedly associated with reduced hospital resource use.  

• There is a similar lack of evidence for other models of other geriatric interventions in urgent 
care, and for integrated care models. 

• There is no evidence of a dominant, single, over-arching service model for the care of older 
people with frailty using urgent care.

The fact that our findings show little firm evidence of any particular model should not be mistaken 
for implying that there is little evidence for the care of older people in acute hospitals overall. 
Baztan (2009) showed the benefit of acute geriatric wards for inpatients and Deschodt (2013) 
showed the more modest advantage of geriatric consultation teams.  Fox (2013) demonstrated the 
benefits of early discharge planning for older people. These studies all point to the general issue 
that specific, organised, models of care for older people tend to produce better outcomes. It is 
reasonable to infer that the same will be true for urgent care.  However, this is an inference and this 
is why more research and development is required.   
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• This review was a rapid review, thus, it is possible that there were studies of service models that 
we did not identify. We would argue, however, that we are unlikely to have missed significant 
numbers of studies or strongly positive ones.  This is because we presume that these studies 
would have been reported in the reviews we selected and/or would have been known to the 
older people with frailty study team. 

• We recognise that several different variants of services were included within some categories 
(for example, liaison models used nurses or geriatricians).  In addition, services in different 
categories may actually be similar, and some difference may be due to the emphases of the 
descriptions of the services chosen by the authors in their reports.

Limitations of this review
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Commissioners and providers may accept the evidence presented and use it to inform decision 
making.  The benefits of the principles of CGA are well-established, but ideally we would prefer 
robust evidence of the effectiveness of all service models with health economic data.  Ideally there 
would also be other research to assist in the choice of which effective model to implement. This 
review demonstrates that this specific evidence is largely lacking, apart from service for people who 
fall. This means that models put into practice to impact the number of older people presenting 
to urgent care, the number being admitted to hospital, or to impact health and well-being are, 
in effect, experiments. They may achieve the intended objective but they may have the reverse 
effect, such as Gagnon (1999) and McCusker (2003), both of which interventions increased the 
subsequent use of emergency departments.  It follows that business cases that aim to improve 
health and well-being and reduce resource use which are not strongly evidence-based should be 
assessed with caution. Similar caveats apply to existing services which may argue their case in 
terms of effectiveness or cost saving which we would argue cannot be based on robust research 
evidence. In the absence of the ability to conduct robust research, new service models should be 
implemented in a way to ensure that as much evidence about their impact is collected as possible.  
The approaches used to evaluate acute frailty units are examples of this (see Ellis 2012, Conroy 
2013, and Silvester 2014). 

The range of models reported here is not exhaustive.  We assume that there are a large number 
of potential models of care that have not been either implemented or reported. Models of care 
might, for example, aim to argue that “frailty is everyone’s business” rather than the responsibility 
of specific services as were tested here.  If we follow the ‘frailty is everyone’s business’ notion then 
this would require clinicians specialising in other conditions or diseases to also understand frailty 
and the CGA process. This will require a concerted educational effort across all professions and at 
every level of seniority. Another model of care is urgent clinics in geriatric day hospital (a model of 
geriatric care that in England has fallen out of favour but is used in other countries), these could be 
revamped.  Stand-alone emergency care centres for frail older people have also been developed (for 
example, in Oxfordshire).  In addition, fully integrated teams across the health (both primary and 
secondary) care, social care and third (voluntary and private) are being developed and need to be 
developed and evaluated.   

Commissioners and providers should therefore not be inhibited in proposing new service.  Although 
we would argue that when doing so it would be wise to avoid previously tested and ineffective 
models, and to ensure that they are as evidence based as possible.  For example, explicit plans 
about how the process of CGA will be delivered should be made rather than solely defining the 
professional group doing it or the setting in which it is done. 

Careful experimentation is required
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Conclusion

A SPARKLER aims to pull together and summarise evidence from many available sources to 
highlight the most important considerations. The conclusions of this evidence review are that: 

• There is no evidence of a dominant single over-arching service model for the care of older 
people with frailty using urgent care.

• There is no robust evidence to determine whether acute frailty units in urgent care have 
beneficial or harmful effects upon health outcomes for older frail patients.  Although their 
introduction is repeatedly associated with reduced hospital resource use.

• The strongest evidence for benefit of the CGA intervention was when it was implemented as a 
community service for people discharged from EDs following a fall.

• An interface intervention where the aim is to co-ordinate existing community resources largely 
appears ineffective. 

• There is no evidence about models of care evaluating the consequence of organisational 
integration of primary, ambulance and secondary care with or without the social and third 
sectors.

However a review of the literature can only provide evidence of what the literature appears to be 
saying (in terms of what the body of published work available for review includes). There may be 
a number of projects that have failed or succeeded but not been reported.  There is a need for 
all work in this area to be rigorously evaluated and reported on to help build this evidence base. 
Instead commissioners and providers should use the evidence of what has been shown not to be 
effective, be inventive, think differently and propose new ways of working that can be evaluated 
and contribute to the developing knowledge base in this area. 
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Appendix 1

Table 1 Summary of included studies

First 
author, 

year and 
country

Design
Intervention

(Who, where, what?)
Patient type

Participant 
numbers

Health Outcome Service Outcome Duration

1. Falls studies

Close 
(1999) UK

RCT

Medical (day hospital) 
and occupational therapy 
(home) assessments

Advice, liaison with 
existing community 
services, intervention

Patients >/=65 discharged 
from emergency 
departments having fallen

Intervention 184

Control 213

Mortality 
New 
institutionalisation
Falls and major 
injuries*
Physical function*

Hospital admission* 1 year

Davidson 
(2005) UK

RCT

Medical (hospital 
out-patient based), 
occupational therapy and 
physiotherapy (home 
based assessments

Advice, liaison with 
existing community 
services, intervention

Patients >/=65 discharged 
from emergency 
departments having fallen

Intervention
159

Control 
154

Mortality
Falls and injuries*
Fear of falling*

Fall-related hospital 
admissions

1 year

2. Post discharge outreach

Brooks 
(1999) 
USA

Retrospective 
control

Social worker case 
manager
Home-based assessment
Social work intervention, 
and liaison with other 
community services

Patients aged >65 
with >/=6 emergency 
department visits in the 
previous year

The same 12 
participants 
were studied 
before and after

Satisfaction with 
care

Emergency 
department visits
Hospital admissions
Overall hospital use

1 year

Caplan 
(2004) 
Australia

RCT

Hospital–based 
multidisciplinary outreach 
team
Home based 
assessments,
Advice, liaison with 
existing community 
services, intervention

Cognitively intact 
patients aged >/=70 
with a disability, long 
term condition or recent 
hospital admission 
discharged from 
emergency department in 
the previous year

Intervention 370

Control
369

Mortality
Institutionalisation 
Physical 
functional*
Cognitive 
function*

Hospital admission*
18 
months

Gagnon 
(1999) 
Canada

RCT

Nurse case manager
Home based assessments
Advice, liaison with 
existing community 
services, direct 
intervention

Cognitively intact 
patients aged >/=70 
with a disability, long 
term condition or recent 
hospital admission 
discharged from 
emergency department in 
the previous year

Intervention 212

Control 215

Mortality
Quality of life
Satisfaction with 
care

Hospital admissions
Emergency 
department 
attendances* [NB 
increase]  

10 
months

Runciman 
(1996) UK

RCT

Health visitor
Home-based assessment
Liaison with existing 
community services

Patients >/=75 discharged 
from emergency 
department

Intervention 222

Control 192

Satisfaction with 
care
Personal ADL
Instrumental 
ADL*

Hospital admission 4 weeks

Legend

ADL: activities of daily living

*: significant difference in outcome reported by authors
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First 
author, 

year and 
country

Design
Intervention

(Who, where, what?)
Patient type

Participant 
numbers

Health Outcome Service Outcome Duration

3. Interface * liaison

McCusker
(2001) 
Canada

RCT

Nurse case manager
Emergency department 
based assessment
Liaison with existing 
community services

Patients >/=65 discharged 
from emergency 
departments

Intervention 178

Control 210

ADL*
Depression
Care-giver physical 
and mental health 
status
Patient and care-
giver satisfaction

4 Months

McCusker 
(2003) 
Canada

RCT

Nurse case manager
Emergency department-
based assessment
Advice and liaison with 
existing community 
services

Patients >/=65 at higher 
risk (scoring >/=2 on the 
ISAR)

Intervention 166

Control 179
None

Primary physician 
use*
Home care use*
Return ED visits* 
(NB service use 
increased in all 
domains) 

1 month

Mion 
(2003) 
USA

RCT

Nurse case manager
Emergency department-
based assessment
Advice and liaison with 
existing community 
services

Patients aged >65 
discharged from 
emergency departments 

Intervention 326

Control 324

Institutionalisation* 
(30 days only)
Cognitive function 
Well-being  
ADL 
Satisfaction with 
care*

Repeat ED visits
Hospitalisation

120 days

Guttman 
(2004) 
USA

Historical 
control

Nurse case manager,
Emergency department-
based assessment
Co-ordination of 
discharge

Patients aged > 75 
discharged from 
emergency departments

Before
905

After
819

Satisfaction* Repeat ED visits 14 days

Edmans 
(2013a) 
UK

RCT

Interface (acute/
community) geriatrician
Acute medical unit and 
home based assessment
Advice, liaison with 
existing community 
services

Patients >/=70 at higher 
risk (scoring >/=2 on the 
ISAR) discharged from 
acute medical units

Intervention 216

Control 217

Death
Institutionalisation
ADL
Falls
Psychological well 
being
Quality of life

Days spent at home 
in the 90 days after 
randomisation
Secondary care use

90 days

4. Acute frailty units

Conroy 
(2013) UK

Historical 
control 
service 
evaluation

Multidisciplinary team
Assessment in frailty 
unit in emergency 
department
Advice, intervention, 
liaison with community 
services and admitting 
hospital

Older patients likely to be 
discharged home within 
24 hours

Control 109,994
Intervention 
110,517

None

Proportion 
admitted*
Readmissions, 
length of stay and 
bed use*

90 days

Ellis (2012) 
UK

Historical 
and non-
randomised 
concurrent 
control 
service 
evaluation

Multidisciplinary team
Assessment in frailty 
unit in emergency 
department
Advice, liaison with 
community services and 
admitting hospital

Patients >/=65 with 
one or more geriatric 
condition

Historical control 
212

Concurrent 
control 327

Intervention 210

Mortality
Institutionalisation

Proportion 
admitted*
Readmissions*
(intervention v 
concurrent control 
only)

1 year

Foo (2013) 
Singapore

Historical 
control study

Multidisciplinary team
Assessment in frailty unit 
it emergency department
Advice and liaison with 
community services and 
hospital out-reach

Consenting patients aged 
>65 before and after the 
introduction of a frailty 
unit

Before 172

After 315
Mortality Falls

Readmissions*
Hospitalisations*

1 year

Table 1 (Continued) Summary of included studies
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First 
author, 

year and 
country

Design
Intervention

(Who, where, what?)
Patient type

Participant 
numbers

Health Outcome Service Outcome Duration

4. Acute frailty units

Michael 
(2014) UK

Historical 
control study

Multidisciplinary team
Assessment in frailty 
unit in emergency 
department
Advice and liaison with 
community services and 
hospital out-reach

Consenting patients aged 
>65 before and after the 
introduction of a frailty 
unit

Before 172

After 315

Mortality
Falls

Readmissions*
Hospitalisations*

1 year

Silvester 
(2014) UK

Historical 
control 
service 
evaluation

Multidisciplinary team
Assessment in frailty unit 
in medical assessment 
unit
Advice, intervention, 
liaison with community 
services and admitting 
hospital

All patients in hospital for 
12 months before and 4 
months after intervention

Not applicable, 
but bed 
occupancy 
approximately 
290

Mortality*

Length of hospital 
stay*
Readmissions
Bed occupancy*

In-patient

5. Other in-patient urgent care geriatric interventions

Miller 
(1996) 
USA

NRCT

Nurse case manager
Emergency department-
based assessment
Advice and liaison

Intervention: unspecified 
selection by nurse case 
manager of patients in 
emergency department

Control: Ad hoc selection 
of patients recently 
recorded as being 
seen in the emergency 
department of same 
sex and similar age 
to recently recruited 
participants

Intervention 385

Control 385

Mortality
Institutionalisation
ADL
Mood
Self-reported health
Quality of life

Physician visits
Emergency 
department 
attendances
Dental and social 
services use

3 months

Basic 
(2005) 
Australia

RCT

Nurse case manager
Emergency department 
assessment
Advice to in-patient 
services

“Older people who were 
not critically ill” in an 
emergency department

Intervention 114

Control 110
ADL

Proportion admitted
Length of stay

Hospital 
stay

Harari 
(2007) UK

Historical 
control

Multidisciplinary team
Assessment in hospital 
within 24 hours
Advice, liaison with in-
patient and out-patient 
hospital geriatric services

Patients admitted to 
hospital, >70, deemed at 
high risk (unspecified risk 
assessment tool)

Before 46

After 49
None

Length of stay*
Readmission

In-patient

6. Integrated urgent care and community geriatric team

Wright 
(2013) UK

Historical 
control

Multidisciplinary team
Emergency department 
assessment
Advice, liaison with 
existing community 
services, and use of a 
specific support team

Unspecified selection 
for the intervention 
group,and historical 
control patients matched 
according to HRGs

Before 3084

After 593
None

Same day 
discharges* 
Length of hospital 
stay*

In-patient

Table 1 (Continued) Summary of included studies

Legend

ADL: activities of daily living

*: significant difference in outcome reported by authors
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Appendix 2

Nature and strength of evidence of benefit

The nature of the evidence in this review included ten RCTs, two non-randomised studies, and 
eight service evaluations largely using before and after methodology and consequently reporting 
service use outcomes but no, or very limited, clinical health outcomes.  The nature and strength of 
evidence of benefit is described in the table below.  

Table 2 Nature and strength of evidence of benefit

Intervention Category Nature of the Evidence

CGA in the community 
after ED discharge

Falls studies:

• Both were RCTs.

• CGA in the form of a specific falls service was effective in reducing falls and, in one case, subsequent 
hospitalisation (Davidson 2005, Close 1999)

Post discharge outreach:

• Three RCTs and one small largely descriptive study of limited value.

• One RCT used a health visitor to co-ordinate CGA, this may have improved instrumental ADL in the 
short term (Runciman 1996).

• One RCT a nurse to carry out CGA, which may have increased re-attendance at the emergency 
department (Gagnon 1999).

• One RCT used a multidisciplinary team which delivered community CGA, which improved physical and 
mental function and reduced admission, at least in the medium term (Caplan 2004).

Interface and Liaison:

Of the five studies of interface and liaison models, four were RCTs and one was a service 
evaluation using historical controls:

• One RCT showed convincing clinical benefit (McCusker 2011).

• None showed any convincing service benefit.

• One RCT of nurse case management was associated with higher hospital resource used over follow up 
(McCusker 2003).

Acute Frailty Units

Five studies evaluated acute frailty units:

• Four were service evaluations undertaken in the UK.

• All used historical control data.

• All reported little in the way of clinical outcomes.

• All reported reductions in hospital use.

• One was published only as a conference abstract with few details.

In-patient urgent care 
geriatric services (as 
opposed to units)

Three studies examined in-patient urgent care geriatric services (as opposed to units), these 
studies included:

• A non-randomised controlled study to examine the use of a nurse to case manage older people, and 
reported no significant outcomes.

• A RCT of the use of a nurse case manager (which showed no effects of the intervention on clinical or 
service outcomes).

• A service evaluation of a consultation, this was a small study that reported a slight reduction in the 
length of hospital stay of the group seen by the team which could be an artefact of the study design.

Integrated urgent care 
and community teams

One study fell into this category, and was a service evaluation and therefore reported no clinical outcomes 
but reported a small increase in the proportion of patients discharged from the emergency department 
after the introduction of the intervention - but this could also be artefact of the study design.
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