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	DISABILITY

	DEFINITIONS:

	· MEDICAL MODEL: Physical condition; part of individual; Reduces QOL & ( Disadvantages; Different (and condition less desirable than Normal; Medical profession has greatest responsibility in helping disabled.

· SOCIAL MODEL: Social discrimination that limits opportunities of persons of difference....[and] results only when physical difference is not accommodated by society

	PERSPECTIVE

	IMPAIRMENT
	Dysfunction resulting from pathological (  in system
	( Move legs.

	DISABILITY


	Consequence of impairment in terms of functional performance
	( Walk.

	HANDICAP


	Disadvantages experienced by individual as result of impairment / disability. (Social integration, autonomy, occupation and economic self sufficiency.)
	( Access local library.
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	· Educational process that aims to ( disability & handicap and ( functional independence & QOL.

· Active process of change by which a person who has become disabled acquires and uses:

· Physiotherapy- the use of physical agents such as heat and movement as a physical intervention

	
	STAGES OF REHABILITATION:

· ACUTE PHASE- Maintaining rehab potential.

· INTENSIVE PHASE

· ACHIEVING CARRY OVER- Skills transferred from rehab to ward setting.

· GOAL SETTING

· LATE STAGE- Refining skills, self dependence

	
	GROUPS ELIGIBLE FOR SUPPORT:

· Active process of change by which a person who has become disabled acquires and uses:

· Physically and Mentally Disabled

· People with learning disabilities

· Those with Sensory Impairments

· People who misuse substances

· Carers who need to continue caring

	HEALTH INEQUALITIES IN RELATION TO DISABILITY

	REASONS FOR HEALTH INEQUALITIES: Disability (  > Likely …

	· TO BE POOR ( ( living conditions & QOL ( Depression / Illness as a consequence

· Eg. Learning difficulties ( < Likely to find work.

· Eg. Learning difficulties ( < Likely to look after themselves.

	· TO HAVE OTHER ILLNESSES

· Eg. DS + Congenital Heart disease.

· Eg. Learning difficulties ( ( Feeding technique ( Pneumonia.

· Eg. Mental illness ( Pychotrophc Drug Tx ( Cardiotoxicity.

	· TO LIVE A SHORTER LIFE

· Mortality rate 3 x higher

	· THAT MEDICAL MANAGEMENT IS NOT PROVIDED

· Eg. Learning difficulties ( Greater variety of healthcare needs.

· Eg. Learning difficulties / Speech Impairment ( More difficult to communicate.

	· THAT SCREENING IS NOT PROVIDED

	SOLUTIONS

	· Ensure that people with learning disabilities are aware that, under new GP contract, they can ask for health check if not seen a GP for 3 years.

· Routine (e.g. Annual) and comprehensive health assessments.


	FRAILTY: DEFINITION

	· Frequent presence of multiple pathology and the atypical way in which illness can present with confusion, falls, or loss of mobility and day-to-day functioning

· Key Points

· Old Age is associated with disease but doesn’t cause it!

· Frail older people are also particularly prone to adverse drug reactions, partly because of polypharmacy and partly because of age-related changes in responses to drugs and their elimination

· Substantial proportion of 90-year-olds live alone and manage with little support, while some 70-year-olds are severely disabled due to the ravages of disease or smoking.

· Terms 'chronological' & 'biological' ageing have been coined to try and define such differences, and increasingly 'biological' rather than 'chronological' age is used as a basis for decision-making in terms of investigation and intervention.


	POPULATION PERSPECTIVE

	· Proportion of people aged over 65 years has ( from 5% to 16%, and is projected to ( steadily to 24% in 2061 (UK)

· Proportion of those aged under 16 years in the UK is falling

· By 2015 there will be approximately equal proportions of people aged under 16 and over 65 years of age

· Women aged 80 years can expect to live for a further 9 years. 

· = exponential increase in morbidity in people aged over 75 years

· disability

· mental

· physical

· In the UK, the estimated prevalence of those with severe disability is less than 1% in those aged 50-59, but 13% in those aged over 80 years.


	NORMAL AGEING 

	· Very few people reach old age completely free of disease.

· 'Normal' ageing is thus a misnomer

· Features have been established from a biologically elite population.

· Effects of ageing are usually not enough to interfere with organ function under normal conditions, but reserve capacity is reduced. 

· Some features of ageing are age-determined

· They are inevitable.

· Others are age-related

· Result from an accumulation of factors such as lack of exercise or poor diet

· Or are accelerated by habits such as cigarette smoking, heavy alcohol consumption or over-exposure to sunlight. 

· Age-related changes can therefore be slowed or prevented by a healthy lifestyle, and this remains worth encouraging even when old age has been reached. 

· Some of the changes of ageing are of no major clinical significance, such as depigmentation of the hair.

· Below are important changes and their clinical consequences:
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	THE FRAILTY SYNDROME

	· Definition Of Frailty: the loss of a person's ability to withstand minor environmental stresses because of ( reserves in the physiological function of several organ systems.

· As a consequence frail people are at ( risk of death and disability from minor external stresses such as an infection or the addition of a new drug, because they do not have the reserves to respond and maintain adequate homeostasis.

· Same stresses would cause ( disturbance in a fit person of same age. 

· Frailty is indicated by impairments in the function or status in several specific domains (see Box 7.2). These are all essential for an appropriate response to changes in the internal or external environment but are commonly reduced by disease, illness and indeed age.

· Their function can none the less be improved by specific intervention.

· In clinical practice, frailty per se is rarely measured formally, but a comprehensive assessment would include an assessment of each domain. 

· Difference b/w disability and frailty.

· Disability indicates actual loss of function

· Frailty indicates increased vulnerability to loss of function. 

· When frailty and disability coexist, function fluctuates in response to any minor illness

· The deterioration may be so severe that the patient can no longer cope independently. 

· It may be possible to prevent further loss of function through early intervention.

· E.g. a frail woman with cardiac failure will require not only specific investigation and treatment, but also an exercise programme to improve her musculoskeletal function, balance and aerobic capacity, and nutritional support to restore lost weight.

· Establishing patient's level of frailty helps inform decisions regarding further investigation and management, and to identify people in need of rehabilitation. 
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	CLINICAL ASSESSMENT OF FRAIL OLDER PEOPLE 

	History 

· Can they walk normally? 

· Are they ever confused? 

· Can they perform all household tasks? 

· The speed of onset of the illness 

· A drug history, especially any recent prescriptions 

· A full past medical history, even from many years previously 

· Patients' usual function 

· Their home circumstances and any help they have there. 

Examination 

· Mental state. using the Mini-Mental State Examination; mood should also be assessed, as depression is common and treatable. 

· Gait and balance. Watch the patient walking

· Nutrition. Obesity or malnourishment may be obvious

· Hearing and eyesight. 


	DECISIONS ABOUT INVESTIGATION

	· Accurate diagnosis is obviously important at any age, but is particularly so in frail older people because their problems are so commonly caused or contributed to by several different pathologies.

Whether the investigation will alter management 

· Would the patient be fit for / benefit from Tx that would be indicated if investigation proved +ve?

· May be a particular issue if surgery is a possibility.

· The more pathologies a patient has, the less likely he or she will be able to withstand an invasive or aggressive intervention.

· > important factor than age!


	MAJOR MANIFESTATIONS OF DISEASE IN FRAIL OLDER PEOPLE 

	Special characteristics of disease in old age:

· Atypical way in which illness presents

· Perception of pain is altered in old age

· Late presentation of illness

· Pyretic response is blunted in old age so that infection may not be obvious at first

· Acceptance of ill health as a consequence of ageing and thus may tolerate symptoms for lengthy periods before seeking medical advice

· Multiple pathologies and comorbidities.

· E.g. In a patient whose mobility is limited by stroke disease, angina may take longer to present as the person cannot exercise sufficiently

· Frequently a number of causes contribute to a single symptom

· Patient may fall because of osteoarthritis of the knees, postural hypotension due to diuretic therapy for hypertension, and poor vision due to cataracts


	FALLS 

	POPULATION PERSPECTIVE:

Very common in older people.

Around 30% of those aged 65 and over fall / year

rising to over 40% in those aged over 80 years.

10-15% of falls result in serious injury

principal cause of fractured neck of femur in this age group.

Also ( loss of confidence and fear ( makes an older person decide to move to institutional care.

AETIOLOGY
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ACUTE ILLNESS 

· A proportion of older people who 'fall' have in fact collapsed as a result of an acute illness;

· Common underlying illnesses include

· Infection

· stroke disease

· metabolic disturbance

· heart failure

· Thorough examination and investigation may be required to identify such problems and should include:

· FBCs

· U&Es, LFTs and glucose 

· CXR

· ECG

· Urinalysis for leucocytes / nitrites

· if +ve, urine culture. 

· [image: image4.png]


Important to establish whether any drug has been started recently, which might have precipitated the deterioration.

MULTIPLE RISK FACTORS

· Risk of falling increases linearly with the number of risk factors present. Such patients may present with a fall resulting from an acute illness or a syncope as above

· But they will remain at risk of further falls even when the specific illness has resolved.

· Most effective way of preventing further falls in this group is multiple risk factor intervention (see EBM panel) tailored to each individual's specific risk factors. 

EBM
FALLS-interventions to prevent falls in older people

'Programmes that combine interventions, such as reduction in the number of drugs taken, balance and gait training, and attention to postural hypotension, reduce falls in those at risk.'
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RECURRENT FALLS: Bone protection 

· Osteoporosis prophylaxis should be considered in frail older patients who have recurrent falls

· Esp if they have already sustained a fracture

· Most effective therapy is calcium and vitamin D3.

· Devices known as hip protectors (pads fixed in special underwear to keep them positioned over greater trochanters) have been shown to reduce the risk of hip fracture by more than 50% in nursing home residents, although compliance tends to be poor.


	OTHER MANIFESTATIONS
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	REHABILITATION

	· Aims to ( the ability of people with chronic disease to perform day-to-day activities.

· Prevalence of disability is strongly related to age.

· International Classification of Functioning and Disability provides a useful framework for rehabilitation.
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· Rehabilitation is a problem-solving process focused on a patient's function.

· This includes not only physical function, but psychological and social functioning too. The process includes:

· Assessment
· Nature and extent of the patient's problems should be identified using the framework.

· Goal-setting
· Goals should be specific to the patient's problems, realistic and agreed by the patient with the rehabilitation team. 

· Intervention
· Includes active treatments to achieve the goals set but also support to maintain the patient's health and quality of life.

· Reassessment
· Should be ongoing re-evaluation of the patient's function and progress toward the goals set, with modification of the interventions if necessary.

· This requires regular review with all members of the rehabilitation team, patient and carer. 
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· The rehabilitation team includes several professional disciplines:
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· Interventions used in rehabilitation can be divided into

· HARD INTERVENTIONS

· I.e. Hands-on treatment by therapists using a functional, task-orientated approach to improve day-to-day activities

· SOFT INTERVENTIONS

· I.e. Psychological support and education, often just as important to progress (see fig. 7.3).

· Emphasis on the two types of intervention will be different depending on the patient's

· Disabilities

· Psychological status

· Progress.
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'Hard' and 'soft' interventions in rehabilitation.
[image: image11.png]



· Rehabilitation improves functional outcome

· After stroke and ( mortality

· In those with chronic obstructive pulmonary disease

· Following myocardial infarction
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