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Introduction
Frailty is a condition that can be life changing for older people who experience it, frailty can be difficult to diagnose and requires specialist skills to be able to treat and diagnose the condition.  This report is going to look at the use of a comprehensive geriatric assessment (CGA) and how it can support people living with frailty, it will also explore the impact of a multidisciplinary team (MDT) and discuss the benefits when utilising the specialist skills of MDT in conjunction with a CGA.  The role of the therapy assistant practitioner (TAP) will be discussed, what role a TAP has when treating people with frailty, how the role has evolved over the years, and why a TAP is important when treating patients with frailty.  The report will also discuss how the TAP works alongside other healthcare professionals, as well as maintaining a safe practice.  Readers will be provided a better understanding of frailty, equipping readers with an overview of the condition as well as discussing the previous and current approaches to clinical frailty.  The use of a CGA will be explored and how an MDT can have a significant impact on outcomes for older people experiencing frailty.  The report will start with providing a case study, highlighting the impact of frailty, how it can affect people’s lives and a person’s general health and wellbeing.  Frailty is often linked with the condition of sarcopenia which will be touched upon throughout the report, however the main focus of the report is to provide a better understanding of clinical frailty and what role the TAP has alongside this.  Statistics around the prevalence of frailty will be highlighted as well as looking at symptoms of the condition.  Finally, there will be a conclusion analysing the use of a CGA when treating frail patients and how utilising an MDT can have an impact on health outcomes for people diagnosed with clinical frailty. 
Case Study 
This case study will look at a typical patient at the front door, that a TAP commonly assesses when delegated by a senior Physiotherapist (PT).  This case study will look a lady who has been admitted into hospital with a fall and sarcopenia.  For the purpose of the case study the name ‘Iris’ will be used as a pseudo name to maintain confidentiality.  A front of house (FOH) TAP would usually review the patient and their mobility using a CGA and would provide the relevant treatment.  A TAP would then discharge the patient and liaise with the other members of the MDT when required.  A TAP must always work within their scope of practice and will seek advice and support from a senior member of staff when needed.  
Iris is a 75-year-old lady who lives alone in a house.  Iris was admitted to hospital following a fall at home on the stairs, she is usually mobile and independent without any walking aids however, she has become unsteady recently.  Iris lost her husband a year ago and feels that she has lost her confidence since then.  She has become more unsteady, and she is now having difficulty managing stairs.  Since losing her husband, Iris has been spending more time indoors and has now started to deteriorate with evidence of sarcopenia and a reduced exercise tolerance.  
Since losing her husband, Iris has started to become frail.  Frailty is a term to describe the deterioration of physiological and psychological function and resilience (Age UK, 2020).  As people age, they can start to develop comorbidities, Age UK (2020) highlights that frailty is a condition that affects a person’s ability to manage the symptoms of their illness and can find it more difficult to recover as well as they could before.  Since developing clinical frailty Iris has reduced muscle mass and has reduced function of her muscles, this is known as sarcopenia (Dodds, Et al, 2015).  In addition to Age UK (2020), Alfonzo and Avan (2019) summarise that sarcopenia can increase the risk of frailty, falls and reduced mobility.   In the last year Iris has remained at home for most of her time, she relies on family and friends to do her shopping.  Iris has also avoided going out particularly due to her fear of falling.  Iris has fallen three times in the last six months, she has now started to isolate herself to the downstairs of her property as she has started to find it difficult to manage the stairs.  
Due to developing clinical frailty and Sarcopenia, Iris is rapidly becoming more dependent on others around her.  She has noticed a decline in her physical function and ability.  Iris has noticed that small daily tasks have become difficult, and she has been avoiding a lot of these tasks which is contributing to her clinical frailty and sarcopenia.  Since being admitted to hospital, Iris is at risk of deconditioning, worsening sarcopenia and frailty.  It may take iris longer to recover from her acute illness as well as being at risk of an increased length of stay in hospital (Han, Et al, 2019). 
Overview of the condition 
Sarcopenia and frailty are more prevalent among older people (Dodds and Sayer, 2016).  In addition, Hudgins (2023) reports that the prevalence of frailty is likely to increase due to the growing age of the world population, also saying that the world health organisation predicts that the amount of people over the age of 60 will have doubled by 2050.  The Welsh Government (2024) have a similar estimation that there was 9.9% of people living in Wales over the age 75 in 2021 and this is estimated to increase to 13.8% in 20 years.   Frailty and Sarcopenia can have a significant impact on people's lives and their activities of daily living as suggested by The Malnutrition Pathway (2024), they add that people who experience frailty are more likely to need support with their health, experiencing general weakness, increased fatigue, reduced grip strength with a slower walking pace potentially developing care needs, therefore pressurising healthcare systems.   The Welsh Ambulance Service (2024) are aware that frailty can often be missed in the community leading to patients unnecessarily reaching crisis point.  The Welsh Ambulance Service (2024) recognises that where possible it is important that patients should be supported to access the correct services at home to prevent crisis point, long waiting times and mostly avoiding hospital admissions, as this can exacerbate the symptoms of frailty and sarcopenia.   
Previous approaches to the condition  
It is important to recognise that previous reports and studies were commenced to try and improve and develop a further understanding of frailty.  Seeley, et al (2023) suggests that in 2017 there appeared to be a limited understanding of frailty in general practice and that this could impact on patient care, adding that there needs to be better tools to help diagnose and improve recognition of frailty.  In contrast Nicholson, et al (2012) suggest that there was an increased interest in frailty in 2012, however they also report that there has been a poor understanding of frailty and that is it commonly used to describe a person’s unfortunate slow approach to death, this article appears to have an ongoing derogatory theme in regards to the perception of frailty.  Cooke, et al (2012) report that frailty can be difficult to diagnose due to patients presenting with multiple non-specific problems such as a falls, mobility issues and delirium or non-medical problems.  Aside from limited training of frailty and geriatric care in general, specialist skills such as being able to gather collateral history are a vital part in diagnosing frailty and this can be difficult in settings such as emergency departments or when a patient is unable to provide this information due to illness.  Dodds and Sayer (2016) recognise that there is evidence to show that resistance exercises appear to be the most common treatment for frailty and sarcopenia, they also recognise that there is evidence to suggest that early intervention may be important to tackle frailty and sarcopenia, suggesting that early prevention is not yet something that is focused on.   
Within the acute setting the TAP was involved in the frailty and falls prevention assessment, however the process was slightly different.  The TAP would complete a frailty and falls prevention risk assessment, the assessment would have a list of questions that would help the TAP to establish what difficulties the patient was having, it would gather any common trends of falls and would compare previous and present function, looking at possibilities such as polypharmacy, reoccurring fractures, recurrent hospital admission and assess any environmental factors with the potential to cause any risk of falls for the patient.  The TAP would establish any acute functional problems the patient has and would devise a plan to maintain the patients function and speed up the discharge process along with ensuring the maintenance of safety at home (DeCarlo and Bradley, 2019).    
Current approaches to the condition 
The role of the TAP has developed in recent years.  As previously discussed, a TAP would assess patients within the hospital setting and at home.  In recent years the implementation of a CGA has commenced within the acute setting.  The British geriatrics Society (2019) report that a CGA uses a holistic approach to assess a patient’s needs and that there is evidence that a CGA is an important tool to support patients to remain at home and prevent readmission to hospital.  Adding to this point, Parker et al (2017) outline that a CGA is now started early in the hospital admission, using the tool to prevent and foresee issues that may be associated with discharge, oppose to issues being highlighted at the point of discharge.  The TAP adopts a person-centred approach when using a CGA to try and establish problems and develop plans, liaising with other members of the multidisciplinary team (MDT) to support the patient. 
Ahlund Et al (2017), report that frail older people admitted into hospital are more likely to have a longer stay, they are at higher risk of adverse effects such as falls, reduced hand grip strength and sarcopenia, they highlight that the use of a CGA is likely to improve the outcome for frail patients, please see appendix 1 for a visual demonstration of this.  Please see below a chart (appendix 2) displaying the reliability and validity of the article.  Using a CGA encourages a person-centred approach and appears to overall improve the quality of care for frail patients.   
Using a CGA is helpful to identify and establish problems, this is paramount for a TAP to deliver a high standard of care and treatment for example improving mobility to reduce the risk of frailty.  However, the CGA is lengthy and time consuming and this can be difficult in a pressurised environment.  Mahmoud et al (2024), discuss improvements that can be made within the CGA, suggesting that communication and limited follow up can be a barrier to a successful CGA.   
When using a CGA a TAP will devise treatment plans and goals for the patient to achieve, such as exercise programmes to reduce the risk of sarcopenia.  In time pressurised environments a TAP may need to prioritise goals, although it is important to try and address multiple problems using a holistic approach, patients with frailty and sarcopenia can be at risk of deconditioning while in hospital therefore addressing acute problems oppose to chronic problems may be more beneficial to the patient to reduce length of stay in hospital (Peiris, et al, 2018).   
Co-production  
A TAP is an important role within therapies working in an acute setting.  As previously stated, a TAP must report to a qualified heath care professional such as a qualified physiotherapist (PT), working closely together they will also utilise other services such as occupational therapy (OT), Social workers, nursing staff (NS) and doctors.  It is important that a TAP uses services and resources available to them to provide the best care, support and treatment for patients (The Chartered Society of physiotherapy, 2019).  A TAP can use teams within the acute setting and refer patients to intermediate care services within the community.  Barber et al, (2023) highlight the importance of an MDT and the positive effect they can have on patients with frailty, reporting that MDT within intermediate care services have shown to reduce the risk of clinical and functional deterioration, fear of falling, also improving social interaction as well as increased activities of daily living. 
When a frail patient is admitted to hospital a TAP will assess the patient and devise a treatment plan to support the patient to return home.  In recent years MDT’s have become a key part in developing plans to support patients to leave hospital safely as well as maintaining safety at home, within the MDT, either a team of people based in the acute setting, community or mixture of both will meet together, adding opinions from each profession to best support the patient (Ellis. G, Sevdalis. N, 2019).   
When a Tap is working as part of an MDT it can have a successful outcome for frail patients however, there can be challenges when co-working alongside other health care professionals.  Diverse opinions amongst professionals can cause difficulties establishing the correct pathway for the patients, other challenges such as accessing services and waiting times can also be a barrier when supporting patients to leave hospital safely, and in a timely manner (Age Cymru, 2023).  The British Geriatrics Society (2023), highlight the challenges since the covid 19 pandemic, suggesting that the NHS is at crisis point, frail older patients across the UK need specialist care from multiple healthcare professionals across the MDT, there are more patients attending hospitals at crisis point needing more support and the NHS is not equipped to deal with the ageing population, thus putting pressure on specialist workers such as a TAP.  
Clinical governance and supervision framework
Clinical Governance is a system that the NHS use to safeguard, guide and provide standards that allow staff to practice safely, maintaining safe treatment for patients.  Clinical governance has 7 pillars that act as an umbrella to all staff and patients, these are in place to continuously strive for clinical excellence (NHS Wales, 2023).  This section is going to discuss aspects of the 7 pillars of clinical governance and how they relate to the role of the TAP.  The 7 pillars are, Audit, ensuring and monitoring of clinical practice, Clinical effectiveness and research, ensuring evidence based practice and services, Risk management to minimise risks, Information management to ensure all data is secured safely, Education and training, ensuring continuous up to date training and education for staff, Staff management supporting good management of staff and safe and appropriate recruitment and Patient/Service user/ Public involvement to develop and improve the quality of the service (NHS Wales, 2023).  Macfarlane (2019) adds that clinical governance is a framework that stives to improve quality of the service and supports a safe, effective person-centred approach.   
The pillars of clinical governance will affect how a TAP works and practices daily, ensuring a high standard of care.  A TAP must remain within their scope of practice when treating patients, a TAP will be delegated tasks by a qualified member of staff (Chartered Society of physiotherapy, 2019).  NHS Wales (2023) agrees and confirms that the training and education pillar of clinical governance is there to support a TAP to work to the limits of their education, training and competence.  However, Sarigiovannis et at (2022) debates using an online survey, that qualified Physiotherapists and physiotherapy support workers feel they have not had sufficient training on how to delegate and receive delegated tasks appropriately therefore this suggests a lack in skills around delegation.  Appropriate delegation and remaining within scope of practice is important within the TAP’S role.  
The British Geriatrics Society (2018) are suggesting the delivery of a hospital wide CGA adding that the use of a CGA improves outcomes for frail older people.  In line with clinical effectiveness, it is important that therapists adopt an evidence-based practice (EBP) approach when treating patients (Chartered Society of Physiotherapy, 2021).  EBP is using the most up to date research and evidence in line with clinical expertise along with patients’ values and preferences (Chartered Society of Physiotherapy, 2021).  In adherence with the clinical effectiveness pillar, the CGA is a tool used by TAP’S when assessing patients.   Veras, Kairy and Paquet (2016) have their own take on EBP, suggesting that there needs to be a better definition and understanding of EBP as a definition has not yet been established by clinicians and researchers.   
Conclusion 
With the prevalence of frailty increasing, there has been a significant amount of research done into clinical frailty.  The understanding and treatment of clinical frailty has improved over the years, leading to advancements in its diagnosis and therapy.  It is clear the use of a CGA joined with an MDT approach is recommended and is being carried out in hospitals, as well as being started earlier in the admission process.  It is advised that it is beneficial for patient’s living with clinical frailty to have early interventions, evidence suggesting that a CGA can reduce the risk of falls, fear of falling and the adverse effects of frailty.  Walsh et al (2024) agree that the prevalence of frailty is likely to increase with people living longer with long-term medical conditions, suggesting that the risk of frailty can be increased by age, females and living in deprived areas.  In agreeance the older people’s commissioner for Wales (2023), reports that by 2031, 31% of the Welsh population will be over the age of 60.
The understanding of frailty has significantly improved, with research suggesting that frailty should be treated with an MDT approach along with using a CGA.  A CGA can reducing the risk hospital admission along with helping patients to remain at home with a lower chance of readmission, Maharani et al (2023) suggest that patients admitted to hospital with frailty are likely cost almost 10 times the amount compared to a healthy patient.   With evidence and research stacking high that the prevalence of frailty is increasing, it is followed by a continuous trend of suggestions to treat patients with the use of a CGA along with an MDT approach.  A TAP has a crucial role within the MDT, whilst working autonomously a TAP can also be supported by a qualified therapist to assess patients, establishing a clear understanding of the patient, their needs and goals.  Using a CGA along with the wider MDT can support with a safe discharge as well as maintaining the patient’s safety once at home, Archarya (2022) reports that evidence shows that frail patients that are identified early within the hospital admission, along with using a CGA can improve the discharge process and patients are likely to have a quicker and safer discharge.  It is important that a TAP is utilised before, during and after the discharge process, as a TAP can work autonomously, they are able to start a CGA, liaising with qualified staff if needed along with any other members of the MDT.  Using a CGA a TAP will be able to identify any issues and gaols that the patient may have along with providing exercises, therefore will be a very valuable member of the MDT, commonly being at the fist point of access in developing plans for patients with clinical frailty.
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