
INTRODUCTION
When Queen Elizabeth II was crowned in
1952, life expectancy was 66 years for males
and 71 years for females. By 2001, these
figures were 77 and 81 respectively. Average
life expectancy at 70 is already 17 years for
males and 19 years for females. Old age is
often caricatured as a time of ill-health,
loneliness, unhappiness, and dependence,
but life satisfactionpeaks in the70sandmost
over-80s rate their health as being good or
excellent and say they do not live with life-
limiting long-term conditions (LTCs). Most
over 65s areneither disablednor dependent.1
Despite this good news, ageing does pose

significant challenges to health and social
care systems, which need to change tomeet
radically different patterns of demand. I
believe thereareat least10keychallenges for
general practice in providing care for an
ageing population. Several are well-
illustratedbyarticles in thiswelcome themed
issue of the BJGP.

MEETINGTHEEFFICIENCYCHALLENGE
In England, people over 65 years comprise
46% of spend in acute care, 37% in primary
care, 60% in social care, 60% of admissions,
and 70% of bed days in hospital. Many older
patients have complex needs or usemultiple
services. There is major unwarranted
variationbetweenprimarycare trusts in rates
of emergency hospital admission or bed
utilisation in over 65s; and in a range of
disease-specific processes and outcomes.2
We need to focus more on older people with
multiple morbidities, whose care should be
moreprominent inplans forservice redesign.

IMPROVINGQUALITYANDCOMBATING
DISCRIMINATION
Older patients often get a poor deal in the
NHSandother systems relative to other age-
groups.3 Common age-related conditions
receive lowerpriorityandolderpeople receive
generally lower quality of care than those in
midlife with the same diseases. Frailer old
people who present with so-called ‘non-
specific’ or ‘atypical’ syndromes like
immobility, falls, confusion, or failure to thrive
are often written off as ‘social’ or ‘acopia’
instead of being accurately assessed and
diagnosed; despite thesepresentationsbeing
entirely typical and the benefits of
comprehensive geriatric assessment well-
evidenced.4 Ageist attitudes or poor
communication with older patients and their
carers are common. All clinicians, including
GPs, need to tackle these; whether through
education, training, regulation, legislation, or
re-balancing system or contract incentives.

AGREATERFOCUSONPREVENTION
Mosthealthandsocial caresystemsareseen
as too reactive tocrisesorhigh levelsofneed,
rather than preventing demand and
preserving health.5 We need to ‘invert the
triangle’, focusingmore on prevention across
the whole life course and the various stages
of old age. Prevention can be ‘primary’,
preventing the onset of LTCs, frailty, or
disability (with some of the broader solutions
lying in communities, housing, or technology
rather than health services); ‘secondary’,
helping those with these problems to remain
well; and ‘tertiary’, ensuring thatwhenpeople
do suffer acute crises or complications they
recover well. General practice is a key player
in all three. Drewes et al illustrate these
challenges, exploring GPs’ views on
prevention formore active older patients and
those with frailty or disability for whom
preventing functionaldeclineandmaintaining
independence is the key goal.6

PROACTIVECAREOFOLDERPEOPLE
WITHMULTIPLELTCs
There is a growing focus in health policy on
risk stratification, proactive management,
care planning, case-management, and tele-
health and, for patients with LTCs, with
‘anticipatory care’, key to preventing
deterioration, keeping patients well,
independent and out of hospitals, or long-
termcare.7 In England, there is ongoingwork

on developing whole year of care payments
for patients with LTCs based on level of need
rather thandisease,withsharedriskbetween
primary and secondary care. However, some
factors have been missing from many local
LTC plans. First, most patients over 75 years
have at least three LTCs, so that a ‘single-
disease’ approach featuring the ‘usual
suspects’ (for example, diabetes, respiratory,
orcardiacdisease) isnot fit forpurpose.8,9 LTC
care needs to shift to older people with
multiple comorbidities. Second, those ‘usual
suspects’ tend to ignore common and costly
conditions associated with ageing, such as
dementia, incontinence, mobility problems,
and bone fragility. Third, they rarely feature
frailty syndrome or disability.

ADDRESSINGTHEUNTOLDSTORIESOF
FRAILTYANDAGE-RELATEDDISABILITY
Most disabled people are over 65: 90% of
those registered blind or partially sighted are
over 65, and around 40%of over 65-year olds
have significant hearing impairment. While
only around 15% of over 65s in England and
Wales are disabled, and only half of these are
dependent on others for care, these older
people account disproportionately for
healthcare use and hospitalisation. Frailty
syndrome can be characterised as ‘poor
functional reserve’ or defined by weight loss,
muscle weakness, slow walking speed, and
fatigability. Although frailty only affects an
estimated 6% of people over 65, it features
highly in resource utilisation: as it underlies
the so called ‘geriatric syndromes’ of falls,
immobility, delirium, or incontinence which
account for somuch bed occupancy in acute
hospitals, reliance on home care services,
and often triggers the move to long-term
care. There are overlaps between LTC
management and the care of the oldest old,
but they are not completely synonymous.

DEALINGWITHDEMENTIA
There are already an estimated 800 000
people in Britain with dementia, projected to
double over the next two decades. Dementia
has been estimated to cost more to society
than heart disease, stroke, and cancer
combined.10 It complicates many other
morbidities, so that one in four adult hospital
beds is occupied by someone with dementia
— with half never diagnosed before
admission to hospital in crisis — and around
two-thirds of long-term care residents have
dementia or cognitive impairment. The
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Dementia Strategy in England has prioritised
earlier diagnosis and support, which has
divided opinion among GPs about potential
benefits and harms. Here Phillips et al
presenta fascinatingexplorationofbarriers to
dementia diagnosis among GPs;11 next,
perhaps, an exploration of interventions to
overcome them?

CRISIS INTERVENTIONANDRAPID
RESPONSE
In addition to a greater focus on proactive
care, there isalsoaneedforrapidresponseto
crises and supportive early interventions.
Frail older patients are often unable to attend
asurgery. Theyarealsooftenseen in crisis by
doctors from out-of-hours services whomay
be less familiar with their cases. Community
nurses see many older people at home, but
still value ready access to medical support.
The role of the home visit for older patients
may be important in service redesign. In this
issue, Van Kempen et al spell out just how
much older people and their families value
and benefit from home visits.12 With the
changing nature of general practice, is it too
late to turn back the clock? Very short
consultations do not allow for the kind of
comprehensive assessment and support that
the patients described here rate so highly.

MEDICATION
The rising prevalence of LTCs with age
inevitablymeans that long-termprescriptions
and polypharmacy are highest in older
people, as are potential drug–drug or
drug–disease interaction, non-adherence,
and iatrogenesis. Incentives such as the
Quality andOutcomesFramework,whichhas
donemuchtodrivequality,havealsoprobably
led to over-prescribing in our oldest and
frailest patients and done too little to drive
medication cessation. Articles by Geerts et
al13 and by McCann et al14 illustrate the
challenges, describing interventions to
improve prescription and monitoring of
medications in ‘at risk’ groups, of older
patients with chronic kidney disease and
visual impairment respectively.

CARE INNURSINGHOMES
A relatively small proportion of our over 65s
are in nursing and residential homes. But
theyareamongthesickestandmostcomplex
patients, with multiple comorbidities,
disability, a high prevalence of dementia,
mobility, or continence problems, and often
harmful polypharmacy.15 Residents too often
end up being admitted to hospital as
unplanned emergencies, sometimes
avoidably and sometimes for end-of-life care.
Older people in long-term care have much

worse access to primary care and a range of
community health services than those in
other settings, and their care is too often
reactive rather than proactive. We need
concerted efforts to tackle this problem.16
McDermott et al describe GPs’ views on their
role in nursing homes and the wider factors
that impact on their ability to avoid hospital
admissions for residents.17

INTEGRATION,CONTINUITY,ANDSYSTEM
LEADERSHIP
Finally, in systems such as the NHS, where
primary, secondary, social, mental health,
and community health services usually have
separate accountabilities, responsibilities,
and information systems, patientsmay suffer
care that lacks coordination and continuity.
Theyoften feel bewilderedabout ‘who iswho’,
find they have to repeat the same information
to multiple professionals, and suffer errors
and breakdowns of communication at the
interfaces between agencies. Making care
‘joined-up’ has benefits for whole systems as
well as for individuals, and it is crucial in
considering older people that we think about
everyaspect of thecarepathway,GPsneed to
be in the vanguard of driving this change as
cliniciansandas leadersas theyhave thebest
overview of the ‘end to end’ care pathway and
the biggest stake in getting it right. This will
require amajor shift of focus from traditional
ways of working both for GPs and their
hospital colleagues, but population ageing is
such a ‘game changer’ for services that we
cannot continue aswe are.
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