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House Keeping

Mute mics when not speaking

Use the chat box for questions and we will address as we go or
follow up afterwards

Presentations will be circulated following the event
The event will be recorded and shared
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Welcome and Introductions
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Frailty — what’s the latest?

Dr. Dan Cowie
Clinical Lead
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Updates linked to Frailty ICARE

Consider

*  Study - predictors or frailty (Lower cognitive functioning, polypharmacy, and pain) and vitality (male sex,
moderate alcohol use, more emotional support received, and no hearing problems -
https://www.karger.com/Article/FullText/512049

Respond

Healthy Ageing

*  Ageing Better — Transforming later lives - https://www.ageing-better.org.uk/sites/default/files/2018-
07/Ageing-Better-Transforming-Later-Lives.pdf

Community Connectivity

*  BMIJ article — Community Centre approaches to reducing HI -
https://bmjopen.bmj.com/content/10/8/e036044
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Updates linked to Frailty ICARE

LTC Care

. UCL decision support tool for patient with dementia and COVID-19 -
https://www.ucl.ac.uk/psychiatry/sites/psychiatry/files/endemic decision aid 26 08 20 v.2.pdf

Community Crisis Response and Recovery

. Article- Age and Ageing. Follow-up services for delirium after COVID-19—where now -
https://academic.oup.com/ageing/article/50/3/601/6106229

Frailty Hospital Care
. Acute Frailty Service (apart of SDEC) - https://future.nhs.uk/SDEC_CommunityofPractice/view?objectID=18189424

. Article - A systematic review. Age and Ageing. What is the relationship between validated frailty scores and mortality for adults with
COVID-19 in acute hospital care - https://academic.oup.com/ageing/article/50/3/608/6097011

Digital
. Digital inclusion in mental health - https://amhp.org.uk/digital-inclusion-guide/

Workforce
. Frailty E-learning modules - https://portal.e-Ifh.org.uk/Component/Details/683810
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The
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Ageing Well - offering all Adults the opportunity to
Live their Best lives for Longer at Home

R

www.frailyicare.org.u
k

UNIVERSAL PERSONALISED CARE

Enabling choice and shared-decisions across a life course

Population
Segmentation
&

Risk
Stratification

focus on
vulnerability
and inequality

Anticipator
y Care

EHCH +
Care
Sector
Support

UCR +
Hospital
Discharge/
Recovery

Healthy Ageing support and
enabling Communities to Connect

Support for Long Term Conditions,
Frailty and End of Life

Improved wellbeing
and activation with
healthy behaviors,
independent living and social
connectivity e.g. PAM

Improved

access to services,
notably in times of crisis and
transition e.g. CSDS

Timely access to Crisis Response
and Rehabilitation at or close to
home

Improved

experience of those
receiving as well as offering
services e.g. ASCOF

A coordinated Discharge and
Recovery on leaving hospital

Improved value through
timely and appropriate
use of services e.g. Acute
Activity

PRIMARY CARE NETWORKS

People, teams and technology at work



http://www.frailyicare.org.uk

Digital and Information Technology

i-CGA (CHA) Digital Tool

e Specification signed off

* Tool built — hazard workshops done, further testing June
e Codification of the tool under discussion (challenging)

* Gateshead locality identified to pilot — start end of July

*  Pilot 2" phase — end of the year

* Implementation plan developed, with guides

e Early proposal to an evaluation strategy has been drafted
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Website - www.frailtyicare.org.uk

 Updated - take a look!

* Exploring alignment with NE&NC ICS website
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Jackie’s Story v2

Our ask:

Completed
Discussing launch approach and sharing
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Workforce Projects

Gateshead Primary Care Workforce Planning Project
* No further update

EnCOP

* Continuesto grow

* Newly developed resources on the website:
- local assessor facilitator guidance
- updated framework

NHSE ACP Competency Assessment; benchmarked and assured complementary with
the added bonus of EnCOP includes evidence examples and competency assessment
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Metrics and outcomes update

Continued conversations with NECS and NEQOS colleagues to:

e Update frailty metrics (aligned with national outcomes)
* Updating of the functionality of frailty framework
e Alignment to “Jackie’s story’ impact statements

e Alignment to Population Health Management programme and
potentially national Anticipatory Care Model (roll out)
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Research and Development update

 RCF: supported living project data collection underway

* ARC EnCOP quantitative: continues

* ARC Frailty [standardisation of evaluation for frailty pathways]:
- international expert panel recruited

- almost completed engagement forums
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Jackie’s Story and Planning
(conversation)
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Jackie’s story

4 Without CGA we wouldn’t know all those things about Jackie.

We wouldn’t know Jackie had Good Care

Acknowledgment:
NHSEI Better Care Fund Team NENC, Jayne Robson
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Identifying changing and increasing needs?

e \Why has he put on weight? Not exercising as before, stopped work?
eHealthy Ageing advice on exercises, diet and strength and balance
°Keep him active, positive and involved

°\What going on? OA and in pain?
eTargeted support for OA and pain etc.
eKeep him pain free and engaged in his community

e\What going now? Worsening OA and not getting out as much?
eDoes he need a CGA or just further targeted support for OA/pain?
eIn control, feels supported and feel well

-
Jackie’s
overweight
\_
,
Jackie’s limping
\_
,
Jackie’s using a
stick
\_
,
Jackie’s using a
wheel chair
\_

e\What have | missed? Increasing frailty, dependence and vulnerability
°eHe needs a CGA and Care Coordination
e Experience good proactive coordinated care and crisis support at hom

e
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Understanding CGA

* Good evidence-base
* Consider in moderate frailty, definitely for severe frailty!

* Five inter-related components — social, functional, physical,
environmental and psychological

* Undertaken by specialist practitioner with MDT access

* Should be ‘dynamic’ — responsive, based on changing need, initiated
anywhere within the health and care system as well as proactive and
cyclical.

* |dentifies problems and actions (‘what matters’ to the person)

* Results in Personalised Care and Support Plan including ACP and
Emergency Health Care Planning (when appropriate)
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Ageing Well Universal Personalised Care - offering choice, shared decision-making,

(NHS LTP priorities) self-management and Care and Support Planning
x2 daily care 5/7 .
breakfast and lunch Healthy Support for Community CGA and Care
offered but declined respite Ageing LTCs Con nectivity : :
29 years of chronic disease
managed by GE and Eractics Nurse ’*.‘7 6 avoided admissionsGP & UTC > % ¥ ¥ ¥ % ¥
= Ilulitis and urinary infecti .ot 404 2
5 hospital admissions in 7 - cellus ?ﬁ,,.;';ﬂ:,’;’ozfﬁ;‘::,"] ~~~~~~ Urgent

Community
Response in
times of crisis

82 years and 6 months
*4 in the last 3 years of life

AGED 70 AGED 79 ] :

AGED 37 AGED 66 \© Shn et Tt
EHCH — It’s AGERAN-CEL i Hypertensio r———
Malaria AGED 50 =
about a AT CUrER - ‘ i
person’s home e
2 T tii]iiipf AsEDB2

BORN 27/4/31 AGED 18-21 AGED 77 AGED 80

wa

AGED 14
hoolto b Anticipatory Care - identification and proactive early
intervention based on changing need and vulnerabilty
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Jackie’s Journey continued.....

1. Physical health is the most obvious of all the health signs [WHO 2020]
social, psychological, environmental & functional context to identify needs holistically

2. Long relationship with primary care team for LTC
multi-morbidity, disability and frailty overlap, recognising changing need

3. Respond to changing needs and what matters
understand social context
managing occupation in later life — likes and function
case management / care coordination
rapid response
access to specialists

4. Remember family carer support
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North East & Yorkshire Region: m

The Commitment to Carers Programme

Supporting Unpaid
Carers

Campbell McNeill, Leadership Support Manager, NE&Y Region Safeguarding Team— campbell.mcneill@nhs.net

NHS England and NHS Improvement
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The Carers Voice: m

Gateshead

ca rers %%_ g https://www.gatesheadcarers.com/blogs/voices-of-the-pandemic
Iy )N

Carers


https://www.gatesheadcarers.com/blogs/voices-of-the-pandemic

Aims of the session

* An overview of how Carers are defined

» An overview of the impact caring has on Carers

* An overview of the Long Term Plan Ambitions for Carers

« An overview of how we are working to achieve those ambitions

« Adiscussion on the many links with the Personalised Care
Agenda



Who Is considered a Carer?

‘A carer is anyone, including children and adults who looks after a
family member, partner or friend who needs help because of their
iliness, frailty, disability, a mental health problem or an addiction and
cannot cope without their support. The care they give is unpaid’

NHS commissioning » Who is considered a carer? (england.nhs.uk)



https://www.england.nhs.uk/commissioning/comm-carers/carers/

NICE Guidance (NG150)

National Institute for i )
N |C E Health and Care Excellence e E ‘ Signin

NICE Pathways NICE guidance Standards and indicators Evidence search BNF BNFC CKS Journals and databases

Read about our approach to COVID-19

Home ¥ NICE Guidance # Health and social care delivery # Adult's social care

Supporting adult carers
NICE guideline [NG150] Published date: 22 January 2020

https://www.nice.org.uk/guidance/ng150

1.1 Information and support for carers: overarching principles

The right to information and support

1.1.1 Local authorities should provide information to carers to support them in their caring role. Information
provision must meet the requirements of the Care Act 2014.

1.1.2 Practitioners in health and social care (including healthcare professionals in primary and secondary care,
social care practitioners, care and support workers and personal assistants) should use every
opportunity to tell carers they have a right to information and support and how to get it (see section 1.2).



carersuk

making life better for carers

Unpaid carers save £119 billion a year

11 May 2011

New estimates, calculated by charity Carers UK and the University of Leeds, show the care provided by friends and
family members to ill, frail or disabled relatives is now worth a staggering £119 billion every year. (1)

« The figure has risen by over a third since the 2007 estimate, which stood at £87 billion
« Carers’ contribution now far outstrips the total cost of the NHS (£98.8 billion). (2)
« The figure amounts to £2.3 billion per week and £326 million per day.

New estimates show that there are around 6.4 million people in the UK providing care for ill or disabled loved ones that
would otherwise cost the state £18 an hour, meaning that each carer saves on average £18,473 a year.

Unpaid carers save £119 billion a year - Carers UK



https://www.carersuk.org/news-and-campaigns/news/unpaid-carers-save-119-billion-a-year

GP PATIENT SURVEY BACKGROUND

Sent to around 2.3 million patients registered with a GP practice. Received
around 740,000 responses in 2020. The response rate in 2020 was 31.7%

Patients aged 16 or over can be sent a survey and have to have been registered

with current GP practice for 6 months or more at the time of sampling

The 2020 survey covered 6,821 GP practices and all 135 Clinical Commissioning

Groups

Do you look after, or give any help or
(#55] support to family members, friends,
neighbours or others because of either:

* long-term physical or mental ill health /
disability, or
* problems related to old age?

Don’t count anything you do as part of
your paid employment.

D No

D Yes, 110 9 hours a week

D Yes, 10 to 19 hours a week
Yes, 20 to 34 hours a week
Yes, 35 to 49 hours a week
Yes, 50 or more hours a week

‘Non carers’ are those who answered ‘No’ to Q529
and ‘Carers’ are those who answered one of the
following to Q59:

- ‘Yes, 1-9 hours 2 week’
- Yes, 10-19 hours a week’
- Yes, 20-34 hours a week’
- ‘Yes, 35-49 hours a week’
- 'Yes, 50+ hours a week’

In 2020, we received surveys from 135,000 carers

NHS



Carers

Carer demographics: GP Patient Survey

Hours of unpaid care a week (%)

12%

Yes,1to 9 Yes, 10to 19 Yes,20to34 Yes, 35to49 Yes, 50 or more

Most carers provide 1 to 9 hours of care per
week (54% of carers). A fifth of carers provide
50 hours or more (20%).

White British patients were most likely to
report being a carer (18%)

Patients aged 45 to 64 were most likely to
report being a carer (More than a fifth of
patients this age)

hours a week hoursaweek hoursaweek hoursaweek hoursaweek
Carer by ethnicity (%)

15%
14%
- 13%

White British  Other White Mixed [ Asian [ Asian Black [ African Other Ethnic
Ethnic Group Multiple British / Caribbean / Group
Ethnic Groups Black British

18%

Carers by age (%)

27%
20%
13%

16to24 25to34 35to44 45to54 55to64 65to74 75to84 85or

over




Carers

Carers across younger age groups were more likely to
report feeling isolated from others

Have you experienced any of the following over the last
12 months?...Feeling isolated from others (%)

26%

16%

25-34 35-44 45-54

W Noncarer W Carer

Have you experienced any of the following over the last
12 months?...Feeling isolated from others (%) — 16 — 24
years old

26%

21%
: 20%

_-—./:%

v 11%
10%
2018 2019 2020

e N ON Carer === Carer

There was a sharper increase for carers in reporting feeling isolated for carers aged 16 to 24 compared
with non carers of the same age (a 6 percentage point increase)




Delivering the LTP ambitions from the

Region

|dentification

OIVEUIY
VEIEES

Passports

Young
carers

Contingency

*Map the current provision for carers across the Region’s ICS / LA and VCSE
* Focus on vulnerable communities by extending the Mind The Gap projects
* Promote the offer to Working Carers in the NHS

*Build and maintain a Regional hub of good practice
*Roll out primary care Quality Markers across the Region’s ICS

*Build and maintain a Regional hub of good practice
» Support roll out of carers passports across the Region’s ICS

*Roll out GP Top Tips across the Region’s ICS
« Support the Health Champions network

*Build and maintain a Regional hub of good practice
« Support the roll out of contingency planning across the Region’s ICS
» Support the roll out of Carer’'s UK Jointly App through the PCNs



Personalised Care NHS

Home News Publications Statistics Blogs Events Contact us

About us QOur work Commissioning Get involved Insights Platform

Our advice for clinicians on the coronavirus is here.
If you are a member of the public looking for information and advice about coronavirus (COVID-19), including information about the COVID-19
vaccine, go to the NHS website. You can also find guidance and support on the GOV.UK website.

el fEs| e Home » Personalised care » Information for people, families and carers
Information for people,
families and carers

Information for people, families and carers

Supported self-management

Working with frontline teams Personalised health and care means ensuring that people can make more informed choices and be more
to embed personalised care involved in decisions about their health and care.

What is personalised care? Information for people, carers and families is available on the NHS website:

https://www.england.nhs.uk/personalisedcare/information-for-people-families-and-carers/



Comprehensive Model for Personalised Care

All age, whole population approach to Personalised Care

INTERVENTIONS OUTCOMES

5/ Offer tailored
Supported Self
Management to unpaid
carers to improve their
knowledge skills and
confidence in managing
the health wellbeing
and care of the person
they are caring for.

6/ Referral to a
care coordinator to
support the carer
with the
management of

6/ Increased awareness of
PHBs, PHBs to increase carer
capacity. Better quality of
care, less unplanned care as a
result of not getting the right
care at the right time.

5/ Unpaid
carers are
more
knowledgeab
le skilled and
confident to
manage the
care of the
person they
care for,
know when

TARGET POPULATION
Applied to Unpaid
Carers

complex care needs
and navigating the

health and care 4/ Understanding how to

tailor support to improve
the knowledge skills and

system

3/ Identify the 4/ Measure a carers

7/ Engage with unpaid carers lived experience of systems & services.

wishes of the
person/ patient
for their unpaid
carer to be
involved in
decisions about
their health care
and wellbeing in
a Personalised
Care & Support
Planning
conversation
and plan.

knowledge skills and
confidence to manage the
health wellbeing and care
of the person they are
caring for

2/ Connection to
community and peer
support for the carer
through social
prescribing/ VCSE and
other routes to connect to
community support*

1/ Proactively target unpaid carers with access
to a PCSP discussion and referral to a health &
wellbeing coach and or social prescribing link

worker to support the health and wellbeing of

the unpaid carer*

confidence of an unpaid
carer in supporting the
health care & wellbeing of
the person they care for

to ask for
help and are
less likely to

People with long term
physical
and mental health
conditions
30%

Whole population
100%

Prioritisation and targeting of the un-paid carers as
M a priority cohort for proactive outreach*

Draft.V5 comments to: Ruth.twiggins@nhs.net

3/ Unpaid carers are as
involved and informed
about decisions that
affect the health of the
person they are caring for
as they want to be and as
the person wants them to

be.

1/ Unpaid carers will be
in the best health and
wellbeing that they can

Il be and able to continue
to be carers

present in
urgent care
services.

2/ Unpaid
carers are
less isolated
and have
wpportunity
to access
community,
support, peer
support and
connection

7/ improve access, quality of service provision & personal experience/insight into

the complexity of health & social care.




Campbell McNeill

Leadership Support Manager

Commitment to Carers Programme / North East & Yorkshire Region
NHS England and NHS Improvement

m: 07730374842

campbell.mcneill@nhs.net

Twitter:@CampbellMcNeill / #NHSThinkCarer
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