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Agenda

* Purpose and aims of the day
* Setting the scene

* Overview of the Frailty I-CARE framework
- building the framework through localities and the Community of Practice

 What’s happening in your areas?
- table discussions / mapping exercise against the Frailty I-CARE framework

* Introduction to our ‘best practice’ approach (building our
tools/resources/recommendations)

* What next? — including events and programme support
e Summary and close



Aims

* Understand the importance of frailty
* Understand frailty ICARE
* Explore local frailty work

* Align local work to ICARE framework

* Understand next steps and future involvement and
support



CNE delivery programmes & enabling strategies

Optimising Out of Hospital
Acute &
Services Primary Care

Vulnerable services

Care Closer to Home (Frailty Pathwa

Mental Health
Continuing Health Care (CHC)

Prevention

Learning Disabilities

Urgent & Emergency Care

Supported by enabling strategies — System Development, Workforce, Estates, Comms &
Engagement, Transport, Demand Management, Digital




What is frailty?

* It is a Long Term Condition making a person vulnerable to
decompensate following a trigger

* Most problematic expression of human ageing facing the NHS (Clegg)

* Frailty, not aging, has robust
predictive validity for
mortality
hospitalisation
care home admission

‘MINOR ILLNESS’

Y

INDEPENDENT

DEPENDENT

FUNCTIONAL ABILITY

Unpredictable recovery







Frailty of tomorrow!

Paradigm shift

THEN

NOW

‘“The frail Elderly’

Late
Crisis presentation

Fall, delirium, immobility

Hospital-based episodic
care

Disruptive & disjointed

‘An Older Person living
with frailty’
A long-term condition

Timely identification
preventative, proactive care
supported self management &
personalised care planning

Community based
person centred &

coordinated
Health + Social +Voluntary+
Mental Health




-CARE : Preventing

frailty and supporting
older people, families
and communities living

with frailty

Enhance the voice of older
people and tackle the frailty

challenge together

y

High risk groups of people

Over 85s

Over 655 with
multimorbidity or those
who have experienced
frailty syndrome

Care home residents or
housebound

Taking 10 or more
medications

Known to community
nurses or social care [inc.
Continuing Health Care]
Existing primary care
registers

Complex neurological
problems

Severe mental illness [older
people]

Using frailty tools
Clinical Frailty Scale,
electronic Frailty Index,
PRISMA-7
Gait speed-timedupand go
testor Edmonton Frailty Scale

Care + Support

Planning
Conversations on ‘what

ASSESS

matters’ to people

«

Healthy Ageing by keeping
active and independent with
access to frailty friendly homes

Community connectivity with
access to Voluntary Community

E‘ _El"' Ty and Social Enterprise Sector
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Access to Comprehensive
Geriatric Assessment and case
management to optimise
nutrition, incontinence,
vison/hearing, cognition, end
of life and dementia care
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of Practice
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Crisis response and
recovery services
with frailty-focused
transportand
timely transfers of
care from hospital
including families

Timely access to
experts offering
frailty-based care
in hospital

Frailty assess + diagnose

Dementia diagnosis

Flu-coverage

Social contact happiness
Reduced loneliness

Fall in the preceding 12
months

Written care plan reviewed
Medications reviews
Control over their daily life
MH registers and frailty

Effective IC services
Care home placement

Deaths in usual place

Carer-reported quality of life

A&E attendance
Unplanned admission rates

Emergency readmissions

Stranded patient

Attendance to Admission rates
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The final list of metrics — part 1

NHS

North East Quality Observatory Service

No. |Part of system Metric Purpose ACOTICS framework
1 |Primary Care Mumber of patients who have had a frailty assessment Clinical verification of frailty Transformation Drivers
2 |Primary Care “”F““Ef n_f_patlen’_[s who are identified as living W'th. fr.a”w' andthe degree of [dentification of frailty Transformation Drivers

their condition (mild, moderate, severe) - data quality issues here
3 |Primary Care Numbe_r of patients with frailty who are recorded as having had a fall in the Targete_d approach to falls Transformation Drivers
preceding 12 months prevention
. Froportion of people who have their written care plan reviewed with them Avoidance of adverse Care Quality and
4 |Primary Care " . )
regularly (minimum reguirement annually) auicomes Experience
. . . . - . N Care Quality and
5 |Primary Care Mumber of patients with 8M0/M15/20 or more unigue medications Frevention / optimising care Experience
. . N . Prevention of complications, -
6 |Primary care Flu immunisation rate in people aged 65+ reduce hospital admissions Sustainability
7 |Primary Care FPatients on the MH registers (dementia, depression and anxiety) and with frailty Iden’uf_y th_e patients W!th this Prevention / optimising
combination of conditions care
g8 |Careinthe community |The proportion of people who use senvices who have control over their daily life ﬁg:;;ﬁ;gﬁ staying Health and Wellbeing
9 |care in the community The_prnpnrtmn of people whn_use senvices who reparted that they had as much Tn re;_mrt extent of social Health and Wellbeing
social contact as they would like isolation
Loneliness can have a

10 [Care inthe community [Reduced loneliness (e.g. R-UCLA loneliness scale assessment) negative impact on baoth Health and Wellbeing

physical and mental health

11 |Care in the community Mumber qugnple referred into social prescribing schemes and number of H?duce loneliness Elmd abtain Health and Wellbeing

people rejecting a referral a'sense of purpose
Prevent social isolation,
12 |Care in the community {Carer reparted guality of life maintain good physical and Health and Wellbeing

mental health




The final list of metrics — part 2

NHS

North East Quality Observatory Service

No. |Part of system Metric Purpose ACO TICS framework
(Ctrl) - kal Health The rate ofthose aged 65+ with a recorded diagnosis of dementia compared to |The system (including GP Care Cuality and
: those estimated to have dementia based on the CFAS Il maodel practices) are able to affect this|Experience
14 |Emergency care ARE attendance rates for patients aged X2 Activity indicator Sustainability / CQE
Could look at falls ! specific
15 [Emergency care Linplanned admission rates for patients aged X years or mare diagnoses [ residential status | Sustainability / CQE
as subset of this metric
16 Emergency / Conversion rates (hospital (A&E?) attendance to admission) Aumd_ann:_:e n_fam'erse nuf[cnme Sustainability f CQE
secondary care fadmission is system failure)
17 |Emergency care Emergency readmissions within 20 days of discharge from haospital Quality of discharge / patient Sustainability f CQE
management proxy measure
18 |Inhospital delays  |Stranded patient LOS TBC (7+/ 14+ / 21+ days) DTOC Indicator, but better data ) Care Qualty and
reporing frequency Experience
Social care - The proportion of older peaple (aged 65 and over) who were still at home 91 : Care Quuality and
19 discharge days after discharge from hospital into reablement/irehabilitation services Intermediate Care proxy Experience
20 Social care - Long-term support needs of older adults (aged 65 and over) met by admission |Older people staying Health and Wellbeing /
discharge to residential and nursing care homes, per 100,000 population independent COE?
. : : Enabling people to die outside |Health and Wellbeing /
21 [Mortality Percentage of deaths in usual place of residence of hospilal COE?
. o . Links to work published by , -
22 |Emergency care Hospital activity in the last year of life Marie Curie Nuffield Trust Sustainability / CQE
23 |Emergency care ED attendance, ei_hr cnmpllance._hnsplta_l admission rates, LOS, Falls, Bundle of hospital quality Sustainability / CQE
pressure ulcers, improved experience, discharge to normal place of care. measures




Regional a ‘frailty framework’

Community of Practice

to explore frailty, best practice and
support local care and wellbeing delivery

Academic collaboration

for evaluation and evidence-building

Frailty digital platform

interactive frailty ‘tool’ for ‘sharing’
resources, best practice and learning

Outcomes and metrics

for benchmarking and supporting
‘sharing + learning’ of best practice




Understanding frailty
across our region

Care Closer to Home Programme
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What is the current level of awareness around frailty in your area (both your
geographical locality and your team/service)

For example,

Frailty forum/networks

iy S—
AARIES

Use of the word!

Workforce planning — exploring new roles
e.g. frailty nurses, MDT teams

Dedicated pathways —
‘prevention to intervention’




For example,
GMS guidance for practices
A&E teams — ‘frailty scores’

Letter — correspondence
(referencing frailty scores)

Social care — sharing of care plans
with frailty recognition

VSCE sector and care homes

Fire services



What services do you currently have in place at different stages along a person's 'journey of
frailty', from prevention/risk reduction all the way through to end of life care?

For example,

Healthy ageing initiatives - targeted
Primary Care Teams — Year of Care
MDT in place across the community
A&E frailty units/pathways
Discharge to Assess pathways
NEAS ‘rapid response’ pathways/initiatives

Care home programmes

Intermediate Care beds, team targeting frailty



What support is needed to improve care for people living with frailty in your
locality/service?

For example,
Local priorities identified?
Leadership — setting up a forum, local network

Exploring pathways of best practice —
resources, information

Evaluation and outcomes
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Mapping local work
to frailty ICARE

Table discussions

. Care Closer to Home Programme
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Hesthy Ageing

What's gaing on in your area?

o frailty

e

Eppmast #cwom ed cpoem of ol pple, Bor
amilim f erm o Boyee e Poow ppln

daetteng Lurgioch el speelmiie = g Pk
nk

Fasaamp pesacivn ot remeten rmgeeam Pl Baan
mak

Response

Hante & walaing ezimom yeen ot wellem, mdmmemionee
il

Yool Commackaty oo & wlueiery, communny et 2ol

eRiTpIE 1T

e foowa groups, fofiack collaied, s,
e

o decimeie talYy mde ] cal weal,

=g ety aode vaz o mmamdm et plaeeet
et uepleeef car

e frmly fiersly bome, mdy, afaiatice,
F -y [

cf dufs, olfy, o vpped

for Long Term
Conditions [1T0s]

(GA and Case

Crisis Response and

Keute Hospital Care

Digital/ Technology

OTHER

Empowrmast wd Undintedieg poacralns pmdia
i pmmels o e aet pptembip

Bydueen wed ta Spedmma ef Pty zimimeg s beep ot
al 2agm ol taly

Wighd Place, Night Tima, Mgt Panon:  Buagial cely wiee
pefe o eely for i oeg o pocied

Seacald (e Sy oo e it

Eoewiadgn oot s Tarieg siosibes wek bod (i
prgamma

Iefematon Rarng wed Con Dafane malomeg oo 'y
et wung leheclogy = provits o

cf T mrapnsl Bl et i, menidd
Fal® aet meticalee

o cmmmuery mabeea, peactez tally euna,
ol workm, sppmacta & ifmidng B

FEMIAEY EOC mEeapEne, e ol
pretmymedly = eptmne e it immee e,
waze Bapeg mepriee, o o ad deme T

of 2417 mpeeare bl ot aool o
fooncd faeapedd and imdy beeaim of o fom

cf e ey Dm proaticg oy
myaamey ol pemle’y abwes and lanee
amy

ey ity 30, mniodoa, v of compemey

cj SemmuEly et pamiry o oama vaeg 503
o i decimeic poeet, e of cfeclep &
wppett Rttt ey



Best practice examples and
building the framework?

Care Closer to Home Programme
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Best practice examples, critical appraisal, and
evidence synthesis

e Case study template (on tables)

* COPPERs — early work:
* Exploring, appraisal existing work
* Presenting local examples, top tips, evidence grading, aligning with metrics
and prioritisation of work programme.

e Support academics
* Evidence synthesis and horizon scanning
e Evaluation of impact and cost-effectiveness

* Research and Innovation



What next?

Care Closer to Home Programme
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What next — through the COP!

* Align COPPERs to local frailty work:

* Further ‘mapping’ of local work

* Gathering ‘best practice’ examples

* Establish COPPER work programme (e.g. prioritisation)
* Establish ‘best approach’ for supporting local areas

e September 4th event (e.g. involvement in break out
sessions) and beyond




saes September 4th

Morning: frailty focus

Welcome event

9:30-10:00 A National Approach to Frailty

CLLBLEEES |-CARE: a regional approach to Involve: engagement —what do older people really

frailty think about frailty?
10:45-11:15 Di itaI
2 Consider: frailty in primary care

S s Refreshments Respond: healthy ageing including community

connectivity
11:30-12:30 Breakout session 1

Respond: frailty friendly housing

1850450 Lunch Consider and Respond: CGA and knowing when you
. : need it
Afternoon: system integration focus
National picture for health and Respond: Medication
soa_al care Respond: care homes, from the periphery into the
Regional Integrated Care
system
System
Workforce Development: Respond: mental health

Competence and Capability
Refreshments
Breakout session 2

Evaluate: outcomes/metrics

Respond: domiciliary Care — the future

Summary and Next Steps




~
’
)
il

N

M Care Closer to Home Programme
frailty €

Cumbria, the North East and Hambleton,

ACADEMIC HEALTH o
SCIENCE NETWORK m Richmondshire & Whitby
NORTH EAST AND NORTH CUMBRIA



