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Chapter one: About this report

Foreword

Older people use the NHS and social care services more than any other age group and as the population continues
to age, the demand for such services will continue to grow. People are living for longer with more complex
conditions in older age and often require specialist care from a range of professionals across the multidisciplinary
team. At the same time, new organisations across the UK are taking on responsibility for commissioning health and
social care services and it is essential that they get this right for older people. If services work for older people, the
biggest user group for health and social care, they are more likely to work for everyone else.

Across the UK, health and social care services are currently failing older people. At the time of publication the NHS is

in crisis, struggling to deal with the worst winter in the service's history as well as trying to recover from the COVID-19
pandemic. However, many of the issues plaguing the NHS and social care are long-standing, including years of under-
investment and failure by successive UK and devolved governments to reform social care. There is insufficient capacity
within the current workforce and inadequate workforce planning to meet the needs of the ageing population. Health
and social care staff are exhausted and spend much of their time trying to deal with the immediate crisis. This short-term
approach cannot continue: the time to change is now.

Collectively we need to realise the gains from integrating health and social care services, invest in a sustainable
interdisciplinary workforce and completely rethink how services are organised. This will make them work for the benefit

of older people, so that older people can access the high-quality care and support they need at a time and place that

is appropriate to them. Investment in older people’s health and social care means that older people are supported to
remain healthy and independent for longer, and are less likely to require emergency hospital admission and premature
admission to long term care. This in turn relieves pressure on stretched services and avoids costs associated with escalating
dependency.

Some of those responsible for commissioning integrated health and social care may not be familiar with the evidence
around good care for older people. It is with this in mind that we offer this Blueprint. It sets out why investing in high-
quality. joined-up care for older people improves outcomes for older people and their carers, reduces demand, increases
the resilience of health and social care systems, and delivers economic and societal benefits. We have provided some case
studies showcasing how services can be designed and delivered to meet the needs of an older population living with frailty
and other complex health conditions. These build on the examples in our previous joint publication with the Royal College
of General Practitioners.! The Blueprint is intended to be a helpful guide for senior decision makers who are planning and
commissioning integrated care for older people.

The BGS has a wide range of resources to support the development of services for older people living with frailty. Our
4,600 members work in a range of multidisciplinary roles across acute, primary and community care settings across the
four nations of the UK and share the same goal — to improve healthcare for older people. We urge anyone involved in the
commissioning of integrated care for older people to engage with the expertise of the BGS and its members to ensure
that they get it right for the people they serve.

Professor Adam Gordon Professor Anne Hendry
BGS President BGS Honorary Secretary and lead author



Executive summary
Older people have diverse,

often complex, needs, and
health and care services
need to respond to

that complexity and
heterogeneity. This
document aims to

be a Blueprint to

show what good-
quality age-attuned
integrated care for
older people can

look like.

o

o
BGS members around the .

country report differences

in the way that older people’s

health and care is delivered

in their area. Variations range

from different ways urgent and

crisis care is delivered to whether

or not there is a specialist outpatient
clinic or day hospital for older people.
Systems should of course plan and deliver

care and support that meets the needs of the

population they serve. However, as the population

ages, it is vital that health and care commissioners

address the needs of older people living with frailty. Frailty
affects up to half of the population aged over 85% and

costs UK healthcare systems £5.8billion per year.® Around
47% of hospital inpatients aged over 65 are affected by
frailty.* But frailty is not an inevitable part of ageing, and
putting in place measures to slow its onset or progression
should be a priority for every commissioner across the UK.
Prevention and reversal of frailty enables people to live
independently for longer and helps to reduce demand for
emergency care and long-term support.
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With this in mind, the BGS has set out seven ‘system
touchpoints’ that should be included when planning and
commissioning health and social care for older people.

The BGS was pleased to participate in the core group that
steered the I'm Still Me project.” We have taken inspiration
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from this narrative for coordinated support for older
people in developing the Blueprint and have woven the
I'm Still Me statements through the touchpoints to create
person-centred outcomes.

It is important to note that this is not a pathway. Care
rarely takes a pathway approach. Many older people will
simultaneously require care or support drawn from several
of the touchpoints described. Others will only experience
a few touchpoints or may have repeated contact with

one. Every individual is different. It is important that
commissioners invest in all of these elements together to
create a comprehensive ‘wrap around’ system of care that
supports older people to age well and live well at home
for longer.
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Enabling independence, promoting wellbeing

I am able to stay healthy for longer and supported to be
independent in an age friendly community where I can
maintain social contact as much as I want, take partin
activities that are important to me, and am recognised for
what I can do rather than assumptions being made about what
I cannot.

'This touchpoint encompasses physical, mental, emotional and
spiritual health. Regular exercise, good quality nutrition and
social contact can help older people to remain healthier and
more independent for longer. A combination of age friendly
environments and targeted approaches are needed to support
older people to remain physically active and reduce their

risk of falls and fracture, with specific effort for those with
communication, cognitive, sensory or physical impairments.

Population-based proactive anticipatory care

I can plan my care with people who work together to
understand me and my carer(s), allow me control, and bring
together services to achieve the outcomes important to me.
I can make my own decisions, with advice and support from
family, friends or professionals if I want it.

Older people at risk of ill health and poor outcomes must be
identified and proactive interventions oftered to support them
to remain well and independent. Emerging evidence shows that
this approach can improve continuity and coordination of care
and reduce emergency attendances. Proactive care can include
interventions such as structured medication reviews, ensuring
that older people are only taking medications that are likely to
be beneficial for them. In the long term, the approach aims to
reduce healthcare inequalities and improve system outcomes.

Integrated urgent community response,
reablement, rehabilitation and
intermediate care

If I fall or become acutely unwell, I can get the right help
at the right time from the right person at home, or closer to
home, and a team of professionals coordinate my care and
support my recovery.

Many older people who experience an acute illness or
decompensation of a frailty syndrome prefer to receive
healthcare at home or closer to home when this can be provided
safely and effectively. All localities should offer a high-quality
multi-professional integrated urgent community response
(UCR) that provides both intensive short-term hospital-level
care at home through Hospital at Home, and goal-oriented
home-based and bed-based intermediate care services that
optimise recovery through reablement and rehabilitation.

Frailty-attuned acute hospital care

My risk of poor outcomes and support needs are identified
and addressed throughout my hospital stay. Those who matter
to me are recognised as being key to my independence and

quality of life.

Older people with frailty account for a significant amount
of hospital admissions and often have poor experiences and
outcomes from urgent care. Many older people with frailty

admitted to hospital as an emergency could be fit to return
home on the same day if they were assessed, diagnosed and
treated swiftly on arrival at hospital. Pathways attuned to
the needs of older people with frailty are needed across the
whole hospital, including pre-operative assessment and peri-
operative care.

Reimagined outpatient and ambulatory care

I have more joined-up care and can see the right people for the ”

right amount of time in a single clinic visit.

'The need to adjust the traditional outpatient model for older
people is increasingly pressing. There is growing evidence for
personalised patient-initiated follow up, albeit more studies
are needed to assess outcomes for older people. Older people
often have multiple conditions, visit multiple specialists and
clinics and have to retell their story many times. This is both
frustrating and wasteful. Innovations such as one-stop frailty
clinics and community-based ambulatory care hubs and clinics
can help to improve patient experience and ensure that already
stretched services operate more efficiently.

Enhanced healthcare support for long term care
at home and in care homes

I can build relationships with people who support me. All my
health and care needs are considered together and my care and
support help me live the life I want to the best of my ability in
the place I call home.

Care homes are home to around 400,000 older people with
frailty. The average care home resident is 85 years old, has six
medical diagnoses and takes eight medications. The majority of
residents have high care needs and are in the last two years of
life. When comprehensive geriatric assessment, co-ordinated
multidisciplinary care and care management are organised
around the care home and recognise the care home staft’s vital
contribution, residents, families and staff are more satisfied and
less likely to require hospital services.

Co-ordinated, compassionate end of life care

At the end of my life I, and those who matter to me, am
supported to experience a good death in my preferred place
of care.

End of life care for older adults living with multiple health
problems and frailty is different from dying with a single
disease. The range of trajectories of decline includes sudden
death, slow progressive deterioration (such as in advanced
dementia), catastrophic events (such as stroke or hip fracture),
and periods of prolonged uncertainty associated with
fluctuating episodes of acute illness, delirium or functional
decompensation. An end of life care model integrating the
principles of palliative, geriatric, and rehabilitative medicine

is needed.

'The ambitions, service interventions and enabling actions in our
Blueprint are relevant for all health and social care systems that
aspire to enable older people to age well and live well at home
for longer. Implemented together, they will help achieve better
outcomes for older people, carers, families and communities
and realise greater value for health and care systems.

”

”



Our 12 recommendations

Recommendation 1

Demonstrate strong system leadership that creates a
shared vision for healthy ageing and preventing and
managing frailty.

Recommendation 2

Appoint a senior officer or non-executive Board member
with a specific role to seek ongoing assurance on the
quality of health and social care for older people and their
carers.

Recommendation 3

Publish baseline, then annual, State of Ageing reports on
system-wide outcome indicators related to care for older
people including feedback from patients and carers to
reflect their experience.

Recommendation 4

Develop a system-wide strategy and costed
implementation plan for a population health approach
to the prevention and management of frailty, including a
specific focus on dementia and falls.

Recommendation 5

Commission or deliver inter-professional education
aligned with the Skills for Health Frailty Core
Capabilities Framework and which builds capacity
for Comprehensive Geriatric Assessment, quality
improvement and integrated practice in all disciplines
across the system.

Recommendation 6

Develop an integrated Workforce Plan to build adequate
specialist and generalist multidisciplinary capacity and
skill mix to care for older people with complex needs.

Navigating this report

'This Blueprint aims to set out how organisations taking on
responsibility for integrated health and social care services
for the first time can organise their services to best meet

the needs of the older people within their communities.

We start by explaining why we have chosen to publish this
document at this time and who we consider our audience. In
this chapter we collate twelve recommendations for systems
which are included within the main text of our Blueprint.

Chapter two looks specifically at the population that this
Blueprint applies to — older people, including those living
with frailty. In this chapter, we outline how we have tried

to keep older people at the heart of this document and set
out what works for older people from the perspective of best
practice and what matters to older people. We discuss the
rapidly ageing population, explain why frailty is of particular
significance and pose some challenges for system leaders to
consider. This chapter also discusses population approaches

Recommendation 7

Protect and preserve the right to rehabilitation for all
older people who need it, in line with the principles
outlined by the Community Rehabilitation Alliance.

Recommendation 8

Publish an older people equality and diversity impact
assessment and action plan.

Recommendation 9

Engage and involve older people, carers and communities
as equal partners with health and social care professionals
in co-design, delivery and monitoring the impact of these
services and support.

Recommendation 10

Provide support to enable the lived experience of older
people and carers, including those with dementia and
mobility, sensory or communication needs, to inform
quality improvement and assurance.

Recommendation 11

Work with public health, housing, community and
voluntary sector partners to build social capital, mobilise
community assets and adopt place-based approaches

to create inclusive, compassionate age- and dementia-
friendly communities.

Recommendation 12

Make use of existing guidelines and resources and the
expertise held within the BGS community.

to frailty in the UK, including the electronic frailty index,
and outlines the particular workforce challenges facing older
people’s healthcare.

Chapter three turns to system touchpoints, reflecting where
there is evidence and pointing to case studies that can support
systems to make the required changes. This chapter looks
specifically at seven interdependent areas of older people’s
healthcare: enabling independence, promoting wellbeing;
population-based proactive anticipatory care; integrated
urgent community response, reablement, rehabilitation
and intermediate care; frailty-attuned acute hospital care;
reimagined outpatient and ambulatory care; enhanced
healthcare support for long term care at home and in care
homes; and co-ordinated, compassionate end of life care.

We conclude with an offer to help system leaders across the
UK to commission the right care for their older populations
with support from the resources and expertise of the BGS.



Chapter two: Setting the context

Introduction

'The organisation of health and social care services across

the four nations of the UK seems to be forever evolving,
with responsibility for commissioning services continuously
moving between organisations. In England in particular,
new Integrated Care Boards have been charged since July
2022 with the commissioning of health and social care
services with a greater focus on service integration and
population health. The population of the UK is ageing with
particularly fast growth in the oldest old age groups — by
2045, the number of people aged 85 and above will have
almost doubled.® It is therefore essential that commissioners
ensure older people and their health and social care needs
are central to the new strategic planning and commissioning
processes. Older people are the largest user group of health
and social care services. When services work for older people,
they are more likely to work for the rest of the population.
With this in mind, the primary audience for this document
is system leaders and commissioners of health and social
care services for older people. We hope that it will help these
senior decision-makers to better understand the core features
of age-attuned integrated care for older people. We intend to
publish an abridged version of this document at a later date
for a wider audience of healthcare professionals, patients and
system partners.

Why a focus on older people is important

A longer life brings many opportunities for older people,
particularly when they experience good health, have strong
social networks, and live in an environment which values their
contributions and supports them to live the lives they choose.
However, for many adults, later life brings declining physical
and mental health, all too often compounded by inequity of
access and missed opportunities for interventions that help to

maintain their independence and wellbeing.

'This means older people are more likely to experience frailty

- a long-term condition in which multiple body systems
gradually lose their in-built reserves, resulting in an increased
risk of unpredictable deterioration from minor events. The
consequences of escalating frailty are adverse outcomes such as
disability and its consequences, frequent hospital admissions
and increasing demand for long-term social care support.?

The COVID-19 pandemic shone a light on systemic ageism,
exacerbated existing inequalities, and increased the harm
experienced by older citizens from loneliness and isolation,
deconditioning, poor mental and physical health and digital
exclusion.”® These factors further increase demands on

our health and social care systems that were already facing
significant challenges from:

* A social care system in crisis, contributing to older people
staying in hospital longer than medically necessary due to
the lack of care packages available in the community — this
was highlighted through the BGS’s Timely Discharge
blog series in 2021.°

*  An unprecedented elective care backlog, generating
turther dependency and increasing demand for social care,
rehabilitation, mental health, primary and community
services.

* A workforce that is under-resourced, over-stretched
and underpaid. While data about the full older people’s
healthcare workforce is lacking, we know from analysis
of the Royal College of Physicians census that vacancies
across geriatric medicine are common.™

* A growing number of older people experiencing fuel
poverty and food insecurity.

*  Facilities that are not fit for purpose for older people with
dementia or a physical disability.

*  Lack of interoperable I'T and information governance
arrangements across providers.

'The pandemic also demonstrated what can be achieved when
professionals and organisations work together more creatively
and with local communities: better collaboration and trust,
and an ability to pivot, innovate and make changes at pace, as
highlighted in BGS’s two reports about beneficial innovations
during the pandemic."?'The COVID pandemic and its
ongoing aftermath have placed additional pressure on a system
that was already stretched by years of under-funding. However,
a significant opportunity to rethink how services are delivered
now exists. As integrated care systems move to a statutory
footing in England and corresponding arrangements evolve
turther across the UK, this is an ideal time for urgent action

to prevent, identify and manage frailty to improve the lives of
older people and those who care for them and to build greater
resilience in our health and social care systems.

Why frailty matters

In this section we discuss why frailty is such an important
issue for the delivery of older people’s healthcare and why all
organisations responsible for commissioning health and care
services should consider frailty as a priority. While there are
many health conditions that are common in older age, our
members have specific expertise in the management of frailty
along with other conditions. We challenge system leaders to
consider the following questions about the impact of frailty
on their communities and on the services they commission
or provide.



How many people in your community are living with frailty?
Frailty is common — more than one in ten people over 65 years
in the community live with frailty. Frailty also affects over half
of adults in hospital or care home settings."”® Does your system
understand the current demand associated with frailty?

How will this number change in the coming years?
Frailty is increasing as people are living longer with multiple
long-term conditions. The number of people in the UK over

the age of 85 is set to double by 2045,° with up to half of this
age group living with frailty.!

Does your system understand the complexity of frailty?
Many people with frailty will have cognitive impairment
and dementia and vice versa, increasing the complexity of
their care needs. As frailty is often associated with functional
impairments, it requires a restorative or enabling approach
beyond the scope of a traditional biomedical chronic care
model. Older people with frailty often experience five
common syndromes:

*  Falls (e.g. collapse, legs give way, found lying on the floor)

*  Immobility (e.g. sudden change in mobility, ‘gone off legs’,
stuck on toilet)

*  Delirium (e.g. acute or worsening of pre-existing
confusion, or short-term memory loss)

*  Incontinence (e.g. new onset or worsening of urinary or
faecal incontinence)

*  Medication-related harms

Does your system understand the impact of frailty on
individuals, families and society?

Frailty is life-limiting — even after adjusting for long-term
conditions, socio-demographic, and lifestyle factors, the
presence of frailty is associated with higher mortality.®

Frailty affects us all - If we do not change the way we support
older people to age well, we can anticipate a dramatic increase
in frailty-related disability and dependency, a negative impact
on quality of life, morbidity and mortality, further escalation
of acute and long-term health and care costs, and an increase
in the human and economic costs of unpaid caregiving.'®

'This is an urgent call to change the way we provide care and
support for older people and to make our health and care
systems face up to frailty.

How well does your system currently manage frailty?

Frailty is generally not managed well — too often, early signs
of frailty are not recognised, resulting in missed opportunities
for early intervention contributing to higher numbers of older
people presenting in crisis.

Suboptimal management of frailty is expensive — frailty and
multimorbidity are strong predictors of healthcare utilisation."”
'The extra annual cost to the healthcare system in England

per person with frailty was calculated at £561.05 for mild,
£1,208.60 for moderate and £2,108.20 for severe frailty, using
2013/14 reference costs. This equates to £5.8billion per year,

across the UK.3 .
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Case studies

The Kent Integrated Dataset (KID)® links health
and social care data for more than two million
people. The KID analysis of health and social care
spending on people aged over 65 by their level
of frailty demonstrates the need for system-wide
understanding and action on frailty.

« Midlothian Health and Social Care Partnership
applied the electronic Frailty Index (eFl) to their
population over 65 years and linked this information
with patient-level data on use of healthcare services.
This resulted in costs for cohorts with different lev-
els of frailty. The observed healthcare costs for over
65s in Midlothian were extrapolated to illustrate
Scotland-level costs for older people with different
levels of frailty.

Through use of data, both systems were able to show
the impact of frailty on spending and proactively
identify individuals with mild or moderate frailty whose
condition could be reversed.

What steps is your system taking to prevent

and reverse frailty?

Preventing frailty also improves brain health — modifiable risk
factors for frailty are also risk factors for dementia so a health
promotion and preventative approach will impact on both
conditions."

Frailty is potentially reversible, especially in its earlier stages,
and can be managed well by comprehensive assessment and
tailored interventions, rehabilitation, care and support.” In
addition to the direct benefits for older people and their
carers, families and communities also benefit as preventing
or delaying frailty and disability improves wellbeing and

participation.

For all of the above reasons, it is important to ensure that
older people’s health and care is considered as its own entity
and not subsumed into general adult services. We know

from the experience of the pandemic that a specific voice

for older people is needed to ensure that their interests are
not overlooked. Integrated systems must have cross-cutting
leadership focused specifically on care for older people. This
should include having a Board non-executive member or
senior officer whose specific role is around assuring the quality
of health and social care for older people and their carers.
'This individual should be responsible for co-creating a shared
system-wide vision for healthy ageing and the prevention and
management of frailty, and for the publication of an annual
statement reporting on progress against this vision.

‘The experience of the COVID-19 pandemic showed that

a specific voice for older people is needed to ensure that
their interests are prioritised. The pandemic exposed an
ageism within society and the healthcare needs of older
people were not prioritised, despite evidence that they

were at greatest risk.?! It should be obvious that frailty and
ageing are everybody’s business. However, it is necessary
but not sufficient to continually make this point. Predicated
representation and leadership is required, supported by data
emphasising the importance of a focus on older people’s
healthcare. System leaders should have access to regular
reports on how their system is performing to support this
important overlooked majority.



Recommendation 1: Demonstrate strong system leadership
that creates a shared vision for healthy ageing and preventing

and managing frailty.

Recommendation 2: Appoint a senior officer or non-
executive Board member with a specific role to seek ongoing
assurance on the quality of health and social care for older
people and their carers.

Recommendation 3: Publish baseline, then annual, State of
Ageing reports on system-wide outcome indicators related
to care for older people including feedback from patients and
carers to reflect their experience.

The role of Comprehensive
Geriatric Assessment

One of the cornerstones of older people’s healthcare, with

a strong evidence base, is the assessment and management
process known as Comprehensive Geriatric Assessment
(CGA). This multidimensional approach that includes
physical, cognitive, functional, social and psychological
components, is the gold standard, most evidence-based
method to prevent and manage frailty syndromes and their
complications using interventions tailored to the needs

of the individual.?? It encompasses accurate diagnosis,
discussion of prognosis and shared decision-making around
interventions that include: exercise, particularly strength and
balance training, adequate nutrition, management of long-
term conditions focused on functional ability and enabling
independence, and avoiding adverse events from inappropriate
polypharmacy. Multi-component interventions are more
effective than single interventions. The effective application
of CGA for older people in acute hospital settings improves
independence, reduces harms associated with deconditioning,
delirium and polypharmacy, and reduces length of stay,
unplanned re-admissions and the need for long-term care.”
These gains depend on having an appropriately trained
multi-professional team of doctors, nurses, allied health
professionals, pharmacists and social workers focused on
holistic assessment of the patient’s needs and wishes with,
where appropriate, involvement of those who matter to them.
Assessment leads to a personalised care plan that prioritises
and implements interventions in a coordinated way. The
team manages the individual’s conditions and care needs

in a balanced, holistic way, particularly where treatment of
one condition may worsen another. Enabling independence,
respecting autonomy, promoting shared decision-making and
anticipatory care planning, with the appropriate support where
cognitive or communication challenges exist, are important

elements of the CGA approach.

While CGA in acute settings — whether in emergency and
unscheduled care, perioperative medicine or cancer care
settings — is highly evidence-based, the level of evidence is
less well developed for CGA in the community and primary
care settings,?* and in those with the most advanced stages
of frailty. This probably reflects the operational complexities
in bringing diverse community-based professionals together
as a virtual team. Nonetheless, evidence is emerging for

the judicious application of multidimensional assessment
and interventions in primary care tailored to the needs of
individuals living with frailty.®* There is growing international
evidence of effectiveness and positive outcomes from

a coordinated, interdisciplinary CGA approach in the
community.??"%2” Perhaps the best examples at scale are from
the PACE Programme in the US* and the PRISMA system
in Quebec.?! A success factor in seven international case
studies of effective models of integrated care for older people
with complex needs®? was moving from a service-orientated
care pathway to a population-orientated system model with
comprehensive wrap-around care and support.

Integrated care for frailty

A systematic review by the European Joint Action Advantage
concluded integrated care for frailty requires effective chronic
care, timely acute care, plus enablement and rehabilitation

to optimise functional ability, particularly at times of a
deterioration in health, or when moving between home,
hospital or care home.® This review informed the integrated
model of care and support to prevent and manage frailty
developed by 22 European countries between 2017 and 2019.%

This integrated model comprises:

*  Screening to identify individuals with, or at risk of, frailty;

*  CGA and personalised care and support planning in all
care settings;

+  Tailored interventions such as exercise (particularly
strength and balance training), adequate nutrition, and
structured medications reviews to optimise appropriate
polypharmacy;

*  Reablement, rehabilitation and intermediate care to
promote independence and recovery at times of transition
from hospital and after illness;

*  Advance care planning that considers treatment escalation
plans and preferences for end of life care;

*  Provision of equipment, adaptations and assistive
technologies.

These elements are mutually reinforcing - individual elements
are more effective when implemented together as a bundle of
interventions across the health and care system and framed
within an enabling environment and age-friendly community.
The World Health Organisation guidance to achieve
Integrated Care for Older People (ICOPE) was informed by a
systematic review of evidence® and by a Delphi study to reach
consensus on the key actions that would be needed to deliver
the ICOPE approach.?

These actions map well to the European Frailty Prevention

Approach” and can be grouped as five themes:

1. Engage and empower people and communities

2. Support the coordination of services delivered by
multidisciplinary providers

3. Orient services towards community-based care

4. Strengthen governance and accountability systems

5. Enable system-strengthening

Population approaches for frailty in the UK

Commissioning services for older people starts with
understanding the assets in local communities and the needs
of the local population. Stratifying the population into groups
with different levels of complexity helps to target interventions
and resources to where they will have most impact.

The electronic Frailty Index (eFI) uses coded data extracted
from the GP electronic health record to identify an individual’s



10

risk of frailty, expressed as a ‘Frailty Index’ (the number of
deficits present/the total number of deficits being assessed).
Deficits include coded clinical conditions, disabilities, and
relevant symptoms or abnormal laboratory results. The eFI
categories have been validated against a range of outcomes for
older people: emergency admissions to hospital; emergency
bed days; care home admissions; and mortality. The eFI can be
applied to the older population to tailor interventions to the
four categorisations of frailty which range from ‘fit’ to ‘severely

frail”:

e Fit- a population-level approach with information and
advice on active and healthy ageing

¢ Mildly frail - as above plus personalised self-management
information, advice and support

*  Moderately frail - as above plus holistic care and support
planning, structured medication review plus CGA by a
multidisciplinary team

*  Severely frail - as above plus case management and
palliative/end of life care.

Case studies

This tiered approach to frailty has been adopted
by Staffordshire and Stoke on Trent ICS. Their
Healthy Ageing and Managing Frailty in Older Age
strategy® aims to improve healthy life expectancy
and reduce health inequalities for older people in
the area. It describes ambitions to develop new
models of holistic care and a radically different
workforce model with the right capacity to meet
the changing patterns of illness as a result of
population ageing.

+ One Devon’s population health management
strategy for older people builds on a locally
commissioned enhanced service for West Devon
and on evidence from the Pathfields model.*> Use of
this tool identified more patients living with frailty
than use of the efl alone and enabled more patients
to receive earlier interventions.

«  Frimley ICS identified frailty as a priority and
established a whole-system Frailty Advisory Board
to drive an integrated approach to frailty within
their localities. The group identified areas for
improvement by benchmarking against the Right
Care Frailty Toolkit.*

This approach to identifying frailty has helped systems
to prioritise resources in their areas and may be
particularly effective in areas with a high proportion of
older people such as coastal communities and towns
with many care homes.

Recommendation 4: Develop a system-wide strategy and
costed implementation plan for a population health approach
to the prevention and management of frailty, including a
specific focus on dementia and falls.

Building workforce capacity and capability

Older people and their carers require timely access to a

wide range of generalist and specialist care and support
delivered by primary care, community services, acute care,
social care, housing, community and voluntary partners as
well as specialist palliative care services. Rising demand from

demographic change increases the need for more geriatricians,
nurses, allied health professionals, pharmacists, GPs and social
workers with specialist expertise in assessment and care for
older people. At present, workforce shortages and the level of
unfilled vacancies in some parts of the country are a particular

problem for the delivery of healthcare for older people.

Whilst all members of the multidisciplinary team face major
workforce challenges, the current state of the Consultant
Geriatric Medical workforce is the most well described*

and likely reflects similar challenges facing other disciplines.
Over two thirds of respondents in a UK survey by the Royal
College of Physicians reported specialist vacancies and over
70% were working additional hours to cover gaps. Almost half
of Geriatric Medicine Consultants are within 10 years of their
intended retirement age. This ageing specialist workforce is
compounded by an increasing trend towards less than full time
(LTFT) working (currently 23%). LTFT working enables
people to work more flexibly and allows them to balance

their clinical workload with other aspects of their personal or
professional lives. This is to be welcomed and encouraged.
There is an urgent need to train more specialists in older
people’s healthcare to provide direct clinical care and to build
the capability of generalists to prevent and manage frailty
across the system. Yet it takes an average of 16 years from
entering medical school to complete specialist training. The
need for innovative and effective workforce solutions has never
been greater nor more urgent.

Upskilling the workforce

Demographic change means that the majority of the health
and care workforce will care primarily for older people and
therefore need the knowledge and skills to be able to deliver
care and support for older people, regardless of their specialty.
Education and training in frailty as a specific condition, and
enhanced knowledge and expertise in caring for people with
multiple long-term conditions, are essential if we are to have
a workforce that can meet the changing healthcare needs of
our ageing society. Including guidance and competencies in
the management of frailty in educational curricula and in
quality standards for professionals who are not specialists in
older people’s healthcare is needed to help skill up the wider

workforce to deliver healthcare for older people.

'The Skills for Health Frailty Core Capabilities Framework*
provides a single, consistent and comprehensive framework
on which to base staff development. The framework builds
on, and cross-references, other core skills frameworks for
dementia, end of life care and person-centred approaches.

'The 15 core capabilities in the framework are defined for three
tiers of stakeholder:

e Tier 1: Those that require general awareness of frailty

e Tier2: Health, social care and others who regularly work
with people living with frailty

e Tier 3: Health, social care and other professionals who
provide expert care and lead services for people living

with frailty.

BGS’s Frailty E-Learning module is a comprehensive
resource that covers the skills, knowledge and behaviours
expected of healthcare professionals involved in the health,
care and support of people living with frailty. This course

is aimed at Tier 3 capabilities and skills - all health, social



care and other professionals who provide expert care and
lead services for people living with frailty. This e-learning
module has been in use for some time and organisations
such as King’s College London University Hospitals
NHS Foundation Trust have enrolled staff across several
departments in the course. BGS has recently reached an
agreement with NHS England to update the content and
make it freely available to all NHS staff.*

'The Diploma in Geriatric Medicine is a qualification run
by the Royal College of Physicians and BGS which enables
healthcare professionals to demonstrate their knowledge
and experience of the healthcare of older people. It is open to
professionals from any specialty and provides recognition of
knowledge, skills and understanding of managing frailty and

the chronic conditions experienced by older people.

Case studies

«  Frimley ICS has introduced:
- A system-wide e-learning package. based on
Frailty Core Capabilities Framework (tier 1)
- Frailty training for ICT staff.
- An in-house degree module through University
of West London (tier 3) run annually.

Future plans include developing a Tier 2 frailty
training package for health and social care staff
who regularly work with people living with frailty.

+ Dorset HealthCare's online frailty module
provides a basic level of information to increase
the knowledge of all staff who come into contact
with people who may have frailty. GP practices
are encouraged to promote completion of this
module by all reception/admin and clinical staff
to help develop practice based and locality level
support to identify people who have mild frailty.

Maximising the workforce

Investment to develop the right current and future
workforce capacity needs to be matched by support to
build effective interdisciplinary teams if we are to make

the best possible use of scarce resources. High-performing
teams are characterised by people who respect and trust
each other, and enhance each other’s contributions.* Each
member has the professional agency to operate at the upper
end of what their skills and licences permit, rather than be
constrained by overly hierarchical, siloed structures that
limit their contributions.* Development opportunities to
enhance skills and scope of practice can strengthen the
contribution of professionals to the MD'T, improve their
experience and enhance care outcomes. Teamwork and
individual judgement are particularly important in care for
older people with multiple health and social care needs,
where benefits of interventions and potential harms have to

be balanced carefully.

There are not enough healthcare professionals currently
working in older people’s care and in the long term, more
people will need to be recruited to all roles across the
multidisciplinary team. In the interim however, there

are steps that can be taken to increase capacity in older
people’s healthcare. The promotion of newer roles such as
advanced clinical practitioners and physician associates

can help to alleviate pressure in older people’s healthcare.
SAS Grade doctors should also be encouraged to specialise in
older people’s medicine. SAS doctors comprise almost 20% of
all doctors in the UK (rising to 30% when locally employed
doctors are included)*” — this role is and will continue to be
essential in the ongoing healthcare of older people.

In addition to this, there is a growing group of GPs who have
taken on extended roles in frailty across a variety of settings.
'This enables them to champion care of the older population
in proactive and urgent care settings working across different
organisations. These new positions provide sustainability and
resilience across the different workforces.

There has been substantial disinvestment in rehabilitation
services in recent years. The opportunity to recover from illness
and to regain independence should be seen as a right for all. It
is essential that systems work to understand the rehabilitation
needs of their older populations and invest in the workforce
and estate needed to support both home and bed-based
rehabilitation for older people.

Recommendation 5: Commission or deliver inter-professional
education that is aligned with the Skills for Health frailty core
capabilities framework and builds capacity for comprehensive
geriatric assessment, quality improvement and integrated
practice in all disciplines across the system.

Recommendation 6: Develop an integrated Workforce Plan
to build adequate specialist and generalist multidisciplinary
capacity and skill mix to care for older people with complex
needs.

Recommendation 7: Protect and preserve the right to
rehabilitation for all older people who need it, in line with
the principles outlined by the Community Rehabilitation
Alliance.®®

Older people at the heart of our blueprint

'The complex needs of older people are at the heart of our
Blueprint. Older people are living longer than ever before. This
is a triumph and should be celebrated as it reflects advances

in medicine and healthier lifestyles throughout the life course.
However, for many people, this also means more years spent

in ill-health and increased numbers of people with frailty and
multimorbidity. The healthcare needs of this age group are
complex and diverse and this must be taken into account when
commissioning services for older people. The group of BGS
members responsible for this document used their combined
expertise to ensure that the recommendations in this Blueprint
acknowledge the range of needs experienced by older people.
The BGS was pleased to participate in the core group that
steered the I Still Me project® and we have taken inspiration
from it in developing the Blueprint. Older people have not
had a sufficient voice in the planning and delivery of health
services. The NHS has traditionally been organised by disease
or condition and is not currently set up to care for the multiple
complex needs that many older people have. The health and
social care system was not designed to care for an ageing
population. Systems and services have therefore grown without
the automatic inclusion of older people in service design and
evaluation. However, the population has changed with many
more people living into old age with increasing health and
care needs. Older people account for around 40% of hospital
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admissions* and occupy around 60% of hospital inpatient beds What matters to older people
at any given time.” Failure to plan with the needs of this group
in mind will result in a health and social care system that does
not meet the needs of the population it serves.

'The I'm Still Me narrative provided valuable insight into what
older people want to see from health and social care. A more
recent survey conducted by Yorkshire & Humber’s Older People
with Frailty Applied Research Collaboration identified the top

One feature of stressed and disorganised care systems is the R - : e
priorities of older people living with moderate or severe frailty.

unintended muting of the patient voice.”** The principles of
‘what matters to me’ and the ‘Realistic Medicine™* movements
remind us to ensure a personalised approach to care, based

on shared decision-making heavily influenced by the
individual’s wishes and priorities for their care. Experience has
demonstrated this can reduce waste and treatment burden —
expressed in patient time, staff time, or other resources — and
improve the experience for people who receive care and for
their carers.>* For the sake of current and future users of health
and social care, we cannot afford to tolerate systems that mute
the patient voice, fail to support collaboration and personal

or professional agency, or devalue the most effective forms of
leadership and teamwork.

'The top two priorities were:

e  Staying in my own home - living in my own home for as
long as I can, with support if I need it.

*  Stayingindependent - being able to undertake daily and
social activities.

Other priorities included:

¢ Making decisions with family or friends, carers and health
professionals about any care or support I might need in the
future.

*  Having more joined-up care.

¢ Health and care professionals having a better understanding
of the experiences and needs of older people.

*  Having a better understanding of my physical or mental
health conditions(s) and symptoms.

¢ Having more information about my physical or mental
health condition(s) and what I can do to manage my
symptoms.

¢ Worrying less about falling.

¢ Doing more exercise/physical activity.

*  Having better support for vision loss or impaired vision.

BGS calls for all Integrated Care Boards and their system
partners from health, social care, housing, third and independent
sectors to recognise that their core user group is older people.
Well-designed systems take seriously the perspective and lived
experience of people who use their services. Involving older
people and their carers in the design, delivery and evaluation of
care and support helps to ensure responsive, flexible services that
respond to their needs.

Recommendation 8: Publish an older people equality and

diversity impact assessment and action plan.
tyimp P *  Having a range of housing choices, where help is provided

Recommendation 9: Engage and involve older people, carers if I need it.

and communities as equal partners with health and social care
professionals in co-design, delivery and monitoring the impact
of these services and support.

In light of the above, it is important for ICSs to consider how
they can best support older people to be independent and live
well for longer in their own homes. Some of the solutions may
not appear to be directly related to healthcare. For many older
people (and others) with complex health needs, healthcare
may be a secondary consideration. Systems will therefore need

Recommendation 10: Provide support to enable the lived
experience of older people and carers, including those with
dementia and mobility, sensory or communication needs, to
inform ongoing quality improvement and assurance.

to work with local communities and partner organisations to
create inclusive communities that support older people to age
well and live well at home for longer. Investing in prevention
and supporting people to live independently for longer
impacts upon their use of health and care services and will
reduce costs in the longer term.

Recommendation 11: Work with public health, housing,
community and voluntary sector partners to build social
capital, mobilise community assets and adopt place-based
approaches to create inclusive, compassionate age- and
dementia-friendly communities.
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Enabling independence, Case study

promoting wellbeing

Wellbeing encompasses physical, mental, emotional

and spiritual health. Loneliness and social isolation are
associated with higher mortality, increased risk of coronary
heart disease, stroke, high blood pressure, depression and
suicidal thoughts, and contribute to frailty and dementia
risk as much as physical inactivity.”® There is strong
evidence that regular exercise, particularly strength and
balance training, reduces falls and partially reverses or
slows progression of frailty.”” Inadequate nutritional intake
is an important modifiable risk factor for frailty and falls
and is highly influenced by social determinants such as
poverty, food insecurity and social isolation. Action needs
psychosocial solutions as described in the Eat Well Age
Well programme.®® Age-friendly Communities® enable
people of all ages to live healthy and active later lives, live at
home for longer, participate in the activities that they value,
and contribute to their communities. Targeted approaches
and support are needed to fully involve people with
communication, cognitive, sensory or physical impairments.

Other useful resources

*  BGS Healthier for Longer (2019):
www.bgs.org.uk/healthierforlonger

*  World Guidelines on Falls Prevention and
Management (2022)
https://academic.oup.com/ageing/article/51/9/
afac205/6730755

Make Movement Your Mission (MMYM), developed
by the Later Life Training charity, broadcasts freely
accessible 15 minute ‘movement snacks’ three
times per day on Facebook (live and recorded) and
YouTube. The key message, ‘sit less, move more’
applies to all ages and abilities. Participants (age 40
to 90+ at home and in care settings) include people
with neurological or musculoskeletal conditions
that need regular movement to slow progression
or reduce symptoms. Participation and activity
levels are promoted by support from the online
instructor, Facebook messages pre and post live
sessions, peer support, and self-motivation from
noting improvements in balance and posture.
Feedback indicates that the regular short movement
snacks are felt to be achievable, provide a routine
and offer opportunities to engage with others. In an
independent evaluation, 90% of respondents said
they moved more frequently and regularly every
day; 53% reported better quality of life; and up to
half reported improvements in activities of daily
living (ADLs). Participants on waiting lists for joint
replacement were kept mobile and had less pain.

Other examples

Mid & East Antrim Agewell Partnership (MEAAP),
Ballymena, Larne & Carrickfergus, Northern Ireland
www.meaap.co.uk/impactagewell

Age Friendly Manchester
www.manchester.gov.uk/info/200091/life_
over_50/8388/find_out_about_age_friendly_
manchester
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Population-based proactive
anticipatory care

Proactive anticipatory care targets people at risk of poor health
and social outcomes in order to offer tailored support to stay
well. Individuals at risk of poor outcomes are identified using
validated population level screening tools combined with
professional judgement. Those with significant or escalating
risk are offered a comprehensive multi-disciplinary assessment
and appropriate interventions co-ordinated by a local
multidisciplinary team of healthcare, social care and community
or voluntary service partners working together. The older
person and their carer or family will be involved in developing

a personalised care plan based on their goals and preferences.
Emerging evidence shows that the approach can improve care
continuity and coordination and reduce emergency attendances.
In the long term, the approach aims to reduce healthcare
inequalities and improve system outcomes.

‘Polypharmacy’, the prescribing of multiple medicines,
increases the likelihood of adverse effects, impacting
significantly on health outcomes and use of health and

care resources.®? Structured medication reviews®® to ensure
appropriate polypharmacy are a core element of anticipatory
care for older people. Scotland introduced an evidence-based
seven steps approach and guidance on how to undertake
medicine reviews for people with multiple morbidities and/or
frailty. Guidance and tools are available at
www.polypharmacy.scot.nhs.uk.

Case studies and examples

+  North Lanarkshire HSCP developed an innovative
collaboration between the health/ social care locality
team, primary/secondary care professionals and a
voluntary sector partner to provide person-centred,
anticipatory care for older adults with escalating
levels of frailty and high risk of deterioration in the
community. Initially the holistic frailty assessment
was completed by a Health Visitor band 5. Covid-19
prompted an innovative partnership with Equals
Advocacy (EA) who already had a track record in
facilitating Anticipatory Care Planning (ACP). With
initial support EA workers were able to undertake
home frailty assessment focussed on ‘What Matters
to Me’. Moving to a virtual MDT format has saved
time and travel. Attendees include Advocacy
Worker, Primary Care Senior Decision maker,
Older People’s Community Mental Health Team,
Care at Home Manager. Advanced Clinical Services
Pharmacist. Frailty Specialist, Community Nursing
and Community Rehabilitation Team Lead. The MDT
developed six standard interventions for all and
additional tailored interventions depending on need.
The Advanced Clinical Services Pharmacist within
the MDT has resulted in improved pharmaceutical
outcomes and reduced inappropriate polypharmacy.
A formative evaluation is underway.

Other examples

»  Proactive Telecare provided by Delta CONNECT,
West Wales
www.deltawellbeing.org.uk/delta-connect

Other useful resources

*  NHS England Anticipatory Care operating model
and intervention framework https://future.nhs.uk/
CommunityHealthServices/groupHome (login required)

*  BGS Community Case Studies
www.bgs.org.uk/resources/community-geriatrics-video-
case-presentations

*  BGS Anticipatory Care Blog Series
www.bgs.org.uk/AntCare

e PrescQIPP Polypharmacy and Deprescribing
Polypharmacy and deprescribing | PrescQIPP C.I.C

*  RPS Polypharmacy Getting our medicines right 2019
Polypharmacy: Getting our medicines right (rpharms.com).

Integrated urgent community response,
reablement, rehabilitation and
intermediate care

Many older people who experience an acute illness or
decompensation of a frailty syndrome prefer to receive
healthcare at home or closer to home. All localities should
offer a high-quality multi-professional integrated urgent
community response (UCR) that provides both intensive
short-term hospital-level care at home through Virtual
Wards® and Hospital at Home®, and goal-oriented home-
based and bed-based reablement and intermediate care
services that optimise recovery through rehabilitation.®
Together, these services reduce risk of deconditioning,
delirium and hospital-acquired infection, improve hospital
flow, support older people to regain independence and reduce
demand for readmission and long-term support.” Close
working between hospital same-day assessment units, primary
care teams, ambulance providers, community rehabilitation,
and intermediate care and reablement services is required to
ensure an efficient and sustainable integrated network of UCR
and intermediate care services. Although UCR is most often
reactive in response to a crisis, it should include proactive
elements such as realistic care planning and treatment
escalation discussions based on what matters to the person
and their preferred place of care. Success requires a multi-
professional team led by clinicians who can provide CGA, first
line diagnostics and create both acute and rehabilitation care
plans.®® Technology can be used to enhance proactive care by
monitoring for early signs of deterioration.

Effective care for older people with frailty requires early
mobilisation in hospital, rapid establishment of rehabilitation
goals, and continued therapy input until their condition has
stabilised. Older people leaving hospital often do not have
access to the rehabilitation services they need to support their
recovery. Rehabilitation must be available to older people
leaving hospital, regardless of whether they are discharged to
their own home, a care home or other setting. Where delayed
transfers of care to community rehabilitation services are
unavoidable, rehabilitation should commence in hospital. Older
people with rehabilitation goals should not be transferred to a
care home or community bed without assurance of appropriate
rehabilitation being available. Without rehabilitation, older
people being discharged from hospital experience further
deterioration of their health. Already on average 15% of older
people being discharged from hospital are readmitted within 28
days. With each admission their level of frailty and care needs
increase, generating even more demand for health and social
care at home or in a care home.



Case studies and examples

The Western Health and Social Care Trust in
Northern Ireland established a Hospital at Home
(H@H) service in rural County Fermanagh. Initially
restricted to four Care Homes, the service now
supports older people at home across the County.
Current staffing is a less-than-fulltime Lead
Consultant, two WTE Specialty doctors, ten WTE
Nurses, three WTE Health Care Assistants and one
WTE Pharmacist. The service provides acute care
for between four and six patients per day seven
days per week with over 97% of patients assessed
within two hours of referral. 82% were identified by
GP or ambulance colleagues. The remainder were
early facilitated discharges from the acute hospital.
For 229 patients managed between December
2020 and May 2022, median length of stay was

5.5 days. There were no complaints or reports of
adverse incidents. Any deaths during or within

30 days of H@H care are discussed at the Acute
Hospital's Morbidity and Mortality meeting, to
support assurance and learning and to increase the
visibility of H@H to acute clinicians. There is a need
to build productive alliances with primary care and
with the local Ambulance service to enhance acute
care options for older patients. Through linking
with Ambulatory and Geriatric Clinic services,
generalist and palliative care services, and specialist
community respiratory and cardiac services the
team aim to build a productive, bureaucratically-
light suite of options for acute care and follow-up
to best meet the needs of older people in the local
community.

Other examples:

«  The Frailty Support Team in the New Forest®’
www.bgs.org.uk/resources/community-geriatrics-
video-case-presentations

« Heathlands Intermediate Care Unit
www.fhft.nhs.uk/news/new-unit-praised-by-patients

Other useful resources

*  BGS Community Case Presentations:
www.bgs.org.uk/resources/community-geriatrics-video-
case-presentations

e Midlothian’s Hospital at Home story
https://sharingandlearningonline.wordpress.com/
hospital-at-home

Frailty-attuned acute hospital care

Older people with frailty account for a significant amount
of hospital admissions and often have poor experiences and
outcomes from urgent care.”’ Many older people with frailty
admitted to hospital as an emergency could be fit to return
home on the same day if they were assessed, diagnosed and
treated swiftly on arrival at hospital. The Geriatric Medicine:
GIRFT Programme National Specialty Report’ highlights
there is much that hospital staff can do to improve the
quality and safety of care and contribute to holistic and
anticipatory care for older people with frailty: proactive
identification of frailty and delirium, early comprehensive
geriatric assessment alongside interventions to reduce harm
and improve outcomes, and better coordinated transfers

of care to the community. Despite evidence that CGA can
improve care outcomes and experience, implementation in
hospitals remains patchy outwith geriatric medical units.
This contributes to considerable variation between hospitals
for many quality metrics.”? Other contributing factors to this
unwarranted variation are systematic differences in recognition
and management of frailty and delirium, prevention of
deconditioning, and in discharge practice. Solutions require
pathways attuned to the needs of older people with frailty
across the whole hospital. Guidance on managing frailty in
acute care can be found in the Silver Book I1.7

These integrated pathways should include the following
elements:

e Acute care at the front door - Emergency medicine
specialists and geriatricians worked together to develop
shared competencies in frailty and emergency care
to enable early holistic assessment of older people in
urgent care in order to alter their care trajectories and
to improve experience and outcomes.” The work was
supported by a common vision, trusted relationships and
joint education and training between the two specialties.

e Acute frailty services routinely and systematically
identify frailty in people attending Urgent and
Emergency Care services. They consider the personalised
needs, including the level of frailty and degree of
illness, and are supported by clear reliable hospital-wide

pathways aligned to the level of frailty identified.

*  Same day emergency care (SDEC) can allow specialist
senior clinicians to care for patients on the day they
arrive at hospital as an alternative to admission,
removing delays for patients requiring investigation
and/or treatment. Patients with conditions such as
frailty can be assessed, diagnosed and treated without
being admitted to a ward and, if clinically appropriate,
return home on the same day. Some episodes of care
may require follow-up for review and/or treatment
to eliminate the need of overnight admission. SDEC
can provide an opportunity to embed the acute
frailty pathway within an Acute Trust. This may be
particularly effective when linked with integrated frailty
services. These services include integrated primary
and acute care models (GPs working in hospital or
interface geriatricians working in A&E departments)
or community models with neighbourhood health and
social care teams wrapped around GP practices.
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Orthogeriatric services and Perioperative medicine *  Reducing deconditioning — The University Hospitals

for Older People undergoing Surgery (POPS) of North Midlands NHS Trust began a national ‘Sit up,
Increasing numbers of older people undergo emergency get dressed, keep moving’ campaign to raise awareness
or elective surgery.” Clinician-reported, patient- of how to prevent deconditioning. This campaign
reported and process-related outcomes are poorer in encourages older people in hospital to be active and
older surgical patients compared to younger people.” supports healthcare professionals to help their patients
Clinical and cost effectiveness data show that older to remain active. This supports older people’s recovery,
surgical patients who receive CGA-based perioperative reducing the chances of them being readmitted to

care have better outcomes and experience in both hospital in the days following discharge. Their work
emergency and elective surgical settings.”” However, is complemented by an international campaign to
implementation of such services remains patchy”® enrich the last 1000 days for older people with frailty.
as evidenced in national audits of falls and fragility #endPJparalysis® (https://improvement.nhs.uk/
fractures. A new guideline” coordinated by the Centre resources/our-endpjparalysis-journey)/

for Perioperative Care and the BGS covers all aspects *  Hospital discharge and D2A pathways — The NHS

of perioperative care relevant to adults with frailty England National Health and Social Care Discharge
undergoing elective and emergency surgery. Taskforce® identified 10 best practice initiatives that
Dementia management — 944,000 people in the UK are should be implemented in every trust and system
living with a diagnosis of dementia and this is projected to improve discharge and flow. The recommended

to increase to 1.6 million people by 2050.% The cost of approach includes framing delays to discharge as a
dementia to the economy is projected to nearly double potential harm event. The best practice initiatives are
by 2050, from £25billion in 2021 to £47billion.® A similar to the Home First principles and actions in
quarter of hospital beds are occupied by older people Scotland’s Discharge without Delay programme.® Both
who have dementia and the majority of people who programmes promote Discharge to Assess®” at home or
have dementia have at least one or two other long- in the community and acknowledge the need to ensure
term conditions — only 12% of people with dementia capacity for intermediate care and rehabilitation to
have no co-morbidities.®> Older people with dementia optimise recovery after discharge to improve outcomes
are at higher risk of poor health outcomes when they for people and reduce further demand for services.
present at urgent care settings and may spend longer

in emergency departments. Patients with dementia Other useful resources

may have vague symptoms or be unable to report their e Silver BookII

symptoms, resulting in higher rates of burdensome or www.bgs.org.uk/resources/resource-series/silver-book-ii
invasive testing.® Further advice on managing dementia e Acute Frailty Network

in an urgent care setting can be found in the Silver www.acutefrailtynetwork.org.uk

Book IT (www.bgs.org.uk/SilverBook2). *  Scottish Care of Older People (SCoOP) Project

www.bgs.org.uk/resources/scottish-care-of-older-
people-scoop-project

*  Right time, right place: Urgent community-based care for
older people
www.bgs.org.uk/righttimerightplace

Delirium management — Poorly identified, assessed and
managed delirium not only extends length of stay but
can cause significant distress for patients, carers and staft.
'The Frimley ICS introduced a specific delirium pathway
that runs for up to 12 weeks, recognising that delirium
takes time to resolve. Inpatients with possible delirium
are referred to the acute frailty team who undertake

a comprehensive geriatric assessment and suggest a
management plan. If the patient’s discharge care needs
have increased as a result of delirium, increased funding
is available and continues until review by an integrated
care team comprising mental health/GP/community
matrons and social care. The team review patients at six
and 12 weeks and assess if the delirium has resolved, or
if they need to stay on the pathway. If a new cognitive
baseline has been reached care is then funded through
the usual arrangements. Further advice on managing
delirium can be found in the BGS Delirium Hub
(www.bgs.org.uk/DeliriumHub).




Reimagined outpatient and ambulatory care

The need to adjust the traditional outpatient model for
older people is increasingly pressing. There is growing
evidence for personalised patient-initiated follow up, albeit
more studies are needed to assess outcomes for older people.
The Covid 19 pandemic forced new ways of working to be
adopted at rapid pace. We can now learn from and adapt
these innovations. The Royal College of Physicians has
called for a shift from traditional outpatient models in order
to embrace technology, improve patient experience and
reduce the carbon impact. Older people often have multiple
conditions, visit multiple specialists and clinics and have to
retell their story many times. This is both frustrating and
wasteful. Innovations such as one-stop frailty clinics and
community-based ambulatory care hubs and clinics can
help to improve patient experience and ensure that already
stretched services operate more efficiently.

A rapid review® found outpatient telemedicine for older
people was beneficial, cost effective, and well received by
patients. Whilst due consideration must be given to the risk
of digital exclusion, there are many advantages to embracing
technology to enable new models of ambulatory and
outpatient care for older people.

Advantages for the older person:

¢ Decreased need for transport to attend clinic; the home
environment is more comfortable.

¢ Decreased requirement to wait in hospital waiting
rooms/corridors for appointments.

¢ Increased opportunities for family members or
translators to ‘dial in’and participate.

¢ Increased opportunities for multi-professional input in
a single appointment.

¢ Opportunities for remote monitoring to allow
early recognition of physical problems, or ongoing
assessment of existing issues in real time.

Advantages for the health and care system:

*  Decreased numbers of ‘Did Not Attend (DNA)’ due to
issues with hospital transportation systems.

¢ Increased efficiency with a greater number of telephone
appointments feasible.

¢ Decreased carbon footprint of outpatients with fewer
in-person attendances.

Systems should be integrated to provide the right care to
the patient in the format that is most appropriate to them.
Systems will ideally be flexible, patient-centred and work
towards a hybrid model that utilises the benefits of remote
telehealth whilst embracing face to face one stop clinic
models if appropriate. We understand however that systems
are under a lot of pressure and that providing a fully flexible
service may not be achievable immediately.

Other useful resources

*  Royal College of Physicians (RCP) - Outpatients: the
future — adding value through sustainability
www.rcplondon.ac.uk/projects/outputs/outpatients-
future-adding-value-through-sustainability

Case studies and examples

» Hull and East Riding provides a hybrid proactive /
reactive Community Frailty Anticipatory Care Model
in an area with high levels of health inequalities
and deprivation. A specialist Frailty MDT includes
Consultant Community Geriatricians, GPs with
Extended Roles (GPwER) in Frailty, Advanced Nurse
Practitioner, Pharmacist, Pharmacy technician,
Social worker, OT and PT, Carers Support service,
Clinical Support Workers and Chaplain. The team
offer CGA as a one stop ambulatory care model
at the Jean Bishop Integrated Care Centre, with
dedicated ambulance transport support. A virtual
CGA is also delivered weekly for those living in rural
/ remote locations. Observed benefits include good
Patient Reported Outcome Measures (PROMs)
for individuals, a reduction in use of unscheduled
primary and secondary care, high levels of staff
satisfaction, innovative workforce development
and successful recruitment into a historically under
resourced service area and location.

« The Jean Bishop Integrated Care Centre - YouTube

Other examples

+ Lancashire and South Cumbria Health and Care
partnership’s Hot clinic:
https://www.flowcoaching.academy/case-studies

- Dwyfor Primary Care Cluster
www.rcplondon.ac.uk/projects/outputs/outpatients-
future-adding-value-through-sustainability

Virtual geriatric perioperative care clinic, North
Bristol NHS Trust: Age and Ageing 2021:50:1391-
1396 https://doi.org/10.1093/ageing/afabO66

Enhanced healthcare support for long term
care at home and in care homes

Care homes are home to around 400,000 older people with
frailty.¥ The average care home resident is 85 years old, has
six medical diagnoses and takes eight medications.” The
majority of residents have high care needs and are in the last
two years of life. When comprehensive geriatric assessment,
co-ordinated multidisciplinary care and care management
are organised around the care home and recognise the vital

contribution of the care home staff, residents, families and staff

are more satisfied and less likely to use hospital services.”*?

Access to specialist expertise in dementia and end-of-life
care is essential.” BGS Ambitions for Change’ makes 11
recommendations for how healthcare delivered in care homes
can be improved.

Integrating healthcare support with long term social care at

home is less well-developed and researched, with the exception

of time-limited episodes of intermediate and palliative care.
Homecare staff are important members of the MDT as are
family and friends who deliver most long-term care and must
be identified, supported and considered equal partners in
community teams.
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Case studies and examples

Rushcliffe in suburban Nottinghamshire has a

1:1 relationship between GPs and care homes,

with GPs supporting quality improvement and
co-ordination of care in addition to routine
primary care. The enhanced service specification
comprises regular scheduled visits to care homes
and proactive review of medications and care plans
accompanied by community nurses who offer peer
support, training, signposting and review of direct
referral pathways to community services. Regular
meetings between NHS and care home staff build
relationships and a care home managers network is
facilitated by Age UK. The service achieved a 40%
reduction in emergency admissions to hospital
from care homes, 50% reduction in avoidable
admissions for ambulatory care sensitive conditions,
and a 43% reduction in Emergency Department
attendances.

Nottingham City Care Home Vanguard
established a 1:1 relationship between GPs and
care homes, with contractual specification for
regular visits and scheduled proactive review of
medications. A dedicated Care Homes Nursing
Team provided all community nursing input into
care homes in the locality, including proactive
assessment and case management of all new
residents. The service established specific MDTs to
work with care homes around dementia care and
falls prevention, streamlining referral pathways to
minimise bureaucracy and delays. Care home staff
and managers were actively involved in service
design and service-level decisions about care homes
and in structured training and forums for staff and
managers. The service achieved 34% reductions

in emergency admissions and 39% reduction in
potentially avoidable admissions, contributing to a
trend towards cost savings. Staff, resident and carer
satisfaction with care delivery was higher than for
comparator sites.

Other examples

South Sefton Care Home Improvement Project
www.southseftonccg.nhs.uk/get-informed/latest-
news/ccg-scheme-to-improve-support-in-care-
homes

Tameside and Glossop Integrated Care NHS
Foundation Trust’s digital hub
https://tamesideandglossopicft.nhs.uk/services/
digital-health-services

Other useful resources

British Geriatrics Society. Ambitions for change:
improving healthcare in care homes
www.bgs.org.uk/ambitions-for-change

'The impact of providing enhanced support for care home
residents in Rushcliffe - The Health Foundation
www.health.org.uk/publications/the-impact-of-
providing-enhanced-support-for-care-home-residents-
in-rushcliffe

Reducing hospital admissions in older care home
residents: a 4-year evaluation of the care home innovation
Programme (CHIP). BMC Health Serv Res 2020;20:94.
d0i:10.1186/512913-020-4945-9

Co-ordinated, compassionate end of life care

End of life care for older adults living with multiple health
problems and frailty is different from dying with a single
disease. The range of trajectories of decline includes sudden
death, slow progressive deterioration (such as in advanced
dementia), catastrophic events (such as stroke or hip fracture),
and periods of prolonged uncertainty associated with
fluctuating episodes of acute illness associated with delirium or
functional decompensation.” As recovery from acute illness in
the context of severe frailty is uncertain, parallel planning for
recovery or deterioration is essential. Recognition of advanced
frailty and incurable illness should trigger early sensitive and
evolving conversations related to the benefit versus burden of
active treatment, the identification of realistic personalised
goals of care related to current circumstances as well as a
shared understanding of future goals and wishes.”

Integrated Care Boards in England have a duty to commission
palliative care services.”” The principles of palliative care are
fully consistent with both CGA and person-centred care:
meticulous assessment of problems, open communication with
patients, families, and other stakeholders, setting realistic goals
and expectations, good understanding of potential therapies
and their likelihood of success, minimisation of treatment
burden, anticipating and planning for the future, and attention
to social, emotional, psychological, and spiritual aspects

of care.”® A model integrating the principles of palliative,
geriatric, and rehabilitative medicine and care is needed.”
Integrated health and social care with access to expert
generalists is as important as access to specialist palliative care
to enable the best possible end of life care for older people.

Case studies

The Geripall service in Sutton, Surrey aimed

to improve the clinical pathway for people with
advanced frailty (CFS 7-9) approaching the end

of their lives. To be included, patients must be
registered with a Sutton GP, have late-stage
dementia or other neurodegenerative conditions,
be at risk of recurrent unplanned admissions and
have no specialist palliative care needs. Referrals are
accepted from: Acute Frailty Unit and staff, other
medical and surgical areas, Rapid Response Team in
community, or social services.

A frailty consultant provides advice as and when
required and a Geri GP works three sessions
supporting a Band 7 nurse. The nurse is responsible
for:

- Communicating with patients, family, carers,
ward staff and discharge team, convening a family
conference if required

- Reviewing medication, prescribing “just in case”
medicines, and updating records accordingly

- Advance Care Planning

- Fast Track referral for CHC funding, and follow up
in the community including by phone and through
visits, referring to appropriate agencies as needed
- Communicating with the patient’s GP and other
agencies as required.

- Service outcomes are reduced length of stay,
reduced readmission at end of life, improved carer
and patient involvement and experience of care.



Other examples

The Bromley Care Coordination Team
www.stchristophers.org.uk/leaflet/bromley-care-co-
ordination-at-st-christophers-information-for-pro-
fessionals

Other useful resources

BGS End of life Care in Frailty Guidance
ww.bgs.org.uk/resources/resource-series/end-of-life-care-
in-frailty

Ambitions Framework

www.england.nhs.uk/wp-content/uploads/2022/02/

ambitions-for-palliative-and-end-of-life-care-2nd-edition.

pdf

NHS England Specialist palliative and end of life care
services: Adult service specification January 2023
www.england.nhs.uk/publication/service-specifications-
for-palliative-and-end-of-life-care-adults

Chapter four: Conclusions

Integrated organisations across the UK are taking on
responsibilities for commissioning health and social care
services in different ways. This is a pivotal moment. Strategic
planners, commissioners and system leaders must recognise
the challenges and opportunities posed by the ageing
population and design health and care services that meet the
needs of older people, now and for all of us as we age. This is
a daunting task at a time when local systems across the UK
are under immense pressure. However, there are a wealth of
resources available to support senior decision makers as they
determine how they can best serve their communities.

BGS stands ready to support health and care systems to
create the conditions for change. We have a multidisciplinary
membership of over 4,600 healthcare professionals and

have extensive expertise across policy and communications,
education, training and research. Our members work across
the four nations of the UK and across acute, primary,
community and social care. We urge leaders from all
integrated care systems to work with us to ensure that the
services they commission or provide for their older citizens,
patients and carers are the best they can possibly be.

Recommendation 12: Make use of existing guidelines and
resources and the expertise held within the BGS community.

'The right to health and social care is a human right, a
principle as valid for older people as anyone else. Older
people are the main users of health and social care services,
largely due to frailty and multimorbidity. Improving

how services work for them holds the key to many of

the problems currently experienced by the wider system.
That is why it is vital to use the evidence, examples and
recommendations set out in this Blueprint to create a
sustainable integrated model of care for older people.

19



Contributors

Professor Anne Hendry, Honorary Secretary, BGS; Honorary Professor, University of the West of Scotland

Dr Lucy Abbott, Consultant Geriatrician, Frimley Park Hospital

Jayne Agnew, Pharmacist, Southern Health and Social Care Trust

Dula Ali¢ehaji¢-Beci¢, Consultant Pharmacist Frailty, Wrightington, Wigan and Leigh NHS Foundation Trust

Dr Amit Arora, Vice President Workforce, BGS; Regional Clinical Director, ECIST- NHS England

Kate Bennett, Clinical Lead Physiotherapist, Solent NHS Trust

Professor Andy Clegg, Co-Chair, BGS Sarcopenia and Frailty Special Interest Group; Professor of Geriatric Medicine,
University of Leeds; Honorary Consultant Geriatrician, Bradford Royal Infirmary

Dr Esther Clift, Chair, BGS Nurse and AHP Council; Professional Adviser, NHS England & Improvement; Consultant
Practitioner in Frailty, Southern Health NHS Foundation Trust

Professor Jugdeep Dhesi, President Elect, BGS; Consultant Geriatrician, Guy’s and St Thomas’s NHS Foundation Trust;
Honorary Professor Geriatric Medicine, King’s College London; Deputy Director, Centre for Perioperative Care; Clinical
Lead, NHS Elect POPS network

Dr Tom Downes, Vice President Clinical Quality, BGS; Consultant Geriatrician and Clinical Lead for Quality
Improvement, Sheffield Teaching Hospitals

Dr Prem Fade, Co-chair, BGS End of Life Care Special Interest Group; Consultant Physician/Geriatrician, Lymington
New Forest Hospital

Dr Deb Gompertz, Clinical Lead Complex Care South Somerset

Professor Adam Gordon, President, BGS; Professor of Care of Older People, University of Nottingham; Consultant
Geriatrician, University Hospitals of Derby and Burton NHS Foundation Trust

Sally Greenbrook, Policy Manager, BGS

Dr Ruth Law, Deputy Honorary Secretary, BGS; Consultant in Integrated Geriatric Medicine and Clinical Lead for Care of
Older People, Whittington Hospital

Lucy Lewis, Consultant Practitioner, NHS@Home, Wiltshire Health and Care

Sarah Mistry, Chief Executive, BGS

Dr Lara Mitchell, Consultant Physician Older People’s services QEUH, South Sector, NHSGGC; National Clinical Lead
Frailty, Healthcare Improvement Scotland

Professor Caroline Nicholson, Co-chair, BGS End of Life Care Special Interest Group; Professor of Palliative Care and
Ageing; HEE/NIHR Senior Clinical Lecturer; Honorary Nurse Consultant St Christopher’s Hospice

Dr Marianne Plater, Community Geriatrician, Lymington New Forest Hospital

Dr Mark Roberts, Consultant Geriatrician, Western Health and Social Care Trust

Dr Jane Youde, Consultant Geriatrician, Derby Teaching Hospitals NHS Foundation Trust; Clinical Director of Audit and
Accreditation, RCP London

Image credits: Centre for Ageing Better image library/BGS stock images.

Joining the dots:
A blueprint for preventing and
managing frailty in older people

www.bgs.org.uk/Blueprint #BGSBlueprint




References

1. British Geriatrics Society and Royal
College of General Practitioners, Cooke C.
2016. Integrated care for older people with
frailty. Available at: https://www.bgs.org.

uk/resources/integrated-care-for-older-peo-
ple-with-frailty (accessed 21 February 2023)

2. Clegg et al, 2013. ‘Frailty in elderly peo-
ple’, Lancet. Mar 2;381(9868):752-62.

3. Han et al, 2019. “The impact of frailty

on healthcare resource use: a longitudinal
analysis using the Clinical Practice Research
Datalink in England’, Age and Ageing. Sep
1;48(5):665-671

4. Doody et al. 2022. “The prevalence of
frailty and pre-frailty among geriatric
hospital inpatients and its association with
economic prosperity and healthcare expen-
diture: A systematic review and meta-anal-
ysis of 467,779 geriatric hospital inpatients’,
Ageing Research Reviews. Sep;80:101666.
doi: 10.1016/j.arr.2022.101666

5. National Voices, 2014. I'm still me: A
narrative for coordinated support for older
people. Available at: https://www.national-
voices.org.uk/publications/our-publications/
im-still-me (accessed 7 February 2023)

6. Office for National Statistics, 2022.
National population projections: 2020-based
interim. Available at: https://www.ons.
gov.uk/peoplepopulationandcommunity/
populationandmigration/populationprojec-
tions/bulletins/nationalpopulationprojec-

tions/2020basedinterim (accessed 27 January
2023)

7. Brown, L, Mossabir, R, Harrison, N,
Brundle, C, Smith, J, and Clegg, A, 2020:
Age and Ageing, ‘Life in lockdown: A
telephone survey to investigate the impact of
COVID-19 lockdown measures on the lives
of older people (= 75 years).

8 Public Health England, 2021. Wider
impacts of Covid-19 on physical activity,
deconditioning and falls in older adults.
Available at: https://www.gov.uk/govern-
ment/publications/covid-19-wider-impacts-
on-people-aged-65-and-over (accessed 7
February 2023)

9. British Geriatrics Society, 2021. Timely
Discharge Blog Series. Available at: https:/
www.bgs.org.uk/timelydischarge (accessed 7

February 2023)

10. Royal College of Physicians, 2022.
Working differently in the shadow of
COVID-19: the UK 2021 census of con-
sultant, higher specialty trainee and SAS
physicians. Available at: https://www.rcplon-
don.ac.uk/projects/outputs/working-dif-
ferently-shadow-covid-19-uk-2021-cen-

sus-consultant-higher-specialty (accessed 8
February 2023)

11. British Geriatrics Society, 2020. Benefi-
cial innovations from COVID-19. Available
at: https://www.bgs.org.uk/policy-and-me-
dia/beneficial-innovations-from-covid-19

(accessed 7 February 2023)

12. British Geriatrics Society, 2020. Ben-

eficial innovations from the COVID-19
pandemic in Northern Ireland. Available at:
https://www.bgs.org.uk/resources/benefi-
cial-innovations-from-the-covid-19-pan-
demic-in-northern-ireland (accessed 7
February 2023)

13. O’Caoimh R, et al. Prevalence of frailty
at population level in European ADVAN-
TAGE Joint Action Member States: a
systematic review and meta-analysis. Annali
dell'Istituto Superiore di Sanita, 54(3):226—
238.

14. Kingston A, Robinson L, Booth H,
Knapp M, Jagger C (2018). Projections of
multi-morbidity in the older population
in England to 2035: estimates from the
Population Ageing and Care Simulation
(PACSim) model. Age and ageing 47 (3):
374-380.

15. Hanlon P, Nicholl BI, Jani BD, et al.
Frailty and pre-frailty in middle-aged

and older adults and its association with
multimorbidity and mortality: a prospective
analysis of 493 737 UK Biobank partici-
pants. Lancet Public Health 2018; published
online June 13. Available at: http://dx.doi.
org/10.1016/52468-2667(18)30091-4 (ac-
cessed 7 February 2023)

16. Murray CJ, Lopez AD (2013). Mea-
suring the global burden of disease. New
England Journal of Medicine, 369(5):448-
457.doi:10.1056/nejmra1201534

17. Hull S, Homer K, Boomla K, Robson J,
Ashworth M (2018). Population and patient
factors affecting emergency department
attendance in London: retrospective cohort
analysis of linked primary and secondary
care records. British Journal of General

Practice 68 (668): 157-167.

18. Lewer D, Bourne T, George A, Abi-Aad
G, Taylor C and George J,2018. ‘Data Re-
source: the Kent Integrated Dataset (KID)’
International Journal of Population Data
Science. Available at: https:/ijpds.org/arti-
cle/view/427 (accessed 7 February 2023)

19. Alzheimer’s Research UK, 2021. Beyond
dementia risk reduction: a consensus state-
ment on Brain Health Available at: https://
www.alzheimersresearchuk.org/about-us/

our-influence/policy-work/risk-reduction/
(accessed 7 February 2023)

20. Rodriguez Maiias L, Garcia-Sanchez I,
Hendry A et al. Key messages for a frailty
prevention and management policy in
Europe from the ADVANTAGE JOINT
ACTION Consortium. Journal of Nutrition
Health and Ageing 2018: 22 (8); 892-897
http://dx.doi.org/10.1007/s12603-018-

1064-y

21. United Nations, 2021. Pandemic exposes
ageism and age discrimination in society,
says UN expert. Available at: https://www.
ohchr.org/en/press-releases/2021/09/pan-
demic-exposes-ageism-and-age-discrimi-
nation-society-says-un-expert (accessed 21

February 2023)

22. Stuck et al, Lancet (1993) 342:1042
Comprehensive geriatric assessment: a
meta-analysis of controlled trials

23. Ellis G, Gardner M, Tsiachristas A,
Langhorne P, Burke O, Harwood RH, Conroy
SP, Kircher T, Somme D, Saltvedt I, Wald H,
O’Neill D, Robinson D, Shepperd S (2017).
Comprehensive geriatric assessment for

older adults admitted to hospital. Cochrane
Database of Systematic Reviews Issue 9. Art.
No.: CD006211. DOI: 10.1002/14651858.
CD006211.pub3

24. Sum et al. BMC Geriatrics (2022) 22:379
https://doi.org/10.1186/s12877-022-03024-4

25. British Geriatrics Society, 2019. Com-
prehensive Geriatric Assessment Toolkit

for Primary Care Practitioners. Available at:
https://www.bgs.org.uk/resources/resource-se-
ries/comprehensive-geriatric-assessment-tool-
kit-for-primary-care-practitioners (accessed 7
February 2023)_

26. Looman WM, Huijsman R, Fabbricotti IN.
The (cost-)effectiveness of preventive, inte-
grated care for community-dwelling frail older

people: A systematic review. Health Soc Care
Community. 2019;27(1):1-30.

27.Béland F, Hollander MJ. (2011). Inte-
grated models of care delivery for the frail
elderly: international perspectives. Gac Sanit.
Dec;25 Suppl 2:138-46. doi: 10.1016/ j.gace-
ta.2011.09.003.

28. Berntsen, G.K.R., Dalbakk, M., Hurley, J.S.
et al. Person-centred, integrated and pro-active
care for multi-morbid elderly with advanced
care needs: a propensity score-matched
controlled trial. BMC Health Serv Res 19, 682
(2019). https://doi.org/10.1186/s12913-019-
4397-2

29. Nord, M., Lyth, J., Alwin, J. ez al. Costs and
effects of comprehensive geriatric assessment in
primary care for older adults with high risk for
hospitalisation. BMC Geriatr 21,263 (2021).
https://doi.org/10.1186/s12877-021-02166-1

30. The Commonwealth Fund, 2016. Aging
Gracefully: The PACE Approach to Caring for
Frail Elders in the Community. Available at:
https://www.commonwealthfund.org/publi-
cations/case-study/2016/aug/aging-graceful-
ly-pace-approach-caring-frail-elders-commu-
nity (accessed 7 February 2023)

31. MacAdam M, 2015. ‘PRISMA: Program
of Research to Integrate the Services for the
Maintenance of Autonomy. A system-level
integration model in Quebec’ International
Journal of Integrated Care. Available at: https://
www.ijic.org/articles/10.5334/ijic.2246/ (ac-
cessed 7 February 2023)

32. Wodchis W, Dixon A, Anderson G and
Goodwin N. 2015. ‘Integrating care for older
people with complex needs: key insights and
lessons from a seven-country cross-case
analysis’ International Journal of Integrated
Care. Available at: https://www.ijic.org/arti-
cle/10.5334/1jic.2249/ (accessed 7 February
2023)

33. Hendry A, Vanhecke E, Carriazo AM,
Lépez-Samaniego L, Espinosa JM, Sezgin D,
et al. Integrated Care Models for Managing



22

and Preventing Frailty: A Systematic
Review for the European Joint Action on
Frailty Prevention (ADVANTAGE JA).
Transl Med UniSa. 2019;19:5-10.

34. Hendry, A, Carriazo AM, Vanhecke
E, Rodriguez-Laso A et al. Integrated
Care: A Collaborative ADVANTAGE
for Frailty. International Journal of
Integrated Care; 18(2):1,1-4. https://doi.
org/10.5334/ijic.4156

35. Briggs A, Valentijn P, Thiyagarajan J
and Carcalho I, 2018. ‘Elements of inte-
grated care approaches for older people:

a review of reviews’, BMJ Open. Available
at: https://bmjopen.bmj.com/content/8/4/
€021194.info (accessed 7 February 2023)

36. Briggs A and Carcalho I, 2018.
‘Actions required to implement integrated
care for older people in the community
using the World Health Organization’s
ICOPE approach: a global Delphi
consensus study’. PLOS One. Available

at: https://journals.plos.org/plosone/
article?id=10.1371/journal.pone.0205533
(accessed 7 February 2023)

37. ADVANTAGE, December 2019.

Promoting healthy ageing through a
Frailty Prevention Approach .Available at:
https://www.bgs.org.uk/sites/default/files/
content/attachment/2023-02-13/FPA-
Core-ADVANTAGE-doc.pdf (Accessed
13 February 2023).

38. Andrew Clegg, Chris Bates, Jon
Young, Ronan Ryan, Linda Nichols,
Elizabeth Ann Teale, Mohammed A.
Mohammed, John Parry, Tom Mar-
shall, Development and validation of

an electronic frailty index using routine
primary care electronic health record
data, Age and Ageing, Volume 45, Issue
3, May 2016, Pages 353-360, https://doi.

Available at: https://www.skillsforhealth.
org.uk/info-hub/frailty-2018/ (accessed

21 February 2023)

44. British Geriatrics Society, undated.
Frailty: Identification and interventions.
Available at: https://www.bgs.org.uk/

elearning/frailty-identification-and-in-
terventions (accessed 27 January 2023)

45. Sinek Simon, 2017. Leaders Eat
Last: Why Some Teams Pull Together, And
Others Don't. Penguin books

46. Forsyth P, Radley A, Rushworth G,
Marra F, Roberts S, O’'Hare R, Duggan
C and Maguire B, 2022. “The Collabo-
rative Care Model: Realizing healthcare
values and increasing responsiveness

in the pharmacy workforce’. Research

in Social and Administrative Pharmacy.
Available at: https://pubmed.ncbi.nlm.
nih.gov/36100521/ (accessed 7 February
2023)

47. Royal College of Physicians, 2022.
SAS doctor strategy — 2022-2024. Avail-
able at: https://www.rcplondon.ac.uk/

sas-doctor-strategy-2022-24 (accessed
30 January 2023)

48. Community Rehabilitation Alli-
ance, 2022. Rehab on Track: Community
Rehabilitation Best Practice Standards.
Available at: https://www.csp.org.uk/
system/files/publication files/Rehab%20
on%20Track Community%20Stan-
dards ENG FINAL.pdf (accessed 21
February 2023)

49. NHS Digital, 2022. Provisional
Monthly Hospital Episode Statistics for
Admitted Patient Care and Outpatients
— May 2022. Available at: https://
app.powerbi.com/view?r=ey]JrljoiM-
WNEKNDUONWYtNTEwWZC00M-

org/10.1093/ageing/afw039

39. Together We're Better, 2021. Healthy
Ageing and Managing Frailty in Older
Age Strategy. Available at: https://mod-
erngov.staffordshire.gov.uk/documents/
$159245/Appendix%201%20-%20
Healthier%20Ageing%20and%20Frail-

tv%20Strategy.pdf (accessed 7 February
2023)

40. The Pathfields Tool: a frailty
case-finding tool using primary care
IT—implications for population health
management. Age and Ageing 2020; 1-6
doi: 10.1093/ageing/ataal19

41. NHS England, 2019. Right Care
Frailty Toolkit. Available at: https://www.

england.nhs.uk/rightcare/toolkits/frailty/
(accessed 7 February 2023)

42. British Geriatrics Society, 2022. The
geriatric medicine workforce 2022. Available
at: https://www.bgs.org.uk/GMwork-
force22 (accessed 7 February 2023)

43. Skills for Health, 2018. Frailty (2018).

DUI1LWEzZTMtN2UwMjQ0Zjg-

zZmRkliwidCI6ljUwZiYwNzEmI W-
JiZmUtNDAxYS040ODAzL.TY3Mz-
c00GU2MjlIIMilsImMiOjh9 (accessed
27 January 2023)

50. National Audit Office, 2016.
Discharging older patients from hos-
pital. Available at: https://www.nao.
org.uk/reports/discharging-older-pa-

tients-from-hospital/#downloads
(accessed 21 February 2023)

51. The Mid Staffordshire NHS Foun-
dation Trust Public Inquiry, Chaired

by Robert Francis QC, 2013. Report of
the Mid Staffordshire NHS Foundation
Trust Public Inquiry: Executive Summa-
7y. Available at: https://www.gov.uk/
government/publications/report-of-the-
mid-staffordshire-nhs-foundation-trust-
public-inquiry (accessed 7 February
2023)

52.’The King’s Fund, 2014. T¥isha
Greenhalgh: not stories or numbers but

stories and numbers. Available at: https:/
www.kingsfund.org.uk/audio-video/

trisha-greenhalgh-stories-numbers (accessed 7
February 2023)

53. East London NHS Foundation Trust, 2013.
Key Areas of Learning from the Francis Report.
Available at: https:/qi.elft.nhs.uk/resource/key-
learning-for-elft/ (accessed 7 February 2023)

54. Smith, G, 2022. Chief Medical Officer for
Scotland, Realistic Medicine: A Fair and Sustainable
Future Annual Report 2021-2022. Available at:
https://www.gov.scot/publications/cmo-annu-
al-report-2022-realistic-medicine-fair-sustain-
able-future/ (accessed 7 February 2023)

55. Gray, M. Value based healthcare Brizish Medi-
cal Journal 2017,356:5437

56. NEJM Catalyst. What Is Value-Based
Healthcare? 2017. https://catalyst.nejm.org/doi/
full/10.1056/CAT.17.0558

57. NIHR Applied Research Collaboration
Yorkshire and Humber, 2022. What are the top

10 priorities of older people living with frailty?
Available at: https://www.arc-yh.nihr.ac.uk/news-
events-and-media/blogs/priorities-of-older-peo-
ple-living-with-frailty (accessed 7 February 2023)

58. Davies K, Maharani A, Chandola T, Todd
C, Pendleton N. The longitudinal relationship
between loneliness, social isolation, and frail-
ty in older adults in England: a prospective
analysis. The Lancet Healthy Longevity. 2021;
2:(2)E70-E77 https://doi.org/10.1016/52666~
7568(20)30038-6

59. Theou O, Stathokostas L, Roland KP, et al.
The effectiveness of exercise interventions for the
management of frailty: A systematic review. ] Ag-

ing Res. 2011; 2011:569194. [PubMed: 21584244

60. Food Train, undated. Eaz Well Age Well: Tack-
ling malnutrition in older people living at home in
Scotland. Available at: https://eatwellagewell.org.
uk/ (accessed 7 February 2023)

61. Centre for Ageing Better, undated. UK
Network of Agefriendly Communities. Avail-

able at: https://ageing-better.org.uk/uk-net-
work-age-friendly-communities (accessed 7

February 2023)

62. Kongkaew, C., Hann, M., Mandal, J., Wil-
liams, S.D., Metcalfe, D. and NoyceandAshcroft,
P.R.D.M. (2013), “Risk factors for hospital
admissions associated with adverse drug events”,
Pharmacotherapy: The Journal of Human Phar-
macology and Drug Therapy, Vol. 33 No. 8, pp.
827-837.

63. NHS England, undated. Structured medication
reviews and medicines optimisation. Available at:

https://www.england.nhs.uk/primary-care/phar-
macy/smr/ (accessed 27 January 2023)

64. British Geriatrics Society, 2022. Bringing hos-
pital care home: Virtual Wards and Hospital at Home
Jor older people. Available at: https://www.bgs.org.
uk/virtualwards (accessed 21 February 2023)

65. Healthcare Improvement Scotland, 2020.
Hospital at Home: Guiding principles for service
development. Available at: https://ihub.scot/proj-
ect-toolkits/hospital-at-home/hospital-at-home/



(accessed 7 February 2023)

66. Social Care Institute for Excellence,

2017. Intermediate Care: SCIE Highlights.
Available at: https://www.scie.org.uk/pre-
vention/independence/intermediate-care/

highlights (accessed 7 February 2023

67. Singh et al (2021) Is comprehensive
geriatric assessment hospital at home a
cost-effective alternative to hospital ad-
mission for older people?, Age and Ageing,

https://doi.org/10.1093/ageing/afab220

68. British Geriatrics Society, 2021. Right
time, right place: Urgent community-based
care for older people. Available at: https://
www.bgs.org.uk/righttimerightplace
(accessed 7 February 2023)

69. Eleanor Corbett and Lucy Lewis.
Community frailty team workforce devel-
opment — a personal reflection. Journal of
Integrated Care Vol. 29 No. 4, 2021 pp.
464-468 DOI 10.1108/JICA-04-2021-
0021

70. Oppen JDv, Coats T], Conroy SP,
et al. What matters most in acute care:
an interview study with older people
living with frailty. BMC Geriatrics
2022;22(1):156. doi: 10.1186/s12877-
022-02798-x

71. Hopper A, 2021. Geriatric Medicine:
GIRFT Programme National Specialty Re-
port. Available at: https://gettingitright-
firsttime.co.uk/medical specialties/geriat-
ric-medicine/ (accessed 7 February 2023)

72.NHS Benchmarking Network, 2016.
Older People in Acute Settings. Available
at: https://www.nhsbenchmarking.nhs.

uk/news/older-peoples-care-in-acute-

settings-project-2016-findings-published
(accessed 7 February 2023)

73. British Geriatrics Society, 2021. Sifver
Book II. Available at: https://www.bgs.org.
uk/resources/resource-series/silver-book-
ii (accessed 23 December 2022)

74. Royal College of Physicians, 2020.
Acute care toolkit 3: Acute care for older peo-
ple living with frailty. Available at: https://
www.rcplondon.ac.uk/guidelines-policy/

surgical patients: a systematic review. Journal
of Surgical Research. 2017;218:9-17.

78. Joughin AL, Partridge JS, O’Halloran
T, Dhesi JK. Where are we now in periop-
erative medicine? Results from a repeated
UK survey of geriatric medicine delivered
services for older people. Age and ageing.

2019;48(3):458-62.

79. Centre for Perioperative Care and
British Geriatrics Society, 2021. Guideline
for Perioperative Care for People Living with
Frailty Undergoing Elective and Emergency
Surgery. Available at: https://cpoc.org.uk/
guidelines-resources-guidelines/perioper-
ative-care-people-living-frailty (accessed 7

February 2023)

80. Alzheimer’s Research UK, undated.
Dementia Statistics Hub: Prevalence. Available
at: https://dementiastatistics.org/statis-
tics-about-dementia/prevalence-2/ (accessed
3 February 2023)

81. Alzheimer’s Research UK, undated.
Dementia Statistics Hub. Available at: https://
dementiastatistics.org/statistics-about-de-

mentia/ (accessed 3 February 2023)

82. Alzheimer’s Research UK, undated. De-
mentia Statistics Hub: Health and Social Care.
Available at: https://dementiastatistics.org/
statistics-about-dementia/health-and-social-
care/ (accessed 3 February 2023)

83. British Geriatrics Society, 2021. Si/-

ver Book II: Geriatric Syndromes. Available
at: https://www.bgs.org.uk/resources/sil-
ver-book-ii-geriatric-syndromes (accessed 3
February 2023)

84. Dolan, B., 2017. Mindset shift on PJ

paralysis. Nursing Standard (Royal College
of Nursing (Great Britain): 1987), 31(47),
pp-32-32.

85. NHS England, undated. 7100 day discharge
challenge. Available at: https://transform.

england.nhs.uk/improvement/100-day-dis-
charge-challenge/ (accessed 7 February 2023)

86. NHS Golden Jubilee, 2021. Optimising
Flow: Discharge without delay discussion paper.
Available at: https://www.nhsgoldenjubilee.
co.uk/cfsd/unscheduled-care-programmes

acute-care-toolkit-3-acute-medical-care-
frail-older-people (accessed 7 February

2023)

75. Fowler A, Abbott T, Prowle ],
Pearse R. Age of patients undergo-
ing surgery. Journal of British Surgery.
2019;106(8):1012-8.

76. Lin H-S, Watts J, Peel N, Hubbard
R. Frailty and postoperative outcomes

in older surgical patients: a systematic
review. BMC Geriatrics 2016;16(1):1-12.

77.Eamer G, Saravana-Bawan B, van der
Westhuizen B, Chambers T, Ohinmaa

A, Khadaroo RG. Economic evaluations
of comprehensive geriatric assessment in

(accessed 7 February 2023)
87. Offord N, Harriman P and Downes T,

2017, ‘Discharge to assess: transforming

the discharge process of frail older patients’,
Future Healthcare Journal Feb 2017, 4 (1) 30-
32; DOI: 10.7861/futurehosp.4-1-30

88. Murphy RP, Dennehy KA, Costello
MM, Murphy EP, Judge CS, O’Donnell MJ
and Canavan MD, 2020. Virtual geriat-

ric clinics and the COVID-19 catalyst: a
rapid review. Age Ageing. Volume 49, Issue 6,
November 2020, Pages 907-914, https://doi.
org/10.1093/ageing/afaal91

89. Competition and Markets Authority. Care
Homes Market Study. London: 2017

90. Gordon AL, Franklin M, Bradshaw L, et
al. Health status of UK care home residents:
a cohort study. Age Ageing 2014;43:97-103.
doi:10.1093/ageing/aft077

91. Chadborn NH, Goodman C, Zubair M, et
al. Role of comprehensive geriatric assessment
in healthcare of older people in UK care homes:
realist review. BMJ Open 2019;9:¢026921.
doi:10.1136/bmjopen-2018-026921

92. Gordon AL, Goodman C, Davies SL, et al.
Optimal healthcare delivery to care homes in
the UK: a realist evaluation of what supports
effective working to improve healthcare out-
comes. Age Ageing Published Online First: 5
January 2018. doi:10.1093/ageing/afx195

93. Goodman C, Davies SL, Gordon AL, et al.
Optimal NHS service delivery to care homes:
a realist evaluation of the features and mech-
anisms that support effective working for the
continuing care of older people in residential
settings. Heal Serv Deliv Res 2017;5:1-204.
d0i:10.3310/hsdr05290

94. British Geriatrics Society, 2021. Ambitions
for Change: Improving Healthcare in Care
Homes. Available at: https://www.bgs.org.uk/
resources/ambitions-for-change-improving-

healthcare-in-care-homes (accessed 7 February

2023)

95. Gill, Thomas M., et al. “Trajectories of
disability in the last year of life.” New England
Journal of Medicine 362.13 (2010): 1173-1180.

96. Combes S, Nicholson CJ, Gillett K, Norton
C. Implementing advance care planning with
community-dwelling frail elders requires a
system-wide approach: an integrative review

applying a behaviour change model. Palliative
medicine. 2019;33(7):743-756.

97.NHS England: 2022. Palliative and End of
Life Care Statutory Guidance for Integrated
Care Boards (ICBs), Available at: https:/www.

england.nhs.uk/publication/palliative-and-end-

of-life-care-statutory-guidance-for-integrated-
care-boards-icbs/ (accessed 7 February 2023)

98. Bayly, ., Bone, A.E., Ellis-Smith, C., Yaqub,
S.,Yi, D., Nkhoma, K.B., Cook, A., Combes,
S., Bajwah, S., Harding, R. and Nicholson, C.,
2021. Common elements of service delivery
models that optimise quality of life and health
service use among older people with advanced
progressive conditions: a tertiary systematic
review. BM]J gpen, 11(12), p.c048417.

99. Van Den Noortgate N and Van den Block
L, 2022. ‘End-of-life care for older people: the
way forward’, Age and Ageing, Volume 51, Issue
7. Available at: https://academic.oup.com/age-
ing/article/51/7/afac078/6637441 (accessed 7

February 2023)

23



British Geriatrics Society
Improving healthcare
forolder people

Marjory Warren House
31 St John’s Square, London ECIM 4DN

Telephone 0207 608 1369
Email enquiries@bgs.org.uk
Website www.bgs.org.uk
Published March 2023

Registered Charity No. 268762. A company registered in England and Wales No. 1189776



