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Some numbers...

- By 2031

* 66% increase in over 65s
e 77% increase in over 75s
* 131% increase in over 85s

* More people >65 than <18
* In next 20 years those >100 will quadruple

* 8% of the population >75 years old, but account for 30% of emergency
admissions

e >65 year olds account for 40% of hospital bed days
* 65% of NHS spend on those >65 years old
* 60% of social care spend on those >65 years old

British Geriatrics Society
Department of Health



Frailty definition

“a medical syndrome with multiple causes and contributors that is
characterised by diminished strength, endurance and reduced
physiologic function that increases an individual’s vulnerability for
developing increased dependency and/or death”

Morley J] et al. Frailty concensus: a call to action. Journal of
American medical directors association. 2013



What does this mean for someone with frailty?

* Increased susceptibility to minor stressor event and reduced physiological
reserve

Minar iress In FIT OLDER PERSON
Mirar lliress In FRAIL OLDER PERSON .I

Functional abilities

------------- REsencasar e e a e -
=

Clegg A et al. Frailty in elderly people. The Lancet. 2013



SARC-F NEGATIVE

or clinical No sa"COPIO;"a;
suspicion rescreen later

POSITIVE
OR PRESENT

Muscle strength No sarcopenia;
Grip strength, 4

Chasir slasd o rescreen later

In clinical practice,

Sarcopenia this is enough to
probable* trigger assessment of

causes and start
intervention

Muscle quantity
or quality
DXA; BIA, CT, MRI

Sarcopenia
confirmed

Physical
Performance
Gait speed, SPPB,
TUG, 400m walk

Sarcopenia
severe

Figure. EWGSOP2 algorithm for case-finding, making a diagnosis and
quantifying severity of sarcopenia in practice.

*Consider other reasons for low muscle strength (e.g. depression, sroke,
balance disorders, peripheral vascular disorders).

Reproduced by permission from Cruz-Jentoft AJ, et al. Sarcopenia: revised
European consensus on definition and diagnosis. Age Ageing 2019;48:16-31.



Component

Strength

Assistance in walking

Rise from a chair

Climb stairs

Question
How much difficulty do you have
in litting and carrying 10 pounds
(= 4,5 Kg, ndr)e
How much difficulty do you have
walking across a room?

How much difficulty do you have
fransferring from a chair or bed?

How much difficulty do you have
climbing a flight of 10 stairse

How many times have you fallen
in the past year?

Scoring

MNone = O

Some = |

A lot or unable = 2

MNone = O

Some = |

A lot, use aids, or unable = 2
MNone = O

Some = |

A lot or unable without help =

2
None =0

Some = |
A lot or unable = 2

None =0
1 -3falls =1

4 or more falls = 2



Frailty outcomes

Table 6. Incidence of Adverse Outcomes Associated With Frailty: Kaplan-Meier Estimates at 3 Years and 7 Years™ After Study Entry for
Both of the Cohorts’ (N = 5317)

Died First Hospitalization First Fall Worsening ADL Disability ~ Worsening Mobility Disability
Frailty Status at Baseline  (n) 3yr% 7yr% 3yr% Tyr% 3yr% Tyr% 3 yr % T y1 % 3yr % 7 yr %
Not Frail (2469) 3 12 33 7 15 27 8 23 23 41
Intermediate (2430) 7 23 43 83 19 33 20 41 40 58
Frail (368) 18 43 59 96 28 41 39 63 51 71
2 <.0001 <0001 <.0001 <.0001 <.0001

*7-year estimates are only available for the first cohort.
TOnly those evaluable for frailty are included.

Ip value is based on the 2 degree of freedom log rank test using all available follow-up.

Fried L et al. Frailty in older adults: evidence for a phenotype. Journal of Gerontology. 2001



CLINICAL FRAILTY SCALE (2020 update)

VERY FIT

People who are robust, active, energetic and motivated. They tend
to exercise regularly and are among the fittest for their age

FIT

People who have no active disease symptoms but are less fit than
category 1. Often, they exercise or are very active occasionally, e.g.
seasonally

S~

MANAGING WELL

LIVING WITH
VERY MILD
FRAILTY

People whose medical problems are well controlled, even if
occasionally symptomatic, but often are not regularly active
beyond routine walking.

Previously “vulnerable”, this category marks early transition from
complete independence. While not dependent on others for daily
help, often symptoms limit activities. A common complaint is being
“slowed up” and/or being tired during the day

LIVING WITH
MODERATE
FRAILTY

People who need help with all outside activities and with keeping
house. Inside, they often have problems with stairs and need help
with bathing and might need minimal assistance (cuing, standing)
with dressing.

LIVING WITH
SEVERE
FRAILTY

Completely dependent for personal care, from whatever cause
(physical or cognitive), Even so, they seem stable and not at high risk
of dying (within ~6 months).

LIVING WITH
VERY
SEVERE FRAILTY

Completely dependent for personal care and approaching end of
life. Typically, they could not recover even from a minor illness.

TERMINALLY
ILL

LIVING WITH
MILD FRAILTY

People who often have more evident slowing, and need help with
high order instrumental activities of daily living (finances,
transportation, heavy housework). Typically, mild frailty
progressively impairs shopping and walking outside alone, meal
preparation, medications and begins to restrict light housework

Approaching the end of like. This category applies to people with a
life expectancy <6 months. Who are not otherwise living with severe
frailty. (Many terminally ill people can still exercise until very close
to death.

SCORING FRAILTY IN PEOPLE WITH DEMENTIA

The degree of frailty generally corresponds to the degree of dementia.
Common symptoms in mid dementia include forgetting the details of a recent
event, though still remembering the event itself, repeating the same

question/story and social withdrawal

i? DALHOUSIE
UNIVERSITY

In moderate dementia, recent memory is very impaired, even though they
seemingly can remember their past life events well. They can do personal
care with prompting.

In severe dementia, they cannot do personal care without help.

In very severe dementia they are often bedfast. Many are virtually mute.

Clinical Frailty Scale ©2005-2020 Rockwood,

Version 2.0 (EN). All rights reserved, For permission:
www.geriatricmedicineresearch.ca

Rockwood K et al. A global clinical measure of fitness
and frailty in elderly people. CMAJ 2005;173:489-495,




REACT TO

REACT TO FRAILTY

Understand, identify and manage
frailty

BEFORE YOU START

You can find the resources below, however if you
require a certificate as proof of completion click here
to register.

React To Frailty has been designed by the Nottingham & Nottinghamshire ICS Frailty Group for all
health and social care colleagues across the ICS. React To Frailty has been designed as a resource pack
with two accompanying videos which explain how to use the Clinical Frailty Scale to identify different
levels of frailty, and to improve awareness and understanding of what frailty means and how it can be
managed.These films and resources were designed and produced by Crocodile House.

HOME ~

ABOUT

INFO

CONTACT




We have set out an outline of the approach we support

MILD FRAILTY

Encourage healthy
lifestyle

Exercise prescriptions
Nutrition advice
Social navigators

Medical management
of LTCs
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Care and support
planning

Care navigators

Management of L'I'Cs

Preventative treatment
reviews

Consider CGA

Introduce concept of
advance care planning

Ensure plan for
management of future
crises

SEVERE FRAILTY

As for moderate but
with greater emphasis
on advance care
planning

Consider wishes and
preferences for end of
life care

Ofter CGA

Ensure people living in
care homes are offered

an ACP

Community based
urgent response for crisis

Supported by workforce strategy and culture change

BGS. Position statement on primary care for older people. 2018
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RESEARCH PAPER

Building resilience and reversing frailty: a
randomised controlled trial of a primary care
intervention for older adults
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Abstract

Background: There is a need for effective primary care interventions that help older people combar frailry and build resilience.
Objective: To study the effectiveness of an optimised exercise and dietary protein intervention.

Design: Multicentre, randomised-conrrolled, parallel-arm crial.

Setting: Six primary care practices, lreland.

Methods: Six general pracritioners enrolled adults aged 654+ with Clinical Frailty Scale score =5 from December 2020 w0
May 2021. Participants were randomised to intervention or usual care with allocation concealed until enrolment. Intervention
comprised a 3-month home-based exercise regime, emphasising strength, and dietary prowein guidance (1.2 glkg/day).
Effectiveness was measured by comparing frailty levels, based on the SHARE-Frailry Instrument, on an intention-to-treat
basis. Secondary ourcomes included bone mass, muscle mass and biclogical age measured by bioelectrical impedance analysis.
Ease of intervention and perceived health benefic were measured on Likert scales.

Results: Of the 359 adults screened, 197 were eligible and 168 enrolled; 156 (92.9%) attended follow-up (mean age 77.1;
G7.3% women; 79 intervention, 77 control). Ar baseline, 17.7% of intervention and 16.9% of control participants were frail
by SHARE-FL At follow-up, 6.3 and 18.2% were frail, respectively. The odds ratio of being frail berween intervention and
control groups post-intervention was (.23 (95% confidence interval: 0.07-0.72; P = 0.011), adjusting for age, gender and
site. Absolute risk reducrion was 11.9% (CI: 0.8%-22.9%). Number needed to trear was 8.4. Grip strength (# < 0.001) and
bone mass (P = 0.040) improved significantdy. 66.2% found the intervention easy, 69.0% reporred feeling berrer.
Conclusion: A combinarion of exercises and dierary protein significantly reduced frailty and improved self-reported health.
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Research

Delaying and reversing frailty:

a systematic review of primary care interventions

Abstract
Background

Recommerndaliens fnr mutine Ty soreerng
m general prachice are noessing as iy
prevaien o groves. in England, fraity dondihoton
be@rne a conraciual regarernent n JF7.
Homurver, there s lithe guidarce on the most
effectne and practeat inke resntors onee: alby
has boen idortfied

A

To amess the corgeratee effodseness and
easz of mmplerneniaton of raity merwntions n
primary

Design and setting
A systsmatic review of fradly nterertons o
primary cane

Method

Scwerific daiabases wene seanched from
inception o May M1 7 for mrcoreced coninoled
tralc or cohort shudies wthy oxmol grouge on
prirrary care fradty infervenbons. Soeaning
mizihads, mtervenbons, and oulcommies wens
amabyzed i incladess shties. Efficctiveness wors
srored in ierrs of change of frafty satus or
Fradty indkainrs and egse of implemensaionm
termes of humaen rescoroes, manginal costs, and
fime reqursme T

Results

A tobal of ¥25 studes satisfied search otena and
&b wore roludod. There were 15 600 participants
Imedian stody size was 1460 participars). Stusies
refiecied a broad heterogeneity There were §7
difierent fradly soreenag msthods 0f the daily
impraerions, I3 imvoheed physical actraty ana
otter rerventions imvoked hiaith edacation
nuintion stpplemoniot on,; home esits, hommone
suppigrnentation; and counseding. A s gnifcam
mprovernent of fradty siatus wes deronstraied
m T1% |n = 10 of shudies and o fmby ndcators
m 5% ned?) of studkes where msss e
Interventions with. both s sfreogbh Taening
and protein supplementaton wene oonsichertly
placed highest for effrceveness and exse of
implamerkstan

Canclusion

#& comibination of rrscle sinength teEning and
prodemn suppiEmeraton was he mest efiectne
interarion 1o delay or neverse fralsy and the
nr.-l:h‘lrlrrq:\ln'mrhr prmary cane A rmap of
imareentons was cresbed that can be used 1o
o chaloes for managng fraety.

INTRODUCTION

Frailty has long been in the fewmcon of
evaryday language. How easily the wind
overfums a frad free| Buddha refiected
somie 2500 years 3go’ From such historic
prevalence has oomme an smherited nstinct
for recognicing fraddby - However, it is only
in recent years that frailty has come into
focus for more ngomouws medical defmition
in-a shidt of emphasis from sangle-systeam
oonditrons to undfpng constructs for holistic
patient care

Frailty can be described as a state of
physiological vulnerabilsty wath diminished
capacity o manage external siressors™
It increases the nsks of illness, [Blls,
dependency, disability, and desth?

Frailty i= becoming a more commen
challenge a= populations age and lde
expectancy lengthans. The prevalence of
frailty is estimated at 10.7% m adulis aged
hbyeas and mcreases to some 50% in
thiase =80 years of agea.! The Urited Mations
estimates that the world populaticn of
indiiduals aged >40 years wall mare than
double from P42 million in 2077 1o 2.1 billion
in 2050, whereas the population of indriduals
aged =80 yearswill triple from 137 million to
473 million m the same penod = in the UK,
the number of indwiduals aged =485 years
15 estimated to grow from 1004 méllon to
124 million by 2025 and Ul expectancy at
&5 years 15 sat to mcrease by 1.7 years”®

JITimwars, MB BCh S50, BE, MES, worsor howse
offi cor;, Depariment of Geriatnc Medacine, 5t
Winoents Unsersity Hospital and Trinty Collsge
Dustslny HEE Specialst Trarwng Programmee in
Genaral Practce, Dubbn. R Romers

Lir Med, MSc; Phil, MACPILKY, aswocate
profecsor, moresadtant phymican, Giokal Brain
Heaith instnute (GEHI, Trimy College Dublin,
Meroer s brmbbule for Successiu Aqing, 58 famess
Hozgital, Dublin. J Bafley, reseach 2swsian,
Schwool of Medicine, Universigy Cofiege Dublin,
Dot WT Cosoney, PO, MROP, consuftant
pvsicar Cenartrent of Genatric Medacme. St

Fraiity has been descnbed as the most
probliernatic expressaon of population ageing
In tha context of this considerakble growa
has forced fundamental changes in national
health policies. For sxsample, since 2017
the new General Medical Services [GMS]
contract in Emgland mandates that all
primary care practices wse an approprate
tool to identdy pabents sged =65 years who
are lving with moderate or sesere frailty.
For patienis living with severe irailty, the
practice miust undertake 2 clinical rewew,
prowvide an annual medication review,
discuss whether the patent has fallen in
the lzst 12 months, sctwate an ennched
Sumimary Care Record st the patient’s
requeest {if not already in placal, and provide
any other clinically relevant mterventions.”

& varmety of tools has been proposed
for frafty screening n primany cae?® A
commonly used method = Fred's frailty
phenotypa™ [three - more oitera from:
exhaustion, umexplsined weight loss,
slowness, weakness, and low physical
acthity, wsih one or two orteria pressnt
defireng pre-frailtyl. The cumulative deficit
model proposed by Rockosood and Mitnisie'
provides = fralty index based on the presence
ol deficits as 3 proportion of foEl measured
There are seweral other moces, dhecklists,
and indicators.'*'* A general model of Failty
that captures comemonly imvobed domans s
shown in Faguers 1

HAddress for cormrespendence:

John Travers, Oepartmaent of Senatne Moedicing,
5t Viccenl's Unfeersity Hospital, Dobibn 4, Insland
[Ernail: jobin. travers. 1@ucdconnectie
Submitted: 30 May 20158 Editor's response:

2% Jure W00, finsl accepkance: 18 by 2118
‘D8ritish Journal of Gemeral Practice:

This is the full-langth artacle {oublished anlme

4 Dz I018] ol an abridged version poblshed in
print. Cite thiz werzion as: BrJ Gen Pract 2018:



Prevention

* Loneliness and isolation
* Group/one-one/volunteering activities
e Befriending initiatives
* Intergenerational activities

* Falls and fractures
» Strength and balance training (low to moderate risk)
* Multifactorial interventions (high risk)
* Fracture liaison services



We have set out an outline of the approach we support

MILD FRAILTY

Encourage healthy
lifestyle

Exercise prescriptions
Nutrition advice
Social navigators

Medical management
of LTCs
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Care and support
planning

Care navigators

Management of L'I'Cs

Preventative treatment
reviews

Consider CGA

Introduce concept of
advance care planning

Ensure plan for
management of future
crises

SEVERE FRAILTY

As for moderate but
with greater emphasis
on advance care
planning

Consider wishes and
preferences for end of
life care

Ofter CGA

Ensure people living in
care homes are offered

an ACP

Community based
urgent response for crisis

Supported by workforce strategy and culture change

BGS. Position statement on primary care for older people. 2018




Comprehensive Geriatric Assessment (CGA)

“a multi-dimensional, interdisciplinary, diagnostic
process to determine the medical, psychological
and functional capabilities of a frail older person

in order to develop a coordinated and
integrated plan for treatment and long term
follow up”

Stuck et al Lancet 1994



Medical

Mental health

Functional capacity

Social circumstances

Environment

comorbid conditions and disease severity
medication review
nutritional status

problem list

cognition
mood and anxiety

fears

basic activities of daily living

gait and balance

activity/exercise status
instrumental activities of daily living

informal support available from family or friends
social network such a visitors or daytime activities
eligibility for being offered care resources

home comfort, facilities and safety
use or potential use of telehealth technology etc
transport facilities

accessibility to local resources




Fig 3 Odds ratios for death or deterioration at the end of follow-up (median 12 months) in
elderly patients according to comprehensive geriatric assessment after emergency
admission at baseline.

No of events/total

Comprehensive
geriatric assessment
Ward
Landefeld 19953 72/327
Counsell 20002° 237/767
Rubenstein 1984%° 26/63
Subtotal (95% Cl} 335/1157

Test for heterogeneity: %2=2.19, df=2, P=0.33, I°’=9%
Test for overall effect: z=2.76, P=0.006

Team

McVey 19898 32/93
Thomas 1993°! 17/68
Subtotal (95% CI} 497161

Test for heterogeneity: X2=0.08, df=1, P=0.78, I°’=0%
Test for overall effect: z=1.84, P=0.07

Total (95% ClI) 384/1318
Test for heterogeneity: x2=2.81, df=4, P=0.59, 1’=0%
Test for overall effect: z=3.24, P=0.001

Control

88/324
269/764
36/60
393/1148

40/92
23/64
63/156

456/1304

Test for subgroup differences: %°=0.54, df=1, P=0.46, 1’=0%

Ellis G et al. BMJ 2011;343:bmj.d6553

©2011 by British Medical Journal Publishing Group

Mantel-Haenszel Weight
fixed odds (%
ratio (95% Cl)
L 21.5
—il— 58.0
i 6.7
i 86.2
3 = 8.2
~ = 5:5
i 13.8
g 100.0
0.5 0.7 1 1.5
Favours Favours
intervention control

Mantel-Haenszel
fixed odds
ratio (95% CI)

0.76 (0.53 to 1.08)
0.82 (0.66 to 1.02)
0.47 (0.23 to 0.96)
0.78 (0.65 to 0.93)

0.68 (0.38 to 1.24)
0.59 (0.28 to 1.26)
0.65 (0.41 to 1.03)

0.76 (0.64 to 0.90)

BM]



Fig 2 Odds ratios for living at home at end of follow-up (median 12 months) in elderly patients
according to comprehensive geriatric assessment after emergency admission.

No of events/total

Comprehensive Control Mantel-Haenszel Weight Mantel-Haenszel
geriatric assessment fixed odds (%% fixed odds
ratio (952 CI) ratio (95% CI)
Ward
White 1994°7 14/20 7/20 0.3 4.33 (1.15 to 16.32)
Saltvedt 200247 76/127 68/127 S 3.6 1.29 (0.79 to 2.13)
Rubenstein 1984%° 35/63 22/60 1.3 2.16 (1.05 to 4.45)
Nikolaus 1999%! (ward) 114/179 56/93 —_— e 3.6 1.16 (0.69 to 1.94)
Nikolaus 199941 (plus early 118/181 55/92 — 3.4 1.26 (0O.75 to 2.11)
supported discharge)
Landefeld 19957 218/327 194/324 - 8.6 1.34 (0.97 to 1.85)
Kay 199231 16/30 17/29 1.3 0.81 (0O.29 to 2.26)
Fretwell 199077 104/221 °2/215 = 6.6 1.19 (0.81 to 1.73)
Counsell 2000°° ATNH]TET H485/764 —a-— 24.7 0.93 (0.76 to 1.14)
Collard 19852~ 163/218 319/477 - 6.7 1.47 (1.02 to 2.10)
Cohen 200277 (usual care, outpatient) 217/348 185/348 e .3 1.46 (1.08 to 1.97)
Cohen 200222 (geriatric evaluation 200/346 185/346 ———— 10.4 1.19 (0.88 to 1.61)
and management unit)
Asplund 20007! 121/190 134/223 S 0 S 5.9 1.16 (O.78 to 1.74)
Applegate 1990'7 55/78 43/77 AT 1.89 (0.97 to 3.67)
Subtotal (25% Cl) 1925/3095 1862/3195 ’ 87.1 1.22 (1.10 to 1.35)
Test for heterogeneity: x°=17.66, df=13, P=0.17, I°=26%
Test for overall effect: 2=3_.77, P<O.001
Team
Winograd 199373 32/99 26/98 3.3 0.82 (0.46 to 1.48)
Naughton 1994%° 39/51 44/60 1.3 1.18 (0.50 to 2.80)
McVey 198973 51/93 62/92 3.7 0.59 (0.32 to 1.07)
Kircher 200732 98/150 94/129 —_—— 4.7 0.70 (0O.42 to 1.17)
Subtotal (95% CI) 220/393 236/379 e 12.9 0.75 (0.55 to 1.01)
Test for heterogeneity: x°=1.86, df=3, P=0.60, I°=0%
Test for overall effect: z=1_90, P=0_.06
Total (95% CI) 2145/3488 2098/3574 ‘ 100.0 1.16 (1.05 to 1.28)
Test for heterogeneity: x°=28_49, df=17, P=0.04, |I°=40%
Test for overall effect: z=2.96, P=0.003 G M 2 2 =
Favours Favours
control intervention

Test for subgroup differences: x2—9_06, df—1, P=0.003, I12=89%

Ellis G et al. BMJ 2011;343:bmj.d6553

BM

©2011 by British Medical Journal Publishing Group



Frailty management

* CGA
* CGA
* CGA

* Exercise
* Resistance and aerobic; strength and balance; >3 months

* Nutritional supplementation
* Protein-calorie supplementation, ?1.2g/kg/day protein
* Synergistic with exercise

 Vitamin D
e Correct if deficient

Cadore E et al. Effects of different exercise interventions on risk of falls, gait ability and balance in physically frail older adults: a systematic review. Rejuvenation Research. 2013.
Theou O et al. The effectiveness of exercise interventions for the management of frailty: a systematic review. Journal of Aging Research. 2011.

Chou C et al. Effect of exercise on physical function, daily living activities and quality of life in the frail older adults: a meta-analysis. Arch Phys Med Rehabil. 2012

Clegg et al. The home-based older people’s exercise (HOPE) trial: a pilot RCT of a home-based exercise intervention for older people with frailty. Age and Ageing. 2014.

Morley J et al. Nutritional recommendations for the management of sarcopenia. Journal American Medical Directors Association. 2010.

Vitamin D and bone health: a practical clinical guideline for patient management. National Osteoporosis Society. 2013



Exercise

* Should be multicomponent
* Intensity and volume of exercise still needs further investigation

* Example of an exercise regime for resistance exercise might look like

» 3 sets of 8-12 reps starting at 20% 1RM (Rep Max) increasing to 80% 1RM, 3
times a week for 12 weeks

e Aerobic exercise regime may follow high interval intensity training
(HIIT) scheme 3-5 times a week

* Exercise seems to be more effective in the earlier stages of frailty
compared to the later stages of frailty

* Exercise can improve sarcopenia, physical function, cognitive
function, and mood

Cadore E et al. Effects of different exercise interventions on risk of falls, gait ability and balance in physically frail older adults: a systematic review. Rejuvenation Research. 2013.
Theou O et al. The effectiveness of exercise interventions for the management of frailty: a systematic review. Journal of Aging Research. 2011.

Chou C et al. Effect of exercise on physical function, daily living activities and quality of life in the frail older adults: a meta-analysis. Arch Phys Med Rehabil. 2012

Clegg et al. The home-based older people’s exercise (HOPE) trial: a pilot RCT of a home-based exercise intervention for older people with frailty. Age and Ageing. 2014.
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Proactive care - the ambition...

* People will have choice and control over the way their care is planned and
delivered.

e Based on ‘what matters’ to them and their individual strengths and needs.

* A one-size-fits-all health and care system simply cannot meet the
increasing complexity of people’s needs and expectations.

* |t is a way to develop relationships between people, professionals and the
health and care system.

* |t provides a positive shift in power and decision making that enables
people to have a voice, to be heard and be connected to each other and
their communities.

* Evidence shows that people will have better experiences and improved
health and wellbeing.



Figure 1: The care model is both a process and a cycle
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Table 1: Interventions grouped into three main areas

Living well Targeted support

Understanding health better Mental wellbeing, loneliness and isolation
Behaviours to improve health and wellbeing Reducing the risk of falls and fractures
Enabling movement and physical activity Support with cognitive and memory problems
Better diet, nutrition and healthy weight Managing medications safely and effectively

General support antll_'nence support and avoiding urinary tract
infections

Addressing specific conditions, pain and

Social prescribing symptoms

Regaining skills and function Treatment and support for addictions

Support with issues related to housing Palliative and end of life care
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Rehabilitation makes people's lives better. Many

of those who would most benefit from rehabilitation,
however, face barriers to accessing services. A panel
of experts from across the UK developed these
standards, to help change that.

Published by The Chartered Society of Physiotherapy
on behalf of the Community Rehabilitation Alliance
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Community Rehabilitation Best Practice Standards

Community Rehabilitation Recommendations — Summary Standards

Recommendation

Patient

Clinician

Rehabilitation Lead

Metwork

Commissioner

Social Care Provider

Referral processes
are explicit,

easy, efficient and
equitable

Knows how and when

to get help, when in need
of rehabilitation, either
through GP or self-referral

Refers patients to the
right services by using

a rehabilitation directory
of services

Provides a rehabilitation
directory, and ensures
equality of access and
provision of services

Determines how referral
pathways can best be
distributed, and establishes
information systems for
social care

Ensures resources are
appropriately focussed and
inequalities of access are
minimised by monitoring
groups that are underserved

Refers patients using a
rehabilitation directory, and

supports people to navigate
the rehabilitation pathways

Rehabilitation
interventions are
timely, co-ordinated
and prevent
avoidable disability

Gets seen by the right
person at the right time,
and knows who co-ordinates
rehabilitation

Undertakes assessments,
shares information across
the network, and knows
local resources

Recognises and

manages care co-ordination,
and delivers/monitors
mandatory training

Develops referral systems,
and ensures patients

are seen in a timely,
co-ordinated way

Ensures rehabilitation
pathway is timely, efficient
and effective for different
patient groups

Receives and shares
information about the
co-ordinated care

of patients

Rehabilitation
interventions meeat
patients’ needs and
are delivered in
appropriate formats

Knows they have the
best rehabilitation option
to suit them

Is trained to deliver
evidence-based care
and shares decision
making with patients

Maps, develops and
describes pathways for
patients with different needs

Shares training resources
and supports the
implementation of best
practice recommendations

Maps pathways, analyses
local population needs,
and designs community
rehabilitation

Understands the
rehabilitation options and
supports patients in their
decision making

Rehabilitation
pathwaoys should meet
needs and be delivered
lecally with access

to specialist services

Gets co-ordinated support
for physical and mental
health, and can occess
the equipment needed

Works with local services
but refers to specialist
services if needed to ensure
the best outcomes

Ensures information can

be shared and provides
resources to be shared with
patients

Ensures systems

are integrated and care
packages are joined

up across the course

of the disease

Commissions local and
out-of-area services to meet
patients’ needs and ocptimise
outcomes

Supports people to
attend appointments
and to obtain equipment

enable optimisation,

self-management
and review

Has the information,
equipment and support
they need to look after their
condition

Works independently with
appropriate workload to
support patients to maintain
their independence

Manages staffing to
deliver timely and effective
rehabilitation

Develops supported self-
management approaches
and shares training resources

Commissions needs-led,
integrated commumnity
rehabilitation services
and flexible pathways

Supports patients to
do the activities that
are important and

appropriate for them

Rehabilitation
services are well led,
adequately resourced
and linked to

other services

Helps record rehabilitation
progress and goals, and
can give feedback

Collects data including
patient goals and service
activity, and contributes
to audits

Conducts audits and
benchrmarks services, and
identifies service priorities

Helps design and develop
services that oddress unmet
needs, and enables sharing
of information

Commissions the
development of data
collection and defines
how success is evaluated

Supports patients to
discuss their progress
and to give feedback

Rehabilitation
services involve
families

October 2022

Family members are made
welcome and empowered
as important parts of the
rehabilitation process

Identifies patients refying
on carers, and encourages
families to take part

and contribute to care

Develops pathways to
support families and
monitors their experience

Helps design services that
meet the needs of families,
friends and carers

Commissions services that
support families of patients
with disabling conditions

Keeps families informed
about changes in function
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Get Dressed Keep Moving

I Preventing deconditioning and enabling independence for older people
“Deconditioning syndrome is the condition of physical, psychological and functional

S + oC
decline that occurs as a result of a series of complex physiological changes induced by

prolonged bed rest or inactivity. It is commonly experienced by older people in a hospital ;

or care home setting. Though deconditioning can affect people of any age, the effect on A comprehensive Arisk assessment G'-’?SSES- hearing
older people may be more rapid, more severe, and often irreversible” - Dr Amit Arora assessment should be should be aid, clock and

completed to determine completed calendar should be
usual capabilities accessible

Walking to the toilet Sitting in a chair can

helps to prepare for help you.

going home. Ask: Do you need
Ask: Is the catheter help getting out of

ML

Muscle and joint ? .?
stiffness, leading to
reduced ability to walk

Prneumonia due to
prolonged bed rest

Increased

. confusion or -

disorientation :

Further
immobility due
to inactivity

Increased
risk of falls
due to muscle
weakness

Are there appropriate
mobility aids available?
Ask: Is it the right size

and reachable?

Tol

Feed and take fluids
independently

Deconditioning

syndrome
really needed? bed?

Encourage

Increased risk
of swallowing
problems leading
to pneumonia

Constipation and
incontinence

Keep arms and

Appetite and
digestion can be
affected

Skin breakdown,

Wash and dress
leading to pressure

Clots in the legs

ulcers

independently in

and lungs own clothes

#SitUpGetDressedKeepMoving

legs moving, even
in bed or on a chair

University Hospdals of North Midiands
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Frailty

A framework of core capabilities

Hoalth NHS



Education and training of workforce

* Frailty is everyone’s business

* Frailty Core Capabilities Framework
 Commissioned by Health Education England and NHS England

* Aims to improve the effectiveness and capability of services for people living with
frailty

* Tier 1: Those that require general awareness of frailty

* Tier 2: Health and social care staff and others who regularly work with people living
with frailty but who would seek support from others for complex management or
decision-making

* Tier 3: Health, social care and other professionals with a high degree of autonomy,

able to provide care in complex situations and who may also lead services for people
living with frailty.



Table 1: Life expectancy and proportion of life in poor health, from birth
and age 65 years, males and females, largest EU countries, 2016.

Country Life Proportion Life Proportion Life Proportion  Life Proportion
expectancy (%) in poor expectancy (%) in poor expectancy (%) in poor expectancy (%) in poor
at birth health atage 65 health at birth health at age 65 health

France /9.5 6.4 19.6 16:3 &5.7 8.1 23.7 18.6

Germany /8.6 6.4 1.1 14.4 83.5 /7.8 21.3 18.3

United 719.4 6.9 18.8 13.8 83.0 8.0 21.1 13.7

Kingdom

EU 78.2 6.5 16.2 17.6 83.6 8.7 21.6 231

average

Note: Poor health is defined as the difference between life expectancy and healthy life expectancy.
Source: European Statistics (EUROSTAT). Healthy life years and life expectancy at age 65 by sex. 2018.

#NHSLongTermPlan | www.longtermplan.nhs.uk
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“There comes a point where
we need to stop just pulling
people out of the water.

We need to go upstream and
find out why they're falling in”
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