IES Ageing Well (Anticipatory Care)

GP Training and Education Event - 9th September 2021
Presenters:
Dr Ben Solway – IES CCG Lead GP for Frailty
Selina Lim –ICS Frailty Lead Consultant Geriatrician and ESNEFT Divisional Director for Integrated Pathways
Jane Shoote - Consultant Geriatrician, ESNEFT
Renee Ward – Consultant Nurse in Older People’s Services, ESNEFT
Hannah Lord-Vince – Transformation Lead, IESCCG

Agenda
1) Update on Ageing Well - nationally and locally

2) Update on frailty initiatives:
▪ IES Frailty Steering Board
▪ IES Frailty Framework
▪ Rockwood Clinical Frailty Scale
▪ GLINT
▪ Falls equipment INT pilot sites
3) iCARE frailty web based solution
4) Feedback

Ageing Well- What’s the national
approach?
NHS Long Term Plan- Delivering a new
service model for the 21st century
Transform ‘out-of-hospital care’ and fully
integrate community-based care
1. Urgent Community Response - Models of
care to meet the national standards of 2
hours response for urgent care and a 2 day
response for access to intermediate
care/reablement
2. National roll out of Enhanced Health in
Care Homes model and supporting full roll
out of NHS Mail for care home providers
3. ‘Anticipatory Care’ for complex patients
at risk of unwarranted health outcomes –
proactive care

Implementing Ageing Well

Ageing Well update - for information

REACT locality model

Retain central REACT hub in Ipswich with PW1 with two ‘spoke’ hubs in
Woodbridge & Stowmarket

Mirroring HomeFirst hubs already in place
REACT and discharge to assess pathway 1 teams will disperse workforce across
the 3 hub locations to service UCR and same day discharge for the corresponding
INTs
Phased mobilisation of locality model during 21/22, from November onwards
starting with Woodbridge hub

Estates plan, staff engagement & consultation underway

Recruitment underway for PW1 resource

Ageing Well monies TBC for further investment into Urgent Community Response

Optimises two-hour urgent
community response for
REACT and achieves single
operating model for PW1 to
achieve same day discharge

REACT (24/7 service) spent
303 hours travelling a
week, equivalent to 8 WTE
staff between August 2019
and January 2020

Summary of eFI scores by INTs
eFI score

INT
Eye & North West INT

Mild

Moderate Severe

Total List Size
@ 01/07/20
(Actual)

Total

Frailty % per
INT
Comments

951

951

286

2188

40688

Felixstowe INT

3804

1221

526

5551

33572

17%

Ipswich East INT

3440

1991

614

6045

73528

8%

Ipswich West INT

6309

2834

1054

10197

105134

10%

Saxmundham & NE INT

2671

1081

217

3969

26829

15%

South Rural INT

3341

1304

395

5040

40457

12%

Stowmarket INT

3365

1352

634

5351

42165

13%Inc's Needham GP Practice

Woodbridge INT

2914

1237

673

4824

51252

26795

11971

4399

43165

413625

GRAND TOTAL

5%Inc's Debenham GP Practice

9%

Note:
1) Data is based on recorded eFI scores on GP systems (SystmOne or EMIS)
2) The patient place of residency could be at home, care home or nursing home
3) eFI scores could be used to prioritise roll out of proactive frailty services across IES

Ipswich & east Suffolk Frailty Framework
Frailty Steering Board (FSB) formed in October 2020 - provides strategic leadership and direction to deliver our
overarching shared vision and approach to proactively manage frailty, and to improve outcomes for our population
across Ipswich and east Suffolk.
FSB members consist of Community Health, Mental Health, Primary Care Networks, Healthwatch Suffolk, the broader
voluntary sector, Social Care, Borough and District Councils, and patient representatives, including BAME community
representation.
FSB members have worked collaboratively to develop a Frailty Framework that will become a blueprint and guide to
standardising our approach to managing frailty in Ipswich and east Suffolk.

Frailty Framework will be aligned to PCN Anticipatory Care DES and subsequently shared with PCNs

Frailty Framework socialised with Alliance organisations (May-June 2021)

We will share with CONNECT (shared with Felixstowe Connect July 2021)

Ipswich and East Suffolk Frailty Framework –
Plan on a page
Vision Statement
In Ipswich and east Suffolk people with frailty live independently in their own homes for as long as possible, have a good quality of life and
are empowered to take control of their own well-being, and have the tools and techniques to pro-actively manage their own care.

Our AIM
Alliance partners with service users to work collaboratively to co-produce and implement a frailty framework for Ipswich and East Suffolk
that will facilitate the prevention of frailty, the identification of people with frailty and their needs, the support for people with frailty, their
carers and for people in services providing care to them and education and training for people with frailty, their carers and for people in
services providing care to them.

Frailty Pillars

Prevention

Recognition of Frailty &
needs

Support &
Intervention

Education, Training of
Individuals, Carer & Service
Provider level

Individuals & Carers

Individuals & Carers

Individuals & Carers

Individuals & Carers

Provider

Provider

Provider

Provider
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Fall Equipment Project
Integrated Neighbourhood Teams (INTs)
Frailty and Delirium aid memoire cards
Distributed to REACT and moving to wider community teams
Aid Frailty and Delirium consideration and identification

Raizer chairs
Help community team response to falls
Standard Operating Policy currently being written
ECG machines
Allows timely assessment and part of community falls assessment
Standard Operating Policy currently being written
iPads
To support virtual assessments within INTs to facilitate speciality input or supervision
Currently being built by IT

Geriatric Liaison into the
Integrated Neighbourhood
Teams (GLINT)
Consultant geriatrician session
Build connections within community
Currently running from Stow Lodge and Felixstowe
Potential for MDT support within each INT

Aiming to be fortnightly for each INT
Likely to adjust as different INTs have different needs
Falls/CGA assessment locally
Community Healthcare input

“Our patients are based either in the community at home or in
one of our commissioned rehab beds based at Hartismere
Place. For the commissioned beds the medical cover is
provided by a commissioned GP service. There are often times
we identify patients requiring specialist medical advice that the
only route of access is sending to the acute trust which is over
an hour away or it just does not happen. The offer of a
geriatrician linked specifically to our INT will be greatly
received.” (Clinician - Eye North West INT)

IES frailty web based solution
This resource has been developed as an supportive guide to the level of frailty identified with assessment
prompts and information links that facilitates a holistic approach to an individual living with frailty.
It has been designed for those who are
competent in the clinical condition of frailty to:
Application screen

a)

Identify the baseline level of frailty
that an individual is living with, using
the Rockwood Clinical Frailty Scale
CFS and enable the professional to
proactively support that individual, or
to:

b)

Guide the professional to onward
referral to other professionals or
services, using the Frailty Directory of
Service (FDOS)

c)

It will also provide the core
capabilities of professionals, to
improve the effectiveness and
capabilities to support people living
with frailty, by providing a structured
competencies framework and
eLearning /training in frailty.
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INTs/PCNs - Frailty and Priorities
Overview of INTs that have frailty as their priority
1) What is being done to realise these priorities

and
2) How can the Frailty Steering Board help INTs/PCNs achieve their frailty
priorities?

INTs (draft) overview of frailty / prevention priorities taken from INT local delivery plans
Priority Area

GOAL
G1.1

G1.2
G1.3

South Rural

Promote the health, wellbeing and independence of our
older population

Use local assets to reduce hospital admissions
and maintain people’s independence at home for
as long as possible

G1.5
G1.7

ACTIONS

Themes

Engagement, education, communication and awareness raising about independence and the importance
of positive activity
Community Connectors and Domiciliary Care Workers

Prevention- wellbeing

ICOPE Project to reduce the need for referral by one year through signposting to support
Streamline referral processes and know people who have been admitted into hospital – reaching in and
supporting them pro-actively
Falls prevention project – Joint home visits by social workers and therapists to 50 frail people
Frailty
Geriatrician Liaison, Shazia Awais to provide clinics to support the independence of old and frail people in
South Rural. Referrals to come from people in the South Rural INT and Connect spaces
Social Prescribing Frailty Offer
SR/PCN ‘Active Wellbeing webinar’info to CLT/Connect

G1.8

Eye & North West

Progress frailty/pre-frailty identification and support to
address one of the key demographic needs of the locality.

Felixstowe

Promote the health, wellbeing and independence of our
older population

Ipswich East

To reduce the impact of health inequalities on peoples
short and long term health and wellbeing. Relates
principally to objective 1

Ipswich West

Promote the health, wellbeing and independence of our
older population

Woodbridge

Build on present resources to enhance the frailty
offer in the area, to include mental and physical
frailty. Also explore strategies to identify those
at risk of frailty and introduce preventative

G2.1
G2.2
G2.3
G1.1

G2.1
Use local assets to reduce hospital admissions
and maintain people’s independence at home for
as long as possible

MDT working

G1.1
G1.2
G1.1
G2.1

Encourage a greater awareness and knowledge base to
address elderly population’s health needs

Increase professionals understanding of the
barriers which carers and elderly people face in
relation to supporting their health needs

G2.2
G2.3
G2.4

Stowmarket
G3.1
Promote activities and information sharing which can
support the community to improve their wellbeing and
levels of fitness

Provide better access to sport and leisure
activities for all the community, with an
emphasis on obesity avoidance and
cardiovascular health

G3.2
G3.3
G3.4

Active Suffolk Programme
Co-location of ACS, Community therapy & community nursing
Frequent fallers initiative started and paused during pandemic
Frailty

Develop training/consultative model for working with the GLINT (geriatrician attached to the INT)
Explore options for improved identification and support inc. digital care, frailty app, etc.
ICOPE Project to reduce the need for a first referral by one year through signposting to support
Understand the needs of our community through a diverse range of data sources (inc. giving our
community a voice to shape this plan and its delivery). Consider adopting a recognised needs analysis
approach (e.g. Primary Care Home: Population Health Management).
Engagement, education, communication and awareness raising about independence and the importance
of positive activity
ICOPE Project
Establish Public Health Data to move forward with MDT’s
Encourage better interagency support and knowledge sharing, and implement more opportunities for
professionals and carers to gain skills through training
Build on success of falls/rehabilitation clinics at Stow Lodge and geriatrician offer
Reintroduce Care Home MDTs with primary care and system partners to proactively manage demand
differently
Work with care homes and the Ageing Well population in the INT to promote admission prevention;
increase uptake in vaccination programmes and develop mobility and leisure activities

Frailty

Prevention- wellbeing

Prevention- wellbeing
Frailty
Prevention- wellbeing
Frailty

Care Homes

Promote healthy lifestyles and wellbeing to the community, with better access to activities and initiatives
to encourage responsibility for own health.
Explore opportunities to be a partner in the development of sports/leisure and physical activities facilities
in Stowmarket – inc. Mid Suffolk plans for additional facilities
Prevention- wellbeing
Support re-entry initiatives for the community and other outdoor activities promote health and wellbeing
+ PBNA (obesity/cardiovascular disease)
Build links with the local VCSE organisations and develop initiatives which will encourage healthy lifestyles

G2.1

Engagement, education, communication and awareness raising about independence and the
importance of positive activity

G2.2

Establish a frailty hub and hub based local admission prevention service at Aldeburgh Hospital
including local REACT and local GLINT

G2.3

Streamline referral processes and know people who have been admitted – reaching in and
supporting them pro-actively

G2.4

Maintain people’s independence at home through prompt discharge and minimise
deconditioning so that they remain independent for as long as possible

Frailty

Saxmundham

Promote the health, wellbeing and independence of
our older population

Use local assets to reduce hospital
admissions and maintain people’s
independence at home for as long as
possible

G2.5

Invest in local prevention and support services, including social prescribing

Insert saxmundham from Emma
G2.6

Develop a pilot project to provide wraparound support for people from within their own
communities for up to 72 hours

Feedback via the INTs to:
selina.Lim@esneft.nhs.uk

ICS Frailty Lead Consultant Geriatrician

ben.solway@nhs.net

IES CCG Lead GP for Frailty

emma.doughty@suffolk.nhs.uk

Transformation Lead, IESCCG

