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Introduction

Demand for acute care of older people living with frailty is increasing and this population has

been highlighted in the NHS England Urgent and emergency care plan 2025/26. Older

people living with frailty are the highest users of health and social care services and have the

highest levels of emergency hospital admissions’.

In England, currently more than half of all patients aged over 75 years admitted to hospital
wait over 12 hours in the emergency department (ED) or a temporary escalation area?,
leading to poor patient experience and outcomes. There is a clear need to improve the
delivery of acute care for people living with frailty, both to improve patient outcomes and to

improve flow within hospitals and other acute care settings.

The population aged 85 years and over is expected to double over the next 20 years.? With
this demographic change, all healthcare professionals - regardless of specialty - will need
the knowledge and skills to deliver effective care to older people. Some local areas of
England, for example rural and coastal regions, are likely to experience more rapid ageing of
their population.* In these areas localised workforce and service planning is needed to meet

the growing demand for health and social care and optimise hospital use.

Many of the services or acute care interventions reviewed by GIRFT are small in scale, with
demand exceeding capacity, or they are only available for limited hours or are slow to
respond. All services outlined in this guide should optimise their scale and effectiveness and
review any overlap between interventions provided. Service models then need to be adapted

in response to ongoing local demographic change.

Frailty is a complex condition which interacts with multimorbidity and requires a proactive
and personalised approach to care. Individuals present with varying levels of need, requiring
tailored support and treatment. For people with moderate or severe frailty who require acute
care (often due to functional change e.g. immobility or confusion), timely access to care in

the right setting, with an approach that encourages independence, is essential.

T Department of Health and Social Care (2023) Chief Medical Officer’s annual report 2023: health in an ageing

society.
2 SAMIT 75+ APBR-12 (admitted patient breach rate>12 hours) 75+ [data from February 2025].

3 Office for National Statistics (2022). National population projections: 2020-based interim. [Accessed 8 May
2025].
4 Department of Health and Social Care (2023) Chief Medical Officer’s annual report 2023: health in an ageing

society.
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https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/
https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2023-health-in-an-ageing-society
https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2023-health-in-an-ageing-society
https://tabanalytics.data.england.nhs.uk/#/workbooks/9543/views
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/bulletins/nationalpopulationprojections/2022based#changing-age-structure
https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2023-health-in-an-ageing-society
https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2023-health-in-an-ageing-society

This can be achieved by:

e Early identification of the severity of frailty.

e Adopting a Home First approach to avoid unnecessary ED attendance or hospital
admission.

¢ Delivering care outside of hospital at an appropriate scale, to meet local demand and
avoiding long waits in EDs which cause delay-related harm.

e Early discharge planning using a Home First principle.

Co-ordinated care for older people living with frailty requires all system partners to work

together. Integrated care systems (ICSs) should take a joined-up approach that includes:

Secondary

Care homes i

Patient

n
o
Community & Carers Local

services authorities

Ambulance Third
services sector

Care should be personalised for older people living with frailty and should be underpinned by
shared decision making with individuals and their carers. It should be adapted to local needs
and co-ordinated to avoid duplication of services.

The BGS has produced a key resource: Joining the dots: A blueprint for preventing and

managing frailty in older people that can be used in conjunction with this guide to support
achieving these aims.



https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/reducing-long-term-stays/home-first/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fscanmail.trustwave.com%2F%3Fc%3D8248%26d%3D5dPn6PinXjibAeRqtqQCEjaYKQJW27UB3ogVyi7FeQ%26u%3Dhttps%253a%252f%252fwww.bgs.org.uk%252fjoining-the-dots-a-blueprint-for-preventing-and-managing-frailty-in-older-people-0&data=05%7C02%7Cjulie.kennedy30%40nhs.net%7Cac729f4d61224ca2954908ddbd274fcd%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638874698797805000%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=VscIgoqJnCghAXzctmjDkc0gl2joWg0Hi75pY9SyT1w%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fscanmail.trustwave.com%2F%3Fc%3D8248%26d%3D5dPn6PinXjibAeRqtqQCEjaYKQJW27UB3ogVyi7FeQ%26u%3Dhttps%253a%252f%252fwww.bgs.org.uk%252fjoining-the-dots-a-blueprint-for-preventing-and-managing-frailty-in-older-people-0&data=05%7C02%7Cjulie.kennedy30%40nhs.net%7Cac729f4d61224ca2954908ddbd274fcd%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638874698797805000%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=VscIgoqJnCghAXzctmjDkc0gl2joWg0Hi75pY9SyT1w%3D&reserved=0

About this guide
In 2023 GIRFT worked in collaboration with the British Geriatrics Society (BGS) and the
Royal College of Physicians (RCP) to produce the Hospital Acute Care Frailty Pathway and

the linked Six Steps to Better Care. This guide builds on that work to outline a system-wide

approach to responding to the acute care needs of older people with frailty.

The guide sets out key tools, overarching actions and practical advice to support the
configuration of services that deliver optimal acute care for older people living with frailty.
Integrated care systems should review their existing services against this guide and work
with system partners to embed an approach that has the aim of reducing unwarranted

variation in frailty care.

The guide can help support the move towards developing neighbourhood teams which is

outlined in NHS England’s Neighbourhood health guidelines 2025/26 as it supports the focus

on delivering an integrated response, improving independence and reducing reliance on

hospital care.


https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/06/Hospital-Acute-Care-Frailty-Pathway-FINAL-V1-June-2023-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/GIRFT-BGS-Six-Steps-to-Better-Care-for-Older-People-FINAL-V2-July-2023.pdf
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/

Key actions and tools

The actions described below are essential for developing optimal, co-ordinated frailty
services and the highlighted GIRFT tools are important resources for driving improvement.

Key actions

Develop and implement a system-wide strategy so that everyone
involved in caring for people living with frailty knows how to respond to
functional deterioration and uses Home First principles.

Develop an overarching framework and governance structure to
support implementation and delivery of frailty services. Frailty services
should be underpinned by personalised care and shared decision
making principles.

Plan services to reflect the rapid, year-on-year population changes that
are projected in local areas.

Ensure that staff have the skills, knowledge and appropriate training to
recognise frailty and provide optimal care in all settings for people living

with frailty. The Frailty Framework of Core Capabilities is a key
resource.

Ensure that there is a digital shared care record in place that is
accessible by all health and care providers involved in providing multi-
professional support.

Review workforce productivity and effectiveness to ensure staff are
practicing at the top of their professional competence and avoid
duplication - particularly in assessment.



https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/reducing-long-term-stays/home-first/
https://www.skillsforhealth.org.uk/resources/frailty-2018/

GIRFT tools

Participate in the GIRFT Frail-tED process to evaluate service
availability for older people with frailty and identify opportunities for
improvement across the system.

Use the SAMIT 75+ to review metrics relating to hospital demand, flow
and outcomes for the admission and recovery phases of frailty care.
This will help to highlight gaps which may be impacting on the delivery
of a service.

The Frail-tED process

The Frail-tED (Frailty Alternatives to ED attendance) approach enables healthcare systems
to measure, rate and compare how well they provide frailty-specific alternatives to ED
attendance and hospital admission.

The Frail-tED process is facilitated by a member of the GIRFT team and brings together all
system partners in a virtual session to discuss multiple clinical scenarios and consider how
accessible and effective they are as alternatives to ED. The discussions are captured live
on-screen, and participants undertake a self-assessment of the local response, which forms
the basis of the Frail-tED report.

The Frail-tED report is developed by the GIRFT team and includes: a summary of the
narrative captured in the session; scenario-based scores reflecting service accessibility; and
an outline of opportunities for improvement aligned with national guidance.

Engagement Virtual session Opportunity report



https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/samit/

Key areas of focus
1. Identifying frailty

Why is this important?

Older people living with frailty are at greater risk of acute care harm, including hospital
acquired deconditioning, and risks associated with care transitions. It is therefore important
that they are assessed for frailty, including its severity, and that it is identified early. Early
assessment and targeted treatment of older people presenting with an acute health problem

can reduce hospital admissions, prevent deconditioning and improve outcomes.

What actions are required?

The Clinical Frailty Scale® (CFS) should be used to assess the severity of frailty in people
aged over 65 years, based on their functional status two weeks prior to presentation. This
assessment should be carried out as early as possible when older people present with an
acute care need, in any hospital or community setting. All relevant staff, regardless of where

they are located, should be competent in using the CFS.

Comprehensive Geriatric Assessment (CGA) linked to interventions that optimise function is
the recommended approach for assessing patients living with moderate or severe frailty.®
Acute care settings should have a locally agreed threshold to determine when CGA is
required and when to link to the local frailty team. CGA is commonly applied to people with a
CFS score of more than 5 or 6, or where there are specific clinical problems, such as falls, or
for groups of patients e.g. care home residents. CGA should be delivered using a
multidisciplinary team (MDT) approach and information about the assessment should be

available for relevant services including primary and community care.

How will this be achieved?

e Training staff in all relevant settings to use the CFS and associated tools. See the

e-learning for healthcare (elfh) Frailty programme for tier 1 and 2 training, the BGS

Frailty Module for tier 3 training and also the decision support tool on the NHS Elect
App.

Providing a single point of access (SPoA) or frailty telephone advice service,
available seven days per week, to co-ordinate alternatives to hospital conveyance.

% Rockwood, K., Song, X., MacKnight, C. et al (2005). A global clinical measure of fitness and frailty in elderly
people. Canadian Medical Association Journal, 173 (5): 489-95.
6 NHS England’s Urgent and Emergency Care Plan 2025/26, paragraph 51.



https://www.e-lfh.org.uk/programmes/frailty/
https://www.bgs.org.uk/frailty-hub-education-and-training
https://www.bgs.org.uk/frailty-hub-education-and-training
https://appadvice.com/app/clinical-frailty-scale-cfs/1508556286
https://appadvice.com/app/clinical-frailty-scale-cfs/1508556286
https://pubmed.ncbi.nlm.nih.gov/16129869/
https://pubmed.ncbi.nlm.nih.gov/16129869/
https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/#delivering-the-asks-for-2025-26

Delivery of a step-up community response for appropriate patients such as Urgent
Community Response (UCR) and Hospital at Home/virtual wards.

Providing ambulatory care models that offer rapid CGA through same day
emergency care (Frailty SDEC), hospital hot clinics or one-stop day hospital, or
community-based MDT assessments.

Embedding CGA within routine care pathways across primary, community and
secondary care settings. A CGA can be carried out in a variety of settings, e.g. by
the GP or community practitioner, in conjunction with families and/or carers.
Providing direct access to a frailty assessment unit (which may provide virtual
assessment), which has established links to step-down services such as Hospital at
Home/virtual wards.

Using CGA to inform personalised interventions such as reablement, falls
prevention and medication reviews.

Implementing shared care records to facilitate continuity of care and ensuring CGA

findings inform future care decisions.

See the Calderdale and Huddersfield Frailty Same Day Emergency Care — Silver

Phone Service case study for an example of a single point of access (SPoA) model.

See the BGS Frailty Hub and BGS CGA Hub for key information and resources.

2. Deconditioning
Why is this important?

Deconditioning is the functional decline that is a consequence of the loss of muscle strength
and impaired balance that follows bed rest. It is common in older people following acute
illness and can occur in any setting including acute hospitals, community hospitals and the
patient’'s own home (including care homes). The severity of deconditioning increases with
the duration of bed rest.” For older people living with frailty even short periods of immobility
can lead to rapid loss of muscle strength, functional decline, delayed recovery and increased
risk of falls.

Hospital associated deconditioning is linked to longer lengths of stay, an increased risk of
readmission after discharge and greater likelihood of a permanent move to a care home.?

7 Arora, A, 2022. Time to move again: from deconditioning to reconditioning. Oxford Academic, 51 (2).
8 BGS, 2023. Joining the dots: A blueprint for preventing and managing frailty in older people.



https://academic.oup.com/ageing/article/51/2/afab227/6520503
https://www.bgs.org.uk/joining-the-dots-a-blueprint-for-preventing-and-managing-frailty-in-older-people-0
https://future.nhs.uk/connect.ti/SDEC_CommunityofPractice/view?objectId=54234768#section_2
https://future.nhs.uk/connect.ti/SDEC_CommunityofPractice/view?objectId=54234768#section_2
https://www.bgs.org.uk/resources/resource-series/frailty-hub
https://www.bgs.org.uk/CGA

Preventing deconditioning is therefore essential to improving outcomes and maintaining
independence for older people.

What actions are required?

Services should implement programmes that support older people to get up, dressed and
moving using the principles of the End PJ Paralysis Campaign. These actions should apply
not only in acute settings, but also in community hospitals, care homes and during the
transition home after hospital discharge.

Hospital wards should promote an MDT culture where, for appropriate patients, getting out of
bed, getting dressed and mobilising is a routine part of daily care, seven days a week. This
should not be seen as the sole responsibility of therapists. These principles require whole-
ward team ownership, with a patient-centred approach embedded in everyday practice. This
applies to all wards caring for older people, not just those with a specialist frailty or geriatric
focus.

How will this be achieved?

¢ Identifying vulnerability to deconditioning using the CFS — consider targeted

interventions for patients with CFS 5/6 on all wards.

e Ensuring assistive devices, e.g. glasses and hearing aids, and appropriate mobility
aids are available for older people at all times.

e Measure effectiveness by monitoring the out of bed rate for older people living with
frailty either daily or weekly. Use the data to inform a local improvement

programme.

3. Delirium

Why is this important?

Delirium is a clinical emergency which is frequently under-diagnosed and mismanaged as a
result. It is associated with extended hospital stays and avoidable harms, such as inpatient
falls.® Commonly, patients living with frailty who develop delirium have underlying dementia.
Delirium can often be prevented, or its severity reduced, through early identification and

appropriate management, leading to better outcomes.

9 Hshieh TT, Inouye SK and Oh ES. (2020) Delirium in the Elderly. Clinics in Geriatric Medicine 2020; 36 (2):
183-99.
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https://endpjparalysis.org/
https://pubmed.ncbi.nlm.nih.gov/32222295/

What actions are required?

Screening for delirium, using the 4AT tool, should be undertaken routinely for all older people

requiring acute care.
Clear care pathways are essential for managing delirium across all acute care settings.
These pathways should include:

e Appropriate use of close supervision to avoid harm.

e Appropriate use of medicines to control symptoms (avoiding overuse and over
sedation).

e Access to specialist services provided by geriatric medicine or older adults mental
health services.

e The capability to support patients with delirium in their own homes as an alternative

to hospitalisation, where appropriate.

Delirium may be worsened by conveyance to hospital or hours spent in a temporary
escalation space. Strengthening links between care settings is key to ensuring continuity of

care for older people experiencing delirium.

How will this be achieved?

Embedding a clear delirium pathway.

Embedding and quality managing delirium screening, using the 4AT tool, into
routine clinical assessments for older people who need acute care.

Implementing care pathways for the management of delirium in all care settings.
This may require training and support for staff and carers and could include
specialist delirium and dementia teams.

Providing direct access to community assessment via a community delirium
pathway.

Providing access to telephone advice for patients with delirium from a staff member
with specialist frailty skills or a dementia specialist.

Recognising cognitive/behavioural changes triggered by delirium during admission.
Supporting unpaid carers who can provide vital support for patients experiencing
delirium.

See the BGS Delirium Hub and the Dementia United and Greater Manchester

Integrated Care Partnership Delirium toolkits for resources and further information.
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https://www.bgs.org.uk/deliriumhub
https://dementia-united.org.uk/what-we-do/system-quality-improvement/delirium/
https://dementia-united.org.uk/what-we-do/system-quality-improvement/delirium/

4. Falls and bone health

Why is this important?

Falls are the largest cause of emergency hospital admissions for older people.'® They can
contribute to loss of independence'!, increased care needs and significant healthcare
costs.'? Most falls are managed in the community without any healthcare input but for some
patients there is a need for personal care and support, diagnosis of injury and rehabilitation
(which can be managed in the community if appropriate services are in place).
Hospitalisation, which may be necessary for acute care, treatment and diagnosis, can

expose patients to both delay-related harm in ED and hospital acquired deconditioning.

For people who have fallen, the risk of osteoporosis should be assessed and appropriate
primary/secondary prevention prescribed following local guidelines that are derived from
national recommendations. For patients who have had fractures, evidence-based, timely and
patient-centred secondary prevention is essential. Services should link with the fracture

liaison service for secondary prevention if one is available locally.

What actions are required?

Falls care requires a range of person-centred responses. Initial care should focus on treating
any acute illness that has caused the fall and identification and treatment of any injury.
Robust post-fall response pathways should be in place to ensure timely assessment and

management and reduce unnecessary hospital conveyance and admissions.

There needs to be a system-wide approach to the prevention of falls in older people who
have previously sustained falls or present to health or social care services with a fall,'?
including identification of patients at high risk of repeated falls. Case-mix appropriate,
evidence-based falls prevention, including strength and balance training, should be

implemented in appropriate care settings including care homes and the community.

10 Department of Health and Social Care Fingertips Public Health Profiles [Accessed 14 May 2025].

" NICE (2025) Falls: assessment and prevention in older people and in people 50 and over at higher risk.

2 NHS England’s Urgent and Emergency Care Plan 2025/26, paragraph 73.

3 Montero-Odasso, M., Van der Velde, N., Martin, FC. et al (2022) World guidelines for falls prevention and management
for older adults: a global initiative, Age and Ageing, Volume 51, Issue 9,
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https://fingertips.phe.org.uk/search/emergency%20hospital%20admissions#page/6/gid/1938133390/pat/159/par/K02000001/ati/15/are/E92000001/iid/22401/age/27/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
https://www.nice.org.uk/guidance/ng249
https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/#delivering-the-asks-for-2025-26
https://academic.oup.com/ageing/article/51/9/afac205/6730755
https://academic.oup.com/ageing/article/51/9/afac205/6730755

How will this be achieved?

Identifying patients where there is a high risk of repeated falls (see the World
quidelines for falls prevention and management for older adults).

Utilising digital technology to make early identification when patients have fallen
e.g. using falls sensors to avoid long lies.

Working with ambulance services and other community providers, such as falls
cars, to establish pathways for managing non-injurious falls to reduce hospital
conveyance and prevent long lies. This should include direct and timely access to
UCR or acute falls services across the system, with Hospital at Home/step-up
virtual ward support where appropriate. See Going further for winter: Community-
based falls response for further details and case study examples.

Providing direct access (avoiding ED) to diagnostic services for injuries.

Establishing a long lie protocol with the local ambulance service and primary and
community health teams, including the capability to support patients at risk of
rhabdomyolysis in the community to avoid unnecessary hospital care.

Implementing the GIRFT non-ambulatory fragility fracture pathway for patients with
suspected fragility fracture that is impairing mobility.
Routinely assessing for the risk of osteoporosis using FRAX and linking to National

Osteoporosis Guideline Group (NOGG) guidance for treatment recommendations.

5. End of life care and advance care planning

Why is this important?

Many older people, including care home residents, living with severe frailty are in the last 12
months of life. They can experience rapid health declines where a range of interventions
may be appropriate, from the provision of comfort-focused care to intensive treatment in
hospital. Personalised care, documented in an advance care plan, is essential to ensure that
care aligns with the person’s preferences, supporting appropriate hospital admission when

needed and avoiding unnecessary or unwanted hospitalisation when comfort-focused care is

more suitable.

What actions are required?

People approaching the end of life should be identified early and have an individualised care

plan, to ensure timely access to acute care when needed, delivered in the most appropriate

13


https://academic.oup.com/ageing/article/51/9/afac205/6730755
https://academic.oup.com/ageing/article/51/9/afac205/6730755
https://www.england.nhs.uk/long-read/going-further-for-winter-community-based-falls-response/#2-requirements-for-community-based-falls-response-services
https://www.england.nhs.uk/long-read/going-further-for-winter-community-based-falls-response/#2-requirements-for-community-based-falls-response-services
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/05/Non-Ambulatory-Fragility-Fracture-pathway-FINAL-V4-May-2024.html
https://frax.shef.ac.uk/FRAX/
https://www.nogg.org.uk/
https://www.nogg.org.uk/

setting. Strong links between primary care, community teams and palliative care services are

essential to provide holistic, co-ordinated end-of-life care.

How will this be achieved?

Using tools such as ReSPECT, the Gold Standards Framework or the Electronic
Palliative Care Co-ordination System (EPaCCS) to recognise people approaching

end of life and record advance care plans.

Recording and sharing of up-to-date advance care plans which include enough detail

to support staff who do not know the patient when called in an emergency (e.g.
ambulance crews) to make appropriate decisions about hospital conveyance.
Developing digital shared care records to ensure advance care plans are visible
across care settings. This will help support the person’s preferences and reduce
hospital admissions.

MDTs and partner organisations, including secondary care, hospice and specialist
palliative care services should support community and care home staff to deliver end
of life care as needed.

Direct access to community teams delivering palliative care within 2 hours where
needed. This should include out-of-hours support and rapid access to controlled
drugs and syringe drivers to manage terminal pain.

Direct access to community equipment including complex equipment such as

hospital beds, for provision within eight hours.

6. Enhancing community-based care

Why is this important?

Effective community-based services for older people living with frailty can be beneficial for
the individual while also reducing demand on acute hospital services by avoiding
unnecessary attendance to EDs, preventing hospital admissions and facilitating earlier

discharge.

What actions are required?

Community-based alternatives to ED attendance/hospital admission for patients living with
frailty are essential for the sustainability of the health and social care system. However,

these alternatives need to have appropriate scale and hours of availability and should be

14


https://www.resus.org.uk/respect
https://www.goldstandardsframework.org.uk/

future-proofed for predicted demographic change. All services need to be aligned to support
a Home First principle. The GIRFT Fail-tED tool can be used to assess the effectiveness of

alternatives to ED in a local system.

How will this be achieved?

Establishing a single point of access (SPoA) model for older people requiring urgent
care, staffed by senior clinical decision makers with access to specialist advice (e.g.
silver phone or hot clinic), and accessible by ambulance crews and primary care.
For patients needing hospital assessment there is direct access to a Frailty SDEC.
Establishing Hospital at Home/virtual wards that provide step-up and step-down
care for patients and perform tasks such as near patient testing and administering
of parenteral antibiotics/fluids. Integrated care systems ensure that all system
partners have equal access to virtual wards across geographies.

Delivery of a community nursing service or UCR to manage conditions including
blocked catheters, which is accessible seven days per week.

Community beds should be accessible seven days per week and linked to a wider
urgent care frailty pathway. Their effectiveness should be monitored.

Discharge 2 Assess (D2A) pathways, particularly those supporting rapid discharge
and assessment at home, should be in place and supported by timely access to
community intermediate care, rehabilitation, and reablement support. See the

further information section for resources describing the Sheffield Teaching

Hospitals NHS Foundation Trust model.

Providing rapid access to personal care including same day access for appropriate
patients to enable older people living with frailty to stay in or rapidly return to their
usual place of residence.

Providing access to transport to ensure patients can return to their usual place of
residence on the same day, particularly to support late afternoon discharge.

See the Hull Frailty response with Yorkshire Ambulance and Warwickshire Frailty

Admission Avoidance in the Community case studies (FutureNHS login required)

for examples of how to support providing care out of hospital for people living with

frailty.



https://future.nhs.uk/BeneficialChangesCOVID19/page/casestudy/view?objectID=23191088
https://future.nhs.uk/BeneficialChangesCOVID19/page/casestudy/view?objectID=26029200&nextURL=%2FBeneficialChangesCOVID19%2Fpage%2Fcasestudy%2Flist%3FstartRow%3D1%26sort%3DcreateDate%26dir%3Ddesc%26futureNHSCategory%3DUrgent%2520and%2520emergency#section_2
https://future.nhs.uk/BeneficialChangesCOVID19/page/casestudy/view?objectID=26029200&nextURL=%2FBeneficialChangesCOVID19%2Fpage%2Fcasestudy%2Flist%3FstartRow%3D1%26sort%3DcreateDate%26dir%3Ddesc%26futureNHSCategory%3DUrgent%2520and%2520emergency#section_2
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/reducing-long-term-stays/home-first/
https://gettingitrightfirsttime.co.uk/ated-ata/

7. Care homes

Why is this important?

There are approximately 372,000 residents of care homes in England'# with most being
older people living with frailty. Proactive and integrated working with care homes can reduce
emergency admissions, improve health outcomes and enhance quality of life for residents.
Hospital admissions among care home residents are common, accounting for at least 8% of
emergency medical admissions of older people.'® The most frequent reasons for admission
include infections, falls and support at the end of life. However, there is significant
unwarranted variation in hospitalisation rates between care homes. In one Integrated Care
Board population there were 10,000 hospital conveyances per year with a nine-fold variation

in rate of conveyance per bed between care homes.'®

What actions are required?

A whole system approach is essential to support care homes linking with primary and social

care using the Enhanced Health in Care Homes (EHCH) framework.

How will this be achieved?

MDTs, ambulance services and community urgent response services support care
home staff to develop a falls pathway for prevention of falls and long lies, and
assessment and treatment without hospital conveyance for appropriate patients.
Access to post-falls assessment tools, e.g. iISTUMBLE and HelpFall, and lifting
equipment should be available to avoid long lies.

For patients who are not conveyed to hospital there should be safety net support
via UCR/Hospital at Home/virtual wards.

Ensuring digital personalised care and advance care plans are in place for older
people in care homes, and accessible across care settings, to enable appropriate

responses to acute care needs.

Training care home staff to provide palliative and end of life care and ensuring they

have access to support from specialist community services to deliver this care.

4 Office for National Statistics Care homes and estimating the self-funding population, England: 2022 to 2023.
15 The Health Foundation (2019) Emergency admissions to hospital from care homes: how often and what for?
6 Personal communication with the GIRFT Clinical Lead.
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Targeted support for care homes with the highest rate of ambulance conveyance.

Establishing robust pathways for UCR to provide rapid assessment and treatment
in care homes, reducing unnecessary hospital admissions. This can be effectively
achieved using a single point of access (SPoA) model.

Care homes have processes in place ensure that stable patients can be returned to

care homes at weekends.

8. Metrics
Why is this important?

Given the rapid increase in the population of older adults, local monitoring of demand and
care outcomes for older people living with frailty is key to identifying gaps and capacity

constraints in local services.

What actions are required?
The SAMIT 75+ dashboard, which is refreshed monthly, provides hospital data both for

benchmarking (each hospital is ranked monthly) and monitoring patterns in the internal

management of frail patients over time. Systems and trusts should focus on a basket of key

metrics.

Availability of community metrics can vary between settings. Developing and monitoring local

interface, community and ambulance service metrics is crucial.

How will this be achieved?

e Hospital data is closely linked to system wide strategic change and action.

Important metrics to monitor include:

o admission demand;

o rate of early discharge;

o bed use by patients with long length of stay; and

o rate of readmission or multiple admissions.
Developing a data dashboard for community hospitals, community services and
interface teams.

Reviewing emergency conveyance and ambulance call out data from care homes

with a view to reducing those with the highest rate of conveyance through targeted

intervention.
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e Linking review of demand for acute services for older people to workforce planning

particularly training and availability of specialist practitioners (e.g. advanced clinical

practitioners and geriatricians).

Summary
Older people living with frailty are conveyed to hospital disproportionately. Many admissions
are for falls, minor infections and reactions to medications, which would not require

admission without the presence of frailty or multimorbidity.

People living with frailty who acutely deteriorate can often be supported where they live by
Hospital at Home if there are local care pathways as part of an integrated system. This is
most effectively organised through a single point of access (SPoA) which has links to a

specialist frailty team.

Many patients living with frailty who are admitted to hospital can be discharged rapidly if
appropriate community support is available, aligned to a Home First principle and support

from rapid specialist assessment.

See the GIRFT Six Steps to Better Care for Older People in Acute Hospitals guide and

Hospital Acute Care Frailty Pathway for further information.
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Appendix 1: Checklist of all actions

Action checklist

Identifying frailty

Training staff in all relevant settings to use the CFS and associated tools.

Providing a single point of access (SPoA) or frailty telephone advice service, available seven days per week, to co-ordinate alternatives to

hospital conveyance.

Delivery of a step-up community response for appropriate patients such as Urgent Community Response (UCR) and Hospital at

Home/virtual wards.

Providing ambulatory care models that offer rapid CGA through same day emergency care (Frailty SDEC), hospital hot clinics or one-stop

day hospital, or community-based MDT assessments.

Embedding CGA within routine care pathways across primary, community and secondary care settings. A CGA can be carried out in a

variety of settings, e.g. by the GP or community practitioner, in conjunction with families and/or carers.

Providing direct access to a frailty assessment unit (which may provide virtual assessment), which has established links to step-down

services such as Hospital at Home/virtual wards.

Using CGA to inform personalised interventions such as reablement, falls prevention and medication reviews.

Implementing shared care records to facilitate continuity of care and ensuring CGA findings inform future care decisions.
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Action checklist

Deconditioning

Delirium

Identifying vulnerability to deconditioning using the CFS — consider targeted interventions for patients with CFS 5/6 on all wards.

Ensuring assistive devices, e.g. glasses and hearing aids, and appropriate mobility aids are available for older people at all times.

Measuring effectiveness by monitoring the out of bed rate for older people living with frailty either daily or weekly. Using the data to inform

a local improvement programme.

Embedding a clear delirium pathway.

Embedding and quality managing delirium screening, using the 4AT tool, into routine clinical assessments for older people who need acute

care.

Implementing care pathways for the management of delirium in all care settings. This may require training and support for staff and carers

and could include specialist delirium and dementia teams.

Providing direct access to community assessment via a community delirium pathway.

Providing access to telephone advice for patients with delirium from a staff member with specialist frailty skills or a dementia specialist.
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Action checklist

Recognising cognitive/behavioural changes triggered by delirium during admission.

Supporting unpaid carers who can provide vital support for patients experiencing delirium.

Falls and bone health

Identifying patients where there is a high risk of repeated falls.

Utilising digital technology to make early identification when patients have fallen e.g. using falls sensors to avoid long lies.

Working with ambulance services and other community providers, such as falls cars, to establish pathways for managing non-injurious falls

to reduce hospital conveyance and prevent long lies. This should include direct and timely access to UCR or acute falls services across

the system, with Hospital at Home/step-up virtual ward support where appropriate.

Providing direct access (avoiding ED) to diagnostic services for injuries.

Establishing a long lie protocol with the local ambulance service and primary and community health teams, including the capability to

support patients at risk of rhabdomyolysis in the community to avoid unnecessary hospital care.

Implementing the GIRFT non-ambulatory fragility fracture pathway for patients with suspected fragility fracture that is impairing mobility.
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Action checklist

Routinely assessing for the risk of osteoporosis using FRAX and linking to National Osteoporosis Guideline Group (NOGG) guidance for

treatment recommendations.

End of life care and advance care planning

Using tools such as ReSPECT, the Gold Standards Framework or the Electronic Palliative Care Co-ordination System (EPaCCS) to

recognise people approaching end of life and record advance care plans.

Recording and sharing of up-to-date advance care plans which include enough detail to support staff who do not know the patient when

called in an emergency (e.g. ambulance crews) to make appropriate decisions about hospital conveyance.

Developing digital shared care records to ensure advance care plans are visible across care settings. This will help support the person’s

preferences and reduce hospital admissions.

MDTs and partner organisations, including secondary care, hospice and specialist palliative care services should support community and

care home staff to deliver end of life care as needed.

Direct access to community teams delivering palliative care within two hours where needed. This should include out-of-hours support and

rapid access to controlled drugs and syringe drivers to manage terminal pain.

Direct access to community equipment including complex equipment such as hospital beds, for provision within eight hours.

Enhancing community-based care

Establishing a single point of access (SPoA) model for older people requiring urgent care, staffed by senior clinical decision makers with

access to specialist advice (e.g. silver phone or hot clinic), and accessible by ambulance crews and primary care. For patients needing

hospital assessment there is direct access to a Frailty SDEC.
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Action checklist

Establishing Hospital at Home/virtual wards that provide step-up and step-down care for patients and perform tasks such as near patient

testing and administering of parenteral antibiotics/fluids. Integrated care systems ensure that all system partners have equal access to

virtual wards across geographies.

Delivery of a community nursing service or UCR to manage conditions including blocked catheters, which is accessible seven days per

week.

Community beds should be accessible seven days per week and linked to a wider urgent care frailty pathway. Their effectiveness should

be monitored.

Discharge 2 Assess (D2A) pathways, particularly those supporting rapid discharge and assessment at home, should be in place and

supported by timely access to community intermediate care, rehabilitation, and reablement support.

Providing rapid access to personal care including same day access for appropriate patients to enable older people living with frailty to stay

in or rapidly return to their usual place of residence.

Providing access to transport to ensure patients can return to their usual place of residence on the same day, particularly to support late

afternoon discharge.

Care homes

MDTs, ambulance services and community urgent response services support care home staff to develop a falls pathway for prevention of

falls and long lies, and assessment and treatment without hospital conveyance for appropriate patients. Access to post-falls assessment

tools, e.g. ISTUMBLE and HelpFall, and lifting equipment should be available to avoid long lies.

For patients who are not conveyed to hospital there should be safety net support via UCR/Hospital at Home/virtual wards.
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Action checklist

Ensuring digital personalised care and advance care plans are in place for older people in care homes, and accessible across care

Metrics

settings, to enable appropriate responses to acute care needs.

Training care home staff to provide palliative and end of life care and ensuring they have access to support from specialist community

services to deliver this care.

Hospital data is closely linked to system wide strategic change and action. Important metrics to monitor include:

o

o

o

o

admission demand;
rate of early discharge;
bed use by patients with long length of stay; and

rate of readmission or multiple admissions.

Developing a data dashboard for community hospitals, community services and interface teams.

Reviewing emergency conveyance and ambulance call out data from care homes with a view to reducing those with the highest rate of

conveyance through targeted intervention.
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e NHS England’s (2025) Urgent and Emergency Care Plan 2025/26

o NICE (2025) Falls: assessment and prevention in older people and in people 50 and
over at higher risk

e British Geriatrics Society (2024) Be proactive: Delivering proactive care for older
people with frailty

e British Geriatrics Society (2024) Reablement, Rehabilitation, Recovery: Everyone’s
business

e GIRFT (2024) Making the most of virtual wards, including Hospital at Home

e GIRFT (2024) Non-ambulatory fragility fracture pathway

e GIRFT (2024) Adult Orthopaedic Trauma National Specialty Report

e GIRFT (2023) Six Steps to Better Care for Older People in Acute Hospitals

e GIRFT (2023) Hospital Acute Care Frailty Pathway

e British Geriatrics Society (2023) Joining the dots: A blueprint for preventing and
managing frailty in older people

e NHS England (2023) Proactive care: providing care and support for people living at
home with moderate or severe frailty

e Department of Health and Social Care (2023) Chief Medical Officer’'s annual report
2023: health in an ageing society.

e Guildford and Waverley Health and Care Alliance (2022) Ageing Well in Guildford and
Waverley Frailty Strateqgy 2022 - 2026

e Biritish Geriatrics Society (2021) Ambitions for change: Improving healthcare in care
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e GIRFT (2021) Geriatric Medicine National Specialty Report

e NHS England (2020) Enhanced Health in Care Homes framework

e NHS RightCare (2019) Frailty Toolkit: Optimising a frailty system

e Skills for Health (2018) The Frailty Framework of Core Capabilities

e Offord, N., Harriman, P., and Downes, C. (2017) Discharge to assess: transforming
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About GIRFT and the GIRFT Academy

Getting It Right First Time (GIRFT) is a clinically-led national programme designed to identify and
minimise unwarranted variation in treatment and care delivered. It undertakes clinically-led
reviews of specialties, combining wide-ranging data analysis with the input and professional
knowledge of senior clinicians to examine how things are currently being done and how they could
be improved.

The programme has the backing of the Royal Colleges and professional associations and has a
significant and growing presence on the Model Health System portal, with its data-rich approach
providing the evidence for hospitals to benchmark against expected standards of service and efficiency.

The GIRFT model has now been applied in more than 50 different areas of clinical practice. It consists
of five key strands:

1. Data Gathering — a broad data gathering and analysis exercise, generating a detailed
picture of current national practice and outcomes.

2. Peer Reviews — direct clinical engagement via visits or virtual meetings between clinical
leads and trust teams; an opportunity to examine trust behaviour in the context of the
national picture, enabling teams to understand where they are performing well and what
they can do better.

3. National Report & Academy resources — production of national reports that draw on data
analysis and discussions with provider teams to identify opportunities for improvement,
locally, regionally and nationally, alongside - clinical resources such as best practice
pathways and guides.

4. Support to deliver — the implementation phase where the GIRFT team supports trusts,
commissioners and integrated care systems to deliver the improvements recommended.

5. Research & Development — GIRFT fellowships support resident doctors, nurses and allied
health professionals to develop their research and clinical improvement skills, delivering
research projects and GIRFT identified improvements in their host provider, system or
region.

For the latest version of this document, please see www.gettingitrightfirsttime.co.uk or Getting It
Right First Time - FutureNHS Collaboration Platform

GIRFT and a greener NHS

Climate change is one of the greatest health threats and opportunities of the 215t century. The
NHS is acting now to mitigate and adapt to this threat in order to protect the health of current and
future generations. Doing so will not only protect the environment but will also bring many health,
social and financial benefits. As the largest employer in the UK, contributing 4.6% of national
emissions, the NHS is both part of the challenge and the solution.

Through its endeavour to improve the quality of care within the NHS by reducing unwarranted
variation, GIRFT can play an important role in reducing the carbon emissions associated with care
delivery. Through the GIRFT model, there is the opportunity to identify changes that will help
reduce the NHS carbon footprint and therefore improve patient care now and in the future.
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