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From Chronicity to Complexity

The complexity in the way care - 7 -
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@ A movement for change



The commitment of European healthcare systems

Integrated Care: What Matters

"My care is planned with people who
work together to understand me and my
carer(s), put me in control, coordinate
and deliver services to achieve my best
outcomes” National Voices

g X _
€ Health and Social
=¥ Care Academy

» Coordination and continuity of care

» Trusted relationships

» Accessible information and advice

» Good communication with, and between, staff
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The commitment of European healthcare systems

Current paradigm

Future paradigm

System geared towards acute or
single condition

System designed around people with multiple
conditions

Hospital centred

Embedded in communities and their assets

Doctor dependent

Multi-professional and team based care

Episodic care

Continual care and support when needed

Disjointed care

Well coordinated integrated health and social
care

Reactive care

Preventive and anticipatory care

Patient as passive recipient

Informed empowered patients and clients

Self-care infrequent

Self management / self directed support
enabled

Carers undervalued

Carers supported as equal partners

Low-tech

Technology enables greater choice and
control
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The commitment of European healthcare systems

World Report on Ageing and Health

Conventional care models Older person centred and integrated
care

Focuses on a health condition (or Focuses on people and their goals
conditions)

Goal is disease management or cure Goal is maximizing intrinsic capacity
Older person regarded as a passive Older person is an active participant in
recipient of care care planning and self-management

Care is fragmented across conditions, Care is integrated across conditions,
health workers, settings and life course health workers, settings and life course

Links with health care and long-term Links with health care and long-term
care are limited or non-existent care exist and are strong

Ageing is considered to be a Ageing is considered to be a normal and
pathological state valued part of the life course
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The commitment of European healthcare systems

ADVANTAGE JA Work Package 7
Models of Care




SoAR: Models of Care for Frailty

» asingle entry point — generally in Primary Care
» simple frailty screening tools in all settings

>fcomprehensive assessment and individualised care plans — including
or carers

> I;cailo_recil interventions by interdisciplinary team — both at home and in
ospita

» case management and coordination of care and support across
providers

» effective management of transitions between teams and settings
» shared electronic information tools and technology enabled care
» clear policies and procedures for service eligibility and processes.

Hendry, A, et al. Integrated Care: A Collaborative ADVANTAGE for
Frailty. International Journal of Integrated Care, 2018; 18(2): 1, 1-4.
DOI: https://doi.org/10.5334/ijic.4156



The commitment of European healthcare systems

ADVANTAGE JA Work Package 7
Models of Care

»To identify and share examples of good practice in different
settings in order to prevent or delay progression of frailty and
enable people to live well with frailty.

»To analyse the impact at an individual level and on health and
social care systems including economic impact.

» To assess potential for scaling-up and knowledge transfer

» To inform the Frailty Prevention Road Map
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Preventative and
anticipatory care

# Build social networks and
opportunities for participation

» Early diagnosis of dementia

» Prevention of falls and fractures

* |nformation and support for self-
management and self-directed support

# Prediction of risk of recurrent
admissions

» Anticipatory care planning

* Suitable and varied housing and
housing support

s Support for carers

Reshaping Care Programme

Proactive care and
Support at home

* Responsive, flexible, self-directed
home care

» |ntegrated case/care management

» Carer support

» Rapid access to equipment

» Timely adaptations, including housing
adaptations

» Telehealthcare

Effective care at
times of transition

* Reablement and rehabilitation

* Specialist clinical advice for
community teams

» NH5Z24, SAS and out-of-hours
access ACPs

= Range of intermediate care
alternatives to emergency admission

* Responsive and flexible
palliative care

* Medicines management

* Access to range of housing options

* Support for carers

# Co-production

Enablers
Outcomes-focused assessment

* Technology, eHealth and data-sharing

» Workforce development, skill mix and integrated working
» (rganization development and improvement support

+ [nformation and evaluation

* Commissioning and integration resource framework

* |Urgent triage to identify frail
older people
» Early assessment and rehab in the
appropriate specialist unit
* Prevention and treatment of delirium
» Effective and timely discharge home
aor transfer to intermediate care
* Medicine reconciliation and reviews
s Specialist clinical support for
care homes
* Carers as equal partners

Longwood Publishing Corp. Healthcare Quartery Vol 19 No.2 2016

‘Bottom Up’ Change and Innovation
£ 300 million Change Fund 2011-15
20% of funds to be invested in direct or indirect support for carers



The commitment of European healthcare systems

Pathway of Care

(Pan—Ayrshire Tec-Enabled Model for Intermediate Care and Rehabilitation>

(_Reablement Home Care )
For ICT Clients

ommunity dietetics
nablement podiatry
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New Models of Care for Older People and People with Complex Care Needs

r/ Your Community \

Community Connectors
Carer support

Lunch Clubs
Befriending

Local Activities

Third Sector

l\: Independent Sector _/
. -2 Support for end of life )

or palliative care )
ﬁﬂememiﬁ friendly ]

’(r Practice Attached Team
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ICES

Community Ward
Hospital at Home L]
AHPs

Advanced Nurse [ Equipment &Adaptlons @ — = Technology Enabled Care ]

»  District Nurses plex Care Tea m
* CPNs :
*  Pharmacists | I v
*  Community Connectors |
\~ Social Workers |
| *
(. ’

rd
——- Liaison -——-

Practitioners

Care of Elderly Physicians J
Old Age Psychiatrists CDmplex Care Team ]

Palliative / End of life care PrEEtICE Ahgﬂed




SoAR: Identifying Frailty

Opportunistic screening for over 70s using tools that are:

»Quick to administer (taking no more than 10 minutes to
complete).

» Do not require special equipment.

»Have been validated and are meant for screening

1 Very Fit - People who are robust, active. 7Severely Frail - Completely dependent
energetic and motivated, These people
conmony ekt gy Thyare yssem
among the firtes stable and e &t high risk of dying (within
E AL ~Gmonths].
‘ SMARTASSIST g]' 2Well - People who hive o active disease
\ F " ) |' symploms bat e less il than categery 1, 8Very Severely Frail - Completely.
M QliS: | they exercise of are very active dependens, approachin ol e,
\ Games telp Log I, £ SEasOnalty.
I Troen 2 minor illness.
‘3 Managing Well - People whose medical
How can this site help me prablems are well contralled, but are nat STerminally I - Agproaching the end of
4 " b regularly actve beyond routine walling, life, This eategpey applies to peaple with a
Aquick and easy online tool to f S—— e e < . o
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you be more independent 1
4 Vulnerable - W pot dependent on
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Scoring frailty in people with dementia
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rder IADLs (finances, ranspostation, heavy ough sl emensberig e event sel repeating
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frailty progress(vely impairs shopping and 7 ; T y
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6 Moderately Frail - Peogie reed help with
all tsice aciviies anc with heeping house.
Inside. they often have problems with stairs
and need belp with barhing and might need
minimal asistance cuing, stancy) with
dressing

aggee

1o the erms aed conditons sm e 0




Validation of eFlI NHS

England

NHS Spend as Captured in KID - Average Cost Per Patient
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F I t £4,500.00 .'
£4,189.07
£4,000.00
£3,500.00
. I d . e £2,748.12
I\/l I E £2,500.00
075 N ;6' £2,000.00
fral |ty g ’ £1,688.94
£1,500.00
£1,00000 £975.62
Moderate j
N £0.00
- Fif Mild Mod Sey
050 fral Ity it i erate vere
Emergencybed@aysperd,000ersonfear
Severe o
0.25 .
frailty
%
. 4,1951
survival
0.00 2,0287

T I T T 811 I
0 500 1000 1500 O

www.en gI and.nhs.uk Fit MildBfrailty Moderateffrailty Severefrailty



e Frailty Index in a Report on Complex Patients
Lyall Cameron NHS Ayrshire and Arran

] IK.IS? (al values}lﬂl ace? (all values)ﬂanl}'pharmacy Review? (Al values) ﬂICare Home? (all values)ﬂlUsual GP (Al values) ﬂ

Complex Patients for Practice - B(D Filters Applied - None
morbidity ‘scory | Home ""zﬁ:.i;c" me | prre | Adviee "Gp
Review Visits Code
2] 75 Female 13 4] 5  306% 02102116 Inans T T kY 5 3 A_
1) 82 Female 24 5 g 41.7% 07/01115 4 4 Al
0 30 Male 12 4] 4  383.9% i 4 25 4 A
2 a5 Male 10 1 1 50.0% 105 4 Al
0 35 Male 17 i} 9  B61.1% 2410216 410216 410216 4 4 27 Al
21 90 Male 12 I 4 36.1% 0502115 5 8 A
0 Female 10 3 3 19.4% Yes 01121186 4 4 1290 5 3 A
1] Male 13 2 222 281016 a 10 67 a Al
13 81 Female 10 6 5  38.9% 4 5 7 Al
21 a8 Male 11 4 5 38.9% Yes 6M2M15 D6/11/15 04/04/14 T Al
2] 82 Female 12 4] 4  556% 4 5 4 3 A
2 83 Female 17 10 7 50.0% 0 01/03M16 4 4 5 Al
21 77 Female 14 I 3 278% Yes 01121186 53 Al
3 Male 13 5 250% Yes 19/01/16 0&6/M11M15 221013 i} 50 Al
ol 82 Male 15 il & 38.9% Yes 13/01/16 06/11/15 2211116 Al
2] 87 Female 12 I 6 38.9% Yes 3 Al
2 T4 Male 12 11 4 306% 5 i1 169 Al
2 72 Male 17 1 4 36.1% 3 ] Al
1 75 Female 20 g G  556% T A
13 T4 Male 15 10 4  389% 3 4 8 Al
13 a7 Male 15 4 4 41.7% Yes 3IMO/16 Q02116 01/04/14 Al
2 62 Female 27 12 4 44.4% 21015 25 A
2 70 Female 17 I 2 389% 24102116 24/0216 4 25 Al

[3] Motes [Z Complex_Patients [3] Rates




The commitment of European healthcare systems

University of Newcastle Life Curve

Cutting toenails

Shopping

Transfer From Toilet

Get Dressed

Transfer From Bed

Wash Face and Hands

Eat Independently

0 1 2 3 4 5 6 7 8
ELAPSED TIME AFTER JOINING THE CURVE (IN YEARS)

© 2016-2017 ADL Smartcare Limited. All rights reserved.
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SOoAR WP6: Managing Frailty

") Improvement

v’ Comprehensive Geriatric Assessment*

v’ Care planning and tailored interventions

v’ Telehealth and telecare solutions

v’ Falls prevention interventions

v’ Tools to manage inappropriate prescribing and polypharmacy

E d, P
.n'i',g:g:d, Care & Support |
Empowered Planning committed - | =
Individuals Conversation parlnt:rship . . ‘ . o s
S Cares working ) y ‘ =} J@ e 1?25 |Z
. Enabling Evelyn to buid knowledge AGREEANDSHARE 4y £
‘MORE THAN MEDICINE ‘ and expgenise\gbout her condition HEDICHE PR MEDICINE
Informal and formal sources of support and care 4 N ares - —
sustained by the responsive allocation of resources o ‘ : A Ay & f_.p
- O i ), a4
GO
) o : 8l& WHAT
Ellis G, Gardner M, Tsiachristas A, Langhorne P, Burke O, Harwood RH, Conroy S P, Kircher T, Somme D, Saltvedt I, MATTERS?
COST EFFECTIVE - v (0]
MEDICINE
Wald H, O’Neill D, Robinson D, Shepperd S. Comprehensive geriatric assessment for older adults admitted to hospital. 0 JI CFFECTIVE
MEDICINE?

Cochrane Database of Systematic Reviews 2017, Issue 9. Art. No.: CD006211. 00

MEDICINE



CHANGE FUND

2.8

SPEND 2014/15 MORE DAYS
3904 SUPPORTED Million IN OWN HOME
CARERS THAN ‘EXPECTED’
OLDER PEOPLE
17% CONVEYED 10% IN RATE OF 75+
S to HOSPITAL REDUCTION EMERGENCY BEDDAYS
after a fall OVER 5 YEARS

2=

(non-injured)

1600

PER DAY

’ IN RECEIPT OF

FEWER PEOPLE Over FORMAL CARE AT

AGED 65+ IN HOSPITAL BEDS 4in5 HOME
THAN ‘EXPECTED’ : HAVE TEL ECARE
FEWER PEOPLE 19% PE%PECE)E:#QZED
IN CARE HOMES FEWER OVER 2 WEEKS

THAN ‘EXPECTED’




The commitment of European healthcare systems

Imagine a world in which everyone can live a long
and healthy life...........

°s
]I‘tw nt improvement team Nt !

SARDINIA
LOMA LINDA . ITALY

ALIFORNIA
-0

OKINAWA '@
IAPAN

Active and Healthy Ageing:
An Action Plan for Scotland

BLUE ZONE LIFE LESSONS

x. MOVENATURALLY  §ffh RIGHT TR
LONGEVITY HOTSPOTS K RIGHT OUTLOOK .’ EAT WISELY
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The commitment of European healthcare systems

Face up to Frailty

Health and Social Care ‘Frailty Five - Must Dos for Me’
Integration o

Supporting people to live well and Independently at home or

In a homely setting In thelr community for as long as possible > A n t i C i p a t O ry C a r e P | a n

www.scotland.gov.uk/HSCI
& follow us on twitter @scotgovIRC

» Polypharmacy Review

» Falls Risk assessment + TEC

» Carer support & emergency plan
» Case / care manager

Q2 B omuse @
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Integrated Care Matters

» Webinar Series and Topic Resources
» www.integratedcarefoundation.org/scotland

UNIVERSITY OF THE
> Special Interest Groups (SIGs) hosted on IFIC website: ~ Y=L COTLAND

o Polypharmacy and Adherence UW
Intermediate Care

O
o Palliative & End of Life Care
O

Frailty gmg‘ALUANCE

HEALTH AND SOCIAL CARE
@ ® ALLIANCE SCOTLAND
g t people at the centre

» Sign up at: https://integratedcarefoundation.org/ific-membersnetwork/groups/

O
» Contact °
Marie Curran IFICscotland@inteqratedcarefoundation.orq |r|ss

‘. A movement for change



http://www.integratedcarefoundation.org/scotland
https://integratedcarefoundation.org/ific-membersnetwork/groups/
mailto:IFICscotland@integratedcarefoundation.org
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