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By 2018, 10% of the global population will be over 65
* 1in 4 Japanese
« 1in5 Western Europeans

The ratio of working people

® * e e =
f-r‘ to the iMmAactive”’ others .@
is shifting
ll from <4 to 1 today ﬁ

Europe is ageing gy 2060

one in three Europeans
will be OV er 65

Costs for care are rising sharply.

If we don’t l:hange our systerms for health and social care,
we will not have the money a« the people
to guarantee = good and healthy life for all
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* |Increase by 2 the average number of healthy
life years in the European Union by 2020

« Use innovation (technology, care process and

social innovation) to achieve a Triple Win:
— improve health and quality of life of older European citizens

— support sustainability and efficiency of health and care

— enhance competitiveness and business foundation for SMEs

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors ‘



Horizontal issues

«Regulatory and standardisation conditions
«Effective funding

«Evidence base, reference examples, repository for age-friendly
innovation

«Marketplace to facilitate cooperation among various stakeholders

Strategic Framework of the EIP on AHA

Prevention, screening
& early diagnosis

«Health literacy, patient
empowerment, ethics and
adherence

«Personal health
management

«Prevention, early
diagnosis of functional
and cognitive decline

Care & Cure

«Guidelines for care,
workforce
(multimorbidity,
polypharmacy, frailty
and collaborative care)

e Multimorbidity and R&D

«Capacity building and
replicability of successful
integrated care systems

Active ageing &
independent living

Assisted daily living for
older people with
cognitive impairment

«Flexible and
interoperable ICT
solutions for active and
independent living

«Innovation improving
social inclusion of older
people

.

«New paradigm of ageing

Innovation in service of the elderly people

Vision / Foundation

«Focus on holistic and multidisciplinary approach

«Development of dynamic and sustainable care
systems of tomorrow




Frailty

Health state related to the ageing process.
Multiple body systems lose their in-built reserves.
Unpredictable deterioration from minor stressors.

Frailty syndromes

Falls

Immobility

Delirium

Incontinence

Susceptibility to medication

Increased risk of disability, dependency and death

Increased demand for

GP and acute care
Long term care and social support
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Scale and cost of Falls

In people 65 years and over:

Largest single presentation to the Ambulance Service
Leading cause of Emergency Department attendance.
Responsible for over 390,000 emergency bed days.
Implicated in up to 40% care home admissions.

Hip Fracture costs to health and social care services in Scotland
estimated to exceed £471m each year (rising to £666m by 2020):
— 45% long term care

— 40% NHS

— 15% care at home

( £39,500 per hip fracture) (Craig 2012)

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors 8
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Age (5 year band)

Estimated risk of adverse drug reactions :
* 6% on 2 medications
*50% on 5 medications
*100% on 8 or more (Larsen & Martin, 1999)

16%. of older people use one or more potentially inappropriate
medications Peop Eloward et al 28(? P

Rate of medicine-related hospital admission is 5-30% in older people

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors ‘
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Delirium

* Present in around 120 patients per 1000 hospital beds
« Only around 20 — 25% are detected
« Generally poorly managed

« Distressing for patients, carers and professionals
« Marker and accelerator for dementia

* 1in 5 mortality at one month

« High rates of long term care

* High health and social care costs

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors



Rockwood — Clinical Frailty Scale

1 Very Fit — People wwhos are robust, active.
erergetic and matvated. These people
commanly exercise regulardy, They ane
AN Thee FirnesT [or Tiwein age.

2 Well - Peaple wiho have no scrive disease
symploms bul are less it than category 1,
CteEn, ThEy ENeniss oF are Wiy aotive
QCCARNANY, eL seasomnaliy,

3 Mamaging Well - People whose meedical
problems are well comtrolled, but are mot
reguilarhy actsne beynnd routine walking,

4 Valnerable - While mor dependent on

orhers for daily belp, olten symposms limit

activiiles. A common complaint is beimg

“shrwed up” andfor being rired during rhe day,
E‘H

5 Mildly Frall - These people often have
e evidend showinge and nesd help an high
arder IADLs (finances, irarspostation, heavy
housewark, medicarions), Typecally, mild
frailoy progressively impairs shopping and
sl ng caeside abore, meal preparaion amsd
housewark.

6 Moderately Fradl - People nesd help with
all ontsides activities and with keeping howse.
Inside. ihsey ofoen hawe problenss wich scairs
A need Belp with bathing and might nesed
minimal assistance [cuing. standby | with
cressing

joint improvement team

creativity, collaboration and continuous improvement

7 Severely Frail - Completely dependent
for personal care, from whatever canse

[ physical ar cogmitve |, Bven so, thew seem
sralble and not at high risk of dying Cwichin
= & momchs ).

B Very Severely Frail - Complelely
depencent, approaching che end of 1ife
Typically. they could not Mecover even
froen & mimor illness.

9 Terminally 10 - Approaching the emd of
life, This category applies to people with a
lifie expectamncy =6 momnths, whoe are notc
orherwise evidenrhy Teail.

Scorimg frailty in people with demsentis

The degree of [railty commesponds 1o the degree af
dementia, Common sympioms inmild demsentia
imclude fargerring che decals of & recsnt event.,
thwough s1ill remensbering the event isell, repeating
the same question/story and social withdrawal.

I'n moderate demenila, recent Mensory 15 very

impairecl, even cheagh chey seemdngly can remember
their pasi lile evenits well. They can do personal cane

with prompling
In severe dermentia, they cannot do personal care
wirthowt help,

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors

11



Frailty as a dynamic functional state

Robust

Frail

Functional
Limitation

Disability

Dependency

Potential reversibility
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Anticipatory Care
Early Intervention

Let's put more effort into
'prevention’

Was there more that
could have been done
up THERE?

. raham@ogilviedesigr{.co.uk

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors
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Evidence base - Falls

Evidence hase

Multifactorial assessment and targeted intervention
24% (14 - 47%) reduction in falls

Exercise only:
32% (18 - 42%) reduction in falls

From:
Cochrane Review: Interventions for preventing falls in older people living in the
community, Gillespie et al, 2012

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors 14
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Comprehensive Geriatric Assessmen
G Ellis — Cochrane review

For every
100 patients Ward Team
treated...

Age criteria -4*
alone... (NNT 25)

Needs 16+

based (NNT 6) 1
criteria...

*p<0.05

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors
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BMAJ 2011:343:d6799 doi: 10.1136/bmj.d6799
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EDITORIALS

Comprehensive geriatric assessment for older adults

Should be standard practice, according to a wealth of evidence

Andreas E Stuck professor of geriatrics ', Steve lliffe professor of primary care for older people®

| Selected comprehensive geriatric assessment based programmes with favourable effects according to results of systematic

analyses or individual randomised controlled trials

Setting Patient group

Hospital® Patients at acute care hospital admission

Programme description

Acute care for the elderly unit*™

Patients staying in acute care hospital selected for subsequent
subacute care

Inpatient geriatric rehabilitation; orthopaedic geriatric rehabilitation™

Ambulatory Patients admitted to emergency department

Short assessment in emergency department’t

Patients with chronic conditions

Interdisciplinary primary care models; outpatient assessment and geriatric
evaluation and management programmes; proactive ambulatory rehabilitation
programmes®*

Patients in end of life situation

Palliative care programmes®t

Older non-disabled people living in the community

Preventive home visits™; health risk appraisal for older people®t

*Favourable effects according to results of systematic analysis.
TFavourable effects according to randomised controlled trials.




Thekingsfund) @ HSPRIC Innovations in Integrated
Care in Europe and Around
the World

| Providing integrated
e care for older people
with complex needs
Lessons from seven
international case studie~

Key message:

» Inbegraied care is & process that must be led, managed and martared
over time Initiatives oftien Bave to navigate and overmme existing
omganistioral and fonding sils.

= There s no sin ':I| crgenbational modd or approach that best sapports

Sarting point shoelld be 2 dinicaliservice meded

. prove carz for people, not an organistonal mode wis
a pre-determinad design.
u Faly integrated organisations ame not the end (goal)

u ‘Grazier useof ICT i potentially an important enablier of integrated care
b s mot 2 necessry condition

» Professionals noed to work tngetber in muhidisciplinary tcams {wits
clearty defined mles} or provider networks — generaliss and specialises
In Ewith and social care. However, patients with oomplex noods thae
span health and soclal cane may requine am intensity of support that goes
beyond what primary care physicans cn delhver.

» Impomant service-ievel design <lemients of cre for older people with
chrenic and mubiple coo dll ons inchdiz holistic cire Esesments, am
planning, 2 point of entry, and cre oo-ordination.

w Sarress ks more Hkey where ther & 2 specific forms on working with
Individnals and informal cners to sapport selfmanagement

= Fenoml contact with 2 named care co_oedimator andiar cse Tardge
Is more effactive than remole monitering or ielephone-based sapport.

10 T King's Furd 2004




Seven Key Lessons Goodwin, 2015)

1 Population-health
management

2 Primaryand
secondary prevention

3 Personalised
care co-ordination

4 Effective ICT systems

5 Integrated
delivery system

6 Building social capital
and collaborative capacity

7 Research and
evaluation

The ability to have an in-depth understanding of the health needs of
communities supported through data that can provide intelligence
on the priorities that should be addressed

The ability to support people to live better with their conditions, for
example through educational programmes or self-care support

The ability to plan and co-ordinate services effectively around
people’s needs helps to overcome fragmentations and improve care
experiences ad outcomes

Care professionals must be able to communicate well with each
other and people must be able to interact effectively with care
providers in a way that supports shared decision-making.

Care systems need to be responsive to people’s needs, especially
during times of crisis. The inability of provider networks to respond

in real-time means that care co-ordination efforts are undermined.

Promoting shared values and understanding can help provide the
necessary commitment to take integrated care forward.

Measuring, monitoring and responding to evidence to judge or
benchmark care quality and outcomes is essential to improving
quality of care through integration



Towards people-centred

and integrated health services

Y% World Health
ol Organization

| Searvice Delivery and Safety

WHOHE SDSED5.B

The interdependency of the five strategic directions to support
people-centred and integrated health services

Empowering and engaging people

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors 19



Population 5.4 million
@ £12 billion budget
14 Health Boards

32 Local Government
Authorities

Integrated healthcare
delivery system

Universal coverage
Free personal care for 65+

New legislation to _
integrate health and social
care
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Active and Healthy Ageing
ﬁt‘f’fﬂ‘!ﬂ?wmemzeam NHS

« “l want to have fun and enjoy myself”

« “|l wish to remain connected to my
community and friends”

 “Don’t talk about me without me”

* “l wish to be able to contribute to
society for as long as | want and to
be treated with respect”

Active and Healthy Ageing: |
An Action Plan for Scotland
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Reshaping Care for Older People

Figure 2 Reshaping Care or Older People Model

10 Year Programme to 2021
« £ 300 million Change Fund 2011-15

« 32 Partnerships between
NHS: primary, acute, mental health

Integrated Shi . .
rehabilitation and e LA: social care & housing
enablement belanceof Third and Independent sectors
services careand Older people and carers

« Change Plans signed off by all
partners

« 20% of funding to be invested in
direct or indirect support for carers

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors 23



Reshaping Care Pathway

Preventative and Proactive Care and Effective Care at Hospital and Care
Anticipatory Care Support at Home Times of Transition Home(s)

Responsive flexible,
self-directed home care.

Tl ek e

Integrated Case/Care
Management.

Carer Support.

Rapid access to
equipment.

Timely adaptations,
including housing
adaptations.

Telehealthcare.

Enablers
Outcomes focussed assessment
Co-production

Technology/eHealth/Data Sharing
Warkforce Development/Skill Mix/Integrated Working
Organisation Development and Improvement Support

Information and Evaluation

Commissioning and Infearation Resource Framework 17




Innovation in General Practice: House of Care

. CONVERSATIONS

CARE AND WHAT'S
SUPPORT IMPORTANT?

INIXYOM dIHSHINLEVd 0L

(3LLIWWOJ STYNOISS3104d 34V B HLTVIH

PLANNING

PERSONAL
OUTCOMES

ENGAGED, INFORMED, SUPPORTED PATIENTS

AND CARERS

RESPONSIVE ALLOCATION OF RESOURCES
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Jolt mprovement taam
Patients, carers !

and practitioners
speak of the impact
of Anticipatory
Care Planning

IMPROVING
LIVES ACROSS
SCOTLAND

A collection of inspiring digital
stories on one DVD

10 Anticipatory Care Interventions
Targeted and tailored to the individual

> Self management advice and support including for dementia
> Polypharmacy reviews of safety, efficacy and adherence

> ‘Thinking Ahead' Anticipatory Care Plans electronically shared
> Physical activity, falls prevention and management

> |dentification and support for carers

> Coordinated case management for complex support

> Reablement and ‘step up / step down’ Intermediate Care

> Comprehensive Geriatric Assessment for frail older people

> Telehealth and Telecare

> Equipment and adaptations
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GPs at the Deep End

Community Connectors

The Community Links The GP practice adopting
Practitioner the Links Approach

Community
Links
Practitioner

Community
Links
Practitioner

Joins
GP practice
team

Meets
with
patient

The The
Patient Practice
Journey Journey

Facilitates

Discusses
patient’s

situation ‘development

Provides
specialist
1:1
support

iii\i\iii

Patient are supported to live

= ti
well in their community capacities

Parient
supported
to access
assets

Practices

Patient -
aware o

identifies
goals

to address
social
situations

Patients
signposted to
community
assets

They identify
appropriate
community
assets

i

ALLIANCE

HEALTH AND SDCIAL CARE
ALLIANCE SCOTLAND
geople at thes centre



Intermediate Care

 Rapid Response / Early
Supported Discharge

e Reablement Homecare

« Step Up / Step Down
community beds

 Hospital at Home

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors ‘



North Lanarkshire _
Change in

+ HOSPITAL Over 75
i AT HOME 1S% Admission
Patients accepted by ASSET in 29 Months 1 2°/R ate 2 O 1 1 -
®© © 6 6 06 6 06 06 O © ° 2013
meeeeemee - -
6%
Supported at Home 304 ‘JI

76% are managed in
76% c

their own home
0%

instead of Hospital
by the ASSET team ASSET

localities

5.6 / Day

Length of Stay

‘ Beds
Closed

50

Value £2Million+



Improving Care for Older People in Acute Care

Think Frailty Driver Diagram

Identification
of Frailty

To improve the early identification
of frailty and ensure that oider
people who are identified as frail
have access to comprehensive
geriatric assessment or are
admitted to a specialist unit

Care pathway

within a day of admission to

hospital, by March 2014.

Education,
leadership and
culture

ot risk patients

Hnmm
JEIL[T[R][TIUM
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What Is delirium? Recognising delirium i Suspecting delirilum
Delinum cofed acute Sugden onset of: If you SUSpect o dagnoss
state} s @ common senous condition for olcer 4 P of celinum:
people. This medical emesgancy & oftan ? "'“""""T )
undar-recognised and often poory ot en s % o).
Dﬂlnwnsmemscammmcmw:mnn ’;
of N In the eldenty p catude localy agroad 100, such a5
The incidence is aiso higher in those wit pre- resdosness, agkation. 009 LT or CAMS
EX15UNg cognitive Impairmant. diszbance anco a diagnosis of
*  confusin o worsaned dalrwm ismode and
The prevaience of definum i peopie on confuskn documantod. usathe TIME
medicalwards in hospzi is about 20 % 10 + Imparod concantretion and e oty
30%,and 10% 10 50% of people having i cee e Masagemen:
surgery develop delirium. In long-term care the o
prevaience s under 20. Peopie who develop and femios
delrium may: T Suameion s e - mwwhosa
ood 10 Ray longer n hospkal o mwaw
«  bavoan ncroasod incidonce of damotia pahway
ik «  mmember soda i is anly
falls and proseve sores gl
‘: Sie (refar 1o SDA pazhway foco!
Faoccd), and
arm ae if they are i hosphad, and P ———

«  bemor Moy todie. NICE, 2011)




3900 CHANGE FUND 2
SPEND 2014/15 - MORE DAYS
- = SUPPORTED Million IN OWN HOME
'n' 'n' CARERS THAN ‘EXPECTED’
OLDER PEOPLE
+
1o Coowedst e weweorns
FEWER to HOSPITAL REDUCTION BEDDAYS
after a fall

(non-injured)

2=

OVER 4 YEARS

-

1300 FEWER PEOPLE ver IN RECEIPT OF
AGED 65+ IN HOSPITAL ) FORMAL CARE AT

PER DAY 4in5

BEDS HOME
THAN ‘EXPECTED’ HAVE TELECARE
> B

PEOPLE DELAYED

4000 FEWER PEOPLE 19%

IN CARE HOMES IN HOSPITAL
PER DAY FEWER OVER 2 WEEKS

THAN ‘EXPECTED’




Building effective relationships and creating

local integrated networks of care and support

Health and Social Care
Integration

Supporting people to live well and iIndependently at home or
in a homely setting In thelr community for as long as possible

www.scotiand.gov.uk/HSCI
B follow us on witter @scotgovIRC

There’s no ward like home
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An Integrated System for Frailty

e Sustainable approach to screening in those at risk
 |dentification of new or escalating functional decline

« Early interventions — eg CGA and rehabillitation to reverse
functional decline, particularly at times of transition in care
settings when high risk of disability

« (Case management with anticipatory, coordinated and
Integrated interdisciplinary care

« Evaluation of outcomes and impact of models of care

JIT is a strategic improvement partnership between the Scottish Government, NHSScotland, COSLA and the Third, Independent and Housing Sectors 34



International Foundation on Integrated Care

™\ o Congress

| on Infegrated Gare ooty
1921 November 2015, Mexico Pe};ﬁg 823:!?6(1
Integrated Care for ALL

hassooafonwify -8 National Congress of Infegreted Medicing
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http://Iwww.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-
Integration

http://www.jitscotland.org.uk/resource/reshaping-care-for-older-
people-change-fund-building-on-progress-june-2015/

http://www.knowledge.scot.nhs.uk/chin/intermediate-care.aspx

www.jitscotland.orq

anne.hendry@scotland.gsi.gov.uk

@jitscotland
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