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THE	WORLD	OF	MEDICINE	IS	CHANGING



MORE	FRAIL	OLDER	PEOPLE	OR	BETTER	
RECOGNITION

• More	than	one	in	five	of	us	are	
already	over	60,	and	the	number	of	
people	over	60	is	expected	to	
increase	from	14.9	million	in	2014	
to	18.5	million	in	2025.

• 75%	of	75	year	olds	in	the	UK	have	
more	than	one	long	term	
condition,	rising	to	82%	of	85	year	
olds.

• 5%	of	people	aged	60-69	have	
frailty.	This	rises	to	65%	in	people	
aged	over	90. In	England	there	are	
1.8	million	people	aged	over	60	
and	0.8	million	people	aged	over	
80	living	with	frailty.



IMPROVING	CARE	
- FUTURE	HOSPITALS	PRINCIPLES

• Fundamental	standards	of	care	must	always	be	met.
• Patient	experience	is	valued	as	much	as	clinical	effectiveness.
• Responsibility	for	each	patient’s	care	is	clear	and	communicated.
• Patients	have	effective	and	timely	access	to	care.
• Patients	do	not	move	wards	unless	this	is	necessary	for	their	clinical	care.
• Robust	arrangements	for	transferring	of	care	are	in	place.
• Good	communication	with	and	about	patients	is	the	norm.
• Care	is	designed	to	facilitate	self-care	and	health	promotion.
• Services	are	tailored	to	meet	the	needs	of	individual	patients,	including	

vulnerable	patients.
• All	patients	have	a	care	plan	that	reflects	their	specific	clinical	and	support	

needs.
• Staff	are	supported	to	deliver	safe,	compassionate	care	and	are	committed	

to	improving	quality.



SETTING	THE	SCENE



THE	HEART	OF	
THE	

COMMUNITY

2	different	CCGs,	2	
different	approaches



INTEGRATED	
CARE	MAKING	A	
DIFFERENCE	–
IMPORTANCE	OF	
COLLABORATIVE	
WORKING
- WORKING	
TOGETHER	NOT	
IN	SILOS



CHANGING HOSPITAL	SERVICES

• Centralisation	of	Services
• Acute	Elderly/	Frail	care	
one	of	building	blocks



A	MULTI-DISCIPLINARY	AND	
MULTI-AGENCY	TEAM

RAPID
ELDERLY

ASSESSMENT
CARE	
TEAM

- Evolved	from	an	Inreach
Service

- Works	collaboratively	to	
ensure	future	hospitals	
principles	and	make	a	
difference	to	patient	care

- Patient	representatives	an	
integral	part	of	the	team

Therapists

Medical	
Staff

Community	
Providers

Social	Workers

Age	UK	
Wakefield

Patient	
representatives

Specialist	
Nurses



RE-PLANNING	SERVICES	IN	LINE	WITH	
FUTURE	HOSPITAL	PRINCIPLES

• Service	operates	7	days	a	week
• 2	Ward	rounds	per	day
• Opening	hours	of	the	service	are	continually	reviewed	for	optimal	
benefits	for	patients.	

• Patients	aged	80+,	Patients	aged	65+	from	nursing	homes
• Patients	who	are	otherwise	frail	over	the	age	of	65,	are	now	
individually	assessed	and	also	reviewed.

• Dedicated	phone	now	in	operation	with	operational	policy	with	
direct	access	for	GPs

• Emergency	Department	Consultants	can	directly	refer	to	the	team	for	
advice

• Patients	identified	undergo	a	Comprehensive	Geriatric	Assessment



BY	THE	END	OF	
2017

• Currently	on	AAU	but	
moving	to	dedicated	
Acute	Care	of	the	Elderly	
Assessment	Unit

• 39	bed	unit	at	
Pinderfields

• 20	bed	unit	at	Dewsbury
• A	Rapid	Elderly	
Assessment	Care	Team	at	
both	sites



EMBEDDING	
CHANGE	AS	A	

TEAM
• Collaborative	working	

ensures	links	are	
created	and	maintained

• Working	together	for	
shared	agendas	across	2	
CCGs	with	different	
services	is	important

• Shared	leadership	
improves	engagement	
of	all	partners



ENSURING	STAFF	ENGAGEMENT	THROUGH	
COLLABORATIVE	WORKING	AND	LEADERSHIP

• Open	Door	- Weekly	
Evaluation	Meetings

• Everyone	has	a	voice
• Involvement	of	all	team	in	
project	work	

• Workshop	with	Nursing	and	
Therapy	Teams

• Establishing	the	Project	Team	
and	Group

• 30/60/	90	day	projects



POSITIVE	EFFECTS	
ON	TEAM/	
SERVICES	

• Health	Survey	data	
consistently	above	NHS	
Staff	Survey	for	last	two	
years
• 92%	very	satisfied	with	

support	from	colleagues
• 63%	in	2016	felt	involved	

strongly	in	decision	making	
based	on	baseline	of	43%



WORKING	TO	A	
SHARED	GOAL
AND	A	FEELING	
OF	SHARED	
OWNERSHIP

• Co-design	of	services
• Redesign	of	documentation	,	particularly	

from	therapists	– one	document	for	all	
patients

• Shared	competencies	building	a	shared	
understanding	of	roles	and	a	mutual	
respect



COLLABORATIVE	WORKING	TO	ENSURE	
SUSTAINED	AND	ONGOING	IMPROVEMENT	OF	

SERVICES

• REACT	now	assess	25%	
more	patients	on	average	
(April-September	
comparison	from	2015-
2016)

• Average	length	of	stay	
reduced	from	2.5	days	to	
1.95	days	



COLLABORATIVE	WORKING	AND	LEADERSHIP	–
SHARING	SUCCESSES	AND	PROBLEMS

• Being	One	Team
• Encouraging	
innovation

• Encouraging	open	
discussions	of	
issues	so	they	can	
be	resolved	

• Encourage	staff	to	
develop	and	teach	
them	regularly



DELIVERING	SAFE	AND	EFFECTIVE	CARE
• Low	levels	of	complaints	

despite	numbers	
assessed	being	high

• 6	formal	complaints	out	
of	1618	patients	
between	July	and	
December	last	year	
(0.04%)

• Collaborative	working	
means	when	complaints	
or	issues	raised	– shared	
responsibility	and	early	
resolution	of	problems



COLLABORATIVE	WORKING	AND	
LEADERSHIP	WITH	PATIENTS

• Patient	engagement	–
makes	a	difference	to	
staff	and	their	
engagement	

• Questionnaires	adapted	
to	be	inclusive	of	all	
team	members



COLLABORATIVE	
WORKING	AND	

LEADERSHIP	MAKES	A	
POSITIVE	CHANGE	TO	

PATIENT	CARE

R apid multidisciplinary	assessment	of	those	with	frailty
E	nsuring patients	are	at	the	centre	of	everything	we	do
A chieving holistic	comprehensive	geriatric	assessments	in	eligible	patients
C	aring for	patients	and	members	of	the	team	enabling	true	engagement
T aking time	to	ensure	the	best	for	patients	and	sharing	experiences	and	challenges


