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Challenges for people living with frailty in healthcare  
 

 

Older adults are the biggest users of emergency services and health 
and social care generally  

(British Geriatrics Society, 2023) 

 

 

£5.8 billion annually spent on frailty inpatient activity  

(Han et al., 2019) 

 

 

“Moderate frailty population, people whose annual risk of urgent care 
utilisation, death and care home admission is 3 times that of an older 
person of the same age who is fit.”  

(NHS RightCare, 2019) 

 

 

50% of people living with frailty stay in hospital for over 21 days  

(GIRFT, 2023) 

 

15% of discharged older people are back in hospital within 28 days  

(BGS, 2023) 

 

 

Elevated risk of hospital admissions for older people  

(GIRFT, 2023) 

 

“Around a third of older people with frailty experience functional decline 
during their stay“ 

(Hopper, 2021) 

 

Health and functional status can quickly change direction for a person 
living with frailty. For example, a person can go from independent to 
dependence, fully mobile to reduced mobility, the occurrence of falls, 
delirium and from fully continent to problems with incontinence  

(Clegg et al., 2013) 
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Solutions to the above problems uncovered by data 

 

A community comprehensive geriatric assessment (CGA) can reduce 
hospital care days by 22%  

(Nord et.al, 2021) 

 

Relative risk score of hospital care episodes reduced by 17%  

(Nord et.al, 2021) 

 

Healthcare cost reduction by 17%  

(Nord et.al, 2021) 

 

Multiple studies looking at proactive community integrated care models 
showed a reduction in accessing acute services and care home 
admission and therefore a cost savings  

(Béland & Hollander, 2011) 
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Proactive Community Frailty Service Standards 

During the height of the pandemic years, the NHS responded to an 
unprecedented demand on healthcare services. As priorities now shift, the 
focus is on proactive care, particularly for the older population and those living 
with frailty. The aim is for all boroughs in London to offer a proactive 
community frailty service to help prevent hospitalisation and adverse events 
when possible, keeping people happy and healthy at home for as long as 
possible. 

Current situation 

The primary users of health and social care in the UK are older people. As the population in 
the United Kingdom increases in age, so do the number of people living with frailty and 
complex comorbidities (BGS, 2023; Soong et. al., 2015). Life expectancy for the first time is 
stagnating and is even declining in areas of higher deprivation. People are also experiencing 
poorer health in later years (Marmot et. al., 2020). It is estimated that around 10% of the 
population over 65 has some level of frailty, this figure increases exponentially with age 
(Clegg et. al., 2013). According to the Census 2021 data, the over 65 population in London is 
1,043,400 (AgeUK London, 2021), it can be estimated that at least 104,340 people are living 
with frailty in London. 

Frailty is a long-term health condition that describes a person’s increased vulnerability to 
illness and adverse events. Due to a loss of reserves and resilience in the various body 
systems, recovery from these can be more complex and prolonged (Fried et. al., 2001; 
Mitnitski, Mogilner & Rockwood, 2001). This is often associated with age; however, it can 
occur in younger populations, is not inevitable, fluctuates and can be managed (Thompson 
et al., 2018). Specifically, there is an increased risk of developing frailty syndromes such as 
incontinence, declining function/mobility, exhaustion, falls, susceptibility to medication side 
effects, weight loss, pressure ulcers, cognitive impairment and delirium (Chen, Mao & Leng, 
2014; Xue, 2011). More generally, people living with frailty are at higher risk for adverse 
events, hospitalisation, institutionalisation and death (Cesari et al., 2016). Preventing these 
events while focusing on quality of life and wellbeing must be prioritised (Whitty, 2023).  

This report intends to encourage the following high-level aims: 

1. Any clinician who sees a patient over 65 to complete the clinical frailty scale (CFS) 
and if clinically relevant, refer on for a holistic assessment by a community frailty 
service (or an acute frailty service if the patient is acutely unwell). 

2. All London boroughs to offer a proactive community frailty service following the 
minimum core standard recommendations, offering a multidisciplinary holistic 
assessment such as the validated comprehensive geriatric assessment (CGA) for 
people living with frailty.  

As part of this report, official NHS guidance such as the Long Term Plan (NHS, 2019), the 
Fuller Stocktake Report (Fuller, 2022) and the Proactive Care recommendations (NHS 
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England, 2023) were reviewed. This was supported by additional grey literature and current 
relevant evidence using academic databases such as PubMed, as well as Google Scholar. 
This review outlines recommendations for proactive community frailty services from 
minimum core to gold standard, ensuring strength based, personalised and holistic approach 
to all aspects of service delivery to address physical and mental health, well-being and social 
issues. 

What is a community frailty service and why is it important? 

The first step to managing frailty, is to identify it using an evidence-based tool such as the 
Clinical Frailty Scale (CFS). Once frailty is identified, if clinically relevant, a holistic person 
centred assessment such as the validated comprehensive geriatric assessment (CGA), 
should be commenced by a clinician with specialist training. It is important that a community 
frailty service exists to cover the proactive part of the frailty pathway, keeping people happy 
and healthy at home for longer (GIRFT, 2023; Department of Health & Social Care, 2023; 
Fuller, 2022; Adja et al., 2020; NHS, 2019; British Geriatrics Society, 2014).  

People living in deprived areas of London, especially those who also belong to a minoritised 
group, experience poorer health (Centre for Ageing Better, 2023). In general, living in an 
urban area of England is linked to higher levels of frailty (Sinclair et al., 2022), and people in 
the least deprived areas experience an average of 11 more good health years than those 
living in the most deprived areas (ONS, 2022). Evidence shows that only half of older adults 
living with frailty receive appropriate healthcare interventions (Steele et. al., 2008). A 
community frailty service mapping exercise completed by the NHS England London Frailty 
Clinical Network, shows that unwarranted variation exists across the capital. Seven 
boroughs do not have a proactive community frailty service, and those that do, have quite 
varied offers. This has identified a geographical health inequality that needs to be 
addressed. 

Some evidence shows that frailty could be reversible in some cases (Gill et al., 2006), but 
only if identified promptly and the appropriate intervention occurs. Older people living with 
frailty are often complex and ideally community teams would offer a proactive, holistic, 
integrated, coordinated, multidisciplinary service that is flexible to each individual’s needs 
(BGS, 2015). This type of service has the potential to support people to live more 
independent lives, improve wellbeing, while also reducing the demand for acute services, 
primary care appointments and social care. However, achieving this within the current NHS 
and social care resource crisis (financial and workforce) has been a challenge, and local 
areas have developed unique and creative ways to address the needs of this population. 
This has led to the variation in the services offered across the region. Variation in how a 
service is delivered may not in itself be a problem, as long as the service provided exists and 
meets the minimum criteria. 

Evidence shows that community frailty care offered proactively, can prevent adverse events, 
reduce unnecessary hospitalisations and improve quality of life while ensuring cost savings 
on a bigger scale over the longer term (Murtagh et al., 2023; Thompson et al., 2022; Beswick 
et al., 2008). It is important these services are integrated with and work alongside acute 
frailty services, secondary specialist care, community services, social care, primary care and 
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care homes. This has the potential to relieve pressure from other overstretched areas such 
as Emergency Departments, primary care and inpatient wards (Fuller, 2022). In recent 
years, there has been more demand and therefore focus on acute frailty care. However, 
although there will always be a need for acute frailty services, it is important to also invest in 
services to prevent those adverse events causing people to use the acute services in the 
first place. 

Frailty identification 

All clinicians who make contact with a person 65 or older or someone who has multimorbidity 
(two or more conditions), especially if they are experiencing one of the common frailty 
syndromes, should be assessed for frailty using the Clinical Frailty Scale (CFS) or other 
validated assessment tool (Whitty, 2023; GIRFT, 2023; Subramaniam et al., 2022; Church et 
al., 2020; BGS, 2015).  Age and poverty are two of the biggest risk factors for multimorbidity 
and frailty, and will appear earlier with higher levels of deprivation (Whitty, 2023; Thompson 
et al., 2018). This should be considered when deciding whether to assess for frailty as 
biological and chronological age do not always match. Around 70% of people living with 
frailty will also have multimorbidity (Vetrano et al., 2019). If a patient is acutely unwell, and if 
there is no recent baseline, use information from two weeks before the patient became 
unwell to calculate the frailty score (Charlton et al., 2022; NICE, 2016). 

Due to the close relationship and overlap between frailty and dementia – all memory 
services should be assessing for frailty using the Clinical Frailty Scale (BGS, 2015; Kulmala 
et. al., 2013; Petermann-Rocha et al., 2020). 

As GPs have regular contact with their patients and may know them best, they may be the 
best clinicians to identify frailty accurately (BGS, 2015). In addition, to improve data 
collection, coding frailty score and status in EMIS/SystmOne should be standardised 
(Sinclair et al., 2022; NHS England, 2018). 

Proactive identification of frailty using data (the electronic frailty index, or internally generated 
EPR reports, frailty data quality is mixed), combined with a clinical review as part of a 
comprehensive geriatric assessment (CGA), when appropriate, may contribute to even more 
proactive frailty care. This may offer further opportunities for intervention and can support 
and encourage self-management (Mosello et al., 2016; NICE, 2016; BGS, 2015). 

Once a person has been identified to have frailty, the following criteria should initiate action 
to start or refer for CGA: 

1. Moderate to severe frailty, CFS 6 and above  

o Some areas may consider all people living with frailty, CFS 4 and above (this 

needs to be locally agreed)  

2. No report of or evidence of a CGA in over a year 

o Or if they have had a recent CGA, but there has been a change in health or 

function (GIRFT, 2023) 

3. If they are experiencing a change relating to any of the frailty syndromes  
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Frailty intervention 

Research shows that earlier frailty intervention leads to better outcomes. Regardless of 
stage of frailty, older people have better outcomes with a comprehensive geriatric 
assessment (CGA) (Stuck and Iliffe, 2011).  

The main constraint for community frailty service development is strongly linked to limited 
resources. To prevent people moving into the severely frail and most dependent state, it is 
recommended that services focus on preventing the deterioration of people with mild or 
moderate frailty to prevent and/or delay this deterioration (Hopper, 2021). People living with 
moderate frailty benefit most from personalised proactive interventions as this can reduce 
progression of frailty and preventable use of acute services (NHS RightCare, 2019).  

Service recommendations  

Compiling current evidence, guidance, recommendations and current practice, the following 
recommendations outline the high-level core minimum standards for proactive community 
frailty services.  

Minimum core standards 

 Includes patients receiving proactive community frailty care (not limited to acute only) 

 Holistic review such as the Comprehensive Geriatric Assessment (CGA) 

 Core team is multidisciplinary (>3) 

 As a minimum include those over 65 living with frailty; however, consider flexibility in 
age acceptance criteria depending on local needs 

 Not limited to housebound or severe frailty 

 Access to geriatrician, consultant, or senior frailty specialist  

 Accept referrals from all health and social care providers 

 Home visits as standard 

 Clear and concise referral form 

 Create a Universal Care Plan (UCP) to document Advance Care Planning discussions 

 Output is a personalised care and support plan, using an accessible digital tool 
viewable by relevant health and social care professionals involved in the person’s 
care, and when appropriate also accessible to the patient  
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Gold standards  

In addition to the minimum core service standards, the gold standard list can be seen as 
potential improvement opportunities. The following recommendations outline the high-level 
gold standard components for proactive community frailty services.  

 Work closely with all parts of the frailty pathway (community, acute, primary care, 
mental health, social care, ambulance services) to identify challenges and successes 
and always explore ways to improve integration, efficiency and patient care, finding 
ways to ensure patient records (including CGA details) are viewable across and 
between the pathway 

 Multidisciplinary team to aim for: doctor (consultant, GPwSI), physician associate, 
advanced clinical practitioners, nurse specialist/practitioner/community matron, 
pharmacist, physiotherapist, occupational therapist, social worker, mental health 
professional, community navigator, dietician 

 Capacity and demand corresponds to local population need and deprivation levels  

 Develop local pathways for acutely unwell patients 

 Offer patient self-referral if appropriate for locality and patient group 

 Provide an advice line for referrers to ring to discuss referral and patient details 

 Work with local communities to develop improved community offers for frail older 
people  

 Agree a set of local outcome/process measures, monitor these while giving services 
time to develop and establish, acknowledging that it may take time to see 
improvement 

o Number/percentage of patients with a Clinical Frailty Scale (CFS) score coded 
in that month (should match number of CGAs) 

o The following are process measures, evidence already shows this has an 
impact: 

 Number of falls assessments done 
 Number of medication reviews done 
 Number of Advance Care Planning discussions done (and number of 

associated Universal Care Plans created) 
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Evidence for the recommendations 

This section will explore supporting evidence for both minimum core and gold standard 
recommendations, promoting opportunities for quality improvement. Any changes should be 
implemented over time, ensuring resources are available to support any changes made. 
Priority should always be centred around holistic, person-centred care (Adja et al., 2020; 
Escourrou et al., 2017). 

1. Minimum age criteria: a person 65 (or younger) living with frailty 

 Consider the ability to accept a patient under 65 who may have developed 
frailty at an earlier age (Walsh et al., 2023) 

 Common risk factors for early onset frailty are older age, deprivation, 
female, Asian ethnicity, learning disability, severe mental health, 
multiple comorbidities, homelessness, drug/alcohol misuse, smoking 
and urban locations (Walsh et al., 2023; Bai et al., 2023) 

 Clinical frailty scale (CFS) is validated for all ages and comprehensive geriatric 
assessment (CGA) is validated for those over 65 

 A CGA is a holistic assessment so will likely have benefits despite not 
being validated for the under 65s; however, if a condition specific 
holistic assessment validated for the relevant situation exists, consider 
using this (Rockwood and Theou, 2020; CGA Toolkit Plus, 2015) 

2. Accept referrals from all professionals 

 Consider self-referral for previous patients who may require re-assessment 
(Clark et al., 2009) 

3. Ensure the service referral form is clear and concise including reason for referral, 
specific concerns of referring clinician and consent to view patient records (François, 
2011) 

 Consider offering an advice line to discuss referral and priority 

4. Triage according to a holistic review of the patient’s records (in a multidisciplinary 
setting) and referral reason  

 For example, falls, blackouts, social concerns, safeguarding, self-neglect, etc 
could be prioritised 

5. The core team should be multidisciplinary with a minimum of three, mostly registered 
health and social care staff (Fuller, 2022; Hopper, 2021; CGA Toolkit Plus, 2015) 

 Understand the local population and ensure multidisciplinary team capacity can 
support this demand (NHS RightCare, 2019) 

 Recommended professionals for the multidisciplinary team are: doctor 
(consultant, GPwSI), physician associate, advanced clinical practitioners, nurse 
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specialist/practitioner/community matron, pharmacist, physiotherapist, 
occupational therapist, social worker, mental health professional, community 
navigator, dietician (Crocker et al., 2024; Hickson, Child & Collison, 2022; 
Brown et al., 2020; NICE 2015; Turner & Clegg, 2014) 

 Other professionals, specialists, Sponsor GPs, Voluntary Community and 

Social Enterprise (VCSE) to be involved as necessary 

6. Home visits should be offered as standard (Fuller, 2022; WHO, 2021; Hopper, 2021; 

Huss et al., 2008) 

7. CGA completed at home reduces mortality, nursing home admission (Frese et al., 

2012) and unnecessary hospital admissions (Di Pollina et al., 2017) 

8. Ensure integration and joint working with other services and commissioners ensuring 

a whole pathway approach that can support patients along their journey (Fuller, 

2022).  

9. Relevant information collected from all patient contact must be sharable to other parts 

of the pathway (BGS, 2015; BGS, 2014) 

Holistic assessment recommendations: 

1. The comprehensive geriatric assessment (CGA) is the gold standard in frailty care as 
it is multidisciplinary, holistic, person centred and is a validated tool providing a 
structure for assessment, evaluation and care planning (WHO, 2021; BGS 2015; 
Stuck and Iliffe, 2011). 

 A CGA is time consuming, a minimum of 1.5 hours plus time for care planning 
and referrals is needed for assessment 

 Local agreement for resource will be needed, if resources are sparce those 
accepted may be limited to moderate-severe frailty (BGS, 2014; Turner & 
Clegg, 2014); however, all older people will likely benefit from a CGA (Stuck 
and Iliffe, 2011). 

 Systems may look to develop, test or research innovative ways of 
delivering CGA in order to maximise the population reach of the CGA 
interventions within workforce and financial constraints 

2. Multimorbidity review with clinical assessment and management (NICE, 2016); 

improves early diagnosis, early intervention and quality treatment (Department of 

Health & Social Care, 2023; Whitty, 2023) 

3. Support condition self-management and healthy lifestyle advice (Inzitari et al., 2018; 

Palmer et al., 2018; NICE, 2015) 

4. Maintain independence as this will link to improved quality of life (Whitty, 2023) 



 
 
 
Proactive Community Frailty Service Standards 

Copyright © 2024 NHS England 11 

5. The assessment is person centred and involves family and carers (with consent) 

when relevant (NICE, 2015; Hopper, 2021; WHO, 2021) 

6. Assume people have capacity and support them to make informed decisions (Office 

of the Public Guardian, 2020) 

7. Consider that a person living alone with no carer may be more complex and require 

additional resources (Mukamel et al., 2007) 

8. Ensure assessment details are available to referrer and GP, and ideally accessible by 
any relevant healthcare professionals (BGS, 2015) 

9. The following areas should be reviewed, based on the concept of the CGA (CGA 
Toolkit Plus, 2015): 

 Ask the person what matters to them and what their priorities are (Fuller 2022) 

 Social assessment 

 Physical health review including vital sign observations, physical 
assessment, auscultation, otoscope, weight, height  

 Review diet and fluid intake, with nutrition and dietary advice provided for 
people with undernutrition (Crocker et al., 2024; WHO, 2021) 

 Review function and activities of daily living 

 Review mobility and falls considering environment, strength and balance, 
cognition, aids and social factors 

 If falls or near misses are identified: bloods, ECG and lying-standing 
blood pressure should be done (Montero-Odasso et al., 2022) 

 Exercise recommended for older people with deteriorating physical 
capability, pelvic floor muscle training for older women experiencing 
urinary incontinence (World Health Organisation, 2021), intervention 
must be “adaptable and flexible” (Inzitar et al., 2018) 

 Review cognition using a validated tool 

 If someone already has a dementia diagnosis, this is not recommended as 
standard practice (BGS, 2014) 

 Review mood and mental health (WHO, 2021) 

 Dental assessment (Everaars et al., 2021) 

 Vision assessment (WHO, 2021) 

 Hearing assessment is important (WHO, 2021) to prevent dementia and 
improve quality of life and wellbeing (Wolff et al., 2023; Livingston et al., 2020) 
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 Home modifications, environment hazards (WHO, 2021) 

 Medication assessment with regular reviews as needed  - STOPP/START 
(Crocker, 2024; BGS, 2014) 

 Advance care planning to be considered when appropriate (NHS Improving 
Quality, 2016) 

 Update details in Universal Care Plan (UCP) 

 Full review of usual bloods (U&Es, FBC, LFTs, HbA1c, TSH, Vitamin D, 
B12/folate, bone profile, and any other tests identified during assessment) 

 If nothing has changed, recent bloods within a year can be reviewed  

10. The assessment is completed in order to generate an intervention plan: a 

personalised care and support plan (including any escalation plans), decided on 

between the clinician, the patient and carers (if relevant) (Crocker, 2024; Palmer et 

al., 2018; NICE, 2016; NICE, 2015; BGS, 2014) 

 Interventions should be undertaken by the community frailty service when 

possible to relieve pressure on primary care  

11. A named individual should be designated to coordinate care (GIRFT 2021) 

12. It is best practice to share a copy of the care plan and discharge summary with the 

patient (BGS, 2014; NICE 2016) 

13. For continuity of care and to avoid duplication, ensure assessment details and care 

plan are shared with and care handed over to the relevant health and social care 

professional responsible for usual care on discharge (GIRFT 2021; Palmer et al., 

2018; BGS, 2015) 

14. Develop local pathways for acutely unwell patients – particularly for falls, delirium and 

sudden immobility (BGS, 2014; NHS RightCare, 2019) 

Workforce recommendations: 

Workforce must be considered for a service to operate to its full potential. A focus on staff 

retention will contribute positively to continuity of care (Mukamel et al., 2007). The needs of 

the local population will need to be explored, and resources allocated appropriately to ensure 

good care within a manageable caseload (NHS RightCare, 2019). 

 

1. Build multidisciplinary team as outlined above 

2. Match multidisciplinary team capacity to the demand of the local population (NHS 

RightCare, 2019) 
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3. Consider the needs of local populations – including hard to reach groups (homeless, 

travellers, any other communities that tend not to present to health and social care but 

may benefit from intervention) (Threapleton et al., 2017; Dowrick et al., 2009) 

4. Consider language and culture, patients may respond better to a person of similar 

cultural background - or a person with some knowledge or interest in their culture 

(Mukamel et al., 2007) 

5. Geriatricians to offer some home visits to cultivate a deeper understanding of patient 

and staff needs and challenges (Mukamel et al., 2007) 

6. All members of the team to complete frailty training: student nurses and junior doctors 

who rotate through a service are especially important (Hopper, 2021; Palmer et al., 

2018; BGS, 2015) 

 ICBs to ensure relevant staff are trained in frailty (Voluntary Community and 

Social Enterprise (VCSE), social care, home care, care home workers, 

community services, etc.) 

7. Ensure there are opportunities for staff career progression and learning (Hopper, 

2021) 

8. Consider research and quality improvement projects aligned with individual interests 

9. Build a flexible workforce that can move to and from different environments, while also 

encouraging a welcoming atmosphere for newcomers (BGS, 2015) 

Outcome measurement/service evaluation recommendations: 

Collecting data for people living with frailty is challenging and complex. System coding could 
be improved, and figures such as admission, conveyance, length of stay, readmission and 
more are impacted by a number of factors. Research has shown that patients seen by well 
established services, often have better outcomes. This may mean that it will take some time 
to see improvement in the data (Mukamel et al., 2007). Depending on local options for data 
collection, some ideas to help measure outcomes are: 

1. Waiting time to be seen (BGS, 2015) – consider first visit within two weeks 

2. Number of incoming referrals, referral source and number of discharges  

3. Admission avoidance (BGS, 2015) – can the clinician confirm and code that the 

intervention prevented an admission? 

4. Collect outcomes/actions that the assessment generated 

 Some examples might be: referrals, patient contacts, interventions, tools, 

assessments, etc  

5. Collect process measures that the assessment generated 
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 Some examples might be: medication reviews/changes, falls assessments, 

advance care planning (evidence supports these so we know they prevent 

adverse events) 

6. Patient self-reported outcomes, quality of life and experience measures to evaluate 

services (BGS, 2015) 

 Self-Reported Quality of Life (e.g. EQ3D)  

 Patient Activation Measures  

 Patient and carer experience of health and social care services 

 Patient safety and avoidance of harms such as falls, pressure sores, adverse 

drug reactions, deterioration in mobility 

 Place of death being as preferred  

 Self-reported loneliness (e.g. de Jong-Gierveld loneliness scale)  

 Self-reported pain (e.g. geriatric pain measure short form)  

 Self-reported functional measures 

7. Local health services data – bed days, outpatient visits, ambulance callouts, primary 

care consultations, patient safety (BGS, 2015) 

8. Audits of the AUA DES (Avoiding Unplanned Admissions Direct Enhanced Service) 

modified to include frailty and unmet patient needs (BGS, 2015) 

 Waiting time to be seen for CGA after an index event or recognition of frailty  

 Delay in hospital awaiting an assessment, which could have been completed at 
home had an appropriate patient pathway been in place 

When considering outcome measures and evaluation data, it is important to consider that 
many factors can influence this information. Data showing unplanned admissions and health 
and social care costs will take time to reflect a service or organisational change (BGS, 2015; 
Vestjens et al., 2019). Investment decisions should be committed to for the long term in 
order to see the real impact of these changes (Oliver, 2014). Evidence shows that these 
services are effective in improving outcomes for people living with frailty, time and patience 
is required before the impact will be seen in the figures.  

Conclusion 

All London boroughs should aim to have a service that can fulfil the minimum core standards 
recommended for proactive community frailty. The more detailed gold standards can provide 
a framework for quality improvement if resources allow. This will support people living with 
frailty and prevent avoidable admissions and adverse events, keeping more people happy 
and healthy at home for longer. 
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