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It’s all about people and 
communities:

The offer should be timely, based on 
need and what matters to people 



ICB Frailty population do nothing projections

ONS population estimates an increase in frail elderly population of 1.41% over the next 5 years. 
This would equate to an increase of 1,953 more frail elderly patients aged over 65 by 2029

We know frailty is around 

20% in people aged 65 

and over in NENC – 

roughly 5:3:1 ratio for 

mild, moderate and 

severe!

NENC Frailty Packs



Over the period from 2018 to 2023, the 65years and over 

population accounted for:

Projection for NEL 

(65 and over) is to 

increase from 

average of 58,298 

to 113,801 per 

financial year over 

the next 5 year



Proactive Care: A Case for Change

People report less favourable experiences of care conditions and don’t feel they are 
getting the support they need 

People want a focus on more personalised care, they want to be a partner in 
decisions about their care and be seen as a whole person and to be asked about all 
their needs.

People value care that is coordinated, continuity of relationships with professionals, 
time to talk (and be listed to) and access to community support closer to home

We need to change our approach! 

The latest Chief Medical Officer Report argues for healthy ageing and 
proactive care for frailty as part of the Government’s overall public health 

strategy.



Proactive Care National Guidance

New Guidance Dec 2023 - Proactive care: providing care and support for people living at home with moderate or severe frailty 
was published by NHSE in December 2023.

The aims of proactive care are to improve health outcomes and patient experience by:

1.Delaying the onset of health deterioration where possible

2.Maintaining independent living

3.Reducing avoidable exacerbations of ill health, thereby reducing use of unplanned care.

https://www.england.nhs.uk/long-read/proactive-care-providing-care-and-support-for-people-living-at-home-with-moderate-or-severe-frailty/


Proactive Care – shift to frailty..
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Focus is on people living 
at home with moderate 

or severe frailty

To further prioritise this cohort, 
systems should analyse their 
unplanned care datasets to 

identify locally which patient 
cohorts could have been 
supported earlier in the 

community through proactive 
multi-professional support

New Guidance Dec 2023 - Proactive care: providing care and support 
for people living at home with moderate or severe frailty was published 
by NHSE in December 2023.

https://www.england.nhs.uk/long-read/proactive-care-providing-care-and-support-for-people-living-at-home-with-moderate-or-severe-frailty/
https://www.england.nhs.uk/long-read/proactive-care-providing-care-and-support-for-people-living-at-home-with-moderate-or-severe-frailty/


What did the programme aim to achieve?

At the end of this piece of work we hoped to have:

• Designed, described and delivered a way of providing personalised proactive care to 

people in the identified group 

– How we identify people/testing a regional tool/what does the cohort look like?

– What PCSP pathway looks like for this group of people and how it includes 

anticipatory care planning 

– What it takes to make it happen (training/resources/people)

– What we might want to measure going forward

• Capture learning as part of evaluation and have this to support regional 

implementation with the development of a toolkit and aligned to future funding

© Year of Care Partnerships

To evaluate the feasibility of implementing a model of proactive care in primary care 
and community settings using the Year of Care approach to personalised care and 
support planning (PCSP)
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