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The Boards of NHS Coventry & Warwickshire ICB and NHS
Herefordshire & Worcestershire ICB are asked to:

e Acknowledge the Cluster wide analysis of Neighbourhood
Recommendations Health related to the Frailty and End of Life priority cohorts

o Recognise the progress in outcomes for these cohorts within
the ICB areas and the benefits of the shared learning across
the Cluster

Executive Summary

The Board spotlight provides further information related to Neighbourhood Health and focuses on two
priority cohorts outlined in the national Neighbourhood Health Framework published in March 2026;
people living with frailty and people likely to be in their last year of life. These cohorts are explicitly
identified within national policy as groups who would benefit most from proactive, integrated
neighbourhood based care.

People living with frailty and people likely to be in their last year of life have been chosen as the
immediate, highest priority cohorts as these people are most at risk of harm from avoidable hospital
admissions and this relatively small fraction of the population drives a significant, disproportionate
level of acute hospital emergency admissions, bed days and avoidable harm associated with hospital-
based care.

The shared strategic objective across the cluster is therefore to deliver transformed Frailty and End
of Life care moving away from reliance on acute based care models with early identification of both
cohorts, proactive support, personalised care planning, timely integrated community response and
coordinated End of Life care, enabling people to remain well and independent for longer and, where
appropriate, to be supported at home or in their usual place of residence.
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Focusing on these patient cohorts from a commissioning and delivery perspective aims to improve
quality of care for these vulnerable patients through personalised proactive care in the community
delivered in an integrated way and in addition using a frailty sensitive, home first approach to sudden
deterioration and reactive care delivering personalised, compassionate care particularly in the last
year of people’s lives.

The NHS Medium Term Planning Framework and the Neighbourhood Health Framework sets the
ambition by March 2029 to:

¢ Reduce emergency admissions and bed days for individuals with mild-to-severe frailty or who
are in a Care Home or are housebound by 10%.

¢ Increase identification of people approaching end of life by 10%.
¢ Reduce non-elective admissions and bed days for people in the end of life cohort by 10%.

Across the cluster, there are strong existing foundations related to priority cohorts, using a variety of
different strategic and commissioning approaches. In Herefordshire and Worcestershire (H&W), there
is an established Frailty Strategy and an End of Life Strategy; as well as a Neighbourhood Health
Delivery Framework delivered through Primary Care Networks and Integrated Neighbourhood Teams.
There has been a significant progress on proactive identification, Comprehensive Geriatric
Assessment and frailty-sensitive urgent care pathways. In Coventry and Warwickshire (C&W), the
frailty and end of life approach has been developed through the Care Collaboratives, Community
Integrator Lead Provider contracts, Population Health Management and an established Palliative and
End of Life Care Strategy 2024—-2029.

The opportunity for the cluster Integrated Care Boards (ICBs) is not to replace one approach with
another, but to draw together the strengths of both into a single coherent cluster framework. This will
establish common outcomes, common standards and shared assurance, while allowing each of the
four place-based Care Collaboratives to tailor delivery to their population, provider relationships and
local assets.

Background and Context
National Direction and Guidance: Frailty

Frailty is defined as a clinical state, more common with increasing age, characterised by decreased
physiological reserve, an increased vulnerability to stressors and an increased risk of adverse
outcomes such as falls, delirium, functional decline, hospitalisation, long term care needs and
premature mortality.

Frailty is recognised nationally as a significant population health priority, driven by an ageing
population, increasing levels of multimorbidity and rising demand across health and care services.
Severe frailty affects 7% of over 65s, who will be 25% of the cluster population by 2038. In 2024
across the Midlands, 158,616 people were coded as living with moderate or severe frailty, and it is
estimated that by 2034, there will be 179,164 people living with frailty in the Midlands.

National policy promotes a proactive, preventative approach which identifies people living with frailty
earlier, supports independence, improves quality of life and reduces avoidable deterioration, hospital
admissions and long lengths of stay. This aligns with wider NHS priorities to shift care from treatment
to prevention and from hospital-based models towards neighbourhood and community-based care.
(Medium Term Planning Framework, Neighbourhood health framework and the 10 Year Health Plan
for England). In addition, NHS England’s Best Practice Guide for NHS Frailty Pathways reinforces
the need for systems to adopt a whole pathway approach, encompassing prevention, identification,
assessment, intervention, crisis response, rehabilitation and end of life care. These principles also
reinforce that people with frailty receive timely support in the most appropriate setting and avoid
unnecessary hospital attendance or admission.
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There is increasing emphasis on enabling this model of frailty care through the ICB strategic
enablement of:

¢ Neighbourhood Health and Integrated Neighbourhood Team (INT) models
¢ Population Health Management approaches to identify priority cohorts and target interventions
¢ Proactive and anticipatory care for people at risk of deterioration

¢ Urgent Community Response and Single Point of Access models that support care closer to
home

e Enhanced support within care homes and community settings
¢ Rehabilitation, reablement and maintaining functional independence

e Greater use of shared records, digital tools and data to support care coordination and
population health management

Systems are expected to develop integrated pathways that support individuals across the spectrum
of mild, moderate and severe frailty, ensuring coordinated responses to changing needs and
improving experience for patients, families and carers.

Looking ahead, national expectations continue to strengthen around proactive frailty identification,
neighbourhood-based delivery models, multidisciplinary working and the use of outcomes and
population data to demonstrate impact. A modern service Framework for Frailty and Dementia is due
to be published later in 2026.

ICBs are expected to lead the strategic direction in order to develop the optimum conditions for
partners to work collaboratively across health, social care, housing, community and voluntary sector
partners to develop sustainable frailty pathways that improve outcomes, reduce unwarranted variation
and support people to remain independent for as long as possible.

National Direction and Guidance: Palliative and End of Life Care

Palliative and End of Life Care (PEoLC) continues to be a national priority, supported by the Ambitions
for Palliative and End of Life Care 2021-2026 framework. This provides the strategic foundation for
local system delivery and is structured around the NHSE Ambitions Framework:

The Ambitions Framework sets out 6 key areas of focus:

Q Each person is seen as an individual Q Care is coordinated
@ Each person gets fair access to care @ All staff are prepared to care
@ Maximising comfort and wellbeing Each community is prepared to help

These ambitions underpin expectations for ICBs and local systems in designing and delivering high-
quality, person-centred services.

NHS England’s PEoLC programme places particular emphasis on personalised care, advance care
planning, and the early identification of people who may be approaching the end of life. National
priorities also focus on stronger integration between providers and sectors, reducing inequalities in
access and outcomes, and improving the experience of patients, families and carers. These priorities
are intended to support more proactive, coordinated and equitable care across whole systems.
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National policy is increasingly focused on enabling care closer to home, with greater emphasis on
community-based models of support and reducing avoidable hospital admissions. There is also a
continued drive to improve access to 24/7 advice, medication and specialist support, alongside the
development of digital and data capabilities that facilitate better communication, information sharing
and care coordination across organisational boundaries.

Looking ahead, national policy is expected to evolve further through the introduction of a Palliative
and End of Life Care Modern Service Framework (MSF) due to be published later in 2026. The
framework is anticipated to provide clearer commissioning expectations for ICBs, promote greater
consistency of service provision, address workforce and access challenges, as well as strengthen
accountability through enhanced outcomes measurement and assurance arrangements. This
emerging direction reinforces the importance of integrated, population-based approaches that
improve quality, equity and sustainability of PEoLC services.

Cluster Baseline — What is our Starting Point?
Frailty — current position

Across the cluster, the demographic and demand case is significant. The population is ageing, more
people are living with multiple long-term conditions, and the number of people living with moderate or
severe frailty is expected to rise.

Place Populations — Growth
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Coventry & Warwickshire - Understanding our Frailty Cohort

O e Coventry & Warwickshire have a GP registered population of 1,093,517 Warwickshire Frailty Profile by Severity (12 months)*
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C&W have a GP registered population of 1,093,517, with 110,170 people coded as having an eFl
(Electronic Frailty Index; data sourced from Health Data Intelligence (HDE) 30.06.2026), which
classifies them as living with Frailty, and equates to 10% of the total population of C&W. Frailty is
classified as mild (60%) moderate (27%) or severe (12%), with 40.6% of those over 80 years old living
with Frailty.

Herefordshire & Worcestershire Frailty Strategy |GGttty
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Cluster wide impact of frailty on acute services

In April 2026, NHS England Midlands published a Frailty Opportunity Identifier for each ICB, supported
by SAMIT (Summary Acute Medicine Indicator Table) — a GIRFT (getting it right first time)/NHS acute
medicine dashboard using admitted patient care data to compare hospital-level activity, flow and
outcomes. The charts below show rolling 12-month acute medical admissions for patients aged 75+:
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Herefordshire and Worcestershire Acute Trusts:

April 2026

Current 12 months from May 2025 to April 2026: 8,122 (22/day)
Previous 12 months from May 2024 to April 2025: 7,411 (20/day)
% Change in the last 12 months in per-day numbers: A10%

Rolling 12 hs acute issi 75+
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April 2026
Current 12 months from May 2025 to April 2026: 5,832 (16/day)

Previous 12 months from May 2024 to April 2025: 5,940 (16/day)

% Change in the last 12 months in per-day numbers: ¥ 2%
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Current 12 months from May 2025 to April 2026: 5,825 (16/day)
Previous 12 months from May 2024 to April 2025: 5,752 (16/day)
% Change in the last 12 months in per-day numbers: A1%
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Coventry & Warwickshire Acute Trusts:
April 2026

Current 12 months from May 2025 to April 2026: 7,376 (20/day)
Previous 12 months from May 2024 to April 2025; 5,632 (15/day)

% Change in the last 12 months in per-day numbers: 4 31%

Rolling 12 months acute medical admissions 75+
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April 2026

Current 12 months from May 2025 to April 2026: 7,775 (21/day)
Previous 12 months from May 2024 to April 2025: 8,752 (24/day)
% Change in the last 12 months in per-day numbers: ¥ 11%

Rolling 12 ths acute medical admissions 75+
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Current 12 months from May 2025 to April 2026: 10,917 (30/day)
Previous 12 months from May 2024 to April 2025: 10,077 (28/day)

% Change in the last 12 months in per-day numbers: A8%

Rolling 12 hs acute ical issi 75+
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The SAMIT data shows significant variation in the trend for 75+ acute medical admissions across the
C&W and H&W acute hospital trusts. George Eliot Hospital (GEH) shows the most marked upward
trend, with admissions increasing by 31%, whilst Warwick Hospital shows the most marked reduction,
with admissions falling by 11%. This represents a variation range of -11% to +31% across the cluster.

This level of variation suggests an opportunity to understand what is driving different hospital-level
trends, including local demand, admission thresholds, pathway maturity, coding and service
configuration. Comparing sites with increasing admissions against those with stable or reducing
admissions should help identify opportunities to strengthen Same Day Emergency Care setting
(SDEC), admission avoidance, frailty pathways, community response and discharge flow.

The Midlands 'Frailty Opportunity Identifier' report contains a set of recommendations for C&W and
H&W based on information and data gathered from various sources over the previous 12 months.
The full detail of the report is included in appendix A. The diagram below shows the key
recommendations and areas of priority for the cluster, C&W and H&W.

April 2026 NHS England Midlands Frailty Opportunity Identifier Reviews

Separate reviews for Coventry & Warwickshire (C&W) and Herefordshire & Worcestershire (H&W)
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COMBINED CWHW REGIONAL RECOMMENDATIONS / PRIORITY AREAS - IMPROVING OUTCOMES FOR PEOPLE AGED 75+
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evidence base for a single
cluster improvement framework
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and community capacity

End of Life — current position

It is recognised nationally that the majority of individuals in the last phase of life wish to be cared for
in their own environment with care that manages their symptoms and needs. Whilst this isn’t always
possible, an in-depth analysis of our data intelligence related to end of life care shows that there has
been a significant change in recent years in the system’s ability to manage end of life care in the
individuals’ own environment and this is evident in the high level of multiple attendances to emergency
departments and long hospital length of stay for patients in the last 90 days of life, with patients
spending up to 26% of those last 90 days in hospital.

C&W currently has 4,796 residents identified as requiring palliative care support. Around two-thirds
have a recorded care plan, although significant variation remains. This patient cohort has high service
utilisation in the last year of life, with each identified patient using, on average, 12.5 community
contacts, 16.0 GP encounters, 0.79 A&E attendances and 0.61 emergency admissions; over half of
patients experience an emergency admission. (Data sourced from HDI, 02.06.2026). This reinforces
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the need for earlier identification, consistent care planning and stronger community-based palliative
care through integrated neighbourhood health models, supporting people to be cared for in their
preferred place.

C&W Palliative and End of Life Care Strategy 2024—-2029 and associated Delivery Plan has an
established system-wide approach bringing together NHS organisations, local authorities, hospices,
voluntary sector partners, primary care and community services. The programme is focused on early
identification, equitable access, personalised care planning, support for carers and communities,
workforce development and integrated delivery. Progress on governance, place-based delivery,
community engagement and partnership working provides a strong foundation for Community
Integrator-led delivery through Integrated Neighbourhood Teams.

Coventry & Warwickshire Palliative and End of Life Care (PEoLC) Strategy

Our shared commitment: All people in Coventry and Warwickshire 72 Our purpose

000 receive compassionate, high quality palliative and end of life care, To improve cutcomas and experiences for people with a life-limiting

f‘jb'.;} when and where they need it. illness, al_'u:l their families. and carers, through compassionate,
personalised and co-ordinated care.

Our Priorities for 2024-2028 - What we want to do

o Earlier Identification Q e Timely Access to o Choice and q) o Suppert for e Quality, Learning
and Planning [}&J High Quality Care Control %d Families and Carers and Improvement

and Support
= Measure what matters and

. mp(r.vw |dl.-nl|{lcot.lon of peocple « Ensure squitable sccass to * Respect individuals’ choices » Recocgnise and support the Ubh clata o mprove.
with a life-imiting iliness. palliative and end of ife care about how, where and who naeds of families and carers.
Enabile timely. haliats ) provides care. = Learn from experience and
. 5
nabile I|r|.'\ y. holistic * Provide the right care, in the i * Provide practical, emotional share best practice,
conversations and advance right place, at the right time. * Support people to die in the and bereavement support.
care planning. place of their choice = Drive continuous improvement.

How we will deliver — Qur Delivery Plan Areas of Focus

h=u 1. Workforce 2. Collaboration @ 3. Data and Insight 4. Communication @ 5. Digital and 6. Sustainable
Rog 9 and Engagement a Technology Resources

A *Jhd.' confudant poad Strong MIT relationships Better dota and insight to Clear commanication and Use digital salutions to enablo Make !:w:t use of resources
s - e e undérstand need and meaningful engagement joned up and proactive care, to delver sustainable cars
+ Atract, develop and retain » Strangthan partrership working improve outcomes.
3 diverse workfonce na:': RSN Sy Wty +  Use data and intelligence to . CU"".""M-C.:‘M' cloarty about o |mp’_\nw lnform.-.-nﬂ sharing * Use rescurces wisely 1o
P . L T SN kot deddans services and cholces. and intaroperability. AT mpact
- Provide education, training = R L
and support &5 dualan s copretiuce e e + Engage with pasple, families = Usa technology to enhance + Ensune long term sustainabiity

sorvices with people and

andd communities, care snd experkence of services.
communities.

dive improvement

In Herefordshire and Worcestershire (H&W) in 2024/25, 455 patients aged 65 and over, who were in
the last 90 days of life experienced 530 emergency admissions for ambulatory care conditions, 185
patients died in hospital during their admission. While there is potential to manage these patients at
home to allow them to die peacefully with loved ones, the complexity of their health needs is
significant—over 90% had six or more long-term conditions — indicating a need to provide strong and
effective multidisciplinary care.

In addition, the data highlighted that only 40% of those attending the emergency department in the
last 90 days of life, were on the palliative and end of life care register. It assumed this figure should
be much higher and is important to ensure timely end of life care planning so people can be supported
in their preferred place.
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End of Life Strategy

The H&W Palliative and End of Life Strategy 2025-2030 committed to the delivery of 8 strategic
outcomes

B # Horelordshire
‘ and Worcestershire
Integratet Cace Syatem

Strategy on a page — Palliative and EOLC 2025 - 2030

Qur vision for local

people Is for children and adults with an advanced, progressive iliness or terminal diagnosis to be supported to live and die well,

" Ensure health and care organisations across t ire and i llaborate and enhance palliative care provision for children and adults
with an advanced, progressive illness or terminal diagnosis

Qur mission is to. ..

1. Increased and timely identification of those likely to be in the last year of
life, with enhanced integration and communication across all providers and
neighbourhoods, reducing attendances to ED and hospital length of stay
Timely quality personalised advance care planning conversations between
patients, families, friends, carers and health care professionals, supported
by a comprehensive suite of resources

i8) Maximising comfort and wellbeing 3. Ensure equitable access to all

4, 24/7 single point of access to timely support & advice for health care
professionals, patients, families, friends and carers to remain at home if
that is their wish and to prevent unnecessary hospital admissions and
reduce hospital length of stay for those who do need admission

All staff are prepared to care 5. Ahigh-quality workforce with appropriate skills to support specialist and
generalist need

' 49 Each person is seen as an individual

) Each person gets fair access to care

Qur shared priorities
are aligned with the
6 core pillars of the
national Ambitions
Framework which
frame our 8 key
strategic outcomes

8) Care is coordinated

Ul

2

A Place based

Each community is

6. Involve and support the patient/ carer voice to ensure the lived experience

perspective is central to quality improvements
Maximising digital and new technologies
Supporting strong and inclusive leadership across our ICS

approach will be

:s:;?afz;ilzliwr our - Access - Ir“!};kegrat!on - » Outoomes
outcomes ... e “i:iqmﬂx;"dmsm‘ du:ph'caﬂnn. mmhffysfnu'mmdgﬂ (SO mpmmm dﬂj’ sl
uitable G

The strategy is supported by four key programmes of work including:

1. Implementation of the Gold Standards Framework across 30 acute and community wards
Implementation of a 24/7 Specialist palliative care Single Point of Access providing advice and
support to healthcare professionals, families, friends and carers

3. Implementation of COMPASS (Community Outreach Model for palliative Assessment,
support, step up and Step Down) to provide specialist palliative care professionals in
Emergency Departments.

4. Redesign of contracting and Commissioning for EOL fast track patients at home to ensure
integration within neighbourhood teams
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Neighbourhood Health Approach

Frailty and end of life care should not be treated as separate programmes. They are interdependent
pathways requiring a common approach to early identification, personalised and anticipatory care
planning, escalation decision-making, shared records, neighbourhood delivery and community-based
alternatives to hospital.

¢ Neighbourhood Health and Integrated Neighbourhood Team models are the core delivery vehicle.

Neighbourhood Health Teams: EB coventry:
Coventry & Warwickshire ICS ; o

Herefordshire & Worcestershire ICS + North Coventry| 2 INTs - Go Live Oct - Dec 2026

* West Coventry | 2 INTs - Live from December 2025
+ East Coventry | 2 INTs - Go Live Oct - Dec 2026
* INT populations ranging from 54,000 to 109,000

2 .
” ﬁ Worcestershire: Naneaton
.
* 10PCNs and 10 INTs - All Live from October 2025 0 %o
* INT populations ranging from 35,572 to 131,266 Soventry °
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.
bury Reditch
Worcestershire ~ © Warwicc HTILEEE
Kington L Ueeraen Warwickshire
somin’ Worcest .
.
Herefordshire  “omard o pesho
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Herefordshire: e

5 PCNs and 4 INTs (RS
* East| 30,424 pop - All Live from Oct 25

* South & West | 43,918 pop — All Live from Oct 25

* North & West | 51,719 pop - All Live from Oct 25

F‘;:E Warwickshire:

* South Place | 4 INTs - INT Go Live Sept 2026
* North Place | 3INTs - INT Go Live Sept 2026
* RugbyPlace | 1 INTs - INT Go Live Sept 2026

- City (HMG) | 46,744 pop | City (WBC) | 31,658 — All
Live from Oct 25

=

* INT populations ranging from 37,813 to 137,081

S\

e Supported by Frailty Same Day Emergency Clinics (SDEC), Urgent Community Response, Single
Point of Access and Hospital at Home models are clear features of the Neighbourhood Health
Framework and should support care closer to home.

Our commissioning and contracting approach needs to continue to ensure maturing the Integrated
Neighbourhood Team approach and delivery of the best practice reactive urgent care services. It also
includes continuing to develop strong outcome measures both qualitative and performance related to
ensure Cluster wide oversight.

Learning Across the Cluster
H&W Neighbourhood Health Development: Frailty & End of Life

A key strength of the HW Neighbourhood Health model is the Neighbourhood Health Delivery
Framework, a 21-month contract/Locally Incentivised Service from October 2025 to June 2027, held
by all 15 Primary Care Networks working in Integrated Neighbourhood Teams. The framework builds
on learning from the Integrated Neighbourhood Team Accelerator Site Programme and focuses on
proactive, personalised and planned care for people living with severe frailty and those likely to be in
the last year of life, including people with unidentified frailty, unmet needs, multiple long-term
conditions and rising risk of acute deterioration.

The framework focuses on three areas, one of which focuses on proactive, personalised and planned
care for people living with severe frailty and those likely to be in the last year of life and includes
people who have unidentified frailty and unmet needs, those with multiple long-term conditions as
well as those with rising risk of acute deterioration.
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Primary Care Networks work to identify patients through use of the Rockwood Clinical Frailty Scale
and use risk stratification searches in addition to knowledge of multidisciplinary team members to
identify patients who are most at risk of deterioration and would benefit most from proactive care.
Clinical validation ensures the most appropriate intervention for each patient to ensure personalised
care. This includes

e Comprehensive Geriatric Assessment
e Medication Reviews

o Extended appointments

e Named care co-ordinator

e Advance care planning and end of life care planning where appropriate

The most complex patients are discussed at Frailty muti disciplinary team meetings. Primary Care
Networks are also working to proactively review patients following emergency attendances and
admissions or re admission.

A system comprehensive geriatric assessment template has been co-produced with provider
clinicians to enable consistent recording across acute and community providers. The aim is to support
information sharing and communication and a consistent approach to the assessment of people living
with Frailty. The standardised template will also create efficiencies enabling emergency department
clinicians to review the most recent community assessment on presentation. The next phase of the
programme is to digitalise the template to further improve real time access and support co-ordination
of care.

Evidence shows that comprehensive geriatric assessment is effective in reducing mortality and
improving independence for older people admitted to hospital as an emergency. In community
settings, the evidence shows that complex interventions in people with frailty can reduce hospital
admission and can reduce the risk of readmission in those recently discharged.

The framework also aims to increase the identification of people likely to be in the last year of life who
are not already on the end of life care registers to ensure they receive proactive, personalised and
co-ordinated care including being offered the opportunity to have advance care planning and end of
life care planning conversations. This will also ensure timely prescribing of anticipatory medication to
prioritise comfort and ensure high quality care at the end of life. These interventions are likely to
support patients in their last year of life to remain in their preferred care setting and reduce avoidable
admissions and emergency department attendances.

The ReSPECT document, a nationally recognised end of life tool, is critical to delivering high-quality
person-centred end of life care. It provides a clear clinically agreed summary of a person's goals,
values and treatment preference for future emergency situations. By ensuring these discussions and
decisions are shared across care settings ReSPECT reduces unwarranted variation avoids unwanted
interventions and supports care that aligns to what matters most to an individual. It supports care in
peoples preferred place and reduces the likelihood of avoidable hospital admissions.

The digital ReSPECT programme has been implemented. There was a soft launch across Palliative
care teams at the start of the year to test integration and materials. Wider implementation across the
system will take place by September.
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A neighbourhood health delivery framework dashboard is published monthly to monitor delivery. The
latest report demonstrates positive progress to date, from October 2025 to May 2026, there has been

an increase of:

28,235 patients aged 65 years and over with a recorded frailty assessment.

e 1,706 patients who have received a Comprehensive Geriatric Assessment.
e 1,685 patients who have been offered an advance care planning discussion.
e 1,338 patients who have been discussed at integrated frailty multidisciplinary team meetings

322 patients on the Palliative and End of Life Care Register.

671 patients on the Palliative Care Register who have been offered an advance care planning
discussion.

A review of the summary acute medicine indicator table (SAMIT-75) which shows comparative data
for Frailty at site level demonstrates the impact of the proactive system frailty work and the
optimisation of the out of hospital pathways in terms of medical patients over 75 years attending the
emergency departments.

Medical Patients Aged 75+ Attending ED

March 2026
Current 12 months from April 2025 to March 2026: 9,359 (26/day)
Previous 12 months from April 2024 to March 2025: 9,788 (27/day)
% Change in the last 12 months in per-day numbers: ¥ 4%
Rolling 12 months medical attendances at ED 75+
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Hereford County Hospital
Data Source: ECDS
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March 2026

Current 12 months from April 2025 to March 2026: 7,940 (22/day)
Previous 12 months from April 2024 to March 2025: 11,117 (30/day)
% Change in the last 12 months in per-day numbers: ¥ 29%
Rolling 12 months medical attendances at ED 75+
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Worcestershire Royal Hospital Midlands England M
Data Source: ECDS

March 2026

Current 12 months from April 2025 to March 2026: 7,762 (21/day)
Previous 12 months from April 2024 to March 2025: 9,445 (26/day)

% Change in the last 12 months in per-day numbers: ¥18%

Rolling 12 months medical attendances at ED 75+
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Data Source: ECDS
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Medical Patients Aged 75+ Attending ED via Ambulance

March 2026

Current 12 months from April 2025 to March 2026: 6,124 (17/day)

Previous 12 months from April 2024 to March 2025: 6,595 (18/day)

% Change in the last 12 months in per-day numbers: ¥ 7%

Rolling 12 months medical ED ambulance arrivals 75+
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Hereford County Hospital Midlands
Data Source: ECDS

March 2026
Current 12 months from April 2025 to March 2026: 5,534 (15/day)
Previous 12 months from April 2024 to March 2025: 7,100 (19/day)
% Change in the last 12 months in per-day numbers: ¥22%
Rolling 12 months medical ED ambulance arrivals 75+
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March 2026

Current 12 months from April 2025 to March 2026: 5,431 (15/day)
Previous 12 months from April 2024 to March 2025: 6,619 (18/day)
% Change in the last 12 months in per-day numbers: ¥18%

Rolling 12 months medical ED ambulance arrivals 75+
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Alexandra Hospital
Data Source: ECDS

Coventry & Warwickshire Neighbourhood Health Development: Frailty and End of Life

In 2024, the ICB commissioned two Lead Provider Community Integrator contracts: South
Warwickshire University NHS Foundation Trust (SWFT) as the Warwickshire Integrator and University
Hospital of Coventry & Warwickshire (UHCW) as the Coventry Integrator. These contracts support
delivery of the Integrated Neighbourhood Team model through the Care Collaboratives, bringing
together health, care, primary care, local authority, voluntary sector and wider partners around shared
place-based priorities.

The Community Integrator model was designed to move away from separate, historically
commissioned community services towards more integrated, outcome led delivery. This is particularly
important for frailty and end of life care, where fragmented pathways can lead to duplication, unclear
accountability, delays, repeated hand-offs and avoidable hospital attendance or admission. Lead
Providers are now responsible for managing and redesigning interdependent services around a single
outcome framework, enabling more consistent whole-pathway accountability while retaining flexibility
to tailor delivery to local need.

Frailty and end of life care have been identified as strategic priorities for 2026/27 by both C&W Care
Collaboratives, reflecting demographic pressures, rising multimorbidity, increasing complexity and
vulnerability to deterioration. Both C&W Place based Care Collaboratives are using a linked dataset
Population Health Management tool to identify people earlier, target proactive support and help people
remain independent in their own communities for as long as possible. Given the variation across C&W
in demography, deprivation, rurality, life expectancy and frailty presentation, delivery will need to be
locally tailored rather than based on a single uniform model.

The transfer of hospice grants and Fast Track packages into Community Integrator arrangements is
strategically significant. It helps to create a more coherent place based budget for end of life care and
support redesign around shared outcomes, including anticipatory care, rapid response, preferred
place of care and death, and reduced avoidable hospital utilisation. The purpose is not simply budget
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consolidation; it is to enable more flexible use of resource to improve anticipatory care, rapid
response, preferred place of care and death, and reduce avoidable hospital utilisation.

As the two ICBs come together, approaches to the transfer of hospice grants and Continuing Health
Care Fast Track packages are being reviewed to ensure the future model draws on the strengths and
learning from both C&W and H&W. This provides an opportunity to test and refine the respective
commissioning approaches, identify common principles, and adopt the most effective arrangements
for integrated end of life care across the cluster.

For 2026/27, the agreed Warwickshire Care Collaborative priority cohorts are Frailty and End of Life.
Population Health Management data has been used to identify these cohorts across the county and
to understand variation by neighbourhood and practice. The Warwickshire Neighbourhood Health
Fund will be used in 2026/27 as an enabling mechanism to support INTs to move toward a more
proactive model of care for the Frailty and End of Life priority cohorts. This includes:

e Primary Care @ Scale model to support INTs to take a more targeted based case-finding
approach, to develop personalised and anticipatory care plans, strengthen multi-disciplinary
review, and coordinate support across primary care, community services, social care, voluntary
sector partners and wider neighbourhood assets for Frailty and End of Life cohorts.

o Expansion of the Integrated Single Point of Access — increased reactive response for priority
cohorts targeted at 999 and admission avoidance.

e Targeted voluntary services funding to support co-ordinated care, with a particular focus on End
of Life and Hospices.

Task and finish groups are now in place across Warwickshire for both Frailty and End of Life. These
groups are supporting the detailed design and mobilisation of the Integrated Neighbourhood Team
delivery model, including cohort definition, operating model development, partner roles, care planning
approach, data requirements and evaluation. This will support INT delivery from September 2026 and
ensure that Warwickshire is positioned to deliver against the Neighbourhood Health Framework goals
for priority cohorts.

Coventry Care Collaborative is developing a population-based neighbourhood health model in which
frailty, end of life care and care home residents are priority cohorts for proactive intervention. Through
the Community Integrator programme and Integrated Neighbourhood Teams, Coventry is shifting from
reactive, hospital-centred care towards coordinated neighbourhood delivery focused on prevention,
personalisation, independence and improved quality of life.

Population Health Management analysis has been used to understand local need and identify cohorts
who would benefit most from proactive, integrated support. This includes a significant Frequent
Service User cohort with characteristics associated with frailty, deterioration, end of life care needs
and health inequality. The analysis identified:

* In base 12 manths

Early Insights of our FSU cohort

E I

Average age 67 .. 65% MH flag

Personalised
Care and
Support

Average 3.7 OP
visits, max 57 *
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These findings reinforce the need for a neighbourhood model that can manage complexity proactively,
before escalation into urgent and emergency care. The Coventry Community Integrator diagnostic
also identified that demand is not limited to older people, with younger and middle-aged adults
experiencing high levels of complexity linked to deprivation, multimorbidity, mental health need and
wider determinants of health.

This has shaped Coventry’s approach to Integrated Neighbourhood Teams, with a focus on frailty and
ageing well, people with multiple long-term conditions, frequent service users, people approaching
end of life, people with combined physical and mental health needs, care home residents and
communities experiencing the greatest health inequalities.

The model is being delivered through Coventry’s “1-3-6” operating model:

¢ One city-wide specialist layer
e Three locality coordination arrangements
e Six Integrated Neighbourhood Teams

Coventry has launched its first operational INT, established Care Coordination Hubs, developed
shared MDT structures and progressed EMIS and digital integration, supported by engagement with
communities and VCFSE organisations. Early evidence indicates improved care coordination,
reduced emergency attendances from care home frailty populations, better identification of high-need
cohorts and stronger community engagement.

South-West Integrated Neighbourhood Team is delivering

sustained reductions in Care Home A&E attendances

Care Home ALE Attendances (Monthly Trend)

AUD 2024
500
400
306

200

Jmn af A Py T Jul Aug Sep Oict Paiore Do
449’ 47%
Reduction in Care Home Of total place care home attendance
ALE attendances in South-West INT reduction delivered by South-West INT

South-West INT iz delivering a sustained reduction in care home A&E attendances,
contributing almost half of the total system improvement.

Next Steps and Opportunities for the Cluster

The Cluster has a strong platform to build from, but delivery is not yet consistent. There is variation
in proactive identification, care planning, use of frailty tools, access to Single Point of access, urgent
community response, frailty SDEC, end of life registers, advance care planning and the extent to
which community alternatives can prevent avoidable hospital use.

The Cluster creates an opportunity to build a stronger single approach by combining the strengths
of both legacy systems. The aim is to create common commissioning outcomes and standards, then
enable each Place Based Care Collaborative to deliver in a way that reflects local population need
and provider configuration.
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Strength to build on

H&W Frailty Strategy and
Neighbourhood Health
Delivery Framework

What it offers the cluster

Clear strategic outcomes, PCN-
led delivery structure, use of
CFS, CGA, MDT review and
dashboard reporting.

How it should be used

Inform the cluster frailty
pathway, neighbourhood
specification and assurance
dashboard.

H&W PEoLC programmes

Gold Standards Framework,
24/7 specialist palliative care
SPoA, COMPASS in ED and
Fast Track commissioning
redesign.

Inform cluster end of life
pathway standards, acute
interface and 24/7 advice
model.

C&W Community Integrator
and Care Collaborative
model

Lead Provider accountability,
alignment of wider community
contracts and place-based
partnership infrastructure.

Inform future contracting,
commissioning and delegated
budget approaches for
integrated neighbourhood
delivery.

C&W PHM and
Warwickshire
Neighbourhood Health Fund
approach

Cohort segmentation,
neighbourhood-level targeting
and dedicated enabling funding
for proactive care.

Support place-level
prioritisation and targeted INT
mobilisation.

Frailty and end of life care provide a clear priority for the Cluster ICB and its ability to deliver the
national shift towards prevention, neighbourhood health and care closer to home. Both legacy
systems have made significant progress, but from different starting points. The future model will draw
on the commissioning framework and pathway development of the H&W approach, the place-based
commissioning and Lead Provider infrastructure in C&W, and the shared commitment across all four
Care Collaboratives to deliver person-centred, proactive and integrated care.

The approach balances cluster consistency with local flexibility: a common set of principles, common
standards and shared assurance, delivered through place-based Care Collaboratives able to respond
to local demography, geography, provider relationships and population need. This provides the best
opportunity to reduce avoidable hospital use, improve experience for patients and carers, support
people to remain independent for longer, and ensure more people approaching the end of life receive
coordinated care in their preferred setting.

There is another factor in the care of frailty and end of life that has become evident. The level of
clinical responsibility required to support decision making can be significant with feedback from
clinicians that enhanced support is required. In one area of the Cluster engagement sessions have
taken place with place partners to develop pilot programmes to investigate the impact of
interventions designed to shift behaviours to support collaborative risk sharing and decision making.
Pilot areas are to be finalised but will be across the following teams.

1. APCN (Primary Care Network), Neighbourhood team, Pharmacy, practices, Care homes,

2. Neighbourhood team, Single Point of Access (SPoA), West Midlands Ambulance Service
(WMAS), Emergency Departments (ED), Urgent Community Response (UCR)

3. Acute frailty ward, Pathway 1, Hospital at home, Neighbourhood team.

Pilots will commence over the summer, aimed at bringing organisations and teams together to test a
suite of interventions to roll out changes that shifts the system from risk avoidance to sharing risk
and collective responsibility. Pilots will focus on what is best for the patient, ensuring the patient
receives the most appropriate interventions, coordinated and joined up care in the most appropriate
setting
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Recommendations

The Boards of NHS Coventry & Warwickshire ICB and NHS Herefordshire & Worcestershire ICB are
asked to:

o Acknowledge the Cluster wide analysis of Neighbourhood Health related to Frailty and End of
Life priority cohorts

Recognise the progress in outcomes for these cohorts within the ICB areas and the benefits of
the shared learning across the Cluster

Appendices
Appendix A — Summary of NHSE Region Recommendations for Improving Outcomes for 75+
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Appendix A
Summary of NHSE Region Recommendations for Improving Outcomes for 75+

April 2026 NHS England Midlands region published a report for each ICB- 'Frailty Opportunity
Identifier' as part of the Midlands Frailty Programme. The reports contain a set of recommendations
based on information and data gathered from various sources over the previous 12 months. The
reports highlight:

Executive Recommendations — Improving Outcomes for 75+ (Hereford and Worcestershire)

* Reduce ED attendance and admissions for over-75s by aligning primary care, prevention, social
care, community and acute services; ensure urgent community capacity via a strong SPoA, admit
only when clinically necessary, and plan discharge at admission to potentially reduce LOS.

¢ Strengthen prevention & admission avoidance - improve dementia diagnosis rates and expand
community-based alternatives (UCR, Virtual Wards, community IV therapies) to reduce avoidable ED
attendance and admissions.

* Reduce ED attendances and medical admissions for 75+ — particularly from care homes, through
clearer pathways, proactive community support and alignment of urgent care provision to demand.

eImprove front-door frailty flow — ensure rapid senior clinical review, consistent use of Clinical
Frailty Scale, and effective streaming to Frailty SDEC or community pathways to cut 12-hour
breaches.

¢ Collaborate with the ambulance service to drive handover delays closer to the 15min quality
metric for the >75 patient cohort.

*Reduce length of stay and variation for frail inpatients — focus on early MDT decision-making,
improved weekend working and targeting cohorts with prolonged LOS.

*Strengthen discharge outcomes - increase discharge to usual place of residence, improve
weekend discharge rates, and ensure sufficient step-down and community capacity.

¢ Improve ED flow for frail patients: Ensure early senior clinical review and CFS within 30
minutes to stream to Frailty SDEC or community pathways.

*Enable delivery through system leadership and governance — whole-system MDT working (acute,
community, social care), strong digital interoperability, and Board-level oversight of frailty
performance.

* Tackle prolonged ED waits for older people through rapid front-door frailty assessment (CFS),
and consistent streaming to Frailty SDEC / community alternatives; address drivers for those
ultimately discharged. This will support reduced/elimination of Corridor Care

¢ Adopt and embed latest guidance “Management of Falls with Head Injury in Severely Frail
Adults on Anticoagulants/Antiplatelet Therapy living in Midlands Care Homes” and
Standardised Falls Response Guidance — For Care Homes - FINAL V2.0 December 2025
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Executive Recommendations — Improving Outcomes for 75+ (Coventry and Warwickshire)

¢ Reduce ED attendance and admissions for over-75s by aligning primary care, prevention, social
care, community and acute services; ensure urgent community capacity via a strong SPoA, admit
only when clinically necessary, and plan discharge at admission to potentially reduce LOS.

¢ Shift left through prevention: Proactively identify people aged 75+ at risk of admission, strengthen
dementia diagnosis, and embed anticipatory/advance care planning at scale.

¢ Enable admission avoidance: Provide consistent, system-wide access to non-ED urgent care
(falls, delirium, IV therapies, oxygen), coordinated via a strong Single Point of Access (SPoA).

¢ Strengthen community response: Expand and align Urgent Community Response (UCR) and
step-up Virtual Wards, with clear referral routes from GPs, ED and ambulance services.

¢ Collaborate with the ambulance service to drive handover delays closer to the 15min quality
metric for the >75 patient cohort.

¢ Improve front-door frailty care: Implement early frailty identification in ED (CFS within 30 minutes)
with rapid streaming to Frailty SDEC or community pathways.

¢ Fix flow and discharge: Reduce variation in admissions, delays and discharge outcomes for frail
older people; optimise discharge to usual place of residence and weekend flow.

e Improve ED flow for frail patients: Ensure CFS within 30 minutes and senior clinical review to
stream to Frailty SDEC or community pathways.

eLead at system level: Establish a system-wide MDT across acute, community, primary care and
social care to reduce unwarranted variation, improve outcomes and grip performance.

¢ Tackle prolonged ED waits for older people through rapid front-door frailty assessment (CFS),
and consistent streaming to Frailty SDEC / community alternatives; address drivers for those
ultimately discharged. This will support reduced/elimination of Corridor Care

¢ Adopt and embed latest guidance “Management of Falls with Head Injury in Severely Frail
Adults on Anticoagulants/Antiplatelet Therapy living in Midlands Care Homes” and
Standardised Falls Response Guidance - For Care Homes - FINAL V2.0 December 2025
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