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Background Outcomes

The East Kent Frailty Home Treatment Service (Frailty HTS)
provides person-centred, hospital-level care for people living
with frailty. The Frailty HTS can diagnose and treat acute
medical illness at home or in care homes. The team philosophy
is “we identify what you want and strive to make it happen”.

Objective The pilot has seen an increase in referrals of people

living in care homes from SECAMB to Frailty HTS Referral number from paramedics
(see figure 1), an increase in direct referral from o0 R
care homes (see figure 2). We also saw a reduction = "\ — L
in attendance of care home residents at ED (see

To increase the number of people in care homes
receiving treatment at home and reduce admissions
into an acute hospital.

This project was underpinned by advance care planning for figure 3) and reduced admissions to hospital 2 -
people living in care homes, which the frailty team supports from care homes as seen in figure 4. Due to T S T e e e e e e e ST ST DS
through proactive work with the primary care network care System pressures it continued to run and became R R
homes teams. AImS business as usual. Figure 1

450 Referrals numbers direct from care homes staff care home Initiative

The Frailty HTS serves 360 care homes in east Kent and has two
acute hospitals over a large geographical area. Leading into
winter 2021, the acute hospitals were under extreme pressure,
with high levels of Emergency Department (ED) attendances
of people living with frailty from care homes.

\_

400 40

There were two main aims of the project. These " /\/(
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were to increase direct referrals from care home
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staff, instead of calling 999 and to increase referrals
from ambulance crews who are called to care homes
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to refer to Frailty HTS instead of taking them to hospital./ 2
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Average monthly numbers

A pilot was set up for three days from 22 to 24 November : :
calculated during six-months. ?

2021. Any acutely unwell patient in a care home who had a
treatment escalation plan for care in usual place of residence
was discussed with the Frailty HTS following assessment, by
either the care home staff or SECAMB paramedic, prior to
taking them to hospital.
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Before After

Measure . .
project project

Attendance at ED 276 209

We spoke to care homes, primary care network care home Admissions to hospital
teams and South East Coast Ambulance Trust (SECAMB) from care homes P 203 191
before the pilot, to explain how and when to refer to Frailty = EXCIUSiOn criteria This project raised awareness of an alternative to
HTS. All referrals were made through the local referral unit acute hospital care for people living in care homes.
and a dedicated frailty HTS clinician was available to respond 15 21.5 Referrals to the Frailty HTS increased and attendance
to calls. at ED and admissions to hospital reduced. This project
was underpinned by good advance care planning and
49 64 highlights the importance of working closely with

/ \Iocal networks. )

Referrals to Frailty HTS
from carers

Patients were excluded if there was no treatment
escalation plan, or presenting with fractured long
bone, CVA or major cardiac event.

Referrals to Frailty HTS
from ambulance services
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