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Executive Summary  
 

Frailty, dementia and disability in later life affect individuals, families and 
society as a whole, causing reduced quality of life, ill-health and 

premature mortality. Frailty is a distinctive health state related to ageing 
in which multiple body systems gradually lose their in-built reserves. 

Frailty is important from a societal perspective because it identifies groups 
of people in need of extra medical attention and social support. Frailty is 

also important when considering financial health and social care planning 
in Cornwall and Isles of Scilly. 

 
It is estimated nationally that 10 per cent of people aged over 65 years 

have frailty, rising to between a quarter and a half of those aged over 85 
years. This equates to an estimated 12,200 people in Cornwall and Isles of 

Scilly. The prevalence of frailty is strongly associated with age and is 

higher amongst women than men. Therefore in this paper age related risk 
factors for frailty have been adopted. Cornwall and Isles of Scilly and the 

Isles of Scilly are prioritising finding and assessing people most likely to 
have frailty through primary care contacts, risk models and people 

admitted to hospital. 
 

 

Key Points 
• There are currently approximately 121,600 people in Cornwall and 

Isles of Scilly aged over 65 years, which makes up almost a quarter 
of the population (23%).  

• The over 75 year old population in Cornwall and Isles of Scilly is 
expected to increase by 19,418 from 2011 to 2021. 

• At 65 years of age men and women in Cornwall and Isles of Scilly 
can expect to live on average a further 19 and 21.3 years 

respectively, which is significantly longer on average than the rest of 
England. 

• According to the most recent census a third (42,262) of people in 
Cornwall and Isles of Scilly aged 65 and over reported that they 

were unable to manage at least one self-care activity on their own. 
• Cardiovascular disease and cancer and respiratory disease account 

for almost three quarters of all deaths annually, with significantly 

higher rates of cardiovascular deaths in Cornwall and Isles of Scilly 
than the England average.  

 

 

Social factors 
• There are over 4,000 people over the age of 65 years in Cornwall 

and Isles of Scilly who are living in a residential care home with or 

without nursing. 
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• The resident care home population is ageing: 60 per cent of the 
older care home population are aged 85 and over. 

• The vast majority (80%) of older people in Cornwall and Isles of 
Scilly live in privately owned housing, although the proportion of 
older age groups living in the private rented sector is higher in 
Cornwall and Isles of Scilly than nationally. 

• Using the revised definition of fuel poverty 11.4% of households in 
Cornwall and Isles of Scilly and 19.7% in the Isles of Scilly live in 

fuel poverty, which is significantly greater than regional and national 

averages. 
• There are 18% extra deaths in the winter months compared with 

the summer months. Excess winter deaths annually account for 
approximately 350 (7%) of all deaths in Cornwall and Isles of Scilly 

and is the fifth highest reason for people dying locally. 
• 19,194 people aged over 65 in Cornwall and Isles of Scilly, and 100 

people in Isles of Scilly who identified themselves as providing some 
amount of unpaid care for family or a friend who had an illness of 

disability, 39% provide over 50 hours per week. 
• There could be up to 20,500 people in Cornwall and Isles of Scilly 

over the age of 60 who ‘often or always feel lonely.’ 
• Older age groups, women and people who have been widowed, 

separated or divorced or those who were in poor health are most 
likely to report feeling lonely. 

• Alcohol consumption is an issue amongst many older people. 18% of 

those aged over 65 report drinking alcohol on 5 or more days in the 
last week; more than any other age group. 

• Whilst 13% of people aged over 60 were found to be smokers, 
which is lower than other age groups, men aged 50 and over 

smoked the highest average number of cigarettes (14 per day) and 
reported significantly poorer health. 

• Older adults are the most sedentary population group and many 
older adults spend ten or more hours each day sitting or lying down. 

Sedentary behaviour increases the risk of disability through loss of 
muscle function, cognition, and increasing the risk of falls. 

• 28% of patients admitted to hospitals and a similar proportion of 
residents in care homes have been found to be undernourished. 

• 45 per cent of adults over the state pension age have a disability 
limiting their day to day activities. This proportion rises to 84% of 
people aged over 85 years. 

 

Clinical factors 
• The most common long-term conditions identified through the GP 

(QOF) disease register in Cornwall and Isles of Scilly are 

hypertension, diabetes, asthma and chronic kidney disease. 
Stroke, cancer, asthma, heart failure and dementia (QOF) disease 

register prevalence rates are all in the top decile nationally 
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• Sensory impairments are associated with having frailty. In 
Cornwall and Isles of Scilly there are approximately 1,081 people 

aged over 65 years registered blind or severely sight impaired, 
and 1,196 partially sighted. Almost 52,000 people over 65 years 
have a moderate to severe hearing impairment, and 1,400 have a 
profound hearing impairment. 

• We expect to have approximately 8,600 people in Cornwall and 
Isles of Scilly living with dementia, however only three fifths of the 

expected number of people (58%) have been assessed and 

recorded by GPs, meaning thousands do not have a diagnosis and 
access to the support they need. 

• There are 19,618 people in Cornwall and Isles of Scilly who suffer 
from the main neurological conditions including epilepsy, 

Parkinson’s Disease, multiple sclerosis and motor neurone disease. 
Many, but not all of these people will be older people at risk of 
frailty. 

• Age-related mental changes can be made worse by personal, 

social and environmental circumstances. For example people who 
live in cold houses that they can’t afford to heat, experience 

loneliness or are inactive can suffer a decline in their health and 
quality of life. 

• In 2012/13 there were 784 recorded emergency hospital 
admissions for fractured neck of femur in people aged 65 and over 

in Cornwall and Isles of Scilly. 565 (72%) of these admissions 

were amongst people over 85 years. 
• After a fall involving a fracture, an older person has a 50 per cent 

probability of having seriously impaired mobility and a 10 per cent 
probability of dying within a year.  

 

Health and social care  
• The GP Practice profiles show that 22.4% of an average GP practice 

population in Cornwall and Isles of Scilly is aged over 65 years 
(range from 3-34%), 10% are aged over 75 years and 3% over 85 

years. 
• Almost three quarters (72%) of the patients that community nursing 

(such as district nurses) treat and support are aged over 75 years. 
The demand for community nursing will increase with a growing 

older population. 
• Medicines error is one of the most common patient safety incidents 

and older people with multiple medications are particularly at risk. 
Local concerns include medicines management in care homes and 

medication error on admission and discharge from hospital. A 
Pharmaceutical Needs Assessment is underway. 

• Amongst people using social care services in Cornwall and Isles of 
Scilly the overall satisfaction levels and social care related quality of 

life was reported to be similar to national levels. 84% of 
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respondents felt safe and secure and 77% felt in control of their 
daily lives. 

• There are very low rates of personal budget holders, and self-
directed care in Cornwall and Isles of Scilly compared to the national 
average.  

• Cornwall and Isles of Scilly's gross expenditure on older adult clients 

per head of older population is £738. This is 23% lower than the 
median spending of its nearest statistical neighbours (£955).   

• In Cornwall and Isles of Scilly an estimated 52% of emergency 

admissions to hospital are by people with some level of frailty, with 
highest rates in the North Kerrier GP locality. Older people can 

suffer harm in hospital if admitted when not absolutely necessary. 
• All Admissions (including elective, emergency and day cases) for 

both male and female in Cornwall and Isles of Scilly are significantly 
lower than national and regional averages at 54,702 admissions per 
100,000 people aged over 65 years. 

• However, there are higher rates of hospital admission for stroke, 

emergency admissions amongst people with Parkinson’s disease. 
There are also higher than average rates of hip replacements and 

heart bypass. 
• Between 60 -70% of all patients aged 70 and over admitted to 

hospital in Cornwall and Isles of Scilly have a co-morbidity. The two 
primary co-morbidities within the older people’s admissions are 

dementia and heart failure. 

• Patients aged over 65 years tend to have longer lengths of stay in 
hospital and also have a higher rate of re-admissions.  In 2012/13 

there were over 5,000 older patients in Cornwall and Isles of Scilly 
and the Isles of Scilly who were admitted twice or more. 

• Influenza and pneumonia are common vaccine preventable illnesses 
which can result in high mortality rates amongst older and 

vulnerable people. Cornwall and Isles of Scilly has a slightly lower 
than average seasonal flu vaccine uptake in over 65s (71.3%) 

compared to nationally (73%). Uptake of the vaccination amongst 
carers in Cornwall and Isles of Scilly was much lower at just under 

50%. 
• By April 2014 there have been a total of 1,693 telehealth 

installations to help people monitor their health in their own homes 
in Cornwall and Isles of Scilly. Patients reported mixed benefits 
including increasing their confidence in self-management, and 

possibly reducing the need for hospital admission. 
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Scope 
 

Identifying people who need support and care due to frailty is a 
priority across the health and social care sector in Cornwall and Isles 

of Scilly. When people’s individual needs are assessed and met early 
whether by providing social support, practical help or health care in 

the community, hospital admissions may be reduced. This has been 
demonstrated on a small scale by the Newquay Pathfinder model and 
is now being extended through the Living Well Pioneer across 

Cornwall and Isles of Scilly.  
 

However frailty, disability and dementia are not inevitable 
consequences of ageing. There is strong evidence that making 

changes in lifestyles in mid-life can prevent or delay frailty and 
increase healthy ageing. This can be done by promoting change in 

various behaviours. This includes: encouraging people to stop 
smoking; helping them to become more physically active; to reduce 

their alcohol consumption; and to improve their diet and, where 
necessary, lose weight and maintain a healthy weight. 
 
This report examines the health and social indicators of older persons 

in Cornwall and Isles of Scilly most affected by frailty. 
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National Context 
 

The population of the UK is ageing. The 

fastest population increases have been in the 

‘oldest old’ (those aged 85 and over). By 

2035 it is projected that the number of 

people aged 85 and over will be almost 2.5 

times larger than in 2010, reaching 3.5 

million and accounting for 5 per cent of the 

total UK population.1 

� There are now more people in the UK 

aged 60 and above than there are 

under 182 

� For the first time in history, there are 

11 million people aged 65 or over in the 

UK 

� The number of centenarians living in 

the UK has risen by 73% over the last 

decade to 13,350 in 2012 

� 1 in 3 babies born in 2013 are expected 

to live to 100 

� The life expectancy for those born in 

2013 is 90.7 years for men and 94.0 

years for women 

As the UK’s population ages local health and 
social care services are developing integrated 

service models to support people who are 
frail. The health of older people who are frail 

can deteriorate fast leading a person to fall, 
become immobile or rapidly confused.3 The 
use of tools such as risk stratification and 
case finding to identify those most at risk are 

being used by local GP services for local 
planning. The importance of frailty as a long-

term condition is also being addressed in local 
strategies.  

                                                 
1
 Office of National Statistics (ONS) 

2
 Source: Age UK Later Life in the UK (2014) 

 
3
 Clegg A, Young J, Iliffe S, Rikkert M, Rockwood K (2013). ‘Frailty in elderly people’. The Lancet, vol 381, iss 9868, pp 

752–62 
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Policy Context 
 
A wide range of national policies and legislation are relevant to older 

people and frailty. This is a summary of some key information that is 
available. 

• The British Geriatrics Society is the professional body of 
specialists in the health care of older people in the UK. In 2014 
it published ‘Fit for Frailty’ - consensus best practice guidance 

for the care of older people living in community and outpatient 
settings. 

• The National Institute for Health and Care Excellence (NICE) 
provides guidance, standards and sources of evidence including 

issues relevant to frailty. Their ‘Pathways’ tool provides a topic 
by topic guide (NICE pathways). 

• The National Service Framework: Older People (Department of 
Health, 2001) set out quality standards for health and social 

care services for older people. 
• The 2012 Health and Social Care Act sets in place a legislative 

framework to modernise health and social care provision 
responding to the challenges of rising demand and treatment 

costs; the need for improvement; and the state of public 
finance (Health and Social Care Act, 2012). The new system is 

explained in this document: The-health-and-care-system-

explained, March 2013 
• The 2014 Care Act introduces major reforms to the legal 

framework for adult care and support in England (Care Act, 
2014). 

•  ‘Fair Society, Healthy Lives’, The Marmot Review was an 
independent review to propose the most effective evidence-
based strategies for reducing health inequalities in England 
(Marmot Review 2010). 
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Community Voice 
 
A specific engagement process or call for community view on Frailty was 

not undertaken for this thematic paper. The information below has been 
collated from other sources in the health and community and voluntary 

sector, some of which were specifically aimed at older people.  
 
NHS Kernow reviews information from a range of sources (such as 

engagement and consultation events, complaints and concerns, 
observations from GPs, patient stories and Healthwatch) to gather patient 

and public views of services.  Some of these sources were reviewed to 
summarise issues relevant to this Frailty paper, however the information 

was not presented based on age or a frailty theme. 
 

NHS Kernow Complaints and concerns 
 

From local concerns and complaints during 2014 which are relevant to 
older people with frailty the following issues were identified: 

• Continuing Healthcare scheme, available for people over 18 and 
have a complex medical condition and substantial and ongoing care 

needs. This warrants further investigation to understand the issues 
involved.  

• End of life care (in care home, home and hospital) 
• A number of complaints relating to footcare/orthotic services. 

 
"While I am grateful for the care that was provided during his final days, I 

was deeply distressed by the lack of continuity between the different 

services that cared for his needs during the final days." (written 
complaint, 2014) 

 
From Disability Cornwall and Isles of Scilly, Ageing Better Focus 

group, conducted in 2014 
 

• The most significant barriers which contribute to people feeling 
isolated were lack of finance and poor public transport.  

• Some commented on the quality of care provision, limited by time 
and cost priorities, rather than personal care.  

• There was also recognition of the many services that are available 
but people felt they didn’t know where to find out about them.  

 
“The problem in Cornwall and Isles of Scilly is that people have to get 

places, how about places getting to the people for a change? It’s got to be 

community based, where isolated people actually live.” 
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“Our current system of care provision is restricted by time & cost. What 
could be more demoralising than constantly checking the time in order not 

to overrun the allocated time slot for a particular client?” 
 
“Don’t duplicate what is already out there, people just need to know 
where to find it!” 

 
From Fullfilling Lives Ageing Better engagement4 including a wide 

range of respondents of all ages but including a large sample of people 

who volunteered. They identified some key themes for ageing better.  
 

• Transport - to remain connected to services and activities 
• Volunteering  - good for volunteers health wellbeing and that of 

communities 
• Access to information technology - computer literacy can reduce 

barriers. 
• Intergenerational connections – skills sharing and a concern for the 

younger generation 
 

Community Hospitals – Poltair  
 A consultation was undertaken on the future use of Poltair Community 

Hospital in 2014. The key themes that were summarised in the 
Engagement Report were: 

 

• Respondents believe that community hospital beds are needed in 
Penzance, and that 5 in-patient beds are too few.  

• There is a perception amongst those replying that community 
hospital beds play an important role in reducing bed blocking at 

acute hospitals.  
• People are in favour of services being close to people’s homes, 

reducing their need to travel out of the area. 
• There is concern that existing community services are insufficient to 

cope with current demand. 
 

Healthwatch 
From April 2014 to end June 2014 the top five issues people told 

Healthwatch Cornwall and Isles of Scilly have related to5: 
 

1. Booking an appointment to see a GP. This related to difficulties 

getting through to surgery to waiting times for an appointment. 
2. How people felt about the support during the diagnosis and testing 

stage of their care. 

                                                 
4
 Volunteer Cornwall and Isles of Scilly (2014) http://www.volunteerCornwall and Isles of Scilly.org.uk/fulfilling-

lives/ 
5
 Healthwatch Cornwall and Isles of Scilly (2014) http://www.healthwatchCornwall and Isles of Scilly.co.uk/top-ten/ 
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3. Positive feedback about the support people received during their 
clinical treatment. 

4. Positive remarks about staff during clinical treatment. 
5. Lack of support within the community after discharge. 
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What is happening in Cornwall and Isles of 
Scilly 

 

Section 1.1 What is frailty and how is it measured? 

 
Frailty is a distinctive health state related to ageing in which multiple body 

systems gradually lose their in-built reserves. Around 10% of people aged 
over 65 years have frailty, rising to between a quarter and a half of those 

aged over 85 years6.  
 

Frailty is important from a societal perspective because it identifies groups 
of people in need of extra medical attention and social support. Frailty is 

also important when considering financial health and social care planning7. 
 

Frailty puts people at high risk of falls, disability, hospitalisation and 
mortality. Due to the vulnerable physiological state of people with frailty 
an apparently small event for a frail person (bereavement, change in 

medication or a small infection) can have a disproportionately high impact 
on health, psychological and functional status, i.e. moving from 

independent living to requiring admission to hospital or nursing care. 
 

The term frailty is sometimes equated with long term conditions and 
disability as there is clearly some overlap. Many people with multiple long 

term conditions (so called multi-morbidity) or with a disability will also 
have frailty, but not necessarily so. Frailty may be the cause of disability 

in some patients and the consequence in others. 
 
There are recognised frailty syndromes8  (see Figure 1) that must be 
adequately identified and treated or managed whenever a frail person 

comes to the attention of health services. These may include: 

 
• Falls and reduced mobility 

• Functional decline – not coping 
• Urinary tract infection and incontinence 

• Pressure sores 
• Dementia/delirium 

• Polypharmacy – using more than four medications 
 

                                                 
6
 Clegg A et al (2013) Frailty in elderly people. Lancet. 2013; 381 868:752-762. 

7
 Collard et al (2012) Prevalence of Frailty in Community-Dwelling Older Persons: A Systematic Review, JAGS 

60:1487–1492. 
8
British Geriatrics Society (2014) Fit for Frailty : consensus best practice guidance for the care of older people living 

in community and outpatient settings  
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There are also emotional, social and psychological impacts of frailty, which 
include social isolation, loss of confidence, depression and strain on 

carers. 
 

As a group ‘frail older people’ encompasses a wide range of individual 
people, each with different expectations, hopes, fears, strengths and 

abilities, as well as different types and levels of need and support. 
 

It is important to remember that: 

 
• Frailty varies in severity (individuals should not be labelled as being 

frail or not frail but simply that they have frailty). 
• The frailty state for an individual is not static; it can be made better 

and worse. 
• Frailty is not an inevitable part of ageing; it is a long term condition 

in the same sense that diabetes or Alzheimer’s disease is. 
 

 

Figure 1: Frailty syndromes 

 
(Source: BGS, 2014) 
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1.2 Identifying people with frailty 

 

Reported prevalence of frailty in the community varies enormously 
depending on the definitions used and whether psychosocial aspects are 
included (Collard et al, 2012; Clegg, 2013). The two main models of 

frailty- which are described in more detail elsewhere9 - are: 
 

• The phenotype model which describes a group of patient 
characteristics (unintentional weight loss, reduced muscle strength, 

reduced gait speed, self-reported exhaustion and low energy 
expenditure) which can predict poorer outcomes. Generally individuals 

with three or more of the characteristics are said to have frailty. 
 

• The cumulative deficit model of frailty is based on a range of 
symptoms (e.g. loss of hearing or low mood, through signs such as 
tremor, through to various diseases such as dementia) which can occur 
with ageing and which combine to increase a ‘frailty index’. It is a 

broader concept than the phenotype approach encompassing co-
morbidity and disability as well as cognitive, psychological and social 

factors. 

 
Both models agree that prevalence is significantly associated with ageing 

and is higher amongst women than men. Therefore in this paper age 
related risk factors for frailty have been adopted. 

 
Based on a systematic review of prevalence studies of frailty by Collard et 
al (2012) the age specific prevalence in the community can be applied to 
Cornwall and Isles of Scilly’s population. This is shown in the table below. 

This estimate does not include those people who are living in residential or 
nursing homes. 

 
Table 1: Estimated prevalence of frailty in Cornwall and Isles of 
Scilly 

Age group Prevalence Cornwall and 
Isles of Scilly 

population 

Cornwall and Isles of 
Scilly estimated frail 

population 

65-69 4% 36,304 1452 

70-74 7% 26,565 1860 

75-79 10% 21,623 2162 

80-84 16% 16,530 2645 

85+ 26% 15,991 4158 

Total 10.4% 117,013 12,276 
Source: Estimated prevalence from Collard RM et al (2012) 

                                                 
9 British Geriatrics Society (2014) 
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Local modelling of frailty has been undertaken using hospital admission 

data and GP practice records. 
 

1.3 Who is at risk? 

 
There are a number of ways to identify those at risk of frailty. These 

include modelling using risk stratification models; algorithms using 
primary care codes identifying risk factors in patient notes; case finding 

and geriatric assessment by health and social care services. The next 
section looks in more detail at population risk factors for frailty. 

 

Risk stratification and case finding 

 

NHS Kernow has developed its own ‘risk stratification’ tool using a 
predictive model which was developed by the Kings Fund10 . It is intended 

as a tool to help GPs and Community Matrons identify patients who are 
vulnerable and may be at greater risk of emergency admission to hospital. 

It can be a useful addition to the existing knowledge a practice team has. 
That knowledge will include the practices own information, patients being 

admitted and discharged from hospitals, prescribing, visits to and from the 
patient by any member of the team, Accident and Emergency/Minor Injury 

Unit attendance, opinion received following outpatient attendance and the 
patient’s condition. 

 
The tool uses patients data from inpatient, outpatient and A&E 

attendances and then weights the type of hospital care and combines it 

into a predictive model 
 

Frailty Algorithm 

 

A locally developed ‘frailty algorithm’ uses hospital data to create a list of 
patients that are likely to be frail. The algorithm looks for particular 

stressors (such as a fall or pneumonia) combined with precursors (such as 

kidney failure or malnutrition) in the previous 12 months. This algorithm 
has been used to estimate the proportion of people at risk of frailty by GP 

practice and locality to help plan services more effectively (see Map 1 
below).  

 

                                                 
10 The Kings Fund, Combined Predictive Model 

http://www.kingsfund.org.uk/sites/files/kf/field/field_document/PARR-combined-predictive-model-final-report-

dec06.pdf 
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Cornwall and Isles of Scilly is currently involved in the Electronic Frailty 
Index pilot to refine these methods. 

 
Table 2 shows the proportion of all emergency admissions to hospital in 
2013/4. From this measure 52% of all emergency admissions in over 65 
year old patients were people likely to be frail. 

 
Table 2:  Frail emergency admissions by age group using frailty 
algorithm method 

Emergency 
Admissions 

Age group 

 65-74 75-84 85+ All 65+ 
Frail Admissions 3,141 4,566 3,902 11,609 

Non-frail admissions 4,057 3,907 2,930 10,894 

Percentage frail 44% 54% 57% 52% 
Population 70,010 39,612 17,105 126,727 

Rate per 1,000 44.865 115.268 228.120 85.964 
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Map 1: Rate of hospital admissions by people with frailty per 1,000 
people over 65 by LSOA, Cornwall and Isles of Scilly and the Isles of 
Scilly 

 
 

Case Finding and Assessment 

 

A number of relatively simple tests are recommended (by BGS, 2014) to 
be used by health and social care professionals to identify if a patient is 

thought to have frailty. These include slow gain speed, PRISMA 
questionnaire, and the timed-up-and-go test. The Edmonton Frail Scale is 

recommended in elective surgical settings. Where frailty is identified the 
patient can then be supported through a more Comprehensive Geriatric 

Assessment (CGA). 
 

The Rockwood Clinical Frailty index is used to determine the level of frailty 
of the individual. Once a patient is identified as between 5 and 7 on 
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Rockwood scale, the following process has been adopted in Cornwall and 
Isles of Scilly11: 

 
1. Completion of brief CGA and generation of a problem list. 
2. Holistic medical review aimed at optimising management of long term 

conditions and referral to other disciplines if needed.  

3. A full medication review using agreed methodology. 
4. Individualised goal setting in collaboration with the patient and carers if 

appropriate. 

5. Generation of a personalised care plan using the national template 
based on identified goals. 

 
An exercise was undertaken by one practice in Cornwall and Isles of Scilly 

in July 2014 to review all registered patients aged 75 and over using the 
Rockwood clinical frailty index. This uses a score to assess the presence 
and level of frailty in each patient (see Appendix 1). If a person is 
assessed with a score of greater than 5 they are assumed to have frailty. 

The level of frailty identified in patients at this practice is greater than 
expected and is being repeated in other practices. 

 
As seen in the table below, anyone over 75 years living in a residential or 

nursing home are assumed to be frail, but are not living in the 
community. 
 

Table 3: Assessment of frailty in patients at one GP Practice: 

  75-84 85+ Total 75+ 

Population 705 280 985 

Frail 112 (16%) 146 (52%) 258 (26%) 

Care home Frail  4 (100%) 38 (100%) 42 

Community Frail  112 – 4 = 108 (15%) 146 – 38 = 
108 (45%) 

216 (23%) 

 

For service planning and development purposes the priority group for NHS 
Kernow in the Five Year Plan (2014/15) have been identified as people at 

risk of frailty or with multiple long term conditions, an estimated 21,000 – 
31,000 people.  

 

                                                 
11

 NHS Kernow, NEW Devon CCG and NHS England (2014) Devon, Cornwall and Isles of Scilly and Isles of Scilly 

Toolkit for General Practice in Supporting Older People with Frailty and Achieving the Requirements of the 

Unplanned Admissions Enhanced Service. 
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Figure 2: Estimates of people most at risk of needing care and 
support in Cornwall and Isles of Scilly  

 
Source: Cornwall and Isles of Scilly and Isles of Scilly Starting well, living well and ageing 
well, Integrated Plan Strategic Plan 2014 – 2018 
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Section 2.1: Population profile 

 
In order to meet the needs of people with frailty and plan effectively for 

future health and social services we need to use data intelligently. This 
section describes the current population profile including future population 

projections, health status and trends amongst people aged over 65 years.  
Information that we have on people at the end of their lives, where they 

died and of what causes can inform health and social care to support 
people at the end of their lives in the best way possible. 
  

2.2 Demographics 

 

There are currently approximately 121,600 people in Cornwall and Isles of 
Scilly aged over 65 years, which makes up almost a quarter of the 

population (23%).  
 

• Map 2 below shows where a higher proportion of people over 65 
years live in Cornwall and Isles of Scilly. The areas which have 

greater than 30% of the population aged 65 years and over are 
mainly clustered on the Coastal areas, particularly on the South 

Coast of Cornwall and Isles of Scilly. 
 

• The over 75 year old population is expected to increase by 19,418 
from 2011 to 202112. The largest percentage increases in the very 

oldest age groups (90+ years). 
 

• According to population projections the proportion of the population 

in Cornwall and Isles of Scilly and Isles of Scilly aged over the age of 

90 will increase by the greatest amount (77%), followed by those 
70-74 (47%) and those 75-79 (42%). 
 

• The population projections show the change in age profiles between 
2011 and 2016 and 2021 compared to national projections. 
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 Source: 2011 census and Interim 2011-based Subnational Population Projections 
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Chart 1: Cornwall and Isles of Scilly Population projections 2011, 2016, 
2021 

 
 
Map 2: Proportion of the population aged 65 years and over, by LSOA in 
Cornwall and Isles of Scilly and the Isles of Scilly, 2013 
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2.3 Life expectancy and health life expectancy13 

 

• Life expectancy is an estimate of how long a child born today might 
expect to live if current age and gender specific death rates are applied 
throughout their life. In Cornwall (not including Isles of Scilly) life 

expectancy for men is 79.5 years and 83.5 years for women. 
 

• Life expectancy at 65 years is another measure of population health, 
for both men and women in Cornwall and Isles of Scilly, they can 

expect to live on average a further 19.0 and 21.3 years respectively, 
which is significantly longer on average than England  

 
• Based on death rates in 2006-10 there is a difference of 5.9 years in 

male life expectancy at birth between the most and least deprived 
areas of Cornwall and Isles of Scilly.  
 

• On average men in Cornwall and Isles of Scilly can expect to live 62.6 
years in a state of disability free ‘good health’, whilst women in 

Cornwall and Isles of Scilly can expect 64.6 years (see Map 3). 
 

• For people in the lowest income groups, disability starts before 

retirement age and they spend about 8 more years with disability than 
those from the highest income group.   

 
Map 3: Disability Free Life Expectancy in males and females, 2011 

 
  

                                                 
13 Public Health Outcomes Framework http://www.phoutcomes.info/ 
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2.4 Mortality and End of Life Care  

 

Deaths before the age of 75 years are regarded as premature deaths. The 
adjusted rate of premature deaths in Cornwall and Isles of Scilly lsles is 
323 per 100,000 people, ranking 46th best of 150 Local Authorities (2010-

12). 
 

Comparison of premature death in different Local Authorities can be found 
at the Longer Lives website.14 

 
• There were 5,889 registered deaths in Cornwall and Isles of Scilly 

and Isle of Scilly in 2012. 30.3% were caused by diseases of the 
circulatory system, 29.3% by cancer and 13.3% due to diseases of 

the respiratory system. 
 
The End of Life care profiles15 compare rates of mortality, place of death, 
cause of death and social care across Local Authority areas (based on 

2010-12 data). Some of these are summarised below. 
 

Place of death 
• In Cornwall and Isles of Scilly a significantly lower proportion of 

deaths (2,584 deaths or 45%) took place in hospital than the England 

average 2010-12 (51%). This was consistent across all causes of 
death as described below. 

• There was also a significantly lower proportion of deaths in hospices 
for all ages in Cornwall and Isles of Scilly, 4.8% compared with 5.6% 

for England average. 
• A significantly higher proportion of deaths take place in peoples own 

home (24%) in care or residential homes (24%) than on average in 
England. 

 

Cause of death (over 65s)  
• Comparing the underlying cause of death for all 65+ age groups 

Cornwall and Isles of Scilly has: 
o Similar levels of deaths from cancer (29%) 

o Significantly lower deaths from respiratory disease (13%)  
o Significantly higher rate of cardiovascular deaths (29%) 

compared to England. 

                                                 
14

 Longer Lives  http://longerlives.phe.org.uk/area-details#are/E06000052/par/E92000001/ati/102/pat/ 
15 End of Life Care Profiles 

http://www.endoflifecareintelligence.org.uk/profiles/CCGs/Place_of_Death/atlas.html 
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• Of the 65-84 year old group there was a significantly higher proportion 
of deaths from cancer, compared with England, but lower proportion of 

deaths from cardiovascular disease. 
• Of the over 85 years there was a higher proportion of deaths from 

cardiovascular disease but a significantly lower proportion of deaths 
from ‘other’ causes. 
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Section 3.1 Risk Factors for Frailty 

 

3.2 Social Factors 

 

In this section the risk factors which are known to be associated with 
frailty are presented, both avoidable and unavoidable. As the Marmot 

Review on health inequalities (2012) made clear, a person’s health and 
wellbeing in later life are affected by determinants of health over the 

course of their life, such as education, poverty, housing and employment, 
as well as healthy lifestyles and health care. There are also key protective 

factors such as physical activity, social connectedness and volunteering. If 
we take into consideration the key risk and protective factors that are 
relevant to Cornwall and Isles of Scilly, we could delay onset and 

intervene when and where people are at risk of frailty, providing the right 
support. 

 
Figure 3: Risk factors contributing to frailty16 
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 Sandwell (2012) Frailty JSNA  
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Living Arrangements 

 
People in residential or nursing home settings have complex health and 

social care needs. All have some disability, most have dementia, and they 
have high rates of both primary care consultation and hospital admission. 

 
According to local census data (2011) there are over 4,000 people over 

the age of 65 years in Cornwall and Isles of Scilly who are living in a 
residential care home with or without nursing17. This has been projected 
to increase to 6,882 people by 2030.  
 

 In England and Wales as a whole18: 
• The care home resident population for those aged 65 and over has 

remained almost stable since 2001 with an increase of 0.3%, despite 
growth of 11.0% in the overall population at this age. 

• The gender gap in the older resident care home population has 

narrowed since 2001. In 2011 there were around 2.8 women for each 
man aged 65 and over compared to a ratio of 3.3 women for each man 

in 2001. 
• The resident care home population is ageing: in 2011, people aged 85 

and overrepresented 59.2% of the older care home population 
compared to 56.5% in 2001. 

 
There is no local information available about the quality of life for 

residents in care homes. The Adult Social Care Outcomes Toolkit 
(ASCOT19) propose eight areas of quality of life which could be measured 

to assess outcomes such as control over daily life, personal cleanliness 
and comfort, food and drink, and safety. 

 

Housing 

 

The right supply of housing in terms of location, affordability, size, tenure 
and facilities is a crucial factor in enabling people to remain in their own 

homes as they age. Existing housing stock can also be adapted with aids 
and technology to assist older people with their daily living and maximise 

their independence and safety. Adaptations and care packages can aid 
older people’s recovery after a hospital stay and can help them to remain 
in their own homes at the end of life20.Providing adaptations to support an 
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 Projecting Older People Population Information System, ONS Census data (2011) http://www.poppi.org.uk 
18

 ONS (2014) Changes in the Older Resident Care Home Population between 2001 and 2011, 

http://www.ons.gov.uk/ons/dcp171776_373040.pdf 
19

 ASCOT http://www.pssru.ac.uk/project-information.php?id=370 
20

 NHF (2011) Breaking the mould: re-visioning older peoples housing 
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older person to remain at home for just one year is estimated to save 
£28,000 on long term care costs21. 

 
The majority of older people in Cornwall and Isles of Scilly live in privately 
owned housing, although the proportion of older age groups living in 
private rented (or living rent free) is higher in Cornwall and Isles of Scilly 

than nationally. 
 
Table 4: Proportion of population aged 65 and over by age and tenure 

Tenure People aged 
65-74  

(%) 

People aged 
75-84  

(%) 

People 
aged 85 

and over 
(%) 

Cornwall and Isles of Scilly    

Owned 81.9 80.4 75.2 

Rented from council 5.1 6.5 7.4 

Other social rented 4.8 5.4 7.3 

Private rented or living rent free 8.1 7.6 9.9 

Isles of Scilly only    

Owned 63.5 64.4 68.6 

Rented from council 13.5 5.0 15.6 

Other social rented 1.23% 3.39% 1.96% 

Private rented or living rent free 21.60% 27.12% 13.73% 
Source: ONS, Census 2011 

 

A large proportion of older people live in older housing stock which may 
not be fit for improvement or adaptation. Of the private sector homes with 

a head of household aged 65 to 74 it is estimated that 39.6% of homes 
were non-decent. This proportion may be even higher with the older 
housing stock in Cornwall and Isles of Scilly. 
 

Income Deprivation Affecting Older People 

 
As a sub-division of the Income Domain, the Indices of Deprivation 2010 

also provide a measure of Income Deprivation Affecting Older People. On 
this Index, Cornwall and Isles of Scilly has eight Lower Super Output 

Areas among the 10 per cent most deprived areas in England, and a 
further 30 among the 25% most deprived, which equates to 12% of all 

LSOAs in Cornwall and Isles of Scilly. 
 

There were 134,070 people receiving State Pension in Cornwall and Isles 
of Scilly in August 201222. 
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 LaingBuisson (2008). 
22

 Nomis, Pension Credit, August 2012 



Frailty in older people 31 

July 2015 

Of these 79,760 (59.5%) were female and 54,310 (40.5%) male. In 
addition, 27,710 (20.7%) were also in receipt of Pension Credit (designed 

to guarantee a minimum income for the poorest pensioners); this was 
slightly above the regional average of 17.6%, but below the national 

average of 21.4%.  
 

Data from 2010 (see map below) show that nine LSOAs in Cornwall and 
Isles of Scilly where it is estimated that more than 40% of people aged 60 

or over claim pension credit– with the highest proportion at 55.9%. These 

areas are likely to contain the poorest older people. However it may also 
reflect where older people are more aware of benefits available - 
nationally it is estimated that between 27 to 38% of older people eligible 
for pension credit in are not taking up their entitlement. 

 
Map 4: Pension credit claimants in Cornwall and Isles of Scilly, 

2010 
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Fuel Poverty 

 
There is a substantial and growing body of evidence on the negative 

impacts of fuel poverty and cold homes on physical and mental health and 
wellbeing across the lifespan particularly older people, and people with 

pre-existing health problems and long terms conditions23. The health 
impacts most commonly experienced by those living in cold homes are 

respiratory and circulatory illnesses and poor mental health.  
 
There have been recent changes in the definition of fuel poverty 
nationally. On the previous measure over 19% of households (44,706) in 

Cornwall and Isles of Scilly were defined as living in fuel poverty as they 
spent ‘more than 10% of their income on fuel to maintain a satisfactory 

heating’.  The new measure uses percentage of households in an area that 
experience fuel poverty based on the "Low income, high cost" 

methodology. On this measure 11.4% of households in Cornwall and Isles 

of Scilly and 19.7% in the Isles of Scilly24 live in fuel poverty, which is 
significantly greater than regional and national averages. 

 

Excess Winter Deaths 

 
The ONS standard method defines the winter period as December to 

March, and compares the number of deaths that occurred in this winter 

period with the average number of deaths occurring in the preceding 
August to November and the following April to July. In Cornwall and Isles 
of Scilly according to the excess winter deaths index there are 18 per cent 
more deaths in the winter period, accounting for almost 300 extra deaths 

per year. 
 

Although excess winter deaths25 are associated with low temperatures, 
conditions directly relating to cold, such as hypothermia, are not the main 

cause of excess winter mortality. The majority of additional winter deaths 
are caused by cerebrovascular diseases, ischaemic heart disease and 

respiratory diseases.  
 

The cold can have various physiological effects, which may lead to death 
in vulnerable people. Colder home temperatures are associated with 
increased blood pressure in older people and also haemoconcentration, 

which can cause thrombosis. Cold can also lower the immune system’s 
resistance to respiratory infections. Additionally, the level of influenza 

                                                 
23

 UK Health Forum, Fuel Poverty (2014) http://www.fph.org.uk/uploads/UKHFHP_fuel%20poverty_summary.pdf 
24

 Fuel Poverty definition https://www.gov.uk/government/publications/2012-sub-regional-fuel-poverty-data-low-

income-high-costs-indicator 
25

 ONS (2013) Excess winter mortality in England and Wales 2012/13 Provisional 

http://www.ons.gov.uk/ons/dcp171778_337459.pdf 
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circulating in the population increases in winter. In vulnerable groups, for 
example in the elderly or those with pre-existing health problems, 

influenza can lead to life-threatening complications, such as bronchitis or 
secondary bacterial pneumonia. 
 

Carers and caring 

 

Health conditions associated with ageing is a key reason for older people 
needing support from a carer, but other reasons include mental ill health, 

physical disability or long term health conditions, sensory loss or learning 
disability. 
 
• There are reported to be 19,194 people aged over 65 in Cornwall and 

Isles of Scilly, and 100 people in Isles of Scilly who identified 
themselves as providing some amount of unpaid care for family or 

friend who had an illness of disability.  

• 7,414 people aged over 65 (39%) of this group provide over 50 hours 
a week of unpaid care26. 

• In England and Wales 14 per cent of older people living in households 
in England and Wales provided unpaid care in 2011, compared to 12 

per cent in 2001. The largest increase in proportion was for those aged 
65 and over providing 50 hours or more unpaid care a week: up from 
4.3 per cent in 2001 to 5.6 per cent in 2011. 

 
Table 5: Top 10 areas in Cornwall and Isles of Scilly with highest 
proportion of carers27 

LSOA Area Population No. of 
carers 

Percentage 

Penzance Wherrytown 1,370 229 16.7 
Pillaton and St Dominick 1,479 247 16.7 
Camborne Penponds and 

Barripper 

1,420 234 16.5 

Calstock and Metherell 1,612 254 15.8 

Mousehole and Paul  1,380 214 15.5 
Camborne Weeth and Lower 

Rosewarne 

1,297 201 15.5 

Perranwell Station and Frogpool 1,459 226 15.5 

Germoe, Praa Sands and 

Tresowas 

1,384 214 15.5 

Sancreed, Lamorna and St 

Buryan East 

1,557 240 15.4 

Newlyn West  1,687 259 15.4 
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 Projecting Older People Population Information System, ONS Census data (2011) http://www.poppi.org.uk 
27

 ONS (2011) Census Analysis: Unpaid care in England and Wales, 2011 and comparison with 2001 
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Although the gap is narrowing, carers are more likely to be women than 
men. Carers are more vulnerable to having health problems of their own.  

More than one in five of carers in Cornwall and Isles of Scilly aged over 65 
years identified themselves as not being in good health – with a significant 
number of these people were providing care for 50 hours or more.  There 
are 4,555 (7.2%) carers in Cornwall and Isles of Scilly who regard their 

health as bad or very bad. The highest reported incidences of poor health 
are amongst carers in Redruth North, Close Hill, Strawberry Fields and 

Treleigh where 18.2% of carers reported bad or very bad health. 

 
National research28 into unpaid carer’s health highlight three main health 

impacts of providing care: 
• Psychological problems, such as anxiety, stress and depression; 

• Exacerbation of existing underlying health conditions; 
• Musculoskeletal problems, such as back and shoulder pain. 

 
As the proportion of older people in Cornwall and Isles of Scilly increases 

the number of carers needed is also likely to increase. The number of 
carers who are themselves aged 65 or over is also likely to increase. 

Caring has a significant impact a carers own health and quality of life, 
particularly for older people who care for a partner. There are often 

difficulties in identifying older carers, which can make the provision of 
services more challenging.  

 

Relationships 

 

The relationships and social networks that older people have clearly 
contribute to their health and wellbeing, and also the level of resilience to 

cope, and remain living at home with health conditions. According to 
national figures: 

 

• The proportion of those aged 65 and over who were divorced almost 
doubled from 5.2 per cent in 2001 to 8.7 per cent in 201129. 

• In 2011, 56 per cent (5.2 million) of those aged 65 and over were 
living as a couple, an increase from 52 per cent (4.3 million) in 2001. 

Those living as married couples increased from 51 per cent to 54 per 
cent and the proportion living as cohabiting couples almost doubled 

from 1.6 per cent to 2.8 per cent. 
• Just under a third (31 per cent) of those aged 65 and over were living 

alone in 2011; this was a decrease from 34 per cent in 2001. 

                                                 
28

 Carers UK ( 2012) In sickness and in health http://www.carersuk.org/36-for-professionals/report/128-in-sickness-

and-in-health 
29

 What does the 2011 Census tell us about older people (ONS 2011) 

http://www.ons.gov.uk/ons/dcp171776_325486.pdf 
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• The proportion of the population aged 65-74 who were economically 
active in 2011 (16 per cent) was almost double the proportion in 2001 

(8.7 per cent). 
 

 
Chart 2: How older people were living, England and Wales Census 

2001 and 2011. 
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Isolation and Loneliness 

 
Positive and supportive relationships with close family members contribute 

to older people’s wellbeing, but those aged 75 and over are least likely to 
have these networks. Nationally it is estimated that six per cent of older 

people leave their house once a week or less, and that half of all older 
people consider the television as their main form of company. 

 
Using the loneliness and isolation toolkit30 it can be estimated that there 
are between 9,471 and 20,521 people in Cornwall and Isles of Scilly over 
the age of 60 who ‘often or always feel lonely’. This figure is projected to 

rise to between 11,074 and 23,994 by 2020. 
 

Isolation could be a key issue for the 34,137 households in Cornwall and 
Isles of Scilly where a person aged over 65 lives alone (14.8% of all 

households), the majority of whom are female. Social isolation can be a 

real problem in particular for older people: 
• from black and minority ethnic groups 

• in rural areas 
• who use mental health services 
• with high support needs 

 

Information from English Longitudinal Study of Ageing in 2009-1031 for 
those aged 52 and over: 

• Two thirds (66 per cent) of respondents reported being lonely hardly 
ever or never, 25 per cent said they felt lonely sometimes and only 

9 per cent said they felt lonely often. 
• However, 46 per cent of those aged 80 and over reported feeling 

lonely ‘some of the time or often’ (compared to 34 per cent for all 
aged 52 and over). 

• Those who report feeling lonely sometimes or often are much more 
likely to report a lower level of satisfaction with their lives overall.  

• Two in every five individuals who lived alone reported that they 

hardly ever or never felt lonely. 
• People who had been widowed, separated or divorced or those who 

were in poor health were more likely to report feeling lonely. 
• There is a strong association between reported feelings of loneliness 

and reported limitations in performing daily activities. 
• Limitations in daily activities together with other changes in 

circumstances such as loss of partner or losing touch with friends as 
age increases are likely to contribute to the increase in reported 

feelings of loneliness in the oldest age groups. 

                                                 
30

 Cann P and Joplin K (2011) Safeguarding the Convoy – a call to action from the Campaign to End Loneliness, Age 

UK Oxfordshire. 
31

 Measuring National Wellbeing: Older people and loneliness  (ONS, 2013) 

http://www.ons.gov.uk/ons/dcp171766_304939.pdf 
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• In all age groups a higher percentage of women than men reported 
feeling lonely some of the time or often, the differences were larger 

in the older age groups  
 
Some of the difference between women and men in reported loneliness 
could be explained by the characteristics of the sample who responded to 

this survey: in the older age groups there were considerably more women 
than men and women were more likely than men to be widowed. 

Research into effective interventions has found that people who use 

befriending or Community Navigator services reported that they were less 
lonely and socially isolated following the intervention32. 

 

Safeguarding of vulnerable adults 

 
According to the Health and Social Care Information Centre33, Cornwall 

and Isles of Scilly Council had 995 referrals for abuse of adults aged 18 

and over with care and support needs in 2013/14.  Older people 
accounted for 60 per cent of all referrals during this reporting period. Most 

of the referrals, 62 per cent, were among women. 
 
Chart 3: Safeguarding referrals by age group, Cornwall and Isles of Scilly 
2013/14 

 

 
 

                                                 
32

 SCIE (2011) Preventing loneliness and social isolation: interventions and outcomes 

http://www.scie.org.uk/publications/briefings/briefing39/ 
33

 Health and Care Information Centre, 2014, Safeguarding Adults, Annual Report 2013/14, Experimental Statistics, 

http://www.hscic.gov.uk/article/2021/Website-

Search?productid=16190&q=safeguarding+adults&sort=Relevance&size=10&page=1&area=both#top 
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Nationally, of safeguarding investigations that concluded in 2013-14, 42 
per cent of allegations were about incidents reported to have occurred in 

the victim's own home. The next most common location for alleged abuse 
was care homes (36%) 
 
• 49% of allegations were about perpetrators who were known to the 

victim but not in a social care capacity 
• 36%were about social care and support employees  

• 15% were about someone unknown to the victim.  

 
The most common type of abuse reported was neglect and acts of 

omission (30%) followed by physical abuse (27%) financial abuse (18%) 
and psychological/emotional abuse (15%). 

 
 

Transport and Access 

 
Mobility difficulties have been estimated to affect 14% of adults of whom 

45% were aged 70 years and over: they made fewer trips by foot, by rail 
and as a driver, and 8% had difficulty travelling to a doctor or hospital. 

Mobility difficulties are five times more common in the poorest quintile 
compared with the most affluent. Those living in rural areas with poor 
access to public transport and without access to a car are at an increased 
risk of social exclusion. Only 70% of rural households are within 15 

minutes of a shop selling groceries and only 50% within 15 minutes of a 
GP, compared with over 90% and over 80% respectively in urban areas34. 

 
Age UK Cornwall and Isles of Scilly offers two types of community 

transport: Transport Access People (TAP) and Dial a ride. TAP provides 
transport for residents of Cornwall and Isles of Scilly who need to travel to 

health and social care appointments and do not have access to other 

forms of transport. The service is commissioned and funded by healthcare 
organisations in Plymouth and Cornwall and Isles of Scilly. In 2011/12, 
TAP provided transport for 8,319 people, who booked a total of 96,181 
journeys. 

 
In a survey or North and East Cornwall and Isles of Scilly outpatients by 

Healthwatch Cornwall and Isles of Scilly35 travel was found to be a key 
factor in accessing health services.  In these areas people used own car, 

                                                 
34

 BMA (2012) Healthy Transport = Healthy Lives http://bma.org.uk/transport 
35

 Healthwatch Cornwall and Isles of Scilly (2014) Access to health and social care provision in North and East 

Cornwall and Isles of Scilly http://www.healthwatchCornwall and Isles of Scilly.co.uk/wp-

content/uploads/2013/03/Access-to-health-and-social-care-provision-in-North-and-South-East-Cornwall and Isles of 

Scilly.pdf 
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bus, friend, or family care, hospital transport or Transport Access People 
(community transport)  to get to hospital (see Chart 4  below). Many 

journeys by car took over an hour to get to the hospital, with some bus 
journeys taking 2 hours and requiring changes of services. Respondents 

felt that consideration is not given to their address when appointment 
times are allocated. The cost and availability of parking at Derriford and 

Royal North Devon Hospitals was also criticised. 
 

Chart 4: Survey Healthwatch Cornwall and Isles of Scilly, 2014 

Source: Healthwatch Cornwall and Isles of Scilly, 2014 
 
 

Lifestyle Factors 

 
From a national survey of alcohol consumption in the UK36 it was found 

that 18% of those aged 65 and over drank alcohol on 5 or more days in 
the last week; more than any other age group. Alcohol is a major cause of 

premature death and morbidity across the life course. 
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 ONS (2013) Drinking Habits amongst adults in 2012, http://www.ons.gov.uk/ons/rel/ghs/opinions-and-lifestyle-

survey/drinking-habits-amongst-adults--2012/sty-alcohol-consumption.html 
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Figure 4: Alcohol consumption in those aged 65 and over 

 
Source: ONS Drinking Habits 

 
 

 
 

Chart 5: Number of deaths by age related to alcohol (ONS, 2011) 

 
 

Smoking 

 

It is estimated through survey data37 that 13% of people aged over 60 
were smokers. This compares with 20% of all ages over 16 and 29% of 

those aged 20-24 years. 
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 (ONS, 2013) Opinions and Lifestyles survey: Smoking habits amongst adults, 2012 
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Whilst the average number of cigarettes smoked per day by men and 
women in 2012 has decreased since 2011, to 12 for men and 11 for 

women who smoke. Men aged 50 and over who were smokers, smoked 
the highest average number of cigarettes (14 per day). 
 
For adults aged 50-64 years old 57 per cent of current smokers 

considered themselves in good health. This compared with 75 per cent of 
adults who had never smoked, a difference of 18 per cent38. 

 

Physical activity 

 
Older adults are the most sedentary population group and many older 
adults spend ten or more hours each day sitting or lying down. Sedentary 

behaviour increases the risk of disability as it39: 
• negatively impacts on loss of muscle functions and mobility 

• can contribute to low daily energy expenditure and increased risk of 

obesity 
• contributes to the decline in cognition 

• may have a negative impact on the risk of falls 
 

Among the frailest of older adults, physical activity and movement that 
promotes circulation will assist in limiting the complications of immobility 
and a sedentary lifestyle. Physical activity promotes a reduction in: 

• blood clots, specifically those in deep veins like the calf or thigh 

• swelling of the feet or lower legs caused by the accumulation of fluid 
• thickening of the joint tissues leading to deformity 

• pressure sores 
• severe constipation. 

 
Based on the results of the 2012 Health Survey for England the proportion 

of older adults meeting physical activity recommendations (of at least 150 

minutes of moderate intensity physical activity a week) was: 
 

• 57% of men and 52% of women aged 65-74 years 
• 43% of men and 21% of women aged 75-84 years 

• 11% of men and 7% of women aged 85+ years. 
• 14% of men and 25% of women aged 65 or over had a walking 

speed of less than 0.5 metres per second, slower than the required 
speed of 1.2 metres per second to cross at traffic lights. 
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 British Heart Foundation National Centre (BHFNC) Older Adults Evidence Briefing 
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Structured physical activity programmes aimed at improving postural 
stability are most effective at preventing falls. As balance impairment is 

one of the main risk factors for falls, regular physical activity can be used 
to maintain balance. 
 
Physical activity is associated with improved perceptions of mental 

wellbeing, increased self-esteem, and improved ability to cope with stress.  
• Symptoms of some clinically defined mental illnesses such as 

depression and anxiety may potentially be alleviated by physical 

activity. 
• Physical activity lowers the risk of dementia and improves day to 

day cognitive functioning. 
• Quality and quantity of sleep can be improved through physical 

activity. 
 
Medium to high intensity resistance training can improve everyday 
physical function such as walking speed and time taken to stand up from a 

chair. Even those already in nursing or residential care can benefit from 
physical activity, mostly in the form of rehabilitation exercise. 

 

Diet and nutrition 

 
Consuming a healthy balanced diet is essential for healthy ageing and 
reduces the risk of premature death from diet related conditions such as 

heart disease, stroke and cancer. There is some early evidence that the 
quality of dietary intake is related to frailty40. According to the Health 

Survey for England (2011) adults aged 19 to 64 years on average 
consumed 4.1 portions of fruit and vegetables per day and older adults 

(i.e. those aged 65 years and over) 4.4 portions.  31% of adults and 37% 
of older adults met the “5-a-day” recommendation41. 

 

In Cornwall and Isles of Scilly almost 70 per cent of the adult population 
are overweight or obese42. This presents a great threat to achieving 
healthy ageing in the population over the coming years. Despite these 
population statistics on overweight and obesity, eating less and 

unintentional weight loss are common in older people. Surveys of 
admissions to hospital and to care homes consistently find that 

underweight older people form a much higher proportion than those who 
are overweight. The incidence of under-nutrition among patients admitted 
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 Bolwein et al (2013) Dietary quality is related to frailty in community dwelling older adults, J Gerontol A Biol Sci 

Med Sci. http://www.ncbi.nlm.nih.gov/pubmed/23064817 
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 HSCIC Statistics on obesity, physical activity and diet, England, 2014 

http://www.hscic.gov.uk/catalogue/PUB13648/Obes-phys-acti-diet-eng-2014-rep.pdf 
42

 PHOF (2014) Adults are defined as overweight (including obese) if their body mass index (BMI) is greater than or 

equal to 25kg/m2. http://www.phoutcomes.info/ 
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to hospitals in UK is around 28%. In UK care homes 28% of residents 
were also found to be undernourished.  A number of studies have now 

shown that the relative risk of death is consistently highest in those 
underweight than those overweight and in older people this may be even 
higher than those who are obese43.  
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3.3 Clinical Factors 

 

Long Term Health Problem or Disability  

 
The prevalence of disability rises with age. Around 6% of children are 

disabled, compared to 16% of working age adults and 45% of adults over 
State Pension age44. Based on the Census in 2011 the percentage of the 
population in Cornwall and Isles of Scilly aged over 65 years who 
identified their health as limiting their day to day activities a little or a lot 

rises from 38% in 65-74 year olds to 84% on those aged over 85 years. 
For all ages the proportion of people with health problem or disability in 

Cornwall and Isles of Scilly (21%) was higher than both the South West 

(19%) and England (18%). 
 

Chart 6: Proportion of Cornwall and Isles of Scilly population with 
limited day to day activities, 2011 

 
 

People with a disability and are at risk of frailty face additional health 
inequalities.  
 
• Around a third of disabled people experience difficulties related to their 

impairment in accessing public, commercial and leisure goods and 
services. 

 
• Over a quarter of disabled people say that they do not frequently have 

choice and control over their daily lives 
 

• Although the gap in non-decent accommodation has closed over recent 
years, 1 in 3 households with a disabled person still live in non-decent 
accommodation. 
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Self-care activities 

 
In Cornwall and Isles of Scilly 42,262 people aged 65 and over reported 

that they were unable to manage at least one self-care activity on their 
own45.  Activities include: bathe, shower or wash all over, dress and 

undress, wash their face and hands, feed, cut their toenails, take 
medicines.  

 
Amongst the oldest group aged over 85 years, 51% of men and 74% of 
women were unable to managed one-self care activity. There were a 
greater proportion of women reporting this in each age group, as shown in 

the table below. 
 
Table 6: Rates for men and women unable to manage on their own at 
least one of the self-care activities 

Age range % males % females 

65-69 18 21 

70-74 19 30 
75-79 29 39 

80-84 33 53 

85+ 51 74 
Source: ONS, Census 2011 

 

There were also 51,348 people aged over 65 who reported being unable to 

manage at least one domestic task on their own. Tasks include: household 
shopping, wash and dry dishes, clean windows inside, jobs involving 

climbing, use a vacuum cleaner to clean floors, wash clothing by hand, 
open screw tops, deal with personal affairs, do practical activities. Again 

there were a greater proportion of women reporting this in each age 
group. 

 
Of the GP registered population in Cornwall and Isles of Scilly46 52.1% 

have health related problems in daily life. This ranges from 41% to 62% 
across Practices and is likely to be age related. 

 

Long term conditions  

 

A JSNA theme paper has focussed in detail on long term conditions in 
Cornwall and Isles of Scilly47. The key findings were: 
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 Projecting Older People Population Information System, ONS Census data (2011) http://www.poppi.org.uk 
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 GP Practice profiles  http://fingertips.phe.org.uk/profile/general-practice 
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 Cornwall and Isles of Scilly JSNA available at http://www.Cornwall and Isles of Scilly.gov.uk/council-and-

democracy/data-and-research/data-by-topic/health-and-wellbeing/Cornwall and Isles of Scillys-joint-strategic-

needs-assessment/?altTemplate=_Standard 
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• The most common long-term conditions identified through the GP 

(QOF) disease register are hypertension, diabetes, asthma and 
chronic kidney disease. 

• The most prevalent conditions for benefit claimants in Cornwall and 
Isles of Scilly are: musculoskeletal disorders, mental health 

disorders and learning difficulties. 
• Stroke, cancer, asthma, heart failure and dementia (QOF) disease 

register prevalence rates are all in the top decile nationally. 

• If we do not continue to improve our management of long term 
conditions at a local level, demand on acute services will continue to 

increase. 
• Public health interventions can bring health benefits to both patients 

and the NHS even in the short term in areas such as: 
o Obesity/physical activity/diet 
o Smoking cessation 
o Alcohol consumption 

 
• It is estimated that just under half of the hypertension cases in 

Cornwall and Isles of Scilly remain undiagnosed and therefore 
untreated and at risk. Other long-term conditions where there are a 

relatively high proportion of undiagnosed people include COPD 
(Chronic Obstructive Pulmonary Disease), dementia and chronic 

kidney disease. 

 
• As measured in the NHS Outcomes Framework the health-related 

quality of life for people with long-term conditions in Cornwall and 
Isles of Scilly was rated as similar to national and regional averages. 

 
• 73% of people in Cornwall and Isles of Scilly with a long term 

condition report replying ‘yes, definitely’ or ‘yes, to some extent’ 
feeling supported to manage their condition, this is slightly lower than 

regional comparators. 
 

 
The challenge of long term conditions requires a response which covers: 

 
• Prevention – many long term conditions such as heart disease 

and diabetes are largely preventable 

• Awareness raising and prompt diagnosis 
• Support for self-care and carers 

• Effective personalised and holistic care addressing physical, 
mental and social wellbeing 
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Multi-morbidity  

 
Whilst long-term conditions are one of the main challenge facing health-

care systems worldwide, an increasing number of people have multiple 
health conditions. Multi-morbidity is the coexistence of two or more 
chronic conditions and the prevalence increases with age. This is a 
challenge to existing health services which are often designed around 

single conditions or specialties. 
 

A recent study estimated over 60 per cent of older people aged 65 years 
and over had multi-morbidity, rising to 80 per cent in those aged over 85 

years48.  Multi-morbidity occurred 10–15 years earlier in people living in 
the most deprived areas compared with the most affluent, with 

socioeconomic deprivation particularly associated with multi-morbidity 
that included mental health problems. 
 

Chart 7: Multi-morbidity by age group 

 
Source: Barnett et al (2012) 

 
 

 

Sensory impairments 

 
Sensory impairments, including hearing loss and visual impairment, are 

estimated to be responsible for 7-10% of all years lived with disability 

amongst those aged 70 and over in the UK49. Hearing loss or visual 
impairment have been associated with other health and social problems. 
The odds of a people with hearing loss or visual impairment developing 
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 Salive et al (2012) Multimorbidity in older adults, Epidemiology Reviews 
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dementia or Alzheimer’s disease are more than double those of people 
without. 

 
• Local data shows that there were 1,081 people aged over 65 years in 

Cornwall and Isles of Scilly who are registered blind or severely sight 
impaired50.  

• In addition there are 1,196 people over 65 years who are registered 
partially sighted. 

• Hearing impairments are common in older people with an estimated 

52,000 people in Cornwall and Isles of Scilly with moderate to severe 
hearing impairment. 

 
Table 7: Estimated prevalence and projections of people with hearing 

impairments over 65 years in Cornwall and Isles of Scilly 

Predicted to have a moderate 
or severe hearing impairment 

2012 2015 2020 2025 2030 

People aged 65-74   13,003 14,329 14,526 13,797 15,152 

People aged 75-84  24,181 25,722 30,373 37,577 38,520 

People aged 85 and over  14,855 16,214 18,762 22,924 29,037 

Predicted to have a 
profound hearing 
impairment 

2012 2015 2020 2025 2030 

People aged 65-74   412 456 465 443 487 

People aged 75-84  243 256 302 373 384 

People aged 85 and over  754 818 937 1,136 1,435 

(Source: PANSI http://www.pansi.org.uk/) 

 

Dementia  

 

Dementia is a term used to describe various different brain disorders that 
have in common a loss of brain function that is usually progressive and 

eventually severe. Trends indicate that the number of people with 
dementia will continue to grow. Between 2008 and 2025 dementia 

prevalence is expected to increase by 29% amongst people aged 65-69 in 
Cornwall and Isles of Scilly and 70% in those aged 85. By 2025 5 per cent 

of the over 65s 20% of over 80 year olds are expected to have dementia. 
 

• Prevalence of dementia is higher in women than men, partly due to 
the higher life expectancy of women compared with men (See 
Section 2). 

• In Cornwall and Isles of Scilly we expect to have a little over 8,600 
people with dementia and expect this figure to rise to 12,000 by 

2021. This estimate is based on national dementia prevalence 
calculations. 
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• Cornwall and Isles of Scilly currently have only 58% of the expected 
number of people assessed and recorded on GP held dementia 

registers. The average diagnosis rate nationally is 49%. This still 
means there are thousands of people across Cornwall and Isles of 
Scilly who do not have a formal diagnosis and access to the help and 
support they require.  

• The reasons for this ‘dementia diagnosis gap’ are varied but include 
a societal stigma or lack of understanding around dementia, which 

may mean people do not seek help, or professionals do not 

advocate early diagnosis. 
 

It is important that preventative action is also taken as some dementia 
risk factors can be treated or controlled by changes in lifestyle or 

medication and some cannot. Also some risk factors are more likely to 
increase the risk for certain. 
 
Dementia risk factors that are able to be controlled/ influenced include: 

high blood pressure, high cholesterol, diabetes, smoking, heavy alcohol 
use. There are also things that increase the risk of developing diabetes 

and other conditions that may increase your risk of developing 
dementia. These include: 

 
• Being overweight or obese  

• Lack of physical activity  

• Unhealthy diet  
• Social isolation 

  
Dementia CQUIN data collected by NHS England reports on the number 

and proportion of patients aged 75 and over, who were admitted to 
hospital as an emergency for more than 72 hours who have been 

identified as potentially having dementia, who are assessed and, where 
appropriate, referred to specialist services. 

 
In 2012/13 only 21.8% of patients aged over 75 who were admitted to 

hospital as an emergency for more than 72 hours in Cornwall and Isles of 
Scilly (RCHT) have been identified as potentially having dementia. This is 

a much lower proportion when compared with other CCGs. However more 
recent 2014 data from NHS England shows a large increase in monthly 
rate of diagnosis to 90% compared to 86% of all acute providers 

nationally51. 
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Neurological Conditions 

 
A recent assessment of neurological conditions in a report by Neurowatch 

(Neurological Commissioning Support, NCS)  focuses on epilepsy, 
Parkinson’s Disease (PD), multiple sclerosis (MS) and motor neurone 

disease. The indicative prevalence data suggests that within the Kernow 
CCG area there are at least: 

 
• 19,618 people with (the main) neurological conditions 
• 6,008 people with MS, PD, MND or epilepsy 
• 176 people with PD or MS in the palliative phase of their condition.se 

(MND). 
 

During 2011/12 the (then PCT) CCG: 
• Admitted 276 or 7.5% more neurology patients that would be 

expected. 

• Spent £821,028 or 9.7% more on neurology admissions that would be 
expected. 

• Spent more than any other PCT in the South West of England on 
neurology 
admissions. 

• Admitted less patients with a primary diagnosis of Parkinson’s disease 

than 
would be expected 

• Recorded that most patients were admitted to their local hospital rather 
than to a hospital out of their area. 

 
Based on patient feedback in the report the recommendations included: 

 
• Providing a clear and consistent message with regard to the future 

provision 
of MS services 

• Implementing an improved system for empowering patients to 

effectively manage their own condition 
• Evaluating the role and the impact of the Neurology care advisors 

• Implementing more innovative solutions used elsewhere to combat the 
complexities of a rural geography. 

• Reviewing rehabilitation options  
• Building on the success of the RENEW programme. 

 
Since then NHS Kernow has developed a patient pathway, and clinical 

pathway for acute deterioration of people with neurological conditions and 
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developed clinical referral guidelines for GPs (for a case study see 
footnote52) 

 

Mental health  

 

Major depressive disorder is increasingly seen as chronic and relapsing, 
resulting in high levels of personal disability, lost quality of life for 

patients, their family and carers, multiple morbidity, higher levels of 
service use and many associated economic costs. In 2007, the prevalence 

of ‘mixed anxiety and depression’ was estimated to be nine per cent 
overall53.  Table 8 shows that 11,096 people in Cornwall and Isles of Scilly 
are expected to suffer from depression in later life, with 3,500 people 
aged 65 and over predicted to have severe depression with higher rates 

amongst women. 
 

There is evidence which shows a link between depression and frailty.54  

There are significant co-morbidities with a range of physical health needs. 
For example, 50% of people with Parkinson’s disease suffer depression33, 

25% following stroke34, 20% with coronary heart disease35, 24% with 
neurological disease and 42% with chronic lung disease36. Depression is 

often difficult to diagnose and treat in these groups and req 
 

Table 8: Estimated prevalence of depression in people in Cornwall and 
Isles of Scilly aged over 65 years55 

Age Group Male % Female % Total Estimate 
65-69 years 5.8 10.9 3,549 

70-74 6.9 9.5 2,473 
75-79 5.9 10.7 1,943 
80-84 9.7 9.2 1,592 
85+ 5.1 11.1 1,539 
   11,096 
Poppi Estimates 

Falls and injuries  

 
Falls which lead to injuries such as hip fractures are the largest cause of 

emergency hospital admissions for older people, and significantly impact 
on long term outcomes, e.g. being a major cause of people moving from 

their own home to long-term nursing or residential care. 
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In 2012/13 there were 784 recorded Emergency Hospital Admission for 

fractured neck of femur in persons aged 65 and over in Cornwall and Isles 
of Scilly, or  609.8 per 100,00056 which was not significantly different to 
the England average of 568.157. (PHOF). The incidence of fracture 
increases with age group as shown below. 

 
• For those aged 65-79 years there were 219 fractures, 255.5 per 

100,000. 

• For those aged 85+ there were 565 fractures recorded or 1,637 per 
100,000. 

 
Provisional data for 2013/14 also recorded 781 hip fractures with 490 

amongst women, and 207 in men. 
 
There were 2,433 admissions to hospital in 2011/12 recorded as injury 
due to falls (a wider definition including hip fractures).  This is a rate of 

1,617 per 100,000 not significantly different to England average. 
 

• Falls are also the leading cause of injury deaths among people 
aged 65 and over, more than half of which occur in their own 

home.  
 

• A non-injurious fall can still be fatal if the person is unable to get 

up from the floor and cannot summon help. Lying on the floor for 
more than 12 hours is associated with pressure sores, 
dehydration, hypothermia, pneumonia, and death. 

 
• After a fall, an older person has a 50% probability of having 

seriously impaired mobility and a 10% probability of dying within a 
year.  

 

• Falls which result in fractures can require more than 13 extra 
consultations with the GP in the year following the injury. Falls are 

a contributing factor in 40% of admissions to nursing homes. 
 

• Depression, fear of falling and other psychological problems (‘post-
fall syndrome’) are common effects of repeated falls. Loss of self-

confidence as well as social withdrawal, confusion, loneliness, fear 
and anxiety can occur, even when there has been no injury. 
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Pressure ulcers 

 
Pressure ulcers show a similar pattern to falls, with 6.24% of patients 

aged over 70 recorded in the NHS Safety Thermometer (2013) as having 
a pressure ulcer, compared with 3.41% in all other age groups. 

Prevalence is noticeably higher in community settings such as nursing 
homes and patients’ own homes, where they may be under the care of a 

district nursing team. NICE guidelines58 make a range of 
recommendations for the prevention of pressure ulcers.  
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Section 4.1 Services 

 
Health and care services should support older people with complex 

multiple co-morbidities, including frailty and dementia, to remain as well 
and independent as possible and to avoid deterioration or complications.  

Access to emergency care in times of crisis and of high quality hospital 
care when needed is also crucial. People with frailty are most likely to 

need high levels of medical and personal care.  
 
In this section we consider the local provision of primary care, community 
nursing, pharmacy services and social care in the community. We also 

present information on hospital admissions and other specialist services, 
where possible using local data and analysis. 

 
 

4.2 Primary Care 

 
Primary care plays an important role in identifying people at risk of frailty 

or already with frailty. Clinically, older people who are frail have poor 
functional reserve, so that even a relatively minor illness can present with 

sudden decline – causing the person to fall, become immobile or rapidly 
confused.  Ensuring good access to primary care for relatively minor 

conditions, can prevent this deterioration in health. 
 

The GP or other primary care clinician often leads the assessment of the 
individual’s clinical and social care needs through a short Comprehensive 

Geriatric Assessment. There is a range of guidance on the management of 

people with frailty including assessment, medicines review, individualised 
care and support plan59. The primary team also supports people before 

they have frailty to stay healthy and remain independent. Cornwall and 
Isles of Scilly and the Isles of Scilly have pioneered a number of new 

primary care models of integrated care these are described later in this 
section. 

 
From the GP Practice profiles60  22.4% of an average GP practice 

population in Cornwall and Isles of Scilly is aged over 65 years , 10% are 
aged over 75 years and 3% over 85 years. However this masks the range 

of practice profiles across GPs in Cornwall and Isles of Scilly.  
 

• The proportion of patients aged over 65 per practice range from 
4.3% to 34.3%; Over 75 years 0.9% to 15.3%; and over 85 years 

from 0.9% to 5.4%. 

                                                 
59

 British Geriatrics Society (2012; 2014) 
60

 GP Practice profiles
60

 http://fingertips.phe.org.uk/profile/general-practice 



Frailty in older people 55 

July 2015 

• The percentage of the GP registered population with a caring 
responsibility in Cornwall and Isles of Scilly and the Isles of Scilly is 

21% (range 9-33%). 
• Approximately 0.6% of the GP registered population is resident in a 

nursing home although this ranges from 0-1.6% 
 

Patient experience of primary care61:  
 

• 93% of people rated their experience of their GP as ‘very good or 

fairly good’. 
• 71.4% reported their satisfaction with GP out of hours in NHS 

Kernow was or ‘fairly good or very good’ which is similar to national 
average satisfaction. 

 
Approximately 95 per cent of urgent care in England is delivered in 
primary care62. Continuity of primary care may reduce the chance of acute 
hospital admission among older people. In England, the new GP contract 

(which comes into force in October 2014) will require that all people over 
75 with complex, multiple long-term conditions will be cared for by a 

named GP. 
 

The key interventions that Primary Care can make to prevention and 
management of frailty include: 

• Systematic screening and identification of frailty in people over 75 

years 
• Influenza and pneumococcal vaccination 

• Treatment of minor conditions which may limit independence 
• Support healthy lifestyles 

• Promote self-management and use of assistive technologies 
• Continuity of care including out of hours response 

• Personalised care planning 
• Coordination of multidisciplinary teams 

• Re-ablement and rehabilitation  
• Clinical care in residential care homes 

 

4.3 Health services for older people quality and 

performance 

 
There is evidence that access to care and treatment for many of the more 

minor conditions of ageing is variable and often poor63. These include 
mobility problems, foot health, chronic pain, visual and hearing 

impairment, incontinence, malnutrition and oral health. The same is true 
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for a number of more serious long-term conditions that predominantly 
affect older people or are more common with ageing. These include 

osteoarthritis, cardiac failure, chronic airways disease, and non-insulin 
dependent diabetes. Despite clear guidelines from the National Institute 
for Health and Care Excellence (NICE) for these conditions, clinical audit 
data and other studies reveal significant care gaps. 

 
Locally the performance data available from the NHS Outcomes 

Framework shows that64: 

 
• The potential years of life lost amenable to healthcare for females 

had reduced significantly in Cornwall and Isles of Scilly compared 
with the previous year and this was lower than nationally, but for 

men the years of life lost was average and had increased 
significantly from the previous year (this includes adults, children 
and young people). 

 

• There is no data currently available on enhancing the quality of life 

for people with long term conditions (mental health, dementia and 
carers). 

 

• For emergency admissions for acute conditions that should not 
usually require hospital admission, Cornwall and Isles of Scilly was 

in the top quartile of CCGs, performing better than national and 
regional averages.  

 

• Cornwall and Isles of Scilly also has a lower rate than national 
average emergency readmissions within 30 days of discharge from 

hospital, again in the top quartile of CCGs. 
 

• Both hip replacement health gain were measured to be average, 
and knee replacement health gain above regional and national 

averages. 
 

• There is currently no data available on helping people to recover 

from episodes of ill health or following injury (stroke, fractures or 
illness  in older people), although this is in development. 
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4.4 Community Nursing Services 

 

Community nursing is one of the services that people with frailty may rely 
on in order to remain in their own home. In Cornwall and Isles of Scilly 

and the Isles of Scilly the community nursing service includes community 

matrons, district nurses and the acute care at home team.  District 
nursing makes up a large majority of the community nursing service 

(93%), community matrons 4.8% and acute care at home 1.8%. 
 

A Review of Nursing in the Community was undertaken as a joint project 
between Peninsula Community Health and NHS Kernow in 2013.  As part 

of this, all 10 localities were asked to hold stakeholder events to discuss 
the current service and potential service improvements based around local 

experiences and a data pack that including a survey of the current service 
(completed by District Nurses, Community Matrons, GPs and other 

practice and community staff), benchmarking data and other information. 
Some of this information is presented below. 

 
Almost three quarters (72%) of the caseload that community nursing 

support are aged over 75 years. 
 
Chart 8: NHS Kernow community nursing by age of caseload, 2013 

 
 

The most frequent reasons for the 287,784 visits in were: 
• Dressings and bandaging (37%) 

• Medication (19%) 
• Venepuncture (11%) 

• Advice and support (10%) 
• Pressure area care  (6%) 

 
The local analysis shows that there are small variations (significance not 

tested) between rates of nursing contact and service hours by NHS 
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Kernow locality group. The lowest rates appear to be in Newquay (small 
cluster),  East Cornwall and Isles of Scilly and Truro localities. South 

Kerrier, North Kerrier, Penwith and Coasta Cluster with higher than 
average rates. 

 
 

 
Chart 9: Community nursing contact rate per 1,000 population by 

Locality 

 
 
Chart 10: Community nursing service hours per 1,000 population by 
Locality 
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Key points from the Community Nursing Review 

 
The overwhelming response from GPs from the survey was very positive - 

that the district nursing service in particular is extremely well thought of 
with individuals providing a high quality service for patients.  However, 
both the GP practices and district nurses themselves reported that the 
service is under-resourced and that the nurses are over-worked leading to 

stress, low morale, sickness and recruitment issues.   
 

In the short term, there were some suggestions for improving efficiency 
through use of technology, reducing duplication in data entry and working 

more closely with practices including better integration with practice 
nurses.  However, it was also recognised that longer term the demand for 

community nursing would increase with a growing elderly population and 
the drive to care for individuals in the community wherever possible.   
 
Chart 11: Community nursing review: survey results from primary care 
staff 

 
 

4.5 Community hospitals 

There are 14 community hospitals across Cornwall and Isles of Scilly and 

the Isles of Scilly. The bed days provided by these community hospitals 
are shown below. Further information on community hospitals was not 
available for this JSNA. See Section 5 for consultation response on the 
Poltair community hospital reconfiguration.  
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Chart 12: Community hospital usage by bed days, 2013 

 
 

4.6 Community Health Services 

 

NHS Kernow has a wide range of community and specialist rehabilitation 
services in the community that play a role in supporting frail people to 

remain in their homes and out of hospital. This service area has not been 
examined in this JSNA, but recommendations include a specific review of 

this area. 
 

 

4.7 Social Care 

 

Social care service activity, mainly provided by Cornwall and Isles of Scilly 
Council was not available for this JSNA. However the provisional national 

dataset65 shows that in Cornwall and Isles of Scilly and Isles of Scilly for 
adults aged 65 and over: 

 
• 2,840 Adults 65 year and over receiving home care; 

• 335 receiving day care; 
• 1,520 in residential or nursing care provided by the Local Authority 

(funded under Section 256 of the 2006 NHS Act); 
• 15 receiving meals, 100 meals per week; 

                                                 
65

 HSCIC, NASCIS 2013/14, http://www.hscic.gov.uk/nascis 
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• 220 receiving direct payments; 
• 160 adults aged 65 and over attending day care per week on 

average. 
 
Nationally 51 per cent (£8.8 billion) of social care expenditure in 2013-14 
was on older people (those aged 65 and over), compared to 52 per cent in 

2012-13. 
 

The Social Care Outcomes Framework66 (SCOF) shows data on adult social 

care in local authorities around the country. These include survey data on 
quality of care, experience of care and support for independence. The 

outcomes for people aged over 65 in Cornwall and Isles of Scilly are 
shown below and in chart 13. 

 
• Overall satisfaction levels67 and social care related quality of life 

was reported to be similar to national.   
 

• 84% of users of social care reported they feel safe and secure, 
higher than national levels. 

 
• Also 76.7% of over 65s who use services felt they had control over 

their daily life. 
 

• In Cornwall and Isles of Scilly there were a higher proportion than 

average of people supported to remain in home 91 days after 
discharge from hospital (83.5%), and a lower rate of admission to 

residential care than nationally . 
 

• However, on average 6 people in Cornwall and Isles of Scilly 
experience a delay in transfer of care from hospital due to health 

and social care on any given day, compared to 3 on average 
across England. 

 
• There are only 290 people over 65 using direct payments for their 

care which is lower proportion (2.8%) compared to nationally 
(9.3%). There is also a lower rate of self-directed support in 

Cornwall and Isles of Scilly than England. 
 

• Although similar to national levels, only 44% of people in contact 

with services felt they had as much social contact as they would 
like. 

 

                                                 
66

 SCOF 2013-14 (provisional release). http://ascof.hscic.gov.uk/Outcome/902/1B 
67 Respondents (aged 65 and over) who answered 'I am extremely satisfied' or 'I am very satisfied' or 'I am very 

happy with the way staff help me, it's really good'  as a percentage of all respondents to the question. 
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Chart 13: Cornwall and Isles of Scilly's relevant ASCOF indicators 
compared to its nearest statistical neighbours68   

 
 

Cornwall and Isles of Scilly's gross expenditure on older adult clients per 

head of older population is £738. This is 23% lower than the median 
spending of its nearest statistical neighbours (£955)69.  Whilst this 

information cannot be used to make conclusions about the relative quality 
of care between authorities, or the ‘correct price’ for care this raises 

questions that can be considered by local commissioners. This is shown in 
chart 14 below.  

 
Chart 14: Cornwall and Isles of Scilly's 2012/13 gross expenditure on 

older adults per head of older population compared to its nearest 
statistical neighbours     

 
 

 

A recent review by SCIE of home care services70 found that a higher 
proportion than ever before of older people receiving home care are now 

                                                 
68

 Note error on chart ‘satisfaction with care measure’ 
69

 Adult Social Care Efficiency Tool https://www.gov.uk/government/publications/adult-social-care-efficiency-tool 
70

 SCIE (2014) http://www.scie.org.uk/key-topics/index 
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considered to have complex needs as the council only offer home care 
services to those with substantial or critical needs. Sometimes staff are 

poorly trained and poorly paid, which leads to high turnover of paid carers 
(32 per cent leave within 12 months; 56 per cent within two years). This 
can mean a lack of continuity of care for older users and a lack of 
flexibility in changing care arrangements. 

 
Their research and engagement found that; 

 

• Older people prefer to stay in their own homes and 
communities until it is impossible for them to do so, rather than 

move into residential care. 
 

• Older people want a good quality of life not simply for their 
basic needs to be met. Loneliness is a major problem for older 
people living at home. There are high rates of depression and 

loneliness particularly among those with complex health problems 
or who have suffered bereavement, which social interaction can 

alleviate. 
 

• Most people being cared for at home want a warm relationship 

with their paid carers and place a lot of value on conversation 
and continuity of care. 

 

• People want personalised and flexible approach to their 
care, which respects them as individuals. Older people being 

cared for at home have varying and multiple support needs, and a 

‘one-size-fits-all’ approach is not appropriate. 
 

 

4.8 Prescribing and polypharmacy 

 
In Cornwall and Isles of Scilly, pharmaceutical services are mainly 

provided by community pharmacies. To a lesser extent, pharmaceutical 
services are offered in Cornwall and Isles of Scilly by other providers such 
as GP Dispensing Practices, Dispensing Appliance Contractors, Hospital 
Pharmacies, Minor Injury Units and Homecare companies71. 

 

Older patients have a higher prevalence of chronic and multiple illness, 
some as a result of physiological changes associated with ageing. They 

are therefore more likely to be seen in primary care and prescribed 
medication by their doctors and to take multiple medications – known as 

                                                 
71

 NHS Cornwall and Isles of Scilly and Isles of Scilly Pharmaceutical Needs Assessment, 2011 
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polypharmacy.   There is an increased risk of medication error in older 
people due to a range of factors such as72: 

 
• A higher likelihood of polypharmacy in the older population, who 

may be more susceptible to adverse effects. 
• Missed medications in hospital and care home settings. 

• Timing errors: for example, people with Parkinson’s Disease not 
receiving medication at the correct time. 

 

Medication error is the second most common underlying cause of patient 
safety incidents, accounting for 11% of the 1.2 million incidents recorded 

via the National Learning and Reporting Service in 2011, omission and 
incorrect dosage or strength are the top two categories of error73. 

 
Medicine Use Reviews can be offered by community pharmacists to those 
high risk patients who could most benefit, for example patients with 
neurological conditions (e.g. Parkinson’s disease or epilepsy), asthma or 

COPD, patients on long-term dressings, and patients recently discharged 
from hospital. 

 
The Cornwall and Isles of Scilly and Isles of Scilly Pharmaceutical needs 

assessment (2011) identified two areas of specific concern relevant to 
older people with frailty, already mentioned above: firstly, around hospital 

medicines on hospital admission and discharge; secondly, concerning 

medicines management issues in nursing and residential care homes.  A 
Cornwall and Isles of Scilly and Pharmaceutical needs assessment for 

2014 is currently underway. 
 

4.9 Prescribing Costs 

 

A new collection of data on prescriptions dispensed free of charge shows 
that over 90.6 per cent of all prescriptions were dispensed free of charge. 

Sixty per cent of items were dispensed free to patients exempt from the 
prescription charge because of older age (aged 60 and over) and five per 

cent went to the young (aged under 16 or 16-18 and in full-time 

education) who are also exempt from the charge.74 
 

There is little prescribing data available by age group, at a local or 
national level. However, the higher prescribing programme areas for all 

                                                 
72

 Duerdon, M. et al (2011) The quality of GP prescribing: An inquiry into the quality of General Practice in England. 

The Kings Fund: London. 
73

 NHS England (2014) Safe, compassionate care for frail older people using an integrated care pathway: 

http://www.england.nhs.uk/wp-content/uploads/2014/02/safe-comp-care.pdf 
74

 HSCIS (2013) Prescriptions Dispensed in the Community, Statistics for England - 2002-2012 
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ages as shown in chart 13 below are problems of the respiratory system, 
circulation and neurological.  

 
Chart 13: Cost of prescribing by programme area, NHS Kernow75  

 
 

 
 

4.10 Admission to hospital  

 
It is also now established that frail older people can suffer harm from 
receiving care in an acute setting when this is not absolutely necessary. 
Preventing avoidable admissions to hospital and providing care closer to a 

patient’s home has been a key objective for NHS Kernow and formerly 
Primary Care Trust. 

 
In Cornwall and Isles of Scilly an estimated 52% of emergency admissions 

to hospital are by people with some level of frailty, using the algorithm 
method (see Section 1).  The table below show the proportion of 

estimated frail admission rises to 57% amongst the oldest age groups (85 
years and over). Chart 15 below shows that the North Kerrier GP locality 
has significantly higher rates of admission by this definition compared with 
other areas. 
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 NHS Prescription Services, NHS BSA (2014) 
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Table 9: Percentage of emergency admissions to hospital by frail 
patients by age groups in 2013/14 

Emergency 
Admissions 

Age group 

 65-74 75-84 85+ All 65+ 
Frail Admissions 3,141 4,566 3,902 11,609 
Non-frail admissions 4,057 3,907 2,930 10,894 
Percentage frail 44% 54% 57% 52% 
Population 70,010 39,612 17,105 126,727 
Rate per 1,000 44.865 115.268 228.120 85.964 
Note: GP population snapshot, March 2013 

 

 
Chart 15: Emergency admissions by age group in NHS Kernow Locality 
area 

 
 

 
The Older People’s Health and Wellbeing Atlas76 (see Appendix 2) shows 
a range of comparative indicators relating to hospital admissions in 
Cornwall and Isles of Scilly for those aged over 65 years in 2011/12. 

These are summarised below: 
 

• All Admissions (including elective, emergency and daycases) for both 
male and female in Cornwall and Isles of Scilly are significantly lower 

when compared to England and SW average at 54,702 admissions per 
100,000 people aged over 65 years. 

 
• Emergency admissions and readmissions amongst this age group are 

also significantly lower than regional and national averages. 

 

• Rate of hospital admission for stroke however, are significantly higher 
than England at 900 per 100,000 people, compared with 695.6 per 

100,000. 
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 Older People’s Health and Wellbeing Atlas http://www.wmpho.org.uk/olderpeopleatlas/Atlas/atlas.html 
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• There are also higher than average rates of total hip replacement and 
revision hip replacements (following a previous hip surgery), knee 

replacements in Cornwall and Isles of Scilly compared to England. 
 

• There are higher than average rates of people returning home after a 

hip replacement than nationally.  
 

• There were higher than average rates for heart bypass surgery in 

Cornwall and Isles of Scilly compared to nationally, but lower than 
average rates for angioplasty. 

 

• According to the neurology profile77 the emergency admissions per 

100,000 people due to Parkinson disease as primary diagnosis is 
significantly higher in Cornwall and Isles of Scilly compared with 

nationally. 
 

• The Isles of Scilly are mostly not reported due to small numbers and 

significance testing was not calculated. However where this is shown 
there is a higher than average all admission rate for women only 

compared with nationally. The emergency admission rate was not 
significantly different to England average for either men or women. 

 
 

Hospital admissions: Co-morbidities and frailty 

 
The average cost of an emergency admission is 20% higher when co-

morbidities are present.  The number of co-morbidities a person has is 
directly linked to risk of having frailty. The number of co-morbidities 

recorded increases significantly from age 60. From age 70 onwards, 
between 60 and 70% of all patients admitted in Cornwall and Isles of 

Scilly have a co-morbidity. 
 

The two primary co-morbidities within the older people’s admissions in 
CIOS are Dementia and Heart Failure. 

 

  

                                                 
77 Neurology Profiles http://fingertips.phe.org.uk/profile-group/mental-health/profile/neurology 
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Chart 16: Emergency admissions with a comorbidity in Cornwall 
and Isles of Scilly by age group, 2012/13 

 
 

Length of stay in hospital and re-admissions 

 
Patients aged over 65 years tend to have longer lengths of stay.  Although 
we tend to attribute this to age, it is more likely attributed to frailty which 

increases with age. The chart below shows the increase in longer spells in 
hospital amongst the older age groups. 

 
The over 75’s also have a high number of re-admissions.  In 2012/13 

there were over 5,000 patients in Cornwall and Isles of Scilly and the Isles 
of Scilly who were admitted twice or more. 
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Chart 17: Length of stay in hospital by age group, Cornwall and Isles of 
Scilly and Isles of Scilly 

 

 
The length of time spent in the emergency department (ED) can also 

result in harm, with complex older patients more likely to be at risk, for 

example78:  
 

• Length of stay in an ED is predictive of inpatient length of stay. A 
stay of 4-8 hours was found to increase inpatient length of stay by 

1.3 days, while a stay of more than 12 hours increases length of 
stay by 2.35 days.  

• Patients treated in an overcrowded ED often have treatments 
delayed.  

• For patients who are seen and discharged from an ED, the longer 
they have waited to be seen, the higher the chance that they will die 

during the following 7 days. 
 

 

4.11 Flu vaccination coverage 

 

Influenza and pneumonia are common vaccine preventable illnesses which 
can result in high mortality rates amongst older and vulnerable people.  

  
• The annual uptake of seasonal influenza vaccine in the over 65s 

in NHS Kernow to January 2014 was 71.3%, which was slightly 
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 Oliver, D et al for Kings Fund (2014) Making our health and care systems fit for an ageing population 
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lower than England average of 73%. Practice coverage in 
Cornwall and Isles of Scilly varied from 58% to 89%.  Uptake of 

the vaccination amongst carers in Cornwall and Isles of Scilly 
was much lower at just under 50%. These coverage levels are 
below target population levels. 

 

• The pneumococcal vaccination is also offered to patients aged 
over 65 years as a single dose if they have not already received 

it. In Cornwall and Isles of Scilly Practice data recorded that 

82,175 people (67%) of registered patients had received the 
pneumococcal vaccine anytime up until the 31st March 2013. 

 
 

4.12 Telehealth and Telecare  

 

Telehealth is defined by the Department of Health as a service that ‘uses 
equipment to monitor people’s health in their own home… monitoring vital 
signs such as blood pressure, blood oxygen levels or weight ’. 
 

Telecare or telemonitoring  are where remote monitoring tools capture 

physiological measurements and relay them to the Telehealth Hub for 
review and where necessary, a response. A healthcare professional then 

prioritises patients according to need and responds proactively to patients 
at risk of exacerbation. 

 
The evidence for telehealth services for people with long-term conditions 

is mixed, with the best evidence pointing to possible effectiveness of 
telecare services for older people with specific conditions such as cardiac 
failure, diabetes or chronic lung disease. Telehealth may play an 
important role in the delivery of care to remote and rural populations. 

There are approximately 1,000 users of telehealth, and 1,700 installation 
of equipment in NHS Kernow (see Table 10). 

 
Cornwall and Isles of Scilly and Isles of Scilly experience of 

telehealth 

 
From a CIOS survey in 2013 the top six conditions that clinicians listed as 

having the most patient benefit were: 
• COPD 
• Chronic Heart Disease 
• Urinary Tract Infection Risk 

• Diabetes 
• Hypertension 

• Falls Risk (Postural Hypotension) 
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Table 10: Telehealth and telecare activity, NHS Kernow  

 
 
Patient engagement was gathered from an  annual survey of service 

users, and undertaken by Peninsular Community Health, a total of 579 
responses were received (from a patient base of approximately 1,102).   

 
The patient feedback reported positive responses on the ease of accessing 

the service and responsiveness of the service. 
 

• 51% of patients felt that it had helped to prevent a hospital admission 
(the remainder didn’t know, thought not or didn’t answer),  

• 32% felt that it had reduced their trips to see the GP  
 

The following responses were received when asked: ‘What effects has the 
telehealth service and support had on you?’ 
 

 
Total % 

Increased my independence 120 21% 
Given me more information about my 
condition 243 42% 

Helped me to manage my condition better 277 48% 

Made me feel more supported and/or safe 350 60% 

Improved the healthcare that I receive 160 28% 

No answer 61 11% 

Total patients 579   

 
Future plans for telehealth 

 
• To move to an integrated community service, where the telehealth 

service responds to and supports the increasing demands on 
community services.   

• Focus on optimising self-management using the equipment and 

knowledge of the team to empower patients and carers to take 
control of their own health, where this is appropriate 

• To move to a service model where there are two types of service: 
o one for short term intervention and to promote self-

management and  
o one long term, to keep people safe at home. 
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• To ensure that everyone who has been in an acute setting with a 
long term condition should be considered for telehealth. 

• Introduce training, development post and use contracting to 
encourage the offer of telehealth to patients at discharge from 

acute, community hospitals and also primary care. 

Effective Evidence 
 

In order to increase healthy life expectancy – that is the years of life spent 

in good health - and healthy ageing in the population of Cornwall and Isles 
of Scilly and the Isles of Scilly it is crucial to focus effort on reducing risk 

factors for premature death and illness. 

 
Lifestyle factors have a huge impact on health. Five behaviours and 5 
conditions together cause approximately 75% of all deaths and disability 

in Cornwall and Isles of Scilly and the Isles of Scilly. 

 
Figure 5: Lifestyle factors 

 
 
There are many opportunities for promoting healthy ageing, through 
tackling these unhealthy behaviours throughout the life course.  
 

Section 5.1 Primary prevention - Healthy ageing  

This includes the healthy lifestyle activities that are important for 
everyone at all ages including 

• Physical activity 
• Smoking cessation 

• Healthy eating 
• Sensible alcohol consumption 

• Mental health promotion  
• Work place health programmes 

 
Patients and health professionals in Cornwall and Isles of Scilly and Isles 

of Scilly can access services via PHIL (the Promoting Health Information 
Line). In addition there are programmes aimed at preventing specific 
conditions. The Health Checks programme for people aged 40 -74 
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identifies those at risk of heart disease, stroke and diabetes. It offers 
tailored advice, support and referral if required to help people make 

lifestyle changes to prevent or delay onset of health problems. 
 

Section 6.1 Secondary prevention – Living well with 
long term conditions 

 

People with long term conditions can be encouraged to take control of 
their condition. Lifestyle modifications can be used to control or even 
reverse early signs of disease such as high blood pressure, high 

cholesterol and diabetes. There are also programmes to help reduce the 
impact of specific diseases and promote self-care such as cardiac 

rehabilitation, pulmonary rehabilitation and programmes for newly 
diagnosed diabetics. After the formal programmes are completed, patients 

are able to access help to continue to improve or maintain lifestyle 
factors.  

 
Other public health interventions include flu immunisations for people with 

long term conditions and walking programmes for diabetics  . 
 

Section 7.1 Tertiary prevention – Promoting 
resilience 

 
For those people whose long term conditions lead to disability and frailty, 

tertiary prevention can help them maintain independence and reduce need 
for services. 

Examples include warm homes schemes, falls prevention programmes, 
volunteer schemes to improve social contact for the elderly and projects 

to support carers such as carers’ health checks. 
 

A review of all public health interventions that h ave been assessed by the 
National Institute for Health and Care Excellence (NICE) found that 30 

were cost saving and a further 69 cost less than £1,000 per quality 
adjusted life year (QALY) gained. (15) NICE judges anything that costs 
less than £20,000 per QALY to be cost effective. Therefore public health 
interventions are generally highly cost effective compared to the vast 

majority of health care interventions assessed by NICE. 

 
The effectiveness of public health interventions can be demonstrated 

using physical activity as an example; 
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Section 8.1 Physical activity as primary prevention 

There is overwhelming evidence of the importance of physical activity in 
enabling a healthy and fulfilling life into old age79. Evidence shows that 

people who do regular physical activity have:  
• up to a 35% lower risk of coronary heart disease and stroke  

• up to a 50% lower risk of type 2 diabetes  
• up to a 50% lower risk of colon cancer  

• up to a 20% lower risk of breast cancer  
• a 30% lower risk of early death  
• up to an 83% lower risk of osteoarthritis  
• up to a 68% lower risk of hip fracture  

• a 30% lower risk of falls (among older adults)  
• up to a 30% lower risk of depression  

• up to a 30% lower risk of dementia 
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 Start Active, Stay Active; A report on physical activity for health from the four home countries’ Chief 

Medical Officers 
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Section 9.1 Implications for commissioning 

 
NHS England recommended that measures to evaluate the 

implementation of any frail older people’s pathways are based on the 
following categories80: 

 
• Patient experience: where patients themselves have provided 

feedback on the quality or effectiveness of the service they have 
received. 

• Harm reduction: where outcome measures indicate whether harm to 
frail older patients has occurred. 

• Quality of life: whether or not frail older patients are able to maintain 
reasonable quality of life after contact with health services. 

• Systems supporting older people: where measures relate to the 
systems that treat frail older patients, and whether these support 

improvements in care. 

• Financial: where indicators show any savings released as a result of 
changes to the pathway. 

 
Setting a range of CQUINs with providers at critical points of the frailty 

pathway will help resources and embed service redesign.Health 
Education England, along with commissioners and providers working 
through their LETBs have the opportunity to commission the delivery of 
education to improve the skills and pre- and post-graduate education 

of all health and healthcare workers who care and provide treatment 
for people with frailty, from prevention through to end-of-life care.A 

national Community Nursing Strategy is currently under development. 
NHS England is developing a medicines optimisation dashboard 

bringing together a range of medicines-related data in a way never 
done before.  NHS England hopes that it will help CCGs explore how 

well their local populations are supported to optimise medicines use. 
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 NHS England (2014) Safe compassionate care for frail older people. 
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 Recommendations  
 
Improving services for older people requires us to consider each 

component of care, since 
many older people use multiple services, and the quality, capacity and 

responsiveness 
of any one component will affect others. The recommendations are 
structured under the key components set out by the Kings Fund.81 

• healthy, active ageing and supporting independence 
• living well with simple or stable long-term conditions 

• living well with complex co-morbidities, dementia and frailty 
• rapid support close to home in times of crisis 

• good acute hospital care when needed 
• good discharge planning and post-discharge support 

• good rehabilitation and re-ablement after acute illness or injury 
• high-quality nursing and residential care for those who need it 

• choice, control and support towards the end of life (not covered 
in this report) 

 

Healthy, active ageing and supporting independence 
 

1. Ensure that new housing stock reflects the needs of the local 

ageing population, with sufficient extra care, sheltered and age-
friendly housing available in sites with access to local amenities.  

 

2. Home adaptations, basic repairs and equipment to maintain 
people’s independence, live safely and keep warm should be 

prioritised. 
 

3. Address loneliness amongst people with or at risk of frailty, by 
supporting a vibrant voluntary and community sector to engage 

with their local population including providing opportunities to 
volunteer.  

 

4. Protect and improve community and public transport 
arrangements across the county. 

 

5. Increase levels of physical activity across the whole population 
using evidence based approaches, recognising the benefits to 

healthy ageing and preventing falls in later life. 
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Living well with simple or stable long-term conditions 
 
6. Promote self-care and self-management of long term conditions, 

including lifestyle changes through the ‘Every Contact Counts82’ 
initiative across health and social care settings. 

 

7. Explore the low uptake of personalised budgets and telehealth or 
e-health initiatives in Cornwall and Isles of Scilly and Isles of Scilly 

that may have particular benefits given the dispersed geography. 
 

Living well with complex co-morbidities, dementia 
and frailty 
 

8. Identify and assess people at risk of frailty through a countywide 
approach and in particular increase the diagnostic rates of 

dementia across health settings. 

 
9. Support Dementia Friendly Towns/Cities initiative and dementia 

champions training across Cornwall and Isles of Scilly and the Isles 
of Scilly. 

 

10. The value of carers in the provision of unpaid care in the 
community should be celebrated and their health and wellbeing 

protected through regular health checks and provision of support 
and respite. 

 

11. Ensure that a standardised Comprehensive Geriatric 
Assessment (CGA) process is introduced across health and social 
care providers to reduce the need for people to repeat their stories 
and improve integrated care planning.  

 

Rapid support close to home in times of crisis 

 

12. People with frailty should have rapid access to clinics in acute 

and community hospital settings to receive specialist advice from 
the multi-disciplinary team, including geriatricians.  
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 NHS England (2014) Making Every Contact Count Toolkit http://www.england.nhs.uk/wp-

content/uploads/2014/06/mecc-guid-booklet.pdf 
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Good acute hospital care when needed 

 

13. Hospitals should make safer care for older people a key priority, 
and focus specific attention to the prevention and treatment of 

falls, pressure sores, hospital-acquired infection, medication errors 
and deep vein thrombosis, based on national guidance. 

 

14. Deliver education and on-going training to improve the skills 
and pre- and post-graduate education of all health and healthcare 

workers who care and provide treatment for people with frailty, 
from prevention through to end-of-life care. 

 

Good discharge planning and post-discharge support  
 
15. When preparing for discharge, older people and their carers 

should be offered details of local voluntary sector organisations, 

other sources of information and practical and emotional support 
including information on accessing financial support and re-

ablement services. 
 

16. Delays to discharge from hospital due to social care should be 
highlighted to commissioners and investigated via root cause 

analysis. 
 

17. Recommendations from the community nursing review should 

be implemented including future planning for the community 
nursing workforce and better integration of community nursing 

and practice nursing. 

 
Good rehabilitation and re-ablement after acute 

illness or injury  

 
18. A review of rehabilitation and re-ablement services should be 

undertaken including analysis of quality and equity of access by 
locality. 

 
High-quality nursing and residential care for those 
who need it 

 
19. Comprehensive geriatric assessment should be carried on and 

with any person entering residential or nursing care and a 
personalised care plan put in place to prevent unnecessary 
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admission to hospital and optimise management of long-term 
conditions. 

 

20. Primary care support to residential care homes should be 
commissioned in line with Gold Standard Framework and the BGS 

Commissioning Guidance and complement the national Directly 
Enhanced Service. 
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Next Steps 
 

Section 10.1 The Frailty Pathway and Service 

Developments 

 
A key ambition for NHS Kernow and Cornwall and Isles of Scilly Council is 

to use the Pioneer status and increased flexibilities to deliver better 

integration of health and social care. 
 

The local developing anticipatory model of care for people who are frail 
focuses on individual’s circumstances and needs in order to deliver specific 

support to allow people to live as healthily as possible, maintain their 
independence and avoid health and social care crises.  Where health 

deterioration takes place, the system should be in place to respond to the 
changing circumstances and practitioners able to quickly implement a care 

plan that promotes independence, minimises the deterioration, and the 
intervention required.   The nine elements of the frailty model of care in 

Cornwall and Isles of Scilly follow the recommendations from BGS as: 
 

1. Healthy active ageing and supporting independence 
2. Living well with long term conditions 
3. Living well with complex comorbidities and frailty 

4. Rapid support close to home in crisis  
5. Good acute hospital care when needed 

6. Good discharge planning and post discharge support 
7. Good rehabilitation and re-ablement 

8. High quality nursing and residential care for those who need it 
9. Choice, control and support towards the end of life. 

 
The clinically led key service developments that underpin the frailty 

pathway include defining, describing and collating a local ‘Frailty Toolkit’ 
that identifies how to screen, assess, care plan and case manage 

individuals with frailty. Part of this work includes other elements such as: 
 

• Defining and developing Integrated Care Community teams who 
will have inter-disciplinary health, social care and voluntary sector 

practitioners who can create ‘virtual wards’ to deliver quick and 

seamless access to health, social care and 3rd sector services to 
support the personalised needs of individuals in the community who 

are frail. 
• Exploration of Community Hospitals as Community ‘Hubs’ of 

care providing different models of ‘in reach’ and ‘out reach’ 
support across a wider integrated team 
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• Community Single point of access, via a virtual team to facilitate 
expedient access to services and support to meet the needs of patients 

as they arise. 
• RCHT Single Point of Access to provide a clinical triage function for 

frail patients at RCHT 
• Community Geriatrician Services are being developed to respond to 

the healthcare needs of the ageing population and support initiatives to 
provide community-based alternatives to hospital care for older 

patients.  

• Care Home virtual team to ensure coordinated and proactive health 
care and planning to residents in nursing and residential care. 

• Primary Care Dementia Practitioners and Dementia Liaison 
Nurse 

 
 

Section 11.1 Unplanned Admissions Enhanced Service 

 
In addition a new Primary Care Unplanned Admissions Enhanced Service83 

(ES) has been introduced from 1st April 2014. This requires Practices to: 
 

• Identify and develop a register of 2% of their patients who are most at 
risk of unplanned admission to hospital (all ages); 

• Improve access to primary care for this group; 
• Develop Personal Care Plans for patients on the register; 

• To review any unplanned admissions or ED attendances for any of the 
patients on the register. 

 
 

Box 1: Newquay Pathfinder 

The Newquay Pathfinder was designed to improve the quality of life 
for older people in Newquay by helping them identify ways to build 

their self-confidence and self-reliance, providing practical support to 
help them achieve their aspirations.  

• Early evaluation findings were positive and reported: 

• Improvement in peoples’ own feeling of wellbeing 
• Improvement in practitioners’ morale and the efficiency of the 

team and 
• Reduced costs across the system 

• For a case study from a resident in their own words go to : 

http://www.youtube.com/watch?v=ZPpAHRRLf-I 

                                                 
83

 GP Unplanned Admissions Enhanced Service Guidance 

http://www.nhsemployers.org/~/media/Employers/Publications/Avoiding%20unplanned%20admissions%20guidan

ce%202014-15.pdf 
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Box 2: Penwith Changing Lives84 

 
Twelve months after the Newquay Pathfinder, the project has been 

expanded to the  Penwith Pioneer ‘Changing Lives’ to cover 1,000 
people85. 

 
To begin with, the Penwith team will include all health and social 

care teams, community nurses and therapists, family doctors, 
carers, families and neighbours, voluntary sector organisations (in 

particular Age UK and Volunteer Cornwall and Isles of Scilly) local 
community groups and of course, the people themselves. 
 
Just like the Newquay Pathfinder, the Penwith Pioneer is a new way 

of working that enables everyone, especially those who are frail or 
vulnerable, to live the lives they want, to the best of their abilities. 

It aims to help everyone to make better use of the skills and 

resources from health, social care and voluntary sector 
organisations in Cornwall and Isles of Scilly and the Isles of Scilly, 

as well as from people and their communities. The approach 
commits to: 

 
• Listen to individual’s stories 
• Connect people up with communities and help access local 

support groups and sources of information needed  

• Ensure people get the health and social care they want, when 
they want it, delivered in a way that supports their goals  

• Put the person's needs before that of the organisation  
• Aim to prevent ill-health wherever possible 

• The Pioneer has an outcomes and evaluation framework. 
Financial modelling is also planned as part of this evaluation. 

 
  

                                                 
84

 Age UK, Penwith Pioneer http://www.ageuk.org.uk/cornwall/how-we-can-help/penwith-pioneer/ 
85

 NHS Kernow, Living Well Pioneer Penwith http://www.kernowccg.nhs.uk/pioneer 
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Appendix 1: Rockwood Clinical Frailty Scale 
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Appendix 2: The Older Peoples Health and 

Wellbeing Atlas: Cornwall and Isles of Scilly LA 
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If you would like this information in another format or language 
please contact: 

Cornwall and Isles of Scilly Council 
County Hall 
Treyew Road 
Truro TR1 3AY 

Telephone: 0300 1234 100 
Email: enquiries@Cornwall and Isles of Scilly.gov.uk 

www.Cornwall and Isles of Scilly.gov.uk 

 

 

 

 


