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What is the Acute Frailty Network (AFN)?
URGENT CARE demand in England is rising faster than predicted. Of 18.3 million first
attendees to emergency departments (EDs) in England in 2012/13, 3.6 million (20%)
were aged over 65 years (Smith et al 2014). This population is at high risk of hospital
admission following ED attendance, which can be regarded as a ‘sentinel event’ that
heralds an intensive period of health and social care service use (Woodard et al
2013).
‘The Acute Frailty Network’ has been developed to work with frontline teams to
understand what support they need to improve ‘front door’ services for frail older
people. The overall aim of the network is ‘to support older people to get home sonner
and healthier’.
Since the programme started the AFN team have worked with over 70 sites and
developed a toolkit to help front line teams adopt best practice principles. The impact
of this has been to reduce occupied bed days, increase same day discharge and
reduce readmissions.

Improving Acute Frailty Services (AFS)
through a Network
Every Hospital is different and every service is different;
however there is a wealth of experience from peers who are
working on AFS and those that have knowledge and
experience of evidence based improvement methodologies.
The reality of implementing new ways of delivering
emergency care is always more challenging than the theory
One of the most valuable ways to meet this challenge is to
learn how others have approached or are approaching
similar challenges. Learning how things work in practice and
seeing the impact of changes that have been made by others
helps keep things real.
The AFN brings together and effective blend of practical
expertise and experience to achieve improvement.
This is enhanced by the creation of a community of practice
within previous cohorts of the network. This means local
teams will be able to access the help, support and
experience they need to transform emergency care by
making real and tangible improvements to local services
based on the experiences and outcomes of cohort 1 to 6.

The Acute Frailty Network will support sites with national clinical
improvement expertise design pathway improvements by:
•
•
•
•
•
•
•
•

Providing a bundle of identified and specific tools and methodologies to support the
implementation of an Acute Frailty Service locally
Allocating a senior manager to provide 1-1 support and expertise with QI
methodologies
Undertaking a site visit to understand current provision and recommend areas for
improvement
Sharing a repository of best practice and case studies from the participating sites
Providing a network to access knowledge and share learning through a combination of
learning events, masterclasses, action learning sites
Sharing ‘Return on Investment’ case studies and supporting sites to undertake this
analysis where impact data shows improvement
Providing ‘on-site’ workshops to develop project measures and undertake studies to
understand patient experience
Providing clinical support an measurement expertise from the national team

The Programme
Acute Frailty Network timeline 12 month programme

What you can expect from the programme
•
•
•
•
•

•
•
•

8 people from each area are invited to attend three national events and organisations have access to one
to one site and measurement support, virtual events, site visits and support material
Initial diagnostic site visit and another locally delivered workshop of your choice
Improved service design through learning from other organisations in the network which in turn provides
confidence in approach
Support from national experts in acute frailty and service improvement
Masterclass workshops for 3 people per site including:
Measurement for Improvement
Nursing/Therapists
Improvement Methodology
The programme team will provide bespoke advice, support and facilitation as required
Members will have exclusive access to the Acute Frailty Network Website where participating sites have
shared work they have completed as part of the programme e.g. policies, JD’s,service specs etc.
You will be able to download tools to help set up your project such as experience based design and
sustainability tools as well as guidance on measurement. There is also a section where you can download
any documents and case studies shared by participating sites

North Bristol NHS Trust, a cohort 5 site,
demonstrating outcome based improvement on
multiple fronts. They have shown improvement in
bed days consumed by frail patients, they have
reduced frailty outliers, and have halved the time
that frailty patients spend in ED.

The Acute Frailty Pathway at Medway NHS Foundation Trust
Outcome

In March 2016 the new medical model was introduced to the trust, which provided a greater continuity in care.
Two AAW’s (Acute Assessment Wards) were opened, one male ward, one female ward. From this point Consultant Geriatricians directly manage and
assess Frail patients admitted to the hospital. By the Consultant Geriatricians taking full management of Frail patients the stranded patient rate spiked
as the new process was embedded and the patients still admitted under the previous medical model were assessed and discharged, this then dropped
hitting more often than not below the lower limit average this then begun to rise slightly then from August 2016 the stranded patient rate massively
dropped and has stayed significantly below the lower limit consistently, resulting in less patients staying in hospital for over 7 days.
Proving that managing Frail patients by Consultant Geriatricians from Day 1 of admission impacts hospital length of stay.
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In Royal Bournemouth and Christchurch
hospitals they have increased their early
discharges which has helped with
improving flow throughout the hospital.
No. of Patients Discharged

Royal Bournemouth & Christchurch Hospitals

Pre-project Mean = 19 per day
Post-project Mean = 24 per day

Geriatric Medicine
Number of Patients Discharged before Midday
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No. of Breaches

Improved Flow and Bed Availability in OPM has helped to
reduced ED Breaches due to Bed Availability
ED Breaches Due to Bed Availability
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Return on investment calculations in bed days
consumed in Hillingdon
2100

Bed Days Consumed by NEL Patients Aged 65+

2000

Bed Days consumed

1900
1800
1700

We have many examples of outcome
based improvement in the AFN. Once
we have an outcome based
improvement we work towards
demonstrating and Return on investment
that this has produced. In this example
we believe that he improvement has
released about £1.3m per year
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Date
Average
80% Limit
Upper Control Limit
01.01.2018 –
1866
1930.84
1930.84
31.03.2018
01.04.2018 –
1705
1782
1859
Week Commencing
Bed days consumed by NEL pts (65+)
Average
Lower Limit
Upper Limit
01.09.2018
Difference:
161 (↓8.6%)
148.84 (↓7.7%)
136.68 (3.7%)
Saving per week:
£59/day
£9,499.00
£8,781.56
£8,064.12
£171/day
£27,531.00
£25,451.64
£23,372.28
Saving per month:
£59/day
£41,162.33
£38,053.43
£34,944.52
£171/day
£119,301.00
£110,290.40
£101,279.90
Saving per year:
£59/day
£493,948.00
£456,641.10
£419,334.20

* Please ask for our PDF on the
full case study, so you can see
the calculations

Return on investment calculations preventing
admissions in Frimley

Non-Elective Tariff
Weekly Prevented
Admissions
Financial Saving
Per Week
Per Month
Per Year

Average
£1864.00
5.75

80% Limit
£3309.26
10.69

Upper Control Limit
£4754.53
15.63

£10,718
£46,444.67
£557,336.00

£19,739.76
£85,538.96
£1,026,467.52

£29,134.32
£126,248.72
£1,514,984.64

* Please ask for our PDF on the full case study, so you can see the calculations

If you would like to know more about AFN go to
our website www.acutefrailtynetwork.org.uk
or if you would like to discuss your plans for
your Acute Frailty Service, please email:
deborah@nhselect.org.uk
Frailty@nhselect.org.uk
AFN at NHS Elect
Suite 2, Adam House
7-10 Adam Street
London, WC2N 6AA

Tel:
020 7520 9088
Email: frailty@nhselect.org.uk
www.acutefrailtynetwork.org.uk

