
 

 

 
One small step for older 
people with frailty, one 
giant leap for frailty care? 
 

An analysis of GP Contract Services data for 
routine frailty identification and frailty care 
through the GP Contract 2017/2018 
 
MAY 2018 
 
David Seymour  
 
 
 
THIS REPORT CONTAINS INFORMATION FROM NHS DIGITAL, LICENCED UNDER THE CURRENT VERSION OF THE 
OPEN GOVERNMENT LICENCE. 

  



 

An analysis of GP Contract Services data for routine frailty identification and frailty care through the GP Contract 2017/2018 
© Fusion48, May 2018 

 
1 

 
Overview 

 
In what is thought to be a global first for frailty care, GP practices across England have been 
contractually required to undertake routine frailty identification and frailty care for patients who are 
65 and over from 1 October 20171.  By 31st March 2018, over 2.5 million people aged 65 and over living 
in England had received a frailty assessment, which has led to 950,000 confirmed diagnoses of either 
moderate or severe frailty.  Around two-thirds of the 320,000 people diagnosed with severe frailty 
have also received one or more important intervention to help them reduce their risk of falls, side 
effects of medication, or poor co-ordination of care. 
 
Frailty is a recognised long-term condition which mainly affects older people.  It is a condition in which 
people become less able to recover from difficulties they experience during everyday life. Their 
increased vulnerability means that even little upsets which may seem quite trivial to someone who 
does not have frailty, can have a more profound impact on those individuals living with the condition.  
These potential ‘stressor’ events are most often associated with physical health issues but can occur in 
any area of a person’s life, such as a bereavement or a spell of unusually hot or cold weather. 
 
Our analysis of the GP contract data published by NHS Digital on 17th May 2018 highlights the progress 
that has been made, but also the wide variation across GP practices. 
  
Prior to the requirements of the GP contract, most people have had their frailty identified late, usually 
in an Emergency Department, frequently having presented with an injury from a fall, immobility, a new 
onset of incontinence, or an infection which may have led to acute confusion or delirium.  All of which 
may have been caused, or compounded, by the side-effects of medication.  These frailty syndromes 
are increasingly recognised in hospitals and can lead to patients receiving the gold standard 
comprehensive geriatric assessment (CGA).  But, too often, these individuals endure extended stays in 
hospital that worsen their frailty and accelerate their dependency.  They are also the patients most 
likely to have delayed transfers of care or, worse still, spend their last days on a hospital ward.  
 

Contract requirements 
 
The GP contract requirements are the first steps towards a shift of focus and resources from reacting 
to the consequences of unmanaged frailty to a more proactive, holistic and person-centred approach 
to frailty care. 
 
Enabled by the development of the electronic Frailty Index2 (eFI), GPs are required to identify potential 
frailty, validate the level of frailty and then act for those patients living with moderate or severe frailty.  
The initial set of interventions are a medication review, a falls assessment if clinically indicated and 
encourage consent to activate the enriched Summary Care Record (eSCR).  Finally, the assessment, 
diagnosis and actions should be coded. 
 
The following sections provide a summary of the situation at the end of Q4 2017-18.  Further data 
tables and charts are available in the appendix to this report. 

                                                        
1 NHS England Supporting routine frailty identification and frailty through the GP Contract 2017/2018 
2 https://academic.oup.com/ageing/article/45/3/353/1739750 
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Data availability and practice populations 
 
Data is available for 7,008 GP practices across England with a combined number of registered patients 
aged 65 years or over of 10.05 million.  This leaves 230 registered practices (and 0.2 million patients) 
missing from the available data.  The average (mean) number of registered patients aged 65 years or 
over per GP practice is 1,434, representing around 17% (or 1 in 6) of the average list size.  The median 
number of people aged 65 and over is 1,187 (interquartile range 628 to 1,979) and the practice with 
the highest number of registered patients aged 65 and over (Bay Medical Group, NHS Morecambe Bay 
CCG) has almost 13,000. 
 

Routine frailty identification and assessment using the appropriate tool 
 
2.5 million registered patients aged 65 years or over are reported to “have had a frailty assessment 
using the appropriate tool”.  This is 26% of the total population aged 65 and over.  

• Three Strategic & Transformation Partnerships (STPs) have assessed more than 50%: West, 
North and East Cumbria (81%); Somerset (58%); and Bristol, North Somerset and South 
Gloucestershire (54%).    

• Four STPs have assessed less than 15%: Northamptonshire (8%); Cornwall and the Isles of Scilly 
(10%); Mid and South Essex (11%); and Leicester, Leicestershire and Rutland (13%). 

• 9% of GP Practices (651) have assessed 90% or more of their relevant registered patients, whilst 
15% (1,080) have assessed 1% or less. 
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Figure 1:  Percent of registered patients aged 65 and over who have had a frailty assessment 
using the appropriate tool by 31 Mar 18 by STP area

% aged 65+ with frailty assessment

England Average
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Diagnosis of moderate or severe frailty 
 

951,183 registered patients aged 65 years or over have a diagnosis of moderate (630,921) or severe 
(320,262) frailty.  This increased by over 86,000 in the three months to 31 Mar 18 and represents 37% 
of those assessed.   
 
At an STP level, the percent of those assessed that have been diagnosed with moderate or severe frailty 
ranges from 13% to 73%.  This is generally related to the overall level of assessments with those 
assessing more having a lower proportion diagnosed than those who have assessed fewer.  Those with 
a high proportion of those assessed being diagnosed may be the result of adopting a prioritized 
approach to assessment related to the person’s Frailty Index based on the eFI. 
 
The approximately 1 million patients with a moderate or severe frailty diagnosis to date represent 9% 
of the practice population aged 65 and over.   
 

• West Yorkshire STP has highest percent of population aged 65 and over with a moderate or 
severe frailty diagnosis (15% or almost 65,000 people) 

• Northamptonshire (4.3%) and Cornwall and the Isles of Scilly (4.5%) STPs have the lowest 
percent of relevant population with a moderate or severe frailty diagnosis although they have 
also assessed fewest number of people. 

• At GP Practice level there are four practices with more than 50% of their registered population 
having a diagnosis of moderate or severe frailty, whilst the interquartile range is 5% - 16%.  
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Figure 2:  Percent of registered patients aged 65 and over who have a diagnosis of moderate or 
severe frailty following a frailty assessment using the appropriate tool by 31 Mar 18 by STP area

% with moderate or severe frailty
diagnosis (of all 65+)

England Average
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Diagnosis rate (gap between expected and actual number of diagnoses) 
 

The current level of coded diagnoses of moderate and severe frailty implies a diagnosis rate of around 
58% of expected diagnoses.  The expected number of diagnoses is based on 5-year age band prevalence 
rates obtained from applying the eFI to the Kent Integrated Dataset3.  Some of this gap is due to the 
practices that have assessed a low proportion of their 65 years and over population (as outlined above 
15% of practices have assessed 1% or less).  However, of the 651 practices that have assessed 90% or 
more of their relevant population: 

• 48% have a diagnosis rate below 50% of expected, of which 126 (19%) have diagnosed no or 
exceptionally low levels of frailty (diagnosis rate of 0%) 

• 18% (113) have a diagnosis rate between 50% and 100% 
• 34% (224) have a diagnosis rate of 100% or greater i.e., they have diagnosed more people with 

moderate and severe frailty than would be expected based on the eFI based prevalence rates. 
 
At STP level the diagnosis rate varies from 28% (Northamptonshire and Cornwall and the Isles of Scilly) 
to 93% (West Yorkshire), broadly reflecting the ordering shown in Figure 2 since the expected 
prevalence (unadjusted for deprivation) only varies by 1.6% points – from 15.6% (Northamptonshire) 
to 17.2% (Surrey Heartlands). 
 
At a CCG level, NHS Stoke on Trent CCG has the highest diagnosis rate (145%) having assessed 34% of 
the relevant population.  NHS Harrow CCG has the lowest diagnosis rate (10%) having assessed 10%. 
 

 
 

                                                        
3 Current & Future Cost of Frailty to Health and Care presentation at National Frailty Conference 28 September 2017, Kristin Bash 
MFPH Public Health Specialty Registrar NHS England – Healthy Ageing 
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Case mix – ratio of moderate diagnoses to severe frailty diagnoses 
The ratio of moderate to severe frailty diagnoses is a potential indicator of current case mix and 
approach to coding.  It is experimental as the contract guidance advises that it is for individual clinicians 
to determine whether it is clinically appropriate to code patients identified as living with moderate 
frailty.  The analysis provides the opportunity to compare approaches being taken and also to promote 
more comprehensive coding of moderate frailty as a key area for development. 
 
The development of the eFI and selected thresholds for moderate and severe frailty implied that there 
are 4 people living with moderate frailty for every 1 person with severe frailty.  The England average 
(mean) ratio based on the GP contract data is currently 2.2, indicating that moderate frailty is under-
diagnosed (or under-coded).  The mean diagnosis rate for severe frailty is around 92% (median across 
all practices is 52%), whilst for moderate frailty it is 49% (median 17%).  This implies that there are 
practices with diagnosis rates for both moderate and severe frailty significantly greater than 100%. 
 
At STP level, the highest ratio of moderate to severe frailty diagnoses is Devon (3.1) with the lowest 
being Northamptonshire (1.2).  At Practice level, the interquartile range is 2.3 (from 0.7 to 3.0). 
 

Case mix – ratio of moderate and severe frailty diagnoses to dementia register for those aged 65+ 
We have compared frailty diagnosis rates with those for dementia amongst the population aged 65 
and over by considering the ratio of moderate and severe frailty diagnoses to the number of patients 
aged 65 and over on the dementia register.   
 
Given the current dementia diagnosis rate is estimated to be 67.5%4, and the number of patients aged 
65 and over on dementia register for practices reporting frailty data was 428,192 on 31 Mar 18, this 
implies there could be around 634,000 people with dementia who could potentially be diagnosed.  The 
figure for moderate and severe frailty is around 1.63 million5 and hence the 'expected' ratio is 2.5 - 3.0 
assuming no diagnosis gap from expected prevalence for either frailty or dementia.  A lower ratio 
indicates that there may be under-diagnosis of frailty relative to dementia. A higher ratio potentially 
indicates the reverse. 
 
At STP level, the highest ratio of moderate and severe frailty diagnoses to dementia register numbers 
is West Yorkshire (3.3) with the lowest being Northamptonshire and North Central London (both 1.1).  
At Practice level, the interquartile range is 3.8 (from 0.1 to 3.9). 

 
Taking action 

A diagnosis is pointless without it leading to action.  The requirements for post-diagnosis action focused 
on three evidence-based areas for intervention: medication reviews (for those diagnosed with severe 
frailty), falls prevention (identifying individuals who have had a fall and onward referral to a falls clinic) 
and gaining consent to activate the person’s enriched Summary Care Record (SCR).   
 
Overall, most progress has been made on medication reviews (66%) followed by 25% of those reporting 
having had a fall being referred to a falls clinic with 15% of target group having consented to activate 
eSCR. 
 

                                                        
4 NHS Digital Recorded Dementia Diagnoses March 2018 Snapshot on 31 Mar 2018 published 20 April 2018 
5 Current & Future Cost of Frailty to Health and Care presentation at National Frailty Conference 28 September 2017, Kristin 
Bash MFPH Public Health Specialty Registrar NHS England – Healthy Ageing 
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Taking action - medication reviews 
 

Almost two-thirds (210,687) of the 320,262 people diagnosed with severe frailty have been coded as 
having received an annual medication review on or after their severe frailty diagnosis.  
 
At STP level the percent of patients with a diagnosis of severe frailty who have received annual 
medication review after the diagnosis varies from 52% (North East London) to 78% (West Yorkshire). 
 

 
 
At a CCG level, NHS Rushcliffe CCG has the highest percent of severe frailty patients having received a 
medication review (89%) but local GP practices have only assessed 12% of the relevant population.  
NHS Tower Hamlets CCG has the lowest recorded medication reviews (34%) having assessed 15%. 
 
At GP Practice level there are 542 practices (8%) that have a diagnosis rate of at least 50% and have 
completed medication reviews for at least 90% of patients diagnosed with severe frailty.  By contrast 
there are 694 practices that have a diagnosis rate of at least 50% and have completed medication 
reviews for at less than 50% of patients diagnosed with severe frailty. 
 
Across all practices (regardless of assessment and diagnosis rates) the interquartile range for 
completed medication reviews is 41% (from 49% to 90%). 

  

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

W
es

t Y
or

ks
hi

re
Br

is
to

l, 
N

or
th

 S
om

er
se

t a
nd

 S
ou

th
 G

lo
uc

es
te

rs
hi

re
Ba

th
, S

w
in

do
n 

an
d 

W
ilt

sh
ire

H
er

ef
or

ds
hi

re
 a

nd
 W

or
ce

st
er

sh
ire

So
m

er
se

t
H

er
tf

or
ds

hi
re

 a
nd

 W
es

t E
ss

ex
Su

ff
ol

k 
an

d 
N

or
th

 E
as

t E
ss

ex
D

ur
ha

m
, D

ar
lin

gt
on

, T
ee

ss
id

e,
 H

am
bl

et
on

,…
Bi

rm
in

gh
am

 a
nd

 S
ol

ih
ul

l
Sh

ro
ps

hi
re

 a
nd

 T
el

fo
rd

 a
nd

 W
re

ki
n

Le
ic

es
te

r,
 L

ei
ce

st
er

sh
ir

e 
an

d 
Ru

tla
nd

G
lo

uc
es

te
rs

hi
re

Bu
ck

in
gh

am
sh

ire
, O

xf
or

ds
hi

re
 a

nd
 B

er
ks

hi
re

 W
es

t
N

ot
tin

gh
am

sh
ire

So
ut

h 
W

es
t L

on
do

n
St

af
fo

rd
sh

ir
e

N
or

th
 C

en
tr

al
 L

on
do

n
Su

ss
ex

 a
nd

 E
as

t 
Su

rr
ey

H
am

ps
hi

re
 a

nd
 th

e 
Is

le
 o

f W
ig

ht
H

um
be

r, 
Co

as
t a

nd
 V

al
e

Ch
es

hi
re

 a
nd

 M
er

se
ys

id
e

W
es

t, 
N

or
th

 a
nd

 E
as

t 
Cu

m
br

ia
N

or
fo

lk
 a

nd
 W

av
en

ey
M

ilt
on

 K
ey

ne
s,

 B
ed

fo
rd

sh
ir

e 
an

d 
Lu

to
n

So
ut

h 
Ea

st
 L

on
do

n
Su

rr
ey

 H
ea

rt
la

nd
s

D
or

se
t

Co
ve

nt
ry

 a
nd

 W
ar

w
ic

ks
hi

re
N

or
th

 W
es

t L
on

do
n

D
er

by
sh

ire
Li

nc
ol

ns
hi

re
M

id
 a

nd
 S

ou
th

 E
ss

ex
Ca

m
br

id
ge

sh
ire

 a
nd

 P
et

er
bo

ro
ug

h
Fr

im
le

y 
H

ea
lth

Co
rn

w
al

l a
nd

 th
e 

Is
le

s 
of

 S
ci

lly
D

ev
on

N
or

th
um

be
rla

nd
, T

yn
e 

an
d 

W
ea

r 
an

d 
N

or
th

…
N

or
th

am
pt

on
sh

ir
e

G
re

at
er

 M
an

ch
es

te
r

So
ut

h 
Yo

rk
sh

ire
 a

nd
 B

as
se

tla
w

Th
e 

Bl
ac

k 
Co

un
tr

y
Ke

nt
 a

nd
 M

ed
w

ay
La

nc
as

hi
re

 a
nd

 S
ou

th
 C

um
br

ia
N

or
th

 E
as

t L
on

do
n

Figure 4:  Percent of registered patients aged 65 and over who have a diagnosis of severe frailty 
who have had a medication review after the diagnosis as at 31 Mar 18 by STP area

% with medication review on or
after diagnosis of severe frailty

England Average
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Taking action - recording falls 
 

Around 1 in 9 (11%) of the 951,183 people diagnosed with moderate or severe frailty have been coded 
as having had a fall. These 102,378 people implies a falls incidence rate of around 0.04 for the 
population aged 65 and over who have had a frailty assessment (2.5 million).  However, NICE Clinical 
guideline [CG161] Falls in older people: assessing risk and prevention published in June 2013 stated 
that “People aged 65 and older have the highest risk of falling, with 30% of people older than 65 and 
50% of people older than 80 falling at least once a year.”  This would imply that there is significant 
under-recording of falls, with an estimated 3 million people aged 65 and over falling every year. Given 
people living with moderate or severe frailty would have highest risk of falls (one of the frailty 
syndromes) most, if not all, would be expected to have fallen at least once during the year. 
 
At STP level the percent of patients with a diagnosis of moderate or severe frailty who have had a fall 
varies from 4% (North West London) to 18% (Hertfordshire and West Essex). 
 

 
 
At a CCG level, NHS Fylde & Wyre CCG, NHS Leeds North CCG and NHS East and North Hertfordshire 
CCG have the highest percent of moderate or severe frailty patients having had a fall (24%).  NHS 
Bradford City CCG has the lowest recorded percent of falls (1%). 
 
At GP Practice level the interquartile range for patients with a moderate or severe diagnosis of frailty 
who have also had a fall is 16% (from 3% to 19%). 
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Figure 5:  Percent of registered patients aged 65 and over who have a diagnosis of moderate or 
severe frailty who have had a fall as at 31 Mar 18 by STP area

% of moderate and severe frailty

with a fall

England Average
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Taking action – falls referrals 
 

1 in 4 (25%) people reported to have fallen had subsequently been referred to a falls clinic.  In total 
there had been 25,570 referrals.  This had increased from 10,253 at 30 September 2017 and 18,024 at 
31 December 2017, although the falls clinic referral rate was broadly unchanged as there had been a 
comparable increase in reported falls over the same period.   
 
At STP level the percent of patients with a diagnosis of moderate or severe frailty who have had a fall 
and then a subsequent referral to a falls clinic varies from 7% (Hertfordshire and West Essex), who had 
a relatively high percent of fallers (18%) to 101% (Mid and South Essex) who only had 8% of fallers.  
There is almost a ten-fold difference in Falls referrals per 1,000 population aged 65+ across STP areas 
(from 0.8 to 7.6). 
 

 
 
At a CCG level, NHS Southend CCG has the highest percent of moderate or severe frailty patients having 
had a fall who have also been referred to a falls clinic (229%, implying 2.3 referrals per faller!6).  NHS 
Vale of York CCG has the lowest percent of fallers subsequently referred to a falls clinic (3.4%, implying 
1 in every 30 fallers). 
 
At GP Practice level the interquartile range for fallers being referred to a falls clinic is 48% (from 0% to 
48%). 
 

                                                        
6 Inevitably, there are likely to be data quality issues clouding the situation. 
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Figure 6:  Percent of registered patients aged 65 and over who have a diagnosis of moderate or 
severe frailty who have had a fall and been referred to falls clinic as at 31 Mar 18 by STP area

% of those who have fallen with
referral to falls clinic

England Average
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Taking action – consent to activate enriched Summary Care Record (SCR) 
 
Over 140,000 people with a diagnosis of moderate or severe frailty had consented to activate their 
enriched SCR.   By end of March 2018, this represented around 1 in every 7 people with a moderate or 
severe frailty diagnosis (15%).  This had increased from 7% at 30 Sep 17 and 11% at 31 Dec 17. 
 
At STP level the percent of patients with a diagnosis of moderate or severe frailty who have consented 
to activate their enriched SCR varies from 5% (The Black Country) to 42% (Leicester, Leicestershire and 
Rutland).   
 

 
 
At a CCG level, NHS West Leicestershire CCG has the highest percent of moderate or severe frailty 
patients having consented to activate their eSCR (58%, or more than 1 in every 2 people).  NHS Thanet 
CCG by contrast has the lowest percent (0.5%, less than 1 in every 200). 
 
At GP Practice level there are 55 practices with diagnosis rate greater than 50% and more than 90% of 
moderate or severe frailty patients having consented to activate their eSCR.  There are nearly 20 times 
as many practices (988) that have secured consent from 1% or fewer older people diagnosed with 
moderate or severe frailty. 
 
The interquartile range across all practices reporting data for percent of people with a diagnosis of 
moderate or severe frailty who had consented to activate their enriched SCR is 26% (from 0% to 26%). 
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Figure 7:  Percent of registered patients aged 65 and over who have a diagnosis of moderate or 
severe frailty who have consented to activate their eSCR as at 31 Mar 18 by STP area

% of moderate and severe frailty
with consent to activate eSCR

England Average
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Taking action – positive outlier GP practices 
 
At the early stages of any major change programme, it is vital to identify what might be considered 
‘positive deviance’ and what it is that the ‘positive deviants’ have done differently.   
 
Listed below are six practices that have some characteristics which may mark them out for 
consideration:  
 

• They have all assessed 90% or more of their registered patients aged 65 and over AND 
• They have diagnosis rates greater than 50% AND 
• They have completed 90% or more of the medication reviews on patients diagnosed with 

severe frailty AND 
• They have obtained consent from 90% or more of those people diagnosed with moderate or 

severe frailty. 
 

Falls data was not considered as part of the criteria, although all except one are above the median level 
for recorded falls (9%) and median level for subsequent referral to a falls clinic (17%). 
 
There are two practices each from NHS Somerset and NHS Blackpool and one each from NHS 
Greenwich and NHS Bradford Districts.  All were rated “Good” in their most recent CQC inspections. 
 

Practice Name CCG % with 
frailty 
assess-
ment 

Est. 
diagnosis 
rate 

% with 
medication 
review 

% with 
consent to 
activate 
eSCR 

% with 
a fall 

% with 
referral to 
falls clinic 

North Shore 
Surgery 

NHS Blackpool 100% 217% 99% 97% 10% 7% 

Bannockburn 
Surgery 

NHS Greenwich 100% 203% 98% 100% 12% 40% 

St James Medical 
Centre 

NHS Somerset 100% 116% 100% 95% 14% 27% 

Quantock Vale 
Surgery 

NHS Somerset 100% 82% 100% 97% 18% 24% 

Layton Medical 
Centre 

NHS Blackpool 99% 200% 99% 98% 10% 58% 

Ashwell Medical 
Centre 

NHS Bradford 
Districts 

94% 328% 100% 97% 1% 250% 

 
The practices above may not be the best examples when other factors are considered, however, on 
the basis of the available contract data they have made most progress in implementing the contract 
requirements.  As a result, they are likely to have taken larger steps towards improving care for older 
people living with frailty than most of the other 7,000 GP practices.  There are likely to be many more 
‘positive deviants’ at a local level in each STP and CCG area.  These, along with the practices struggling 
to implement the contract requirements, can be identified from the available data. 
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In conclusion 
 

The development of the eFI and subsequent changes to the GP core contract are potential ‘game 
changers’ for frailty care in England.  They position the NHS and adult social care services to be 
international leaders in becoming fit for frailty7 and this position will be further strengthened by the 
Frailty Core Capabilities Framework8 which is expected to be published in September 2018.  
 
It is inevitable with any new approach, particularly given the significant operational pressures across 
primary care, that there will be wide variation in activity, actions and data quality across GP practices 
(and consequently CCGs and STP areas).  This variation should not undermine the efforts, rather it 
should be viewed as highlighting the opportunities to have greater impact and learn from the ‘positive 
deviants’.  
 
Older people living with moderate and severe frailty have a proven increased risk of hospitalization, 
extended lengths of stay, and admission to long term care and, as a result, increased health and adult 
social care costs.  Commissioners and providers alike must seize this opportunity to work with primary 
care to increase awareness and understanding of frailty and the benefits of implementing the core 
contract in full.   Aligning their approaches to the forthcoming frailty core competences framework will 
support a more integrated approach to frailty from strategy to implementation to operational 
considerations. 
 
And that should just be the starting point in the journey from reacting to the consequences of 
unmanaged frailty to more proactive, holistic and person-centred approaches to frailty care.   
 
 

*** 
 
About the report 
 

This report contains information from NHS Digital, licenced under the current version of the Open 
Government Licence.  Whilst every effort has been made to check the analysis, please feedback any 
errors or misinterpretations to the author David Seymour david@fusion48.net. 
 
Further data tables and analysis are included in the appendix to this report which is available via the 
Fusion48 website. 
 

About Fusion48 
 

Fusion48 works with commissioners and providers of care to improve services with a particular focus 
on older people’s care.  Fusion48 administers the Frailty Toolkit https://www.frailtytoolkit.org and 
created FrailtySIM, the virtual reality frailty experience.  Fusion48 have also developed Frailty360 which 
provides frailty training for all.  For further details of our work, please contact us at 
connect@fusion48.net , or see our website: http://fusion48.net.   

                                                        
7 Fit for Frailty is a British Geriatric Society (BGS) campaign that includes two-part guidance on the recognition and management 
of older patients with frailty in community and outpatient settings. 
8 http://www.skillsforhealth.org.uk/services/item/607-frailty-core-capabilities-framework 


