
Introduction & Background: 
Delivery of Proactive Frailty and End of Life Care 
(EOLC) interventions known to improve 
outcomes, is often low and very inconsistent by 
most providers- causing delayed or absent 
diagnosis, inequalities, avoidable harms, poorer 
outcomes and premature mortality. 

 In the total 1.34 million sized population of              
Mid & South Essex Integrated Care System  
(MSE ICS), 114,000 (9% of population) are 
adults living with frailty, dementia or End of life 
(EOL) needs – but the majority were 
unrecognised, with most not receiving 
evidence based proactive care interventions.

 Fr EDA, a digital Comprehensive Geriatric 
Assessment (CGA) & Advance Care Planning 
(ACP) tool- was embedded within electronic 
patient record systems of multiple providers, 
teams & services across the whole ICS. 
Delivering 7 key proactive interventions

3. Results: Increases in delivery of CGA-informed Proactive interventions 
 from multiple teams, ICS wide, within < 2 years (2023-25) included:

✓>20,000 more with Frailty CFS 4-9 identified, frailty scored (CFS) 
✓>62% more Cognitive & Delirium assessments (4AT)
✓> 15% increase in Dementia Diagnosis Rates (DDR)
✓72% more Falls Risk assessments (FRA)
✓> 58% more Structured medication reviews (SMR)
✓>50% increase in identifying those with PEOLC needs & ACP delivery

2.Methods: Performance data dashboards, tracked 
intervention delivery from all teams and measured impact on 
population and system outcomes, including hospital 
admissions and population death data between 2023-2025.

1.Aim: To evaluate the 2023–2025 impact of the Fr EDA  
digital CGA & ACP tool on increasing the delivery of proactive 
care interventions from multiple providers for populations 
living with frailty, dementia and End of life care (EOLC) needs.
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3. Results: Population & System Outcomes 
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4. Conclusion:  Within < 2 years,                          
Fr EDA digital CGA & ACP tool, embedded 
in electronic health record systems of 
multiple providers, significantly increased 
the delivery of evidence-based proactive 
care, at scale - during both routine and 
urgent care episodes- to better serve a 
cohort with the most frequently changing 
multi-agency needs, across a large 
population within an integrated care 
system. 
❖  By improving earlier identification & 

staging of people living with frailty, 
dementia, and those approaching        
end of life, Fr EDA supports earlier 
diagnosis, higher quality holistic 
assessments, earlier proactive 
interventions with improved 
personalisation and continuity of care, 
even as patients may move across 
different teams, services & providers. 

➢ Shifting care away from mostly reactive, 
fragmented, hospital centric care 
towards more proactive, coordinated 
community-based care.

➢ This scalable, digital model supports 
wider adoption across health and care 
systems, to improve outcomes for 
populations, services and systems.  
Strengthening multi-agency 
collaboration, reducing duplication & 
gaps in care delivery, saving staff time 
and improving the consistency in 
delivery of evidence based proactive 
care- system wide- for both greater  
and faster impact.
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