
Older Peoples Clinical Services Plan

Our ambition is to provide 
genuinely integrated care, 
embracing the principles of 
comprehensive geriatric 
assessment required to meet the 
needs of older people. 
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• The weekly admissions are variable but generally around 250 per week, 150 to 180 of these 
are to Morriston

• The median weekly admissions are about 150 for 75-84 years olds and 100 per week for 85+

Older People’s Admissions

• Those discharged from a care of the elderly ward is around 17% per week
• 45% are discharged from medicine wards an 40% from other wards.
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Right Place Right Care Review

55% of patients fully recovering in 
hospital - medically or functionally fit. Morriston 40% met the clinical criteria on the day of care

Singleton 32% met the clinical criteria on the day of care

757 patients surveyed predominantly in General Medicine (63%) and 
over the age of 65 (80%)

Morriston 73% met the clinical criteria for admission 
Singleton 52% met the clinical criteria for admission Themes

 Maximise capacity in 
partnership 

 Whole system approach
 Support Frail patients to 

receive the right care in the 
right place



CSP Deliverables for Older People 

• Single Frailty Model across Swansea and Neath Port Talbot

• Increase the capacity and responsiveness of our existing community 
based integrated Acute Clinical Teams.

• Admission avoidance including taking direct referrals from Welsh 
Ambulance stack

• Focus on Care Home Medicine

• Embed Comprehensive Geriatric Assessment across hospital pathways

• Standardise Acute Frailty Services across the Health Board

• Develop policy and guidelines covering the major frailty syndromes 
including falls, delirium, dementia, urinary incontinence and 
polypharmacy

• Address the findings of our Right Place Right Care Review (2018)

• Establish a Hospital2Home as a re-ablement model of discharge



Quality Priorities

SAFER patient 

flow
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surgical 
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