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So this is PACT
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MGEt ROSG* a real 91 year old, housebound,

lives with daughter, several comorbidities, 11 regular W
medications, recently returned home from hospital after a fall S S &

GP Home visit 1: GP Home visit 2: GP Home visit 3:
Weak, swollen Rose deteriorates Mobility is worse,
legs, short of and falls. BP is further falls. Blood
breath. 159/88 tests show Rose is
Start Diuretics. Medication becoming unwell
Refer to cardiology increased to lower
outpatients BP

‘GP Home visit 7
GP Home visits 4,5 & 6 over the next Urgent admission to
fortnight: hospital. Condition worsens
Rose is feeling increasingly worse and > and Rose is discharged to a
short of breath, mobility has steeply care home
declined, and she is confused.
Hypertension medication increased again




Making things better for Rose

ﬁ?ose’s journey >250 houra KA better way <5 hours\
7 primary care or FRAIL+ principles
community in 5 weeks * Find
4 GP phone calls to family in 3 * Refer
weeks
* Intervene
« Listen

2 unplanned,
admissions with

guide 20 minutes of conversation
and planning with Rose and family

within 7 weeks Complete FrEDA and refer using

internal links — 10 minutes

Planned reviews shared between all
PACT teams — 4 hours over 10
months and no hospital admissions

1 referral to

outpatients

% Family say, “Thankyou for
None of these improved Rose’s listening, great communication

outcome - she just wanted to stay and team work to manage
at home and be comfortable / thngs in the way WE wantedy




