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Programme Overview 

 

The Frail and Elderly Living With and Beyond Cancer Intelligence Programme is designed to 

help NHS organisations better understand and support one of the most vulnerable and fastest-

growing groups within cancer care: older people living with cancer who are also experiencing 

frailty, falls risk, multiple long-term conditions and reduced independence. By combining 

Cancer Quality of Life Survey (CQOLS) data with frailty, falls, cancer prevalence and 

demographic datasets, the programme identifies where support needs may be greatest and 

helps organisations develop more proactive, personalised and preventative approaches to 

care. 

This programme addresses three major NHS priorities simultaneously: cancer survivorship, 

frailty, and urgent and emergency care. It is built around a Three-Pillar National Burden 

Framework that brings together patient-reported quality of life data, population frailty 

intelligence and functional consequence data to identify where the burden carried by frail and 

elderly cancer survivors is greatest, where that burden is translating into real-world 

deterioration, and where earlier, better-coordinated support could make a meaningful 

difference — both to the lives of patients and to the sustainability of the wider health and care 

system. 
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Executive Summary 

 

A Growing and Underserved Population 

As cancer survival improves and the population ages, an increasingly large number of people 

are living with both cancer and frailty simultaneously. This is not a small or peripheral group. 

It sits at the intersection of two of the most significant demographic and clinical trends 

shaping the NHS: the growth in cancer survivorship that has followed decades of investment 

in earlier diagnosis and more effective treatment, and the growth in the frail and elderly 

population that reflects longer lives, higher rates of multimorbidity and the cumulative 

consequences of ageing. For many individuals in this group, quality of life and independence 

have become as important as survival itself — yet the intelligence systems and service 

models that currently exist were not designed with this population in mind. 

Older cancer survivors living with frailty often experience a compound and mutually 

reinforcing burden. Cancer and its treatment contribute to fatigue, muscle loss, reduced 

physical activity and reduced confidence. Frailty amplifies these effects, reducing the body's 

reserve capacity and resilience. Falls risk is elevated. Multiple long-term conditions — 

cardiovascular disease, respiratory illness, diabetes, cognitive impairment — compound the 

overall burden. Functional decline, once begun, can be rapid and difficult to reverse. The 

consequences for independence, for social participation and for the ability to live safely at 

home can be severe. 

Three Priorities, One Framework 

What makes this population particularly significant for NHS planning is that the challenge it 

presents does not sit neatly within any one service domain. It is simultaneously a cancer 

survivorship challenge, a frailty challenge, and an urgent and emergency care challenge. 

When frail elderly cancer survivors experience unmanaged burden — unaddressed pain, 

functional decline, falls, social isolation — the consequences ripple outward across the health 

and care system. Emergency admissions increase. Hospital stays lengthen. Discharge is 

delayed, not because patients continue to require acute medical care, but because the support 

they need in the community is unavailable, delayed or insufficiently coordinated. Beds 

remain occupied. Emergency departments face increased pressure. The chain of consequence 

is well documented and costly. 

The intelligence framework described in this paper is designed to address all three priorities 

within a single coherent approach. By bringing together patient-reported quality of life 

evidence, population frailty data and functional consequence data — and by interpreting 

these through the explicit lens of their implications for hospital flow and discharge — the 

framework creates an intelligence base that is relevant not only to cancer services and frailty 

teams, but to acute operational teams, discharge coordinators, community providers, ICB 

system planners and urgent and emergency care programmes. 
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The Three-Pillar Approach 

The framework rests on three complementary evidence pillars. The first, and most patient-

centred, is the National Cancer Quality of Life Survey. CQOLS captures patient-reported 

outcomes directly from cancer survivors, providing evidence about how they are actually 

living: the physical difficulties they experience with mobility, self-care and daily activities; 

the pain and symptom burden they carry; the emotional and psychological consequences of 

their cancer experience; and the extent to which they are able to participate in social and 

community life. In the context of frail and elderly cancer survivors, CQOLS is particularly 

valuable because it measures the actual impact of burden on patients, rather than simply their 

risk of experiencing it. 

The second pillar is GP contract frailty and register data, which provides the population 

context needed to understand the scale of the wider frail and elderly population within which 

burden exists. The third pillar is falls data, which provides a practical and clinically relevant 

link between burden and consequence — falls being among the clearest markers of where 

burden is translating into instability, reduced independence and increased support need. 

Together, these three pillars provide a much stronger and more actionable intelligence picture 

than any single source could offer. 

The Opportunity 

The opportunity this framework creates is significant. Earlier identification of frail elderly 

cancer survivors who are carrying the greatest burden makes earlier, more targeted 

intervention possible. Exercise, rehabilitation, comprehensive geriatric assessment, falls 

prevention, personalised care planning and community-based support are all more effective 

when deployed proactively rather than reactively. When patients are better supported, the 

downstream consequences that drive system pressure can be reduced: falls are prevented, 

emergency admissions are averted, hospital stays are shortened and discharge is simplified. 

The case for investing in proactive support for this population is simultaneously a patient 

quality-of-life argument, a cancer survivorship argument and a system sustainability 

argument. This paper sets out the evidence and the framework for making it. 
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Chapter 1 

Understanding the Challenge 

 

Demographic Change and the Cancer-Frailty Intersection 

For much of the history of cancer medicine, the primary objective was to help patients 

survive their cancer. This remains critically important, and the sustained improvement in 

cancer survival rates over recent decades is one of healthcare's most significant achievements. 

But the growing proportion of patients surviving cancer for years and decades after diagnosis 

means that survival has become, for many people, the beginning of a longer story rather than 

the end of it. That story increasingly unfolds in the context of ageing, with its attendant 

processes of physiological decline, accumulated comorbidity and reduced functional reserve. 

The demographic reality is striking. Cancer is predominantly a disease of older age, with the 

majority of diagnoses occurring in people over 65. The population over 65 is growing in both 

absolute and relative terms, and with it the number of cancer survivors who are also 

navigating the challenges of ageing, frailty and multimorbidity. These individuals do not fit 

neatly into the traditional cancer care pathway, which was designed primarily for patients 

well enough to tolerate intensive treatment and robust enough to recover from it. They often 

present with complex, interacting needs that span cancer survivorship, geriatric medicine, 

primary care and social care — and they are frequently underserved by all of these systems. 

The Compound Burden of Cancer and Frailty 

Frailty is not simply another comorbidity. It is a state of increased vulnerability to adverse 

outcomes following relatively minor stressors, arising from the cumulative decline in 

multiple physiological systems over time. Its hallmarks include unintentional weight loss, 

exhaustion, low physical activity, weakness and slowness. In people who have been treated 

for cancer, the effects of frailty can be significantly amplified by the consequences of 

treatment itself. Chemotherapy, radiotherapy, surgery and the cancer experience more 

broadly can each contribute to fatigue, muscle loss, reduced physical activity, nutritional 

deficit and psychological distress — all of which can accelerate frailty or trigger its onset in 

individuals who had previously been managing well. 

The result is a compound burden that is more than the sum of its parts. A patient who is 

already frail and who then undergoes cancer treatment may emerge from that treatment in a 

significantly more vulnerable state than they entered it. Their capacity to recover 

independently is reduced. Their risk of falls, infections, delirium and other adverse events is 

elevated. Their support needs — at home, in the community, and potentially in hospital — 

are greater than would be anticipated on the basis of their cancer diagnosis alone. And yet 

these needs are frequently neither systematically assessed nor comprehensively addressed. 
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The Scope of What Patients Experience 

The experience of older cancer survivors living with frailty is wide-ranging in its 

consequences. Physically, they may contend with reduced mobility, difficulty with self-care 

and daily activities, persistent fatigue, pain, bowel and bladder dysfunction, and the specific 

effects of their cancer treatment. These physical challenges interact with falls risk in ways 

that can be self-reinforcing: reduced mobility increases the risk of falls; falls reduce 

confidence and mobility further; reduced confidence leads to inactivity; inactivity leads to 

further physical deconditioning. This spiral, once established, can be difficult to interrupt 

without proactive and coordinated intervention. 

Emotionally and psychologically, older cancer survivors with frailty may experience anxiety, 

depression, fear of recurrence, loss of confidence and a changed sense of self and identity. 

Social isolation is common: reduced mobility, fatigue and changed social roles can erode the 

community connections and relationships that sustain psychological wellbeing. Practically, 

the financial and welfare consequences of reduced independence — reduced ability to work, 

greater dependence on paid or unpaid support, challenges navigating complex benefit and 

care systems — add further layers of difficulty. And for many of these patients, these 

challenges are largely invisible within the intelligence systems that guide NHS planning and 

service delivery. 
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Chapter 2 

Why Existing Intelligence Is Not Enough 

 

Two Incomplete Lenses 

NHS cancer intelligence and NHS frailty intelligence have each been developed to serve 

distinct purposes, and each does so effectively within its own domain. Cancer intelligence — 

built around registration data, treatment activity records, waiting times and survival statistics 

— provides a robust picture of the cancer care pathway and its outcomes. Frailty intelligence 

— built around GP contract frailty stratification, severity registers, falls data and hospital 

utilisation — provides insight into the frail elderly population and its demands on health and 

care services. Both are valuable. Neither, in its current form, adequately addresses the 

population that sits at the intersection of the two. 

Cancer intelligence does not systematically capture frailty status, falls risk or the functional 

and social consequences of ageing. It tracks what happens to patients during their cancer care 

pathway; it does not tell us how older cancer survivors are managing the daily challenges of 

living with both cancer and frailty. Frailty intelligence, conversely, does not systematically 

capture the cancer experience or its consequences. It identifies who is frail and estimates their 

risk of adverse events; it does not tell us about the additional burden that cancer and its 

treatment have added to the frailty picture, or how that compound burden is affecting patients' 

quality of life and independence. 

The Missing Intelligence 

The intelligence gap at the cancer-frailty intersection has practical consequences. Without the 

ability to identify frail elderly cancer survivors who are carrying the greatest burden, 

healthcare systems cannot target support effectively. Patients who would benefit most from 

comprehensive geriatric assessment, falls prevention, rehabilitation and personalised care 

planning may not receive these interventions until they experience a crisis — a fall, an 

emergency admission, an acute deterioration — that brings them forcefully to the attention of 

acute services. By this point, the opportunity for preventative intervention has been missed, 

and the consequences for the patient and the system are more severe than they needed to be. 

There is also an intelligence gap at the system level. The relationship between unmanaged 

burden in frail elderly cancer survivors and downstream demand on acute services — 

emergency admissions, extended inpatient stays, delayed discharge, bed occupancy — is 

poorly understood and rarely quantified. The costs associated with this relationship are real 

and substantial, but because they are distributed across multiple care settings and attributed to 

multiple immediate causes rather than to the underlying burden that drives them, they remain 

largely invisible in service planning and commissioning decisions. 
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The Need for an Integrated Approach 

Addressing these gaps requires an intelligence approach that deliberately integrates the 

cancer survivorship and frailty domains, that uses patient-reported outcomes to capture lived 

experience rather than simply clinical risk, and that is explicit about the system consequences 

of unmanaged burden. The Three-Pillar National Burden Framework described in this paper 

is designed to provide exactly this: an intelligence base that brings together what patients are 

actually experiencing, the population context within which that experience sits, and the 

functional and system consequences that flow from unmanaged burden. 
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Chapter 3 

Available Intelligence Sources 

 

The Three-Pillar National Burden Framework 

The intelligence framework described in this paper is built around three complementary 

evidence pillars, supported by an explicit system consequence interpretation layer. Each pillar 

contributes a different but essential part of the service case. Together, they provide a practical 

way of understanding not just where burden exists, but where it is likely to be affecting 

patient outcomes, discharge readiness and wider NHS flow. The framework is designed to be 

nationally scalable, using existing national and open data sources, and to produce outputs that 

are directly usable for service planning, business case development and commissioning 

decisions. 

Pillar One: Reported Patient Burden — CQOLS 

The first and most patient-centred pillar of the framework is the National Cancer Quality of 

Life Survey. CQOLS is one of the strongest currently available national sources for 

understanding the burden already being experienced by people living with and beyond 

cancer. Unlike frailty risk stratification tools, which estimate the probability of future adverse 

events, CQOLS captures what is already happening to patients: the pain and discomfort they 

are experiencing, the difficulties they have with mobility and self-care, the impact of fatigue 

and emotional distress on their daily lives, and the extent to which they are able to engage in 

the activities and relationships that matter to them. In the context of frail elderly cancer 

survivors, this distinction is crucial — it moves the intelligence base from risk identification 

to impact measurement. 

Specific domains captured by CQOLS that are particularly relevant to frail elderly cancer 

survivors include mobility and physical functioning, self-care and independence in daily 

activities, pain and symptom burden, fatigue, anxiety and depression, and social participation. 

Elevated rates of reported difficulty in these domains within the older cancer survivor 

population are a signal not only of unmet clinical need, but of the kind of burden that, if 

unaddressed, is likely to translate into falls, hospital admissions, extended inpatient stays and 

delayed discharge. 

Pillar Two: Population Frailty Burden — GP Data 

The second pillar provides the population context within which patient-reported burden 

should be interpreted. GP contract data, including frailty counts, severe frailty counts and 

age-related population structure, allows the framework to move beyond the cancer cohort 

alone and estimate the wider frail and elderly population within which burden exists. This is 

important for two reasons. First, it supports the proposition that frail elderly cancer survivors 
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should not be considered in isolation when designing proactive support services — the 

broader frail elderly population shares many of the same challenges and many of the same 

service needs. Second, it provides the denominator context needed to understand the absolute 

scale of the likely burdened population in each area, which is essential for making the 

business case for service investment. 

Pillar Three: Functional Consequence Burden — Falls Data 

The third pillar is based on falls data, which provides a practical and clinically relevant link 

between burden and consequence. Falls are among the clearest available markers of where 

the burden experienced by frail elderly patients is translating into real-world instability, 

reduced independence and increased support need. They are highly relevant to both the frail 

elderly population generally and to older people living with and beyond cancer. Falls can 

trigger a cascade of consequences — injury, reduced confidence, activity restriction, further 

deconditioning, increased support dependency — that significantly escalate care needs and 

system demand. Where falls rates are elevated within a Trust or ICB area, this is a strong 

signal that unmanaged burden is already producing functional deterioration that warrants 

proactive attention. 

The System Consequence Layer: Delayed Discharge and Hospital Flow 

A critical feature of the framework is its explicit attention to the system consequences of 

unmanaged burden. Across the NHS, a substantial proportion of delayed discharge — the 

situation in which patients who are medically ready to leave hospital are unable to do so 

safely because community support is unavailable or insufficiently coordinated — is likely to 

occur within the frail elderly burden population identified by this framework. These patients 

frequently present with profiles that directly map onto the burden domains captured by 

CQOLS: reduced mobility, reduced independence, ongoing symptom burden, falls risk, 

rehabilitation need and dependence on health and social care input beyond the acute episode 

itself. 

The consequences of this delayed discharge for the wider health system are well understood 

and significant. Beds occupied by patients waiting for community support are unavailable for 

new admissions. Emergency departments face increased pressure. Ambulance handover times 

are extended. Elective care is disrupted. The chain of consequence — unmanaged burden, 

delayed discharge, reduced bed availability, A&E congestion, corridor care and operational 

strain — is one of the most costly and most avoidable features of the current NHS 

environment. By making visible the population most likely to contribute to this chain, the 

Three-Pillar framework provides a basis for targeting earlier and more coordinated 

intervention at the point where it can most effectively interrupt this process. 
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Chapter 4 

The Interaction Between Cancer and Frailty 

 

A Mutually Reinforcing Relationship 

The relationship between cancer and frailty is not simply additive. It is interactive and 

mutually reinforcing in ways that make the compound burden greater than either condition 

would produce alone. Cancer treatment — surgery, chemotherapy, radiotherapy, hormonal 

therapy — can each contribute to the physiological processes that underlie frailty: muscle 

loss, nutritional depletion, fatigue, reduced physical activity and reduced cardiovascular 

fitness. In individuals who are already frail or approaching frailty at the time of their cancer 

diagnosis, treatment can accelerate the progression of frailty significantly. In individuals who 

were not previously frail, treatment-related changes can trigger the onset of frailty at an 

earlier stage than would otherwise have occurred. 

Frailty, in turn, affects how people experience and recover from cancer and its treatment. The 

reduced physiological reserve that characterises frailty means that frail patients are more 

vulnerable to treatment-related complications, slower to recover from the acute effects of 

treatment, and less able to engage in the physical and social rehabilitation that supports 

recovery. The result is that frail patients who have been treated for cancer often emerge from 

their treatment in a significantly more compromised state than would have been anticipated 

on the basis of either their cancer diagnosis or their frailty status alone. 

The Role of Cancer Treatment Consequences 

Beyond the direct effects of treatment on frailty, the specific consequences of different cancer 

treatments interact with frailty in clinically important ways. Fatigue — among the most 

commonly reported consequences of cancer treatment — is both a symptom of frailty and a 

driver of its progression. When fatigue reduces physical activity, muscle loss accelerates, 

cardiovascular fitness declines and the risk of falls increases. Pain, which is common in 

cancer survivors and often undertreated, similarly constrains physical activity, disrupts sleep 

and contributes to the psychological burden that can accompany frailty. Nutritional 

consequences of cancer treatment — nausea, reduced appetite, altered taste, swallowing 

difficulties — can accelerate the weight loss and muscle wasting that are characteristic of 

frailty. 

Cognitive changes, whether related to cancer treatment or to the ageing process more 

broadly, can significantly affect the ability of frail elderly cancer survivors to manage their 

own care, to navigate the healthcare system, to maintain medication adherence and to engage 

effectively with self-management support. These cognitive dimensions of the cancer-frailty 

intersection are frequently underrecognised in clinical practice and rarely captured 

systematically in existing intelligence datasets. 
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Understanding the Intersection for Service Design 

Understanding the specific ways in which cancer and frailty interact is important not only for 

clinical care but for service design. Services designed for cancer survivors without attention 

to frailty may be poorly configured to meet the needs of older patients who lack the physical 

and cognitive capacity to engage with standard follow-up arrangements. Services designed 

for frail elderly patients without attention to the specific consequences of cancer treatment 

may miss important dimensions of need — late effects, treatment-related nutritional deficits, 

the psychological legacy of a cancer diagnosis — that require specialist input. The most 

effective services for this population are those that explicitly bridge the cancer survivorship 

and frailty domains, bringing together expertise from oncology, geriatric medicine, palliative 

care, physiotherapy, nutrition, psychology and social care in a coordinated and patient-

centred way. 
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Chapter 5 

The Unique Contribution of CQOLS 

 

Measuring Impact, Not Just Risk 

The most important distinguishing feature of CQOLS in the context of frail and elderly 

cancer survivor intelligence is what it measures and how. Most of the data sources that NHS 

organisations currently use to understand the frail elderly population are risk-based: they 

estimate the probability that a patient will experience adverse events, fall, be admitted to 

hospital or require increased care. This risk-based framing is useful for population 

stratification, but it has significant limitations. It tells us who is likely to struggle in the 

future; it does not tell us who is already struggling now, or how severely. 

CQOLS, by contrast, measures impact. It captures what is already happening to cancer 

survivors — the pain they are living with, the difficulties they experience with daily 

activities, the emotional burden they are carrying, the degree to which their quality of life has 

been affected by their cancer and its treatment. This shift from risk measurement to impact 

measurement is particularly significant for frail elderly cancer survivors, for whom the 

burden of existing difficulty is often already substantial and where the gap between what is 

being experienced and what is being addressed by services is frequently large. 

What CQOLS Tells Us About This Population 

Among older cancer survivors, CQOLS consistently reveals patterns of reported difficulty 

that are consistent with the compound burden of cancer and frailty. Elevated rates of mobility 

difficulty — the inability to get around freely and independently — are particularly common, 

and they are clinically significant because reduced mobility is both a consequence of the 

cancer-frailty interaction and a driver of its progression. Elevated rates of difficulty with self-

care and usual activities signal a population that is struggling with the basic demands of daily 

living in ways that have direct implications for independence, for carer burden and for the 

risk of deterioration and admission. Elevated rates of pain and fatigue reflect the ongoing 

physical burden that many older cancer survivors carry, often without adequate support. 

Elevated rates of anxiety and depression signal an emotional burden that, if unaddressed, can 

compound the physical challenges and accelerate functional decline. 

When these patterns are examined at the level of individual NHS organisations — identifying 

which Trusts are seeing their older cancer survivor populations report the greatest burden in 

the domains most relevant to frailty and independence — the result is actionable intelligence. 

It identifies where the gap between burden and support is greatest, where the risk of 

downstream deterioration and system demand is highest, and where proactive intervention is 

most likely to make a meaningful difference. 
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Combining CQOLS With Frailty and Falls Intelligence 

The full analytical power of the framework emerges when CQOLS patient-reported burden 

data is combined with GP frailty population data and falls data. Where a Trust has a large 

frail elderly population, elevated rates of patient-reported difficulty in independence and daily 

living domains, and high rates of falls, the combination of these three signals provides a 

compelling and multi-dimensional picture of concentrated burden and risk. This is not a 

picture that any single data source could provide, and it is precisely the kind of evidence base 

that is needed to make a strong case for investing in proactive, integrated support services for 

this population. 
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Chapter 6 

Service Improvement Opportunities 

 

Comprehensive Geriatric Assessment 

Comprehensive Geriatric Assessment (CGA) is the gold standard approach to evaluating the 

needs of frail elderly patients, and its application to the cancer context is increasingly well 

supported by evidence. CGA involves a multidisciplinary evaluation of an older patient's 

medical conditions, functional ability, cognitive status, nutritional state, psychological 

wellbeing, social circumstances and medication burden. Applied systematically to frail 

elderly cancer survivors, CGA can identify needs that would otherwise go unrecognised, 

inform treatment planning decisions that are appropriate to the patient's overall condition and 

functional reserve, and generate personalised care plans that address the full range of the 

patient's requirements. Where CQOLS data and the Three-Pillar framework identify 

concentrations of burden within an older cancer survivor population, the case for ensuring 

systematic access to CGA within the cancer pathway is strong. 

Falls Prevention and Rehabilitation 

Falls prevention is one of the most evidence-supported and cost-effective interventions 

available for frail elderly populations, and it has particular relevance for older cancer 

survivors whose falls risk may be elevated by treatment consequences. Exercise-based falls 

prevention programmes — which improve strength, balance and coordination — have been 

shown to reduce falls rates and their associated consequences. Where falls data within the 

Three-Pillar framework identifies elevated rates of falls in an area, and where CQOLS data 

confirms elevated rates of mobility and independence difficulties in the older cancer survivor 

population, a structured review of falls prevention pathway availability and referral rates is an 

appropriate and evidence-based response. Rehabilitation services — physiotherapy, 

occupational therapy, structured exercise programmes — similarly address the functional 

deconditioning that both drives falls risk and results from it. 

Exercise and Physical Rehabilitation 

Physical deconditioning — the loss of muscle mass, strength and cardiovascular fitness that 

accompanies cancer treatment and frailty — is one of the most modifiable contributors to 

poor outcomes in this population. Exercise-based rehabilitation, including resistance training, 

aerobic conditioning and balance work, has been shown to be both safe and effective in older 

cancer patients, improving functional capacity, reducing fatigue, improving psychological 

wellbeing and reducing falls risk. The challenge is access: exercise and rehabilitation services 

for older cancer survivors remain inconsistently available across England, and uptake is often 

limited by a lack of referral pathways, patient awareness and appropriately adapted 
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programmes. Where the Three-Pillar framework identifies concentrations of burden and 

functional consequence, reviewing the availability and accessibility of exercise and 

rehabilitation provision is a practical and high-value response. 

Personalised Care Planning 

For frail elderly cancer survivors, personalised care planning is particularly important. The 

standard cancer follow-up model — periodic clinic reviews, disease monitoring, symptom 

management — was not designed with the complexity of frail elderly patients in mind, and it 

may miss many of the most important dimensions of their experience and need. A 

personalised care planning approach, grounded in holistic needs assessment and responsive to 

the full range of a patient's physical, emotional, practical and social circumstances, provides a 

more appropriate framework for this population. Holistic needs assessment delivered 

consistently to older cancer survivors — including assessment for frailty, falls risk and the 

specific consequences of their cancer treatment — can identify needs early enough to address 

them proactively and connect patients with the support services that are best placed to help. 

Community-Based Support and Social Prescribing 

Many of the consequences of the cancer-frailty intersection — social isolation, reduced 

leisure participation, loss of community connection, reduced confidence — are not amenable 

to clinical solutions alone. Social prescribing, which connects patients with community 

resources and non-clinical support, is increasingly recognised as an important component of a 

comprehensive survivorship and frailty support offer. For frail elderly cancer survivors, this 

might include befriending services, community exercise programmes, day centre activities, 

peer support groups and practical assistance with transport, shopping and household tasks. 

These forms of support can make a significant contribution to maintaining independence, 

sustaining social connection and reducing the psychological burden of living with the 

compound challenges of cancer and frailty. 

Integration Across Cancer and Frailty Pathways 

Perhaps the most important service development opportunity identified by this framework is 

the opportunity to create more integrated pathways that explicitly address the needs of the 

population sitting at the cancer-frailty intersection. At present, cancer services and frailty 

services typically operate as separate systems, with limited mechanisms for sharing 

intelligence, coordinating care or ensuring that patients who need both are well served by 

either. Building bridges between these systems — through shared data, coordinated 

assessment, joint care planning and clear referral pathways — is essential for addressing the 

needs of frail elderly cancer survivors effectively. The Three-Pillar intelligence framework 

provides the analytical foundation for making the case for this integration, and the outputs it 

generates can be used to drive the clinical and commissioning conversations from which 

more joined-up services can emerge. 
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Chapter 7 

Health Economics Considerations 

 

A Uniquely Strong Economic Case 

The health economics case for investing in better identification and support of frail elderly 

cancer survivors is unusually compelling, because it operates across three distinct cost 

domains simultaneously. In the cancer survivorship domain, better support reduces the 

downstream consequences of unmet need: avoidable deterioration, reduced independence, 

increased healthcare utilisation and quality-of-life loss. In the frailty domain, proactive 

intervention reduces falls, prevents emergency admissions, shortens hospital stays and delays 

the need for residential care. And in the urgent and emergency care domain, earlier and 

better-coordinated support reduces the delayed discharge that is one of the most significant 

drivers of bed pressure, A&E congestion and system strain. Rarely does a single investment 

opportunity address all three simultaneously. 

The Costs of Unmanaged Burden 

The costs associated with unmanaged burden in frail elderly cancer survivors are distributed 

across multiple care settings and extended over potentially long periods of time, making them 

difficult to measure directly. However, the individual components of this cost are well 

understood. A fall in a frail elderly person generates costs in emergency care, inpatient 

treatment, rehabilitation and ongoing support that can easily amount to tens of thousands of 

pounds per event. An emergency admission in a patient who is not adequately supported in 

the community occupies an acute bed that may otherwise be unavailable for planned 

procedures or new acute admissions. A delayed discharge, in which a patient who is 

medically ready to leave hospital remains an inpatient because community support is not in 

place, costs the NHS substantially for each additional day of occupancy. And behind each of 

these events is a patient whose quality of life, independence and wellbeing have been 

diminished by an experience that, with better-timed and better-coordinated support, might 

have been prevented or significantly mitigated. 

The Return on Investment in Proactive Support 

The evidence base for the economic return on investment in proactive support for frail elderly 

populations is substantial and growing. Falls prevention programmes have been shown to 

reduce falls rates by 20 to 40 percent in community-dwelling older adults, generating savings 

in emergency and inpatient care that typically exceed their delivery costs. Comprehensive 

Geriatric Assessment has been shown to reduce rates of deterioration, hospital admission and 

nursing home placement in frail elderly patients, with cost savings that offset the investment 

in assessment within relatively short timeframes. Exercise and rehabilitation programmes can 
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maintain functional independence and delay or prevent the escalation of care needs that 

drives the most costly forms of health and social care use. The specific returns in the context 

of frail elderly cancer survivors — where the compound burden of cancer and frailty elevates 

the baseline risk — are likely to be at least as strong as in the general frail elderly population, 

and potentially stronger. 

Delayed Discharge and Hospital Flow 

The relationship between unmanaged burden in frail elderly cancer survivors and delayed 

discharge is one of the most important and most underappreciated dimensions of the health 

economics case. Where patients are not adequately supported in the community before a 

hospital admission — through falls prevention, personalised care planning, rehabilitation or 

social support — the severity of their condition at the point of admission is greater, the 

complexity of their care during the admission is higher, and the difficulty of achieving safe 

discharge is more significant. Each of these factors contributes to longer inpatient stays and 

more complex discharge processes. Reducing the burden that leads to unnecessary and 

preventable admissions, and ensuring that patients who do require admission are better 

supported for discharge, is one of the most direct and measurable ways in which investment 

in this population can generate system-level returns. 

Future Evaluation Opportunities 

The Three-Pillar framework creates important opportunities for future economic evaluation. 

By linking the burden estimates generated from CQOLS, frailty data and falls data with 

actual healthcare utilisation data — emergency admissions, lengths of stay, readmissions, 

delayed discharge days — it becomes possible to quantify the relationship between burden 

and system cost more precisely. This kind of linked analysis can provide the robust economic 

evidence base that commissioners and system leaders need to justify investment in proactive 

support services. It can also, over time, track whether service changes result in the expected 

reductions in burden, deterioration and system demand, enabling the continuous improvement 

of service models based on evidence of what is actually working. 
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Chapter 8 

Strategic Questions for Stakeholders 

 

The Purpose of These Questions 

This paper is designed to prompt discussion and reflection rather than to prescribe solutions. 

The intelligence framework described here will be most valuable when it is engaged with 

actively — when the signals it generates are interrogated, validated against local knowledge, 

and used as the basis for clinical and organisational conversations about how services can 

better serve the frail elderly cancer survivor population. The questions that follow are offered 

as a starting point for that engagement. They are not exhaustive, and they will not all be 

equally relevant in every organisational context. But they reflect the areas where the 

intelligence framework is most likely to surface important questions and generate productive 

discussion. 

Identifying Vulnerable Patients 

Organisations should begin by examining whether they are currently identifying frail elderly 

cancer survivors who are carrying significant burden. Are older cancer patients being 

assessed for frailty as part of their cancer care? Are holistic needs assessments being 

delivered consistently to older cancer survivors, and are they configured to capture the 

dimensions of need — mobility, falls risk, independence, cognitive function — that are most 

relevant to this population? Are there mechanisms in place to identify patients whose burden 

is escalating before it reaches crisis point? And are the data sources that the Three-Pillar 

framework draws upon — CQOLS data, GP frailty registers, falls data — being used by any 

part of the organisation to understand the scale and distribution of burden within the older 

cancer survivor population? 

Service Configuration and Integration 

A second important area for discussion is whether existing services are well configured to 

meet the needs of frail elderly cancer survivors. Are cancer services and frailty services 

operating in an integrated or siloed way? Are there shared assessment tools, shared care plans 

or shared referral pathways? Is Comprehensive Geriatric Assessment available to cancer 

patients who need it, and is there a clear pathway for frail elderly cancer survivors to access 

falls prevention, rehabilitation, psychological support and social care? Are the services that 

exist well matched to the pattern of need that the Three-Pillar intelligence reveals, or are there 

significant gaps in provision that the data makes visible for the first time? 

Hospital Flow and Discharge 
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Organisations should also consider the relationship between frail elderly cancer survivor 

burden and hospital flow and discharge performance. Is there an understanding within the 

organisation of the proportion of delayed discharge that may be attributable to frail elderly 

cancer survivors who are not adequately supported in the community? Are there partnerships 

with community providers, social care teams and voluntary sector organisations that are 

designed specifically to support this population to discharge safely and to remain well at 

home? Are discharge teams and cancer services sharing information effectively, and are there 

mechanisms for identifying patients at risk of delayed discharge early enough to put 

appropriate support in place before admission, rather than only once a patient is already in 

hospital? 

Making the Case for Investment 

Finally, organisations should consider how the intelligence available through the Three-Pillar 

framework can be used to make a compelling case for investment in services for frail elderly 

cancer survivors. The economic arguments — across cancer survivorship, frailty and urgent 

and emergency care — are strong, but they need to be grounded in local data and framed in 

terms of the specific priorities and pressures facing the organisation. The framework outputs 

can be used to estimate the scale of burden within the local population, to identify the 

domains in which that burden is greatest, and to illustrate the system consequences — in 

terms of delayed discharge, bed occupancy and emergency care demand — that are most 

likely to be driving operational pressure. Building a local version of this case, grounded in the 

Three-Pillar intelligence, is one of the most practical and high-value uses of the framework. 
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Chapter 9 

Conclusions 

 

A Population at the Intersection of Three Priorities 

Frail and elderly people living with and beyond cancer represent one of the most complex, 

most vulnerable and most underserved populations in the NHS. They sit at the intersection of 

three of the most pressing challenges facing health and care systems: the growing number of 

people surviving cancer; the growing prevalence of frailty and its associated burdens; and the 

escalating pressure on urgent and emergency care services that results, in significant part, 

from unmanaged burden within the frail elderly population. What makes this population both 

unusually challenging and unusually important is that these three challenges do not exist in 

parallel — they interact, compound and reinforce one another in ways that make the overall 

burden greater than any single dimension suggests. And they generate downstream 

consequences — falls, emergency admissions, delayed discharge, bed pressure — that extend 

well beyond the individual patient to affect the sustainability and performance of the wider 

health and care system. 

The intelligence framework described in this paper is designed to make this population 

visible — to create, for the first time, a systematic and actionable picture of where frail 

elderly cancer survivors are carrying the greatest burden, where that burden is translating into 

functional deterioration and system demand, and where earlier, better-coordinated 

intervention could make the greatest difference. By bringing together patient-reported quality 

of life evidence, population frailty data and functional consequence data, and by interpreting 

these through the explicit lens of their implications for hospital flow and discharge, the 

Three-Pillar National Burden Framework provides the kind of integrated intelligence that is 

needed to drive integrated service responses. 

What CQOLS Reveals About This Population 

The National Cancer Quality of Life Survey is the most important single data source within 

this framework, because it provides something that no other national dataset currently offers: 

direct evidence of the burden that frail elderly cancer survivors are already experiencing. 

Where frailty data tells us who is at risk of adverse outcomes, CQOLS tells us who is already 

struggling — with mobility, with self-care, with pain, with fatigue, with anxiety, with social 

isolation. For the frail elderly cancer survivor population, this distinction matters enormously. 

By the time frailty risk stratification tools flag a patient as high risk, they may already have 

been living for months or years with a level of burden that would, with earlier identification 

and support, have been substantially more manageable. 

When CQOLS data for older cancer survivors is examined at the level of individual NHS 

organisations, it reveals patterns of reported difficulty that are consistent with the compound 
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burden of cancer and frailty, and that vary significantly between organisations and 

geographies. Some Trusts show older cancer survivor populations reporting independence 

and daily living difficulties, pain and emotional burden at rates substantially above the 

national comparator. These are signals of concentrated unmet need — signals that, when 

combined with local frailty population data and falls rates, create a compelling and multi-

dimensional case for targeted service development. 

The Three Pillars Working Together 

The full power of the framework emerges when its three evidence pillars are combined. 

CQOLS patient-reported data shows where the burden on frail elderly cancer survivors is 

greatest and where it is most affecting quality of life and independence. GP frailty data 

provides the population context — the size and distribution of the broader frail elderly 

population within which cancer survivors sit — that is essential for understanding the scale of 

the challenge and for making the case for investment. Falls data provides the practical, 

system-relevant link between burden and consequence — identifying where burden is already 

producing the kind of functional deterioration and instability that drives emergency 

admissions, delayed discharge and wider acute system pressure. 

Together, these three pillars support a much stronger service proposition than any single 

source could provide: there is a measurable overlap between existing patient burden, frailty 

burden, functional consequence burden and delayed discharge pressure within frail and 

elderly populations, particularly those living with and beyond cancer. This is the core logic of 

the framework, and it provides the foundation for the health economics case that is, in this 

context, unusually and compellingly strong. 

The System Consequence that Cannot Be Ignored 

The relationship between unmanaged burden in frail elderly cancer survivors and delayed 

discharge from hospital is one of the most important and most underappreciated implications 

of this framework. Patients who are not adequately supported in the community — whose 

burden has not been identified, whose rehabilitation needs have not been addressed, whose 

social care arrangements are inadequate — are more likely to require emergency admission, 

more complex to care for during their inpatient stay, and more difficult to discharge safely 

when they are medically ready to leave. Each of these factors contributes to the delayed 

discharge problem that is, across the NHS, one of the most significant drivers of bed pressure, 

A&E crowding and operational strain. 

By making visible the population most likely to contribute to this challenge, and by providing 

the intelligence needed to target earlier and more coordinated support at the point where it 

can most effectively interrupt the chain from unmanaged burden to delayed discharge, the 

Three-Pillar framework is not simply a survivorship intelligence tool. It is a system 

sustainability tool. The investment case for the services it supports — comprehensive 

geriatric assessment, falls prevention, rehabilitation, personalised care planning, community-

based support — is an investment case not only for individual patients but for the NHS as a 

whole. 



Frail and Elderly People Living With and Beyond Cancer Draft v2.0  |  For Stakeholder Review 

Page 23 National Cancer Quality of Life Survey (CQOLS) 

From Intelligence to Action 

Intelligence about frail elderly cancer survivor burden is valuable only when it drives action. 

The pathway from intelligence to action in this context requires engagement from a wide 

range of stakeholders: cancer services and frailty teams, acute operational leaders and 

discharge coordinators, community providers and social care partners, ICB commissioners 

and system planners. The framework is designed to create the conditions for that engagement 

— to provide a common evidence base that all of these stakeholders can use, and to frame the 

service question in terms that are relevant and compelling across the multiple domains that 

the population touches. 

Where NHS Trusts use the Three-Pillar intelligence to initiate genuine clinical discussion, 

validate findings against local knowledge and implement practical service changes, patients 

will receive earlier, more coordinated and more effective support. Where Cancer Alliances 

use system-level intelligence to commission integrated responses that bridge cancer 

survivorship and frailty pathways, the benefits will reach more patients more consistently. 

Where ICBs incorporate this intelligence into population health planning and system design, 

the commissioning decisions that follow will better reflect the actual needs of the frail elderly 

cancer survivor population and the real costs of leaving those needs unaddressed. 

The Ambition 

The ambition of this framework is both modest and profound: modest in its immediate 

objectives — to understand where burden is greatest, to prompt the right conversations, to 

support practical service development — and profound in its ultimate aspiration. That 

aspiration is to ensure that every older person who has survived cancer, and who is navigating 

the compound challenges of ageing and frailty, receives the support they need to remain 

independent, active and well for as long as possible. Not simply to survive cancer, but to live 

well despite it. 

That ambition cannot be achieved without the intelligence to know where the need is greatest, 

the evidence to make the investment case, and the commitment of clinical teams, service 

leaders and commissioners to act on what the intelligence reveals. The Three-Pillar National 

Burden Framework provides the first of these. This paper is an invitation to provide the 

second and third. 

Conclusion 

Frail and elderly people living with and beyond cancer represent a population whose needs 

are significant, whose burden is substantial and whose potential to benefit from better-

designed and better-coordinated support is large. The intelligence framework described in 

this paper — built on the three pillars of patient-reported quality of life, population frailty 

burden and functional consequence data, and interpreted through the lens of its implications 

for hospital flow and discharge — provides the evidence base to identify where that burden is 

greatest and to make a compelling case for investment in the services that can address it. The 

opportunity for NHS organisations is to use this intelligence: to see what their data is already 

telling them about the frail elderly cancer survivors they serve, to engage in the honest and 
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constructive conversations that the evidence warrants, and to build the services and pathways 

that this population needs, deserves and has too long been without. 


