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 Key areas 

The interface 

The MDT 

IT systems 

Cluster working 

The GP workforce 

The national conversation 

The bigger picture 

 

 



 The Interface 



 The Interface and ACP 

Safety 

 

Decision support 

 

Consistency 

 

Relationships 

 



 RCGP work on Interface 

Exec Officer & Clinical Lead for interface 

groups 

Cross-College working group 

Standing item for Scottish Academy 

Learning shared: 

SG, HIS, NES 

Workshop delivery 

Work shadowing 

 



 The MDT 



 The MDT and ACP 

ACP is ‘everyone’s role’ 

 

New GP contract changes 

 

Continuity versus fragmentation 

 



 RCGP work on MDT 

Primary Care Clinical Professionals Group 

 

 



 IT systems 



 IT systems and ACP 

• Data sharing across interfaces 

• Continuity of approach 

• MDT working 

• Lack of flexibility, reliability, inter-

operability 

 

 



 RCGP work on IT systems 

• Joint RCGP and BMA group 

 Getting our Scottish Health IT Together 

 

• Shared digital platform (ACP test project) 

 

• RCGP Clinical lead for IT 

 



 Cluster working 



 Cluster working and ACP 

• ACP 

• Interface 

• multimorbidity  

  

…all known high priority areas 

 

 

 



 RCGP work on Clusters 

Tripartite group to agree: 

Minimum level of resource 

 project manager, data analyst, admin 

 minimum funded CQL time 

 guidance on Cluster role and remit 

 



 The GP workforce 



 The GP Workforce 

856 WTE deficit by 2021 

>25% vacancy rate 

Training places underfilled 

Worrying retention rates 

 



 The GP workforce 

The importance of TIME 

CAREPlus study 

the Govan SHIP project  

 

The importance of CONTINUITY 

 Pereira Gray DJ et al BMJ open 2018  

 

https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-016-0634-2
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-016-0634-2
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-016-0634-2
http://www.sspc.ac.uk/media/media_490496_en.pdf
https://bit.ly/2IASs14


 The National Conversation 



 SG workstreams 

H&SC integration 

RM 

The new GP contract 

 



ACP in Care Homes:  

GP ACP Advisor perspective 
 

Dr Andrew Mackay 

St Triduana’s Medical Practice 



2008 ACP Enhanced Service  
(Care Homes) 

• “All residents will have an anticipatory care 
plan available in the care homes” 



Anticipatory Care Planning 
Questions for Care Home Residents 

1. A sudden collapse or stroke 

2. Infection not responding to 
antibiotics 

3. An inability to eat and drink due to 
illness 



Anticipatory Care Planning Question 1 

a) Keep you comfortable, clinically assess you, treat any pain or other 
symptoms, and care for you in your care home. 

b)  Contact a family member/close friend, if possible, to help decide 
whether to send you to hospital, instead of dialling 999 for an 
ambulance. 

c) Send you to hospital for tests and treatments such as drip, and 
other treatments for your condition.  

If you had a sudden collapse (such as from a stroke or a 
heart condition), what do you think you would like to 
happen? 



  
 
 

Improving ACP with Care Homes and GP practices: the 
improvement journey  

 
 
 
 
 

Phase 3: 2018-19  

18 Care Homes and aligned GP 
practices across Edinburgh 

QI approach to share learning and 
scale improvements  

Phase 2: 2017-18 

6 Care Homes and aligned GP practices 
across Edinburgh 

Training and implementation support 
to implement the ACP pathway 

Phase 1: 2016-17 

4 Care Homes, North East Edinburgh 
Anticipatory Care Questions (ACQ) 

training, designing the ACP pathway 



 



Improvement aims  

Aim 1: 

Embed Anticipatory Care Planning and design 
reliable processes in 18 care homes in Edinburgh by 
March 2019 

 

Aim 2:  

To reduce the number of avoidable hospital 
admissions by 10% within 18 care homes Edinburgh 
Health and Social Care Partnership by March 2019 

 

 



 

Care Home ACP Improvement Approach:  

change process  

 partnership agreement 

 ACP training delivered 

 ACP champions signed up 

 

Q: how will we know that a change 

     is an improvement? 

         A: learning cycles 

 

 

 

 



Learning Cycles  

Start ACP Pathway: Learning Cycles 

6 Week Action Period: 

Implement/Test ACP Pathway 

Weekly contact with ACP team 
to collect process and outcome 

measures 

Complete 1 page ACP Learning 
Summary for each resident who 

significantly deteriorates 

6th Week data collection 

Measures and learning shared with GP for reflections and feedback 

7th Week facilitated Reflective Learning 
Session 

Learning session summary provided by 
ACP team 

 Agree/record any changes to ACP 
process for next Learning Cycle 



Start ACP Pathway: 
Learning Cycles 

6 Week Action Period: 

Implement/Test ACP 
Pathway 

Weekly contact with ACP 
team to collect process and 

outcome measures 

Complete 1 page ACP 
Learning Summary if 
resident significantly 

deteriorates 

6th Week data collection 

Measures and learning 
shared with GP for 

reflections and feedback 

7th Week facilitated 
Reflective Learning 

Session 

Learning session summary 
provided by ACP team 

Agree/record any changes 
to ACP process for next 

Learning Cycle 



Phase 3 Admissions 

96P

130 
125 

99 

67 

Apr 17-Jan 18 Apr 18 -Jan 19 

Cases requiring immediate assessment All other cases 



999 and self referral 
admissions - ACP relevant 

1321

53 

18 

35 
37 

24 

13 

Admission not inevitable ACP indicated admission No ACP. Admission might have 
been avoided 

Apr 2017- Jan18 Apr 2018-Jan 19 



Admission after GP review 

412311

46 

12 

24 

10 

30 

16 

13 

1 

Admission not inevitable ACP indicated admission No ACP. Potentially 
avoidable admission 

Other 

Apr 2017- Jan18 Apr 2018-Jan 19 



You smashed it!! 



Supporting Care Home ACP 

Champions through the 

 ECHO Network  
  

Hilary Gardner, St Columbus Hospice 

Alison Scobie, ACP Champion,  

 Morlich House 





ACP in the national context – 

what matters? 

Palliative & End of Life, 

Strategic Framework 

Tim Warren 

Scottish Government 
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Letter  

• He did not receive any semblance of a co-ordinated approach to his care needs 
• I am so grateful that it was Dr x  who broke the awful news to our dad - so kindly 

as if he had been speaking to his own father 
• After speaking to the nurse and bringing her up to speed about all the issues, we 

became aware that information wasn’t getting passed on - and following patient as 
it were. It felt like we had to start at the beginning again every time. 

• The registrar eventually accepted that in his haste to speed up the process, he had 
indeed missed out the part where the patient is informed of the diagnosis.  

•  Fantastic receiving Dr  
•  Dad was literally being passed from pillar to post -surely having a coordinated 

approach for the patient will ensure appropriate care in an appropriate ward? 
• Our experience and observations proved that a general ward is not the place for 

an elderly man with terminal cancer, with the added complications of needing 
stoma and nephrostomy care, whose care needs became greater, the frailer he 
became because of the cancer. The frailer,  and less able our dad became, the 
worse his care became. 

• As a family were trying to carry out our dad’s wishes of being at home to die. We 
needed to support to do this, but nothing was organised.  
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By 2021, everyone in 

Scotland who needs 

palliative care will have 

access to it.  

on Palliative 
and End of 
Life Care 

for Action 

Strategic 

Framework 

47 



• Good care, provided to people at any 

stage of their care pathway becomes 

palliative with hindsight when the person 

dies.  

• Specialist palliative care, provided in any 

setting is obviously ‘palliative’.  

• In addition good care, encompassing the 

spiritual, social and psycho-emotional in 

addition to the physical, provided in 

hospital, or in care homes, or by informal 

carers, often supported by district nurses 

and GPs is also ‘palliative care’.  
 



on Palliative 
and End of 
Life Care 

for Action 

Strategic 

Framework 

49 

Access 

Conversation 

Culture 
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The Scottish Government commits to 
working with stakeholders to:  

 Commitments  

1. Support Healthcare Improvement Scotland in providing Health and Social Care Partnerships with 
expertise on testing and implementing improvements in the identification and care co-ordination of 
those who can benefit from palliative and end of life care.  

2. Provide STRATEGIC COMMISSIONING GUIDANCE on palliative and end of life care to Health and Social 
Care Partnerships.  

3. Support the development of a new palliative and end of life care EDUCATIONAL FRAMEWORK.  

4. Support and promote the further development of holistic palliative care for the 0-25 years age group.  

5. Support the Establishment of the Scottish research forum for palliative and end of life care.  

6. Support greater public and personal discussion of bereavement, death, dying and care at the end of life, 
partly through commissioning work to facilitate this.  

7. Seek to ensure that future requirements of e-Health systems support the effective sharing of individual 
end of life/Anticipatory Care Planning conversations.  

8. Support clinical and health economic evaluations of palliative and end of life care models.  

9. Support improvements in the collection, analysis, interpretation and 
dissemination of data and evidence relating to needs, provision, 
activity, indicators and outcomes in respect of palliative and end of life 
care.  

10. Establish a new National Implementation Support Group to support the implementation of 
improvement actions.  
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Has to have capacity 

May or may not have 

capacity 

(Almost) everyone has an 

Emergency Care Summary  

Key Information 

Summary 

Bringing together information about and for 

people, so it can be shared . 

CHI 



Collaborative 
Conversations 

Palliative 
and End 
of Life 
Care 

Long Term 
Conditions 

Diabetes 
Improvement 

Plan 

Cancer 

Shared 
decision 
making 

Self 
Management 

Support 

Self 
Directed 
Support 

Integrated health and social care 

Primary Care 
Transformation 

and New Models 



How to bring about change? 

• Simple? 

• ‘action is taken to ensure joined up work 
between settings’ 

• Centralised solutions? 
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INFORMAL AND FORMAL SOURCES OF SUPPORT 
AND CARE  

sustained by  the responsive  allocation of resources  

Engaged, 
Informed, 

Empowered  
Individuals 

 & those that 
matter to 

them 
(Carers) 

Health & 
Care 

professional 
team 

committed 
to 

partnership 
working 

 

Timely focused 

conversation, 

to plan -  

‘What matters 

to you’ 
 

‘MORE THAN MEDICINE’  
Informal and formal sources of support and care  

Sustained by  the responsive allocation of resources  

Scotland’s House of Care 
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Timely focused 
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to plan -  

‘What matters 

to you’ 
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Engaged, Informed, Empowered  Individuals  & the people that matter to them 

Health & Care professional team committed to partnership working 

Engaged, 
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Too much roof? 



The purpose of support is to 

ensure that people have 

what they need to be able to 

live (and die) well on their 

own terms with their long-

term condition(s). 

 
Entwistle VA, Cribb A, Watt IS et al, Supporting people to live well with long 

term conditions: a brief account of a refreshed way of thinking about support 

for self-management. Manuscript in preparation shared 6 August 2015 63 



What is Realistic Medicine? 



 
Healthcare professionals must: 
 

•Listen to patients - find out what matters 
most to them  - and help them make an 
informed choice;  

•Address over-treatment;  

•challenge variation in clinical practice; and  
•offer higher value care; 
 



The Clinical Directors of the GG&C HSCPs have 
been discussing for some time the issue of 
Anticipatory Care Plans……...  

• KIS is not a perfect system, but it is what we have and 
using it well can be of enormous value to GPs, OOH, 
Secondary Care and the wider MDT. Creating good-
quality KIS’s  and keeping them updated, and taking 
the opportunity to have the good 
conversations/difficult discussions with patients 
regarding their wishes for their care helps to prevent 
unwarranted and unwanted admissions to, and 
deaths in, hospital.  

• Please view the creation of a worthwhile KIS for 
vulnerable patients as a core element of good clinical 
care in the patient with complex health needs. 
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Variation in % of population with an active KIS 

Aberdeen City 

City of Edinburgh 
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Number of active KIS being access  
by unscheduled care 
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Variation in access of active KIS being access  
by unscheduled care 

Angus 
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National Digital Platform Update 

Alistair Hann 









Lego?  

• HL7 FIHR 

• SNOMED CT 

• openEHR 

• IHE-XDS 
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? 

A minimum viable 

system………. 



How to view 
& How to  
Write and 
update 

Who are 
you,?  
What access 
should your 
role give 
you? 

All the 
information 
about the 
person 







Legacy 
systems 

Who are 
you,?  
What access 
should your 
role give 
you? 

How to view 
& How to  
Write and 
update 

What 
service 
where? 

Translates  
other data 
into ‘Lego’ 

All the 
information 
about the 
person 

A single 
way of 
‘getting in’ 

What CHI 
will be – 
Electronic  
Master 
Patient 
Index 



ACP Improvements – what matters:  

Out of Hours, Acute Hospital, and 
Partnership perspectives   

  



 Out of Hours perspective –  

 KIS ACP and LUCS 

 

Dr Lisa Carter 

 LUCS ACD 

 NHS Lothian Primary Care Quality Lead 

ACP improvements – what matters?  
 



•               KIS 

    ACP 



KIS and ACPs are not the law  



  A (short) case 
study  



Please note this care plan is a guide 

only, and its contents should be 

overridden when in the best 

interests of the patient. Always seek 

real time ED physician advice when 

there are management difficulties. It 

is good practice to always check 

current accuracy of information with 

patient, GP letter, KIS and hospital 

medical notes 





 



 Acute Hospital perspective –  

Anticipatory Care Planning in the 
Acute Care Setting 

Dr Sarah Keir 

Western General Hospital    

  

ACP improvements – what matters?  
  

 



Patient-Centred Care:  
A Seamless Journey 

• Knowledge reconciliation 
– med history, medicines, previous wishes, 

current status, patient and significant others 
know what’s happening 

 

• Fluid thinking 
– Regular reassessment 

 

• Processes in place for change of direction 
 



Anticipatory Planning: Workstreams 
• Information reconciliation – incoming 

– Key Information Summary: how many have? What’s on it? Are we using 
the info? 

 

• Anticipatory planning form 
– Is it useful? Does it stimulate more future wishes conversations? Do such 

conversations distress patients/ relatives? Does it increase our inclusion 
of patient/ significant other? What should be on the form? 

 

• DNAR form audit 
– What is our rate of use? What is our rate of discussion with patient/ 

significant other before form? What’s our cardiac arrest rate? 

 

• Information reconciliation – outgoing 
– Is the information we generated re future wishes on the DC summary 

(and hence potentially getting in to KIS)? 



What Do Patients Think About Anticipatory 
Planning When in Hospital?  

Future Planning Discussions: Patient Opinion 
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Anticipatory Planning Forms: 



 Partnership perspective –  

Angela Lindsay 

Health & Social Care Locality Manager, 

North East Edinburgh   

  

  

ACP improvements – 

what matters?  
  

 



  
 
 

 
 
 
 
 

Edinburgh Health and Social Care Partnership  



  
 
 

 
 
 
 
 

Key aims of Health and Social 
Care integration 

Transform the way 
health and social care 
services are provided 

Support people to live 
longer, healthier lives at 

home or in their own 
community for as long 

as possible 

Drive real change that 
improves people’s lives 



 
 
 
 
 

interventions 
at crisis 

prevention 
and earlier 
intervention  

towards 

System-wide change to  
move . . .   

from 



  
 
 

 
 
 
 
 



  
 
 

 
 
 
 
 

Three Conversations Model  



ACP community pathway development 

Community Mental 
Health Team 

Home care co-ordinators 

Community 
Pharmacists  

Community 
Pharmacists  

Dieticians 

Dieticians 

Dieticians 

Dieticians 

VOCAL 

Edinburgh Carer 
Support Team  


