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Executive Summary 

A scalability assessment can help to understand if an intervention is ready to be scaled up and 

spread.  The purpose of this report is to assess the Patient-experience Anticipatory Care 

Planning Team (PACT) for potential scale-up and spread across Scotland. 

The PACT is a multi-disciplinary team based in the Royal Infirmary of Edinburgh (RIE) which 

aims to support people who frequently attend the emergency department. PACT started 

operating in 2015 and delivers its support in collaboration with patients, and with other 

professionals involved in the patient’s life, by developing a care plan which provides a 

summary of what has happened to date and future plans.  

PACT adds value to patients and staff at the RIE. However this analysis indicates that the 

model requires an upfront investment of resources that is unlikely to be matched by cash 

releasing savings from the acute hospital. 

The assessment concludes that the PACT model is not currently suitable for spread nationally 

for two reasons: 

1. The model needs to be adapted to deliver the PACT approach using existing resources. 

2. As it has only been delivered in one site, there is insufficient understanding about 

what contextual factors are critical for successful implementation. 

Examples from across Scotland demonstrate that key elements of PACT can successfully be 

adopted and adapted by existing teams. For example, identifying people at a population level 

for support and helping those identified to plan for the future with anticipatory care planning 
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Background 

Two percent of the population accounts for half of acute hospital spend and community 

prescribing. The majority of these individuals are older people with frailty-related long term 

conditions and people in the last six months of life. However there is a small cohort who are 

regular attenders at emergency departments due to recurring pain, mental health or social 

issues related to having severe and multiple disadvantage. 

These ‘frequent attenders’ are defined by the Scottish Government as:  

“patients age 16 and over who attend any Emergency Department 10 or more times 
within a year or attend 5 or more times within a 3 month period.” ISD Scotland 

 
People who regularly attend the emergency department require support, however the 

emergency department is not always the most appropriate place for people to receive the 

help that they need. The root cause of the visit to the emergency department is not always 

established, potentially leading to further attendances, and patients can receive treatment 

that is not always necessary. The emergency department does not necessarily meet the real 

needs of these people, particularly their social and psychological needs.  

Staff working in the emergency department can find it challenging to care for patients who 

are very complex. Staff can suffer from ‘compassion fatigue’ due to repeat attendances by the 

same patients and a cycle of negative interactions can develop. Emergency department staff 

may not be best placed or best equipped to address the needs of patients with severe and 

multiple disadvantage. The focus of emergency departments often is generally to care for 

people who have suffered from acute medical conditions, for example road traffic accidents, 

and not the personal trauma that individuals who are frequent attenders are experiencing.  

Frequent attenders impact on the demand and performance of the emergency department. 

This makes it more difficult for the emergency department to meet their performance 

standard of admitting or discharging 95% patients within four hours. They can also frequently 

be admitted to hospital.  

Interventions that can reduce their attendance to hospital should therefore benefit the 

individuals, staff in the emergency department and the performance of hospital systems.  
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Scalability Assessment 

There is a strategic drive for integration of health and social care to improve health and 

wellbeing outcomes for people in Scotland.  This, combined with the current financial 

constraints, provides impetus to explore how successful local improvement initiatives can be 

scaled up and spread across Scotland. It is however important to examine which interventions 

should be ‘scaled up’ to ensure appropriate use of resources (financial and staffing).  

A literature review was undertaken to summarise approaches from published literature on 

spread and scale which are relevant to a scalability assessment.  The review did not intend to 

undertake a systematic review of scale and spread approaches but rather to summarise 

commonly reported concepts to guide any impact and scalability assessment.  Drawing on the 

Institute for Healthcare Improvement’s experience of scaling up health interventions, Barker 

et al concluded: 

‘Health systems are much less automated and arguably more heterogeneous compared 

to equivalent large business enterprises; as a result, we cannot jump from the prototype 

scalable unit to wide-scale replication, as in other industries’. 

 

A scalability assessment can help to understand if an intervention is ready to be scaled up and 

spread across Scotland. For Patient-Experience Anticipatory Care Planning Team (PACT), this 

would relate to scaling up the model across 23 emergency departments in Scotland.  

This assessment will focus on the ‘classic PACT’ model, and will not explore the scalability of 

other initiatives that have come about as a result of PACT, for example PLAAN (Pan Lothian 

Admission Avoidance Network) or ICU survivors work. Some further information about these 

pieces of work can be found in appendices 5 and 6. 

This assessment was based on five key factors derived from a literature review which 

summarised approaches from published literature on spread and scale that are relevant to a 

scalability assessment. The key factors are outlined in table 1. A range of evidence sources 

were used to answer the questions outlined in table 1. These included: 

 evaluation undertaken by the Health Economics Research Unit at the University of 

Aberdeen, 

 semi-structured interviews with all members of PACT (see appendix 1 for a list of 

interviewees),  

 data interpretation support from a Health Economist from Healthcare Improvement 

Scotland,  

 ISD website: Acute Hospital Activity & NHS Beds Data Release, and 

 review of the strategic plans for each Health and Social Care Partnership to understand 

whether the issue of frequent attenders was a priority for other areas. 

https://www.isdscotland.org/Health-Topics/Hospital-Care/Publications/2018-12-18/Acute-Hospital-Publication/
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Table 1 - Key factors from literature review on spread and scale.  
Sources included as references. 

Key factors Key questions to answer Report section 

The Innovation - What is it? 

- Who is it for? 

- How is it delivered? 

- Contextual factors facilitating 

delivery? 

- What are the social components? 

PACT 

Innovation 

resources 

- What skills are required? 

- What staff capacity is required? 

- What infrastructure is required? 

PACT 

Effectiveness - What are the expected benefits? 

- What are the advantages over the 

existing system? 

- Is the effect sustained? 

- Can the innovation be generalised to 

other contexts? 

Effectiveness 

Spread method - Has the innovation been trialled in a 

number of contexts? 

- How compatible is the intervention? 

Spread method 

Readiness of wider 

system 

- What is the motivation and culture? 

- Is the issue a priority? 

- Is there a strategic commitment? 

- Has the perspective of the wider 

system been explored? 

Readiness of wider 

system 
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Patient-Experience Anticipatory Care 
Planning Team 

PACT is a multi-disciplinary team based in the RIE which aims to support people who 

frequently attend the emergency department. PACT started operating in 2015 and delivers its 

support in collaboration with patients, and with other professionals involved in the patient’s 

life, by developing a care plan which provides a summary of what has happened to date and 

future plans.  

Local contextual factors leading to creation of PACT 
NHS Lothian recognised the impact of frequent attenders on the performance of the 

emergency department and the potential impact on the wider hospital system. A need was 

identified to implement a standardised process for these patients. The ‘invest to save’ PACT 

project was set up to impact on emergency department waiting times and also use a patient 

centred approach. Consultant liaison psychiatrists at the RIE and Western General Hospital 

already had combined cases, therefore there was greater impetus to work together. The 

existing management structure of liaison psychiatrists across the acute hospital in NHS 

Lothian further supported this way of working. 

 
Figure 1 - Attendance and compliance with the four hour standard at Royal Infirmary of Edinburgh. 
Since 2007, the national standard for A&E is that 95% of new and unplanned return attendances at an A&E 

service should be seen and then admitted, transferred or discharged within four hours, the chart below shows 

the percentage of patients seen within 4 hours from data for the RIE from April 2015 to March 2019. 
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Target population 
PACT maintains a database of people who are frequent attenders to RIE emergency 

department (ED). The people listed in the PACT database can usually be grouped into the 

following categories: 

 Young ED – this is the group most frequently supported by PACT. This can include people 

with alcohol dependency, substance misuse, homelessness, learning disabilities, 

communication problems, mental health problems who present with self-harm, or 

overdoses. 

 Long term conditions – these can be patients with chronic pain, some functional 

symptoms, or conditions such as poorly controlled asthma or Chronic Obstructive 

Pulmonary Disorder (COPD). 

 Frail elderly – these patients aged 65 and over are not usually supported by PACT as 

there is a belief that support is provided elsewhere.  

 

PACT uses the following approaches to identify the top 0.25% attenders at the emergency 

department for intervention: 

 SPARRA (Scottish Patients At Risk of Readmission or Admission) score of 80% or more 

(excluding patients who are over 65 or at the end of life), 

 patients aged 16 and over who attend any Emergency Department 10 or more times 

within a year or attend 5 or more times within a 3 month period (Scottish Government 

definition of a frequent attender), and  

 direct clinical referral. 

 

PACT team members 
A multidisciplinary team of nine people based in the RIE supports the delivery of PACT, 

although only one team member works full time (see appendix 2 for full breakdown of 

numbers and skillsets). Based on the number of people in PACT, standard Agenda for Change 

and sessional rates, it is estimated that the PACT team costs approximately £285,000 a year in 

pay costs which is approximately £600 per patient. The team is based in existing facilities at 

the RIE. 

A team approach is taken to the development of care plans and multidisciplinary team 

meetings are held weekly comprising as many of the PACT members as possible.  

The skills in PACT used to deliver the service include: 

 expertise in care planning, 

 ability to build relationships with patients with severe and multiple disadvantage, 

 ability to build relationships with professionals in other departments (emergency 

department, medical and surgical wards, other hospital departments and primary care) 

and other agencies (police, third sector, social work etc), 
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 knowledge and expertise to signpost patients to relevant local support, for example local 

organisations who support patients with alcohol addiction or local mental health charities,  

 an understanding of how to run the monthly report and maintain the PACT database, and 

 at least one team member who has previous ED experience in order to bring an ED 

perspective to PACT and to build credible relationships with colleagues in the ED.  

 

Additional skills that have been highlighted as being useful, that are not in the current PACT, 

would be in the form of a link worker. The support of the Navigator service (an ED based 

service that aims to support people to move away from violent or chaotic lifestyle) has been 

deemed beneficial to the team and to have a dedicated link worker for PACT would appear to 

be a useful addition.  Link workers are able to provide bespoke and coproduced interventions 

for individuals if and when they are ready to change.  

PACT’s infrastructure 
PACT has a small infrastructure to support its operation. This includes: 

 an IT system for data capture, shared drives and e-mail inbox, 

 analytical infrastructure to run the case finding algorithm and data support,  

 an office space, 

 a referral process,  

 care planning resources, 

 staff time and funding for training, and 

 staff time and funding for travel, for example, speaking with GPs, meeting housing officers 

etc. 

 

Case study  
The following case study has been included as a real-life example of the work of PACT to give 

greater insight into how PACT supports people with care planning. 

Delivering PACT 

As the liaison psychiatrist for PACT I was contacted by the GP about a 69 year old man who said, 

‘this chap is on the verge of breaking us, he’s about to be ejected from the practice, he calls 20 

times a day’. He has complaints about pain, limited mobility, he has diabetes, he’s a bit overweight 

but he also calls to say he’s fallen and he can’t get up or get food and drink so that’s obviously an 

emergency. But then another time later in the day he might be accidentally spotted going down to 

the shops.  

He had a package of care which was great because then there’s someone going in to see him who 

can let us know, in this fluctuating picture, if he might need to go to hospital and have some acute 

intervention. But the package of care has stopped, in part because he punched a social worker in 
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the face. So he’s a difficult character. We had a big MDT in the practice with social work, the carer 

previously involved and the GP. We tried to unearth more of a story, how did this man get to this 

level of function, how was he before, what’s his story?  He’s clearly always been quite a tricky 

character, slightly abrasive, but been functioning quite well in life.  

He had a couple of key life events that caused him to decompensate. He used to run a chauffeur 

service and would send out drivers and was probably quite a ‘one false step and you’re sacked’ kind 

of person. Then his wife died and his business started to struggle and then he lost his house, so it 

created this presentation that is quite difficult to comprehend without forming quite a moral 

judgment about the person.  

So after that meeting the social worker and I went to see the patient at home, we had a bit of a 

chat, he got very angry quickly, I stepped back a bit…..We took away from that some thinking about 

how we could try to re-establish a package of care. Meanwhile, when he calls out of hours and gets 

to speak to the local GPs they might be able to do a home visit, but if he says ‘I’ve fallen out of bed, 

I can’t move’ it can just trigger an ambulance. And you’ve got an entry ticket because you have 

frailty, you have co-morbidities…..So either he keeps going into hospital or the GPs are doing a lot of 

work and don’t know how long they can keep going with it.  

So we hatched a plan where we would give him a package of care, but with a risk management 

approach. What I think was clear to me was not that each day you’ve to make sure you’ve done a 

good job cleaning his flat etc, he’ll benefit from help from that, but equally he’s not in danger if on 

some days this is not done or is sub optimal.  

The more important thing is the long term support you can provide, and that means that on a day 

that he starts to get cross with you, don’t feel like as a carer you still have to do your job, just take a 

step back and maybe check in later and have that more flexible approach – meanwhile the presence 

of a package of care will be hugely advantageous to his healthcare because it will allow the GPs to 

have more support on their decision making because they will have information from the carers. It 

will also prevent the GP practice from expelling him, and if he was de-listed from a practice he 

would go to the challenging behaviour practice whereby he cannot call the out of hours GPs, the 

only route would be to call NHS24 and for them to call an ambulance. The consequence of that 

would be that he would be here [emergency department] all of the time.  

The social work manager then disagreed with the plan, no package of care, too risky. I contacted the 

local cluster manager and had a call and then we were joined by the social workers, and he was able 

to see the benefit and why it was worth trying again.  

So I’ve done this now a few different times with different patients and I’m learning patterns and so 

far this person has a new package of care, which requires a personalised approach, and to make it 

an appealing package of care to go out to tender I said I would support it, and there will be a 10 

week trial period. So far he’s been home for a month, he’s not been back to hospital so far, there 

have been OOH calls but they’ve been managed and the GPs are delighted that he has a package of 

care again, and in response to the conflict and argument I got in touch with the GP, social worker 

and care provider. I’ve been to a home visit with the social worker and we keep an eye on the long 

view and we feel like it’s still going well.  
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Effectiveness 

PACT was created to alleviate pressure on the RIE from people who regularly attended the 

ED. PACT is expected to have benefits on three groups: 

 People who regularly attend ED by providing more person-centred support to address 

the underlying issues resulting in regular ED attendance, leading to improvements in care 

experience, 

 People who work in ED by reducing the number of frequent attenders who the ED staff 

care for, this reduces the risk of ED staff becoming frustrated and losing empathy, and 

 The wider health and social care system by alleviating pressure on the RIE through 

reducing attendance to ED, unplanned admissions to hospital and reduced cost of 

delivering unplanned care. 

 

The observed benefits of PACT for each of these groups is described in each section below. 

 

People who regularly attend ED 
PACT’s person-centred approach gives patients the chance to voice underlying reasons for 

their conditions and behaviours and get resolution for those causal issues. It also gives 

patients a chance to become partners in their care; sharing their ideas in a non-stressful 

situation. This can result in a much more positive and trusting relationship with healthcare 

professionals. 

Patients supported by PACT report feeling listened to.  

 

Feedback from a substance misuse patient includes: 

 “Thanks for taking the time to sit down and actually listen to what I have to say.” 
 
And from another patient: 

“What I found very important and useful is the fact that [PACT team member] treated 
me as a person, heard all my concerns and took into account me as a person rather 
than “only a cyclic vomiting syndrome patient”, as I feel I am treated many times.” 

 
PACT patients who are able to attend appointments can benefit from talking to someone face 

to face; particularly when there is involvement from multiple specialties. Care is 

individualised, and PACT can support patients by making small changes to a process, for 

example, patients with chronic pain or respiratory issues can get a direct referral to be 

admitted to the ward, not via the medical assessment unit. 
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In line with Realistic Medicine, PACT can also support the reduction in iatrogenic harm (harm 

we ‘do to’ patients). For example, a patient who has abdominal pain could end up having 5-6 

CT scans over a year, or an alcoholic homeless person who has had many falls may have many 

CT head scans. One interviewee fed back that particularly in young people, repeated use of 

these investigations can be very damaging as radiation exposure increases the long term risk 

of cancer. Similarly, people who have recurrent pain can sometimes get high doses of IV 

morphine which has many problems associated with it. By writing a care plan, including this 

information, PACT can advise that additional investigations may be more harmful than 

beneficial to the patient. 

In the patient experience section of the care plan, information can be included about what 

patients would like the doctors and nurses to know the next time they attend the ED. This 

supports shared decision making and more person-centred care at different parts of the 

health and social care system. 

“You put it in quotes and when the care provider sees that in the care plan it 
encourages empathy.” (ED consultant, PACT) 

PACT supports integrated working between teams and services. The patients identified by 

PACT often have considerable overlap with other services. The challenges that patients have 

are often system-wide issues; deprivation, substance misuse, chronic disease, homelessness, 

criminal justice. “These patients are everyone’s ‘problem patients’.”  So a system-wide 

approach is required to support them. Sharing challenging cases can help to build 

relationships between services that don’t normally speak to one another. 

“I think that the key to delivering proper integration is to get services speaking to one 

another at the level of shared cases, this has been an amazing way of breaking down 

barriers and very powerful as a catalyst for delivering effective integration.” 

(Consultant liaison psychiatrist, PACT) 

In summary, the evidence reviewed suggests PACT has a positive impact on the people they 

support through improved person-centred care and experience of integration at point of care. 

People who work in ED 
Clinicians can find it frustrating not being able to resolve the underlying issues faced by 
frequent attenders. 

“As most clinicians are problems solvers – the fact that these patients are repeatedly 
attending, it is clear we are not solving their problems.” (Consultant liaison 
psychiatrist, PACT) 
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Frequent attenders can be very complex and time consuming, therefore having someone with 

expertise in taking an overview and pulling together different elements of a complex picture 

to create a clear management plan is beneficial for staff in the emergency department. 

The team provides a good summary, readily available, which is: 

“worth its weight in gold when you’re on a busy shift, having clear guidance on how to 
look after complex patients is really valuable.” (ED consultant, PACT) 

PACT also support the ED staff by providing support for particularly challenging patients.  

“It can be disconcerting for staff when a patient presents with seemingly intractable 

problems and where there may be potentially unmet expectations. For the cohort of 

people who have gone through the PACT process and have an agreed plan, it is 

immensely reassuring for clinicians to have that agreed. It helps avoid management 

options that have failed before, helping to reduce inappropriate use of health care 

services.” (ED consultant, PACT) 

Feedback from ED staff includes: 

“The care plan made my assessment and interaction with the patient easier which was 

better for both of us, it helped give me guidance on their care.” 

“I find care plans in general very helpful in the ED they give useful background, help 

guide care and involve the patient.” 

In summary, the semi-structured interviews suggest PACT has a positive impact on the people 

who work in ED by reducing frustrations and helping them feel supported. 

The wider health and social care system 
The impact of PACT on alleviating pressure on the RIE was evaluated by the Health Economics 

Research Unit (HERU) at the University of Aberdeen (February 2019). They assessed the 

impact of PACT with four measures and compared to a weighted control group.  

 

It is essential to compare admission reduction models based on risk prediction to a control 

group, as admissions generally reduce with no intervention. The control group also provides 

an opportunity to compare the impact of PACT to the current system. The control group were 

a weighted control of 450 people. The data from HERU is present in table 2. It uses standard 

statistical methods to compare the impact of PACT to the control group to determine if 

changes seen in the PACT group are as a result of normal reduction in admissions over time or 

whether the change is a result of PACT’s intervention. 
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Figure 2 - Comparing impact of PACT versus a control group on acute service use 
Data from the University of Aberdeen’s Health Economics Research Unit. This data was used to compare the 
difference in service use and cost of service between PACT and the control group, before and after an 
intervention. The table only contains the averages and does not indicate the degree of variation in the 
underlying data used to calculate each average. 

 

Measure PACT Control group 

(average per person per year) Before After Change Before After Change 

Unplanned admissions  3.85 2.84 1.01 4.20 3.55 0.64 

Length of stay (days) 9.87 6.83 3.04 13.68 9.77 3.91 

Unplanned hospital costs £11,110 £7,455 £3,655 £16,447 £11,771 £4,676 

Total planned and 

unplanned hospital costs 

£19,410 £15,295 £4,115 £20,595 £19,392 £1,203 

 

 

Data on 954 PACT patients between August 2014 and July 2016 demonstrated:  

 Average number of unplanned admissions reduced by 0.6 for the weighted control group 

and 1 for the PACT group, this difference was statistically significant (p=0.09) therefore 

attributed to PACT. This translates to 340 unplanned admissions avoided during a two 

year period which is a reduction of 0.5% of unplanned admissions to the RIE and 

estimated reduction of 3,300 unplanned bed days. During a similar time period RIE had a 

total of 68,500 unplanned admissions. 

 Average length of stay was 4 days for the weighted control group and 3 days for the PACT 

group. However, due to the variation in length of stay within each group the difference 

was not considered statistically significant (p=0.3) therefore the change could not be 

confidently attributed to PACT and may be due to random variation.  

 Average cost of unplanned hospital care declined in both groups but declined more in the 

control group than the PACT group. However, due to the variation of costs within each 

group the difference was not considered statistically significant (p=0.18).  

 Total cost of planned and unplanned hospital care declined in both groups and the 

average declined more in the PACT group. The statistical difference between these two 

groups (p=0.14) is marginally out with that which is normally considered statistically 

significant (p=0.1). Further statistical analysis suggests that PACT would have efficiency 

benefits of £2,912 per person compared to the control group. The cost of delivering PACT 

is approximately £600 per person. 

 

In summary, PACT is likely to have avoided 340 unplanned admissions over a two year period, 

approximately 0.5% of total unplanned admissions to RIE and an estimated 3,300 unplanned 

bed days. However, RIE had 68,500 unplanned admissions during this period and 
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approximately 640,000 unplanned bed days. As a standalone intervention the number of 

patients supported by PACT is not large enough to deliver cash releasing savings from the 

hospital. Therefore the savings are likely to be efficiency savings rather than cash releasing. 

 

Advantages over current system 
PACT improves the experience of patients and staff and is likely to have a small impact on 

unplanned admissions compared to the current system. PACT could lead to potential cash 

releasing savings if combined with other initiatives. However, as a standalone intervention 

the number of patients supported is not large enough to deliver cash releasing savings from 

the hospital. Therefore, unless combined with other initiatives, in practice, the savings are 

likely to be efficiency savings rather than cash releasing. 

 

Sustaining the impact of PACT over the existing system will be reliant on continued funding of 

the PACT team with additional recurring funding, without releasing funding from acute 

hospitals.  

 

Generalising PACT to other areas 
Other areas of the UK have implemented similar models to PACT demonstrating that a PACT-

like model could be generalised to other EDs. These include:   

 The NHS Rightcare High Intensity User Programme was first established in 2015 in 

Blackpool.  The aim of this programme is to work with the cohort of the top 50 high 

intensity users of A&E services to; personalise care, de-escalate issues and manage 

relapse. 

 In Lanarkshire, LIST analysts explored emergency department attendances and the data 

highlighted approximately 40% of the top 100 attendees in 2015-16 were also ranked in 

the top 100 in the previous financial year. Some of these individuals had over 40 

emergency department attendances in a single year, the highest having 76 attendances in 

total. 

 

PACT has estimated that their model could be generalised to operate in other areas with 

running costs of £75,000 to £190,000 a year, depending on the population size the acute 

hospital serves. 

 

It should be noted that PACT’s approach could be generalised into other care settings outwith 

the ED. The three key stages of PACT’s care that could be adapted for existing teams to 

implement in a community based setting are: 

 identifying people at risk of poor outcomes, 

 anticipatory care planning, and 

 multi-disciplinary working to support people to avoid hospital. 
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There are numerous examples already in place across Scotland, including PLANN in NHS 

Lothian, Govan SHIP in NHS Greater Glasgow and Clyde and several areas that are part of the 

ihub’s Living Well in Communities programmes. These models may use a PACT-like approach, 

however they focus on different population groups. 
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Spread Method 

PACT is a relatively complex intervention to spread as it is more than just changing processes 

or behaviours of existing teams and services.  Adapting PACT to function in other emergency 

departments would include: 

 securing recurring funding for pay costs of between £75,000 to £190,000 a year per site, 

 training for staff in writing and reviewing care plans, 

 buy-in from ED staff and champions identified, 

 different approaches to be adapted for different emergency departments, considering 

urban and rural environments, local interpretation,  

 a forum for all participating ED for sharing best practice and continuous development, 

 development of a local database to generate PACT patients and carry out analysis, and 

 support from Caldicott Guardian. 

 

There are 22 other EDs across Scotland, resulting in annual costs between £1.7m to £4.2m, 

depending upon size of the local population. It is estimated that a PACT scale-up programme 

would take three years and have implementation costs between £750,000 and £1 million a 

year. The upper limit for the total cost over a three year period is estimated to be up to £13 

million, followed by recurring pay costs between £1.7m to £4.2m to sustain the service. This is 

estimated to avoid up to 3,700 unplanned admissions and 30,000 unplanned bed days across 

Scotland during the first three years and 2,500 unplanned admissions and 20,000 unplanned 

bed days each year after. 

 

PACT has only been implemented in the RIE and has not yet been trialled in other areas. The 

service does not yet exist in NHS Lothian’s other ED at St Johns Hospital, West Lothian. 

Patients who are frequent attenders at the RIE who live in West Lothian are seen by PACT and 

care plans are written. However, the system at St John’s Hospital is more akin to the former 

frequent attenders service at the RIE and is less structured and has less resource allocated to 

it than PACT. 

 

Until the intervention is trialled in other areas, the effect of local context on the impact of 

PACT will not be known. There is the potential that key success factors that lead to PACT 

having an impact may not be found in other areas. Examples may include the personalities 

and drive of local clinicians, the pressures faced in the ED, the make-up of the local 

population, etc. The unknown contextual factors are a risk to the expected benefits of 2,500 

unplanned admissions and 20,000 unplanned bed days each year after.  
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Before being considered for large scale spread, PACT would need to be adapted and tested in 

one or two other sites, preferably outwith NHS Lothian. This would allow a greater 

understanding of the key contextual factors which enable the successful implementation of 

this approach, and hence whether this model could be spread into other areas who don’t 

share a similar context.  

 

Trialling PACT in at least two other areas will minimise the risk of a large nation-wide 

investment failing, and would build the belief that this model can deliver outside of 

Edinburgh. 
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Readiness of the wider system 

The ability to spread PACT depends on the receptiveness of other areas of Scotland.  Analysis 

of Integration Authorities’ strategic plans demonstrates wide-spread support for anticipatory 

care planning in order to reduce unplanned admissions, however there is a lack of strategic 

commitment to target anticipatory care planning to the PACT population group.  

 

Most Integration Authorities’ focus is typically on older people, as this is the fastest growing 

population group with high demand on unplanned care services. This suggests the PACT 

model would not currently be a priority in most other areas of Scotland. This would 

significantly hinder any attempts to spread the model outwith NHS Lothian. 

 

There is some evidence of engaged clinical leadership in different areas of Scotland that may 

have an interest in a PACT-like model, including Glasgow, Lanarkshire and the Borders. 

However, without the strategic commitment of the Integration Authorities it would be 

difficult for clinical leaders to access the additional funding required to implement this model 

without evidence of cash releasing savings. 

 

The additional cost of running a separate PACT team would also be a significant barrier to 

local systems adapting this model. The increasing pressure on health and social care services 

relating to a rapidly aging population makes it more difficult for health and social care services 

to provide recurring funding for new services without cutting existing services. PACT is 

unlikely to be a high enough priority for most Integration Authorities for such a financial 

commitment.  

 

However, if PACT could be adapted to be delivered with existing resources and further reduce 

unplanned admissions, it would overcome the financial barrier and make it more likely 

Integration Authorities would prioritise the implementation of this model.  
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Conclusion 

PACT adds value to patients and staff at the RIE. However this analysis indicates that the 

model requires an upfront investment of resources that is unlikely to be matched by cash 

releasing savings from the acute hospital. 

 

The assessment concludes that the PACT model is not currently suitable for spread nationally 

for two reasons: 

1. The model needs to be adapted to deliver the PACT approach using existing resources, 

and 

2. As it has only been delivered in one site, there is insufficient understanding about 

what contextual factors are critical for successful implementation. 

 

Examples from across Scotland demonstrate that key elements of PACT, such as identifying 

people at a population level for support and helping people identified plan for the future with 

anticipatory care planning, can successfully be adopted and adapted by existing teams in 

Scotland. 

 
 

  



 

 

 

 

PACT driver diagram 

 
 

 

 

 

 

 

 

 

 

 

 
 

  

PACT identifies frequent 

attenders at the 

emergency department 

of the RIE and, in 

collaboration with a 

number of partners and 

the patients, develops a 

care plan in order to 

provide appropriate 

support for patients and 

to reduce future ED 

attendances and 

potential admissions. 

Team skills 

Infrastructure 

Support 

Securing recurring funding for pay costs 
Development of a web based dashboard to generate PACT patients 
Different approaches adapted for different emergency departments 
A different model for paediatrics 
Training for staff in writing and reviewing care plans 
A referral process 
Information on what’s a good and useful care plan 

Expertise in care planning 
An ability to run the monthly report and maintain the PACT database 
An ability to build relationships with challenging patients 
An ability to build relationships with professionals in other departments 
Knowledge and expertise to signpost patients to relevant local support 
At least one team member who has previous ED experience 
Link worker 

Buy-in from ED staff and champions identified 
Support from Caldicott Guardian and Clinical Director 
A forum for all participating EDs for sharing best practice / continuous 
development 

Aim Primary drivers Secondary drivers 



 

 

 

Appendices 

Appendix 1 
 

List of people interviewed. 

Name Designation Interviewed 

Chris Cooper Information Analyst 31/01/19 

Annette Cosgrove Senior Charge Nurse 31/01/19 

Dr James Marple Primary Care/ Systems Physician 31/01/19 

Dr Michelle Open Emergency Department Consultant 01/02/19 

Dr Wojtek Wojcik Liaison Psychiatrist  31/01/19 

Dr Andrew MacKay GP 06/02/19 

Dr Robby Steele Consultant Liaison Psychiatrist, Psychology 08/02/19 

Sara Robinson Associate Director of Medical Education RIE 

Consultant in Emergency Medicine 

Previously Clinical Director 

28/02/19 

Joyce Follan Lead Psychiatric Liaison Nurse 28/02/19 

Catherine Moar Lead Alcohol Liaison Nurse 28/02/19 

Eleanor Halloran Consultant Liaison Psychiatrist, WGH 26/03/19 
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Appendix 2 
 

PACT members 
Name Designation Time for PACT Role 

Chris Cooper Data analyst 1 day a week Runs monthly algorithm and carries 

out associated data tasks. 

Annette Cosgrove Senior charge 

nurse 

Full time General team oversight. 

Management of database. Care 

planning. Liaising with other 

stakeholders and services. 

Joyce Folan  Psychiatric 

liaison nurse 

6 sessions a 

week 

Care planning for ED frequent 

attenders with mental health 

presentations. Liaising with mental 

health teams. 

Eleanor Halleran Consultant 

liaison 

psychiatrist 

2 sessions a 

week 

Care planning for long term 

condition patients attending WGH. 

James Marple Primary Care/ 

Systems 

Physician 

6 sessions a 

week 

Strategic planning and future 

planning for team. 

Catherine Moore 

(recently left 

PACT) 

Alcohol liaison 

nurse 

4 sessions a 

week 

Care planning for ED frequent 

attenders with alcohol problems. 

Liaising with community alcohol 

services. 

Michelle Open Emergency 

department 

consultant 

1 session a 

week 

Care planning for ED frequent 

attenders. Clinical advice to team 

and sense checking of care plans 

Werner Pretorius  

(left PACT) 

Consultant 

liaison 

psychiatrist 

No longer 

works for 

PACT. Funding 

is now from 

Diabetes. 

Care planning for patients with 

diabetes. 

Robby Steele Consultant 

liaison 

psychiatrist 

0 Instigator and lead. 

Claudia Vass Administration 

assistant  

Full time General admin support to whole 

team 

Wojek Wojcik Liaison 

psychiatrist 

6 sessions a 

week 

LTC cases at RIE also care plans for 

LTC patients presenting frequently 

to the ED. 
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Appendix 3 
 

Care plan 

 

CARE PLAN: Name and CHI 

GP: GP most involved with patient 

Other professionals involved: List of those actively involved with patient including healthcare 

professionals, social work, support workers etc useful to include contact details so easy for 

staff to find and saves them time looking for them) 

Diagnoses: Up to date list of diagnoses 

Results and investigations: Only include if relevant i.e. numerous repeated investigations such 

as x-rays and risk of iatrogenic harm  

Medication: as per ECS included as standard reminds staff to look at ECS 

 

Background: Up to date background info on patient and their usual pattern of presentations 

also info of current social situation 

 

Patient Experience: Patients perspective and any (realistic) wishes and expectations of patient 

 

Guidance during consultation: put in specific guidance for patients care as bullet points if an 

ED care plan always put in to involve ED senior Dr in patients care 

Who to contact on Discharge: letter to G.P and if required need to contact other healthcare 

professional’s carers social workers or support staff 

Name and Job title of person writing plan 

Disclaimer: 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  

Plan should also have a review date 
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Appendix 4 
 
‘Spin-off’ areas of work 

 
A number of pieces of work have been undertaken by the PACT in addition to the work 
defined in the main body of the report. These include: 
 

 Training 
Mentalisation training has been carried out with doctors, nurses, reception staff etc in the 
emergency department to help staff build resilience, the training teaches you how to 
mentalise how you react to patients and how patients react to you. The training began in 
September 2018 and the aim is to get 100 people trained. Dr Jon Patrick (Consultant 
Psychiatrist in Psychotherapy and Forensic Psychotherapy, Royal Edinburgh Hospital) and Kate 
Hetsal (Art Therapist, REH) delivered the training. 

 
The PACT have also delivered sessions for example at ED nurses induction, sessions at the ED 
educational meeting, created a video for new doctors . 

 
 

 Pain pathway – case study 
Through PACT the team found out that lots of people receive IV opiates. In the ED 
department staff are used to seeing people with appendicitis, having heart attacks, and with 
broken legs etc who would receive IV opiates. For these people there is a pain killer ladder 
and people are given IV morphine, “it’s one of the things that we do, and we do it very well”.  
 
Issues can arise when a patient attends frequently with, for example, abdominal pain that has 
been fully investigated and has no cause found, and because staff are so used to 
administering IV opiates for appendicitis, heart attacks etc they give the patient IV morphine.  
 
With some of the PACT patients the team took a step back and saw that some of these 
patients are coming in 3-4 times a month and getting IV morphine. Patients can be divided 
between: 

- Episodic pain 
- Chronic pain who attend with flare-ups 

A working group was established, with colleagues from GI, pain management etc. 
 
The working group agreed that IV morphine is not a treatment for recurrent pain. So a 
pathway was developed to empower staff not to give IV morphine. The group also took a step 
back to think about other things. The pathway starts with non-pharmacological treatment and 
the nausea is also treated.  
 
A pathway is now available for staff to use and the working group and ED team have agreed 
that IV morphine is not given for flare ups of chronic pain or for episodic pain. As part of the 
process patients get referred to PACT and the team can refer to the chronic pain service if 
needs be.   
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Appendix 5 
Provided by Dr James Marple 

 

The initial work of PACT from 2014-16 was largely based in the acute hospitals. When the 

legislation on the integration of health and social care came into effect in April 2016, it 

became clear that a more balanced focus was necessary with much greater emphasis on close 

collaboration with primary care and other community-based services working with the same 

population but in different contexts. 

 

PACT appointed a primary care physician (PCP) in February 2015. It quickly became apparent 

that the general practices serving the most deprived areas of Lothian had a disproportionately 

high number of PACT patients at very high risk of hospital admission and frequent attenders 

at the Emergency Department. There is a tight correlation with deprivation and health 

inequalities. Top of the list, with the highest number of individuals, was the Edinburgh Access 

Practice (EAP) which provides primary health care for homeless people. Following close 

behind were the other Deprivation Interest Group (DIG) practices across Lothian. 

 

PACT has since forged strong links with the Edinburgh Access Practice (EAP) and The Access 

Point (TAP) who provide health, social care and housing support for those who are homeless. 

As a direct consequence of this, the PACT PCP subsequently proposed and co-founded the 

Centre for Homeless and Inclusion Health at the University of Edinburgh in 2018. 

 

A disproportionate number of the people who frequently attend the Emergency Department 

(ED) have a history of Mental Health problems; deliberate self-harm (DSH); Substance Misuse 

problems; Adverse Childhood Experience (ACE) and multiple exclusion. 

 

The PACT PCP works with the Inclusive Edinburgh Board (hosted by the Edinburgh Health and 

Social Care Partnership (EHSCP) Mental Health and Substance Misuse Directorate), alongside 

Police Scotland and relevant Third Sector organisations such as the Cyrenians, StreetWork and 

Shelter in order to improve outcomes and reduce avoidable ED attendance and admissions. 

The PACT PCP was appointed as Deputy Chair of the NHS Lothian Flow Centre Steering Group 

in 2016 and played a key role in establishing the digital Expected Patients List on the hospital 

TrakCare IT system to replace the previous inefficient paper and whiteboard system 

In late 2018, the PACT PCP completed a data sharing agreement with the City of Edinburgh 

Council (CEC) Housing Department that will enable comparison of the monthly PACT ED 

Frequent Attenders list with the CEC Housing waiting list to facilitate prioritisation where 

appropriate. 

 

Earlier in 2018, several PACT members collaborated with the Long Term Conditions (LTC) of 

the Edinburgh HSCP to pilot the Pan Lothian Admission Avoidance Network (PLAAN) in 8 
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general practices in the East Cluster of the NE Locality of Edinburgh. PLAAN focused on a 

much broader group (top 2% rather than top 0.25%). The pilot used data from the practices 

own GP-IT systems (Vision and EMIS) to identify those individuals making the highest use of 

primary care (contacts, consultation and home visits). The primary care data was used in 

conjunction with the SPARRA scores and other data derived from secondary care. 

PACT has also collaborated with the EHSCP LTC ACP programme (focused on introducing the 

Anticipatory Care Questionnaire (ACQ) for care home residents) and with NHS Lothian 

Analytical Services (LAS). The PACT PCP established and chaired the Lothian Care Home 

Quality and Data Group. This collaboration, for the first time, produced high quality validated 

data on acute hospital admissions of care home residents. It also measured and 

demonstrated the value of the ACQ programme in documenting the wishes of residents and 

their families in anticipating future episodes of deterioration and the consequent reduction in 

999 calls and acute hospital admissions that resulted. 

 

The PACT PCP has also collaborated with the EHSCP Adults with Incapacity (AWI) and 

Guardianship Mental Health Officer pilot and demonstrated a reduction of 3,650 occupied 

bed days per annum in 2016/17. 

 

The PACT Senior ED Charge Nurse works with a multitude of external partners including the 

specialist Learning Disability CPN team and the nurses in charge of health care within Police 

Scotland custody suites. 

 

The PACT PCP played a central role in the introduction of secure nhs.net email for care homes 

in Edinburgh. Secure email (replacing delivery of a hard copy by registered post) can reduce 

the time taken to transfer hospital social care assessments to care homes by 2-3 days for 

every person waiting placement. Several hundred people await care home placement in acute 

hospital beds every year – the introduction of secure email should result in an estimated net 

gain of 1,000 occupied bed days per annum. 
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