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In North Lanarkshire, multi-professional cross 
sector collaboration was utilised in order to 
develop a preventative approach for older 
people living in the community.

This work focused on one General Practice 
beginning late 2019 with the overall goal to 
develop, test and spread primary care 
multidisciplinary (MDT) team meetings. This has 
since spread to four practices. This case study 
summarises the work. 
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I feel very happy, feel 
fortunate and lucky to 
have been put within the 
programme

Carer, Coatbridge

North Lanarkshire serves a population of 
approximately 340,000 (ONS UK, 2018)   
and has the lowest number of General 
Practitioners (GP) per head of population 
of any health and social care partnership 
(HSCP) in Scotland. 

The test site includes four general 
practices with an approximate population 
of 16,000, over two locality areas.



Overall goal 

Our model 

Following on from visits to other primary care multidisciplinary teams in Scotland and learning from others, the overall goal was to 
develop a preventative approach to older people living in the community at high risk of deterioration. An emerging evidence base 
shows that a preventive approach can improve an individual’s outcomes and reduce the unscheduled care demand on both 
primary and secondary care. This goal is aligned with the General Medicine Services Contract, 2018, which sets out an ambition 
that everyone should be able to access realistic medicine and have care delivered in an integrated way with the individual and 
their carers at the heart.

The primary care frailty multidisciplinary 
team (MDT)
The team includes a range of disciplines and 
departments including community staff from 
rehabilitation, nursing, health visitor, mental 
health, care at home team, frailty specialists, 
information technology, pharmacy, primary 
care senior decision maker, Public Health 
Scotland and Equals Advocacy.

Changes made

Equals Advocacy
Due to staff changes caused by the Covid pandemic, Equals Advocacy, a 
third sector organisation who offer advocacy for older people in North 
Lanarkshire, offered to do a small test of change where they supported 
home frailty assessments. This was successful and allowed the restart of 
the multidisciplinary teams in two practices.

Third sector



MDT using MS TeamsHome assessmentIdentify

• Electronic Frailty Index 
(eFI)

• MDT meetings

• What Matters To 
Me 

• Anticipatory Care 
Plans (ACP) and 
Power of attorney

• Carer’s assessment
• Falls and frailty 

assessment

MDT made up of:
• Primary care senior 

decision maker
• Older People’s Consultant
• Home care manager
• Community nurse team 

lead
• Older People’s 

Community Mental 
Health Team lead

• Community rehab lead
• Third sector advocacy
• Advanced Clinical Services 

Pharmacists 

Agree how to proceed

The four step 
approach

A four step approach was developed:  
1. To identify older people living in the community at high risk of deterioration 
2. To ensure person centred care through facilitating self assessments in a person’s own home with advocacy support 
3. Monthly virtual MDT to achieve person centred goals
4. Develop personalised care plan and identification of key workers to provide support 

• Code for frailty on 
Vision (primary care IT 
system)

• Polypharmacy review
• Electronic Key Indicator 

Summary (eKIS) 
updated

• Key worker
• Immunisation
• Tailored intervention



Test and review of eKIS –
understanding how it looks for external 
partners and primary care.  Importance 

of good ACP conversations to be 
inputted on eKIS with the right coding. 

Use of Rockwood, frailty severity 
ratings, documentation of MDT 
conversations and outcomes.

Supporting and coaching of 
staff on frailty assessment 

using transferable skills 
they already had.  

Supported development of 
bespoke ACP training.

Data collection was key to 
understanding the system 

and what was being learned.  
Links with Public Health 

Scotland, ehealth and local 
team in NHS Lanarkshire

Beneficial to carry out 
multiple tests of change 

rather than fully planning 
changes, this allowed for a 

test of change with one 
patient then changes 
made due to learning 

using PDSA cycles.

Mainly focused on 
Anticipatory Care Planning 

and was beneficial as linked 
with Equals Advocacy 

through open cross sector 
collaboration.

Two stakeholder events were 
held which allowed for 

engagement and an opportunity 
to talk through any issues 

Use of eKIS, RESPECT, 
Florance and access to 

SWIS.

Cognitive screening 
tool used (6CIT), 
dementia screen, 
MUST, GDS, AHP 

functional 
assessment, clinical 

frailty scale and what 
matters to me.

Linked with Equals 
Advocacy (who provide 
independent advocacy) 

for older people in 
North Lanarkshire

Development 
of primary 
care frailty 

MDT

Stakeholder 
events

Virtual 
processing 
mapping

Multiple 
tests of 
change

Training in 
frailty 

assessment 
and ACP

Data 
collection 

eKIS

Links with 
3rd sector

Tools for key 
interventions

Technology 
systems 



During this experience they were seen in their 
own home, ensuring their voice was at the 
centre of their care. The result of this was that 
they were an active agent in completing an 
Anticipatory Care Plan and their health and 
blood pressure improved. They have had little 
or no contact with the GP surgery since.

A person who had a myocardial infarction and was living with dementia was 
referred into their GP practice. Their partner, who was their main carer, had a fall 
and was admitted to hospital. This led to a marked deterioration in the person’s 
dementia – they appeared frail, distressed due to missing their partner, dizzy and 
were at risk of falling. Due to this the person was seen by their GP and had a 
frailty assessment.

This led to referrals to a range of services, including Equals Advocacy. A number 
of interventions were undertaken including: community psychiatric nurse follow 
up, referral to Alzheimer's Scotland, a falls and mobility review, carer’s support, a 
review of medications, identification of a key worker, referral to speech and 
language therapy and continued advocacy input. 

The impact….

Patient reflections:
• One patient had been relieved at having been offered a home assessment and noted that the telephone call from their GP had been 

‘…a light at the end of the tunnel’

Carer reflection:
• Prior to a home visit a patient’s wife noted that ‘.. they had been left with no answers’ about her husband’s condition but since there 

had been ‘…a big, big improvement’

Family experience on Equals Advocacy:
• ‘lovely, absolutely brilliant’
• ‘ ….excellent – I’ve got nothing but praise…’

Staff reflections:
• ‘Frailty is not an inevitability of old age, it can be improved’
• ‘Families have been delighted, they feel that they are not alone’

Reflections

A carer’s perspective



“If you turn up from the 
money advice team you’re 
not from money advice 
anymore – you’re from Team 
Talking Points...”

Team Talking Points – culture

Evaluation  Evaluation

Demographics - % of patients presenting with following 

Incontinence Depression Care needs            Falls risk 

Cognitive Impairment    New difficulties with ADLs   Unsteadiness 

Anticipatory Care Plans (ACP) 

• In one practice the number of ACPs completed for the severely frail 
category rose from 10% to 25% within the period of April 2021 to 
September 2021

• All patients are offered an ACP by Equals Advocacy. In total 69% 
have an updated ACP and the remaining 31% will continue to be 
offered it at the appropriate opportunity. 

Key worker

• Prior to the tests of change only 10% had a key worker allocated to 
them compared to 31% after.  Since then 79% have a key worker.

Carers

• 60% have had a carers assessment 

Frailty assessment 

• 102 older adults living in the community were identified as being 
at high risk of deterioration 

• 102 have person centred outcomes including supported frailty 
self-assessments and ‘what matters to them’

• 90% have had a falls/frailty assessment

• 43 multidisciplinary meetings held

Pharmacy

• 100% of people had a polypharmacy review

• Within one practice, they were able to stop 19 items and reduce 
doses of 11 items resulting in savings of £135 per patient per 
year.

• In total 66 items stopped, 37 doses reduced and 28 items 
started.  Equates to a £92 saving per patient per year.

Electronic Key Information Summary (eKIS)

• Across the practices, active eKIS for individuals has increased to 
50% which is above the national and local average from a 
starting point of having the second lowest rates in the country of 
all the HSCP 

Equals Advocacy 

• Using third sector to support the person living with frailty’s voice 
at the virtual MDT was particularly innovative and opened up a 
number of new opportunities through other third sector                  
and community resources

• Now in four practices across two localities 
• Work is underway with Public Health Scotland to monitor the project’s impact.

The  Future…

21%


