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Maintenance Phase: New patients will be identified through Practice Team review process and HCCT meetings, as well as a 

range of systems such as; Condition Specific Management Plans or ACP’s, via screening processes (Staywell) or through the 

Community Hospital HMDT as part of the discharge planning process.
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Developing Anticipatory Care Plans in a Primary and Community Care Setting

Anticipatory Care Planning in Multidisciplinary Teams

Aberdeenshire CHP

No new roles have been created through this initiative, the emphasis has been on the way the multidisciplinary team alligned to the 

GP Praxctice works together.

Martin McCrone, Clinical Lead, South Aberdeenshire: martin.mccrone@nhs.net                                                                                

Ian Powell, Program Manager, Service Redesign,  Aberdeenshire CHP: ian.powell@nhs.net

To ensure that individuals, their families and informal support networks are fully deployed in ensuring that people stay as well as 

possible and that when they need more support, the resilience is built in.  To enable people to be responsible for managing their 

own health and that when additional support is required from statutory services (health and social care), it is enabling in nature and 

for a fixed time

Patients aged 65+

~ 1,500 patients by end of 2012/13 (3.5% of 65+ Population) At April 2012 census 510 Active ACP's across participating 

practices.

Reshaping Care for Older People Local Enhanced Service Agreement to support Anticipatory Care Planning is being funded from 

the Change Fund. At April 2012 there were 462 active Anticipatory Care Pans supporting people to remain within their local 

communities. This covers 1.8% of the 65+ population of 26,438 from practices participating in the LES.

Anticipatory Care, Multidisciplinary, Community Care, Social Care, Voluntary sector 

In a relatively early stage of development.  Builds on earlier work including previous development of palliative care plans and other 

established methods of care planning.   SPARRA data used by 28 out of 36 GP practices although there will be variation in how 

advanced they are in embedding ACP into working practices.

Evaluation of the first year of the LES will be presented to the Aberdeenshire Older Peoples Strategic Outcome Group during July 

2012.  Participating practices have been broadly supportive of the process and can be summed up in two comments made in the 

April 2012 reports:                                                                                                                                                                        

"This is a useful process as it encourages a holistic review of the patients prone to frequent admission and if nothing else a better 

team understanding of the issues causing this even if they cannot be fully resolved.  It puts in place a consistent plan of care with 

all the agencies working together rather than alone."                                                                                           "Having these 

patients identified and discussed at the MDT meetings ensures the entire primary care team are fully aware of these patients and 

their needs".                                                                                             

Although many practices already employed some elements of an anticipatory care approach, this was the first time a systematic 

process, incuding social care and supported by a data set had been introduced.  There have been concerns that the data might 

drive the process of 'case finding' however this has been balanced by the philosophy of using data to support clinical decision 

making and primacy in desision making being with the local team. 

Since anticipatory care planning was put into place, Aberdeenshire have reduced secondary care bed utilisation associated with 

the frail elderly by 10% across the early implementation practices, and have actively shifted the balance of care, closing the 

equivalent of 30 admitting acute beds.  This equates to £298 x 30 x 365 (£3.2m) shifted to Community activities.  Aberdeenshire 

are also making better use of their community hospitals and this may be having an impact.  The CHP are upskilling teams in 

Community Hospitals to improve the discharge process.  

See Key Contacts for further information

SPARRA V3 is in the hands of all practice managers within 5 days of being publised along with a CHP overview report and 

recommendations to review a particular group of patients e.g. COPD, Alchohol or multiple ED attendances.  SPARRA is also used 

as an external check for patients who may bennefit from an Anticipatory Care Plan.                                                         

Anonimised SPARRA data is now being shared with other specialist services such as Substance Missuse and Alcohol to target 

additional support.

Nominated Intensive Case Manager (Health or Social Care) working with complete range of Health (Community Hospital and 

Primary Care) & Social Care, and the Voluntary sector as required

The Preparation Phase:  The Practice Team (GP/Practice Nurse), supported by The Health and Community Care Team (HCCT), 

identifies those patient/clients who will benefit most from an Anticipatory Care Plan by reviewing monthly multiple admission data 

for over 65’s, combined with local knowledge and SPARRA data when available.  The range of local options available to support 

them are considered before they are added to the ACP register. Planning & Review Phase:  The HCCT identifies the most 

appropriate member of the team to act as the Intensive Case Manager.  

The Intensive Case Managers meet with the patient/client and where possible their relatives and/or carers to develop a plan at one 

of four levels, self-care (focusing on what patients/clients can do for themselves), initiating or increasing community care (social or 

medical) to supplement informal arrangements, care within a community facility (hospital or care/nursing home) or admission to an 

acute hospital.  Implementation Phase: Finalised plans once agreed with the patient/client are faxed or e-mailed to OOH service 

added to the Single Shared Assessment tool and the Patients Notes. 

SPARRA data reviewed in conjunction with local knowledge and information on multiple admissions


