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Foreword  
 
 
SPARRA (Scottish Patients at Risk of Readmission and Admission) is a uniquely 
Scottish innovation and a national risk prediction tool which predicts an individual’s 
risk of emergency hospital inpatient admission for the forthcoming year.   
 
Developed by ISD, the tool is primarily used by multi-disciplinary teams within 
Community Health Partnerships and GP practices to identify those people who would 
most benefit from case / care management, anticipatory care planning or other 
interventions in order to reduce their risk of attendance at Accident and Emergency 
or avoidable emergency hospital admission.  (www.isdscotland.org/sparra). 
 
During 2010/11, ISD further enhanced the SPARRA tool and invited partnerships to 
test its utility in practice. Information on the SPARRA V3 tool is attached as Annex A.  
 
The Joint Improvement Team and ISD collaborated to host a national workshop to 
share learning on the use of SPARRA and to discuss the opportunities for further 
development of the tool.  
 
This report shares the learning from the workshop which brought together SPARRA 
users, lead practitioners and managers from Primary Care, Unscheduled Care and 
Community Pharmacy Services.  
 
On behalf of the JIT I would like to express my thanks to the SPARRA team for 
continuing to lead this innovative programme. SPARRA is an important enabler for  
Reshaping Care and will help us successfully deliver our 20:20 vision for sustainable 
quality in health and care.   
 
I would like to take this opportunity to formally acknowledge the considerable 
personal contribution made to this agenda by our colleague Mark Sanderson who 
died tragically as a result of an accident in August 2012. I know that Mark will be 
sadly missed by the SPARRA team and by all of us whose lives he has touched. 
Let’s all be ambitious in the way that we use and continue to develop the legacy he 
leaves.  
 
 
 

    
Dr Anne Hendry   
       
JIT Associate and National Clinical Lead for Quality  
Anne.hendry@scotland.gsi.gov.uk             
   
 
 
 
 

http://www.isdscotland.org/sparra�
mailto:Anne.hendry@scotland.gsi.gov.uk�
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                                       PROGRAMME  
 
 
09:30 Coffee & Registration 

 
10.00 Welcome and Introductions  

Lorna Jackson, ISD   
 

10:10 Role of Risk Prediction in achieving our 2020 Vision  
Anne Hendry, JIT and National Clinical Lead for Quality    
 

10:30 SPARRA – Past, Present and Future 
Mark Sanderson,  ISD 
 

10:50 
 

Knowledge Café: Session 1 
· Ayrshire & Arran (LTC Management, local model & virtual ward) 
· EMACS (East & Midlothian Anticipatory Care Service) 
· Aberdeenshire CHP (Anticipatory Care Planning & SPARRA) 

11:20 
 
Coffee 
 

11:30 Knowledge Café: Session 2  
· Ayrshire & Arran (LTC Management, local model & virtual ward) 
· EMACS (East & Midlothian Anticipatory Care Service) 
· Aberdeenshire CHP (Anticipatory Care Planning & SPARRA) 

13.00 Lunch – iSPARRA & SPARRA Online demos 
 

13:45 Parallel Sessions – future developments  
§ Support for predicting and reducing A&E attendances; early readmissions 
§ New tools for improved accessibility (iSPARRA, SPARRA online) 
§ Possible applications for Chronic Medication Service / Community Pharmacy  
 

15:00 Coffee 
 

15:15 Feedback from parallel sessions  
Plenary discussion on proposed actions  
 

16:00 Close 
 
 
Welcome and Introduction  
Lorna Jackson (ISD): Download 
 
 
Role of Risk Prediction in Achieving our 2020 Vision  
Dr Anne Hendry (Joint Improvement Team, Scottish Government): Download 
 
 
SPARRA – Past, Present and Future  
Mark Sanderson (ISD) Download 

http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/LJ%20Intro.ppt�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/Risk%20Prediction%20-%20AH.ppt�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/National%20Event_MS%20-%2015th%20March.ppt�
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Knowledge Café 1:  
 
Use of SPARRA in Ayrshire & Arran  
Kathleen McGuire / Sharon Holland / Elaine Bentham 
 
GP Practice utilisation of SPARRA 
 
SPARRA has been used for four years by NHS Ayrshire & Arran’s local enhanced 
service and has helped to achieve a reduction in bed days associated with 
emergency admissions.   
 
The information team at NHS Ayrshire and Arran provides GP practices with 
SPARRA data for patients who are at > 65% risk of an emergency admission in the 
following year. The process follows four steps:   
 

· Patient case lists and care plans are reviewed at multi-disciplinary team 
meetings in accordance with the local enhanced service guidelines 

 
· A care manager/case co-ordinator is assigned  

 
· Anticipatory care plans (ACPs) are developed and agreed based on 

discussion with the patient and family 
 

· The ACP information is then shared electronically with Out of Hours and 
Emergency Department Services 

 
 
 
Using SPARRA to support discharge planning at Crosshouse Hospital  
 
Discharge planning at Crosshouse Hospital involves a multi-disciplinary team and a 
co-ordinator of care and commences as soon as the patient is admitted to hospital.  
 
On admission a designated nurse tags SPARRA patients’ notes and places a label 
over the bed.  
 
An expected date of discharge (EDD) is set within 24 hours and is reviewed by 
consultants during their ward rounds.  
 
Home care and social work staff are contacted to ensure that any previously 
arranged care package is continued following discharge and meets the patient’s 
needs.  
 
A list of SPARRA patients admitted to Crosshouse in the previous 24 hours is sent to 
community nurses daily.  
 
Supporting documentation includes an A&E Poster, Electronic Hospital Notification 
Form (eHNF), a process map, a poster, local SPARRA enhanced model and 
community wards. 
 

 
Download NHS  A& A s upporting doc uments  
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Using a local SPARRA model to support a community ward 
 
Further development is now underway to pilot a virtual ward model called the 
community ward and is being funded as an eHealth demonstrator project. The 
community ward is being used to enable more productive use of resources through 
reductions in admissions and associated bed use. Other developments in the 
community ward will be resourced by moving staff from acute to community services. 
 
There are three pilot areas and each has 100 patients.  
 
The community ward will have its own dedicated GP and an advanced nurse 
practitioner, with a focus on patients with ambulatory care sensitive conditions, with a 
SPARRA risk score of 50%+, or aged over 80.   
 
Once the patient has given consent their GP hands their case to the community ward 
GP for an anticipatory care plan, supported self management, or telehealth care.   
 
The community ward team communicates with local GP practices, has weekly multi-
disciplinary meetings and ward rounds. After hours the team hands over patient 
management to NHS24 or Out of Hours Services.  
 
The community ward will be further supported by a local SPARRA model developed 
by ISD and which involves linking GP, Emergency Department and out of hours data.  
 
In addition, three local authorities have agreed to link social work data, including 
index of relative need scores, care package information, community alert information, 
and levels of vulnerability.    
 
An interim evaluation of the community ward has been carried out by the Joint 
Improvement Team (JIT) and a more comprehensive evaluation is planned. 
Information on the evaluation is available on request.  
 
Work on efficiency and productivity is also being undertaken with Paul Leak, using 
modelling to generate different scenarios and the impact these might have on 
hospital bed use and social services.  
 
 
Use of SPARRA in Aberdeenshire 
Ian Powell / Martin McCrone 
 
The Aberdeenshire approach to anticipatory care planning is to embed this within 
practices and community health teams. Of the 36 GP practices in the CHP, 28 
currently use SPARRA. Ian Powell sends out patient information to practices by 
email within 5 days of publication, together with an overview of the CHP data. It is the 
responsibility of the practices to then share data with members of other services and 
teams as appropriate.   
 
The Local Enhanced Service means that approximately 3.5% of patients aged 65+ in 
each practice will have an ACP.  SPARRA and HEAT T12 (multiple emergency 
readmissions in over 65s) data together with local knowledge/information are used to 
support clinical decision making and identify those who would benefit most from an 
ACP.  
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Selected patients are assigned a case manager (GP, district nurse or a CPN) who is 
responsible for developing the plan and ensuring regular review. Self-management 
plans are also a feature, particularly for people with COPD.  
 
The Change Fund has been used to support enhanced services that target the over 
65s. Since anticipatory care planning was established, Aberdeenshire CHP has 
reduced by 8% their secondary care bed utilisation by frail older people. This has 
enabled closure of the equivalent of 30 acute beds and equates to £298 x 30 x 365 
(£3.2m) shifted to the community. 
 
Aberdeenshire is also making better use of its community hospitals and this too may 
be contributing to the improved performance.   
 
If a patient with an ACP is admitted to hospital, the plan is reviewed for its continued 
appropriateness. This review process has highlighted the crucial input of social work 
in developing an ACP and there are moves to clarify the role of social work in this 
process. ACPs are paper-based but the plans are shared with GP Out of Hours 
services.  Some patients keep a copy at home.  
 
Work is underway to develop electronic ACPs through development of the Key 
Information Summary (KIS) which will make information more accessible across 
services. 
 
SPARRA data are being used to target polypharmacy reviews in primary care with 
the support of advice from geriatricians. This work is part of a Whole Systems 
Working Project (enhanced service) where medical and medication reviews are 
undertaken on patients taking more than four medications.   
 
SPARRA is also being used to help with the evaluation of this service.  
 
Aberdeenshire are about to pilot PEONY2 (patients at risk of emergency readmission 
over the next 2 years). They may use SPARRA and PEONY2 in tandem together, or 
whichever they find to be the more suitable for service evaluation. 
 

 
Download Aberdeenshire CHP supporting documents 

 
SPARRA and the East & Midlothian Anticipatory Care Service 
Julie Churchill / Morag Barrell 
 
EMACS and COPD Patients 
 
The East and Midlothian Anticipatory Care Service (EMACS) is based within the 
Rapid Response Health and Social Work Team and commenced in 2009.   
 
EMACS supports patients in the community with COPD, to try to reduce hospital 
admissions, and has two case managers with a caseload of between 80 and 100 
patients.  
 
Originally, SPARRA proved a useful way to identify patients with COPD.  Patients 
with scores of 50 to 79% were discussed with GPs. The population covered is around 
86,000 and has high levels of deprivation and smoking. There is a local history of 
coal mining that is associated with chronic respiratory disease. As EMACS expands 
into East Lothian, SPARRA has been used to compare the two areas in terms of 
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patients that are suitable for case management and to help engage with GP 
practices.  
 
 
Assessing People with COPD  
 
The Service targets people with COPD suitable for supported self-management. 
Success is dependent on willingness to participate; if the patient lacks sufficient 
motivation this approach doesn’t work.    
 
There are referral criteria: for example, the service won’t accept individuals with a 
significant alcohol or substance misuse problem, or people with cancer who are likely 
to be getting input from other services.  
 
Patients that are selected are sent a letter inviting them to participate in the self-
management programme.  
 
The first detailed, holistic assessment lasts about two hours and takes place in the 
patient’s home.  The assessment tries to identify the problem condition that may be 
responsible for recent admission(s).   
 
Patients are often referred on to other organisations/teams. The level of service 
provided varies by patient.  Some require health promotion advice and are on the 
caseload for a short period of time, while others are on the caseload for years 
(particularly those with additional social issues).   
 
Paper based, self-management plans are developed for some people and electronic 
ACPs for more complex patients.  GPs may be asked to review any self-
management plans or ACPs.  There is a special notes system for NHS24 and Out of 
Hours.  
 
 
EMACS Evaluation and SPARRA 
 
Eighteen months ago the Service was asked to demonstrate its value.   
 
A patient experience evaluation was carried out using a questionnaire based on 
Talking Points. The evaluation showed the service is highly valued by patients and 
helps them gain confidence in proactively managing their care. Further evaluations 
will be carried out every 18-24 months. 
 
There is scope for SPARRA V3 data to assist and benefit EMACS.  Potentially, 
district nurses could use SPARRA for anticipatory care in the lower risk cohorts.  
 
If used for polypharmacy, Version 3 will be most useful for those with moderate risk 
scores.  
 
  

 
Download EMACS supporting documents 
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Parallel Sessions 
 
Session 1:  
 
Predicting and Reducing A&E attendances & Early Readmissions 
 
· Where possible, partnerships should identify and encourage opportunities to 

share SPARRA data locally with appropriate teams, e.g. substance misuse, 
pharmacy advisers, falls prevention and management service, etc. 

 
· SPARRA data on falls may be useful for falls teams, particularly on patients 

admitted for a short time who may not have had a detailed assessment to prevent 
further falls. 

 
· Partnerships should encourage reflective practice within Out of Hours services on 

frequent Emergency Department attenders in the context of their SPARRA 
scores and use of ACPs. 

 
· There is potential to include the SPARRA score in the Key Information Summary 
 
· SPARRA scores (lower scores, further down pyramid) could be used to identify 

patients who may benefit from lifestyle advice rather than a specific service. 
 
· SPARRA scores could be used by housing departments to prioritise people who 

may benefit from Extracare housing.   
 
· SPARRA scores can be used to help identify patients who may benefit from 

telehealth support for COPD and heart failure. These patients may have lower 
SPARRA scores, further down the pyramid.  Patients with very high scores are 
complex and unlikely to be suitable for telehealth or self care. 

 
· SPARRA has a role in discharge planning (see Knowledge Café - NHS Ayrshire 

& Arran above). 
 
· Patients at risk of early readmission may benefit from more intensive support on 

or after discharge.  
 
· Identifying these patients by means of a simple checklist may be all that is 

required but work will need to be undertaken to identify reliable criteria for the 
checklist. 

 
· Information on 7 day and 28 day readmissions to hospital is available in 

Navigator in both the primary care and hospital indicators with drill down to 
practice level and specialty/consultant level.  This information may help to identify 
practices or specialties with high readmission rates and inform any further 
investigation into the contributing factors. Readmissions within 28 days would be 
a productive area to target. 

 
· SPARRA-matched cohorts could be used to evaluate services/interventions in 

the community as a proxy for case mix in populations with similar risk of 
emergency admission. 
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Session 2:  
 
New Tools for Improved Accessibility (iSPARRA, SPARRA online) 
 
· There was a discussion on the prototype iSPARRA information tool demonstrated 

earlier in the day, how it could be used to help clinical decision making and as an 
evidence base to demonstrate that a service is making a difference. 

 
· Potential users of iSPARRA include analysts at boards, CHP management, 

 some GPs, and primary care teams (e.g. LTC team). 
 

· It can be used as a tool to provide graphical analyses for management reporting, 
and to illustrate trends and comparative analyses of practice populations. Cost 
information could also be included. 

 
· iSPARRA could be used to support change and facilitate a move from case 

finding to population management and planning, informing and enabling forward 
service planning and joint strategic commissioning. 

 
· Targets such as HEAT could potentially be tracked by iSPARRA and replace 

other reporting mechanisms. 
 
· Prescribing data and BNF sections are good proxy indicators of long term 

conditions for long term planning. 
 
· Issues include data sharing and access to data. For example controlled access to 

data by Social Care is necessary for SPARRA to be successful.  
 
· To date, information governance has been seen as a local issue to be sorted out 

by localities. There are variations in governance arrangements between regions 
and partnership. Some boards and CHPs have developed their own systems to 
share data between services. 

 
· iSPARRA is simple to use and has plenty of functionality. 
 
· Where there is an interest in comparative analyses, for example, practice v. 

practice, or comparison of local versus national data, iSPARRA could reduce the 
amount of work involved. 

 
· Data may be inconsistent at a patient level but potentially very useful at 

aggregate level. 
 
· Where patient level access wasn’t possible, it might be possible to have online 

aggregated data without drill down. 
 
· There was interest amongst the attendees in participating in iSPARRA piloting to 

test how it may be used. 
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Session 3:   
 
Supporting the Implementation of the Chronic Medication Service 
 
· This session involved a wide ranging discussion of the purpose and 

implementation path of the Chronic Medication Service.  
 
· Discussion of the role of SPARRA focussed attention on identifying the kinds of 

people who might benefit most from registering with CMS. 
 
· A consensus began to emerge that CMS is possibly most appropriate for patients 

in the middle range of the spectrum of those with long term conditions. 
 
· In other words, CMS was not felt to be appropriate for patients at the 'top' of the 

pyramid: those, often frail, with complex and multiple chronic morbidities.  
 
· Registration for CMS would possibly be most appropriate for those patients with 

significant issues with long term conditions but whose conditions are in the main 
stable.   

 
· The middle risk groups may be the most fruitful to target for CMS 
 
· Further modelling should be undertaken in interested partnerships to identify the 

cohort of interest and to estimate the caseload per GP practice and community 
pharmacy 
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Annex A  
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Annex B   
 
Supporting Documentation from Knowledge Café sessions 
 
NHS Ayrshire & Arran 
 
§ AE Poster.doc 
§ electronic Hospital Notification Form (eHNF).doc 
§ Local SPARRA Enhanced Model & Community Wards.pdf 
§ SPARRA process map.doc 
§ SPARRAPoster.doc 

 
 

Aberdeenshire CHP 
 
§ Aberdeenshire CHP SPARRA.doc 
§ ACP Guidance for MDT's.doc 

 
 
East and Midlothian Anticipatory Care Service 
 
§ How to Increase your caseload poster_EMACS.pdf 
§ Patient evaluation poster_EMACS.pdf 
 

 

http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/AE%20Poster.doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/electronic%20Hospital%20Notification%20Form%20(eHNF).doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/Local-SPARRA-Enhanced-Model-and-Community-Wards.pdf
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/SPARRA%20process%20map.doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/SPARRAPoster.doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/Aberdeenshire%20CHP%20SPARRA.doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/ACP%20Guidance%20for%20MDT's.doc�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/How%20to%20Increase%20your%20caseload%20poster_EMACS.pdf�
http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/SPARRA/Patient%20evaluation%20poster_EMACS.pdf�

