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 led on to 

• Understanding how commissioners/ 
planners make decisions 
 

• Use of third sector evidence in decision-
making 
 

• Better what works evidence around 
selected interventions  
 

• Lessons about third sector interventions 
and outcomes that can be applied to the 
planning and procurement of services  

To help health and social care partnerships meet 
their statutory responsibility to actively involve 
the third sector in the planning and design of 

integrated health and social care services 

http://www.evaluationsupportscotland.org.uk/how-can-we-help/shared-learning-programmes/stitch-time/


Fife: Befriending 
 

 

 

Contribution to health and 
social care outcomes  

Perth and Kinross:   

Use of third sector evidence 

 

 

 

 

 

Locality planning 
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Focus on decision making and 
reporting systems  

 

 

 

One of 4 projects 



First steps 

2. Drew a logic model to 
unpick activities, outcomes 
and assumptions of ACP 
project 

1. We considered the 
problem they were 
trying to address 
through ACP project 

3. Considered the role of the 
third sector in the current 
pathway 

For this project, it is is largely 
health professionals 

District Nurses, community 
health services (eg rehab/ 
falls/ respiratory)who will 

identify people.
Whilst third sector (TS) orgs 

might be able to identify 
individuals but there is no 

referral pathway 

* Although many people could benefit from planning ahead, for this project key client groups are those with 
severe or multiple health conditions, whose health is likely to deteriorate, who have increased risk of ‘an 
emergency’, or are likely to need greater levels of care in the future
This project is not focussing on dementia or palliative care, because for those groups, plans are already 
being developed with relevant health professional staff

People identified 
who could benefit 

from ACP*

ACP 
Plan

 developed

Immediate 
needs 

identified

Other plans/ assessments exist that 
may already have good information 

and plans should ideally be consistent 
E.g. carers plan, day care centre 

Health professionals could be made 
aware of possible plans

Others could be made aware of ACPs
To allow referrals with good 

information (with clients’ permission)

Future needs 
identified

ACP plans will be developed 
by health professionals, 

there is no pathway for TS 
orgs to develop plans 

District nurses can access 
support to develop plans, but 

others can’t in this pilot

Medical 
information 
sent to GP to 
put on EKIS 

system

Person 
keeps 

handheld 
copy

Refer to 
community 

connectors (CC) 
if available

Can reference 
list of 

organisations 
updated by CC

link to 
relevant TS orgs 
and community 

support

Medical info 
reviewed 
annually

Plan is used
(emergency/ 

condition 
worsens etc.)

This is voluntary and will rely 
on GP’s prioritising this work

Social needs and supports 
may also change, but there is 
no mechanism to ensure this 

aspect of the plans are 
updated

Ideally people would update 
their own plan (possibly with 

support?)

This assumes that the family, 
carers and health professionals 
know that the plan exists and 

where it is kept
A way to alert people to the 
plan would be useful: e.g. 

fridge magnet
TS orgs might play a role in 

raising awareness of the value 
of ACP plans and planning 
ahead (including Power of 

attorney)

The plan might be used by 
paramedics, out of hours 

services, family and carers

This concerns care needs 
encompassing both medical and 

social factors

Pathway for Anticipatory Care Planning: with a focus on where the third sector fits

Refer to people who can meet 
those needs e.g. power of 

attorney?

The issue 

Partners not clear about 
the potential role of the 
third sector 
in supporting 
Anticipatory Care plans 



  
We found The project did not 

wholly address the 
need identified The approach was 

health service 
rather than person 
centred 

A limited role for third sector organisations  
No way to refer people for an ACP 
No way to share information and 
existing plans  e.g carers plan 
No support to prepare plans  

No way to record on the GP Key 
Information  System 



Next steps 

Run a session 
with third 
sector 
organisations  

Run a focus 
group with 
people with 
complex or 
long term 
conditions 

Work with a mixed 
group of partners to 
redraw the pathway 

Work with 
the ACP 
team 
around 
evaluation 

Sheltered 
housing/ 
advocacy 
project trial 
supporting  
ACP 



Third Sector: we found 

• Working with range of people 
• Some helping to plan: 

– Health and wellbeing plan for new tenants 
– Support plans 
– Carers emergency plans 
– Advance statements 
– Plan for aids and adaptations 

• Others listening to everyday concerns   
• Have existing and trusting relationships 
• Willing to raise awareness/ refer 
• Some could develop plans if resourced 

but don’t have ‘spare capacity’ 

• Key skills in ‘conversation training’ 
 



People: we found  

• Not heard of ACP but thought ‘a good 
idea’ 

• Mostly only in touch with GP, 
pharmacist, family and friends  

• Want to talk to family involved in the 
plan 

• Some could complete themselves  

• Mixed whether would do whilst healthy 
or when health deteriorates 

• Some may feel inhibited talking to 
health professionals 

 



Health professionals: we found 

  • Clarity needed about who this is for/not for 
• Timing is important  
• Should be patient led 
• Helps if  

–both parties prepared  
–upbeat and positive 
–conversational skills 

• Feeling lone voices for ACP/ hard to get others on 
board 

• Need managers to give work priority/ time 
 
• Helpful if more training/ examples/ case studies/ 

doing own/ information on community resources 
 



ACP project outcomes: we found 

• A standard way of recording a plan 

• HSCP staff increased understanding about 
value of ACPs 

• HSCP staff have increased ability to complete 
plans  

• HSCP staff can find and use a plan: issues 
with ICT storage and awareness of acute staff 

• The partnership know how to promote ACPS 
and support professionals in completing them: 
developed resources/ identified support needs 

• More plans: but need to build momentum 

  



Redrawing the pathway 

Need a more flexible 
pathway with different 

routes 
 
• Do your own 
• Get assistance with 

parts of the process 
• Initiated and supported 

by staff 
 
• See Reviewing the anticipatory 

care plan pathway in Glasgow 

 
 

http://www.evaluationsupportscotland.org.uk/how-can-we-help/shared-learning-programmes/threading-needle/
http://www.evaluationsupportscotland.org.uk/how-can-we-help/shared-learning-programmes/threading-needle/


Moving towards the ideal 
• Everyone knows what an ACP 

is 
• Staff from all sectors routinely 

suggest and complete ACPS 
• Multiple routes to complete 

ACP 
• It’s possible to find out if 

someone has a plan 
• People can access the services 

they need: now or emergency 
• Plans are rich, good and up to 

date 
• Acute staff know to look for, 

recognise and use the ACP plan 
• practice is improved through 

monitoring and evaluation 
 



Learning about third 
sector role 

 

 

Third 
sector role 

Good, trusting 
relationships with 

people 

Can raise 
awareness 

of ACP 

If resourced 
some can 
complete 

ACP  

Important 
community 

support  

(if resourced) 

Key skills in 
conversation 

training  

(Thistle 
foundation) 

Some already 
planning and 
identifying 
concerns 



Learning about outcomes 

  
Paperwork 
is not 
outcome 
focused 

Logic 
models 
help 
outcome 
focus 

Targets 
important, 
but not 
outcomes 

Feedback from 
staff about 
challenges is 
important 

Staff want 
support around 
conversations 
and personal 
outcomes 



The logic model has underpinned our 
work. It has made the focus both broader 
and more narrow. Broader because we’ve 
been able to keep sight of later outcomes 
and narrower because its helped us to 
stick to collecting key information. 
Understanding the headway towards the 
larger vision has been helpful 



ACP plans are good and 
rich because third 

sector involved 
Not fully tested 

• Factors affected pilot – illness, 
refurbishment 

• No referrals to Community 
Connectors 

• Pathway only just reviewed 

 – not clear how TS can refer  

    or support ACP’s 



Learning about doing 
things differently  

  
Find ways to let 
people take more 
responsibility for 
their own health. 
For example 
rehabilitation 
teams 

Less focus on 
performance 
and more on 
outcomes  

Consider using 
resources 
differently and 
adopting more 
developmental 
approaches to 
involve all sectors 

Start with the 
client, not the 
service 



Next steps for ACP* 

• All intermediate care service users to 
have ACP 

• Closer monitoring of plans 
• Performance to be discussed at senior 

managers meetings – set own priorities 
• One locality to have separate ACP 

group – to compare this with other 
approaches 

 
*Agreed in November 2016 


