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1. PURPOSE OF REPORT 

 

This paper is coming to the IJB for: 

 

For approval  For endorsement  To note  

 

2. ROUTE TO THE BOARD 

 

This paper has been: Reviewed by Strategic Leadership Team (SLT) 

Prepared   Reviewed   Endorsed   

 

          

3. RECOMMENDATIONS 

To note the challenges faced by this project, adapted approach to cohort three to 
support system wide pressures but commitment to progress as intended as soon as 
services are able to fully engage. 

 

 



4.  VARIATIONS TO DIRECTIONS? 

 

                  

 

5. BACKGROUND/SUMMARY OF KEY ISSUES 

 

5.1 A short life working group (SLWG) led by Public Health in 2016 found that 
individuals who frequently attend Emergency Departments (ED) often have complex 
medical and psychosocial needs. They are typically considered to be psychologically 
and socially vulnerable in addition to experiencing health difficulties. The SLWG 
recommended that a more proactive approach may reduce unscheduled service use 
for these individuals. Simultaneously, a Health Needs Assessment took place within 
the North HSCP in 2016 cross matching data from housing (homelessness) and CHI. 
This assessment identified that those experiencing homelessness were much more 
likely to present at ED’s with a range of issues however a relatively small number of 
clients with particular complex needs were making significant use of services. 

5.1.1 A business case was developed and initially funding was secured for 6 months, 
extended to 13 months (August 2018 – September 2019) within HSCP North for two 
band 7 staff. The role was to identify High Resource Users (HRU) from Wishaw and 
Motherwell localities who attended University Hospital Wishaw (UHW) Emergency 
Department (ED), review their case and deliver an intensive care management 
approach but more importantly develop an understanding of why our current services 
are not meeting their needs. Overall, the main findings show that by working with 
individuals using a care management approach ED attendance and all cost associated 
can be reduced and the individual’s clinical and social outcomes improved. 

5.1.2 Under the HSCP commitment to meeting the objectives of the Rapid Rehousing 
Transition Plan collaboration with the - ‘Homes First’ project began in November 2019 
to agree a process to assess and navigate support for the individuals that meet Homes 
First criteria due to the overlapping of the HRU programme of work. 

5.1.3 The Overall findings of this project demonstrated that by working with individuals 
using a care management approach ED attendance and all costs associated are 
reduced and the individuals clinical and social outcomes improved. The report of this 
project was presented to a previous Integrated Joint Board in 2019 and recommended 
that the project be extended to support adoption of a “Getting it Right for Every Person 
(GIRFEP) approach using lead professional and multi-agency coordination meetings 
as a vehicle for change. This work would therefore focus on existing services adapting 
their approaches to meet the needs of these individuals in a more holistic person-
centred way. Further funding therefore extended the project until March 2021. 

Yes  No  N/A  



5.1.4 Due to the pandemic in April 2020 the programme of work was paused and staff 
were redeployed to other roles within NHS Lanarkshire to support and assist with the 
ongoing pandemic. Both Band 7 staff returned from redeployment to the HRU project 
on the 15th February 2021 and the programme was been extended in the first instance 
to Sept 2021 with the original funding (Covid-19 funding has covered salary costs 
during redeployment). On the 1st April 2021 funding was extended until March 2023 
recognising the impact the pandemic has had on the ability to progress this project at 
pace. Approval was also given for collaboration to continue with rapid rehousing 
Transition Plan (RRTP) – Home First team to navigate support.   

5.2 The aim of the third phase of the High Resource User project therefore was to 
embed a model of care in existing locality structures to: 

 Improve the health and well-being outcomes of vulnerable individuals’ who are 
making frequent use of services using a case management approach. 

 Reduce the frequency of attendances at ED 
 

5.2.1 This has been challenging due to system wide pressures on existing locality 
structures, services and wider senior leadership rather than capacity of the project 
team to progress. Therefore, the team continue to work with cohort three as per 
approach used with previous cohorts but are progressing the overall project aim where 
feasible.  

5.2.2 Progress to date includes: 

 Steering group re-established 
 New TOR agreed 
 Project charter signed off 
 Senior Leadership support agreed 
 Identified criteria for Cohort 3-Commenced visits September 30th 2021. 

 Consists of the top 30 attenders from Coatbridge Locality that attend 
University Hospital Monklands.  

 Collectively these 30 individuals have had 511 presentations over a year. 
To date: 
 9 individuals have been contacted.  
 7 engaged (78%) and were provided with an information gathering 

assessment. 
 2 discharged due to previous medical needs being met. 
 1 individual on the HRU list- MDT commenced by Social Work, this is 

ongoing at present. 
 Invite letters sent to next 8 individuals. 

 
 Links to individual digital support explored – MyACP and digital safety plan 
 Working alongside other statutory services within HSCP to manage individuals 

identified needs e.g. Mental Health, Social Work, Addictions, Housing and 
Financial Inclusion. 

 Raise awareness of third sector and voluntary organisations in order to improve 
social prescribing from statutory services: 
 

 Established links with Lanarkshire Overdose Response Team. 



 Established links with Lanarkshire Recovery network. Explored service 
provision from Phoenix futures., 

 Improving links to Home Energy Scotland and citizens’ advice bureau. 
 

 Attend Locality Planning groups, Frailty and Long-term conditions and Mental 
Health, Addictions and learning Disability 

 Collaborating with other workstreams to develop referral/ care pathways that 
are consistent and equitable across all localities 

 Work with Housing, locality teams and the Health and Homelessness service 
to agree a process to assess and navigate support for the individuals that meet 
Homes First criteria including adopting a case management approach where 
required. Currently supporting 20 individuals that meet the criteria for Homes 
First project 
 

 

5.2.3 Challenges: 

 COVID 3rd wave restrictions on meetings -Steering group meeting cancelled 
October 21. 

 locality operational leadership support to change practice within localities when 
dealing with HRU individuals. 

 Strategic level input to lead change in practice within localities. 
 Individual professional support to develop in developing roles. 
 Identification of members of MDT and lead professional.  
 Non engagement of individuals, exploring with information governance sharing 

of information. 
 Promotion and awareness of High Resource User Project within Health and 

Social Care partnership. 
 Linkage at strategic level for all the different programmes of work to ensure a 

consistent approach for High resource individuals in North Lanarkshire. 
 SAS committed to other work stream within Health and Social Care Partnership. 
 Information sharing agreement sign off and Data Protection Impact 

Assessment. 
 

5.4 The project will continue to progress as the system wide pressures due to 
pandemic response allows 

 

 6. CONCLUSIONS 

The HRU project is continue to work with those individuals identified for cohort three 
to help improve their health and well being whilst reducing unscheduled care contact. 
As system wide pressure reduces and services begin to recover the team will refocus 
the approach to ensure that a locality-based model of care utilising lead professional 
and multiagency response is tested.  

  

7. IMPLICATIONS 



Whilst work will continue to improve outcomes for individuals there is a risk that the 
project might not achieve its full aim of embedded a model of care in localities but 
progress will continue to be monitored. 

 

7.1 NATIONAL OUTCOMES 

 People are able to look after and improve their own health and wellbeing and 
live in good health for longer. 

 People, including those with disabilities or long term conditions, or who are frail, 
are able to live, as far as reasonably practicable, independently and at home or 
in a homely setting in their community. 

 People who use health and social care services have positive experiences of 
those services, and have their dignity respected. 

 Health and social care services are centred on helping to maintain or improve 
the quality of life of people who use those services. 

 Health and social care services contribute to reducing health inequalities. 
 People who work in health and social care services feel engaged with the work 

they do and are supported to continuously improve the information, support, 
care and treatment they provide. 

 Resources are used effectively and efficiently in the provision of health and 
social care services. 

 

7.2 ASSOCIATED MEASURE(S) 

 Individual outcomes 
 A&E Attendance 
 OOH Attendance 
 MH service use 
 Cost Analysis 

 

7.3 FINANCIAL 

 

 This paper has been reviewed by Finance: 

Finance has already been secured 

 

Yes   No  N/A  

  

7.4 RISK ASSESSMENT/RISK MANAGEMENT  

This works associated the risks associated with unscheduled care  

7.5  PEOPLE 



This project is discussed regularly at locality planning groups and has engaged with a 
wide range of associated workstream and voluntary sector organisations 

7.6 INEQUALITIES & FAIRER SCOTLAND DUTY  

 

EQIA Completed & Fairer Scotland Impact Assessment Form Completed:  

EQIA and fairer Scotland impact assessment completed 

Yes  No  N/A  

 

  

8. BACKGROUND PAPERS 

  Paper 1 High Resource User Project 2019 

Paper 2 Improving Health and Wellbeing outcomes among high users of 
emergency departments 

 

 

9. APPENDICES 

None. 

 

 

 

CHIEF ACCOUNTABLE OFFICER (or Depute)   

 

Members seeking further information about any aspect of this report, please 
contact the following Trudi Marshall on 01698 752593 
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Executive Summary  

A literature review found that the risk of death for adults 16-65yrs that attend Emergency Departments 

(ED) frequently is much higher than would be expected of the normal population (1). It is also noted 

that that frequent attendance at Emergency Departments has been identified as a potential warning 

sign in the escalation of an individual’s vulnerability (2) 

 

Individuals who frequently attend ED are typically considered to be psychologically and socially 

vulnerable in addition to experiencing health difficulties (3) 

Interventions to address frequent attendances at ED should focus on re-direction to and liaison with 

more appropriate services which are either located within health and social care settings or within the 

community that are tailored to meet the needs of the person (4)  

 

A business case was developed and initially funding was secured for 6 months, extended to 13 months 

(August 2018 – September 2019) within HSCP North for two band 7 staff. The role was to identify high 

resource users from Wishaw and Motherwell localities who attended University Hospital Wishaw (UHW) 

ED, explore their case and deliver an intensive care management approach but more importantly 

develop an understanding of why our current services are not meeting their needs.  

Overall, the main findings show that by working with individuals using a care management approach 

ED attendances and all cost associated can be reduced and the individual’s clinical and social 

outcomes improved. 

 

Anecdotal information from the individuals involved in HRU highlight compassion fatigue across all 

professionals and agencies.  

 

Other key findings are: 

• Gathering of information was difficult due to the differences with IT systems 

• Inadequate communication between staff and the individuals 

• Wide and varied assessment processes 

• Lack of evidence of case management and ownership 

• Lack of evidence of a trauma informed work force 
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Introduction  

During the past thirteen months a project was established within North Lanarkshire’s’ HSCP to provide 

an intensive proactive care management approach to people who experience high ED admissions. It 

was anticipated that using this approach would allow a detailed analysis of each individual’s journey 

and allow individualised care plans to be developed using a strengths based approach and build upon 

individuals assets whilst utilising the wider community infrastructure and supports. 

 

NHSL state in Achieving Excellence 2017 that in Lanarkshire “we aim to develop a health care system 

to ensure it supports the development of an integrated health and social care system which focuses 

on prevention, anticipation and supports self-management.  

With appropriate use of Health and Social Care services, we can ensure that individuals within our 

communities are able to stay as healthy at home or within community setting for as long as possible. 

We need to change our focus and approaches to transferring the balance of care away from being too 

acute focused to one where the emphasis is on prevention and community based interventions” (5) 

The aim of The High Resource User project is to improve the health and well-being outcomes among 

high users of emergency department.  The overall improvement aim of this project was: 

To reduce the ED attendances of the selected cohort at UHW ED by 20% by August 2019 

 

Background  

Scotland wide we have a problem with high ED attendances, it’s not just a problem, we have locally in 

Lanarkshire. Motherwell and Wishaw had a very similar A&E attendance rate in 2014/15 (in line with 

NL average). However the rate has increased in each of the last three years and has tracked a similar 

trajectory to the NL average. (6) 

 

Run Chart 1. ED attendances – rate per 1,000 
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In 2015 a Short life working group (SLWG) led  DR Pravinkumar from the  Public Health Department 

conducted a review of unscheduled care presentations and found that  “that a small sub population 

commonly present to an ED at a disproportionately high frequency. A high rate of attendance can be 

considered as people who attend between 3 and 12 times per year (7). These individuals are referred to 

as a ‘frequent’ attender, individuals who present in excess of 12 times per year are referred to as a ‘very 

frequent attender’ These individuals often have complex medical and psychosocial needs, and utilise 

emergency services for non-emergent care (8) or when reaching crisis. These people may fall into two 

distinct groups, 1 those with a higher burden of alcohol and substance misuse and/or psychiatric illness, 

and 2 those with chronic disease. Whilst those in the first group have higher ED attendance they tend 

to also have lower acute admission rates compared to those with chronic Long Term Conditions.  It is 

also recognised that people in this group often have higher intensity use of other health and social care 

services (9). “ 

There was evidence developing via Blackpool ‘Building Strength Rather than Correcting Weakness’ 

2014 and Lothian ‘Patient Anticipatory Care Planning Team’ (PACT) 2016 suggesting that a more 

proactive approach may reduce unscheduled service use for these individuals.  

Simultaneously, a Health Needs Assessment took place within the North HSCP in 2016, cross matching 

data from housing (homelessness) and CHI. This assessment identified that those experiencing 

homelessness were much more likely to present at ED’s with a range of issues however a relatively 

small number of clients with particular complex needs were making significant use of services.  

The report highlighted the estimated annual costs attributed to 60 homeless individuals amounted to 

£1.4 million, which equates to 50% of the total costs attributed to the homeless population. By better 

meeting the needs of these frequent users of services would therefore improve their outcomes and also 

potentially offer significant savings across the health system.   

 

Methodology  

The project used a quality Improvement approach throughout 

driver_diagram 
HRU.xlsm
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Process: 

Project set up: 

 Develop a project charter  

 Create and develop an appropriate holistic assessment tool 

 Review resources available such as the Outcome Star 

 Create communication templates for HRU, GP’s and Out of Hours 
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 Set monthly project board meetings 

 Liaise with ED staff, GP, local Community Mental Health Teams/Learning disabilities/, 

Addiction services and Social Work 

 Raise awareness of project by attending Locality Planning Groups’ for Mental Health, 

Addiction, and Learning Disabilities and Long Term Conditions in both localities 

 

Identify Individuals: 

 An ad-hoc request was made to NHSL data analyst team to identify those who had attended 

UHW 3+ times June-Sept 2018 and who resided in Motherwell/Wishaw locality 

 Data cross-matched with Dr Pravinkumar’s list of individuals involved in audit review carried 

out in 2016 as Caldecott approval had been granted. 

 Data was then cross-matched with temporary accommodation lists from both localities to 

identify those that may be experiencing homelessness, disconnected from health services, 

have high DNA rates and over use ED 

 Review data and risk assess. Establish what offer of appointment can be made i.e. home 

appointment or health centre appointment  

 Add alert to MIDIS (that individual has been identified as a HRU at UHW ED) 

 Contact GP practices of individuals identified as HRU requesting participation   

 Contact Out of Hours for individuals identified as HRU requesting participation 

 Establish communication tool for GP practices and Out of hours. 

 

Alert Update: 

 Request contact of services involved 

 

Review Risk 

 Information analysed and journey of care mapped by using; MIDIS, Trakcare, MiLan and 

Clinical portal 

 Liaise with services involved in care 

 Home visits and health centre appointments (if risk deemed too high to visit at home) set  

 

The same processes where used to identify a second cohort of individuals (May 2019) who were 

frequent attenders at UHW ED. 
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COHORT 1. 

 

 

 

 

 

 

 

 

 

 

 

 

Results – Cohort 1. 

 Of the16 individuals who engaged, all were those given home appointments. 

 50% of individuals were working with other services  

 It should be noted that those offered health centre appointments as they were deemed too high 

risk to visit at home did not engage. 

 All 16 individuals were provided with a holistic assessment, (created by Lead Nurse) which 

explored their underlying needs.  

 Non-specialist individualised wraparound support was provided 

 By investing time with individuals HRU discovered and identified that services were not in place 

or being optimised and that in some cases individuals required to be re-engaged to services 

known to them. 

  Identified various unmet health and social care needs.  

o Health needs including issues around medication (prompts, recording and 

administering) as well as delays in referrals to other services and teams such as Falls, 

Respiratory, Addictions Recovery Team, Podiatry, Dietetics and Ophthalmology  

o Diverse range of social care needs identified through investment of time and 

engagement with the individuals. By giving individuals the opportunity to reflect and 

think on what they need or would like to participate in has resulted in over 50 referrals 

made to programmes such as Well Connected, Income Maximisation, Carers Support, 

North Lanarkshire Leisure (NLL), and other various 3rd sector organisations such as 

Ponies Help Children and Men’s shed. This shift in the balance of power has enabled 

26 individuals invited to take part 

*Total of 452 presentations (2017- 2018) 

Mean age 40 years 

17 males and 9 females 

19 very frequent attenders at ED with an 

average of 21 presentations within the 12 month period. 

1 individual had 55 attendances in the 12 month period 

7 frequent attenders at ED with an average of 9 

presentations within the 12 month period 

19 reside within Wishaw locality - 5 reside within Shotts 

7 reside within Motherwell locality 

5 identified as homeless or at risk of homelessness 

3 individuals now deceased 
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the individuals to look at alternatives to medical services and programmes, reconnect 

with their communities and begin to self-manage their care 

 Completed over 550 separate contacts with individuals, carers and agencies since November 

2018. 

 

 

 

Chart 1. HRU Individual contacts for Cohort 1 

 
There was a reduction in ED attendances for most of the individuals from Cohort 1 that coincides with 

HRU going live. There has been a significant decrease in the number (131) of attendances to the ED 

since the beginning of the project November 2018 until August 2019 as shown below. 

 

 

Run Chart 2. Monthly ED Attendances for Cohort 1. 

 

Further analysis of data suggests that 52% of all ED attendances could have been redirected into  

existing community based services, for example, superficial injuries; D+V; rashes etc. 
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Cost Analysis 

A detailed cost analysis of this cohort was carried out by LIST Lanarkshire Team with a comparable 

control group. The control group was made up of the top 26 most frequent A&E attenders from 

Lanarkshire in 2018/19 (not including those in the cohort). The number of attendances from the most 

frequent attenders ranged from 23 to 57. 

Methodology 

Both groups’ health service usage was assessed using the Source database, allowing multiple services 

to be included, analysing usage 152 days before and after the intervention date of 31/10/18. The total 

estimated cost, number of episodes and bed days (where appropriate), were calculated for each period. 

This allowed for comparison between before and after intervention, the results of which are shown 

below. 

Cohort 1. Service Usage and Estimated costs Before/After Intervention 

  Estimated costs  Episodes  Bed Days 

Service Usage  Before  After  Before  After  Before  After 

Acute Inpatient   £  125,934   £    75,812  112 59  282 203

A&E   £    23,157   £    14,531  212 133  ‐  ‐ 

Psychiatric Inpatient   £    20,678   £    42,692  5 4  38 80

Outpatient   £      2,357   £          813  14 6  ‐  ‐ 

Out of Hours Advice   £      1,430   £      1,142  15 12  ‐  ‐ 

Out of Hours Home Visit   £      1,144   £          572  12 6  ‐  ‐ 

Out of Hours PCC   £          572   £          477  6 5  ‐  ‐ 

District Nursing   £          329   £          940  6 12  ‐  ‐ 

Acute Day Case   ‐    £          658     2  ‐  ‐ 

Community Mental Health   ‐    ‐   54 46  ‐  ‐ 

DD‐CIS   ‐    ‐   5 8  10 59

NRS Deaths   ‐    ‐   ‐  1  ‐  ‐ 

Total:   £  175,601   £  137,637  441 294  330 342

 

Notes: Costs provided are estimates only. Individual estimated costs are derived from averages 

at hospital and specialty level and therefore will not capture more complex activity and indeed 

simpler activity. Results should be viewed with caution. 

Prescribing service usage and estimated costs have been excluded from the analysis. Costs for 

this service are provided at the end of the financial year, making it not possible to distinguish 

between the before and after intervention dates 
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Control Group Service Usage and Estimated costs Before/After Intervention 

 

There appears to be a difference in service usage and estimated costs between the cohort and the 

control group before/after the intervention. Both estimated costs and number of episodes decreased in 

the cohort, with the number of bed days increasing marginally. Estimated costs in the control group 

increased after the intervention date. There was a slight decrease in number of episodes in the control 

group however the number of bed days increased by more than 50%. 

Total service usage cost before/after intervention: Cohort and Control Group 

 

 

          

 

£175,601 

£245,505 

£137,637 

£346,613 

Cohort 1 Control Group

Before Intervention After Intervention

  Estimated Costs  Episodes  Bed Days 

Service Usage  Before  After  Before  After  Before  After 

Acute Inpatient   £  156,049   £  246,173  192 215  333 545

A&E   £    38,758   £    36,921  357 338  ‐  ‐ 

Psychiatric Inpatient   £    28,767   £    31,110  6 7  58 59

Outpatient   £      2,379   £      3,107  21 22  ‐  ‐ 

Out of Hours Advice   £      6,847   £      3,309  72 35  ‐  ‐ 

Out of Hours Home Visit   £          191   £          844  2 9  ‐  ‐ 

Out of Hours PCC   £      2,860   £      1,879  30 20  ‐  ‐ 

Out of Hours Other   £          408   £          734  5 9  ‐  ‐ 

DN   £      5,326   £    12,502  6 7  ‐  ‐ 

Acute Day Case   £      3,920   £      3,908  5 5  ‐  ‐ 

Community Mental Health  ‐  ‐  159 137  ‐  ‐ 

GLS Inpatient  ‐  6123.71 ‐  1  ‐  26

DD‐CIS  ‐  ‐  1 3  3 10

Total:   £  245,505   £  346,613  856 808  394 640

    22% 

Decrease 

    41% 

Increase 
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Total number of episodes before and after intervention Cohort and Control Group 

Cohort  Control Group 

Before Intervention  441  856 

After Intervention  294  808 

 

 

 

The number of episodes in the cohort dropped from 441 before the intervention to 294 after the 

intervention, a decrease of 33%. The estimated costs associated with these episodes decreased by 

22% from £175,601 to £137,637. The number of episodes in the control group dropped by 6% from 856 

to 808, however, the estimated costs increased by 41% from £245,505 to £346,613. In terms of bed 

days, cohort 1 seen a slight increase from 330 before the intervention to 342 after. Whereas, the control 

groups bed days rose significantly from 394 to 640. 

Acute Inpatient service usage estimated costs before/after intervention: Cohort and 

Control Group 

 

Number of Acute Inpatient episodes before/after intervention: Cohort and Control Group 

  Cohort   Control Group 

Before Intervention  112  192 

After Intervention  59  215 

 

 

The number of acute inpatient episodes in Cohort 1 decreased by 47% from 112 before the intervention 

to 59 after the intervention. The estimated costs associated with these episodes fell from £125,934 to 

£75,812, a decrease of 40%. This was the largest cost decrease in cohort 1 of all services analysed. In 

contrast, the number of acute inpatient episodes in the control group increased by 12% from 192 before 

£125,934 

£156,049 

£75,812 

£246,173 

Cohort 1 Control Group

Before Intervention After Intervention

6% 

    40% 

Decrease 

    58% 

Increase 

47%  12% 

33% 
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the intervention to 215 after. The estimated costs associated with these episodes increased from 

£156,049 to £245,173, an increase of 58%. This was the largest cost increase in the control group of 

all services analysed. 

A&E service usage estimated costs before/after intervention: Cohort and Control Group 

 

Number of A&E episodes before/after intervention: Cohort and Control Group 

  Cohort   Control Group 

Before Intervention  212  357 

After Intervention  133  338 

 

 

 

The number of A&E episodes in cohort 1 decreased by 37% from 212 before the intervention to 133 

after the intervention. The estimated costs associated with these episodes fell from £23,157 to £14,531, 

a decrease of 37%. There was also a fall in the number of A&E episodes and associated estimated 

costs in the control group however this was only a 5% decrease for both.  

 

 

 

 

 

 

Psychiatric Inpatient Cost (£) change before/after intervention: Cohort and Control Group 

£23,157 

£38,758 

£14,531 

£36,921 

Cohort 1 Control Group

Before Intervention After Intervention

    37% 

Decrease 

    5% 

Decrease 

37%  5% 
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Number of Psychiatric Inpatient episodes before/after intervention: Cohort and Control Group 

  Cohort   Control Group 

Before Intervention  5  6 

After Intervention  4  7 

 

Despite the number of psychiatric inpatient episodes in the cohort dropping from 5 before intervention 

to 4 after intervention, the estimated costs associated with these episodes more than doubled from 

£20,678 to £42,692. This was due to one patient having a long psychiatric inpatient length of stay. The 

number of psychiatric episodes rose from 6 before the intervention to 7 after and the associated 

estimated costs increased by 8% from £28,767 to £31,110.  

 

 

 

 

 

 

 

 

 

 

 

Chronologies 
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From the 51 individuals who engaged across both cohorts a detailed chronology and time 

line analysis of 4 took place. The HRU chronological findings capture in detail all contacts 

individuals have had with different services and programmes involved within their care. They 

provide an invaluable insight to the amount of information and data collected on individuals 

that could be acted upon at an earlier stage and therefore reduce the incidents of crisis and 

presentations to ED. 

 

Common themes identified throughout include:  

 No lead professional or multi-agency case management approach – no single service 

took overall responsibility of individual 

 Lack of data sharing between services  

 No one analysing data captured within services 

 No priority given to a preventative/anticipatory approach including education and 

harm reduction approaches that tackle wider life circumstances.   

 

A multi-disciplinary timeline of the individual’s journey was compiled and a synopsis completed. Using 

the resilience matrix an overview of the individual and their situation can be plotted. See below. 
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Chronology 1 – Victor  

 Liberated from prison November 2018 to unsupported homeless unit  
 Seriously assaulted 2018 – previous to HRU input 
 Mum died January 2019 – lost his structure and daily routine 
 HRU escalated concerns to SW regarding vulnerable adult and financial exploitation directly after initial 

assessment 
 January 2019 moved to temporary furnished flat in Wishaw.  
 Convincing and risks can minimised due to confabulation – to professionals and public 
 Sister and niece provide ongoing support - struggling to manage ongoing challenging behaviours family 

feel that the risks are increasing, can be verbally abusive and physically threatening.  
 Identified as a ‘target’ by locals within community that are experiencing alcohol and drug issues. Used 

by individuals for financial gain and unable to protect himself from the individuals.  
 April 2019 SW granted financial power  
 Several anti-social behaviours – flooding and blocking drains, throwing foods out of windows, no door 

control, volatile and known to brandish weapons 
 Currently neighbours provide a protective factor as they report his behaviours! As are wardens and 

CCTV. Brandished knife in ED May 2019.  
 Month 14 as seen below is when support and assistance was provided by HRU. This includes: HRU 

requesting multi-disciplinary team approach with all professionals involved with care, reconnecting with 
health services including GP, liaising with GP regarding follow up of urgent colorectal cancer screen 
after month 18 saw 6 presentations at ED with diarrhoea and vomiting. A sexual health screening and 
pharmacy review of medications was also requested and HRU established a pharmacy delivery of 

blister pack. From month 20 Victor now engages with a 3
rd

sector organisation daily – working on 
gardening project and engages with Social Work weekly to obtain his monetary allowance. 

  

Run Chart 3. Chronology ED attendance data – Victor  
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Chronology 2 Tom 

 Very frequent attender of A&E Oct 2017 –Oct 2018 54 presentations, A&E presentations Nov 2018 – 
March 2019 = 7 (6) of which required ambulance input 

 Lives alone, no direct family support, homecare 3x daily  
 Sociable and likes going out, attends lunch club and Neighbourhood links weekly  
 Professionals involved in care = 9 including Social Worker, Community Psychiatric Nurse, Anti-

Coagulant, home care, Support Ordinary Living (SOL), District Nurse, Ophthalmology, GP and HRU 
 Ongoing police investigation to fraudulent activity – Financial exploitation, family member suspected. 
 10 Significant events prior to being sectioned under mental health act January.2019, including: sexually 

inappropriate to females, large amounts of cash, moving furniture, being out at night and falls. ALL 
DOCUMENTED  

 Support and assistance was provided by HRU from month 14 and included liaison with professionals 
involved to support attendance at out patient’s appointments, updated appointment dates and times on 
calendar and arranged transport to appointments. Re referred to ophthalmology – appointments given 
for pre op and cataract operation. Information disseminated to other professionals such as anti-
coagulant nurses re upcoming appointments.  

 Time spent with Tom working on breathing techniques, nutrition education and personal safety 
 Referral made to local 3rd sector organisation for Christmas dinner with transport there and back. 
 Discharged month 20 from HRU, SOL now providing daily home support and social support including 

assistance to outpatient appointments 
 

 
Run Chart 4. Chronology ED attendance data – Tom 
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Chronology 3. Bert 
 

 Lives alone in family home - 55+ years (3 bedroom semidetached), Mum died 3 years ago and has had 
to learn to do almost all daily tasks (was very much overly protected by mum), bus stop right outside 
front gate – utilises this asset regularly, has a private arrangement with a local cleaner. 

 Had a job until his early 40’s but couldn’t return to employment after suffering his stroke. 
 Elderly carers 80 and 82 (complex family situation) live outside locality in East Kilbride, issues regarding 

their own health. Have raised various concerns over the past year re forward planning and feel they are 
not being heard or listened too.   

 Sociable and enjoys getting out – can navigate public transport and regularly goes out to town.  
 Has as season ticket for local football team and goes along with a friend – recently his behaviours have 

become concerning at the match with him shouting racist comments, using bad language etc. 
 Issues around taking medication correctly – unable to take them by himself due to mobility (has a blister 

packs delivered weekly and gets medication prompts from home care staff), administered incorrectly 
and not using equipment such as spacers, walking aids etc  

 377 activations of community alarm in 40 week period, vast majority of contacts to community alarm 
take place during the hours of 11pm – 4am 

 From month 13 support and assistance was and provided by HRU including: carers support, referrals to 
falls team and rehab team, reengagement with respiratory nurses and district nurses for continence 
assessment. 

 HRU liaised with GP, Social Work and Home Care from month 14 and 15 regarding medication prompts 
recording and administering – Bert now has a nebuliser and rescue pack within home to enable some 
self-management. HRU explored social situation – with information given on clubs and programmes 
locally. Month 17 saw a slight increase due to a chest infection. 

 Outcomes from rehab team include OT input for mobility, new bed bought and broken slabs fixed,  

 
Run chart 4 Chronology ED attendance data – Bert 
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Chronology 4. Liz 

 Frequent attender at ED June 2018 – June 2019 = 8 presentations 
 ED presentations Jan 2019 – June 2019 = 5 
 Adored her pet dog – main source of comfort and motivation. 
 Relationship with husband broke down due to issues with alcohol consumption and post natal 

depression. Relationship with son – strained and limited contact 
 Mum died 8 years ago and following this became dependant on alcohol after a period of 

stability. Noted that she had never really dealt properly with the death. 
 On/off partner-stated during assessment that she knew it wasn’t a good relationship and that 

partner can be emotionally abusive. 
 Approximately drinking 20 units of alcohol per day.   
 Not involved with any services, but previous involvement with ART, podiatry, dietetics, 

gastroenterology and substance misuse liaison nurses 
 31.5.19 Assaulted in own home facial injury, personal items stolen including purse, keys, 

mobile, clothing and medications 
 No ASP/concern escalated 
 Liz died at home 24.06.2019 

 
Support provided by HRU include Scottish Welfare Fund crisis loan application completed on 1st visit - 
loan granted. Liaison with treatment room nurses to reengage with Liz for blood tests and stitches 
removal. Re referred to ART and provided with harm reduction information and education. 
Encouraged to report fraudulent activity to police and bank – complied day after visit with bank 
reimbursing monies taken. Arranged to support Liz to ART appointment. 
 
HRU had limited contact with Liz therefore are unable to provide a run chart with information detailing 
ED attendances.  
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Recommendations 

At the moment there is not a coherent approach to meet the needs of individuals that use 

emergency departments frequently.  A proactive multi agency approach has the potential to 

not only improve the outcomes for individuals and families but also improve service efficiency 

and effectiveness.  

• Adopt ‘Getting it Right for Every Person (GIRFEP)’ approach – as per the new Mental 

Health and Wellbeing strategy for Lanarkshire.2019-2024  

• Continue with project – identify Cohort 3 

• Training and developing for all staff focusing on person centred approaches, how to 

engage the seldom heard and how to identify signs that individuals are at risk, essential 

that all staff are able to identify adults at risk of harm,  

• Pilot a multiagency co-ordinated meeting – this could be modelled on MAST and would 

identify a Lead Professional. 

• Improve and implement data sharing between services to facilitate the multi-disciplinary 

approach 

• Provision of early support for individuals with mental health and substance misuse issues 

as early as possible. 

• Establish robust communication channels between staff and individuals 

• For the most frequent attenders there is a need to provide a prolonged flexible approach 

across all services. 

1. Scale up of case management model 

•  Adoption of a case management approach and holistic assessment for a larger 

geographical area within North HSCP.  

• All health and social care assessments should be holistic and include questions on 

financial security, housing provision and support networks 

2.   Implementing the national framework for a trauma informed workforce 

• Assessment Processes refined  

3.   Increase knowledge and understanding within the workforce of community resources 

• Community based services and ED staff informed and aware of 3rd sector and voluntary 

organisations within localities and how to signpost and refer individuals on. 

• 3rd sector and voluntary organisation staff trained to be able to identify signs that 

individuals are at risk. 
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Conclusion  

George Elliot said:  “What do we live for, if it is not to make life less difficult of each other?” 

Health inequalities and inequalities in general, are a key priority for the Scottish Government, 

Local Authorities, the NHS and Community Planning Partnerships (CPP). The need for 

upstream preventative approaches at societal, community and individual level are well 

documented to both reduce deep rooted inequalities within society and also to reduce 

demand on public services (Christie commission, 2011).  

A whole systems approach with compassion, collaboration and clear roles at the centre will enable 

and empower individuals within our localities to manage their own conditions, connect with their 

communities and build on their strengths.   

It has been recognised that the success of the HRU project can be attributed to the skills mix of the 

project team. Health Improvement (who traditionally don’t work with individuals on a one to one basis) 

with a Lead Nurse has provided the individuals within a complete support package. An in-depth 

knowledge of programmes, projects and services (mainstream and 3rd sector) of the localities in which 

the individuals reside has been key to the success of the project. Utilising this evidence based practice 

approach to provide vital, relevant and accurate information has enabled the individuals managing their 

own conditions, being re connected to their community and build on their assets and support networks. 

Working collaboratively in this developmental project has allowed the exploration of roles and 

responsibilities within a supportive and nurturing environment. This has provided the individuals with a 

person centred, compassionate approach that promotes healthy independent lives and improves health 

and well-being outcomes. 
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Improving Health and Wellbeing outcomes 
among high users of emergency departments
Transformational Change
Claire Henry, Kelly McLean, Trudi Marshall, Jill Lockhart, Margot McLean, Elspeth Russell and Lianne McInally.

Problem
Evidence highlights a small population of individuals frequently utilise Emergency 
Departments (ED) to access care. These people often have complex mental health, 
physical health and addiction issues. 

Whilst EDs and community based services respond to these presentations acutely, 
they often only provide episodic care and cannot address the underlying cause. It 
is recommended that people identified as intensive users of acute and community 
services have a person centred holistic review of intervention and support with 
appropriate multi-disciplinary discussion, further assessment and case management.

Aim
The purpose of the High Resource User project is to improve the health and wellbeing 
outcomes among high users of emergency department, with the improvement aim:

To reduce the ED attendances of the selected cohort at UHW ED by 10%                
by the end of March 2019.

Results
Transitional support is critical to sustaining 
improved outcomes for individuals who       
frequently access ED.

Individual case reviews identify a reduction 
of 131 UHW ED attendances. Further analysis 
of data suggests 52% of all ED attendances 
had the potential for redirection to existing 
services within the community. 

Individuals report that they have found
their person centred reviews beneficial:

Methodology

Baseline
Data collated

for 3 NHS 
Lanarkshire

ED sites

1100 people 
identified as High 
Resource Users

(June - Aug  
2018)

University 
Hospital    
Wishaw 

identified
as test site

26 individuals 
identified as 

intensive users

Lead Nurse 
and Senior 

Improvement 
Officer invited 

patients to 

in person
centred holistic  

review of
their care.

participate

Testing new
models of care
with patients

including:
Improve health

and wellbeing outcomes;
Focus on prevention,

anticipation and supported
self management;
Redirection into

appropriate services;
Support and
encourage

engagement
throughout
transition

I feel that
you are the
only people
who have
listened
to me.

Knowing
the support is

there has helped
me to stop using

alcohol and drugs.
I don’t feel I

need to go to
hospital.

I feel more
able to cope.
I don’t feel

alone
anymore.

Build strong
non-judgemental 

relationships

Anticipating 
needs

and self 
management

Reconnect 
relationships 
within their 
community

What 
happens 
next?

Re-direction 
to suitable 
agencies

w Encourage the 
development of patient 
centred pathways for 
individuals who are 
identified as high

          resource users

w Promote 
communication 
via MDT approach 
to provide wrap 
around care

w Present our findings to 
the HRU Project Board

w Identify areas                    
for improvement
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