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H Dilemma, 

given the 
number 
needed to 
treat…?

Single problem?

• Problem –> (Guideline) treatment -> improvement

• Problem –> (Guideline) treatment –> no improvement

• Problem -> (Guideline) treatment - > disimprovement

Multimorbidity?

• Problem –> (Guideline?) treatment -> improvement

• Problem –> (Guideline?) treatment –> no improvement

• Problem -> (Guideline?) treatment - > disimprovement
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Summary

• Lower quality of life (QoL)

• Increased functional decline

• Higher healthcare utilisation and emergency visits

• Polypharmacy

• Higher treatment burden

• Care fragmentation

• Higher depression levels

• Prevalence increases with age (majority of >65s)

• Higher rates in areas of deprivation

BMJ 2015;350:h176 doi: 10.1136/bmj.h176
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doing ‘good’?

• Become pro-active in terms of 

management to prevent decline

• Enhance care co-ordination

• But…how to measure ‘good’…?
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The issue 

With the percentage of older adults on the island of Ireland 
increasing, the provision of high quality, comprehensive care for 

older adults is becoming increasingly challenging.  

Primary care is seen as an optimal context to deliver care for 
people with complex care needs.  However, the current approach 

is reactive and does not fully meet the needs of older people.  

To maximise the health benefits, a transition to more proactive 
primary care is required.  



Personalized care planning interventions

Personalized care planning aims to ensure that individuals’ values and concerns 
shape the way long-term conditions are managed. Personalized care planning is 
anticipatory (forward looking), involving a negotiated series of discussions 
between a patient and a health professional to clarify goals, options and 
preferences, and to develop an agreed plan of action based on this mutual 
understanding 

Coulter et al (2015): Cochrane review to assess personalized care planning better 
outcomes for adults with long-term health conditions. Nineteen studies were 
identified that included a total of 10,856 participants.

Mixed results, some small effects – better when intensive and integrated into 
routine care



Anticipatory Care Planning Intervention

A core aspect of anticipatory care is personalized care planning. A personalized, co-designed 
whole person care plan. Designed to anticipate, avert or delay future functional decline 

through early identification of at-risk individuals. It incorporates health improvement and 
staying well. 

Personalized care planning is anticipatory (forward looking), involving a negotiated series of 
discussions between a patient and a health professional to clarify goals, options and 

preferences, and to develop an agreed plan of action based on this mutual understanding.

It is distinctive from, but may include aspects of, advance care planning which usually has a 
palliative, end-of-life focus and is typically employed with established functional decline.

Ultimately: Co-developed an intervention, using prior literature, AgeNI, the South West Ageing 
Partnership (SWAP), service users in Monaghan as well as user interest groups such as Age 

Action and U3A 



ACP Study: Aim & objectives

Study aim:

• To explore the feasibility and acceptability of a nurse-led anticipatory care planning 
intervention for older adults, on the island of Ireland, who are at risk of functional 
decline, by developing a personalised support plan.

Objectives:

• Inform recruitment strategies and procedures for general practices and patients for a full 
trial;

• Determine recruitment / retention rates and outcome variability to inform sample size 
calculations for a full trial;

• Assess patients’, their family carers’ and health care providers’ perception of the 
acceptability, appropriateness, benefits, and convenience of the ACP intervention

• Inform mechanisms for optimal intervention delivery and cluster trial procedures

• Determine outcome measures and economic assessment strategies for a full trial

Brazil et al. BMC Geriatrics (2022) 22:452



Study design 

• Open-label cluster randomized controlled trial.

• 8 primary care practices, 4 in Northern Ireland and 4 in the Republic of Ireland
(Cavan, Louth, Monaghan) were randomly assigned to the intervention group
versus usual care alone, by jurisdiction and urban/rural status.

• GP patients identified as at risk of functional decline were invited to participate
in the study.

• We aimed for a total of 64 patients (32 per study arm, 8 patients per primary
care practice) to be enrolled.

Brazil et al. BMC Geriatrics (2022) 22:452



Study population: Inclusion/Exclusion criteria 

Inclusion

1. aged ≥70 years;

2. in receipt of a valid general medical
services (GMS) card in the Republic of
Ireland, or for Northern Ireland
registered for NHS primary care
services;

3. have two or more chronic medical
conditions (multimorbidity);

4. prescribed 4 or more regular
medications

5. ability to complete an English-
language postal questionnaire.

Brazil et al. BMC Geriatrics (2022) 22:452

Exclusion
1. receiving specialist palliative care
2. a record of assessed cognitive 

impairment at the level that would 
impact their ability to complete the 
screening postal questionnaire, 
outcome measures and participate in 
(a) patient care conference(s) 
(defined as Mini Mental State 
Examination (MMSE) ≤ 20)

3. experiencing a psychotic episode at 
the time of recruitment;

4. hospitalised long-term, in a nursing 
home, homeless or in sheltered 
accommodation



Your thoughts: Outcome assessments?

• Were these the correct 
inclusion criteria?

• Your recommendations?



Patient screening

• GP practice manager searched their records for eligible participants

• Eligible patients were sent a letter from their GP informing them about 
the project and inviting them to complete the PRISMA-7 questionnaire

• Reminder 7-10 days later if no response

Brazil et al. BMC Geriatrics (2022) 22:452



PRISMA-7

• All questions as yes/no (Raiche et al., 2008; NHS, 2014):

• Are you older than 85 years?

• Are you male?

• In general, do you have any health problems that require you to limit your 

activities?

• Do you need someone to help you on a regular basis?

• In general, do you have any health problems that require you to stay at 

home?

• If you need help can you count on someone close to you?

• Do you regularly use a stick, walker or wheelchair to move about?



Patient enrolment: NI

• If PRISMA score is >2, then ‘at risk’

• Letter from GP inviting them to participate

• Consenting patients contacted by telephone from Research 
Assistant

• Seeking consent

• Baseline interview

• Then, allocation to usual care or intervention

• Intervention group participants receive study nurse visits

Brazil et al. BMC Geriatrics (2022) 22:452



Patient enrolment: RoI

• Changed after REC review – 3-step process:

1. GP staff generate a pseudonymised list of potential participants

2. GP reviews and approves the list

3. Eligible patients sent invitation letter from GP, with PRISMA-7 questionnaire and 

‘consent to be contacted’ statement.

• One reminder letter permitted

• Consenting patients return the PRISMA-7 to researchers for scoring

• Research team communicate the ID code to GP

• Those not meeting criteria receive thank you letter from GP

• Those meeting criteria: contact information shared with research team

• Researcher contacts patient to arrange informed consent and baseline interview

Brazil et al. BMC Geriatrics (2022) 22:452



Usual care

• Usual care, as required

• PRISMA-7 scores not shared with GP

Brazil et al. BMC Geriatrics (2022) 22:452



The ACP intervention 

Is a nurse led intervention integrated into regular care where the nurse 
involves the patients GP in care planning and is informed about patients 

goals and plans.  

Nurse training 

Easy-Care assessment tool



Nurse training 

3-day training workshop

Objectives:

• To prepare nurses to carry out the ACP intervention protocol with intervention
fidelity.

• To increase awareness of multiple aspects of medical and psychosocial issues
related care of the older adult in the community.

• To promote understanding of the key principles of person-centredness and
person-centred practice.

• To know the various aspects of well-being, independence, social
connectedness, and health that are covered by the Easyare assessment tool.

• To administer the Easy-Care assessment to older persons.

• To know the issues on medication management and the older adult.



Looking after 
yourself

Your 
accommodation  

& finances

Getting 
around 

Staying healthy

Your safety & 
relationships

Your mental 
health 

The domains 
are as follows:

Easy-Care assessment 

Developed by Professor Ian Philip MD, CBE, Chair in Global Ageing, University of 
Stirling 

• The structure and content of the assessment are
based on extensive experience in many countries
over nearly three decades.

• It consists of 52 questions that represent the top
concerns reported by older people concerning
their health, independence, and well-being.

• The questions are distributed across six domains
to ease the flow of conversation and are not
used to arrive at a numerical “score.”



Intervention: First visit with patient

• Trained ACP nurses contact consenting individuals

• Schedule an initial home visit

• Aided by medical summary provided by the GP practice

• Health conditions and prescribed medications

• The ACP nurse conducted a holistic needs assessment

• using the EASY-Care tool 

• supplemented with a medication review

• Personal present and future goals and priorities elicited

• Personalised care approach encouraged discussion with the patient and their 
family carer

Brazil et al. BMC Geriatrics (2022) 22:452



Intervention: Liaison among HCPs

ACP nurse: 

• Developed a structured summary report of the home visit based on the 
EASY-Care assessment and the patient’s identified priorities

• Forwarded summary report to adjunct pharmacist

• Conducted a desk- top review to identify any potential medication 
management interventions

• Study nurse finalised the summary report and met with GP: patient 
goals, care preferences, identified challenges, action list

• GP reviewed, provided feedback and confirmed agreement with the plan 
of care. 

Brazil et al. BMC Geriatrics (2022) 22:452



Intervention: Second visit with patient

• ACP nurse met with the patient and family carer 

• Face-to-face or by telephone, depending on needs  

• Initially confirmed patient priorities

• Discussion of proposed options for support

• Documented agreed support plan and options for follow up

• Summary copy of the support plan provided to patient/family

Brazil et al. BMC Geriatrics (2022) 22:452



Your thoughts: Outcome assessments?

• What do you think of the 

methods?

• Should we have done 

anything differently?



Baseline Measures

Demographic data: 

• age, 

• gender, 

• education, 

• living arrangements, 

• income and economic resources

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: A, 76yrs old (low complexity)

• Hx Atrial Fibrillation, 

• Cardioversions x 4, 

• Accessory path ablation (unsuccessful)

• Essential hypertension

• Diverticulitis

• Prone to constipation

• Breathless going up stairs

• Bloating, soreness in tummy in mornings

Top 3 priorities?

• Concerned re constipation and 
diverticulitis 

• Concerned re tummy soreness and 
bloating

• Concerned and anxious re getting fast 
A.fib. chest pain and breathlessness

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: B, 73yrs old (moderate complexity)

• Diabetes, has not had diabetic review within last year

• Requires assistance with:
• dressing and grooming

• showering

• Unable to cook for self, done by family

• Urinary incontinence 

• Ankle / feet  swelling

• Unable to do shopping

• Has a hx of bipolar disorder 

• On Insulin family preps units and pen and participant 
self injects . On syrup medications takes time, 
querying can liquid meds be changed to tablets

• Requires assistance when walking, leg weakness

• Blood pressure not been checked recently

Top 4 priorities

• Frequency of passing urine.  (Abx
treatment given)

• Ankle swelling / oedema 

• Weakness in legs 

• Medication review can syrup meds 
be changed back to tablet form

Brazil et al. BMC Geriatrics (2022) 22:452



Your thoughts: Outcome assessments?

• For these cases, or other similar 

patients you deal with who meet 

the inclusion criteria, what would 

you recommend as the most 

appropriate outcome 

assessments?

• If we changed inclusion criteria, do 

you think the outcome 

assessments would be similar or 

different?



Outcome Assessments

Timing

• Baseline 

• 10-weeks

• 6 months (primary measure of effect)

Primary outcome measures

• EQ-5D-5 L (quality of life)

• Center for Epidemiological Studies 
Depression Scale (CES-D)

Secondary outcome measures

• Patient Assessment of Chronic Illness Care 
(PACIC) Scale

• Katz Index of Independence in Activities of 
Daily living

• Generalised Anxiety Disorder 7 (GAD-7)

• Medication management

• Health economic evaluation

Ancillary outcome

• Medical Outcomes Study (MOS) Social 
Support Survey

Brazil et al. BMC Geriatrics (2022) 22:452



Comparing priorities and outcomes: A poor match?

• Concerned re constipation and 

diverticulitis 

• Concerned re tummy soreness and 

bloating

• Concerned and anxious re getting fast 

A.fib. chest pain and breathlessness

• Frequency of passing urine.  (Abx

treatment given)

• Ankle swelling / oedema 

• Weakness in legs 

• Medication review can syrup meds be 

changed back to tablet form

• EQ-5D-DL: Mobility, Self-care, Usual 

activities, Pain/discomfort, 

Anxiety/Depression, general health 

rating (VAS)

• Depression: depressed mood, 

anhedonia, bothered by things, poor 

appetite, self-esteem, concentration, 

motivation, hope, self-critical, crying, 

disturbed sleep, lonely, less frequent 

talking, perceiving others as unfriendly



Analysis

• Underpowered for robust analysis – feasibility study

• Descriptive statistics

• Primary: Determine SD of EQ-5D-5 L at 6 months

• ANCOVA for outcomes, using intention-to-treat

• Unadjusted, and adjusted for baseline characteristics

• Clustering accounted for by using robust standard errors 

• Incremental costs and incremental QALYs at follow up

Brazil et al. BMC Geriatrics (2022) 22:452



Criteria for full trial progression

ACP intervention is acceptable to most (> 70%) patients, their 
carers and health professionals

if the ACP intervention is perceived by GP practice staff to be 
readily implementable

if > 50% of eligible patients are recruited

if > 65% of recruited patients are retained

Detectable difference in the primary and secondary expected 
outcomes between the intervention and usual care groups

If the features of the economic evaluation are found to be feasible

Brazil et al. BMC Geriatrics (2022) 22:452



Study Design 

Flow Chart 

• 8 GP practices

• 73/130 patients eligible

• 65 randomised (34 ACP 

intervention, 31 usual care)

• 5 dropouts from usual care

• No dropouts from ACP group

Brazil et al. BMC Geriatrics (2022) 22:452



Intervention (n=34) Usual care (n=31)

Age 79.2 (5.4) 81.8 (5.7)

Female 16/34 (47.1%) 15/31 (48.4%)

Northern Ireland 15/34 (44.1%) 16/31 (51.6%)

Age left school

12-14

15-17

18-24

14/33* (42.4%)

14/33* (42.4%)

5/33* (15.2%)

9/28* (32.1%)

14/28* (50.0%)

5/28* (17.9%)

Living arrangements

Alone 13/34 (38.2%) 11/31 (35.5%)

Couple 13/34 (38.2%) 12/31 (38.7%)

With extended family 8/34 (23.5%) 4/31 (12.9%)

Assisted living 0/34 (0.0%) 12.9% (4/31)

Employment

Full-time 1/34 (2.9%) 0/31 (0.0%)

Part-time 0/34 (0.0%) 1/31 (3.2%)

Retired 33/34 (97.1%) 30/31 (96.8%)

A carer for someone 5/34 (14.7%) 3/31 (9.7%)

Someone provides care 10/34 (29.4%) 14/31 (45.2%)

Results: 

Sample 

profile

Missing data*Brazil et al. BMC Geriatrics (2022) 22:452



Results: Intervention intensity

Duration of intervention: 

• Average 441.28 minutes (7.35 hours)

• 165.5 minutes direct patient contact (138.35 min f2f, 27.15 mins phone)

Pharmacist conducted:

• average of 7.8 medication interventions per patient

• 265 medication interventions in total

• 156 medication optimisation, 68 queries, 41 advice

Brazil et al. BMC Geriatrics (2022) 22:452



Results: Primary outcomes (6 months, adjusted)

Intervention Usual Care

Primary 

outcomes
Baseline 6-months Baseline 6-months

Adj diff in 

mean
P

EQ-5D-5L 0.72 (0.19) 0.65 (0.27) 0.65 (0.25) 0.67(0.28)
-0.07

(-0.16,0.03)
0.139

EQ-VAS 62.2 (19.9) 63.1 (20.2) 61.2 (15.6) 66.9 (12.3)
-5.1

(-15.6,5.5)
0.292

CES-D 9.1 (9.1) 9.6 (7.1) 10.6 (9.1) 8.4 (7.7) 1.2 (-1.2,3.6) 0.29

Brazil et al. BMC Geriatrics (2022) 22:452



Results: Other outcomes (6 months, adjusted)

Intervention Usual Care

Secondary outcomes
Baseline 6-months Baseline 6-months

Adj diff in 

mean
P

PACIC
2.0 (0.5) 2.1 (0.9) 2.0 (0.7) 1.7 (0.7) 0.4 (-0.1,0.8) 0.049

KATZ Index
5.4 (1.0) 5.3 (1.2) 5.1 (1.2) 5.3 (1.1) -0.3 (-0.6,0.1) 0.053

GAD-7
2.3 (3.2) 3.1 (3.5) 2.6 (2.8) 2.4 (3.3) 0.3 (-1.2,1.9) 0.637

Ancillary outcome

MOS Social Support 

Score
4.2 (0.8) 4.4 (0.7) 4.3 (0.8) 3.7 (1.1) 0.8 (0.4,1.2)

0.001

**

Brazil et al. BMC Geriatrics (2022) 22:452



Results: Costs

Implementation of ACP intervention estimated at €769 per 
patient

Incremental analysis revealed a mean reduction in costs

• €320 per patient (95% CI -2577 to 1938) for ACP intervention

• mean increase in QALYs of 0.01 per patient (95% CI -0.04 to 0.06; p=0.423) 
favouring ACP

Again: Not statistically significant

Brazil et al. BMC Geriatrics (2022) 22:452



Qualitative results summary

• Patients: unanimous acceptance

• Integration into GP care and home visits appreciated

• Medication review as a positive

• Concerns regarding duplication of effort (HCPs)

• Use of existing structures recommended



Criteria for full trial progression

ACP intervention is acceptable to most (> 70%) patients, their 
carers and health professionals

if the ACP intervention is perceived by GP practice staff to be 
readily implementable

if > 50% of eligible patients are recruited

if > 65% of recruited patients are retained

Detectable difference in the primary and secondary expected 
outcomes between the intervention and usual care groups

If the features of the economic evaluation are found to be feasible

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: A, 76yrs old (low complexity)

• Hx Atrial Fibrillation, 

• Cardioversions x 4, 

• Accessory path ablation (unsuccessful)

• Essential hypertension

• Diverticulitis

• Prone to constipation

• Breathless going up stairs

• Bloating, soreness in tummy in mornings

Top 3 priorities?

• Concerned re constipation and 
diverticulitis 

• Concerned re tummy soreness and 
bloating

• Concerned and anxious re getting fast 
A.fib. chest pain and breathlessness

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: A, 76yrs old (low complexity)
Action Plan (2nd ACP Nurse visit)
1.Reinforcement education and advice given re 

constipation fibre intake , fluid intake , exercise and 
taking of prescribed medication to prevent 
constipation . Avoid foods that disagrees with tummy 
e.g. spices 

2.Bloating / tummy soreness in morning , awaiting 
community dietician appointment. Present to GP if 
tummy becomes very bloated and pain present

3.Under C/O Mater Private Hospital Cardiology Team 
.  Anticipatory Care plan : present to GP within hours 
of 9am to 5pm if develops fast a.fib, chest pain and 
acute shortness of breath.

4.Ring 112 / 999 and ask for cardiac ambulance 
between hours of 17.00 hrs and 09.00 am

5.Can contact Mater Private 24 hour service / 7 days 
week for advice any time on 1800247999

6.Advanced Care Planning booklet “THINK AHEAD “ 
and info on Irish legislation on advanced care 
planning given

Medication Review Outcome 

• No recommendations or changes to current 
medication regime

Outcome of Nursing Intervention  (3rd research 
nurse point  of contact  with participant by phone)

1. Participant now has a clear anticipatory care plan in 
the event of getting chest pain , acute shortness of 
breath and fast a.fib

2.Participant has read the THINK AHEAD booklet on 
making his advanced care directives,  has not 
completed same as wife has difficulty supporting him 
to complete

3.Patient now more informed on managing his 
diverticulitis 

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: B, 73yrs old (moderate complexity)

• Diabetes, has not had diabetic review within last year

• Requires assistance with:
• dressing and grooming

• showering

• Unable to cook for self, done by family

• Urinary incontinence 

• Ankle / feet  swelling

• Unable to do shopping

• Has a hx of bipolar disorder 

• On Insulin family preps units and pen and participant 
self injects . On syrup medications takes time, 
querying can liquid meds be changed to tablets

• Requires assistance when walking, leg weakness

• Blood pressure not been checked recently

Top 4 priorities

• Frequency of passing urine.  (Abx
treatment given)

• Ankle swelling / oedema 

• Weakness in legs 

• Medication review can syrup meds 
be changed back to tablet form

Brazil et al. BMC Geriatrics (2022) 22:452



Case examples: B, 73yrs old (moderate complexity)

Action Plan (2nd ACP Nurse visit)

1.Action Plan (2nd  Resarch Nurse Visit following medication review and GP consultation)

2.AB tx completed for suspected UTI 

3.Participant advised to elevate legs when sitting in chair and when possible take a rest on bed during 
the day 

4.Leg weakness most likely due to Sjorgens syndrome to  continue with leg exercise regime and walking 
as per physiotherapist’s treatment plan. To continue to attend appointments with physio

5. Medication Review Outcome:

• Epilim syrup changed to tablet form  - new prescription to be collected from GP 

• Galfer syrup changed to capsule form 

• Vivoptal changed from junior to adult form

6. For apt for blood review as ordered by GP – Renal/ Liver/Bone /FBC Iron studies 

7. 24 B/P, ECG appointments organised

8. Community Diabetic Nurse review requested

Brazil et al. BMC Geriatrics (2022) 22:452



ACP – conclusions and reflections?

• ACP is an acceptable intervention, that is feasible to implement

• Patients feel more supported when getting ACP

• Is this a good enough outcome?

• Efficacy and cost-effectiveness should be tested in full cluster-RCT

• Caveat: underpowered, caution needed when interpreting efficacy 

and cost results, primary outcomes need careful consideration

Brazil et al. BMC Geriatrics (2022) 22:452
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Vision
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Background

N Engl J Med 2010;363:2611-20.

2021;181:1369-1380.
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Collaborative Care (CC): … involves active follow-up by nonphysician care managers who 
support patients … to educate them about their illness, impart evidence-based treatment 
recommendations, consider their prior treatment experiences and current preferences, 
support their changes in health behavior, and proactively monitor their responses to 
therapy and suggest adjustments in care under supervision of a physician.

Blended Collaborative Care (BCC): …. integrated strategies that supplement treatment for 
both [physical and mental] conditions.

Definitions

Rollman BL, Anderson AM, Rothenberger SD, et al. Efficacy of Blended Collaborative Care for Patients With Heart Failure and Comorbid Depression: A Randomized Clinical Trial. JAMA Intern Med. 2021;181(10):1369–1380. doi:10.1001/jamainternmed.2021.4978
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• Development of an integrated biopsychosocial care pathway for elderly patients with 
chronic heart failure and medical-mental multimorbidity, and their informal caregivers

• Using a blended collaborative care intervention, supported by information technology 
and a meta-algorithm for multimorbidity treatment

• With the primary goal (to be tested in an RCT) to improve patients’ quality of life by
• Help with disease coping and health behavior

• Optimization of pharmacotherapy and adherence

• Support for family caregivers

• Coordination of medical and self-help resources

Overarching aim
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Inclusion and Exclusion criteria

• Inclusion criteria
• Aged 65 or more

• Heart failure (any type)

• Plus 2 or more somatic conditions

• Plus psychological distress (present at two timepoints: baseline and two months later)

• Exclusion criteria
• Life expectancy <12 months due to another condition other than heart failure (physician opinion)

• Communication barriers:
• Hard of hearing, no phone, language difficulties

• bipolar, suicidality, schizophrenia, dementia

Patient participants
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• Primary efficacy endpoint: HRQoL (EQ-5D-5L) at baseline, 9 (EOT) and 18+ months (EOS). 

• Key secondary endpoint(s): 

• Objective medical endpoints: admissions to hospitals and nursing homes, morbidity, all-cause mortality. 

• Patient- and carer-reported outcomes: depression and anxiety, disease-specific quality of life, cognitive 

impairment, frailty, activities of daily living, physical function, physical activity, patient expectations to 

treatment, sleep problems, pain/ discomfort, treatment burden to patients, informal carer burden, 

emotional support 

• Cost-effectiveness & cost-utility 

• Primary analysis of the RCT: ITT, using ANCOVA with baseline assessment of the primary outcome as 

covariate and stratification variables as factors. Multiple imputation for missing data 

Endpoints and analyses
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Care Manager (CM)

• CM liaises with patient, carer and GP to establish patient goals

• Multimorbidity algorithm guides priority setting for individualised 
care against the background of current guidelines, the patient’s and 
GP’s shared medical history and the patient’s preferences, values and 
life goals 

• plan presented to the patient using shared decision-making 

• CM contacts GP to discuss treatment needs and options and have 
telephone or video calls, depending on patient preferences and 
equipment, with patients for the duration of 9 months

• frequency of calls will be guided by the patient’s medical needs 

• CMs follow up with patients, alert GPs if any concerns/safety issues

• CMs will present their patients at regular case review meetings (video 
conference tool) with a Clinical Specialist Team

Intervention 
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Specialist Team

• Pharmacologist, Cardiologist, GP, Specialist for Psychosomatics/Psychotherapy ….

• Regular and on-demand case reviews: identify treatment gaps, make recommendations

Registry

• Documentation of essential clinical information (EMR) 

• (Standardized) Guide for care management

• Alerts for critical events

Community Resources, external specialists

Components of BCC in ESCAPE II



This project has received funding from the European Union’s Horizon 2020 research and innovation programme
under grant agreement No 945377 (ESCAPE). This output reflects the views of the authors and the European
Commission is not responsible for any use that may be made of the information contained therein. @ESCAPEProjecteu escape-project.org

Cohort study and randomised trial

Total across consortium

• Cohort for those not interested in the trial (n=150)

• ESCAPE BCC intervention versus usual care (n=300; 150 per group)

• Follow-up 9-12 months

• First patient screened in April, 2022

• Results to be expected for 2025/26

How? Methodology & Timeline
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•May have similar issues to ACP intervention?

•Is QoL the best primary outcome?

•May be easier as HF is index condition, with depression/distress 
as inclusion criteria?

•Not powered to detect objective outcomes

- too expensive!

Some initial reflections
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conclusions

• Demonstrating effective integrated care is 

really difficult in multimorbidity

• Inclusion criteria and primary outcomes need 

very careful consideration

• (Generic) QoL measures may not be sensitive 

enough to capture optimal care benefits

• Studies need to be large enough to determine 

more objective endpoints?
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Selected Quotes Patients

“I have a better outlook 
of what I should be 

doing and what I can 
achieve.” [F82139]

“I found it very good. 
Someone’s concerned to 
find out about me and to 

help me towards the 
future.”
[E32854]

“I don't know, it's made me 
conscious I think, you know, 

and I made a will, that's a 
good thing anyway, and I 

stopped cheese. Funny 
enough I cut down on butter, 

too.” [E69601]

“There was somebody 
there to care, or 

listening to us, that's 
the truth, that's the 

way I feel about that.” 
[E54137]

“What I would like for 
somebody to say every 

so often just keep a 
check on me.” [F91087]

“Just if you could put in for a nurse coming say 
every three or four months to pop in and see 

how things are ‘cause over a few months things 
can change, especially at my age.  On the 19th 
of this month I’m 82 so from then on you never 

know what’s round the corner.” [F91087]

“I was very happy that she 
came here and it is more 
private and I got on really 
well with her you know, 

and I wasn't holding 
anything back you know 

that way.” [E39603]

“We had a good few 
questions and she 

changed a few of my 
tablets and gave me a bit 

of advice, so overall I think 
I gained out of that, you 

know so.”[E49587]



Selected Quotes Implementing Stakeholders

But I think from a cost point of view that 30 
minutes or whatever the GP gives will save 
the state tens of thousands. So, I think it's a 
good investment to put it into the primary 

care system. GP ROI R

Having a good insight into 

community support that's available 

and what's available within the 

surgery and having good 

communication skills with the 

relevant GP and having a good 

system to fall back on, to get actions 

put into place.’ RN2

‘Just better communication from the study team 

throughout the study and better communication also 

between the nurses in the South and the nurses in the 

north.’ RN1  

‘I thought the training was very 

good. There were three days 

training and I enjoyed it a lot. I 

really did think it was it was 

comprehensive and delivered 

very, very well. RN1

But the real problem that 
I faced was the lack of 
information and the 

information in situ. [  ] 
And I think if the study 
was to be redesigned, 
then the gold standard 

would be that the 
pharmacist would do 
their own medicines 

reconciliation or 
medicines review with 

the patients themselves 
and have access to all the 
information that I would 

have in my general 

routine in practice.’ PHST

‘Yes, because you can get a lot of 

insight from them in terms of, you 

know, other hazards around; does the 

place look cared for? Do they look 

cared for? How they are mobilizing in 

their own environment and things like 

that.’ RN2

Because we see patients 
more frequently than any 

other than any other 
caregivers. GP ROI U

And it is more difficult to be 
concerned about anticipatory 

care if a patient - If you’ve 
got to 20 patients outside 

who want to see you. GP ROI 
U



Selected Quotes Key Health Professionals

Northern Ireland hasn't the 

infrastructure through their I.T. 

structure. There's no GPs 

communicate with each other 

because the systems are all 

different and then the hospital 

system is different. 

KHP NI 4 

Anticipatory care 

planning requires a 

change in mindset in 

terms of the medical 

model. 

KHP ROI 3

The nurses have their own nursing records.  

GPs have their own records.  OTs, physios –

all their own record.  Not shared. KHP ROI 4

If you’re in there 

early, in early 

intervention and 

somebody is lonely 

and isolated and 

you can support 

them to volunteer 

even to engage in 

the community etc., 

build their 

confidence, the 

reduction of cost to 

the health service is 

amazing. KHP NI1

‘It's a very crucial intervention, I 
think; that here is a policy to try 
and have alternatives to acute 

admissions, and to have 
alternatives to care in the hospital 
setting is very important for older 

people.’  KHP NI 6

‘Some people would have less 
family support, and less 

knowledge, and are much older -
could be living alone; no support 
around them, so I think it would 
be very valuable to people like 

that.  People not aware of what's 
in their community, what services 
are available to them.’ KHP ROI 2

‘Having an assessment at 
their own homes is a very 
good idea. I fully second 

that and having a specialist 
nurse for that.’ KHP NI 7

‘We could really enhance 
the quality of people’s 

lives. I actually believe we 
could take the pressure off 
the hospital system. And it 
would save money.’ KHP 

ROI  3 
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