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Improving Care for Older People in Care Homes Enhanced Service: 
Building on Proactive Case Management. 

 
 

Scheme Overview 
 
Principles of Care 
 
Evidence shows that a co-ordinated focus on the primary care services available to care home 
residents improves care and reduces avoidable unplanned admissions to hospital. This 
enhanced service is designed to complement the wider effort taking place in other parts of the 
NHS to target resources towards communities, to integrate health and social care efficiently and 
to reduce unplanned admissions to secondary care and therefore cost.  

 
Key Principles 
 

 Workforce Skill mix- The current primary care medical provision is entirely reactive and 
GP-delivered. With the current difficulties in GP workforce, this scheme is designed to 
deliver a proactive approach to delivering care to care home residents, but be flexible in the 
way that it is delivered by Practices.  
 
The enhanced service must be delivered by a GP or other ‘suitably qualified clinician’ 
(see appendix 1 for details). The way in which this is delivered can be flexible to meet the 
needs of the home and the practice; however the aim is that care home residents are seen 
for regular proactive care. Examples of delivery models are given in appendix 1.  
 

 The monitoring of the scheme is intended to be ‘light touch’. The emphasis is upon data 
gathering and interpretation and it is not intended that practice performance will be 
micromanaged. The practice will need to ensure that they use the relevant ‘read codes’. 
Although an enhanced data set has been provided it will be the responsibility to ensure that 
the numbers are correct due to the complexity of the templates. 
 

The Key Commissioning outcomes are:  
 

 The maintenance and improvement of quality 

 A reduction in the number (and length of) admissions to acute hospitals from Care Homes 

 Prescribing optimisation to reduce potential harm from inappropriate prescribing and 
associated expenditure 

 
Required service elements for practices 

 
1. Regular Planned ‘Clinics’ (Not ward rounds) 

Regular visits/clinics (minimum fortnightly basis) – NB not all patients would be seen on a 
fortnightly basis, but the home should be visited. The expectation would be that each patient 
is ‘seen’ every 2 months; there should be an administrative review of the resident’s care 
needs with care home staff and a physical review as needed. A note should be made in the 
patient’s care record of review. The care plan for each resident should be kept updated . 
Each patient should be physically seen on a 6 monthly basis by the Lead GP(or a GP who is 
familiar with them and their care)  and the care plan updated (see 6). 
 

2. Bi-Monthly review of unplanned admissions with care home manager 
The Lead GP and Practice Manager (if required) should meet with the care home manager to 
discuss unplanned admissions, deaths, OOH contacts and significant events.   
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3. Practice Register 

All new and existing care home patients should have the appropriate codes filled in on their 
record so that a practice register of patients can be generated. A read-code has also been 
provided to shown where a patient has declined to move to the practice that is looking after 
their home.  

 
4. Care Planning, including End of Life 

Practices are to produce a care plan using the available template. Practices will be required 
to use the case management template and identify that this is care home patient using the 
relevant read-codes.  The care plan should be completed within 3 months of admission to the 
home and then kept up to date. The patient’s preferred place of death should be recorded. 
A print out of the care plan should be kept in a red folder in an accessible place for ‘out of 
hours’.  

 
Work is taking place on the EPaCCs template and it is hoped that this will be linked to the 
case management template so that the two can be merged at the appropriate time. Whilst 
this work is taking place practices should primarily use the case management template and 
the EPaCCs template if appropriate.  

 
5. Assessment of Resident on Admission to Care Home 

Within 2 weeks of admission to the home: 

 Comprehensive and holistic assessment- including MCA 
(Mental Capacity Assessment) 

 Medication review (see section 6) 

 Start of care planning process 

 Bones protection/falls assessment 

 Dementia assessment and diagnosis, if appropriate 
 

6. Review of all residents every six months by the Lead GP 
It is intended that the proactive service being offered will ensure that the care plan is always 
up to date, but there may be items that will require planned review such as change in health, 
mobility or dependency.  If the service is GP-led it is expected that the care plan will always 
be up to date. If the service is not lead by the GP it is mandatory that there is a 6-monthly 
care review with a GP (Preferably the Lead GP or a GP who is familiar with the patient and 
their care). All patients will have had a 6 month physical review but this can be done at the 
same time as a clinic appointment.  

 
7. Medication Review 

 This should be undertaken every 6 months 

 Emphasis on reducing polypharmacy using appropriate guidance or systems.  

 This can be done by the practice pharmacist or GP.   
 

8. Emergency Hospital Admission Reviews 

 A review to be carried out by the clinician working with the care home staff for each 
unscheduled admission, to try to identify common factors leading to admissions and 
issues that might prevent the need for admission.  

 Reflective process suitable for GP revalidation portfolios.  

 To be discussed with Care Home Manager at their regular scheduled meeting.  
 

9. Special Notes 

 A copy of the care plan with the first 2 pages on yellow paper should be easily 
accessible at the home and regularly printed to ensure that it is ‘current’, with any 
further information added that might help ‘out of hours’ doctors to make appropriate 
decisions. NB if the home has S1 available they may decide to make sure that a 
member of staff is able to give access the care plan if needed.  

 Care home staff should be encouraged to look at the care plans whenever possible.  
 

10. Safeguarding and Mental Capacity Act Training 

 The Lead GP and all other practice GPs should be trained in safeguarding (3-yearly)  
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 Any concerns about care homes should be raised through the appropriate channels 
(see supporting services)  

 
11. Lead GP Role 

At least one GP in every practice will need to be the Lead per care home to aid continuity.  
 
Other service elements for practices 
 

1. Alignment 
Alignment reduces the number of care homes visited by each practice and helps to establish 
strong relationships between practices and care homes. This must be fully in place prior to 
commencement of the enhanced service.   

 
2. Engagement with  supporting services for care homes (see appendix) 

The CCG will provide details of how to access the relevant supporting services for care 
homes including the Care Home Support team and Nurse Practitioner team 

 
3. Reporting mechanisms 

If practices utilise the templates provided and the appropriate read codes they will be able to 
produce a quarterly activity report.  

 
Financial Remuneration 
 
A total sum of £282 £286.23 per patient per annum is available; this will be paid quarterly 
payments. Due to the high turnover rate within care homes the first quarter payment that a new 
patient receives upon entry to the home will be weighted higher. Below shows the payment structure 
for each new patient: 

 
Q1  £102 £103.53 (to include review of patients upon entry into the home) 
Q2  £60£60.90 
Q3  £60£60.90 
Q4  £60£60.90 
 

New patients will get £102 for the first quarter in which they enter the home. 
 

Temporary patients will attract the £60 for the quarter in which they are resident. This should include 
an assessment of them upon entry to the home and inclusion in clinics whilst resident, but will not 
require creation of a care plan. 
 

Any suspicions of fraud will be referred to the CCG’s Counter Fraud Specialist for further 

investigation. 

It is important to recognise that claiming for procedures that do not fall within the service 

specification may constitute fraud and will be referred to the CCG’s Counter Fraud Specialist for 

further investigation. 

 
Commissioners’ expectations of the Care Homes 
 
In order for the successful delivery of this service, care homes and their staff have a critical role in 
ensuring success. It is vital that effective working relationships are fostered between the GP practice 
and the care home staff. It is important that each party understands what is expected of the other. A 
memorandum of understanding should be in place for all homes and practices.  
 
Minimum requirements:  

1. The care home seeks consent from residents/relatives for their details to be kept in a care 
plan folder within the home. 

2. The relevant paperwork will be ready prior to the GP/Clinician attending the home.  
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3. The GP attending should be greeted promptly by a member of staff who is familiar with all of 
the residents to be seen at that time.  In order to ensure continuity of care the nurse/person 
in charge should attend all the regular planned visits, the admission assessments and 6-
monthly reviews, and be an active partner in the care planning process. 

 
Accessing Unscheduled Care 

 Before a call is made to the GP Practice/OOH service (including a request for the GP to visit 
the Care Home), the nurse/person-in-charge should approve the need for the call 
 

 Before a call is made to the ambulance service (unless it is clearly a medical 
emergency), an attempt should be made to discuss the request with the GP 
Practice/OOH service. The nurse/ person-in-charge should make both calls 
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Appendix 1 
 
 
 
Suitably Qualified Clinician 
 

As per the case management scheme, the lead for the LES must be a suitably qualified and 

experienced GP. The lead for the operational delivery of the scheme should be a suitably qualified and 
experienced GP or a nurse with one of the following qualifications:  
 

 Specialist Practitioner General Practice Nursing recorded on NMC register 

 Primary Health Care Diploma 

 Cardiovascular and Respiratory  Diploma 

 PGDip Community Specialist Practitioner Qualification – District Nurse (recorded on the NMC 
register) 

 
If a practice experiences difficulties in delivering the LES, such as staffing shortages they should 
contact the Project Lead as soon as possible to discuss and agree a solution such as temporary 
withdrawal from the LES.  
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Acceptable Examples of models of delivery 
 
 

1. Fully GP delivered model 
 
A named GP visits the home on a regular day and time to deliver a ‘clinic’- this should happen 
at least fortnightly (for practices that have large numbers of patients it is likely to be weekly). 
There is no requirement here to have a ward-round i.e. to see all of the patients on every visit; 
however this is likely to be a mixture of acute problems and reviews. A list of patients must be 
submitted to the practice beforehand. 
 

2. GP/ Nurse delivered model 
 
The GP and Practice Nurse can deliver a ‘joint clinic’.  
 

3. Other Suitably Qualified Clinician Clinic 
 
This is likely to be an advanced nurse practitioner/ suitably qualified nurse. There will need to be 
close liaison with the Lead GP at the practice. The ‘clinics’ will still need to happen as a 
minimum fortnightly. The need for acute visits should be reduced. A GP would have to see the 
patients on a 6- monthly basis. 
 
Other models may be applicable. Practices are advised to contact the CCG GP lead if they 
have any queries.  
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