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Phase one: Realist review

* Financial incentives or sanctions,
* Agreed protocols
* Clinical expertise

e Structured approaches to assessment and
care planning

Of themselves likely to be insufficient to
achieve change if they did not lead to NHS and
care home staff working together to identify,
plan and implement care home appropriate
protocols
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Optimal Phase 2

e 3 sjtes
e 12 care homes
e 239 residents

* 116 interviews
* NHS and Care home staff
* Residents & Relatives
e Commissioners (including GP commissioners)

e 14 focus groups



Three sites similar aims different approach

Site 1 Care home specialist teams linked with

other older people teams and Geriatricians * Backdrop of reorganisation and changes to
organisation of services

. . .pe . — New NHS developed personalised care plans for
Site 2 linked care homes to specific GP practices care home resideF;\ts g P

+ funding to support training of care home staff in _ Reorganisation of community nursing services

complex care — Winter pressures funding

— Multiple NHS trusts providing services to care

Site 3 Relied on GPs visiting individual residents homes

with some extra nursing provision for care homes. — GP clinics introduced then stopped

Care home managers had all completed a — Locum GPs replacing GPs who had retired were off
leadership programme. sick refusing to visit care homes

— Community dentists stopped visiting care homes

— To reduce need for SALT community nurses trained
in swallowing assessments

— Turnover of NHS staff working with care homes
and care home managers
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Outcomes of interest

* Medication use

e OQut-of-hours consultations

* Resident, carer and staff satisfaction
* Unplanned hospital admissions

* Length of hospital stay

* Costs of care to the NHS



Care coordinator (one per
chinical gelivery group)

- can make referrals for HCPs

TEAM COMPOSITION
CH Specialist Nurses
Care nome districl nurses

A
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&

RECEIVE REFERRALS FROM:
GP

Hospitals

ather teams

Direct care home referrals

Care Home Specialist Nurses
REFER TO:

Dementia Team

Falls Team

Rehab Team and others

\

—

.

New residents assessed by the
-on load tar

up to 8 weaks

In consultaticn with CH msnager can
arrange MDT meelings with GPs
andlor specialist teams (Sod
Workers and othars).

(" Dedicated stat? member for

care home staft training
Insulin, cathater, end of life
and pressure area cars

- weeldy meeting in the care
home with 1he geratrician

Overview of SITE 1 (n—138)
- Most care homes work with one GP oniy
-~ Z care home specific teams
- 1 MDT with significant level of care home input
(including raining for care home staff)
-~ 1 MDT, 2 nurse speciailists with regular input

- 3 AHPs with regular ongoing input

C NHS

Quality forum - attended Oy reps from
teams that go Intc cara names 1o giScuss

incidents and safeguarding

Key:
Biue font indicates care home
specific services, direct referral,

TEAM COMPOSITION

Dementis Nurse -

Phiysiotherapis: (Specialst raining)
Cocupational tharspist

Suppor! workees

Consuliant ime - close links

i

RECEIVE REFERRALS FROM:
GF only or via other HCPs

Care Home (with HCF
authorisation)

Community Mental Health Team
MNursing Home Team

Continuing Care Team

O7T, Physiotherapist,

team; DNs

REFER TO:

Will ask care home to refer to
HCPs if required, e.g.

Falis and Bone Nurse
Community OT

Community Physiotherapist
Continuing Care Team
MNursing Home Team

o

Sccial Services, SALT Team,; Fzlis

(" - Damentia nurses case MmaAnage

residents funded by CTHC

- Run a Care Home Managers'
Forum every thres maonths
-Run an A ty coor r's
forum every three months

.

-
~

TEAM COMFPOSITION

CErical specialist

Falis team Nurses

Falls team Occupalicnal tharspist
Phriysiotharapes:

Adminisirator (Books and
coordinales apooirnmmeanis)

A Pr wees (Band 43
Rehsb suppoet workers (Sand 3)
Heath Promation Specialist

A

RECEIVE REFERRALS FROM:
Emergency Department (injurious
rails)

GP clinics, care home team
Direct care home referrals

REFER TO:
Dietican, Optician, tissue viability,
stroke team

.
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This is 3 unique educational role + leag

rote for dementia & sateguarding

- falis and bone health training for all

care h onar 9 basis giving

them skilis to manage falis
o
~

INFORMATION / COMMUNICATION:

All teams can access SystmOne

high care home input or
org trai <

- Circles = teams

- Squares = Iindividual HCPs

-

DENTIST
AITSNGEs CHQoing Dookings with care hone
Visit once everny four months

OPTOMETRIST

NHS and prvale

AITSNQES SRQOING DookNgS With carns Nomsa
Visile care home taice 3 yesr

CHIROPODIST Private
\isiis r evary 8

ks ongoing

aersngemnent )
Does not go foot care for people who have
dabeles or MRSA; these ore seen by a

Does nol receida of make relernals




for
OY { PHYSIOTHERAPIST

B trained nurses
3 HCAs staff in 1 team
(Integrated with the
physiotherapists ana OTs)

—

RECEIVE REFERRALS FROM:

GP

Hospitals

Soclal warker

Direct care home referrals for DNs
but through GP for theraplsts apart
from replacing equipment

EXTERNAL REFERRALS:
Tissue viabllity nurse speclalist
GP

Continuing healith care assessor
Soclal work care managers

Out of hours team covers nursing
emergencles - from Spm overnight

INFORMATION /
COMMUNICATION:

Access SystmOne

KEY:
Overview of SITE 2 (n=9) Blue font indicates care
- care homes work with 1-3 GP practices home specific services,

direct referral, high care
home input or organised
training

- Circles = teams

- Squares = individual HCPs

- 1 speclalist practitioner dedicated to
working with care homes only on eol care
- 2 speclalist nurses, nursing and mental
heaith teams, 2 AHPs visit on request

( NHS

Yarke with hasplos seam TEAM COMPOSITION
Shacialist firese Community Psychiatric Nurses
OT, SALT OTs
i W " - WORKS CLOSELY WITH:
c - mantal heaith team focusing on olkder
onsultant ime RECEIVE REFERRALS FROM: peopie
GP - psychiatrist
District nurses
Nursing home may refer direct
~ - REFER TO:
RECEIVE REFERRALS FROM: GP for vascular team
Hospital - 20% District nurses for resldential
Direct referrals from care homes and nursing homes
Homes - 75 % (Including nursing Dietician
homes}) N V
Nurse speclallst e.g. neurologlcal
MDT, heart fallure NS, respliratory s ™) 2
NS, family can also refer RECEIVE REFERRALS FROM:
. * CHIROPODIST Private
REFER TO: - Provides training to the top ten — mental health team S w:a e
care home referrors CQUIN target - GP airang'wd ! ry 6- 8 weeks ongoing
Other members of the hospice = Also provides training for care - hospital taff oan
team, lymphoedema service, rapld homes through sessions for care E s::g:"?” ov::: s my "070";5"1‘5 amade through the care
response hosplce at home, GP, providers association S ranory saice ma staff 8.9.
DN, tissue viabllity NS, dleticlan, Care homes have to refer via GP
continuing nurse assessor
\ y REFER TO:

Older people's team, OT,
dleticlan, SALT

( Regular training for care homes on
end of life care. Topics requested \
v by care home staff

INFORMATION /
COMMUNICATION: INFORMATION / COMMUNICATION:

Paper light but uses different
elactronic system so not possible to
share notes with other HCPs

Access SystmOne




romiew of SITE 3(n=16)
- Care homes recruited on county Koy:
bosis vis care home organisation e
- care homve nurse works with 3 Blue font indicates care home
care hames specific services, direct
~ dementia rurse specialist has referral, high care Inmg input
hgh aput in ore care home rﬂrdu = teams
;:.I:n.:;‘e:“ high inpat ir twa - Squares = individual HCPs
- nursing home has no dedicated
care home
- speciatist nurses and AlPs vist
o0 request
. A

COMMUNITY NURSING
TEAM

;:;nmawa*mul DIETICIAN - high input

REFERS TO:
Tissue visbility nurse speciaist
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Uiabetic nurse specialist
=
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Dementia nurse specialist G

Prectios nurses End of fife team

Pelietive care team Vasculer team
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Care home nurse specialist
Irtermedate care team

« divect referral from care homes
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Continuum of integration and referral systems

SITE1 SITE 2 SITE 3
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No difference in overall costs between sites ( with

caveats).
Average total cost use, per participant, excluding hospital stays, was:
Site 1 £634
Site 2 £730
Site 3 £880

(With hospital admissions means rise to £1160, £1190 and £2096)

Site 1, extra funding for formalised CH provision, not focussed around the GP not more
expensive.

Site 2 GP costs were significantly higher, financial incentives mainstay of the service model
to encourage increased GPs contact.

Site 3 Residents lower dependency but more secondary care non-admitted contacts, as well
as a trend towards higher costs associated with hospital admissions. May suggest a
tendency to refer residents into hospital, rather than provide care in-situ



Phase two: 3 sites
Majority of residents were low users of NHS
services

Residents’ (InterRAI data) pain, pressure ulcer
orevalence, medication use and comorbidities
oredicted increased health service utilisation

Prescribing profile similar to national picture

GP most heavily utilised service (but not in
the same way)

Different narratives of how NHS work with
care homes both within and across sites




Achieving common ground

Supporting (incentivising) the right mix of people to be involved in the design of health care
provision to care homes such as discussions before setting up a services, use of shared

protocols and guidance and regular meetings (context)

Prompts co-design and alignment of health care provision with the goals of care home staff

and a shared view about what needs to be done (mechanism).

Creates services credible to care home staff and relevant for residents, with the result that
there is review and anticipation of residents’ needs including medication and retaining

residents with complex care needs in the care home (outcome).



Translation
* Ask care homes, including residents and relatives, what works
for them.

* Consider that every care home will be different — avoid “one

III
[ ]

size fits al

* Consider care home readiness for change.



Learning and working

 When health care provision is funded to work with care homes on a regular basis
and services have developed over time, and practitioners see this as a legitimate

and manageable use of their time and skills (contexts)

e Staff and services are more likely to develop ways of working that seek to link
residents with other NHS services and work with care home staff to resolve

problems (mechanisms).

* This can lead to improved access to NHS services, crises avoided and care home

staff and resident satisfaction with health care provision (outcomes)



Translation

* Find way to work with care homes at an institutional level, as well

as engaging with individual resident.

* Consider how the organisational structure of the care home can

support care delivery, including education and training, and audit.

* Consider badging jobs/services, or parts of them, as “care home

specific”.



Working within a system of care: wrap
around care for older people with frailty

e Commissioning several NHS services to work with care homes on a
regular basis this creates a network of expertise in the care of older

people (context)

* |Increases NHS Staff and services’ confidence and ability to refer residents

and review care to adapt patterns of service delivery (mechanisms).

* This can improve residents’ access to care and reduce demand on urgent

and emergency care services (outcomes).



Translation

* Consider how care home staff trigger, refer to and interact with

your service.

* Consider how services with care homes interconnect, make

referrals, share observations and exchange ideas.

* You can’t write GPs out of service models — but you can make

different (perhaps even better) use of their time.



Living and dying with dementia

* When NHS and care home staff have access to dementia expertise and
ongoing training and support in dealing with residents’ behaviours that

they find challenging (context)

* They are likely to be confident using skills in providing dementia care and

be proactive seeking support (mechanism)

* This reduces the need for antipsychotic prescribing and minimises the

distress of residents (outcome).



Translation

 Whatever you choose to do needs to work for residents with

dementia.

* And to link into dementia-specific care home services.



Conclusions

NHS services are more likely to work well with care homes when

 Payments and role specification endorse staff working with care homes at an

institutional level as well as with individual residents.

e Activities that enable NHS staff and care home staff to co-design how they work

together to improve residents’ health care.

* Likely to require initiatives that focus on relationship building, and long term

resource allocation by the NHS for working with and around care homes.
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