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Abstract
Background: General practice provides first-line National Health Service care for around 400,000 care home residents. 
Good primary care can enhance residents’ health and well-being and optimise use of hospital services.

Objectives: This study aimed to explore the relationships between organisation of general practice and the 
perspectives and experiences of residents, general practice and care home staff, outcomes and costs.

Design: Survey of general practices (2018), qualitative study (2019), analysis of primary care data (2019–21).

Policy context: National Health Service England Vanguard funded innovation in services for care homes in five areas 
(2015–8); Enhanced Health in Care Homes introduces standardised care home healthcare processes in England 
(2020–4).

Setting: England: national survey; qualitative work in three areas (two Vanguards); analysis of national primary care data 
across early implementation of Enhanced Health in Care Homes and the COVID-19 pandemic.

Participants: One hundred and fifty general practice survey respondents; 101 interviewees (general practitioners, 
practice managers, receptionists, care home managers, nurses, senior carers, residents, relatives, commissioners) 
in three areas; 103,732 care home residents ≥ 75 years, registered with participating practices in Clinical Research 
Datalink Aurum 2019–21.

Results: Qualitative analysis identified three themes concerned with general practitioner services to care homes: 
relational processes, communication and organisation. Continuity of care, sensitivity to the skills of care home staff 
and routines of the home, along with a willingness to dedicate time to patients, are all crucial. Different structures 
(e.g. scheduled visits) provide opportunities to develop effective, efficient care, but flounder without established, 
trusting relationships. The way in which new initiatives are implemented is crucial to acceptance and ultimate success: 
telemedicine was an example that generated efficiencies for the National Health Service, but could be a burden to care 
homes, resented by staff and perceived as a barrier to overcome. One hundred and fifty practices responded to our 
survey, a majority staffed by ≤ 5 general practitioners. Larger practices were more likely to have a nominated general 
practitioner for care homes and make weekly scheduled visits. Analysis of primary care data found that in practices 
with a higher number of care home residents, patients had more contacts with primary care and fewer urgent referrals. 
Between 2019 and 2021, total contacts and estimated costs increased, and urgent referrals and polypharmacy fell.

Limitations: Sparse evidence of systematic change in Vanguard areas limited our conclusions about specific initiatives. 
Implementation of national policy during the COVID-19 pandemic complicates data interpretation.

Conclusions: Larger practices or those with higher numbers of care home residents were more likely to adopt ways 
of working that are associated with higher-quality care. However, trusting relationships between care homes and a 
motivated, adequately resourced primary care workforce may be more important than models of care, in enhancing 
primary care for care homes. General practices and care homes find creative ways around initiatives that are not 
perceived to offer any benefits, emphasising the need for local flexibility when implementing national initiatives.

Future work: Future work could address how best to promote ways of working that prioritise trusting relationships; 
the absence of care pathways specific to care home patients, and the impact of Enhanced Health in Care Homes on 
system-wide costs.

Funding: This award was funded by the National Institute for Health and Care Research (NIHR) Health and Social Care 
Delivery Research programme (NIHR award ref: 14/196/05) and is published in full in Health and Social Care Delivery 
Research; Vol. 13, No. 11. See the NIHR Funding and Awards website for further award information.
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Glossary
Care homes Provide accommodation and personal care for people who need extra support in their daily lives. Personal 
care can include help with eating, washing, dressing, going to the toilet or taking medications, for example.

Care homes with nursing or nursing homes Care homes that employ registered nurses, who are present 24 hours/day.

Care Quality Commission The independent regulator of all health and social care services in England.

Clinical Commissioning Groups Clinically led statutory National Health Service bodies responsible for the planning and 
commissioning of healthcare services for their local area.

General practitioner A medical doctor who treats acute and chronic illnesses and provides preventive care and health 
education to patients. The general practitioner is normally the point of first medical contact within the healthcare 
system, providing open access, dealing with all health problems regardless of characteristics of the person concerned. 
The general practitioner co-ordinates care, working with other professionals in the primary care setting, and manages 
the interface with other specialities, taking an advocacy role for the patient when needed. General practitioners adopt 
a person-centred approach, orientated to the individual, his/her family and their community. A particular feature of 
general practice is that a relationship is established with patients over time.

Integrated care system Integrated care systems are partnerships of organisations that come together to plan and 
deliver ‘joined-up’ health and care services. Forty-two integrated care systems were established in England on 1 July 
2022.

National Healh Service England It is a non-departmental public body of the Department of Health and Social Care. It 
oversees the planning and operation of the commissioning of the National Health Service in England.

Primary Care Network Groups of neighbouring general practices, working together with local service providers, to 
offer more co-ordinated care for their local populations. Typically, they cover a population between 30 and 50,000 
people. The formation of Primary Care Networks was introduced in the National Health Service Long Term Plan in 2019 
and implemented the same year.

Relational practice A way of working that prioritises the establishment and maintenance of helpful interpersonal 
relationships.

Telehealth The provision of health care remotely by means of telecommunications technology.

Telemedicine The remote diagnosis and treatment of patients by means of telecommunications technology.
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Plain language summary

Most people who live in care homes are older adults. General practitioners look after their day-to-day medical care, 
working with care home or community nurses. In England, there have been moves to improve health care for 

people in care homes. In this study, we looked at how general practitioner services could be delivered to get the best 
care for care homes. We surveyed practices, interviewed more than 100 people in three different areas of England (pre-
COVID) and analysed information from electronic healthcare records in primary care using a large research database. 
Our qualitative study identified three areas that general practices working with care homes should focus on. These were 
relationships, the way care is structured, and how changes are introduced. All three need to be in place, to improve 
experiences and care for care home staff and residents. One hundred and fifty practices replied to our survey – around 
half made planned visits to care homes, and nominated one person for this work. Bigger practices were more likely 
to work in ways that should provide good-quality care for care homes. Our analysis of healthcare records (2019–21) 
showed residents in practices with larger numbers of care home residents saw their general practitioners more often 
and had fewer urgent referrals. Over the time that policy changes were first introduced in England, residents had more 
contact with practices, prescribing improved, urgent referrals fell and estimated costs went up. This study provides 
support for changes being introduced by national policy but emphasises the need for trusting relationships between 
primary care and care home staff. Future challenges include developing and retaining a skilled primary care workforce 
that wants to work with care homes. Care pathways to guide general practitioners and care homes when a resident is ill 
may also be helpful, along with more in-depth analysis of the cost implications.
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Scientific summary

Background

General practice provides the point of first medical contact within the healthcare system for residents of UK care 
homes. Good primary care may enhance residents’ health and well-being and optimise use of hospital services. Yet there 
has long been a widely held view that care home residents do not receive high-quality primary care. Care homes are 
challenging settings in which to implement the vision of dignified, person-centred care outlined in government policy. 
General practitioners (GPs) are tasked with working in partnership with residents, helping them to find their voice, while 
working more efficiently, and integrating with other community and secondary care services. There has been great 
heterogeneity in the organisation of general practice services for care homes, both in the number of practices providing 
services to an individual care home, and in nature, frequency and regularity of primary care contacts with a particular 
home. NHS England funded the Vanguard initiative (2015–8) to identify and support innovative ways of working 
with care homes in five areas. This was followed by the introduction of a new policy [Enhanced Health in Care Homes 
(EHCH), implemented 2020–4] to standardise aspects of health care for residents. This report will address the question 
of how the organisation of GP services impacts on care home residents’ and staff experiences and examine selected 
aspects of care over time as the new policy is first introduced. The overall aim is to identify effective ways of serving 
this important group of patients.

Objectives

The aim was to identify effective ways of organising general practice for care homes and understand the experiences of 
residents, general practice and care home staff.

Research questions

1.	 In what ways is the organisation of general practice for care homes associated with better resident outcomes and 
experiences?

2.	 What are the implications of different models of GP involvement for residents’ service use and costs?
3.	 What are the perspectives of residents, relatives and staff in general practices, commissioning organisations and 

in care homes, on different ways of organising primary medical services for care homes? Which are acceptable and 
associated with positive experiences for staff, residents and relatives?

Methods

Methods: survey of general practices working with care homes
A fixed-response e-mail survey was designed for completion by practice managers, administrative staff or GPs in 
England. The survey collected data on practice and care home characteristics, GP staff visits to care homes, and ways 
of working. Seven items were closely aligned with the organisational changes that occurred in the areas where NHS 
England Vanguard care home initiatives were introduced. Information about the survey was distributed to Clinical 
Commissioning Groups (CCGs) who circulated to practice managers by e-mail. Individuals who were interested 
in participating were sent an information sheet and consent form, followed by an electronic copy of the study 
questionnaire. The data were aggregated and analysed using frequencies and percentages. Hierarchical clustering 
analysis was used to classify practices into groups based on their responses.

Methods: qualitative study
Interviews were conducted with GPs, practice managers and receptionists, care home managers, nurses, senior carers, 
residents, relatives and service commissioners. Interviews explored perceptions of the different models of general 
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practice care, positive and negative consequences of different ways of working, how different models of care influence 
staff experiences, job satisfaction and resident and family experiences, and the underlying structures, processes and 
values that perpetuate these models.

Fieldwork was conducted in three contrasting areas of England. Two had recently implemented new models of GP care 
for care homes, and the other had had no recent innovation. We used information collected in the survey to target 
care homes of a variety of types (residential/nursing/mixed), area-level social disadvantage and local GP practice size. 
Commissioners were recruited via existing links with the research team, public CCG/local authority staff lists and 
snowball sampling (where participants suggest another potential participant working in a similar commissioning role).

The interviews were audio-recorded, transcribed and analysed using a thematic approach. Line-by-line coding 
generated an initial thematic framework that was refined as data collection progressed. The finalised framework was 
then placed into a wider structure of context, organisation, individual and system to ensure consistency of coding and 
agreement/refinement of themes. Our approach was both iterative and inductive; we interrogated the data to answer 
our research questions and also identified new themes.

QSR international NVivo 11 (Warrington, UK) software was used to manage the data.

Methods: quantitative study
We analysed data from Clinical Research Datalink Aurum, which contains longitudinal primary care records of 14.8 
million individual patients. Residents aged 75 years + who contributed person-time for all or part of 2019 or 2021 were 
included. Data on contacts, referrals and prescribing were extracted. Analyses were completed using R version 4.2.2 
(The R Foundation for Statistical Computing, Vienna, Austria) and IBM SPSS 29.0.0.0 (241) (IBM Corporation, Armonk, 
NY, USA).

Public and patient involvement

We recruited a patient and public involvement (PPI) group from our larger Newcastle University supported Care Home 
Interest Group (see Report Supplementary Material 1). The intention was to seek views on study design, procedures, 
analysis and dissemination. Attendees were from a range of backgrounds. Some had no direct experience of this sector. 
Others were current or former care home staff, local authority, NHS or third-sector employees. The group met twice per 
year, with an average attendance of eight (plus the study team). We used role-play and actors to engage the PPI group 
in the data analysis.

Findings

Our survey showed that general practices with larger staff numbers and patient list sizes were more likely to adopt 
working practices thought to be associated with higher-quality care. These included the provision of scheduled visits, 
taking part in multidisciplinary team meetings and facilitating specialist nurse input into care homes. Analysis of primary 
care data from 103,732 care home residents produced complementary findings. Care home patients of practices with 
higher numbers of residents had more contacts with general practice staff and were less likely to have high numbers of 
emergency referrals. Between 2019 and 2021, the total number of residents fell, and there were fewer practices with 
a high number of registered care home patients. Total contacts and monthly contacts were higher in 2021, which may 
reflect more intensive end-of-life care, associated with a higher death rate during the COVID-19 pandemic. Compared 
to 2019, the proportion of residents who were referred urgently was lower, but levels of ‘2-week wait’ referrals were 
similar. The proportion of residents without polypharmacy was higher in 2021 than 2019, and the proportion with 
excessive polypharmacy was also lower. Applying standardised costs to our data suggests that increasing contacts over 
time may increase primary care costs by up to £35,000 per annum for an average care home. This increased expenditure 
is unlikely to be offset by improvements in prescribing or referral practices. This issue merits more detailed scrutiny, 
with consideration of hospital admissions and individual drug costs to produce an accurate system-wide picture.
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We identified three main themes in our qualitative study, relating to general practice services to care homes – 
relational processes, communication and organisation. The interaction between these three was critical to enhancing 
care. Trusting relationships are at the heart of effective general practice for care homes. Our findings suggest that 
continuity of care, sensitivity to the skills and expertise of care home staff and a willingness to dedicate time to 
patients were crucial. Different structures provided opportunities to develop effective, efficient care, but could 
flounder if relationships were not established. The potential of the ward round model, for example, was realised only 
when relationships were constructive. The way in which innovation is introduced is crucial to acceptance and ultimate 
success. Telemedicine was an example of a new way of working that generated efficiencies for the NHS but could be a 
burden to care homes, resented by staff and perceived as a barrier to overcome. The ingenuity of general practice and 
care home staff to circumvent initiatives that offered no perceived benefits to themselves, or care home residents, was 
evident, and emphasised the need for local flexibility when implementing national policies and to support grass roots 
innovation.

Implications for health care

Recognise the importance of relationships
Our findings suggest that good care and outcomes for care home residents will lie in models of care that enable 
effective working relationships to thrive. This finding adds to the body of evidence that emphasises the importance of 
human factors in service improvement and development. It suggests that an emphasis on reorganisation and innovation 
may be insufficient on its own. The challenge for service commissioners and providers will be finding the resources 
(particularly time) to foster constructive relationships across organisations.

Training of health professionals
The importance of relationships and respect for staff expertise point to a need to develop primary care expertise and 
interest in care home health. Developing a motivated healthcare workforce for care homes, skilled in caring for older 
adults with multiple long-term conditions and frailty, should be a priority.

Primary care networks and integrated care systems
Continuity of care from primary care professionals allows relationships to develop. Our findings suggest that designating 
individuals for specific care homes and allowing protected time is helpful. We also know that size of practice is also 
associated with other ways of working that may produce better quality of care. A critical mass of personnel is key 
to facilitate specialisation and allow allocation of staff to specific activities of interest, such as care home visits and 
multidisciplinary team meetings. Structural changes in the NHS, such as the establishment of primary care networks, 
may be helpful in ensuring that appropriately skilled primary care staff are available across all areas.

Scheduled visits for care homes
Scheduling regular visits is widely perceived as a way of enhancing the quality of health care for care homes. This study 
suggests that this intervention has potential to introduce efficiencies into care delivery and it is generally well received 
by homes.

Implementation of change
Our findings support a considered approach to implementation of new initiatives. Ongoing evaluation of the process of 
embedding an intervention into practice is essential, including scrutiny of the intended and unintended consequences. 
Telemedicine, for example, may reduce the need for GPs to visit care homes, particularly out of hours. However, it can 
increase care home staff workload, if they are drawn away from their usual duties.

Multidisciplinary working
This study suggests a lack of awareness within care homes of the potential benefits of pharmacist input. However, it 
is also possible that our interviewees’ narratives reflected care homes’ lack of influence on the location and actions of 
NHS pharmacy staff.
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Recommendations for research

Research into promotion of relational practice between care homes and primary care
Promotion of ways of working that prioritise helpful relationships in health and social care (relational practice) 
has potential to enhance outcomes for care home residents. Previous work has established the importance of an 
atmosphere of respect and trust, a purposeful focus on relationships; and a physical environment that supports 
nurturing of relationships and individual autonomy. Our work identified additional factors that may be influenced by 
general practice – continuity of care, sensitivity to the expertise of care home staff and a willingness to dedicate time to 
patients. How to foster and sustain these attitudes and values, in the dynamic and pressurised environment of English 
primary care, is an important concern.

Implementation research
Our findings provide support for the changes being introduced in the EHCH Framework. However, they also point to a 
need for a greater understanding of how to introduce change into the complex setting of primary care for care homes. 
Unintended consequences of new initiatives, and a failure to take into account the human relationships involved are 
important but often overlooked challenges. Innovation that is taken up enthusiastically by a subset of the community 
may flounder when it is rolled out to other practices and care homes, with different interests and challenges. General 
principles to guide implementation already exist. This study suggests that there may be a place for the evidence to be 
synthesised to produce a practical toolkit for health and care home organisations embarking on service redesign.

Greater use of ethnographic methods
General practices and care homes are small, autonomous organisations, with ways of working that have often 
developed over years. Both are businesses, dependent on securing the trust of their current and future clients. For all of 
these reasons and others, insights into the way in which these organisations work, may be particularly difficult to obtain 
with standard qualitative interviews. Staff may be reluctant to reveal perceived flaws in their work or organisation, or 
keen to present their colleagues in a good light. Ethnographic methods offer an approach that allows the researcher 
to observe what is happening day to day and develop a deep and nuanced understanding of the workings of complex 
and impenetrable organisations. Greater acceptance of the value of ethnography by research ethics and research 
governance committees is needed to facilitate more widespread use of the approach in primary care and care homes.

A whole systems approach
The data presented in this study emphasises the needs for a whole systems approach to evaluative research in primary 
care and care homes. A change in one aspect of working leads to planned and unexpected consequences in other parts 
of the system. The impact on increased primary care contacts on hospital and primary care costs is an important topic 
for further study, to evaluate impact across the system. Further detailed work on the cost of changing ways of working 
in primary care may be helpful to support arguments for change, and appropriate allocation of resources.

Care pathways

This study identified a lack of guidance or care pathways specific to care home residents, either for general practice 
or care home use. Whether the complexities of older adult care can be safely incorporated into general guidance is an 
important question. However, our findings suggest that this is a void that will be filled by measures from secondary care 
(such as the national early warning score). Researchers could usefully address the question of whether care pathways or 
best practice guidance would improve the outcomes and efficiency of resident care, and be feasible to develop.

Funding

This award was funded by the National Institute for Health and Care Research (NIHR) Health and Social Care Delivery 
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Chapter 1 Introduction, background and aims

Introduction

General practice provides first-line medical care for residents of UK care homes. Proactive, holistic primary care offers 
the potential to reduce avoidable admissions to hospital1 and enhance residents’ health, well-being and quality of life. 
Yet, there is some evidence, and a widely held perception, that care home residents do not have equitable access to 
high-quality primary care. Care homes are challenging settings in which to implement the vision of dignified, person-
centred care outlined in government policy.2 General practitioners (GPs) are tasked with working in partnership with 
residents, helping them to find their voice, while working more efficiently, and integrating with other community and 
secondary care services. There has been great heterogeneity in the organisation of general practice services for care 
homes, both in the number of general practices providing services to an individual care home, and in nature, frequency 
and regularity of primary care contacts with a particular home. This report will address the question of whether and 
how the organisation of GP services impacts on care home residents’ and staff experiences and outcomes, in order to 
highlight effective ways of serving this important group of patients.

During the course of this study, NHS England published and has started to implement a strategy to enhance health 
care in care homes that encompasses primary care.3 Enhanced Health in Care Homes (EHCH) took some of the 
initiatives from the Vanguard areas in this study, and proposed their implementation across England between 2020 and 
2024.4 The quantitative component of our work has been adapted to present a national picture that crosses the early 
implementation of EHCH and the peak of the coronavirus pandemic. We also note that a relevant NIHR-funded study 
published its findings.5 Similarities and differences to these research outputs are highlighted.

Background

Care homes
Care homes are institutions that provide accommodation and personal care for people who need support in their daily 
lives. There are more than 11,000 care homes in the UK, varying in size from fewer than 10 beds to over 100.6 The 
average home has 20 beds (median 29); 1 in 10 homes has more than 50 beds. In the UK, the care home market is 
dominated by private sector, for-profit, providers. Seventy-six per cent of residential places, and 86% of nursing places, 
were provided by the private sector in the UK in 2017.7 The largest 25 providers (by market share) are responsible for 
31% of all care home places; the remainder are owned by independent or small chain providers.

Two different types of care homes can be distinguished. Care homes with nursing (nursing homes) have 24-hour 
onsite registered nursing staff. Care homes without nursing (residential homes) offer personal care, such as help 
with washing, dressing and going to the toilet, but no nursing input. In practice, many homes combine nursing and 
residential care in the same building, for residents with differing needs. This formal definition of what a care home 
is belies the fact that they are also people’s homes. A majority of residents are older people, who move into care 
homes when they can no longer be supported in the community. The decision to move out of their own, or a family 
member’s home, is seldom an easy one, and many moves are prompted by a crisis event. Care homes inspire strong 
emotions among the general public, and misconceptions about the quality of the environment and care are common.

All care homes are regulated by the Care Quality Commission (CQC), and inspected every 3 years to ensure minimum 
standards of care are met.8 Care home residents are funded by the local authority or by themselves (or their families) 
depending on needs and financial circumstances. A means test is applied by local authorities to determine if individuals 
requiring social care are eligible for support. Below a certain threshold, the local authority pays for all social care costs. 
This consumes a significant part of the budget, with social care overall accounting for more than half (57%) of net 
local authority spending in England.9 If a care home resident has complex physical or mental health needs, they may 
be eligible for NHS funding, via NHS Continuing Healthcare, which then covers all care home costs. However, the 
funding model for social care in England is expected to change in the future. A planned government Green Paper has 
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been delayed for a number of years, but there is cross party consensus in the UK Parliament that this issue requires 
urgent action.

First-line medical care in care homes is provided by general practice. They operate with funding from the NHS, 
via General or Personal Medical Services contracts and a pay-for-performance scheme, the Quality and Outcomes 
Framework. In some areas, a local enhanced services scheme operates to incentivise general practices to input into care 
homes. The CQC surveyed English Primary Care Trusts in 2010, and found 40% were offering such payments.10 Beyond 
NHS funding, a small proportion of care homes pay a retainer fee to GPs for medical services or visits, but there are few 
data available on these arrangements or payments.11,12 In homes with onsite nursing, care is provided by GPs working 
with the nurses employed by care homes. For residents in homes without nursing onsite, care is managed by the GP, 
with input from district nurses, funded by the NHS.

Care home residents as National Health Service patients
The approximately 400,000 people who live in UK care homes represent 4% of the population aged ≥ 65, and 16% 
of those aged ≥ 85. Old age, poor self-perceived health, functional impairments and multiple comorbidities are all 
common.13,14 More than three-quarters of residents have some cognitive impairment, and the most frequently occurring 
medical diagnoses in this population are dementia, hypertension, osteoarthritis and cerebrovascular disease.15,16 Median 
length of stay (from admission to death) in a care home is 15 months, and mortality rates among English care home 
residents are four times higher than older adults living in the community.9,17,18 Care home residents’ wide-ranging care 
needs would predict regular, appropriate contact with health services, and care home residents do make frequent use of 
health care, both general practice and hospital.17,19–23

Organising general practice for care homes
In the UK, general practice has responsibility for providing healthcare services to care home residents. The primary care 
focus on the health of the whole person, combining physical, psychological, and social aspects of care, makes them 
ideally placed for this work. Relationships between general practice and care homes vary at a number of different levels. 
Some care homes will have one general practice looking after all the residents. This may mean that people have to leave 
a GP they know well, when they move into a home. For older adults who have longstanding relationships with particular 
practices or clinicians, this disruption to relational continuity may be unwelcome and distressing.12 In 2009, 85% of 
care homes worked with more than one GP practice,24 but since then, there has been a gradual shift for care homes to 
work with a single GP surgery.4,25,26 Larger homes are more likely to encourage residents to switch GPs and have one 
practice that serves all residents.27 General practices also vary in the frequency and regularity with which they schedule 
visits to care homes, and traditionally, there has been little guidance for GPs to clarify their obligations to care homes.28 
Proactive visiting is expected to enhance the quality of care and reduce the need for ad hoc GP visits and unscheduled 
hospital admissions. However, evidence to support improved resident outcomes when one GP practice is attached to 
one care home is limited. It is important to acknowledge that changes implemented to enhance the efficiency of general 
practice delivery in this setting may have adverse consequences for continuity and patient choice.29 Care homes have 
been found to impact significantly on GP workload in some, but not all studies.20,21 Good working relationships between 
care home staff and general practices, care appropriate to resident need, and effective governance and incentivisation 
of care are all viewed as facilitators of care home residents’ access to health care. Around half of residents, family 
members and staff surveyed by the CQC in 2012 report good access to GPs.30

Care homes in the UK may work with only one, or several, GP surgeries. In some areas, this has been driven by Clinical 
Commissioning Groups (CCGs) and NHS England encouraging practices to link with care homes. However, in the 
majority of cases, the arrangement results from care home expecting new residents to become patients of a particular 
GP practice when they arrive. The converse of this is that some general practices have responsibility for the health care 
of all residents in a particular home, whereas others have patients spread across multiple care homes. It is unclear how 
this variation influences patient outcomes, and how much importance residents and families place on choice of GP 
surgery and maintaining continuity if individuals move into a care home which has a specific, allocated surgery.

Future demands
General practice in England is facing unprecedented challenges, driven by workforce shortages, and an increased overall 
demand from patients. The number of GP consultations increased by 15% between 2010–1 and 2014–5,31 while the 
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number of full-time equivalent GPs in England fell by 4% between 2016 and 2018.32 Older people (aged over 85 years 
of age) and children consistently have the highest consultation rates.33 As the number of people aged 65 and over in 
England is projected to increase by 20% between 2014 and 2024, demand on primary care will continue to rise.34 This 
means that even without any change in late life dependency, more care home beds will be needed in the future to 
match demographic shifts. Current estimates are that an extra 71,000 care home beds will be needed by 2025.35 These 
figures illustrate the importance of understanding how GPs work with patients living in care homes, as this is a growing 
component of the workload in primary care.

Care home residents and general practitioner services
For care home residents, the decision to consult a healthcare professional, and the practical arrangements, may all 
be made by care home staff. This has not been the subject of extensive scrutiny, but there is some previous work to 
suggest that residents accept staff taking on this agency role, and the older people come to rely on staff monitoring 
and responding to changes in their health status.36 In turn, care home staff are expected to (a) know enough about each 
resident to notice health changes (which may be compromised in homes with a high staff turnover), (b) be able to judge 
whether the resident requires primary care input and (c) effectively communicate health-related information to primary 
care.36 Residents and families expect that care home staff are able to do this, but this is not always the case. Residents 
may be reticent to ask to see a doctor, if they perceive some health problems to be age-related,37 or influenced by 
age-related changes in cognition that affect help-seeking decisions. In short, care home residents have to rely on others, 
usually care home staff, to advocate for them so that their care needs are met.38 Care home staff must balance their 
advocacy role for an individual with care home and wider health service priorities.39 A minority of residents prefer to 
co-ordinate their own GP care themselves, when able, and residents who are able, could be supported to engage with 
care home staff over decisions about their care.36

Improving health care in care homes: recent research
Integrated working between health services and care homes was the subject of a longitudinal mixed-methods study, 
completed in 2013.40 This work highlighted how residents rely on care home staff to interpret their health status, and 
make appropriate contact with primary care services. Decisions, internal to the care homes, seldom involved a joint 
review or discussion, and usually did not include the resident or family member. Similarly, care co-ordination processes 
aimed at integrating care were usually informal and negotiated with individual staff members, rather than formalised, 
system-wide ways of working.40 The authors concluded that there were three key factors influencing integration 
between care homes and primary care: (1) engagement around resident care that focuses on specific domains of 
knowledge; (2) the opportunity for staff from both sectors to collectively address integrated working issues, as they 
develop shared knowledge and (3) the development and improvement of practice, built on shared resources and 
knowledge, which meets the needs of the older person.40 The absence of a single body to act as a conduit to the care 
home sector appeared to be a significant barrier to achieving integration of care.

Healthcare provision to UK care homes has also been the subject of a realist inquiry. The evaluation used a mixed-
method longitudinal case study design, and found that healthcare services for care homes achieved better outcomes 
for residents when NHS-based staff were given time to develop relationships with care home staff, especially when 
their work with care homes was formalised and roles clearly specified. Expertise in the care of older people, particularly 
in dementia management, also enhanced relational working. Commissioned services that enabled networks of 
multidisciplinary NHS teams to work around care homes, also promoted better outcomes, especially when they were 
able to take some aspects of care from GPs.29 This confirmed the findings of a realist review from the same team, that 
had looked at how different healthcare service delivery models for care home residents support and improve health 
and well-being-related outcomes. Strategies that support joint working appeared to explain acceptance and uptake 
of healthcare interventions. Financial incentives or sanctions, agreed protocols, clinician expertise and structured 
approaches to assessment and care planning all could support relational working, but were insufficient to achieve 
change in themselves.5

Improvements to health care delivered within, and for, care homes have also drawn expertise from beyond general 
practice. Implementation of comprehensive geriatric assessment (CGA) in care homes has been considered in a recent 
realist review. This study identified three essential components, all requiring a multidisciplinary team; structured 
comprehensive assessment, care planning and working towards patient-centred goals. The need for professional 
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support for structured assessments was highlighted, if findings are to be acted upon. Overall, CGA appeared to improve 
outcomes, including objective measures of quality of care, healthcare use, prescribing and resident satisfaction.41,42

There are numerous other quality improvement approaches that are being implemented by care homes, which are not 
dependent on general practice services. The Landelijke Prevalentiemeting Zorgkwaliteit (LPZ), for example, is a tool for 
measuring the prevalence of common care problems that supports data collection to drive or measure the impact of 
quality improvement initiatives in the sector. A study is under way to evaluate the implementation and impact of LPZ on 
patience care in English care homes.43

This study in context
In most parts of England, there has been no history of medical services designed for care home residents. GPs 
have provided first-line medical input, making their own decisions about how best to organise services to meet the 
needs of their care home residents. This has undergone recent and rapid change. The CQC and the British Geriatrics 
Society reported on deficiencies in the care provided to care homes and the need for enhanced quality of care.44–46 
Despite much agreement on the need for change, there was little robust research evidence to guide commissioners 
and practices looking for new ways to improve the delivery of primary care services to care homes. Time pressures 
for GPs, relationships with care home staff, a lack of clarity over the boundaries of responsibility and the balance 
between reactive and anticipatory care have already been identified as challenges to improving care for residents.36,47–50 
A structured, proactive approach to relationship building and working between care homes and general practices 
has widespread support from professional bodies and commentators.44,51 Integrated care between care homes and 
primary care may increase the quality and cost-effectiveness of care,24 but previous attempts to promote integrated 
and personalised care have been criticised for overlooking the role of medical services in the community.52 A shift to 
more regular, proactive care home visiting has the potential to reduce hospital admissions, but its wider and long-term 
impacts are unknown.53

In the absence of a body of evidence or expert consensus, several different initiatives were implemented in England in 
2015. Six organisations were selected by NHS England, to develop different ways of working with care homes in what 
were termed ‘Vanguard’ sites. The aim was to identify and fund promising initiatives and ways of working, for future 
roll-out across the country. The care home Vanguards all adopted different approaches, including linking one general 
practice to a care home, multidisciplinary team meetings and integrating telehealth links with the local NHS. Thus, 
the Vanguards provided a natural experiment, as they attempted to produce systematic change in health care for care 
homes, within a defined local area. In other parts of the country, local innovations proceeded without specific funding, 
and in many areas, practices continued without change.

The proposed study will examine different ways of delivering GP services to care homes, in order to identify those 
associated with the best experiences and outcomes for care home residents and staff and general practices. It 
capitalises on the NHS England Vanguard initiative and subsequent national roll-out of EHCH, to capture the 
experiences and consequences of specific, new ways of working. The overall aim was to identify effective (and if 
possible, efficient) ways of organising general practice for care homes, and to evaluate the impact on the experiences 
and outcomes of residents, general practice and care home staff. The findings will be of use to care homes, and 
commissioners and providers of primary care for care homes. This report presents qualitative enquiry to address 
organisation and experiences (questions 1 and 3 below), and analysis of primary care data to respond to question 2.

Research questions

1.	 In what ways is the organisation of general practice for care homes associated with better resident outcomes and 
experiences?

2.	 What are the implications of different models of GP involvement for residents’ service use and costs?
3.	 What are the perspectives of residents, relatives and staff in general practices, commissioning organisations and 

in care homes, on different ways of organising primary medical services for care homes? Which are acceptable and 
associated with positive experiences for staff, residents and relatives?
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Chapter 2 Study objectives, design and methodology

Study objectives

The original study objectives are listed below. This report presents findings from the GP survey, qualitative study and 
analysis of primary care data. The qualitative study and survey were the largest component of the work, and address 
questions 1 and 3.

1.	 In what ways is the organisation of general practice for care homes associated with better resident outcomes and 
experiences?

2.	 What are the implications of different models of GP involvement for residents’ service use and costs?
3.	 What are the perspectives of residents, relatives and staff in general practices, commissioning organisations and 

in care homes, on different ways of organising primary medical services for care homes? Which are acceptable and 
associated with positive experiences for staff, residents and relatives?

Design

Survey of general practices working with care homes
A fixed-response e-mail survey was designed and piloted for administration by practice managers, administrative staff or 
GPs in England. The methods are described in Chapter 3. The protocol and study materials are in Appendix 3 (see Report 
Supplementary Material 2).

Qualitative study
The qualitative study took place in three contrasting geographical areas in England named in this report as moors and 
dales, northern city and towns and rural. In each area, we first recruited care homes and where possible, each care 
home was then used as a focus for data collection with staff from any associated GP surgeries.

Qualitative, semistructured interviews were conducted with stakeholders from each care home and GP surgery. 
Interviews explored experiences and perceptions of GP care for care home residents. The findings from each care 
home cluster were compared within and across geographical areas, to understand similarities and dissimilarities of their 
context and ways of working.

Commissioners: selected headline findings from the qualitative work with general practices and care homes were 
put to senior commissioners in discussion, rather than formal interviews. This approach was chosen as a means of 
eliciting frank views, avoiding concerns over the recording and transcribing of interviews. It was also judged to be a 
more appropriate, cost-effective way of achieving our intended aim of understanding how people in commissioning 
organisations might use the study findings in their work.

Analysis of primary care data
Care home residents were identified within a primary care research database and information on their care analysed 
from 2019 to 2021. The methods are described in Chapter 5.

Qualitative methods

Setting
Fieldwork was conducted in three areas in England. We deliberately chose two areas that had recently implemented 
new models of GP care for care homes, and two with no such recent innovation. The intention was to allow 
comparisons of different innovations in care, and of innovation with usual care. (The geographical locations have been 
anonymised for reporting purposes.)
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Moors and dales is a large area in England, which has recently implemented an innovative model of GP care for care 
homes. This area is characterised by former mill towns, areas of material disadvantage, and in some localities, a high 
proportion of the population are drawn from ethnic minority populations.

Northern city is an urban area England, which has also seen some innovation in GP care for care homes. Spread across a 
large geographical area, it is in the 25% most disadvantaged areas in England.

Towns and rural covers a large geographical area in England, with two small cities and several towns. This area is mostly 
affluent, especially in more rural areas, but with pockets of social disadvantage.

Participants
Participants were purposefully selected from all three areas (Table 1). We recruited from the following groups:

•	 Care home staff – including managers, nurses, healthcare assistants and carers. We included both nursing homes, 
residential homes, and mixed homes in the study, but excluded care homes for younger adults/children.

•	 Care home residents.
•	 Relatives of current care home residents. (Note that it was not necessary for the resident to participate).
•	 GPs – working in the same geographical area/CCG, and ideally those working with the care homes recruited to 

the study.
•	 General practice administrative/reception staff – including practice managers, reception managers, and other types 

of administrative staff.
•	 Commissioners – of NHS care, or local authority/health and social care, for older adults.

We used information collected in the survey to target care homes of various types (residential/nursing/mixed), area-
level social disadvantage and local GP practice size. This allowed us to ensure variation in GP ways of working within 
each geographical area. Commissioners were recruited via existing links with the research team, public CCG/local 
authority staff lists, and snowball sampling (where participants suggest another potential participant working in a similar 
commissioning role).

Sampling and recruitment
We approached care homes via the National Institute for Health Research ENRICH (Enabling Research in Care Homes) 
group, within local Clinical Research Networks. Care homes interested in research can join the ENRICH ‘research 
ready’ care homes network. This is a group of care homes who may be interested in taking part in research, willing to 

TABLE 1 Interview participants

Interviewee role

Study area

Moors and dales Towns and rural City

Care home managers 3 6 3

Care home nurses 6 10 4

Care home healthcare assistants 3 2 1

Care home residents 3 11 5

Care home relatives 1 7 9

GPs 1 6 5

GP managers 2 5 3

Practice nurses 1 0 0

Total 20 47 30

Note
Numbers and roles of interviewees by study areas.
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be approached by researchers. Research facilitators working for the Clinical Research Network advised the research 
team on relevant ethical and governance aspects of conducting research in care homes, and contacted research-ready 
care homes on their database to introduce the study to managers, with a view to recruiting their care home. The 
research team also had existing links with care homes in the locality, which were used for recruitment where possible. 
Care homes were given a one-off payment for participating in the study, following standard procedures and to express 
the gratitude of the research team. Most managers reported that they would add these funds to the residents’ social 
activities fund.

When a manager agreed that a care home would take part in the study, a date for a full day visit from a researcher 
was agreed. Most care home managers chose to be interviewed first, and then went on to identify and approach other 
potential staff participants. These included nurses, carers and healthcare assistants. If the staff member was available 
and interested at the time of the researcher’s visit, they were given an information sheet and a verbal explanation of the 
study. Where possible care home staff who wished to participate, were interviewed on the same day in a quiet area of 
the care home. Before all interviews, informed consent was obtained and consent forms signed.

Residents who were eligible to be interviewed were nominated by the care home manager or other staff member 
(usually an interviewee). Staff were asked to identify residents who had capacity to consent and were physically 
well enough to take part in an interview on that day. Initially, residents were approached by the staff member, and 
asked if they would be interested in a research study about their GP care. If there was a positive response, the staff 
member introduced the researcher to the resident. The study was then explained and any questions answered, and an 
information sheet given to them to read and keep. For residents who were willing to take part, the researcher confirmed 
the resident’s capacity to consent, under the principles of the Mental Capacity Act 2005, took written consent, and 
conducted the interview that day in the care home.54 Residents were asked where they preferred to have the interview; 
some chose their rooms, others chose a quieter part of the communal lounge.

Family members, or close friends, of residents were approached informally by a care home staff member, either when 
they came to visit the resident or over the telephone. Where possible/available, family members of those residents 
already participating in the study were approached, in addition to family members of residents not involved in the 
study. If initial interest was expressed, staff passed on an information sheet (supplied by the interviewer). If the family 
member/close friend was willing to take part, they were asked to contact the interviewer and a suitable date and time 
for the interview was arranged. In practice, the majority of these interviews were conducted over the telephone at 
a later date. Family/close friend participants were also able to choose if they would prefer a joint interview with the 
resident; in practice, one family member/resident dyad chose this.

General practices working with care homes recruited into the study were approached via e-mail to the practice 
manager. The e-mail briefly outlined the study, with a participant information sheet attached containing further 
information, and invited GPs and GP staff to participate. If the member of staff was willing to take part, a telephone 
or in-person interview was offered. In practice, all GP staff interviews were conducted over the telephone. In some 
areas, recruiting GPs who worked with care homes involved in the study was difficult. Reasons for declining an 
interview were primarily due to working time pressures. In conjunction with the Clinical Research Network, we chose 
to approach other general practices working in the same CCG, but not necessarily providing care to the care homes 
recruited in this study, in order to gain a general picture of how practice worked in those geographical areas.

Commissioners were identified through NHS and local authority public staff listings, and through research facilitators 
at the local Clinical Research Networks. They were approached via e-mail in the same way as general practice staff. All 
interviews were conducted over the telephone.

Data collection
Interviews were carried out between June 2017 and June 2018 and lasted up to 60 minutes. Interviews with care 
home staff, residents and relatives, and GPs and GP staff, were carried out by one research associate. All interviews 
were audio-recorded, with the consent of participants, and conducted in a quiet area where possible or over the 
telephone. Interviews explored perceptions of the different models of general practice care, positive and negative 
consequences of different ways of working, how different models of care influence staff experiences, job satisfaction 
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and resident and family experiences, and the underlying structures, processes and values that perpetuate these 
models. Interview topic guides for each group of participants can be found in Appendix 4 (see Report Supplementary 
Material 3).

Data analysis

Qualitative study
Qualitative interviews were transcribed verbatim by a Newcastle University approved transcription service and checked 
for accuracy by the researcher who conducted the interview. Transcriptions were supplemented at the beginning with 
some brief contextual information by the interviewing researcher, using field notes taken at the time. QSR international 
NVivo 11 (QSR International, Warrington, UK; NVivo qualitative data analysis software; version 11 2015) software 
was used to store and manage the data. Interviews were analysed by the research team using a thematic approach as 
detailed by Braun and Clarke (Table 2).55

Transcripts were read and reread by the research team to become familiar with the data (phase 1). Analysis started 
with line-by-line coding (phase 2), which allowed the team to generate an initial thematic framework from the data 
(phase 3). These transcripts, and subsequent interviews from later data collection, were coded into the themes in the 
framework within NVivo. The thematic framework was primarily descriptive rather than conceptual, including themes, 
such as information sharing, care setting, working relationships and routinised working practices. The coding frame and 
thematic framework were refined when data collection led to the identification of new themes, or modification of the 
meaning/structure of existing themes (phases 4 and 5). The finalised framework was then placed into a wider structure 
of context, organisation, individual and system to ensure consistency of coding and agreement/refinement of themes. 
Our approach was both iterative and inductive. Data collection and analysis occurred simultaneously. Themes were 
allowed to emerge, but we also interrogated the data to answer our research questions. This allowed for a comparative 
analysis between care home clusters, and between geographical areas.

TABLE 2 The six phases of thematic analysis

Phase Description

1 Familiarising yourself with 
your data

Transcribing or checking transcriptions
Reading and rereading transcriptions
Noting initial ideas about the data

2 Generating initial codes Coding interesting features of the data in a systematic fashion
Collating data relevant to each code

3 Searching for themes Collating codes into potential themes
Gathering all data relevant to each potential theme

4 Reviewing themes Checking if themes work in relation to codes and coded extracts
Checking if themes work in relation to the entire data set
Reviewing data to search for additional themes
Generating a thematic map (framework) of the analysis

5 Defining and naming themes Refining the specifics of each theme and the overall story the analysis tells
Generating clear definitions and names for each theme

6 Producing the report Selection of vivid, compelling extract examples to illustrate theme
Final analysis of selected extracts
Relating the analysis back to the research question(s), objectives and previous literature

Note
Adapted with permission from Braun and Clarke.55 This is an Open Access article distributed under the terms of the Creative Commons 
Attribution Licence, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited. The text includes minor additions and formatting changes to the original text.
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Ethics and governance

Survey
The study was approved by the ethical review board of Newcastle University (Ref: 6207/2016). The Health Research 
Authority considered the protocol and advised that they would consider this study to be service evaluation and it did 
not require research governance approvals.

Qualitative study
Ethical approval was granted by the Health Research Authority on 1 March 2017, reference number 17/SC/0076. 
Sponsorship and insurances were provided by Newcastle University. Research governance approvals were awarded by 
the local NHS Research and Development organisations spanning over the three Clinical Research Networks, and nine 
CCGs, covering the three geographical areas in this study.

Patient and public involvement
Shortly before the start of this study, the study team convened a Care Home Interest Group (CHIG), from our base in 
the Population Health Sciences Institute at Newcastle University. A website was created (http://go.ncl.ac.uk/carehomes) 
to highlight our care-home-related research, the research team and information about the CHIG. We then asked 
for volunteers from the CHIG to join study-specific patient and public involvement (PPI) subgroups. The Newcastle 
University supported the PPI network (Valuing Our Intellectual Capital and Experience, or VOICE)56 worked with us 
to send an e-mail invitation to join the group – and the wider CHIG – out to their registered PPI members. Interested 
individuals were asked in the e-mail to fill out a form, on the VOICE web pages, with their contact details and a brief 
description of their working/personal background relevant to care homes/health research. VOICE collated responses 
into a database and shared this with the research team, who then contacted respondents with further information 
about joining the group. The website and invitation to join the CHIG and study subgroup was also advertised via e-mail, 
and at in-person presentations, to relevant stakeholder groups, such as local authority long-term care oversight teams 
and dementia alliances. The research team took control of the database provided by VOICE, and added more interested 
individuals as further contacts were received.

The aim of the study-specific PPI group was to inform study design, procedures, analysis and dissemination. The group 
met twice per year, with an average attendance of eight (plus the study team). We were keen to ensure meetings were 

TABLE 3 Patient and public involvement group members

Role/background Gender Organisation

Member of the public M Voice North member

Member of the public M Voice North member

Member of the public F Voice North member

Champion/member of the public F Healthwatch

Project manager F Healthwatch

Locality manager F Skills for Care

Regional operations manager F Alzheimer’s Society

Service manager M Alzheimer’s Society

Community matron – nursing homes F Local NHS Trust

Research facilitator F Local Primary Care Alliance

Frailty lead F Academic Health Science Network

Older persons activity consultant F Local Consultancy

http://go.ncl.ac.uk/carehomes
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relevant, interesting and mutually beneficial: aligned to the PPI good practice principles set out by the NIHR INVOLVE 
national advisory group (www.invo.org.uk/find-out-more/how-to-involve-people/information-for-researchers/). 
Attendees were from a range of backgrounds. Some had no direct experience of this sector. Some were current or 
former care home staff, local authority, NHS or third-sector employees (Table 3).

At the first study-specific meeting, we introduced the research to attendees, and sought advice from them on interview 
schedules. The interview topic guide for care home residents was modified in light of the group’s feedback. Once 
interviews had been completed in two geographical areas, we held another study meeting to present emerging data 
to the group and conduct some collaborative analysis. This is described in detail, later in this report in Appendix 3. 
The collaborative data analysis session brought new thinking to our interpretation of data, particularly participants’ 
discussion around continuity and familiarity with staff and residents; resident choice; frustrations with bureaucracy; 
and staff respecting each other’s expertise and needs. We held a follow-up session towards the end of data collection 
to see if the additional data would modify the group’s previous interpretation, and to consider overarching findings, 
implications and dissemination. The wider CHIG continues to run and is involved in shaping our ongoing care home 
research portfolio.

www.invo.org.uk/find-out-more/how-to-involve-people/information-for-researchers/
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Chapter 3 Survey of general practices: working with 
care homes

This part of the study addressed the question of how different general practices provide their services to care homes. 
It aims to collect objective information on different ways of working and see if it is possible to classify practices into 

groups (typologies) according to how they organise care for care homes.

Methods

Drawing on the changes to primary care practice in the NHS England Vanguard care home initiatives, and our 
knowledge of general practice, we developed an online/e-mail survey. This used 24 items to collect basic data on 
practice and care home characteristics, GP staff visits to care homes, and ways of working. Seven items were closely 
aligned with the organisational changes that occurred in some of the Vanguard site areas. The study was approved by 
the ethical review board of Newcastle University (Ref: 6207/2016).

The survey was piloted with five GPs. A requirement to answer every question was removed, as it led to rapid attrition, 
but the questions were unchanged. Information about the survey was distributed to CCGs in our region, for inclusion in 
their bulletins. Some CCGs circulated to practice managers by e-mail. Individuals who were interested in participating 
were sent an information sheet and consent form. Practices who returned the consent form and indicated that they 
wish to take part were sent an electronic copy of the study questionnaire.

The data were aggregated by the survey software, and analysed using frequencies and percentages. Hierarchical 
clustering analysis (HCA) was used to classify practices into typologies (groups) according to how they organise care for 
care homes.57,58 HCA works in two steps, first to determine a similarity measure and then a linkage method. We used 
an agglomerative algorithm which is the most used and available in Stata® (version 15) (StataCorp LP, College Station, 
TX, USA) software. Given the size and nature of the data, all questions were reduced to binary variables. Because 
of the number of missing values, we used the Gower method to obtain the dissimilarity matrix.58 To join the most 
homogeneous classes, we applied different linkages including, single, complete, average and weighted average linkages 
and then we compared their results. Lastly, we determined the optimal number of clusters using Calinski–Harabasz 
pseudo-F index stopping rule. Stata (version 15) [Stata Statistical Software: Release 15 (program), College Station, TX: 
StataCorp LLC; 2017] was used for this analysis.

Multiple imputation
Many of the responses used in HCA had one or more missing values.59 We applied multivariate imputation using 
chained equations on questions with missing answers from some general practices. This method imputes variables 
iteratively through fully conditional specifications of prediction equations. For instance, the first question with missing 
values (say q1) is regressed on all other questions ( q2 , q3, . . . , qp, Z ), restricted to individuals with observed q1, to 
then predict the missing values of q1 based on model parameter. The same procedure was repeated for all questions 
with missing values. This procedure is described in the following equations.

q
t+1

1
= g1(q1|qt1, . . . , qtp, Z,φ1)

q
t+1

2
= g2(q2|qt+1

1
, x

t

3
, . . . , qt

p
, Z,φ2)

. . .

q
t+1

p
= gp(qp|qt+1

1
, . . . , qt+1

p−1
, Z,φp) �

Here, t is the iteration number varies from 1 until convergence at t = T (t = 1, . . . , T), p is the number of questions with 
missing value(s) to be imputed (p = 21 in our case), Z represents complete questions (two questions in our case), φ1 
represents the model parameter and g() stands for the model; here we used logistic regression since all concerned 
questions were binary.
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Results

We received 150 responses from GP practices located in 19 CCGs. Participation rates of practices by CCG ranged up to 
30%. The denominator is unknown, so we make no comment about response rates. Half of responses were from CCGs 
taking part in NHS England Care Home Vanguard initiatives. The remainder were from CCGs that had not instituted any 
systematic changes in healthcare delivery for care homes. Five CCGs were represented by a single participant response. 
Sixty-five per cent answered all seven questions (Table 4).

Around half of the practices were made up of more than five GPs. A similar proportion made scheduled visits to care 
homes to see their patients, most of which were weekly. Unscheduled visits were made more than once/week, for 
three-quarters of respondent practices. A majority (68%) have staff other than GPs visiting care homes. Most practices 
had 10 or fewer care homes to visit, with more than half of practices estimating that they had between 40 and 100 
patients in care homes. Responses are set out in full in Table 4.

Multiple imputation

Multiple imputation was used to address the problem of item non-response. The data set included 23 questions that 
contributed to the imputations in different ways. Imputation was used for 15 questions with missing answer(s); 6 
questions were not included because of perfect prediction. We used all these questions in order to obtain the most 
relevant imputed values, even though only the seven quality-related questions were required for the main analysis. We 
imputed 10 data sets and performed HCA on each. The aim was to check if the missing values had an impact on the 
final clusters. In this light, we combined the dissimilarities of these imputed data sets by averaging them to form a single 
dissimilarity matrix, namely ‘combined’ [combined matrix = (matrix1 + . . . + matrix10)/10], and then performed HCA 
based on this dissimilarity.

Appendix 4, Table 11 shows pseudo-F values of the Calinski–Harabasz stopping rule. The highest value from original 
and imputed data sets pointed to three clusters. Clusters of the imputed and original data sets were different (not 
displayed), with 32% of all practices were classified differently after imputation. This can be seen in the dendrogram in 
Appendix 4, Figure 1.

We found more differences when we examined the distribution of individual question across clusters. The clusters 
found were defined as follows: Cluster 1 consisted of small practices (large practices accounted for 0% in original and 
17% in combined), with GPs who organised unscheduled visits (3% and 15% of scheduled visits from original and 
combined, respectively), and employed other staff to visit care homes (100% in original and 7% in combined). Cluster 2 
consisted of large practices (83% in original and 98% in combined), GPs who organised scheduled visits (75% in original 
and 75% in combined), attended multidisciplinary meetings (51% in original and 33% in combined), and employed other 
staff to visit care homes (91% in original and 84% in combined). Cluster 3 consisted of both small and large practices 
(39% and 16% of large practices in original and in combined, respectively), and with GPs who organised scheduled 
visits. We also compared clusters from original data sets with those from each of the imputed data sets based on the 
degree of dissimilarity, the minimum was 25% and maximum was 69%. This shows how a standard HCA approach 
produced unstable clusters. Reasons for differences between the clusters from original and imputed data sets (including 
combined) are twofold: either the missing values had an impact on the final results, or there were ties somewhere in 
the process that could cause these differences. Hence, the second method was applied. We kept the linkage method 
and number of clusters selected in a standard HCA approach. We used weighted average linkage in multidendrograms 
to find three clusters. Finally, we compared different results, especially those from original and combined imputed 
data sets.

Multidendrogram approach

Standard hierarchical clustering (in the above analysis) that uses pair-group algorithms suffers from non-uniqueness. 
This problem occurs during the merging process when there is more than one way to merge the two closest clusters 
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TABLE 4 Survey of general practice characteristics and ways of working

Frequency (n) and percentage (%) for each question

Question item n %

How many (whole time equivalent) GPs (partners and salaried doctors) are 
there in your practice?

< 5 75 49.0

6–10 58 37.9

11–15 12 7.8

> 15 4 2.6

Missing 4 2.6

How many nurses are employed by your practice?

< 5 114 74.5

6–10 30 19.6

11–15 1 0.7

> 15 3 2.0

Missing 5 3.3

How many patients are registered at your practice?

< 5000 40 26.1

5000–10,000 58 37.9

> 10,000–15,000 37 24.2

> 15,000–20,000 9 5.9

> 20,000 5 3.3

Missing 4 2.6

Are you federated with any other practices?

Yes 79 51.6

No 70 45.8

Missing 4 2.6

Can you estimate how many of your patients are currently living in care 
homes?

None 9 5.9

1–10 20 13.1

11–20 9 5.9

21–30 16 10.5

31–40 7 4.6

41–50 10 6.5

51–100 33 21.6

> 100 40 26.1

Don’t know 4 2.6

Missing 5 3.3

continued
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Frequency (n) and percentage (%) for each question

Question item n %

How many care homes have one or more of your patients as residents?

None 9 5.9

1–10 121 79.1

11–20 14 9.2

21–30 2 1.3

Don’t know 4 2.6

Missing 3 2.0

Do your GPs make scheduled visits to care homes?

Yes 77 50.3

No 71 46.4

Don’t know 1 0.7

Missing 4 2.6

How often does a doctor from your practice make a scheduled visit to a care 
home, on average?

Once a day 4 2.6

Once a week 54 35.3

Once a fortnight 4 2.6

Once a month 5 3.3

Less often than once a month 5 3.3

Not applicable 50 32.7

Don’t know 3 2.0

Other 18 11.8

Missing 10 6.5

Do your GPs make unscheduled visits to care homes (e.g. in response to a 
request from the care home)?

Yes 130 85.0

No 13 8.5

Don’t know 1 0.7

Missing 9 5.9

How often does a doctor from your practice make an unscheduled visit to a 
care home, on average?

Once a day 31 20.3

Once a week 33 21.6

Once a fortnight 10 6.5

Once a month 8 5.2

TABLE 4 Survey of general practice characteristics and ways of working (continued)
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TABLE 4 Survey of general practice characteristics and ways of working (continued)

Frequency (n) and percentage (%) for each question

Question item n %

Less often than once a month 6 3.9

Not applicable 13 8.5

Don’t know 9 5.9

Other 35 22.9

Missing 8 5.2

How often would an individual care home receive a visit from a doctor in 
your practice, on average?

Once a day 11 7.2

Once a week 60 39.2

Once a fortnight 11 7.2

Once a month 7 4.6

Less often than once a month 10 6.5

Not applicable 10 6.5

Don’t know 9 5.9

Other 28 18.3

Missing 7 4.6

Do your GPs attend multidisciplinary meetings in care homes?

Yes 44 28.8

No 92 60.1

Don’t know 7 4.6

Missing 10 6.5

Do any other staff employed by your practice go out to visit patients in care 
homes?

Yes 95 62.1

No 51 33.3

Don’t know 1 0.7

Missing 6 3.9

Which staff employed by your practice go out to visit patients in care 
homes?

Practice nurses 79 51.6

Nursing assistants or phlebotomists 44 28.8

Counsellors or psychologists 1 0.7

Pharmacists 34 22.2

Physiotherapists 6 3.9

Occupational therapists 4 2.6

continued
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Frequency (n) and percentage (%) for each question

Question item n %

Do any care homes make payments to your practice for your services?

Yes 2 1.3

No 141 92.2

Don’t know or prefer not to answer 5 3.3

Missing 5 3.3

Is there a local enhanced service payment?

Yes 51 33.3

No 79 51.6

Don’t know or prefer not to answer 16 10.5

Missing 7 4.6

Do any care homes pay you to provide out of hours care, outside of usual 
NHS provision?

Yes 0 0.0

No 144 94.1

Don’t know or prefer not to answer 5 3.3

Missing 4 2.6

Do you have one or more specific GPs who look after your patients in care 
homes?

Yes 71 46.4

No 77 50.3

Don’t know 1 0.7

Missing 4 2.6

Do care home residents have specific or named GPs in your practice?

Yes 120 78.4

No 28 18.3

Don’t know 1 0.7

Missing 4 2.6

Are care home residents able to choose their GP within your practice?

Yes 80 52.3

No 62 40.5

Don’t know 5 3.3

Missing 6 3.9

TABLE 4 Survey of general practice characteristics and ways of working (continued)
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Frequency (n) and percentage (%) for each question

Question item n %

Do you ever keep patients on your list, if they move to care homes outside 
your practice area?

Yes 26 17.0

No 114 74.5

Don’t know 9 5.9

Missing 4 2.6

Do your care home resident patients receive onsite visits from secondary 
care doctors (e.g. geriatricians)?

Yes, regular visits 5 3.3

Yes, as a special request 29 19.0

No 35 22.9

Don’t know 80 52.3

Missing 4 2.6

Does your practice have any shared health records with care homes?

Yes 18 11.8

No 105 68.6

Don’t know 24 15.7

Missing 6 3.9

Does your practice use any technology to provide care to residents in care 
homes, for example computer tablets or computer terminals in care homes?

Yes 40 26.1

No 107 69.9

Don’t know 3 2.0

Missing 3 2.0

TABLE 4 Survey of general practice characteristics and ways of working (continued)

(i.e. when more than one minimum distances between different clusters are equal or simply when ties occur in the 
merging process). Thus, different dendrograms are possible depending on the criterion used to break the ties (usually 
a pair-group approach simply chooses at random). To overcome this issue, we applied the multidendrogram method, 
which deals with ties by combining more than two clusters at the same time. When there are no ties, this method gives 
the same results as the pair-group approach. In short, with this method, the dendrogram (or hierarchical tree) obtained 
is unique and independent of the order of the elements in the dissimilarity matrix.60 In this analysis, we used R 3.5.1 
(The R Foundation for Statistical Computing, Vienna, Austria) software through the linkage function from the ‘mdendro’ 
package.

Results: multidendrograms
Using this approach, we noticed a greater difference between the results from original and imputed data sets compared 
to standard HCA. Even the degree of dissimilarity between original and combined has increased, since about 57% 
of practices were classified differently. We found a big difference in cluster size, the smallest cluster consisted of no 
more than 11 practices while the largest contained 93 (from combined) and 72 (from the original data set). With this 
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approach, clusters from the original data set can be defined as follows: cluster 1 consisted of small practices, conducting 
unscheduled visits (74%), with other staff to visit care homes. Cluster 2 consisted mainly of large practices, with GPs 
who organised scheduled visits. On the other hand, the characteristics of clusters based on combined dissimilarity 
were as follows: cluster 1 can be defined in the same way as cluster 1 from the original data set, except for the size 
of practice. This cluster consisted of both big (48%) and small practices. Cluster 2 consisted mostly of large practices 
(89%), with GPs who organised scheduled visits to care homes (89%), attended multidisciplinary meetings (67%) and 
had other staff to conduct visits (100%). They were also receiving a local enhanced service payment (71%) and using 
prescribing technology (94%).

The characteristics of clusters with and without imputed data were somewhat different, but their general definition 
remained almost the same (see Appendix 4, Table 12). These differences were more evident in the multidendrogram 
approach than in standard hierarchical clustering.

Taking the results of standard hierarchical clustering, three clusters were identified among the general practices. Cluster 
1 was defined as small practices, where GPs made unscheduled visits at least once a week, but other healthcare staff 
also visited the practice patients in care homes. Cluster 2 consisted of practices that organised frequent scheduled visits 
to care homes. Cluster 3 membership was made up of larger practices with more than five GPs and other staff to visit 
patients in care home. They organised frequent scheduled visits and attended multidisciplinary meetings.
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Chapter 4 Findings: qualitative study

This qualitative research explored the challenges GPs and care homes face when they work together. It sought to 
understand how different responses to these challenges may influence the delivery of care. Increasing levels of 

dependence among residents, along with more and complex health conditions, provide the context for care delivery by 
multiple providers. While different services have their own values, aims, structures and processes, across health and 
social care, all are currently contending with constrained resources and frequent organisational change.

At the centre of this dynamic and complex system are the care home residents, staff and families with needs and 
expectations, alongside individual general practices, striving to provide care that is holistic, dignified, effective and 
efficient. Care homes are a particular and often unique setting for qualitative data collection. Before our themes are 
outlined below, we present a short section from our analysis that reflects the participants’ perspectives on the care 
home context. COVID-19 does not feature in any participants’ narratives as these data were collected before the peak 
of the pandemic. However, the implications of the findings for current practice are discussed in Chapter 6, taking into 
account the pandemic and changes that have ensued.

We present three overarching themes from our data (organisation, communication and relationships), and two minor 
themes (medications and finances). Where possible, the findings are organised around the micro (individual), meso 
(organisational) and macro (system) factors that influence the organisation and delivery of resident care. We aim to 
examine the interplay between these levels, and how each shapes and is shaped by the changing demands and nature 
of care. Our intention is to bring new insights into primary care for care homes, through the perspectives of those who 
experience and provide care in that setting.

The context of care delivery

Increasing needs of residents over time
Care home residents require help with day-to-day activities and are often living with multiple health conditions and 
varying degrees of frailty and disability. Complex problems require a collaborative multidisciplinary response, so that 
at any time, input may be needed from general practice, community and specialist services working in collaboration 
with care home staff. In this study, GPs described the changing nature of their input to care homes. They observed that 
people who may have been living in care homes with nursing in the past, were now more likely to be in a residential care 
setting; while in care homes with nursing, the residents were more unwell, prescribed multiple medications and more 
likely to require end-of-life care than had been the case. All of these changes had increased the demands on primary 
care services for care homes, particularly homes without nursing. GPs expressed a desire to provide individualised, 
dignified care, but acknowledged that they needed to find the time to do this.

We have significant numbers of old people in care homes which are increasingly more complicated, and historically some 
of the patients that are discharged to these care homes from hospitals are discharged to die. And I’m getting a call to say, 
‘We’ve just registered this patient, and they probably have two or three weeks to live’, with a significant impact time-wise. 
You know, because [local care home] specifically is not far off – parts of that are not far off from an acute geriatric ward at 
a hospital. And that’s where we’re at, and suddenly for, in effect £85 a year, you have 30 patients on a wing there which 
are complicated, dying, bedbound.

GP 1, MD, works with MD care homes 1 and 4

Care home staff echoed the GPs’ view that the healthcare needs of residents had increased in recent years. Residents 
were perceived as having more concurrent illnesses, of greater severity, compared to 10 or 20 years ago. This gradual 
increase in residents’ needs had consequences for care homes. The demands of care and all the associated work, both 
within and without the home, made it more difficult for them to provide for their residents without input from a GP or 
other healthcare professional. Visits from GPs to see residents were more frequent, a shift that was evident even to 
residents living within care homes.
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I think a lot of the difficulties stem from what homes were like twenty years ago, ten years ago. They didn’t have such 
poorly people, whereas the guys that we have now are really poorly and very complex so the workload on the practice 
is a lot. If we take somebody on who’s got very, very complex needs, that impacts on the surgery because we’ll be 
ringing them up and saying, ‘We’ve got somebody here with 24 medications. Could you do some repeats for us please 
by tomorrow?’ That’s really difficult when they don’t even know them and they might be on complex psychotic drugs or 
antipsychotic drugs.

Care home manager 1, TR care home 3

[Int: [So you’ve lived here] ten years, okay. Okay. So, you’ve been here and you’ve presumably seen any changes in how GP 
care is organised here?] I think that, actually, we have more GPs in this, whatever they call themselves. We get different 
ones, and I think we seem to have more people in need of the GP now. When I first came here we didn’t seem to have the 
GP coming in like they do now.

Care home resident 1, TR care home 2

Theme 1: organisation

Routines
Routines shape the way in which organisations function and they had a central place in the narratives of the working 
lives of respondents, whether from general practice or care homes. However, the routines of the general practice 
surgery and the routines of the care home, as described, are quite different. Both are businesses, providing care for 
older people, but the care home is both a place of work and a home, a place to share meals, socialise and receive 
visitors. Care homes had routines that reflected the rhythms of home life: waking, mealtimes, bathtime, bedtime. 
They also had routines that were located in the processes that they follow when providing care for residents. In 
contrast, general practice routines were set within the working day, with the attendant urgency to complete all tasks 
before evening.

Routines were seen as a way of enhancing efficiency and standardised care, with processes that were followed by all 
staff. However, routines that make working practices more efficient in one setting could be alien to staff in another 
setting. The daily routines of care homes–of staffing changes, medication rounds, set mealtimes and visiting times–
enable structured, streamlined care delivery.61 Visits from external health care and social care staff have the potential 
to disrupt such routines of care home life, especially if the timing of their visits clash with an established routine 
within the care home (such as a mealtime). Care home interviewees felt that people outside of this setting had limited 
understanding of the routines and working practices of homes. Equally strong feelings were apparent among general 
practice staff, who felt that care homes failed to understand the requirements of their routines.

I don’t think people understand what actually goes on in a care home other than the people that work there and these 
nurse specialists. I think even the GPs who visit on a very regular basis, only have snap shot of the window.

I think you need a service that is bespoke to care homes because I think we are very different. I don’t think we should have 
to fit in with the GP surgery.

Care home manager, City, care home 3

A number of care home respondents talked about the need to contact the surgery early in the day, to notify them about 
a resident who was ill. Care home staff could be left waiting on the phone for extended periods, and then have to wait 
for someone from the surgery to call back. The time allocated to communicating with GPs in this way had a direct 
impact on the number of staff left within the care home to carry on with the daily work. If a care home was working 
with multiple general practices, each of which had its own working routines, the disruption to the care home could 
be considerable.

At that time we had three surgeries because obviously the residents were registered with three different surgeries. To get 
in with each surgery works differently, they have their own little ways, they like to manage things. So it was difficult for us, 
because where we are situated, well you have to do bloods and things like that, you know.
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Because each of the surgeries do things slightly differently, where one person will accept a telephone call, another person 
will accept a fax, another person wants the repeat scripts doing on a proper appointment. It’s like, ‘Which surgery? Right. 
It is that surgery where you can send a fax’. The job is quite busy anyway, and you have just got so much to remember. I’ve 
sent faxes to [GP surgery 1], and they don’t want faxes. I’m like, ‘I am so sorry’. ‘Well, I told you . . .’ ‘I know you have told 
me this before. I have even got it written down’. You know. I always feel like I am in the wrong.

Care home manager, MD, care home 4

General practices were more concerned with repeated calls, or calls late in the day from care homes to request visits. 
Frustration at the perceived lack of organisation was met by irritation from care home staff who felt that it was not 
always possible to predict if a resident would become unwell later in the day and need an urgent visit. For most 
homes, the practical difficulties of confining requests for medical input to the early part of the day were impossible 
to overcome.

The only other thing that I would change is, and I understand why they do it, but again it’s a bureaucrat that has thought 
this up. Not someone who works with people. Are you going to have all these requests in by 11 o’clock or else, unless it’s 
an emergency, blah, blah, blah, blah, blah, and even then, maybe not. It’s sort of like, ‘Right, so if someone’s going to be ill, 
they’d better make sure they’re ill before 11 o’clock’. So, what happens if they suddenly start vomiting chunks at 11:10? 
Oh, how inconvenient of them. You know?

On other surgeries, if I’ve called, I don’t know, around five o’clock and I consider an emergency visit, I receive, ‘Well, why 
just now? We’re almost closing’. I say, ‘Yes, but now the resident became poorly’. I can’t, I don’t know, have a dream, or 
have something in the morning that this person is going to be sick at five o’clock.

Care home nurse 2, TR, care home 1

One manager highlighted that some routines or processes were imposed by the GP surgeries, but the care homes could 
see other ways of working that could be more efficient. The faxing of patient-related requests to GPs was cited as an 
example of a process that worked well, but inefficiencies were introduced when certain information could not be sent 
in this way. Other routines that were mentioned related to processes internal to the care home. When a new resident 
arrived, there were steps that staff followed to ensure residents are registered with and seen by a new general practice, 
without it creating a large amount of extra work for the care home staff.

We have to sit on the phone and that’s wasting everybody’s time, it’s our time, the receptionist and GPs . . .
Care home carer, MD, care home 4

A number of care home staff spoke about how the delivery of GP services would disrupt the daily routines of the 
homes. A common example was the timing of GP visits to care homes, which could become disruptive to meals. Visits 
from GPs over lunchtime were perceived as inconvenient by care home staff, and one resident in this study also 
remarked on GPs’ tendency to repeatedly disrupt their meals.

I mean, in a hospital you’ve got protected mealtimes. You would never do a consultant’s round at a lunchtime, would you? 
When all the nurses and everybody is trying to – why are we doing it here? We’re doing it because it’s a convenient time 
for the doctor’s round.

The only issue is GPs arriving at mealtimes, but we can’t do anything about that. They’ve got to come when it’s convenient 
to them, but we have protected mealtimes. So it means if they arrive at mealtimes, it’s taking a member of staff away, off 
the floor [. . .] We have to take the residents out of the dining room to go and see them, and that’s interrupting their lunch.

Care home manager, MD, care home 5; This quotation was used in our patient  
and public engagement work and is reproduced in Stocker et al.62

You’re busy having your meal, and somebody will come, a nurse will come and say, ‘The doctor’s here to see you’. ‘Thank 
you. Oh, dear’. [What happens? You just have to leave your lunch?] You just have to leave what you’re having, yes. It’s not 
every time, but if people asked me, ‘The doctor will be coming’, I say, ‘Well, don’t bet on it it’s not lunchtime’. I’m sorry, I 
shouldn’t say that.

Care home resident 1, MD, care home 3
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Although care homes can delay mealtimes, they had to consider what is most important for residents and staff. 
Disruptions to mealtimes may have implications for more than just nutrition, as they can represent a daily focal point for 
residents, and an opportunity for social interaction.63 The afternoon was perceived as a more appropriate time for the 
GP to visit, when staff and residents had more time.

One GP surgery had asked that residents should make the trip to the surgery if they are mobile, rather than waiting 
for home visits. From the care home’s perspective, this was impractical, particularly if they had a number of residents 
with appointments at different times and even different surgeries. Few homes had sufficient staff to be able to take a 
member of staff away from the care of many residents for prolonged periods, without impacting on the overall level of 
service provided.

It is clear that the routines and rhythms of life in general practice and care homes are so often independent of each 
other. Without any plan of how they might come together, these routines can easily come into conflict. When GP 
service delivery was planned and negotiated with care homes, the service became part of the routines of the home and 
no longer disruptive. Understanding, and willingness to accommodate, the needs of others were key, especially at an 
individual level.

If someone’s gone downhill and we’ve got no explanation for it, the GPs will come but we’ll always try and let them know 
earlier on in the day because it is difficult for them to manage to suddenly, in the middle of everyone being in surgery, 
who’s going to go? They’ve got to balance the waiting room full of people compared to the time to come and see ours. So 
we will use the out of hours service as it gets to that five/six o’clock time.

Care home nurse 1, TR care home 4

Scheduled GP visits appear to provide a practical step towards embedding primary care in the routines and rhythms of 
homes. In this service, along with many others, the care homes felt that a bespoke service was needed.

And we just, you know, we stuck to the same two days and I think the routine just got embedded in, and it became part of 
their working week, the Tuesdays and Thursdays they would come here.

Care home manager, City, care home 1

Roles and role substitution
As GPs and care home staff reflected on the change in health and functioning among care home residents over time, 
they noted in particular the increasing healthcare needs of people living in care homes without nursing (residential 
homes). Looking after residents with a number of medical conditions and high levels of dependency was recognised as 
a source of strain for staff who had not had any healthcare training. This was a common concern for participants across 
this study, despite working in care homes that ranged in size from a handful to over 50 beds, and located in a wide 
range of settings from disadvantaged urban to more comfortable rural areas.

The residents that we’ve got – certainly on the residential level, from my experience – are on heaps of medication. I’ve 
never known so many. It seems to be that, nowadays, each individual is on 10 times more medication than they ever used 
to be, so it’s not your straightforward residential [care needs]. They are quite complex individuals, and there are a lot of 
outpatient appointments to negotiate. The team that we’ve got down here do seem to be on board with that and they’re 
actually working quite well.

Care home nurse 1, TR care home 6

The absence of onsite health professionals was most keenly felt when staff needed to communicate with general 
practices. They commented on the difficulty of finding the right words, and not having medical terms at their fingertips. 
In contrast, registered nurses were perceived as being familiar with clinical language and able to observe and report on 
a wider range of symptoms, when compared to staff without nursing qualifications. In care homes without registered 
nurses, non-clinical care staff were obliged to communicate with GPs. The absence of registered nurses was something 
that staff would remind the GP of, when requesting a visit. This served to reinforce their demands for support but may 
also have been an acceptable way of conveying their lack of confidence in making health-related decisions.
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I did say to one of the GPs once, and the owners have said as well. I said, ‘You’ve got to remember that these girls are 
carers and they’ve got somebody saying, “I need a doctor”’. They’re not nurses.

Care home manager 1, TR care home 5

In one of the study areas, visiting specialist nurses were available for some homes without onsite nursing, but not 
others. This contrast allowed GPs to see how much the specialist nurses both enhanced the quality of care provided 
for residents and also reduced the demands placed on the practice. GPs were able to delegate some tasks to the 
nurse specialists that would otherwise be the responsibility of their practice nurses, conserving their own resources 
and freeing up staff time for other patients. In one case, a large group of practices took the decision to fund a 
specialist nurse for care homes without 24-hour nursing, to ensure an equitable service for the care homes that they 
looked after.

The patients at the pure residential homes don’t get the same quality of care, I don’t think. Because, not from the ward 
round base because they’re just seeing me, whereas the patients that live in homes that have got their own nurse 
specialist, they can visit the home, a couple of times a week, they’ve got more time to speak to relatives [. . .] It’s difficult to 
say but if you look at it differently, that quality is worse but I still think that all the residents are getting looked after well, 
but I think they get a better service when they’ve got the older nurse specialist working there as well.

So, if [the care home]’s got a flow of nursing residents then they’ve got an older person’s nurse specialist who will then look 
after all the residents in the home, including residential but if you have purely residential homes which is what [associated 
care home] is, then they’ve got no nursing flow, no nursing patients so, they don’t get an older nurse specialist.

GP 4, City, does not work with a care home in this study

You get different services in if you have nursing in the building. A nurse specialist is attached to the care home if there is 
nursing and residential in the same building. We don’t have access to that wonderful facility because we’re just residential. 
That nurse specialist assists, liaises and does, I think, probably quite a bit of work for the GP.

Care home manager 1, City care home 3

Families were reassured by the provision of specialist nursing services, even if this level of care was not necessarily 
required by their relative.

In a similar way, some GP surgeries were able to allocate care home visits to a specific (practice-based) advanced nurse 
practitioner, rather than a GP. Opinions on the merits of this approach varied, with many care home staff expressing a 
preference for seeing a GP. The nurse practitioner would often need to discuss medications and referrals with a GP at 
the surgery, rather than organising it there and then. This slowed the process, and occasionally resulted in a later visit by 
a GP, if the care home staff felt that the nurse practitioner had failed to take the correct course of action.

A lot of the time now, you tend to get the nurse practitioner, who is acting on behalf of a GP, which is frustrating and, in 
the long run, silly, really, because 9 times out of 10, they might not be able to always pick up or deal with that situation. 
They don’t know a full history of that individual, and then one or two days later, you’re still having to ring back up and ask 
for a GP to come out and see that person. It’s wasted time in the long run. [. . .] You’ve not been satisfied with the answer 
that she’s given you to a problem . . .

She’s either not done anything and said everything is fine, where, then, you feel like you’ve wasted time, or with what she 
has provided or given as the answer, you find that it’s not quite helping or it’s not quite right. Therefore, you’ve ended up 
having to get the doctor out anyway.

Care home senior carer 1, TR care home 5

This delay was not, however, confined to GPs. The electronic prescribing system was widely used, but not trusted to be 
rapid. Homes would revert to the more traditional paper prescriptions when they wanted certainty about treatments.
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Half of the time, GPs don’t prescribe either. They’ll go back and do it at the surgery. They do it electronically. If it’s 
antibiotics, I have started to ask for a prescription so we can fax it off. At least get it up in case there’s a delay.

Care home senior carer 1, MD care home 4

Some care home nurses criticised a system that required another nurse to visit the home to give injections or take 
bloods. These were tasks that care home nurses may have the ability to perform, but were not allowed to, because of 
the systems they worked in, outside of the NHS.

Basic things about people needing bloods prior to appointments, or bloods prior to screenings. I don’t understand why we 
can’t just do that. That is a bit frustrating to me, but again I think that is just because of my history [working in an NHS 
setting], and I think why should a GP have to send a district nurse to a nursing home and walk past [another] nurse? And 
an example, this morning, two nurses and a student came in to give somebody a Tinzaparin injection and change a patch. I 
could do that with my eyes shut, and so I am kind of not sure why that level of care isn’t just transferred? Because it is not 
a- I’m not saying it is not an important injection, of course it is important to the patient having it, but it is not something 
that needs guidelines or special training to give it; it is just a subcutaneous injection of Tinzaparin. I’m not quite sure why 
two nurses needed to come in and do that.

Care home nurse 2, City care home 2

GPs and GP staff frequently lamented what they perceived to be the inefficiency of care home staff, when requesting 
prescriptions or home visits. Care homes with higher levels of agency or temporary staff, who were not aware of the 
agreed protocols when they contacted the GP surgeries, generating more work for the practice staff. This had a distinct 
negative influence on working relationships.

One of the most pressing challenges discussed by community services was how to provide urgent care to care home 
residents in a way that is both efficient and effective. All general practices could be approached during working hours, 
for care homes to request advice or a visit. The practices would then make a decision on how quickly they should 
respond, and in some cases, they also had to identify the most appropriate health professional to attend. Some practices 
had a dedicated GP to respond to all of the care home requests. Others had access to a paramedic service, urgent care 
team or community nursing staff. These services supplemented traditional GP care, and could be dispatched to care 
homes, depending on the problem being addressed. Such role substitution was welcomed by GPs, as it reduced their 
workload, when home visiting is particularly time-consuming.

It’s called the home visiting service, and in effect that has been funded to employ paramedics, and one of their roles is 
specifically to support care homes. [Int: How has that kind of worked for you?] Transformed my working life. [Int: Really?] 
Yes, yes, absolutely transformed it because, as I say, [care home] would typically give us five or six visits a day. Now what 
we’ve then said is, can we try and do this in a more organised way?

GP1, MD, works with MD care homes 1 and 4

However, care homes preferred to see a GP, implying that a visit from a paramedic was an inferior outcome. This care 
home nurse describes selling the problem to the practice, to achieve the desired GP visit.

Well, we request a GP, but more often than not we get a paramedic. I’ll be honest, it depends on how you sell the problem, 
and it is to do with salesmanship, how you sell the symptoms, as to whether or not they’ll come out themselves. We try to 
sell it as hard as we can. You stress certain things. The more things that you can stress, and then the more data you can 
provide them with, like oxygen sats, BP. So, you’ve got your basic obs, and then the more symptoms, and the more severe 
the problem that you can suggest, without giving a diagnosis, because we’re not qualified to diagnose, the more chance 
you have of a GP coming out.

Care home nurse 2, MD care home 2

Urgent care is, by its very nature, unpredictable and often needed outside of surgery opening times. The NHS 
111 system provides a central point of telephone contact for people requiring out of hours care. When care home 
interviewees talked of NHS 111, its perceived lack of flexibility was a dominant theme, particularly operators’ 
adherence to routines and scripts that were not always fitted to the situation or the resident’s problems. For the care 
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home staff member, NHS 111 often appeared to present a barrier or time delay to accessing a GP, similar to the one 
presented by the in hours processes led by the reception staff.

The 111. The bare bones of the system, the idea is good. Its implementation is very poor. Some of the pathways that they 
have with 111 need to be questioned, and people need to be told, who are on the phone that. Yes, I understand you have 
a pathway, but just because 90% of people fit into that, you’ve still got the outliers. We’re talking about an outlier, which 
means you’re going to have to go down the other bit of the pathway. They treat it like a computer program, rather than a 
tool for making an informed judgement.

Care home nurse 2, MD care home 2

I would change when I ring 111, I know there is a button for healthcare professionals and an option for that, but 
sometimes you get a call answerer who will insist on you being in the same room as the patient, which is not always 
possible. I’d change that and I’d change the needing to go through the, ‘Is the person cyanosed? Is the person breathing?’ 
and all the assessments you’ve done in the first place anyway.

Care home nurse 1, MD care home 2

The ‘ward round’
The ‘ward round’ emerged as an important concept in this study. It is a term borrowed from hospital, where it describes 
the regular medical staff visits to hospital patients, for the purpose of making decisions about patient care. Talk of a 
ward round suggests a medical model of care that many would see as inappropriate in a home environment, and it is 
interesting to note that this language originated from the commissioners, rather than general practice or care homes. 
We have adopted it in this section of our report, because it was the term used by our interviewees.

In the context of primary care and care homes, ‘ward round’ was used as shorthand to describe scheduled, and 
protected time for general practice staff to visit care homes. The idea was that this model of care offers continuity 
and a predictable service, alongside the flexibility of responsive mode general practice care. Typically, practices would 
schedule a weekly visit, and encourage care homes to save all non-urgent problems for that visit. The GP or nurse would 
then be able to see a number of residents. This would mirror the process of a hospital ward round, but a key difference 
is that residents, and staff would be unchanging. The longer-term relationships that can be formed in primary care, allow 
the GP or practice nurse to get to know both care home staff and residents.

Care home staff described the efforts they made to prepare for the GP visit, making sure they had relevant information 
available about the residents’ current problems and medical history. Many care homes had agreed protocols and 
procedures with the GPs, for arranging visits. This gave staff the space and legitimacy to prepare, without having 
to spend time telephoning the GP appointment line. As GPs and care home staff got to know one another through 
this regular visiting arrangement, lengthy explanations of resident history or particular ways of working became 
unnecessary. This internal shorthand that is often seen in established relationships, made communications less 
laborious, and was only possible because different parties were familiar with each other and the residents.

GP staff highlighted the difficulty of finding sufficient time to make multiple home visits in a day. By asking care home 
staff to collect requests for visits for a certain day of the week, GPs and GP staff were able to plan their day, and make 
efficient travel plans. This relied on the GPs having sufficient trust in the care home staff to make appropriate decisions 
about the urgency of the visit. If relationships were constructive, suggestions from either party, to change the ways of 
working, were welcomed and put into place where possible, something that care home staff, in particular, welcomed.

If there was no ongoing relationship between GP and care homes, the care homes tended to be more critical of the 
service provided. One care home suggested that they would ask a practice to send a different GP, if the allocated GP 
was perceived to be unlikely to meet their expectations – either by being slow to refer, or unlikely to prescribe what the 
home thought the resident needed.

There’s one surgery that’s hard to get, there’s one particular GP who is hard to get to come out and you know if it’s their 
patient you think, ‘Oh, it’s him’, and you think, ‘I’m not going to get a home visit today’, but it’s literally one and I think 
I’m not the only person with that opinion. You can ask for another GP in the same practice, which is what I do, I just 
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circumvent it and go round it if you will and ask who’s available and if there’s somebody else or if I could have a phone 
consultation, you know, there are ways to deal with things.

Care home nurse 1, MD care home 2

Care home staff would also approach specific teams, such as the mental health team, rather than the GP if they felt 
that the response would be more appropriate or quicker. Thus, care home teams were using their insight and expertise 
into the systems of care to get the best for their resident, whether by standard means, or by working around the 
usual pathways.

[The community mental health liaison nurse] would then go back and then they’ll task the GP, and then the medication 
obviously becomes far more quicker to us, because if the GP comes, he will go back to the surgery and then write a letter to 
the psychiatrist and the psychiatrist, then by the time they come here they’ve killed us all off really. So it’s just a bit quicker 
if it goes around that way really.

Care home manager 1, MD care home 1

We were also finding that there was a delay in referrals [from the GP] as well for tissue viability and mental health input as 
well. It was just having a knock-on effect on the whole. Obviously, the CQC weren’t very happy with that either. There, we 
just started to refer directly because it could really slow things down for the rest of them.

Care home manager 1, TR care home 4

In this study, there were examples of where the ward round approach was a positive innovation, facilitating good 
working practices across the two settings and enhancing care delivery. The ‘ward round’ provided a way of formalising 
a predictable service, and supporting the development of good working relationships and practices. This was the 
experience in a large (60 bed) mixed care home, located in a disadvantaged area. This care home had a linked GP who 
worked alongside a specialist nurse, in delivering primary care to the residents. Both care home and GP spoke positively 
about their working relationships, and how the ward round facilitated optimal and appropriate care that met residents’ 
healthcare needs. The ward round in this case ensured that the GP visited the care home every week, at a designated 
time. However, there was flexibility built into this arrangement, with the GP making visits outside of this time when 
needed. Formalising the visits, so the GP was expected and trusted to appear at the scheduled time, was key to 
strengthening working relationships. The linked GP felt that one of the key challenges to delivery of better care for both 
primary care and care homes was delayed communication and sharing of health information in a timely manner. These 
two organisations overcame this challenge by keeping each other informed, through telephoning or sharing hospital 
letters, about resident health and care.

For others, the ‘ward round’ was perceived as a means of restricting access to services, with an overall negative 
influence on resident care. The manager of a 35-bed care home in an affluent area, shared their views of primary care 
that was delayed, reactive, fragmented and uncoordinated. The linked GP was perceived to have little understanding 
of what happens in a care home. As a result, the care home felt that the ward round was a way ‘rationing’ care for 
residents, with little flexibility for the GP to visit outside of this allocated time.

Theme 2: communication

Communicating between care homes and primary care
Communication with health services was not straightforward, and it was clear from our data that care homes undertook 
a range of preparatory work, before approaching the GP. All had their own procedures for identifying residents 
who should be seen by a doctor. In addition to individual resident care records, some homes maintained a written 
or computerised log that was used by the nurses and carers, to record and monitor health issues in their resident 
population. Staff would also highlight such information during face-to-face shift handovers, and these data would form 
the basis of requests for doctor visits. This was often a challenging time for staff, when they were concerned about 
a resident who may need a GP visit. Staff shift changes tended to occur in the morning, often at the time when a GP 
surgery wanted to receive requests for home visits.
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Within the care home, the decision to request a GP visit is often part of a complex process, taken by the team, and 
involving discussion and collaborative working. Many care home managers stressed the importance of effective 
internal communication within their staff, to build a picture of health concerns that are active or anticipated within 
their resident population. Some of the larger homes were made up of separate units for residents with and without 
nursing care needs. A minority of managers would encourage care staff from one unit within the home to consult with 
registered nursing staff from elsewhere in the home, about a resident’s need for a GP visit. This sharing of expertise 
across the home offered the potential for the development of staff confidence and skills and efficiency. However, other 
homes maintained strict demarcation between units providing different levels of care, and did not encourage such 
interstaff consultation.

Structuring communication
In care homes with a link to a specific GP practice, it was customary for the doctor to schedule a visit to the home on 
a particular day or days of the week. Typically, care home staff would fax a list of residents for the GP on the morning 
of the visit. These lists were often required by a specified time, with practices having varying levels of flexibility to see 
additional patients who were added onto the list later. This arrangement was dubbed a ‘ward round’ by the care homes 
in one particular area, who adopted this hospital-based terminology used by the CCG.

In care homes without a linked GP surgery, the staff would call the relevant GP surgeries with a list of visit requests 
when needed. Depending on the size of the home, this could occur on an almost daily basis. One larger home tried to 
minimise duplication of work by collating the visit requests from all the different units within the home, and tasking one 
specific member of staff to phone the GP surgeries.

Obviously, I spend a lot of time ringing through. Especially first thing in the morning when you’re ringing to do your first lot 
of bookings. It can be Caller 10 and then you’re sat there on hold. It’s like you’re Caller 987. You just think, ‘Have we really 
got time to be just sat?’ You can be doing your notes but waiting. Then you’ve got somebody else’s notes open and you’re 
talking about someone else. Then you end up getting flustered. [I’d like] a direct line [to the surgery], mainly for emergency 
only and initial appointments if you’ve got to get through.

Care home senior carer 1, MD care home 4

Making all these phone calls and even sometimes chasing up prescriptions from the surgery it’s taking lots of time. That’s 
taking my time, my time that I could give to my residents and actually enjoy them better and give them what they need 
rather than spending time on the phone with the surgery. Sometimes this is what is annoying me. My time should be for 
residents. I should not chase up prescriptions.

Care home nurse 1, TR care home 3

Some homes had agreed to use particular communication tools to structure their interactions with the GP surgeries. 
The situation, background, assessment, recommendation or SBAR protocol, for example, was mentioned by a number 
of homes, though only appeared to be in active use in one participating home. A paper form was completed by the care 
home staff, documenting the components of SBAR, to justify requests for weekly visits. This was then sent by fax to the 
GP surgery. The care home staff felt that this was a time-saving approach, as it took longer to communicate with the 
surgery by telephone.

We use the SBAR. On a Thursday, which is his usual day to visit us, we prepare all the information of who he’s going to be 
seeing when he comes here, what the concern is. We fax that off in the morning, so then he can look at the notes back in 
the surgery before he comes here.

Using the SBAR saved them time: ‘it’s very effective with not getting tied up with the phone lines, and trying to actually get 
to speak to somebody’.

Care home nurse 3, TR care home 4

This home primarily worked with two GP surgeries. Only one had agreed that they could use SBAR to request visits 
from them. The other had refused. Again, this care home felt that it saved them time in telephoning to request a 
GP visit.
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I did ask about the SBAR system – ‘Could we just SBAR information across and they could determine whether or not it 
required a visit or a call?’ – but they won’t allow us to do that. We can wait up to 40 minutes to get through to them on 
the line to get an appointment, and when we do get through, we then have to wait for a call back, which can be later on in 
the day.

Care home nurse 6, TR care home 4

Delegated responsibility
When people moved into care homes, the job of asking for a GP consultation passed from either the resident or their 
relatives to the staff. This was accepted and welcomed by the majority, who perceived some benefits to the new 
arrangement. A number of respondents remarked on the speed with which they are seen by GPs, compared to when 
they lived in their own homes, for example. Others were happy to have a perceived burden lifted.

I think it’s a wonderful service. The ease, they make it so easy.

[Before moving into the care home] I could contact them easily enough, but you’d have to wait, possibly, two, three weeks. 
Here, it’s immediate.

Yes. It takes all the stress away. Yes, it’s very, very efficient and easy.
Resident 11

When resident and staff judgements diverged on the need for, or urgency of a consultation, views of the process were 
far less satisfactory. Questions about the resident’s health, seeking reasons for a consultation request or suggestions 
to ‘wait and see’ could all be seen as intrusive and controlling by residents. Care home staff were required to assume 
a gatekeeping role, irrespective of the level of agency exercised by the individual resident. Information was expected 
by general practices, to help the care home staff to make informed requests and enhance the efficiency of the general 
practice. Residents, particularly those with recent experience of the autonomy of independent living, sometimes reacted 
with annoyance.

Then, from the hour of 11 o’clock, while he’s here, he’ll see you but it’s up to the nurse in charge to think, ‘Does it warrant 
you making an appointment with him?’ You know, it might be wasting his time.

This resident returned to this issue later in their interview:

You know, if you want to see the GP, you need to see the nurse and they ask you what you want to see him for? Then they 
will monitor it to see if it’s worth me making an appointment or is it just going to waste their time? So, you get people, a bit 
like myself who think, ‘Well, blow it, why should I bother? I’m never going to get any satisfaction’.

Resident 9

Whether the resident response to staff gatekeeping was positive or negative, they shared a sense of the futility of 
challenging the systems. Using humour to share insights into their situation, this resident talked about relinquishing 
control of medications.

I’m afraid I’m rather like a chicken in a nest. I just open my mouth and they pop I presume the right tablets in.
Resident 17

Information sharing
The interviews explored how health-related information about care home residents is shared between GPs and care 
homes, and the challenges and consequences of different models of information sharing. Three subthemes were 
identified in our analysis – care homes in the dark, technological barriers and informal work-arounds.
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Care homes in the dark
Sharing of information between health services and care homes was a subject that elicited strong feelings among 
interviewees. Care homes sit outside of the NHS, and there are many ways in which their separateness from statutory 
services is made apparent. A perception that they were overlooked in information flows, served to amplify any existing 
feelings of isolation from mainstream care. A consequence of exclusion from the NHS was that care homes had 
developed their own ways of working and their own individual information technology (IT) systems. The homes in this 
study had no access to data from any of the GP software systems, and at the time of our interviews, no direct links with 
the NHS e-mail system. Many participating care home staff felt that they were excluded from an information flow, to 
the detriment of the residents under their care. This also increased the responsibility that they carried, to monitor the 
resident’s health and care.

We don’t have access to System One, so that’s one of our problems. We can’t check out whether, you know, someone’s 
diabetic checks have been done in the last year, that kind of thing. So, you know, we have to keep an eye on things.

Care home nurse 2, MD care home 4

Some suggested that knowledge of residents’ health status and family circumstances helps staff to provide 
appropriate care, particularly for people who have recently moved into the home. One care home in this study 
tried to remedy this information gap, by routinely requesting a full medical history from the GP for each new 
resident, to help them to build a picture of their care needs. This absence of a common health record contrasted 
unfavourably with the access for other healthcare professionals, such as district nurses. In some areas, after seeing 
a care home resident, the district nurses would update their records, which were visible to the GP’s staff. This was 
supplemented by e-mail alerts to notify the doctors of treatments or changes. Without access to NHS e-mail, or 
any local authority social care networks, care homes relied on faxes, post and telephones for information sharing.

Community nurses dealing with care home residents have access to the community side on our EMIS system, and then 
they can just type up their consultations in there. So they let us know via email who it is that they’ve been to see, so 
the information gets passed to the GP and then the GP can make a note of who they’ve seen, and then they can see 
what’s happening.

GP practice manager 1, MD, works with care home 3

Technological barriers
Technological innovation is often promoted as the answer to information sharing. Telemedicine provided an example, 
in our data, of how technology may operate in unintended ways. Telemedicine was up and running for care homes 
in one of our areas, and planned in another. It describes a digital link, both audio and video, from care homes to 
specialist nurses in a local centre. The service is accessible to care home staff, to ask for advice in or out of normal 
working hours. Instead of calling the GP, care homes with the telemedicine service would first consult the specialist 
nurses, who provide advice or recommend a course of action, including transfer to hospital. If GP involvement was 
needed, the telemedicine nurse would then telephone the general practice directly, effectively providing a triage 
service for calls from care homes. In theory, this service was meeting a need for time-sensitive information sharing.

Among primary care interviewees, the introduction of a telemedicine system was welcomed, as it was expected to 
reduce GP workload, by cutting the number of care home visits. However, where it was already operating, it was not 
without problems.

Care homes were ambivalent about the telemedicine service. For some, it was a positive intervention that provided 
easy, direct access to healthcare professionals. The opportunity for less experienced care home nurses to talk with a 
colleague was perceived as a support for clinical decision-making. It also reduced the burden of responsibility felt by 
nurses working in isolation in care homes.

An advantage to Telemeds would be they take the responsibility from you, another nurse has looked at it and said, ‘Well 
I’m taking clinical responsibility for the decision that’s been made’, and that’s very nice because you think, ‘What a relief’, 
but it’s a bit of a waste of time.

Care home nurse 1, MD care home 2
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Telemedicine was also perceived to be of benefit to the residents, providing prompt response to problems.

I think [the telemedicine] worked quite good to be fair because you speak to the nurse. I was on my own one evening, I 
had a lady, symptomatic, she was bleeding, catheter, this and that. She has a bit of pain to it as well. It was towards the 
afternoon now and the nurse said, ‘Okay, [manager], what you can do in the meantime, give her some lukewarm water 
with a little bit of bicarb in it because that will also get the crystals out of the bladder and relieve the burning that’s there 
if nothing else. You can do that after every one and a half hours until the GP turns up with the antibiotics’. Of course, 
honestly, by the time the GP came, the urine was all clear, the burning was a bit better. Do you understand what I mean? 
Because you speak to the nurse, to a nurse and you can have that kind of conversation.

Care home manager 1, MD care home 1

This interpretation of the telemedicine service as providing collaborative, supportive discussion was not universal. Many 
care home staff felt that telemedicine presented an additional layer of gatekeeping, and a barrier to the GP service. 
In one area, care home staff used the telemedicine equipment for all non-emergency contacts, and if care home staff 
called the GP surgery to request a visit, the receptionist would instruct them to use the telemedicine service instead, 
so that they can be triaged by a nurse first. This was seen by some, as the nurse in the telemedicine service replicating 
the clinical decision-making of the qualified nurses in the care home, and by implication, failing to appreciate the skills 
and expertise of care home staff. There was also a feeling shared by primary care and care home participants, that 
the telemedicine service had limited flexibility. They were, for example, unable to modify their processes and respond 
differently to requests from registered care home nurses compared to those from non-clinical care staff.

Our Telemedicine doesn’t work, and to be honest with you, it’s a bureaucrat that has thought that up, not a medical 
person, because why is a nurse asking a nurse to triage somebody? It doesn’t make sense. I can see where, in the 
residential care services where they don’t have a qualified nurse, that it works and they need that layer of professional 
oversight. In the nursing care services, it is an unnecessary impediment [. . .] I’m going to be honest, it is frankly insulting to 
the qualified staff to have another qualified staff [triaging the resident].

Care home nurse 2, MD care home 2

Concerns over the speed of response were common, with homes reporting long waits for a video consultation, taking 
staff away from routine care of residents. The speed and quality of the interaction could be compromised by recurrent 
technical issues relating to the video connection. In addition, the telemedicine nurse was often not a nurse prescriber, 
and the home would then experience further delays for medications to be prescribed, dispensed and sent to the home. 
To address these concerns, one practice had developed an informal understanding with the care homes that they served 
and encouraged them to bypass the telemedicine system and make direct contact with the GP.

In the area that does not currently have a telemedicine service, one of the local GP consortia had plans to set one up. 
This was welcomed by care home staff, who felt that the existing GP service was not responsive to their needs, and 
they had no alternative sources of advice or support.

In other cases, technology was available, but not universally accepted. For example, some GP practices had laptops 
that they could use during home visits, allowing them to access and update patient data during care home visits. 
Although this offers the potential for time-saving and enhancing the accuracy and completeness of records, use of 
mobile technology was not embraced by all. Technical challenges were cited as reasons for not adopting technological 
solutions, but this may have masked a reluctance to change long established practices.

I don’t use the laptop, no. I don’t use the laptop at all. I don’t do that. I don’t know- It’s possible that some of the younger 
doctors do who are a bit better at IT, but I don’t use the laptop. I go with a printout. I’m a bit old-fashioned – probably 
really old-fashioned. I look at the notes before I leave, I print out the notes and I take them with me and then I come back 
to the surgery, type everything in, do everything that needs doing. [. . .] I think it’s quite difficult to get a signal, so then it’s 
useless. You take your laptop, you can’t link into System One, therefore, you can’t access the records. [Int: Oh, I see. Then, 
you’re stuck aren’t you?] The thought of doing that would fill me with dismay. So I print it off the old-fashioned way.

GP 1, works with TR care home 2
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Informal work-arounds
It was far more usual for data to be shared between care homes and the NHS using older modalities, most often paper, 
sent by post or fax. This approach was open to errors and delays, and viewed as outdated by homes who had already 
incorporated technology into their care practices. The maintenance of faxes within the NHS obliged care homes to 
communicate in this way, however reluctant they were to use a system that was cumbersome and potentially insecure. 
Old technologies could also be useful for care homes, to circumvent barriers put in place by external systems, and help 
to speed up access to services. However, with the scheduled removal of faxes from the UK NHS, this is set to change in 
the short to medium term.

At the moment, my biggest frustration is we have to fax everything. Who uses faxes? I just think we should have moved 
beyond it. We should have access to NHS Net and we haven’t. So if it’s all about security, give us access to NHS Net and 
we’ll send it that way. If it’s all about organisation, surely you can deal with emails. A big organisation like [GP surgery 
group], they’re the second biggest practice in the country, they should be able to deal with emails. It shouldn’t be that 
difficult but we’ve had ongoing discussions, ‘At the moment, please fax them, that’s our system’. So the fax machine I think 
literally just pops out into . . . it’s in the right room for them to organise and NHS Net is person specific and if that person is 
on holiday, how are we going to access it. So it is difficult for them, I get it but it isn’t helpful for us to organise ourselves to 
send a typed fax. So I’ve got nurses who have got access to PCs on their units, we use fully electronic systems, they could 
email the list through, not a problem but no, they have to handwrite it and then they have to bring it down to admin to 
type and then the admin has to go to the fax machine and send it through.

Care home manager 1, TR care home 3

Our data provided many examples of occasions where the GP and care home staff developed an informal agreement 
about how to share information, to circumvent the established system. These arrangements depended on established 
working relationships and stability of staff, to follow that informal protocol. For example, some care homes had 
agreements in place with specific GP surgeries that they could fill in and fax an SBAR form to structure their requests 
for a GP visit. This is a tool often used in hospitals that guides communication between care professionals. Care homes 
would fax a request to the GP, which met their requirement for information and avoided the care home spending on the 
telephone waiting for the GP practice to answer. Such initiatives worked only if both care homes and general practices 
were on board, with GPs sometimes the ones resisting change:

I did ask about the SBAR system – ‘Could we just SBAR information across and they could determine whether or not it 
required a visit or a call?’ – but [the GP surgery] won’t allow us to do that. We can wait up to 40 minutes to get through to 
them on the line to get an appointment, and when we do get through, we then have to wait for a call back, which can be 
later on in the day. If an admission is required or if a visit is required, we then have to wait until the following day or we just 
have to directly admit to hospital. So, it’s a long, drawn-out affair, where it takes a long time to get them organised.

Care home nurse 1, TR care home 6

There were many examples of patient information being generated and shared routinely, for example, in one urban area, 
when a resident is discharged from hospital a new care plan is generated by a nurse at the GP practice, and sent out to 
the care home. Informal arrangements were often in place between GPs and the care homes they served, ensuring that 
new residents were made visible to primary care services and put on their ‘ward rounds’ of the home.

The other thing that used to happen is that patients used to be registered with the practice and I wouldn’t know, for 
several months down the line so I’ve specified that any new patient’s registrations, they put on the ward round so the 
following Wednesday, they get put down on the ward round. The other thing is notification of deaths, so they’ve got to fax 
those across and also any hospital discharges. The biggest gripe that I have is that the hospital is very good at providing 
a paper discharge to the home and yet, you know, two months later, I still have nothing from the hospital, electronically. 
So, quite often I rely very much on them and they tell me, ‘Oh so and so’s just been to hospital’, and I’ll say, ‘Well give me 
the discharge summary, photocopy and bring it back across’. So, it’s a much more pro-active because if we waited for the 
electronic discharge summaries, I’ve never seen them. So, that’s a little bit of a thing.

GP 1, works with City care home 1
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These informal practices of sharing information ensure that community services – care homes and GPs – are keeping 
each other up to date, when they know there are many gaps where information can go missing. It is also worth noting 
that in some cases, the informal (paper-based) sharing was much faster than the electronic-based processes. Practices 
without a formal or longstanding link with care homes tended not to have any information sharing protocols, either 
formal or informal. Information sharing was viewed as a benefit for organisations delivering care to older residents, 
whether care home, primary care or other community-based care. However, too often, it was not clear who should take 
responsibility for ensuring that information is shared across these organisations, let alone acted upon.

Theme 3: relationships

The formation and maintenance of effective working relationships between care homes and GPs was expected to be 
an important influence on the primary care received by residents. Our data suggested that relationships were shaped 
by several factors, including regularity and duration of contact, the motives and interests of each party and different 
approaches to care. Trust was a key factor for all relationships, but needed time to develop.

Contact: continuity and longevity
An enduring relationship, based on regular contact with the same people, was felt to promote effective working 
between general practice and care homes. Staff in areas with a formal arrangement to link care homes and general 
practices, expressed support for continuity and longevity of working relationships. In these geographical areas, care 
home staff and GPs were more likely to have invested time in getting to know one another, and their narrative revealed 
an ability to have an easy, comfortable dialogue. When relationships between care homes and general practices 
were perceived to be positive, this also seemed to influence views of how well the other organisation cared for the 
resident, and promote a feeling that everyone is working towards a common goal of high-quality care. Good working 
relationships were particularly evident in the responses to care home actions. For example, requests for a doctor to 
visit, or a care home’s management of resident ill health, were less likely to be questioned. Such smooth processes and 
reports of good relationships were generally more common from areas with a linked or named GP.

In cases where contact between care homes and GPs was irregular, or where a number of people in either setting 
needed to interact over resident care, then the relationships were perceived to be less positive. Infrequent contact 
was linked with a limited understanding of each other’s organisational needs and pressures. This meant that when a 
challenge arose – negotiating a GP visit when the surgery was particularly busy, or care home staff failing to co-ordinate 
information for the visiting GP, for example – tensions would rise. This had the greatest potential to be disruptive in 
areas where working relationships were neither well established nor strong.

Staffing emerged as a key influence on the frequency and quality of contacts. GPs highlighted the difficulty in building 
up working relationships with care homes whose staff were more transient than others. Some care homes relied on 
agency staff to fill gaps in their schedules. Compared to permanent staff, agency workers would inevitably have less 
in-depth knowledge of residents’ health needs and care home working practices or expectations and protocols from GP 
surgeries. The GPs also reported limited opportunities to build a working relationship with agency staff and uncertainty 
about whether they could rely on their record-keeping.

Motives and interests

Caring
Caring about residents was perceived as an important characteristic by all parties, and a powerful influence on working 
relationships. Whether it was GPs or care home staff, investing time and demonstrating interest in residents as 
individuals promoted positive interactions and respect from colleagues.

[Int: How is your working relationship with the GPs that you deal with here?] It’s good because they care about the person 
in front of them. We care about the person who’s in front of them. Because we’re both coming from that same position, we 
just want what’s best, it’s absolutely fine.

Care home manager 1, TR care home 3
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When GPs gave the impression that they were not hurried or distracted during care home visits, the staff perceived 
them to be willing to work collaboratively and be more approachable. Doctors who gave time to the care homes in 
this way were able to anticipate care needs and make plans, rather than reacting to urgent problems. This proactive 
approach was preferred by care home staff. GPs were appreciated where care home staff felt they were providing a 
level of service above the minimum they needed to deliver. Care homes actively wanted to work with the GPs who 
engaged with staff and residents, and help as much as possible.

In contrast, a perception that the GP had little interest in the health care of older people had an adverse effect on 
working relationships, with care home staff commenting that some doctors seemed to see care homes as a burden. 
GPs could appear to be reluctant visitors to the care home, in a rush, or pre-occupied with other work. Care homes felt 
that interactions with these GPs were more challenging. These are two of the many examples in our data of negative 
perceptions of time poor, or disinterested GPs among care home staff.

Then, we were allocated another GP, who shall remain nameless, who wasn’t very committed, I didn’t think. She once came 
to do a ward round, and said, ‘We need to be quick because I have got people who need to see me’. I remember saying, 
‘What are you dealing with now, tins of beans or cardboard boxes? You will spend the time you need to spend here to see 
all the residents. I am not bothered about how many calls you have got on your list. My priority is the residents’.

Care home manager 1, City care home 1

I know that with [GP] and [GP2], you feel that they generally have compassion there for the elderly people. Whereas some 
of the other GPs, because they are in a home, it’s like, ‘Well, they are in a home’, type of thing. Sometimes they have that 
attitude. You can see when they come in. They are not happy to be here. You can tell. You can sense it when they come in.

Care home manager 1, MD care home 3

Meeting the expectations of professional carers on either side of the primary care/care home divide was key to 
developing mutual respect and appreciation. GPs who were responsive to requests for a visit, or providing telephone 
advice, were talked of with enthusiasm and affection. GPs were critical of care homes that they felt were making 
unreasonable demands on their own scarce resources, for example, with requests to visit to assess residents with mild 
or self-limiting illnesses. However, it is important to acknowledge that none of the interviewees reflected on whether 
the responsive GPs were providing superior or efficient health care, compared to their colleagues. Similarly, the GPs 
made no suggestion that care homes who made frequent requests were necessarily providing poor care.

Ensuring that care homes and general practices knew what to expect from each other, and understood each other’s 
ways of working, promoted good working relationships. Repetitive or regular patterns of activity, with the same 
staff, helped the system to work smoothly. Some GPs expected care homes to prepare for their visits by taking 
clinical measurements, for example, or preparing a clear history to relay to the doctor. Care homes that worked with 
several different surgeries had to learn the individual routines and preferences of each practice, which could be 
time-consuming.

[Int: How did you develop that trust between you and the care home?]

I think it’s the fact that they tend to have the regular staff there, and we visit regularly, so we’ve built up a good rapport 
with them. They know that we like them to do certain things before we arrive, so they just automatically do it now. They’re 
really good, and they genuinely care, and they know their patients. It makes a big difference.

GP 1, TR, works with TR care home 6

Advocacy
Care home staff asserted their expertise and knowledge of resident care, to secure what they thought was the correct 
service for the resident. Staff intuition, familiarity and tacit knowledge of the resident all strengthened their advocacy 
role, as they tried to secure the best health care for the resident. Some described having to ‘convince’ GP staff that the 
resident needed a visit, and many found interactions with GP receptionists to be particularly difficult. However, care 
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home staff were also clear about boundaries. They appreciated their opinion being taken into account by the GP, but 
they were not trained to make clinical decisions.

The importance of such advocacy was emphasised by the trust placed in care homes by relatives and friends of 
residents, who generally had little direct contact with general practice. A sense of relief was apparent, at being able to 
hand over the responsibility of co-ordinating and attending GP appointments to the care home staff, often after years 
of managing these tasks themselves. For them, the important relationship was with the care home, and not with the GP 
or the practice. The care home staff were perceived to be better placed to liaise with the doctor. Accepting that they no 
longer had responsibility for co-ordinating services for the new resident, or knowing exactly what is happening to them, 
was difficult for some relatives. For others, the desire to maintain their central role in the resident’s life was hampered 
by work commitments or geography.

For care homes, working with families was an integral part of how a home cared for a resident. Many homes made 
particular efforts to maintain relationships with residents’ families and ensure that they were closely involved in the 
resident’s care. The home would notify the family when a GP visit had been arranged and respond positively to family 
requests for a GP appointment, for example.

GPs attempted to involve the family in decision-making, particularly in emergency situations, such as at the time of a 
hospital admission, but less often for routine reviews. Family members were acknowledged as being helpful in providing 
information about a resident’s health directly to the GP, or via care home staff. They could also be influential if they 
disagreed with treatment decisions, as they were able to argue with an authority that care homes could not match.

Relatives who described having regular contact with a resident’s GP, often belonged to the same GP practice. 
Sometimes this was a coincidence, but in other cases, relatives had made a decision to register the whole family with 
one GP surgery. In these cases, the care provided was appreciated as a traditional model of family-based GP care. 
However, relatives acknowledged the advocacy role performed by the care home, and practical benefits of having 
dedicated staff to deal with the bureaucracy of accessing health care.

The challenge of poor relationships
For care homes with suboptimal relationships with local GPs, the process of requesting and gaining agreement for 
the GP to visit was a source of concern. Their interactions with GPs were described using the language of battle, and 
they reported a perception that GPs would visit only when unavoidable. Care home staff in this situation described 
being questioned on how urgently the visit was needed, and on their decision-making around the request. In care 
homes without nursing, staff stressed that their ability to assess residents’ need for health care may be no better than 
any other member of the public. Rarely, care home staff who found themselves struggling secure a GP visit, resorted 
to suggestions of involving outside agencies such as regulators, the CQC or safeguarding authorities. Wielding such 
power to try to compel the GP to visit was successful in achieving short-term ends but did nothing to promote working 
relationships. Few GPs spoke at length about this, but the minority who had experienced such conversations reported 
feeling that they had been attacked on a personal level.

I’d say that the challenge for us both is we probably don’t realise or understand what we both do. And that probably is 
then a barrier because we sometimes maybe expect too much of each other. If we knew how much work we both had. . . 
I’m sure they’re the same, I don’t know. Then, rather than demanding such things now, you could just appreciate what 
kind of position we’re in, if that makes sense. [. . .] [For example], you’ll get care home staff members ringing up and maybe 
there’s an item that’s been missed off their prescription. I get the feeling that maybe they’re under pressure in the care 
home sometimes. They always come out with, ‘Oh, if we don’t get this prescription . . .’ They’ll mention our CQC are going 
to come out to us and do this, this and the other. But then they come across in an aggressive tone. That’s probably due to 
their pressure, but then our receptionist won’t see it like that. And, before you know it, they’re arguing with each other and 
the issue’s not getting solved at the end of the day. Whereas, yes, if we had better relationships and understanding, then it 
may not, I don’t know, go to that.

GP practice manager 1, MD, works with MD care home 2
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For their part, doctors admired care home staff who demonstrated a caring attitude towards residents, and gave an 
impression of being professional and efficient. Such mutual respect appeared to facilitate working together and tackling 
challenges, such as difficult conversations about future care with residents and families. Time allocated and ring fenced 
for care home work was an important factor in the type of service that GPs were able to deliver.

Trust
Trust is essential in health and social care, but seldom defined and often unacknowledged. It is a broad-ranging concept, 
understood to relate to both individual and institutional factors. In care settings, trust in structures and processes 
is implicit, but essential as it provides shared norms for interaction. Trust also underpins collaborations, enabling 
participants to agree on what they are trying to achieve, and maximise the potential of all partners. In the data from 
this study, trust was interwoven through the narratives of all participant groups, but not the subject of any explicit 
discussion. Subthemes were identified around the importance of the individual, respect for staff expertise, trust 
promoting efficiency, and the role of continuity in developing trust.

Trust in individuals
For many of our interviewees, the primary care system was only as good as the individuals involved. However well 
designed and organised the system, interested and competent healthcare professionals were needed to staff it. Care 
home managers highlighted their reliance on individual doctors, and some pointed out how fortunate they were with 
their current GP.

Informally, yes, [GP services for this care home are] working fine. We’ve been fortunate in terms of the person we’ve got. 
Formally when you remove, I suppose, the variances, it’s not a satisfactory arrangement as a formal arrangement. Because 
if she retires or what have you, or leaves and they replace her with someone who is less cooperative, amenable, thorough, 
it might not work quite so well.

Care home nurse 2, MD care home 2

But I think, you know, if [GP] was to leave, I’m not sure that we’d get the same service. I think that everybody, if all the 
nursing homes had that same [GP] I’m pretty sure that you know . . . It is him really, you know at the end of the day.

Care home manager 1, TR care home 1

Respecting staff expertise
Respect for the expertise of staff in different organisations was seen as essential to developing trust. General practices 
relied on care home staff assessment of residents and judgement on the need for a GP to visit. Care homes were 
aware of the need to maintain trust with their GPs, and they emphasised that they did not want to waste GP time, or 
exaggerate the severity of a situation to secure a visit. However, they also wanted a GP to make the best decision for 
their residents, and take staff views into account, when relevant.

The GPs that we deal with, because they recognise what we need to deal with, and we have some understanding of what 
their issues are, we can meet in the middle and work together for the benefit of the residents, really. That’s what’s good. 
That’s what good. So the GPs actually listen to us. We’re not just staff, they actually listen, and they’ll ask us, ‘And how’s 
[Respondent] today?’ ‘How do you think, [Respondent]?’ ‘Well, actually yes, this is . . .’ ‘Really?’ ‘Yes’. ‘Okay’. And they’ll 
take that on-board. That isn’t the only criteria for making their decision, but they will really listen to you because they 
understand that we spend a lot of time with these people, so we know those people really well. And that’s been so helpful, 
I can’t tell you. [. . .] [The GP and I] built up not only a really good working relationship, but mutual respect for – I have 
respect for what she does, she has respect for what we do. Not just me, but I mean, what we do in this home for people.

Care home nurse 2, TR care home 2

Where trust had developed between staff groups, there was greater flexibility in the response to requests for visits or 
potential treatments. For example, a GP who trusted staff judgements might be more likely to respond promptly, or 
provide advice over the telephone. An established relationship also meant that GPs may act on the care home staff’s 
assessments and prescribe medications for infections. This was most often referred to in the case of suspected urinary 
tract or respiratory infections. GPs’ willingness to trust the judgement of staff was taken as a marker for care homes, of 
the strength of their relationship.
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We’ve got people on long-term conditions that don’t trigger any odd behaviours but sometimes if they get a UTI they can 
be hitting out, they can be so agitated, unable to articulate what it is that’s the matter with them so it’s really important 
for us to have a good relationship with the GPs where we can say, ‘Please do not send this off to the lab and make us wait 
another 24/48 hours before you’ll start because this is not just you or me out in the community where it’s reasonable for 
me to say, “I actually don’t know if you’ve got a UTI, let’s do a test and confirm before I give you antibiotics”’.

Care home manager 1, TR care home 3

The consequences of relationships that were apparently lacking in trust could be serious for both care home staff and 
residents. If care home staff were mistrustful of a clinician’s judgement, this could adversely influence residents’ care. 
For example, sometimes GPs preferred to prescribe over the telephone, instead of seeing a resident. If staff remained 
concerned, they might then call the urgent care team, or even an ambulance, despite knowing that hospital may not be 
the best place for the resident.

It can be really frustrating when the GP won’t come out, wants to prescribe over the phone, and it’s something that we find we’re 
powerless with. [Int: How do you tend to manage that? If a GP says, you know, ‘I want to prescribe over the phone’, and won’t 
come out, what do you tend to do?] Well, you’ve got to, if it was something that you really felt concerned about, and you weren’t 
happy, then we would just say to the GP, ‘Okay, we’ve asked you to come out, and you’ve refused to. We’re now going to call 
the urgent care team, and we’re going to call, send this lady to A&E because we’re not happy with the diagnosis that you made’. 
That’s what you would do in the best interest of the resident. That doesn’t promote good relationships with your GP.

[Int: What would happen if [the GP] did refuse to come, what would you do?] Dial 999. Then they’d log that as an 
inappropriate use of 999 and we’d say, ‘We didn’t have a choice, unfortunately’. Sometimes you’ve got to take the hard line 
in order to get people to realise what’s actually going on.

Care home manager 1, City care home 2

A minority of care home staff went as far as questioning the training, ability or interest, of some GPs to care for the care 
home population. This was particularly apparent in complex situations, and those involving specialist end-of-life care, 
where care home staff lost trust in the decision-making of the GP.

Continuity and trust
Continuity is written about elsewhere in this report. Relational continuity was also a key factor in the development of 
trust between care homes and practices.

[The GP and the care home staff have] built up a relationship, because they’re seen face to face on a regular basis and he 
certainly knows them. He knows them inside out. I think it has been a very positive thing, because he knows what they 
need and he’ll instigate . . . if you say, ‘Oh, they’re asking for this’, he knows straight away: yes, they do need that. No, they 
don’t or . . . they’re just asking you for this because of that. And he knows them so well.

GP practice manager 1, City, does not work with a care home in this study

I think a lot of it is down to basically, again, down to trust, and knowing, I think because you see the same GPs, and the 
GPs see the same staff and what have you. You know, you build up a relationship within that as well. When [GP1] comes 
we end up talking more about flipping under-21s rugby and stuff, but there is that personal professional relationship.

Care home nurse 1, City care home 2

Continuity is most often considered in relation to primary care, but it is also important to acknowledge, that for visiting 
GPs, continuity in staff relationships is also important.

[The care home I work with has] got a ground floor which is supposed to be residential, top floor is supposed to be 
residential-ish and the second and the ground floor are more nursing. But, what was happening is that nobody was 
actually . . . there was no joined-up thinking. So, when I was going on my own and passing over to the carer, because the 
carers change every week, nobody was documenting anything and it was just getting . . . I was like, this is ridiculous, I’m 
speaking to myself here.

GP 1, works with City care home 1
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Where trust was established, decisions about resident care were more likely to be shared between care home staff and 
GPs. This was of great importance to the care home staff, who valued their opinions being heard. They also felt that care 
planned and negotiated in this way would be in the best interests of the resident. Trusting relationships fostered open 
conversations, which were respectful and avoided conflict.

The GPs are good, the chap who has just phoned me now comes on and he just gives you his first name and you think, 
‘Is this a doctor?’ you know, he’s really approachable. He’s just talked to me at length about the symptoms this lady is 
experiencing and the stage we’re at now and asked if I’ve contacted the family, all the practical things that you’d do. He’s 
said, ‘I’m going to come out now, I’m going to have a look at her’, he’s an excellent doctor.

Care home nurse 1, MD care home 2

Continuity and trust were also associated with enhanced efficiency. Knowing each other, and the residents they were 
looking after, avoided the need for lengthy explanations about resident or the home’s routines. Such familiarity meant 
that conversations were concise and an efficient use of time.

[Int: How would you describe the relationship that you have between you and those nursing homes – well, all of the 
homes?] Good, because obviously we know the staff now. They ring up, they know, like ‘It’s such and such from [care home 
1]’, and you can obviously build up a relationship because you speak to them regularly. [Int: And you said that it wasn’t 
always like that?] They used to just ring up every day and put loads of people on and request visits every day for people. 
[Int: Right. How did you find that?] Chaotic. [. . .] For me, I think the care homes are more . . . we have a more structured 
approach to them. [Int: Right. How did that come about?] I just think that the volume of patients that we have, we had to 
think how we could really benefit from. . . time wise as well, how we could benefit and what’s best for them, rather than, as 
I say, being back and forth all the time, different doctors going in not really knowing the patients.

GP reception manager 1, City, does not work with a care home in this study

Theme 4: medications and care homes

Medications were not a specific part of the topic guide for our in-depth interviews. It is a measure of the importance 
of the topic that participants chose to share their experiences and views. The average care home resident has six 
medical diagnoses and takes an average of eight medications per day. Managing a care home resident’s medication 
is complex. It involves care home staff keeping accurate records, giving medications out at the right time, ordering 
repeat prescriptions, and checking for mistakes. It also needs regular contact with prescribers, usually GPs. When this 
complexity is combined with staffing pressures in the sector, it is not surprising that medication errors are common. An 
influential research study that looked at this topic in 2009, suggested that on any one day, 7 out of 10 residents might 
experience medication-related errors.64 These errors ranged from doses being missed, or given incorrectly, to the wrong 
medications being given out. In some cases, the errors had the potential to cause harm. The CQC has also said that 
medicine management in care homes continues to fall below expected standards.65

Much of the attention on improving medication management for care home residents has adopted the perspective 
of healthcare professionals from outside of care homes. The aim of this study was to understand the experiences and 
perceptions of medication management inside care homes. As expected, interviewees described a complex web of 
influences on medication management in the care home setting. Three subthemes are highlighted below.

Dependence on the National Health Service
A key external influence was the dependence on the NHS. Robust care home processes could falter, waiting for timely 
responses from other services, with resulting delays and duplication of effort. Prescribing of medication by NHS 
prescribers presented many challenges, but making changes to medicine and communicating these changes was by far 
the most common. A lack of information about the clinical reasoning behind any changes was a source of frustration for 
our care home interviewees; it is also a potential area of weakness that could allow mistakes to be made. The frustration 
expressed by this care home manager and description of delays by the care home nurse were typical of a number of 
our interviewees:
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Sometimes, a doctor may decide to reduce somebody’s medication, which could arrive five o’clock Friday teatime. We get 
this prescription where, ‘What’s this? What’s going on?’

Care home manager, MD, care home 3

The nurse practitioners will say, ‘Oh yes, maybe that’s a good idea. We can start a particular resident on certain 
medication’. Then they’ll say, ‘Oh no, we won’t be able to say anything more now. We’ll go back and discuss it with the GP’. 
There are situations where they’ve never got back to us. So it’s like, you know, they’re just acting like a mediator.

Care home nurse 1, MD, care home 4

Empowering the resident
Current NICE guidance suggests that care home residents should be supported to administer their own medications if 
they are able. In this study, most residents had their medicines fully managed and administered by care home staff. This 
was disempowering for newer residents. But more importantly, it may be a missed opportunity to involve residents in 
their own medication safety. This resident sums up her sense of disempowerment.

Well, the senior staff give us our medication. It’s not given to us to do ourselves. Because, when I first came, I wasn’t on any 
medication. Then I started [on some], I said, ‘Well, why can’t I do it?’ They said, ‘Oh no, we couldn’t let you have it’. ‘Ha’, I 
said, ‘I’ve looked after 25 children [when I managed a nursery]. I’ve even given them medication, and now I can’t give my 
own medication?’ I couldn’t understand it, really.

Care home resident 1, TR, care home 2

Pharmacists in care homes
In this study, a majority of care homes associated pharmacist input only with the dispensing and checking of care home 
medications, with only a few exploiting pharmacists’ expertise beyond their dispensing role. This suggests that the 
moves to increase pharmacy input into care homes may be beneficial.

Communication and systems for sharing information between care homes and the NHS are clearly crucial to improving 
care relating to medicines and medicines’ management. Finding ways to enhance communication and standardise 
protocols and practices would benefit care homes and residents. This analysis supports moves to increase pharmacist 
input into care homes but suggests that work is needed to increase understanding of their potential contribution.

(An extended analysis of our data on medication management and care homes is available in a separate article, 
referenced in Appendix 2.)

Theme 5: finances

Cost shifting
Discussion among primary care interviewees was explicit about how the burden of care and costs had been shifted 
from hospital to community. Care home residents were felt to generate a significant amount of work for GPs, but attract 
only a small capitation fee, in contrast with the much higher cost of hospital admission. A general rise in the intensity 
of residents’ care needs over time was noted by a number of GP interviewees, and an increasing number of older 
people were being admitted to care homes for end-of-life care, prompting comparisons between care homes and acute 
geriatric wards. This GP summarised the shortfall in resources as he saw it:

You know, because [name of care home] specifically, is not far off – parts of that are not far off from an acute geriatric 
ward at a hospital. And that’s where we’re at, and suddenly for, in effect, £85 a year, you have 30 patients on a wing there 
which are complicated, dying, bedbound, and you compare that to the finances of hospital where an admission is £2,000. 
That is the challenge, and the challenge for GPs is try to be proactive, but actually financially we’re trying to run a practice, 
run a business, and you sort of say, ‘If these patients employed someone like [name of specialist nurse], it’s not – unless we 
get funding externally, it’s not in any way cost-effective’.

GP4, MD
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The potential of different models
Funding of GPs to provide dedicated time for care homes was acknowledged as costly, but potentially money saving 
for the wider system. In addition, diversification of the workforce, using specialist nurses from practices to deliver 
primary care in care homes, for example, was thought to be both effective and cost-effective. Other teams – such as 
the team from the hospice – were also seen to have a role. General practice staff perceived a need for an appropriate 
contractual mechanism to support practices to provide decent care. Organised, dignified care, it was observed, needs 
appropriate funding.

Austerity and the wider context
The influences of the wider political and policy context were evident in narratives of some of the GPs in particular. A 
shortage of funding had a pervasive effect on morale in primary care and was placing increasing demands on individuals 
and services. Heavy workloads cause stress, sickness and burnout, and generate a need to fund temporary staff 
replacements, which increases costs. Local senior leadership within health care was seen as unsupportive and transient, 
there to fix a problem rather than develop a long-term plan. The care home industry was also perceived as part of the 
problem – profit driven, and able to operate without considering the ability of primary care to respond. The opening 
of a large home, for example, would have a direct impact on practice workload and income, but GPs felt that this was 
happening without their involvement in the decision-making process.

We’ve had a new Chief Exec parachuted in to the PCT, PCG, CCG’s every three years, who’s been brought in to kick the 
place into action. We’re just surrounded by permanent negativity from that point of view. There’s no money. We had a 
difficult relationship with the hospital who sits as an island themselves and don’t partake, they play the system for their 
own means. Which basically means they get payment by results, so they’ve had rising income year on year on year, for the 
last umpteen years, soaked everything in and their community has just been starved.

From our own business model point of view, the hospitals works very well. But, have they been helpful to the community 
and the health economy as a whole? No. It’s not in their interest to bother about the community because they get paid 
for their admissions. Then the CCG gives them control of the community nursing budget. So there’s some really bizarre 
decision making going on. Sorry, I’ll stop moaning.

GP 2, TR, works with care home 6

Engagement with commissioners

We put five key areas from our findings to commissioners (listed below), in informal conversations. The intention was to 
capture their ideas and impressions of how our findings may be useful in their work.

1.	 Relationships, trust and continuity
2.	 Size of general practice and quality of care
3.	 The ‘ward round’ model of general practice visiting for care homes
4.	 Specialist nurses for care homes
5.	 Telemedicine

Commissioners noted the changing needs of residents over time, and the ways in which they are becoming more 
complex, dependent and vulnerable than in previous years, as populations age. They also highlighted the fallacy of 
talking about care home residents as if they are a single, homogeneous group, in contrast to considering people as 
individuals. Commissioning for outcomes was raised as an ideal, while acknowledging that current practice is all 
about processes.

Primary care networks

Primary care networks were seen by all commissioners as pivotal to the future success of care home health care. The 
new collaborations of practices offer a critical mass of skills and manpower to provide support to care homes. The 
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structure of primary care networks was also perceived as a more sustainable way of supporting the ‘ward round’ or 
scheduled visiting model of primary care. The continuity and certainty that comes with a larger, flexible workforce was 
mentioned as a way of building trusting relationships, and also as a potential vehicle for delivering personalised care.

Contracting and commissioning

Contracting was acknowledged to be a potential barrier to the provision of good-quality or innovative care. This 
extended to GP contracting, particularly in relation to the disquiet in GP communities after the Vanguard programme, 
and roll-out of EHCH. However, most concerns related to the relationship between care homes and local authorities, 
and the challenges faced by NHS commissioners who wish to influence the services. Regulation and inspection 
generate suspicion and mistrust, and provide a poor basis for care quality development. Care homes may be in 
discussion with local authorities and CQCs, for example, but the GPs and CCGs could have slight priorities and different 
goals. A unified message across organisations would be helpful, and enable health care to broaden its influence.

Finance and continuity

Finance was acknowledged as an important influence on continuity. Releasing funds to support primary care in care 
homes is essential but without it, GPs are reluctant to take on the extra work proposed. When care homes are not 
well funded, they struggle to attract and retain staff, keeping standards low. Continuity of care within the home is also 
important for enhancing the quality of care, making continuity a commissioners’ issue, too. One summed up the ideal 
state as ‘continuity based on need’. When relationships are trusting, for example, and regular visits are ongoing, staff are 
reassured and less likely to act on their anxieties and make inappropriate use of NHS facilities.

General practitioner scheduled visiting for care homes

Commissioners noted two crucial ingredients to support GP visits, continuity and information. Predictable visiting time 
is helpful to care home staff, who are working in a complex environment. Secondly, the staff mix of the ward round is 
important, with care home staff who are familiar with the residents. Visiting GPs need to know the patient, or be able to 
access relevant history and current health information, to optimise care and avoid unnecessary referrals.

Technology

This was an active area of work for commissioners. The role of technology was emphasised as complementing an 
existing robust and trusted care model. A trusted environment in care is essential, and the potential for technology to 
detract from this and take staff away from their main focus (the resident) was acknowledged. Technology that tries to 
supplement or replace basic care provision was seen as problematic, and likely to lead to the breakdown of relationships 
between sectors.

Nursing services for care homes

Commissioners were keen to clarify the different models of nursing care for care homes, and emphasise the importance 
of a dedicated commissioning model. They distinguished two models: (a) specialist nursing advice, for example, palliative 
care, who will provide care and advice irrespective of where the patient lives, and (b) community nurses or matrons who 
make planned visits to care homes. Understanding where a service sits was seen as crucial, as services could get pulled 
into secondary care. The ideal model was dedicated to this sector, and integrated within it, and often described as ‘wrap 
around’. Services that were ‘add ons’ were perceived to be more likely to break down. One commissioner talked of a 
whole neighbourhood model, involving all professions and flexible enough to respond to different neighbourhood and 
communities’ needs. Joint commissioning of services with the local authority was one way of achieving this.
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Past failures were discussed. These included a failure to be sufficiently collaborative, and the way in which community 
matrons were unable to maintain a case management approach as they moved into more specialist roles. Community 
matrons were also perceived to struggle to work with practices and be left out in the cold, while district nurses were 
inevitably task-orientated.
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Chapter 5 Analysis of primary care data

This component of the study has been revised. The original proposal was to conduct a detailed analysis of data 
from a total of approximately 4000 care home residents, drawn from three geographical areas. The intention was 

to investigate the impact of changes in ways of working introduced by the NHS England Vanguard programme. Three 
events prompted changes to this study. First, access to the planned data source was withdrawn, and that research 
resource has almost complete coverage of the geographical areas specified in the study. Second, the NHS Long Term 
Plan committed to rolling out the EHCH framework between 2020 and 2024. This introduces many of the proposed 
primary care/care home Vanguard changes across England. Finally, the COVID-19 pandemic was associated with 
significant changes in ways of working in UK general practice, and access to care homes for health professionals. An 
increase in remote working and use of telephone and digital consultations was rapidly introduced and, in many cases, 
has persisted.

The revised study (described below) uses a research data set that typically contains primary care records of over 
200,000 care home residents in any 5-year period. Analysis of a large, representative data set will provide a national 
overview but loses the direct geographical link with the qualitative work and clusters of practices. However, we found 
substantial heterogeneity in ways of working within and between the three geographical areas in our qualitative study 
(see Chapter 5), and limited evidence of systematic change in the two Vanguard areas. Hence, we anticipated that our 
original, smaller-scale analysis would not have supported any definitive conclusions.

Our qualitative and survey work within this project has highlighted factors that are likely to be associated with 
better quality and experiences of primary care in care homes. Larger practices were more likely to adopt working 
practices thought to be associated with higher-quality care. These included the provision of scheduled visits, taking 
part in multidisciplinary team meetings and facilitating specialist nurse input into care homes. Implementation of the 
EHCH into practice will inevitably have proceeded at different rates in different geographical areas and is not due for 
completion until 2024. A number of changes were specified in 2020 contracts, the impact of which may be evident 
in data from 2021. These included the provision of a clinical lead for each care home, weekly home rounds and 
identification of residents for multidisciplinary team review, holistic assessment on entry to a home and development of 
care plan, and prioritisation of residents for structured medication reviews. These changes introduce more preventive 
and anticipatory care, which could be expected to increase the number of primary care contacts, but reduce urgent 
referrals and some polypharmacy.

The aim of this study is to compare primary care processes over time in care homes, before and after the introduction of 
the EHCH framework, and in the context of the coronavirus pandemic.

Methods

This study used data from the Clinical Practice Research Datalink (CPRD) database. This is a longitudinal data set of 
primary care electronic health records (14.8 million individual patients), drawn from 1473 general practices. Data were 
analysed from the April 2022 release of data. Care home residents were identified using SnoMed codes listed in Report 
Supplementary Material 4. Of the 54 codes specified, 3 (lives in a nursing home, lives in a care home, died in a care home) 
were expected to identify approximately 75% of cases.66

We extracted data on two samples of care home residents who contributed person time to Aurum for all or part of 
2019 or 2021, with neither a record of death in CPRD nor an end of registration date before the beginning of the study 
year. (In other words, registration started on or before January 1 of the target year and ended after January 1 of the 
target year.) Patients were included if they were aged over 75 years (with an upper age limit of 110 years to remove 
inaccurate records). This was designed to be a conservative approach to identifying care home residents, as a cut-off 
age of 80 years had been used in analyses of routine date for the care home Vanguard work (personal communication, 
NHS England Vanguard team). Age was calculated from year of birth and divided into 10-year bands: 75–84, 85–94, 
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95–104, 105 +. As the median length of stay in care homes (across care homes with and without 24-hour nursing care) 
is 15 months, we might expect a proportion of patients to appear in more than one data extract.

Measures
The main measures of interest were in contacts, referrals and prescribing. For each resident, data were extracted on 
the number of contacts with practice staff over each of the 12-month periods, the number, urgency, mode and type of 
referrals (e.g. management or investigation); the number of medications or other items prescribed and approximate cost 
to the NHS. Covariates of interest were age, gender and polypharmacy.

We divided the number of care home residents registered per general practice during the sample years into three 
approximately equal groups (based on numbers of patient registrations), to derive a relative measure of care home 
workload for each practice. This did not, deliberately, account for length of registration, as much of the workload for 
general practice is around initial assessment and registration. The total number of items prescribed over 12 months was 
calculated for each patient and practice. The mean monthly number of prescribed items per patient was used to derive 
a measure of polypharmacy (five or more medications) and hyper- or excessive polypharmacy (10 or more medications). 
Information was extracted from CPRD on the Office for National Statistics geographical region of the practice location.

For each study year, the total number (median, range) and type of contacts and referrals are described per patient, 
practice/practice care home workload and region. We calculated the number of patients experiencing polypharmacy 
and excessive polypharmacy and compared them by year.

Costs
Published costs were assigned to the primary care service utilisation (contacts, urgent referrals, polypharmacy). We 
used the unit cost per patient contact (including carbon emissions, staff costs and travel) estimated at £39.23 for 
9.22 minutes of GP time in 2019–20.67 Costs for nurses (Band 7, advanced nurse/nurse practitioner) per hour of 
patient-related work was £120. We estimated that a nurse practitioner may see four patients per hour. Standard 
consultation-related prescription costs (£31 actual cost) may be less relevant to care home prescribing, where patients 
often present with multiple ongoing complaints rather than a single issue addressed with a new prescription. The 
CPRD-derived medication costs variable was not used because of high levels of missing data for this study population. 
Instead, we used the derived number of medications and standard NHS reference costs (item costs £8.20 and £8.65 
for 2019–20 and 2020–21). A single figure for a geriatric consultation was applied to all referrals, to give a broad but 
approximate estimate of cost. Estimates are presented for different combinations of nurse/GP consultations, applied to 
individual resident and scaled up to notional individual/care home populations in both years.

Findings

There were 66,506 care home residents aged over 75 years who contributed data to Aurum in 2019, and 37,226 in 
2021. A majority aged between 85 and 94 years of age, and females outnumber males by a ratio of 2 : 1. Two-thirds 
of the practices had fewer than 40 care home residents registered as patients. Distribution of patients across the 
Office for National Statistics geographical regions of England is similar to that of the CPRD Aurum practices. Sample 
characteristics are shown in Table 5.

Care home practice workload
A majority of the resident patients contributed fewer than 12 person-months to the study because they left their 
general practice or died during the study period (76% in 2019 and 73% in 2021). The median number of care home 
residents per participating practice was 28 in 2019 and 18 in 2021. Levels of contact with primary care teams was high, 
median total 35 in 2019 and 40 in 2021.

Just over one in five residents were referred urgently to secondary care. Approximately one-third of all referrals fell 
into the two most urgent categories: ‘2-week wait’ or urgent. A majority of referrals were sent as NHS e-referrals 
(40% in 2019, 43% in 2021) or in writing (52.8% in 2019, 47.8% in 2021). The two largest groups were referrals for 
management advice, and assessment and treatment. However, one in four referrals was without categories.
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Changes over time
Care home residents’ age, gender and practice regional location were similar across the study years. Between 2019 and 
2021, the total number of residents fell, and there were fewer practices with a high number of registered care home 
patients. Total contacts and monthly contacts were higher in 2021, which may reflect more intensive end-of-life care, 
associated with a higher death rate during the COVID-19 pandemic (Table 6). Compared to 2019, the proportion of 

TABLE 5 Sample characteristics

2019 2021

Care home residents

Age in 10-year bands

75–84 years 20,336 (30.6%) 11,048 (29.7%)

85–94 years 35,903 (54.0%) 19,786 (53.2%)

95–104 years 10,158 (15.3%) 6299 (16.9%)

105 + years 109 (0.2%) 93 (0.2%)

Gender

Females 42,765 (64.3%) 23,956 (64.4%)

Males 23,741 (35.7%) 13,270 (35.6%)

Polypharmacy

Number of medications

1–4 18,891 (27.8%) 12,256 (43.0%)

5–9 27,308 (40.3%) 10,454 (36.7%)

10 + 19,501 (28.7%) 5593 (19.6%)

General practices

Registered care home residents per practice

1 (0–4 patients) 276 (22.0%) 289 (25.1%)

2 (5–19 patients) 255 (20.4%) 317 (27.6%)

3 (20–39 patients) 205 (16.4%) 230 (20.0%)

4 (40–79 patients) 244 (19.5%) 208 (18.1%)

5 (80 + patients) 272 (21.7%) 106 (9.2%)

Practice location (ONS region)a

North East 50 (4.0%) 47 (4.1%)

North West 286 (22.8%) 261 (22.7%)

Yorkshire and the Humber 39 (3.1%) 34 (3.0%)

East Midlands 29 (2.3%) 25 (2.2%)

West Midlands 229 (18.3%) 212 (18.4%)

East of England 46 (3.7%) 40 (3.5%)

London 212 (16.9%) 190 (16.5%)

South East 213 (17.0%) 199 (17.3%)

South West 134 (10.7%) 128 (11.1%)

a	 Totals do not sum to 100% because of 1% of practices in devolved administrations.
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residents who were referred urgently was lower, but levels of ‘2-week wait’ referrals were similar. The proportion of 
residents without polypharmacy was higher in 2021 than 2019, and the proportion with excessive polypharmacy was 
also lower.

The results of a multivariable logistic regression analysis are shown in Table 7; all factors are adjusted for each other. 
The dependent variable is individuals with more than monthly consultations. A measure of care home workload was 
constructed from the number of patients per practice (with the cut points based on the vector of unique values of 
patients per practice). Patients in practices with more registered care home residents were more likely to have at least 
monthly consultations. Frequent contacts were almost twice as likely to be in place in 2021, compared to 2019. Age 
and gender were not associated with levels of contacts.

A second multivariable logistic regression with the dependent variable of more than three urgent referrals was also 
undertaken (Table 8). Patients in practices with a larger number of care home residents, males and older residents were 
all less likely to have more than three urgent referrals in the study period. Urgent referrals were more likely in 2021.

TABLE 6 Primary care activity for care home residents

2019 2021

Annual contacts per resident

Median (range truncated at 95% of values) 35 (1–107) 40.0 (1–118)

Contacts per person-month of registration

Median (mode) 3.5 (2.0) 6.0 (8.7)

Quartiles of contacts per person-month

25% 2.08 3.75

50% 3.58 6.00

75% 5.83 8.67

Referrals Number (% residents) Number (% residents)

Number of residents with at least one referral (by level of urgency)

2-week wait 7094 (10.7%) 4216 (11.3%)

Urgent 10,005 (15.0%) 3652 (9.8%)

Soon 2948 (4.4%) 1514 (4.1%)

Routine 34,005 (51.1%) 17,289 (46.4%)

Mode of referral

NHS e-Referral 20,742 (40.0) 11,794 (43.1)

Written 27,382 (52.9) 13,341 (48.8)

Other 3680 (7.1) 2207 (8.1)

Type of referral

Unknown 13,043 (24.3) 6525 (23.6)

Outpatients, investigation 7155 (13.3) 3571 (12.9)

Assessment and treatment 1670 (3.1) 900 (3.2)

Management advice 31,388 (58.4) 16,471 (59.5)

Other 498 (0.9) 234 (0.8)
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Costs of primary care for care homes
We estimated the annual costs of primary care to be £1647 per resident, if all contacts were with a GP. Substituting a 
proportion of senior nurse contacts has a relatively limited impact on costs, with an assumption that a nurse may spend 
longer with a patient. In this example, we have estimated that a nurse contributes 15 minutes per patient, compared 
to average 9.22 minutes from a GP. Applying standardised costs to our data suggests that increasing contacts over 
time may increase primary care costs by up to £35,000 per annum for an average care home. In our data, referrals per 
resident fell from 0.81 to 0.71 between 2019 and 2021. Without information on specialty, we have used the figure for 
a geriatric outpatient visit from the National Schedule of NHS costs. This estimates a modest fall in referral costs per 

TABLE 7 Factors associated with more than monthly consultations in 2019 and 2021

Odds ratios 95% confidence intervals

Patients per practice (3 groups)

< 61 (ref)

61 to < 131 0.961 0.925 to 0.998

≥ 131 1.371 1.320 to 1.424

Year (ref = 2019)

2021 2.138 2.063 to 2.215

Age category (years) (ref = age 75–79)

80–84 0.996 0.940 to 1.054

85–89 1.003 0.950 to 1.059

90–94 1.003 0.950 to 1.060

≥ 95 0.955 0.890 to 1.014

Gender (ref = male)

Female 0.977 0.946 to 1.009

TABLE 8 Factors associated with ≥ 3 urgent referrals in 2019 and 2021

Odds ratios 95% confidence intervals

Patients per practice (3 groups) (ref: < 61)

61 to < 131 0.910 0.845 to 0.981

≥ 131 0.646 0.597 to 0.699

Year (ref = 2019)

2021 1.119 1.047 to 1.195

Age category years (ref = age 75–79)

80–84 1.134 1.012 to 1.271

85–89 1.076 0.965 to 1.201

90–94 0.979 0.875 to 1.095

≥ 95 0.775 0.681 to 0.882

Gender (ref = male)

Female 0.810 0.760 to 0.864
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resident, and up to £779 per average care home, over time. Prescribing data in this study is limited to the number of 
items per resident. Taking into account an 8.5% rise in cost per item between 2018–9 and 2020–1 (www.nhsbsa.nhs.
uk/statistical-collections/prescription-cost-analysis-england), the estimated reduction in polypharmacy seen in this 
study could make an impact on average care home prescribing costs of up to £1209.47, assuming similar distribution of 
residents with polypharmacy to the study population.

In Table 9, we present an estimate of the annual changes in costs of primary care contacts, referrals and prescribing, 
by individual resident, notional individual care home population (using the annual average bed number of 30). These 
data should be treated with caution, as many assumptions have been applied. However, they suggest that proposed 
changes to increase the regularity of contacts may increase costs, and the greater expenditure is unlikely to be offset by 
improvements in prescribing or referral practices. This issue merits more detailed scrutiny, with consideration of hospital 
admissions and individual drug costs to produce an accurate system-wide picture.

Summary

General practices with a larger number of care home residents appear to adopt processes that are likely to be associated 
with better-quality care. They have a higher number of contacts with residents, and lower levels of urgent referrals. 
Changes over time from before COVID to immediately after the peak, are therefore difficult to interpret, but positive 
changes were observed in the number of contacts and polypharmacy. Changes in practice are likely to increase costs 
overall, but more detailed work is needed in this area.

Discussion of findings and limitations is presented in Chapter 6.

TABLE 9 Changes in costs over time

Costs per individual 
resident (£) 2019

Costs per individual 
resident (£) 2021

2019–21 annual cost difference (£)

Individual resident
Typical care home (30 
beds)

Contacts

All GP contacts 1647.66 2824.56 1176.9 35,307

50% GP/50% nurse 1038.45 31,153.50

25% GP/75% nurse 969.23 29,076.90

Referrals

Annual, per resident 219.44 193.44 −25.99 −779.84

Prescribing polypharmacy

5 medications 492 579 −83.87 −923.41

10 medications 984 1038 −48.65 −286.06

www.nhsbsa.nhs.uk/statistical-collections/prescription-cost-analysis-england
www.nhsbsa.nhs.uk/statistical-collections/prescription-cost-analysis-england
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Chapter 6 Discussion and conclusions

Summary of key findings

The findings of this study provide support for some of the changes outlined in the EHCH framework, although our 
work was not designed to evaluate any specific strategies. Two findings stand out: first, relationships, rather than 
models of care, appear to be critical to effective primary care for care homes. Second, larger general practices and 
those with higher number of care home residents are more likely to adopt ways of working that are associated with 
better-quality care.

Our qualitative study identified three different areas of focus for general practice services to care homes – relational 
processes, communication and organisation. The interaction between these three was critical to enhancing care. 
Trusting relationships are at the heart of effective general practice for care homes. Our findings suggest that continuity 
of care, sensitivity to the skills and expertise of care home staff and a willingness to dedicate time to patients 
were crucial. Different structures provided opportunities to develop effective, efficient care, but could flounder if 
relationships were not established. The potential of the ward round model, for example, was realised only when 
relationships were constructive. The way in which innovation is introduced is crucial to acceptance and ultimate 
success. Telemedicine was an example of a new way of working that generated efficiencies for the NHS but could be a 
burden to care homes, resented by staff and perceived as a barrier to overcome. The ingenuity of general practice and 
care home staff to circumvent initiatives that offered no perceived benefits to themselves, or care home residents, was 
evident, and served to emphasise the benefits of a locally appropriate approach to implementing change.

Our survey found that practices with larger staff numbers and patient list sizes were more likely to adopt working 
practices thought to be associated with higher-quality care. These included the provision of scheduled visits, taking part 
in multidisciplinary team meetings and facilitating specialist nurse input into care homes. Analysis of primary care data 
reinforced both the survey and qualitative findings. General practices that looked after a larger number of care home 
residents also adopted processes that are likely to be associated with better-quality care. They had a higher number of 
contacts with residents, for example, and resident patients had lower levels of urgent referrals. The peak of the COVID-
19 pandemic coincided with the national introduction of EHCH in 2020. Changes over time are therefore difficult to 
interpret, but positive changes were observed in the number of contacts and polypharmacy. Changes in practice are 
likely to increase costs overall, but more detailed work is needed in this area.

The relevance of our qualitative work has been heightened by both EHCH and the coronavirus pandemic. Our data 
have identified some principles for addressing challenges and optimising outcomes from changes that are now being 
rolled out across England. During the coronavirus pandemic, different ways of working and communicating were rapidly 
introduced into primary care and care homes. Our findings provide insights into the impact of some of these changes 
which can inform the ongoing implementation of EHCH. They also reinforce the importance of enabling relationships to 
build over time, and allowing flexibility for locally appropriate implementation of change.

Did this project answer the research questions?

The research questions for this project were underpinned by an assumption that it is possible to define ways of 
organising services, or models of care, that would optimise experiences for care recipients and staff. This was in line 
with the enduring focus on structural reorganisation in the NHS, but it is challenged by our findings. Below, we review 
each research question in turn, and reflect on the extent to which this project has been able to address them.

Research question 1
In what ways is the organisation of general practice for care homes associated with better resident outcomes and experiences? 
A strong message emerged from our work, that relationships are of paramount importance, and services will adapt and 
develop when personal links are strong and trusting. Our work did suggest that there are features of service design 



DOI: 10.3310/YNDV6358� Health and Social Care Delivery Research 2025 Vol. 13 No. 11

Copyright © 2025 Hanratty et al. This work was produced by Hanratty et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is an Open  
Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation in any 
medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original author(s), the publication source – NIHR 
Journals Library, and the DOI of the publication must be cited.

49

that may be associated with greater satisfaction, and possibly better outcomes. The qualitative work highlighted 
larger practices, continuity of personnel, frequent visits and a preference for GPs over other practice personnel. The 
quantitative analysis of primary care data found that registration with practices with greater numbers of care home 
residents was associated with higher levels of contact, lower levels of polypharmacy and fewer emergency referrals. 
Taken together, these suggest that some recent policy changes in the UK, such as the formation of primary care 
networks and multidisciplinary teams in the EHCH framework, are likely to support improvement in primary care 
for residents.

Research question 2
What are the implications of different models of GP involvement for residents’ service use and costs? This question was 
addressed in the quantitative analysis. Patients in practices with a higher caseload of care home residents were 
lower users of secondary care services, and lower levels of polypharmacy. Analysis of CPRD data focused on process 
measures of care, such as frequency of visits, and not on longer-term outcomes relating to individual health status. 
This reflects this study’s focus on organisation of care, and avoids any need for judgements about optimal outcomes 
for patients in care homes. While the analysis made effective use of a very large data set, it does not allow us to draw 
any conclusions about nuanced differences in models of GP involvement. Changes to the planned data source for this 
analysis generated a far larger study that originally planned, but removed the possibility of linking patient outcomes to 
the different typologies of practice derived from the survey. As the most influential aspect of the typologies was size of 
practice, this limitation seems unlikely to have changed our conclusions. The standardisation of care home health care 
resulting from implementation of the EHCH framework should also render any testing of the typologies in our work 
redundant. EHCH promotes specialisation in primary care, with multidisciplinary teams for care home residents that 
extend beyond a single practice. The potential benefits of concentrating experience and expertise in that model are 
supported by our work. Changes in practice that result in improved care are often associated with increased costs. In 
this case, we looked at the costs of primary care in general terms. Further more detailed work to examine the impact of 
cost-shifting would be helpful.

Research question 3
What are the perspectives of residents, relatives and staff in general practices, commissioning organisations and in care 
homes, on different ways of organising primary medical services for care homes; which are acceptable and associated 
with positive experiences for staff, residents and relatives? This broad question formed the basis of our qualitative 
interviews. Participants shared views, experiences and perceptions of the care or services that they experienced or 
delivered. Few individuals have insights into multiple, different ways of working, so the analysis is valuable, to draw 
together contrasting views and experiences from stakeholders. There are potential gaps in our findings. Respondents’ 
perceptions are strongly influenced by negative experiences, and it can be difficult to obtain a balanced picture. 
Health professionals, for example, shared fewer positive experiences and constructive suggestions for improving 
care, compared to other respondents. A study of this size provides insights into many different aspects of care home 
health care. We have emphasised the data on trusting relationships, as that was evident in all groups. Sensitivity to 
the routines and rhythms of care home life was an important factor in establishing rapport between care homes and 
primary care. Similarly, mutual respect for professional expertise was a positive influence on working relationships. 
Residents, for the most part, had limited awareness or interest in how their primary care was organised, and accepted 
delegation of responsibility for this aspect of their life as a facet of care home life. Care home staff and relatives/
residents shared some common preferences, for consultations with a doctor, continuity of care, prompt attention and in 
some cases, participation in decision-making.

Unanswered questions

This study did not set out to answer the question of how to maximise the potential of relationships to promote 
effective care. A number of factors were identified that shaped relationships, including the regularity and duration of 
contact, the motives and interests of the parties involved and the different approaches to care. Trust underpinned all 
relationships but was particularly dependent on having time to become established. These findings are in line with 
growing recognition in recent years, of the value of relationships in the workplace. While there is widespread agreement 
that relationships are critical in work and care, the definitions, underpinning theory and approach to implementation, 
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are still subject to debate. In UK general practice, recent commentators have focused on doctor–patient interactions, 
with ‘relationship-based care’ promoted as generally beneficial and an antidote to the growth of transactional medicine. 
The definition put forward by the Royal College of General Practitioners places relationships in a supporting role, to 
enhance the processes and outcomes of care.68 In contrast, relational practice, a way of working that prioritises the 
formation and maintenance of helpful interpersonal relationships, places relationships firmly at the centre of care 
processes. Recent research in social care has developed this thinking further, with the concept of relational care.69 This 
emphasises the primacy of relationships and human interdependence in social care settings. Three key components 
of relational care have been identified: an atmosphere of respect and trust; a purposeful focus on relationships; and a 
physical environment that supports both the nurturing of relationships and individual autonomy.69 The linked toolkit for 
practitioners sets out factors under each of the three components that might help make relational care work within a 
care home. For example, the purposeful focus on relationships might include supporting residents to make autonomous 
decisions, or encouraging the staff team not to be too risk averse. What the toolkit does not do is encompass working 
with organisations external to the care home. Our exploration of working with health services provides complementary 
data and identifies significant areas of common ground, such as trust, respect for staff and open communication, along 
with issues that are pertinent to primary care, such as continuity of care, sensitivity to the expertise of care home staff 
and a willingness to dedicate time to patients.

This study touched on professional roles and role substitution. This is a rapidly changing environment, with the 
expanding role of nurses in primary care,70,71 employment of paramedics to undertake home visits,72 and a variety 
of different professional teams configured to prevent admissions to hospital. While our data suggested an initial 
preference for doctors, familiarity, empathy and confidence in the level of expertise were the critical factors for 
residents, families and care homes. As nurses take on more of the primary care work in care homes, this will be an 
important area for monitoring stakeholder views and experiences, to understand where any training needs to lie.

The context of COVID-19

The COVID-19 pandemic provides important context for this study as it had a profound impact on care homes. Health 
care underwent a rapid shift in working practices at the start of the pandemic. Telephone and video consultations 
became the norm and remote monitoring was widely adopted in care homes (e.g. using pulse oximetry to measure 
oxygen levels in the bloodstream). At the outset, a move to discharge hospital patients was associated with a rapid 
rise in new COVID-19 infections in care homes. Mortality rates were higher in care homes than almost every other 
setting.73,74 Staff were vulnerable to infection and many moved out of the care sector. The initial lack of guidance or 
reassurance for care homes soon developed into a situation where home managers were struggling to keep pace with 
the amount of information, instructions and data requests from various authorities.75 As the incidence of COVID-19 
has fallen from the peak of the pandemic, face-to-face working has increased, but use of remote modalities to resolve 
clinical issues has remained at levels higher than pre-pandemic. Perhaps even more important, the experiences of 
care home staff, residents and families will have generated a lasting impression that will influence their interactions 
with health services.76 The qualitative data in this study were collected before the peak of the pandemic, and we 
could anticipate that many of the technological barriers to remote consultations or monitoring are no longer in place. 
However, the shift to remote working means that building relationships and providing continuity is likely to be more 
challenging, and this is highly relevant to our findings.

Comparison with previous work

A similar study in Germany used qualitative methods to understand how to improve interprofessional collaboration and 
communication in nursing homes.77 Their findings have many parallels with this study, despite the differing contexts. 
Scheduled GP visiting time, agreement of common goals and better availability of nurses and doctors were identified 
as important. Identification of a named contact person was proposed, but not found to be helpful in practice. In the 
UK, the OPTIMAL study complements our work, with a realist evaluation of broader health service working with care 
homes.5 They acknowledged the central role played by GPs in effective care for care homes and suggest that other 
services can be organised to enable GPs to focus on core medical work. This study differs in its focus on GP services 
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and the way they are structured. Both studies recognise the need for health services to appreciate the contribution 
of care home staff, and provide time to care. The primacy of GP medical care is important, given recent concerns in 
GP communities, about the pressures associated with providing care to the sector. There have been calls for GPs to 
withdraw from care home work, though this has not attracted mainstream support.

An overview of lessons learned from the NHS England Vanguard programme describes it as embodying local 
co-creation and testing of new models of care.78 While efforts were made to engage NHS partners and others in the 
programme, our work suggests a need to ensure all stakeholders are fully involved in service redesign. Care homes 
have a major role in shaping the demand on health services from their residents, yet in this study, they perceived little 
ownership of the new ways of working, whether in telemedicine or GP services. General practices had similarly diverse 
views. The challenge of engaging with two constituencies that are formed from many small providers is immense, but 
engaging with primary care from the outset was a key learning point from across the Vanguard programmes.78

Evaluations of individual care home Vanguards has suggested that a tendency to reducing hospital admissions. In 
Nottingham City CCG area, clinical pharmacy and telemedicine services were added to existing enhanced care in 
care homes. Emergency admissions from Nottingham care homes into hospital fell, in comparison to a control group 
of care home residents from elsewhere. Much of this fall was driven by a reduction in admissions from care homes 
without 24-hour nursing.79 Similar findings of reduced hospital utilisation have been reported from the Gateshead care 
home Vanguard.80

The daily routines of care homes, of staffing changes, medication rounds, set mealtimes and visiting times, enable 
structured, streamlined care delivery.61 Visits from external healthcare and social care staff have the potential to disrupt 
such routines of care home life, especially if the timing of their visits clash with an established routine within the care 
home (such as a mealtime). Disruptions to mealtimes in particular can have implications for more than just nutrition, as 
they can represent a daily focal point for residents, and an opportunity for social interaction.63

The policy context

Our findings support some aspects of current policy and provide insights into how implementation of change may 
be improved. NHS England first published a strategy for care home health in 2016, to implement lessons from the 
Vanguard programme. EHCH identified seven core elements, listed in Table 10. The intention is that these should be 
rolled out across England between 2020 and 2024, under the NHS Long Term Plan. Discussion of only three of the 
seven elements featured in our interviews. The first, and most clearly relevant to this study, is enhanced primary care. 
This encompasses access to a consistent, named GP, medicine reviews, hydration and nutrition support, and access to 
out of hours or urgent care when needed. A recent survey suggests that implementation of systematic change is patchy, 
but there was some evidence of enhanced working relationships.81

Our work did provide some support for the benefits of relational continuity. When the same GP or nurse visits week 
after week, relationships and trust develop between staff, and this can support the delivery of appropriate and efficient 
care. However, consistency of care is only a positive if the health professional is interested and motivated to provide 
the service. In this study, some care home staff were dissatisfied with their GP, and they found ways around the 
imposed continuity, to access care for their residents. Having a named GP is a way of formalising continuity. However, 
scheduled visits to care homes are increasingly being undertaken by experienced nurses, rather than GPs. A named GP 
is of limited benefit to a resident, if role substitution in primary care means that they seldom see a doctor. Access to out 
of hours and urgent care was a concern for staff from the perspective of how this care was accessed, but not whether 
the services were available. Our data suggest that care home staff will prioritise the safety of their residents, and this 
may involve transfers to hospital if the community response is not judged to be adequate. The impact of out of hours’ 
primary care services on transfers from care homes to secondary care is an important area for future work. Medication 
is highlighted as an area of focus to reduce inappropriate polypharmacy and associated adverse outcomes. Our data 
described the limited extent of pharmacy input into care homes and potential areas where this would be beneficial. 
Medication reviews by GPs off site were perceived to be of limited benefit to care home residents, despite being the 
common way that this was managed.
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Care home staff need the skills and experience to manage residents who are unwell and the confidence to take 
decisions on when to involve health professionals from outside the home. The focus within Enhancing Health in Care 
Homes on training and development for social care staff recognises the role they play in looking after both the health 
and well-being of their residents. This study suggests that this would be needed and welcomed by care home staff.

Inclusion of care home services in contracts for primary care has not been universally supported across professional 
bodies in England, and there have been calls in the past for it to be removed as a GP responsibility.

EHCH may be interpreted as part of the drive to promote integrated working between the NHS and health and social 
care. NHS England describes integrated care as person-centred and co-ordinated, tailored to the needs and preferences 
of individuals and their families. While the goal is not controversial, there is little consensus on how different services 
should blend their care to achieve this outcome. Relationship building, and effective engagement between NHS and 
the social care sector has been repeatedly emphasised as essential to achieving improved outcomes.29,82,83 However, it 
is important to acknowledge how challenging this may be for initiatives involving social care and NHS primary care, if 
their goals, business models and regulatory frameworks are not aligned. Financial incentives can influence professional 
behaviours, but they may not improve residents’ experience of care, if they are not seen as supporting relevant clinical 
action.84–86 Engaging care homes in health-led integrated care programmes can be particularly challenging, especially 
if care home staff feel undervalued or isolated from the wider healthcare system.83 High staff turnover in the social 
care sector further limits opportunities for cross-sector relationship building. Skilled leadership and communities of 
practice, both in the care home sector and primary care, appear to facilitate partnership working,82 but there is debate 
on how this should be evaluated, especially in terms of care home residents and system-level outcomes.83 Efforts to 
integrate care in other countries have met with limited success.87 It is not clear whether this is due to lack of resources, 
inappropriate scale or failure to secure user involvement, especially from care home residents, whose views are often 
absent in research and priority setting.88

TABLE 10 National Health Service England EHCH: seven core elements of the integrated care model

Care element Subelement identified by this study in italic

Enhanced primary care support Access to consistent, named GP and wider primary care service
Medicine reviews
Hydration and nutrition support
Access to out of hours/urgent care when needed

Multidisciplinary team support, including coordinated health and 
social care

Expert advice and care for those with the most complex needs
Helping professionals, carers and individuals with needs navigate the 
health and care system

Reablement and rehabilitation Rehabilitation/reablement services
Developing community assets to support resilience and independence

High-quality end-of-life care and dementia care End-of-life care
Dementia care

Joined-up commissioning and collaboration between health and 
social care

Coproduction with providers and networked care homes
Shared contractual mechanisms to promote integration (including 
Continuing Healthcare)
Access to appropriate housing options

Workforce development Training and development for social care provider staff
Joint workforce planning across all sectors

Data, IT and technology Linked health and social care data sets
Access to the care record and secure e-mail
Better use of technology in care homes

Note
Adapted from NHS England (2016). The framework for EHCH.



DOI: 10.3310/YNDV6358� Health and Social Care Delivery Research 2025 Vol. 13 No. 11

Copyright © 2025 Hanratty et al. This work was produced by Hanratty et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is an Open  
Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation in any 
medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original author(s), the publication source – NIHR 
Journals Library, and the DOI of the publication must be cited.

53

Our analysis of data from CPRD pointed to a shift in working before and after the first introduction of ECHC and the 
peak of the pandemic. The number of residents in our 2021 sample was smaller than 2019. The death rate in care home 
residents in 2020 is known to be high,66 but whether this also reflects a change in patient registration or missing data is 
unclear. Resident contacts increased over the time of ECHC implementation. However, it is also possible that residents 
had greater needs following COVID-19 infections, and the broader consequences of the pandemic. Prescribing 
practices appeared to improve over time, with reductions in the proportion of residents experiencing polypharmacy and 
excessive polypharmacy. Greater involvement of pharmacists in primary care practice may be a significant influence on 
prescribing, along with multidisciplinary teams where they have been introduced. Practices with more registered care 
home residents tend to adopt ways of working associated with better quality. This suggests that a level of specialisation 
is helpful, supporting the ECHC model, but the possibility that care homes register their patients with practices known 
to be interested and responsive cannot be ruled out. Costs of increasing care home contacts are high for practices, and 
likely to result in cost savings in other parts of the system. The findings we present highlight a need for more detailed 
work on this issue.

Many of our participants talked about sharing of health information between primary and community services and 
care homes. The mixed care economy in social care is influential here, with care homes as privately run businesses, 
independent of the NHS. This presented challenges around cross-sector working, roles and responsibilities, particularly 
when residents need the input of NHS services. Information sharing between the NHS and care homes currently relies 
on informal agreements, good working relationships across sectors and often, old technologies. Care homes may have 
perceived themselves to be in the dark, but often, they were innovating, bringing creative solutions to unresolved 
old problems of cross-sector working and new challenges created by the introduction of technologies. Our data 
suggest that future policy could consider how best to support a cross-sector sharing culture, supported not inhibited 
by technology.

Limitations

Qualitative methods have the potential to generate unique in-depth understanding of an issue. In this study, interviewees’ 
narratives produced nuanced insights into how different ways of working impacted on the lived experiences of health 
professionals, care home staff and residents. The findings have relevance to anyone organising and delivering primary 
care with care homes and implementing new ways of working in an English context. However, these methods are not 
intended to produce findings that are definitive or generalisable. The sampling framework covered three areas with 
wide-ranging geographical, sociodemographic, cultural and ethnic diversity. Our interviewees were drawn from urban 
and town environments, and rural areas that were both affluent and disadvantaged. Two of the areas had had new ways 
of working introduced under the NHS England Vanguard programme, while the third had experienced no systematic 
changes in delivery of primary care. In practice, we found great heterogeneity in ways of working within all three areas, 
with no discernible difference in the extent of systematic change in the Vanguard areas. This presented an opportunity to 
explore how individual care homes and general practices fared in the presence and absence of commissioner-led change. 
The similarity of perceptions and experiences between different areas was a useful finding. The original study intent, to 
consider the geographical footprints of CCGs as case study areas, had been based on an optimistic expectation of how the 
Vanguard initiatives would be accepted and implemented on the ground.

We attempted to identify a typology of general practice characteristics that were associated with ways of working to 
enhance quality of care. Practice size proved to be an overwhelmingly influential factor. This finding has implications 
for future care planning (see below), but it is less helpful for targeting training or quality improvement initiatives. The 
typology had limited utility as a variable for analysis of quantitative data. Practice size is reliably measured, readily 
available and understood. But as the care home workload varies widely between practices, we employed a measure of 
the number of registered care home residents in our quantitative analysis.

A majority of our qualitative interviews were with staff from general practices and care homes, along with residents 
and relatives. We chose to take the key findings to commissioners for discussion, as our previous experience is that 
corporate responsibility and loyalties may inhibit frank discussion of problems within a formal interview. This is 
particularly a concern if there are limitations to the way in which new ways of working have been implemented. In 
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this case, our decision not to record the conversations or impose a rigid structure appeared to promote reflection and 
honest disclosure. We were able to test out our findings and ensure we had considered all the relevant implications for 
commissioners. However, we acknowledge that in doing this, we have not presented a standard qualitative analysis of 
commissioners’ views.

Our qualitative and quantitative studies are not coterminous as planned. The original proposal was predicated on the 
reforms outlined in the Vanguard programme, (and subsequent EHCH framework) being implemented. Emerging evidence 
confirmed that this varied widely between areas. Our quantitative analysis presents a broader but less detailed analysis 
than originally planned. However, it was designed to capture changes emerging from early implementation of EHCH. 
COVID-19 was associated with missing or inaccurate data are an accepted limitation of primary care data set analyses. 
However, in this case, we were able to employ a large sample, which ameliorates some of these issues. The analysis 
presented can form the basis of future more detailed work, particularly to scrutinise the costs of care and where they 
fall. Work that examines data over a longer time frame takes into account hospital admissions from care homes, and the 
impact on the ambulance system, would be particularly helpful.

Implications for practice

Recognise the importance of relationships
Our findings suggest that good care and outcomes for care home residents may lie in a focus on relationships, and models 
of care that enable effective working relationships to thrive. This finding is unlikely to surprise front-line workers in health 
and care and complements the increasing body of evidence that emphasises the importance of human factors in service 
improvement and development. It challenges the emphasis on reorganisation and innovation as a route to effectiveness 
and efficiency, which has long been a feature of NHS reform. The question for service commissioners and providers will be 
how to resource the prioritisation of relational working, with staff time likely to be a particular challenge.

Training of health professionals
The importance of relationships and respect to staff expertise point to a need to develop primary care expertise 
and interest in care home health. Care home work is distinct from other aspects of primary care, and it will not be of 
interest to every practitioner. Developing a motivated healthcare workforce for care homes, skilled in caring for older 
adults with multiple long-term conditions and frailty, should be a priority. Training of professionals who see care home 
health care as rewarding and intellectually challenging starts in universities. Undergraduate teaching and placements 
in care homes for student doctors and nurses have a role to play. Introducing professionals to the potential of care 
home health care at an early stage of their career may increase the numbers who make a positive choice to work in this 
area. Bespoke training for GPs who will take a special interest in care homes and a career pathway for nurses in care 
homes are both long-term approaches likely to further enhance health in care homes. The Royal Colleges (of Nursing 
and General Practice) could play an important role in defining training needs, and consider joint working, to develop a 
co-ordinated approach.

Primary care networks and integrated care systems
Continuity of care from primary care professionals allows relationships to develop. Our findings suggest that designating 
individuals for specific care homes and allowing protected time can be helpful. This study also suggested that this 
works best when healthcare professionals have an interest in, and empathy for, residents and staff. This may be easier 
to organise with a larger staff. We also know that size of practice is also associated with other ways of working that 
may produce better quality of care. As primary care networks become established in England, they may offer the critical 
mass of personnel that will facilitate specialisation and allow allocation of staff to specific activities of interest, such as 
care home visits and multidisciplinary team meetings.

Scheduled visits for care homes

Scheduling regular visits is widely perceived as a way of enhancing the quality of health care for care homes. This study 
suggests that this intervention has potential to introduce efficiencies into care delivery and it is generally well received 
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by homes. However, it is important to ensure there are shared expectations of any changes in services. The influence of 
an individual practitioner’s professional expertise and demeanour remain important.

Communication

Implementation of change
Our findings support a considered approach to implementation of new initiatives. Ongoing evaluation of the process of 
embedding an intervention into practice is essential, including scrutiny of the intended and unintended consequences. 
Telemedicine, for example, may reduce the need for GPs to visit care homes, particularly out of hours. However, 
it can increase care home staff workload if they are drawn away from their usual duties. Critical reflection during 
implementation would allow time for local adaptation of the intervention and define the need for any necessary 
training. This would require funding of evaluation and the flexibility to respond to its findings.

Multidisciplinary working
This study suggests a lack of awareness within care homes of the potential benefits of pharmacist input. However, it 
is also possible that our interviewees’ narratives reflected care homes’ lack of influence on the location and actions of 
NHS pharmacy staff. Medication management already has many complexities. As multiple long-term conditions become 
the norm in later life, polypharmacy is likely to rise in parallel. Pharmacists are being introduced into primary care in a 
systematic way, and it will be important that time is allocated for them to work with care homes, where appropriate.

Recommendations for research
Research into promotion of relational working between care homes and primary care
Drawing the different components of this study together, it is clear that promotion of relational care across health and 
social care has potential to enhance outcomes for care home residents. This and previous work have identified factors 
that are required for relational working to thrive. Future research could usefully identify the most effective approaches 
to sustaining the required context, attitudes and values, in the dynamic environment of primary care networks and 
integrated care systems. Evidence synthesis research, with an evidence gap-map, would be a useful starting point.

Implementation research

This study suggests that there is a need for a greater understanding of how to introduce change into the complex 
setting of primary care for care homes. Unintended consequences of new initiatives, and a failure to take into 
account the human relationships involved are important but often overlooked challenges. Innovation that is taken up 
enthusiastically by a subset of the community may flounder when it is rolled out to other practices and care homes, 
with different interests and challenges. General principles to guide implementation already exist. This study suggests 
that there may be a place for the evidence to be synthesised to produce a practical toolkit for health and care home 
organisations embarking on service redesign.

Methods: greater use of ethnographic methods
General practices and care homes are small, autonomous organisations, with ways of working that have often 
developed over years. Both are businesses, dependent on securing the trust of their current and future clients. For all of 
these reasons and others, insights into the way in which these organisations work may be particularly difficult to obtain 
with standard qualitative interviews. Staff may be reluctant to reveal perceived flaws in their work or organisation or 
keen to present their colleagues in a good light. Ethnographic methods offer an approach that allows the researcher 
to observe what is happening day to day and develop a deep and nuanced understanding of the workings of complex 
and impenetrable organisations. Greater acceptance of the value of ethnography by research ethics and research 
governance committees is needed to facilitate more widespread use of the approach in primary care and care homes. 
In care homes, in particular, where the routines of the day are dominant and the staff pivot around the continuous 
presence of the residents, ethnography could offer insights into feelings, perceptions and experiences that are 
not articulated.
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A whole systems approach
The data presented in this study emphasise the needs for a whole systems approach to evaluative research in primary 
care and care homes. A change in one aspect of working leads to planned and unexpected consequences in other parts 
of the system. Studies of the impact of different ways of working on health, well-being and efficiency, need to look 
broadly across the system.

Care pathways

This study identified a lack of guidance or care pathways specific to care home residents, either for general practice or 
for care home use. Whether the complexities of older adult care can be safely incorporated into general guidance is an 
important question. However, our findings suggest that this is a void that will be filled by measures from secondary care 
(such as the national early warning score). Researchers could usefully address the question of whether care pathways or 
best practice guidance would improve the outcomes and efficiency of resident care and be feasible to develop.

Equality, diversity and inclusion statement

This research was entirely focused on an underserved population. Older adult care home residents are overlooked, 
seldom included in research, and subject to high levels of stigma and stereotyping. Study participants were drawn from 
this group, their family and professional carers. Recruitment to our qualitative study was focused on three specific 
geographical areas. We did not impose any criteria for ethnicity or socioeconomic status but relied on care homes to 
support us to recruit a range of participants with different characteristics. This is a pragmatic response to the challenge 
of recruiting to research projects within care homes. The care home population in England lacks some diversity, with 
poor representation of some ethnic minority groups. This study aims to enhance care in care homes, which may in the 
longer term, increase access to care homes across the population.

The research team on this project included many female researchers, but no members of other underrepresented 
groups. We recruited on merit, and no members of underrepresented groups applied for the research posts. The 
participants and members of the public involved were not selected to be representative of the care home population, 
but they all had relevant experience and brought novel perspectives and insights to the work.
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Appendix 1 Literature searches

We utilised the searches and search strategies developed for a previous NIHR-funded evidence synthesis project 
on care homes. They are reproduced in detail in Hanratty et al.89 In addition, we had identified relevant literature 

while contributing to a proposal and preparatory work for the early stages of a recently funded NIHR project to develop 
a minimum data set for care homes (Goodman et al.). Developing research resources and minimum data set for Care 
Homes’ Adoption and use (the DACHA study).

As a literature review was not a specific component of this project, no further literature searches were judged to 
be needed.
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Appendix 2 Medications in care homes: extended 
analysis

This abstract relates to an analysis that did not directly address any of the research questions. It been submitted for 
peer reviewed publication.

Abstract

Background
An average care home resident has six medical diagnoses and takes eight prescribed medications per day. Ensuring safe 
management of medications for care home residents is essential for resident and staff well-being.

Objective
To explore the influences on, and practices of medication management in care home.

Design
Qualitative interview study with care home residents, relatives, managers, nurses and care assistants; general 
practitioners, nurse practitioners and administrative staff. Data from 97 interviews were analysed thematically.

Setting
Care homes and general practices in three areas of England.

Findings
Four themes were identified from the data: dependence on the National Health Service; internal influences 
on medication management and safety; empowering residents; and pharmacists in care homes. Working with 
National Health Service prescribers presented many challenges, but communication of changes to medication regimes 
was by far the most common. Robust care home processes could falter, waiting for timely responses from other 
services. Empowering residents to manage their own medication was uncommon, but demand for this also appeared 
to be limited. Gaps that could be filled by pharmacists in care homes emerged from the interviews, though they were 
seldom raised by care home or primary care staff.

Conclusions
Finding ways to enhance communication about medications and standardise protocols and practices would benefit care 
homes and residents. This study supports moves to increase pharmacist input into care homes but suggests that work is 
needed to increase understanding of their potential contribution.
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Appendix 3 Public and patient involvement in care 
home research: reflections on the how and why of 
involving patient and public involvement partners in 
qualitative data analysis and interpretation

A peer-reviewed article on our patient and public involvement work has been published in the journal Health 
Expectations.62 This is an open access article under the terms of the Creative Commons Attribution License, © 2021 

The Authors. Health Expectations published by John Wiley & Sons Ltd.

Abstract

Background
Evidence for the impact of involving patient and public involvement in health and social care studies is limited. 
Descriptions of the process of patient and public involvement are seldom included in publications, yet understanding of 
an intervention is essential, if it is to be evaluated.

Objective
To describe the ‘how, where and when’ of patient and public involvement in a qualitative data analysis case study, and 
critically reflect on how these data could be used to develop a measure of impact.

Methods
Formation of a topic specific research interest group and conduct of collaborative qualitative data analysis workshops 
with patient and public involvement.

Results
An open access patient and public involvement group, with multiple events over time, sustained interest in our topic 
from a broad constituency. Within a qualitative case study project, recordings of interview clips, role-play and written 
summaries of themes were used in a workshop setting to facilitate patient and public involvement in data analysis. 
patient and public involvement resulted in changes to data interpretation and was perceived by participants to be a 
way of making the research process accessible. We reflect on the challenge of judging the benefits of patient and public 
involvement, and presenting patient and public involvement in research publications for critical commentary, without 
blurring the boundaries between patient and public involvement and research.

Conclusions
More explicit guidance for researchers is needed on approaches to patient and public involvement, including 
appropriate levels and methods for evaluation. Without a more systematic approach, we argue that it is impossible to 
know whether patient and public involvement represents good use of resources and is generating a real impact.
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Appendix 4 Analysis of survey responses

TABLE 11 Number of clusters based on Calinski–Harabasz

Number of clusters

Pseudo-F

Average linkage Weighted average linkage

2 26.65 23.75

3 18.32 25.16

4 21.95 20.40

5 17.58 18.58

6 22.10 21.88

7 21.72 19.98

8 21.98 19.26

9 20.23 17.37

10 18.82 17.73

11 19.56 16.94

12 19.27 18.12

13 18.86 19.59

14 18.68 19.67

15 17.82 19.38

TABLE 12 Formation of clusters of practices based on survey responses

Data items

Average linkage, 2 
clusters

Weighted average linkage, 
2 clusters Weighted average linkage, 3 clusters

Cluster 1 Cluster 2 Cluster 1 Cluster 2 Cluster 1 Cluster 2 Cluster 3

N % N % N % N % N % N % N %

> 5 GPs 48 53 18 51 13 21 53 83 0 0 13 39 53 83

Scheduled visits 33 36 33 94 22 35 44 70 1 3 21 62 44 70

At least one visit per week 54 72 24 86 31 62 47 89 12 63 19 61 47 89

Multidisciplinary teams attended 13 15 24 75 6 11 31 51 4 17 2 6 31 51

Other staff involved 63 68 24 69 29 46 58 91 29 100 0 0 58 91

Local enhanced payment 15 19 27 84 16 29 26 46 6 23 10 34 26 46

Prescribing technology used 12 13 20 61 15 24 17 27 8 29 7 21 17 27

Note
Responses linked to markers of good-quality care from average and weighted average linkages.
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FIGURE 1 Dendrograma of average and weighted average linkages. Each displays the first 25 nodes, representing the practice identification 
codes. aThis dendrogram aims to provide a visual representation of the arrangement of the clusters. The stacked branches (known as clades) 
break down into smaller branches. At the end of the clave, the ‘leaves’ represent the data. The arrangement of the clades shows how similar 
they are to each other (i.e. we would expect two leaves in the same clade should be more similar to two leaves from different clades). The 
y-axis (height of the branch) shows how close clusters are from one another. The taller the branch, the further and more different are the 
clusters.
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