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Executive Summary 

Key Messages 

 In England, most long term care for older people is provided by the 

independent sector.  

 Multiple NHS services visit care homes. These include initiatives to improve 

access to health care, reduce unplanned hospital admissions and work with 

care homes as providers of intermediate and end of life care.  Models of service 

delivery to care homes however, are erratic, ill-defined and focus  almost 

exclusively on the individual resident/patient encounter 

 The lack of shared organisational outcomes are likely to inhibit systematic 

integration of health and social care services, to sustain more stability and 

quality in care homes residents’ living arrangements and care.  

 Care home residents do not have universally high levels of health services use 

or uniformly close involvement of primary care staff.  

 Access to services and recognition of health care needs was a mediated and 

complex process. Primary care services were reliant on how care home staff 

interpreted residents’ health status, care home procedures and the quality of 

the relationship with the NHS staff. 

 Financial incentives, governance processes or the use of shared protocols and 

assessments supported integrated working only when care home staff 

assimilated NHS patterns of working and priorities.   

 NHS services favour models of care that focus on diagnosis, treatment and 

episodic involvement, whilst care home providers prioritise on-going support 

and relationships that foster a continuous review of care. 

 The  lack of  an identifiable entity that is care homes means there is no one 

place for  NHS commissioners and managers to go to engage with the sector, 

or establish contracts, for more than an individual or group of care homes 

 Integrative processes that enabled NHS and care home staff to achieve 

integrated care were, in the main, informally negotiated and based on 

confidence in the staff involved.  

 There is a need to adjust patterns of working in the care home to ensure that 

health care is not “delivered” to individuals in care homes but organised to 

support the facilitation of care delivery, review  and discussion of residents’ 

priorities and preoccupations, with the older person , their preferred 

representatives and care home staff 
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Background 

People living in care homes have complex needs, and are the oldest and 

frailest of the population. Care homes that do not have on site nursing rely 

on primary health care services for medical and nursing support and access 

to specialist services and secondary health care.  Research consistently 

demonstrates that people living in care homes have erratic and inequitable 

access to NHS services, particularly those that offer specialist expertise in 

key areas such as dementia and end of life care. Primary Health care 

providers are very aware of the need to improve how they work with care 

homes.  This has led to the development of a range of initiatives that range 

from the funding of NHS beds in care homes to the creation of specialist roles 

designed to promote better working between primary care and care homes. 

This study aimed to make explicit what is known about developing integrated 

working between health and care home providers, assess the consequences 

for older people and provide guidance and recommendations for integrated 

working that can inform future service development and research in these 

settings. 

Aims 

The overall aim of the study was to establish how care homes and health 

care services achieve integrated working to promote the health of older 

people. The objectives were: 

1. To review the evidence for the research effectiveness of different 

approaches and support tools used to promote integrated working between 

NHS services and care home staff. 

2. To identify how integrated working is interpreted, organised and 

implemented in care homes across England, and at what cost. 

3. To identify patient and organisational outcomes arising from integrated 

working between NHS services and care homes that reflect the priorities, 

experiences and concerns of older people that live in care homes. 

4. To evaluate the impact of interventions that support integrated working 

between NHS and care home staff, on patient and organisational outcomes, 

including cost and effective use of resources. 

5. To describe facilitators and barriers to integrated working between care 

home staff and health care practitioners. 

6. To develop a typology of integrated working between health services and 

care homes 
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Methods 

The three year study was organised in two phases. Phase one had two 

interrelated elements. A systematic review of the effectiveness of integrated 

working between health care and care homes and a national survey of how 

integrated working is achieved by NHS services working with, and for, care 

homes that do not have on site nursing.   

Phase two involved prospective case studies of three models or approaches 

to integrated working (care homes with NHS/LA funded beds and linked 

multidisciplinary teams, care homes in receipt of specialist service support 

and care homes reliant on primary care services equivalent to those provided 

to people living at home). Older people in six care homes were tracked for 

twelve months to understand how they defined health care needs over time, 

their use of services and compare the different approaches to integrated 

working. Also interviewed over the twelve months were residents, relatives 

NHS and care home staff, and stakeholders who could provide an 

organisational perspective on the barriers and facilitators to integrated 

working.  

An organisational framework based on the Kodner and Spreeuwenberg [1] 

model of integration was used to inform the analysis and synthesis of data 

and cross-case comparisons of how the different contexts and mechanisms 

affect the outcomes for the older person. Subsequently, thematic content 

analysis was used to identify key themes, common experiences and priorities 

of care from the categorised data including service delivery, organisational, 

funding, and clinical/health and social care and their sub-levels. The 

economic analysis focussed on investigating the collaborative working 

between the six care homes and their respective primary health care 

services, through an analysis of health and social services used by samples of 

the residents, and resident–level costs. 

Results 

The review, survey and case studies highlighted recurring concerns and 

persistent themes about how the NHS works with care homes that are not 

markedly different from research reports and policy documents on health 

care involvement with care homes published ten years ago.  

At the resident level of care, access to services and recognition of health care 

needs was a mediated and complex process. Primary care services were 

reliant on how care home staff interpreted residents’ health status. Internal 

care home procedures and the quality of the relationship with the NHS staff 

determined who accessed services. This process seldom involved joint review 

or discussion and even more rarely included the resident or a family member. 



 

 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         16 

Project 08/1809/231 

In care homes that had nursing provision either within the building or 

nearby, there was evidence of nursing staff assimilating health care work 

that in other sites was provided by NHS services to residents categorised as 

receiving personal care only.  

The study found that the integrative processes that enabled NHS and care 

home staff to achieve integrated care were, in the main, informally 

negotiated and based on confidence in the staff involved. These informal but 

acknowledged methods of care co-ordination could ensure that there was 

ongoing identification of resident need and those respective responsibilities 

and patterns of decision making were jointly understood and trusted. 

Financial incentives, governance processes or the use of shared protocols and 

assessments, either did not facilitate that process, or supported integrated 

working when care home staff assimilated NHS patterns of working (e.g. in 

the care homes with funded rehabilitation beds).  It was all predicated on 

individual services’ and staff’s ability (and capacity) to engage with that 

process. At the service delivery level of integration, the findings suggest that 

it is investment in the development and creation of these personal 

relationships that have the most potential to improve how the NHS and care 

homes work together. Therefore, factors that facilitated integration at the 

level of the primary care and care home staff include: 

• Engagement around resident care that focuses on specific domains of 

knowledge;   

• The opportunity for staff from both sectors to collectively address the issue 

as they develop shared knowledge and therefore create a distinct social 

entity;   

• The development and improvement of practice, built on shared resources 

and knowledge, which meets the needs of the older person.  

One of the significant barriers for health service providers is identifying such 

places of engagement at strategic and organisational levels of the system are 

related to the lack of an identifiable entity that is care homes. There is no 

one place to go to engage systemically with the sector, or establish 

contracts, for more than an individual or group of care homes.   

Conclusions 

It is uncontested that closer working, proactive care, service specification, 

leadership and integration of different NHS services can promote the health 

care of older people resident in care homes. This study found that there is 

not a particular model of service delivery that can achieve this. There is an 

inherent tension when NHS services favour models of care that focus on 

diagnosis, treatment and episodic involvement, whilst care home providers 

prioritise on-going support and relationships that foster a continuous review 
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of care. The findings suggests this tension can be negotiated through the 

care home manager’s leadership, the quality of the working relationship 

between NHS practitioners and senior staff, and a focus on specific issues of 

mutual interest. For the older person, accessing, receiving and achieving 

health care was a co-constructed process. The significance of a mediator 

(care home staff or relative) who participated in communication and 

discussions with a range of professionals about residents’ health needs 

should be acknowledged by NHS services and incorporated into patterns of 

service delivery. There is a need to adjust patterns of working to ensure that 

health care is not “delivered” to individuals in care homes but organised to 

support the facilitation of care delivery and discussion of residents’ priorities 

and preoccupations, with the older person and their preferred 

representatives. 
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The Report 

1 Introduction and Background 

1.1 Introduction 

Primary Health care providers are very aware of the need to improve how 

they work with care homes in order to improve the services received by older 

people who live there. As such a range of initiatives have been developed to 

promote better working between primary care and care homes. Services and 

projects are often initiated by the health care sector either because of 

recurrent problems (such as unplanned hospital admissions, avoidable injury 

or need for support at the end of life), because of a clinical champion or a 

need to support older people who “fall between” services or are in transition, 

not being well enough to be at home, but not ill enough to be in hospital.   

Examples of such initiatives include NHS funding intermediate care beds in 

care homes, respite care and joint budgets to support continuing care of 

people with high levels of dependency or as they approach the end of life. It 

also includes schemes that are problem specific such as falls prevention, 

activity promotion, infection prevention and continence and nutrition 

specialist support.  Such initiatives are often supported by the payment of 

financial incentives for General Practitioners (GPs), use of shared 

documentation, integrated care pathways and designated practitioners 

working with care home staff to improve care.   

This study aimed to make explicit what is known about developing integrated 

working between health and care home providers, assess the consequences 

for older people and provide guidance and recommendations for integrated 

working that can inform future service development and research in these 

settings. 

1.2 Background 

In England, there are 376,250 over 65year olds living in 10,331 care homes  

Over 20% of those aged 85 and over live in long term care settings. The 

average resident is female, over 85 years old, and in the last years of their 

life. A significant proportion of care home residents have dementia, are in 

receipt of seven or more medications and live with depression, mobility 

problems and pain [2]. The care home market is heterogeneous. There is a 

diverse mix of for profit and not for profit providers that range from charities, 

faith based organisations, small private family run businesses to large 

publically listed companies. The majority of care homes do not have on site 

nursing provision and a significant proportion have less than ten beds. The 
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median size of a care home with on site nursing is 35 beds and without on 

site nursing, 25 beds, although the trend is for larger care homes that offer 

on site nursing care [3]. 

Care Homes are often geographically and socially isolated, sequestered away 

from the communities in which they are situated [2].  People living in care 

homes have complex needs, are the oldest and most frail of the population 

and the care home workforce have limited opportunities for relevant training 

[3-6]  and links with the broader health and social care economy. Care 

homes that do not have on site nursing rely on primary health care services 

for medical and nursing support and access to specialist services and 

secondary health care.  Research consistently demonstrates that people 

living in care homes have erratic and inequitable access to NHS services, 

particularly those that offer specialist expertise in key areas such as 

dementia and end of life care [7-11]. How problems and services are defined 

by the health service does not always reflect how older people and care 

home staff define health needs and the types of health care they would like 

[12]. One experimental study that involved NHS staff working with care 

home staff to improve continence care demonstrated the benefits of a shared 

structured approach to help challenge and change established patterns of 

service delivery improve information exchange and integrate systems of care 

[2]. An approach that has also been used successfully to support end of life 

care in care homes [3]. 

As long as provision of primary health care remains erratic, reliant on 

individual practitioners’ interest in working with care homes, then health 

service involvement with care homes remains discretionary and locally 

determined. An extensive review by Szczepura et al [2] summarized the 

evidence on improving care in care homes with no on site nursing. The 

authors concluded that medical care could be improved by making it more 

proactive and preventative and that primary care should also work on a more 

strategic basis with care homes. There is a reasonable evidence base to 

suggest that targeted support by health care services will improve outcomes 

for older people in care homes. However, as a Cochrane review [3] 

concluded, while most physical rehabilitation interventions for residents in 

care homes are worthwhile and safe, reducing disability and bringing 

improvement in physical condition, there is insufficient evidence to make 

recommendations about the best intervention, improvement sustainability 

and cost-effectiveness. The recurrent issue is how to embed and sustain 

patterns of working between the health care service and care homes as 

independent (and diverse) providers of care for the oldest old. 
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1.3 The current study 

This study considers how health care services work with care homes and 

provide support to their residents, and resolve what can be often competing 

ideas of good practice. Integrated working by the NHS in care homes has 

largely been at the initiation of the health service to address acknowledged 

short comings in service provision to this vulnerable population and reduce 

avoidable crisis events, problems and unplanned admissions to hospitals. An 

increasing interest and involvement of the health service in the third sector 

and specifically care homes, has led to a myriad of approaches to working 

together.  Little is known about the range of models and approaches being 

used, to what extent care homes are equal partners and if the services 

provided reflect the priorities and needs of older people. 

Within a mixed method study it is useful to have an organising theoretical 

framework. Kodner and Spreeuwenberg [1] present a model that they argue 

aims to aid conceptual clarification to support those engaged in theory and 

practice in the arena of integrated care.  The model is ‘patient-centric’ (p1), 

which has relevance and fit with the aims of the research team, who were 

concerned to establish the care home resident’s voice at the heart of this 

study.   

At conception of the study, there were no other theoretical models of 

integrated working that appeared useful for the planned study, however 

more recently authors have developed Kodner and Spreeuwenberg’s work, eg 

[2] and this has been incorporated within the analysis and discussion. 

Kodner and Spreeuwenberg [1] argue that a patient/person centred 

integration of health and social care services should incorporate a coherent 

set of methods and models that can engage with the different levels of 

organisation, management, funding and clinical care within and between the 

two sectors. It is unknown to  what extent these different levels of 

integration have been achieved with care homes, through for example, 

access to joint funding, undertaking shared planning and needs assessment, 

co-location of services, joint training, case management, shared clinical 

records and decision support tools. Furthermore, within integrated working, 

little is known about how roles, responsibilities, relationships, resource use, 

governance and desired outcomes are negotiated between care homes and 

NHS organisations.  However we were not ‘testing’ the model in a deductive 

way in care home settings.  It was used as the central organising theoretical 

framework to bring the data collected using the different methods together in 

order to answer the study questions.  Evans et al (88) argue that theoretical 

frameworks are of particular utility in mixed methods studies.  They suggest 

that theoretical frameworks can be used as navigational devices or maps 

ensuring that findings are theory based, thus increasing their credibility and 

enabling better transferability to practice settings. 
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The Kodner and Spreeuwenberg model is based on studies undertaken in 

settings other than care homes so it was important not to ‘force’ the data to 

‘fit’ the model, rather the model was used to guide data collection, such as 

collecting data relating to the macro, meso and micro organisational levels, 

and data analysis, where the model was used as an organisational framework 

for data analysis.  As data were thematically analysed, the structures within 

the model were expanded by creating additional categories for data not 

fitting neatly into the categorical exemplars provided by Kodner and 

Spreeuwenberg.  We also expanded the higher level categories, for example, 

Kodner and Spreeuwenberg use a heading of ‘clinical’, which we expanded to 

‘clinical, health and social care’. At a time when there is direct policy support 

for health care and the third sector to work together this study seeks to 

make explicit what is known about developing integrated working between 

health and care home providers. The focus is on those care homes that offer 

personal care and do not provide onsite nursing care as these are the care 

homes that rely most on health service support. 

1.4 Aims 

To establish how care homes and health care services achieve integrated 

working to promote the health of older people 

Objectives 

1. To review the evidence for the research effectiveness of different 

approaches and support tools used to promote integrated working between 

NHS services and care home staff. 

2. To identify how integrated working is interpreted, organised and 

implemented in care homes across England, and at what cost. 

3. To identify patient and organisational outcomes arising from integrated 

working between NHS services and care homes that reflect the priorities, 

experiences and concerns of older people that live in care homes. 

4. To evaluate the impact of interventions that support integrated working 

between NHS and care home staff, on patient and organisational outcomes, 

including cost and effective use of resources. 

5. To describe facilitators and barriers to integrated working between care 

home staff and health care practitioners. 

6. To develop a typology of integrated working between health services and 

care homes 
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2 Methods 

This chapter outlines the methods that were used to achieve the six study 

objectives.  The focus of the Approach (Analysis and Perspectives of 

integrated working in PRrimary care OrganisAtions and Care Homes.) study 

was to make explicit what is known about developing integrated working 

between health and care home providers, assess the consequences for older 

people and develop a typology of integrated working that can inform future 

service development and research in these settings. A two-phase mixed 

method study was undertaken.    

2.1 Study Design 

A mixed method design was used, based on the principles of evaluation of 

complex interventions when using a phased approach [3].  The design was 

also informed by a recognition that quality improvement relies on 

understanding how service development and change is achieved at 

individual, group, organizational and environmental levels [4-6].  The study 

objectives were investigated using mixed methods in two phases with four 

elements.  

Phase one: addressed study objectives 1-3 and 6 through a review and a 

survey: 

1. A systematic review of the research evidence for the effectiveness of 

integrated working between primary health care services and care homes for 

older people.   

2. A national survey of care homes to establish the range and type of health 

care service provision to care homes in England including the care home 

manager’s experience of integrated working with them.  

Phase two: addressed study objectives 3 to 6 through case studies and a 

validation meeting: 

3. A prospective case study analysis was conducted with six care homes in 

three different geographically diverse areas of England which had differing 

levels of integration with NHS primary care services.  

4. A Validation meeting attended by care home experts to consider the 

findings from both phases of the study and to draw up recommendations for 

commissioners. 

2.1.1 Study organisation and management  

The study was overseen by a management group made up of the researchers 

and study research team which met at least four times a year, and a study 

steering committee which  met twice a year and acted as an expert panel 
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and critical partner to the project. An organisational chart was devised by a 

study steering committee member to clarify the research process and the 

structure of the study (see appendix 1 for chart and a related article 

submitted to Involve). The overall role of the study steering committee was 

to ensure that the study was conducted in line with the protocol and that the 

design, execution and findings were valid and appropriate for the older 

people, the care home staff, practitioners and other organisations that are 

responsible for their care. Specifically members were asked to: 

• Provide expert advice and guidance on all aspects of the study; individual 

members may provide expertise for the different phases 

• Ensure the project is running to its timetable 

• Address any project risks and ensure the appropriate procedures are in 

place 

• Provide a forum for discussion of issues arising from the research 

• Read and comment on any reports and other relevant study documents 

• Act as a link between the project and other related research studies, NHS 

and charitable organisations interested in integrated working between care 

homes and health care services.  

• Be involved in the dissemination of the findings throughout the duration of 

the study 

2.2 Phase 1: Systematic review: 

2.2.1 Aims  

The aim was to review the evidence from the research on the 

effectiveness of different approaches and support tools used to promote 

integrated working between NHS services and care home staff.  More 

specifically four broader aims were identified: 

1. To review the effectiveness of integrated working between care 

home/nursing home staff and health care practitioners and 

evaluate their impact on the health and well being of older people 

in care homes. 

2. To describe and evaluate interventions that aim to promote or 

facilitate integrated working between care home/nursing home staff 

and health care practitioners and evaluate their impact on the 

health and well being of older people in care homes. 

3. To identify barriers to integrated working between care 

home/nursing home staff and health care practitioners and identify 
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factors needed to achieve meaningful integration and partnership 

working. 

4. To investigate the extent to which contextual factors, such as 

location, service providers, resources, shared infrastructures and 

professional roles influence the sustainability and effectiveness of 

integrated working. 

The review was conducted according to inclusion criteria and methods 

pre-specified in a protocol developed by the authors before the review 

was carried out (See Appendix 2, page 202). 

2.2.2 Identification of studies 

The aim was to review the evidence from the research on the effectiveness of 

different approaches and support tools used to promote integrated working 

between NHS services and care home staff.   

We included interventions designed to develop, promote or facilitate 

integrated working between care home or nursing home staff and health care 

practitioners. Interventions that involved staff going in to provide education 

or training to care home/nursing home staff were included as long as there 

was some description of joint working or collaboration.   We excluded studies 

where staff were employed specifically for the purpose of the research 

without consideration of how the findings might be integrated into ongoing 

practice (i.e. project staff introduced for a limited time to deliver a specific 

intervention).  For a study to be included there had to be evidence of at least 

one of the following: 

Inclusion criteria: 

1. Clear evidence of joint working 

2. Joint goals or care planning 

3. Joint arrangements covering operational and strategic issues 

4. Shared or single management arrangements 

5. Joint commissioning at macro and micro levels 

Studies also had to report at least one of the following outcomes: 

1. Health and well being of older people (e.g. changes in health status, 

quality of life) 

2. Service use (e.g. number of GP visits, hospital admissions) 

3. Cost such as savings due to avoided hospitalisations  

4. Process related outcomes (such as changes in quality of care, 

increased staff knowledge, uptake of training and education and 

professional satisfaction) 
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As the literature in this area is limited we included all studies that involved an 

element of evaluation.  This included controlled and uncontrolled studies.  

However, because they are more susceptible to bias, studies without a 

control were used to describe and catalogue interventions rather than 

evaluate effectiveness.  Process evaluations and qualitative studies including 

those using action research methodologies were included in order to identify 

facilitators and barriers to integrated working. 

Box 1: Search terms on PubMed (search terms were suitably adapted for 

other databases) 

 

 

Component 1 

Search "Delivery of Health Care, Integrated"[Mesh] OR integrated[ti] OR 

team[ti] OR interdisciplinary[ti] OR integration[ti] OR integral[ti] OR 

integrat*[ti] OR seamless[ti] OR continuity[ti] OR interface[ti] OR 

multidisciplinary[ti] OR multiprofessional[ti] OR multiagency[ti] OR 

interprofessional [ti] OR multi sector[ti] OR model*[ti] OR coordinat*[ti] OR 

partnership*[ti] OR tufh OR continu*[ti] OR interagenc*[ti] OR 

stakeholder*[ti] OR network*[ti] OR systems[ti] OR team*[ti] OR 

shared[ti] OR joined-up[ti] OR pooling[ti] OR vertical*[ti] OR horizontal*[ti] 

OR collaborat*[ti] OR cross organi*[ti] OR multi-professional[ti] or 

intermediate care[ti] or multi agency[ti] or multiagency[ti] OR managed 

care[ti] OR joint care[ti] OR ((individual[ti] or separate[ti]) AND budget) 

OR partner*[ti] OR all-inclusive[ti] OR in-reach[ti] OR chain[ti] OR 

comprehensive[ti] or total care[ti] OR interface[ti] OR “service interaction” 

OR seamless[ti] OR interagency[ti] OR "Patient Care Team"[MAJR] 

AND 

Search Family Physicians OR general pract*[ti] OR general physician*[ti] 

OR family doctor*[ti] OR general medicine[ti] OR Primary Health Care OR 

Continuity of Patient Care OR "primary care" OR continuity of care OR 

physician*[ti] OR "Physicians"[Majr:NoExp] OR "Physicians, Family"[Majr] 

OR "Physician Assistants"[MeSH Terms] OR"Nurse Practitioners"[MeSH 

Terms] OR "Physician's Practice Patterns"[MAJR] OR physician*[ti] or 

practitioner*[ti] 

AND 

Search Nursing Homes OR nursing home*[ti] OR “nursing home*” OR long-

term care[ti] OR long term care [ti] OR nursing facilit*[ti] OR residential[ti] 

OR institutional care[ti] OR resident*[ti] OR continuing [ti] OR respite care 

OR nightingale home OR nightingale homes OR care home*[ti] OR long-

term[ti] OR longterm[ti] 
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AND 

Search geriatrics OR elderly OR older OR middle age OR middle-age OR 

senior OR frail OR care of elderly OR geriatric nursing OR geriatric 

assessment OR "Aged"[Mesh] OR "Health Services for the Aged"[Mesh] OR 

"Middle Aged"[Mesh] OR "Homes for the Aged"[Mesh] OR "Aged, 80 and 

over"[Mesh] OR senior*[ti] or pensioner*[ti] OR retire*[ti] 

 

Component 2: Simplified, focused searches involving two aspects of 

the subject:  

 

NHS / Primary Care / Nursing homes 

Search ("Physicians"[Majr:NoExp] OR "Physicians, Family"[Majr] OR 

"Physician Assistants"[MeSH Terms] OR"Nurse Practitioners"[MeSH Terms] 

OR "Physician's Practice Patterns"[MAJR] OR physician*[ti] OR 

practitioner*[ti] OR specialist*[ti] OR primary care[ti]) (nursing home*[ti] 

OR residential care[ti] OR care home*[ti] OR residential home*[ti]) 

 

Nursing homes / Integrated Care  

Search (nursing home*[ti OR residential care[ti] OR care home*[ti] OR 

residential home*[ti]) (integrat*[ti] or team*[ti] or cooperation[ti] OR 

multidisciplinary[ti]) 

 

Elderly / Integrated Care  

Search (elderly[ti] or older[ti] or geriatric*[ti] OR senior[ti]) (integrat*[ti] 

OR team*[ti]) AND (community OR nursing homes) 
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2.2.3 Data extraction and synthesis 

Electronic search results were downloaded into EndNote bibliographic 

software.  Two reviewers (from the research team) independently  screened 

all titles and abstracts of citations identified by the electronic search, applied 

the selection criteria to potentially relevant papers, and extracted data from 

included studies using a standardised form. Any disagreements concerning 

studies to be included were resolved by consensus or by discussion with a 

third reviewer. 

Due to substantial heterogeneity in study design, interventions, participants 

and outcomes we did not pool studies in a meta-analysis.  Instead a 

narrative summary of findings is presented and where possible we have 

reported dichotomous outcomes as relative risks (RR) and continuous data as 

mean differences (MD) (with 95% confidence intervals).  Data in the 

evidence tables is presented with an indication of whether the intervention 

had a positive effect (+), a negative effect (-), or no statistically significant 

effect (0).  The qualitative studies were used to generate a list of potential 

barriers and facilitators to integrated working.  Each paper was 

systematically read by two researchers  to highlight any factors that may 

have impacted on the process, both those that were explicitly referred to by 

the authors and those identified by the reviewers within the papers’ 

narratives. 

The quality of the included studies was assessed using design assessment 

checklists informed by the Cochrane Collaboration risk of bias tool ([7] 

quality assessment checklist for qualitative studies ([8].   The core quality-

assessment domains are summarised in Table 1.  As other non controlled 

studies were used to inform contextual understanding rather than evaluate 

effectiveness they were not formally quality assessed. 

Table 1. Quality assessment criteria by study type  

Randomised controlled trials   all scored as Yes/No/Unclear 

 Sequence generation  Was the allocation sequence adequately 

generated? 

Allocation concealment  Was allocation adequately concealed? 

Blinding   Was knowledge of the allocation intervention 

adequately concealed from outcome assessors? 

Incomplete outcome 

data- 

Was this adequately addressed for each 

outcome? 

Selective outcome 

reporting  

Are reports of the study free of suggestion of 

selective outcome reporting? 
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Controlled studies (without randomisation) all scored as 

Yes/No/Unclear 

Baseline results 

reported 

Were baseline results reported for each group? 

Groups balanced at 

baseline 

Were there any significant differences in the 

groups at baseline? 

Blinding   Was knowledge of the allocation intervention 

adequately concealed from outcome assessors? 

Incomplete outcome 

data-  

Was this adequately addressed for each 

outcome? 

Selective outcome 

reporting  

Are reports of the study free of suggestion of 

selective outcome reporting? 

Qualitative studies  - Scored as fully or mostly, partly or not at all 

Scope and purpose e.g. clearly stated question, clear outline of 

theoretical framework 

Design e.g. discussion of why particular 

approach/methods chosen 

Sample e.g. adequate description of sample used and 

how sample identified and recruited 

Data collection e.g. systematic documentation of 

tools/guides/researcher role, recording methods 

explicit 

Analysis e.g. documentation of analytic tools/methods 

used, evidence of rigorous/systematic analysis 

Reliability and validity e.g. presentation of original data, how 

categories/concepts/themes developed and 

were they checked by more than one author, 

interpretation, how theories developed 

Generalisability e.g. sufficient evidence for generalisability or 

limits made clear by author 

Credibility/plausibility e.g. provides evidence that resonates with 

other knowledge, results/conclusions supported 

by evidence 

 

Data were extracted from each study on methodology, type of intervention, 

outcomes, participants, and location.  In addition, an interpretive approach 

based on Kodner and Spreeuwenberg’s [1]) work on integrated working, was 
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used to compare and contrast the nature and level of integration across the 

studies using the principles of framework analysis (Spencer and Richie 1994).  

Each study was categorised in terms of the degree of integration and the 

complexity classified as micro, meso and or macro.  In addition, based on the 

assumption that care homes with a higher level of integration would show 

evidence of correspondingly greater levels of support and contact with health 

care professionals, each study was analysed to identify the amount of 

contact, support and training given by the health professionals involved in 

the study. The findings of the review are presented in Chapter 3. 

 

2.3 Phase 2: Survey 

2.3.1 Aims  

The survey addressed study objectives 2 and 5. It aimed to establish the 

current focus, range, type and level of integrated working that exists 

between primary health care services and care homes across England, and 

the facilitators and barriers to achieving it that were reported by care home 

managers. 

2.3.2 Sampling 

A national sample of care homes was identified using the online directories 

held by the Care Quality Commission (CQC).  Care homes were eligible for 

inclusion in the survey if they:  

• provided personal care only (no on-site nursing);  

• accommodated only older people (including people with dementia);  

• had 25 places or more  

2.3.3 At the time the study was undertaken (September 

2009), there were 2,514 care homes in England that 

met the inclusion criteria, 30 of which were randomly 

selected to pilot a purpose designed questionnaire, 

with the main study based upon and systematic 

random 1 in 4 sample from the remaining homes 

(n=621). “This ensured that a representative spread 

of care homes were included and the survey was 

feasible within the time allowed. It took an 

administrator two weeks to  locate/confirm the 

designated person and email addresses of the 621 
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care homes as well as establish which care homes 

would prefer hard copies of the 

questionnaire.”Questionnaire design 

A self completion questionnaire was designed, informed by the  systematic 

literature review of integrated working between care homes and primary 

health care [9] and the different levels of integration  (funding, 

administrative, organisational, service delivery, clinical care) that can be 

achieved within and across organisations [1].  Responses were received from 

four of the 30 (13%) pilot homes (after three reminders) As a result the 

survey was shortened, and questions that were poorly understood were 

removed. The final version (Appendix3) took between 15 and 20 minutes to 

complete and comprised five sections: 

 

1. The primary and community health care services the care home 

reported that it had received in the previous six months;  

2. How the NHS worked with the home, including use of shared 

documents, joint learning and training, integrated care planning,  

3. Provision of services for the NHS for which the care home receives 

specific payment; 

4. Experiences of integrated working with local health care services, and 

views about the effects of integration, and barriers to achieving it;  

5. Characteristics of the care home (region, number of beds, type of 

registration, number of homes in the organisation, proportion of self- 

funding residents, staff numbers and qualifications, star rating of the 

home at the most recent inspection). 

2.3.4 Distribution 

A web-based online version of the questionnaire was set up using Survey 

Monkey (http://www.surveymonkey.com/). An email distribution database of 

care homes was generated from addresses provided in the CQC directory 

(35% of homes in the sample). E-mail addresses that were not available 

from the CQC directory were found through other internet searches (41%), 

or phone calls to the home (24%). Thirty-seven care homes (6%) stated 

either that they did not have an e-mail address or that they did not use it, 

and were sent the questionnaire by post. A further 49 postal questionnaires 

were sent out to care homes that were unable to receive the online 

questionnaire due to spam filters or email addresses that were no longer in 

use. 

Care home managers were asked to complete and return the questionnaire 

within two weeks.  To encourage participation each manager was contacted 
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in advance by email or post to explain the purpose of the study and inform 

them when they would receive the questionnaire.  In addition, three 

reminders were sent a week apart to non responders; and managers were 

informed that completion of the questionnaire would enable them to attend 

one of four national workshops where the findings would be presented.  Care 

homes completing the survey also had the opportunity to enter a prize draw 

for a voucher. 

2.3.5 Survey extension 

Following a disappointing response rate, the survey was extended to care 

homes that were not randomised to the original sample, using an alternative 

method.  Senior managers of four national care providers were approached, 

and asked to send out the survey link on behalf of the study to the 

residential care homes in their organisations, which one manager 

subsequently did. However, in sending the link to all residential care homes 

in the chain, some that also had on-site nursing beds were included. As 

replies were anonymous, it was not possible to identify dual-registered 

homes and remove them from the analysis. Since the pattern of working with 

local health services of dual-registered homes might be expected to differ 

from that of residential homes without any on-site nursing, it was not 

appropriate to combine responses from the two waves of the survey. 

Therefore, the results of the two groups were analysed separately. The 

responses obtained from the national survey (referred to as survey 1: S1) 

and the major provider (survey 2: S2) were compared to explore differences 

and similarities. 

2.3.6 Analysis 

The characteristics of responding care homes, and reported use of primary 

and community services in the previous six months were analysed 

descriptively, and comparisons between S1 and S2 were made using chi 

square, Mann Whitney U and unpaired t tests, as appropriate.   

Six proxy indicators of integrated working between care homes and primary 

health services were selected from the survey items. These reflected a 

continuum of NHS involvement from practices that could be defined as 

collaborative (frequency of involvement and perception of how the NHS 

worked with the care home) to those that were indicative of conscious and 

planned involvement such as shared training and investment.  : 

1. Whether or not the care home reported using > 0.333 health and 

social care services per bed (i.e.  > 1 service per 3 beds) in the previous six 

months (Yes / No).  

2. Whether or not the care home reported that any NHS professionals or 

teams work with the home in an integrated way (Yes / No) 
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3. Amount of learning and training together with NHS colleagues 

reported by the care home (Weekly / Monthly / Every now and again vs. 

Rarely / Never) 

4. Whether or not the care home reported use of shared documents 

(e.g. care plans and notes) with any NHS colleagues  (Yes /No) 

5. Use of integrated care plans (care home with NHS staff), e.g. 

continence care (All residents or Sometimes vs. Never) 

6. Whether or not the care home reported receiving extra payment from 

the NHS for provision of beds for any of the following services: respite care, 

palliative / end of life care, continuing care, rehabilitation, day care or to 

reduce hospital bed use. 

An overall integration score was derived for each home based on the 

percentage of the integration variables for which it had indicated integrated 

working with the local health service. 

Stepwise logistic regression was used to model each integration indicator.  

Independent variables included in the modelling were:  number of beds in 

the care home; residents per bed (occupancy); number of care homes in 

organisation (S1 only); proportion of residents self funding; whether care 

home has dementia beds (Yes / No); location in London and SE (vs. rest of 

England); proportion of total staff that are full time (taking part time staff as 

.5FTE); staff: resident ratio; staff: bed ratio; density.  Correlation analysis 

used to explore associations between star ratings and each of the integration 

indicators, using an unpaired t test, and between star ratings and the overall 

integration score using a Pearson’s correlation test. Views about integrated 

working were compared between S1 and S2 using Mann-Whitney U tests, 

and reported descriptively. Statistical significance was reported when p< .01.  

 

Data from the free text boxes were downloaded from the Survey Monkey and 

entered into NVivo8 (QSR International Pty Ltd.) software for qualitative 

analysis. Responses were read and thematically coded.  The qualitative data 

consisted of short explanations of why particular response options had been 

selected and some questions asked which only for narrative about the 

particular issue.  Responses often contained comments in relation to more 

than one question, for example, comments were made about GP retainers in 

comments boxes associated with questions about different issues.  

Consequently the qualitative data was analysed in two ways, firstly by 

response to each question, but also thematically, - by inductively coding the 

data to search for themes across the data set. 

 



 

 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         33 

Project 08/1809/231 

2.4 Phase 2: Care home case studies 

2.4.1 Aims 

The case study phase addressed study objectives 3 to 5 by investigating 

current integrated working practices between care homes and primary health 

care professionals.   Six care homes in three regions in England, North West, 

South East and West, were identified as the case study sites.   

2.4.2 Recruitment of care homes 

Care homes that were invited to participate had to meet the following 

criteria:  

• Registered to provide care for older people including those with cognitive 

impairment; 

• Within an hour’s journey of one of the three academic bases; 

• Providing personal care (care homes with mixed provision were included in 

the study but only residents receiving personal care were included in the 

study);  

• Reflected a range of sizes (small (20-30 beds) and large (30+ beds)  

The sampling criteria for the inclusion of care homes reflected the range of 

approaches to integrated working identified from the systematic review and 

national survey. These corresponded to (as far as was possible) the 

categories developed by Kodner and Spreeuwenberg [1] (Table 2) 

Table 2. Features of integration for different levels of integration 

 Micro integration Meso/macro 

integration 

Features 

of 

integration 

to be 

evident 

 Evidence of integrated working 

between care home and NHS 

staff on a patient by patient 

basis 

 

 Joint funding and 

service level 

agreements between 

care homes and NHS 

providers 

 

 
 A working relationship that is 

perceived to be good between 

both parties 

 Joint planning/ 

evidence of meetings 

that are extra to patient 
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specific discussions 

 

 
 Some shared documentation in 

use 

 

 Service provision to the 

care home that is care 

home wide (e.g. regular 

clinics, health 

promotion initiatives) 

 

 
 Care home staff and NHS staff 

know each other by name and 

have established methods of 

exchanging information about 

patients 

 

 Shared education and 

training offered across 

the care home 

 

 
 Some joint assessment in use 

 

 Shared 

documentation/framew

orks of care used 

routinely for  care home 

residents  

 

  
 NHS funded beds within 

the care homes 

 

  
 Evidence of joint case 

finding, review of 

patient/older people 

needs and anticipatory 

care 
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Eligible care homes that fitted the study criteria were identified in a number 

of ways including: 

 Consultation with the relevant PCTs 

 E-invitation through care home networks 

 On line searches to identify care home related initiatives between the 

NHS and care homes in the nominated geographical areas. 

 Self identification through invitations to care homes that participated in 

the national care home survey in phase one of the study 

Regardless of how they were identified initially, recruitment followed the 

same process. After an initial meeting between the care home manager and 

members of the study team, for interested care homes separate meetings 

were set up with care home staff, residents and where possible relatives, to 

outline the study, what it involved, give them information sheets and answer 

any queries. Following these meetings the care home manager was asked to 

confirm whether or not the care home had decided to participate, permission 

was also sought from the care home organisation, where appropriate.  

However, the research staff worked closely with the care homes to ensure 

that they endorsed the recruitment process for care home staff and older 

people that worked best for their particular care home. 

2.4.3 Recruitment of residents and relatives 

Up to seven residents from each care home were purposively selected to 

represent a range of resident health care service use. Where care homes 

were identified via a particular NHS innovation, older people who were 

receiving care from this team were included.  All residents recruited had 

capacity to consent to participate or had consultee assent, and were 

expected to be resident in the care home for the coming year.  Details of the 

exclusion criteria and recruitment, in particular the process for consultee 

assent, where the older person does not have the capacity to consent 

themselves, are given in the ethics protocol (appendix 4). 

Relatives were approached for recruitment to the study with the resident’s 

permission; full details of the process are given in the ethics protocol. 

2.4.4 Recruitment of care home staff and primary care 

professionals 

Once residents were recruited, the key worker or care home staff member 

most involved in their care and the primary health care professional they had 

most contact with were identified and contacted regarding participation in the 

study. All potential participants received a study information sheet, were 
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given the opportunity to ask the researcher questions and at least 48 hours 

to decide whether or not they wanted to be involved. 

2.4.5 Recruitment of stakeholders 

To complement the data collected from the older people and direct providers 

of integrated care, interviews were conducted with up to three key 

informants/stakeholders in each of the three sites to provide an 

organisational perspective on the different levels of integrated working.  In 

each site letters of invitation with information about the project were sent to 

stakeholders such as commissioners of older people services, managers of 

older people services and charities/voluntary organisations that provide 

services (e.g. advocacy services) to older people through working with health 

and social care. 

2.4.6 Data collection 

Multiple sources of date were collected in order to provide a full picture of 

how the different models of integrated working were implemented and 

experienced across the three study sites by older people resident in the care 

homes, care home staff, and health care professionals. Basic information was 

collected on each care home including size, geographical location, GP 

services received, rating from the last Care Quality Commission inspection. 

Qualitative methods were the main source of data collection including face to 

face interviews, focus groups, notes reviews, documentary reviews and field 

notes, as well as validated measurement tools for assessing the health and 

quality of life of older people resident in care homes. To establish any 

changes across the case study phase, the one year period of data collection 

was divided into four parts, Time 1 (month 1 - baseline), Times 2, 3 and 4, 

were Months 4,8 and 12 respectively. Table 3 outlines the data collection that 

was carried out with residents, their key worker in the care home and the 

primary health care professionals who were most involved in their care over 

the case study phase. 
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Table 3. Data collection for residents, care home and primary staff  

 

1. RESIDENTS 2. CARE HOME STAFF  3. PRIMARY CARE 

PROFESSIONALS (PCPs) 

Interviews (Time 1, 2, 3) 

 Health and social status 

including Euroqol (EQ5D) 

 Perceived well being,  

support needed with 

daily activities, 

dependency (Barthel 

scale)  

 Health care services 

received, their 

effectiveness and 

satisfaction with them 

Interviews (Time 1, 2, 

3) 

 Care given by care 

home staff 

 Changes in health 

status 

 Experience of working 

with PCPs  

 Training and support 

given by PCPs 

 Perceptions of  

integrated working 

Interviews (Time 1, 2, 3) 

 Care given by PCPs, 

plans, assessments, 

referrals 

 Changes in health status 

 Experience of working 

with care home staff 

  Care home staff training 

and support given 

 Perceptions of  

integrated working 

Care home notes reviews  

(Time 1, 2, 3 and 4) 

 Demographic 

information, health 

conditions, medication  

 Care – planned, and 

ongoing – shared with 

PCPs 

 Health care services 

received including 

hospitalizations, changes 

in health status and 

needs 

Focus groups (1/care 

home) 

 Experience of working 

with PCPs including 

referral processes, 

level of contact, 

feedback, 

communication, 

shared paperwork, any 

training received.  

 Perceived facilitators 

and barriers to 

integrated working 

with PCPs 

Focus groups (1/care 

home) 

 Experience of working 

with PCPs including 

referral processes, level 

of contact, feedback, 

communication, shared 

paperwork, any training 

given to care home staff.  

 Perceived facilitators and 

barriers to integrated 

working with PCPs 
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Additional data collection was also conducted as follows:  

c) Reviews of the key documents and tools that were shared by the care 

home staff and health care professionals such as care pathways, shared 

notes and assessment tools, to establish the structural and organisational 

context of integrated working.  

d) Field notes were also written by the researchers and the PIR 

members following any care home visits. 

e) Stakeholder/key informant interviews  

f) Individual interviews with up to 3 family carers or relatives per care 

home, to get their experiences and views of integrated working between care 

home staff and health care professionals.  

Full details of the data collection including the consenting process and 

paperwork are given in the case study ethics protocol (See appendix 5). 

Two amendments were made to the data collection protocol. Firstly to 

maximise confidentiality and sensitivity, individual interviews were conducted 

with relatives rather than focus groups.  This major amendment to the 

protocol was approved by the ethics committee. Secondly, a minor 

amendment to the data collection was approved by the Study Steering 

Committee. Given the consistency of their condition and services received 

across Time points 1 to 3 the residents, their key worker and corresponding 

PCP were not interviewed at Time 4 unless there was a significant change in 

their health condition, and or the way that care home staff and PCPs worked 

together in relation to their care. 

2.4.7 Data Analysis 

All interviews and focus groups were recorded, transcribed and entered into 

N-vivo software (QSR International Pty Ltd). Statistical data from validated 

assessment tools, and information on the older person’s use of services, were 

entered onto an SPSS database.  In addition, for the purposes of description 

and comparison, resident service use was summarised for 16 residents over 

the four data collection time periods using Visio™ software.  This visual 

representation allowed for the identification of some particular patterns of 

service use.   

The findings generated from the integrated working in the six study 

sites were brought together in two units of analysis: 

1. The site where the different modes of integrated working are 

situated. 

2. Cross case comparisons looking at how the different contexts 

and mechanisms affect the outcomes for the older person. 
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The coding and categorisation of the qualitative data used an organisational 

framework based on the Kodner and Spreeuwenberg (2002) [1] model of 

integration as outlined in Chapter 1. Subsequently, thematic content analysis 

was used to identify key themes, common experiences and priorities of care 

from the categorised data including service delivery, organisational, funding, 

and clinical/health and social care and their sub-levels.  Data from the case 

studies were also analysed to elucidate what promotes closer working 

between care homes and PCPs, and resident’s perceptions of their health and 

care priorities. Care home field notes were also analysed thematically. 

2.5 Economic analysis 

The economic analysis focussed on investigating the collaborative working 

between the six  care homes and their respective primary health care 

services, through an analysis of health and social services used by samples of 

the residents, and resident–level costs. Data for the economic analysis on 

resident’s service utilisation were collected through the reviews of care home 

notes, as described in section 2.5.6. Resource use was converted to costs 

and associations were explored between service use and costs (dependent 

variables) and resident characteristics. Further details are given in Chapter 5 

sections 5.5 to 5.6.2.   

2.6 Ethics and research governance 

Formal ethical approval was sought for the Phase 1 Survey and the Phase 2 

Case Studies.  A favourable opinion for each stage of the survey was given 

by the University of Hertfordshire Ethics Committee.   

The phase two cases studies received a favourable review from Essex 2 NHS 

Research Ethics Committee (REC reference 10/H0302/14).  Research 

governance permissions were received from all the research governance 

offices for both the NHS service providers and the social care organisations 

involved. Delays in obtaining research governance and Research Passports 

for researchers meant that planned data collection was deferred by at least 

one month in Site 1, and two months in Site 3. 

2.7 Validation event 

A validation event (formerly termed consensus event): “What does ‘good 

health care’ look like for older people living in care homes?” was held in 

October 2011 to enable a small group of experts, who commission, provide 

and or receive health care services in care homes, to discuss the relevance of 

the Approach study for the area of care that they represented.  Following a 

presentation of the main study findings, experts were split into three groups 

to discuss and rank the findings that they considered to be most pertinent. In 

this validation event a modified nominal group technique was used to answer 
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the question "What does 'good health care' look like for older people living in 

care homes?" Nominal groups are potentially powerful learning and 

development tools [10],  have a particularly useful role in analysing health 

care problems [11] , and can help bridge the gap between researchers and 

practitioners (Carney et al 1996). A nominal group approach designed for ill-

structured problems was chosen for this event, to allow for disagreements 

over problem definition, and for potential solutions that overlapped or varied 

widely in specificity.  This requires the groups to generate ideas, confirm that 

they are addressing the same problem, analyse the content of the ideas, 

categorise ideas and clarify the items in each category[12].  A co-design 

approach was taken, involving different stakeholders from the NHS, social 

care and care homes [13].  A detailed account of the process is provided in 

chapter 8 (8.2.2 Organisation and rationale for validation event). 

2.8 Public involvement in research (PIR) 

PIR work within the Approach study was integrated throughout the research 

process from project design to dissemination and in all areas of the study in 

terms of its management and sites. Public involvement in the study was 

achieved in three ways: 

 

1. User involvement in the study design and research process:   
Older members of the Public Involvement in Research (PIR) group that 

have direct experience of care homes  at the Centre for Research in 

Primary and Community Care (CRIPPAC) , were involved in the 

development of the proposal.  Two members continued their 
involvement through membership of the study steering committee and 

as reviewers of study documentation including ethics submissions, 

development of survey questions and data collection tools and analysis 

throughout the life of the study.  Both Brunel and Lancaster had 

equivalent user representatives who were involved in reviewing the 

study documentation, commenting on emergent findings and 
contributing to the research advisory group.   

 
2. Users as participants in recruitment and data collection with 

older people, relatives and care home staff: 

Members of the public involvement in research groups at the three 

sites held honorary contracts with the university, received research 
training and were involved with coffee mornings held to introduce the 

study in the care homes and discussed the study with residents prior 

to consent. This helped the consent process and facilitated the 

organisation of interviews at the participating care homes.   

Participants received payment for their time in addition to the payment 
for their expenses. 
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3. User Involvement through patient and older people 

representation and stakeholder representatives of service 

provider organisations:  

(NHS, Private and third sector) The study steering committee and the 

validation event had representation from charitable and Care Home 

organisations (e.g. English Community Care Association). 

 

Further details of the active involvement in fieldwork in the 

recruitment and data collection processes are reported here. 

In each of the three university sites undertaking case study work, PIR 

representatives were recruited in the following way.  Written 

information was prepared about the study and distributed to local user 

involvement groups to ask for volunteers interested in being involved 

in the study. Two people per site were recruited for this work 

(although one person withdrew from Site 3 partway through the 

project owing to ill-health).  Following appropriate governance 

processes such as CRB checks and the issuing of honorary contracts 

the PIR members able to participate. All PIR members received travel 

expenses and honorariums as determined by the university site 

practices based on good practice guidelines[14, 15] . 

 

2.8.1 Public Involvement in Research(PIR) Role 

The role that PIR members would take in the study was a negotiated one and 

was iteratively developed during the study.  The research team had some 

clear ideas based on previous experiences in other studies [16], but these 

were discussed with the PIR members before a decision was made about 

their activity in the project (Table 4). 
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Table 4. PIR fieldwork activities 

 

Activities 

undertaken 

 

1.Recruitment 

 

 

 

 

2.Interview 

facilitation  

 

 

 

 

 

3.Resident 

support 

 

4.Researcher 

support  

 

Providing residents with information 

and answering any questions, 

Providing clarification, reiterating 

information, 

Identifying potential residents for 

recruiting and consenting.  

Preparing resident for interview to 

be undertaken by researcher 

Checking consent of resident  

Sitting in on interview 

Post interview follow up 

Note taking in focus group  

Pre interview 

Post interview 

Project presence within care home 

increased 

 

 

The fieldwork activities that PIR members undertook were classified in four 

ways: recruitment, interview facilitation, resident support and researcher 

support. In the initial visits to care homes, in one site (Site 2) PIR members 

assisted in the introduction of the study to residents either in a group 

meeting or in one to one discussions with residents. Once residents had 

agreed to participate, the PIR member was able to accompany the researcher 

to the care home when interviews were being undertaken.  The PIR member 

could spend time with the residents reminding them about the research and 
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the interviews, which facilitated the researcher’s engagement with the 

resident during the interview.  After the interview the PIR member could 

revisit the resident to check they were happy with had happened and been 

said.  This role was both a support to the resident and the researcher. More 

practically PIR members on four occasions (2 for Site 1 and 2 for Site 2) were 

able to support researchers to undertake focus group interviews with care 

home and primary health care staff. 

2.8.2 Support and Training 

Support and training was delivered in two ways: cross site meetings and 

specific locality meetings at each research site. Three meetings were held for 

all PIR representatives (November 2009, September 2010 and March 2011) 

in London. 

At the first meeting which was held jointly with the wider project team the 

study as introduced to the PIR members. The second meeting which involved 

only the PIR members, PIR leads and researchers from each site discussed 

expectations of the work and identified areas of work for PIR representatives 

to be involved with. The third meeting followed a period of involvement in 

data collection and was an opportunity to reflect on the work undertaken to 

date, learning, challenges encountered and make future plans for 

involvement.  

PIR members brought a wide range of previous experience in engagement 

with care homes, involvement in research and consequently required 

different levels of preparation to take on this role. So, site specific meetings 

were held and provided tailored support to meet the needs of the PIR 

members located there.  These ranged from briefing meetings to one to one 

meetings to address specific issues.  Ongoing support was provided when 

any fieldwork activity was undertaken by a PIR member. This took the form 

of meeting before the site visit, and follow up debriefs immediately after the 

visit.  All team members were asked to complete a reflective debriefing 

sheet, on which issues could be noted and then followed up within the site 

team.  Regular site meetings ensured these could be addressed with all team 

members present. 

2.8.3 Review of PIR work undertaken 

A review of the PIR work undertaken by the research team with the PIR 

members has identified a number of key areas of learning for the project 

team which have relevance for a wider audience summarised in Table 5. 

Within the way the PIR work was structured a number of good features were 

identified.  These concerned the establishment of good working relationships 

between the researchers and PIR members in each site and also, to a lesser 

extent between sites. The identification of clear roles and activities ensured 
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PIR members felt a part of the project team.  Their involvement created an 

extra resource for the project that provide helpful in the case study work.  

There were some practical challenges faced during the fieldwork by the PIR 

members and the researchers. Working in a care home environment created 

challenges for interacting with residents when they had communication 

problems and the environment was noisy or distracting.  The busyness of the 

environment also meant that roles and responsibilities could become 

confused as other demands shaped what needed to be happening when, so 

requiring adaptability in what was needed at any point in time. There were 

occasionally issues about seeing and hearing about resident’s distress which 

required attention after the visit.  The extent to which PIR members were 

able to be involved in fieldwork visits was not as great as it could have been 

because arrangements for visits were often only confirmed by the care home 

at short notice, which meant the PIR members already had other 

commitments. Finally, whilst the presence of PIR members during fieldwork 

visit was a support for the residents and the researcher it did require 

‘holding’ by the researcher which added another level of complexity in an 

already busy environment. 

 

Table 5. Experiences of PIR working 

 

What went 

well? 

Working 

relationships 

Establishing 

roles within 

project 

Extra resource  

Working jointly as PIRs and researchers 

during fieldwork in care homes 

 

Feeling part of the project 

More people present during data 

collection 

What was 

more 

difficult? 

Environment 

and 

communication  

 

 

 

Potential confusion of roles and 

responsibilities at time of visit 

Ease of hearing and talking to residents 

in communal areas or where residents 

have hearing problems 
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Seeing and 

hearing about 

resident’s 

distress 

 

Practicalities of 

arranging PIR 

involvement 

 

‘Holding’ PIR 

work by 

researcher 

 

 

Hearing or observing situations that do 

not look or feel right 

 

 

Short notice often given by care home 

for visits and therefore short notice for 

PIR members to respond 

 

 

Multiple activities researcher has to hold 

when working with PIR members in 

terms of oversight and support 

alongside data collection activities 

 

 

As a project team we would make the following recommendations about PIR work 

in care homes about preparation for PIR work in this setting. Project researchers 

need to: 

1. Identify appropriate tasks and activities for PIR members to undertake on 

visits. 

2. Ensure PIR members are: 

• Well informed and confident in the role they are performing for the visit; 

• Aware of study protocols and procedures for reporting issues or difficulties; 

• Comfortable with what has happened during the visit after the visit is over.  

• Kept informed about progress of project and likely involvement/changes to 

involvement 

3. Have a debrief session on the day and, where appropriate, follow up 

supervision for difficult issues raised by the work. 
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In a multi-site study creating links between PIR members across 

geographically distant sites to share knowledge and experiences creates a 

greater sense of involvement in the whole project 

PIR visits to care homes occurred in all three sites, in all 6 care homes  
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3 The systematic review  

3.1 Introduction 

This chapter summarises the findings of the systematic review, highlighting 

the characteristics of integrated working from the research literature. To 

understand the evidence for the benefits of different approaches to health 

care services supporting older people in care homes, a systematic review was 

conducted to identify studies using integrated working between primary 

health care services and care homes for older people; evaluate their impact 

on the health and well being of older people in care homes, and identify 

barriers and facilitators to integrated working. This was not a comprehensive 

review of the literature on integrated working, but was very specific to this 

study, as set out in the study inclusion criteria of the review protocol (see 

appendix 2). The findings were also used to inform the design of the 

questionnaire which was developed for the national care home survey 

(appendix 3).   

3.2 Results 

We screened 1721 citations published up to February 2009, of which 46 full 

text articles were assessed for eligibility. Figure 1 shows the flow of studies 

through the selection process; 17 studies (reported in 18 papers) met our 

inclusion criteria. 
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Figure 1. Approach study identification (Source: QUOROM statement 

flow diagram 
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3.2.1 Characteristics of included studies 

Ten studies were quantitative, (four of which were RCTs), one used mixed 

methods, two were process evaluations, three were qualitative and one was 

action research (Table 6 see Appendix 2).  Nine were conducted in the UK, 

five in Australia, two in the USA and one in Sweden.  Eleven (65%) studies 

were conducted in nursing homes, five in residential homes and one in a 

combination of both. Study participants included residents, relatives, care 

home staff both residential and nursing, and health professionals including 

general practitioners, district nurses, nurse specialists, pharmacists, 

psychiatrists and psychologists.  Seven studies were focused on individual 

care, for example, specific health care needs such as end of life [17-21] or 

wound care [22] and dementia [23] . Six studies focused on residents’ needs 

as a group, such as detection and treatment of depression [24], bowel 

related problems [25] and/ or supporting the care home staff interactions 

with residents through training [26] and improved prescribing [27-30].   A 

further four papers were service evaluations such as an in-reach team for 

care homes [30], a care home support team [31], and nurse practitioners 

[32, 33]. End of life care was the focus of five papers [17-20, 34], three of 

which focused on care pathways ([18-20]. 

3.2.2 Risk of bias 

There were seven controlled studies of which four were RCTs.  Although the 

RCTs could be expected to be less susceptible to bias than the non 

randomised studies the potential for bias in both groups of studies appeared 

to be high (Table 2 and 3 see Appendix 2).  A number of the studies 

appeared underpowered and for many follow up was short.  The qualitative 

studies employed a range of methodologies including action research, 

interviews, focus groups and questionnaires.  As with the quantitative 

studies, the quality was low, only two out of four ( [18, 21] had a clearly 

defined purpose and design. With one exception [35] descriptions of the 

study sample, data collection and analysis were inadequate and evidence of 

their credibility and transferability was limited (Table 4 see Appendix 2).    

3.2.3 Effectiveness 

The heterogeneity of the outcomes and, in particular, the interventions 

meant that making comparisons between studies was challenging.  Three 

studies looked at the effect on prescribing[27-29] , three included mortality 

as an outcome[28, 29, 33]  and two looked at disruptive behaviour[23, 28].  

The remaining outcomes, only included in single studies, were depression 

[24] (Llewellyn Jones 1999, hospital admissions [29], functional status[29] , 

wound healing [22], and bowel related problems [36]. Full details of the 

results are in Appendix 2 Table 5.  Although there were some improvements 

in outcomes, the majority of studies showed that the intervention had either 
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mixed effects (that is improvement in one outcome but no effect or negative 

effect in another outcome), or no effect when compared with the control 

group. Insufficient information was available to evaluate the cost of 

integrated working between care homes and primary health care 

professionals. 

3.2.4 The nature of integrated working 

 

There was extensive variation in the way that health care services and care 

homes worked together and the frequency of contact.  Whilst some studies 

involved weekly multidisciplinary team meetings [32], monthly meetings 

were more common [18, 36].  All the studies potentially increased care home 

staff access to health care professional’s support and advice, with 15 out of 

17 involving care home staff in multidisciplinary interventions or joint 

working.  Care home staff were involved in multidisciplinary meetings and 

some studies sought their opinions [29],  but they were led by health care 

professionals, with health care orientated and defined goals.  Staff training 

was an integral part of all studies bar three; only a few studies consulted 

with care home staff on their perceived training needs [17, 21].  The range 

of training input varied from as little as three hours [19] to seven 

seminars[26] or continuous training and support [32, 33].  

The level of integration for all studies and the degree of support and training 

provided by NHS staff for the care homes is reported in Table 6.  The 

majority of studies showed micro integration at the clinical level, involving 

close collaboration between care home staff and health care professionals to 

achieve specific outcomes (12 out of the 17) e.g. wound care techniques and 

wound healing.  The remaining five studies were integrated at the clinical 

level but also showed greater complexity of integration in terms of funding 

and organisation or strategy, one at the meso level [31] and four at the 

macro level[19, 30, 32, 33] .In service delivery, four studies used dedicated 

multidisciplinary teams to support staff and residents in care homes[31], 

three of which achieved their remit of avoiding unnecessary hospitalisation 

[30, 32, 33].  Two UK studies also had health service funded beds within care 

homes, one for use by a specialist health care nursing team (Szczepura et al 

2008) the other to provide end of life care [19].  A distinguishing feature of 

four out of the five studies classified at higher levels of integration was that 

care home staff received support and or training which was ongoing, as 

opposed to being offered at discrete time periods during the intervention.  

For example, nursing home staff were facilitated to recognise and manage 

acute conditions [32], to improve residents’ overall care and potentially 

reduce health care staff involvement[33]. 
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Table 6. Level of Integration, care home support staff & training 
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3.2.5 Barriers and Facilitators to integrated working 

A number of cross cutting themes that influenced the achievement of 

integrated working were identified (Tables 7 and 8) including care home 

access to services and the different working cultures of care home staff and 

health care professionals that acted as barriers and facilitators.  Care home 

staff identified a lack of support from health care professionals and a failure 

to recognise their knowledge and skills[17, 21] There were negative 

perceptions on both sides with care home staff feeling that health care 

professionals were  sometimes acting in a ‘policing’ rather than advisory 

capacity [17, 31] and health care professionals perceiving care home staff as 

lacking in knowledge and expertise, and unwilling to change their practice 

[18].  

Whilst input and training from health care staff was valued, for care home 

staff to access it, dedicated time and finance from care home managers was 

necessary.  Holding sessions within the care home and setting up a learning 

contract with the staff could facilitate training [20] .  Examples of positive 

interactions included one care home support team described acting as a link 

to ‘the outside world’ by the care home, and supporting clinical decision 

making across the multi disciplinary team [31].  Difficulty in maintaining 

levels of staff skills and knowledge were exacerbated by the high staff 

turnover experienced by care homes [17, 20, 21].  However, one study 

found a higher rate of staff turnover amongst the health care professionals 

involved in the intervention than the senior staff in the care homes [36].  

Consistency of care home managers was identified as an important factor in 

building collaborative working with health care professionals[20]. 
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Table 7. Barriers to integrated working 

 

1. Difficulty of NHS staff gaining the trust of 

care homes and NHS cynicism of care home 

expertise 

2. Lack of access to NHS services 

3. High staff turnover and lack of access to  
training 

4. Lack of staff knowledge and confidence 

5. Care homes were professionally  isolated 

6. Lack of teamwork in care homes 

 

Table 8. Facilitators to integrated working 

 

 

 

 

1. Care homes valued NHS input and training 

2. ‘Bottom up’ approach to train staff so that all 

levels of staff are involved 

3. Health care professionals acting as a advocate for 

care homes in relation to care 

4. Health care professionals acting as facilitators for 

sharing good practice and enabling care home 
staff to network  

5. Health care professionals promoting better access 

to services for the care home 

6. Care home managers supporting staff access to 

training for example, through establishing 

learning contracts. 
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3.3 Discussion 

This review addressed study objectives 1 and 5 by evaluating research 

studies which involved integrated working between primary health care 

professionals, and highlighting any reported barriers and facilitators to 

achieving it. Seventeen studies were eligible for inclusion in the review, eight 

of which were controlled evaluations.  Although some of the studies reported 

positive outcomes most interventions had mixed or no effects when 

compared with the control group.  There was insufficient information 

available to evaluate the cost of integrated working between care homes and 

primary health care professionals.  Some of the qualitative studies suggested 

that integrated working had the potential to improve the quality of life for 

older people in care homes through increased support for care home staff 

and increased access to health care services.  A small number of studies 

which were integrated at the macro or meso level, involved care homes that 

were supported by dedicated health service teams and health service funded 

beds or managed care, showed more positive outcomes such as avoidance of 

hospitalisation. They also differed from the micro integrated studies in their 

capacity to give ongoing support and training for care home staff, which had 

the potential to address one of the main identified barriers to integrated 

working and ultimately improve resident’s care.  This indicates that for 

integrated working to be successful, formal structures may need to be in 

place for health service delivery and organisation of care for care homes. 

Despite the lack of evidence on effectiveness, studies consistently 

demonstrated key issues that supported or militated against integrated 

working. Barriers to integrated working included a failure to acknowledge the 

expertise of care home staff, their lack of access to health care services, as 

well as high care home staff turnover and limited availability of training.  

Facilitators to integrated working were the care home manager’s support for 

the intervention, protected time and the inclusion of all levels of care home 

staff for training and support by health care professionals.   

A common feature of the interventions was the use of multidisciplinary teams 

to improve one or more aspect of older people’s health care.  However, all 

the studies were led and conducted by health care professionals. There was 

no evidence of care home staff being involved in the definition or focus of the 

studies and some evidence that care home staff felt that their knowledge and 

views were not valued.  Seven studies employed external project staff in 

some capacity, which implies that integrated working may require some 

external facilitation.   
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Three studies used integrated care pathways as a means of improving the 

quality of end of life care for older people resident in care homes. Care 

pathways may increase integrated working for the individual older people 

who have them, but this will not necessarily extend to the care home 

residents as a whole.  The use of a shared assessment and care framework 

and documentation itself can become a useful source of continuity in an 

environment where there is high staff turnover and shift working in both 

sectors[36]. 

 

The majority of studies were only integrated at the micro level that is, close 

collaboration between care home staff and individual professionals for the 

benefit of specific residents.  There was wide variation amongst the studies in 

terms of the frequency and intensity of care home staff support and training, 

and only one study that involved the care home residents. Care home staff 

training and support ranged between those studies where it was ongoing and 

those where it was provided only on one occasion.  Where there was support 

and training of care home staff it was not clear if the ultimate aim was to 

train staff to a level of expertise so that health services could withdraw. 

3.4 Conclusions  

Integrated working aims to ensure continuity of care, reduce duplication and 

fragmentation of services and places the patient as the focus for service 

delivery. This review identified a limited number of studies where the 

intervention supported integrated working between care homes and primary 

health care professionals. The narrow focus and single issue orientation of 

the majority of the studies did not engage with the needs of care home 

population or the context and organisation of their care. Outcome measures 

reflected the priorities of health care professionals rather than residents and 

care home staff.  In view of the growing demand for residential and nursing 

home care together with funding constraints, more effective working between 

the NHS and care home providers is essential.  There is an urgent need to 

develop and test interventions that promote integrated working and address 

the persistent divide between health services and independent providers. 
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4 National Survey of Care Homes Results 

4.1 Introduction  

This chapter summarises the findings of the national survey that addressed 

research aim 2 and 5. The survey findings are reported in seven sections. 

Firstly, the response rate and the comparability of care homes included in 

survey 1 (S1) and survey 2 (S2) is presented. Use of primary care services is 

considered individually before exploring indicators of integrated working. 

4.2 Results 

4.2.1 Response rates 

Of the 621 homes in the original sample (S1), a total of 86 were sent paper 

copies. Of the remaining 535, a total of 501 successfully received the 

electronic survey link, with the remaining 34 either having software that 

rejected the link, or opted out of e-survey. Identification of these homes so 

that they could be sent a paper copy instead was not possible.  Ninety-three 

of the 587 care homes receiving the survey completed it, 77 online and 16 by 

post, giving an overall response rate of 15.8% (15.4% online, 18.6% post,). 

The collaborating care home chain reported sending the survey link to 131 

members (S2), 102 of whom completed the survey (78% response rate). 

Overall, we therefore received 195 questionnaires out of 718 (27%) for 

inclusion in the analysis. 

The completed questionnaires were reviewed for inclusion in the analysis. 

Four homes in S1 were excluded from the analysis, three were incomplete 

(had not completed the sections requesting data describing characteristic of 

care home) and one deemed ineligible because it reported only 10 beds 

(inclusion criteria was > 25 places), leaving 89 homes in the S1 analysis.  

Three homes reporting 22 or 23 beds were retained in the study.  Item 

omission is dealt with in the analysis of individual elements of the 

questionnaire. 
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4.2.2 Characteristics of participating care homes and 

comparison of responses S1 vs. S2 

 

The key characteristics of care homes responding to both S1 and S2 were 

compared.  There were statistically significant differences between S1 and S2 

(Table 7) in terms of: (a) the mean number of beds per home was 

significantly lower in S1 than in S2 (39 vs. 55); (b) as was the proportion of 

staff employed full time (75% vs. 85%). The proportion of self-funding 

residents (those paying for their own care), was higher in S1 than S2 (43% 

vs. 28%).  There were no differences between the two surveys in terms of 

the proportions of homes accepting residents with dementia; the mean 

number of staff per bed or the star rating (quality rating) of homes at the 

last CQC inspection (an external audit of quality-see CQC website for details).  

Given the differences in home size, the percentage of part-time staff and the 

proportion of self-funded residents, all factors that may influence the 

potential for integrated working, we have distinguished between S1 and S2 

throughout the rest of the analysis. 
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Table 9. Characteristics of participating care homes and comparison of 
responses from the national random sample (S1, n=89) and major chain 

(S2, n=102). 
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4.2.3 General practice and care homes 

All care homes reported receiving services from general practitioners (GPs).  

Eighty-one per cent of homes in S1 and 92% in S2 reported that they worked 

with more than one practice (Table 10).  Many comments were made about 

the GP services provided; some described the difficulties care homes faced 

getting when asking GPs to visit residents in the care home. 

‘GPs in this area generally do not like to visit and prefer to diagnose over the 

phone, which we find unacceptable. We really struggle to get them to visit 

their patients. It takes months for medication changes to be reflected on 

repeat prescriptions.  Medication reviews only happen at our request apart 

from one surgery which is very proactive’. 

Services described included surgeries/clinics held in the care home: 

‘We have a weekly surgery held in the home for all their patients to attend if 

they wish.  The surgery rings the day before for list of patients’. 

Others saw no need for care home based clinics as they felt they received a 

good service from GPs or a service that had lasted for a short period of time: 

‘There is no need, as our GPs visit whenever they are needed’. 

‘Had been promised weekly set day-only survived 5 weeks.’ 

A small number of homes reported paying retaining fees to GPs (Table 10), 

but comments about this were all negative.  Retainers were thought to be 

unfair: 

‘Personally I do not think any care home should pay a retainer, service users 

have a right to basic medical care and it’s not right that care homes should 

pay for this. They would get this care free of charge in their own homes and 

frankly a care home is their home.’ 
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Table 10. Relationships between General Practice and Care Homes   

 

 

 

4.2.4 Other primary care and community services 

The questionnaire collected data on the use of 27 different types of primary 

and community health care professionals and services in the previous six 

months (Table 11).  The main services used by homes were district nurses 

(DN) and opticians (over 90% of homes), and community psychiatric nurses 

and chiropody/podiatry services (more than 80%).  Community Psychiatric 

Nurses were reported to visit 86% of homes, dieticians and speech and 

language therapists visited 70% of homes.  There was a significant difference 

between S1 and S2 in reported use of dieticians, specialist nurses, hospice 

teams and (marginally) consultant geriatricians; these were used by a larger 

proportion of homes in S2.  Half of homes did not report use of any palliative 

services (Macmillan, Marie Curie or Hospice teams) in the previous six 

months. Of homes using palliative services, 60% reported using more than 

one (Table 12).   

The number of professional/services received in care homes in the last 6 

months were similar in S1 (mean 14.10; SD 5.11; median 14) and S2 (mean 

14.48; SD 4.88; median 14.5However, the mean number of 

professionals/services per bed was significantly higher in S1 (.39 (.163) vs. 

.32 (.172), p=.012) than S2.  
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Table 11. Reported use of services in the previous 6 months, (either to 
individual residents or on a full care home basis), ranked by overall (S1+ 

S2) percentage of homes. 

 

 

 

Table 12. Reported use of palliative care services (Macmillan, Marie 

Curie, Hospice team) in the previous 6 months 
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Additional responses revealed that specialist nurses were particularly valued. 

‘We benefit from Advanced Nurse practitioners from [name] PCT who are 

Nurse Prescribers. Most of the routine GP work is now done by them.’ 

 

‘Previously access to services was a barrier, but now they work closely with 

the care home specialist which has improved their access to services.’ 

A consistent theme within the qualitative comments was the difficulty of 

accessing many specialist services, as resources were felt to be increasingly 

difficult to access: 

‘We find it very difficult to get services following referrals and also have to 

push hard to get the assistance we need. It appears that local services are 

stretched and currently visits vary even for longstanding clients from the 

district nursing team vary as there are only 2 nurses at present covering the 

north [county] area, the twilight team are also stretched too, we have often 

had visits to administer specialist medications after 11pm at night when the 

client is in bed!’ 

Care home managers identified a range of specialist staff they would like to 

access whom they felt could benefit residents, these included community 

matrons who visited only 32 % of responding homes.  

4.2.5 Integration indicators 

Homes in S1 and S2 differed significantly on two key indicators of integration 

(Table 13): use of health and social care services (higher in S1), and 

provision of services for NHS for which the home received specific payment 

(59% of homes in S2 vs. 36.5% in S1).  There were no significant differences 

between responses from homes in S1 and S2 on the other four indicators of 

integration: self reported working with NHS professionals/teams in an 

integrated way (overall 62%), frequency of joint learning and training (56%), 

use of shared documents (69%), integrated care planning (57%).  The mean 

overall integration scores were similar for S1 and S2 (54.7% vs.54.8%; 

unpaired t test, not significant), i.e. homes in both surveys indicated 

integrated working with the NHS in just over half of responses on the 6 key 

integration variables. 
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Table 13. Joint working between care homes and NHS: 6 key indicators 
of integration 
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Many care homes reported positive relationships and styles of working with 

the NHS: 

‘We have a lot of input from outside agencies and always welcome them to 

our home. Both the residents, and staff benefit from these visits.’ 

 

Qualitative data appear to reflect more on the relationship element of their 

working with individual primary care staff than integrated working at an 

organisational level. 

‘These responses make it look like we hardly ever work with NHS colleagues 

whereas we have regular contact with District Nurses and GP with whom we 

have a good working relationship and liaise closely about individual 

residents.’  

And: 

‘We have the best relationships with the GP, district nurses and pharmacist 

as we work most closely with them.’ 

Responses were also made regarding specific NHS staff: 

‘The responses above are in respect of the District Nurse team, however I do 

not feel that Hospitals are as forthcoming with integrated working and 

sharing information for the benefit of the residents.’ 
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Joint education and training is a key feature of integrated working [1](Kodner 

and Spreeuwenberg 2002), illustrated by the following informant: 

‘The nurse specialist for care homes provides monthly training for the care 

home staff. They have quarterly meetings with the GP and other primary 

health care professionals where care home staff select a resident whose care 

they would like to discuss. It also provides a forum for learning and training.’ 

However much of the training described involves NHS staff providing specific 

skills for care home staff such as fall prevention. Managers also indicted that 

training that had been previously accessed had been cut: 

‘...used to be regular but because of the cut backs don't know when we will 

get any further training from them.’ 

Training in an integrated system should not be one way- and care home staff 

indicated that they have skills and knowledge but there were not 

opportunities to share these with NHS staff: 

‘We would like to work more closely with the NHS staff and share our 

knowledge.’ 

Qualitative data indicate that using shared documentation and assessment 

tools can mean a range of different things, including the care home 

completing documentation provided by the NHS, or using their own versions 

of standardised tools e.g. MUST (Malnutrition Universal Screening Tool): 

‘...we have all our own documentation which is of a high standard, although 

we have used some documentation from D/N (District nurse) Re continence 

assessments. ‘  

Sharing may also be one way- i.e. NHS staff may use Care home notes but 

care home staff do not get reciprocal access to NHS notes. 

‘Not sharing per se; more they look at our notes. We then get a copy of any 

letters produced for Dr's or family, but not access to their notes.’ 

 

4.2.6 Predictors of integrated working 

We used regression analysis (separately for S1 and S2) to explore the care 

home characteristics associated with integration (each of the six key 

indicators and the overall integration score). However this exercise revealed 

few statistically significant factors.  Smaller homes (number of beds) in both 

S1 and S2 were more likely than larger homes to have used > 1 professional 

or service per 3 beds in the last 6 months.  In S2 (n=89), homes in London 

and the SE were more likely than those in the rest of England to report using 

shared documents with NHS colleagues (42.9% vs. 72.0%, Chi Squared p= 

.033). 
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Exploring associations between integration (key indicators and overall score) 

and star quality ratings of homes at the last inspection found only one 

significant correlation. In S2, homes meeting the first key integration 

indicator (used > 1health/social care service in last 6 months per 3 beds) 

had significantly more stars than those that did not (mean 2.32, (SD 0.48) 

vs.2.05 (0.55), unpaired t test, p= .028). 

4.2.7 Care home managers’ views about integrated working 

Care homes reporting integrated working with the NHS (62% of all 

respondents, see Table 13) were largely positive about its effects.  

Respondents saw the benefits of integrated working in terms of improving 

access to services (both therapeutic and preventative), continuity of care and 

speed of response from the NHS as well as providing opportunities to discuss 

resident’s care. However, approximately a half of respondents said they felt 

the NHS was reluctant to share information with care homes (Table 14). 

 

Table 14. Views about the effects of integrated working between care 

homes and NHS (from homes reporting integrated working only:S1, 
n=45; S2, n=57 

 

 

Approximately a quarter of respondents (57/197) listed the professionals 

they worked with in an ‘integrated’ way.  However close reading of these 

comments mainly suggests that the professional they have named is the one 

with whom they have the best working relationship with.  They did not 
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identify specific methods of working that supported integration or maintained 

continuity, it appeared that it was the quality of the relationship that was 

important, e.g.:  

‘work very closely with GPs and district nurses’ and ‘The GP teams, 

Physiotherapy and occupational therapy, Dental services, Palliative care, 

continuing care team all work with us on an individual need basis’. 

 

Although the survey focused on primary care, many of the care homes 

indicated that working with secondary care presented major difficulties 

particularly regarding communication. 

‘I feel there is a mistrust and poor communication. Transferring a resident to 

hospital we send all details and then are phoned to ask for them again- poor 

discharge information to the home which involves possible re-admission to 

hospital for the resident.’ 

 

Or, 

‘Very poor feedback when a resident returns from hospital and every time a 

resident is sent to hospital all their notes are sent with them, i.e. medication, 

abilities, and every time we get numerous calls from the hospital asking for 

the sent information so not really worth sending it in the first place. This is 

very frustrating for the home.’ 

 

All homes were asked about their experiences and perceived barriers to - 

Experiences and perceived barriers to integration - Experiences and 

perceived barriers to integration provided enough support and respected care 

home staff knowledge and experience. Over one third of care homes stated 

that they felt they were monitored by the NHS, 45% reported a lack of trust 

between the NHS and care homes, and over half felt that care homes did not 

have enough say when working with the NHS (Table 15). 

‘We feel that when NHS staff come to the home they are looking for reasons 

to report back. If they ask an unqualified member of staff a question and 

they get a different answer from a qualified member of staff they report back 

that we have bad communication in the home. They do not accept that the 

unqualified staff members feel intimidated by them and usually answer in a 

non-committed way as they do not feel it is their place to comment on a 

resident's behaviour.’ 

 

 

 



 

 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         71 

Project 08/1809/231 

Table 15. Experiences and perceived barriers to integration 

 

 

Poor communication had an adverse impact on integrated working: 

‘And, not telling us the diagnosis, treatment required or already given, 

medication requirements etc. and using the Data Protection Act as the 

reason, is sheer lunacy. How can we provide the required care when we 

haven't been told what that might be????’ 

Qualitative responses indicate that working relationships are often dependent 

on relationships between the care home and individual primary care staff, 

rather than with the wider organisations.  For example, they may have a 

good relationship with the district nurse, but problems with working with the 

GP.  Most of the comments qualified responses giving examples of individual 

practitioners. 
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‘Doctors tend to respect nurses as do Macmillan nurses but on the rare 

occasions we get physio, OT involvement some can be negative. Most District 

Nurses good relationship.’ 

Different working cultures and priorities were also felt to contribute to poor 

relationships; care home staff felt that some NHS staff did not understand 

the role of the care home: 

‘Some NHS staff do not understand the workings of a care home and that it 

is in fact "home" to the residents.’ 

‘Greater understanding of restrictions and regulatory commitments 

demanded by regulatory bodies on care homes.’ 

Care home staff felt strongly that their knowledge of the resident should be 

listened to by NHS staff and respected: 

‘We are not qualified nurses but do know our residents better than a stranger 

who may see them for 10 minutes. ‘ 

4.3 Implications of findings for integrated working 

The national survey provides contemporary evidence of the state of 

integrated working between care homes and primary health care services, as 

a basis for policy-making and service planning, and as a benchmark against 

which future progress may be measured. Care homes are a hub for a wide 

range of NHS activity, but this is ad hoc with no recognised way to support 

working together.  In line with other recent work by the  British Geriatric 

Society, [37]( the findings suggest that integration between care homes and 

local health services is only really evident at the level of individual working 

relationships and arguably reflects patterns of collaborative working rather 

than integration.  Contrary to expectations the survey did not find a pattern 

of increasing activity and collaboration when compared with an earlier 

survey[38]. 

The national survey found that care homes (with no on-site nursing) are a 

hub for a wide range of NHS activity with up to 28 different services 

identified in our study. However there was no single recognised way in which 

homes and primary care services work together.   

The first phase of the survey experienced difficulties in eliciting responses 

from a national sample of homes of above average size, and a second phase, 

involving a major independent chain, was undertaken.  Homes in the 

independent chain were more likely to work with multiple GP practices than 

those in the national sample (92% vs. 81%).  A small proportion of homes 

(7%) reported paying a ‘retainer’ fee to the GPs they worked with, but, in 

contrast to the findings of an earlier study [39], no evidence was found that 

homes paying a retainer received more services per resident than those that 

did not. High proportions of homes in both phases of the study reported close 
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links with DNs, opticians, chiropodists/podiatrists, Community Psychiatric 

Nurses and continence services.  On average, homes reported accessing 

between 14 and 15 different professionals or services in the six months 

before the survey.   

Surprisingly, despite the national focus on end of life care (Department of 

Health 2010) and the recognition that care homes are places where people 

die (16% of people in England die in a care home www.endoflifecare-

intelligence.org.uk) only half of homes reported use of any palliative services 

in the last six months.  Lower proportions of homes reported utilisation of 

most services than was found in a previous survey (where 74% of residential 

care homes reported access to palliative care nurses) [38].  However, this 

may be because our questionnaire asked specifically about services accessed 

in the previous six months, whilst the earlier study asked in general terms 

whether care homes had access to services.  

Homes in the major chain were significantly more likely to report providing 

extra remunerated services for the NHS (e.g. respite) than those in the 

national sample (58% vs. 35%), but there were no differences between the 

survey phases in reporting other indicators of integration, or experiences, 

views or barriers to integrated working.  No particular care home 

characteristics were found to be associated with any of the integrated 

working indicators used in the study, although the findings do confirm that 

confusion surrounds the practical meaning of the term ‘integration’ despite 

the survey including a definition.  Indicators of integrated working (joint 

learning and training, shared documents, integrated care planning, provision 

of remunerated services) used in the study were based on recent 

literature[1] .  High proportions of homes that stated that they did not work 

with the NHS in an integrated way reported that they did engage in these 

activities (32% joint learning and training; 62% shared documents; 40% 

integrated care planning; 44% extra payments from the NHS).  Piloting of 

the questionnaire had not identified these inconsistencies. 

 

The survey findings suggested that there was evidence of some 

organisational processes that could support integration within some care 

homes (clinicians working in ways sympathetic to care home priorities, 

shared information systems, financial incentives). However, these were likely 

to be at the lower level of linkage and co-ordination.  Linkage describes 

organisations working together on an ad hoc basis within major system 

constraints ( [40].  There was also evidence to suggest that working 

practices were dictated by NHS methods of service delivery and priorities for 

care.  

In the survey care home managers were able to identify integration at a 

normative level [41, 42] focused on working relationships but they 

recognised this was person specific and vulnerable to change.  There was 
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evidence of some integration at a clinical level (e.g. interprofessional and 

joint training).  Evidence at other levels of integration, such as organisational 

(pooled budgets and formal contractual arrangements), financial and 

administrative (information systems) were apparent where care homes 

received extra resources to provide NHS services (e.g. respite care).  

Although there is no hierarchy associated with these different levels [42], it 

is clear that the levels of integration (or collaboration) achieved are those 

which are within the powers of actors who are working on the front-line of 

service delivery (professional integration [41].  
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5 Resident experience of health care 

 

This chapter discusses the case study phase including the location, 

characteristics of the care homes and residents, and the nature of their 

integration with primary health care services. The organisation of NHS 

services over the one year period of the case studies, including the primary 

health care professional’s experience of providing services to the care homes, 

and accounts of the resident’s and their relative’s experience of receiving 

them are also presented. 

5.1 The case study sites  

5.1.1 Locality descriptions 

Study sites 1, 2 and 3 covered three geographically dispersed areas in 

England including an inner area of a major city in the south east with high 

deprivation and also areas of high affluence; a suburban town; and a large 

area with a dispersed and diverse population including rural and coastal 

areas, affluent areas and some with significant deprivation (table 16 for 

demographic information).  With the exception of Site 2 all the care homes 

were located in different primary care trusts. All experienced some degree of 

reorganisation of their primary health care services as part of the new 

commissioning arrangements that were introduced in 2011. During the 

course of the study all relevant primary care trusts became integrated care 

organisations. 
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Table 16.  Case study sites demographic information  

 

5.1.2 Organisational changes 

The study was undertaken against a backdrop of organisational changes (see 

table 17).  At the level of primary care, GP services were unchanged in how 

they worked with our care homes but across the sites reorganisations of 

District Nursing services meant that there were some changes in the staff 

that provided nursing support to the care homes.  In site 3 where there has 

been direct commissioning and explicit links with social services care delivery 

was affected for residents in the care homes. The care home sector also 

experienced instability over the study period at both the national and 

individual care home level.  Large care home providers have struggled to 

survive as businesses, there have been exposés of bad practice, and 

individual homes continue to have ongoing staff retention issues. In 2009 the 

Care Quality Commission created new models of inspection and reporting. 
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Table 17. Organisational changes across the study sites during the case study phase 
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5.2 Care home characteristics 

This section discusses the characteristics of the care homes including their 

size, affiliation, staffing levels, NHS involvement and study defined level of 

integration.     

5.2.1 Care home recruitment 

We recruited six care homes based in 3 geographically diverse areas within 

England and in two sites this took considerably longer than the others but it 

is unclear why.  The care homes were recruited to represent a range of 

levels of integrated working, on the basis of how they described the way 

that they worked with primary care services.  For the purposes of the study, 

care homes 1 and 2 were defined as having a high level of integration as 

they both had intermediate care beds; care homes 3 and 4 were defined as 

having a medium level because of their close working with specialist 

services, and care homes 5 and 6 which received the usual services, as 

having a low level of integration.  In terms of defining how their integration 

was operationalised, (see table 2), care homes 3,4, 5, and 6 all operated at 

the micro level of integration as they had close collaboration with primary 

care professionals and did not show any features of integration at the meso 

and macro levels. Care homes 1 and 2 operated at the meso level of 

integration as contained NHS funded beds with dedicated health and social 

care teams, as well as service level agreements. Forty four care homes that 

met the study criteria were contacted, (see table 18 for details). There were 

three main reasons for refusal: insufficient staff, involvement in other 

projects, and permission being refused by senior managers despite initial 

expression of interest from the care home.   

 

Table 18. Care home recruitment 
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Care homes 1 and 2 were defined as having a high level of integration. 

Both had on site intermediate care beds funded by NHS and Social services 

respectively. Residents in these beds received additional care from a 

dedicated multi-professional team of nurses and therapists. One of the care 

homes had electronic records, an intranet connection to the GP practice, a 

twice weekly GP clinic in the care home, and support from an NHS 

appointed care home nurse specialist.  

Care homes 3 and 4 were defined as having a medium level of 

integration.  They both worked closely with specialist health care services 

(continence and nutrition) in addition to the usual primary care support. 

Care homes 5 and 6 were defined as having a low level of integration.  

They both received primary care support from a GP practice and linked 

district nursing services. In one of the care homes, the GP ran a weekly 

clinic. No additional NHS funding was given to these care homes. 

5.2.2 Size, affiliations and NHS services received 

The focus of the study was on care homes that provided personal care and 

support (residential) as opposed to nursing care. Three care homes had 

both residential and nursing beds which were separate in two homes (on 

different floors), but mixed in the other.  Only older people who were in 

residential beds were recruited.  

The size of the care homes ranged from 29 to 87 beds; at their last CQC 

inspection five had a 2* CQC rating and one had a 3* rating. Three of the 

care homes were run by large care home organisations, two by not-for-

profit housing groups and one was a privately owned. In terms of links with 

primary care, two care homes were served by one GP practice that provided 

weekly clinics, one of which was paid a retainer by the care home. The 

other four were visited by GPs from at least three practices, and of these 

two worked with up to ten different practices. Five out of the six care homes 

had regular visits from district nurses, ranging from daily visits to visits 

when needed.   In the care home where nursing and residential care beds 

were not separated, residents in personal care only beds received nursing 

care from nursing home nurses.  During the course of the study this care 

home did not receive any visits from district nurses.  Care homes 1 and 2 

both had a dedicated NHS multi-disciplinary team including physiotherapist, 

occupational therapist and social worker that gave intensive support to a 

small number of residents who were in intermediate care beds.  
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A variety of standardised assessments was used by the six care homes.  

These were completed on a regular basis, most commonly monthly. These 

included weight, BMI and Must scores, Waterlow score (pressure area risk 

score) moving and handling. Table 19 gives further details of NHS 

involvement in the care homes, as well as staffing levels and resident 

assessments that were carried out by them.  
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Table 19. Care home characteristics and NHS services received  
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5.2.3 Resident recruitment and participation 

Across the six care homes our researchers were introduced to 58 residents 

who had expressed an interest in taking part in the study; of these 19 

decided not to participate and 39 were consented to the study. Although 

this was slightly less than our target of 42 it reflects the difficulties involved 

in recruiting frail older people.  Recruitment took place over two months for 

sites one and two and four months for site 3. Resident’s service use was 

tracked through interviews and care home notes reviews, over a year which 

was divided into four time points for data collection. Two residents in two 

different care homes were in intermediate care beds.  It was not possible to 

do follow up interviews with them following their discharge from the care 

home as planned. One resident was admitted to hospital and subsequently 

discharged from the care home, the other moved into sheltered housing. 

Although she was not interviewed in the community, the social worker who 

arranged and monitored her discharge was interviewed.  Overall we 

collected data for T1 to T3 for 31 residents (see table 20); notes reviews 

were also conducted for residents at T4, but they were not available for 

analysis as data collection was delayed in site 3.( It was the last site to join 

the study and had been delayed by a protracted governance process).  After 

consulting with the study steering committee, the decision was taken not to 

analyse the notes reviews from T4 for a number of reasons. Firstly, the 

small number of participants, any analysis at T4 would have been based on 

data from only 21 residents across care homes 1 to 4. Secondly, the initial 

analysis had indicated that overall, there was little change for residents 

across the previous three time points. Consequently, it was decided that 

further analysis would not provide any additional information from the 

previous three time points.    
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Table 20. Recruitment, retention of residents, and duration of follow 

up 
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Of the eight residents, who dropped out of the study, four died, three were 

discharged to sheltered housing and one to hospital.  The death rate of 10% 

was lower than the rates for similar longitudinal studies in care homes 

which ranged from 15 to 20%. [43] 

 

The total number of interviews and notes reviews conducted at each time 

point is given in table 21. The number of resident interviews conducted 

differed across the three time points, as some participants only consented 

to having their notes reviewed. Other dropped out of the study, or were 

unavailable as they were in hospital when data collection was conducted. 

Table 21a gives a breakdown of the number of interviews by care home at 

time points 1 to 3. At time 4, only care home notes reviews were carried 

out. 

 

Table 21. Resident interviews and notes reviews at time points 1 to 4 

 

 

 

5.3 Residents’ characteristics 

The residents who participated in our study were predominantly white and 

female, 90% (10% male, n=4) with a median age of 86 (range 65 to 101 

years n=39) and this did not differ by care home.  The mean length of time 

participants had been in the care home varied greatly but not significantly 
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between the homes in the study.  Resident’s length of stay at Time 1 

ranged from 1 month to 132 months (11 years) with a median of  17 

months (mean 25 months  st. dev 28.46, n=39). The majority of residents 

had been admitted to the care home from hospital (n=16, 41%), with the 

remainder from home (n=11, 28%), another care home (n=9, 23%), 1 

from sheltered housing, 1 from a relative’s home and 1 from an NHS 

rehabilitation unit.  

Information about the level of assistance that residents required with 

activities of daily living, and any changes over time, was taken from the 

care home notes. There were no significant differences in Barthel scores 

across the care homes (Anova, p=0.28). The mean Barthel score (Mahoney 

and Barthel, 1965) was 14 (Median 15 St dev 3.8, n=39), which suggests 

low dependency although this does not account for mental capacity or how 

long it takes for different activities to be completed. The number of 

conditions ranged from 1 to 11 across the care homes, with a mean of 4 

(median 4 St dev 2.4, n=39).  There were significant differences between 

homes in the mean numbers of medical conditions and prescription 

medicines reported by participants, but no difference in rates of falling 

(which were low in all homes).   

Eighty one percent of residents had four or more conditions at baseline. The 

number of conditions ranged from 1 to 11 across the care homes, with a 

mean of 4 (median 4 St dev 2.4, n=39).  Six residents (15%) had a 

recorded diagnosis of dementia, significantly lower than expected for this 

population. It is likely this was due to under reporting and the fact that all 

residents who participated were able to consent themselves to participate in 

the study. A further seven residents with no diagnosis had other signs of 

cognitive impairment including memory loss (n=6) and confusion (n=1).  

Residents were prescribed between 0 and 21 medications, with a mean of 9 

(n=39, median 9 St dev 4.2). There were significant differences between 

homes in the mean numbers of medical conditions and prescription 

medicines reported in resident’s notes (Anova, p=.002 and .005 

respectively), but no difference in rates of falling (which were low in all 

homes).  There was a weak correlation between the number of medications 

taken by participants and their Barthel score (Spearman rho -.272, p=.094; 

more medications associated with higher dependency), but no association 

between Barthel index and number of medical conditions, or between the 

number of prescription medications and medical conditions. 

The baseline characteristics of participants are compared by care home in 

Table 22. No significant difference was found between the care homes in 

terms of age (Anova, p=0.71).  Detailed health and demographic profiles 

for individual residents can be found in table ECON1 appendix 5 . 
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Table 22. Baseline characteristics of participants and comparison 

across care homes 

 

 

5.4 Service involvement from Time 1 to Time 4 

Patterns of service delivery did not seem to differ between the care homes 

regardless of their level of integration. The GP and District nurse were the 

most frequent visitors to the care homes, which mirrors the findings of the 

survey.  Most residents’ conditions appeared to be fairly stable over the 

year, but just over a third (13/39, 33%) had at least one hospitalisation.   

Visio™ data timelines of service use and changes in health were plotted for 

16 residents across the four study time points, based on information from 

the notes reviews. Half of these (8/16) out of the residents had at least one 

hospitalisation over the year.  Prior to hospitalisation, service use was often 

characterised by a clustering of input, in particular frequent visits from the 

GP and District nurse (See Visio™ residents 02 and 14). Intensity of service 

use was assessed by frequency of contact with different services and 

hospitalisations over the twelve month period no association between 

Barthel index and number of medical conditions, or between the number of 

prescription medications and medical conditions.  

Overall the nature of the service input was event specific and reactive.  

Services went into the care home to see individual residents independently 

of each other. In Care home 6, GPs undertook annual reviews with two 

residents (See Visios™ residents 36 and 39) two medication reviews in care 



 

 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         93 

Project 08/1809/231 

home 3 and one in care home 5 (See Visios™ residents 12, 14 and 28). In 

addition, some other services such as the dietician and specialist nurses had 

reviewed a few residents’ care. The two residents in intermediate care 

received time limited intense input from a dedicated multidisciplinary team. 

Only two residents were recorded as receiving joint working, neither of 

whom were in the high integration care homes.  In Care home 6, the GP 

and District nurse carried out a joint visit to prescribe morphine for a 

resident (see Visio™ 38). In care home 3, a multidisciplinary meeting was 

held to discuss the care for resident whose health was deteriorating. This 

happened after the resident had been hospitalised four times (see Visio™ 

resident 14). Three out of the six care homes had provision for residents in 

need of nursing care. In two care homes which had nursing beds the care 

home nursing staff had no contact with them. In care home 4 care home 

nurses did not appear to discriminate between those who had been 

assessed as being in need of nursing and those in need of personal care.  

District nurse visits to this care home were rare and there was evidence 

that the nursing home nurses compensated for the lack of NHS input, and 

carried out what would have been defined as district nurse work in all the 

other homes. In some cases their presence possibly meant hospitalisations 

may have been averted. There were, for example situations when nurses on 

site checked resident’s vital signs and monitored their condition after 

episodes of vomiting, residents 20 and 25 (See Visios™ residents 20 and 

25). 
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5.5 Service  and utilisation costs 

 

The economic analysis focussed on investigating the collaborative working 

between the six  care homes and their respective primary health care 

services, through an analysis of the range and frequency of health and 

social services used by samples of the residents, and resident–level costs.    

A comprehensive list of professionals and services was compiled spanning 

all sectors: primary and community (GP,  district / community nurses, 

specialist nurses,  community matron, phlebotomist, pharmacist, 

physiotherapist, occupational therapist, speech and language therapist, 

dietician, palliative care, chiropodist, dentist, optician, psycho-geriatrician / 

psychiatrist, mental health nurse); hospital (outpatient, day hospital, A&E, 

inpatient, ambulance / paramedic); social care (social worker / care 

manager, day care);  voluntary (day care); private.  The number of 

contacts for each professional or service in the previous period was 

recorded.   An additional category (care home nurse) was added at T2 for 

care home 4 when it was realised that nurses from the nursing wing in that 

home were used to treat the residents in the residential wing.  The T1 value 

for the care home nurse contacts in care home 4 was imputed as the mean 

of T2 + T3 contacts.  

Data were collected through interviews with residents and reviews of care 

home records (to validate and supplement the information gained through 

self report). For the purposes of the economic analysis, data gathered in TI, 

T2, and T3 were included, data was not available for all the residents at T4. 

The T1 (baseline) data collection covered resident’s service use in the three 

months prior to their recruitment to the study, T2 covered the period 

between the baseline and second interviews, and T3 covered the period 

between the second and third interviews. The mean observation period was 

29.3 days (SD 23.4).   

Patient level data were entered into SPSS for analysis.  For the 31 

participants who completed the study, the number of contacts for each 

individual item of service use at each time point was summed (T1+T2+T3).  

The mean number of days between baseline and third interviews differed 

significantly between care homes (Table 20), so total contacts were 

converted to an annual utilisation rate to enable accurate comparisons.  The 

total number of different professionals and services used by participants 

over the study period was calculated, and patient characteristics associated 

with this were explored.  Costs (£,  2010)  were calculated as the product of 

the number of uses of each professional or service item and nationally 

validated unit costs (Appendix 5 ECON 1).   
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5.6 Service use of 31 participants completing the 
study - comparison between care homes   

No service use by any resident in any of the study care homes was reported 

for several items on the check list of services and professionals used in the 

data collection process, including community matron, occupational therapy, 

speech and language therapy, palliative care, day care, counsellor / 

psychologist.  Mean service use, by care home, for the remaining 19 items 

(for which at least one resident reported at least one contact during the 

study period), standardised to an annual rate, is shown in Table 21. The 

services which were used in all the six care homes were: GP, district / 

community / care home nurse, optician, chiropodist, hospital outpatient, 

hospital inpatient (either acute or community settings).  Reported use of 

GPs, practice nurse, hospital outpatients, and (marginally) A&E and 

opticians was significantly different between the care homes (ANOVA, 

p=.013, .035, .011, .054, .068 respectively).   Residents in four of the 

homes had accessed A&E services.  A dentist had visited all but one of the 

homes.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         106 

Project 08/1809/231 

Table 23. Comparison of care homes in annual utilisation of 
professionals or services (all items separately) for 31 patients 

providing data at each time point (T1+T2+T3)*.   
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*Service use over the observation period has been standardised to an annual rate.  

DN/CN: District nurse/Community nurse  

No service use by any resident in any of the study care homes was reported for community matron, 

occupational therapy, speech and language therapy, palliative care, day care, phlebotomist, counsellor / 

psychologist.   

 

Participants used between two and six different professionals or services 

during the observation period (T1+T2+T3). There was a significant 

difference (ANOVA, p=.019) between care homes in the mean number of 

professionals and services used by participants (Table 23), with more being 

accessed by residents in care home 1 compared to the other homes (Figure 

3).   No significant associations were found between the number of 

professionals and services accessed and patient age, time in care home, 

number of medical issues, Barthel measure of independence in ADL 

(Spearman’s rho or gender (Kruskal Wallis test).  A higher number of 

prescribed medications was significantly associated with having contact with 

more professionals / services (Spearman’s rho .462, p= .009). 
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Figure 2. Comparison of care homes in mean number of different 
professionals or services over total observation period (T1+T2+T3), for 

31 residents completing the study, with 95% Confidence 

 

5.6.1 Costs 

Service use costs for the 31 participants who completed the study were 

summed by category (GP; other community medical (dentist, chiropodist, 

optician, psychiatrist); nurses (district, community, care home, practice, 

specialist, mental health) and allied health professionals (physiotherapist, 

dietician);  inpatient; other hospital (A&E, outpatient, ambulance, day 

hospital); voluntary; overall), and compared between homes (Table 24).  

There were significant differences between homes for GP and other 

community medical service use (high in homes 1 and 4).  

Total costs were driven by hospital costs (Pearson correlation with in-

hospital costs .953, p <.0005, and with other hospital costs .850, p<.0005).  

Across the whole sample, higher GP costs were associated with taking more 

medications (Spearman’s rho .443, p=.012), and there was a trend for 

higher nursing and AHP costs to be associated with higher dependency on 

the Barthel index (Spearman’s rho -.333, p=.067). No other patient 

characteristic was associated with any category of cost. 
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Table 24. Annual costs (£ 2010) of service use for 31 participants providing information over all three time 
periods: comparison of care homes 
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5.6.2 Costs of care and level of perceived integration  

Residents in care home 1 used a larger range of professionals and services 

than those in the other care homes over a nine month observation period, 

but this may reflect the characteristics of the residents recruited, the 

location of the care home (inner city) rather than primary care and care 

home processes.  The overall range of services accessed by the sample as a 

whole was limited (maximum 6), and no residents reported access to 

therapy services.  However, this is a high cost population with the mean 

annual cost for the sample being £4873 (SD 7150), and driven largely by 

the hospital use of a small proportion of the residents. 

 

Data for the analysis provides unique micro-level information about service 

use and costs of care home residents.  However, the relatively small 

samples, and the possibility of selection bias in the recruitment process, 

limit the conclusions that can be drawn. 

5.7  Residents’  perspectives on their health and the 
services received   

This section focuses on care home residents’ and relatives perspectives and 

experiences of using health services; their perceived health needs and 

quality of life, based on the interview data.  Twenty two residents were 

interviewed on three occasions, four were interviewed twice and nine only 

once; five residents had their notes reviewed but did not agree to be 

interviewed.  Four main themes were identified: experiences of ageing, 

health and well-being; changing health care needs over time; accessing 

health and social care; and the experiences of living in a care home. These 

themes illustrate the complex interplay of relationships between residents 

their relatives, care home and health care staff, when determining 

resident’s health care needs and accessing services.   Each theme and its 

sub themes are discussed and further illustrated through two case studies 

(appendix 5) accounts drawn from the residents’ interviews.  

5.7.1 Experiences of ageing, health and well being, 

attitudes and experiences 

Residents’ personal attitudes to their own age and health, and the way that 

people living in care homes have a sense of being part of a group of people 

who have similar problems may  be a significant influence on the way  that 

they access health and social care.  There is, for some, an apparent 

acceptance of their ageing body and its current limitations: I mean when 

you get to 81 you can’t expect to be 16 can you really, you know what I 
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mean? … so I reckon all the tablets they’ve given me’s kept me alive 

Resident 8 (Care home 2, high level of integration ) 

Some residents explained that they were not ill, but that their ageing body 

was to be expected as part of ‘normal’ ageing and, for some, was the 

reason they articulated for living in the care home. 

Yes, but that’s all, and that’s the reason I’m here, it’s not that I’m ill, it’s to 

do with I can’t walk. 

What’s the matter with your legs, what’s the problem? 

Old age (laughs). 

You’re wobbly on them, are you? Is your balance not very good … ? 

I mean, 92… 

Are you? 

…what can you expect?  Resident 19 (Care home 4, medium level of 

integration) 

Residents differentiated between specific diseases that caused illness and 

increased limitations in mobility and ability. 

Personal expectations about their ageing body may combine with concerns 

about being a burden to care home staff, relatives or health care services, 

resulting in residents not expressing (fully) their needs, believing that they 

are to be expected in older age, that their needs are of a lower priority than 

other people with recognisable illnesses. Some residents deemed it 

inappropriate to complain about feeling unwell or to make demands on 

individual care workers and therefore did not ‘bother’ them. Nevertheless, 

as this following quotes demonstrate, living with a recognisable symptom 

such as pain, did affect their mobility and overall wellbeing:  

You know, my health before, I used to go outside walking and still I’m going 

but I’m getting tired now, you know, and sometimes my legs is paining so 

when I went to the doctor yesterday, I said, Doctor ?, why my leg, he said, 

there’s nothing wrong but that is you’ve got arthritis. Resident 6 (Care 

home 2, high level of integration) 

And: 

Anyway no, I feel as though I’m complaining and I’m not doing that.., well 

when I’ve got stiff aching legs it isn’t easy to be oh jolly Joe and all this, you 

know? 

No, of course. 

You might do for the first two days, three days but you soon get fed up if 

I’ve got this rotten leg again or, you know, which isn’t fair on the girl, and 
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I’ve said so, I’m sorry. Resident 14(Care home 3, medium level of 

integration) 

Personal thoughts about and acceptance of poor health, having an ageing 

body, having “good and bad days” could be concomitant with fatigue.  This 

can mean that some residents either wish to be left alone to rest at times – 

or that they do not complain about health problems. Several of the 

interviews highlighted that health for this population was transient. It did 

not fit with a conventional narrative of a discrete problem that could easily 

be addressed by a GP or nurse.   

So does that mean you never feel unwell, or under the weather at 

all? 

Yes, yes, more or less it, yes it’s like that lovey.  Not unwell, not ill, just 

some days are good and others less good.  Some days I feel better than 

others but if I am not so good I have a quite day, that’s all. It’s not being ill, 

just a little bit dozy and quiet. And they leave me alone when I want to be 

and I like that.   It’s just one of those things. After all, I’m almost 94 now, 

and this body isn’t as young as it used to be.  Resident 16(Care home 3, 

medium level of integration) 

 

Some residents, and relatives, reported an improvement in health and 

wellbeing after going to live in a care home. 

I even walk around here and don’t feel like I will fall down.  I can do what I 

want and don’t have to worry about the things like food and washing and 

cleaning, I can just relax and enjoy my life again.  It’s luxury in a way!  And 

my family seem so happy too, and they visit me as much as they did at 

home, but without the worry of having to do things for me all the time.  So 

now I get to see them and enjoy them all properly instead of worrying that 

I was being an nuisance like I did before.  Resident 30 (Care home 5, low 

level of integration) 

 

There was also awareness that others in the home, or of a similar age, 

being in a similar or worse situation.  Downward comparisons to those 

worse off than themselves appeared to increase the likelihood of residents 

accepting and tolerating their health problems rather asking for assistance 

with them.   

That’s right, yes, I was very… I get… when it was… when there’s a lot of 

pain and it’s there night and day and you do get tired of it but other people 

are the same so, you know, I mustn’t grumble …Resident 14 (Care home 3, 

medium level of integration) 
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However, both Care Home and Primary Health Care staff need to be aware 

that a resident’s failure to articulate health problems and stoicism may 

mask underlying health issues or care needs. We noted how health needs 

may at times get lost in their apparent quietness and lack of complaint by 

residents and that resolvable problems may not be not expressed by 

residents or recognised by care home staff.   

They will do it but I try and do things for myself as you say, you’ve got to, 

you know, make a little effort, you can’t because they are very busy here 

and they’ve got a lot of people that take advantage of it here, not saying 

too much, you know, a lot of them play on it. I mean you can’t expect too 

much, they’re absolutely wonderful, I mean you couldn’t meet nicer carers 

really but I don’t like to put on people because I’ve not been brought up 

that way. Resident 8 (Care home 2, high level of integration) 

There were examples where care home staff could have been helped by a 

discussion or review of a resident’s behaviour with a health care 

professional. One resident had multiple health problems, and wished to 

spend most of her time alone and in her room as an act of independence.  

She also expressed a sense of acceptance about her own age and health 

issues and a desire to be allowed to live within this.  However, among care 

home staff and family there were concerns about the possibility that she 

may be depressed or isolating herself for other reasons, which at times 

caused a conflict of care intentions with the resident’s expressed needs and 

wishes.  

She gets cross with her family because they tell her she should do more and 

talk to the other residents, get up and join in with the things that go on in 

the home but she is not lazy, she cannot do this because she is disabled.  

Her family do not seem to understand this. 

Notes of interview Resident 39 (Care home 6, low level of integration) 

One resident explained how she was having problems with double vision, 

and how this had caused a perceived tension between her and care home 

staff 

we call it double sight, oh I saw, there was always somebody in my room 

and there was nobody there and they’d got a bit cross with me in the end 

because I wouldn’t believe them that there wasn’t anybody here…. 

And so they said ‘now look there’s nobody here’... 

...and I could understand but it was a, I can’t explain the, oh what it was 

like really, it was a bit frightening. Resident 20 (Care home 4, medium level 

of integration) 

The reluctance of residents to make a fuss and their concern about being a 

nuisance to Care Home staff or to primary care, affected the way that 

health care is asked for. 
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How is your stoma now? 

Horrible. But... (Pause) I try to manage but I mean, they look after us and 

the nurses are good with us because... Sometimes I think I’m a nuisance.  

Resident 24 (Care home 4, medium level of integration) 

5.7.2 Changing health care needs over time 

Residents’ experiences and their ability to express their needs changed over 

time within the care homes visited. There were differences between people 

who had resided in care homes for more than a year, and those who were 

new to communal living. Some residents, and relatives, reported an 

improvement in health and wellbeing after going to live in a care home. 

I even walk around here and don’t feel like I will fall down.  I can do what I 

want and don’t have to worry about the things like food and washing and 

cleaning, I can just relax and enjoy my life again.  It’s luxury in a way!  And 

my family seem so happy too, and they visit me as much as they did at 

home, but without the worry of having to do things for me all the time.  So 

now I get to see them and enjoy them all properly instead of worrying that 

I was being an nuisance like I did before.  Resident 30(Care home 5, low 

level of integration) 

There was also awareness that others in the home, or of a similar age, 

being in a similar or worse situation.  Downward comparisons to those 

worse off than themselves appeared to increase the likelihood of residents 

accepting and tolerating their health problems rather asking for assistance 

with them.   

That’s right, yes, I was very… I get… when it was… when there’s a lot of 

pain and it’s there night and day and you do get tired of it but other people 

are the same so, you know, I mustn’t grumble …Resident 14 Care Home 3 

medium level of integration 

With respect to the expression of need two different approaches to this 

were identified: a passive and a consumerist mode. For some residents 

feeling secure and being able to trust in the care provided by the Care 

Home included not having to take decisions and make direct arrangements 

with health care services.  Feeling that all personal needs are well cared for 

was a priority, both for residents, and for some people there was a sense 

that quality of life is facilitated by living in a Care Home. 

In some cases, such as one resident with memory problems who had been 

living in his care home for 5 years, there was an acceptance that this was 

the most effective way of living: 
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I have good health and I just stay here because it’s where I stay and that’s 

easy and works quite well you see. Resident 27(Care home 5, low level of 

integration) 

 

This sense of security in being cared for can affect how residents perceive 

and access health and social care, because they may be more likely to leave 

decisions about this to care home staff, or relatives and take on a more 

passive role.  

 

Entrusting activities of daily care, such as clothes washing, catering, 

cleaning to care home staff or decisions around accessing care could be 

interpreted as evidence of passivity and institutionalisation.  However it 

may be that this is not always a giving up of responsibility for such 

activities, instead it may be that residents act as consumers of the services 

provided by the care home.   

Do you ever want to arrange anything like this yourself? 

No, why should I be bothered with that.  They are called care workers and 

so that’s their job.  Caring.  That’s what I pay them for and that’s what I 

expect them to do. Resident 34 (Care home 6, low level of integration) 

The direct link between payment and care in this setting is not often 

articulated as clearly as this. A passive or consumer approach taken by 

residents with respect to their care also shapes attitudes about health and 

social care.  It may affect the way that residents understand and are 

engaged with information and treatment for health problems, although 

other factors such as trust in health care professionals, and an expectation 

that care will be provided if needed, contribute to this.    

 

And do you know what the results showed in your blood test, do you 

know what they were for?  

No, I never ask, I never ask them anything anyway, I mean I’m not a 

doctor, I’m not a nurse, I mean I couldn’t see what, but they look after us. 

So is the GP going to be coming out to you again, to check on you? 

I haven’t got a clue. Resident 24 (Care home 4, medium level of 

integration) 

This experience of engagement with healthcare is explored further in the 

next section. 

Both Care Home and Primary Health Care staff need to be aware that a 

resident’s failure to articulate health problems and stoicism may mask 
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underlying health issues or care needs. We noted how health needs may at 

times get lost in their apparent quietness and lack of complaint by residents 

and that resolvable problems may not be not expressed by residents or 

recognised by care home staff.   

They will do it but I try and do things for myself as you say, you’ve got to, 

you know, make a little effort, you can’t because they are very busy here 

and they’ve got a lot of people that take advantage of it here, not saying 

too much, you know, a lot of them play on it. I mean you can’t expect too 

much, they’re absolutely wonderful, I mean you couldn’t meet nicer carers 

really but I don’t like to put on people because I’ve not been brought up 

that way. Resident 8  

There were examples where care home staff could have been helped by a 

discussion or review of a resident’s behaviour with a health care 

professional. One resident had multiple health problems, and wished to 

spend most of her time alone and in her room as an act of independence.  

She also expressed a sense of acceptance about her own age and health 

issues and a desire to be allowed to live within this.  However, among care 

home staff and family there were concerns about the possibility that she 

may be depressed or isolating herself for other reasons, which at times 

caused a conflict of care intentions with the resident’s expressed needs and 

wishes.  

She gets cross with her family because they tell her she should do more and talk to the other 

residents, get up and join in with the things that go on in the home but she is not lazy, she 

cannot do this because she is disabled.  Her family do not seem to understand this. 

Notes of interview Resident 39(Care home 6, low level of integration) 

One resident explained how she was having problems with double vision, 

and how this had caused a perceived tension between her and care home 

staff 

we call it double sight, oh I saw, there was always somebody in my room 

and there was nobody there and they’d got a bit cross with me in the end 

because I wouldn’t believe them that there wasn’t anybody here…. 

And so they said ‘now look there’s nobody here’... 

...and I could understand but it was a, I can’t explain the, oh what it was 

like really, it was a bit frightening. Resident 20 (Care home 4, medium level 

of integration) 
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5.7.3 Accessing health and social care 

Residents’ access to health and social care services was variable and a 

mediated process, that reflected and shaped residents’ expectations and 

experiences of life in the care home. Their knowledge of the wider health 

and social care services was limited and their assumptions about how care 

home staff and primary care practitioners worked did not reflect the 

practices observed in this study.  

For the majority of our participants care home staff act as intermediaries 

between residents and health and social care professionals.  Of the 33 

residents who were interviewed at least once, 30 said that they would tell 

someone at the care home if they felt unwell and in need of primary health 

care.  Senior care workers were the conduit to accessing health care, 

whether being asked to arrange appointments by key workers, or being 

asked directly by residents.  The role of care home managers varied across 

the six homes, some being fully involved in and informed about individual 

resident care (usually in the smaller home), some being uninvolved. 

Typically, residents would talk to a trusted member of care staff and expect 

that referrals were made to appropriate health care services. As these quote 

demonstrates, residents were aware this could be an involved and 

negotiated process before a GP is contacted. The decision was mediated by 

others. 

I talk to my key worker first thing. Then going to the office, downstairs to 

the office, the manager, anybody, J or S, and he says, Mr P is worried about 

health, he’s got... So he says, he think, need a doctor, they take 

appointment for the doctor, you know. Resident 6 (Care home 2, high level 

of integration) 

…so how does it work if, you know, you’ve just, you think that 

you’re not having a strong enough painkiller, who do you talk to to 

try and see if you can get something? 

With the main team, your key worker, or one of the care workers… 

…Or one of the home team, and we’ve got a manageress and I’ve got 

manageress, to them and then they get in touch with the doctor and they 

talk to the doctor and he knows whatever it is, and he will prescribe the 

tablets, but you mustn’t go and buy tablets yourself because that’s not 

right. Resident 8 (Care home 2, high level of integration) 

Two factors shaped residents’ mediated access to health and social care 

services: the passive/consumerist perspective adopted by the resident and 

/or, their knowledge of different care roles. In line with a passive approach 

to living in a care home often there is a tacit expectation, by both residents 

and relatives that care home staff will notice health problems and act 

accordingly to call in appropriate health care professionals.  Over half had 

experience of, and thus an expectation that, care home staff would observe 
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that they were in need of health care and that this would be arranged 

automatically. This may in part be based on a belief that Care Home staff 

possess a level of observation and expertise to both notice the change and 

identify that it was a matter that warranted referral to health care services. 

they notice what I need and they arrange it for me when I need it, they are 

very good like that.  Excellent I would say, they keep an eye on you and 

when they think you’re bad they sort it all out and they say that the Doctor 

or the Nurse is coming in and you just do that because they say to and it is 

all quite fine because they are the ones who know, aren’t they? Resident 29 

(Care home 5, low level of integration) 

Residents also expressed a confidence in the expertise in care home and 

health care staff, to the extent of placing all care decisions it their hands. 

I ask what I want to ask and they tell me what they want to tell me.  If I 

don’t want to do something then I don’t.  But as far as my health care I 

leave that up to them, they are the experts, aren’t they? Resident 2 (Care 

home 1, high level of integration) 

Expectations about access to health and social care changed. Older people 

became normalised to how the care home worked with the NHS.  Over time 

and with increasing acceptance and understanding of care home practices 

and procedures, residents (and to some extent relatives) there was a 

greater acceptance and for some, willingness to allow Care Home staff to 

take more of a role in all aspects of care.  This was particularly true for 

decisions about initiating access to primary care. 

The exception to direct staff mediation occurred in a few cases were three 

participants who did not access health care via the care home staff,  two 

residents preferred  to tell a relative about any health problems, then 

expecting the relative to make arrangements for care via the care home 

and one, self referred to the GP. 

How would you get the help that you might need if you had some 

worries about your health? 

Well me daughter, as I say, she was a nurse years ago, she’s very 

understanding and capable and she would know what to do… 

…Yes, yeah, or you’re saying that the nurses might arrange it 

themselves? 

I’m not sure about that, no I’m not  sure about that, but I know if I tell me 

daughter she’ll pass it on. Resident 12 (Care home 3, medium level of 

integration) 
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Exceptionally, this person was independent and able to travel alone and the 

care home supported them in how they contacted the GP, even if this 

meant that they were unaware if medication changed.   

So if you needed to see a Dr how would you go about it? 

I’d go on a bus and see a Dr.... I’d go myself.  

So you wouldn’t go through the staff here and ask them to make 

you an appointment? 

Would I hell. Resident 21(Care home 4, medium level of integration) 

This trust in the expertise of Care Home and Primary Care staff can be 

fragile when a resident needs are not addressed, or where residents feel the 

care being provided is detached or uncaring. Such issues can be intensified 

when residents feel they have no choice in the care they receive. 

I think the girls here try, but the GP is hopeless.  She comes in and 

whatever you say she carries on in her own sweet way.  I believe she 

listens to nobody and does whatever she wants to.  I have heard her with 

(Senior Care Worker) and they get quite heated sometimes.  (Senior) is 

usually right in what she says but the doctor seems to think we are all 

making a fuss about nothing….Resident 35 (Care home 6, low level of 

integration) 

… with these young people, I wouldn’t talk, they’re only here for a short 

time. I don’t know how the other one I had in the first place, I could talk to 

her but these are younger ones really. I think that’s the trouble with a lot of 

these youngsters here, they you know they’re only, oh they’re just doing it 

for a job really, they don’t really know a lot about people. Oh I don’t know. 

I am too critical I suppose. Resident 16 (Care home 3, medium level of 

integration) 

Access to the range of primary care services was variable. Most residents 

appeared to have the access to core primary care services (GP and 

Community Nurse) when needed. Access to chiropody care was a particular 

issue, either through quality or cost, with almost two thirds of the residents 

interviewed mentioning chiropody care, and half of these having problems 

with the quality or cost of this care.  Access to physiotherapy was also a 

particular problem in some homes, and where a resident felt a need for 

greater mobility this was perceived as a significant cause of deterioration in 

health. 

It is all good and I am well apart from the physiotherapy. I need this for 

moving better and feeling better.  The girls here help me but they do not 

know all of this thing I need. Resident 38 (Care home 6, low level of 

integration) 
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For some residents when seeking help or advice about their health they did 

not differentiate between care home staff and external NHS staff  

The doctor. I shouldn’t say this really should I? But to me they’re not, it’s 

like there was a nurse, was a matron, she wasn’t one of them was she, she 

was the boss person and here I feel they’re all the same, all together. 

Resident 16(Care home 3, medium level of integration) 

 

This was particularly the case with nursing staff, where the many different 

nurse specialists were not always recognised by residents particularly in 

care homes with nursing nearby or on site, it is difficult to differentiate 

between the roles, as is illustrated here: 

 

So have you spoken to the district nurse about whether you should keep 

having it on? 

Well they just don’t know. 

They don’t know either? 

No, no. 

Who do you think you could ask about that? 

Well I’ve got to see the doctor about it. I think, I think he’ll be coming this 

week or sometime soon because he’ll want to know how I’ve gone on with 

the district nurse… 

…But what about nurses, have you, do you know if you’ve ever seen 

the nurse from the continence team? 

Well what’s the difference? …Resident 16 (Care home 3, medium level of 

integration) 

Experiences of engagement with health and social care services were 

mixed, as has already been illustrated.  Some residents appeared to feel 

that they had been lost to the system altogether, or had become lost by the 

demands on or hierarchy of the care home.    

Well that I don’t know. I just feel I’m on a sort of, waiting, I’m not as ill as a 

lot of people so I think I’m just left to tick over.....Well I think they’ve got 

more dying people to deal with. Resident 16 (Care home 3, medium level of 

integration) 

Engaging with the hierarchy, and knowing who to speak to could also be 

used as a tool to escalate or improve care: 

…Well I had to… first of all I done it this morning, I was seeing the senior… 

the senior nurse who comes with the others and tell her and she’s had a 
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look and she’s going to be in touch, get in touch with somebody else who is 

higher up still, who is going to look at it when I finish this afternoon. 

Resident 14 (Care home 3, medium level of integration) 

Interaction and information sharing between care home staff and primary 

care staff was expected by residents, regardless of our integration 

classification of the home, details of how this worked in practice was rarely 

articulated.  It was an assumption of the residents interviewed that  

information would be shared but they  did not know for sure, or the process 

by which it was done, and as this quote shows they did not always feel able 

to ask: 

And do you think the care home staff work together with the 

healthcare staff? 

Well I don’t know that do I dear really? You know, I’ll be treading on 

someone’s toes, I don’t know. Resident 8 (Care home 2, high level of 

integration) 

And: 

 

Do you think the healthcare staff who come into the care home, like the 

district nurses and the doctor, do they work together with the care home 

staff would you say? 

Well I don’t know really, you know, I think they come in for the money, half 

of them, you know, they come for… it’s their job they’re doing, they come 

in. 

But do you think they work together and maybe share information 

about… so, for example, if you’re not feeling well and you’ve told R, 

would she then pass on your information? 

She would, she would, she would, yes. Resident 11(Care home 2, high level 

of integration) 

5.7.4 Experiences of living in a care home  

The focus of the study was residents’ access to health care, to examine if 

the different service configurations affected the resident experience of 

health care.  However, the study identified insights into the daily lives of 

residents and their wellbeing and these form part of the context within 

which health care needs are expressed and access to services is mediated. 

For our participants the care home was their home but is characterised by 

both private and public space, and is both a place of domesticity and a 

sphere occupied by professionals. As such it is a complex organisation 

seeking to balance the personal private domestic sphere with communal 

living and the provision of professional care services. Residents have the 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         122 

Project 08/1809/231 

options of using public space for organised/individual activities or using 

their own rooms. This was a complex balance for participants and one that 

was subject to different interpretations by those involved with residents. 

We identified three aspects of living in a care home that influenced how 

residents’ engaged with issues of health and access to services: 

independence and choice, involvement and activity, isolation and loneliness.  

These are inter-related.  

Independence, involvement, choice and activity 

Whilst appreciating feeling cared for and valuing a sense of safety, many 

residents appreciated being allowed independence and space to live as they 

chose.  

 I just get on with it and live my life and they are good to me here, like 

good friends and they look after me so I’m fine.  I like that they don’t, get 

in, you know, they don’t impose you know.  Resident 26(Care Home 5 low 

level of integration) 

Similarly, some residents wished to have the independence of choice to 

remain in their room and relax in their own way.  It can be difficult for care 

home and health care staff to balance and respect such wishes with a 

concern that the resident may be withdrawing for health or psychological 

reasons.   

 

Few participants went outside of the care home-their life was lived within 

the care home and environs. The loss of independence and choice can be 

significant factors for residents in care homes, affecting general wellbeing.   

The benefits of feeling secure and cared are counter balanced by reduced 

autonomy and independence. Loss of usefulness and boredom may be 

reduced by involvement in activities which may also enhance an individual’s 

quality of life. 

I said to the nurse, I’m fed up with this running around after me. I said, it’s 

me who’s running around after other people usually. And so she said, oh 

well, never mind. Two days afterwards she said, here, I want you. So I 

wondered what she wanted. There’s a sink full of cups there, she said, you 

can wash those up!...…And do you know, it was a joy. Resident 35 (Care 

home 6, low level of integration) 

Loss of independence and choice in personal care can be difficult for some 

residents, such as one who, whilst other factors were involved, felt 

embarrassed to bathe with a carer in the room and felt that choice was 

being removed from her for the convenience of Care Home staff.   

The only thing I get cross with is the bathing, they go on and on about it 

wanting me to bath, telling me it should be good for me, very silly.  I wash 
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and I prefer a shower but I can’t shower so why should I bathe especially 

with them standing over me.  It is embarrassing, very embarrassing and I 

don’t want it.  They say it’s my choice but I think they pressure me because 

it suits them, not me. Resident 29 (Care home 5, low level of integration) 

Involvement and activities 

Some participants read or listened to the radio or music but most activity 

focussed upon watching television. This was an important source of 

company and a way of passing time away from the communal nature of the 

care home environment is illustrated by this comment from another 

resident in care home 4.  

‘I just lay here day in, day out, not like being at home with your family is it? 

So, oh, I take life as it comes, that’s all I know, that’s a godsend is 

television.’ Resident 19 (Care home 4, medium level of integration) 

Across the care homes there was variable use of public activities and 

spaces. Our participants commented on their use (or otherwise) of ‘public’ 

areas within in the care home, for some, such areas were uninviting 

because they were not stimulating social environments. In care home 2, 

one resident expressed the benefit of activity: 

I’d say you need to put your mind occupied, if you sit long in the room, then 

you getting depressed, but if you coming down and join with the activities 

and automatic bother you inside, just talk to somebody, then you can come 

out from your chest and you feel much better. Resident 6(Care home 2, 

high level of integration) 

Inevitably activities undertaken within the individuals’ room were 

individually based and meant not engaging with other residents. As a 

participant in care home 2 noted:- 

I mean, I don’t mind being by myself for a day. Some of them absolute go 

berserk if they haven’t seen anybody for a few hours. So I feel a bit more 

able than a lot of people when they’re by themselves. ... In fact, it’s nice 

sometimes to be by yourself. And I do crochet and I listen to the radio and 

I’ve got CD discs and my telly Resident 10 (Care home 2, high level of 

integration) 

And the home library, it’s very nice, the man comes here and supplies me 

nice books.  My time is passed in reading books Resident 9 

Where residents feel unable to do any activities of this sort there can be a 

conflict between an appreciation of feeling cared for, and a need to be 

active and have purpose.    

You feel well cared for? 

Oh, course, honestly, and I say ‘Leave that, I’ll do it myself’, ‘No you won’t, 

I’m going to do it, it’s my job and I’m going to do it’.  Oh they’re 
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wonderful.....Well I think myself, talking to you, I think myself I don’t want 

to interfere with anybody, but there are things I would like to do, because 

I’m never tired, I’m never tired. Resident 17(Care home 3, medium level of 

integration) 

5.7.5 Isolation and Loneliness 

Some residents noted that there were limited opportunities for social 

interaction with other residents as illustrated thus:-One factor in the limited 

social engagement with other residents was resultant from participants 

‘distancing’ themselves from other residents who they considered to be 

different from themselves as follows:-.  

I suppose I’m a bit disappointed in the fact that there’s only like two of us 

that we can talk each other. I hadn’t quite realised how the rest of the 

people in the home, they don’t really... We would have nothing in common 

shall I say. Resident 6 (Care home 2, high level of integration) 

Some residents expressed their boredom, taking part in an interview was 

appreciated as a social interaction in itself. As this quote demonstrates 

feelings of isolation were compounded by not having the energy to seek out 

other people.  

Jesus this place here is boredom. It’s hell. I been here on my own except 

between 4 and 5.....Yes. I’m glad to see you here. Someone to talk to. 

Someone to talk to. Resident 21 (Care home 4, medium level of integration) 

 

It is nice having somebody like you to talk to, it’s just, you see I stay in my 

room but I just haven’t got the energy to go down, and then if you go down 

you can’t find somebody to talk to. Resident 16 (Care home 3, medium 

level of integration) 

 And for one person, her need to talk and feeling of loneliness was more 

significant than her health: 

But I don’t, I don’t feel ill love……I just feel lonely 

One resident had multiple health problems, and wished to spend most of 

her time alone and in her room as an act of independence.  She also 

expressed a sense of acceptance about her own age and health issues and a 

desire to be allowed to live within this.  However, among care home staff 

and family there were concerns about the possibility that she may be 

depressed or isolating herself for other reasons, which at times caused a 

conflict of care intentions with the resident’s expressed needs and wishes.  

She gets cross with her family because they tell her she should do more and talk to the other 

residents, get up and join in with the things that go on in the home but she is not lazy, she 

cannot do this because she is disabled.  Her family do not seem to understand this. 
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Notes of interview Resident 39 (Care home 6, low level of integration) 

Relationships with family can also have a powerful impact on the well being 

of residents, and their need for others to talk to and socially engage with. 

Residents with limited contact with friends and family frequently alluded to 

their feelings of isolation. 

5.7.6 Multiple perspectives on health care and access 

For a number of participants we had interviews with the older person, their 

relatives, care home worker and primary care professionals. All of these 

individuals are involved, to a lesser or greater degree, in decisions about 

accessing health and other care services. However, regardless of how NHS 

involvement was structured, opportunities to bring people together to review 

care, streamline referral processes and review care were ad hoc and relied on 

the quality informal working relationships. The findings demonstrated that 

residents’ perspectives on their health care and access to services were 

situated within an organisational context (the care home) and their 

interactions with others (family members and professionals). Communication 

was mediated through a range of perceptions of what was important and 

interpretations of resident’s behaviour and wishes.   

These differing perspectives  and the complexity of  how health needs are 

interpreted and communicated are  captured in two  case studies where the  

responses about the residents’ health are presented from  resident, family 

member, care home staff member and NHS professional (appendix 5). These 

illustrate different components of the issues noted in the previous sections. 

Both demonstrate how the move to a care home has been a solution to pre-

existing health problems for the older person and her family. In one (Cath) 

Access to health care is mediated through the care home staff who the 

resident and GP trusts and is, if needed, supplemented by a family member. 

In Case study 2 (Ann) it is apparent that everyone (resident, daughter, care 

home staff and District nurse) are aware of her pain and her progressive 

deterioration These concerns are mediated via  district nurse who involves the 

GP for a review of medication and pain control. There is  in both accounts a 

reliance on  care home staff alerting NHS staff as problems arise However, in 

none of these accounts is it clear how this is documented or reviewed or more 

importantly, future needs are anticipated. 

5.8 Conclusion 

The older people from across the six care homes were of a similar age and 

level of disability. The costs of their healthcare were not dissimilar across the 

different high, medium and low levels of integrated working. The hospital use 

of a small proportion of the residents meant that, this is a high cost 

population. 
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The resident and relative interviews highlight several key issues: 

• Addressing an individual’s needs in a care home occurs within a social 

context of their daily lives in a collective institution;  

• Resident’s perspectives on needs are broader than just being health 

focused, wider social needs for independence, control, activity, purpose and 

company, are important to them and shape their experiences of well-being 

and health;  

• Health needs may be chronic and/or fluctuating and or acute;  

• Articulation of need is shaped by an individual’s perspective on their own 

ageing process;  

• Access to health care services is mediated by family and or care home 

staff; and this mediation is recognised by residents either in a passive or 

consumerist way;  

• Residents’ understanding of different external health care professional 

roles is limited; 

• Although recipients of primary care services, residents were not often 

engaged in the decision making or information flow about and around them.  

 

For all residents access to care is mediated by others. This is achieved by a 

variety of routes including direct request from residents, the intervention of 

relatives or an expectation that staff will notice clinically relevant changes and 

refer as appropriate. Recognising the reliance residents have on care home 

staff for access to primary care is challenging. This could reflect a passive 

attitude to their care by older people or an expectation by them that, as they 

are living in a care home, that the staff will be proactive in organising care. 

Regardless of which model of access is underpinning these expectations it is 

clear that care home staff are the main route of access to primary care 

services for older people resident in care homes. Hence it is important that 

primary care staff take note of care home staff referrals (or comments), 

involve them with the resident’s permission in discussions and review of care. 

Care home staff can both act as the advocate for resident’s needs and the 

focus for continuity of care for the different NHS services that visit the care 

home. 
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6 Care home and NHS professionals 

working to provide  clinical, health and 

social care  

6.1 Introduction 

The model proposed by Kodner and Spreeuwenberg [1] describes integrated 

working as being operationalised at the care interface, i.e. at the level 

where care is delivered.  They argue that integration has an impact on both 

professionals who deliver care and those who receive care, though the 

impact is not equally felt.  They go on to make a case for looking at the care 

experience through the ‘patient lens’ (p3), and that integrated working is 

particularly important for those receiving both curative and care services.  

This chapter follows on from the residents’ accounts of their experiences in 

chapter 5 and describes integrated working in the care homes at the clinical 

level from the perspective of the care home and NHS professionals involved. 

The chapter is organised using the headings summarising the features of 

integrated working as described by Kodner and Spreeuwenberg [1] at the 

clinical interface. It considers how residents’ health care needs were 

identified and shared between the staff, how responsibility and 

accountability for health related care was negotiated, resources that 

supported integrated working and access to specialist services. It concludes 

by looking in detail at one exemplar areas of work end of life care.   

6.2 Identification and review of residents’ health and 
social care needs 

 

There were examples of older people’s condition deteriorating over the time 

of the study, including loss of mobility, incontinence, loss of appetite, 

shortness of breath, falls (see resident Visios™ in chapter 5)and a 

corresponding increase in input from care home staff and primary health 

care staff.  There were also residents who were stable and asymptomatic as 

well as residents whose mobility and function improved over the year. Two 

residents from care home 4 who were not in designated short stay beds, 

were, discharged to their own homes or sheltered accommodation: an 

unexpected finding that is illustrative of the variability and changeability of 

the resident experience. 

The residents in the six care homes were designated as needing personal 

care and support. This  could involve providing assistance with personal 

care, shopping, domestic duties, making health-related appointments, 
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monitoring residents’ health, contributing to review meetings in the care 

home, as well as arranging social outings, and providing ‘one to one time’. 

However, it was recognised that residents’ needs would change over time, 

as is described here: 

 

When he came he was hundred, so with one person we were able to 

manage. And then anyway he started going down, mobility wise, and at one 

time he needed even two people. And then he started having some medical 

problem as well, problem of incontinence, leg ulcer, and he lost a lot, a lot 

of his mobility. So now he can walk really just the minimum, maybe from 

his bedroom to the bathroom, with really close supervision. (Care home 

staff 1) 

This incremental decline is a common experience for many residents. 

Close relationships existed between care staff and residents, and these 

could be described in very caring and affectionate terms. Care home staff 

could demonstrate a detailed familiarity with residents’ preferences, 

anxieties and wishes:  

‘She likes to toddle off on her own and she had a fall so it’s knocked her 

confidence so she’s a bit frightened now going out. So what we’ve done is 

we’ve sent a carer with her to go to the shop and she’s quite happy with 

that at the moment. But she was just getting to the stage where she was 

going to go on the bus to town and it’s knocked her right back.’ (Care home 

staff 2) 

Mirroring residents’ expectations described in Chapter 5, care home staff 

saw themselves as the people having the greatest knowledge of residents 

and talked about monitoring their health and well-being on a day-to-day 

basis. Care homes 1 and 2 carried out monthly assessment for all their 

residents including pressure area and nutritional status. However, these 

were internal to the care home and were only routinely shared with visiting 

NHS professionals for intermediate care residents. Similarly, some (but not 

all) care home staff were very clear they had a monitoring and advocacy 

role for their residents. 

‘I’ve noticed just of late she’s suddenly been a little bit naughty with the 

sweets and things, you know, at teatime, and I said “oh XXXXX are you 

sure you can have this?”, she says “oh yes, it will be okay”, you know. But I 

thought well I’ll have to keep an eye on that so she could do probably with 

a review on that.’ (Care home staff 3) 

 ‘ ... we support him like just grooming him up, getting well dressed, make 

sure his boots are well-fitted, when he came in, his boots were all tattered, 

they were not in a good shape. So we had to fight very hard to get the new 
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boots which he had, the first ones, they were too short, they were too tight, 

then we have to order another one.’ (Care home staff 4) 

 

In terms of working with visiting health care professionals, across the sites, 

care home staff anticipated what residents they knew might find confusing  

or difficult, or not, when talking to a GP or nurse. Care home staff described 

their advocacy role in terms of what would help the resident to be settled 

and happy and part of the care home. They also saw it could be a three way 

process involving family members too.  It was a broad and ongoing view of 

health and wellbeing: 

When people first come here it can be a difficult time for them. They are 

experiencing huge changes and often quite low. We are a special kind of 

community which some people enjoy, others find hard, but I do think or at 

least I hope, you know, I hope that everyone can eventually be ok, be 

happy here. I think it is important that we help identify what each person is 

like, what their preferences are, and how we can help every person to be as 

happy and comfortable as we can. If that means speaking up for someone, 

or making sure they get the right healthcare, or helping them tell their 

relatives what they need and want... (Care home staff 5) 

 One resident reflected on how her support worker supported her to deal 

with her ill health and fears about dying: 

Then my key worker....she took me aside, she says sit down, and she say 

‘Why you worries?’ She say, ’Everybody got to go one day’. She say, ‘My 

husband also is very sick nowadays’. She say, Don’t worry, if you worry too 

much, you have to suffer yourself’. So she gave me all the time, courage’. 

(Resident 6 Care home 2high level integration) 

Whilst care home staff would often describe their role in terms of enjoying 

and valuing working with older people, only one NHS professional 

interviewed expressed an active interest in this population and their needs, 

As is described here: 

I think we all have to be interested in elderly care because it’s such a big 

proportion of our work, kind of elderly people get old... it’s something 

you’ve kind of got to enjoy because otherwise it’s kind of what is the point 

of being a GP if you’re not going to enjoy elderly care... (Primary care 

professional 1) 

The knowledge and understanding of the residents that care home staff had 

was nevertheless recognised and valued by some of the NHS staff that 

visited, especially if there were long gaps between visits. This GP explains 

how they value the proactive way that staff works with them to support 

both them and the resident: 
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Because there aren’t so many residents on our register from there, we can 

go for several weeks without one of us having to go in.  When we do go in, I 

value the proactivity of the staff.  They are respectful of resident privacy 

and their ability to do things independently, but are always available to 

attend an appointment with me, or any other of the GPs in this practice if 

we or they or the resident believe this is useful.  However, they seem to 

only attend visits I make, if the resident agrees. (Primary care professional 

2) 

Information sharing was on an ad hoc basis. Even though, professionals 

relied on the mediated working and advocacy work that care workers did, 

care workers’ knowledge of residents was acknowledged but underutilised 

across the sites. This example illustrates the benefits of care home staff 

taking responsibility for monitoring and feedback of residents’ care and the 

potential for more structured approaches: 

‘We had somebody came in from hospital and she was on like really strong 

Clopidogrel, (strong Aspirin) and then she was on dispersible Aspirin, but 

you’re only supposed to be on this Clopidogrel for so long because it’s really 

super Aspirin. Well what happened was she got a little cut on the back of 

her leg, we couldn’t stop it bleeding, it thinned her blood too much you see. 

So, since she’d been to hospital we’ve got that sorted so ... but it was us 

that sorted it because I thought she’s on this, she’d come from somewhere 

else and I thought why is she on this for so long? Anyway when we pointed 

it out to the doctor he said “Oh yes, we’ll change that” so he stopped that… 

So you’ve got to be careful, so we keep an eye on things like that now 

because since that’s happened it just makes you a little bit more aware. 

(Care home staff 3). 

Integrated working between the NHS professionals that visited the care 

homes was also limited. In one focus group for primary health care staff, it 

quickly became apparent that the focus group was the first time they had 

talked with each other, even though they all were linked to the care home. 

Apart from the rehabilitation teams working in CH 1 and 2 for a discrete 

group of residents, who were in the care home for a limited period of time, 

there was minimal evidence of systematic review and discussion about 

residents between professionals. The care homes with re-enablement 

/intermediate care beds had more frequent, intensive contact with NHS 

staff, and regular meetings about residents who were in the home for a 

specified time. For these residents, NHS staff took the lead in how 

information and support for residents was co-ordinated.  They were more 

likely to interpret their working relationship with care home staff as having 

functional goals and their role as supervisory and educational. There was a 

recognised pattern of joint working and review, where there were shared 

goals and clarity about how the plan for rehabilitation was realized: 
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Right, once a week we have a, what’s called an MDT, Multi-Disciplinary 

Team meeting, that occurs on a Wednesday at 11 o’clock where we have 

representatives, carers from the care home, we have our physio, our 

occupational therapist, myself and a Social Worker and we spend an hour, 

maybe an hour and a half but it tends to be an hour, going through all the 

patients, what their progress has been, what needs to be done in the future 

and we aim to get them home after their period of rehab between four and 

six weeks. (Primary care professional 3) 

This approach to working together did not transfer to other residents in CH1 

and 2, even though the NHS professionals worked for the same primary 

care organisation, and in CH1 would also take referrals to see residents who 

were in long term residential care beds. 

A specific issue or problem could provide the structure for closer working 

and sharing of information within a framework that supported integrated 

working. For example care homes 3 and 6 were implementing care tools for 

end of life care. 

The palliative care, weekly, the palliative care team, because we’re trying to 

fit it to the Gold Standard, so they’re coming down on a weekly basis to 

have MDT meetings. (Care home staff 6) 

Apart from these examples, none of the care homes described having joint 

planning meetings where knowledge about all the residents in the care 

home was shared and reviewed.  If reviews took place it was more likely to 

be opportunistic, an informal, conversation on the outcome of the reason 

for the visit by the primary care professional. Care home staff would have 

liked a more formal structure. In contrast to the NHS professionals care 

home staff would emphasise reviews that were to monitor ongoing care 

rather than those that were problem oriented (falls prevention, end of life 

care), objective driven. A recurrent issue was the importance of medication 

review and management. It was a source of concern across all the sites. 

... They used to come every six weeks where I used to work before, but 

they don’t seem to do that here, you know, but yeah, it’s not a bad idea I 

think sometimes just to check them and their medication. I think sometimes 

they need a review on their medication, you know, because they’re taking 

tablets sometimes and you think well do they really need these, they’ve 

been on them for years, you know, and it wouldn’t be a bad idea if they 

reviewed them every now and then.’ (Care home staff 3) 

6.3 Responsibility and accountability: Care home staff 
involvement in health care 

Who was responsible for health care was negotiated in all the care homes 

and shaped by the care home context, quality of working relationships and 

how the regulatory guidance was interpreted. Across all the sites care home 
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staff were able to manage minor health issues, much in the same way as 

would be managed at home. Where there was a history of having worked 

with, and being supported by NHS staff, care home staff were more likely to 

absorb tasks that otherwise might have required nursing input.  How this 

was negotiated however was variable. In this example the care home staff 

member will look after a resident’s wound dressing but were clear when 

they would need the services of primary care. 

We have been doing that for so long that the district nurse trusts us to do 

the basics to start with now.  So we keep them clean, cream them, get him 

to keep his legs up and to move them and we put some simple dressings on 

small problem areas.  But then, from experience, we know that if he starts 

to break down, you know, the tissue on his legs gets bad, or his legs start 

to get hot or shiny or both then we call out the nurse straight away and 

they come out immediately.  It’s not a formal thing, but I do like to think 

we are all working together and changing things for him as he needs and 

keeping him as well as possible. (Care home staff 7) 

This way of working with district nurses contrasts with the care homes 

where staff may have had sufficient knowledge to identify something 

needed to be done, and could undertake certain tasks but might not take 

responsibility either because of how regulatory requirements were 

interpreted or the relationship with NHS staff was not robust enough to 

support this approach to working. It was a source of frustration to NHS 

staff, compounded when NHS staff knew that there were nurses on site 

albeit not providing care to these residents.  As this quote from a visiting 

district nurse demonstrates.  

I truly don’t understand why we get called out for some of the minor 

assessments and tasks that we do. The senior care worker is experienced 

and has nursing qualifications I believe, and yet she will not take 

responsibility for dressings of simple jobs like blood sugars or urine tests 

They have nursing units here and whilst I can appreciate that this is a 

residential unit it seems to me this a duplication we don’t need. They should 

use the resources they have here better than they do. (Primary care 

professional 4)  

This view that on site nursing should be used to support residential care 

beds was echoed by the district nurse that visited care home 1.   

Knowing  who should take responsibility for decision making on health care 

related issues was a recurrent theme across all the care homes and most 

noticeable when care home staff  either did not have regular contact  with 

NHS professionals or had proscribed  patterns of working where access to 

NHS services was limited to particular times or referral pathways. In care 

home 4 there was noticeably less contact with district nursing services 

because the nurses from the linked nursing home addressed nursing issues. 

Care home staff gave examples of when they were expected to carry out 
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tasks, which they have not been shown how to do, or they are excluded 

from information which is necessary to care for the resident. 

Like when a resident has been to a hospital appointment, sometimes their 

family will accompany them and they’ll come back here, it will just be basic 

information that they give us.  We’ve got a gentleman who just recently had 

a Physiotherapist visit him, she was here for quite a while with him and his 

family and they showed him the exercises and all we were given really was 

a piece of paper showing us and how we should be… to do this.  And some 

of the things that were on there like we don’t think that’s our job, we’re not 

trained to do those things and we’re not Physiotherapists. (Care home staff 

10) 

When primary health care staff, in this case a dietician discussed and 

planned care with care home staff it was evident that this could be a 

complex but positive  process. It was an unexpected finding of the study 

that of the different professionals that visited the care homes therapists 

(dieticians and physiotherapists) provided more examples of discursive and 

ongoing working relationships with care home staff.  In this example, a 

concern about a resident’s weight loss was the trigger for a four way 

discussion that included three different members of the care home staff.   

There was one patient who, she’d been losing weight and we were talking 

about why, she shouldn’t need to, and the care assistant came in, the 

named support worker came in, we sat down and we talked. The next thing, 

she’d gone and fetched the cook, we had a chat, we suggested what we’d 

do, we left it for a month, she was on her own, she was the named support 

worker, she knew what she was doing, a month later, this lady who had 

been losing a kilo a month for the last six months and nobody bothered to 

pick up on it or flag it up or ring in, started to gain weight. And it’s just 

somebody taking responsibility for her. (Primary care professional 5) 

The dietician’s comment about “someone taking responsibility” illustrates 

that who should take the lead and who was accountable for monitoring 

health care and recovery was not clear. However, even when there was 

clear guidance, interviews suggested it was something that should or could 

be done. Implementation was desirable but discretionary: 

Yeah, basically the home should still be checking weight monthly and we 

aim to work to NICE guidelines to review three to six monthly, but usually 

it’s a bit sooner than that because we’ve always got new people being 

referred so we can go back and catch up and see what’s happening, so 

we’re hoping that we’re gonna, through what we’re doing, manage to 

stabilise weights even if we can’t actually gain weight towards a healthy 

BMI, it’s probably not realistic, but if we can just stabilise weight and make 

sure things are going as well as they can do, that would be ideal. 

(Primary care professional 6) 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         134 

Project 08/1809/231 

For General Practitioners visiting the care homes efficient use of their time 

was their frame work for judging the quality of homes. e. For the majority 

this was a paramount concern. Judgements about care homes seemed to be 

based on their functions as “wards in the community”, emphasising ‘care’ 

rather than their roles as ‘homes’. Within this framework, conflicts between 

the interests of staff, residents and clinical practitioners were seen as 

problematic. 

There are some care homes where you go to where you think, well the staff 

here are going to be well organised, they’ll know exactly what’s going on, 

they know their... On the whole they know their clients, they know their 

medical conditions, they’ve often worked there for a long time and they’ll 

present you with a good history of that patient’s problems, what’s going on 

and you can make a fairly quick decision and hopefully a quite appropriate 

one and there are others where the staff may not have such a good idea 

and therefore it’s more difficult to make the appropriate decision.. (Primary 

care professional 1) 

The GPs were aware that care home staff may define or present the health 

needs and problems of the residents in terms of what level of care they 

were able or willing to provide. The level of skill of care home staff, 

availability of staff on a particular shift and their leadership quality, were 

both seen as important determinants of the home’s performance and how 

need for health care was defined There was some awareness that there was 

a gap between the demands made on care homes and the resources they 

could deploy. 

What I do notice is there is a big difference in what some residential homes 

want to look after and which ones they’re happy to keep. Because some 

residential homes are really good at saying, look, this patient should come 

and stay with us and we’ll look after them and if necessary will die with us. 

Where there other ones who for probably a mixture of reasons, probably 

staffing levels or they don’t feel happy or safe or looking after those clients 

feel that, oh no, gosh this patient is dying, we’re not really sure what to do 

and we’ll shunt them off…. And I think that’s often very dependent on the 

manager who’s on at the moment or that evening or something, as to 

whether they feel comfortable or not... You notice it more with the 

residential homes which aren’t dual registered because then they don’t have 

that skill mix and they don’t have the ability to step someone up.(Primary 

care professional 1) 

From a GP perspective and to a lesser extent that of the district nurses, 

efficiency of care homes as “wards in the community” was seen as a 

function of their ability to meet the needs of the doctors visiting them. 

………ringing us about appropriate things in good time and we can plan our 

day, because we work flat out most of the time….. they are usually very 

good, they will ring early, they will tell us what, who they want seen, they 
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will not ring you for non-urgent stuff, just to go out and see that, they’ll tie 

it in when you’re out there and let you know about it. So they’re very good 

generally.  (Primary care professional 7) 

….if you’re going to a well-run residential home you’ll have a nice easy visit 

and things will get sorted. And they will have done all the things that 

needed to be done appropriately. Whereas if you go to a less well run one, 

where they can’t find the staff, it takes ages, it gets your back up before 

you’ve even seen the patient and then if they’re a bit disorganised, they’re 

um’ing and ah’ing and they can’t find the notes, you’re thinking, what am I 

doing here? (Primary care professional 1) 

Integrated working was seen as a matter of controlling and shaping the care 

environment, it was not about working with care home staff as co- workers 

where discussions about health care were shared. This emphasis on 

efficiency extended to limiting visits to care home residents who were 

mobile. 

….with the people in residential homes we try and get them down to the 

surgery rather than visit them. In general, with nursing homes I think 

people are usually, it’s there, if a patient needs seeing we usually accept 

that we have to go. (Primary care professional 8) 

6.4 Shared standards, assessment tools and practices 
guiding care for care home residents 

A wide range of assessment tools were referred to within the interviews 

with care home and primary health care staff, including those used regularly 

by care home staff (e.g. the Malnutrition Universal Screening Tool, (MUST)), 

one-off assessments by primary health care staff such as fall risk and 

mental health assessments, intermediate care team assessments of 

residents in rehabilitation, ongoing assessments such as continence, and 

assessment of residents for specialised equipment such as beds and 

mattresses.  

The continence team worked with care home 3, and provided them with 

three day urine input and output forms on residents, to complete prior to 

the continence support worker visiting to undertake a full assessment. 

Assistance may also be given to residents to complete a bladder diary. 

However, the degree to which this arrangement was perceived as working 

was variable. It was something the care home staff were expected to do for 

the continence nurse to help her plan her work, not as part of a process of 

shared working 

When they’re referred to the continence team we get like a three day 

bladder chart and we have to, what the input and their output and we have 

to monitor it for three days and record it on this chart then they will go back 

and assess that and work off that. (Care home staff 8) 
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I’m definitely struggling with is that the care homes not working with me to 

get the information especially the urine samples...because they just didn’t 

have the information for me there to do my initial assessment. (Continence 

support worker) (Primary care professional 9) 

Care homes 1 and 2 5 and 6 both carried out monthly assessments with 

residents including pressure area (Waterlow) and nutritional status (MUST) 

monitoring. Interestingly, the two care homes that received specialist 

service support (continence and nutrition) did not work to shared protocols 

for ongoing care or review). 

What about assessments like Must, do you share those? 

We don’t share them as such except if we have some concerns. BMI and 

MUST generally are shared with the GP. If the person is losing weight or 

some, any problem. With the GP and the dietician, maybe because we need 

help when we are concerned, if not they remain on the system here.(Care 

home staff 1) 

Despite the care home and primary care staff both using the same 

assessment tool, i.e. MUST, they did not share the outcome of the 

assessments resulting in duplication. Care home 1 also had access to a  

community based dedicated falls service which formally assessed residents 

to find out what was causing the falls and advised care home staff on how 

to avoid further episodes.  This service was not available to residents in 

other care homes: 

So for the majority of clients that do have falls within the community we as 

a falls kind of service if you like, we go out and assess the reason as to why 

they’ve fallen in order to minimise it happening in the future. Because also 

maybe to signpost them to other professionals that they may need to have, 

you know, intervention or they might need to have reviews with regards to 

their kind of long term management. (Primary care professional 10) 

For residents in time limited beds (care homes 1 and 2 )there were 

examples of primary care staff reviewing or monitoring resident’s care. This 

included, post discharge reviews by the social worker, intensive short term 

reviews by the intermediate care team of resident’s progress in 

rehabilitation. In the other care homes medication reviews by the GP had 

been carried out at least once during the time of data collection. 

Homes that were part of larger chains used corporate assessment and 

record keeping tools. This could be seen as an administrative task and then 

kept in the manager’s office or seen as crucial for resident care.  This 

variability is captured in the following excerpts: 

We have to keep them up to date at all times, but in reality we just know 

how things are.  I sometimes wonder if we need all this paperwork. (Care 

home staff 7) 
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The records we keep are really important to making sure all the residents 

get good care.  It’s more than just an exercise; it’s like a diary of their lives 

so no matter who is working they know what is happening on the unit and 

for each person. (Care home staff 5) 

 

6.5 Sharing Notes  

Information about residents was kept in multiple locations, which were 

rarely accessed and shared. Even in the care home that had e records, only 

the physiotherapist and dietician entered information on to the system.  In 

all the care homes, professionals kept their own notes, and district nurses 

held duplicates of the notes that they left in the care home. Care home 1 

had an intranet connection which enabled the GP to access medical notes 

from the care home. None of the other primary care staff visiting the home 

regularly were aware of this.  Care home staff did not have access to this 

computer.   

District nurses in all the care homes would leave notes in the residents’ 

room for continuity of care from other visiting nurses it was not seen as a 

means of sharing information with the care home staff. 

We leave a note to say what we have done, a summary of it, in the care 

home.  That’s left for the staff there and anyone else on the team that 

might come in and see the patient another day, because we are a big team 

and several of us might visit the home.  But the main records are in the 

surgery, results and so on.  There are issues of confidentiality about leaving 

too much information accessible, and we don’t always have time to stay in 

the care home for the time it would take to write everything fully up there 

and then in the surgery as well. (Primary care professional 13) 

Care home staff described how they would try and obtain information about 

visits of primary health care staff to include in the residents’ notes. 

When someone, you know, say the GP or the chiropodist comes we try to 

have a bit of a conversation with them about what they have done with the 

resident, if we haven’t been present.  If it is a minor or routine thing then 

that may not be very much of a conversation, but anything more detailed 

we will discuss in more detail.  It’s all about, like, like…like.. it’s about 

keeping it in proportion and making sure we know what is going on.  The 

main thing for us is to get the information and make sure we have a record 

of it because asking the residents isn’t always reliable, especially if they 

aren’t well. (Care home staff 5) 

Care homes were more willing to share their notes with others, and 

‘sharing’ was often one-way. 
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Yeah, but everybody else has… we do share our information with them but 

they don’t always trust us with theirs.  (Care home staff 5) 

 

6.6 Negotiated relationships : barriers and facilitators 

to care 

Rosen et al (2011) (77) describe communication and high-trust 

relationships as normative integrative processes crucial to integrated 

working.  Building relationships took time and effort, and could be difficult 

when care provision was reorganised or factors designed to improve NHS 

involvement such as the use of financial incentives to improve GP 

involvement had unintended consequences. In CH 1, set days for GP clinics 

designed to encourage continuity and build working relationships, restricted 

residents’ access to care as limits were placed on how many residents could 

be seen and when. Similarly, in care home 6, the relationship with the GP 

providing care to the home was described as problematic by care home 

staff, this had been exacerbated as the home was reviewing payment of the 

retainer.  This issue of payment had become a barrier, reducing flexibility 

around when the GP would visit and meant staff felt they had to work hard 

in order to access care for residents. 

The problem is that if the resident is a bit confused or forgetful, or perhaps 

if they are just too ill, if you see what I mean, then it’s hard to find out from 

the resident what happened.  Then, if the GP doesn’t feel like telling us 

much, or is in a hurry, because she won’t leave a written record, we then 

don’t know what happened unless there is a result like new medications.  

The GP can be uncommunicative in the extreme and I think begrudges 

having to come here at all at times, especially if it is not the weekly round 

that the retainer pays for, even though she is meant to cover emergencies 

too.  So, for us, the best thing is to go to GP visits whenever we can, 

sometimes we can ask the question and give the information that the 

residents can’t so I think that’s helpful.  We try to work as well as we can 

with the GP, even when things are difficult. (Care home staff 5) 

Care home staff described having to be diplomatic when working with 

primary care staff in order to access what they need for residents whilst 

maintaining the relationship. 

We can often see if something needs changing, just because we know the 

residents so well.  You know, if like *** is getting a UTI, which she does 

quite often no matter how hard we try, or if ***’s bloods aren’t quite right.  

It’s like a balance though, we know what we think the problem is but they 

(primary care staff) sometimes don’t like it if we say that outright, we have 

to just suggest and let them make the decisions.“(Care home staff 7) 
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Primary care professionals also describe variability in relationships between 

different care home staff.  It was context and sometimes shift dependent. 

The following professional identifies differences in the level of care 

depending on which staff are working in the care home: 

I find, in this home, there’s a very good… I call them the A Team and 

they’re on today, you know, the carers, and it depends what carers are on 

as to what happens. I mean, there’s a client in here with a Supra Pubic 

Catheter, he’s a frequent blocker, so they’ve got to actually be able to sit 

with him for at least half an hour to give him his fluids with thickening. 

Some of them obviously don’t do that, the catheter’s blocking, ... But, as I 

said, there’s good carers in here and there’s bad, there’s a good team and 

there’s really a lazy lot that I know, when we get called out, it’s because 

they’re on and they haven’t given him the fluids that’s needed. (Primary 

care professional 14) 

6.7 Access to health and social care for residents 

The survey had shown that there was considerable variation in patterns of 

visiting and what services care homes could access. Accessing GP in care 

homes usually mediated through the care home staff.  Care home staff 

often supported residents during their consultations or treatments by 

primary care staff. When staffing allowed they would accompany health 

staff for visits if residents wanted this, and they also saw this as a role that 

facilitated more efficient visits for the health practitioner: 

‘ ... it’s just job satisfaction and you’re making your resident feel 

comfortable, the main thing is making sure they’re relaxed with everybody 

that comes in. So we usually tend when the resident, service users are 

going to use a chiropodist we go with them first and we say “This is so and 

so, he’s come to do your feet” you know, XXXX or whatever, and introduce 

them and I say “Do you want me to stay or would you like me to go?” And 

we do that, make sure that they’re comfortable with it and vice versa we 

ask them if it’s alright if they, they say “Can we stay?” and we say “Yeah, 

not a problem” ... I mean we’re dealing with their personal care anyway so, 

but they’re usually like “Oh I want you to stop”, some of them are nervous.’ 

(Care home staff 3) 

It was a role that was particularly important when residents had cognitive 

impairment and when family needed to be kept up to date with decision 

making around care: 

‘When the GP comes, then it’s necessary you have to be there because 

XXXX, she will tell you she’s sick, of course, we have seen her vomiting, 

then the doctor will do a physical examination, there’s some questions 

which the doctor wants to ask about the drugs and so forth XXXX, she can’t 

even remember any of the drugs, so you have to tell the GP ... we 
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accompany, and also to give the feedback to the daughters. She might tell 

the daughter this ‘Alright, the doctor has been’ (Care home staff 4) 

Accessing primary care professionals, other than the GP, had to follow 

specific routes of referral, whereby the care homes directed all requests for 

new health issues via the GP surgery. It was not a system that always 

worked, as this member of staff indicated: 

It did take us several times of faxing the GP to do that (change medication), 

but he did take her off it in the end.  Sometimes that happens, they seem 

to ignore faxes that they don’t think are urgent, and that is frustrating for 

us because we are trying to save them some time and make communication 

easier for everyone. (Care home staff 9) 

If an existing problem required review then direct contact with, for 

example, the district nurses could be made. Direct referrals to specific 

services rarely took place. However, Care home had developed a 

relationship with a dietician who was happy to be approached directly and 

who would then ‘speed up’ the referral process with the GP. It was an 

indirect benefit of working with a specialist service:  

If I just refer resident today to the doctor, then I phone XXXXX [dietician], I 

referred a resident, XXXXX will liaise with the doctor then she quickly comes 

to me. (Care home staff 4) 

  

6.8 Initiatives to support integrated working 

There were examples of initiatives designed to improve how NHS services 

worked with care homes. These were most notable when GPs had 

reorganised how they provided care and when providing end of life care for 

residents. 

GPs recognised that how they worked with care homes was not efficient or 

in the best interest of the residents 

…..in terms of the efficiency of going out to patients in the way we do it and 

this sort of ad hoc basis, it’s not particularly efficient….. there are also 

issues regarding continuity of care because the system we have at the 

moment means different doctors are going in. So, patients that do have on-

going problems sometimes get seen by a different doctor at different times 

which is not always better for them. (Primary care professional 15) 

Two GPs described how they changed how they visited the care homes to 

provide continuity and less reactive care for residents. It has also been seen 

as more efficient reducing demand that was out of hours or unplanned 

visits. As these two quotes demonstrated, they were not sustained because 

of conflicting demands on GP time or increase in workload. Decisions about 
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closure of pro-active care were made using judgements about cost-

effectiveness, qualified by perceptions that clinical interventions were not 

always necessary. 

We did have a trial period with a different residential home which was a 

mixed one as well with nursing, where we allocated a doctor to go there on 

a regular basis three times a week, because the demand for visits were 

high, and we thought ‘Well how can we manage this better and provide 

improved service’. And the service I think was excellent but we couldn’t 

afford that much time out of .., because when you go in “while you’re here 

doctor can you just look at, while you’re here” and it actually escalates, and 

it almost delegates the responsibility from them because it covers them to 

just ask you to check people out that really don’t need checking out by a 

medical practitioner. Some do, and actually the care was actually hugely 

better but we just couldn’t afford to take people out, we couldn’t provide 

the service in the practice if we were doing that in all the nursing homes. 

(Primary care professional 7) 

….two doctors really looked after [one care home] between them, so they 

arranged to visit on a Monday and a Thursday ….. under the assumption 

that the staff there would try and hold the patients until, you know, unless 

it was something urgent, until that day and they’d sort of do a ward round 

and sort out any problem and get to know the patients with hopefully 

continuity of care. We did that for about a year but at the end of the day we 

added up how many patients we were seeing and it had doubled within the 

year …. and the ward rounds were taking longer and longer and longer and 

we decided against it. (Primary care professional 8) 

In both these situations, an increased demand for medical time, and the 

success of the service led to its cessation. It was not clear from the 

interviews if care home staff had been involved in shaping how the change 

to practice had been initiated and throughout the interviews with GPs, 

differentiation between care homes with on site nursing and those without 

were not made. 

6.9 End of Life Care 

At the time of the study there was a national initiative to improve end of life 

care in care homes. Although initially directed at nursing homes, some care 

homes without nursing, did engage with the programme. It was identified 

as something that was changing how care home and NHS staff were 

working together, although, over the year’s data collection we observed few 

examples of joint working. 

Care home 5 worked with a Macmillan Nurse on the Gold Standards 

Framework palliative care initiative: 
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The palliative care, weekly, the palliative care team, because we’re trying to 

fit it to the Gold Standard, so they’re coming down on a weekly basis to 

have MDT meetings.... Well, they’re doing it with the staff and it goes with 

the care plans and if, from the care plan, that it’s seen that that person 

needs to be seen, then they are seeing the family and the individual as well. 

But because it’s palliative care, it’s the nurses first and then. (Primary care 

professional 16) 

This GP saw end of life care as a specific area of care that had influenced 

and changed how he worked with the care home, moving from being 

reactive to proactive around advanced care planning. 

The main change has been what I was just saying about preparation for 

death really, I think, and being proactive about preferred place of care and 

making sure that, hopefully, either the staff or myself would have discussed 

what might we do should they become frail or terminally ill before it 

happens. I would say I’m trying to prepare proactively for that so that 

people aren’t suddenly whisked off to a hospital to die…..(Primary care 

professional 17) 

This was also one area where paper work and documentation was being 

used to inform care. 

‘ ... like for in the event of a death or, you know, illness, who wants to be 

contacted, if they’ve got a living will, if they do then you’ve got to have 

proof, so I’ve got to make sure that’s all in ...., make sure that all the care 

plans are up to date every month.’ (Care home staff 2) 

‘And the GP? 

Yeah, he’s good like that. Because he always says “well can you manage 

them?” you know, and if we can we keep them, you know, as long as you’re 

making sure that they can get the proper care, because they want to be in 

their home don’t they?’ (Care home staff 3) 

 

The NHS practitioners interviewed, however, had a view of palliative care 

that did not seem to include active medical intervention, the possible need 

for support of care home staff was not discussed, the focus was primarily on 

the resident as a patient. 

…some of them [care home residents] don’t need it because some of them 

are not going to benefit from interventions when they’re 90 and things, you 

know, because they’re at the end stage of their life anyway… (Primary care 

professional 7) 

The clinical decisions you might make there might be different from a 

younger patient. Now, that isn’t to say that we wouldn’t give them 

completely the most appropriate care but it’s to say, what is appropriate for 
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that patient? So, for example, if a patient has dementia, for example, you 

don’t want to be over investigating them. (Primary care professional 1) 

6.10 Impact of different  NHS  approaches  to 

working with care home 

Care homes were selected on the basis that they had different levels of 

contact and involvement with NHS services. The care homes that had 

intermediate care beds and linked NHS multidisciplinary teams had shared 

documentation, assessment and review of residents with evidence of 

ongoing supervision and educational support of care home staff. However, 

this input was restricted to a small group of residents and the experiences 

and patterns of working in the wider care home were indistinguishable from 

the other case study sites. What we had initially identified as a model for 

high integration was in effect an example of a NHS enclave within a long 

term residential setting. Similarly in the care homes that had additional 

support from specialist services (nutrition and continence) examples of 

integrated working were limited, resident specific and NHS led. Although the 

development of closer working relationships through more regular contact 

did improve one care home’s access to primary care services because the 

therapist supported requests for visits 

Experience of staff appears to be more influenced by the working and 

personal relationships they have developed. We did not find any evidence of 

shared practice guidelines/assessment tools/joint care planning for the 

ongoing and long term care of residents between any of the care homes. 

Separate documents were used by staff from the different organisations and 

kept separately with no sharing of information, with the exception of site 3 

– where there was an example using an end of life care tool. 

What did emerge from the NHS and care home staff accounts were 

competing priorities (to create NHS equivalent ways of working or to 

maintain support and a home like community environment). Care home 

staff and residents (as chapter 5 has shown) saw that health care often 

needed to be mediated through care home staff. NHS staff recognised that 

care home staff had important role in knowing the resident but either were 

not confident of their skills and knowledge or did not have a way of 

systematically consulting or working with care home staff. A situation that 

could be compounded by a belief that care homes could provide their own 

health care and often made unnecessary demands on GP and nursing time.   

It appeared that therapists were more able to adopt a care home wide 

approach and work with care home staff on issues of interest and concern 

to them. Why this was is unclear, and because of the small numbers 

involved should be treated with caution. However, it may be that the focus 

of their work is closer to a care home orientation, one of support and re-
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enablement and that this provided a common platform for review and 

discussion. 

The case studies highlighted that NHS staff were aware that the care 

provided and access to services could be suboptimal. How staff negotiated 

responsibility for health care was context dependent and relied on the 

quality of existing working relationships. Examples of initiatives to improve 

access in these sites had either not been sustainable, had had unintended 

consequences of reducing flexibility and responsiveness of GP services or 

focused on a single issue identified as important by the NHS.  

This chapter has demonstrated the range of provision, approach to care 

across the sites but it also suggests that there are mechanisms and 

approaches to care that persist regardless of whether NHS involvement is 

on a resident by resident basis or as a result of extra provision.  The focus 

on individual residents, health care professional led service delivery 

different priorities to discourage joint working, shared review and active use 

of shared documentation. Where there were examples of integrated working 

this was either achieved because care home staff were working for, as 

opposed to with NHS staff or the strength and quality of working 

relationships developed over time were able to sustain integrated (albeit 

informal) systems of care. 

 survey had shown that there was considerable variation in patterns of 

visiting and what services care homes could access. Accessing GP in care 

homes usually mediated through the care home staff.  Care home staff 

often supported residents during their consultations or treatments by 

primary care staff. When staffing allowed they would accompany health 

staff for visits if residents wanted this, and they also saw this as a role that 

facilitated more efficient visits for the health practitioner: 

‘ ... it’s just job satisfaction and you’re making your resident feel 

comfortable, the main thing is making sure they’re relaxed with everybody 

that comes in. So we usually tend when the resident, service users are 

going to use a chiropodist we go with them first and we say “This is so and 

so, he’s come to do your feet” you know, XXXX or whatever, and introduce 

them and I say “Do you want me to stay or would you like me to go?” And 

we do that, make sure that they’re comfortable with it and vice versa we 

ask them if it’s alright if they, they say “Can we stay?” and we say “Yeah, 

not a problem” ... I mean we’re dealing with their personal care anyway so, 

but they’re usually like “Oh I want you to stop”, some of them are nervous.’ 

(Care home staff 3) 

It was a role that was particularly important when residents had cognitive 

impairment and when family needed to be kept up to date with decision 

making around care: 
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‘When the GP comes, then it’s necessary you have to be there because 

XXXX, she will tell you she’s sick, of course, we have seen her vomiting, 

then the doctor will do a physical examination, there’s some questions 

which the doctor wants to ask about the drugs and so forth XXXX, she can’t 

even remember any of the drugs, so you have to tell the GP ... we 

accompany, and also to give the feedback to the daughters. She might tell 

the daughter this ‘alright, the doctor has been’ (Care home staff 4) 

Accessing primary care professionals other than the GP had to follow 

specific routes of referral whereby the care homes directed all requests for 

new health issues via the GP surgery. It was not a system that always 

worked as this member of staff indicated: 

It did take us several times of faxing the GP to do that (change medication), 

but he did take her off it in the end.  Sometimes that happens, they seem 

to ignore faxes that they don’t think are urgent, and that is frustrating for 

us because we are trying to save them some time and make communication 

easier for everyone. (Care home staff 9) 

 If an existing problem required review then direct contact with, for 

example, the district nurses could be made. Direct referrals to specific 

services rarely took place. However, CH4 had developed a relationship with 

a dietician who was happy to be approached directly and who would then 

‘speed up’ the referral process with the GP. It was an indirect benefit of 

working with a specialist service:  

If I just refer resident today to the doctor, then I phone XXXXX [dietician], I 

referred a resident, XXXXX will liaise with the doctor then she quickly comes 

to me. (Care home staff 4) 

6.11 Initiatives to support integrated working 

There were examples of initiatives designed to improve how NHS services 

worked with care homes. These were most notable when GPs had 

reorganised how they provided care and when providing end of life care for 

residents. 

GPs recognised that how they worked with care homes was not efficient or 

in the best interest of the residents 

…..in terms of the efficiency of going out to patients in the way we do it and 

this sort of ad hoc basis, it’s not particularly efficient….. there are also 

issues regarding continuity of care because the system we have at the 

moment means different doctors are going in so patients that do have on-

going problems sometimes get seen by a different doctor at different times 

which is not always better for them. (Primary care professional 15) 

Two GPs described how they changed how they visited the care homes to 

provide continuity and less reactive care for residents. It has also been seen 
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as more efficient reducing demand that was out of hours or unplanned 

visits. As these two quotes demonstrated, they were not sustained because 

of conflicting demands on GP time or increase in workload. Decisions about 

closure of pro-active care were made using judgements about cost-

effectiveness, qualified by perceptions that clinical interventions were not 

always necessary. 

We did have a trial period with a different residential home which was a 

mixed one as well with nursing, where we allocated a doctor to go there on 

a regular basis three times a week because the demand for visits were high, 

and we thought well how can we manage this better and provide improved 

service. And the service I think was excellent but we couldn’t afford that 

much time out of .., because when you go in “while you’re here doctor can 

you just look at, while you’re here” and it actually escalates, and it almost 

delegates the responsibility from them because it covers them to just ask 

you to check people out that really don’t need checking out by a medical 

practitioner. Some do, and actually the care was actually hugely better but 

we just couldn’t afford to take people out, we couldn’t provide the service in 

the practice if we were doing that in all the nursing homes. (Primary care 

professional 7) 

….two doctors really looked after [one care home] between them, so they 

arranged to visit on a Monday and a Thursday ….. under the assumption 

that the staff there would try and hold the patients until, you know, unless 

it was something urgent, until that day and they’d sort of do a ward round 

and sort out any problem and get to know the patients with hopefully 

continuity of care. We did that for about a year but at the end of the day we 

added up how many patients we were seeing and it had doubled within the 

year …. and the ward rounds were taking longer and longer and longer and 

we decided against it.(Primary care professional 8) 

It was not clear from the interviews if care home staff had been involved in 

shaping how the change to practice had been initiated and throughout the 

interviews with GPs, differentiation between care homes with on site 

nursing and those without were not made. 

6.12 End of Life Care 

At the time of the study there was a national initiative to improve end of life 

care in care homes. It was a nurse led and defined initiative as this quote 

shows.  It was identified as something that was changing how care home 

and NHS staff were working together, although, over the years data 

collection we observed few examples of joint working. 

Care home 5 worked with a Macmillan Nurse on the Gold Standards 

Framework  palliative care initiative . 
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The palliative care, weekly, the palliative care team, because we’re trying to 

fit it to the Gold Standard, so they’re coming down on a weekly basis to 

have MDT meetings.... 

Well, they’re doing it with the staff and it goes with the care plans and if, 

from the care plan, that it’s seen that that person needs to be seen, then 

they are seeing the family and the individual as well. But because it’s 

palliative care, it’s the nurses first and then.. (Primary care professional 16) 

This GP saw end of life care as a specific area of care that had influenced 

and changed how he worked with the care home, moving from being 

reactive to proactive around advanced care planning. 

The main change has been what I was just saying about preparation for 

death really, I think, and being proactive about preferred place of care and 

making sure that, hopefully, either the staff or myself would have discussed 

what might we do should they become frail or terminally ill before it 

happens. I would say I’m trying to prepare proactively for that so that 

people aren’t suddenly whisked off to a hospital to die…..(Primary care 

professional 17) 

This was also one area where paper work and documentation was being 

used to inform care. 

‘ ... like for in the event of a death or, you know, illness, who wants to be 

contacted, if they’ve got a living will, if they do then you’ve got to have 

proof, so I’ve got to make sure that’s all in ...., make sure that all the care 

plans are up to date every month.’ (Care home staff 2) 

‘And the GP? 

Yeah, he’s good like that. Because he always says “well can you manage 

them?” you know, and if we can we keep them, you know, as long as you’re 

making sure that they can get the proper care, because they want to be in 

their home don’t they?’ (Care home staff 3) 

 

The NHS practitioners interviewed however had a view of palliative care that 

did not seem to include active medical intervention, the possible need for 

support of care home staff was not discussed, the focus was on the resident 

as a patient. 

…some of them [care home residents] don’t need it because some of them 

are not going to benefit from interventions when they’re 90 and things, you 

know, because they’re at the end stage of their life anyway… (Primary care 

professional 7) 

The clinical decisions you might make there might be different from a 

younger patient. Now, that isn’t to say that we wouldn’t give them 

completely the most appropriate care but it’s to say, what is appropriate for 
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that patient? So, for example, if a patient has dementia, for example, you 

don’t want to be over investigating them. (Primary care professional 1) 

6.13 Impact of different  NHS  approaches  to 

working with care home 

Care homes were selected on the basis that they had different levels of 

contact and involvement with NHS services. The care homes that had 

intermediate care beds and linked NHS multidisciplinary teams had shared 

documentation, assessment and review of residents with evidence of 

ongoing supervision and educational support of care home staff. However, 

this input was restricted to a small group of residents and the experiences 

and patterns of working in the wider care home were indistinguishable from 

the other case study sites. What we had initially identified as a model for 

high integration was in effect an example of a NHS enclave within a long 

term residential setting. Similarly in the care homes that had additional 

support from specialist services (nutrition and continence) examples of 

integrated working were limited, resident specific and NHS led. Although the 

development of closer working relationships through more regular contact 

did improve one care home’s access to primary care services because the 

therapist supported requests for visits 

Experience of staff appears to be more influenced by the working and 

personal relationships they have developed. We did not find any evidence of 

shared practice guidelines/assessment tools/joint care planning for the 

ongoing and long term care of residents between any of the care homes. 

Separate documents were used by staff from the different organisations and 

kept separately with no sharing of information, with the exception of site 3 

–where there was an example using the end of life framework. 

What did emerge from the NHS and care home staff accounts were 

competing priorities (to create NHS equivalent ways of working or to 

maintain support and a home like community environment). Care home 

staff and residents (as chapter 5 has shown) saw that health care often 

needed to be mediated through care home staff. NHS staff recognised that 

care home staff had important role in knowing the resident but either were 

not confident of their skills and knowledge or did not have a way of 

systematically consulting or working with care home staff. A situation that 

could be compounded by a belief that care homes could provide their own 

health care and often made unnecessary demands on GP and nursing time.   

It appeared that therapists were more able to adopt a care home wide 

approach and work with care home staff on issues of interest and concern 

to them. Why this was is unclear, and because of the small numbers 

involved should be treated with caution. However, it may be that the focus 

of their work is closer to a care home orientation, one of support and re-
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enablement and that this provided a common platform for review and 

discussion. 

The case studies highlighted that NHS staff were aware that the care 

provided and access to services could be suboptimal. How staff negotiated 

responsibility for health care was context dependent and relied on the 

quality of existing working relationships. Examples of initiatives to improve 

access in these sites had either not been sustainable, had had unintended 

consequences of reducing flexibility and responsiveness of GP services or 

focused on a single issue identified as important by the NHS.  

This chapter has demonstrated the range of provision, approach to care 

across the sites but it also suggests that there are mechanisms and 

approaches to care that persist regardless of whether NHS involvement is 

on a resident by resident basis or as a result of extra provision.  The focus 

on individual residents, health care professional led service delivery 

different priorities to discourage joint working, shared review and active use 

of shared documentation. Where there were examples of integrated working 

this was either achieved because care home staff were working for, as 

opposed to with NHS staff or the strength and quality of working 

relationships developed over time were able to sustain integrated ( albeit 

informal) systems of care. 
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7 Stakeholder interviews  

7.1 Introduction 

Stakeholder interviews were undertaken with 11 stakeholders across the 

three sites (Table 25). The purpose of these interviews was to obtain an 

organisational perspective, on integrated working between the NHS and the 

care homes.  

Participants were purposively recruited to capture a range of experience of 

working with and for care homes. They were a heterogeneous sample 

employed in local, regional and national roles in the care home sector and 

primary care (care home senior managers, commissioner, locality NHS 

managers and practitioners with a specialist/enhanced role to work with 

care homes).  

Data collection took place as the role of Primary Care Trusts changed, 

shadow commissioning groups were created, Care Quality Commission 

responsibilities in the regulation of care homes were modified and a large 

national care home provider chain was threatened with bankruptcy.  This 

affected recruitment and three stakeholders who originally agreed to 

participate, either withdrew or were no longer able to find time for an 

interview.    

Interviews were semi structured, conducted at the participants’ place of 

work, taped and transcribed. Interview prompts included how they 

understood NHS provision to care homes, their definitions of integrated 

care, what they identified as facilitators and barriers to effective integrated 

care and how NHS organisational changes could affect care homes. The 

interview schedule was not fixed and participants were free to discuss what 

they saw as the most important issue. 
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Table 25.  Stakeholder participants by site and care home 

 

 

 

7.2 Findings 

The findings are organised under what they revealed about integration from 

an organisational perspective.  Specifically, it considers stakeholder views 

and descriptions of relevant financial arrangements, management and 

administration of integrated working and perceived barriers and facilitators 

to integration at this level. 

7.2.1 Funding 

All stakeholders recognised that the needs of the individuals living in 

residential care homes for health care had increased, and that their needs 

often were equivalent nursing home residents.  What was perceived as 

social need and health care need however, was locally negotiated and 

affected how funding between the NHS and care homes was organised. The 

lack of clarity, combined with no mechanisms to audit or review made joint 

funding difficult or, when something was in place, vulnerable to funding 

cuts.  Care homes had no mechanism by which they could negotiate or 

contest funding decisions that directly affected access to healthcare. , as is 

described by this senior care home manager.:      

The majority of the issues in the last 18 months have been down to 

financial reasoning. Or opportunity financial reasoning: services that have 

not wanted to provide a service find reasons to cut it using finances as their 

rationale (SH8) 
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NHS stakeholders PCTS and Local Authorities referred to cuts being made to 

intermediate care beds and re-enablement funding in care homes that was 

agreed between health and social care, but without reference to the care 

homes affected by these decisions. This stakeholder did not know how the 

care home would respond to the loss of funding. 

.. they’ve (adult social services) just decommissioned a significant amount 

of intermediate care services...I imagine what would happen is the care 

home, those beds would just go into their main stock and they’ll just accept 

patients through the main stock, they won’t have the additional resources of 

the therapy support and the nursing support in the same way they’ve got it 

now.(SH2) 

It was also acknowledged bycommissioners and clinicians with a wider remit 

that investment in preventive care for care homes, was worthwhile and  

might lead to savings across the health economy. However, this was 

identified as something for the future. . By preventative care they did not 

always mean health based interventions, but also social activities that have 

an impact upon residents’ wellbeing in a broader sense: 

……because I think that would give us dividends back later in the health 

process and on our later spend, so is it right for us to fund some (activities 

that give meaning to residents’ everyday lives). (SH6) 

At the service level, financial incentives were described as having mixed 

benefits for integration of health care with care homes. Payment of 

retainers to GPs, or the use of enhanced payments could encourage GPs to 

work more closely with care homes, to be more responsive, However, 

experience to date had indicated that such incentives did not always result 

in the desired effect on service provision We stopped paying retainers after 

doing a survey of homes and finding that services received no extra 

services for this. (SH9) 

And the evidence is [about enhanced service payments]) so far is, we can’t 

find enough evidence to say that there is a lot of admissions to the hospital, 

to say that if you input somebody through a payment would that work 

[reduce hospital admissions]. (SH7) 

Extra payments to GPs could also have an unintended consequence of 

perpetuating a particular model of service delivery that placed the focus and 

responsibility for care on the GP. Although this approach was used to 

illustrate good practice with respect to the continuity of care (SH6) it was 

also described as being an out of date model of care (SH1). Two 

geographically disparate informants likened it to a Dr. Finlay model of 

service delivery. When payment was made to a named GP it could mean 

that care home’s reliance on one practitioner could reduce choice for 

residents.  Payment assumed that they would be the main clinician visiting 

and that other services (because they were not remunerated) would not be 
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as involved. One GP described the additional work he provided for the 

£10,000 a year retainer he received. This involved “ward rounds”, out of 

hours care, talking to relatives and support of people that were dying. A 

volume of work that he said was not sustainable for the money paid.  It 

raised the question that certain approaches to funding could result in care 

homes being less likely to benefit from the range of primary care services 

that were available alongside, and through GPs (e.g. practice nurse led 

clinics, falls clinics, nurse practitioners, access to counselling etc) and 

reinforced a pattern of provision that was already problematic.  As one care 

home provider observed: 

GPs and primary care services have absolute awareness that they have to 

provide a service for residential care homes. However, it is the nature and 

level of services provided that we struggle with particularly when services 

are not provided such as tissue viability, dietetics, or having enough district 

nursing to change dressings etc. (SH8). 

The limitations of the funding model described by the stakeholders, which 

appears to limit access to broader primary care services that sit alongside 

GPs, such as district nursing, specialist nursing services are not likely to be 

addressed in the new regime of CCGs, where funding is primarily influenced 

by GPs 

7.2.2 Management and organisation of integrated care 

One of the features of an integrated system is that there is oversight and 

coordination of joint performance targets; supervision of professionally 

diverse staff; and the building and maintenance of a shared culture. Apart 

from the shared objective amongst NHS participants of reducing unplanned 

and unnecessary admissions to secondary care, the plans and arrangements 

for working together were diffuse. Stakeholders had difficulty providing 

examples of where this occurred. There was no evidence of systematic data 

collection or data monitoring to inform decision making about quality care, 

commissioning and service provision (SH2; SH5). 

.. we don’t do any auditing at the moment and we don’t look at outcomes at 

the moment. (SH5) 

None of the stakeholders seemed to know if different configurations or 

organisation of services had different effects.  

If the district nursing team is working very closely with the care homes 

you’ll find that that care home will probably have less admissions to 

hospital, but there are care homes out there who we have very little 

dealings with, which is really odd, and I think what could be happening  

there is that they just send anybody with the slightest little thing, they just 

send them off to hospital. (SH2) 
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At the management level, care homes were largely invisible to the NHS. 

This was compounded by the fact that there was nobody to represent them 

or for the NHS to liaise with. Two stakeholders commented that they did not 

know who to work with or how to structure communication with so many 

different providers.   It was only in times of crisis that care homes were 

valued. 

I think that what I find is that the NHS forgets about the homes and 

because they’ve sort of been farmed out to the private sector...there isn’t a 

service manager representing them, so when the working parties or 

steering groups are looking at transforming services there isn’t a voice for 

the homes. When the tables are turned and in the winter there is a bed 

blocking crisis, the NHS is then very aware, and want them to work really 

well together.... but once that crisis has passed then it is back to normal 

and people are redesigning services, as I said, they don’t seem to invite 

people from the care home sector to be involved in that. (SH3) 

It was noted that GPs, too, operate as businesses, but ways have been 

identified to ensure representation from the sector without compromising 

business sensitivities. Several NHS stakeholders presented a view that care 

homes were motivated by profit and that this affected how needs were 

expressed and listened to. 

 I think that the challenge for us would be how to get true 

representation…and differentiating the profit motive from the care motive. 

(SH6) 

 

It is interesting to consider, in an increasingly open market in health care if 

such differentiation will continue into new relationships between primary 

care and other service providers 

7.3 Barriers  and facilitators to integration 

A number of barriers and facilitators to integration were identified by the 

stakeholders.  Barriers concerned a lack of shared purposes, processes and 

information at a strategic and practical level between care homes and 

primary care and between primary care services, Facilitatiors to integrated 

working were those approaches to working that bridged services and were 

built upon good relationship, communication and information. 

7.3.1  Lack of Clarity of purpose, processes and information 

In talking about integration between primary care and care homes it was 

apparent that there was a lack of integration within the primary care 

organisations and no guidance on how NHS services could work together for 

care homes. Stakeholders could all list the primary care services going into 
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the care homes (eg podiatry, community matrons, long term conditions 

team, physiotherapists, occupational therapists, district nurses, GPs, speech 

and language therapists, chiropody, specialist nurses, equipment loans).  

However, these were resident specific. There was no overview or review of 

service delivery.  For example the care home specialist nurse identified that  

a patient needed to see a heart failure nurse only to discover that there was 

someone being seen by the nurse on another floor of the care home, but 

the NHS nurse and the care home staff did not know. Primary care 

practitioners themselves did not know how other primary care services were 

organised or available to care home residents:  

I don’t know what the set up of the dentist is, it’s so different, that I’m not 

aware of exactly how it functions. (SH3) 

The competing priorities of risk management, quality of care and the need 

for proactive over response/ reactive approaches to health care provision 

informed how stakeholders understood integration. For care homes the 

expectations of the regulator, and the ongoing challenge of managing risk, 

but still being as home like as possible in their care  were key factors in how 

they engaged with health care services. It was something that was not well 

understood by NHS partners. 

...., regulation can cause a loss of personalisation so can other 

issues…..difficult to balance that kind (monitoring identifying people at risk) 

of approach with providing personalised care in an environment that is as 

non institutionalised as possible. (SH8) 

For the NHS, with the absence of any framework to guide them it was 

possible to choose how they worked with a care home and what they 

prioritised. This specialist care home nurse indicated that it was down to the 

individual practitioner how much or how little she did and what she chose to 

focus on. She goes on to comment that no one takes responsibility for 

issues like quality of life. 

No, the way I see this role, it’s got three strands, it’s got monitoring, 

support and investigation. And my emphasis has been on support because I 

think prevention’s better. (SH1) 

There was a recurring theme that it was not clear to commissioners or 

providers who was ultimately responsible at the strategic level for ensuring 

residents in care homes had access to health care (and what that care 

should entail).  

I think if I had a vision of what I would like to see, I would like to see 

residential homes investing themselves in those kinds of services to 

maintain people to the best of their ability, Who funds that? I mean 

somebody should be doing it is my feeling; somebody should be doing that 

kind of work maintaining people. (SH7) 
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This quote also identified possibly the most significant barrier to integrated 

working which concerns the availability of funding to support the delivery of 

personalised care for residents in a proactive and focused way.   

 

A key feature of the challenges described here, concern information and a 

lack of shared information at many levels, between practitioners, within 

primary care and between primary care and care homes. Identified was an 

unresolved issue about how data held on residents, which was held by the 

care homes, should be shared.  Staff working in these oganisations were 

unsure about sharing that information without a resident’s permission 

especially in situations where the person has dementia.  

 

7.3.2 Facilitating Integration Through Bridging work 

Some possible solutions were identified in the interview data, and related to 

bridging work. Examples were given of people in particular roles that acted 

in a bridging role by enabling communication and integration, or specific 

clinical situations that triggered an imperative to work together for a 

defined period of time. Bridging work can occur through new roles such as 

that held by a specialist residential care home nurse role (SH1). She saw 

her role about developing relationships to improve knowledge of what is 

available and enhance good communication. A practical way the post holder 

did this was to introduce services to each other:  

I worked with the homes and the services to introduce them all to each 

other .. to act as a bridge and a communication channel between NHS 

services and the homes. (SH1) 

The organisation and provision of end of life care (SH3, SH7) was an 

example of a situation driven by clinical need that did appear to increase 

integrated working. The use of end of life care frameworks such as the Gold 

Standard Framework for Care Homes and provision of training for care 

home staff was one example of inter-sectoral planning and working 

together. Common decision support tools (i.e. practice guidelines and 

protocols) are often identified as supporting integration across services. 

However, the initiative relied on NHS staff and care homes expressing an 

interest, and in some instances its success relied on care homes’ ability to 

pay for training. It was an example of integration occurring at the clinical 

level of care, driven by meeting individual resident need, but it did not 

apply to all care homes or all services in the organisations represented. Key 

features described by people in bridging roles and care delivery around end 

of life concerned relationships which led into good communication. 
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The need for good relationships as a means to support integrated working 

was echoed elsewhere: 

I suppose it’s how they communicate, I think communication is probably 

key and I think, you know, it’s useful for, they need to know where the 

district nurse is, they need to know how to access the district nurse, they 

need to know what the district nursing service can offer. Sometimes it’s 

ignorance.., will cause the patient to end up in hospital so I think it’s about 

relationships really, really helpful, good relationships. (SH5) 

It has to be about trust, and it’s about professional respect and working 

together.  (SH9) 

However, the relationships described were either locality specific or held by 

certain individuals with specific sets of skills and knowledge themselves.   

Some of the company’s care homes have wonderful relationships with the 

local health carers, in some the relationship is so bad that the GPs have 

closed their list to any residents from specific homes, and will only change 

this if required to by the PCT. (SH12) 

The difficulty with a reliance upon relationships was that they are people 

specific, so when funding for posts ceased or post holders moved on the 

relationships were not sustained.  

There is a mechanism for discussion but not many people know how to use 

it. Since the care home specialist nurse post finished there has been a 

vacuum even though people are very aware of care homes need for support 

(SH2). 

In order to ensure ongoing communication and sutaining productive 

relationshsips, one way proposed was through agreed policies and 

documentation.  Whilst communication and information sharing were 

consistently identified as problematic, there were stakeholders (SH9 SH10, 

SH11) who argued the use of comprehensive policies and procedures that if 

actively shared, could act as a framework to support integrated working. This 

was not unproblematic as described above. This lack of clarity regarding data 

ownership raised questions around ideas and initiatives to promote future 

integrated working that relied on shared documentation and IT systems. 

7.4  Discussion 

A recent European review of quality indicators for residential care [44] 

aimed to validate at the organisational level of care homes result-oriented 

quality indicators.  By identifying relevant indicators that are meaningful to 

care home staff, residents, managers and purchasers of services they argue 

it is possible to have a systematic way of addressing and discussing 
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everyday practice. This review focused on care within the care home and 

not on working with external services. Nevertheless, it highlighted the need 

to know what good care looked like and the importance of differentiating 

between quality of care and quality of life. These are issues that 

stakeholders in these interviews could partially articulate but did not appear 

to have a shared framework to work with to address the concerns.  

Vertically integrated solutions, whether hierarchical or virtual in nature, are 

consistently seen as a defining feature of integrated care [41, 45]. 

Interventions that cross multiple, linked domains, both in terms of levels 

and types of integration, allow for better patient/resident outcomes and 

system-level performance[46] . At the strategic level, initiatives that aimed 

to achieve vertical integration between the NHS and care homes 

(intermediate care and the discharge of people who were dying from 

hospital to care homes) had strengthened inter agency relationships. 

However, there was minimal evidence of ongoing performance review and 

this meant that such initiatives were particularly vulnerable to budget cuts.  

The use of financial incentives to increase GP involvement in care homes 

was not seen as automatically guaranteeing improved access to health care 

or reduction of inappropriate use of secondary care. It could have the 

unintended consequence of reducing access to the broader community 

services and creating dependency on a single practitioner. 

It is unsurprising that stakeholders identified good communication between 

NHS and care home organisations, good working relationships and sharing 

of resident/patient information as important for integrated working. 

However, the absence of clear accountability frameworks and trust between 

organisations and practitioners meant this was difficult to develop. Luch  

[47] in a  systematic review of the use of health care technologies observed 

that  absence of trust in the quality of the data or how it might be used was 

closely linked to concerns about  liability. The interviews too, suggested that 

from an organisational perspective liability and accountability concerns had 

not been addressed between providers. In a policy environment that 

emphasises security especially in relation to patients’ data protection this 

might explain why sharing data on residents’ health care needs and use of 

NHS services was not a straightforward process. 

The overall impression is of a context that is in constant flux, resulting in 

inconsistencies with respect to commissioning, funding, service provision 

and a lack of knowledge and understanding across the sectors about each 

other.  Even though the stakeholders were recruited from across the three 

sites; with very different experiences of how the NHS works with care 

homes, their comments were similar and amplified the findings of the care 

home survey. Furthermore, the stakeholder interviews corroborated the 

care home data that suggested that it was the quality of the interpersonal 

relationships between certain professionals that supported integrated 

working rather than a particular model of care or organisational 
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infrastructure.  This is a situation that was vulnerable to change reliant on 

individual personnel choosing to work closely with care homes vulnerable to 

external funding decisions, and with no agreed mechanism for the review of 

service provision. 
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8 Validation event “What does ‘good health 
care’ look like for older people living in 

care homes?”  

8.1 Introduction 

This chapter describes the validation event that brought together key 

informants to discuss whether the findings resonated with them, where 

there were areas of common agreement and what the implications were for 

future strategies for integrated working. 

The care homes in this study were a “hub” for multiple services and visitors, 

many of whose input was mediated by care home staff. Previous chapters 

have demonstrated the range of experience and perspectives these different 

groups brought and the impact it could have on the residents’ health and 

access to services. There was a convergence of NHS services, family 

members and the linked involvement of commissioners, regulator (CQC) 

and social services as funder and contract monitor. However, the study 

found almost no examples of joint discussion or review that extended 

beyond care delivery at the resident or micro level of care. The validation 

event created an opportunity to start that discussion and review the study 

findings through the lens of the different stakeholders. 

8.2  

The specific aims of the event were to: 

• Test the emerging findings  

• Inform the recommendations that will be made as part of the final report 

for the commissioning and delivery of primary health care services to care 

homes.  

• Feed the results of the day into the ongoing consultation on social care 

integration.  

Members of the Study Steering group suggested potential participants. It 

was emphasised that the basis for selection was that they were 

representative of their profession/group, had power to comment 

authoritatively on the findings, and were acknowledged experts (either 

through personal experience and or role) Those who were unavailable were 

asked to suggest someone with similar expertise to attend in their place. In 

total, 32 out of 50 invited attended drawn from the different constituent 

sectors: care homes, primary care, adult social services, commissioning, as 
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well as Public Involvement in Research representatives (PIR). NHS and Care 

home staff and residents from participant care homes were also invited to 

participate via an online live conference and were provided with joining 

details and password for the day’s event.  

8.2.1 Online participation 

The validation meeting was set up by a multimedia technical specialist and 

was broadcast by web conferencing technology which allowed information to 

be shared simultaneously, across geographically dispersed locations in 

nearly real-time. All online participants were requested to give their email 

contact details prior to the meeting so that login details for the event could 

be sent to them. A web conference virtual room was built and loaded onto a 

laptop at the conference room, and a Web camera was used to broadcast 

the meeting in live time via internet. Online attendees could join the virtual 

room online from any part of the world as long as they had an internet 

connection. The attendees could see and hear the speakers with the slides 

running simultaneously and also had the ability to ask questions or make 

comments by typing which the facilitator could read comment out to the 

conference room. Following the meeting a podcast was developed which 

could be viewed by those who were unable to attend. Please see the links 

below. The validation meeting was facilitated by members of the Approach 

study team. 

 

 

Online DVD version: 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/  
Please use the following login and password when accessing them: 
Login ID: approach 

Password: primarycare 

Welcome, introductions and structure of the day Dr. Katherine 

Froggatt 

Enabling the NHS to work more effectively with care homes Clive 

Bowman Bupa 

Video: http://meet39738857.adobeconnect.com/p6ic7r0vtod/ 

Audio: 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part1.

mp3 

Video feedback from resident’s interviews.  

Video: http://www.youtube.com/watch?v=wldB3G9kF5M 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/index.html
http://meet39738857.adobeconnect.com/p6ic7r0vtod/
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part1.mp3
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part1.mp3
http://www.youtube.com/watch?v=wldB3G9kF5M
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Audio: 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/feedba

ck.mp3 

Overview of Approach: Prof. Claire Goodman 
 What evidence is there for the effectiveness of different models of 

health care services working with care homes? 

 What is the range of service provision to care homes and how 

much does it cost? 

 What is the primary health and social care professional’s 

experience of providing services to care homes, and resident’s and 
their relative’s experience of receiving them? 

Video: http://meet39738857.adobeconnect.com/p868ta1hiij/ 

Audio: 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part2.

mp3 

Feedback and recommendations - current health and social 

care context including the ‘Caring for our future’ consultation 

and ‘any qualified provider’ initiative. Prof. Steve Iliffe 

Video: http://meet39738857.adobeconnect.com/p42fi4gb1su/ 

Audio: 

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part4.

mp3 

8.2.2 Organisation and rationale for validation event 

To make sure we placed the resident’s voice and priorities at the centre of 

the day began with a short youtube film. 

(Video:www.youtube.com/watch?v=wldB3G9kF5M )  This seven minute 

presentation was of a care home resident talking about what was important 

to them about their healthcare. The script was developed from quotes in the 

interviews and delivered by a 90 year old actress. The intention was to 

share the preoccupations and concerns of the people that had been 

interviewed. 

Prior to the meeting all participants were sent briefing packs outlining the 

study and the schedule of the event (see appendix 7). Participants were 

also asked to prepare their responses to the following questions in readiness 

for the meeting: 

• What are the two main issues that influence ‘good health care’ in care 

homes?  

• What works well in the provision of primary health care services to care 

homes?  

http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/feedback.mp3
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/feedback.mp3
http://meet39738857.adobeconnect.com/p868ta1hiij/
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part2.mp3
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part2.mp3
http://meet39738857.adobeconnect.com/p42fi4gb1su/
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part4.mp3
http://www.health.herts.ac.uk/uhpgms/podcast1112/approach/part4.mp3
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• What one aspect you would change in order to improve primary health 

care provision to care homes?  

The purpose of this was twofold. To provide at the outset a point of 

reference and comparison with the findings that was specific to the different 

groups represented and to establish where there was agreement across the 

groups.  

Participants’ priorities for NHS and Care home working were discussed in 

the context of presentations on the care home sector, the findings of the 

Approach study and the video account of residents’ experiences of receiving 

health care in a care home This was followed by, three discussion groups 

representing care homes and residents and relatives representatives, the 

NHS, and social services which were asked to discuss the following:  

• To what extent do the groups agree/disagree with the findings?  

• Which findings are considered to be the most important?  

• What information is missing and what needs further research?  

The expert responses and recommendations for future primary care 

provision and organisation for care homes were recorded by a facilitator 

using a nominal group technique (see method chapter) and summarised at 

the end of the Validation. Following the meeting the descriptive accounts of 

agreements and disagreements with the study findings were analysed to 

identify future recommendations for research and primary care service 

provision to care homes. 

The event was held at a central London location and participants attended 

for a day. Proceedings were disrupted for 45 minutes in the morning by an 

unscheduled fire alarm. 

8.3 Findings 

The validation event was attended by 32 people: ten representatives from 

primary health care and geriatric medicine, three senior representatives 

from the care home sector, two representatives from social care, five 

relatives and PIR representatives and nine members of the research team, 

two administrative and IT support staff  and one international observer 

(appendix 7).  

In terms of the findings of the study the participants across the groups 

validated the following specific elements: 

• There is inequity present for people residing in care homes compared to 

people living in their own homes (with respect to health and other aspects 

of care, for example access to equipment).  
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• Different views are held by primary care and care home staff with respect 

to what is required of the other. 

•Care homes want flexible support, advice and information on how they 

should be providing care. 

•Health care professionals wanted care home staff to follow correct referral 

procedures and protocols, and align their working practices more closely 

with the priorities of health care.   

• The key features of integrated working were not shaped by the model of 

health care delivery, but by the relationships with individual primary care 

staff and their style of working with care home staff. 

• The role of the GP and the optimal model of GP provision (single GP or 

multi-GP practices) is contested. Both approaches have practical 

implications and potential adverse consequences in terms of ensuring good 

primary care medical cover for residents.  

• Better communication is still needed between the primary care and care 

home sectors (e.g. mutual education, induction of staff, and preparation of 

care home managers). 

• There is a need for flexible service provision that reflects individuality of 

care homes and practicality of primary care provision in any locality 

• The place and ability of regulation to drive change forward was questioned 

by some participants. 

The different sectors present also identified particular issues. NHS staff 

working in primary care, were keen to emphasise that from their 

perspective they did value care home staff and their work, whilst 

recognising areas for further development in the sector. The apparent 

valuing of the care home staff contribution to the health care of residents 

was later partly undermined when statements were made about the need 

for care home staff to have more training and education.  

There was also a more comprehensive discussion of the different ways in 

which GPs engage with care homes and the advantages and disadvantages 

of different GP service models. Care home representatives highlighted that 

this was currently an unmanaged area of provision shaped by competing 

and variable interests.  This results in a complex process of service 

provision, often driven by personalities and relationships that cannot be 

replicated when effective, or changed when not. NHS participants thought 

that incentivisation of GPs and development of specialist skills and roles 

were more effective than the study appeared to suggest. Relatives and 

residents representatives wanted to prioritise the message residents should 

be being consulted about their needs before any changes to primary care 

provision. Throughout these discussions participants referred to experiences 

and knowledge about care homes with on-site nursing rather than care 
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homes with no on-site nursing. Even within this expert group it was difficult 

to keep a focus on care homes with no on site nursing provision and the 

particular challenges and opportunities for integrated working they posed.  

Social care representatives prioritised issues with respect to providing 

individualised care for residents, but also tailored for individual care homes.  

They perceived that social care had an important role in regulating this 

through their current processes of inspection, regulation and as primary 

purchasers of care home services. They were particularly surprised, that 

social services had not been identified more strongly in the findings as a 

driver for integration and improvements in the quality of health care of 

residents.  

The day had started with the residents’ views and this was referenced 

throughout in the presentations and comments by the APPROACH team. 

However, at the end of the day, all groups charged the research team to 

ensure that the residents’ voice was heard and their needs were the focus. 

The team acknowledged that they would aim further to address this balance 

in the final report. This feedback illustrated the difficulties of sharing 

residents’ views as the proxy account of the video had not been sufficient to 

bring their voice “to the table”. The online contact demonstrated the 

potential of the approach and what was possible, and there was 

considerable interest and intention to participate from the study sites. 

However, due to previous commitments and care homes’ limited internet 

access, it was unsuccessful in achieving any take up from the care homes, 

only two NHS practitioners participated for part of the day and did not raise 

any questions or give any comments.  

A challenge of the validation process was to avoid statements at the end 

that represented the lowest common denominator about the findings. We 

deliberately did not seek a final consensus but a validation of and feedback 

about the findings. What emerged was that care home and family 

representatives recognised the findings, indeed, considered them as self-

evident. However, for health and social care, despite some broad 

agreements, their response to the findings was more wide ranging. There 

was a belief that their role as a source of support and their recognition of 

what care home staff achieved and the potential of their contribution to 

improve health had been under-reported.. They did not think the findings 

were wrong, but based on their personal experience believed there was 

more integrated working between the NHS and care homes than the study 

had found.  

In conclusion, the findings presented were recognisable by the participants, 

so although there were only six case studies the findings arising from them 

can be generalised more widely. The one area that was most debated and 

challenged was the role of the GP.  
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A number of further themes raised during the day were used to revisit the 

data as the analysis was concluded. These concerned: 

• Making the resident voice more visible (see Chapter 5) 

• Economics and value for money dimension (see Chapter 5). 

A number of recommendations were identified that were triggered by the 

findings of the study with respect to future service provision developments 

and research. (see also recommendations in chapter 9). 

Service 

• Define quality standards of health care provided to residents living in care 

homes 

• Develop intelligence about the care home population health needs in order 

to influence commissioning  

Research  

• Social Care’s engagement with the independent sector 

• Identification of recognised model(s)/way(s) of working between primary 

care and care homes 

• Controlled trials of different models of care needed to test models of 

working 

8.4 Discussion 

The validation event enabled a discussion to begin between the different 

stakeholders and created a forum the findings had shown was difficult to 

establish across the organisations involved. The online links and potential 

for linking geographically disparate care homes offered one way of 

addressing the known barriers to communication and knowledge transfer. 

However, uptake was disappointing. 

Whilst care home and resident and relatives’ representatives validated the 

findings, health and social care believed their involvement and contribution 

and the level of integration achieved was understated.  A more structured 

conversation about specific areas of care of common interest (e.g. nutrition, 

medication review, continence) may have provided a sharper focus for the 

discussion of the findings.  Nevertheless, it did engage participants and 

demonstrated there was an interest and commitment across all sectors to 

develop methods of working together for the long term benefit of the older 

person. It was a limitation that we were not able to secure representation 

from the regulator. 
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9 Discussion 

9.1 Introduction  

The study aimed to make explicit what is known about developing 

integrated working between health service and care home providers. It 

sought to assess the consequences for older people and ultimately develop 

a typology of integrated working for service development in these settings. 

Specifically the study 

• Reviewed the evidence of the effectiveness of different approaches and 

support tools used to promote integrated working 

• Surveyed how integrated working is interpreted, organised and 

implemented in care homes across England, and when this was 

documented, at what cost. 

• Identified patient and organisational outcomes that reflected the priorities, 

experiences and concerns of older people. 

• Evaluated different models of integrated working including cost and 

effective use of resources. 

• Described the facilitators and barriers to integrated working between care 

home staff and health care practitioners. 

We used a very broad definition of integrated care [45] to capture a wide 

range of initiatives and processes that might support integrated working . 

This chapter considers what the findings showed about how care homes are 

integrated with their local NHS.  Informed by the work of Kodner and 

Spreewenberg [1] and Kodner [41, 48]   firstly it considers at what level 

(funding, administrative, organisational, service delivery and clinical) the 

different approaches to service delivery achieved integration (if at all), and 

then considers the effects on residents, care home staff and NHS 

professionals‘ definitions of effective care. 

The chapter concludes by arguing that it is unlikely that there is an ideal 

model or “type” of service delivery for care homes with no on site nursing 

provision. Rather, there are key features inherent within different service 

models that can help to address the enduring issues encountered by care 

home residents and staff. The evidence suggests that Commissioners and 

service providers should review patterns of service delivery to care homes 

and how the different services work with each other as well as for the care 

homes they serve.  In particular there is a need to consider whether certain 

roles and approaches are more able to support approaches to health care 

needs that are defined by residents and mediated by family members and 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         168 

Project 08/1809/231 

care home staff. Finally it debates what “technologies” or mechanisms 

clarify the processes of care, and the (often overlapping) responsibilities of 

NHS and care home staff to support continuity of care. The overall strengths 

and limitations of the study and recommendations for future work and 

development are also discussed. 

9.2 Integration between health and the independent 

sector: organisational and administrative 
integration (Macro Level) 

Most of the literature and discussion on integrated care for older people has 

focused on the patient journey and service use within (albeit loosely) 

bounded systems of health care. The challenges of integration are discussed 

in terms of the patient journey between primary and secondary care 

(vertical) or between clinical specialties and professional groups 

(horizontal), and what is necessary to achieve this [49] . Evaluations of 

integrated care in England have also looked at the relationship with social 

care  [50, 51]but how the NHS works with the independent sector at an 

organisational and administrative level is not well described.  

Care homes are set apart from the main systems of care. They have been 

described as ‘islands of the old’ (an allusion to Sontag’s [52] writing on 

“kingdoms of the sick”). It is a metaphor that captures both their 

geographical separation, administrative and financial independence of 

health care and the liminal place their residents (from a health care 

perspective) inhabit between life and death, sequestered away from the 

services and communities around them [53]. These are all characteristics 

that can hinder integration and co-ordination of health care. In the 

interviews, commissioners, GPs who had been involved in providing 

enhanced services to care homes and care home executives highlighted how 

difficult it was to define lines of accountability and responsibility between 

the services, or even to know how to engage with such a diverse group of 

providers. 

As the review and case studies demonstrated, attempts to integrate care, 

focused on specific problems, such as falls or continence and/or the clinical 

encounter. Functional integration that included shared planning of services, 

funding, needs assessment either did not occur or was limited to examples 

of NHS (and social care) investment in intermediate care services to achieve 

very specific NHS defined  goals of hospital discharge and prevention of 

admission. This approach created an NHS enclave of high integration in the 

care homes studied but was not transferable to the wider care home. 

Residents not in receipt of specialist NHS team services experienced 

reactive, resident specific working equivalent to that observed in care 

homes without funding for intermediate care. 
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9.3 Administrative infrastructure supporting 
integration 

The availability of an integrated information structure is a key feature of 

integrated care systems [54]. Care homes were by default “hubs” of NHS 

service delivery with up to 28 separate services involved with residents and 

GPs and District nurses visiting a minimum of once a week. Care homes in 

both the survey and the case study sites could all provide some examples of 

where they used shared assessments and or notes between practitioners. 

However, these were ‘person’ specific. There were no examples where this 

was present in systems so that information was actively shared between 

services and across organisations. This situation was often compounded by 

the hierarchical methods for sharing information within the care homes that 

could mean it took four informal conversations between different care home 

staff before health services were asked to visit a resident. 

At an organisational level of care there are key features and processes 

repeatedly identified as supporting improved clinical outcomes and closer 

working [55, 56].  These include common goals and quality indicators and 

measures that are shared, documented and accepted as important by all 

parties involved. Arguably, the infrastructure was in place to support this 

level of integrated working in the care home with an intranet link to a 

general practice and access to electronic medical records. In practice 

however, e records and the intranet were used by staff for discipline-specific 

record keeping; there was no expectation the records would be reviewed by 

care home staff or other NHS services to inform care. This was compounded 

by lack of integration of information within the NHS primary care 

organisation.  The two care homes with intermediate care beds had 

scheduled joint meetings, care home-based review of residents and use of 

review tools.  Even here there were no links between services, 

administration and the co-ordination of care was reliant on people not 

systems.  NHS staff concerns about professional liability, and care homes’ 

perceived expectations of the requirements of the regulator (CQC) and of 

social services (in their role as contract monitors) were all significant 

barriers to the development of a system that supported the sharing of 

information. 

Despite evidence of an infrastructure that could support  information 

sharing we found no shared organisational outcomes that acted as an 

incentive to share, plan and review the care that was being provided. The 

two areas of common interest that emerged as having the most potential 

for changing, and demonstrably improving how the two sectors worked 

together were medication and nutrition review. Previous work  on 

continence  in care homes and related work on nutrition has demonstrated 

the benefits of using one issue as the trigger or focus to improve all areas of 

care (e.g. communication, liaison with specialist services, holistic 

assessment) ([36, 57]. The study findings suggest that bringing together 
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staff from primary care and the care home to work together to solve 

problems of mutual interest is an approach that could be developed further. 

9.4 Mechanisms that link primary care, care homes 

and secondary care 

Our study focused on how primary health and care homes worked together. 

We found very few examples of NHS services from different organisations 

working together to address residents’ needs in care homes. Interviews with 

care home staff and qualitative data from the surveys revealed that the  

type and quality of linkages across and between hospitals, care homes and 

primary care influenced how effective integrated care was defined by care 

homes. Particular individuals were named as examples of positive 

experiences, for example, a GP or specialist nurse who would visit residents 

when they requested.  Care home managers reported that access to 

specialist services was particularly difficult often dependent on the 

relationships care home staff had established with the NHS. When services 

were reorganised, care home staff had to build up relationships again. This 

merits further investigation especially examining if  boundary-spanning or 

connecting mechanisms ( such as GP, nurse pathfinder roles, informal links 

with geriatrician, nurses, and the presence or absence of nurses on site) 

were positive (or negative influences) in the development of integrated 

systems of care.  

Wild et al [58]in their review on improving care in residential homes noted 

that-institutional transfers are common in older patients after hospital 

discharge. Responses from the survey in particular highlighted the 

frustration of care home staff when accessing information from secondary 

care about residents’ treatments and care In the small cohort we followed, 

older people did experience several care transitions, yet there was minimal 

evidence of organisational mechanisms in place to expedite that process or 

reduce its impact on the older person. Again it relied on the individual, in 

this case care home staff or family, when possible, accompanying residents 

to hospital and other settings to represent their needs and act as the link 

between the organisations.  

Previous studies in care homes have noted that, contrary to popular 

perception, not all residents place high demands on NHS services. The 

overall range of services accessed by the residents in the case study as a 

whole was limited (maximum 6), and no residents reported access to 

therapy services. A small number of residents with high dependency needs 

or in the last few months of life can account for the majority of service use 

[59, 60]. This general observation was demonstrated in our care home 

profiles. There was evidence of wide variation in the consumption of 

secondary health care by care home residents and care home. Most of the 

resident’s conditions appeared to be stable, but a third of the residents who 
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participated in the case study phase had at least one hospitalisation. The 

annual costs of this population were high, £4873 (SD 7150), and were 

driven largely by the hospital use of a small proportion of the residents.  

However, in one care home where the nursing staff carried out the majority 

of care provided by district nurses in the other care homes, their role in 

monitoring resident’s health care conditions may have averted 

hospitalisations, a cost saving for the NHS. 

9.5 Service level integration between care homes and 
primary care services (Meso level) 

The review, survey and case studies highlighted recurring and persistent 

themes about how the NHS works with care homes that are not markedly 

different from research reports and policy documents on health care 

involvement  with care homes published ten years ago([30, 61-63]. The 

findings also counteracted persistent  assumptions by service providers 

about residents’ universally high levels of health services use Szczepura et 

al [30], summarized the evidence on improving care in care homes with no 

on-site nursing, and concluded that medical care could be improved by 

making it more proactive and preventative. There is a heightened 

awareness of these issues evidenced by the pockets of innovative service 

delivery models and schemes (e.g. care home linked geriatricians, GPs and 

specialist nurses) ([37, 64]. The importance of closer working, proactive 

care, service specification, leadership and integration of different NHS 

services is uncontested.  Evans et al.[65] found from a survey of GPs and 

care homes that GPs are significantly more likely to structure their workload 

to include regular visits to a care home when they have larger numbers of 

registered patients in that home, and suggested that this relationship may 

have relevance for establishing better care for residents. PCTs’ use of 

enhanced services payments to GPs to take on responsibilities for care 

home is based on a similar rationale. The limited examples from the case 

studies and the stakeholder interviews challenge this view. Paradoxically, 

we found that it was a model of care that could limit access to services and 

was vulnerable to relationship breakdown and rationing of GP engagement. 

A focus on a single practitioner or practice with care home responsibilities 

could also be overwhelming and unsustainable alongside a generalist 

caseload. Older people in their own homes would always take precedence. 

At service delivery level the findings from this study made explicit the need 

to appreciate the significance and impact of the different culture, 

professional responsibilities, power relationships and priorities and concerns 

of the two sectors. How health care services work with care homes and 

provide support goes to the heart of how health and social care services 

work together and their often competing ideas of what constitutes good 

practice [66]. 
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Figure 3. Model of relationships  

 

 

 

Figure 4 captures how relationships and effective working was described 

and defined by NHS and care home staff.  It represents a continuum of 

approaches. The integrative processes [2] that enabled staff  to meet “in 

the middle” were, in the main informally negotiated, based on confidence in 

the staff involved. Informal but acknowledged methods of care co-

ordination where  there was identification of resident need, boundaries of 

responsibility and decision making were jointly understood and trusted. 

Financial incentives, governance processes or the use of shared protocols 

and assessments either did not shape that process or supported integrated 

working when care home staff assimilated NHS patterns of working (e.g. 

programmes for rehabilitation, shared use of end of life tools).  It was all 

predicated on individual services’ and staff’s ability (and willingness) to 

engage with that process. Our findings suggest that it is investment in the 

development and creation of these personal relationships that have the 

most potential to improve how the NHS and care homes work together. 
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In the validation event the importance of mutual learning by primary care 

practitioners and care home staff of each other was identified and 

consequently the development of a greater understanding or appreciation of 

each other’s world. Figure 5, captures the different levels within which the 

two parties can meet, from commissioners, service managers, teams and 

individual practitioners. We propose that one way that can be used to 

ensure that integration between primary care and care homes occurs is 

through the development of communities of practice that support this 

mutual learning.     

 

Figure 4. Communities of Practice and the development of Integrated 
Working 

 

 

 

A community of practice is a social context, a set of relationships amongst 

people, activities and their environment, within which learning occurs.  

Communities do not have to be confined to one location but are ordered 

around three fundamental elements: the domain of knowledge, a 

community of people with an interest in this domain and the shared practice 

they are developing focused on this domain of knowledge [67].  A 

community of practice creates a locus for both the acquisition and creation 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         174 

Project 08/1809/231 

of knowledge and as such is both formative and transformative within and 

beyond its own boundaries.  Whilst this study did not aim to identify 

communities of practice it is possible to identify that there are examples of 

working between primary care practitioners and care home staff that 

demonstrate the attributes of communities of practice.  It was not possible 

to identify engagement between primary care and care homes at the 

Commissioning or Services/team level examples of this type of engagement 

were seen at the level of the individual practitioners and were identified in 

the literature review, survey and case studies. It raises the question as to 

what extent organisational level integration is a prerequisite or even 

possible for integrated working between the NHS and care homes.  

 

Within the literature there were two studies which entailed care home staff 

and NHS staff working together to improve continence and end of life care 

[18, 36].  Both used supporting frameworks to identify actions and share 

practices. In this study the use of quality indicators and agreed plans of 

care provided the continuity.  

Therefore factors that support integration at the level of the primary care 

and care home staff include: 

• Engagement around resident care that focuses on specific domains of 

knowledge;   

• The opportunity for staff from both sectors to collectively address the issue 

as they develop shared knowledge and therefore create a distinct social 

entity;   

• The development and improvement of practice, built on shared resources 

and knowledge that meets the needs of the older person.  

It may be that the difficulties of identifying such places of engagement at 

higher levels of the system are related to the lack of an identifiable entity 

that is care homes, as discussed in Chapter 7 (Stakeholders). There is no 

one place to go to engage systemically with the sector or establish contracts 

for more than an individual or group of care homes.  The establishment of 

care home staff within a building makes the development of communities of 

practice at this level more possible. However, integrated care in care homes 

cannot be built solely upon the normative integrative relationships, which 

form only one element of Rosen et al’s [2] elements that support 

integration, though these are recognised and important.  As we saw in the 

case studies, working that is based only on relationships, disintegrates 

when personnel move jobs, or services are redesigned and re-organised.   

Rosen et al’s work incorporates and builds on the elements of the Kodner 

and Spreeuwenberg [1] model, reinforcing the importance of vertical and 

horizontal integration.  So whilst a relational approach and emphasis is 
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important this suggests there is still a need to plan and develop some 

organisational, informational, clinical and financial elements, supported by 

administrative elements.  In this study it was these latter features that were 

often absent. 

 

9.6 Clinical Resident level of integration (micro level 
of integration) 

At the resident level of care access to services and recognition of health 

care needs was a mediated and complex process. Primary care services 

were reliant on how care home staff interpreted residents’ health status. A 

process determined by internal care home procedures and a sufficiently 

robust working relationship with the NHS staff that meant the request was 

believed. Care home staff could interpret their responsibilities as monitors 

of a resident’s health or not, how health need was defined could also be a 

negotiated and contested process. It was one that seldom involved joint 

review or discussion and even more rarely included the resident or a family 

member. 

Studies consistently highlight the importance of social relationships, as well 

as health in promoting quality of life. We demonstrated the sense of 

loneliness that some older people may experience whilst living in care. This 

is resultant, in part, from living amongst ‘strangers’ or in a community not 

of their own choosing. It raises the question to what extent the care home 

as home is experienced by the older person ([68]. There is some evidence 

that loneliness may have a significant impact on their health particularly in 

communal settings [69, 70]. Residents also highlighted the problems of 

generating meaningful social relationships when living in environments 

where they perceived they had little in common with other residents. 

Feeling well is not just reliant on physical health, but is closely linked to the 

extent to which older people can readjust and  compensate to threats to 

their health  to  maintain a  sense of control and achieve personal goals 

[71, 72].  This emphasis changes the focus of how care is provided and 

(importantly) whose goals are being addressed. Our data provides rich 

examples of how care home staff worked with residents and their families to 

enable the older people to maximise their autonomy and independence 

under challenging circumstances. For the older person therefore, accessing, 

receiving and achieving continuity of health care was a co-constructed 

process [73] that involved care home staff, family members and ultimately 

NHS professionals.  The significance of a mediator (care home staff or 

relative) who participated in communication and discussions with a range of 

professionals about residents’ health needs was not always acknowledged or 

addressed  by NHS staff. The evidence would suggest there is a need to 

recognise, and adjust patterns of working accordingly, to ensure that health 
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care is not “delivered” to individuals in care homes but organised to support 

the facilitation of care delivery and discussion of residents’ priorities and 

preoccupations with the older person and their preferred representatives. 

Resident focused integrated care ideally would fit centrally along the 

spectrum identified in fig 4. This would require an understanding and 

valuing of the two disparate cultures of the care home and primary care.  

We have seen this in practice in the case study phase of the study, where 

some primary care staff and care home staff have developed good working 

relationships, based on mutual understanding and respect for each others’ 

knowledge, skills and experience to provide care for residents.  In these 

cases we saw a balance being achieved between efficient visiting and 

supportive relationships. 

9.7 Conclusions 

One of the objectives of this study was to develop a typology of integrated 

working useful for service development in these settings. Across all the sites 

studied there was evidence of what Leutz [40] would call linkage 

(practitioners working on an ad hoc basis) and co-ordinated care for specific 

issues (practitioners using mechanisms to support communication e.g. 

assessment tools but maintaining separate service responsibilities and 

funding). Where there was full integration (consolidated responsibilities, 

resources and financing to deliver for the all of a resident’s care) it was 

narrowly defined, time limited and led by the NHS, to the point where care 

home staff were working for not with the NHS. We did not find sufficient 

differentiation of approach to enable us to expand on Leutz’s framework. 

While most regard integrated working as a vital objective, few interventions 

to improve health care delivery have been developed in collaboration with 

care home staff and/or taken account of the views of residents and their 

families.   

There is an inherent tension when NHS services favour models of care that 

focus on diagnosis, treatment and episodic involvement, whilst care home 

providers prioritise on-going support and relationships that foster 

continuous review of care. The findings suggests this tension can be 

negotiated through the care home manager’s leadership, the quality of the 

working relationship between NHS practitioners and senior staff, and a 

focus on specific issues of mutual interest with supporting protocols and 

guidance. Contexts and individual practitioners that supported co-design 

approaches and relational styles of working were more able to engage in 

shared goal setting and review. This however, was not the norm and did not 

of itself ensure anticipatory care or the involvement of older people. Closer 

working between staff in the NHS and care homes does not appear to result 

automatically from financial incentives, shared documentation or the 

creation of NHS/LA funded beds. Future work to deepen understanding of 
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health professional views on current and potential health services delivery 

opportunities and what works best in what circumstances is needed . The 

absence of  the care staff voice and recognition both in conceptualising 

health care in care homes and also in informing the delivery of health 

services in this sector also needs to be addressed. 

Evident in the review, survey and case studies were enduring patterns of 

reactive and idiosyncratic health care provision to care homes. Collaborative 

and arguably, integrated working was achieved independent to how NHS 

services were organised. In the case study phase two site specific findings 

of interest were worth noting. The hidden costs to the care home and 

savings to district nursing services when care homes (controversially) 

provided nursing care to residents who were not in nursing beds . Secondly, 

the failure of financial incentives when compared to care home without 

these incentives to secure dedicated GP time, better  access  to medical 

care, good working relationships and increased staff  and resident and staff 

satisfaction with the quality of care. 

The level and quality of care provided in homes is often tacit, care 

agreements between homes and the NHS are very variable. Thus services 

defined as health - behavioural management, monitoring the effects of 

therapies, doing routine dressings - are often (but not always) conducted by 

social care staff or on-site nurses. It is the absence of an active discussion 

(as opposed to regulatory strictures) about how these decisions are made, 

who is responsible and how accountability is framed, that allows this 

variation to persist. The identification of agreed quality indicators in key 

areas of care may introduce some rigour as proposed by recent European 

work on care homes [74](European Centre for Social Welfare Policy and 

Research 2010 Measuring Progress: Indicators for care 

homeswww.euro.centre.org/data/progress/PROGRESS_ENGLISH.pdf ) 

However, based on the case study findings and the care homes that 

achieved high service integration for a few residents but not all, it is 

important the indicators are negotiated and can accommodate or link the 

need to achieve quality of health care and quality of life. 

 The costs that fall to the NHS depended in each case on the extent of the 

responsibilities assumed by the home.  Wild et al [58] recommended that a 

robust accountability, liability and competency framework needs to be 

identified at a national level to protect both care staff working in residential 

care and older people.  Our findings would suggest that there is a need first, 

to understand in more depth how the skills present in care homes can be 

most effectively harnessed without exploiting staff who are not trained or 

supported to provide health care.  This knowledge has the potential to 

develop a consensus between the NHS and care home providers and make 

explicit what NHS and care home staff recognise are "appropriate" demands 

on the NHS, desirable outcomes and in the long term reduce needs for 

costly interventions, including unplanned hospital admissions. 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         178 

Project 08/1809/231 

The NHS Future Forum is recommending integrated care, particularly for 

frail older people with multiple long-term conditions [75].  Given global 

financial pressures on health and social care resources [76], the focus on 

integrated care processes as a mechanism to improve co-ordination, 

efficiency and value for money of patient care is likely to increase [55].  The 

lack of shared organisation outcomes (as contrasted with reliance on 

individual, personal relationship-building) found in this study  has 

implications for  the systematic integration of health and social care 

services, to sustain more stability and quality in care homes residents’ living 

arrangements.. There is a need for a more sophisticated understanding of 

the tensions between the more continuous input of care homes to health in 

contrast to more episodic involvement of external health services along with 

the complexities involved in their more or less successful mediation.  

One of the responsibilities of the emergent clinical commissioning 

groups’(ccgs) is to promote integrated health and social care around the 

needs of users’ [77]. Increasingly, as NHS commissioning relies on 

independent providers (e.g. Any Qualified Providers) it is likely that 

commissioners can influence how services work together. Organisational 

integration (though desirable) appears to be neither always necessary nor 

sufficient to deliver the benefits of integrated care. What is important is the 

specification of mechanisms that support relational working and the co-

ordination and continuity of care organised around the older person. 

9.8 Study limitations 

The findings and conclusions of the review were constrained by the lack of 

evidence and the poor quality of the studies; we included all studies types 

including uncontrolled studies.   Uncontrolled studies might be more likely 

to be biased however; these broad inclusion criteria enabled us to 

investigate integrated working more widely and identify barriers and 

facilitators, albeit from a limited number of studies. The information on 

integrated working was based on how the intervention was described, who 

was involved and at what level.  It is possible that we did not capture the 

extent of the integration achieved, since we were dependent on the level of 

detail given by the authors on the respective studies. 

Survey work in care homes is difficult to conduct [78-80] and a major 

limitation of the study is the poor response rate (16%) to the randomised 

national survey (particularly from some regions), and need for the second 

(non- randomised) phase of work.  A significantly higher response rate was 

obtained from the national chain (78%), possibly indicating the influence of 

organisational endorsement.  A lower number of services per bed were 

accessed by residents in the national chain in the six months prior to the 

survey, and this may reflect that where care homes had nurses on site they 

provided advice and support reducing demand on NHS services).  The 
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questionnaire was shortened considerably after piloting, but it was not set 

up with required fields, or to block inconsistent answers, missing items and 

non-logical responses, and this limited the analysis to some extent.  

Although homes were invited to ask for a paper version of the survey, (and 

a small number did), the online method of data collection may have been 

inappropriate for a sector that anecdotally is seen as having limited online 

capability.  Surveys of physicians have shown lower response rates from 

online compared to other methods [81]. The study only aimed to survey 

homes with >25 beds due to the logistical difficulties of covering the large 

number of smaller residential facilities.  The survey sample had a higher 

proportion of homes in the 3 star (excellent) category than nationally (26% 

vs 18%), and fewer homes in the 1 and 0 (adequate and poor) categories 

(12% vs 17%), possibly indicating response bias. The strengths of the 

study are that the questionnaire was carefully prepared and piloted, the 

sampling was systematic, reminders and other means were used to try and 

boost the response rate, and the findings were rigorously analysed using a 

mix of quantitative and qualitative methods.  

The case study phase enabled us to track the care a small group of older 

people received over one year and to understand the process of care. 

However, the care homes and the residents were purposively selected and 

the sample sizes were small.  It is likely that there was selection bias in the 

sample of older people identified, and that they were not fully 

representative of the care home population although their characteristics 

were very similar to the national profile. They were oriented to time and 

place and unusually two residents left their care home to move to sheltered 

accommodation. There was nevertheless striking similarity in the accounts 

and preoccupations of NHS staff, residents and care home staff across the 

sites (irrespective of integrated model studied) that validated the review 

and survey conclusions.  

9.9 Recommendations 

The study revealed that there were systems and processes in place that had 

the potential to support integrated working at organisational, service and 

clinical levels of care. These included established working patterns, 

relationships of trust, access to joint funding and regular contact with NHS 

services. They were not   however universally recognised or systematically 

implemented across the two organisations.  

 Instead of a focus on particular models of integrated working future 

research should consider the impact of key mechanisms or features of 

integrated working (e.g. relational approaches to working, organisation of 

care around the resident, co-design approaches, organisational 

endorsement and infrastructure, review of care),  to improve outcomes of 

care for older people living in care homes. 
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The following recommendations are organised to reflect implications for 

health care and for future research at strategic, service and  older 

person/clinical levels of working:  

Implications for health care 

At the administrative level existing for a between health commissioner and 

providers of health care with the regulator and representatives of care 

homes should work together to agree minimum standards of health care 

delivery. 

At all levels of service delivery there  is a need to acknowledge and address 

the tensions between the more continuous input of care homes to the 

health care of residents  in contrast to the  more episodic involvement of 

external health services and the complexities involved in their more or less 

successful mediation.  

At the service level there is a need for negotiated and ongoing discussion, 

between care homes without on site nursing   and primary care providers 

that addresses the need for clinical support, acknowledges their respective 

priorities and makes explicit roles and responsibilities when providing health 

care to residents. 

At the commissioning and service level of care there is a need to map 

provision and existing ways of working with care homes, improve data 

systems on activities and costs and how effectiveness is measured to 

support review of equity of provision and access to services for older people 

in care homes. 

At the service and resident  level promote closer working between , NHS 

and care home providers through focusing on the achievements and shared 

learning of problem/topic specific  initiatives to improve service delivery and 

health outcomes  e.g continence, nutrition and end of life care. 

 

At the resident level of care health care, professionals need to consider as 

an integral part of  their work in supporting frail older people  how they  

work with care home staff , include them in decision making and provide 

ongoing  support  and training. 

 

At the resident level of care health care practitioners and care home staff 

need to consider how to encourage working relationships between care 

homes and community-based health care providers that recognise that the 

identification of need (and care provision) is  a mediated process between  

the resident, care home staff and the visiting health care professional. 
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Implications for future research 

 There is a need to develop and test shared information systems that 

provide a minimum data set for residents and are accessible to NHS 

and care home staff. 

 Research to develop a better understanding of the issues and the 

kinds of multi-level relationships which may be needed to support  

integrative processes more evenly across the sectors and 

geographical areas.   

 To explore if the creation of communities of practice that have NHS 

and care home staff as members can improve service delivery and 

quality of care for older people living in care homes.  

 To test different methods that incentivise the development of 

relationships between care homes and NHS services at the provider 

and organisational level of care and agree minimum standards for   

residents’ access to NHS services. 

 At the resident level of integration test methods of referral, 

assessment and care that involve the resident and their chosen 

representatives as part of the assessment and care planning process.  
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Appendix 1 Organisational chart, Involve article  
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Making sense of study steering groups: the Approach study 

 

About the project 

Approach was a three-year National Institute for Health Research Service 

Delivery and Organisation (NIHR SDO) funded study on integrated working 

between care homes for older people and primary care professionals, which 

has recently been completed. The study was complex in that it had two 

phases each with two components: in phase one, a systematic review of the 

research literature and a national care home survey; and in phase two, six 

care home case studies and a validation meeting to discuss the findings.  

 

How and why I became involved in the project 

The University public in research group (PIRG) was contacted to see if 

anyone was interested in taking part. I volunteered as my wife had been 

into several different homes for respite care over many years and I felt that 

my experience with this would be helpful to the study.  I had no previous 

experience of similar studies.  
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My role in the project 

Public representation was an integral part of the project at the case study 

phase and also within the study steering group which met twice a year. I 

was the public representative on the steering group from the University of 

Hertfordshire Public Involvement in Research (PIR) Group; I also attended 

the Validation event at which the study findings were fed back to care home 

experts so that recommendations for the future health care of care home 

residents could be made to commissioners.  

 

The benefits of being involved 

As a member of the study steering committee, I gave my views as a carer 

and member of the public, on those aspects of the study which the team 

required input with for example, feedback on summaries of the emerging 

findings  from the systematic review and survey.  We were also asked for 

our opinion on a proposed change to the data collection. In the case study 

phase in care homes, the study team felt that it might be more appropriate 

to interview relatives individually rather than in a focus group, as had been 

planned in the original proposal. The committee were asked to give their 

opinion on this, and I was happy to agree to this change as I felt it was a 

much more sensitive approach. This change was subsequently approved by 

the ethics committee. From my observations of the group, I am confident 

that the other members saw the benefit of having a lay member on board. 

They respected my contributions, I had an impact on changing some of the 

views in the group and I did not feel that my presence as a public 

representative was tokenistic.  

Challenges and difficulties 

Researchers took it for granted that all those sitting on steering groups 

were familiar with the role of committees, the way the project operated, 

who is involved, and how communication is maintained. I commented: 

“Different people seem to come and go to meetings.” I suggested an 

organisational chart be devised to describe the structure of the Approach 

study to include the different management groups, who was involved and 

how they knitted together. The resultant chart was a valuable tool for me 

and is subsequently being used in another study on Falls in which I am 

involved, and would be of value, I am sure, in other studies.  

 

Terminology was also problematic: for example, the word ‘steering’ did not 

explain the function of the group and eventually I realised it meant 

‘advisory’. A big difference in my book!  The steering group have now 
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become more aware of the importance of using less jargon when including 

public representatives and will incorporate this into any future studies.  

 

Advice to others 

If you get the opportunity to contribute to research I would say ‘Go for it’. 

My advice for researchers is that they should always have in mind the need 

to use everyday language. Definitely be aware of the dreaded acronym, it 

might be someone’s initials. I learned that listening for starters is preferable 

to thinking that you can influence everyone immediately. Find your feet, but 

don’t be afraid to challenge and do it well!   

 

John Willmott - University of Hertfordshire PIR group. 

 

For further information on the Approach study please contact: 

Sue Davies 

Research Fellow 

Centre for Research in Primary and Community Care (CRIPACC) 

University of Hertfordshire 

Hatfield AL10 9AB 

Tel: 01707 289375 

Email: s.l.davies@herts.ac.uk 
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Appendix 2 Systematic review tables 
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Protocol for a Systematic Review 

The effectiveness of integrated working between care home staff 

and NHS practitioners 

 

Aims and objectives 

 To review the effectiveness of integrated working between care 
home/nursing home staff and health care practitioners and evaluate their 

impact on the health and well being of older people in care homes. 

 To describe and evaluate interventions that aim to promote or facilitate 
integrated working between care home/nursing home staff and health care 

practitioners and evaluate their impact on the health and well being of 

older people in care homes. 

 To identify barriers to integrated working between care home/nursing 
home staff and health care practitioners and identify factors needed to 

achieve meaningful integration and partnership working. 

 To investigate the extent to which contextual factors, such as location, 
service providers, resources, shared infrastructures and professional roles 

influence the sustainability and effectiveness of integrated working. 

Inclusion criteria 

Types of studies 

For evaluating the effectiveness of the interventions we will focus on RCTs.  

However, if as if likely, there are insufficient RCTs we will widen the 
inclusion criteria to include all studies that include some element of 

evaluation.  For example: non randomised controlled trials, before/after 

studies with a prospective control, uncontrolled before/after studies and 

observational studies.   However, studies without a control will be used to 

describe and catalogue interventions rather than evaluate effectiveness.  In 
addition, to identify barriers to integrated working, we will include process 

evaluations and qualitative studies.  We will also search for action research 

but these studies will be treated as a separate group and not included in the 

main review.  

Types of intervention 

The review will include interventions that are designed to develop, promote 

or facilitate integrated working between care home or nursing home staff 
and health care practitioners and will include all residents and staff.  We will 

also include studies that compare integrated care with non integrated or 

‘usual’ care.   

The working definition of integration used for the review has been taken 
from a recent report by the Nuffield Trust (Rosen and Ham 2008).  They 

define integration as ‘a single system of needs assessment, commissioning 



 

© Queen’s Printer and Controller of HMSO 2013.  This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

         206 

Project 08/1809/231 

and/or service provision that aims to promote alignment and collaboration 
between the cure and care sectors.  The goals of integration are to enhance 

quality of care, quality of life, patient outcomes and efficiency in the use of 

resources’. 

The types of integration may include: 

Micro-level: close collaboration between different professionals and teams  

Meso-level: organisational or clinical structures and processes designed to 
enable teams and/or organisations to work collaboratively towards common 

goals (e.g. integrated health and social care teams) 

Macro-level: integration of structures and processes that link organisations 
and support shared strategic planning and development (e.g. merged 

provider organisations that span health and social care services) 

Evidence of at least one of the following characteristics of integrated 

working should be present for a study to be included in the review: 

 Clear evidence of joint working 

 Joint goals or care planning 

 Joint arrangements covering operational and strategic issues 

 Shared or single management arrangements 

 Joint commissioning at macro and micro levels 

Interventions that involve staff going in to provide education or training to 

care home/nursing home staff will be included as long as there is some 

indication of joint working or collaboration.  However, we will exclude 

studies where staff are employed specifically for the purpose of the study 

without consideration of how the findings might be integrated into practice 
(i.e. project staff introduced for a limited time to deliver a specific 

intervention).   

Types of participants 

Residents will include older people with cognitive impairment and multiple 
complex health needs.  The types of staff will include care home staff 

(qualified and unqualified) and primary health care workers including GPs 

and district nurses. 

Types of outcomes 

Outcomes of interest will include: 
 Health and well being of older people (e.g changes in health status, quality of life) 

 Outcomes related to service use (e.g. number of GP visits, hospital admissions) 

 Cost 
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 Process related outcomes (such as changes in quality of care, increased staff knowledge, 
uptake of training and education and professional satisfaction) 

 
Studies that include none of the above outcomes will be excluded. 

Identification of studies 

To identify studies for the review we will search the following electronic 
databases: Medline (PubMed), CINAHL, BNI, EMBASE, PsycInfo, DH Data, 

Kings Fund, Web of Science (WoS incl. SCI, SSCI, HCI) and the Cochrane 

Library incl. DARE. In addition we will use ‘lateral searching’ techniques 

such as checking reference lists of relevant papers, and using the ‘Cited by’ 

option on WoS, Google Scholar and Scopus, and the ‘Related articles’ option  
on PubMed and WoS  This is particularly recommended when searching for 

studies on complex interventions (Greenhalgh et al 2005). The electronic 

search strategy will be developed by the Information Scientist, RW, with 

input from the rest of the project team. Searches will be limited to 

published and unpublished English language studies.  There will be no date 

restrictions. 

 

As we are also including linked process evaluations, action research and 
qualitative studies we will not use any methodological search filters.  In 

addition, although our primary focus is on UK studies, the searches will not 

be restricted by country or type of health care system.  

 

Methods 

Study Screening 

Electronic search results will be downloaded into EndNote bibliographic 

software and, where possible, duplicates deleted.  Two reviewers will 
independently screen all titles and abstracts against the predefined inclusion 

criteria and check for agreement.  Full manuscripts of all potentially relevant 

citations will be obtained and these will then be screened independently by 

two reviewers using a screening form with clearly defined criteria.  The first 

stage of screening will involve identifying all studies which meet the criteria 
for intervention, participants and type of methods. These studies will then 

be separated into UK and non-UK, with the UK based studies forming the 

basis of the review. Non-UK studies will be referred to if there are too few 

UK studies, or if themes arise from the UK studies that we wish to explore 

further or validate in non-UK studies.  Any disagreements will be resolved 

by consensus or by discussion with a third reviewer. 

Data Extraction and Critical Appraisal 

For studies that meet the inclusion criteria data will be extracted onto a pre-
designed, and piloted, form.  Data extracted will include: 
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 Type of intervention (including aim, content, mode of delivery, intensity 
and duration) 

 Type of provider (including position, age, gender & race) 

 Type of setting (nursing home/residential home) 

 Type of control 

 Type of participants (including age, sex, race) 
 Type of outcomes  

 Type of study design 

 Level of integrated working (e.g. micro, meso, macro) 

 

Data will be entered into a specially designed database similar to those used 

by the researchers on previous reviews.  We will assess the methodological 

quality of studies using criteria based on those of the Cochrane 
Collaboration and the National Institute for Health and Clinical Excellence 

(Higgins 2006, NICE 2006).  For randomised controlled trials this will 

include: allocation concealment, blinding of outcome assessment, intention 

to treat analyses, losses to follow up and whether groups were balanced at 

baseline; and for controlled before/after studies: baseline measurement 
reported, protection against contamination and blinded assessment of 

primary outcome. Qualitative studies will be assessed using an adapted 

version of the ODPM quality assessment checklist (Spencer et al 2003). 

Other study designs (for example uncontrolled studies) will not be formally 

quality assessed but, because of the poorer quality of these studies, they 
will be used descriptively rather than for a formal evaluation of 

effectiveness. 

Analysis 

We will present a detailed tabular summary of the characteristics of studies, 
methodological quality of studies and, if appropriate, results. This will 

include data on research question, methods, participants and intervention.  

It is anticipated that there will be substantial heterogeneity in the types of 
intervention, setting, participants and outcomes.  It is, therefore, unlikely 

that pooling studies in a meta-analysis will be appropriate.  Instead we will 

report results narratively.  Where possible, that is where data are available 

in the paper, dichotomous outcomes will be presented as relative risks (RR) 

and continuous data as mean differences (MD). Both will be presented with 

95% confidence intervals.  Data in the evidence tables will be presented 
with an indication of whether the intervention had a positive effect (+), a 

negative effect (-), or no statistically significant effect (0). 

 In addition, we will document and refine a typology of integrated working 
models and identify relevant outcome measures.  If suitable qualitative 

studies are identified we will extract themes which will be used to generate 

a list of potential barriers and facilitators to integrated working. 
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Appendix 3 National care home 

survey
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Appendix 4 Ethics protocol 
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Appendix 5 Resident’s profiles, Visios, economic 

costs 
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Case study exemplars 
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Appendix 6 Validation event supporting 

documents and DROM 
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