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Purpose and Executive Summary (if paper longer than 3 pages)::  
This document describes why there is a requirement to invest in primary care, the 

issues that require resolution, the options considered and makes a recommendation 

that the Governing Body is asked to approve, provide funding and instruct 

implementation of the preferred option. 

The NHS planning guidance ‘Everyone Counts’ set out an expectation that every CCG 

should identify £5 per patient from its allocation for 2014/15 & use this to support 

practice plans for improving services for older people. This is intended to fund 

additional services over and above those provided by the new enhanced service and 

that compliments its objectives. 

A proportion of the investment has been allocated to the following: 

• Mainstreamed into the investment of two Emergency Multidisciplinary Unit 

(EMU’s) at Witney & Abingdon 

• Additional non-recurring investment into community nursing services whilst we 

match the services to evidenced good practice 

 

There is a further £1m for additional services to support managing older people. The 

criteria set for the investment is: 

• It must fund care for patients over 75 

• Its objective is to reduce hospital admissions 

• Services may be procured from practices individually or as federation, from 

community health and social care, third sector etc.  

 

As the UK population ages, GPs and NHS providers face the increasingly difficult 
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tasks of managing the complex needs of care home residents whilst there is an 

increasing pressure through the system. 

The Silver Book (Quality Care For Older People with Urgent & Emergency Care 

Needs) states that ‘Advance care planning and patient held records can support 

appropriate decision making in the contact of long term conditions management and 

end of life care’. 

There are 426,000 elderly and disabled people in residential care (including nursing) 

approximately 405,000 of whom are aged 65+ (Care of Elderly People Market Survey 

2013/14, Laing & Buisson, 2014) 

National evidence suggests that enhanced primary care medical services to care / 

nursing homes has had success in driving up the quality of care and reducing 

admissions / attendances to hospital and length of stay for patients where admittance 

to hospital is unavoidable. In nursing homes where there is no arrangement for a GP 

practice to provide weekly, routine visits and reviews, care is often reactive. 

Anticipated outcomes for service users echo those of the British Geriatric Society 

Commissioning Guidance 2013: 

‘Improved experience through high quality essential care and less disruption and 

stress caused to elderly patients by the reduction in the number of inappropriate 

secondary care attendances and admissions to hospital – delivered through the 

enhanced primary care service and supported by a comprehensive range of support 

services’ 

There are 108 care / nursing homes in Oxfordshire (40 care homes and 68 care 
homes with nursing) giving a total of 4,887 bed spaces. In 2013 -14 there were 2,482 
attendances to A&E, 2,196 non-elective admissions, and SCAS received 2,530 
emergency 999 calls for residents of care / nursing homes. 
 
Option 1 is a ‘do nothing’ approach where there is no requirement for investment. This 
is not the recommended option as this will not improve the quality of care and address 
the issue of increasing admissions / attendances to hospital for patients from care / 
nursing homes that are avoidable.  
 
Option 2 is pro-active medical support to care / nursing homes for a period of 12 
month. This is not the recommended option due to the short term nature of the 
proposal there is a risk that there will be limited support from GP Practices who will be 
unwilling to make substantial changes to provide this service if there is no continuity. 
 
Option 3 is a pro-active medical support to care / nursing homes for a period of 3 
years. This is the preferred option as evidence suggests that this service will improve 
the quality of care and reduce the increasing admissions / attendances where 
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admittance to hospital is avoidable. The increased length of time of the scheme 
demonstrates the commitment of Oxfordshire Clinical Commissioning Group (OCCG). 
 
Whilst the business case has been proceeding through the necessary approvals 
details, an outline of the proposed service and a high level specification has been 
shared with GP Practices and Care Home managers. Further stakeholder 
management has been underway which has included members of the project team 
attending locality meetings, initial discussions with the LMC, Local Authority & Care 
Home Support Service. In addition this scheme has been included within the ‘Better 
Care Fund’ bid 

Further to approval received from the F&I committee, Governing Body are requested 
to support the funding required for the delivery of Option 3 which will improve the 
quality of care and reduce the number of avoidable admissions / attendances to 
hospital for residents of care & nursing homes. 
 
Table 5 below provides a breakdown of the investment required for the three year 
period. Section 7.0 of the business case provides further clarification on the costs and 
cost reductions used to formulate this information. 
 

 
Year 1 

 

Year 2 
(3%  

Population 
Growth) 

Year 3 
(5% 

Population 
Growth) 

Costs    

GP Practices (977,400) (£1,006,722) (£1,057,058) 

Project Management   
(Band 8a, 0.25 WTE, 4 
months) 

(£4,492) N/A N/A 

Communications (£5,000) N/A N/A 

10% Contingency  (£90,000) (£91,031) (£95,583) 

Total Costs (£1,076,892) (£1,097,753) (£1,152,641) 

    

Cost Reductions    

Cost of A&E Attendances £99,118 £102,091 £107,196 

Cost of NEL Admissions £781,212 £804,648 £844,880 

Ambulance conveyance to 
A&E 

£147,610 £152,038 £159,640 

Ambulance see & Treat £18,244 £18,791 £19,731 

Medication Reduction £102,000 £105,060 £110,313 

Total Cost Reductions £1,148,184 £1,182,628 £1,241,760 

    

Net Cost  £71,292 £84,875 £89,119 

Table 5 
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1.0 Executive Summary  
 
This document describes why there is a requirement to invest in primary care, the issues 

that require resolution, the options considered and makes a recommendation that the 

Governing Body is asked to approve, provide funding and instruct implementation of the 

preferred option. 

The NHS planning guidance ‘Everyone Counts’ set out an expectation that every CCG 

should identify £5 per patient from its allocation for 2014/15 & use this to support practice 

plans for improving services for older people. This is intended to fund additional services 

over and above those provided by the new enhanced service and that compliments its 

objectives. 

A proportion of the investment has been allocated to the following: 

• Mainstreamed into the investment of two Emergency Multidisciplinary Unit (EMU’s) at 

Witney & Abingdon 

• Additional non-recurring investment into community nursing services whilst we match 

the services to evidenced good practice 

 

There is a further £1m for additional services to support managing older people. The criteria 

set for the investment is: 

• It must fund care for patients over 75 

• Its objective is to reduce hospital admissions 

• Services may be procured from practices individually or as federation, from 

community health and social care, third sector etc.  

 

As the UK population ages, GPs and NHS providers face the increasingly difficult tasks of 

managing the complex needs of care home residents whilst there is an increasing pressure 

through the system. 

The Silver Book (Quality Care For Older People with Urgent & Emergency Care Needs) 

states that ‘Advance care planning and patient held records can support appropriate 

decision making in the contact of long term conditions management and end of life care’. 

There are 426,000 elderly and disabled people in residential care (including nursing) 

approximately 405,000 of whom are aged 65+ (Care of Elderly People Market Survey 

2013/14, Laing & Buisson, 2014) 

National evidence suggests that enhanced primary care medical services to care / nursing 

homes has had success in driving up the quality of care and reducing admissions / 

attendances to hospital and length of stay for patients where admittance to hospital is 

unavoidable. In nursing homes where there is no arrangement for a GP practice to provide 

weekly, routine visits and reviews, care is often reactive. Anticipated outcomes for service 

users echo those of the British Geriatric Society Commissioning Guidance 2013: 

‘Improved experience through high quality essential care and less disruption and stress 

caused to elderly patients by the reduction in the number of inappropriate secondary care 
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attendances and admissions to hospital – delivered through the enhanced primary care 

service and supported by a comprehensive range of support services’ 

There are 108 care / nursing homes in Oxfordshire (40 care homes and 68 care homes with 
nursing) giving a total of 4,887 bed spaces. In 2013 -14 there were 2,482 attendances to 
A&E, 2,196 non-elective admissions, and SCAS received 2,530 emergency 999 calls for 
residents of care / nursing homes. 
 
Option 1 is a ‘do nothing’ approach where there is no requirement for investment. This is not 
the recommended option as this will not improve the quality of care and address the issue of 
increasing admissions / attendances to hospital for patients from care / nursing homes that 
are avoidable.  
 
Option 2 is pro-active medical support to care / nursing homes for a period of 12 month. This 
is not the recommended option due to the short term nature of the proposal there is a risk 
that there will be limited support from GP Practices who will be unwilling to make substantial 
changes to provide this service if there is no continuity. 
 
Option 3 is a pro-active medical support to care / nursing homes for a period of 3 years. This 
is the preferred option as evidence suggests that this service will improve the quality of care 
and reduce the increasing admissions / attendances where admittance to hospital is 
avoidable. The increased length of time of the scheme demonstrates the commitment of 
Oxfordshire Clinical Commissioning Group (OCCG). 
 
Whilst the business case has been proceeding through the necessary approvals details, an 
outline of the proposed service and a high level specification has been shared with GP 
Practices and Care Home managers. Further stakeholder management has been underway 
which has included members of the project team attending locality meetings, initial 
discussions with the LMC, Local Authority & Care Home Support Service. In addition this 
scheme has been included within the ‘Better Care Fund’ bid. 
 
Further to approval received from the F&I committee, Governing Body are requested to 
support the funding required for the delivery of Option 3 which will improve the quality of care 
and reduce the number of avoidable admissions / attendances to hospital for residents of 
care & nursing homes. 
 
Table 5 below provides a breakdown of the investment required for the three year period. 
Section 7.0 provides further clarification on the costs and cost reductions used to formulate 
this information. 
 

 
Year 1 

 

Year 2 
(3%  Population 

Growth) 

Year 3 
(5% Population 

Growth) 

Costs    

GP Practices (977,400) (£1,006,722) (£1,057,058) 

Project Management   
(Band 8a, 0.25 WTE, 4 
months) 

(£4,492) N/A N/A 

Communications (£5,000) N/A N/A 

10% Contingency  (£90,000) (£91,031) (£95,583) 

Total Costs (£1,076,892) (£1,097,753) (£1,152,641) 

    

Cost Reductions    

Cost of A&E Attendances £99,118 £102,091 £107,196 
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Cost of NEL Admissions £781,212 £804,648 £844,880 

Ambulance conveyance to 
A&E 

£147,610 £152,038 £159,640 

Ambulance see & Treat £18,244 £18,791 £19,731 

Medication Reduction £102,000 £105,060 £110,313 

Total Cost Reductions £1,148,184 £1,182,628 £1,241,760 

    

Net Cost  £71,292 £84,875 £89,119 
Table 5 

2.0 Reasons for Investing In This Project 
As the UK population ages, GPs and NHS providers face the increasing difficult tasks of 

managing the complex needs of care home residents whilst there is an increasing pressure 

through the system. 

There are 426,000 elderly & disabled people in residential care (including nursing) 

approximately 405,000 of whom are aged 65+ (Care of Elderly People Market Survey 

2013/14, Laing & Buisson, 2014) 

2.1 Strategic Context 

Evidence shows that patients in nursing homes have higher needs than other patients for 

essential medical cover as their needs are complex & changeable. In the last 20 years there 

has been a significant increase in the level of dependency in this population due to the shift 

away from long term hospital care & the advent of new technologies & treatments, such as 

PEG feeding. The resident care home population is ageing: in 2011, people aged 85 and 

over represented 59.2% of the older care home population compared to 56.5% in 2001 

(Changes in the Older Resident Care Home Population between 2001 & 2011. Office for 

National Statistics 2014) 

The project will work alongside The Care Home Support Service (CHSS), who work in 

partnership with care home staff in all care homes – nursing and residential, with the main 

focus of supporting care homes to improve the care of their residents. A review will be 

undertaken to ensure that the existing care home support service and pro-active medical 

support to care / nursing homes work together coherently without duplication ensuring best 

value for money. 

In nursing homes where there is no arrangement for a GP practice to provide weekly, routine 

visits and reviews, care is usually reactive with GP input only when there is a crisis rather 

than timely input to prevent or, at least plan for the crisis. Anticipated outcomes for service 

users echo those of the British Geriatric Society Commissioning Guidance 2013: 

‘Improved experience through high quality essential care and less disruption and stress 

caused to elderly patients by the reduction in the number of inappropriate secondary care 

attendances and admissions to hospital – delivered through the enhanced primary care 

service and supported by a comprehensive range of support services’ 

• Minimisation of predictable acute events – for example urinary tract infections and 

pneumonia through education and training delivered by a comprehensive range of 

specialist support services 
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• Avoidance of unnecessary progression of long term conditions coupled with a 

reduction in adverse drug events/reactions and the unnecessary burdens of 

irrelevant treatments and polypharmacy – supported by a medicines management 

team 

• Reduced risks of falls, fractures and other injuries through education and training 

delivered by a comprehensive range of specialist services 

• Enhanced autonomy and involvement in decisions about care, place of care and 

place of dying by increasing use of care planning tools, delivered through the 

enhanced primary care service and supported by a comprehensive range of support 

services 

• Reduced fear of dying and enhanced experience of dying for residents and their 

families through education and training to care home staff delivered by a 

comprehensive range of specialist end of life services 

• Analysing and integrating services with the current Care Home Support Service 

provided by Oxford Health Foundation Trust 

 

National evidence suggests that enhanced primary care medical services to care / nursing 

homes has had success in driving up the quality of care and reducing admissions / 

attendances to hospital and length of stay for patients where admittance to hospital is 

unavoidable. Rationalising the delivery of care (by aligning every care home with a named 

practice and GP) has proved to provide major economies of scale, by example, removing 

multiple consultations per visit and providing a more co-ordinated management of long term 

conditions. Further to this it provides continuity of care to the patient and results in a better 

service overall. 

The results of the Care Homes’ uses of medicines study found that 69.5% of residents 

involved in the study had experienced one or more medication errors. The average care and 

nursing home resident is prescribed more than 7 medicines. The Audit Commission report of 

1994 ‘A Prescription for Improvement’ stated that between 3-5% of all hospital beds are 

occupied by people suffering wholly or largely from conditions related to adverse drug 

reactions. 

This proposal aims to address the specific additional primary healthcare needs of patients in 

residential care and nursing homes, recognising the benefits of working in partnership with 

the home, and noting the additional input required from GP practices to ensure the highest 

quality of care and to avoid unnecessary hospital admissions. 

2.2 Current Position 

There are 108 care homes in Oxfordshire (40 care homes and 68 care homes with nursing) 
giving a total of 4,887 bed spaces. In 2013 -14 there were 2,482 attendances to A&E, 2,196 
non-elective admissions, and SCAS received 2,530 emergency 999 calls for residents of 
care / nursing homes. 
 
All patients in residential care and nursing homes are entitled to register with a GP on arrival 

at a home and it is the responsibility of the care / nursing home to ensure that patients (and 

their relatives/carers if appropriate) are informed about their options in choosing a GP 

practice. This model of care recommends that each care / nursing home should be the 

responsibility of a specific GP practice with as many patients as possible registered with the 

practice .In addition, there will be a named GP who will provide the regular care thus 
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enabling delivery of care to the patients in the home in the most coordinated and efficient 

way. 

A practice will only be eligible under this scheme if more than 70% of residents are 

registered as permanent patients at the nursing home and willing to accept 100%. Practices 

with less than 70% of patients will be expected to continue to provide usual services as 

normal but will not be eligible for additional funding under this scheme. The rationale for this 

is that the best opportunity for individualised care planning and patient management derives 

from a level of trust, mutual understanding between care home staff, patient and GP.  

Temporary patients should remain under the care of their own GP if local or the practice 

providing the service but, unless clearly a respite admissions, patient should be registered 

as permanent if staying for more than one month. (Clarification with regards to this is being 

sought from NHS England) 

Three examples of where the model has been successful are as follows: 

• In year one a pilot conducted in Yorkshire and Humber NHS, there was a reduction in 

emergency admissions of 6 admissions per 100 care home beds (approximately 9%) 

compared with the year before. In addition, the number of A&E attendances fell by 3 

attendances per 100 care home beds (approximately 10%) compared to the year 

before. 

• Bath and North Somerset CCG has an enhanced service in place which sees GPs 

making regular ward round visits to nursing homes. This service now in the second 

year of a trial period, has seen the number of nursing home residents (registered with 

a BaNES GP) admitted to the RUH in Bath decrease by 40% since April 2012 

• In East Cheshire, the introduction of one dedicated GP session per week via a 

contracted Local Enhance Service to a Nursing Homes has shown a statistically 

significant reduction in admission to hospital. The study (reported this year) 

concluded that of this trend can be replicated on a larger scale residents should 

benefit from having consistent care and avoid potentially distressing hospital stays. 

Additionally, fiscal and resource benefits should be seen 

 

Whilst the business case has been proceeding through the necessary approvals details, an 

outline of the proposed service and a high level specification has been share with GP 

Practices and Care Home Managers. Further stakeholder management has been underway 

which has included members of the project team attending locality meetings, initial 

discussion with the LMC, Local Authority & Care Home Support Service.  

2.3 Service Overview 

All practices are expected to provide essential and those additional services they are 

contracted to provide to all their patients. This proposal is designed to cover additional 

aspects of clinical care of the patient which are beyond the scope of Essential Services, the 

Quality & Outcomes Framework, and Directed Enhanced Service and any other service 

provided within the OCCG Primary Care Contract.  

All patients (existing and newly arrived at the home) will be invited to register with the GP 

practice that is responsible for the home as soon as possible. Registration with the practice 

caring for the home will be at the informed choice of the patient.  Awareness of the Mental 
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Capacity Act 2005 that states ‘Mental Capacity is decision and time specific: can the person 

make this decision at this time’ must be taken into account at all times. 

Participating practices will be expected to undertake a service that will comprise of the 

following areas: 

A. Initial assessment of new care / nursing home residents 

B. Medication reviews 

C. Anticipatory Care Planning 

D. A weekly scheduled visit by the usual GP for all patients needing a review  

E. 6 monthly Clinical Governance Meetings 

F. Deliver flu vaccinations 

 

A – Initial assessment of new nursing home residents 

All newly arrived patients in the home will receive a face to face assessment by the GP 

within 2 weeks of arrival. The assessments will include the following: 

• Current concerns of care / nursing home staff, patient and/or relatives 

• Face to face assessment of patient 

• Ensuring medication correct (see below) 

• Baseline information captured – care home staff should already have documented on 

admission and recorded 

• Arrangements for chronic disease review, including inclusion on QOF registers, 

appropriate monitoring and exception-coding indicated 

• Mental health review, including evidence of depression and dementia. A GPCOG is 

recommended if dementia is suspected which may be carried out by trained care 

home staff. A depression questionnaire may also be useful if depression is suspected 

which can also be carried out by trained care home staff 

• Risk of falls and to consider fracture prevention where appropriate 

• Nutritional status including any problems with chewing / swallowing – Care home 

should already have documented weight on admission and monthly thereafter 

• Continence – Care home staff should already have documented on admission 

• Visual or hearing impairments – Care home staff should already have documented 

on admission 

• Status of skin and management of any skin problems and wounds 

• Any additional specific needs including palliative care and end of life care 

• Ensuring preparation for Proactive Care Plans are underway 

 

B – Medication Reviews 

Residents of nursing homes often have multiple chronic conditions and are taking multiple 

medications. They are currently unlikely to receive the benefit of Medicines Use Reviews 

due to living in a home and may be exception reported from QOF due to co-morbidities or 

advanced dementia. There is strong evidence of the health benefits and cost effectiveness 

of regular medication reviews. As part of this service, all patients in the nursing home should 

have a review of medication at first encounter with patient after admission, at 3 months and 

6 monthly thereafter. All changes should be clearly communicated with all parties involved in 
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the care of the patient and the patient / relative as appropriate and the rationale documented 

in the patient medical record.  

Practices need to ensure that the visiting GP is aware of when medication reviews are due 

so these can happen to the agreed schedule and review date updated once completed. 

Initial and 3 month medication review 

A printed list of medication taken from a GP medical summary +/- hospital discharge 

summary, +/- a photocopy of a hospital drug chart should be provided on admission and the 

GP is advised to not accept medication that is a handwritten list transcribed from anyone 

else due to the risk of error in drug dose or name.  

• Any inappropriate medication should be stopped or changed if no clear indication to 

continue particularly ‘specials’ and red/blacklisted drugs under the OCCG Traffic 

Light System 

• In most cases, a GP will wish to wait for the patient’s full medical record to arrive 

before deciding about stopping some drugs and a further medication review should 

take place 3 months after admission in the expectation that the medical records will 

be available 

• Medications not clearly indicated or considered no longer necessary (esp. anti-

psychotic medication, drugs with anticholinergic effects, antidepressants, hypnotics & 

anxiolytics; diuretics; should be reduced slowly and discontinued if all well 

• Where life expectancy is limited, medications to reduce longer term risk in chronic 

disease (e.g. statins; anti-hypertensives) should be reviewed and consideration given 

to stopping especially if side effects may be outweighing benefits (e.g. postural 

hypotension / falls in those on anti-hypertensives) 

• Analgesics – review of efficacy, step-up or down especially where side effects e.g. 

constipation, may be outweighing benefits. However, all patients should have 

adequate analgesia where indicated 

• Drug monitoring requirements 

• Use of most cost-effective alternatives and ensuring all medication is consistent with 

Oxfordshire prescribing guidelines 

• Wound management is consistent with ONPOS formulary unless non-ONPOS items 

are advised to continue under on-going monitoring from the local Tissue Viability 

Service 

 

6 monthly medication reviews 

These should be carried out along the same principles thereafter. 

C – Anticipatory Care Planning 

All patients in the home should have a care plan agreed within 4 weeks of arrival at the 

home. A care plan should be agreed with the patient and/or their relatives/carers (as 

appropriate) and by the care home supplying an information letter for the patient / relative to 

complete indicating their wishes (Thinking Ahead Form).  The care home staff should ensure 

that this is completed and supplied to the GP within 4 weeks of admission, preferably in time 

for the face to face initial assessment. The GP is responsible for completing the care plan 
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and copies should be in the medical record and in the care home and should include an 

easily accessible summary sheet clearly outlining action to be taken in the event of 

exacerbation of the patient’s condition. Patients and their families can decline to contribute to 

a care plan and this should be documented / coded, but the written care plan should still be 

completed by the usual GP and coded. 

Proactive Care Plans should include resuscitation status and where a patient expresses a 

preference not to be resuscitated, a DNACPR form should be completed and the lilac copy 

lodged with the nursing home staff. The DNACPR form should also travel with the patient 

record if the patient moves to another care setting. 

The GP will ensure that the Out of Hours (OOH) service is notified of Proactive Care Plans 

including the summary sheet and resuscitation status. 

Practices can choose which of the approved OCCG forms they wish to use as long as the 

patient / family wishes are included / documented and there is adequate documentation so 

that it is clear to care home staff when and in whom it would not be appropriate to summon 

an ambulance for hospitalisation. Instead the expectation would be to discuss the patient’s 

situation with the GP practice or OOH GP. It is recommended that the GP ensures the care 

home has a system in place to ensure that even unfamiliar staff can access this information 

readily at any time. 

All care plans should be reviewed at regular intervals as clinically appropriate and discussed 

with patients / their relatives as required. 

Where there is an advanced care plan indicating the patient is for palliative care only and not 

for acute hospital admission, it is expected that a GP from the practice or OOH GP is 

consulted before an ambulance is called or an acute hospital admission is arranged. 

D -Liaison with Acute Hospital in the Event of an Unscheduled Admission 

Whenever possible the GP will be called prior to admission. If this is not possible the GP 

practice should be made aware of any unscheduled admission by the care home as soon as 

possible after the event. A summary of the patient’s past medical history (active and past 

significant problems), current medication and allergy history should be faxed or emailed to 

the admissions office if not already made available. The summary should include the 

practice letterhead and an email address for the practice which the hospital can use to 

communicate with the practice in a prompt and responsive way.  Liaison with senior staff at 

the hospital caring for the patient should take place after 48 hours to ensure a prompt 

discharge back to the nursing/care home can be facilitated at the earliest, appropriate 

opportunity. 

E – A Weekly Scheduled Visit by the Usual GP for All Patients Needing a Review 

Practices responsible for supporting a care / nursing home will be expected to organise 

scheduled weekly visits to the home with dedicated time as appropriate to meet the needs of 

the patients. The usual GP should be a partner or salaried GP or long-term locum and the 

weekly visit should not be delegated to a short-term locum or training GP. A GP Registrar 

should have the opportunity to work with the usual GP in a care / nursing home and when 
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deemed sufficiently experienced and trained, may occasionally stand in for the usual GP but 

the practice should provide a GP mentor to supervise / debrief after the visit.  

During this session, the GP will be able to see patients who: 

• Have become unwell  

• Follow up those who have had a recent illness 

• Discuss patient management issues with staff 

• Plan future care of patients 

• Carry out initial assessments of new patients  

• Develop care plans 

These routine visits should be recorded as a consultation in a nursing home as opposed to a 

home visit to distinguish the routine scheduled visit from separate urgent calls to a care 

home and fulfil the obligations of the Mental Capacity Act 2005, Safeguarding and DOLS 

(Deprivation of Liberty Safeguards) and reporting all concerns to the appropriate authorities.  

Care / Nursing homes should help make best use of the time by the following: 

• Complete a patient list of those to be seen/discussed with supporting information 

• Ensure good liaison with the practice so that patients who need to be examined are 

ready in a private room for the GP visit 

• Ensure all information on new admissions is collected in advance and follow up to 

data (e.g. to support advanced care planning) is made available 

• Appropriate records of the visit should be made by all relevant parties and 

maintained as necessary 

• Ensure patients who are declining and who  might reasonably be expected to die are 

reviewed at appropriate intervals by the usual even if no action is required so as to 

meet the requirements for completing a death certificate 

GP’s will also be expected to respond to requests to visit a patient who needs medical 

attention outside the scheduled visit times, but it is expected that the number of unplanned 

visits will reduce as proactive management of patients in partnership with the home 

becomes routine. 

F – 6 Monthly Clinical Governance Meetings 

Participating practices will be required to meet on a 6-monthly schedule with the Care / 

Nursing Home Manager and relevant staff to discuss a range of clinical governance issues 

as below and document key points of note: 

• Review unplanned admissions to hospital and agree actions in response including 

system changes 

• Review patient deaths 

• Review any serious incidents in the home affecting individuals 

• Update any relevant local policies or protocols 

• Plan for seasonal initiatives such as flu/pneumococcal vaccinations 

• Review the quality of communication between the practice and the home, and with 

other health or social care providers 

• Discuss OCCG provided comparative data for other care homes on prescribing, 

unplanned admissions, place of death and other comparators and provide any 

comments or action plans to address any issues of concern 
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Responsibilities of Care / Nursing Home Manager 

The care / nursing home manager will be expected to support proactive GP involvement for 

their homes and provide feedback to relevant bodies of any concerns as follows: 

• Arrange for a patient to be registered with the nominated GP practice under this 

scheme as soon as possible upon arrival in the home unless the patient is choosing 

to stay with another GP practice 

• Ensure that summary patient information from the patient’s previous practice, 

including list of medications, is available to the GP within 3 days of the patient’s 

arrival in the home 

• Seek information from the patient or their relatives on their current situation, 

preferences and concerns and provide to the GP 

• Ensure that accurate, upto date nursing records are kept on medical conditions, 

health care and medication and that all staff caring for the patient can access these 

records 

• Make sure that the patient’s medication record and any new hospital provided or 

community service information is made available to the GP when visiting the patient 

• Provide the GP with a list of patients with queries/issues prior to every weekly visit 

using a secure method of communication 

• With the GP to address medication issues in order to reduce prescribing errors and 

promote high quality and cost effective prescribing 

• Make all reasonable efforts (including stating clearly to reception / other telephone 

staff when an urgent response is required) to contact the responsible GP practice 

during core hours, or OOH GP outside core hours, before arranging for a patient to 

be admitted urgently to hospital 

• Ensure that any healthcare practitioner attending in the event of an emergency is 

aware of the existence of a patient’s Proactive Care Plan including summary and 

DNACPR form and can access them. Where an advanced care plan is already in 

place indicating that the patient is for palliative care and acute hospital admission is 

to be avoided, a hospital admission should only be arranged after review by a GP. 

• Contact the GP prior to considering an acute admission, if this cannot be undertaken 

notify the GP practice as soon as possible so that a summary of the patient’s medical 

record may be sent to the hospital team caring for the patient 

• To facilitate hospital discharge by accepting patients back from hospital as soon as 

they are ready for discharge and notifying the GP practice when the practice has 

been discharged. 

• Enable patient’s relatives to be present during GP visits (if appropriate and with the 

consent of the patient) and facilitate communication of concerns or queries from 

relative to the GP 

• Make all staff familiar with the materials produced by OCCG and the Care Home 

Support Service for advice to care home staff about management of common 

conditions and how to relay appropriate information when consulting with a GP 

• Provide and train staff in nursing homes to be able to: 

o Carry out male and female catheterisations 

o Use of an auriscope to check for ear wax 

o Use of urine testing strips for possible infection 
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o Ensure suitable staff have the ability to carry out a GPCOG assessment and 

a depression screen using a standard form 
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3.0 Business Options 
 
Following extensive clinical engagement, the following options have been identified for 

consideration. If we are to improve assessment and care of the elderly in our residential 

homes then we are going to need a more integrated proactive service, therefore Option 3 is 

considered to be the preferred option for which we are requesting endorsement and funding. 

Option High Level Option 
Description 

Is this 
option 
Feasible 

If Feasible Will 
Delivering This Option 
Impact on Patient 
Quality of Care 

1 Do Nothing No changes to the current 
service 

� 
Yes, 
Negative 

2 12 month contract 
for Proactive GP 
Support 

Additional aspects of clinical 
care of the patient which are 
beyond the scope of essential 
services, QOF,DES & any 
other service provided within 
the OCCG Primary Care 
Contract for a period of 12 
months 

? 
Yes, 
Positive 

3 Three year 
contract of 
Proactive GP 
Support 

As option 2 for a period of 3 
years 

� 
Yes, 
Positive 

Table 1 

KEY: 

� � � � = Not Realistically Feasible 

?     = May be Feasible but Would Have a Number of Dependencies / Drawbacks 

����    = Feasible Option with Few Dependencies / Drawbacks     

 
Each of the options listed in Table 1 above are further expanded and analysed. The 
impacted areas, timescales, costs and risks associated with implementing the preferred 
solution are then outlined in sections 4, 5 and 6 respectively.  
 

3.1 Business Options Impact on Patient Quality of Care 

The purpose of this section is to expand and clarify how patient quality of care will be 
impacted should the option that has been identified as feasible or potentially feasible be 
selected and approved to proceed to delivery – 

• During delivery of the project 

• After the project has been delivered 

3.2 Evaluation of Business Options 

Each of the 3 options presented in section 3 is evaluated using the following approach – 

• an analysis of the benefits of implementing the option 

• an analysis of the drawbacks of implementing the option 
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3.3 Benefits 

Table 2 below list all the main benefits of the three options 
 

Key Benefits 
Potential Benefit Option 

1 
Option 
2 

Option 
3 

How will Benefit Be 
Measured 

1 No investment required 
� - - 

Funds available for 
commissioning other 
services 

2 Facilitate the shift from 
‘active’ management to pro-
active care & improving 
patient care 

- � � 

Reduction in number of 
GP callouts to care / 
nursing homes 

3 Delivering pro-active health 
care based on regular visits 
& contacts to reduce crisis 
management and any further 
functional deterioration 

- � � 

Reduction in number of 
attendances to 
A&E/EAU  

4 Providing high quality care to 
residents in care / nursing 
home settings 

- � � 

 

5 Improve communication 
between all parties involved 
in providing care and those 
receiving it with the aim of 
delivering integrated care 

- � � 

 

6 Enable greater working in 
partnerships with all 
providers of health & social 
care across Oxfordshire 

- � � 

 

7 Improve the quality of service 
to patients in the form of 
comprehensive & formalised 
assessment and formation of 
an individual Advanced Care 
Plan for each resident 

- � � 

Increase the number of 
residents with ACPs 

8 Signposting & referral to 
appropriate community 
based alternatives to acute 
hospital care 

- � � 

Reduction in number of 
attendances to 
A&E/EAU 

9 Increasing the quality of care 
given to patients, by 
improved co-ordination and 
forward planning 

- � � 

The majority of care 
provided for residents 
provided at planned 
weekly visits 

10 Avoiding unnecessary 
emergency admissions and 
A&E / EAU attendances  - � � 

Reduction in number of 
attendances and 
emergency admissions 
for patients from care / 
nursing homes  

11 Reduced number of 999 calls 
from care / nursing homes 

- � � 
Reduction in number of 
999 calls 

12 Improved care by supporting 
care / nursing home staff 
with management guidelines 

- � � 
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13 Reduction in the number of 
safeguarding incidents within 
care / nursing homes 

- � � 
Safeguarding concerns 
highlighted in a more 
timely manner 

14 Reduced number of 
prescriptions 

- � � 
Reduced prescription 
costs 

15 Improved end of life 
experience through 
advanced care planning 

- � � 
Increase in the number 
of residents dying in 
their preferred place 

16 GP decisions can be based 
on experience of patient over 
time 

- � � 
 

17 Care Home staff have a 
source of medical providing 
better patient care in usual 
place of residence 

 � � 

Fewer inappropriate 
consultations and 
hospital attendances / 
admissions 

Total No. of Benefits 1 16 16  
Table 2 

 

3.4 Drawbacks 

Table 3 below list all the main drawbacks of the three options 
 

Key Drawbacks 
Potential Drawback Option 

1 
Option 
2 

Option 
3 

How will Drawback Be 
Measured 

1 Potential capacity issues in 
smaller practices 

- �  � 
 

2 Long term funding required - - �  

3 Changes to GP practice list 
and the associated impact on 
GMS income 

- � � 
 

4 Additional pressures to 
current capacity in practice 
due to on-going recruitment 
issues 

- � � 

 

5 Requirement to carefully 
manage transfer of patients 

- � � 
 

6 Requirement for monitoring 
to ensure quality & consistent 
delivery of service 

- � � 
 

7 Lack of support for service 
from GP practices due to 
short term nature of funding 

- � - 
No. of GP practices 
signing up to the 
proposed service 

8 No Change or improvement 
to current service 

� - - 
 

Total No. of Drawbacks 1 6 6  

 

3.5 Proposed Option Summary 

Table 4 below outlines the 6 key benefit criteria against which the 3 proposed options have 
been compared / benchmarked. Each key benefit criteria has been allocated a percentage 
weighting indicating its overall importance within a total 100%. Each option has been 
allocated a score of 0 through 5 based on the following criteria where –  
 5 = Meets all aspects of the identified key benefit 
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 4 = Meets most aspects of the identified key benefit 
 3 = Meets at least half of the aspects associated with the identified key benefit 
 2 = Meets less than half of the aspects associated with the key benefit 
 1 = Barely meets any aspect of the identified key benefit 
 0 = Does not meet any aspect of the identified key benefit 
 

Weighted Analysis of Options 1 - 3 

Main Benefits That Need to 
Be Achieved 

Weighting 

Option 

1 2 3 

Do 
Nothing 

12 month 
contract for 

Proactive GP 
Support 

Three year 
contract of 

Proactive GP 
Support 

1 Patient Safety / 
Experience 

25% 2 5 5 

2 Buy in / support from GP 
Practices 

15% 0 2 5 

3 Achieving consistency 
and on-going proactive 
support 

10% 0 3 4 

4 Continuing benefit for 
patients 

10% 0 2 4 

5 A&E attendance & 
admission avoidance 

15% 0 4 4 

6 Quality of Care 25% 3 5 5 

Weighted Total 100% 1.25 3.9 4.65 

Table 4 

4.0 Impacted Business Areas 
A review has been undertaken to identify likely impacts on key external stakeholders that are 
likely to occur or will be required during the actual delivery of Business Option 2 or 3. These 
likely impacts are highlighted in Figure 1 below: 
 

Project Impact Checklist 

Impacted Stakeholders 
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GP Practices H     

Care / Nursing Homes H     

Care Home Support Service   L L  

Out of Hours (OOH) GP Service L  L L  

SCAS - 999   L L  

SCAS - 111   L L  

Emergency Department & EAU   L L  
Figure 1 

Key 
Red – High Impact 
Amber – Medium Impact 



 
Oxfordshire Clinical Commissioning Group 

          Page 19 of 25 

 

Green – Low Impact 

5.0 Timescales 
The timescales for delivering Business Option 3 (3 year contract of pro-active GP support) is 
outlined in the high level plan as per figure 2 below: 
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Business Case Submission & 
Approval 

                    
     

Discussion with LMC to Finalise 
Service Specification & pricing 

                    
     

Contract Variations & Renewal of 
contracts 

                    
     

Marketing / Communications                     
     

Project Go-Live                     
     

Figure 2 

6.0 Major Risks 
The major risks of delivering this project are outlined in table 3 below: 
 

Risk Owner Mitigating Action 
Impact 

(1-5) 

Likelihoo
d 

(1-5) 

Project 
Risk 

Rating 

Post 
Mitigatio
n Rating 

Not all care homes 
covered by a GP 
Practice 

Project 
Manager 

Significant impact could 
still be achieved if not all 
homes taken up. Option 
to seek support 
elsewhere e.g. 
community pharmacy for 
some elements 

3 3 9 4 

Patient management 
not co-ordinated across 
all agencies 

Project 
Manager 

Close monitoring of 
impact of the scheme 
working with all 
agencies to obtain 
feedback  

4 3 12 4 

Impact of service does 
not reach expectation 

Project 
Manager 

Review every month 
initially and where 
required make 
necessary  implement 
changes to the service 

5 2 10 5 

Reluctance of care 
home provider 
engagement 

Project 
Manager 

Providers to be engaged 
in the process 3 1 3 1 

Reluctance of GP 
engagement 

Project 
Manager 

Option to seek support 
elsewhere e.g. open it 
up to other GP practises 
in the area 

5 3 15 5 

Table 3 



 
Oxfordshire Clinical Commissioning Group 

          Page 20 of 25 

 

7.0 Financial Analysis 
Investment will be required to support the proposed service and initial investment will be 
required to provide project management support as part of the implementation. 

7.1 Cost of Service 

Below in figure 3 are four options for the costing of the service. Option C is recommended. 
 

Type of home
Number of 

beds

Payment per 

bed p.a.
Cost

Payment per 

bed p.a.
Cost

Payment per 

bed p.a.
Cost

Payment 

per bed p.a.
Cost

Nursing Homes 3,738 £225 £841,050 £220 £822,360 £200 £747,600 £225 £841,050

Residential Care 1,149 £120 £137,880 £150 £172,350 £200 £229,800 £225 £258,525

4,887 £978,930 £994,710 £977,400 £1,099,575

Option A Option B Option C Option D

 
Figure 3 

Practices will not be eligible for this enhanced service if they are already receiving a retainer, 
other payment or PMS premium that covers any element contained in the service 
specification unless this payment ceases by the time the practice signs up for the scheme.  
Nursing Homes will be notified about the introduction of this scheme and practices that apply 
to provide enhanced care for any care home will be notified to the care home concerned for 
their acceptance. Both practice and care home would be required to sign a declaration that 
there is no private arrangement for any retainer or other payment by the care home to the 
practice or any GP partner/employee of the practice for any element of this enhanced 
service from the date of signing up. 

7.2 Cost Reductions 

The Yorkshire and Humber pilot also conducted a bed usage survey which showed that up 

to 25% of admissions from care homes were avoidable. 40% of emergency admissions were 

exacerbation of Long Term Conditions. A complete audit cycle from eastern Cheshire has 

seen a significant reduction of 68.6% in hospital admissions after GP visits. 

A local retrospective audit undertaken in South East Oxfordshire suggested that 

approximately 29% of the admissions to hospital from local care homes were avoidable and 

this is the figure that has been used for the calculations of reduction in costs. Marginal Rate 

needs to be applied to the reductions in costs. On the 26th November 2014 NHS England 

and Monitor launched a consultation on changes to the NHS payment system. Among the 

new proposals is revising the Marginal Rate rule (MRET) from 30:7) to 50:50. The proposed 

changed rate has been applied to the reduction in costs detailed in table 4 below. A list of 

the costs per care / nursing home is detailed in Appendix A. 

 
2013-14 Costs 29% Reduction 

50% Reduction 
(marginal rate 

applied) 

Cost of A&E Attendances £341,788.40 £99,118.64 £99,118.64 

Cost of NEL Admissions £5,387,671.12 £1,562,424.62 £781,212.31 

Cost of Excess Bed Days £493,365.00   

Ambulance Conveyance to A&E £509,000.00 £147,610.00 £147,610.00 

Ambulance See & Treat £62,910.90 £18,244.16 £18,244.16 

Medication Reduction (£1K per 
home) 

 
£102,000.00 £102,000.00 

Total Cost / Saving £6,222,824.52 £1,929,397.42 £1,148,185.11 
Table 4 
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At the present time there are further reductions in costs which have not been included within 

the table above as these have not been quantified. These costs are: 

• Reduction in Out of Hours (OOH) Calls 

• Reduction in Excess bed days due to shorter admissions with better care planning on 

discharge from hospital 

7.3 Financial Breakdown 

This project is to improve the quality of care through proactive medical support to care / 
nursing homes, table 5 below details the costs of implementing this service over a 3 year 
period.   
 

 
Year 1 

 

Year 2 
(3%  Population 

Growth) 

Year 3 
(5% Population 

Growth) 

Costs    

GP Practices (977,400) (£1,006,722) (£1,057,058) 

Project Management   
(Band 8a, 0.25 WTE, 4 
months) 

(£4,492) N/A N/A 

Communications (£5,000) N/A N/A 

10% Contingency  (£90,000) (£91,031) (£95,583) 

Total Costs (£1,076,892) (£1,097,753) (£1,152,641) 

    

Cost Reductions    

Cost of A&E Attendances £99,118 £102,091 £107,196 

Cost of NEL Admissions £781,212 £804,648 £844,880 

Ambulance conveyance to 
A&E 

£147,610 £152,038 £159,640 

Ambulance see & Treat £18,244 £18,791 £19,731 

Medication Reduction £102,000 £105,060 £110,313 

Total Cost Reductions £1,148,184 £1,182,628 £1,241,760 

    

Net Cost  £71,292 £84,875 £89,119 
Table 5 
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8.0 Benefits Realisation 
 

Performance 
Indicator 

Target Baseline 
Position 

Evidence Base Frequency of 
Assessment 

Reduction in the 
number NEL 
(None Elective) 
hospital 
admissions for 
residents care / 
nursing homes 

29% 2120 per annum SUS Monthly 

Reduction in the 
number of NEL 
attendances 

29% 2399 per annum SUS Monthly 

Reduction in 
number of 999 
calls from Care / 
nursing homes 

29% 2530 per annum SUS Monthly 

Increase the 
number of 
patients with 
Anticipatory 
Care Plans 

100% 
To be advised 
by Care Home 
Support Service 

To be 
determined as 
part of the DES 

Quarterly 

9.0 Checklist 
 

Quality Impact Assessment 
Completed? 

  

Information Governance / 
Privacy Assessment 
Completed? 

  

Equality Impact Assessment 
Completed? 

  

MRET calculations checked 
and correct? 

  

Reviewed by Finance? 

  

Reviewed by Business 
Intelligence? 

  

Reviewed by Contracting & 
Procurement? 

  

Reviewed by Project and 
Programme Clinical Leads? 
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Reviewed by PMO? 

  

10.0 Sign-Off 
The business case will be formally agreed and dated at the Programme Management Board 
 

Quality Sign Off 

Date Signed Off 
 

Name (Medical Director) 
 

Signature 
 

Date Signed Off 
 

Name (Director of Delivery & Localities) 
 

Signature 
 

 

Finance Sign Off 

Date Signed Off 
 

Name (Director of Finance) 
 

Signature 
 

 

Programme Management Board Sign Off 

Date Signed Off 
 

Name (Chair) 
 

Signature 
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Appendix A – List of Costs per Care / Nursing Home 
 

Care Home Name
No of Beds in 

Care Home

No of A&E 

Attendances

Cost of A&E 

Attendances

No of NEL 

Attendances

Cost of NEL 

Admissions

Cost of Excess 

Bed Days
Total Cost

Abbeycrest Care Home 70 39 5,505.05 23 85,026.52 0 85,026.52

Abingdon Court Care Home 64 39 5,734.89 39 76,440.51 0 76,440.51

Acacia Lodge 55 29 3,990.81 17 63,030.48 0 63,030.48

Barchester Chacombe Park 77 39 5,906.54 34 100,136.71 23487 123,623.71

Barchester Middletown 56 21 2,931.27 24 67,870.31 11385 79,255.31

Barchester Oxford Beaumont 49 1 231.07 4 14,387.85 0 14,387.85

Barchester Southerndown 87 30 4,351.79 28 64,599.20 16662 81,261.20

Beech Haven Care Home 29 24 3,132.63 19 24,969.51 0 24,969.51

Beechcourt Nursing Home 26 14 1,803.43 16 53,481.63 13658 67,139.63

Bridge House 71 9 1,492.04 18 39,907.48 10682 50,589.48

Brookfield Christian Care 66 34 4,590.56 33 90,234.12 4977 95,211.12

The Julie Richardson Nursing 40 65 8,863.12 42 91,458.81 4821 96,279.81

Banbury Heights Nursing 56 48 7,005.77 47 146,909.69 10364 157,273.69

Cedar Court 63 20 2,585.76 20 39,193.58 0 39,193.58

Cheney House 34 29 3,896.25 29 65,159.74 1674 66,833.74

Chervil Cottage 17 15 1,850.75 15 42,524.55 22311 64,835.55

Cherwood House Care Centre 119 27 3,670.68 26 69,867.45 3105 72,972.45

Chilterns End 46 33 4,544.16 24 55,766.76 0 55,766.76

Chilton House 9

Cleeve Lodge 21 11 1,502.17 11 18,638.11 1434 20,072.11

Coxwell Hall & Mews Nursing 66 18 2,540.65 20 46,726.40 0 46,726.40

Eastfield House 27 2 242.63 1 11,270.63 0 11,270.63

Eden House III 16 44 4,945.96 9 16,773.35 0 16,773.35

Enstone House 33 15 2,199.55 12 33,484.20 9522 43,006.20

Fairfield 29 15 2,025.70 9 11,283.83 0 11,283.83

Fairholme House 22 21 3,030.30 15 30,817.74 0 30,817.74

Featherton House 25 20 2,799.23 14 36,247.96 844 37,091.96

Ferendune Court 48 10 1,572.36 9 25,560.55 0 25,560.55

Fewcott House Nursing Home 40 31 4,021.69 31 59,023.63 0 59,023.63

Framland 23 2 333.40 6 12,065.58 2440 14,505.58

Freeland House 76 18 2,560.46 26 73,030.05 28927 101,957.05

Glebe House 40 48 6,092.50 31 54,407.54 5975 60,382.54

Glebefields Care Centre 48 51 6,940.85 49 130,202.31 27206 157,408.31

Godswell Park Care Home 48 22 3,380.20 15 53,232.62 0 53,232.62

Green Gates Nursing Home 40 24 3,346.09 34 54,268.03 0 54,268.03

Green Pastures Christian 30 73 9,872.12 57 122,055.65 22340 144,395.65

Heathfield House 48 35 4,587.81 26 57,612.66 2691 60,303.66

Henry Cornish Care Centre 50 24 3,332.88 26 61,619.94 478 62,097.94

Huntercombe Hall Care Home 42 28 3,714.31 22 49,518.32 0 49,518.32

Iffley Residential and Nursing 76 63 8,732.18 55 172,611.42 29524 202,135.42

Isis Care and Retirement 80 56 7,686.87 60 136,701.19 2743 139,444.19

Jasmine House 3 10 1,538.25 10 22,633.69 0 22,633.69

Kirlena House 12 5 677.80 4 7,064.09 0 7,064.09

Lady Nuffield Home 30 3 337.80 1 890.38 0 890.38

Lake House 43 34 4,985.57 23 52,253.93 42739 94,992.93

Langford View 60 65 9,599.24 63 137,662.34 6119 143,781.34

Lark Rise 60 65 8,199.62 38 84,879.00 27023 111,902.00

Lashbrook House Care Centre 46 9 1,111.82 5 3,829.85 0 3,829.85

Leafield Care Home 24 41 5,608.36 33 54,574.50 5382 59,956.50

Longlands OSJ 48 54 7,105.90 66 142,197.42 14433 156,630.42

Longlands Nursing Home 35

Lyndhurst Residential Home 20 18 2,474.28 16 51,367.53 15975 67,342.53

Madley Park House 60 34 4,859.04 36 76,622.50 26734 103,356.50

Manor House 102 35 4,237.35 18 39,871.38 0 39,871.38

Marston Court 39 25 3,918.26 22 74,062.24 5280 79,342.24

Meadow View Nursing Home 42 20 2,821.23 17 57,845.19 0 57,845.19

Middleton Grange 56

Milton Heights 33  
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Care Home Name
No of Beds in 

Care Home

No of A&E 

Attendances

Cost of A&E 

Attendances

No of NEL 

Attendances

Cost of NEL 

Admissions

Cost of Excess 

Bed Days
Total Cost

Meadowcroft 71 10 1,635.08 13 44,443.23 0 44,443.23

Merryfield House Nursing 24 7 1,056.31 3 2,228.16 0 2,228.16

Mill House Nursing Home 43 14 1,943.17 21 44,882.26 0 44,882.26

Mon Choisy 28 30 4,017.29 30 67,062.39 261 67,323.39

Newland House 30 21 2,909.26 17 20,893.83 2553 23,446.83

Oaken Holt Care Home with 59 22 2,982.98 19 53,914.82 0 53,914.82

Old Station House 43 27 3,664.35 28 74,455.11 585 75,040.11

Orchard Lodge 6 21 2,512.22 6 18,872.14 0 18,872.14

Orchard House 9

Oxenford House 25

Oxford Beaumont 49

Ramping Cat House 39 4 657.99 3 12,221.31 0 12,221.31

Richmond Letcombe Regis 53 19 2,791.52 18 38,473.63 0 38,473.63

Rosebank Care Home 28 7 1,136.64 12 31,131.50 0 31,131.50

Rush Court Care Home 50 13 1,955.68 17 29,054.39 0 29,054.39

Sotwell Hill House 36 18 2,486.73 14 46,572.36 0 46,572.36

Southerndown Care Home 87

Spencer Court 46 32 4,169.13 29 52,084.98 0 52,084.98

St Andrew's 23 26 3,651.98 23 50,578.64 0 50,578.64

St Anne's Care Home 22 14 1,760.52 8 11,563.32 0 11,563.32

St John's Home 38 6 880.26 8 15,183.22 0 15,183.22

St Katharine's House 76 32 4,743.50 37 94,656.16 239 94,895.16

St Luke's Nursing Home 51 11 1,452.43 10 28,912.14 0 28,912.14

Stewart House Care Home 3 11 1,070.62 3 4,453.02 0 4,453.02

Stirlings 40 29 4,084.41 30 91,675.78 0 91,675.78

Stowford House Care Home 51

Tall Trees Care Centre 60 25 3,695.99 21 69,420.60 0 69,420.60

The Albany Nursing Home 48 33 4,534.44 42 125,059.83 17067 142,126.83

The Close Nursing & 90

The Cotswold Home 51 7 1,227.96 9 34,332.34 0 34,332.34

The Grange 36 21 2,802.98 19 38,863.37 2559 41,422.37

The Grange Care Centre 49 9 1,146.54 9 36,211.70 0 36,211.70

The Headington Care Home 60 14 1,921.17 14 43,036.68 0 43,036.68

The Homestead 68 40 5,658.97 32 61,291.82 717 62,008.82

The Langston 36 14 1,872.75 15 51,154.11 0 51,154.11

The Meadows 68 33 4,733.53 33 89,762.63 3107 92,869.63

The Old Prebendal House 45 10 1,455.73 11 20,456.14 0 20,456.14

The Old Vicarage 59 15 2,053.52 16 49,675.70 0 49,675.70

The Ridings 48 62 8,537.42 46 144,600.99 30500 175,100.99

The Shrublands Centre 7 5 615.08 5 8,411.98 0 8,411.98

The Triangle 28

The Tower House 12 4 611.67 5 11,550.63 239 11,789.63

Townsend House 45 42 5,731.59 45 106,491.00 24058 130,549.00

Vale House 40

Wantage Care Home with 50 21 2,882.85 23 66,916.10 0 66,916.10

Wardington House 60 10 1,197.15 7 17,190.42 8610 25,800.42

Watlington & District Care 60 16 2,312.88 11 26,384.69 0 26,384.69

Westgate House 61 16 2,054.12 10 14,460.71 0 14,460.71

Winterbrook Nursing Home 41 18 2,758.45 19 27,710.77 0 27,710.77

Yarnton Care Home with 60 45 6,046.29 31 82,507.03 0 82,507.03

Total 4887 2399 £330,434.15 2120 £5,222,672.25 £491,430.00 £6,044,536.40  
 

Key 

No of A&E Attendances = total number of A&E attendances per listed home  

Cost of A&E Attendances = total cost of the A&E attendances per listed home 

No of NEL admissions = total number of Non Elective Admissions per listed home 

Costs of NEL Admissions = total cost of the Non Elective Admissions per listed home 

Cost of Excess Bed Days = total cost of excess bed days for Admissions per listed home 

Total Cost = Overall Total cost of attendances & admissions per listed home 
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Equality Analysis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Equality analysis  
 

Title: Proactive Medical Support to Care / Nursing Homes 

 

What are the intended outcomes of this work? Include outline of objectives and function aims 
As the UK population ages, GP’s & NHS providers face the increasing difficult tasks of 

managing the complex needs of care home residents whilst there is an increasing pressure to 

the system. There is no current arrangement for a GP practice to provide weekly, routine visits 

and reviews, care is usually reactive with GP input only when there is a crisis. The scheme will 

provide timely input to prevent or, at least plan for the crisis 

Who will be affected? e.g. staff, patients, service users etc 

• All residents and staff of care / nursing home 

• Residents family 

• GP practices 

• Emergency Services 
 

 

Evidence Public bodies are required to be open about the information on which they base their decisions and the 

results.  
What evidence have you considered? List the main sources of data, research and other sources of evidence 
(including full references) reviewed to determine impact on each equality group (protected characteristic). This can include 
national research, surveys, reports, research interviews, focus groups, pilot activity evaluations etc. If there are gaps in 
evidence, state what you will do to close them in the Action Plan on the last page of this template. 

• Changes in the Older Resident Care Home Population between 2001 & 2011. Office for 
National Statistics 2014 

• The British Geriatric Society Commissioning Guidance 2013 

• Care Homes uses of medicines study 

• The Audit Commission report of 1994 – A Prescription for Improvement 
 

Disability Consider and detail (including the source of any evidence) on attitudinal, physical and social barrier). 
There is no negative impact to people with disability accessing this service as it a service for all 
residents within care / nursing homes.  
 

Learning Disability Consider and detail (including the source of any evidence) on attitudinal, physical and 
communication  barriers. 

The service is for care / nursing homes with a majority of residents over the age of 65 and 
therefore does not cover the homes that focus on residents with learning disabilities. However 
there may by default be residents within the service with learning disabilities and consideration 
needs to be given for residents on an individual basis. Where required the communication 
needs of the resident need to be taken into account, e.g. leaflets to be adapted 

Sex Consider and detail (including the source of any evidence) on men and women (potential to link to carers below). 
There is a total of 108 care / nursing homes with a total of 4,887 bed spaces. There is no detail 
of the gender mix of these residents. As the service will be provided by a GP per home there 
needs to consideration of personal preferences of residents, residents may wish to be attended 
by a GP of the same sex. (This could in addition be linked to the race of the patient) 
 

Race Consider and detail (including the source of any evidence) on difference ethnic groups, nationalities, language barriers.  



There is a total of 108 care / nursing homes with a total of 4,887 bed spaces. There is no detail 
of the gender mix of these residents. As the service will be provided by a GP per home there 
needs to consideration of personal preferences of residents as there could be restrictions due 
to race and where appropriate an alternative regular GP to be assigned to the resident. In 
addition consideration needs to be given to any language barriers, older residents of certain 
race & sex have limited or no understanding of the English language, it will be necessary to 
ensure that there is a suitable person available to act as a translator this could be a family 
member or if necessary an interpreter. 
 

Age Consider and detail (including the source of any evidence) across age ranges on old and younger people. This can 
include safeguarding, consent and child welfare. 

The service is predominantly for patients over the age of 75, however as it is based on 
residents within care / nursing homes there will be residents under this age who will have full 
access to the service. The service will provide the opportunity to monitor safeguarding as there 
will be the same GP visiting the home on a weekly basis.  
 

Gender reassignment (including transgender) Consider and detail (including the source of any evidence) 
on transgender and transsexual people. This can include issues such as privacy of data and harassment.  

There is no data available on transgender and transsexual residents in care / nursing home, 
however there will be no negative impact and consideration to be given to residents on an 
individual basis. There needs to be assurance that there is no harassment from either 
members of staff or persons dealing with the residents care. 
 

Sexual orientation Consider and detail (including the source of any evidence) on heterosexual people as well as 
lesbian, gay and  bi-sexual people. 

There is no data available on sexual orientation of residents in care / nursing homes. Due to 
the age group there may be patients who have not previously declared their sexuality which 
needs to be taken into account and consideration given to residents on an individual basis. 
Assurance needs to be given that there will be no harassment and that this information will 
remain confidential between the resident and the person who is being taken into confidence. 
 

Religion or belief Consider and detail (including the source of any evidence) on people with different religions, beliefs 
or no belief. 

There is no data available on religion or belief of residents of care / nursing homes. As the 
service will be provided by a GP consideration needs to be given to residents on an individual 
basis and where appropriate an alternative regular GP to be assigned to the resident. When 
undertaking the residents care plan & where appropriate planning for end of life care, attention 
needs to be paid to the residents religion or beliefs to ensure that care is carried out to main 
the integrity of this. 
 

Pregnancy and maternity Consider and detail (including the source of any evidence) on working arrangements, 
part-time working, infant caring responsibilities. 

This service is for residents over the age of 75 therefore this should not be applicable 
 

Carers Consider and detail (including the source of any evidence) on part-time working, shift-patterns, general caring 
responsibilities. 

The term carers include relatives as well as staff at the care / residential homes. The service 
does not have any negative impact of carers, there will be a positive impact of improved 
communication between all parties due to co-ordinated care. Where residents have disclosed 
any personal information to a carer in a confidential manner, this must be respected at all times 
and not disclosed. 



 

Other identified groups Consider and detail and include the source of any evidence on other groups experiencing 
disadvantage and barriers to access. (e.g. veterans, homeless people),  
The service is only available to residents of care / nursing homes which may include veterans 
or previously homeless people who may have had a period in their life of receiving good care 
which will need to be taken into account. 
 

 

Engagement and involvement 

How have you engaged stakeholders in gathering evidence or testing the evidence available? 
  
Whilst the business case has been proceeding through the necessary approvals details, an 
outline of the proposed service and a high level specification has been shared with GP 
Practices and Care Home Managers.  
 
At the present time the details of this proposal have not been shared with patient groups 
(residents of care / nursing homes) 
 
 

How have you engaged stakeholders in testing the policy or programme proposals?  
Whilst the business case has been proceeding through the necessary approvals details, an 
outline of the proposed service and a high level specification has been shared with GP 
Practices and Care Home Managers.  
 
 

For each engagement activity, please state who was involved, how and when they were 
engaged, and the key outputs: 
 
Members of the project team attended locality meetings, initial discussions with the LMC, Local 
Authority and Care Home Support Service have been undertaken. Feedback from those 
sessions has been incorporated into the service specification 
 

 

Summary of Analysis Considering the evidence and engagement activity you listed above, please 
summarise the impact of your work. Consider whether the evidence shows potential for differential impact, if so state whether 
adverse or positive and for which groups. How you will mitigate any negative impacts. How you will include certain protected 
groups in services or expand their participation in public life.   

 
 
Now consider and detail below how the proposals impact on elimination of discrimination, harassment and victimisation, 
advance the equality of opportunity and promote good relations between groups. 

Eliminate discrimination, harassment and victimisation Where there is evidence, address 
each protected characteristic (age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief, 
sexual orientation). 
 
 

Advance equality of opportunity Where there is evidence, address each protected characteristic (age, 
disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief, sexual orientation). 
 



 

Promote good relations between groups Where there is evidence, address each protected 
characteristic (age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief, sexual 
orientation). 
 
 

 

What is the overall impact? Consider whether there are different levels of access experienced, needs or 
experiences, whether there are barriers to engagement, are there regional variations and what is the combined impact? 
 
 

 

Addressing the impact on equalities Please give an outline of what broad action you are taking to 
address any inequalities identified through the evidence. 

 

 

Action planning for improvement Please gives an outline of the key actions based on any gaps, 
challenges and opportunities you have identified. Actions to improve the policy/programmes need to be summarised (An action 
plan template is appended for specific action planning). Include here any general action to address specific equality issues and 
data gaps that need to be addressed through consultation or further research. 

 

 
Please give an outline of your next steps based on the challenges and opportunities you have 
identified. Include here any or all of the following, based on your assessment 
• Plans already under way or in development to address the challenges and priorities identified. 

• Arrangements for continued engagement of stakeholders. 

• Arrangements for continued monitoring and evaluating the policy for its impact on different groups as the policy is 
implemented (or pilot activity progresses) 

• Arrangements for embedding findings of the assessment within the wider system,  

• Arrangements for publishing the assessment and ensuring relevant colleagues are informed of the results 

• Arrangements for making information accessible to staff, patients, service users and the public  

 

 

Name of person who carried out this assessment: 
 
Lisa Foweather 

Date assessment completed: 
 
14th January 2015 
 

Name of responsible Director: 
 
Diane Hedges 
 

Date assessment was signed: 
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