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Building on learning from the vanguards
•	 This guide is intended help clinical commissioning groups 

(CCGs) and local government commissioners work with care 
home providers and other local partners to understand 
how much of the Enhanced Health in Care Homes (EHCH) 
model your organisations have already implemented, and to 
prompt thinking on next steps.

•	 Learning from the vanguards has indicated that bringing 
together the local system and benchmarking against the 
framework is useful before you start to implement the EHCH 
care model. Most areas will have some elements of the care 
model in place – yet not everybody will know what services 
these are.

•	 Using this guide will help you prioritise where to invest, and 
to begin work with partners as part of a shared approach to 
design, plan and implement the services that will work best 
for your area.

•	 There are a wealth of resources available to support local 
areas to implement the EHCH care model, both regionally 
and nationally. We have brought these resources together 
in one place, aligned to the elements of the framework so it 
easy to see how these resources can be used to fill the gaps 
in existing provision, to make it easier to identify how you 
can implement the framework locally.

•	 A simple benchmarking tool is also available for recording 
your current position against each of the elements and sub-
elements of the EHCH framework. 

•	 We want to provide the right support to local areas to 
adopt the framework regardless of their current position, 
and ensure that there is a shared national and local 
understanding of potential benefits of implementation in 
each area.

•	 Should you wish to share details of your current level  
of progress, plans and support needs, you can share  
your completed benchmarking tool, by sending to  
england.carehomes@nhs.net.

How might self-assessment be 
useful for your area?
•	 This guide will help:

- Stimulate strategic discussions, internal 
challenge and a review of existing plans;

- Map and measure existing services and 
progress which can contribute to EHCH 
implementation and identify areas where 
more work needs to be done;

- Identify opportunities for sharing learning 
with other health and care systems;

- Form the basis for a discussion with senior 
management, commissioners in other 
organisations and care homes about the 
benefits and feasibility of implementing the 
EHCH care model in your area; 

- Identify areas where partnership working 
and collaboration can assist with particular 
common challenges; and

- Identify areas for review in relation to 
patient privacy, confidentiality and data 
sharing.

Format of the framework 
•	 The guide is modular, and covers the majority 

of the EHCH framework’s proposals and key 
supporting activity. 

•	 Each section focuses on an element of the 
EHCH framework, sets out the sub-elements 
and components a local area should have in 
place to fulfil the care model, and sets out 
questions for local areas to consider. 

•	 The guide refers to ‘care homes’ throughout - 
this term is used to cover residential, nursing 
and specialist homes.

How to use the guide
•	 Activate links and navigation by holding ‘Ctrl’ 

and clicking.

•	 Teams (i.e. CCGs, local authorities and 
providers) may wish to review the document 
and use sections as a starting point for 
discussion with colleagues in the community, 
acute, social care, voluntary or care provider 
sectors, depending on the element of the 
framework. 

•	 A guide to the partners with whom you may 
wish to work with to complete each section is 
included. You should consider the document 
alongside local plans for integration of 
services such as your Sustainability and 
Transformation Partnerships (STP), Quality 
Improvement Plans (QIPP) and Better Care 
Fund initiatives.

•	 There is also a glossary which explains 
many key terms, which are sometimes used 
differently across the health and social care 
system.

This is the first version of the tool, and we will 
iterate the content in response to your feedback 
and suggestions. Should you have any questions or 
comments please email: england.carehomes@nhs.net

mailto:england.carehomes%40nhs.net?subject=
mailto:england.carehomes%40nhs.net?subject=
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1. Enhanced primary care

What the framework says
•	 An EHCH moves away from traditional reactive models of care delivery towards proactive care that is centred on the needs of residents, their families and care home staff. Such care can only be 

achieved through a whole-system, collaborative approach. The specific aims are to provide continuity of care for residents, timely medicines reviews, access to hydration and nutrition support, and 
streamlined referral to out-of-hours services and urgent care.

Who might be best placed to think this through?
•	 It may be useful to receive input from the following groups: CCG and local authority commissioners, GP and primary care teams, care home staff.

‘I’ statement
•	 “I have care and support that is directed by me and responsive to my needs.” 

1. Enhanced primary care
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Sub-element Component Implementation prompts Support available

1.1 Access to a 
consistent, 
named GP and 
wider primary 
care service

i One-to-one mapping of GP practices 
to care homes.

ii A regular ‘home round’ in place to 
review and plan a resident’s care.

iii Comprehensive geriatric assessment 
(CGA) process carried out on a 
resident’s admission.

iv Prompt and efficient transfer of 
clinical care when a resident moves 
between a care home and hospital.

•	 How many care homes have an aligned GP or GPs?
•	 If this is not in place are there plans locally to implement this?
•	 What is the local level of ambition around Enhanced Primary Care?
•	 How is this supported financially and contractually?
•	 How do these arrangements respect patient choice and existing 

relationships?

•	 How are regular in-person or virtual care home rounds (or equivalent 
service) undertaken? 

•	 What is the frequency of these care home rounds?
•	 What is the operational function/model (i.e. is this a dedicated MDT or GP 

role, shared, pro-active or reactive?)
•	 Who is best placed to undertake the rounds; does it have to be a GP?

•	 Are you aware of the comprehensive geriatric assessment (CGA)? Do clinicians 
and care staff use this in care homes?

•	 How often are residents’ care plans reviewed?
•	 What percentage is this of the total number of care homes in your area?

•	 Have you established a local process for transfer of care when a resident 
needs to be admitted to hospital?

•	 Across which services and organisations have standardised protocols for 
transfer of clinical care been implemented?

•	 Have you implemented the hospital transfer pathway (red bag)?
•	 Have the ambulance trust been engaged?

Vanguard case studies and resources
•	 Newcastle and Gateshead CCG – Care home rounds
•	 Newcastle and Gateshead CCG – Virtual ward rounds

Policy and learning
•	 Making integrated out-of-hospital care a reality, NHS 

Confederation and Royal College of General Practitioners 
(2013)

•	 General Practice Forward View, NHS England (2016)

Best practice guidance
•	 Comprehensive Geriatric Assessment, British Geriatrics 

Society 
•	 GP services for older people: a guide for care home 

managers, Social Care Institute for Excellence [SCIE] 
(2013) 

•	 Clinical input to care homes, NHS England Quick Guide 
(2016) 

•	 Enhanced services commissioning: Key facts, NHS England 
(2016)

•	 Primary care commissioning resources, NHS England

https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119173
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119461
http://www.nhsconfed.org/resources/2012/12/making-integrated-out-of-hospital-care-a-reality
https://www.england.nhs.uk/wp-content/uploads/2016/04/gpfv.pdf
http://www.bgs.org.uk/cga-managing/resources/campaigns/fit-for-frailty/frailty-cga
http://www.scie.org.uk/publications/guides/guide52/gp-roles/relationships.asp
http://www.scie.org.uk/publications/guides/guide52/gp-roles/relationships.asp
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-clinical-input-to-care-homes.pdf
https://www.england.nhs.uk/wp-content/uploads/2012/03/fact-enhanced-serv.pdf
https://www.england.nhs.uk/commissioning/primary-care-comm/resource-primary/
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Sub-element Component Implementation prompts Support available

1.2 Medicine reviews

1.3 Hydration and 
nutrition support

i A structured medicine review forms 
part of the CGA process.

ii Care home providers should be 
supported to have an effective ‘care 
homes medicines policy’.

i Every resident’s hydration, nutrition 
and oral health should be reviewed 
regularly and included in their care 
plan.

ii A nutritional screening policy should 
be in place in the care home with one 
staff member taking responsibility for 
this policy within the home.

iii Staff employed by social care 
providers undertake clinical training 
and professional development that is 
critical in promoting good nutrition in 
older people.

•	 What format does medicines review take in the care homes in your area? 
Is this part of local GPs’ contractual responsibilities?

•	 How many linked GP practices in your area regularly undertake medicines 
reviews?

•	 If a service exists what is the commissioning and operational model? How 
are GPs working with the local pharmaceutical team?

•	 On what frequency are medicines reviewed and by whom?
•	 Do any homes require improvement according to CQC or your local 

authority partners?
•	 How is information around this collected for care and nursing homes in 

your area?
•	 Are you considering an application to the Pharmacy Integration Fund?

•	 What are the local authority and CCG responsibilities and support offer 
around hydration and nutrition?

•	 Are hydration, nutrition and oral health included in care plans?
•	 How is this monitored? (e.g. information from quality assurance teams)

•	 How many care homes have a nutritional screening policy in place?
•	 Is specialist support around swallowing available from the local health and 

care system?

•	 What training is available to care home staff on a consistent basis to 
ensure basic competency around nutrition?

•	 Are any arrangements in place with the local acute sector? What could be 
planned for the future?

NHS Pharmacy Integration Fund
•	 Pharmacy Integration Fund

Quality standards
•	 Managing medicines in care homes [QS85], NICE, 2015

Policy and learning
•	 Helping patients make the most of their medicines, Royal 

Pharmaceutical Society (2013)
•	 Polypharmacy and medicines optimisation: making it safe 

and sound, The King’s Fund (2013)

Best practice guidance
•	 Medication safety in care homes, NCF (2013) 
•	 Managing medicines in care homes, NICE guideline [SC1]
•	 Medicines optimisation: the safe and effective use of 

medicines to enable the best possible outcomes, NICE 
guideline [NG5] (2015)

Tools and useful resources
•	 Malnutrition Universal Screening Tool (MUST), British 

Association of Parenteral and Enteral Nutrition [BAPEN] (2003)

Quality standards
•	 Nutrition support for adults: oral nutrition support, enteral 

tube feeding and parenteral nutrition, NICE guideline [CG32]

Best practice guidance
•	 Commissioning excellent nutrition and hydration, 

Guidance, NHS England (2015)
•	 Oral health for adults in care homes, NICE guideline [NG48]
•	 Malnutrition Matters: A commitment to act - A three-

step guide to improving nutritional care in England, British 
Association of Parenteral and Enteral Nutrition [BAPEN] (2004)

Tools and useful resources
•	 Malnutrition Universal Screening Tool (MUST), British 

Association of Parenteral and Enteral Nutrition [BAPEN] (2003)
•	 Hydr8 app case study, November 2016

1. Enhanced primary care

http://www.england.nhs.uk/commissioning/primary-care-comm/ pharmacy/integration-fund/
http://www.england.nhs.uk/commissioning/primary-care-comm/pharmacy/integration-fund/
https://www.nice.org.uk/guidance/qs85
http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-medicines.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/polypharmacy-and-medicines-optimisation-kingsfund-nov13.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/polypharmacy-and-medicines-optimisation-kingsfund-nov13.pdf
http://www.nationalcareforum.org.uk/medsafetyresources.asp
https://www.nice.org.uk/Guidance/SC1
https://www.nice.org.uk/guidance/ng5
https://www.nice.org.uk/guidance/ng5
http://www.bapen.org.uk/pdfs/must/must_full.pdf
https://www.nice.org.uk/guidance/cg32
https://www.nice.org.uk/guidance/cg32
https://www.england.nhs.uk/commissioning/nut-hyd/
https://www.nice.org.uk/guidance/ng48
http://www.bapen.org.uk/pdfs/malnutrition-matters-a-commitment-to-act.pdf
http://www.bapen.org.uk/pdfs/malnutrition-matters-a-commitment-to-act.pdf
http://www.bapen.org.uk/pdfs/must/must_full.pdf
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=26525637
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Sub-element Component Implementation prompts Support available

1.4 Access to out of 
hours/urgent care

i The EHCH is linked with the urgent 
and emergency care system through a 
single point of access and through the 
sharing of care plans and protocols.

ii Hospital admissions from care homes, 
when necessary, should be promptly 
facilitated.

•	 What proactive services are in place to recognise and prevent potential 
acute illness and quickly react to address urgent care needs?

•	 Is there is a simplified, integrated and coordinated route into unplanned 
urgent and emergency care?

•	 Is there a joined up rapid response service in place?
•	 Has a shared description of the local urgent and emergency care system 

been developed and shared with care homes and their staff?

•	 Have you agreed any joint protocol(s) across care homes, acute and 
emergency care providers and community services for sharing of care plans 
in emergency situations?

•	 What arrangements have been agreed with local hospitals to receive 
residents from care homes? 

•	 Does discharge planning begin immediately? 
•	 Are you implementing the High Impact Change Model for reducing 

delayed transfers of care?
•	 How are you planning to work with your regional NHS England Urgent 

and Emergency Care team, to strengthen support to your care homes 
and to ensure that care homes have direct access to clinical advice, by 
implementing *6 as part of NHS 111?

Vanguard learning ‘How To’ guides and resources: 
•	 Hospital Transfer Pathway ‘Red Bag’
•	 Supporting resources and vanguard material

Vanguard case studies and resources: 
•	 Wakefield CCG – Link falls responder service

Policy and learning
•	 Transforming urgent and emergency care services in 

England. Update on the Urgent and Emergency Care 
Review, NHS England (2014)

•	 Improving referral pathways between urgent and 
emergency services in England: Advice for Urgent and 
Emergency Care Networks, NHS England (2015)

Quality standards
•	 Quality care for older people with urgent and emergency 

care needs “Silver book”, British Geriatrics Society (2012)
•	 NHS GP practices and GP out-of-hours services: provider 

handbook, Care Quality Commission (2016)

Best practice guidance
•	 Transition between inpatient hospital settings and 

community or care home settings for adults with social 
care needs [ng27], Guideline, NICE (2016)

•	 Effective Healthcare for Older People Living in Care 
Homes, British Geriatrics Society (2016)

•	 The Keogh Urgent Care Review - Quick guides, NHS 
England 

•	 Clinical input to care homes, NHS England Quick Guide 
(2016) 

•	 High Impact Change Model for reducing delayed transfers 
of care, LGA, ADASS, NHSI, NHSE, DH

1. Enhanced primary care

https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=26308805
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=8847280
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119301
http://www.nhs.uk/NHSEngland/keogh-review/Documents/uecreviewupdate.FV.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/uecreviewupdate.FV.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/uecreviewupdate.FV.pdf
http://www.nhs.uk/NHSEngland/keogh.../improving-referral-pathways-v1-FINAL.PDF
http://www.nhs.uk/NHSEngland/keogh.../improving-referral-pathways-v1-FINAL.PDF
http://www.nhs.uk/NHSEngland/keogh.../improving-referral-pathways-v1-FINAL.PDF
http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf
http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf
http://www.cqc.org.uk/sites/default/files/20160127_gp_practices_provider_handbook_jan16.pdf
http://www.cqc.org.uk/sites/default/files/20160127_gp_practices_provider_handbook_jan16.pdf
https://www.nice.org.uk/guidance/ng27
https://www.nice.org.uk/guidance/ng27
https://www.nice.org.uk/guidance/ng27
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Pages/quick-guides.aspx
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-clinical-input-to-care-homes.pdf
http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model
http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model


2. Multidisciplinary team support including coordinated health and social care

What the framework says
•	 A multidisciplinary team (MDT) approach provides individuals with care and support needs with access to the right care when they need it. The MDT improves the care of complex conditions by 

making full use of the knowledge and skills of team members from multiple disciplines and service providers, including primary care, community health services, acute care, social care, and other 
specialist advice. The MDT approach also ensures that residents with complex needs have access to expert advice.

Who might be best placed to think this through?
•	 This section is most relevant to CCG and local authority commissioners. It may be useful to seek input from community teams, GPs, MDTs, the acute sector, and care home providers.

‘I’ statement
•	 “My support is coordinated, co-operative and works well together and I know who to contact to get things changed.“
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1. Enhanced 
primary care
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Sub-element Component Implementation prompts Support available

2.1 Expert advice and 
care for those 
with the most 
complex needs

i Using a partnership approach, people 
in care homes have access to an MDT 
which provides both preventative care 
and reactive support to the people on 
its caseload.

ii Risk stratification tools could be used 
by the MDT to ensure it focuses its 
attention on those individuals with 
the greatest potential to benefit.

iii All members of the team have access 
to sections of the integrated care 
record that are appropriate to their 
role.

•	 Do all the care homes (both nursing and residential) in your area have 
access to a dedicated or wider-focused MDT which regularly discusses care 
home residents?

•	 What is the operational and commissioning model?
•	 Which health and care professionals make up your MDT(s)?
•	 Do your job descriptions for MDT members support this model of working?
•	 Is structured education and support available for the clinicians and care staff?
•	 How frequently does the MDT meet and jointly discuss cases?

•	 How are cases identified and referrals made?
•	 How does your local health and care system identify cohorts of people 

(within care homes and in the community) that are most vulnerable and/or 
will benefit most from tailored care and support?

•	 How are services and resources targeted as a result?

•	 Do MDT members (including GPs and relevant care home staff) have 
access to relevant sections of a shared care record (e.g. via locally 
integrated systems or Patient Online)?

Vanguard case studies and resources:
•	 Wakefield CCG – MDT support in care homes
•	 Wakefield CCG – Reviewing ‘frailty tools’ used in care 

homes

Policy and learning
•	 Quest for Quality - a call for leadership, partnership and 

quality improvement, British Geriatrics Society (2011)
•	 Integrated care for older people with frailty: Innovative 

approaches in practice, BGS/RCGP (2016)

Best practice guidance
•	 Older people with social care needs and multiple long-

term conditions [ng22], Guideline, NICE (2015) 
•	 Effective Healthcare for Older People Living in Care 

Homes, British Geriatrics Society (2016)
•	 Quick Guide: Clinical input into care homes, NHS England 

(2015) 
•	 MDT Development – working toward an effective 

multidisciplinary/multiagency team, NHS England (2015)

Tools and useful resources
•	 Delivering care and support planning, Think Local Act 

Personal (2014)
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119525
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119653
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119653
http://www.bgs.org.uk/campaigns/carehomes/quest_quality_care_homes.pdf
http://www.bgs.org.uk/campaigns/carehomes/quest_quality_care_homes.pdf
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwi15PTEuIrRAhUZd1AKHWedDHoQFgghMAA&url=http%3A%2F%2Fwww.rcgp.org.uk%2F-%2Fmedia%2FFiles%2FNews%2F2016%2FRCGP-Integrated-care-for-older-people-with-frailty-2016.ashx%3Fla%3Den&usg=AFQjCNH6aW6W8Cly4tvncy_8k13alnb05g
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwi15PTEuIrRAhUZd1AKHWedDHoQFgghMAA&url=http%3A%2F%2Fwww.rcgp.org.uk%2F-%2Fmedia%2FFiles%2FNews%2F2016%2FRCGP-Integrated-care-for-older-people-with-frailty-2016.ashx%3Fla%3Den&usg=AFQjCNH6aW6W8Cly4tvncy_8k13alnb05g
https://www.nice.org.uk/guidance/ng22
https://www.nice.org.uk/guidance/ng22
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-clinical-input-to-care-homes.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/01/mdt-dev-guid-flat-fin.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/01/mdt-dev-guid-flat-fin.pdf
http://www.thinklocalactpersonal.org.uk/Latest/Delivering-Care-and-Support-Planning
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Sub-element Component Implementation prompts Support available

2.1 Expert advice and 
care for those 
with the most 
complex needs

2.2 Helping 
professionals, 
carers and 
individuals with 
needs navigate 
the health and 
care system

iv Person-centred care planning.

v Coverage beyond care homes.

i Care coordinators provide dedicated 
support to residents and their carers 
for residents who are having multiple 
simultaneous interactions with 
different health, care and voluntary 
services.

ii Care provider staff have easy access 
to reliable and trusted advice and 
triage.

iii The MDT facilitates and support 
‘discharge to assess’ which aims to 
help individuals who are ready to be 
discharged from the acute hospital 
but who may need further support 
to regain health, wellbeing and 
capability in the care home, their own 
home, or in an alternative community 
setting.

•	 What percentage of care home placements (continuing healthcare [CHC], 
self-funded and local authority funded) have access to personalised health 
and care planning?

•	 What mechanisms are in place to understand and improve this?
•	 How is communication with residents which is meaningful and enables 

choice and control over care, built into the design of your local change 
programme?

•	 Does the MDT model extend to cover other settings in addition to care 
homes (e.g. learning disability [LD] and supported living settings) and/or 
those at risk living in their own homes?

•	 Is there a model for care coordination and support and advocacy for care 
home residents in your area?

•	 Are care coordinators, link workers, activity coordinators or equivalent 
roles around signposting and involvement in care planning available to 
people in care homes (both nursing and residential) in your area?

•	 How can care home staff in your area access advice and guidance relating 
to a residents’ health needs? 

•	 How are these queries triaged according to perceived level of need? 
•	 What protocols for responding are in place?

•	 What is the discharge to assess process in your area? How integrated is 
this between health and social care services?

•	 Is there a dedicated discharge to assess team in your area?
•	 Are you implementing the High Impact Change Model for reducing 

delayed transfers of care?
•	 How are you planning to work with your regional NHS England Urgent 

and Emergency Care team, to strengthen support to your Care Homes 
and to ensure that care homes have direct access to clinical advice, by 
implementing *6 as part of NHS 111?

•	 Personalised care and support planning: a handbook, NHS 
England  (2016)

•	 Case finding and risk stratification, NHS England  (2016) 

Best practice guidance
•	 Better use of care at home, NHS England Quick guide
•	 Supporting patients’ choices to avoid long hospital stays, 

NHS England Quick guide
•	 Toolkit for general practice in supporting older people 

living with frailty, NHS England

Vanguard learning ‘How To’ guides and resources: 

•	 Hospital Transfer Pathway ‘Red Bag’

•	 Supporting resources and vanguard material

Vanguard case studies and resources: 

•	 Sutton CCG – Red Bag scheme

•	 Discharge to assess / Development of trusted assessor role

•	 Newcastle and Gateshead CCG - Delivering Enhanced Care across the 
Whole System: Transition into a Care Home, Peggy’s Story

•	 Sutton – Concerned about a resident

Policy and learning

•	 Care Act 2014, Department of Health (2014)

•	 Care and support statutory guidance: Issued under the Care Act 
2014, Department of Health (2015) 

Quality standards

•	 Transition between inpatient hospital settings and community or care 
home settings for adults with social care needs [ng27], Guideline, 
NICE (2016)

Best practice guidance

•	 Discharge to assess, NHS England Quick guide

•	 Improving hospital discharge into the care sector, NHS England Quick 
guide

•	 Identifying local care home placements, NHS England Quick guide

Tools and useful resources

•	 Hospital2Home resource pack, Housing LIN - information to support 
hospital discharge

•	 Coordinate my care, Coordinate My Care (CMC) 

•	 High Impact Change Model for reducing delayed transfers of care, 
LGA, ADASS, NHSI, NHSE, DH

2. Multidisciplinary team support including coordinated health and social care 

https://www.england.nhs.uk/wp-content/uploads/2016/04/core-info-care-support-planning-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/01/2015-01-20-CFRS-v0.14-FINAL.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-better-use-of-care-at-home.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-supporting-patients-choices.pdf
https://www.england.nhs.uk/ourwork/ltc-op-eolc/older-people/frailty/
https://www.england.nhs.uk/ourwork/ltc-op-eolc/older-people/frailty/
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=26308805
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=8847280
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119429
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119333
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119781
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119781
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=26524805
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted/data.htm
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.nice.org.uk/guidance/ng27
https://www.nice.org.uk/guidance/ng27
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-discharge-to-access.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-Improving-hospital-discharge-into-the-care-sector.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-Identifying-local-care-home-placements.pdf
http://www.housinglin.org.uk/hospital2home_pack/
http://coordinatemycare.co.uk/
http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model
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2. MDT 
support

3. Reablement 
and rehabilitation

3. Reablement and rehabilitation

What the framework says
•	 The aims of reablement and rehabilitation are fourfold: (i) to promote independence at home, (ii) to decrease the length of hospital stays, (iii) to reduce the chance of readmission to hospital,  

and (iv) to reduce the risk of admission to a care home.
•	 The EHCH care model works with the voluntary sector and develops existing and new community assets to support local people to improve their health and wellbeing.

Who might be best placed to think this through?
•	 This section is relevant to CCG and local authority commissioners, with input from community teams, GPs, MDTs, the acute sector, and care home providers.

‘I’ statement
•	 “I feel safe. I can live the life I want and I am supported to manage any risks.“

Sub-element Component Implementation prompts Support available

3.1 Reablement/ 
rehabilitation 
services

i Local authorities and the NHS make 
continued investment in reablement 
and rehabilitation a shared priority.

ii CCGs work with local authorities 
to ensure that rehabilitation and 
reablement is provided in the right 
setting, including in care homes 
and bed-based rehabilitation for 
individuals who are not suitable for 
rehabilitation in their own homes.

iii Activity coordinators form an 
important part of the reablement 
team – they help facilitate and 
support exercise and other activities 
for the individual.

iv Personalised care planning 
ensures that the support offered 
is proportionate to the individual’s 
circumstances and needs.

•	 What arrangements are in place for rehabilitation and reablement in your 
locality?

•	 How are these arrangements funded?
•	 To what degree is the rehabilitation and reablement offer for local citizens 

integrated across health and social care provision?

•	 Does the local reablement service extend to those in care homes and 
nursing homes?

•	 Are activity coordinators or similar roles part of your reablement teams?

•	 See 2.1, iv

Vanguard case studies and resources:
•	 Wakefield - Reviewing frailty tools in care homes

Quality standards
•	 Intermediate care including reablement (in-development), 

guideline, NICE (expected 2017)

•	 Homecare: Delivering personal care and practical support to 
older people living in their own homes, NICE guideline [21]

Best practice guidance
•	 Commissioning Guidance for Rehabilitation, NHS England 

(2016). Includes and number of top tips including specific 
reference to care homes as settings for rehabilitation

•	 The Principles and Expectations for Good Adult Rehabilitation, 
Wessex Strategic Clinical Networks / NHS England (2015)

•	 Better use of care at home, NHS England Quick Guide (2016)

•	 Allied Health Professionals into Action - the potential and role 
of AHPs within the health, social and wider care system

Tools and useful resources
•	 Reablement: a guide for frontline staff. England. North East 

Improvement and Efficiency partnership, Office for public 
management (2010)

•	 Resources for home care providers, GPs, commissioners and 
families on how to deliver reablement services that promote 
independence, SCIE

3. Reablement and rehabilitation

1. Enhanced 
primary care

Background
4. End-of-life 
and dementia

5. Collaboration 
and commissioning

6. Workforce 
development

7. Data, IT and 
technology

Glossary

https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119653
https://www.nice.org.uk/guidance/indevelopment/gid-scwave0709
https://www.nice.org.uk/guidance/indevelopment/gid-scwave0709
https://www.nice.org.uk/guidance/ng21
https://www.nice.org.uk/guidance/ng21
https://www.england.nhs.uk/ourwork/qual-clin-lead/ahp/improving-rehabilitation/
https://www.networks.nhs.uk/nhs-networks/clinical-commissioning-community/documents/principles-and-expectations
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-better-use-of-care-at-home.pdf
https://www.england.nhs.uk/ourwork/qual-clin-lead/ahp/
http://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjG5vbh9aLPAhVjFMAKHZh-DGUQFggcMAA&url=http://www.opm.co.uk/wp-content/uploads/2014/01/NEIEP-reablement-guide.pdf&usg=AFQjCNELChIVEMrAKXRaMEwlvKLO1xh0Dg
http://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjG5vbh9aLPAhVjFMAKHZh-DGUQFggcMAA&url=http://www.opm.co.uk/wp-content/uploads/2014/01/NEIEP-reablement-guide.pdf&usg=AFQjCNELChIVEMrAKXRaMEwlvKLO1xh0Dg
http://www.scie.org.uk/reablement/
http://www.scie.org.uk/reablement/
http://www.scie.org.uk/reablement/
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Sub-element Component Implementation prompts Support available

3.2 Developing 
community 
assets to support 
resilience and 
independence

i Self-care / care self-management and 
the provision of informal care are 
encouraged for those in care homes 
as well as the community.

ii People are supported to ensure that 
they can be involved with and feel 
a part of, the wider community, 
particularly through ‘community 
anchor’ organisations.

iii Professionals in care homes, health 
services and the community ensure 
the care planning process identifies 
the outcomes that are important to 
individuals, as well as meeting their 
health needs in a personalised way.

•	 How are those in care homes, or at risk of admission supported to manage 
their own health and care needs?

•	 How far is social prescribing being used across the vanguard?
•	 Is there a pro-active approach to tackling social isolation in care homes in 

your area?

•	 Are care homes systematically linked with community groups, charities and 
other organisations offering leisure and wellbeing activities? 

•	 What community resources have been mapped and how are you 
connecting with these? 

•	 To what extent are you working in partnership with local communities, 
local government and voluntary and community organisations?

•	 Does your CCG or local authority offer support for holistic care planning 
such as the use of the ‘portrait of a life’ or LEAF tools? 

•	 To what extent is this available in care homes and nursing homes, and for 
those with health and care needs in the community?

•	 To what extent are carers identified and supported?

Vanguard case studies and resources
•	 Wakefield CCG – Community solutions

•	 Wakefield  CCG – Building social capital

•	 Wakefield CCG – Pull up a chair (engagement programme)

Policy and learning
•	 Head, hands and heart: asset-based approaches in health care, 

Health Foundation (2015)

•	 VCSE Review: Joint review of partnerships and investment in 
voluntary, community and social enterprise organisations in 
the health and care sector, Representatives of the VCSE sector 
and the Department of Health, NHS England, and Public Health 
England (2016).

•	 Case study: addressing obesity through community 
engagement, NICE

Best practice guidance
•	 Developing Asset Based Approaches to Primary Care: Best 

Practice Guide, Innovation Unit / Greater Manchester Public 
Health Network (2016)

•	 A new relationship with people and communities, People and 
Communities Board (NHSE, National Voices and partners) 
[2017] outlines a set of ‘high impact actions’ for accelerating 
the adoption of person and community-centred approaches to 
health and care.

•	 Public health working with the voluntary, community and social 
enterprise sector: new opportunities and sustainable change, 
LGA (2015)

Tools and useful resources
•	 Portrait of a life 

•	 LEAF-7 tool - a method of measuring a person’s quality of life 
and any changes to that quality of life which occur over time.

•	 Realising the value programme - tools and resources, NHSE / 
NESTA 2015

•	 People powered health co-production catalogue, NESTA 2014

•	 Route 2 Wellbeing Birmingham

3. Reablement and rehabilitation

https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119109
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119621
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119717
http://www.health.org.uk/publication/head-hands-and-heart-asset-based-approaches-health-care
https://vcsereview.org.uk/
https://vcsereview.org.uk/
https://vcsereview.org.uk/
https://www.nice.org.uk/sharedlearning/sheffield-community-health-champions-programme-addressing-obesity-through-community-engagement
https://www.nice.org.uk/sharedlearning/sheffield-community-health-champions-programme-addressing-obesity-through-community-engagement
http://www.innovationunit.org/sites/default/files/Greater Manchester Guide 160516.pdf
http://www.innovationunit.org/sites/default/files/Greater Manchester Guide 160516.pdf
http://www.nationalvoices.org.uk/publications/our-publications/new-relationship-people-and-communities
http://www.local.gov.uk/public-health-working-voluntary-community-and-social-enterprise-sector-new-opportunities-and
http://www.local.gov.uk/public-health-working-voluntary-community-and-social-enterprise-sector-new-opportunities-and
http://www.southwestyorkshire.nhs.uk/quality-innovation/initiatives-projects/portrait-life-elearning/
http://www.ageuk.org.uk/wakefielddistrict/our-services/leaf-7/
http://www.nesta.org.uk/realising-value-programme-reports-tools-and-resources
http://www.nesta.org.uk/publications/co-production-catalogue
https://r2wbirmingham.info/about-us,p-2.html
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3. Reablement 
and rehabilitation

4. End-of-life 
and dementia

4. High quality end-of-life care and dementia care

What the framework says
•	 High quality end-of-life care ensures that people die in the place of their choosing with dignity and in comfort. High quality dementia care ensures that people with dementia have equal access  

to the services and support that they require. Care home residents have the same entitlement to these types of high-quality care as everyone else.

Who might be best placed to think this through?
•	 This section is relevant to CCG and local authority commissioners, with input from community teams, GPs, MDTs, the acute sector, third sector/voluntary sector, and care home providers.

‘I’ statement
•	 “I am in control of planning my care and support.“ 

•	 “I have access to a range of support that helps me live the life I want and remain a contributing member of my community.“

•	 “I can make the last stage of my life as good as possible because everyone works together confidently, honestly and consistently to help me and the people who are important to me,  
including my carer(s).”

Sub-element Component Implementation prompts Support available

4.1 End-of-life care

i A systematic, proactive approach is 
used to identify residents who may 
require end-of-life care.

ii Individuals are supported to die in 
their place of choice. This is reinforced 
through ‘advance care planning’, 
personalised care plans and treatment 
escalation plans.

•	 In what percentage of local homes is there a jointly agreed process 
between CCG, GP practices, acute trust, care homes and the local 
authority for identifying those who would benefit from end-of-life care? 

•	 How is care provided as a result?

•	 Do any MDTs in your area utilise an Electronic Palliative Care Co-ordination 
System (EPaCCS) to support care given to those at end of life?

•	 Is advance care planning available to those in care homes?
•	 Are processes in place to measure the percentage of people in your area 

who die in their preferred place of care? 
•	 Is there a robust system in place for identifying this information for those 

that live in care homes and supported living settings?

Vanguard case studies and resources
•	 Airedale and Partners – Gold Line End of Life Service

 Policy and learning
•	 The Ambitions for Palliative and EoLC - a national 

framework for local action, End of Life Care Ambitions
•	 Effective Healthcare for Older People Living in Care 

Homes, British Geriatrics Society (2016)
•	 Lessons learned: Implementing an Electronic Palliative 

Care Co-ordination System (EPaCCS)
•	 EPaCCS - a case for change, End of Life Care Ambitions
•	 Government’s response to the choice review including  

6 point EoLC commitment
•	 CQC thematic review of inequalities in EoLC

Quality standards
•	 End of life care for adults. NICE quality standard [qs13], 

Quality Standard, NICE (2011)
•	 National Gold Standards Framework (2012)

4. High quality end-of-life care and dementia care

2. MDT 
support
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119749
http://endoflifecareambitions.org.uk/
http://endoflifecareambitions.org.uk/
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
file://localhost/%E2%80%A2%2509http/:endoflifecareambitions.org.uk:wp-content:uploads:2016:09:Lessons-learned-implementing-an-Electronic-Palliative-Care-Co-ordination-System-EPaCCS.pdf
file://localhost/%E2%80%A2%2509http/:endoflifecareambitions.org.uk:wp-content:uploads:2016:09:Lessons-learned-implementing-an-Electronic-Palliative-Care-Co-ordination-System-EPaCCS.pdf
http://endoflifecareambitions.org.uk/wp-content/uploads/2016/09/Making-the-case-for-change.pdf
https://www.gov.uk/government/publications/choice-in-end-of-life-care-government-response
http://www.cqc.org.uk/content/different-ending-our-review-looking-end-life-care-published
https://www.nice.org.uk/guidance/qs13
http://www.goldstandardsframework.org.uk/
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Sub-element Component Implementation prompts Support available

4.1 End-of-life care

iii When appropriate, the EHCH should 
seek support in delivering end-of-life 
care from its partner organisations, 
including acute hospital, hospices and 
community nursing teams.

iv Care home staff are supported with 
education and training on palliative 
care knowledge and skills.

•	 To what degree is the local acute sector and community and voluntary 
sector involved with the identification of those at the end of life, and in 
providing support to this group of people?

•	 Do you know the level of training staff in the care and nursing homes in 
your area currently receive on end of life care? (e.g. syringe driver training, 
holding difficult conversations, medicine management).

•	 Is there a reliable method for commissioners to be assured that training is 
occurring regularly and to a safe quality?

Best practice guidance
•	 EPACCs - electronic systems that improve end of life care, 

Marie Curie 
•	 EPaCCS implementation guidance
•	 Summary Care Record additional information - activated 

where EPaCCS solution is not in place
•	 Core educational framework; case studies of good 

practice and webinars available on NHS Employers 
website

•	 Commissioning toolkit for person centred end of life care
•	 NHS England and partners quick guides: transforming 

urgent and emergency care services out of hospital to 
support local health and care systems. The guides provide 
practical tips, case studies and links to useful documents, 
which can be used to implement solutions to commonly 
experienced issues.

•	 Specialist Palliative Level Care information for 
commissioners sets out what good SPC looks like from a 
system perspective 

Tools and useful resources 
•	 Case studies and resources available on the ‘Knowledge 

Hub’ for palliative and end-of-life care
•	 Coordinate my care, Coordinate My Care (CMC) 
•	 Information and links for professionals who support 

people and their families at the end of life, SCIE
•	 Six Steps to Success Programme, North West Coast 

Strategic Clinical Networks
•	 The Good Death Pilot project, Housing for Health
•	 Personalised Care Planning templates and guidance, 

including templates for advance care plans, emergency 
care and treatment plans, NHS England

•	 Macmillan’s Holistic Needs Assessment template 
•	 Toolkit for general practice in supporting older people 

living with frailty, NHS England

4. High quality end-of-life care and dementia care
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https://www.mariecurie.org.uk/globalassets/media/documents/commissioning-our-services/strategic-partnerships/rcgps/epaccs-electronic-systems-that-help-improve-care.pdf
http://www.endoflifecare-intelligence.org.uk/resources/publications/implementation_guidance
https://digital.nhs.uk/summary-care-records/additional-information
http://www.skillsforhealth.org.uk/eol-cstf
http://www.nhsemployers.org/case-studies-and-resources/2016/07/end-of-life-care-webinar
http://www.nhsemployers.org/case-studies-and-resources/2016/07/end-of-life-care-webinar
https://www.england.nhs.uk/wp-content/uploads/2016/04/nhsiq-comms-eolc-tlkit-.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Pages/quick-guides.aspx
https://www.england.nhs.uk/wp-content/uploads/2016/04/speclst-palliatv-care-comms-guid.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/speclst-palliatv-care-comms-guid.pdf
http://endoflifecareambitions.org.uk/
http://endoflifecareambitions.org.uk/
http://coordinatemycare.co.uk/
http://www.scie.org.uk/adults/endoflifecare/
http://www.scie.org.uk/adults/endoflifecare/
http://www.nwcscnsenate.nhs.uk/strategic-clinical-network/our-networks/palliative-and-end-life-care/six-steps-sucess-end-life-care/
http://www.housingforhealth.net/good-death-pilot-project-newcastle/
http://www.nhs.uk/Conditions/social-care-and-support-guide/Pages/care-plans.aspx
http://www.macmillan.org.uk/aboutus/healthandsocialcareprofessionals/newsandupdates/macvoice/macvoicewinter2012/holisticneedsassessmentandcareplanning.aspx
https://www.england.nhs.uk/ourwork/ltc-op-eolc/older-people/frailty/
https://www.england.nhs.uk/ourwork/ltc-op-eolc/older-people/frailty/
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Sub-element Component Implementation prompts Support available

 4.2 Dementia care 

i A systematic, proactive approach is 
used to identify residents who may 
require end-of-life care.

ii Shared care planning delivers high-
quality, personalised care, and ensures 
timely access to secondary care and 
to specialised mental health services.

iii Education, training and professional 
development ensures that carers, 
families and staff employed by social 
care providers feel supported.

iv Medication reviews focus on reducing 
polypharmacy and optimising 
antipsychotic medication.

v The physical environment for 
residents is considered. This includes 
sensory and home environments, 
and therapies such as animal assisted 
therapy.

vi ‘This is Me’ tool is used to help NHS 
services ensure that all care home 
residents’ needs are met.

•	 Is there an established approach for identifying those with dementia in 
care homes, who are in hospital and require discharge to care homes, and 
amongst those in the community who are at risk of admission?

•	 Does shared care planning (and MDT in-reach if established) ensure timely 
access to secondary care and mental health services for those in care 
homes with dementia?

•	 What is the operational model and referral route for specialist dementia 
care for those in care homes?

•	 How is the community and voluntary sector involved in providing dementia 
care, and support to relatives and carers?

•	 Do medicines reviews include a prompt for optimising anti-psychotic 
medication?

•	 Are assessments of the physical environment included when considering 
the best placement for individuals?

•	 Do community nursing teams and GP use the ‘This is Me’ tool? (See link).

Vanguard case studies and resources
•	 Newcastle and Gateshead CCG – Dementia – ‘Robert’s 

Story’
•	 Nottingham City CCG – Dementia Outreach Team 

Training

Policy and learning
•	 Joint declaration on post-diagnostic dementia care and 

support, Department of Health and partners (2016)
•	 Making a Difference in Dementia - Nursing Vision and 

Strategy, Department of Health (2016)
•	 Prime Minister’s Challenge on Dementia 2020: 

Implementation Plan, Department of Health (2016)
•	 Fix Dementia Care: NHS and care homes report, 

Alzheimer’s society (2016) 

Quality standards
•	 Dementia: supporting people with dementia and their 

carers in health and social care, NICE Clinical guideline 
[CG42]

•	 Hospice services: provider handbook, Care Quality 
Commission (2015)

Best practice guidance
•	 Dementia Core Skills Education and Training Framework, 

Skills for health, HEE (2015)
•	 Shared Lives Plus scheme – supporting older people 

(including those with dementia) with day support and 
short breaks to aid living independently longer

Tools and useful resources
•	 ‘This is Me’ tool, Alzheimer’s Society and Royal College of 

Nursing (2013)
•	 Dementia Dog Project, Alzheimer Scotland
•	 Music in Mind Project, Manchester Camerata
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119397
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119397
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119365
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119365
https://www.gov.uk/government/publications/dementia-post-diagnostic-care-and-support/dementia-post-diagnostic-care-and-support
https://www.gov.uk/government/publications/dementia-post-diagnostic-care-and-support/dementia-post-diagnostic-care-and-support
https://www.gov.uk/government/publications/dementia-nursing-vision-and-strategy
https://www.gov.uk/government/publications/dementia-nursing-vision-and-strategy
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/507981/PM_Dementia-main_acc.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/507981/PM_Dementia-main_acc.pdf
https://www.alzheimers.org.uk/site/scripts/download_info.php?downloadID=1893
https://www.nice.org.uk/guidance/cg42
https://www.nice.org.uk/guidance/cg42
http://www.cqc.org.uk/sites/default/files/20160422_ASC_hospice_provider_handbook_April 2016_update.pdf
http://www.skillsforhealth.org.uk/services/item/176-dementia-core-skills-education-and-training-framework
http://sharedlivesplus.org.uk/
https://www.alzheimers.org.uk/site/scripts/download_info.php?fileID=1604
http://www.dementiadog.org/
http://www.manchestercamerata.co.uk/learning/health/dementia/music-in-mind
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5. Collaboration 
and commissioning

5. Joined - up commissioning and collaboration between health and social care
What the framework says
•	 In order to ensure that an EHCH transforms the quality of care, its commissioners will need to work closely with its providers to promote the use of networked care homes, shared contracts and 

access to a full range of housing options. Commissioning the model is achieved through collaboration, building on and improving existing contractual arrangements.

Who might be best placed to think this through?
•	 This section is most relevant to CCG and local authority commissioners and care home providers.

Sub-element Component Implementation prompts Support available

5.1 Co-production 
with providers 
and networked 
care homes

5.2 Shared 
contractual 
mechanisms and 
shared system-
wide ambitions

i Commissioners work together with 
providers of care home services either 
through a local care home forum or 
through online networks.

ii An active, well-attended care provider 
forum is in place and there is regular 
engagement between commissioners 
and care providers.

iii Commissioning with input from those 
with care and support needs.

i Implementing the EHCH care model 
as part of a wider whole systems 
integration initiative.

ii Development of risk-sharing and 
gain-sharing mechanisms. 

iii Introduction of a common set of 
outcomes across health and social 
care commissioning.

iv Shared system leadership and the 
development of a shared culture of 
working and trust at operational level.

•	 Does a forum exist to bring together care home managers and/or other 
staff to collectively deal with issues and feedback to the CCG and/or local 
authority?

•	 If so, how often does this meet? Does it include care and nursing homes, 
and other settings e.g. supported living and learning disabilities (LD)?

•	 Is there a forum for more junior staff in care homes to meet and share 
learning?

•	 How often, and how, does the CCG and local authority communicate to 
care homes in its area?

•	 Does the CCG engage with care providers and the local authority on 
market sustainability issues? How and how often?

•	 How would implementation of an EHCH care model in your area fit with 
the wider Sustainability and Transformation Partnership (STP) and local 
initiatives in your area? How does it link to QIPP and CQUIN-related plans?

•	 Are local health and social care leaders supportive of implementing the 
EHCH care model in your area?

•	 Which elements of the EHCH care model are already funded via a GP-LES/
LCS agreement in your area?

•	 Is there a forum through which commissioners and care providers can 
discuss planned transformation work?

•	 To what degree is there a shared approach, or ambition, for a common set 
of outcomes across health and social care to drive local commissioning of 
residential, nursing and domiciliary care?

•	 What formal and informal mechanisms and forums exist locally to support 
integrated working between CCG and local authority commissioners?

Best practice guidance
•	 Commissioning for Excellence in Care Homes, British 

Geriatrics Society (2013)
•	 Effective Healthcare for Older People Living in Care 

Homes, British Geriatrics Society (2016)
•	 Commissioning for Better Health outcomes, LGA (2016)

Tools and useful resources 
•	 Commissioning for Better Outcomes - A route map, LGA/ 

ADASS (2014) 
•	 People not process: a tool for co-production in 

commissioning, Think Local Act Personal [TLAP], (2015)
•	 Market shaping toolkit (MaST): supporting local authority 

and SME care provider innovation and collaboration, 
Institute of Public Care (2014)

Vanguard case studies and resources: 
•	 Wakefield Care Home Vanguard – Alliance contract ‘How 

did they achieve it?

Tools and useful resources 
•	 NHS Standard Contract 2016/17 Technical Guidance 

s14.1-14.2, NHS England
•	 Managing care home closures, NHS England Quick guide 

(2016)
•	 Managing care home closures: Management checklist, 

NHS England and partners (2016)
•	 Managing care home closures: Stakeholder duties and 

powers, NHS England and partners (2016)
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5. Joined - up commissioning and collaboration between health and social care

http://www.bgs.org.uk/index.php/resources-6/bgscampaigns/commissioning2013/2578-commissioning2013-intro
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.bgs.org.uk/pdfs/2016_bgs_commissioning_guidance.pdf
http://www.local.gov.uk/commissioning-better-health-outcomes
http://www.local.gov.uk/documents/10180/5756320/Commissioning+for+Better+Outcomes+A+route+map
http://www.thinklocalactpersonal.org.uk/co-production-in-commissioning-tool/
http://www.thinklocalactpersonal.org.uk/co-production-in-commissioning-tool/
http://ipc.brookes.ac.uk/services/mast.html
http://ipc.brookes.ac.uk/services/mast.html
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119077
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119077
https://www.england.nhs.uk/wp-content/uploads/2016/04/2-nhs-contrct-tech-guid-1617.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/2-nhs-contrct-tech-guid-1617.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/1577_QuickGuide-CareHomes_9.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/Checklist-managing-care-home-closures.docx
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/Duties-and-powers-Care-Act-2014.docx
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/Duties-and-powers-Care-Act-2014.docx
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Sub-element Component Implementation prompts Support available

5.3 Access to 
appropriate 
housing options

5.4 Equality 
and health 
inequalities

i The services provided as part of the 
EHCH care model are extended to 
those living in the community where 
beneficial.

ii Facilitation of a range of support 
housing options which enable people 
to live as independently as possible.

iii Partnership working to encourage the 
development of housing which meets 
the requirements of those with care 
and support needs.

i Adherence to the Equality Act 2010.

ii Reducing health inequalities

•	 What arrangements are in place for provision of housing adaptations? 
(e.g. equipment such as grab rails). 

•	 Are these integrated across NHS, social care and housing providers?
•	 What process is in place to ensure those with health and care needs 

supported to live in fit for purpose housing?
•	 Are extra care or supportive living arrangements available for those with 

needs, who do not wish to move to residential care?

•	 As you implement the EHCH care model have you and your partners 
given due regard to the need to eliminate discrimination, harassment 
and victimisation, to advance equality of opportunity, and to foster good 
relations between people who share a relevant protected characteristic (as 
cited under the Equality Act 2010) and those who do not share it?

•	 Have you given regard to the need to reduce inequalities between 
residents in access to, and outcomes from healthcare services and to 
ensure services are provided in an integrated way where this might reduce 
health inequalities?

Best practice guidance
•	 Health and housing, NHS England Quick guide
•	 Supporting patients’ choices to avoid long hospital stays, 

NHS England Quick guide
•	 Template Policy: Supporting patients’ choices to avoid 

long hospital stays, NHS England and partners (2016)

Tools and useful resources 
•	 Resources from the Housing LIN, Housing Learning and 

Improvement Network (LIN)
•	 Resources to help staff delivering housing with care and 

support services, Skills for Care

Best practice guidance
•	 Guidance for NHS commissioners on equality and health 

inequalities legal duties, NHS England (2015)
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http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-health-and-housing.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-supporting-patients-choices.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/TEMPLATE-POLICY.docx
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/TEMPLATE-POLICY.docx
https://www.housinglin.org.uk/Topics/
http://www.skillsforcare.org.uk/Leadership-management/Workforce-integration/Integration-with-housing/Integration-with-housing.aspx
http://www.skillsforcare.org.uk/Leadership-management/Workforce-integration/Integration-with-housing/Integration-with-housing.aspx
https://www.england.nhs.uk/wp-content/uploads/2015/12/hlth-inqual-guid-comms-dec15.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/12/hlth-inqual-guid-comms-dec15.pdf


6. Workforce development

What the framework says
•	 Underpinning the success of the EHCH model is a skilled and confident workforce that is committed to partnership working. Workforce development within an EHCH builds upon the existing 

learning and training opportunities to ensure that staff who are employed by social care providers receive a wide range of training and development opportunities. 

•	 The EHCH also undertakes joint workforce planning in order to ensure a sustainable supply of appropriately skilled staff. This helps to ensure that care home residents receive the best available 
care within the home.

Who might be best placed to think this through?
•	 This section is most relevant to CCG and local authority commissioners, with input from community teams, GPs, MDTs, the acute sector, and care home providers.

Enhanced Health in Care Homes (EHCH) benchmarking, planning and resource guide 16

5. Collaboration 
and commissioning

6. Workforce 
development

Sub-element Component Implementation prompts Support available

6.1 Training and 
development 
for social care 
provider staff

i Investment in professional 
development for care home 
managers, nurses and care 
practitioners.

ii The EHCH increases the confidence 
and proficiency of staff employed by 
social care providers in caring for care 
home residents, particularly those 
with complex needs.

iii Care practitioners are trained in 
competencies such as wounds 
management, nutrition and falls. 

iv All care home staff have access to 
training on complex conditions.

•	 How is training and ongoing learning supported for care home staff? 
•	 What training programmes with social care providers do health and social 

care commissioners and acute providers fund, offer or facilitate?
•	 What percentage of care home staff has been offered training in complex 

conditions (end of life care [EoLC], dementia and falls)?

Vanguard case studies and resources
•	 N&E Herts – Complex Care Premium and pathway 

champions - focusing on workforce to improve care
•	 Sutton CCG - Integration, education and quality
•	 Sutton CCG – Upskilling staff in care homes

Policy and learning
•	 Teaching Care Home, a ground-breaking, nurse-led pilot 

to improve the learning environment for staff working 
in homes, undergraduate nurse apprenticeships and 
all learning placements in care homes. Care England / 
Department of Health

Tools and useful resources
•	 Skills for Care learning and development pages 
•	 SCIE care provider pages 
•	 Royal College of GPs (RCGP) eLearning resources (may 

require registration or log-in) 
•	 Accredited Care Navigation Training, West Wakefield 

Health and Wellbeing
•	 Nursing times / Care England Microsite

- resources for Older People Nurses
- resources for Learning Disability Nurses
- Care sector resources
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119045
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119045
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119141
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119269
http://www.careengland.org.uk/teaching-care-home
http://www.skillsforcare.org.uk/Learning-development/Learning-and-development.aspx
http://www.scie.org.uk/care-providers/
http://elearning.rcgp.org.uk/mod/page/view.php?id=3927
http://elearning.rcgp.org.uk/mod/page/view.php?id=3927
http://www.westwakefieldhealthandwellbeing.nhs.uk/professionals/training-guidance/
https://www.nursingtimes.net/roles/older-people-nurses
https://www.nursingtimes.net/roles/learning-disability-nurses
https://www.nursingtimes.net/careengland
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Sub-element Component Implementation prompts Support available

6.2 Joint workforce 
planning

i Joint workforce planning across NHS, 
local government and social care 
providers.

ii Progress towards integrated health 
and social care teams, including care 
provider staff.

iii Joint action to address local 
recruitment and retention issues.

iv Work to introduce and test new roles 
which support the viability of the 
EHCH care model.

•	 What mechanisms are in place to allow the local health and care system to 
jointly plan for staff needed in social care, community and acute settings? 

•	 Do these include representatives of social care providers?
•	 To what degree are your workforce and training aspirations embedded in 

contracts for care homes and health providers?
•	 Is a workforce plan is in place for staff across the system?
•	 Is your area considering any of the following?

- Care coordinators
- Nurse practitioners (including specialists in frailty, older people’s care and 

learning disabilities)
- GP practitioners 
- Pathway champions within care homes e.g. end of life care and falls 

champions

Vanguard case studies and resources: 
•	 E&N Herts - Focusing on workforce development to 

improve care
•	 E&N Herts – Discharge to assess / Development of trusted 

Assessor role

Best practice guidance
•	 Skills for Care - finding and keeping staff

Tools and useful resources
•	 The Calderdale Framework - Provides a systematic, 

objective method of reviewing skill, role and service 
redesign

•	 WRaPT Strategic workforce planning tool, Health 
Education England [North West]

•	 Resources on values based recruitment, Health Education 
England (2016)
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119813
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119813
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119333
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119333
http://www.skillsforcare.org.uk/Recruitment-retention/Finding-and-keeping-workers/Finding-and-keeping-workers.aspx
http://www.calderdaleframework.com
https://wrapt.org.uk/
https://hee.nhs.uk/our-work/attracting-recruiting/values-based-recruitment


7. Data, IT and technology

What the framework says
•	 To fully realise the EHCH model, care homes and health and care partners need fit for purpose digital infrastructure, confident and trained staff, and a system-wide awareness of the opportunities 

which technology enabled care homes offer for residents, managers, clinicians and commissioners.

Who might be best placed to think this through?
•	 This section is relevant to CCG and local authority commissioners, with input from GPs and care home providers. You may wish to draw upon detail from your area’s local digital roadmap (LDR).

Enhanced Health in Care Homes (EHCH) benchmarking, planning and resource guide
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and social care 
data sets
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7. Data, IT and 
technology

Sub-element Component Implementation prompts Support available

i Privacy impact assessment.

ii Use of business intelligence and 
population health analytics.

•	 When implementing the data, IT and technology elements of the 
framework, a privacy impact assessment (PIA) should be completed and 
evidenced to help commissioners understand what information is required 
and why, including identifying any privacy risks and mitigating these where 
possible.

•	 This in turn will also help query the necessity for any required identifiable 
information and compliance with the Data Protection Act

•	 Have local Information governance considerations been explored for 
necessary advice and guidance?

•	 Are integrated data sets available?
•	 Can the CCG identify admissions to acute care from care homes?
•	 Is a risk-stratification approach in place to guide who MDT and dementia 

teams draw upon on?
•	 If so, which business intelligence systems are you using?
•	 Which services have been tailored and therefore changed as a result of 

your population segmentation and risk stratification?
•	 Which preventative services are now delivering as a result of this 

population segmentation? 
•	 What is the impact on the residents?

Vanguard case studies and resources
•	 Sutton CCG – Quality dashboard – ‘what’s been the 

impact and how does it work?’
•	 E&N Herts – Medeanalytics

Best practice guidance
•	 Guidance on risk stratification, NHS England 
•	 Nuffield Trust - Choosing a predictive risk model: a guide 

for commissioners in England
•	 Nuffield Trust - Predicting Social Care Costs

Tools and useful resources
•	 NHS England Population Health Analytics network  

(via FutureNHS platform, requires log-in)
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https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119205
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119205
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=23536069
https://www.england.nhs.uk/ourwork/tsd/ig/risk-stratification/
http://www.nuffieldtrust.org.uk/publications/choosing-predictive-risk-model-guide-commissioners-england
http://www.nuffieldtrust.org.uk/publications/choosing-predictive-risk-model-guide-commissioners-england
http://www.nuffieldtrust.org.uk/publications/predicting-social-care-costs-feasibility-study
https://futurenhs.kahootz.com/connect.ti/populationhealth/grouphome
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Sub-element Component Implementation prompts Support available

7.2 Access to the 
shared care 
record and secure 
email

7.3 Better use of 
technology in 
care homes

i Interoperability of IT systems, 
including access to shared, integrated 
care records.

ii Adoption of the Information 
Governance Toolkit and compliance 
with Caldicott 3.

iii All care home providers are supported 
to adopt secure email via NHS Mail 2 
or alternatives.

i Telemedicine and secure video links 
between GPs, community teams, 
clinical hubs, and care homes.

ii Appropriate use of sensors and 
monitoring technology.

iii Use of assistive technology.

iv Enabling digital infrastructure and 
equipment.

v Pro-active and jointly defined 
programmes of training and 
familiarisation around technology for 
care home staff.

•	 Can clinicians and care home staff access results and reports from 
community and primary care?

•	 Is your area working towards a shared care record? 
•	 How will this be made available to social care providers?

•	 Are information governance agreements in place between system 
partners?

•	 What percentage of care homes in your area use NHS Mail or other secure 
email solutions?

•	 Is there an offer from the CCG or local authority to help them adopt these 
systems?

•	 Do you understand what IT systems are in use in care homes (both nursing 
and residential) in your area?

•	 Do you know what systems are in use across GP practices?
•	 How are care homes and their staff currently supported to develop their IT 

capabilities?
•	 How is technology currently used to support service delivery, such as 

telemedicine, virtual clinics and health apps?
•	 Do the CCG, acute trust, local authority or care homes have any plans or 

aspirations around Technology Enabled Care?

Best practice guidance
•	 Sharing patient information, NHSE Quick guide 

Tools and useful resources
•	 Information Governance toolkit, NHS Digital
•	 Information on Patient Online proxy access, RCGP 

Learning  
•	 Joining NHS Mail, NHS Digital

Vanguard case studies and resources: 
•	 Airedale and Partners Telehealth Hub Guide
•	 Airedale & Partners - Telehealth opportunities

Policy and learning
•	 Technology Enabled Care Services, NHS England 
•	 Transforming social care through technology, LGA / 

Institute of Public Care (2016)

Best practice guidance
•	 Technology in care homes, NHSE Quick Guide

Tools and useful resources
•	 Technology Enabled Care Services Resource for 

Commissioners, NHS England (2015) - developed by NHS 
commissioners to help maximise the value of technology 
enabled care services for patients, carers, commissioners 
and the whole health economy
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http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-sharing-patient-information.pdf
https://www.igt.hscic.gov.uk/
http://elearning.rcgp.org.uk/course/view.php?id=180&section=7
http://support.nhs.net/joiningnhsmail
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119557
https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=22119237
https://www.england.nhs.uk/ourwork/qual-clin-lead/tecs/
http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/informatics/transforming-care-through-technology
http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-Technology-in-care-homes.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/04/TECS_FinalDraft_0901.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/04/TECS_FinalDraft_0901.pdf
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7. Data, IT and 
technology

Glossary

Glossary

Asset-based approach 
An asset-based approach seeks to mobilise the skills, capacities or resources available to 
individuals and communities which could enable them to gain more control over their lives 
and circumstances. Assets could include the practical skills, capacity and knowledge of local 
residents; the passions and interests of local people that give the energy to change; the 
networks and connections in a community; the effectiveness of local community and voluntary 
associations; and the resources of public, private and third sector organisations that are 
available to support a community.

Capitated funding approaches 
A capitation is the amount of health service funds to be assigned to a person for the service 
in question, for the time period in question, subject to any national budget constraints. 
Capitations are usually varied according to an individual’s personal and social characteristics, 
using a process known as risk adjustment. In most nations, the intention is that the risk-adjusted 
capitation should represent an unbiased estimate of the expected costs of the citizen to the 
health care plan over the chosen time period (typically one year).

The Care Act 2014 
Sets out a modern legislative framework for social care, creating a strong focus on wellbeing 
and prevention.

Care coordination 
Involves deliberately organising patient care activities and sharing information among all of 
the participants concerned with a patient’s care to achieve safer and more effective care. This 
means that the patient’s needs and preferences are known ahead of time and communicated 
at the right time to the right people, and that this information is used to provide safe, 
appropriate, and effective care to the patient.

Care homes 
The guide refers to ‘care homes’ throughout – this is used as a term covering both residential 
and nursing homes.

Care pathway 
Leads the healthcare commissioner, provider or clinician through the entire care process and 
patient experience for a given clinical condition – one that displays the clinical steps linked 
together along a timeline that structures the entire care process. Care pathways have locally 
agreed standards, based on evidence, where available to help a person with a specific condition 
or diagnosis move progressively through the clinical experience.

Care plan 
There are many different terms for care plans used across different care settings and for 
different conditions and purposes. A few examples are given below:

- Advance care plan, which makes clear a person’s wishes in anticipation of a deterioration in 
their condition in the future and their preferences for end of life care

- Discharge plans for people being discharged from hospitals or other care settings

- Education, health and care plan for children and young people with special educational 
needs and disabilities

- Emergency health care plans or crisis care plans

- Health action plans for people with learning disabilities

- Mental health recovery plans

- Person-centred care plan – often used in social care.

This guide refers to ‘care plans’. Whatever the plan is called, the aim should be for a single plan 
to be developed that includes all aspects of an individual’s health, wellbeing and life.

Care package 
Refers to an organised schedule of support (including direct care) that an individual has agreed 
with their GP, specialist and/or social worker.

Carer 
Anyone who cares, unpaid, for a friend or family member who due to illness, disability, mental 
health problem or an addiction cannot cope without their support.

Case management 
The process of planning, coordinating, managing and reviewing the care of an individual. There 
are different models of case management in chronic care. However, the broad principle is to 
assign each person a ‘case manager’ to assess resident’s needs; to develop a care plan arrange 
suitable care; monitor the quality of care; and maintain contact with the person and their 
family.

Comprehensive Geriatric Assessment (CGA) 
The gold standard for the management of frailty in older people is the process of care 
known as Comprehensive Geriatric Assessment (CGA). It involves a holistic, multidimensional, 
interdisciplinary assessment of an individual by a number of specialists of many disciplines in 
older people’s health and has been demonstrated to be associated with improved outcomes in a 
variety of settings.
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Glossary

Co-commissioning 
Different commissioning bodies aligning strategies whilst retaining direct responsibility for 
resources.

Commissioning 
Refers to the commissioning of whole services, organisations and clinical pathways.

Commissioning for Quality and Innovation (CQUIN) 
The CQUIN payment framework enables commissioners to reward excellence, by linking 
a proportion of English healthcare providers’ income to the achievement of local quality 
improvement goals.

Commissioners 
Refers to the organisations, agencies and/or departments who have provided the majority of 
financial resources to any programme, pilot or services.

Continuity of care 
Arrangements in place that ensure any health, care and support arrangement/intervention is 
carried out to ensure the least disruption to the service user/patient.

Direct payments 
One way of managing a personal health budget is a direct payment where money is given 
directly to an individual or their representative for the management of their NHS care. This 
option became legal on 1 August 2013 and is in addition to the pre-existing legal options for 
managing a personal health budget - by the NHS, or through a third party.

EPaCCS electronic palliative care coordination systems 
Previously known as locality registers, electronic palliative care coordination systems (EPaCCS 
or KIS for short) allow GPs and other healthcare professionals to share information about those 
patients who have been identified as likely to be in the last year of their lives. EPaCCS enable 
the recording and sharing of people’s care preferences and key details about their care with 
those delivering care. The systems support coordination of care and the delivery of the right 
care in the right place, by the right person, at the right time.

Holistic needs assessment 
A process of gathering information from an individual in order to inform discussion, which 
focusses on the whole person. Their entire wellbeing is discussed – physical, emotional, spiritual, 
mental, social and environmental needs.

Integration 
Integration involves joined up, coordinated health and social care that is planned and organised 
around the needs and preferences of the individual, their carer and family. This may also involve 
integration with other services, for example education or housing.

Intervention 
In the context of this document, both medical and non-medical interventions are considered. 
This includes activities, programmes, or offers of support which enable people to have a 
more active role in their own care, or to experience improved outcomes, such as education 
programmes, information to support decision making, or peer support, as well as medical 
interventions which might include drugs or treatments to improve, maintain or assess a person’s 
health.

Lack of capacity 
As defined in the Mental Capacity Act 2005 “…a person lacks capacity in relation to a matter 
if at the material time he is unable to make a decision for himself in relation to the matter 
because of an impairment of, or a disturbance in the functioning of, the mind or brain” .

Link workers 
Provide a signposting or facilitator role and act as a bridge between healthcare services and 
community services. They help people to understand what options are available to them in their 
local area.

Medicines review 
Many care home residents have multiple and complex conditions. These conditions can 
change, and the medicines that residents receive to treat these conditions need to be reviewed 
regularly to ensure that they remain safe and effective. A definition of medication review is 
“a structured, critical examination of a patient’s medicines with the objective of reaching an 
agreement with the patient about treatment, optimising the impact of medicines, minimising 
the number of medication related problems and reducing waste”.

Multidisciplinary and Multiagency team working 
Involves appropriately utilising knowledge, skills and best practice from multiple disciplines 
and across service provider boundaries, e.g. health, social care or voluntary and private sector 
providers to redefine, re-scope and reframe health and social care delivery issues and reach 
solutions based on an improved collective understanding of complex patient need(s).

NHS Continuing Health Care (NHS CHC) 
A package of care that is arranged and funded solely by the NHS for individuals who are not in 
hospital but who have complex ongoing healthcare needs.
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Glossary

Partners 
Refers to everyone who has a professional interest and is directly involved in the design, 
development and delivery of a service.

Peer support 
Where people with shared experiences come together to offer empathy, understanding and 
mutual help. It can range from informal, social support, to more formalised programmes where 
individuals might be referred to a peer support worker who is trained to help people plan how 
to manage their health and wellbeing. 

Personal health budgets 
An amount of money to support an individual’s identified healthcare and wellbeing needs, 
planned and agreed between them, or their representative, and their local NHS team. At the 
centre of a personal health budget is a care plan. The plan sets out the individual’s personal 
health and wellbeing needs, the health outcomes they want to achieve, the amount of money 
in the budget and how they are going to spend it. Personal health budgets can be used to 
pay for a wide range of items and services, including therapies, personal care and equipment, 
allowing individuals to have more choice and control over the health services and care they 
receive.

Personalisation 
Recognising people as individuals who have strengths and preferences and putting them at 
the centre of their own care and support. Personalised approaches involve enabling people to 
identify their own needs and make choices about how and when they are supported to live 
their lives.

Person-centred care 
To an individual it means: “I can plan my care with people who work together to understand 
me and my carer(s), allow me control, and bring together services to achieve the outcomes 
important to me.” (National Voices, A narrative for person-centred coordinated care). Residents 
and their carers are equal partners with health professionals in planning, developing and 
assessing care to ensure it is most appropriate to their needs. It involves putting individuals and 
their families at the heart of all decisions and requires a different kind of interaction between 
residents and healthcare professionals. 

Pooled budgets 
Combine funds from different organisations to purchase integrated support to achieve shared 
outcomes. This will enable organisations to build on previous joint working experience in order 
to purchase truly integrated care services.

Quality Improvement Plans (QIPP) 
QIPP stands for Quality, Innovation, Productivity and Prevention. It is a national, regional and 
local level programme designed to support clinical teams and NHS organisations to improve the 
quality of care they deliver, while making efficiency savings that can be reinvested into the NHS.

Reablement 
A short term service which involves, typically, six weeks of intensive home-based support to 
help people recover independence following crisis or hospital discharge. It involves the use 
of focused support and therapy to help people regain daily living skills and become able to 
do things for themselves again after an illness or accident. It can also include the provision of 
equipment and aids to help people live more independently in their own homes.

Rehabilitation 
A multidisciplinary process which supports the individual to achieve their maximum potential to 
function physically, socially and psychologically through support and intervention.

Risk stratification is a systematic process that can be used for commissioning as it identifies a 
population at higher risk of a specified outcome, e.g. unscheduled admission to hospital, from 
people with a lower risk. Case finding is a systematic or opportunistic process that identifies 
individuals (e.g. people with COPD) from a larger population for a specific purpose, for 
example, ‘flu vaccination. These concepts combine in risk stratification for case finding, which 
is a systematic process to identify sectors of the population that may benefit from additional 
clinical intervention, as directed by a lead clinician such as the patient’s GP.

Self-care 
Includes the actions people take for themselves, their children and their families to stay fit 
and healthy, from knowing when and how to take medicines and treating minor ailments, to 
seeking help when you need it. 

Unmet needs 
Where care and support needs have been identified but cannot be addressed due to treatments 
or services being unavailable, inadequate or unsuitable.

Voluntary and community sector (VCS) 
Sometimes referred to as the third sector, VCS is a common umbrella term for organisations 
such as charities, third sector organisations, not-for-profit organisations, community groups, 
social enterprises, civil society organisations and non-governmental organisations.
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Promoting equality and addressing health inequalities are at the heart of 
NHS England’s values. Throughout the development of the policies and 
processes cited in this document, we have: 

•	Given	due	regard	to	the	need	to	eliminate	discrimination,	harassment	
and victimisation, to advance equality of opportunity, and to foster 
good relations between people who share a relevant protected 
characteristic (as cited under the Equality Act 2010) and those who do 
not share it; and 

•	Given	regard	to	the	need	to	reduce	inequalities	between	patients	in	
access to, and outcomes from healthcare services and to ensure services 
are provided in an integrated way where this might reduce health 
inequalities

This information can be made available in alternative formats, such as 
easy read or large print, and may be available in alternative languages, 
upon request. 

Please contact 0300 311 22 33 or email england.contactus@nhs.net

Our values: 
clinical engagement, patient involvement, local ownership, national support

www.england.nhs.uk/vanguards #futureNHS

mailto:email%20england.contactus%40nhs.net?subject=
http://www.england.nhs.uk/vanguards
https://twitter.com/search?q=%23futurenhs

