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Telephone: 01744 457237 
Fax: 01744 624188 
 
Email: sthelensccg.foi@nhs.net 
 
Our Ref: FOI 7998 
 
Date: 14

th
 November 2019 

 

St Helens CCG 
The Gamble Building 
Victoria Square 
St Helens 
WA10 1DY 
 
 

Dear Sir/ Madam 
 
Re: Freedom of Information Request 
 
Further to your recent Freedom of Information request regarding Care Home Enhanced 
Services, please see below our response to your request. 
 
Request: 
 
Please send me details of any care home enhanced services commissioned by the CCG, 
setting out the total amount spent in 2018/19 and total budgeted spend in 2019/20 and the 
amount per patient on all such services and including a copy of it. 
 
Response: 
 
Please see attached Service Specification which answers your questions.  The CCG have 
commissioned this service for 2 years to provide enhanced care to residents in care homes. 
 
Should you require any further information or clarification regarding this response or do not 
feel that your request has been answered as you would expect, please contact us to discuss.  
 
We also wish to take this opportunity to inform you that a formal complaints and internal 
review process is available, which will be managed by a FOI Appeals Officer. 
 
This can be formally requested and must be done within a reasonable period of time (3 
calendar months) from the date this response was issued.  
 
Where you are not satisfied with the response to a request for information that falls within the 
Environmental Information Regulations, you should make a representation for a review to 
FOI Appeals Officer, sthelensccg.foi@nhs.net within 40 days of receipt of the response. 
 
If you are not satisfied with our review under the Freedom of Information Act or the 
Environmental Information Regulations, you may apply directly to the Information 
Commissioners Office (ICO) for a review of your appeal decision.  Generally, the ICO cannot 
make a decision unless you have exhausted our complaints procedure.  
 
  

mailto:sthelensccg.foi@nhs.net
mailto:sthelensccg.foi@nhs.net


The ICO can be contacted at;  
 
ICO, Wycliffe House, Water Lane, Wilmslow, Cheshire, SK9 5AF  
www.ico.gov.uk   
 
Should you need any further clarification or assistance, please do not hesitate to contact me 
quoting the above reference. 
 
Yours sincerely,  
 

 
 
Angela Delea 
Associate Director – Corporate Governance 
NHS St Helens Clinical Commissioning Group    

http://www.ico.gov.uk/


 
 

SCHEDULE 2 – THE SERVICES 
 

A. Service Specifications 
 
 
 

Service Specification No. CH2017 

Service Enhanced Care Provision to Care Homes in St Helens 

Commissioner Lead NHS St Helens CCG  

Provider Lead General Practice 

Period April 2019-2020 

Date of Review December 2020 

 

1. Population Needs 

For the purpose of this specification, the term ‘care home’ will cover both nursing and residential 
homes, as according to the British Geriatric Society (2011) 1 “there is considerable overlap in the 
case mix and clinical needs of these populations, regardless of registration status.” 
 
This specification applies to patients registered with Practices in St Helens who are residing in 

the Care Homes within the St Helens Geographical boundary: 

 
1.1  National/local context and evidence base 

 
Care homes now provide more beds than NHS hospitals, for a predominately older population, 
with increasingly complex needs.2  Despite this there is wide variation in their access to 
necessary health services. In the British Geriatric Society (2012a) 3 report the following findings 
were noted:  

- 68% of care home residents do not get a regular planned medical review by their GP 
- 44% were not getting a regular planned review of their medication 
- 41% could not access specialist dementia services  

 
In St Helens there are currently 30 Care Homes; beds available range from 1100 to 1200. At the 
time of writing this specification there are 17 residential and 13 nursing homes within St Helens.  
In many cases, care home residents do not live as close to their GP Practice as when they lived 
independently and many need to register with a new Practice when they move into their new 
residence.   
  
In the borough there is an uneven geographical spread of Care Homes which has led to an 
unequal workload across primary care in relation to supporting care home residences. This can 
lead to confusion within Care Homes, who are relating to multiple GP Practices, to arrange visits, 
order repeat medication and discuss care needs and also inefficient use of valuable clinical 
capacity. 
 
In St Helens a significant proportion of the population live within the 20% most deprived areas in 
the country inevitably this has an impact on the health status of the population. There are high 
levels of mortality in over 65’s, as well as high prevalence of long term conditions, dementia and 
mental health conditions.  There are also variations in life expectancy between differing wards, 
which can be up to 12 years. 
 
 

                                                           
1
 British Geriatrics Society  

2
 CQC The state of health care and adult social care in England 2013/14 

3
 British Geriatrics Society (2012a) Failing the frail 

 

http://www.bgs.org.uk/campaigns/carehomes/quest_quality_care_homes.pdf
http://www.cqc.org.uk/sites/default/files/state-of-care-201314-full-report-1.1.pdf
http://www.bgs.org.uk/pdf_cms/reference/Failing_the_frail_full_report.doc


 
 

 
Review of national and international best practice. There is compelling evidence that 
admission to hospital can be reduced significantly if patients in nursing and residential homes 
are proactively managed by a core team of Primary care Clinicians 
 
 National and local pilots have been conducted and these demonstrate that a more proactive 
model of care, drawing from the skills of a wide range of professional staff, can improve quality 
and outcomes for patients including reducing hospital admissions, reducing length of stay and 
resulting in better communication between Practices and care home staff.    
 

2. Outcomes 

2.1  NHS Outcomes Framework Domains and Indicators  
 

Domain 1 Preventing people from dying prematurely 

Domain 2 Enhancing quality of life for people with long-term 
conditions 

Domain 3 Helping people to recover from episodes of ill-health 
or following injury 

Domain 4 Ensuring people have a positive experience of care 

Domain 5 Treating and caring for people in safe environment 
and protecting them from avoidable harm 

 
2.1.1 Delivery of better health outcomes within these domains underpins the strategic priorities 

of NHS St Helens CCG.  
 
 
2.2  Local Defined Outcomes  

 
2.2.1 The locally defined outcomes for this specification are outlined below: 

  

 Improved proactive care planning and continuity of care for St Helens patients 
resident in care homes 

 Reduced unplanned hospital admissions for residents in care homes 

 Improved medicines optimisation and reduction in medication wastage 

 Provide high quality end of life care and increased number of deaths in the patients 
preferred place of death 

 

3. Scope 

3.1 Introduction  
 
The provider will: 

1. Deliver an enhanced level of primary care service for residents (permanent or 
temporary) in St Helens Care homes.   

2. Provide high quality, holistic care for these residents, including long-term conditions, 
mental health and dementia diagnoses, acute and Ambulatory Care Sensitive 
conditions, care planning and End of Life care.  

3. Develop and record a pro-active case management record for all residents 
4. Manage long term and acute conditions using national and local guidelines, tailored 

to the needs of the resident 
5. Onward referrals to other professionals as clinically indicated in a timely manner. 
6. Review new residents within 1 week of admission and a complete holistic review 

within 2 months of admission. 
7. Provide at least weekly planned ward rounds (face-to-face and/or virtual dependent 

on need) with care home staff, for residents requiring review and proactive review of 
other residents at intervals as required. 



 
 

8. Six monthly general and medication review of all residents on a systematic basis 
9. Avoid unplanned admissions for Ambulatory Care Sensitive conditions, by 

management in the care home environment when appropriate.  
10. Provide comprehensive integrated end of life care planning (multi- professional) 
11. Dementia management to promote and include non-pharmacological interventions 

by the care home. 
12. Liaise with family members as appropriate to enable shared decision making. 
13. Liaise with all members of the multi-disciplinary team as required in the event of lack 

of resident capacity. 
14. Actively participate in the bi-monthly Lead GP meetings.  These meetings are for 

lead GPs providing the service and aim to share best practice and develop that best 
practice across St Helens Care Homes. 

15.  Support delivery of Gold Standard Framework standard (or similar) for end of life 
care in the care homes. 

16. Have a good knowledge and awareness of St Helens Adults Safeguarding Policy for 
all vulnerable adults. 

17. Have an awareness and involvement of residents’ consent, mental health capacity 
and Best Interest assessments. 

18. Engagement if required with Quality Monitoring process undertaken by Continuing 
Health Care Nurse Assessors, CQC, Health Watch, Safeguarding Team and Links. 

 
3.2 Service description/care pathway 
 
It is envisaged that a group (locality/network/cluster) of practices will work collaboratively and will 
identify a named lead GP (and a nominated named Deputy in their absence) to co-ordinate, 
manage and deliver the care of registered patients in each care home on behalf of that group. 
An individual Practice may also provide the service if the criteria identified in the service 
specification can be met. 
 
3.21 Proactive Care Management 
 

 The named lead GP (or their nominated named deputy) will take overall responsibility for 
provision and development of the service. 

 The lead GP will personally visit the care home no less than once every 2 weeks to lead 
proactive care planning for the patients (it may need to be more frequently in the early 
stages).  

 The Lead GP will be responsible for fulfilling the requirements of the Service. 

 It is for the Lead GP to coordinate and delegate to appropriate members of the wider 
team (which will be known as the Clinical Care Homes Team) and to provide the 
necessary support to this team.  

 One member of the team must visit the home at least once every week, either face to 
face, or if clinically appropriate to do so, virtually. 

 The lead GP can delegate other members of the CCHT to perform monitoring tasks and 
assessments, but the lead clinician must have a clear plan for each patient, based on 
interactive care planning with the patient, their relatives and care home staff 

 The lead GP can utilise members of the network/community cluster as necessary to 
provide wrap around support which may include the community frailty Team, Community 
Nursing Team, Care Home Pharmacist/Meds Management Team and other support 
networks 

 The Lead GP and the Clinical Care Homes Team (CCHT) will work proactively with the 
Care Home to identify systems and processes agreeable to both parties, which may 
include but not exclusively: 

o Suitable timings for the weekly proactive ward round, with an appropriate member 
of the care home staff 

o A system for ordering repeat prescriptions which will reduce Out of Hours 
requests and reduce medicines wastage 



 
 

o A system allowing the care home to make enquiries/dedicated phone line for use 
outside of the dedicated visiting time 

o How to promote the service to new and existing residents 
o Any other system which will improve the care provided to the residents, which the 

team think appropriate 

 Members of the CCHT will also contribute to community/wider Multidisciplinary Team 
meetings where clinically appropriate to do so and in the best interests of the patient 

 If the Lead GP or a member of the CCHT has any concerns regarding quality within the 
Care Home, including safeguarding concerns and report in accordance with the St 
Helens Multi-Agency Adult Safe Guarding procedure.  

 Clear documentation must be used within the GP records using the directed READ Codes 
and templates (Appendix 2) to assist with communications for any treating Clinicians to 
provide effective care in keeping with the care plan and to enable monitoring of the 
Service. 

 Appropriate Care Records must be shared as clinically appropriate, to ensure continuity 
of care with Out of Hours Services 

 The locality/cluster/network of Practices (or individual practice) will ensure sufficient 
capacity to deliver the service and make arrangements to cover periods of leave and 
longer-term sickness.  

 
o 3.22 Supportive role 

 

 The Clinical Care Home Team will work in partnership with St Helens Council Quality 
monitoring team who lead on supporting care homes.  

 The Lead GP and Clinical Care Home Team will work with the Care Home Staff and 
where appropriate, provide advice and guidance to support improvements in services for 
residents, for example by adopting and following appropriate policies such as the head 
injuries policy and falls prevention strategies as implemented by the Quality monitoring 
team. 

 In partnership and consultation with the Quality monitoring team, the appropriate 
member of the Clinical Care Home Team will provide advice to Residential Care Home 
staff about managing clinical issues and will highlight issues to the Care Home Manager 
where a training event would be beneficial.  
 

3.3 Acceptance and Exclusion Criteria and Thresholds 

 You are required to comply with professional codes of conduct and accountability as 
defined by your professional body (i.e. GMC, NMC, NHS Managers/Allied Health 
Profession etc.) 

 By signing up to this scheme a Practice with a closed list shall continue to accept new 
patient registrations from their aligned Care Home during the list closure period.    

 Practices will need to give 3 months’ notice if they wish to withdraw from the service to 
give sufficient time for the commissioner to negotiate an alternative service, since this will 
impact upon primary care in the local area. 

 As soon as it is understood that a Care Home will close, discussion will be entered into 
with the aligned GP Practice/locality through the Local Authority Professionals meeting 
and notification given to the CCG by the Local Authority to this end.  By signing this 
agreement, the Practice agrees to the termination of payment when service provision 
ceases which may be earlier than the regular review date of the scheme. 

 Payments under this scheme will be suspended if at any time the Practice is unable to 
provide services in line with the service specification.  Before suspension, the CCG will 
meet to discuss the reason for suspension and attempt possible resolution.  If the matter 
is not resolved the CCG will issue a suspension notice to the Practice  

 Residents in care homes who are not linked to this Scheme can expect to receive a level 
of service as outlined within the standard GMS/PMS/APMS contract by their registered 
GP practice. 



 
 

 The service will accept all those eligible referred patients, regardless of culture, disability, 
and gender sensitive issues. Where a service is aware of health inequalities, it will 
actively address these disparities. 

 
 

3.4  Innovation 
 

The Practice must provide where appropriate: 

 Innovative use of technology e.g. EMIS Anywhere and agree to the sharing of information 
appropriately with the Clinical Care Homes Team 

 
3.5 Activity for submission to the CCG 

 

 As part of this Service Practices must use the Read Codes detailed in Appendix 2 in order to 
provide valid data to demonstrate outcomes. 
 
3.6 Reporting / Monitoring 

 Please refer to the table shown at Appendix 3.  The information requirements outlined in 
Appendix 3 is the minimum dataset required to ensure compliance with this Enhanced Service 
Specification.   
 

 By signing up to this scheme, you give permission to the CCG to access your records to retrieve 
practice level data.  You also agree to service partners i.e. St Helens Borough Council gathering 
and analysing any necessary satisfaction audits. 
 

 It is acknowledged that during the period of transition (the first 6 months from implementation) 
that data/information may be fragmented reflecting that there may be a level of existing 
residents/patients who do not transition to this scheme. 
 
Reduction targets will be considered for 2019/20 onwards.   
 
3.7 Payment Mechanism  
 
For providing the service outlined in this specification, the Practice will receive £300 per care 
home patient registered with the practice or provider per year, based on a 52-week year.  
Payment will be made quarterly in arrears via the Enhanced Service Claim Form.    As an 
example, for a 30 bedded unit where all patients are registered with the provider, this will equate 
to funding of £9,000 p.a. in addition to the weighted capitation fee already received by practices. 
Further financial detail can be seen in Appendix 5. 
 

4. Applicable Service Standards 

4.1   Applicable National Standards  -  
The provider will be expected to adhere to NICE Clinical Guidelines in respect of their treatment 
of patients, and where applicable, CCG local policies on prescribing, referral and investigations. 
 

 NHS Operational Planning and Contracting Guidance 2017-19  

 NHS England (2014) Safe, compassionate care for frail older people using an integrated 
pathway  

 Delivering the Forward View:  NHS Planning Guidance 2016/17 -2020/21 

 New care models: The framework for enhanced health in care homes 

 National CQUINS  

 Kings Fund (2016) New care models  

 Kings Fund (2014) Making our health and care systems fit for an ageing population 

https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/making-health-care-systems-fit-ageing-population-oliver-foot-humphries-mar14.pdf


 
 

 

4.2 Applicable standards set out in Guidance and/or issued by a  competent body (e.g. 
Royal Colleges)  

 https://www.bgs.org.uk/resources/effective-healthcare-for-older-people-living-in-care-
homes 

 https://www.bgs.org.uk/blog/reducing-hospital-admissions-a-new-integrated-model-for-
care-homes 

 CQC The State of health care and adult social care in England 2016/17  

 Social Care Institute for Excellence: Improving access to and experience of GP services 
for older people living in care homes: practice survey  

 Quality Watch (2015) ‘Focus on: Hospital admissions from care homes’ 
 

 

 

5. Location and Hours of Service Delivery 

5.1 Care Home environment. 

 The Service is to be delivered primarily in the care home setting. For residents who are not 

housebound, the provider can make arrangements for residents to be assessed in the provider’s 

practice my mutual agreement. 

5.2 Days/hours of operation 

 The service will operate throughout the normal working week, Monday to Friday. 8 am – 
6:30 pm for 52 weeks of the year.  

 Weekends and bank holidays will be excluded.  

 The Out of Hours service will cover the out of hour’s period.    
 The Lead GP will agree with the care home how the care home should contact the 

service during normal working hours, but outside the agreed weekly visiting time.  

 It is expected that the lead GP or deputy or a member of the CCHT will be contactable by 
phone during the hours of operation for advice and guidance as clinically indicated. 

 If the service is provided by a cluster of practices, the practices should decide amongst 
themselves at which practice new patients should register. 

 
 

 

 

 

 

 

 

 

 

 

 

 

https://www.bgs.org.uk/resources/effective-healthcare-for-older-people-living-in-care-homes
https://www.bgs.org.uk/resources/effective-healthcare-for-older-people-living-in-care-homes
https://www.bgs.org.uk/blog/reducing-hospital-admissions-a-new-integrated-model-for-care-homes
https://www.bgs.org.uk/blog/reducing-hospital-admissions-a-new-integrated-model-for-care-homes
https://www.cqc.org.uk/sites/default/files/20171123_stateofcare1617_report.pdf
http://www.scie.org.uk/publications/guides/guide52/files/practice-survey.pdf
http://www.scie.org.uk/publications/guides/guide52/files/practice-survey.pdf
http://www.health.org.uk/sites/health/files/QualityWatch_FocusOnHospitalAdmissionsFromCareHomes.pdf
http://www.health.org.uk/sites/health/files/QualityWatch_FocusOnHospitalAdmissionsFromCareHomes.pdf


 
 

Appendix 1- Care Homes within the St Helens Geographical boundary 
 

This may vary as registrations may change. 
 

 Adamstan House Nursing Home 

 Alexandra Care Home 

 Amberley Court Care Home 

 Birchley Hall 

 Broadoak Manor Care Home 

 Brown Edge House Residential Home 

 Cedric House 

 Colliers Croft 

 Eccleston Court 

 Elizabeth Court Care Centre 

 Elm Tree House 

 Grace Court 

 Greenfields Care Home 

 Greengate House 

 Linear Park 

 Lymewood Court Nursing Home 

 Madison Court 

 Mayfield Nursing Home 

 Parkside Care Home 

 Parr Care Home 

 Prospect House 

 Sherdley Court 

 Sherdley Manor Care Home 

 Shevington Court Nursing Home 

 St Helens Hall & Lodge 

 Stocks Hall Care Home, St Helens 

 Thomas House Residential Home 

 Tree Tops Residential Homes 

 Victoria Care Home 
 

 
 

  



 
 

Appendix 2 – Read Codes  
These read codes may be altered with appropriate notification as the service progresses, 
taking account of feedback from the lead GP meetings. 
 

Code  Description 

13F61   Lives in a Nursing Home 

13FK   Lives in a Residential Home 

9NFW0    
 

Care Home visit for initial patient assessment (following admission to Care 
Home) 

9NFW1   Care Home visit for follow up patient review (for patient reviews/assessments) 

8CMG   Review of Care Plan   

8HE2 Discharge from inpatient care 

8HE3 Discharge from day-case care 

8HE4 Discharge from private hospital 

8HE8 Discharge from Accident and Emergency 

8HE9 Discharge from community hospital  

8HEA Discharge from Acute Assessment Unit  

9b0O    Initial post discharge review (review after hospital discharge)  

8BIH    Medication review done by Doctor 

8BT2   Medication review by Practice Nurse 

8BIC    Medication review done by Pharmacist 

8BMX    Medication review done by Medicines Management Technician 

94Z1    Preferred place of death: home 

94Z2   Preferred place of death: hospice 

94Z3    Preferred place of death: community hospital 

94Z4    Preferred place of death: hospital 

94Z5 Preferred place of death: nursing home  

94ZE Preferred place of death: residential home  

9491 Patient died at home (non-care home i.e: family residence) 

9495 Patient died in hospital 

949D Patient died in care home (encompasses nursing and residential) 

9498 Patient died in community hospital 

949F Died in ambulance 

949A Patient died in hospice 

 

Templates: Templates will be designed and shared with providers to use on the EMIS system, 
which will include the appropriate read codes for this service.  

 

 

 

 

 

 

 

 

 



 
 

 
 
 

 

Appendix 4 – Information and Quality Reporting/Monitoring  

It is acknowledged that the period of transition (the first 6 months from implementation) will influence data/information whilst residents transfer to the new 
service.  This will be true in subsequent years for those residents who express choice to remain with their existing GP, it is anticipated that this number will be 
minimal.   
 
To reflect the period of transition, targets have been kept where possible to a minimum (i.e. states reduction or increase).  Targets will be considered again for 
2018/19 and reviewed year on year thereafter and adjusted accordingly if required.  
 
Please note, there is a 6 week turnaround before SUS data is available due to validation processing.  
 
 
Key:   
 
CCG – NHS St Helens Clinical Commissioning Group  
ES – Enhanced Service 
HIS – St Helens and Knowsley Health Informatics Service 
LA – Local Authority  
MLCSU – Midlands and Lancashire Commissioning Support Unit 
Practice – The aligned GP Practice  
RCA – Root Cause Analysis  
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  Measurement Plan 

Version: 6 

Status: Final 

Title of initiative: Care Homes Enhanced Service 

Ref Measure Measure type 

(Outcome, 

Process or 

Balancing) 

Operational definition (what 

exactly is the data to be 

collected, clarify which groups 

included & which excluded) 

Frequency (e.g. 

daily, weekly, 

monthly) Be 

wary of 

monthly for 

timeliness of 

impact 

Who is 

responsible for 

collecting? 

How will the data for each measure be 

collected? 

CH1 Attendance by practice at Bi 

Monthly GP Clinical lead 

sessions  

 PROCESS Register Bi Monthly  CCG Primary 

Care Team 

Signed register 

CH2 Satisfaction levels 

- Patient  
- Family/carers  
- Care Home staff  
- Regular healthcare 

professional  
- GP Practice staff  
Staff who have other regular 

contact with the alignment 

i.e:  community care 

providers  

 OUTCOME  Questionnaire templates to 

be agreed and included in the 

specification for practices to 

use  

 Bi-annually GP Practice  Survey Monkey 

Feedback from Care Homes team 

visits 
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CH3 Number of new admissions 

by care home 

 PROCESS The number of new residents 

admitted in the home in the 

previous month 

 Monthly Care Homes 

Team 

 Local data collection 

CH4 The number of ambulance 

conveyances from care 

homes by reason  

 PROCESS  Number of conveyances by 

ambulance from a care home 

grouped by reason-in month 

and cumulative 

 

 Monthly Performance 

Team-TH 

  NWAS Portal 

CH5 The number of A&E 

attendances from care 

homes 

 PROCESS Number of type 1 attends for 

patients in a care home- in 

month and cumulative  

 

 Monthly Performance 

Team-TH 

 SUS data 

CH6 The number  of emergency 

admissions from care homes  

 PROCESS Number of NEL admissions 

for patients in a care home via 

ED weighted per Care home 

bed 

 

 Monthly Performance 

Team-TH 

 SUS data 

CH7 Achieve a reduction in the 

number of readmissions to 

hospital from care homes 

 OUTCOME Number of related NEL 

readmissions (same specialty 

to same specialty)within 30 

days for patients in a care 

home weighted per Care 

home bed 

 

 Monthly Performance 

Team-TH 

 SUS data 
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CH8 Achieve a reduction in NEL 

admissions to hospital from 

care homes 

 OUTCOME Number of NEL admissions 

for patients in a care home  

Weighted per Care home bed 

 Monthly Performance 

Team-TH 

 SUS data 

CH9 Number of first assessments 

carried out on admission to 

care home  

 PROCESS Total number of first 

assessments carried out  

Use READ code 

 Monthly Performance 

Team-JK 

GP Clinical System 

CH10 The proportion (number and 

percentage) of patients with 

an appropriate Advanced 

care plan in place and the 

number shared with OOH 

providers  

 PROCESS Total number patients in a 

care home coded as having a 

care plan 

Use READ code 

No of care plans as a %  of 

total no of residents in the 

home with the practice 

 Monthly Performance 

Team-JK 

GP Clinical System 

CH11 Achieve an increase in the 

proportion (number and 

percentage) of patients  with 

a preferred place of death 

 OUTCOME Number of patients who have 

expressed a preferred place of 

death in their Advanced Care 

Plan 

As a proportion of the number 

of patients with the practice 

Monthly Performance 

Team-JK 

GP Clinical System 

CH12  The (number and 

percentage) of Proactive 

medication reviews 

completed within last 

6months 

 PROCESS Total number patients in a 

care home coded as having 

had a proactive  meds review 

Use READ code 

 Quarterly Performance 

Team-JK 

GP Clinical System 
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CH13 Provision of an audit for 

those patients who did not 

die in their preferred place of 

care. 

 OUTCOME Audit needs to examine all the 

care home residents who did 

not die in their preferred place 

of care.   

Explain circumstances around 

why for each, as learning to 

prevent. 

Annually Care Homes 

Team 

 

Care Homes to collect 

CH14 Achieve a reduction in 

patients who are admitted 3 

times or more in last 3 

months of life 

 OUTCOME As per IAF guidance-use local 

proxy 

Monthly Performance 

Team-TH 

 SUS data 

 
 
Three Types of Measures  
 
Use a balanced set of measures for all improvement efforts: outcomes measures, process measures, and balancing measures. 

 

 

 
Data Submission  

Data is to be submitted by Practices on the Enhanced Service claim form on the following dates:  

 16/07/2019  

 15/10/2019 

 14/01/2020 

 14/04/2020 
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 Appendix 5 – Finance  

Practice  

Practice 
Weighted 
List Size 
01/04/2018 

Weighted 
list as a % 
of 
weighted 
population  

Aligned Home  
Total 
No: 
Beds 

Proposed 
Ward 
Round 
Hours per 
Week 
(based on 4 
hours per 
patient per 
year x  Total 
No of Beds / 
52 weeks a 
year) 

Annual 
Payment 
per Care 
Home  
(based on 
£300 Per 
Bed Per 
Year) 

Practice 
Annual 
Payment  

Quarterly 
Payment 

Monthly 
Payment 

          

          

   
    

   
  

  

          

          

          

          

 


