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Care Home Support Service

Context

• 48 care homes in Greater Huddersfield
• Variation in quality and care provided
• Avoidable admissions occurring across the patch
• Jointly commissioned by Local Authority and 

Clinical Commissioning Group.
• Expectation is that we will proactively review 

1350 residents annually



Care Home Support Service

Aims 

• To work with established care home teams in 
order to keep residents well 

• To prevent unnecessary hospital admissions
• To improve the quality of patient care
• To improve knowledge and confidence of care 

home staff, residents and their families.
• To drive a change from reactive to proactive care.



Meet the team

2 x Advanced Nurse practitioner 

1 x Pharmacist 

1 x Physiotherapist 

1 x Registered Mental Health Nurse 

1 x Dietician 

1 x Nurse 

1 x Health Care Assistant 

Consultant Geriatrician support – 2 x 4 hour clinics per 
month in care homes.



The Process

1. Proactively follow up residents on discharge from 
hospital/new residents in to care homes within 2 weeks 

2. The multidisciplinary team proactively visit each care home 
and holistically assess each resident.

3. Identify the training needs of the care home and offer 
support with meeting those needs.



Each care home resident receives an assessment 
looking at their physical and mental health 

 Clinical history/Long term conditions 
 Functional ability/rehabilitation potential 
 Medication 
 Bowel and bladder function 
 Nutrition and Hydration 
 Mental well-being/memory assessment
 Social networks/activities to support well-being.

The Holistic Assessment



 Medication 
 Moving and Handling
 Long term condition support
 Dietetics
 EOL – advance care planning
 Emergency / Anticipatory Care plan
 Health and wellbeing

Proactive Care 



Educational sessions  

• Activities
• Catheter Care
• Continence
• Dementia Care
• Diabetes Management
• End of Life
• Heart Failure Management
• Medication Management
• Nutrition/Hydration
• Practical Advice
• Pressure Care
• Respiratory Management



Communication

 Newsletter

 SystmOne and EMIS

 Involving relatives

 MDT’s 

 Networking – GP practices, ICCT’s, 
Local authority, Care Home manager 
meetings, Kirkwood Hospice



Care Homes Feedback

Why wasn’t this team formed years ago? 
Since your intervention, our falls log has 
reduced from 20 in June to eight in July 
2014. All the team are very approachable 
and helpful and have been a great support.”

We feel supported by the team and 
can ask questions without feeling 

awkward

You have provided positive 
comments and ideas that 
we can act upon to 
improve the care we 
provide to our residents.

The CHST support and 
input has been excellent 
– we just need more of 
them



Stories from the team
We met one resident who was always sitting with her coat on by the 
home door. Staff said that she did that for a lot of the time every day. We 
asked if she ever got the chance to go out. Staff said now and again when 
the weather was nice they would go on a short walk with her. They also 
said that on occasions she would become frustrated by the locked door 
and try to get out when people came in, or she would bang at the door.

As part of our holistic assessment, we asked the resident about her 
hobbies and interests to plan for activities that would support her to 
keep active, more settled and improve her mood. She told us that she 
used to enjoy watching rugby. We mentioned to staff that our team had 
managed to gain access to free tickets for the Huddersfield Giants games 
and would any member of staff be able to take her. 

The resident has now been to two games and really enjoyed it. We also 
gave her a Giants pin badge. Whenever she is unsettled staff now point to 
the badge and distract her by talking about the great fun she had whilst 
out watching the game.



Stories from the team

During our proactive work, a carer alerted our team to a male resident 
who was very low in mood and reluctant to come out of his room.  When 
he was assessed he was found to be suffering with loose stools from over 
use of laxatives.  He was terrified to go out of his room in case of soiling.

A change in laxative – to be used as needed rather than every day – was 
arranged.  Our dietician spent time with the resident and the care home 
chef, advising about foods to avoid if bowels are loose and foods to 
encourage for a healthy bowel.  Our mental health nurse carried out some 
life story work which had a great beneficial effect on his self-esteem and 
built his confidence.

Since our intervention, the resident has started eating his meals in the 
dining room and has been on a trip out from the care home.  The care 
home staff are thrilled to see their resident happier and integrating into 
social activities.



Story from a care home

Prior to visit from Care Home Support Team.

• Poor CQC report with council threatening to close them down 

• Staff morale poor with little direction from management 

• Divan mattresses on bed with no pressure relief  - difficult to 

wash – contributing to falls out of bed 

• Wheel chairs without foot plates, 

• Zimmer frames with worn out ferrules.

• Poor moving and handling techniques

• Struggling to identify basic needs of residents.

• Minimal activities for residents.

• Residents on more than 5 medication polypharmacy.



Story from a care home

As a result of initial visits:.

• Reduced poly pharmacy – maximising medication. 

• Medicine protocols and management improved. 

• All mattresses changed to pressure relieving mattresses

• All equipment checked and brought up to fit for purpose. 

• Discussion with residents re what would improve their quality of 

life.

• Nurse practitioner was asked for advice on rash on a resident 

that was getting worse and causing distress – made diagnosis of 

scabies found that other residents were experiencing same skin 

condition. Care Home support team supported home in treating 

residents and seeking advice from infection control. 

• Each resident has an emergency care plan 

• Staff supported to know how to care for each individual and how 

to identify needs

• Moving and Handling, infection control education given. 



Story from a care home

A year on:

• Activities co coordinator in place.

• A welcoming atmosphere 

• Residents well cared for with quality of life maximised. 

• Recent CQC inspection passed with no problems. 

• Infection control report excellent. 

• Care home putting in to practice everything that was shown and 

taught. 

• Due to the owner recognising need for good leadership a new 

manager has been employed and a more senior carer with the 

right attributes to maximise quality of life.  

From being one of the worst homes in the area it’s now one of the 

best! 


