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About This Framework

This framework will examine how the health and healthcare of people living in care homes should be optimised, supported, and 
delivered. It will also enhance the assessment, monitoring and response to the forever-changing health and healthcare needs of 
people who live in care homes.

It is clear, however, that a person’s health is enabled by both our ‘social care’ and our ‘healthcare’ workforce. Therefore, 
throughout this document, the term healthcare refers to the health needs of the individual in their broadest sense. It will be 
made clear where there is an intention to specifically refer to the healthcare or social care workforce.

Through active engagement and participation, this framework and its recommendations has been developed in collaboration 
with various key stakeholders from across the sector. This includes people who live in care homes and their families, care 
home providers, representatives and staff, Health and Social Care Partnerships (HSCPs), our health and social care workforce, 
academics, and policymakers. 
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Care homes are where people live and call home. They should expect the same level of involvement, choice and support for 
their health and wellbeing as they would if they were living elsewhere in the community. This can only be achieved through a 
whole-system, collaborative approach.

“ ”
All parts of the system working together to  
review the true cause of the presenting issue.

People have a range of health and wellbeing needs that extend across relationships with family and friends. These include 
psychological and social needs, in addition to environmental needs and basic biological needs. The Wheel of wellbeing diagram 
(below) helps us to visualise the range of needs, that when fulfilled, contribute to good experiences of wellbeing. All five of the 
segments within the wheel must be in place to enable optimal health. If one or more of the segments are missing, it can result in 
a decline in physical or mental health.
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Figure 1 The biopsychosocial components within the ‘Wheel of wellbeing’

The deliberate focus on people, and their health and care, is in recognition of the increasing number and complexity of long 
term conditions that individuals in a care home are living with. It is also in recognition of the fragmented or reactive healthcare 
that is often experienced, rather than preventative and planned healthcare.

This new framework specifically seeks to strengthen the continuity and access to healthcare, both from within and outwith the 
care home. It is about ensuring that people living in care homes have all of their needs met, and are supported to live their best 
life possible. The first step to achieve this was to have a diverse programme of engagement that encouraged active participation 
with various stakeholders including those living and working in care homes and their families.
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What We’ve Heard

Our programme of engagement, most of which took place online between November 2021 and April 2022, involved the following:

29 Engagement 
events

674 Stakeholders 
invited

44 Residents 
and families

6 Focus 
groups

508 Online survey 
responses

73 Good practice 
returns

Whilst the opportunity for face-to-face engagement was limited by the Omicron wave of the COVID-19 pandemic, it was 
possible to engage directly with 25 people living in care homes. People were encouraged to share their views on living in the 
care home, and their experiences of accessing healthcare. We also wanted to know what was important to them. Some of this 
feedback was collected using postcards (see page 11).

We also engaged directly with 19 family members. However, many stakeholders attending other engagement sessions in a 
professional capacity also gave views on their personal experiences of family members living in care homes.

We have also used social media, surveys and focus groups to hear from a wide range of stakeholders. These included care 
home providers and staff, the Care Inspectorate, Healthcare Improvement Scotland (HIS), the ‘third’ and independent sector 
and numerous other professionals from across the system who plan, provide and deliver care. We are extremely grateful to 
everyone who provided their thoughts, insights and suggestions.
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Resident Engagement Sessions – Fife
In 2021, Abbotsford Care, the Care Home Hub from Fife Health and Social Care Partnership collaborated to develop the ’Hear My Voice 
and Return to Sender’ initiative as a means of exploring new methods of engagement with people living in care homes. The immediate 
aim was to influence this framework but the group has longer-term aims to develop methodology utilising an activities-based approach to 
supporting and prioritising the voices of people living in care homes throughout Scotland.

The focus of this initiative centred around a creative approach, using fun and activities in focus group sessions to begin conversations 
and support the generation of feedback in a comfortable environment. Using person-centred activities, participants engaged in a number 
of activities; for example, they were asked to assign a colour scale to a set of emotive questions, create a shape to reflect their feelings 
representing their experiences, discuss and sharing a mind map of all the support services who have helped them, and detail their 
personal experiences on a postcard which centres around a performative moment for residents and staff to engage in.

The importance of being well-cared-for was emphasised, as was the sense of living and enjoying life. While some residents expressed a 
preference to be able to live independently at home, others highlighted that they felt safe in the care home. Individual preferences for 
company and solace were shared. Some spoke of their enjoyment of activities within the home, shared with staff and other residents. 





Healthcare framework for adults living in care homes 13

It is essential that the important role of care home staff in improving health and wellbeing is both recognised and valued in our 
society. The care home team should continue to play the leading role in the healthcare of people living in care homes, with a 
keyworker who co-ordinates the day-to-day care of the individual.

Contact and engagement with families and friends greatly enhances health and wellbeing. Based on feedback from stakeholders 
and families, the Scottish Government considers that Anne’s Law should provide people who live in adult care homes with the 
right to see and spend time with a named visitor or visitors at all times. They will have the same access rights to care homes as 
staff, while following infection, prevention and control procedures. Anne’s Law will be incorporated into primary legislation in 
the National Care Service Bill, due to be introduced by the end of this parliamentary year.

The Health and Social Care Standards set out what people should expect when receiving health and social care in Scotland. Two 
new standards were introduced in March 2022 to ensure that people living in care homes have their right to maintain contact 
with people important to them in their care and support upheld.

Other healthcare provision (as outlined in figure 2) can be categorised as general, complex and specialist. However, health and 
wellbeing must not become over-medicalised as care homes are where people live and call home, they are not, and should not 
become clinical wards. Health and social care professionals must work together to address these healthcare needs within the 
nurturing environment of the care home.

Nurses working in care homes play a leading role in supporting people living in care homes to live the best life possible. They 
also lead many aspects of ‘general healthcare’ such as managing minor illness and infections supporting the more complex care 
needs that people have.

Everyone living in a care home should have access to nursing care. These nurses may either be employed by the care home, 
or, if employed externally, should have expertise in care homes. It is important that there is also responsive access to wider 
community and specialist nursing, allied health professionals and advanced practitioners for healthcare.

The General Practitioner, as the ‘expert medical generalist’, has a particularly important role within the multi-disciplinary 
community team in managing people with complex and multiple medical problems and making sense of ‘undifferentiated 
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2. The Multi-Disciplinary Team
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The people that will normally have the largest impact on health and wellbeing, and who are likely to be a constant presence 
in the life of the individual in a care home, are listed in the inner wheel. These include friends and family, the community and 
the care home team. All members of the care home team have an important role in promoting a person’s health and wellbeing; 
for example, catering staff supporting nutritional care, domestic staff engaging in day-to-day conversation and promoting 
mental wellbeing, and gardening staff who can promote outdoor physical activity by creating a safe and stimulating outdoor 
environment. There is a particularly important role for the registered nurse within this team. They possess an in-depth 
knowledge of long term health conditions associated with ageing and skills in the management of complex multiple morbidities 
and frailty.

Nurses working in care homes require leadership skills and will often have management responsibilities for others within the 
care team. They are also a key link with the professionals working within the middle and outer wheels.

The people listed in the middle wheel may not be involved on a daily basis, but will often be providing regular healthcare 
advice and reviews over many weeks, months and sometimes years. They will work closely with those in the inner wheel. Those 
in this wheel may change depending on the needs of the individual. For example, someone recovering from an illness or injury 
may require a proactive rehabilitative or enablement approach led by a physiotherapist or an occupational therapist. The role of 
advanced practitioners within the middle wheel, providing regular professional input is increasing. These advanced practitioners 
may be specialist nurses or Allied Health Professionals. Social workers hold legal duties under the Social Work (Scotland) Act 
1968 to assess needs and make arrangements for care and support. They have an important role in ‘protection and monitoring’, 
and also provide assessment of needs and finance when making arrangements for people to go into care homes. Approaches 
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Specialist provision for those with the most complex care needs
Care home staff have a wealth of experience and expertise in caring for frail older people, people living with dementia and 
within palliative and end of life care. However, there should still be clear pathways to access and obtain support from specialist 
services. There should be a proactive system in place for reviewing people living with the most complex of healthcare needs.

Some care homes have established dedicated facilities for people living with very specific and complex health conditions (e.g. 
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A suite of prescribing safety indicators are available to help address unwarranted variation and support improvement. In 
addition, several tools are available to ensure that people and their families are involved in shared decision making at the point 
of prescribing.

Oral health
Good oral health is crucial to overall wellbeing and helps to promote adequate nutrition and hydration. People living in care 
homes are at greater risk of oral conditions because of a variety of factors including high levels of dependency, the effects of 
medication, physical disabilities and cognitive impairment. However, many people are now keeping their natural teeth for much 
longer than before and so, it is essential that they receive good oral care.

The national Caring for Smiles programme offers training to care staff in oral health. Whilst it is a national programme, there 
have been some local adaptations. Further useful information can also be found in the Care Inspectorate’s ‘Supporting better 
oral care in care homes’ quality illustration. This includes details of the oral health programme Open Wide for younger adults 
with additional care needs who may need support with daily oral care.

Routine and regular dental reviews should continue to be part of an individual’s personal care plan when they move to live in a 
care home. There should be a named dentist / dental practitioner for each care home.

Hearing and eye care
The monitoring and maintenance and proper use of hearing aids, glasses and low vision aids are an important part of 
preventative care. Uncorrected poor eyesight or poor hearing can significantly impact a person’s ability to engage. Low vision 
or poor hearing impacts on holistic wellbeing and on undertaking the functions of daily living such as eating, dressing, or basic 
hygiene.

For a person to participate fully within their environment and community, they must be able to see and hear as well as possible. 
This is particularly important for a person with a cognitive impairment, and can help to reduce distress and prevent falls. With 
effect from 1st April 2023, a new national low vision service will roll out across Scotland, which will provide support to those 
who have low vision or are sight impaired. This service will operate in both practice premises and domiciliary locations, which 
will include care homes.

Routine sight and hearing reviews should continue to be part of an individual’s personal care plan when they move to live in a 
care home. This is one of the recommendations in the Scottish Government/COSLA See Hear strategy. 

Particular attention should be paid to the needs of residents who have both sight and hearing loss (deafblindness). 
Deafblindness is a unique disability, with prevalence rates increasing sharply from age 70.

Nutrition and hydration
Nutrition and hydration is a part of our everyday life. What and how much we eat and drink has a direct impact on our 
health and wellbeing. Building nutrition and hydration into everyday practice is important, and should include the proactive 
identification of anything that might prevent good intake. This includes the ability to see well, ability to hold cutlery and ability 
to chew food. 
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https://www.legislation.gov.uk/asp/2016/14/part/4/enacted
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Recommendations

3.1 People living in care homes must be supported to access any relevant age-specific public health programmes with 
appropriate information to allow an informed decision.

3.2 Application of IPC standards in care homes should be supported by access to relevant IPC advice, education and 
guidance.

3.3 Everyone living in a care home will have a regularly reviewed personal plan.

3.4 Ensure there are effective systems in place to deliver a consistent approach to the development and implementation of 
proactive, personal plans.

3.5 A person centred medication review, using the 7-step approach should be initiated by a pharmacist when someone 
first moves into a care home, and then at least annually thereafter. Certain high-risk drugs, such as antipsychotics, will 
require more frequent monitoring and review.

3.6 Routine dental, sight, and hearing reviews should continue to be part of an individual’s personal care plan when they 
move to live in a care home.

3.7 There should be a named dentist / dental practitioner for each care home and contracts with local optometry and 
hearing services.

3.8 There should be a proactive approach to hydration, nutrition, continence promotion, meaningful activity and mobility 
using appropriate resources and should be considered with the same degree of importance as reactive healthcare.

3.9 Religious and philosophical beliefs in relation to food and diet should be enquired about and catered for.

3.10 Psychological and spiritual aspects of healthcare should be assessed and regularly reviewed within care plans.

3.11 Individuals should be supported to maintain links in their local community which enables cognitive stimulation, 
mobility, independence and communication.

https://www.gov.scot/publications/short-life-working-group-prescription-medicine-dependence-withdrawal-consultation-draft-recommendations/pages/14/


https://ihub.scot/project-toolkits/anticipatory-care-planning-toolkit/anticipatory-care-planning-toolkit/tools-and-resources/meaningful-conversations/
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ACPs must also be visible to all that need to see them. Work must continue to develop a national shared clinical and care record 
onto which ACPs can be stored, seen and used to inform decisions around treatment and care. Until such an integrated health 
and care record is developed, the Key Information Summary (KIS) remains the best way to share elements of an ACP between 
different healthcare providers. It is therefore recommended that everyone living in a care home has the opportunity to have a 
KIS created incorporating their ACP. It can be helpful for the care home staff to hold a paper copy of the KIS, but as this will not 
be a ‘live’ document it will require regular updating. Practical advice and guidance on ways to keep the KIS up to date has been 
published by Healthcare Improvement Scotland (HIS).

A comprehensive ACP toolkit comprising resources that can be used in different situations (e.g. for people with dementia or 
neurological conditions) has been developed by Healthcare Improvement Scotland, with the aim of supporting the development 
of holistic and person-centred ACPs.

We know that a whole systems approach to ACP is possible and leads to better outcomes for individuals. Edinburgh Health and 
Social Care Partnership has demonstrated through their 7 steps to ACP programme that where there is a shared understanding 
of an individual’s health and care. Care home staff, including social care workers, can be supported to have ACP conversations 
effectively with appropriate tools and an appropriate process.

There is growing interest in the use of the ReSPECT process for developing person-centred plans around emergency care and 
treatment. NHS Forth Valley are adopting a digital ReSPECT approach to support the development of ACPs with care homes. 
Formal evaluation of their pilot is not yet complete, but several other health boards in Scotland are also exploring the use of the 
ReSPECT process and documentation.

It is recommended that all health boards agree and adopt a robust approach (such as those referenced above) when conducting 
ACP discussions.

Supporting self-management
Supporting self-management describes a way of working which aims to support, empower and enable people living in care 
homes to manage aspects of their health and wellbeing so that they can live the best life possible. When people first move 
into a care home it is particularly important that their lifetime habits and self-management actions continue, building on and 
maintaining what a person can do for themselves (e.g. brushing their teeth, applying a prosthesis etc.)

Health and social care professionals who adopt self-management approaches are ‘facilitators’ not ‘fixers’, who support people 
to identify their own health and wellbeing outcomes. Supporting self-management should be achieved through a shared agenda 
that uses a person’s motivation to make changes that can improve health and wellbeing.

Some people living with learning disabilities may need to stay in a care home because they are unable to live independently 
elsewhere in the community. However, with support and supervision from families and social care staff, they should be able to 
manage many aspects of their care themselves. By promoting a shift from ‘doing to’ to ‘doing with’, people can greatly enhance 
their confidence, self-esteem and feelings of self-worth.

People living with frailty can be supported to manage many aspects of their health and care by allowing them more time to 
undertake daily tasks (e.g. when washing, dressing, moving around the home). Supporting self-management is more challenging 
when people lose capacity through cognitive impairment and dementia. However, social care staff can and do achieve this 
through the encouragement of meaningful activities, regular routines and prompting. Occupational Therapists have specialist 
knowledge and can help the care home team if this becomes difficult.

https://ihub.scot/media/8823/20211903-key-information-summaries-guidance-and-top-tips-for-updating-and-reviewing-key-information-summaries-for-gp-practices-v10.pdf
https://ihub.scot/acp
https://ihub.scot/improvement-programmes/evidence-and-evaluation-for-improvement/improvement-fund/supporting-care-homes-to-embed-a-robust-anticipatory-care-planning-approach/
https://www.resus.org.uk/respect
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It is recommended that community-based supporting self-management programmes are established to consider how best to 
support care home teams to adopt self-management approaches.

Planned healthcare
‘Supporting self-management’ can also be used to enable people to play an active role in the planned management of their 
existing health conditions. Having the opportunity to be involved in the management of known medical conditions in the 
context of everyday life is empowering and can lead to better health outcomes.

There should be regular proactive review of medical conditions such as hypertension, diabetes and heart disease. People living 
in a care home should not be denied regular check-ups and ‘chronic disease management’ reviews that other people receive 
from their GP and Primary healthcare teams. However, there is a significant risk of over-medicalisation if standard tests such 
as cholesterol checks are taken without considering personalised priorities. ‘Realistic Medicine’ principles should be adopted. 
We must work with people living in care homes and their families to agree the goals for management of long term health 
conditions, and reduce unnecessary investigations and treatment. 

Planned healthcare should be delivered as part of general medical services provided by a General Practice to its registered 
population, with additional services provided to many care homes through funded Local Enhanced Services. These planned 
healthcare services include the proactive management of people living with long term medical conditions, regular review of 
medication, and the development of proactive and person-centred anticipatory care plans.

The OPTIMAL study (2017) looking at Optimal NHS service delivery to care homes demonstrated that regular patterns of GP 
working (e.g. through regular clinics, or a regular MDT) were associated with higher levels of care home staff satisfaction and 
fewer medication related problems. This was particularly true when there were opportunities to discuss care provision across 
the care home and not just individual patient’s healthcare.

Some people living in care homes may be able to attend their GP practice for such reviews, however for many these will be 
more appropriately undertaken in the care home. GP practice teams must ensure that adequate arrangements are made for 
these to happen.

Through ‘Primary Care Improvement Plans’, pharmacists are integral members of the multi-disciplinary team with expertise 
and responsibilities for reviewing medication, monitoring high-risk drugs, and considering the impact of polypharmacy. Further 
investment in pharmacists and pharmacy technicians across Scotland is required to enable provision of level 2 and level 3 
pharmacotherapy services.

Everyone living in a care home taking prescribed medication should have an annual medication review using a person centred 
‘7-step approach’ as outlined in the Prevention section.

Early intervention
Early intervention to maintain health and reduce deterioration is another important area of focus. For example, through the early 
detection of hearing loss and access to appropriate assessment and hearing aids, someone living in a care home will be supported 
to remain engaged and involved in the life of the care home, reducing the risk of withdrawal, isolation and depression. Early 
identification of cognitive changes is important to ensure that care home residents access the same standard of dementia care as 
those living in the community, from prediagnostic to post diagnostic support. This may include differential diagnosis of reversible 
or non progressive causes of cognitive impairment, or multidisciplinary dementia care, including intervention for distress or timely 
palliative care. Currently access to cognitive assessments and post diagnostic support is very variable, and many people with 

https://pubmed.ncbi.nlm.nih.gov/29091374/
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dementia will not receive a formal diagnosis once they are living in a care home. Having the right support and understanding can 
make a huge impact on the quality of life and independence for someone experiencing cognitive challenges.

People with complex medical conditions may require a planned review from specialist services. They should be supported to 
attend hospital-based clinics where this is possible and will not cause distress. Where this is not possible, specialist input into 
the care of the person living in a care home should be adapted to the situation. This may be by telephone, video consultation or 
by visiting the care home.

Recommendations

4.1 ‘What Matters to Me’ and ‘Thinking Ahead’ ACP conversations should take place at the earliest opportunity, ideally 
prior to entering the care home, and at regular intervals throughout the individual’s stay.

4.2 Where someone has a complex health condition, or there are a variety of different treatment options, a senior clinician, 
such as GP should be involved in discussions.

4.3 All health and social care staff must be provided with support and training in communication to improve confidence 
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5. Urgent And Emergency Care

Accessing appropriate urgent and emergency care in a safe and timely way is extremely important. 
This is particularly so at weekends and during the out of hours period.

Equity of access to urgent care services
People living in care homes can become unexpectedly unwell, requiring urgent care and attention. However, it is more difficult 
for people living in care homes to access some services that have been set up for urgent care (e.g. an urgent optometry or 
dental appointment, a community pharmacy or a hospital minor injuries unit). Many of the urgent care services developed as 
part of the GP contract, such as advanced practitioners, will only see people who are able to attend the GP surgery.

During our programme of engagement, we learned that when urgent and emergency care can be accessed in a responsive 
way, with consideration of ACPs and using a ‘Realistic Medicine’ approach, experiences were good. However, inappropriate 
admissions to hospital were more likely to happen where that preventative planning was not in place or professionals did not 
have the relevant access to an ACP.

Urgent and emergency care services perform a critical role in keeping the population healthy. People living in care homes 
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RESTORE2 is a physical deterioration and escalation tool for care homes. It is designed to support homes and health 
professionals to:

• recognise when someone may be deteriorating or at risk of physical deterioration

• act appropriately according to the person’s care plan

• 
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Hospital at Home (H@H)
H@H is a short-term, targeted intervention that provides a level of acute hospital care in an individual’s own home which 
is equivalent to that provided within a hospital. A hospital specialist acts as senior decision maker and responsible medical 
officer, sometimes with the help of other grades of medical staff. Care is delivered by multi-disciplinary teams of healthcare 
professionals complying with current acute standards of care. It complements other community-based health and care 
initiatives which support patients to remain in their own homes. It provides a different level of interventions, such as access 
to intravenous fluids and oxygen. It has been in existence in a number of countries across the world for 25 years. The first 
hospital at home service was introduced in Scotland in 2011.

HIS have established a programme to support the implementation of H@H, including work with a mixture of NHS boards and 
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Acute and Emergency Care
It is recognised that when care home patients are admitted to hospital they are at risk of adverse events. It is important that 
the hospital team are aware of the wealth of information that would be available from the carers usually looking after them 
and that there are ways to mitigate the risk of adverse events. The following infographic is available to download from the 
Scottish Government website, and was developed to assist in assessing and managing older adults being admitted from their 
care home.

Page 36

Image can be found here;
AcutePosterNov2020
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Recommendations

5.1 Support and empower care home staff by providing and encouraging participation in training opportunities and 
enabling all staff to have the tools to assess and communicate in acute and emergency situations using the SBAR 
format.

5.2 People living in care homes should have timely access to members of their MDT, 24/7 when urgent or unscheduled care 
is required.

5.3 HSCPs should consider developing dedicated community healthcare teams comprising advanced practitioners who can 
respond quickly and visit people in care homes requiring urgent unscheduled assessments, with support and advice 
being easily available from the GP by phone. These services should cover both weekdays and weekends.

5.4 Both care home staff and healthcare staff should be familiar with the SBAR format when discussing urgent or 
emergency care, and consider using a structured proforma for these conversations.

5.5 Care home staff should be able to contact healthcare professionals during an urgent or emergency situation in 
a consistent and timely manner – this includes exploring possibilities for dedicated professional to professional 
communication channels.

5.6 Scoping work should take place to explore the use of near patient and point of care testing within care homes, taking 
into account Realistic Medicine principles.

5.7 Health boards should develop Hospital@Home services that support people living in care homes to receive hospital-
level care within the care home.

5.8 Further work is required across Scotland to improve the accessibility and provision of medicines during an urgent 
situation. This includes exploring mechanisms to enable care homes to hold a stock of certain drugs within the home.

5.9 
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6. Palliative And End Of Life Care

Enabling a person-centred and holistic approach to health and care when curative treatments are no 
longer possible and length of remaining life is reducing.

Palliative care supports people to have a good quality of life even when faced with serious, irreversible and progressive health 
conditions. Effective palliative care can prevent and relieve suffering through the early identification, accurate assessment and 
management of pain and other problems, whether physical, psychosocial or spiritual. 

‘End of life care’ is also an important part of palliative care which addresses the physical, social, emotional, spiritual and 
accommodation needs of people who are approaching death.

Provision of palliative care
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Recommendations

6.1 Care homes should consider how they can incorporate identification tools and assessments within normal practice to 
help identify people who may require a palliative approach to their care, and support the individual as their health 
needs change.

6.2 Provide training in the use of appropriate symptom assessment tools, and enable early involvement of dementia link 
workers to ensure that those living with dementia receive the care and treatment they require.

6.3 Anticipatory Care Plans should be reviewed as people are nearing the end of life to ensure they are firmly rooted in a 
clear understanding of the values, beliefs and preferences of the individual.

6.4 
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7. A Sustainable And Skilled Workforce

The vision of this framework – that the health and wellbeing needs of people living in care homes are met 
so that they can live their best life – will only be fully achieved by a sustainable and skilled workforce.

The care home workforce demonstrate care, compassion, professionalism, and a broad range of skills in working with people 
living in care homes, their families, and the multi-disciplinary team to deliver personalised, relationship-based services which 
not only keep people safe, but also preserve their identity and promote their independence.
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In working with, and as part of, the care home team, all four pillars of practice will be utilised in meeting the needs of the 
person. However, the attributes, skills and knowledge as leaders that the Registered Nurse brings to the team is key. They 
bring leadership and co-ordination to the team – they are critical to managing and overseeing infection, prevention and control 
practices, food, fluid and nutritional care and safe medicines management. Using mentorship and a coaching ethos they oversee 
and support the wider care and support team. Provision of registered nurses is required, as there is a well reported correlation 
between provision of Registered Nurses and high-quality, safe and effective care.

Regulation and registration
The Health and Care (Staffing) (Scotland) Act explicitly states that staffing is to provide safe and high-quality services and to 
ensure the best health care or care outcomes for people experiencing care. Once enacted, it places a statutory duty on care 
home providers to ensure that, at all times, suitably qualified and competent individuals are working in such numbers as are 
appropriate for the health, wellbeing and safety of people using the service, and the provision of high-quality care. Providers 
are also required to ensure staff are appropriately trained for the work they perform. The Care Inspectorate’s Guidance for 
providers on the assessment of staffing levels has been designed to support care home and other care service providers in 
assessing and providing staffing levels to best meet the needs of people in their care.

Statutory regulation of the health and social care professions serves to protect the public from the risk of harm associated 
with the provision of health and social care services. There are 9 regulators of healthcare professionals in the UK, overseen 
by the Professional Standards Authority (PSA), regulating 34 professions, which all must be registered with their professional 
regulatory body by law. The regulators maintain and hold the register of those qualified to practise in each regulated profession 
they oversee; they set the education and training requirements for entering a profession; set the standards of conduct and 
competence needed to continue to practise and take action where concerns are raised about a registered professional.

There is some variation in the mechanisms for maintenance of registration across the professions. However, it is the individual 
responsibility of the registrant to maintain registration, providing and demonstrating evidence of practice, maintenance of skills 
and knowledge together with evidence of ongoing learning and development. Employers have a duty to regularly check the 
registration status of their healthcare professional staff, however, it is the individual responsibility of the registrant to maintain 
registration.

Care home workforce registration
All care staff and managers within care homes for adults require to be registered with the SSSC, if not already registered with 
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Recruitment, retention and wellbeing
There are difficulties with staff recruitment and retention throughout the health and social care workforce which have been 
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Education and Career Development Pathway for the integrated community nursing team
The Education and Career Development Pathway for the integrated community nursing team was introduced as part of the 
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Availability of training courses, resources and programmes

Lifelong or continuous learning occurs in many different ways. Some high level examples are provided here, but are not 
exhaustive.

The Scottish Social Services Council have developed digital certi�cates called ‘

Open Badges’ that help social care staff recognise 

continuous and informal learning that would otherwise go unrecorded. When applying for an Open Badge, staff need to give 
evidence of their learning and re�ection on practice. Many badges also require endorsement of that evidence by a supervisor or 
line manager.

The SSSC’s 

Learning Zone and NES TURAS

 Learn

 are online platforms where all health and social care staff can access health, 

wellbeing and social care tools and learning resources. Care home staff can select from a wide range of relevant tools and 
resources developed speci�cally to meet the education and training needs of those working in the care home environment. 
These resources support informal learning, specialist training, induction of new staff and the delivery of learning programmes 
by employers and critically the formal quali�cations required for SSSC registration. 

Training and education for Registered Nurses and AHPs is also available online through independent and private education 
providers, with Health Boards also providing training for their employees. Higher Education Institutes provide pre-degree and 
postgraduate programmes. Many of these support the recommendations of the Chief Nursing Of�cers Transforming Roles work, 
in particular the wider role of nurses working in community settings. Following the pandemic, Transforming Roles is being 
reviewed, with decisions on what shape this will take in the future awaited.

A training package has been developed for pharmacists, doctors and other healthcare professionals to undertake an in-depth 
review of prescribed medications . This can be accessed on TURAS and is available for anyone who wishes to complete it .

Much of the training takes place online and there is a desire from those we spoke to whilst developing the framework for the 
sector to introduce more practical support tools, with education and training that is meaningful, consistent, and �t for purpose, 
to better equip staff and empower them to feel con�dent in doing their job.
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Evidence from the OPTIMAL study shows that when training includes all members of the care home team (e.g. catering, care 
and domiciliary team members) there is more likely to be organisational engagement and sustained improvements. This may 
not always be appropriate as there will be different levels of training required for different roles, where possible this should be 
encouraged.

There are numerous learning and development opportunities offered via various websites, providers and institutions, in various 
modes. This can make it difficult to keep track of what is available, relevant and what has been completed. There are also 
examples of good approaches taking place throughout care homes in Scotland that others are not aware of but could benefit 
from adapting to use within their own areas. It would therefore be beneficial to explore opportunities to develop and introduce 
a one-stop repository for tools and resources that everyone can access, which includes courses available as well as highlighting 
these good approaches for others to draw from.

A single record of education and training for all staff would not only assist to evidence statutory and mandatory training 
undertaken and promote transferability of learning, it would also help identify educational gaps for an individual. Better 
promotion of the training resources already available would help staff to know what is available to them and would improve 
take-up.

As we move forward
The Care Inspectorate have developed new approaches to scrutiny, with the Health and Social Care Standards used in 
conjunction with the Quality Framework for Care Homes for Adults. The importance of and ability for care homes to self-assess 
and be subject to scrutiny on the quality and experience of care they provide, to take actions required for improvement or 
maintenance is required to assure the care provided and experiences of people living in the home. However, it can also add to 
workforce pressures and capacity.

This framework is not intended to replace these standards, rather to support how care home teams and the wider MDT can 
meet them. Additionally, in its ambition for a sustainable and skilled care home workforce, the framework echoes the Workforce 
Strategy’s vision and outcomes and aligns its recommendations to the five pillars of the workforce journey.

To meet the direct and indirect care requirements, the care home team is critical, in sufficient numbers, with the right skills and 
knowledge and the right supports to nurture and retain them. For this, the team requires good leadership and oversight. The 
roles of the care home manager and the registered nurse are key to this leadership provision.

Care home staff and wider workforce should experience wellbeing support, meaningful work and attractive terms and 
conditions, which reflect modern society; all helping to deliver the high-quality care that citizens expect.
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Recommendations

7.1 Seek to improve the timeous availability of workforce data to support robust workforce planning, recruitment and 
retention in line with requirements of The Health and Care (Staffing) (Scotland) Act 2019.

7.2 Invest in the development of care home managers and consider access to enhanced leadership training, mentoring and 
leadership networks.

7.3 Plan and ensure clinical and professional leadership through the provision of registered nurses as key members of the 
care home team.

7.4 Explore opportunities for recruitment within the community, by placing a greater emphasis on values rather than 
experience.

7.5 Organisations should take steps to ensure the emotional wellbeing of their staff, and provide access to support and 
signposting to the range of resources currently available to them.

7.6 Ensure workforce plans include dedicated time for staff to undertake recommended and required education and 
training.

7.7 Explore opportunities for career and development pathways for support workers, ensuring consistency and 
transferability of skills and knowledge across the sector.

7.8 When complete, implement the Induction Framework, developed by NES, SSSC & Scottish Government, across the sector 
in a ‘Once for Scotland’ approach.

7.9 Identify the mandatory and core elements of training for care staff to ensure the essential knowledge and practical 
skills are readily available for use in the care home.

7.10 Have meaningful and consistent education and training that is fit for purpose, includes more practical support tools, 
and is supplemented by online training.

7.11 ‘Care Home Liaison Service’ models should be explored, whereby multi-disciplinary teams work alongside the care 
home team to build competence and confidence in meeting the needs of the people living in the home.

7.12 Explore opportunities to develop and introduce a one-stop repository for tools and resources, that everyone can access 
and that will highlight and share good practice already happening for others to draw from.

7.13 Encourage interdisciplinary multi-sector learning and development to develop the skills required to support people 
living in care homes.
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8. Data, Digital And Technology

For the framework to succeed, we must fully embrace the digital world and use data and technology appropriately to enable 
people to live well. The current digital landscape across care homes in Scotland is diverse. Many care homes use digital care 
planning systems and electronic medication management, and provide Wi-Fi access throughout the home for use by people 
living in the care home and any families or visitors. Other homes lack both accessible devices and connectivity, with significant 
implications for all.

Improving the use of data to support people living in care homes
Care homes are data-rich environments, collecting and collating detailed records of people’s needs, plans and activities. They 
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Sharing information electronically
The importance of being able to share confidential information about the health of an individual, between the healthcare and 
social care workforce, was a common theme arising through the engagement sessions. We heard from healthcare professionals 
working in hospitals who did not have access to personal plans or ACPs when treating someone from a care home. Care home 
staff told us that they would often not receive adequate information at the time of hospital discharge to enable them to provide 
appropriate care.

It is important that when different professionals or organisations become involved in the provision of care to an individual, 
that relevant and appropriate personal information is shared between them and that data entries are understood to mean the 
same thing. The latter could be achieved by introducing and adhering to data standards and should enable professionals and 
organisations to deliver co-ordinated, effective and seamless services to the person living in a care home.

The Scottish Information Sharing Toolkit enables service-providing organisations directly concerned with the safeguarding, 
welfare and protection of the wider public to share personal information between them in a lawful and intelligent way. The 
Sharing Toolkit should be used to help organisations sharing or handling NHS Scotland’s data to take the necessary steps to 
confidently share and use health data.

Digital technology for the individual
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Technology to support learning and development: Project ECHO
Project ECHO enables collaborative learning and the development of ‘communities of practice’ via multi-site videoconferencing. 
These meetings have often focused on palliative and end of life care issues, with input from the local specialist palliative care 
team. Highland Hospice is a super-hub and has helped establish and train eight other hubs across Scotland.

It is a recommendation that more care homes across Scotland have the opportunity to take part in Project ECHO.

Project ECHO
Project ECHO (Extension for Community Healthcare Outcomes) is an internationally recognised collaborative model of health 
education and care management that empowers health and social care professionals everywhere to provide better care to 
more people where they live and enhance their skills, confidence and build relationships with other professionals.

The ECHO model is guided by four main principles:

1. Amplification – using technology to leverage scarce resources

2. Best practice – to reduce disparity

3. Case based learning – to master complexity

4. Capturing data – Monitoring outcomes

There are a series of ‘hubs’ established across the UK, which have their own knowledge networks based on needs identified 
by the community itself.

Recommendations

8.1 Undertake a review of the existing care home data landscape to ensure it is used to benefit those living in care homes.

8.2 Data standards should be introduced, so that data entries from different organisations are understood to mean the same 
thing.

8.3 The Information Sharing Toolkit should be used to help organisations sharing or handling NHS Scotland’s data to take 
the necessary steps to confidently share and use health data.

8.4 People living in care homes should have opportunities and support to use technology to connect with the world outside 
the care home, including access to good Wi-Fi and broadband connections.

8.5 There should be access and support for people living in care homes to use NHS Near Me for video-consultations with 
healthcare professionals.

8.6 There must be appropriate technology within every care home to support virtual MDT meetings.

8.7 The actions listed within Connecting People Connecting Services should be implemented.

8.8 All care home staff should have access to resources that build and strengthen their digital skills, such as those 
developed by Technology Enabled Care.

8.9 Digital initiatives that support learning, such as Project ECHO should be explored.
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Table Of Recommendations

Framework 
Chapter Recommendation

Nurturing 
Environment

1.1 We must recognise and value the important role of all staff working in the care home in improving 
health and wellbeing of people living in care homes. 

1.2 The care home team should continue to play a leading role in the healthcare of people living in 
care homes, alongside a keyworker who co-ordinates the day-to-day care of the individual.

1.3 Health and social care professionals must work together to address any healthcare needs within 
the nurturing environment of the care home and ensure that people living in care homes are not 
over-medicalised.

1.4 Everyone living in a care home should have access to nursing care. These nurses may either be 
employed by the care home, or, if employed externally, should have expertise in care homes.

The Multi-
Disciplinary Team

2.1 Regular MDT meetings (face-to-face, virtual or hybrid) should take place involving the care home 
team, the GP practice and relevant other professionals to co-ordinate and plan healthcare. 

2.2 The administration and support of MDT meetings should be co-ordinated between the HSCP and 
the care home. 

2.3 People living in care homes should have the opportunity to involve a family member or any legally 
appointed welfare guardian or attorney during consultations with members of the MDT. 

2.4 As MDTs form and develop, opportunities for shared learning should be explored, to develop the 
knowledge, skills and experience required to provide the best possible care.

2.5 Wherever possible, each care home should be linked with a named GP practice that will play a 
lead role with that home. Where this is not possible, HSCPs should work with the local care homes 
and GP practices to establish safe and reliable alternative arrangements that enable effective MDT 
working. 

2.6 People living in care homes should be made aware of the benefits of being registered with the GP 
practice that is linked to the care home that they live in, however they should not be forced to 
change GP practice. 

2.7 Health Boards should review Local Enhanced Services (LES) that relate to care homes and revise 
them in line with the aspirations of the 2018 GP contract and the ambitions of this framework.

2.8 HSCPs must ensure that there is access to appropriate specialist provision when commissioning 
with the care home sector to provide specific services for people with highly complex care needs.

2.9 Care home teams must be provided with contact details and referral routes for all members of the 
MDT. Where these are not clear, the HSCP should work with the care home to obtain these.
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Framework 
Chapter Recommendation

Prevention 3.1 People living in care homes must be supported to access any relevant age-specific public health 
programmes with appropriate information to allow an informed decision.

3.2 Application of IPC standards in care homes should be supported by access to relevant IPC advice, 
education and guidance.

3.3 Everyone living in a care home will have a regularly reviewed personal plan.

3.4 Ensure there are effective systems in place to deliver a consistent approach to the development 
and implementation of proactive, personal plans. 

3.5 A person centred medication review, using the 7-step approach should be initiated by a pharmacist 
when someone first moves into a care home, and then at least annually thereafter. Certain high-risk 
drugs, such as antipsychotics, will require more frequent monitoring and review.

3.6 Routine dental, sight, and hearing reviews should continue to be part of an individual’s personal 
care plan when they move to live in a care home.

3.7 There should be a named dentist / dental practitioner for each care home and contracts with local 
optometry and hearing services.

3.8 There should be a proactive approach to hydration, nutrition, continence promotion, meaningful 
activity and mobility using appropriate resources and should be considered with the same degree 
of importance as reactive healthcare.

3.9 Religious and philosophical beliefs in relation to food and diet should be enquired about and 
catered for.

3.10 Psychological and spiritual aspects of healthcare should be assessed and regularly reviewed within 
care plans.

3.11 Individuals should be supported to maintain links in their local community which enables cognitive 
stimulation, mobility, independence and communication.
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Framework 
Chapter Recommendation

Anticipatory Care, 
Self-Management 
And Early 
Intervention

4.1 ‘What Matters to Me’ and ‘Thinking Ahead’ A95 >.222 A9Q
q 1 0 0 1 79iion
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Framework 
Chapter Recommendation
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Making This Happen

Following publication of this framework we will embark on a period of engagement and collaboration with key stakeholders 
from across the sector to effectively implement and deliver the recommendations outlined in the framework.

Moving forward it is essential that we ensure we are aligned with individual policies across the health and social care system 
so we can build on the many good practices that are already in place and are able to influence the levers that will allow the 
recommendations to happen. We recognise this will not transpire immediately and implementation will be ongoing and require 
a collaborative approach across the system.

To enable us to do this we will:

• establish an ‘implementation oversight group’ with members from all areas of health and social care as well as people living in 
care homes and their families.

• consider at a Directorate Health and Care level the most effective means on achieving the recommendations by ensuring we 
are aligned to broader programmes and priorities such as the care and wellbeing portfolio and urgent and emergency care 
collaborative, and in doing so, ensure we can adequately resource the recommendations.

• work with the Care Inspectorate, Health Improvement Scotland, Public Health Scotland and academic and policy colleagues to 
develop a set of metrics to monitor and evaluate success and provide a robust platform for quality improvement.

• work with the sector on a number of improvement projects to understand how we can embed the vision, and in doing so, 
ensure we understand the opportunities and challenges to achieve the recommendations at scale across the sector.

• produce an annual review of progress against the framework’s recommendations.
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Glossary

Advanced  
Practitioner

A healthcare professional with developed skills and knowledge allowing them to take on 
expanded roles and scope of practice caring for patients. These come from a range of professional 
backgrounds such as nursing, pharmacy, paramedics, physiotherapists and occupational therapy. 

Allied Health 
Professional (AHP)

Someone other than a physician, registered nurse, or dentist, trained to provide system-wide care 
to assess, treat, diagnose and discharge patients. Includes, chiropodists/podiatrists, dietitians, 
occupational therapists, paramedics, physiotherapists, and speech and language therapists.

Anticipatory Care 
Planning

An approach where people are supported to have meaningful discussions about ‘What Matters to 
Me’ in the context of their health and care, providing person-centred, co-ordinated care, focusing 
on goals and preferences, whilst offering opportunities to consider realistic treatment and care 
options.

Care homes Care homes providing care for adults in Scotland including care homes for older people (aged 
65+), adults with learning disabilities, mental health problems, physical and sensory impairment, 
acquired brain injury, alcohol and drug misuse, and blood-borne virus.

Care Home Liaison  
Nurse

A registered nurse working alongside the care home to provide specialist support, advice, 
education and support interventions to the Care Home staff.

Care Home Liaison 
Service

A multi-disciplinary team who work alongside the care home team to build competence and 
confidence in meeting the needs of the people living in the home.

Community nursing Nursing care provided outside of a hospital to people in their own homes, care homes, or close to 
where they live, in clinics and GP practices across every village, town and city in the country.

COSLA A councillor-led, cross-party organisation who champions councils’ vital work to secure the 
resources and powers they need. They also work on councils’ behalf to focus on the challenges and 
opportunities they face, and to engage positively with governments and others on policy, funding 
and legislation.

Early Intervention Identifying and providing effective early support to people who are at risk of poor outcomes, to 
prevent problems occurring, or to tackle them head-on when they do, before problems get worse.

Health and .8nsunding 
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Social worker Social worker is a statutory role which involves assessing need, managing risk and promoting the 
wellbeing of individuals and communities.

Stakeholders Stakeholders are individuals, groups or organisations that are affected by the work or activity of 
an organisation or service.

Tissue viability
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