
  

 

Fellowship call for applications 

Care homes and primary 
care: co-producing a 
sustainable relationship 

1 Background 
The COVID-19 crisis has brought with it many challenges, but few have been as striking as 
those facing residential care homes and nursing homes. In many countries, a large proportion 
of deaths from COVID-19 have occurred in the care home sector. 1 In England, for example, 
as of June 2020, ONS data showed that nearly a third of fatalities had occurred within care 
homes, with nearly two-fifths of care homes experiencing a COVID-19 outbreak. 2 The figures 
are similar for other parts of the UK. This excess mortality reflects, in part, specific issues with 
pandemic preparedness, and particular decisions taken as the pandemic played out. The lack 
of attention to the specifics of care homes from key government advisory committees, for 
example, has been noted, 3,4 while the initial decision (since reversed) to permit patients to be 
discharged to care homes without a COVID-19 PCR test is likely to have been implicated in 
some outbreaks. 5  

The poor outcomes in care homes must be understood in the context of the longer-term 
history of care home provision in the UK for vulnerable older people, and the complex 
relationship between care homes and secondary, primary and community care providers. Care 
homes face funding and resourcing challenges, often poor integration with the health and 
social care systems, fragmented commissioning and accountability arrangements, a largely 
non-professionalised workforce, negative media about care provision and a mixed economy of 
providers. 6 These problems have been complicated by the emergence of different models of 
primary care for care home residents in different locations, often based on local history. This 
has led to unpredictable and often inequitable access to health care, variations in expectations 
about the scope of general practitioner (GP) responsibility, and variation in the quality of care 
received. 7-11 

In seeking to address these challenges, some encouragement can be taken from successful 
improvement initiatives in the care home sector, for example using approaches based on 
quality improvement collaboratives and one-off initiatives to improve specific aspects of care, 
such as tissue viability or end-of-life care. 12,13 It has also been possible to identify the key 
activities within different models of healthcare provision that are important for residents’ 
healthcare, including incentives, agreed protocols, clinical expertise and structured 
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approaches to assessment and care planning. 14 Further encouragement can be taken from 
some of the positive changes noted during the pandemic response, including how healthcare 
professionals and Clinical Commissioning Groups (CCGs) in England have engaged in 
planning and discussions with staff and residents about end-of-life care. 15 There has been a 
flurry of telehealth innovations in response to the pandemic, for example video consultations. 
16,17 These initiatives have shown what is possible, suggesting the potential to reduce 
inefficiencies, improve the care delivered to patients and prevent unnecessary costs. The 
challenge is how to harmonise across services to optimise delivery and ensure there is 
equitable access to health care within and across settings.  

Some efforts to restructure have also taken place. For example, building on the experiences of 
six vanguard sites, NHS England has developed a framework for Enhanced Health in Care 
Homes, setting out seven elements designed to ensure that NHS providers and care homes 
work together effectively to enhance residents’ health. 18,19 NHS England has also sought to 
improve the provision of primary healthcare services to care homes via primary care networks, 
through variations to the GP contract. 20 These changes will mean that every care home is 
assigned to a single named primary care network (PCN), which is then responsible for 
delivering specified primary care services for the care home, for example, establishing 
multidisciplinary teams, developing processes for information sharing, and introducing weekly 
home rounds. Each PCN will also nominate a clinical lead who is responsible for ensuring that 
these services are delivered, to strengthen links between care homes and PCNs. However, 
the success of a re-imagined relationship between primary care and care homes will require a 
shared understanding of the priorities of care, consensus on who will lead and who will provide 
care, and teams with the necessary capacity, resource and expertise. 7,21 Further, the two 
main types of care home – residential care homes and nursing homes – differ in both the care 
provided and their resident characteristics, and therefore will likely experience different needs 
for and experiences of enhanced support. 22 

Achieving effective improvement given the context of COVID-19 and of background policy 
change requires the multiple stakeholders to share a vision of what can be achieved and how. 
Working in collaboration with the Royal College of General Practitioners, THIS Institute is 
therefore seeking to appoint a fellow who will lead a research study aimed at co-producing a 
vision for high quality primary care for people who live in care homes, and how this might be 
implemented and achieved within current resources and structures. 

2 Fellowship award 
THIS Institute wishes to make an award of a fellowship to an individual to be based at their 
own university or other research-intensive environment to lead this project. The intention is 
that the work undertaken through the fellowship will be practically useful both during the 
COVID-19 pandemic and in supporting a sustainable long-term relationship between the care 
home and primary care sectors, with UK-wide relevance. On account of the wide range of 
stakeholders involved in primary care provision for people in care homes, the approach taken 
should seek to account for the views of all groups – residents, their families, care home staff, 
care home owners, GPs, allied health care professionals, pharmacists, practice staff, health 
and social care commissioners and others. All of the work of the fellowship must be 
demonstrably done with (rather than to) all stakeholders and should draw on participatory 
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research methods, aimed at seeking views that may be very divergent and considering how 
agreement or consensus might be built.  

Fellows may wish to adopt an established approach, such as experience-based co-design, 
though they are welcome to use other approaches too. 23 They will be able to make use of 
THIS Institute’s research and development platform, Thiscovery, which supports healthcare 
research to be done remotely (e.g. using remote interviews, surveys, data gathering, and 
consensus-building efforts). Use of this platform may be particularly suitable for some groups 
(e.g. care home and primary care staff and commissioners), but less suited to those less 
digitally enabled or with physical or cognitive impairments. Applicants must propose inclusive 
strategies that take account of the diverse needs, preferences, backgrounds and capabilities 
of those who need to be consulted for this work. 

The fellowship should: 

• Characterise the range of current relationships between primary care and care homes, 
by reviewing evidence for what works, what doesn’t, and why about these 
arrangements and by seeking a variety of perspectives and eliciting ideas for 
improvement. Consideration should be given to how relationships between primary 
care and care homes are being reconstituted in the wake of the pandemic. The fellow 
should give attention both to the context of the media representation of GP-care home 
relationships during the pandemic and to the context of the new contractual 
responsibilities of GPs towards care homes, including increased financial support. 

• Be informed by the existing evidence on what works in improving primary care for care 
homes, and use participatory, consensus-oriented methods to inform the development 
of a vision for “what good looks like” for the primary care-care home relationship. The 
vision should take account of the current constraints of budget and structure, with an 
emphasis on “what is the best that can be done given what is available”. It should have 
a particular focus on how the NHS and care homes can best work together to agree on 
and achieve common goals and should identify the range of constraints on 
improvement strategies (e.g. legal, regulatory, financial). It should take account of the 
different contexts of residential care homes and nursing homes; a focus on one or the 
other is acceptable, but it should be clear what features of “what good looks like” can 
be generalised between the two forms of care. 

• Co-produce a theory of change for achieving a new relationship between care homes 
and primary care. It should account for widely differing local contexts, and again, where 
appropriate, it should distinguish between different types of care homes and their 
differing needs and contexts. The theory of change should be suitable for 
implementation and evaluation in a subsequent programme.  

• Identify metrics that could be used in the future to measure progress by drawing on 
available and emerging outcome sets relevant to care homes, routinely collected data, 
measures already in use, and other emerging datasets in this rapidly-changing area, 
with identification of gaps in the available measures as appropriate.  

The fellow should account for the impact of current efforts to mitigate the transmission of 
COVID-19 (e.g. physical distancing, reduced reliance on face-to-face contact, reduced 
capacity of facilities, shielding of vulnerable groups, face coverings, quarantines and local 
lockdowns, etc.) However, the principles developed should not be limited to care provision 

https://www.thiscovery.org/
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during a pandemic; we wish to ensure that the outputs from this fellowship have enduring 
relevance for residents, care home staff, healthcare professionals and others. 

3 Fellow requirements 
Applicants for this fellowship should be experienced and skilled qualitative researchers who 
can lead the project independently while sustaining excellent relationships with care home 
residents and families, care home staff, primary care clinicians and staff, and stakeholders in 
the health and social care system. Applicants should have a background in primary care 
and/or social care research. Applicants do not need to have a clinical background, although 
applications from clinicians will be welcomed. Applicants should have a PhD in a relevant area 
(e.g. social science, social policy, health services research, public health, primary care, health 
psychology, or other related areas) or, exceptionally, equivalent postgraduate research 
experience. Applications are accepted from all career stages. Applicants should have a good 
publication record for stage of career, including peer-reviewed qualitative research 
publications, and demonstrate experience and interest in how co-production methods might be 
used to inform the design and implementation of improvement strategies in healthcare.  

This fellowship is suitable for applicants who are currently in post at UK universities or other 
research-intensive environments who are available to work as soon as possible on this award. 
The successful applicant will remain employed by their own organisation. This fellowship may 
be especially suitable for academic or research staff who would benefit from replacement 
salary while their current research is paused owing to the pandemic.  

The appointed fellow will be offered a professional development programme which will be 
discussed on award and customised to the specifics of the fellow’s needs, commitments, and 
fellowship duration. The programme may include, for example, membership of a learning set, 
coaching, and/or mentoring. Full engagement with the agreed programme will be expected.  

4 Budget 
The award will include salary costs (at the agreed proportion of FTE) and research expenses 
directly relevant to the project up to a maximum of £120k. This fellowship should be completed 
in 12-15 months. It is expected that the fellowship will begin spring 2021. Only direct costs can 
be paid. The appointed fellow should be in post at their own university or organisation at time 
of application. 
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