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Abstract

Background: Care home residents live with frailty and multiple long-term conditions. Their medical management is complex
and specialised. We set out to develop a list of core competencies for doctors providing medical care in long-term care homes.
Methods: A scoping review searched MEDLINE, EMBASE and CAB Abstracts, supplemented by grey literature from the
Portal of Online Geriatrics Education and the International Association of Geriatrics and Gerontology, looking for core
competencies for doctors working in care homes. These were mapped to the UK nationally mandated Generic Professional
Competencies Framework. A Delphi exercise was conducted over three rounds using a panel of experts in care homes
and medicine of older people. Competencies achieving 80% agreement for inclusion/exclusion were rejected/accepted,
respectively.
Results: The scoping review identified 22 articles for inclusion, yielding 124 competencies over 21 domains. The Delphi panel
comprised 23 experts, including 6 geriatricians, 4 nurses, 3 general practitioners, 2 advanced clinical practitioners, 2 care home
managers, and one each of a patient and public representative, palliative care specialist, psychiatrist, academic, physiotherapist
and care home audit lead. At the end of three rounds, 109 competencies over 19 domains were agreed. Agreement was strongest
for generic competencies around frailty and weaker for sub-specialist knowledge about specific conditions and competencies
related to care home medical leadership and management.
Conclusion: The resulting competencies provide the basis of a curriculum for doctors working in long-term care homes for
older people. They are specialty agnostic and could be used to train general practitioners or medical specialty doctors.
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Key Points

• Older people living in care homes have complex medical care needs.
• Medical care for older care home residents in most countries is provided by doctors without specific training in the sector.
• This paper outlines 109 learning outcomes over 19 domains as a basis of postgraduate education of doctors working in care

homes.
• These findings could also inform incorporation of learning outcomes around care homes into undergraduate curricula.
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Background

Care homes provide 24-hour care, with or without nursing,
for people who have disability and dependency that cannot
be met by care at home. There are specific care homes for peo-
ple with learning disabilities and mental health conditions.
The majority of care homes, however, are registered for care
of older people. In the UK, there are around 11,000 care
homes, providing care for around 410,000 people [1]. The
projected expansion in the older population, with associated
increases in the population prevalence of frailty, dementia
and long-term conditions, are projected to offset technolo-
gies enabling care closer to home, such that the care home
sector will remain at its current size, or slightly larger, until
the middle of this century [1]. Knowing how to care for care
home residents will therefore be important for doctors for
the foreseeable future.

The average care home resident is over 80, has multiple
diagnoses, takes multiple medications and requires help with
activities of daily living [2]. Many are near the end of life.
Around 70% have dementia or cognitive impairment [2].
In the UK, national policy initiatives have recognised the
complexity of older people living in care homes through
contract arrangements that incentivise more frequent vis-
iting by general practitioners and which aim to reinforce
access to rehabilitation, mental health and palliative care
expertise [3].

The processes that underpin effective multidisciplinary
care in care homes are increasingly well described [4]. Most
countries, however, have no agreed standards for medical
practice in care homes [5]. Only in the Netherlands, where
the specialty of Elderly Care Medicine developed and grew
from the nursing home sector, is there a medical specialty
with a comprehensive curriculum specifically focussed on
the competencies required to meet the day-to-day needs of
the care home population [6]. In UK postgraduate training
[such as the General Practice (GP) or geriatric medicine
specialty curricula], there is little mention of delivery of
healthcare in care homes, over and above the content related
to more generic care of older people with frailty, multimor-
bidity and dementia [7, 8]. An interview study of senior
and trainee GPs found limited training in the field, whilst
the diversity of organisation of both GPs and care homes
meant that it was difficult to teach a ‘standard’ way of
working [9].

Against this background, we set out to describe a set of
core competencies for doctors providing healthcare to older
people living in care homes. We recognised that this type of
care is provided by different specialties in different places,
and often by teams of doctors—general practitioners, geria-
tricians, old age psychiatrists and palliative care physicians—
with overlapping expertise, each of whom can meet part of
a care home resident’s care needs. With this in mind, we
aimed to describe the competencies required to meet the
needs of care home residents in a specialty-agnostic way,
rather than starting from the perspective of one medical
discipline.

Methods

We approached the work in two stages. First, we con-
ducted a scoping literature review to identify publications
that described core competencies for doctors working in
care homes—synthesising these to summarise domains and
ensure consistency of language. Second, we conducted a
Delphi consensus exercise to shape these into a definitive list
of competencies.

The Delphi process began in 2019, prior to the COVID-
19 pandemic, was aborted in 2020 because the study team
were redeployed to support clinical care during the pan-
demic, and then recommenced in 2022.

Stage 1—scoping review

The literature review protocol has been published on the
Open Science Framework [10]. Our work is reported here
in line with PRISMA-ScR guidelines [11]—a PRISMA-ScR
checklist is provided in Supplementary Appendix 1.

The objective of the review was to identify and describe
competencies for doctors providing healthcare to care home
residents—or residents of equivalent institutions in other
countries—which then could provide the basis of a subse-
quent Delphi process.

Initial searches were conducted in September 2019 prior
to the COVID-19 pandemic, but were refreshed in 2022
to ensure that no new important literature had emerged in
the interim that would substantively change the consensus
work that followed. We report the search strategy for the
second search in order to convey the latest date up to which
we searched the literature. We searched EMBASE (1974 to
2022 Week 46), MEDLINE (1946 to 22 November 2022)
and CAB abstracts (1910 to 2022 Week 46). Search terms
are summarised in Table 1 and an exemplar search string
from MEDLINE is outlined in Supplementary Appendix 2.
Additional grey literature searches were conducted using the
Portal of Online Geriatrics Education and the website of the
International Association of Geriatrics and Gerontology.

We included English-language articles that described cur-
ricula, teaching, standards, assessment or competencies; at
a postgraduate level; and directly related to care delivery
in care homes or an equivalent setting. All study designs
were included. We excluded articles describing competen-
cies of non-medical staff; undergraduate medical education;
and disease-specific competencies; conducted in care homes
for children, those with learning difficulties, rehabilitation
facilities, prison, temporary accommodation or any other
intermediate care settings or hospice facilities. Articles were
screened for inclusion at each of title, abstract and full
text stage by two reviewers (KB/LM), erring in favour of
inclusiveness. Where inclusion was uncertain, articles were
discussed with the full authorship group. We did not under-
take a quality appraisal since the primary function of this
process was a scoping exercise to identify competencies that
could be carried forward to the Delphi process in stage 2.
Data extraction focussed mainly upon extracting published
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Table 1. Search terms
1st term Core competencies Postgraduate Care home
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Broader terms and synonyms Clinical competence

Curricula∗.∗
Education
Competency-based education
Educational measurement
Teaching

Geriatric∗.∗
Gerontology
Health services for aged
Physician

Nursing homes
Homes for the aged
Residential facilities
Long-term care
Aged
Aged, 80 and over
Frail elderly

∗.∗ indicates wildcard used to expand the search term

competencies from the literature, but a data extraction tem-
plate also included data on the year and country of publica-
tion, and article type (curriculum, review article, editorial)
to provide context.

A synthesis process involved the full authorship group
looking at the competencies together. The extracted compe-
tencies were then condensed and reworded by categorising
into ‘no change’, ‘merge’, ‘delete due to duplication’ and
‘reword’. Rewording was to ensure competencies were appli-
cable to the UK context. To aid this rewording and further
contextualise the competencies in a way that would facilitate
the subsequent Delphi process, they were categorised against
the domains of the Generic Professional Capabilities Frame-
work (GPCF)—produced by the General Medical Council,
the national registration body for doctors, and designed
to express the principles and professional responsibilities of
doctors as competencies [12]. We ensured that wording was
pedagogically sound by rewording with reference to Bloom’s
taxonomy [13]. First published in 1956, Bloom’s taxon-
omy laid out cognitive (knowledge), psychomotor (manual
skills) and affective (attitudes) domains, enabling learning
outcomes to be expressed in a way that could easily be taught
and assessed. It remains a dominant theory, driving practice
in medical education over half a century later [14].

Stage 2—Delphi exercise

Competencies derived from the literature review were carried
forward to a Delphi process. The Delphi method has been
used across various fields of healthcare research including
policy change, resource utilisation and for preliminary work
to develop curricula [15, 16]. The objective for this stage
of work was to establish a set of learning objectives for
postgraduate training of doctors to deliver expert day-to-day
care in a care home setting.

A panel of experts was convened to encompass a range of
views of the competencies required by medical practitioners
day-to-day in care homes. We aimed to recruit experts in
frailty, primary care, rehabilitation, old age psychiatry, pallia-
tive care and multidisciplinary working. We made an initial
approach to members of the Community and Primary Care
Group of the British Geriatrics Society (BGS). The BGS
is the multidisciplinary specialist organisation representing
UK professionals with an interest in care of older people,
and the Community and Primary Care Group comprises a
mix of community geriatricians, general practitioners (GPs),

nurses and allied health professionals. We supplemented this
with snowball sampling using introductions from members
of this group. We recruited lay representatives from regularly
scheduled Patient and Public Involvement groups convened
by the University of Nottingham and focussed on care of
older people.

Panel inclusion criteria were as follows: experience of
working with older people with frailty and/or multiple long-
term conditions within the care home setting OR; expertise
in curriculum design around frailty, ageing and associated
comorbidities OR; lay interest in and/or experience of the
health care of older people living in care homes. Participants
who were not fluent in written English were excluded on the
basis that the process would be conducted online by email.
In total, 34 people were approached for involvement.

Emails were sent to participants individually to ensure
anonymity. At each round, participants were given 3 weeks
to respond, with reminder emails sent weekly. If a participant
had not completed the round at this point, with no contact
with the researchers, they were excluded from further rounds
of the process.

To ensure strong retention of expert involvement, an
upper limit of three rounds of investigation was set in this
study.

Each questionnaire consisted of a series of competen-
cies that the respondent could rate as ‘include’, ‘exclude’
or ‘requires further development’. Where ‘requires further
development’ was selected, a free-text box enabled respon-
dents to suggest changes. In the first round, respondents were
also asked whether additional competencies were required.

The Delphi process is an iterative process that uses
repeated communication to refine expert opinion on the
topic and move towards an accepted level of agreement.
After each round:

• A summary of the panel scores was presented for each
competency and the role description.

• Any statement that reached consensus was removed from
further rounds.

• Some participants agreed competencies, but at the same
time suggested changes to the wording of the text. Com-
petencies where over 80% agreement was reached were
modified where the free-text comments indicated this was
appropriate. Where modifications were minor (i.e. to add
clarity to the competency or use of more precise language),
the amendments were highlighted; however, the panel was
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not asked to rescore. Other modifications were considered
major, and the panel was asked to rescore.

• New competencies were formulated based on free-text
comments.

• Competencies were combined or separated based on sug-
gestions given.

There is no universally accepted threshold for defining
consensus as part of the Delphi process. Consistent with
other studies [15, 16], consensus was considered to have
been reached when there was ≥ 80% percentage agreement
to ‘include’ or ‘exclude’ between the panel members. We
conducted three rounds. The first round took place in Jan-
uary 2020. The work was aborted due to the COVID-19
pandemic and recommenced in November 2022, when the
second round took place. The third, and final, round took
place in January 2023. Failure at the third round of the
questionnaire to achieve an 80% consensus on inclusion or
exclusion led to exclusion of the competency.

Ethical approval was not needed based upon advice from
the University of Nottingham School of Medicine Research
Committee and using online Health Research Authority
decision-making tools.

Results

Literature review

For the literature review, 508 articles retrieved after de-
duplication, of which 5 were inaccessible using available
interlibrary loan services, and 457 were excluded at abstract
screening. A further 24 were excluded at full article screen-
ing, leaving 22 for inclusion in the review. A full PRISMA
diagram is shown in Figure 1.

Articles were published between 2002 and 2022. Seven-
teen articles came from the USA, two from Canada and two
from Hong Kong, and one from the Netherlands. The bulk
of the articles (n = 16) were peer-reviewed papers, two were
conference abstracts, and one each comprised a non-peer-
reviewed published curriculum, plenary lecture, position
paper and a discussion paper. From these, we extracted 456
competencies. Following de-duplication and rewording, we
were left with 61 competencies. The final list of competencies
from the literature, mapped against the GPCF, is shown in
Supplementary Appendix 3.

To enable easy deliberation on these competencies as part
of the subsequent Delphi exercise, we broke these down
into the smallest chunks possible, where each bullet-point
referred to one item for inclusion/exclusion, and reorganised
them into domains that enabled better categorisation of
competencies otherwise grouped together under the second
domain of the GPCF. This generated 124 competencies over
21 domains, summarised in Supplementary Appendix 4.

Delphi process

The constitution of the Delphi panel is shown in Table 2.
Twenty participants responded to the initial Delphi exercise

in 2020, with 23 responding to the second round after the
Delphi resumed in November 2022, and 23 respondents
participating in the third round in January 2023.

A flowchart showing how competencies moved through
the consensus process is shown in Figure 2. Because of the
time-lag between the first and second rounds of Delphi
due to the COVID-19 pandemic, competencies agreed as
essential at the first round were tested again during the
second round.

At the end of this process, 109 competencies were agreed
across 19 domains; these are summarised in Table 3.

Key areas of disagreement between respondents during
the Delphi process related to (i) the extent to which
condition-by-condition competencies should be outlined
in a curriculum; (ii) the extent to which doctors should
be involved in administrative aspects of the care home
pertaining to healthcare; and (iii) the balance between the
care home medical practitioner as a competent generalist
who knew when to refer on for advice, and as an expert
practitioner in frailty, dementia and associated syndromes,
who could manage complex and specialised issues in situ.

Discussion

We conducted a literature review and Delphi process to
outline core competencies for doctors working in UK care
homes. Data extraction and analysis yielded 124 compe-
tencies across 21 domains. Literature review findings were
the basis of a Delphi process that led to consensus on 109
competencies covering 19 domains.

The final domains range from history-taking and exami-
nation, through syndromes common in later life to aspects of
teamwork and care home organisation relevant to medicine
in a care home setting. Agreement was achieved most readily
around competencies that involved the co-ordination of care
in a complex group of patients—for example, in frailty,
dementia and end-of-life care. Syndrome specific expertise,
for example in Parkinson’s or motor neurone disease, was
more contentious—in part because these were seen to be
the domain of specialty doctors who already ‘own’ long-term
conditions management for these groups. Agreement about
organisational involvement of doctors in the running of care
homes was limited to roles in teaching staff and supporting
quality improvement/assurance around healthcare. This is
different from the quite detailed requirements for Dutch
Elderly Care Physicians [6] and US Medical Directors [17]
to be educated to take on organisational leadership roles in
long-term care organisations that employ them directly. This
could be symptomatic of the fragmented nature of care deliv-
ery in the UK, with uncertain boundaries between health and
social care, and public and private, providers [18]. An addi-
tional factor may be the well-reported under-resourcing of
Primary Care in the UK that drives reluctance to advocate for
such extended roles for doctors. Previous publications from
the Netherlands and the USA have described competencies
for Elderly Care Physicians [6] and nursing home Medical
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Figure 1. PRISMA diagram for scoping review.

Directors [14], respectively. The work we have presented
here is different in that it starts from a question bounded
not by specialism or role, but from the perspective of what
any doctor working routinely in care homes would need to
know. This is important for two reasons. Firstly, it moves
the discussion away from potentially territorial aspects about
which specialty has the historical prerogative, capacity or
will to undertake the work (‘who should be doing this?’), to
the much more pragmatic and patient-centred perspective of
what skills are required to deliver good care (‘what should be
done?’). Secondly, it reflects the situation in most countries
outside of the USA and the Netherlands, where the medical

responsibility for care home residents is unclear, shared or
disputed between different groups of practitioners [19]. The
approach taken therefore represents a template for how
doctors in other countries might approach this question. It
lays the possible foundation for agreement of competencies
across Europe as called for by the European Union Geriatric
Medicine Society [5].

These competencies represent a conversation starter.
Which doctors currently possess these skills, and which
would be well placed to develop them going forward?
How can healthcare delivery in care homes be structured
to ensure that doctors with the right skills are available
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Figure 2. Flowchart of Delphi competencies through rounds 1–3.

Table 2. Delphi exercise participants

Geriatrician 6
Nurse 4
GP 3
Advanced clinical practitioner 2
Care home manager 2
Patient and public representative 1
Palliative care specialist 1
Psychiatrist 1
Academic 1
Physiotherapist 1
Audit lead 1

to residents and care home staff, at the right time? Does
this mean that one specialty needs to train differently, or
that more than one specialty needs to train differently? Or
is there scope—as we see in some other countries—for a
specialty, or sub-specialty, focussed on care of older people
in care homes? A recent interview study indicated that GP
training in these topics is ad hoc and the diverse practices
means that learning is not standardised [9]. Although other
medical specialties that work in care homes have not been
studied in depth, their training in this space is likely to
be similarly variable. These are issues for our national
healthcare and health education policymakers, and for
Royal Colleges. Supplementary Appendix 3—mapping the
literature derived competencies to the Generic Professional
Capabilities Framework—shows that the competencies
we have derived here are ‘in scope’ for doctors. Which
doctors they should be in scope for remains unclear. Across
Europe and the rest of the world, this requires negotiation,
reconfiguration and shared learning as different jurisdictions
work out how to care for this under-supported group of

people with complex health problems. The route from
defining these competencies to changing frontline medical
practice in care homes is potentially long and complex—
involving implementation challenges at the individual, team
and organisational level [20]. This work could potentially
be delivered by stakeholder organisations, such as specialty
societies, with links at policy (macro), planning (meso) and
provider (micro) levels.

Part of the conversation should focus on what is missing
from these competencies. The Delphi process is good at
achieving consensus, but less effective at generating new ideas
or expanding upon existing ones. An example is delirium,
which is represented in the competencies predominantly
with regard to identification and treatment. Yet, the increas-
ingly robust evidence-base for delirium prevention inter-
ventions [21] might, arguably, be just as important in care
homes. Well-written competencies are supposed to make
implicit the underpinning knowledge, skills and attitudes—
yet ageist attitudes can undermine effective education and
training interventions around care of older people [22]. It
may be that further iteration is required to better embed the
attitudinal and behavioural aspects of good care for older
people into the competencies proposed. Long-term care
settings achieve limited attention as part of undergraduate
medical syllabuses [23], and it is possible that the compe-
tencies presented here could provide the basis of introducing
more teaching on these topics for medical students.

Good healthcare delivery in care homes is, of course,
multi-professional in nature [3, 4]. Doctors work as part of a
wider multidisciplinary team. A previous Delphi exercise
focussing on competencies for nurses working in care
homes agreed 22 competencies but, again, struggled with
condition-specific ‘sub-specialty’ competencies and how
‘core’ leadership and management competencies should be
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Table 3. Agreed competencies following Round 3 of Delphi Exercise

Domain Competencies
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1. History-taking and communication
with residents and their families

1.1 Can take an appropriately focussed history to include residents with multiple long-term conditions and
complex needs
1.2 Can take a collateral history from both relatives and care staff to support relationship-centred care and
shared decision-making
1.3 Can communicate complex problem lists and management plans without using medical jargon to ensure
residents, family and carers understand
1.4 Can communicate effectively with people with cognitive impairment/communication difficulties
including being able to recognise and assess when that person is in distress
1.5 Can communicate effectively around sensitive topics such as advance care planning
1.6 To be able to effectively elicit concerns from care home staff, taking account of their observations and
feelings to develop a working patient history
1.7 Can target history-taking to discriminate between likely diagnoses as part of a comprehensive approach to
medical assessment
1.8 Can assess capacity to give informed consent
1.9 Can understand best interests and appropriate decision-making on behalf of families and carers
1.10 Can recognise gender, sex and sexuality as part of holistic care in a care home setting
1.11 Can identify limited health literacy of residents and their families as a barrier to communication and use
strategies to overcome this

2. Management of long-term conditions
2.1 Diabetes 2.1.1 Can describe the diagnosis, pathophysiology, management and preventative strategies for diabetes
2.2 Cardiovascular 2.2.1 Can describe the diagnosis, pathophysiology, management and preventative strategies for stroke

2.2.2 Can effectively manage heart failure
2.2.3 Can describe the diagnosis, pathophysiology, management and preventative strategies for ischaemic heart
disease

2.3 Mental illness and wellbeing 2.3.1 Can recognise symptoms, undertake basic assessment and advise on management of mood and affect
changes
2.3.2 Can describe the diagnosis, management and preventative strategies for anxiety
2.3.3 Can describe the diagnosis, management and preventative strategies for depression
2.3.4 Can recognise symptoms, undertake basic assessment and advise on management of sleep issues
2.3.5 Considers the role of lifestyle factors including alcohol and substance intake in the lives of care home
residents and can screen for dependency where indicated

2.4 Neurodegenerative conditions 2.4.1 Can describe the diagnosis, pathophysiology, management and preventative strategies for Parkinsonism
2.4.2 Can describe the diagnosis, pathophysiology and management of other common neurodegenerative
conditions such as motor neurone disease and multiple sclerosis in conjunction with specialist support

2.5 Dementia 2.5.1 Can conduct a Cognitive Status Assessment
2.5.2 Can assess and manage behavioural and psychological symptoms associated with dementia including
behaviours that challenge in conjunction with specialist services
2.5.3 Has knowledge of the effect of dementia on management of comorbidities
2.5.4 Has knowledge of the commonly used drug treatments for dementia

2.6 Skin integrity 2.6.1 Can describe the diagnosis, pathophysiology and management of skin integrity issues including pressure
ulcers in conjunction with nursing team and specialist tissue viability services

2.7 Cancer 2.7.1 Can effectively support the ongoing management of patients with cancer in collaboration with
hospital-based oncologist and palliative care teams

2.8 Renal disease 2.8.1 Can describe the diagnosis, pathophysiology and management of chronic kidney disease including
identifying need for specialist referral and/or palliative care

2.9 Peripheral vascular disease 2.9.1 Can describe the diagnosis, pathophysiology and management of peripheral vascular disease and know
when to refer to specialists

2.10 Management of multiple long-term
conditions

2.10.1 Can effectively manage patients with multiple long-term conditions

2.10.2 Can individualise standard recommendations for screening tests and chemoprophylaxis in older
patients based on life expectancy, functional status, patient preference and goals of care

3. Management of frailty syndromes
3.1 Delirium 3.1.1 Can recognise, diagnose and manage delirium in combination with non-specific presentations of illness

presenting both acutely or sub-acutely
3.2 Continence 3.2.1 Can assess and manage urinary and faecal incontinence in liaison with the continence team

3.2.2 Knows how and when to refer for further specialist advice (e.g. continence nurse specialist, OT),
appreciating that referral pathways will differ locally
3.2.3 Can act on advice and support decision-making in the management of urethral, suprapubic catheters
and urethral sheaths, as well as knowing when to insert and when to initiate a trial without catheter
3.2.4 Can provide advice on medical aspects of continence optimisation and preservation as part of a wider
multidisciplinary team

(Continued )
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Table 3. Continued
Domain Competencies
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3.3 Medication side effects 3.3.1 Can describe changes in the pharmacodynamics and pharmacokinetics of commonly used drugs within

the older population
3.3.2 Can recognise the importance of drug–patient and drug–drug interactions in this cohort
3.3.3 Can make appropriate prescribing and de-prescribing decisions, including the use of structured tools
(e.g. STOPP/START) when appropriate
3.3.4 Understands the clinical consequences of polypharmacy in the care home setting
3.3.5 Is able to communicate key information on risks/adverse outcomes from prescribing to staff without
nursing or medical qualifications

3.4 Falls 3.4.1 Has knowledge of interventions for falls prevention
3.4.2 Is able to take a history for falls and examine for common causes of falls
3.4.3 Is able to perform clinical assessment of injuries to identify residents in need for further
investigation/imaging
3.4.4 Understands principles of positive risk management—risks can sometimes be mitigated but not averted

3.5 Immobility 3.5.1 Can screen for risk of fractures using risk tool such as FRAX
3.5.2 Can support the management of osteoporosis using evidence-based treatments
3.5.3 Can diagnose and manage osteoarthritis
3.5.4 Can examine gait and balance and refer for multidisciplinary assessment when indicated
3.5.5 Can effectively manage musculoskeletal problems

4. Management of sensory impairments 4.1 Can recognise symptoms, undertake basic assessment and refer where appropriate for visual impairments
4.2 Can recognise symptoms, undertake basic assessment and refer where appropriate for hearing impairments

5. Knowledge of ageing 5.1 Has knowledge of the functional, physical, cognitive, psychological social and spiritual changes common
in older age
5.2 Can conduct a Comprehensive Geriatric Assessment
5.3 Recognises that clinical uncertainty is common in care home residents and be able to manage this
uncertainty in prognostication and care conversations

6. Nutrition 6.1 Can screen for nutritional deficiency and refer for specialist input as appropriate
6.2 Can work with other health professionals to devise appropriate nutritional support strategies for residents
6.3 Can work with the wider multidisciplinary team to modify nutritional approaches to take account of
disease processes, tissue viability, recovery from illness and surgery
6.4 Can support decision-making around oral nutritional supplementation and tube feeding where appropriate

7. Rehabilitation 7.1 Can establish which disabilities may be amenable to rehabilitation alongside therapy and rehabilitation
medicine professionals
7.2 Can provide medical support to a multidisciplinary team in developing rehabilitation plans based upon a
resident’s health, wellbeing, person-centred goals and motivation

8. Management of acute conditions 8.1 Can identify an acutely unwell patient and collaboratively make decisions about escalation of treatment,
including hospital transfer
8.2 Has knowledge of monitoring acute conditions by making effective use of RESTORE2 or other
appropriate early-warning assessment tools
8.3 Can appropriately prioritise acute conditions over less urgent clinical problems
8.4 Can recognise the signs and symptoms of overdose in drugs commonly used in care homes and consider
how presentation may be affected by cognitive impairment and physical disability
8.5 Can consider how undifferentiated illness can be a manifestation of diseases that often present atypically in
older adults (e.g. acute coronary syndromes, the acute abdomen, urinary tract infection and pneumonia)

9. End-of-life care 9.1 Can recognise when to discontinue investigations and disease-modifying treatment on an individualised,
holistic and situationally appropriate basis
9.2 Can recognise when to prescribe anticipatory medications
9.3 Can manage common ethical dilemmas in residents including resuscitation and escalation of treatment,
including when residents lack capacity to make these decisions
9.4 Can describe and use care pathways to support care of the dying, such as the Gold Standards Framework
and NICE guidelines for last days of life
9.5 Can recognise when to seek specialist palliative care input
9.6 Has knowledge and clinical expertise in palliative and end-of-life care in dementia

10. Pain management 10.1 Knows how to assess pain in adults with frailty and cognitive impairment
10.2 Is able to modify pain management strategies in residents with communication difficulties and cognitive
impairment using non-pharmacological strategies
10.3 Is able to modify pain management strategies in residents with communication difficulties and cognitive
impairment using modifications to common analgesic regimens
10.4 Can provide advice and support around a range of palliative care medications, including syringe drivers,
in the care home setting. Knows when to seek help from a specialist
10.5 Is aware of appropriate delivery mechanisms for analgesia
10.6 Can distinguish between different types of pain (e.g. neuropathic and non-neuropathic) and modify
treatments accordingly
10.7 Is able to appropriately prescribe regular PRN analgesia for patients who will not prompt for pain relief

(Continued )
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Table 3. Continued
Domain Competencies
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
11. Therapeutics and safe prescribing 11.1 Can describe a range of approaches to support medication adherence in older patients, for example, by

using compliance aids, changing preparations and dosing schedules
11.2 Has an understanding of the challenges and dilemmas in covert administration of medication for patients
without mental capacity
11.3 Can work with pharmacy and speech and language therapy colleagues to advise on the appropriate use of
topical, crushed, dispersible, liquid and transdermal medications

12. Infection control 12.1 Can describe the specific challenges of infection control in the care home sector
12.2 Can describe how to manage communicable diseases to include diarrhoea/vomiting, scabies and
respiratory illnesses including influenza and coronaviruses in the care home sector
12.3 Can describe prevention vaccination strategies required to support health and wellbeing in the care home
sector

13. Communication and cooperation
with colleagues

13.1 Can communicate with staff with and without nursing qualifications, maintaining confidentiality

13.2 Is aware of recent developments around electronic care planning in care homes and can use this
understanding to develop a shared approach to record keeping with care home teams
13.3 Is able to support care home staff in the initiation of sensitive or challenging conversations with residents
and/or their families

14. Working collaboratively with care
homes

14.1 Can describe the staffing structures within modern care homes and recognise the expertise, competencies,
roles and responsibilities held by different team members
14.2 Is able to recognise the complementary roles and responsibilities of health and social care staff in
providing care
14.3 Can describe the ways in which doctors can support care home teams to deliver routine aspects of
healthcare

15. Teaching and training 15.1 Can support learning and development of the care home workforce both formally and informally,
recognising the needs of diverse learners

16. Quality improvement and
evidence-based practice

16.1 Is able to find and interpret current best evidence in long-term care

16.2 Can participate as part of the wider multidisciplinary team around quality improvement in care homes
16.3 Is able to recognise the barriers and challenges to quality improvement in the care home context

17. Capabilities in safeguarding
vulnerable groups

17.1 Is able to recognise and respond to abuse of older people including physical, psychological, emotional,
financial, sexual and institutional abuse
17.2 Is able to describe safeguarding procedures and adhere to these
17.3 Is able to support care staff who may raise safeguarding concerns regarding vulnerability or abuse

18. Leadership team working 18.1 Is able to listen, support and advise a team of professionals and care staff with diverse clinical and
educational backgrounds

19. Legal frameworks 19.1 Can describe the care home specific considerations with regard to death certification and the role of the
Coroner/Procurator Fiscal
19.2 Can describe the care home specific considerations with regard to The Mental Health Act
19.3 Can describe the care home specific considerations with regard to The Mental Capacity Act
19.5 Can describe the care home specific considerations with regard to Deprivation of Liberty Safeguards
19.6 Can describe the care home specific considerations with regard to confidentiality
19.7 Can describe the care home specific considerations with regard to advance directives and decisions
19.8 Can describe the care home specific considerations with regard to Lasting power of attorney
19.9 Can describe the care home specific considerations with regard to decisions regarding resuscitation
19.10 Can describe the care home specific considerations with regard to communicable disease notification

considered to be for care home nurse [24]. This uncertainty
over where the leadership for healthcare in care homes lies,
reported elsewhere in the literature [17], makes it essential
that competencies in multidisciplinary teamworking are
included for all who work in the sector. Correlation and
cross-referencing between any newly developed curricula
for different professional groups who must work together
is essential. It is possible that at least some of the same
competencies around leadership and teamworking should
and could be replicated across the curricula for multiple
professions.

The strengths of this work relate to the structured
approach taken to derive a long list of competencies from
the published literature, and to the way in which these

were synthesised to take account of prevailing approaches
to health education and healthcare delivery in order to
maximise the cogency of the subsequent Delphi exercise.
The Delphi exercise recruited through a large and well-
recognised national specialty organisation and recruited a
broad range of professionals with a perspective on healthcare
delivery in care homes. The limitations of the work relate to
the fact that some curricula on healthcare delivery—most
notably those from the Netherlands—are not published
in English and could not be included. As with all Delphi
exercises, the representativeness of the panel is a potential
limitation. It is likely that the perspective of geriatricians
is over-represented in the final recommendations. The
legitimacy of this given that in many parts of the UK geriatric
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medicine is predominantly a hospital-based specialty is
open to challenge. Nevertheless, several other professional
perspectives were included and it is likely that this provided
some balance. The break in the Delphi exercise, due to
COVID-19, is unusual and could be seen as compromising
the findings. However, we updated the underpinning
literature review to ensure that the proposals put forward
in the first Delphi round remained evidence-based, and we
reintroduced all competencies agreed in wave 1 of the Delphi
into wave 2 to compensate for this. The fact that the work was
completed after the pandemic means that the competencies
presented here have accommodated the substantial changes
experienced in long-term care homes as a consequence of
COVID-19.

In conclusion, we have derived a series of competen-
cies which outline the expertise required to deliver good
healthcare in care homes. These competencies underline
how complex and technical medical care in this setting can
be and could provide impetus to discussions about how
training for doctors who provide such care is designed.
The work will be of interest in those countries where care
home medicine is not currently recognised as a specialty
or where it is a contested responsibility between multi-
ple specialties. This, in turn, could influence ongoing dis-
cussion about how healthcare delivery in care homes is
structured.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
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