


Leads proactive 
anticipator care 

May provide or oversee 
enh.-.nced care in 

care homes/support 
livine facilities 

May oversee 
rehabilitattOn wards. 

Caring for the 

whole person 

and the wider 
community 

May lead end of 
life/palliative 

care team 

May lead an 
integrated care team 

providing urgent 
community response 

Manages or leads 
a team managinc 

complex care / acute 
frailty / patients 

ts a frailty/ 
compk!x 
care GP 

May provide a link 
between acute 
geriatrician-led 
frailty services 

and GP 

Overseeing 
management 

reporting: 
and analysis 

May undertake 
assessments 

independently or may 
be with other members 

of the team 

Working well 
in organisations 

and systems 
of care 

May manage 
complex care patients 
in the community on 
behalf of their GP or 
may support a GP in 

mMag:ine frail 
patients with long 
term conditions 

Communicate and 
build relationships 
on an individual. 

multi-professMJnal 
and team basis with 

all levels of staff 

Work autonomously 
Enables collective 

responsibility 

Communication 

Team 
building 

Compassionate 

Uses a 
btopsychosocial 

approach 

leadership 

Mentoring 

Influencing 

Negotiating 

Shared 
decision 
making 

Manaeine risk. 

Chanse 
mana1emcnt. 

Knowing 

yourself 

and relating 
to others 

CollaborattOn 
and partnership 

workine 

Driving 
performance/ 
performance 
management 

Motivating 
and inspiring 

Decision 
makine 

Coaching 

Provide face to 
face/telephone consultations 

with patients requiring GP 
input and provide extended 

appointments and/or Way support GPs to 
manase frail patients wrth 
lone term conditions and 
develop discasc-specif.C: 
care pL.1ns and treatment 

escalation pL.1ns or 
manace these patients 

on behalf of their 
re&istercd 

home visits 
Understands clinical 

C,O'Vcrnance and 
professionals' 
accountability 

GPs 

Manaees patients with 
frailty and/or complex 

care needs in extended 
appointments 

Managing 
complex and 

long-term 
care 

Shares relevant 
inform3tion amons�t 
teams involved in the 

person's care in Settines for assessments 

dedicated time can vary; p..1tients home. 
ca,c home. surcery o, 

hospital settin& 

Understands clinical 
eovern�nce and 

professionals' 
accountability 

Provides a 
comprehensive 
asse.ssmcnt of a 
person's needs in 

an extended 
consultation 
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