
LUH SOP - Care Home Patient Decision Making Support 

during Covid-19 Pandemic 

 

Background and Rationale 

With the COVID 19 pandemic escalating reconfiguration of community gerontology and frailty 

services delivered to Care Homes is required. This is needed because: 

1. Travel between care homes, patients’ homes and the hospital increases the risk of 

transmission to frail older people and should be avoided unless absolutely necessary. 

2. To ensure patients get the best possible care and have treatment where they will most 

benefit and that will not compromise their dignity and comfort, avoiding any exposure to 

additional risk or distress from potential inappropriate admission to hospital. 

3. To support the acute trust for anticipated increased emergency demand and significant 

reduced staffing. 

4. An increasing volume of evidence demonstrates that frail older patients are susceptible to 

poor morbidity and mortality outcomes relating to COVID-19 and where appropriate it is 

important they receive appropriate palliative care and minimise any distressing 

interventions or treatments. 

5. Recent NICE guidance advises that the use of the Clinical Frail Scale should be used to assess 

appropriateness for escalation and it is likely that most Care home residents would exceed a 

CFS of 5 however this is for decisions on ventilation support and not other decisions 

including hospitalisation. 

6. Most Older frail patients in the community will come under vulnerable group criteria for 

COVID-19 and as such fall under isolation guidance, therefore vital they have no 

inappropriate contact with any other people, including healthcare workers where possible, 

many care homes have already implemented in restricted visitation to Care homes.  

7. Community colleagues and NWAS need access to both specialist advise and second opinions 

in clinical decision making and it is vital this is still offered to ensure best patient outcomes. 

 

Model for Care Homes Decision Making Support 

1. In line with Business Continuity plans, Frailty services will continue in the trust. This will 

continue to support frail older patients admitted to the hospital with emphasis on discharge 

when inpatient treatment is no longer felt to be beneficial. This will continue in line with the 

Frailty SOP, to support the division of medicine and in reach support to the emergency floor. 

 

2. The Trust will immediately suspend routine face to face Care Home consultations in view of 

the above reasons.  

 

3. The Trust will offer support with an emergency phone advice line with a Geriatrician 

available for advice for GP/ Community Matron and NWAS for all patients in care homes for 

who hospital admission is being considered.  



 

4. This will provide decision making support for patients in the following 

 

a. Decisions as to whether it is appropriate to convey a patient from a Care Home to 

the ED or whether remaining in the care home for treatment (palliative or active) 

would be in the patients best interest s 

b. Advice on ceilings of care 

c. Advice on complex clinical issues and symptom management  

 

The phone line will be in operation 8am to 5pm every day 

(CCG level data from Airedale telemedicine suggests most care home calls to NWAS occur 

during these hours, these hours will be reviewed in light of demand)  

 

The Single Point of Contact for this service will be telephone Number *Redacted*, the 

helpline will be staffed by Geriatricians with expertise in Community and Frailty services. 

 

It would be expected that all admissions from care homes being considered for admission 

would be discussed prior to NWAS conveyance during the hours of operation 

 

It would be important that caller signifies if situation relates to a COVID or NON COVID 

presentation. 

 

If admission is advised the frailty nurse will be informed to meet the patient at triage for 

rapid assessment. 

 

Treatment advice will need to be implemented by community/ primary care including 

prescriptions/ palliative care/ and escalation decisions including DNACPR. 

 

Ultimately it is the primary care clinician/paramedic that is responsible for the care of the 

patient and the service is functioning in an advisory decision making support capacity. 

 

The advisory team will keep proforma records of the discussion and advice issued, it is 

possible some patients may not be on the trust systems and therefore we will not be able to 

use EpR for all. This will be stored and collated in the Acute Frailty Unit and the Frailty 

Specialist nurse team will support the service along with in reach services. 

 

5. The Trust will continue to offer a frailty liaison service in ED/AMU for initial assessment this 

will be led by the acute frailty nurse with CoW Geriatrician support and will aim to review 

frail older people in the first hours of admission (at triage or sooner) to make rapid decisions 

on those who will benefit from admission or discharge back to usual residence. 

6. These arrangements will be reviewed weekly to take into account the changing clinical 

situation. 
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