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Executive Summary 
 
Purpose  
 
This is guidance provides advice and support for those working with adults in care homes 
during this pandemic. It was first published on 13 March and was updated on 26 March. This 
version was updated by the Chief Medical Officer and Chief Nursing Officer Care Homes 
Clinical and Professional Advisory Group (CPAG), a short life multi-disciplinary group, which 
has been established to provide clinical and professional advice throughout the evolution of 
the COVID-19 pandemic. The guidance is based on the Health Protection Scotland updated 
Information and Guidance for Care Homes but provides more detail on some practical steps 
that are required to support good infection control within care homes and ensure the 
provision of safe and effective person-centred care during this pandemic.  
 
Background 
  
It is recognised that adults living in care homes often have multiple health and care needs 
and many are frail with varying levels of dependence.  Many are inevitably at greater risk of 
poorer outcome if they were to contract COVID-19 due to conditions such as frailty, multiple 
co-morbidity, pre-existing cardio-respiratory conditions or neurological conditions. 
 
Many older people may not present with the commonly reported symptoms of COVID-19 
(such as a new persistent cough and temperature). Reported symptoms include loss of 
appetite or smell, vomiting and diarrhoea, shortness of breath, falls, dehydration and 
increased confusion, delirium or excessive sleepiness. 
 
Recent international and UK based experiences on the spread of COVID-19 in care homes 
points to the need for strict measures to protect all care home residents and staff from 
becoming infected and to reduce the incidence of further spread for affected care homes 
where outbreaks have occurred.  
 
The evidence also points to the need for a whole system health and social care response to 
Covid-19 to support our care homes. In that regard, we will require different but supportive 
roles and responsibilities from senior clinical leaders to support care home staff to meet all 
care needs of residents during this pandemic. COVID-19 presents in an atypical fashion and 
affects the most vulnerable and therefore requires a different clinical model for care homes, 
a different staff complement and different approaches to supporting residents.  This will 
require additional staffing, expansion of infection prevention and control processes to 
minimise transmission and may require increased clinical input to support any affected 
residents and identify and manage any deterioration in their condition.   
 
This updated guidance provides advice on the approaches for doing that, recognising that 
enhanced mutual support from the NHS and Local Authorities and other partners for care 
homes is essential at this time.  
 
Summary of prevention strategies based on international experience  
A summary of overall prevention strategies required for care homes to reduce the spread 
and impact of the virus is outlined below.  More details on the practical application of these 
measures is provided in the remainder of the document. 
 

https://www.hps.scot.nhs.uk/web-resources-container/information-and-guidance-for-social-or-community-care-and-residential-settings/
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Staff 

 Staff should not work while even mildly symptomatic and should follow guidance on self  
isolation 

 Staff should not work in more than one facility and movement between care homes e.g.  
through agency staff working across facilities must be restricted.  This has been shown to  
increase the risk of imported transmission into care home. 

 Staff must be trained in and familiar with Infection Prevention Control (IPC) processes 
including Personal Protective Equipment (PPE) guidance and shown how to use it including  
how to don and doff safely.  

 Staff should change into uniform when arriving at the care home and change out of it again  
before leaving the care home.  Uniforms should be transported home in a disposable bag for 
laundering.  Uniforms should be laundered separately at the maximum temperature tolerated 
by the fabric.  

 Supportive visible leadership has been shown to be important especially where adherence to  
Infection Prevention and Control measures is encouraged. 

Hygiene / Environment and cleaning 

 As this is a droplet infection, surfaces can become contaminated, and therefore reducing the 
number of surfaces/ items for cleaning will be important at this time, So, it will be necessary 
to strike the balance between enabling a homely environment, and reducing the risk of 
infection at this time. 

 Strict and frequent hand hygiene for staff ensuring bare below the elbow at all times. 

 Alcohol-based hand sanitizers between contacts when hand-washing is not available.  

 Rigorous and daily disinfection and cleaning of frequently touched surfaces e.g. door handles  
light switches, chairs arms, communal areas. Where communal areas exist, wipeable furniture 
should be in use. 

 Environmental decontamination of affected areas and frequent cleaning of most touched  
surfaces using products described in the HPS care home guidance. 

Detection/ testing 

 Early recognition of symptoms of COVID-19 in residents.  

 A recognition that older people may not present with typical symptoms but may have other  
symptoms so staff need to recognise this and seek early advice.  

 Symptomatic or self-isolating workers being tested, they must stay off  
work for 7 days until well and with a normal temperature (without anti-pyretics) for 48 hours. 

 One suspected case of COVID-19 must be considered by care homes as the trigger for 
contacting the local Health Protection Team in order to initiate an investigation. Local NHS  
Boards and Health and Social Care Partnerships have responsibility for coordinating and 
delivering testing, this may include training care home staff how to undertake tests. 

Staffing  

 Staff allocated to one care home consistently, will reduce spread across several locations and 
care homes, cohort staffing can support these measures within a care home. Dedicated staff 
teams for those with symptoms / confirmed cases and those without. 

 In-reach health care services should continue and be enhanced during this pandemic to 
ensure the clinical needs of residents are met. This may include technological approaches or 
in person visiting ensuring compliance with IPC processes. 

 Sufficient staff to cope with increased demands of supporting residents to socially distance or 
to isolate and to care for residents who become physically unwell. This may require additional 
registered nursing support. Care home managers will be required to identify their staffing 
requirements to the care inspectorate and to the local hubs led by directors of Public Health. 

 NHS Boards and Local Authorities must support care homes with staffing requirements as a 
result of this pandemic.  

Visitors and communal activities 
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 Restriction of visitors to only emergency/critical dying or distressed situations.  

 Avoidance of use of communal areas and communal activities. 

Wellbeing 

 Support for resident wellbeing and measures to reduce anxiety. 

 Support for care home staff. 

 
 
What’s changed in this version of the guidance 
 
The main changes to the guidance include: 
 

Area section 

Strengthening advice around:  

 visiting policy;  

 communal activity,  

 infection control, cleaning, environment 

 organising staff teams to minimise transmission.  

 
Section 8 (8.7, 8.8, 8.9, 8.10, 
8.11)  
Section 7 
Section 9 
Sections 2.7, 2.8  
Section 12 

Testing 

 Updates on testing arrangements following recent 
announcements on care home admissions and 
enhanced surveillance testing; 

 
Section 10 (10.4, 10.8, 10.10) 
Section 11 (11.2, 11.3, 11.4) 
Annex 5 

Workforce 

 importance of adequate staffing during the COVID 
outbreak to ensure the safety and wellbeing of 
residents. 

 education and training 

 
Section 12 (12.1, 12.2, 12.3, 
12.4, 12.6, 12.9)  
Section 2.7 
Section 8.10 

Support for care home sector 

 role of all partners to ensure that the care home 
sector is supported at this time; 

 
Section 12.2 

Wellbeing 

 supporting staff and resident wellbeing including 
residents with dementia 

 
Sections 8.12, 8.13, 11.3, 
14.2, 15.4, 15.5 
Section 19 
Annex 4 

 
 
Conclusion  
The care home sector is vital to the wider health and care system and it is essential that it is 
supported to continue to function in a safe and effective way to ensure the safety, dignity and 
that high standards of care for residents are maintained during this pandemic. 
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1. Purpose and aim 
 

 This guidance which is based on the emerging evidence UK and international 
experiences of COVID- 19 (Annex 1) aims to provides advice and support for those working 
with adults in care homes during this pandemic. It should be read in conjunction with current 
infection prevention control guidance developed by Health Protection Scotland (HPS) - 
Information and Guidance for Care Homes. This version was updated by the Care Homes 
Clinical and Professional Advisory Group (CPAG), and approved by the Chief Medical Officer 
and Chief Nursing Officer. The guidance provides more detail on some practical steps that 
are required to support good infection control within care homes and ensure the provision of 
safe and effective person-centred care during this pandemic.  
 
1.2      Whilst Local Authorities have a duty of care to residents in care homes should 
services be compromised, as this is a public health emergency it is necessary that 
collaboration between Health Boards, Local Authorities, Health and Social Care Partnerships 
and care homes takes place to ensure the safety of residents.  To that end, roles and 
responsibilities for senior clinical leadership have been enhanced during this pandemic.     
 

 This is a live document and is hosted on the Scottish Government website.  It will be 
regularly updated to reflect the changing situation as this pandemic develops.  
 
 
2. Background and context 
 

 It is recognised that adults living in care homes often have multiple health and care 
needs and many are frail with varying levels of dependence.  Current estimates are that over 
40,000 residents live in the 1083 adult care homes across Scotland.  The vast majority of 
adult care homes are for older people (75%) but care homes also include those for people 
with learning disabilities (14%) and physical disabilities / sensory impairment (3.3%). The 
majority of adult care homes are run by the private / independent sector (63%) - this rises to 
75% in care homes for older people - followed by third/ voluntary (24%) and local authority/ 
health board (14%) sectors.  In some care homes there are registered nurses who work 
alongside social care workers and in others there are no registered nurses in the care home 
and nursing support is provide through an in-reach district nursing/ care home liaison model. 
 

 The average age of residents is estimated to be 84 years.  Fifty percent of residents 
have a formal diagnosis of dementia however, the actual numbers of residents with a formal 
diagnosis or a significant cognitive impairment is thought to be much higher.  Ordinarily 
annual mortality rates for these residents is between 13 and 17% illustrating the vulnerability 
of people living in care homes.   
 

 In addition to the general vulnerability of care home residents they are inevitably at 
greater risk of a poorer outcome if they were to contract COVID-19 due to conditions such as 
frailty, multiple co-morbidity, pre-existing cardio-respiratory conditions or neurological 
conditions. In addition, some of those residents with cognitive impairment including learning 
disability and dementia may be at greater risk of contracting COVID-19 because of difficulty 
in understanding and following the infection prevention and control guidelines.  
 

 People with learning disabilities have higher rates of morbidity and mortality than the 
general population and die prematurely. People with learning disabilities also have a higher 
prevalence of asthma and diabetes, and of being obese or underweight; all these factors 
make them more vulnerable to COVID-19. 

https://www.hps.scot.nhs.uk/web-resources-container/information-and-guidance-for-social-or-community-care-and-residential-settings/
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 For some residents the most appropriate clinical decision in response to an event or a 

deterioration in health may involve a decision to transfer to hospital. However it is 
understood that for many older and frail residents this has to be balanced alongside the 
impact of that transfer on the individual, their potential clinical outcomes and their personal 
choices. Where following clinical assessment  it is in the best interest of the individual, in 
keeping with their choices and where the level of care required cannot be met in the care 
home then a transfer to hospital for further assessment, care and treatment should take 
place.  
 

 Decisions about care and treatment for residents who have a deterioration in their 
condition should be on an individual basis, based on the person’s best interests and in 
consultation with the individual or their families/representatives, taking account of any 
expressed wishes contained in their Anticipatory Care Plan. For many older and frail 
residents, hospital admission may not be appropriate, however additional support within the 
care home setting may be preferred and deemed a more appropriate response. This may 
require  the need for more health care input from primary and secondary care to support the 
option for the acutely unwell and/or dying resident. It is recognised that care homes may 
require more clinical input to manage residents’ needs at this time. NHS Boards and Health 
and Social Care Partnerships must work closely together to ensure those needs are met.  
 

 As we understand more about the spread of  COVID-19 infections in the UK, we have 
also seen the emergence of increased spread within the care home sectors. This 
development is similar to that experienced in other countries. There is an expectation that 
each care home will have resilience plans in place for adverse events or circumstances.  
However, recognising the unprecedented nature and likely impact of this pandemic, in 
addition to care home resilience planning, the impact on care homes must also be factored 
into the Health and Social Care Partnership, Local Authority and NHS Board resilience plans 
to ensure the maintenance of safe care for residents during this pandemic.  
 

 Resilience plans must also take into consideration the changing demands on the 
workforce within care homes. This should include  staffing capacity, capability and 
competency and may require rapid support around education and training, infection, 
prevention and control (IPC) measures and access to additional staff and equipment 
including PPE. Templates have been developed to support staffing decision making and 
escalation of concerns. 
 

 A recent development in Scotland has been the provision of increased support and 
enhanced clinical leadership from Health Board Directors of Public Health working alongside 
the Care Inspectorate, HSCPs, clinical partners and other key stakeholders to support care 
homes at this time. This increased support will help care homes to identify and escalate 
concerns to enable an appropriate response where required. 
 

 The care home sector is vital to the wider health and care system and it is essential 
that it is supported to continue to function in a safe and effective way to ensure the safety, 
dignity and that high standards of care for residents are maintained during this pandemic.   
 
 
3. Presentation of COVID-19 in older people  
 

 Many older people may not present with the commonly reported symptoms of 
COVID-19  (such as a new persistent cough and temperature). Reported symptoms include 
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loss of appetite or smell, vomiting and diarrhoea, shortness of breath, falls, dehydration and 
increased confusion, delirium or excessive sleepiness.   
 

 Staff and family members who know the resident well will often be able to recognise 
and highlight changes in their health, behaviour or mood. Staff should be vigilant for any 
change or deterioration in a resident’s condition and escalate concerns seeking clinical 
advice as necessary. In the meantime where COVID-19 is suspected full infection control 
measures including isolation of the resident should be taken.   
 

 The RESTORE2 tool (Annex 2) may be useful in identifying new illness in older 
residents.  This NEWS scoring part of the RESTORE2 tool must only be used in homes with 
registered nurses or carers trained and competent in its use.  Page one of the tool can help 
assess changes in the residents condition. It is recognised that other validated clinical 
assessment tools may already be being used.  
 

 The Healthcare Support tool (Annex 3), has been tested by the Care Inspectorate 
working with care teams and the wider multi-disciplinary team to enable improved clinical 
decisions regarding the response and level of support required for an individual where care 
home staff have noted a change in their condition. The tool should be completed prior to 
contacting the local general practice or Out of Hours Service. It can be agreed locally if a 
telephone call or email is preferred. The tool can be used along with the RESTORE tool, 
particularly the body chart on the first page. Development of this tool is an iterative process 
and updated versions may follow. Please note this is NOT a substitute for an emergency 
situation.  
 
 
4. Engagement of Residents and their families in discussion care and treatment   
 

 Anticipatory Care Plans (ACPs) should be in place for as many residents as 
possible.  This allows the needs and wishes of residents and families to be taken into 
account in the event of changing circumstances.  In many cases the care home staff will 
already have these in place for residents or are able to start these conversations with 
involvement of families and community healthcare teams.   
 

 In response to COVID-19 Healthcare Improvement Scotland (HIS) have revised and 
simplified their Anticipatory care template Anticipatory Care Template has been developed by 
Healthcare Improvement Scotland.  This includes good practice guidance on completing a 
ACP. 
 

 Anticipatory care plans do not assume or limit individual choice or decisions.  They  
allow those who provide care to explore and understand what matters most to individuals.    
In the current pandemic commencement or completion of an ACP may need to be done by 
telephone or Near Me technology (see below) because of the requirements to minimise non-
essential face to face contact to reduce potential disease transmission.  It is recognised that, 
this is not ideal, as these sensitive conversations would usually happen in person, over time, 
often with family members present to support. Completed ACPs should be shared with the  
GP practice to allow recording on the electronic Key Information Summary (eKIS).  This 
allows relevant and proportionate sharing of key information about individuals with other 
services including out of hours GP services, NHS24, the Scottish Ambulance Service (SAS) 
and hospital Emergency Departments ensuring individual’s choices and wishes are known.  
It is good practice to obtain informed consent from the individual or Power of Attorney to 
activate sharing of the eKIS.     

https://westhampshireccg.nhs.uk/restore2/
https://ihub.scot/acp-covid-19
https://ihub.scot/acp-covid-19
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5. Receiving care and treatment in hospital settings 
 

 Care home staff will have established relationships with their residents which is key in 
identifying and supporting changes in their need and also in appropriately seeking additional 
clinical support.  There are various models of community in-reach health care support for 
residents in care homes, these include primary care (GPs, Advance Practitioners, District 
Nurses, community mental health nursing and care home liaison teams) and in some areas 
secondary care support such as from hospital at home and palliative care teams may also be 
available. Every effort should be made to deliver care and treatment to individuals within 
their homely setting. Where this is not possible and in the best interest of the individual a 
transfer to hospital may be necessary to meet their care needs and in keeping with their 
choices. Nevertheless, it is important to recognise that this may be a traumatic experience 
for older people with advanced frailty or cognitive impairment. 
 
 
6. Do Not Attempt Cardiopulmonary Resuscitation (DNACPR)  
 

 For those nearing the end of life, conversations about whether to resuscitate in the 
event of changing circumstances will be helpful including the individual (where possible) and 
their family. These discussions should be held by a senior clinician, for example: an 
experienced community or specialist nurse, Advanced Nurse Practitioner, a GP, a hospital 
consultant or palliative care team. There should never be a blanket approach to completing 
these forms.   
 

 We recognise that DNACPR discussions are always difficult ones to have, even more 
so when being done over the telephone.  It is also recognised that CPR has a very low 
chance of success when cardiopulmonary arrest is in the context of severe COVID illness. It 
is important to note that there is no specific requirement to have a DNACPR discussion as 
part of this ACP conversation, unless the individual raises this and wishes to discuss it, or 
the clinician feels strongly that they need to discuss it.  Instead the focus should be on 
supportive discussions with residents about what matters to them should they fall ill with 
COVID-19. The HIS ACP template provides a framework for discussions, with the option to 
complete the DNACPR section, if this is discussed. 
 
 
7. Infection prevention and control  
 

 COVID-19 is a respiratory virus which is spread by the droplet route.  Routes of 
infection are through the nose, mouth and eyes.  There are simple IPC measures which will 
prevent the risk of transmission.  These include, hand and respiratory hygiene and physical 
distancing of 2 metres. Where less than 2 metres, PPE must be used, as per (Annex 4). 
Physical distancing should be practised by all staff within the care home e.g.  during tea 
breaks and in rest rooms, in addition sharing food is not recommended.  Information can be 
found on the NHS Inform and HPS websites.  It is vitally important that you do not go to work 
in the care home if you have symptoms of COVID-19 and staff should be aware of atypical 
presentations. 
 

 The National Infection Prevention and Control Manual  provides information and 
evidence on Standard Infection Prevention Control (SIPC) measures which should be 
applied in the care home setting. Additionally HPS have produced specific COVID-19 
guidance for care homes which should be adopted and implemented during this pandemic.  
 

https://ihub.scot/acp-covid-19
https://www.nhsinform.scot/illnesses-and-conditions/infections-and-poisoning/coronavirus-covid-19
https://www.hps.scot.nhs.uk/a-to-z-of-topics/covid-19/
http://www.nipcm.scot.nhs.uk/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-care-home-settings/
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There is growing evidence that as we are now seeing sustained transmission of COVID-19, 
some people may be carrying the virus in their nose and throat but not displaying symptoms. 
Food can become contaminated by the virus via the hands or via droplets from the mouth of 
an asymptomatic individual.  If the contaminated food is then ingested by another staff 
member or resident, their chances of acquiring the virus are higher. It is important that staff 
do not leave open or exposed, food such as cakes, sweets or crisps within the care home 
setting, either in the staff rest areas or in resident’s rooms.  Ensure thorough hand hygiene 
before preparing or eating food. 
 

 PPE used for sessional use  
Aprons, gloves, masks and eye protection are standard PPE for the care home setting. HPS 
guidance regarding their use must be followed at all times, as outlined in HPS guidance 
tables 2 and 4 and the poster summarising IPC measures including PPE in Annex 4. we 
recommend that these are printed off and laminated so that they are available for staff in the 
home.  
 

 Information on how to access PPE can be found here. 
 

 The evidence suggests that where optimal IPC measures are undertaken, infection 
and spread of COVID-19 is greatly reduced (Annex 1). Given the learning from across the 
world on COVID-19 continues to evolve, as does the evidence base, it is important that care 
home staff keep up to date with HPS guidance which is updated regularly as the pandemic 
progresses.  
 

 NHS Board Directors of Public Health in their leadership role should ensure that care 
homes are notified of any changes to the HPS guidance. In addition, working alongside the 
Care Inspectorate, HSCPs, clinical partners and other key stakeholders to support care 
homes at this time, including support with IPC measures.  
 

 Information on environmental/equipment cleaning and disinfection, linen, waste and 
staff uniforms can be found in the HPS Care Home guidance.  
 

 IPC measures for the care of someone who has died 
IPC precautions for the deceased are the same as already outlined in HPS guidance and 
should be followed when caring for a deceased resident. Further information on the safe 
handling of the deceased is set out within the Scottish Government’s Guidance for Funeral 
Directors.  
 

 Any personal items belonging to the deceased should be cleaned appropriately using 
a combined detergent disinfectant solution at a dilution of 1000ppm available chlorine OR a 
detergent followed by disinfection with 1000ppm available chlorine before being returned to 
the family.  Ideally, clothing should be laundered before being returned to family where 
possible.  
 

 For information about Aerosol Generating Procedures (AGPs) within the care home, 
please see HPS Care Home Guidance. 
 
 
 
 
 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878750/T2_poster_Recommended_PPE_for_primary__outpatient__community_and_social_care_by_setting.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/879111/T4_poster_Recommended_PPE_additional_considerations_of_COVID-19.pdf
https://www.gov.scot/publications/ppe-access-for-social-care-providers-and-unpaid-carers/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-care-home-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-care-home-settings/
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-guidance-for-funeral-directors/documents/coronavirus-covid-19-guidance-for-funeral-directors/coronavirus-covid-19-guidance-for-funeral-directors/govscot%3Adocument/COVID-19%2Bguidance%2B-%2Bfuneral%2Bdirectors%2B-%2Bv1.3.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-guidance-for-funeral-directors/documents/coronavirus-covid-19-guidance-for-funeral-directors/coronavirus-covid-19-guidance-for-funeral-directors/govscot%3Adocument/COVID-19%2Bguidance%2B-%2Bfuneral%2Bdirectors%2B-%2Bv1.3.pdf
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-care-home-settings/
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8. Other measures to protect residents including those in the shielding category 
 

 Many of the residents in care homes are at high risk of becoming very unwell if 
infected with COVID -19.  For this reason we have been recommending ‘physical 
distancing’ and ‘shielding’ to reduce the risk of infection spreading within care homes.  
 

 Physical Distancing:  This measure reduces social interaction between people in 
order to reduce droplet transmission of the virus.  Physical distancing should be adhered to 
as much as possible, except in instances where the effect on mental, emotional or physical 
health of the resident would be very detrimental, for example would cause acute stress and 
distress, would lead to an event requiring hospital admission, would shorten life. Further 
information can be found on NHS Inform and on the HPS website. 
 

 Shielding: This is a measure to protect people who are at extremely high risk of 
severe illness from COVID-19 because of a specific subgroup of underlying conditions. The 
aim of shielding is to minimise interaction between individuals and others to protect them 
from coming into contact with the virus and to reduce mortality in this group. Information on 
which people are in this category and what to do are on the NHS Inform website. Discretion 
must be applied on an individual basis whether this control measure should be in place since 
it involves significant social isolation to individuals at the end of their lives and will have an 
additional impact on those with sensory or cognitive impairment as well as loneliness. 
 

 HPS care homes guidance states that the following measures should be followed for 
residents in the shielding category:  

 Residents - Should have their own single room with en-suite facilities or provided 
with a dedicated commode where possible  

 Must not be placed in cohorts  

 Staff -  Must minimise interaction to essential purposes only  

 Must wear PPE when entering their room and within 2m of the resident 
 

 In the care home setting every resident is likely to be encouraged to follow physical 
distancing and a smaller subgroup following shielding.  This means that those in the 
shielding group require different measures or should be prioritised where there are concerns 
about risk to an individual. In practice this might mean using PPE for a shielded resident to 
protect them. It is also important to note that additional staff are likely to be required to 
support measures such as shielding, physical distancing and caring for those being isolated 
to support and enable compliance with IPC measures.  
 

 In support of these measures the following should be adopted: 
 

 Visiting policy – As per HPS guidance, visiting must be restricted to essential visitors 
only. Essential visitors include appropriate health and care staff based on resident need, for 
a person receiving end-of-life care, to support someone with a mental health issue such as 
dementia, a learning disability or autism where not being present would cause the resident to 
be distressed.  It must be recognised that visiting will carry a risk to visitors, particularly in  
care homes where there is an outbreak. Therefore appropriate risk assessment should be 
carried out and PPE issued where necessary. It is expected that homes will use sensitivity in 
balancing the risks to individuals with the need to show compassion in certain situations. 
Alternatives to in-person visiting should be explored, including the use of telephones or video 
calls.  
 

https://www.nhsinform.scot/illnesses-and-conditions/infections-and-poisoning/coronavirus-covid-19/coronavirus-covid-19-physical-distancing
https://www.hps.scot.nhs.uk/a-to-z-of-topics/covid-19/
https://www.nhsinform.scot/illnesses-and-conditions/infections-and-poisoning/coronavirus-covid-19/coronavirus-covid-19-shielding
https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2980/documents/1_covid-19-information-and-guidance-for-care-homes.pdf
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 Where families or friends are permitted to visit to be with their loved one, the following 
steps are recommended.  

 The dying person should be asked, where possible, if they would like to receive a visit 
from family or a friend and this should be recorded in their care plan.  

 Anyone who is showing symptoms of coronavirus (a new continuous cough or a high 
temperature) should not visit, even if these symptoms are mild or intermittent, due to 
the risk they pose to others.  

 The number of visitors at the bedside at any given time is limited to one person. 
However, where it is possible to maintain social distancing throughout the visit, a 
second additional visitor could be permitted.  

 Visitors must agree to wear appropriate personal protective equipment and follow any 
isolation or quarantine rules necessary. 

 Visitors should visit the resident in their own room directly upon arrival and leave 
immediately after the visit. 

 Visitors to minimise contact with other residents and staff (2 metres etc.)  

 Visitors should be reminded to wash their hands for 20 seconds on entering and 
leaving the home and catch coughs and sneezes in tissues which should be 
discarded immediately. 

 Visitors should be supported to safely discard PPE in the resident’s room. 

 It is worth staggering visits across the day so that there are not too many visitors in a 
home at any one time.   

 Where a relative is visiting someone at the end of life, it may be helpful to make clear 
the purpose of the visit so that precious time is used well and to ask the visitor to relay 
messages to or from family. These guiding principles produced by the Royal 
College of Physicians Edinburgh, the Scottish Academy of Medical Royal 
Colleges, Marie Curie & Scottish Care on visiting at end of life are considered 
particularly helpful. 

 
 Residents should remain in rooms as much as possible in all care homes but 

particularly where there is an outbreak. Where this is not possible due to the resident’s 
needs, physical distancing measures should be in place. There is a high risk in care homes 
that infections are spread between residents through communal areas such as lounges and 
dining areas.  Meals should be served in residents’ rooms and communal sitting areas 
avoided where possible. We recognise that this must be risk assessed based on the needs 
of residents, as for some residents with dementia for example, the act of watching others 
eating encourages those residents who may require these prompts to eat. It may be practical 
to stagger mealtimes to allow staff to manage this and also maintain physical distancing.  
Servicing meals in residents own rooms may impact on staffing requirements and the impact 
of this should be considered to ensure that residents who need support with meals receive 
this in a timely way.  
 

 Communal activities or the use of communal space should be avoided especially 
where there is an outbreak and alternative arrangements for entertainment and activities be 
put in place. If communal areas are required to be used then it is important that furnishings 
are wipeable to reduce the spread of infection, and that a physical distance of 2 metres is 
maintained at all times.  
 

 We recognise infection prevention and control measures are causing significant 
restrictions in all areas such as family and friends’ visiting, familiar daily routine and sensory 
stimulation, all of which are extremely important for people with dementia and learning 
disabilities in normal times and even more so during the pandemic. If necessary it may be 
helpful to have a case discussion in whatever format appropriate to discuss an individual’s 

https://www.rcpe.ac.uk/college/covid-19-college-publishes-new-end-life-care-principles
https://www.rcpe.ac.uk/college/covid-19-college-publishes-new-end-life-care-principles
https://www.rcpe.ac.uk/college/covid-19-college-publishes-new-end-life-care-principles
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unique circumstances and identify ways to mitigate the impact of such measures. Strategies 
for promoting the wellbeing of residents during this pandemic are contained in Annex 5. 
 

 We know that reduced activity decreases muscle mass and functional decline and is 
heightened in the elderly population. Whilst it is essential all shielding and physical 
distancing precautions are adhered to, supporting individuals to remain active within a 
reduced space remains vital for their health and wellbeing e.g. encouraging regular sit to 
stand, moving around the room, breaking up time spent between bed and a chair etc. For 
advice on physical movement see CAPA. 
 

 The Mental Welfare Commission has published a series of COVID-19 advice notes 
for practitioners in line with its purpose in protecting and promoting the human rights of 
people with mental illness, dementia, learning disabilities and other related conditions across 
all care settings. A common theme within the advice notes is that restrictions on human 
rights during this time should be carefully considered, from a legal and ethical perspective. 
You can access the advice here.  
 
 

9. Management of a COVID-19 outbreak in a care home 
 

 Residents with suspected (including those who may not have a typical presentation) 
or confirmed COVID-19 infection should be managed in line with HPS guidance.  This will 
include testing regimes and enhanced cleaning schedules to reduce transmission of 
infection. All suspected or symptomatic residents in the care home should be isolated 
immediately for 14 days from the date of symptom onset (or date of first positive test if 
symptom onset undetermined). The Care Inspectorate and the NHS Board Director of Public 
Health should be notified and the HPS guidance followed. NHS Boards are required to 
support all testing and tracing as required for the care home setting. 
 

 The HPS guidance also includes information about cohorting residents in care homes 
during an outbreak. 
 

 Additional information on testing can be found in section 11 below and on the HPS 
website. 
 
 
10. Admissions, discharges and transfers for care home during this pandemic 
 

 Summarised information about admissions can be found in Annex 6.  
 

 The care home sector is a vital part of the health and social care system. It is 
imperative that the care homes put in place clear processes to facilitate the return of their 
residents from an acute setting and to accommodate the admission of  new residents where 
it is clinically safe to do so.  Residents can be safely cared for in a care home. The HPS 
guidance on care home settings can help support care homes to do this. All transfers from 
acute hospital or new admissions should have a risk assessment to ensure sufficient 
resources are available within the care home to support social distancing and isolation.                                                                                                                                                                                                                                                            
 

 The Health Secretary’s statement on 21st April stated that the following groups should 
be tested:  
 

 All COVID-19 patients in hospital who are to be admitted to a care home  

http://www.capa.scot/
https://www.mwcscot.org.uk/sites/default/files/2020-04/Covid-19%20advice%20note%20v6%2023%20April%202020.pdf
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-social-or-community-care-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/interim-guidance-on-covid-19-pcr-testing-in-care-homes-and-the-management-of-covid-19-pcr-test-positive-residents-and-staff/
https://www.hps.scot.nhs.uk/web-resources-container/interim-guidance-on-covid-19-pcr-testing-in-care-homes-and-the-management-of-covid-19-pcr-test-positive-residents-and-staff/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-information-and-guidance-for-social-or-community-care-residential-settings/


15 
 

 All other admissions to care homes 
 

 The presumption should be that all residents being admitted to a care home 
should have a negative test before admission unless it is in the clinical interests of 
the person to be moved and then only after a full risk assessment.  
 

 Admission of COVID-19 recovered patients from hospital 
Patients should always be isolated for a minimum of 14 days from symptom onset (or first 
positive test if symptoms onset undetermined) and absence of fever for 48 hours (without 
use of antipyretics).  They do not require to spend the 14 days in hospital but should ideally 
have 2 negative tests before discharge from hospital (testing can be commenced on day 8). 
Tests should have been taken at least 24 hours apart and preferably within 48 hours of 
discharge. Where testing is not possible (e.g. patient doesn’t consent or it would cause 
distress) and  following risk assessment for discharge to care home within the 14 day 
isolation period, then there must be an agreed care plan for the remaining period of isolation 
up to 14 days in the home.  
 

 For an adult without the capacity to consent to this test, the responsible clinician will 
have to consult the patient’s welfare attorney and crucially decide if the test is the best 
interest of the patient - this would be an individual clinical decision.  Where a test would be 
too painful or distressing and not in the interest of a patient it would be reasonable to return 
to the care home after discussion with the Home manager/senior staff.  The individual would 
have to continue the 14 days of isolation in the care home. 
 

 In all instances, the discharging hospital should provide the care home with the 
following information on arrival of the individual: 

 Where a COVID test has been taken, the date and results of the test. (Dates of a 
negative test in a non-COVID-19 infected individual, or the dates of two negative tests 
in a  previously infected individual) 

 The date of the onset of any symptoms. 

 A care plan for completion of the isolation period and any follow-up treatment and 
care required. 

 Prior to discharge the hospital must ensure that the care home is able to provide the 
care required e.g. if the individual requires to be isolated, that there is a suitable 
physical space and staff available for the delivery of care and support to an isolated 
resident. 

 
 Further details can be found in Guidance for stepdown of infection control precautions 

and discharging COVID-19 patients from hospital to residential settings. 
 

 Admission of non-COVID-19 patients from hospital  
Testing should be done within 48 hours prior to discharge from hospital. A single test is 
sufficient. The patient may be discharged to the care home prior to the test result being 
available on condition that the care home is able to support all required care needs during 
this isolation period following discharge. Risk assessment prior to discharge from hospital 
should be undertaken in conjunction with care home staff to ensure that appropriate isolation 
facilities are available in the care home, taking into account requirements for the individual’s 
care. See Guidance for Sampling and Laboratory Investigations for information. 
 

 Admissions from the community  
All other admissions from the community should have at least one test performed before or 
on admission, and be isolated on admission for 14 days. Risk assessment prior to admission 

https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients-from-hospital-to-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients-from-hospital-to-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-sampling-and-laboratory-investigations/
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should be undertaken to ensure that appropriate isolation facilities are available in the care 
home, taking into account requirements for the individual’s care.  
 

 New admissions should be considered for retesting if they become symptomatic 
including changes in the residents condition if indicated following a clinical assessment, after 
admission. The 14 day isolation period commenced on admission must be completed, even 
if a COVID-19 test result comes back negative.   Staff should be alert to COVID-19 infection 
in older people in particular as it may be harder to detect (see earlier section on 
presentation).  Where concerns exist that a resident may have COVID-19, they should be 
escalated and advice sought from the GP or other healthcare staff. 
 

 Transfer from the care home to hospital  
If a transfer from the care home to hospital is required, the ambulance service must be 
informed if the individual is a suspected or confirmed COVID-19.  Staff in the receiving 
ward/department should also be notified of this in advance of any transfer. 
 

 Hospital assessment of care home residents  
Patients from a care home setting being assessed in an Acute Medical Unit (or other 
assessment unit) not requiring hospital admission only require COVID testing prior to 
discharge if they are clinically suspected of having COVID  If they are admitted for 
another reason (e.g. a blocked catheter or a suspected DVT) with no clinical suspicion of 
COVID infection, then routine testing is not mandated. Clinicians should clearly stay alert to 
the fact that COVID frequently presents with atypical symptoms in the elderly.  
 

 Testing does not preclude the patient being discharged back to their care home, but 
they should isolate until the result is known (and the ability of the care home to undertake 
this should be confirmed prior to discharge).  If the patient is still felt, clinically, to have 
COVID despite a negative test then they should be retested and continue isolation for 14 
days as a subsequent test may be the confirmatory trigger for outbreak management. The 
need for isolation must be communicated to the care home in this circumstance. 
There may be circumstances where the risk assessment following discussion with the 
resident and/ or their family, that it is in the best interests of the resident to be transferred 
before the test is available.  
 

 Wherever possible patients from care homes should be assessed in side 
rooms or individual assessment bays.  If a patient from a care home has been 
assessed in a multi-person bay in hospital then they should be isolated on return to the care 
home for fourteen days.  The ability of the care home to undertake this should be confirmed 
prior to discharge.  
 

 Residents who leave the facility to attend an essential non-hospital or hospital day 
visit, e.g. attending a funeral or hospital appointment, do not require the same measures as 
a new admission. The guidance outlined on NHS Inform on physical distancing, shielding 
and household isolation must be followed during day visits. Any concerns about potential 
exposure to COVID-19 during a day visit may require a local risk assessment to determine 
whether additional measures are needed. 
 
 
11. Testing of residents and staff in care homes  
 

 During the current phase of the pandemic, a single case in a care home (residents or 
staff) should raise the suspicion that there may be an outbreak in the care home. If you 

https://www.nhsinform.scot/illnesses-and-conditions/infections-and-poisoning/coronavirus-covid-19/coronavirus-covid-19-general-advice
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suspect an outbreak please discuss with your local Health Protection Team (HPT). The Care 
Inspectorate also require to be notified of every individual case through e forms notifications. 
This outbreak definition should also include symptomatic cases who have either been 
transferred from the care home to hospital as a result of infection or an individual who has 
died.    
 

 The current testing approach as per the First Minister’s statement on 1 May:  
 All staff and residents in care homes will be routinely tested where cases of the virus 

have been identified. 
 In addition where staff work between homes run by the same operator testing will also 

take place in those homes.  
 Surveillance testing will also take place in care homes without cases of the virus.  A 

sample of residents not displaying symptoms will be tested to track the spread of COVID-
19. 

 
 If a resident finds testing intrusive or painful or refuses consent, they should not be 

forced to undergo a test.  If you have reasonable concerns about a resident’s health or 
wellbeing or you suspect they have COVID-19 you should discuss these with their GP or 
other health staff and isolate the resident until confirmation. 
 

 Testing does have its limitations and it can be helpful to be aware of that in 
understanding the role it plays in assessing people. Testing may not be as sensitive in 
someone early in the illness, particularly before they have symptoms.  In a person that has 
been exposed, testing can be used to confirm that symptoms are due to COVID-19, however 
it cannot be used to rule out that they may go on to develop COVID-19 infection during the 
14 day period following exposure. Testing tells you only about whether they have developed 
the illness at that particular time point. This is important to remember if a new admission 
comes into a home with a negative test.  They should still be isolated for the full 14 days to 
make sure that they do not develop symptoms in that time.  After 14 days they can come out 
of isolation.  It is also absolutely vital to ensure handwashing and simple IPC procedures are 
carried out at all times. 
 

 Studies have shown that some residents can test positive even before they develop 
symptoms.  Some people may remain without symptoms during an illness so vigilance and 
good IPC practice  must be maintained at all times.  
 
 
12. Workforce planning and safe staffing levels, staff deployment during COVID-19 
 

 It is recognised that as this pandemic progresses, staff absence is likely to increase. 
Like all services during the COVID-19 pandemic it is anticipated that care homes will require 
to adapt staffing models. The reasons for this will include increased staff absence, staff 
shielding, requirements to introduce social distancing measures, shielding residents, the 
need to isolate residents where there is suspected or confirmed cases of COVID-19, 
supporting people with dementia and increased numbers of residents who may become 
unwell and require end of life care. All of the above will impact significantly on the stability of 
services at this time. If services have concerns about staffing they should complete the Care 
Inspectorate’s staffing RAG notification. This is shared with the SSSC to support additional 
staffing to be found from the SSSC portal. 
 

 It is estimated that staffing absence as the pandemic surges may be as high as 50% 
and it is therefore essential that workforce resilience planning for the sector factors in  a 
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range  of absence levels from 30% - 50%. Where staffing requirements exceed local care 
home resilience plans it is important that Health Boards, Local Authorities and Health and 
Social Care Partnerships work with local care homes to support workforce resilience. This 
can be achieved through ‘mutual aid’ to ensure residents receive appropriate care. Guidance 
about the deployment of Health Board staff to community settings can be found in DL letters 
(DL(2020)10) and  (DL(2020)13).  As part of mutual aid arrangements, NHS boards and 
Local Authorities are required to support care homes to maintain sufficient staffing levels to 
meet residents’ needs during this pandemic. 
 

 Returners are being processed via NHS Education Scotland and Scottish Social 
Services Accelerated Recruitment Portals.  This staffing resource can be accessed via the 
Scottish Social Services Council or the local Health and Social Care Partnerships. 
 

 The response to the pandemic will require senior leadership and clinical knowledge 
and skill to work in partnership to support social care teams to respond to the increased 
clinical care demands associated with an outbreak. This includes support with infection 
prevention and control  measures, education and training and additional resources such as 
staffing and equipment where required.   
 

 It is likely that during this pandemic, current staffing models and in particular, skill mix, 
may no longer be appropriate and that a planned approach to changing staffing models and 
skill mix will be required to ensure  that associated risks can be mitigated in a planned way 
either through additional staffing resource within the care home or more in-reach health 
support from General Practice and community nursing teams. Planning for this should be 
done in conjunction with the Care Inspectorate, Health and Social Care Partnership, the 
NHS board and the Local Authority to ensure the safest care for residents and appropriate 
deployment of staffing resource.  
 

 COVID-19 pandemic is a health emergency and as such may require a rapid health 
response. It is recognised that  clinical response is normally through General Practice, 
District Nursing  alongside other community health teams. The Community Nursing teams 
will need to be enhanced to enable additional in-reach support to care homes during this 
pandemic. In addition, support from secondary care teams e.g. hospital at home and 
palliative care teams may also need to be enhanced to provide additional support during this 
pandemic.  
 

 A safety huddle template and professional judgment template have been developed 
in conjunction with the care home sector and should be used to help care homes identify 
residents’ care need and associated staffing requirements.  This can also be used to identify  
where changes to skill mix and additional clinical input is required to support the changing 
needs or complexity of residents.  The safety huddle template should be used on a daily 
basis to enable care homes to identify and escalate concerns. The template is designed to 
reduce the need to collect multiple sources of information as the information in the template 
can be used to inform the Care Inspectorate staffing ‘rag status’, Health and Social Care 
Partnerships and Public Health requirements.  
 

 Additional staffing requirements may include senior care workers, care workers, 
nurses, Allied Health Professionals (AHPs), Nursing, Medical or AHP students or volunteers 
where that is appropriate. These decision-making aids should always be used during this 
pandemic unless the care home has a similar process already in place. These templates are 
currently being tested and will be made widely available shortly. 
 

https://www.sehd.scot.nhs.uk/dl/DL(2020)10.pdf
https://www.sehd.scot.nhs.uk/dl/DL(2020)13.pdf
https://news.sssc.uk.com/news/social-care-staffing
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 Staff deployment to support care homes needs to ensure the ability to respond to the 
increasing demands associated with this pandemic as well as where possible restricting the 
foot fall into the care home. Staff who work across a number of locations including 
community nurses and temporary staff eg “bank” /agency staff can leave care homes 
particularly vulnerable to transmission of COVID-19. Where temporary staff need to be used, 
it is advised that their employment is restricted to one care home as the movement of staff 
between care homes can increase transmission.  Care home managers must also ensure 
strict compliance with IPC measure for all staff unfamiliar with the care home.  
 

 As well as agency staff, the same principle should also be applied to any new staff 
or volunteers who work in one or more other care settings.  Providers should if possible use 
the same staff or volunteers for each service and deploy them to care for the same restricted 
number of people.  While decisions about recruitment and deployment will vary according to 
the circumstances of each service, providers should try to make informed assessments 
about who to recruit and how they should be deployed in order to minimise the risk of 
infection for everyone involved.  This may involve asking new staff or volunteers about the 
different care services they have recently worked in and making deployment decisions 
accordingly.  
 

 It is recognised that this can be a fine balance in achieving appropriate staffing 
levels, service sustainability and reducing the risks of transmission.  Public Health Directors 
have been asked to provide additional leadership support to care homes during this 
pandemic and have been in contact with care homes to identify additional support 
requirements in relation to IPC, education and training and staffing.  
 
 
13. Indemnity for NHS Staff in Care Homes  
 

 Staff deployed from NHS Boards through mutual aid during this pandemic will have 
employee and professional indemnity covered through the NHS CNORIS employer 
indemnity scheme. Where NHS staff are deployed to the care home they will work as part of 
the care home team under the supervision of the care home management structure, but will 
retain line management through the NHS structures and arrangements for clinical 
supervision and professional line management will be through the allocated NHS 
professional lead. For social care staff recruited via the SSSC portal, they are employed 
directly by the care home provider and as the employers own terms and conditions are used 
staff are covered by employers’ indemnity.  
 
 
14. Education and Training 
 

 The Scottish Social Services Council (SSSC) and NHS Education for Scotland (NES) 
have developed  a range of educational and induction resources for all  health and social 
care staff deployed or redeployed to support services. The websites are regularly reviewed 
and updated in line with current advice and as new material becomes available. Some of the 
items listed were launched pre COVID-19; however, many of the points will still be very 
relevant for practitioners in the current situation.  
  

 Some examples of current resources include: 

 Supporting wellbeing which promotes looking after yourself; supporting resilience and 
wellbeing in social service workers. 

https://www.sssc.uk.com/covid-19/
https://learn.nes.nhs.scot/27993/coronavirus-covid-19
https://learn.sssc.uk.com/wellbeing/
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 Death, dying and bereavement resource – particularly the emotional resource 
section which provides links and resources to support the workforce during the 
COVID-19 pandemic. Further resources on support around death can be found on the 
NES website. The Scottish Academy has also produced a resource on caring for 
patients and bereaved families after death. 

 Personal Protective Equipment (PPE) video – HPS has developed a short video to 
demonstrate the use of PPE which aligns with the National Infection Prevention and 
Control Manual. 
  

 Additional information and access to education resources for Registered nurses 
working in care homes can be accessed through the NES Turas site  and further information 
including access to NMC updates can be accessed via the National Clinical Guidance for 
Nursing and AHP Community Health Staff during COVID-19 Pandemic. 
 
 
15. Staff Health and Well-being during COVID-19 
 

 Staff with underlying health conditions that put them at increased risk of severe illness 
from COVID-19, including those who are immunosuppressed, should not provide direct 
care to residents with suspected or confirmed COVID-19. A risk assessment should be 
undertaken as it may not be appropriate for them to work on-site at all. 
Please note that this group is wider than those that require shielding and details can be 
found on NHS Inform.  
 

 Staff who think they may be at increased risk or who are pregnant should seek advice 
from their line manager, midwife or local Occupational Health service. Information for at risk 
or pregnant health and social care workers can be found in Guidance for Staff and Managers 
on Coronavirus. Staff who fall into the shielding category should follow the specific advice for 
that group. 
 

 At this time where visiting by family is limited carers play a valuable and difficult role 
in supporting residents and their families who may also be feeling upset and distressed. This 
can place increased emotional demands on care home staff at this time.  
 

 At such unprecedented times of anxiety and uncertainty, it will be important that staff 
feel supported and connected with their colleagues. Within a care home setting staff will 
have built close relationships with residents and their families over time and the therefore the 
impact of the death of residents, particularly where there are multiple deaths may be 
profound. Employers have a duty for the health and wellbeing of their staff and it is important 
at this time that access to appropriate support for staff is available at this time. The National 
Wellbeing Hub for Scotland’s health and social care workforce has a wide range of support 
and wellbeing resources for staff. 
 

 The Scottish Social Services Council (SSSC) has developed a series of online 
resources and a guide on the wellbeing for the social care sector.  The guide aims to help 
support staff to look after themselves, others for whom they provide support and care and 
colleagues. 
 

 There are a number of helplines which may be useful for staff if they have concerns 
or just want to talk - NHS 24’s Mental Health Hub and helpline (111) as well as the Breathing 
Space telephone support service (0800 83 8587). 
 

https://learn.sssc.uk.com/coronavirus/dying/
https://learn.nes.nhs.scot/28674/coronavirus-covid-19/death-and-bereavement
http://www.scottishacademy.org.uk/patients-and-family-after-death
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-the-correct-order-for-donning-doffing-and-disposal-of-personal-protective-equipment-ppe-for-healthcare-workers-hcws-in-a-primary-care-setting/
https://learn.nes.nhs.scot/28315/coronavirus-covid-19/guidance-and-evidence#Social
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-nursing-and-community-health-staff-guidance/documents/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/govscot%3Adocument/Covid-19%2B-%2BNational%2BClinical%2BGuidance%2Bfor%2BNursing%2Band%2BAHP%2BCommunity%2BHealth%2BStaff%2B-%2B9%2BApril%2B2020.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-nursing-and-community-health-staff-guidance/documents/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/govscot%3Adocument/Covid-19%2B-%2BNational%2BClinical%2BGuidance%2Bfor%2BNursing%2Band%2BAHP%2BCommunity%2BHealth%2BStaff%2B-%2B9%2BApril%2B2020.pdf
https://www.nhsinform.scot/illnesses-and-conditions/infections-and-poisoning/coronavirus-covid-19/coronavirus-covid-19-social-distancing
https://www.staffgovernance.scot.nhs.uk/coronavirus-covid-19/guidance/
https://www.staffgovernance.scot.nhs.uk/coronavirus-covid-19/guidance/
https://www.promis.scot/
https://www.promis.scot/
https://news.sssc.uk.com/news/workforce-support-and-wellbeing-during-covid-19
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16. Clinical and health care support for care homes residents during COVID-19 
Pandemic 
 

 Support from GP practices 
GP practices remain the first point of contact for medical queries for care homes and will 
continue to provide the same high level of care and support. GPs along with the wider multi-
disciplinary team know their patients well, including the complexities of their care needs, and 
are best placed to advise on ongoing COVID-19 and non COVID-19 related matters and the 
right care for people.  GPs and the wider primary care team including district nurses will 
continue to provide personalised and individual care to residents, for all their health needs, 
working alongside care home staff.  
 

 Seeking advice about support from GP practices  
For all NEW suspected COVID-19 patients, care homes are asked to contact 111 where 
calls will be triaged promptly or contact local GP practice or care home liaison team as per 
local guidance. Please be assured that 111 staff will ensure that your call is directed quickly 
to the most appropriate route, and they will link in to any existing local arrangements to 
ensure care home residents are assessed promptly, alongside any further health protection 
actions which may be required to support you. 
 

 If a resident with or without suspected COVID-19 condition is deteriorating care home 
staff should contact their local GP practice / care home team for advice and support or phone 
111  depending on local arrangements.  If out of hours then they should call 111.  
 

 GP practice and multi-disciplinary team support during the pandemic  
Care home staff should inform the GP or link nurse if they have a significant concern about 
their residents. GPs and community teams will visit in person only when there is an absolute 
clinical need to do so, but in most cases will provide advice over the telephone or using 
digital technology (such as near me) to reduce the potential risk of bringing any infection into 
the home. This will also be the case for reviews carried out by out of hours services.  
 

 If a resident requires a face to face consultation, the GP or a member of the multi-
disciplinary team will require to wear personal protective equipment (PPE) for all 
patients.  GP practices are working closely with the new COVID Hubs (where the Covid 111 
calls are handled) and the Covid assessment centres (where patients are seen for 
assessment, if needed).  
 

 Where the clinical need of a resident changes because of a COVID-19 infection 
outbreak it may be necessary to provide enhanced in-reach healthcare support for residents 
and care staff. This will mean community staff such as district nursing, Allied Health 
Professionals, and support from secondary care including hospital at home services or 
palliative care teams working alongside GPs.  More details of the community clinical teams 
support for care homes can be found in the National Clinical Guidance for Nursing and AHP 
Community Health Staff during COVID-19 Pandemic. 
 

 Use of NHS Near Me video consulting can be used to reduce the number of people 
attending the care home and risk of exposure of residents to coronavirus. It provides care 
homes with access to GPs, community Nursing and AHP teams and clinicians to help to 
reduce the number of visits whilst providing access to support and occasional clinical 
opinions. Out of hours services may also use Near Me consulting.  Scenarios where video 
consulting may be beneficial in homes include: 

https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-nursing-and-community-health-staff-guidance/documents/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/govscot%3Adocument/Covid-19%2B-%2BNational%2BClinical%2BGuidance%2Bfor%2BNursing%2Band%2BAHP%2BCommunity%2BHealth%2BStaff%2B-%2B9%2BApril%2B2020.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2020/04/coronavirus-covid-19-nursing-and-community-health-staff-guidance/documents/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/coronavirus-covid-19-nursing-and-community-health-staff-clinical-guidelines/govscot%3Adocument/Covid-19%2B-%2BNational%2BClinical%2BGuidance%2Bfor%2BNursing%2Band%2BAHP%2BCommunity%2BHealth%2BStaff%2B-%2B9%2BApril%2B2020.pdf
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 To protect residents from potential exposure to coronavirus from visiting 

clinicians in situations where non hands-on care can be given.  

 To avoid transporting residents unnecessarily to NHS facilities. 

 To maximise clinician capacity by avoiding travel time. 

 The Care Inspectorate are using Near Me with services to have ‘face to face’ 
interactions which may support relationships and when appropriate ‘see’ inside 
a care providers premises. 

 
 Care homes should routinely ask if this is available, and use where appropriate. 

Guidance on the use of Near Me in care home is available here. 
 
 
17. Support for palliative and end of life care during the COVID-19 pandemic 

 Care homes have always played an important role in supporting residents at the end 
of their lives. Care home staff are skilled and experienced in supporting people to die well, 
focusing on good, compassionate, person-centred care. Palliative care in care homes is 
supported as necessary by other community health services such as general practice, 
district/ specialist community nursing, palliative care teams and pharmacy.  In some areas 
there is active involvement of local hospices to advise and support care home staff through 
IT platforms such as ECHO (see example from Highland Hospice). Good communication 
and coordination of support for residents as well as access to the right supportive and 
palliative care medicines are essential during this stage.  
 

 A palliative care toolkit has been developed to help improve access to supportive and 
palliative care medicines, within the scope of the extant Human Medicines Regulations 2012, 
including the flexibilities provided during a pandemic situation, and the Misuse of Drugs 
Regulations 2001.  There is a specific section on care homes.   
 

 The toolkit provides Health and Social Care planners with options that can be 
adapted and utilised locally in their response to COVID-19. To assist with this, several 
exemplars of documentation, policies, charts and flow diagrams have been included in the 
appendices.   
 

 The care home section details approaches to strengthening access to medicines in 
care home settings including: 

 preparing anticipatory prescriptions for Just in Case Boxes (JICBs) for residents 
which are only dispensed if needed for that individual resident.  These can be 
repeated every 28 days as necessary. This approach will minimise the waste of 
specific medicines expanding the use of homely remedies to Include a number of 
Pharmacy Only (P) and General Sales List (GSL) medicines to provide 
symptomatic relief; 

 using the To Take Out (TTO) packs of medicines that are being provided to 
Emergency Departments (EDs) as a bridge to alleviate symptoms; and  

 making use of the supply and administration of certain Prescription Only Medicine 
(POM) medicines under a specific protocol which has been approved by a Health 
Board. 

 
 
 
 
 

https://tec.scot/digital-health-and-care-in-scotland/video-enabled-health-and-care/covid-19-implementing-near-me/
https://highlandhospice.org/what-we-do/education-learning-development/project-echo
https://www.gov.scot/publications/coronavirus-covid-19-palliative-care-toolkit/
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18. Repurposing of medicines in care homes 
 

 The Care Inspectorate and the Scottish Social Services Council (SSSC) have 
released a joint statement to support the repurposing of medicines in care home settings as 
a last resort in order to provide a patient with access to a palliative medication that they 
require when other options to access stock cannot be made in a timely way to meet the 
patient needs.   
 

 Guidance for Repurposing Prescription Only Medicines (POMs) in Care Homes and 
Hospices has been developed by the Directors of Pharmacy to support the ethical and 
professional decision-making on repurposing of medicines.  
 

 Specific COVID-19 guidance has been produced on end of life care when a person is 
imminently dying from COVID-19 lung disease which draws on Scottish Palliative Care 
Guidelines and can be found here. 
 
 
19. Supporting residents’ well-being and family and friends during this pandemic 
 

 Implementing these measures including physical distancing may have adverse effects 
on quality of life that need to be considered.  These factors may be more marked for 
residents with dementia who may be at increased risk of becoming anxious, stressed, 
frustrated and distressed by physical distancing measures. Therefore the use of appropriate 
language will need to be carefully considered. The Care Inspectorate has produced a guide 
on supporting people to keep in touch when care homes are not accepting visitors.  
 

 The use of personal protective equipment may also increase anxiety and distress in 
someone who is confused or evoke an unexpected reaction. Staff should be aware of this, 
where possible explain their appearance in ways that the person understands, be thoughtful 
and try to minimise any negative reaction. 
 

 Family members and friends who may not be permitted to visit will also need 
reassurance and understanding. Many will be anxious about the wellbeing of the person they 
care about and worry about the impact on their relative or friend of measures to reduce 
contact with others. Utilising and proactively facilitating alternative ways that they can 
continue to stay in contact using phone or digital technology, letter will be essential for both 
the resident, their family and friends. Access to spiritual care through this means may be also 
be helpful.   
 

 Education of residents and families can aid compliance with mitigation strategies, and 
address considerations of quality of life and anxiety. More information on strategies for 
promoting the wellbeing residents is contained in Annex 6. 
 
 
20. Adult Support and Protection  
 

 Staff should be mindful of their responsibilities around Adult Support and Protection 
during this challenging time and if necessary discuss and share with relevant statutory 
agencies, where they know or believe an adult is at risk of harm. Additional guidance on 
adult support and protection in response to COVID19 is available here. The aim of this 
guidance is to support local decisions and the development of local guidance around safe, 
effective and proportionate adult support and protection activity at this time. 

https://news.sssc.uk.com/news/joint-statement-on-repurposing-of-medicines-during-covid-19
https://www.careinspectorate.com/images/documents/coronavirus/Guidance_for_repurposing_medicines_May_2020.pdf
https://www.careinspectorate.com/images/documents/coronavirus/Guidance_for_repurposing_medicines_May_2020.pdf
https://www.palliativecareguidelines.scot.nhs.uk/
https://www.careinspectorate.com/images/Supporting_people_to_keep_in_touch_when_care_homes_are_not_accepting_visitors.pdf
https://www.gov.scot/publications/coronavirus-covid-19-adult-support-and-protection-guidance/
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Professor Graham Ellis, National Clinical Advisor for Ageing and Health to the Chief 
Medical Officer in NHS Scotland  
Diane Murray, Depute Chief Nursing Officer, Scottish Government 
On behalf of the COVID Care Homes Clinical and Professional Advisory Group 
Scottish Government 
15 May 2020 
 
Feedback  
If you have any comments about this guidance please email:  
 
CareHomesCPAG@gov.scot 
  

mailto:CareHomesCPAG@gov.scot
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ANNEX 1 
Evidence underpinning this guidance  
 
Recent international and UK based experiences on the spread of COVID-19 in care homes 
points to the need for strict measures to protect all care home residents and staff from 
becoming infected and to reduce the incidence of further spread for affected care homes 
where outbreaks have occurred.  
 
One of the key reasons for strict measures is evidence to suggest that by the time a single 
symptomatic case is identified in a home, the virus will already be circulating amongst 
residents and staff. Furthermore there is potential asymptomatic and presymptomatic  
transmission of COVID-19 in care homes among both residents and staff.  Droplet and 
indirect transmission through hands and surfaces are the primary modes of transmission. 
Strict compliance with infection, control and prevention measure which includes enhanced 
cleaning schedules are essential at this time. 
 
It is recommended that based on these findings there are a number of overall prevention 
strategies required for care homes to reduce the spread and mortality from the pandemic.  
These are summarised below. More detail on the practical application of these measures is 
provided in the core guidance. 
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ANNEX 2 
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https://westhampshireccg.nhs.uk/restore2/ 

 

https://westhampshireccg.nhs.uk/restore2/
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       Healthcare Support Tool 

Do not use in an emergency.  In an emergency, call 999 

Whenever possible, please call from next to the person you are supporting and have their care plan and medication sheet 
to hand 

S
it
u
a
ti
o
n

 
 

For use for all calls 
Date:___/___/___  Time:___:___  I am (your name) 
__________________________________________ 
 
I am a nurse/senior carer/carer from (name of care home) 
______________________________________ 
 
I am concerned about (full name of the person you are supporting) 
_________________________________ 
 
Address 
____________________________________________________________________________ 
 
Postcode _______________________Phone No: ______________________Date of Birth  
___/___/___ 
 
For use for calls to the GP: The reason I am calling is to request: (complete all information if more 

than one reason) 

 

Only use for OOH calls: 
 

I am concerned because (state what your observations are or what the person has told you, 
for example: fallen/very distressed/breathing not right/catheter has come out) 
___________________________________________________________________________
______ 
 
___________________________________________________________________________
______ 
 

 

Home visit   Telephone call   

Near Me video appointment    Prescription request   

Medication review   Other (please specify): 

What is your background knowledge of the person? 

 

 

For use for all calls 
I have known (the name of the person you are supporting) _____________: for_____ years/months 
This person’s preferred place of care is ___________________________________and has 
lived here since ___/___/___ 
 

What is your assessment of the person? 

ANNEX 3 
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A
s
s
e
s
s
m

e
n
t 

 

For use for all calls: 
What are the symptoms and changes you see in front of you?  Has the person’s behaviour 
changed?  What has the person told you? Write down everything that you see, or the person 
tells you.  (Record what has changed in the last 24 hours. Have they eaten or drank as normal? Do they have a 

temperature? Are they in pain/struggling to walk/not as responsive as normal?) 

____________________________________________________________________________
______ 
 
____________________________________________________________________________
______ 
 
What are the observations / vital signs?  (If appropriate and competent to do so) Please provide:  
 
BP: ______            time taken: ___:___           Pulse: ______                      time taken: ___:___ 
 
Resps: ______      time taken: ___:___            Temp: ______                      time taken: ___:___ 
 
Urinalysis: ______ time taken: ___:___            Oxygen Saturation: ______ time taken: ___:___ 
 
Other (for example blood 

sugar)___________________________________________________________ 
 
Repeat observations: 
_________________________________________________________________ 
 

What are the current circumstances? 
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B
a
c
k
g
ro

u
n
d

 

 
Only for use for OOH calls: 
Does this person have a Key Information Summary (KIS)?   YES / NO (Does it state anything relevant 

to this situation in the special notes?) 
_____________________________________________________________ 
 

This person was last reviewed by medical practitioner on   ___/___/___ 
Who stated: 
_________________________________________________________________________ 
 

Relevant medical history of this person (including, for example, the person has dementia / sight limitations / 

can get upset with strangers / communication needs / is diabetic / known allergies – have medication sheet to hand) 
____________________________________________________________________________
_______ 
 

Current medication of this person (have medication sheet to hand) 
____________________________________________________________________________
_______ 
 

This person has: 

 An Anticipatory Care Plan                      YES / NO (what does it state that is relevant to this 

situation?) 
____________________________________________________________________________
_______ 
 

 a D.N.A.C.P.R. in place                          YES / NO 

 an AWI or Section 47 treatment plan      YES / NO 

 a Power of Attorney/Welfare Guardian   YES / NO (what does is state that is relevant to this 

situation?) 
____________________________________________________________________________
_______ 
 

Guidance – who might provide support to the current situation? 

R
e
c
o
m

m
e
n
d
a
ti
o

n
 

For use for OOH calls: Do you need advice or support? 
 

What do you, or the person needing support, think is needed? (is advice needed now/call GP 

tomorrow/nurse needed today/monitor the situation?) 
____________________________________________________________________________
_______ 
 

Date of phone call:  ___/___/___   time: ___:___  To (state 

service)_______________________________ 
 

*OOH call - If you speak to a call handler pass on as much information about the person 
as you can 
 

Action suggested (ask the call handler to repeat to ensure your understanding): 
____________________________________________________________________________
______ 
 

 
For use for all calls 
If a practitioner visit is recommended:      Time and date the person arrived: ___:___      ___:___ 
 
Outcome of visit?:_____________________________________ 
 
Nurse/carer signature: ________________________________Date: ___/___/___   Time: ___:___ 
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Additional notes: 
_________________________________________________________________________________
_______ 
 
_________________________________________________________________________________
_______ 
 
_________________________________________________________________________________
_______ 
 
_________________________________________________________________________________
_______ 
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ANNEX 4 
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ANNEX 5 
Promoting the Wellbeing of Residents Including Those with Dementia and 
Learning Disabilities  
 
This section provides information on potential strategies that could be used to support 
residents’ wellbeing during the pandemic. 
The adoption of necessary infection control and social distancing may have adverse effects 
on residents. These could include: 
 

 increased immobility and higher falls risk for some residents  
 low mood from social isolation  
 boredom with a risk of declining psychological wellbeing 
 loss of contact with family and friends 
 anxiety from change of routine 
 changes in continuity of care due to reduced workforce, unfamiliar staff and a changing 

workforce. 
 

These factors may be more marked for residents with dementia and those with learning 
disabilities. For example those with dementia will be at higher risk of displaying behavioural 
psychological symptoms of dementia (BPSD) or stress/ distress which under normal 
circumstances would require a higher level of staff intervention.   
 
Considerations for people living with dementia and those with learning disabilities 
 
Some people living with dementia and those with a learning disability may find it particularly 
hard to understand or remember concepts like shielding and social distancing. Some may 
feel more lonely and frightened than other residents, if they are asked to stay in their room. 
 
They may also be less able to communicate their anxiety, ask for emotional support or 
adhere to instructions and safety measures. All these factors may lead to anxiety and stress 
for examples in those with dementia it result in an increased risk of developing stress and 
distress symptoms, including delirium.  Those with a learning disability, who may not be able 
to communicate their unhappiness with a situation particularly when they are stressed, may 
change their behaviour.  
 
Acute and prolonged symptoms of stress and distress, including withdrawal and depression, 
should be recognised as emergencies and visiting restrictions should be reviewed as part 
of the treatment plan.   
 
It will also be important to assess and manage any symptoms of stress and distress in the 
usual way, by following a person-centred approach as described in the Promoting 
Excellence training materials (see resources below).  
 
Although staff contact should be minimised as much as possible, it is important that the need 
for contact is assessed on an individual basis to avoid or minimise distress as much as 
possible. In that case it should be seen as essential contact. 
 
The use of physical barriers or restraint, like stair gates or locked doors should remain a 
measure of last resort, be strictly monitored, risk assessed and time limited.  
Relevant guidance published by the Mental Welfare Commission should always be followed 
(https://www.mwcscot.org.uk/ ) 
Considerations for communicating when wearing PPE 

https://www.mwcscot.org.uk/


38 
 

 
Studies have shown that PPE can create barriers to effective communication, particularly for 
people living with dementia and those with hearing problems. Staff wearing facemasks, 
goggles, gloves, and aprons may appear frightening to people, particularly if the reason and 
context is difficult to understand.   
 
Facemasks pose a particular challenge to communication. Staff should be mindful that a 
large part of communication between people is based on the understanding of non-verbal 
cues. This is particularly important for some people living with dementia or hearing problems 
or those with a learning disability. If only eyes are visible, it makes it difficult to correctly read 
emotions. This can easily lead to misunderstandings, anxiety, anger or embarrassment.   
Staff should be mindful of how they communicate with their eyes when wearing a facemask. 
This could easily be achieved by some experiential training. 
 
The use of clear and self-aware body language is an important tool. It is even more 
important when wearing facemasks. Clear, calm gestures, like pointing or modelling what 
you are trying to say (e.g. shaving or washing gestures) can be helpful for some people. 
 
Using photos or pictorial cards is an option, as well as using pen and paper. It is important 
that staff assess the impact of wearing PPE on individual people and develop clear and 
planned individual communication strategies where necessary. 
 
As per guidance, any material used should be left in the person’s room and cleaned as per 
guidelines. 
 
Engaging in activities 
 
Safely taking part in activities is important for providing a structure to the day, providing a 
sense of purpose and can help with maintaining residents’ skills and abilities for longer. 
 
Continuing dialogue between residents, staff and residents’ families remains crucial to 
creating an environment and activities that prevent or minimise stress and distress. There 
are many different activities which can keep a person with dementia’s mind and body active. 
(See resources below) 
 
It is essential that proactive and preventative strategies are adopted that are person centred 
and reflect a knowledge of the person and an understanding of their needs. It will be 
important that the person continues to be engaged in activities that are meaningful to them 
including being able to move around the care home and access outside space where it is 
possible at the present time. 
 
There is useful information available online to help people remain engaged in activities and 
key personal information should be available to aid person-centred care, through using a 
document such as Getting To Know Me or similar. Activities include online access to: 
galleries, puzzles, reminiscence resources, free newspapers and activities.  
 
Access to spiritual care via video technology may also be helpful. Use of video technology 
for accessing relatives and others (some homes are supplying iPads to residents to allow 
face time) or ‘playlist for life’ personalised reminiscence therapy music can also be effective.   
 
Families could send favourite objects from home such as family photos or sensory items 
such as Fidget Widgets©, stress balls, soft toys and doll therapy resources. Staff may 
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appreciate these as a distraction or way of comforting or reassuring the resident. Restricting 
or balancing excessive exposure to COVID news reporting may be appropriate when it 
impacts on wellbeing and heightens stress, in line with advice to the general public. 
 
Further considerations for people with dementia 
  
Where current restrictions mean that staff and managers cannot deliver appropriate, 
evidence-based therapeutic interventions for residents with dementia, they should seek 
support (via phone or video) for non-pharmacological person centred interventions, including 
support from NHS Care Home Liaison Nurses and NHS NES Practice Education Facilitators. 
There is also a range of resources and advice on therapeutic interventions in the national 
dementia Promoting Excellence Framework set of resources (see resources below). 
 
The Scottish Government’s Dementia Standards (see resources) state that people with 
dementia always have the right to receive a full range of therapeutic interventions to help 
alleviate stress and distress and that psychoactive medications including antipsychotic 
medications should only be used if no alternative interventions are available, guided 
by a Section 47 certificate (Adults with Incapacity Act (Scotland) Act 2000) . Carers should 
be fully involved – currently by phone, Facetime or similar - in discussions on the use of such 
medications including their benefit and associated risks. 
 
Family and friends  
 
The visiting restrictions are likely to have a significant impact on residents but also their 
families. Many will be anxious about the wellbeing of the person they care about and worry 
about the impact on their relative or friend of measures to reduce contact with others.  
Providing opportunities for increasing and facilitating telephone contact or online virtual video 
contact with family and carers will be important. However for those people who are very 
distressed, as noted above flexibility around visiting may be required with a named contact 
allowed to visit.  
 
 
USEFUL RESOURCES:-   
 
Clinical guide for front line staff to support the management of patients with a 
learning disability, autism or both during the coronavirus pandemic - 
https://www.scld.org.uk/wp-content/uploads/2020/03/Managing-patients-with-ID-
FINAL.pdf  
 
NHS NES Supporting psychological wellbeing in adults with learning disabilities - 
https://www.nes.scot.nhs.uk/media/4148312/LDFramworkPDF.pdf  
 
COVID-19 Guided Self-help Booklet Series - https://www.scld.org.uk/covid-19-guided-
self-help-booklet-series/  
 
Resources for supporting people with learning disabilities during COVID-19 and Easy 
Read Resources - https://www.scld.org.uk/information-on-coronavirus/  
 
Clinical guidance on the use of restraint and seclusion which should be included - 
https://www.gov.scot/publications/coronavirus-covid-19-clinical-guidance---using-
physical-restraint-for-patients/  
 

https://www.scld.org.uk/wp-content/uploads/2020/03/Managing-patients-with-ID-FINAL.pdf
https://www.scld.org.uk/wp-content/uploads/2020/03/Managing-patients-with-ID-FINAL.pdf
https://www.nes.scot.nhs.uk/media/4148312/LDFramworkPDF.pdf
https://www.scld.org.uk/covid-19-guided-self-help-booklet-series/
https://www.scld.org.uk/covid-19-guided-self-help-booklet-series/
https://www.scld.org.uk/information-on-coronavirus/
https://www.gov.scot/publications/coronavirus-covid-19-clinical-guidance---using-physical-restraint-for-patients/
https://www.gov.scot/publications/coronavirus-covid-19-clinical-guidance---using-physical-restraint-for-patients/


40 
 

A range of Dementia learning resources are available on the NHS NES website 
https://www.nes.scot.nhs.uk/education-and-training/by-theme-initiative/mental-health-and-
learning-disabilities/our-work,-publications-and-resources/dementia.aspx  
 
Coronavirus (COVID-19) learning materials for staff working in health and social care 
are available  on TURAS Learn https://learn.nes.nhs.scot/27993/coronavirus-covid-19  this 
site is open access and is regularly reviewed and updated in line with current advice and as 
new material becomes available. 
 
Dementia Care Standards 
https://www.gov.scot/publications/standards-care-dementia-scotland-action-support-change-
programme-scotlands-national-dementia-strategy/pages/2/ 
 
Care Inspectorate- Supporting people to keep in touch when care homes are not 
accepting visitors 
https://www.careinspectorate.com/index.php/news/5634-supporting-people-to-keep-in-touch-
when-care-homes-are-not-accepting-visitors  
 
Dementia Allied Health Professionals national workforce framework 
www.connectingpeopleconnectingsupport.online 
Care Inspectorate Physical Activity resource 
 
Reminiscence approaches - Promoting psychological wellbeing for people with 
dementia and their carers:  an enhanced practice resource  
https://www.nes.scot.nhs.uk/media/1559931/enhanced_resource_fullv2.pdf  
  
Getting to know me 
https://www.alzscot.org/sites/default/files/images/0002/7225/Getting_to_know_me_form_-
_editable.pdf 
 
Care Inspectorate – physical activities guide 
http://www.capa.scot/?page_id=21 
 
Health Innovations Network – Maintaining Activities for Older Adults 
https://healthinnovationnetwork.com/wp-content/uploads/2020/04/Maintaining-Activities-for-
Older-Adults-during-COVID19.pdf 
 
Alzheimer’s Society: Coronavirus: Supporting a person with dementia in a care home 
https://www.alzheimers.org.uk/get-support/coronavirus-supporting-person-dementia-care-
home#content-start 
 
Alzheimer’s Society: Activity ideas for people living with dementia 
https://www.alzheimers.org.uk/get-support/coronavirus-activity-ideas-people-living-
dementia#content-start 
 
Alzheimer Scotland: Activities at Home 
https://www.alzscot.org/sites/default/files/2020-04/Activities%20at%20home%20v5.pdf 
 
Royal College of Occupational Therapists guidance 
www.rcot.co.uk/about-occupational-therapy/living-well-care-homes-2019/a-z-activities 
 

https://www.nes.scot.nhs.uk/education-and-training/by-theme-initiative/mental-health-and-learning-disabilities/our-work,-publications-and-resources/dementia.aspx
https://www.nes.scot.nhs.uk/education-and-training/by-theme-initiative/mental-health-and-learning-disabilities/our-work,-publications-and-resources/dementia.aspx
https://learn.nes.nhs.scot/27993/coronavirus-covid-19
https://www.gov.scot/publications/standards-care-dementia-scotland-action-support-change-programme-scotlands-national-dementia-strategy/pages/2/
https://www.gov.scot/publications/standards-care-dementia-scotland-action-support-change-programme-scotlands-national-dementia-strategy/pages/2/
https://www.careinspectorate.com/index.php/news/5634-supporting-people-to-keep-in-touch-when-care-homes-are-not-accepting-visitors
https://www.careinspectorate.com/index.php/news/5634-supporting-people-to-keep-in-touch-when-care-homes-are-not-accepting-visitors
http://www.connectingpeopleconnectingsupport.online/
https://www.nes.scot.nhs.uk/media/1559931/enhanced_resource_fullv2.pdf
https://www.alzscot.org/sites/default/files/images/0002/7225/Getting_to_know_me_form_-_editable.pdf
https://www.alzscot.org/sites/default/files/images/0002/7225/Getting_to_know_me_form_-_editable.pdf
http://www.capa.scot/?page_id=21
https://healthinnovationnetwork.com/wp-content/uploads/2020/04/Maintaining-Activities-for-Older-Adults-during-COVID19.pdf
https://healthinnovationnetwork.com/wp-content/uploads/2020/04/Maintaining-Activities-for-Older-Adults-during-COVID19.pdf
https://www.alzheimers.org.uk/get-support/coronavirus-supporting-person-dementia-care-home#content-start
https://www.alzheimers.org.uk/get-support/coronavirus-supporting-person-dementia-care-home#content-start
https://www.alzheimers.org.uk/get-support/coronavirus-activity-ideas-people-living-dementia#content-start
https://www.alzheimers.org.uk/get-support/coronavirus-activity-ideas-people-living-dementia#content-start
https://www.alzscot.org/sites/default/files/2020-04/Activities%20at%20home%20v5.pdf
http://www.rcot.co.uk/about-occupational-therapy/living-well-care-homes-2019/a-z-activities
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NHS NES: Coronavirus (COVID-19) learning materials for staff working in health and 
social care. 
https://learn.nes.nhs.scot/27993/coronavirus-covid-19 
 
SSSC: Workforce support and wellbeing during the COVID-19 outbreak 
https://learn.sssc.uk.com/wellbeing/ 
 
NHS Health Scotland: steps to deal with stress 
http://www.knowledge.scot.nhs.uk/media/14232909/steps%20to%20deal%20with%20stress.
pdf 
 
  

https://learn.nes.nhs.scot/27993/coronavirus-covid-19
https://learn.sssc.uk.com/wellbeing/
http://www.knowledge.scot.nhs.uk/media/14232909/steps%20to%20deal%20with%20stress.pdf
http://www.knowledge.scot.nhs.uk/media/14232909/steps%20to%20deal%20with%20stress.pdf
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ANNEX 6 
Summary of Admissions 
 
The presumption should be that all residents being admitted to a care home should 
have a negative test before admission unless it is in the clinical interests of the 
person to be moved and then only after a full risk assessment.  

 
Admission of COVID-
19 recovered patients 
from hospital 

Patients should always be isolated for a minimum of 14 days 
from symptom onset (or first positive test if symptoms onset 
undetermined) and absence of fever for 48 hours (without use of 
antipyretics). They also require 2 negative tests before 
discharge from hospital (testing can be commenced on day 8). 
Tests should have been taken at least 24 hours apart and 
preferably within 48 hours of discharge.  
Where testing is not possible (e.g. patient doesn’t consent or it 
would cause distress) and if discharged to care home within the 
14 day isolation period then there must be an agreed care plan 
for the remaining period of isolation up to 14 days.   
Further details can be found in Guidance for stepdown of 
infection control precautions and discharging COVID-19 patients 
from hospital to residential settings. 

Admission of non-
COVID-19 patients 
from hospital 

Testing should be done within 48 hours prior to discharge from 
hospital. A single test is sufficient. The patient may be 
discharged to the care home prior to the test result being 
available. The patient should be isolated for 14 days from the 
date of discharge from hospital. Risk assessment prior to 
discharge from hospital should be undertaken in conjunction 
with the care home.  
 
Note: an admission to hospital is considered to include only 
those patients who are admitted to a ward. An attendance at 
A&E that didn’t result in an admission would not constitute an 
admission.  
Further details on testing requirements can be found in 
Guidance for Sampling and Laboratory Investigations. 

Admissions from the 
community 

All admissions from the community should have at least one test 
performed before or on admission, and be isolated on 
admission for 14 days. Risk assessment prior to admission 
should be undertaken to ensure that appropriate isolation 
facilities are available, taking into account requirements for the 
patient’s care. 

Testing residents in 
the care home 

All symptomatic patients in a care home should be tested for 
COVID-19.  

 
 

 
 
 
 

https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients-from-hospital-to-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients-from-hospital-to-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients-from-hospital-to-residential-settings/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-guidance-for-sampling-and-laboratory-investigations/

