
Local implementation guide 
for supporting the care of 
people living in care homes

Information and links correct on 29 April 2020

For more information please email:  
Gaynor.connor1@nhs.net or for queries to   
the CCG Leedsccg.primarycare@nhs.net 

mailto:Gaynor.connor1%40nhs.net?subject=
mailto:Leedsccg.primarycare%40nhs.net?subject=


This document sets out a series of agreed principles for local delivery to facilitate each PCN 
to review the position with their member practices. 

1.0 Context
NHS England issued the ‘guidance and standard operating procedure: general practice in 
the context of Covid-19’1 recently. This guidance sets out the expectations for the current 
delivery of general practice. Practices, working in their Primary Care Networks (PCNs), are 
expected to have a particular focus on caring for people who live in care homes. This is 
described as:

General practice has a key role in supporting the care of people living in care homes

Populations in care homes will include:

•	 patients requiring routine primary care input

•	 patients requiring urgent assessment for non COVID-19 related problems

•	 patients at increased risk of severe illness from COVID-19, including shielded groups

•	 patients with COVID-19: this may include patients needing urgent assessment for 
COVID-19 symptoms; patients who do not want admission to hospital, including those 
receiving end of life care at home; and patients discharged following acute hospital 
admission

To reduce risk of infection, any regular care home ward rounds or multi-disciplinary team 
meetings should use remote consultations where possible.

Advance care planning should be reviewed and updated as needed for care home residents. 

Practices should work with partners across the health system, including the wider primary 
care workforce, acute providers and community services, to offer the highest quality of 
care to these patients. They should work collaboratively to deploy the most effective, 
person-centred care which minimises the number of healthcare professionals visiting the 
care home whilst ensuring that the needs of the residents are met in a timely and clinically 
safe manner. 

You can see our guidance on advance care planning on our website  
https://www.leedsccg.nhs.uk/about/covid-19-primary-care/resources-for-professionals/end-
of-life-resources/advanced-care-planning/

This current national guidance does not pre-suppose the final local delivery of the PCN 
Enhanced Health in Care Homes (EHCH) DES. Further local work will be needed to align 
the current CCG EHCH scheme with the ambitions of the PCN EHCH DES including local 
and national funding streams.

For the purpose of this implementation guide a ‘care home’ is regarded as a residential or 
nursing home dwelling for older people.

This document sets out a series of agreed principles for local delivery to facilitate each 
PCN to review the position with their member practices.

1 NHSE guidance and standard operating procedure: general practice in the context of Coronavirus 
(Covid-19). Version 6.1 April 2020

2

https://www.leedsccg.nhs.uk/about/covid-19-primary-care/resources-for-professionals/end-of-life-resources/advanced-care-planning/
https://www.leedsccg.nhs.uk/about/covid-19-primary-care/resources-for-professionals/end-of-life-resources/advanced-care-planning/


3

2.0 Overarching principles
These principles have already been agreed by the Clinical Directors across the 19 Primary 
Care Networks in Leeds and are applicable in relation to this work.

Key overarching principles for general practice in Leeds

1. Total telephone triage

2. Remote consultations for as many contacts as possible

3. Maintenance of access to urgent care and essential routine care

4. Robust IPC measures for face to face contacts

5. Focus on collaboration between practices and PCNs 

6. Focus on collaboration with  Leeds Community Health Care NHS Trust neighbourhood 
teams to enable them to cope with the expected demand in community based care 
including palliative and end of life care

3.0 Key operational measures to agree at PCN level

3.1 PCNs need to have a clear understanding of the care home population 
they are responsible for

•	 Consider all care homes that have been identified within the PCN ‘boundary’

•	 Establish whether each care home has a designated practice participating in the current 
CCG EHCH scheme

•	 Establish if there are multiple practices supporting individual care homes and consider 
best way to manage this, reducing duplication and best use of local resources, including 
potentially allocating a single practice to a single care home

•	 Identify those care homes not covered by the current EHCH scheme

•	 Establish whether the care home is covered by the ‘telemedicine’ service

•	 Consider the total numbers of care home residents within the registered population of 
the PCN

•	 Identify if there is sufficient capacity within the PCN to manage the care home population

3.2 Each aligned practice has a clear model of operation agreed within the PCN

•	 Agreed ways of communicating with the care home 

- Identified land line and mobile contact numbers for the care home

- Identification of a practice ‘bypass’ number for use by the care home

- Establish the means of remote consultation access

- Identify a clinical lead in the practice for each care home 

- Establish an agreed schedule of proactive conversations between the clinical lead and 
the care home to discuss any individuals of concerns or issues in general affecting care 
delivery in the home

- Establish a weekly virtual ward round



•	 Agreed way of working in partnership with the aligned neighbourhood team

- Understand which NT is aligned to which care home

- Understand who is the clinical and operational lead for the NT

- Ensure the NT lead has the practice ‘bypass’ number and ideally a mobile number for 
the clinical lead

- Understand which care home residents are currently known to the NT and what 
interventions are being provided

- Ensure the NT lead is part of the any proactive conversations with each care home

- Ensure the NT lead is part of the weekly ward round

•	 Proactive case management of the care home residents

- Identify people who are flagged as ‘clinically extremely vulnerable’ and are therefore 
shielded

- Identify any individuals who should be flagged as ‘clinically extremely vulnerable’

- Identify those individuals who have an increased risk and are ‘moderately vulnerable’

- Identify any individuals who have been discharged from hospital and assess / review 
care plan ideally within 48 hours

- Agree the process and timescale within which all individuals will have their care / case 
reviewed and an up to date care plan completed – starting with the shielded ‘clinically 
extremely vulnerable’ people

- Agree the process and timescale within which individuals  – as assessed as clinically 
appropriate – have the opportunity to discuss their care preferences and complete an 
advanced care plan

- Agree the process and timescales within which all individuals will have a structured 
medication review by a clinical pharmacist with subsequent eRD.

4.0 Access to specialist care and advice

Geriatrician advice to support decision making, management and  
ongoing care.
8am to 9pm, 7 days per week, via Leeds Teaching Hospitals Trust switchboard:  
0113 2433144. Ask for the Community Frailty Response Consultant.

Clinical nurse specialist advice
St Gemma’s Hospice and Sue Ryder Care Wheatfields Specialist Palliative Care Community 
teams have extended their service hours during the Covid-19 pandemic.

A Community Clinical Nurse Specialist (CNS) will be available everyday – 8am-9pm, offering 
a telephone advice line for health care professionals.

Please contact:  
St Gemma’s advice line 0113 2185511 / Wheatfields advice line 0113 2787249
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Consultant in Palliative Medicine on-call advice service
The Consultant in Palliative Medicine on-call advice service continues to be available  
Monday - Friday from 5pm-9am overnight and 24/7 at weekends.

Accessed via LTHT, St James Switchboard 0113 243 3144.

https://71633548c5390f9d8a76-11ea5efadf29c8f7bdcc6a216b02560a.ssl.cf3.rackcdn.com/
content/uploads/2020/05/20200506_2059_GuideSuppCare_7.pdf

LYPFT Care Homes Service
Specialist clinical advice when working with older people living with dementia and mental 
health difficulties who present with psychological and behavioural needs.  The team will 
support care homes and colleagues, via telephone, video calls or visits (maintaining safe 
infection control) to develop interventions to reduce distress and improve co-operation, 
including when behaviour is causing health protection risks. 

8am - 8.30pm Monday to Friday and 8am - 6pm Saturdays, Sundays and Bank Holidays 
Referral via LYPFT Single Point of Access (0300 300 1485)

Contact: echteam.lypft@nhs.net

Telephone:  0113 855 8774

NB. Some GP practices will link with neighbouring specialist NHS Trusts, eg. TEWV, SWYFT. 
Local referral arrangements will apply. They all have care homes liaison services; the level 
of service / opening hours may differ. 

Medicines Optimisation in Care Homes Team (MOCH)
MOCH is a team of pharmacists and pharmacy technicians with specialist care home 
knowledge who are able to support with pharmacy and general medicine / prescription 
queries. Find out more about how we can help by you

0113 84 35470/ 84 32937 / 84 32926  
(Monday - Friday from 8am-5pm) 
leedsccg.medsoptcovidresponse@nhs.net

5.0 Other sources of support 
The PCN aligned member(s) of the GP Confederation Primary Care Development Team will 
support PCNs in the actions set out above, in particular:

•	 confirming your understanding of the care homes you are responsible for

•	 developing communication links with the care homes and neighbourhood teams

If there are issues in respect of capacity due to the numbers of care homes in your PCN, 
you should raise with the CCG.
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