Care Home Winter Readiness Pack 24/25

Preparing for winter is an important part of support to residents
and staff in care homes across the Greater Glasgow and Clyde
area.

This pack contains a range of useful winter readiness information
and planning resources. The information in the pack is aligned
with good practice and national guidance, and is intended to
complement local arrangements.
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Planning

Future care planning (0.

A Future Care Plan (FCP) (previously known as Anticipatory Care Plan) is a record of
someone’s wishes. It should be created over time and reflect conversations between a
resident, the people that matter to them and the health care professionals that work with
them.

These conversations support resident choices about future care, including information about
specific treatments or care that would be appropriate for them, when they would consider or
accept this care, and where they would like to be cared for.

If your relative/friend has a

sudden collapse (such as a

stroke or a heart condition,) NHS

what would you think your

relativeffrienrd would -.:rish to et
Question 1 and Clyde

happen?

It can be helpful to think

If your relative/friend had a

about some questions and
scenarios that might occur,

serious infection that was not
improving with an antibiotic
tablet or syrup, what do you

Keep them comfortable, treat any
pain or other symptoms and care
for them at home.

think your relative/ friend would

and what we should do in wish to happen?

these situations. Contact NHS24/GP (or family) to
help decide whether to send them
to hospital instead of dialling 999.

If your relative/friend was not
eating or drinking because they
were now very unwell, what do
you think your relative/friend
SR would want to happen?

More information on the 3
question pilot

l l Send them to hospital for
investigations and treatment such
alils as drips and treatment into vein.

Option C

What to do with the Future Care Plan Resources

Future care planning

"i'h.?":!-;:g;f;-:
information for care %MWE
; 3%‘323
43 fg
5

- Make sure a copy is easily accessible
in the resident’s file

-,

. If possible, share it with other health homes i
and social care professionals in your g 2 :
locality who can update the Key ORE St b
Information Summary (KIS). This is an @@%&3@% \ ,
electronic record which NHS24, the %%ﬁ
Scottish Ambulance Service and iyt
hospitals can access. ofR feie o =

FCP_Champion opportunities
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https://www.nhsggc.scot/your-health/planning-for-care/information-for-staff/information-for-care-homes/
https://www.nhsggc.scot/your-health/planning-for-care/information-for-staff/information-for-care-homes/
https://www.nhsggc.scot/your-health/planning-for-care/information-for-staff/information-for-care-homes/
https://www.nhsggc.scot/your-health/planning-for-care/information-for-staff/information-for-care-homes/
https://www.nhsggc.scot/your-health/planning-for-care/information-for-staff/information-for-care-homes/
https://www.nhsggc.scot/your-health/planning-for-care/get-involved/#:~:text=Future%20Care%20Planning%20Champions.%20Clinical%20Advisory%20Network.%20Find%20out%20ways

Planning

Vaccinations

Resident vaccination programme

Respiratory infections, such as covid and flu, can Have you given your
consent for your

relative or friend to
get vaccinated? |

spread easily and cause serious illness for
vulnerable people. Vaccination helps to build up
immunity to viruses, so that the body can more
easily fight them if infected. Like all medicines,
no vaccine is completely effective, and some
people may still get covid and flu despite having
a vaccine, but any iliness should be less severe.

Vaccinations support care home residents in the
same way, and help to limit the onward spread
of infection in the care home. o )
Pwiheas K SOUST  NHS

Scotlan: s SCOTLAND

Q Staff vaccine programme

Health and social care staff who work directly with
Social care staff who work . . .
e residents, or provide care and support services,

being offered the flu and are eligible for the flu and COVID-19 vaccines
COVID-19 vaccines. this year.

Heolthier
it (SO NHS,
Seotland I MOTLARD

Resources For more
information and

to book your
appointment

Public Health Scotland
Vaccine Resources

E]ﬁé;: NHS Inform

E-ﬁs Winter Vaccines

e

e Vaccination Helpline

0800 030 8013

4 NHSGGC care home winter readiness pack


https://publichealthscotland.scot/media/28749/care-home-a3-poster-english-aug-2024.pdf
https://www.england.nhs.uk/south/info-professional/public-health/immunisations/influenza/
https://www.nhsinform.scot/winter-vaccines/
https://www.nhsinform.scot/winter-vaccines/
https://publichealthscotland.scot/publications/care-home-winter-vaccine-resources/
https://publichealthscotland.scot/publications/care-home-winter-vaccine-resources/

Technology

The contribution of technology to health and
social care is growing. Digital apps such as

the Right Decision Service give health and
social care staff access to a wealth of
information at the touch of a button.

The Right Decision Service is a '‘Once for

Scotland' source of digital tools that enable

people to make safe decisions quickly ‘on
the go’, based on validated evidence. It
provides health and social care
organisations with tools to build decision-
ready guidance, pathways, risk scoring
tools, shared decision aids and other
decision support resources.

Find out more here

You can download the service as an App
or use the web based resources.

The website contains resources and
free learning opportunities for care
homes.

Care Home
Collaborative

Technology enabled care and video

Planning

consultation services support quicker access

to advice, support and treatment, in

the

comfort of the care home environment.

Video consultations

ofEE S

Near Me is a video consulting service

that enables people to attend
appointments from home.

To access this you need a device

for

making video calls like a smartphone and

an internet connection.

As outlined in the NHSGGC Primary Care Strategy 2024-2029, technology has the
potential to give quicker access to care and improved resident outcomes.
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https://rightdecisions.scot.nhs.uk/
https://www.youtube.com/watch?v=YxDfaFIm2B8
https://www.nhsggc.scot/your-health/care-homes/care-home-collaborative/
https://rightdecisions.scot.nhs.uk/#:~:text=The%20Right%20Decision%20Service%20(RDS)%20provides%20health%20and%20social%20care

Nutrition and hydration

Our bodies can react differently to the cold, making it
harder to manage some health conditions and more
difficult to fight infections. Within NHSGGC, the
Malnutrition Universal Screening Tool (MUST) is
used to screen all residents to identify malnutrition
risk. For more information about nutrition in care
homes, please click here.

Eating and drinking tips to stay well this
winter:

« Increasing protein sources will support
maintenance of muscle mass, keeping the body
stronger to fight infection. Protein sources
include meat, poultry, fish, eggs, milk and dairy,
tofu, nuts and seeds.

- Encourage healthy snacking. Sometimes
appetite can decrease in the winter months so
it is important to follow a small and often
approach, offering nourishing snacks between
meals.

- Make mealtimes count. Healthy meals consist
of protein, carbohydrates, healthy fats and fruit/
vegetables. A balanced diet will help residents
obtain all vital nutrients throughout the day. For
more information have a look at the mealtime
experience poster here

« Get a vitamin boost:

o Vitamin C boosts immunity. Find it in citrus
foods, strawberries, red peppers, and
cruciferous vegetables (e.g. broccoli,
cauliflower and sprouts)

o Vitamin B12 helps support cognitive health
and memory. Find it in eggs, milk and dairy,
meat and some seafood

o Vitamin A and K support many things,
including bone health and immunity. Good
sources include leafy greens, dairy
products and tofu.

Prevention

Making the most of familiar foods

If a resident is unwell, or their
appetite is poor, it can be useful
to offer nourishing versions of
foods you know they like.

For further ideas check out the
food first poster. ElEnss

Offer regular fluids:

It can be hard to stay hydrated when
the weather is colder. Encourage
residents to drink regularly throughout
the day.

For more information
have a look at the
hydration poster.

How to offer fortified milkshakes

If a resident scores a MUST of 1 or
above and is started on a MUST
Step 5 pathway, fortified milkshakes
can be an important source of
additional nutrition. For more
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https://rightdecisions.scot.nhs.uk/media/atjlm5ti/mealtime-experience-poster-v2.pdf
https://rightdecisions.scot.nhs.uk/media/iqmnufhe/food-fortification-poster-v2.pdf
https://rightdecisions.scot.nhs.uk/ggc-nutrition-in-care-homes/
https://rightdecisions.scot.nhs.uk/ggc-nutrition-in-care-homes/food-first-and-project-milkshake/
https://rightdecisions.scot.nhs.uk/media/cfkdisgq/hydration-poster-v-2.pdf

S kl n Prevention

Colder weather and indoor heating can cause increased moisture loss, so during the winter
months your residents’ skin might be drier. This can make skin feel rougher, itchy, or flaky,
increasing the risk of skin breakdown from skin tears, moisture associated skin damage
and pressure ulcers. Thankfully there are lots of ways to protect your residents’ skin

Skincare

Moisturisers (emollients) can help smooth and hydrate the skin. Creams and |
ointments are more effective and less irritating than lotions. Recent studies _Fk

within care homes have shown that keeping residents’ skin moisturised and
supple with application of emollients can significantly reduce skin tears and
pressure ulcers.

Shorter baths or showers

Contact with water, and non pH balanced soaps, can strip away the
skin’s protective oily layer, leaving skin irritated. So, try to keep baths
and showers as short as possible, and use pH balanced cleansing
products. Gently pat dry the skin and apply emollients straight after to
lock in the hydration

Stay hydrated and eat well

Drinking water boosts our skin moisture levels. We know that if we'’re
dehydrated our skin will feel dry. We often don’t feel particularly thirsty during 4:'
winter, but central heating can make us more dehydrated. IZ
Eating foods that contain water can keep your skin hydrated. So try to eat O
foods like cucumber, tomato, spinach, broccoli, watermelon, apples, citrus
fruits and berries.

Scan the QR code for more skin
and wound care from the
Right Decision Service

Scan the QR code to access
the NHSGGC Prevention
and Management of Skin
Tears

(OFews
; gﬁ
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https://rightdecisions.scot.nhs.uk/skin-and-wound-care/

Prevention

Keep moving

Physical activity helps manage stress and anxiety, improve sleep quality, and maintain
mobility. Keeping care home residents active during the winter months, can be challenging,
but is essential for their physical and mental well-being.

Here are some practical ideas and resources to encourage activity among residents during
winter:

S“A Y Indoor Walking: facilitate walks within the care

CT' VE! home or local venues such as shopping centres,
( cafes, or garden centres. Museums and stately
\ \ L ( \ , homes can also provide a change of scenery and
; an opportunity for gentle exercise.
N~

Indoor Gardening: Cultivating indoor plants can
be a rewarding winter activity. Staff can assist
residents in setting up a small indoor garden in a
conservatory, greenhouse, or even on a window
sill. Engaging in tasks such as pruning, re-potting,
or planting seeds provides physical activity while
allowing residents to maintain a connection with
nature.

Festive Preparations: The holiday season offers
numerous opportunities for residents to stay active
through festive activities. Staff can involve
residents in wrapping presents, decorating the care
home, or light baking. These tasks not only
promote physical activity but also foster a sense of
community and shared experience among
residents.

For further information and resources on keeping residents active and
engaged in meaningful activity in winter and throughout the year visit the
resource section under Meaningful Activity - Keep Moving
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https://www.trellisscotland.org.uk/content/sensory-garden-touch
https://www.nhsggc.scot/your-health/care-homes/care-home-collaborative/care-home-collaborative-resources/

Prevention

Reducing the risk of falls

Falls can have a serious impact on a resident’s health and o Gigh o e W s WS
wellbeing. Falls cannot always be prevented but there are
Suitable Footwear for Care Homes

Thiss guidance will SUpRO youw 10 Fhise MvaneneEs with your residems and their

many simple things that you can do to promote the health 3 6T St i e T o S A

and balance.

of your residents and to try and reduce the risk of falls and WSS SIS RISt M i St s s s i
Examples of Good Footwear Examples of Poor Footwear

injury.
. . e L e
Completing a regular Falls Risk Assessment and shoe orto the foot when walkin. * Bockiess type footwos/Sandals:
. . : e e iy Vo Toot  nou vaksed.
developing a falls care plan will help to reduce the risk of eemEmse T S
ping P P wares i tht St
your and cause . i
your resident falling. Click the posters for a more in-depth e
|Ook : mﬂgﬂmmm " :;:O::i-:m PULE BIFEIn OR your
' ’ stability. S ﬂ:&:ﬁ:muﬁsﬁw
# Taxtured flexible non-dip sobe to when valing.
help prevent slipping.

@

w §
ete

Video resources include:

- Falls facts and risk factors

« Reducing falls risk

« Vision and Hearing

- Footwear and foot health

- Mobility and Physical activity

« Dizziness, blackouts and
palpitations

« Medication

- Consequences of falls

\

—
Access all falls S

prevention resources
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https://www.nhsggc.scot/downloads/walking-stick-poster/
https://www.nhsggc.scot/downloads/falls-reduction-zimmer-poster/
https://www.nhsggc.scot/downloads/footwear-poster/
https://www.careinspectorate.com/images/documents/2737/2016/Falls-and-fractures-new-resource-low-res.pdf
https://www.youtube.com/playlist?list=PLuRwk1NAWu31h-psUW_OYw5Ih2HWq9Er0

Prevention

Infection prevention and control

Standard Infection Control Precautions (SICPs)

SICPs are the basic infection prevention and control measures, whether infection is known
to be present or not. SICPs should be applied by all staff, in all care settings, at all times
for all residents. By following SICPs you are helping ensure the safety of residents, staff
and visitors in your care home.

Transmission Based Precautions (TBPs)

Examples of when TBPs are required include: when caring for a resident with vomiting
and/or diarrhoea, or when caring for a resident with suspected respiratory infection not in
keeping with their normal respiratory function.

Hand Hygiene is one of the simplest things we can do to help prevent the spread of
infection. Scan the QR code to view our two short videos demonstrating hand hygiene
technique. Remember alcohol based hand rub should not be used to carry out hand
hygiene when caring for a resident with vomiting or diarrhoea illness.

as the National Infection Prevention & Control
N I PCM L] Manual (NIPCM) and the sector specific Care
Home Infection Prevention & Control Manual (CH
IPCM).

Your Moments for : 1he manual includes materials such as posters you may
Hand Hygiene want to display in your home to remind staff, residents and

Health care in a residential home

@ o m visitors of simple measures such as respiratory and hand
e . . .
'.*_‘“‘ A hygiene. Also within the manual are helpful resources for

'- IR
" A

on and removing PPE as well as guidance on glove
selection.

[.. el Yhg m staff including posters showing the correct order for putting

Access additional resources to help refresh your

knowledge of SICPS and TBPS
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https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://www.nipcm.scot.nhs.uk/media/1444/who-4-moments-residential-care.pdf?_gl=1*12vwcta*_ga*NzQxNzQ5ODE5LjE3Mjc4NjE0Nzk.*_ga_G065P08D7L*MTcyNzg2MTY2NS4xLjAuMTcyNzg2MTY2NS4wLjAuMA..
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it
https://nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#:~:text=The%20manual%20aims%20to:%20make%20it

Planning

Managing an outbreak

If you notice 2 or more residents or staff meeting the
criteria below, occurring within 14 days, in the same
area of the care home you might have an outbreak.

a high temperature (>38C) or shivering (chills)

« a new, continuous cough — this means coughing
a lot for more than an hour, or 3 or more
coughing episodes in 24 hours

- aloss or change to sense of smell or taste

- new or increased shortness of breath

« an aching body/headache/ sore throat

. diarrhoea — this means three or more loose
(liquid) stools in 24 hours or more frequently
than normal for the person

. feeling sick or being sick

Handy Tip

Consider influenza or Covid-19
as an alternative in residents
with suspected chest infection or
cough.

Please contact your local health protection team if
you suspect an outbreak. You will be guided to take
appropriate samples of up to 5 symptomatic people
to help to confirm the cause of the outbreak.

For further information on what to do in the
event of an outbreak visit COVID-19 -
information and guidance for social and
residential care settings

You can also visit the National Infection
Prevention & Control Manual (NIPCM) and
the sector specific Care Home Infection
Prevention & Control Manual (CH IPCM)
where you will find helpful resources for
gastrointestinal and respiratory illness,
including checklists and charts for recording
resident symptoms.

Resources
Public Health Scotland

National infection prevention and control Manual
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https://www.nipcm.hps.scot.nhs.uk/media/2359/2024-10-07-ch-ipcm-resource-for-resp-illness-v20.pdf
https://www.nipcm.hps.scot.nhs.uk/media/2357/2024-10-07-ch-ipcm-resource-for-gi-illness-v20.pdf
https://www.england.nhs.uk/south/info-professional/public-health/immunisations/influenza/
https://publichealthscotland.scot/
https://www.nipcm.hps.scot.nhs.uk/care-home-infection-prevention-and-control-manual-ch-ipcm/#a32800
https://publichealthscotland.scot/publications/covid-19-information-and-guidance-for-social-and-residential-care-settings/covid-19-information-and-guidance-for-social-and-residential-care-settings-version-29/#section-7
https://publichealthscotland.scot/publications/covid-19-information-and-guidance-for-social-and-residential-care-settings/covid-19-information-and-guidance-for-social-and-residential-care-settings-version-29/#section-7
https://publichealthscotland.scot/publications/covid-19-information-and-guidance-for-social-and-residential-care-settings/covid-19-information-and-guidance-for-social-and-residential-care-settings-version-29/#section-7

Recognising changes

Responding to deterioration

RESTOREZ2 is a physical deterioration and
escalation tool for care/nursing homes, and
is based on nationally recognised
methodologies including early recognition
(Soft Signs), the national early warning score
(NEWS2) and structured communications
(SBARD).

RESTOREZ2 is designed to support homes
and health professionals to:

Recognise when a resident may be
deteriorating or at risk of physical
deterioration

Act appropriately according to the
resident’s care plan

Obtain a complete set of physical
observations to inform escalation and
conversations with health professionals
Speak with the most appropriate health
professional in a timely way to get the
right support

Provide a concise escalation history to
health professionals to support their
professional decision making

Resources

Wessex Patient Safety Collaborative:
RESTOREZ2 and RESTORE2 Mini

resources can be found on the Care Home

Collaborative Website.

RESTCRE2

Recognise Early Soft Signs, Take Observations, Respond, Escalate

Care Home
Collaborative

The Care Home Collaborative can
support implementation in care homes
across GGC.

@@ . .
Contact us for more information
A

RESTCRE2 m

Recognise Early Soft Signs, Take Observations, Respond, Escalate

RESTOREZ2 Mini is a shortened version of
the full RESTOREZ tool and is ideal for
introducing to residential homes (that are
currently unable to take physical
observations) to the concepts of soft signs
and SBARD structured communication.

RESTOREZ2 Mini can help your team to:
- ldentify if a resident is deteriorating and
to get help earlier, supporting the
resident to remain at home.

Care Home
Collaborative
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https://healthinnovationwessex.org.uk/projects/329/restore2
https://www.nhsggc.scot/your-health/care-homes/care-home-collaborative/care-home-collaborative-resources/
https://link.webropolsurveys.com/Participation/Public/9a98bfb4-efd4-40e1-ae9e-f1b8248aeb1c?displayId=Uni2790602
https://www.youtube.com/playlist?list=PLrVQaAxyJE3cJ1fB9K2poc9pXn7b9WcQg
https://wessexahsn.org.uk/projects/329/restore2
https://wessexahsn.org.uk/projects/329/restore2
https://wessexahsn.org.uk/projects/329/restore2
https://wessexahsn.org.uk/projects/329/restore2
https://www.nhsggc.scot/your-health/care-homes/care-home-collaborative/
https://link.webropolsurveys.com/Participation/Public/9a98bfb4-efd4-40e1-ae9e-f1b8248aeb1c?displayId=Uni2790602

Recognising changes

Supporting residents with delirium

Delirium is a mental state that causes confusion, disorientation, and problems thinking or
remembering clearly. It usually starts suddenly, over days or hours but, if detected quickly and

treated, it can be completely reversible!!

HIS (Health Improvement Scotland) resource
outlining strategies and tools for the
identification, management and prevention of
delirium.

Prevent it, suspect it, stop it

Delirium can be prevented and treated.
Remember the causes of delirium.

=9 DELIRIUM

Delirium is & serious, life threatsning condition that develops rapidly over days or hours.
H an older peracn develope delirium they are much more likely to:

+ Exparience o high lovel of distress

« Have an increased risk of developing dementia ar a rapid and irreversible decline in

dementia

+ Continue to experionce the symptoms of delirium for up to 8 monthe

» Bo admitted to hospital

» Have an increased rigk of mortality

5
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It is important to know that there are different types of delirium

wetat‘-*i\'e Deﬁ"’b woacti\re DE"f-':r‘c,
Y\ » ‘Nﬁ'ed Deﬁﬂ"um \k
' mm’ + Lethargy
« Poor sleep Can fluctuate between : :::hrudlet Intake
« Hallucinations hypoactive and A
+ Easily startled hyperactive delirium « Not interested in usual
» Delusions during the course of the things they enjoy
« Aggression day or day by day. - Seems depressed

When there are changes in the mental state of a resident
THINK DELIRIUM!

What is ﬂ ﬂ E}E:,

Delirium?

Delirium
Guidance

e@® SEmo

i
SEHE L
@:.Ft!‘:?&."n 28N

AN
90
(A
At ﬁ%@?
BUkLAT
‘§§ S

When caring for someone with

delirium, it’s helpful to:
ensure hearing aids, glasses and dentures
are available at all times
have a gentle and friendly approach,
smiling and providing reassurance
talk and keep the person informed in short,
simple sentences
check that the person has understood you
and be prepared to repeat what you have
said if necessary
try to make sure someone the person
knows well is with them, because
familiarity helps
try not to agree with any incorrect ideas
caused by delirium but disagree tactfully
and change the subject
keep a calendar or clock (or both) within
view
bring in some familiar objects from the
person’s home to keep at their bedside
remind the person to eat and drink, and
help if needed

13 NHSGGC care home winter readiness pack


https://www.nhsggc.scot/downloads/delirium-toolkit-booklet/
https://rightdecisions.scot.nhs.uk/mypsych-app/foundation-doctors/my-foundation-teaching/delirium/
https://rightdecisions.scot.nhs.uk/calculator-suite-1/4at-delirium-screening-tool/
https://www.nhsggc.scot/downloads/causes-and-types-of-delirium-poster/
https://www.youtube.com/watch?v=BPfZgBmcQB8

Recognising changes

Rockwood Clinical Frailty Scale

Frailty Screening and Assessment

Screening can result in early detection of
frailty, which can help make changes to
plans or put support in place that can:

« Improve outcomes for residents
- Support residents to live well at home

- Potentially reverse the severity of
frailty

The information can be recorded in the
resident’s Future Care Plan

CLINICAL FRAILTY SCALE

VERY People who are robust, active, energetic
HT and motivated. They tend to exercise
regularly and are among the fittest for
their age.

HT People who have no active disease
symptoms but are less fit than category
1. Often, they exercise or are very active
occasionally, e.g., seasonally,

MANAGING People whose medical problems are
WELL well controlled, even if occasionally
symptomatic, but often are not
regularly active beyond routine walking.

LIVING Previously “vulnerable; this category

WITH marks early transition from complete
VERY MILD independence. While not dependent on

FRAILTY athers for daily help, often symptoms

limit activities. A common complaint
is being “slowed up” and/or being tired
LIVING
MILD
FRAILTY

-y O =i P

during the day.

People who often have more evident
slowing, and need help with high

order instrumental activities of daily
living (finances, transportation, heavy
housework). Typically, mild frailty
progressively impairs shopping and
walking outside alone, meal preparation,
medications and begins to restrict light
housework.

Information on using the
screening tool and access to
a free 15 minute eLearning
resource is available here ®

Healthcare

?b e Right Decision
"

Scotland

Service

The Rockwood Clinical Frailty Scale is a
measure of frailty based on clinical
judgement, designed to grade the degree
of frailty following a comprehensive

assessment.

The scale has nine points from
1: Very Fit to 9: Terminally ill

6 LIVING
WITH

MODERATE
FRAILTY

il =

TERMINALLY
IL

People who need help with all outside
activities and with keeping house.
Inside, they often have problems with
stairs and need help with bathing and
might need minimal assistance (cuing,
standby) with dressing.

Completely dependent for personal
care, from whatever cause (physical or
cognitive). Even so, they seem stable
and not at high risk of dying (within ~6
months).

Completely dependent for personal care
and approaching end of life. Typically,
they could not recover even from a
minor illness.

Approaching the end of life. This
category applies to people with a life
expectancy <6 months, who are not
otherwise living with severe frailty.
(Many terminally ill people can still
exercise until very close to death.)

SCORING FRAILTY IN PEOPLE WITH DEMENTIA

The degree of frailty generally
corresponds to the degree of
dementia. Common symptoms in
mild dementia include forgetting

the details of a recent event, though

still remembering the event itself,
repeating the same question/story
and social withdrawal,

DALHOUSIE
UNIVERSITY
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In moderate dementia, recent memory is
very impaired, even though they seemingly
can remember their past life events well,
They can do personal care with prompting.
|n severe dementia, they cannot do
personal care without help.

In very severe dementia they are often
bedfast. Many are virtually mute.

Clinical Frailty Scale ©2005-2020 Rockwood,
Version 2.0 (EN). All rights reserved. For parmission:
wers geriatricmedicineresearch.ca

Rockwood K et al. A global clinical measure of fitness
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https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf
https://rightdecisions.scot.nhs.uk/assessment-management-in-care-homes-and-care-at-home/clinical-frailty-scale-cfs/?collection=care-homes-care-at-home
https://ihub.scot/project-toolkits/focus-on-frailty/frailty-learning-system/frailty-identification/

Supportive Palliative Action  recegnising changes
Register (SPAR)

SPAR is a palliative indicator tool which can be used by care staff to assess change or
decline in any resident with a life limiting illness in a care home.

« SPAR is a combination of a palliative
Cureuomee(s) performance scale score (PPSv2) which

Collaborativs

describes the resident’s functional ability; and
a “traffic light” system, which indicates how
quickly their condition has changed.

. Staff use the tool to assess residents, looking
for any changes in condition, recognising both
deterioration and improvement.

- Each change in the “traffic lights” prompts
reflective care and conversations with the
resident and their loved ones about choices
for future care planning.

. SPAR also offers evidence of change and
decline to visiting care professionals,
facilitating a holistic approach.

Key points More information on SPAR

« SPAR can be used in conjunction with
other indicator tools such as RESTOREZ2.

- SPAR is an ideal way to broach realistic
conversations with relatives and loved
ones.

- SPAR is a great way to evidence carer
recognition of change and decline.
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https://www.nhsggc.scot/downloads/palliative-performance-scale-with-guidance/

Managing complexity

Managing falls

‘l-IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII..

" Care Home Falls Pathway via % .
Flow Navigation Centre (FNC) Cate Home Ealls Guidance Document
The Falls Pathway allows care home : Think

staff to quickly access support and advice
when a resident has fallen.

Is an emergency ambulance required
for the resident who has fallen?

Ask

Contact your GP, community team,
flow navigation centre or NHS24 for

clinical advice and support.
Do

Use assessment and observation to
monitor for deterioration or injury in
the hours following a fall. If available
and safe, use appropriate lifting
equipment. If it is unsafe to move
someone who has fallen, keep them
warm and reassure them until the
ambulance arrives. Ensure you have
up to date moving and handling
training. Continue to implement
existing falls prevention measures.

« Using the Care Home Falls Pathway
can help to avoid unnecessary visits
to hospital.

« It can also help to keep residents
comfortable at home in their own
environment.

The support offered might include advice,
and/or a next day appointment at a Minor
Injury Unit (MIU) or a range of other
community supports.

‘IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII..
..IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII“

*

*

*
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FNC - contact details

NHSGGC Administration Hub
e 0800 1412312

10.00 - 21.30

g EEEEEEEEEEEEEEEEEEEEEEEEEEEEE NN N NN N NN NN NN NN NN EEEEEEEN,
..lllllllllllllllllllllllllllllllllllllllllllllllllllllll“

"
*
*
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.canva.com%2Fdesign%2FDAGNwLQejiM%2FpkOJyqivgNfTRJYOj1ZFsA%2Fview%3Futm_content%3DDAGNwLQejiM%26utm_campaign%3Ddesignshare%26utm_medium%3Dlink%26utm_source%3Deditor&data=05%7C02%7CPaula.Okane%40nhs.scot%7Cda6ce8bd69644f9240b008dcd3d2715d%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638618148012957820%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=74cVExi0%2BI0pfo6eqBskUzS7HCH7p1DMNotp0Q4oyh0%3D&reserved=0

Managing complexity

Managing respiratory symptoms

Does the resident have an
Feeling breathless can be frightening and stressful. existing respiratory condition?
There are simple actions you can take to help the
resident.
» Positioning - support with pillows, whether
sitting up or side lying in bed
» Loosen tight clothing
- Open a window and allow air to circulate
- Encourage fluids and start fluid chart if
appropriate
- Breathing_techniques/relaxation techniques if
the resident has a chronic respiratory

« What’s normal for the
resident?

« Have they had their
prescribed medications?

« Do they have a rescue pack?
Use this as instructed or
seek advice from a
healthcare professional.

condition. Please consider these red flags:
« coughing up blood
- lips or hands changing colour
If a resident develops any of the following new or . chest tightness
worsening respiratory symptoms further action is
needed:
« sounds more chesty or wheezy than usual

« non-resolving chest pain

- severe or persistent

. breathlessness hoarseness
. cough or cold symptoms - increase in rate of breathing
- yellow or green sputum which would affect their

ability to speak in sentences
Where possible monitor the resident’s vital signs.

Concerns should be escalated to a senior within the Consider, an urgent referral to
care home or advice sought from the appropriate
health care professional. applicable for your resident
(please refer to their FCP and

the appropriate service, if this is

agreed plan of care).

Further respiratory resources
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https://www.asthmaandlung.org.uk/symptoms-tests-treatments/symptoms/breathlessness/how-can-i-manage-my-breathlessness#techniques

Managing complexity

Medicines

Pharmacy First is available via all community pharmacies, and care home
residents can access a defined list of medicines for common conditions.
This includes treatment of conditions such as simple pain relief, cough,
indigestion, hay-fever, skin conditions, dry eyes.

For times when some community pharmacies may be closed (at night and
weekends) you may want to consider having a homely remedy policy in
place. This allows care homes to keep a small stock of non-prescription
medicines which can be used to treat minor conditions for up to 48 hours.
These may include medicines like paracetamol, simple linctus and
antacids.

Diagnosis of UTI should be Polypharmacy
based on any symptoms and
guided by the Care Home UTI
assessment tool.

DO
DO

People living in care homes may have
several conditions for which they are
taking medication. This can result in
polypharmacy, which is described as
the use of multiple medicines.

ANTIBIOTIC

National guidance recommends

that we should not dipstick test
urine of people over 65 years. Consider referring residents to their GP

or Care Home pharmacy team for
RSk Taking antibiotics for UTI (or polypharmacy medication review if a
(S#E any condition) when they are resident is prescribed:
2EEE ot needed puts residents at
" risk of developing resistance

« 10 or more regular medicines
« multiple medicines that can cause
sedation (eg medicines for stress and

Just in Case medication distress, sleeping or pain)
- medicines which can lower blood
Residents who are approaching the end of life pressure or blood sugars
should have access to just-in-case medicines,
ordered proactively, to ensure supply is at the Manage my meds - Right Decision Service
care home when needed. A palliative Kardex
should accompany the supply of medicines E]l’!‘
and any unnecessary medications should be M s “&w““'s-
reduced or stopped. @i e am-i%
B
Scottish Palliative Eﬁ%’iﬁt qﬁg
Care Guidelines - ,..“,., i
Right Decision Service @ %
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https://www.nss.nhs.scot/pharmacy-services/pharmacy-services/nhs-pharmacy-first-scotland-pfs/#:~:text=The%20NHS%20Pharmacy%20First%20Scotland%20service
https://rightdecisions.scot.nhs.uk/manage-my-meds-for-patients-and-carers/?collection=managemeds-polypharmacy
https://www.sapg.scot/guidance-qi-tools/infection-specific-guidance/urinary-tract-infections-utis/
https://rightdecisions.scot.nhs.uk/scottish-palliative-care-guidelines/#:~:text=Scottish%20Palliative%20Care%20Guidelines.%20Announcements%20and%20latest%20updates.%20Welcome%20to
https://rightdecisions.scot.nhs.uk/scottish-palliative-care-guidelines/#:~:text=Scottish%20Palliative%20Care%20Guidelines.%20Announcements%20and%20latest%20updates.%20Welcome%20to
https://rightdecisions.scot.nhs.uk/scottish-palliative-care-guidelines/#:~:text=Scottish%20Palliative%20Care%20Guidelines.%20Announcements%20and%20latest%20updates.%20Welcome%20to

Managing complexity

Additional support for complex care

Facilitating a complex admission to a Care Home
Care Home
=)

e A 67-year-old visually impaired gentleman, living with

Type 1 diabetes, and chronic kidney disease,
needed admission to a care home. He also required
renal dialysis in hospital three times a week. His
family visited a local care home, as they wanted to
keep their dad in familiar surroundings, maintaining
his links to community and involvement in family life.

Your primary care team
(Community Nursing Teams, ANPs,
GPs, Pharmacist and others), along
with local ‘call before you convey’
pathways, are the first point of
contact for additional support if a

resident deteriorates. Their chosen care home was keen to support this

gentleman, but also felt anxious about how they
_ _ would be able to meet his needs. The care home
residents with complex needs, care manager reached out to the CHC for additional

homes should contact their local training to support the team prior to the gentleman’s
Multidisciplinary Team (MDT) and arrival.

the Care Home Collaborative

For additional support managing

(CHC). The CHC team worked with acute colleagues,
specialist dietitians and renal nurses, to develop a
bespoke training package for the entire care home

Additional support from the CHC team. This created opportunities for the team to

includes understand the particular needs of the gentleman

and to feel confident in caring for him. The family
were invited to the training sessions, giving them the
opportunity to share their knowledge of their dad’s
condition and what mattered to them.

- Review of complex wounds

« Support and signposting for
palliative care needs

« Support for environmental

assessment for residents with
dementia His daughter said that this approach gave the whole

. Support for IPC family confidence that their dad would be looked

« Links with specialist teams for

the care of residents with
complex needs

« Development of bespoke
training tailored to reflect
resident needs

For further details or support please
enquire to the CHC on 0141 427

8254 or at
ggc.chccontact@ggc.nhs.scot

19

after safely within the home and that they could
‘sleep well’ at night.

This collaboration has built effective relationships
between the gentleman, his family, the care home
team and the renal dialysis unit. As a result the
resident has been living well in the home for the last
6 months. This experience highlights how a
coordinated and personalised approach to care can
support residents with complex needs to live well
within care homes.
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Communication

Getting your message across

SBARD is widely used to support communication across different settings and different
staff groups. It supports staff to plan and provide accurate resident information, making the
reasons for escalation to health and care teams much clearer.

Situation

Who are you and where are you calling from?
Who is the resident?

What is the current situation?

Provide NEWS score if available

Background

What is the resident’s normal condition?
How has their condition changed?
Provide any medical history if available

Getting your message across
SBARD information

Assessment
What have you observed?
What have you done?
Do you have any idea what the problem might be?
. It’s no problem if you do not know, just say that you are worried

Recommendation
What would you like to happen next
- e.g. | would like you to come and see the resident in the next...
What will you continue to do in the meantime (give medication/ repeat obs)

Decision

Summarise your agreed plans so that you
are both clear on the ongoing support of the
resident, and plans for further escalation
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Talking to relatives Communication

@& THYME,,

REDMAP is a 6-step guide to

conversations with people who are
living with a serious illness, health (eroy] - SbweTaLcasor
condition or disability that may get

worse at some stage, or older people
who are becoming frailer, to help O 175r0s15] - we know /bon'T knoW

plan their care.

SAGE & THYME workshops support staff to use the
evidence based skills required to provide person-centred
support to people with emotional concerns or worries.

Using a memorable structure, each 2 hour 45 minutes
online workshop reminds staff how to listen, and respond
to distress in a way which empowers the resident. The
workshops discourage staff from ‘fixing’, and demonstrate
how to work with the resident’s or relative’s own ideas and
solutions first.

REDMAP FRAMEWOR K.

YOUR HEALTH + CARE?

_ WHAT D0 You KNow/
WANT TO TeLL OR ASK ME ?

WHAT IS IMPORTANT
~ To You/YouR FAMILY 2
) WHAT WE CAN DO/
°T'°N5 = THIS WILL NOT HELP
= _ LET'S PLAN AHEAD
O_? FOR WHEN/IF

EC4H is an advanced interactive workshop
which supports clinicians to talk about Future
Care Planning, informed by an understanding
of “what matters” to individuals and their
families.

The focus is on initiating conversations about
deteriorating health, people’s priorities and
plans for future care such as hospital
treatments options, further admissions and
CPR.
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https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://www.nhsggc.scot/downloads/sage-and-thyme-july-december-2024/
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended
https://learn.nes.nhs.scot/60446#:~:text=The%206-step%20REDMAP%20framework%20is%20recommended

Supporting the last days of life

. .
E" "S E : End of Life Aid Skills for Everyone (EASE) is a course

END OF LIFE AID SKILLS designed to enable people to be more comfortable and
e confident supporting family and community members with
issues they face during dying, death and bereavement.

EASE is designed for members of the public, and welcomes
adults of all ages, experiences and walks of life. The course
can be accessed by scanning the QR code.

Care after death

Any registered healthcare professional can carry out Confirmation of
Death once they have undertaken the appropriate training and
completed the competency requirements set for the Greater
Glasgow and Clyde area.

Verification of Expected Death (VoED) is no longer used.
Practitioners previously trained in this can follow the resources and
self certify their competency.

Most people at some point in their lives
find themselves responsible for making
the arrangements after the death of a

What to do relative or friend.
after a death

In Scotland
It can be a difficult and worrying time, and

this helpful booklet helps advise relatives
: of some of the things they may have to
11TH EMTION 017 do
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https://www.gov.scot/publications/death-scotland-practical-advice-times-bereavement-revised-11th-edition-2016-9781786522726/
https://rightdecisions.scot.nhs.uk/nhsggc-palliative-care/resources/confirmation-of-death/#:~:text=The%20first%20form%20should%20be%20sent%20to%20the%20Medical%20Practitioner
https://rightdecisions.scot.nhs.uk/nhsggc-palliative-care/resources/confirmation-of-death/#:~:text=The%20first%20form%20should%20be%20sent%20to%20the%20Medical%20Practitioner

Bereavement resources

Resources for families

Good end of life care recognises the importance of grief and provides bereavement
care and signposting to sources of further support

Cruse Scotland (N
Bereavement Support ' \ )/
'\-xl( - W H__!_-:. -
The experience of bereavement often \. -”}~ I :r'(\ | I fe I'
means that people’s lives will never - :_?,: ;lf Tf Jdle ‘_h
be the same. Sometimes they need ~ 1 1)
: : AN
help to manage their feelings. Cruse —
Scotland can provide them with time _ _
This national

and support to work through these
feelings and learn to live with their
loss.

organisation provides
support and advice to
enable people to have
open and honest
conversations around
death, dying and
bereavement

They have a free Helpline:
0808 802 6161

Monday to Friday 9am - 8pm E|!r_
Weekends 10am - 2pm

Resources for staff

NHS Support Around Death Scotland is an

Coping with death and bereavement as

Ed”r“' en a heqlth und sccic” care professfonu' NHS Educatlon for SCOﬂand WebSIte WhICh

Scotland

aims to support health and social care staff
who are working with patients, carers and
TeLL to H.,‘;'f:ﬁ';‘,,ﬁw_, families before, at, and after death. It
someane how you ond oSk nows they

are feeling oo provides key information on the clinical,
legislative, and practical issues involved.

Scan the QR code for a
range of resources
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https://www.goodlifedeathgrief.org.uk/
https://www.crusescotland.org.uk/
https://www.sad.scot.nhs.uk/
https://www.sad.scot.nhs.uk/

Supporting staff

Self-care for staff

People working in care spend their days caring for others, but it can sometimes be difficult to
ask for help for themselves. A range of self-care and advice services for staff is shown below.

»04'0.

*COPE

scotland

COPE Scotland offer some
gentle ideas to help calm your
mind, reduce worry, and find
ways to manage stress. Learn
to embrace selfcare

e

ACTION FOR HAPPINESS

Let's take action to be

Happier and
Kinder,
Together

Take Action

i (e)
it
e

o
%

'?":‘ i

P
Sl

Action for Happiness brings people together and provides practical
resources. We help each other learn evidence-based skills for happier
living, feel a sense of belonging and commit to personal

action to create more happiness, for ourselves and others.
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https://www.copescotland.com/#:~:text=Discover%20a%20range%20of%20innovative%20resources
https://www.copescotland.com/#:~:text=Discover%20a%20range%20of%20innovative%20resources
https://actionforhappiness.org/
https://actionforhappiness.org/
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Supporting staff
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*
&

National
Y Wellbeing Hub For staff to flourish and perform at their best, they

need to feel supported. In fact, support from
colleagues and managers is often reported as a
key factor in good workplace wellbeing. Knowing
the right thing to do to support staff through
challenges they’re facing isn’'t always easy though.

The National Wellbeing Hub is a partnership
between national, local and professional bodies
with a shared passion for looking after the
wellbeing of health and social services staff, and
contains a range of advice and resources.

*
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Support for leaders
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*

Leading to Change complements leadership
development and support at local levels for the
health, social work and social care workforces in
the public, independent and third sectors.

Leading with kindness and inclusion, and working
collaboratively with people will bring better
leadership, and this is the key to a more thriving
and resilient workforce within social work, social
care and health. One that lets us focus on what
really matters — the people we care for and who use
our services.

..lIIIIIIIIIIlIIIlIIIlIIIlIIIlIIIlIIIlIIIlIIIlIIIIIIIIIIIIIIIIIIIIIIIII‘
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https://leadingtochange.scot/sectors/social-care/
https://wellbeinghub.scot/resources/

Checklist

x b Suggested checklist to support your care home winter readiness plan.

Future Care Plans have been reviewed and updated. Changes have
been communicated to GP practice

Covid/flu vaccinations have been offered to all those eligible who live or
work in your care home.

Staff have undertaken IPC training and are aware of how to manage an
outbreak

Staff are able to recognise deterioration and confident in escalating
concerns

Staff are aware of the Falls Pathway and how to access the Flow
Navigation Service

Ensure contact details for your community teams are up to date

Check what support your community pharmacy can offer e.g Pharmacy
First service, palliative care pharmacy details, public holiday contact
details

Staff are aware of resources available to assist in talking to relatives,
care after death and bereavement

Registered nursing staff have completed confirmation of death training
(CoD)

Staff have access to wellbeing resources

This document was created using the South West Care Home Winter Readiness Pack by
Cornwall and the Isles of Scilly Health and Care Partnership. The NHS GGC guide has been
designed to complement and not replace local guidance and professional judgement. Full
comprehensive guidance can be found in NHS Inform and_Public Health Scotland and at the
NHSGGC Care Home Collaborative websites.
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https://www.nhsinform.scot/
https://publichealthscotland.scot/
https://www.nhsggc.scot/your-health/care-homes/care-home-collaborative/

