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CARE HOME RESIDENTS WITH COVID-19: CLINICAL TIPS FOR COMMUNITY STAFF 
 

 

This guidance has been developed to support community staff members who work in care homes, 

people’s own homes and other homely environments. It is intended to inform and complement the 

Standard Operating Procedures put in place by service providers across the county and should be 

applied with clinical judgement. It is based on the national Public Health England, NHS and 

Environment Agency guidance for COVID-19 available on the date of publication given above. 

Care home residents are among the most frail and vulnerable to the complications of COVID-19. A 

package of education, advice and tips has been put together for carers, with complementary SOPs for 

GPs and for community staff.  This document describes interventions that community nurses, 

therapists and assistant practitioners may be asked to undertake in care homes (and particularly in 

residential homes) to support the staff there to care for their ill residents, during the pandemic. You 

may be asked to help care for residents who have COVID-19, or those residents who do not have 

COVID-19 but who have other co-morbidities. 

Preparing to visit a Care Home 

Before going in to support a care home team, take a few minutes to gather the following information 

from the Care Home Support Service (CHSS) available on 01865 903400: 

1.  Name, address with post code, and telephone number of the care home  

(in case you need to call an emergency ambulance from within the building) 

2.  Name of the Care Home Manager 

3.  Name of the GP and practice, with telephone number, that provide care in that care home 

4.  The number of residents in the home 

5.  The name and telephone number of the CHSS lead or Community Manager on duty today who can 

provide additional advice if needed 

6.  Whether the home is known to have residents with COVID-19 

7.  Whether you need to bring your own supply of PPE 

8.  Whether you are likely to need to undertake tasks that require you to bring particularly equipment 

or supplies (e.g. phlebotomy? ECG?) 

 

Please also refer to the general guidelines for COVID-19 management produced for use in the CALM 

services (on Clarity Teams) including clinical assessment guidelines and thresholds for escalation, and 

the Oxford Health End-of-Life Care guidelines. 

Duration of infectivity and illness 

For most people, even the frail and elderly, this is a short illness for about 5-7 days followed by 

recovery.  An affected resident must remain isolated for at least 7 days, and until they have had no 

fever for 48 hours and their symptoms are improving. Note that the cough can continue for 3 weeks, 

but as long as the resident is otherwise improving and has not had a fever for 48 hours, they are not 

considered infectious from day 8 after their symptoms started. 

Unfortunately, a number of people with COVID-19 will get a more serious illness, with pneumonia, 

Adult Respiratory Distress Syndrome (ARDS), renal and cardiac involvement. 

https://ohft365.sharepoint.com/sites/end-of-life-care
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Recognising that a resident might have COVID-19 

The most common symptoms of COVID-19 infection are Fever over 37.8°C, or new persistent cough.   

People may also develop  

 breathlessness 

 exhaustion 

 muscle aches and pains 

 loss of appetite or sense of smell,  

 headaches or 

 GI upset; including nausea, diarrhoea and vomiting. 

In older people who are frail, COVID-19 may not be so obvious, and should be suspected if residents 

 fall or are less mobile 

 become confused (delirium), have worsening confusion or agitation 

 become sleepy and reluctant to get out of bed 

Managing in the care home 

Staff in Oxfordshire care homes have been given advice on Infection Prevention and Control and have 

access to nationally recommended PPE. This has changed frequently so some staff may be working to 

older guidance and may be uncertain regarding what PPE to wear. This has caused some anxiety so 

please be supportive in your approach and response. They have also had guidance on  

 isolating or cohorting patients who have suspected COVID-19,   

 those who have tested positive for COVID-19; and 

 those who must be shielded from it. 

Care Home staff have been advised to let the patient’s registered GP practice know about ALL 

suspected or confirmed cases of COVID-19. They should also tell the Care Home Support Service.  

If a GP agrees that this is a suspected case of COVID-19, they should complete a notification 

form without waiting for laboratory confirmation of a suspected infection. The notification form 

should be sent to PHE.thamesvalley@nhs.net. The GP can phone TVHPT 0344 225 3861 to request 

testing for that patient and for any other symptomatic patients in the care home. This is done by the 

community testing team, usually starting the next day. 

Clinical assessment of the resident 

Limited Examination 

https://www.cebm.net/COVID-19/rapid-diagnosis-of-community-acquired-pneumonia-for-clinicians/  

In order to reduce your risk during clinical assessment of someone with suspected COVID-19, do only 

those parts of the examination which are essential.  For example, if a resident is not complaining of 

chest pain or dizziness, then you probably do not need to check their blood pressure, which would 

require you to have close contact with them for several minutes. You might not even have to 

auscultate their chest if you were confident from the history alone that they had COVID-19.  

You may make a diagnosis of probable pneumonia based on the history of COVID-19 symptoms, fever 

greater than 38°C, respiratory rate greater than 20, heart rate greater than 100 and new confusion.  

https://www.gov.uk/government/publications/notifiable-diseases-form-for-registered-medical-practitioners
https://www.gov.uk/government/publications/notifiable-diseases-form-for-registered-medical-practitioners
mailto:PHE.thamesvalley@nhs.net
https://www.cebm.net/covid-19/rapid-diagnosis-of-community-acquired-pneumonia-for-clinicians/


Version date: 3
rd

 May 2020 

 

 3       

Temperature. It is expected that someone with COVID-19 may have a temperature of 37.8°C or 

higher and this does not need to be reported to the GP, if they are otherwise ok.  

Pulse oximetry is very helpful and some care homes have pulse oximeters to monitor their residents’ 

sats. Where appropriate, the patient / carer will be given a diary and written instructions as follows: 

 Remove any nail polish or false nails and warm the patient’s hand if cold. 

 Make sure the patient has been resting for at least five minutes before taking the 

measurement. 

 The patient’s hand should be resting on their chest at the level of the heart and held still. 

 Switch the pulse oximeter on by pressing the power button once and place it on their finger. It 

works best on the middle or index finger. It should not be used on the ear. 

 The reading takes time to steady. The pulse oximeter should be in place for at least a 

minute, or longer if the reading is not stable. 

 Record the highest result once the reading has not changed for 5 seconds. Sometimes the 

pulse rate continues to change every few seconds. If this happens, watch the display for a 

further 10 seconds and record the highest number seen. 

 Be careful to identify which reading is the heart rate and which is the oxygen level. See the 

instructions supplied with your pulse oximeter device. 

 

If the patient / carer is given an oximeter, they should be given the following advice: 

Ring the GP or 111 as soon as possible for advice if: 

 The patient’s oxygen level is staying at 94% or lower when sitting or lying down 

(for more than once in an hour); or 

 The patient is gradually feeling more breathless or unwell for 2 hours or more; or 

 The patient becomes short of breath when getting up to go to the toilet or 

bathroom (or a similar activity). 

 

Ring 999 for an ambulance if: 

 The patient is breathless and unable to complete short sentences at rest; or 

 Their breathing suddenly worsens within an hour; or 

 Their oxygen level is consistently 92% or lower (more than once in an hour); and 

 The patient wishes to be treated in hospital or their advanced care plan states they 

should be transferred to hospital if they become seriously unwell with COVID-19 
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Blood tests which may be requested by GPs for COVID-19 

Test Bottle Usual reason for doing test Features in COVID-19 

Lab FBC Purple ?low Hb (anaemia) 

?raised WCC  (infection) 

Lymphopenia 

Lab CRP Green ?raised CRP with infection CRP >125 is a poor sign 

Lab U&E Green Liver and renal function 

Rising creatinine and falling eGFR 

?AKI 

AKI, abnormal LFTs 

Lab D-dimer Blue Usually used when considering 

possibility of DVT or PE 

D-dimer is usually raised 

in COVID-19 and can be 

used to monitor disease 

progression in severe 

cases 

 

Preventing dehydration and Acute Kidney Injury (AKI).  If a resident has COVID-19 and has loss of 

appetite and reduced oral intake, and does not have significant peripheral oedema, consider the 

following actions: 

 STOP all diuretics for 3-5 days, then review and restart if the patient is improving   

 STOP metformin for 3-5 days, then review and restart if improving 

 STOP ACEi and ARBs for 3-5 days, then review and restart if improving 

 STOP oral NSAIDs. 

Reducing risk of delirium. Common medications to avoid, stop or reduce where possible include: 

 Tricyclic antidepressants, trazodone and mirtazepeine 

 Anticholinergic medications and acetylcholinesterase inhibitors 

 Benzodiazepines 

 Antihistamines; and  

 Tramadol. 

Symptom control for patients with COVID-19 

Fever and headache can be treated with paracetamol and good hydration. Oral ibuprofen is generally 

not recommended in the elderly. 

Hydration. Care homes in Oxfordshire have been provided with guidance advising their staff to 

support residents to drink around 2 litres of fluids a day to help control fever, prevent AKI and reduce 

the risk of delirium. They have also been advised to report if a resident is not drinking enough and is 

passing very little urine, or the urine is orange in colour, rather than pale yellow.  

GPs can consider whether to refer to one of the EMUs or to Rowan ward at the Horton Hospital for IV 

rehydration. Alternatively, Hospital at Home could be requested to administer 500mls IV normal saline 

over an hour, once a day, for up to three days. This is sometimes enough to keep a patient sufficiently 

hydrated, such that they are able to restart drinking for themselves. 
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Cough. NICE recommends that people try a spoonful of honey in the first instance. If this does not 

work, consider prescribing codeine linctus 15mg–30mg orally four times a day as required (increased 

up to 60mg orally four times a day for palliative care), or morphine solution 2.5mg–5mg orally every 

four hours as required (second line). 

Delirium / new or worsening confusion. Delirium is an acute deterioration in mental functioning 

arising over hours or days that is triggered mainly by acute medical illness, surgery, trauma, or drugs. 

It was previously termed ‘acute confusional state’. The main features are acute cognitive deficits and 

altered level of arousal, with up to half of patients also experiencing hallucinations or delusions.  

People with delirium can be hyperactive (restless) or hypoactive (drowsy, sleepy). Delirium varies in 

duration, mostly resolving within days, but in some people it can last weeks or months. It can cause 

significant patient and carer distress. 

Several tools can be used to identify delirium including the Confusion Assessment Method (CAM) 

(used in Oxfordshire Hospitals) and the 4 ‘A’s Test (4AT) (recommended by SIGN for use outside 

hospital settings). The 4 ‘A’s are Arousal, Attention, Abbreviated Mental Test 4, Acute change.  

Environmental factors are important: 

 Is the person in familiar surroundings? 

 With good lighting? 

 Have they got their glasses, hearing aids and teeth? 

 Can they see a clock and the day and date? 

 Has someone explained why people are wearing PPE? 

Consider whether there are causes of delirium other than COVID-19. In particular, is the resident:  

 In pain?  

 Unable to pass urine?  

 Constipated? 

 On medications that are associated with delirium (see medication review section above). 

 Unwell with a different infection? 

It can be very difficult to keep a resident with COVID-19 and ‘hyperactive delirium’ safely isolated. To 

reduce the risk of spreading infection to other residents and staff it may be necessary to prescribe 

sedation to control this. The regulations on Deprivation of Liberty Safeguards have been amended to 

permit this (see references).  Consider a prescription for oral haloperidol 0.5mg to 1mg at night and 

repeat the dose every 2 hours when required. Increase the dose in 0.5mg to 1mg increments as 

required (maximum dose 5mg daily in elderly patients or 10mg daily in younger adults).  

Breathlessness. Be aware that severe breathlessness often causes anxiety, which can then increase 

breathlessness further.  Actions that may help to manage breathlessness include 

 keeping the room cool, to improve air circulation by opening a window (but do not use a fan 

because this can spread infection)  

 encouraging relaxation and breathing techniques  

 changing body positioning - sitting the patient upright or leaning them forward with arms 

resting on a table can help. Avoid lying them flat on their back. 

Consider an opioid and benzodiazepine combination for patients with COVID-19 who are at the 

end of life and who are distressed by breathlessness. (See the End-of-Life guideline for more details.) 
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Pneumonia. Consider asking the Care Home to help residents complete a CALM Pulse Oximetry 

Diary to monitor for silent hypoxia which may indicate worsening disease. 

Where physical examination and other ways of making an objective diagnosis are not possible, the 

clinical diagnosis of community-acquired pneumonia of any cause in an adult can be informed by 

other clinical signs or symptoms such as:   

 Temperature above 38°C 

 Respiratory rate above 20 breaths per minute 

 Heart rate above 100 beats per minute 

 New confusion.  

NICE recommends offering an oral antibiotic for treatment of pneumonia in people who can or wish 

to be treated in the community if 

 the likely cause is bacterial; or 

 it is unclear whether the cause is bacterial or viral and symptoms are more concerning; or 

 they are at high risk of complications because, for example, they are older or frail, or have a 

pre-existing comorbidity such as immunosuppression or significant heart or lung disease (e.g. 

bronchiectasis or COPD), or have a history of severe illness following previous lung infection. 

In accordance with NICE guidance, a suitable first-choice oral antibiotic for most care home residents 

is doxycycline 200mg on the first day, then 100mg once a day for 4 days (5-day course in total). 

Doxycycline is preferred to amoxicillin because it has a broader spectrum of cover, particularly 

against Mycoplasma pneumoniae and Staphylococcus aureus, which are more likely to be secondary 

bacterial causes of pneumonia during the COVID-19 pandemic. Doxycycline should not be used in 

pregnancy, where oral amoxicillin 500mg three times daily or oral erythromycin 500mg four times 

daily for 5 days can be used as an alternative – please consult the NICE guidance for further advice. 

Signs of worsening disease  

Older people, or those with other chronic health conditions, frailty, impaired immunity or a reduced 

ability to cough and clear their secretions, are more likely to develop severe pneumonia. Some people 

will benefit from hospital admission to support them through a period of more severe COVID-19 

disease. Signs and symptoms of more severe disease include: 

 hypoxia – consider admission if appropriate for anyone with an oxygen saturation level of 

92% or less (88% or less if COPD) 

 severe shortness of breath at rest or difficulty breathing 

 coughing up blood 

 blue lips or face 

 feeling cold and clammy with pale or mottled skin 

 collapse or fainting (syncope) 

 new confusion 

 becoming difficult to rouse 

 little or no urine output. 
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Decisions about hospital admission  

The decision about whether to admit a resident to hospital should be taken in conjunction with the 

patient, their carers, next of kin, and the clinical staff (and if the patient lacks capacity, then working 

within the framework of the Mental Capacity Act 2005). Take into account 

 the severity of their illness, including symptoms and signs of more severe pneumonia  

 the care that can be offered in hospital compared with the care offered in the home 

 the patient's wishes, advance directives and care plans  

 local NHS resources available during the COVID-19 pandemic, including availability of 

Hospital at Home services, day assessment units and ambulatory care 

 the risks of hospital admission - this includes the loss of contact with families who may not be 

permitted to visit and being away from familiar surroundings and carers. 

 

End-of-Life care 

Unfortunately some residents will not recover from their COVID-19 illness. The disease, in combination 

with their pre-existing medical problems, will be too much for some residents to cope with and they 

will die. For some people with COVID-19, death can happen quite suddenly and unexpectedly, 

possibly from the effect the virus has on the heart. 

If a resident is in the terminal phase of their illness, please follow the End-of-Life Care guidelines 

which have been drawn up separately (link below in references). It is important to know what 

Advanced Care Plans have been put in place for a resident, including whether they would want 

treatment in hospital or not. 

A 24-hour End-of-Life Care advice helpline is also available for Oxfordshire carers and clinicians on 

0300 561 1900. Packs of anticipatory medications (e.g. containing oral lorazepam, haloperidol, oral 

morphine solution and hyoscine patches) are available to district nursing teams and in some OOH 

bases and can also be prescribed in advance by the GP. 

 

Support for clinicians 

Clinicians and carers are under enormous stress, working very hard, in unfamiliar ways, to keep 

residents and themselves safe. You may be caring for very sick residents and may need to deal with 

the deaths of residents. To support you at this difficult time, local Palliative Care Consultants are 

available to talk with you about any concerns or worries you may have, including the stresses of 

looking after a dying patient or dealing with loss and bereavement.  They can be accessed via the Care 

Home Support Service. 
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