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Introduction

Across Bradford district and Craven our aim is to 
keep people happy, healthy at home. 

We have a range of services that can support people at home (including 
Care Homes) to avoid unnecessary hospital admissions or attendance at 

emergency departments  

This Winter pack has been developed to raise awareness of the range of 

services and support that is available to Care Homes across Bradford 

district & Craven. Please print the pages out and display them within 

your Care Home as appropriate. Ensure you also print the poster out 

with the QR code so staff can easily access this resource online.

There is also information on how you can support our wider health and 

social care teams to reduce lengthy hospital stays and support people to  

return to their usual place of residence as quickly and safely as possible.



Hospitals are not always the best 
places for older people

They could have worse outcomes 
associated with hospital admissions 

including increased frailty, confusion, and a 
decline in function of the body due to 

inactivity



Concerned about a resident?

Telemedicine provides you with a 24/7 clinically led service that not only 

offers advice, support and guidance but can also directly refer you into the 

Urgent Community Response or Virtual Ward if required

Accessing the right response at the right time for people living 
in Care Homes



Check your internal policies and decision trees – do they refer to 

Telemedicine as the first point of contact?



How to use Telemedicine

Ensure your care home laptop is fully charged and 

staff know where to find it when needed!

For 

technical 

support 

please call 

0330 

088 3312



If your resident has a fall…

88% of residents remain in their care home post-fall when being assessed through the 

Telemedicine Service

Telemedicine provides you with virtual face-face access to a team of senior nurses, based within the Digital Care 

Hub.  Assessments of residents who have fallen and the development of a falls risk assessment and prevention 

plan can be carried out remotely.

If the person has suffered a minor injury 

from the fall and requires treatment that 

can be carried out within the Care 

Home, the Telemedicine service will be 

able to refer you onto other services 

such as Urgent Community Response.

Our Urgent Community Response (UCR) service 

provides a two-hour response to people who are at risk of 

admission (or re-admission) to hospital due to a ‘crisis’ and 

are likely to attend hospital within the next two to 24 hours 

without intervention to prevent further deterioration and to 

keep them safe at home.  

We also have established pathways in place with YAS where any calls received from Care Homes that are classified as 

Category 3 or Category 4 will be routed from 999 to the Telemedicine Service to see if we can support residents and 

avoid an unnecessary attendance to hospital. 

Save time, contact the Telemedicine Service before calling 999, unless it’s an emergency (e.g. 

fracture or severe bleeding).

Even if someone has 

already dialled 999, you 

can still contact 

Telemedicine as they 

could take-over before an 

ambulance arrives!



Vision and Footwear

Falls – useful resources

Watch our bitesize videos delivered by Stephen Pugh, Falls Prevention Lead at 

Bradford District Care Trust (click on the links below):

Strength, Balance & 

Environment

How cold weather affects older people – a video by Age UK:

Click Here

Become a Falls Fighter – check out this free 20 minute training resource that can 

be delivered to your staff to raise awareness of falls prevention:

Free Fall Prevention Course - RoSPA

Bitesize videos

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.youtube.com%2Fwatch%3Fv%3DlEk3-AIIHOw%26t%3D0s&data=05%7C02%7Clisa.oldfield1%40nhs.net%7Cd8b60efebd83461ae65d08dc78d2a02b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638518093240479050%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=2rDtHRwc2Cl%2BVNJxJ%2FuKEKtmlA3uLncaaUMJlbsZliM%3D&reserved=0
https://youtu.be/E0-tYdGqHbc?si=bZz6YKyY_wuE3IwC
https://youtu.be/E0-tYdGqHbc?si=bZz6YKyY_wuE3IwC
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.youtube.com%2Fwatch%3Fv%3DstmYCgRbgfE&data=05%7C02%7Clisa.oldfield1%40nhs.net%7C8e1054ef3e974c663c3e08dcfcc69183%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638663176998328341%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=hsF2V1wcqaFw8Ah316NPsfyCha9%2FeUWA0W%2BCeiLoEHw%3D&reserved=0
https://www.rospa.com/policy/home-safety/advice/falls-prevention/fall-fighter


Benefits of using Telemedicine

• Prompt referral to other services including Urgent Community Response 

teams where face-to-face multi-disciplinary assessments and interventions 

may be offered within the Care Home.

• Reduction in onward referrals and hospital attendance:

• Sending a resident into hospital can have a detrimental effect as it can 

increase confusion, increase infection risks, result in delays in 

treatment, increase the risk of deconditioning and increased falls

• No requirement to release staff to escort residents to hospital

Worried about a 

resident and need 

support?

Have a question 

you can’t answer?



What is an Urgent Community 
Response service?
Our Urgent Community Response (UCR) service provides a two-hour response to people who 

are at risk of admission (or re-admission) to hospital due to a ‘crisis’ and are likely to attend 

hospital within the next two to 24 hours without intervention to prevent further deterioration and 

to keep them safe at home.  

Nursing and residential homes will need to contact the Telemedicine Service (TMS) in the 

first instance for triage/advice/support/guidance regarding referral into the UCR service and if 

required the TMS will refer directly into the UCR service

Interventions will be time limited between 24-72 hours and will cover 

a range of elements:

(Step up to Virtual Ward if ongoing interventions required post 

72hrs.)

Including: 

• Comprehensive Geriatric Assessment 

• Diagnostics point of care testing e.g., bloods, urine 

• Medical/nursing/therapy interventions 

• Prescription and/or administration of medication for pain or 

symptoms relief

• Catheter care to relieve immediate discomfort

• Medication review 

• Social care support (BEST)

• IV therapy

The person is:  

✓ Over 18 years 

✓ Registered with a GP in 

Bradford district & Craven 

✓ Experiencing a crisis 

which can be defined as a 

sudden deterioration in 

their health and wellbeing 

✓ Require an MDT approach 

✓ Able to have a health and 

social care needs met 

safely within 2 hrs at 

home



What is a Virtual Ward?

Our Virtual Wards support patients, who would otherwise be in hospital, to receive the acute care and 

treatment they need in their own home (including Care Homes). This includes either preventing 

avoidable admissions into hospital or supporting early discharge out of hospital.

After a period of up to 72 hours a person may be discharged from Urgent Community 

Response (UCR) with no further interventions needed or referred into wider community teams 

for some additional support. 

If there is a need for ongoing treatment that can still be provided in their usual place of 

residence, they could be stepped up into our Virtual Ward service.

Nursing and residential homes will need to contact the Telemedicine Service (TMS) in the first instance to seek 

triage/advice/support/guidance regarding referral into a VW service and if required the TMS can refer directly into the 

VW service.

Increased patient choice and personalised care, allowing patients to be treated in 

a more comfortable home environment.

Caring for people in their own homes can contribute to fewer hospital-acquired 

infections, falls and complications. 

Reduced emergency department (ED) presentations and hospital 

admissions through the provision of timely multidisciplinary care.

Benefits of using Virtual Ward:



What actions can you take to be more pro-
active with the care of your residents?

Ensure all residents are up to date with immunisations and non are 

missed such as Flu / Covid

Ensure all resident’s contact details are up to date

Work with  your PCN/GP practices to ensure long term condition 

checks  and medication reviews have occurred in the last 12 

months

Ensure all residents have ReSPECT plans in place and you have 

the most up to date version



What if my resident is 
deteriorating?

Deterioration is when a resident 

moves from their normal clinical state 

to a worse clinical state.

This increases their risk of illness, 

sepsis, organ failure, hospital 

admission, further disability and even 

sometimes death.

Recognition – Spot the early signs 

that a resident is deteriorating

Response – Think what actions do 

I need to take?

Communicate – Escalate your concerns 

and ask for help from other 

healthcare staff Think: Telemedicine

To improve resident outcomes, 

it’s important to focus on:

Why do we need to spot 

deterioration early?

• Responding early will ensure 

that the resident receives ‘The 

right care, at the right time by 

the right person’

• Prompt treatment and care will 

enhance the resident’s comfort 

and promote recovery

• We can avoid some hospital 

admissions which may not be in 

the resident’s best interest or 

wishes



Care Home Liaison Team

Response within 48 hours as not a crisis service

Mental health support

Advice and signposting

Support with behaviours which challenge

Maintaining people’s mental health in care homes is just as important as 
meeting their physical health needs. The Care Home Liaison Team can 

support you with:

The Care Home Liaison Team 

can be contacted 

Monday - Friday 9am-3:30pm 

Please email: 

CHL.OPMH@BDCT.NHS.UK

mailto:CHL.OPMH@BDCT.NHS.UK


Recognition of Life Extinct 
(RoLE)
When one of your residents dies there are several processes which need to take place. One of them is 

confirming that your resident has died called Recognition of Life Extinct (RoLE). This allows the 

funeral director to take their body to a chapel of rest, and for the GP to complete the death certificate. 

Who can undertake RoLE and how can you support 

the Telemedicine Service to carry out RoLE virtually?

Registered Nurses, such as District Nurses and those working in the Telemedicine 
Service can carry out the RoLE process for residents where their death is expected.

An expected death is one where the resident was on the GP’s Gold Standards 

Framework (GSF-palliative care) register and had a ReSPECT form with a 

DNACPR decision.  They do not need to have seen a GP in the last 28 days for 
death to be expected.

A nurse can carry out the process either over video link with your support to help them, 
or in person.  

They will ask you to check if the resident is breathing, if they have a pulse, if they have 

any eye movement and if their pupils are fixed and dilated. Once this has been done, the 

Telemedicine Service will undertake the required next steps to confirm RoLE so the 

Funeral Director can take the body to the chapel of rest and the GP can complete the 
death certificate.

Nursing Homes may undertake RoLE independently and this can continue however, 

support is also available for staff working within Nursing Homes from the Telemedicine 
Service too if staff feel they would value additional support. 

For the nurse in the 

Telemedicine Service to 

undertake RoLE virtually, 

they will require you to 

support them. They will still 

be the person responsible 

for undertaking and 

recording the outcomes of 

the task but will need you 

to act as their eyes and 

ears. To support the 

nurse in the 

Telemedicine Service to 

carry out RoLE you will 
need:

A Pen

A Torch

Appropriate 

personal 

protective clothing
If you do not feel confident or able to help the TMS with this process, you do not 

have to and should not feel pressured into doing this task.



Moving between hospital and 
home (including care homes)

Without it, people can experience: 

Good communication is essential when residents are 

moving between hospital and their usual place of 

residence. 

Unmet care and support needs

Avoidable hospital readmissions

Unnecessary long stays in hospital which can lead to further deterioration 

and risk of infection.

It is recognised that there will be times when it will be appropriate for your 

resident to attend an emergency department or be admitted into hospital. 



Before admission:
• Please prepare any relevant care plans and ReSPECT 

documentation, equipment, medication, glasses, dentures, 

hearing aids etc. 

• Please make this information/items easily accessible to the 

health and care staff involved in the transfer to hospital and that 

they are identifiable to avoid them getting lost.  

At admission:
• Please provide the admitting team with all the 

information/personal items as above 

Discharge:
• Please stay connected with the hospital to understand when your resident will be 

ready to come home 

• Once your resident is medically fit for discharge or if you are taking a new 

admission from hospital into your Care Home, please review assessments and 

confirm if you’re able to accept the resident in a timely manner.

• This will help to minimise any risk of harms to your resident, avoid any 

unnecessary delays and free up a bed for someone with a more urgent need. 

What you can do to support the transfer 
of residents in and out of hospital

If you have a Red Bag,

make sure it’s readily 

available



What we are doing to support you…

Hospital Discharge

As part of our Intermediate 

Care review, we are 

undertaking work across 

various discharge pathways 

and within our Hospitals to 

improve and streamline 

processes around Trusted 

Assessments, medications, 

equipment and transport.

BCA Quality Workshops

The Bradford Care 

Association runs a series of 

Quality workshops focussed 

on various topics. If you 

missed the Falls session in 

June or the Palliative End of 

Life session in September, 

you can access the resource 

packs here: Falls  PEoLC 

Look out for further Quality 

workshops taking place in 

2025.

Telemedicine Service

Early supported discharge 
back to Care Homes 

The Telemedicine Service  

can support residents when 

they return to the care home 

as well as support staff care 

for residents that have been 

newly discharged from 

hospital.

Care Home Handbook
We have recently updated and refreshed the Care Home handbook which is a resource that 

provides information on the local practices, top tips, useful links and contacts across Bradford 

District.

You can access the handbook here: Care Home Handbook

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdrive.google.com%2Ffile%2Fd%2F1SXR2e9e2KHT2ueLRZFy8Jjh0lEVFavmd%2Fview%3Fusp%3Dsharing&data=05%7C02%7Clisa.oldfield1%40nhs.net%7C1cdd5810dc2f496335f108dced2cb180%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638646023432268340%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=fzMcVlP4qMW%2FRUJKdYvZfOlT7z8u4sje9JJrzgzLRqA%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdrive.google.com%2Ffile%2Fd%2F1Qj-E12P72ukj9YL4H-RsUjhVIoYbtTSw%2Fview%3Fusp%3Dsharing&data=05%7C02%7Clisa.oldfield1%40nhs.net%7Cbd3556ea181843eb8ab708dced22d57f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638645981082988356%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=g%2BsszKs3DmLNZM%2B90uMZLg20CfIXbPMAqcwQ4jHFXmA%3D&reserved=0
https://bradford.connecttosupport.org/media/gosoo0jk/bradford-care-home-handbook-v16.pdf


Staying connected via 
Bradford Care Association
Are you or your management team part of the BCA’s Managers WhatsApp Group?

If not please email BCA with names, numbers, and positions in the company and you will be added to the 

group.  The WhatsApp group is a great place where providers are updated on current guidance and updates. 

It also allows providers to ask questions, get quick responses, and can help one another out.

Do you attend the BCA fortnightly Provider Update Meetings?

The BCA Provider Meetings take place fortnightly on Tuesday’s from 10:30 – 11:30 via MS Teams. The 

meeting will include updates, guidance, discussions of good practice and will allow the opportunity for 

Providers to discuss any issues they may have. Email BCA requesting Meeting calendar invitation. Please see 

below for MS Teams Joining details:

Click here to join the meeting

Meeting ID: 317 448 984 294

Passcode: nvFca6

Are your Activity Coordinator's part of the Activity Coordinator Network?

The network enables Activity Coordinator's to support one another, showcase ideas and share contacts and 

resources via monthly meetings and WhatsApp Group. To join the network please email BCA.

Contact BCA at 

admin@bradfordcareassociation.org

https://teams.microsoft.com/l/meetup-join/19%3ameeting_ZTNlYzE3ZWEtNDY2ZS00NWY3LWE3NWQtZjQ2NjZlZTNjNDc2%40thread.v2/0?context=%7B%22Tid%22%3a%2254dc4d23-ca49-4e61-9a46-12b2d38b7326%22%2c%22Oid%22%3a%2228c7a5c3-cf5c-4f48-bb34-666211b5f7c8%22%7D
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