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In this edition

Covid-19 discharge guidance ***summary information provided below***
Remote total triage information
Speciality guide Palliative care and coronavirus
Personal protection equipment letter
Final guidance on the safe switching of warfarin to DOAC
Useful information 

Attachments

1. Remote total triage blueprint
1. Speciality guide Palliative care and coronavirus
1. COVID-19 discharge guidance
1. Personal protection equipment letter 28 March 2020
1. Final guidance on the safe switching of warfarin to DOAC COVID-19 19 Mar 2020

Covid-19 discharge guidance

Please find attached a letter from NHS England and NHS Improvement detailing the topics below. ***Please note the highlighted sections on pages 4,5,6 and 7.***

Key summary of the information:
 
1. Note new Primary Care Operating Model involving National Covid-19 Response Service. 

1. NHS111 online as the first port of call for people feeling unwell with possible COVID-19 symptoms, rather than approaching their GP practice
1. Establishment of a COVID Clinical Assessment Service (CCAS) to further assess and triage patients, who will refer appropriate patients to GPs for further management.
1. Practices must: 
2. Enable GP Connect for both appointment booking and record access
2. Ensure nominal appointment slots are always available into which the National COVID-19 Response Service can ‘book’ patients into a work list
1. Swift changes to regulations are expected to give statutory force to this position
 
1. Patients identified most at high risk

1. The action required by GPs includes: 
0. Reviewing their care plans, including undertaking any essential follow-up
0. Helping patients receive their medicine by helping them to arrange electronic repeat dispensing and enlisting support of local resource/voluntary sector to collect and deliver.
0. Complete review of (i) which patients are at most risk, and (ii) their care plans, by the end of March.
 
1. GP practices should adopt a full triage-first model. All practices to have a video consultation system to support remote management of patients
 
1. Manage essential face-to-face services (including home visits) through designating facilities/premises and teams to minimise the spread of infection to those who are suspected non-COVID, particularly those most at risk. (i.e. Hot sites/clinics/zones). 

1. Each local area will need to consider and agree with their CCG, the model that best suits their local context and arrangements. 
1. If additional estate capacity required, liaise with CCG commissioners who can enter into the agreements either through a tenancy at will or a license for occupation.
 
1. Hospital discharge: Community health services will take overall responsibility for ensuring the effective delivery of the discharge service working with other delivery partners including GPs.
 
1. Other points:

1. Items such as PPE and IT equipment will be provided free of cost.
1. Hydroxychloroquine and chloroquine should be used only as part of a clinical trial for the treatment of COVID-19
1. Essential that GPs do not issue prescriptions for a longer duration, to avoid disruption to supply. 
1. Bank Holidays (e.g. Easter): treating these as ordinary working days and cancelling staff annual leave to ensure services are able to be maintained.

Remote total triage 

Attached is advice on how to establish a remote ‘total triage’ model in general practice using online consultations 

Speciality guide Palliative care and coronavirus


Attached is a clinical guide for the management of palliative care in hospital during the coronavirus pandemic. Whilst this is a document primarily aimed at secondary care, it also includes useful information for primary care.

Final guidance on the safe switching of warfarin to DOAC

Attached is guidance for the safe switching of warfarin to direct oral anticoagulants (DOACs) for patients with non-valvular AF and venous thromboembolism (DVT / PE) during the coronavirus pandemic.

Useful resources

1. Healthwatch is building up a lengthy list of links to information about coronavirus, and its effects on different health conditions and on a variety of other topics, plus updates regarding organisations in North Yorkshire. https://healthwatchnorthyorkshire.co.uk/coronavirus-links/
1. The CCG publishes public facing information on its website and social media channels.  The web link is https://www.valeofyorkccg.nhs.uk/coronavirus-covid-19-information/ 
1. The link to the CCG’s clinical updates is available on RSS at https://www.valeofyorkccg.nhs.uk/rss/home/infections-and-microbiology/covid-19/ 
1. NHS England’s latest bulletin summarises many national resources. Go to https://www.england.nhs.uk/email-bulletins/general-practice-bulletin/
1. The dedicated NHS England and NHS Improvement COVID-19 web page is https://www.england.nhs.uk/coronavirus/primary-care. 
1. The RCGP website has links to useful resources: https://www.rcgp.org.uk/policy/rcgp-policy-areas/covid-19-coronavirus.aspx
1. GP Rammya Mathew in Islington shares a suite of resources at https://drive.google.com/drive/folders/19nzcxWxCXD2DBFVsG3JiwJHskP1oLRWa Thank you Dr Paula Evans!
1. National Autistic Society – guidance and helpline for parents’, young people and staff: https://www.autism.org.uk/services/nas-schools/vanguard/news/2020/march/coronavirus-(covid-19)-advice.aspx
1. Mencap - Easy Read guide to Coronavirus: https://www.mencap.org.uk/sites/default/files/2020-03/Information%20about%20Coronavirus%20ER%20SS2.pdf
1. Young Minds - Talking to your child about Coronavirus and 10 tips from their Parents Helpline to support family wellbeing: https://youngminds.org.uk/blog/talking-to-your-child-about-coronavirus/
1. Carers UK - Guidance for carers: https://www.carersuk.org/help-and-advice/health/looking-after-your-health/coronavirus-covid-19
1. Covibook – an interactive resource designed to support and reassure children aged 7 and under, designed to help children explain and draw the emotions that they might be experiencing during the pandemic: https://www.mindheart.co/descargables
1. Free training GPCPD.com - If you are not currently a GPCPD member, go to gpcpd.com/login_register and enter the activation code RWGIFT. If you are already a GPCPD member, go to gpcpd.com/my-account, choose the ‘Manage your membership/subscriptions’ and enter RWGIFT into the ‘Top up and upgrade codes’ box. For step-by-step video instructions of how to redeem the code go to www.gpcpd.com/activate-your-code.
1. Free training Headspace - Three months free access to Headspace is now available for NHS workers. Email Health@headspace.com for registration information. 
1. Free training COVID-19 e-learning programme - Health Education England e-Learning for Healthcare (HEE e-LfH) has created an e-learning programme in response to the Coronavirus (COVID-19) global pandemic that is free to access for the UK health and care workforce, including those working in the NHS, the independent sector and social care.  The programme currently includes limited resources, but more content will be added in the coming days and weeks.

Thank you 

Sharron Hegarty
Head of Communications and Media Relations

Phone 01904 555 919 email sharron.hegarty@nhs.net 

NHS Vale of York Clinical Commissioning Group, West Offices, Station Rise, York, YO1 6GA

My emails are written in Arial, point 12 font and in black. Where possible I use plain English. I also work flexibly and send emails out of hours – either early in the morning or late at night. Unless an urgent response is specified please reply at a time that suits you.
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Publications approval reference: 001559

This letter is one of a series of regular updates to general practice regarding the
emerging COVID-19 situation. An electronic copy of this letter, and all other relevant
guidance from NHS England and NHS Improvement can be found here:
https://www.england.nhs.uk/coronavirus/primary-care/

27 March 2020

Dear GPs and their Commissioners,

Thank you again for your hard work and resilience in helping to tackle this pandemic.
At this extremely busy time, it is of paramount importance that you look after your
own health and wellbeing including that of your staff. You can also access support
for managing your own mental health from the free, confidential NHS Practitioner
Health Service: https://www.practitionerhealth.nhs.uk/. The BMA has wellbeing
support services here: https://www.bma.org.uk/advice/work-life-support/your-

wellbeing

This letter includes the following:

e Guidance on COVID-19 primary care operating model and implementation
within general practice

e Patient registration

e Further support for the workforce

e Returning to general practice

o Digital isolation note for patients now available online

e Information governance

e Potential of different medicines for use in treating COVID-19

e Use of fax machines

e Electronic Prescription Service (EPS)

e Bank holiday preparations

e Details of our next webinar

e Additional sources of information

NHS England and NHS Improvement
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We know that one of the issues we’re hearing most from you is about PPE
distribution.

For immediate short-term issues National Supply Disruption Response (NSDR) are
able to issue ‘pre-packed kits’ with a minimum of 100 Type IIR facemasks, 100
aprons and 100 pairs of gloves within 72 hours.

Primary care providers who raise requests for kits through NSDR must to be able to
make arrangements to receive emergency delivery of these pre-packed kits outside
business hours.

NSDR 24/7 telephone helpline: 0800 915 9964.

We are focused on providing swift responses, for example, to meet gaps until
scheduled deliveries arrive and until orders with wholesalers through BAU are back
up and running.

COVID-19 primary care operating model and implementation

On 19 March you received a letter setting out the next steps in the general practice
response to COVID-19. This letter builds on that guidance as we deliver care in an

ever-changing environment.
The principles set out in this letter are intended to help achieve three key aims:

1. successful shielding of those identified as most at risk from complications of
COVID-19 and actively managing their ongoing, often significant, health and
care needs

2. supporting the rest of the population, including those who you suspect have
COVID-19, by delivering primary care services, including to those discharged
from hospital

3. minimising health risks to yourselves, your practice staff and your local
multidisciplinary teams.

The system will need to work to the following principles:
I.  Utilising NHS 111 online as the first port of call for people with COVID-19
symptoms rather than approaching their GP practice.
[I.  Prioritising support for those patients identified as being at the highest risk
from COVID-19 and who have been advised to shield themselves, proactively





managing a comprehensive medical support package drawing on volunteers
and wider services.

lll.  Adopting remote triage as the default and delivering care and treatment
remotely wherever possible and appropriate, based on your clinical
judgement, as well as home visits whenever clinically necessary.

IV. Managing essential face-to-face services (including home visits) by
designating facilities/premises and teams to minimise the spread of infection
to those who are suspected non COVID-19, particularly those most at risk and
our healthcare workers.

The next version of the standard operating procedure (SOP) will give further
guidance on implementation, but the principles are fleshed out below.

Utilising NHS111 online as the first port of call for people feeling
unwell with possible COVID-19 symptoms, rather than approaching
their GP practice

NHS 111 has been commissioned nationally to provide a dedicated COVID-19
response service to free practices to focus on managing those most at risk of
complications from COVID-19. A consistent algorithm will be used to stream patients
into the following cohorts:

e Cohort 1 — patient demonstrating severe symptoms, requires treatment in
hospital and will likely require an ambulance response

e Cohort 2a — symptomatic patients requiring further clinical assessment before
final disposition is decided (these are referred to the COVID Clinical
Assessment Service or CCAS)

e Cohort 2b — patient exhibiting mild symptoms but has self-declared high at-
risk status, having received a letter from the NHS — a post-event message
recording this contact will be sent to registered GP for information

e Cohort 3 — patient is showing mild symptoms and advised to self-isolate at
home and to reassess via NHS 111 (online whenever possible) if symptoms
deteriorate (GP informed via a post event message).

To deliver this service we are mobilising additional workforce, including from the
experienced retired doctors’ community. They will be immediately employed to
remotely support CCAS ensure high quality clinical triage on which practices will be
able to rely. The reliance on NHS 111 online will minimise the number of patients
contacting their practice for advice unless they have been triaged as requiring it.





Where CCAS assessment is required, this will result in one of the following
outcomes:

reclassification as Cohort 1 — patient demonstrating severe symptoms,
requires treatment in hospital and will likely require an ambulance response

reclassified as Cohort 3 — patient is showing mild symptoms and advised to
self-isolate at home and to reassess via NHS 111 (online whenever possible)
if symptoms deteriorate (GP informed via a post-event message and call
closed)

requires proactive action from practice — eg telephone monitoring

requires face-to-face assessment in primary care; message sent to
appropriate service to arrange.

In a small number of cases, the patient cannot be managed remotely and requires
face-to-face assessment by local primary care services. To implement this, the
National COVID-19 Response Service will transfer the last two categories of patient
to general practice for follow-up. Practices must therefore:

Enable GP Connect for both appointment booking and record access —
guidance on doing so can be found at:
https://www.emisnow.com/csm?id=kb_article view&sysparm_article=KB0063
466

Ensure nominal appointment slots are always available into which the
National COVID-19 Response Service can ‘book’ patients into a work list.
Patients will be told that they will be contacted by their practice with further
information about the follow-up, not given a specific appointment time. No
additional clinical triage will be required, but practices will decide how to
deliver the appropriate care to each patient according to the record of the
assessment already made and the local delivery model.

Swift changes to regulations are expected to give statutory force to this position. We
will update practices once these regulations come into force.

In some case it may be necessary for the NHS 111 clinician to speak directly to the
GP or the out-of-hours primary care service about a patient: for example, to inform
them of the case.
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Prioritising support for those patients identified most at high risk
and proactively managing a comprehensive medical support
package drawing on volunteers and wider services as required to
meet their wider needs

By now you will have been notified of those patients most at risk from infection who
are registered with your practice
https://www.england.nhs.uk/coronavirus/publication/guidance-and-updates-for-gps-
at-risk-patients/ and these patients will have been written to. There is scope for GPs
to add to that list based on local knowledge in line with the guidance. However,
please carefully consider who to add — the RCGP issued further guidance on this:
https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-
policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRole
GeneralPracticeduringCOVID19%20FINAL

Specialist consultants have also been written to advising them of next steps.
The action required by GPs includes:

e Reviewing their care plans, adapting them where needed or appropriate,
including undertaking any essential follow-up. This should be done remotely
where possible.

e Helping patients receive their medicine supplies regularly by helping them to
arrange electronic repeat dispensing and enlisting the support of local
resource (this could be co-ordinated through your social prescribing link
worker or equivalent) and voluntary sector partners to collect and deliver.
Those people most at risk have been advised to access help by visiting
www.gov.uk/coronavirus-extremely-vulnerable. You can refer people to
receive the support of an NHS volunteer responder via
www.goodsamapp.org/nhs. We have had a fantastic response from the public
and we strongly encourage you to use this service.

e Speaking to patients (remotely where possible) who have an urgent medical
question relating to their health and/or pre-existing condition (they may also
need to contact their specialist consultant directly).

We would like you to complete your review of (i) which patients are at most
risk, and (ii) their care plans, by the end of March. Further advice on managing

5



https://www.england.nhs.uk/coronavirus/publication/guidance-and-updates-for-gps-at-risk-patients/

https://www.england.nhs.uk/coronavirus/publication/guidance-and-updates-for-gps-at-risk-patients/

https://www.england.nhs.uk/coronavirus/publication/guidance-and-updates-for-gps-at-risk-patients/

https://www.england.nhs.uk/coronavirus/publication/guidance-and-updates-for-gps-at-risk-patients/

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP%20guidance/202003233VulnerablePatients%20TheRoleGeneralPracticeduringCOVID19%20FINAL

http://www.gov.uk/coronavirus-extremely-vulnerable

http://www.gov.uk/coronavirus-extremely-vulnerable

http://www.goodsamapp.org/nhs

http://www.goodsamapp.org/nhs



face-to-face appointments is set out below. Annex B also contains further advice on
using social prescribing link workers whom you may have recruited to date as
support in delivering these services.

Some of these patients may have additional needs including mental health needs,
learning disability or autism. Their needs may be exacerbated by the impact of
shielding and subsequent reduction in social contact and support. Social isolation,
reduction in physical activity, unpredictability and changes in routine can all
contribute to increasing stress and subsequently mental health needs. Annex C
signposts to further advice on this issue.

Adopting remote triage as the default and delivering care and
treatment remotely where appropriate and based on your clinical
judgement

In line with previous guidance (19 March letter), GP practices should adopt a full
triage-first model that supports the management of patients remotely where possible.
This should be at the point of access by patients to general practice. In practice, this
means GP practices using telephone, video and online consultation technology,
potentially supplemented by any remote monitoring, available to the patient in their
home (eg temperature, blood pressure) or provided as part of the local model.

There is support available for GP practices to establish a remote ‘total triage’ model
using online consultations. A blueprint guide has been developed — this is contained
in a separate accompanying document (Remote Total Triage Blueprint). There has
also been a rapid procurement exercise via the dynamic purchasing system (DPS)
framework so that any commissioners who do not have a contract for an online
consultation system that enables total triage can immediately call one off. These
systems will be centrally funded. Please contact your regional NHS England and
NHS Improvement team to take this forward, ensuring you have a solution by 3 April
2020 at the latest.

It is also essential that all practices have a video consultation system to support
remote management of patients. Advice from NHSX on using free solutions has
been published; all relevant products on the Digital Care Services Framework (GPIT
Futures) have now been assured, and the rapid procurement via the DPS has also
created an approved video consultation supplier list. Video consultation systems
from the DCSF or DPS will be centrally funded. This means there are a variety of
options available for practices to use and commissioners should support practices to
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put these in place immediately where there is no video system currently available.
For further information please see Annex D (Online consultations and video
consultations in general practice — key points for commissioners and practices on
procurement of solutions).

NHS England and NHS Improvement are also working with CCGs to enable secure
remote working options for GPs and practice staff including social prescribing link
workers that are supporting practices. The priority is to ensure secure NHS laptops
and equipment are supplied where possible. Annex A sets out some further
information including temporary solutions that can be implemented in the interim.

Manage essential face-to-face services (including home visits)
through designating facilities/premises and teams to minimise the
spread of infection to those who are suspected non-COVID,
particularly those most at risk

It may be clinically necessary to come into direct contact with patients, for example,
those identified most at risk, to provide them with the necessary treatment and care
in a range of settings including the person’s own home, the GP practice, a local hub
or an alternative care setting in the community.

To manage this effectively and avoid any risk of cross-infection, there will need to be
separation in terms of how services are configured, staffing and patient flow
management. This principle applies equally to providers of community services and
social care.

In practice, the vast majority of patients with COVID-19 symptoms can be assessed
and managed remotely. Routine care for these individuals can usually be postponed
to a later date. However, there will be cases where face-to-face assessment is
required (eg COVID symptoms with an acute abdomen). These would need to be
carefully managed either in a designated way on premises set up to deliver these
services or by home visit, always with appropriate precautions and PPE.

Some practices may wish to separate services for those with urgent care needs (red
or hot sites) from routine but essential care (green or cold sites, eg childhood imms),
making provision for anyone with COVID symptoms.

Each local area will need to consider and agree with their CCG, the model that best
suits their local context and arrangements. It might be necessary to change and/or





flex the chosen model depending on changes in demand and workforce
capacity/availability.

For example, a scenario may arise in which a practice has to temporarily close its
premises for contamination reasons, or due to a lack of workforce (any closures are
subject to CCG approval) — in this event, the model would need to be flexed so that
services to its patients using available staff can continue to be delivered from
another site.





Options for managing face to face appointments

Option 1 — Zoning

Option 2 — Practice designation

Brief description

Manage patients within practices but
with designated areas and workforce to
maintain separation.

Brief description

Designate practices, across a PCN
footprint, to either treat those with
suspected COVID-19 needing further
face-to-face contact (rare) or those
patients without COVID-19 symptoms
needing essential care.

Considerations

This may characterise the model that
practices have implemented
immediately to manage the risk of
contamination. In practice, it requires
designating a specific zone/area within
each practice to treat patients triaged as
‘amber-red’. This option reduces the
need for significant reconfiguration of
existing patient flows.

However, the interface between the red-
amber and green zones would need
careful management to minimise cross-
contamination with strict
decontamination protocols in place —
this would need to be extended to staff
to maintain a ‘COVID-19 free’ home
service for ‘green’ patients including
those most at risk. Not all premises are
likely to have separate entry/exits point
to help maintain this kind of separation.

The principles of this model could be
extended to walk-in centres.

Considerations

Practices may wish to adopt such a
model to better manage increasing
demand as infection rates increase.

Those sites that treat those without
COVID-19 symptoms will need
protocols to ensure patients remain
symptom-free before contact. These
sites may also carry out other essential
work such as childhood vaccines and
immunisation. This option is likely to be
the most effective option in managing
cross-contamination.

Workforce capacity constraints mean
pooling may be required. Additional
support will be needed for those staff
working in sites dealing with those with
suspected COVID-19 symptoms —
these cases should be rare.

Walk-in centres could follow this same
designation model, which could be
particularly useful when demand from
those showing symptoms surges.

Any sites treating those without
COVID-19 symptoms that become
compromised would need
decontaminating.






Home visiting can be organised at network or place level to deliver care at home to
the most at risk of complications due to COVID-19, and these will be needed in
either model.

In all variations, it will be vitally important to have strict infection control and
decontamination proposals to minimise the risk of onward transmission from patients
to healthcare workers and vice versa. That principle applies equally to home visits.
The standard operating procedure will set out more detail about how this should
work in practice from pre-contact to discharge. We will also write to you shortly
setting out the principles and arrangements for workforce testing.

It might be the case that you need to use additional estate capacity in a way that
supports your model for managing face-to-face services as outlined above. NHS
England and NHS Improvement have been working in collaboration with both NHS
property companies (NHS Property Services and CHP) and external landlords to
identify suitable vacant estate that could provide additional capacity on a temporary
basis. The NHSPS and CHP availability has now been mapped on to the SHAPE
atlas https://shapeatlas.net/ for ease of use.

In most circumstances, it has been agreed that these premises will be let on a cost-
only basis for a fixed, short-term period. For use of these spaces, it has been agreed
in these circumstances to allow commissioners to enter into the agreements either
through a tenancy at will or a license for occupation. It will also be necessary to
record the occupations on a central register. If a commissioner takes out an
agreement, they will be required to update any documentation.

For further advice on this, please contact: england.gppremisesfund@nhs.net

Other key operating model considerations
Out-of-hours provision

Triage and follow up care out of hours should be delivered remotely where possible.
OOH providers should manage face-to-face contact in line with the ‘in hours’ model
that has been adopted locally.
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Care/nursing homes

GPs should identify those on their most-at-risk list who live in a care or nursing
home. Regular care home rounds by GPs and/or their MDTs should be delivered
virtually unless physical presence is required for clinical reasons.

GPs will need to work with community service providers (whose contracts will
describe their responsibility in this respect) to co-ordinate their interventions.

All health and care professionals who deliver care to these patients will need to
follow strict infection control and decontamination protocols to keep themselves and
others safe.

End-of-life care

In line with the operating model, the health and care needs of those people at the
end of life should be delivered remotely where clinically possible, and as a general
principle the number of health and care professionals entering into someone’s home
should be kept to an absolute minimum. To achieve this, GPs should work with
providers of community services and specialist palliative care teams to co-ordinate
those interactions.

Strict infection control and decontamination protocols will need to be in place for
those health and care professionals who carry out a home visit. To help manage the
health needs of people at the end of life, GPs have 24/7 access to local specialist
palliative care advice as per their current local arrangements (in some places
patients will be able to access this directly). Further guidance on end-of-life care will
be set out in guidance for providers of community services.

Discharge

To free beds and increase bed capacity, providers of acute beds, community beds
and community health services and social care staff are required to discharge all
patients as soon as clinically safe. The guidance COVID-19 Hospital Discharge
Service Requirements describes what the changes mean for all health and care
sectors with a role in hospital discharge. Community health services will take overall
responsibility for ensuring the effective delivery of the discharge service working with
other delivery partners including GPs. For example, GPs may need to follow up
particular patients who have been discharged and help ensure effective support. Part
of the recommended guidance for effective discharge includes giving patients the
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direct telephone number of the ward they are discharged from to call if they need
advice relating to their discharge and not to contact their GP or visit A&E.

Funding to cover expenses incurred

In line with the letter to the wider NHS on next steps (dated 17 March) from Simon
Stevens and Amanda Pritchard
https://www.england.nhs.uk/coronavirus/publication/next-steps-on-nhs-response-to-

covid-19-letter-from-simon-stevens-and-amanda-pritchard/, additional funding will be
made available to cover the extra costs of responding to this pandemic. As that letter
emphasised, financial constraints must not stand in the way of taking immediate and
necessary action. Iltems such as PPE and IT equipment will be provided free of cost.
Further consideration is being given to other costs.

Patient registration
General

We would like to clarify the application requirements regarding new patient
registrations. The regulations require that “an application for inclusion in a
contractor's list of patients must be made by delivering to the contractor's practice
premises a medical card or an application signed (in either case) by the applicant or
a person authorised by the applicant to sign on the applicant's behalf”. We would like
to confirm that in the current situation, delivery may be by any means, including by
post and digital options. A signed, scanned application or picture of a signed
application emailed to the practice is acceptable.

Equally, where a practice has online registration options, a supporting signed letter
from the patient, posted or emailed to the practice, is acceptable to complete the
registration. Practices must, however, ensure that where online registration solutions
are used, all GMS1 fields are collected and relevant information entered into the
clinical system during registration. This will ensure Primary Care Support England
can process the registration.

Registration of patients, including those with no fixed address, asylum
seekers and refugees

Practices should continue to register new patients, including those with no fixed
address, asylum seekers and refugees. Practices should agree how they can most
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effectively connect and support locations that are accommodating people who are
homeless. More detailed guidance on registering patients is being developed.

We would like to remind GP practices that the absence of photo identification or a
fixed address is not a reason to refuse a patient registration. Homeless patients
should be registered either at a c/o address where one is available (eg a shelter/
support service) or the GP practice address. We can assure practices using the GP
practice address as a c/o does not place responsibility on the practice to repatriate
correspondence (eg hospital letters). Homeless patients should be encouraged to
keep in contact with the practice at regular intervals where they have ongoing health
and care (primary and secondary) requirements.

Returning to general practice

Last week, regulators wrote to individuals who have retired in the last three years to
ask if they would be willing to return to practice to support their colleagues and
communities at this challenging time. FAQs were produced to help individuals to
make this decision. This week, NHS England and NHS Improvement, with the Royal
College of General Practitioners and the BMA’s General Practitioners Committee,
have written to a number of GPs to let them know how they can help if they would
like to, including letting people know how they can ask to be temporarily registered
on the England performers list.

We know that a lot of people want to help. If you know anyone who hasn’t heard
from us or from the GMC but wants to volunteer, please ask them to email
nhsi.medicalgp.returners@nhs.net. We are working to bring people back as quickly
and safely as possible, but we know that everyone’s circumstances are different, so
we ask for your patience while arrangements are finalised.

Digital isolation note for patients now available online

To reduce the burden on GP practices a new online system, created by the NHS and
the Department for Work and Pensions, is now live for patients to be emailed a
digital isolation note. Isolation notes provide patients with evidence for their
employers that they have been advised to self-isolate due to coronavirus, either
because they have symptoms or they live with someone who has symptoms, and so
cannot work. As isolation notes can be obtained without contacting a doctor, this will
reduce the pressure on GP surgeries and prevent people needing to leave their
homes. The notes can be accessed through the NHS website and NHS 111 online.
After answering a few questions, an isolation note will be emailed to the user. If they
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don’t have an email address, they can have the note sent to a trusted family member
or friend, or directly to their employer. The service can also be used to generate an
isolation note on behalf of someone else.

Information governance

The Secretary of State for Health and Social Care has issued a legal notice to ask
that all healthcare organisations, including GP practices, process and share
confidential patient information in line with the Health Service (Control of Patient
Information) Regulations 2002 (COPI) to help the COVID-19 response.

To ensure staff can focus on the response, NHSX and NHS Digital have also made
the decision to extend the compliance deadline for the national data opt-out and the
final date for submission of the Data Security and Protection Toolkit to 30 September
2020. For information governance information and queries, see here.

Potential of different medicines for use in treating COVID-19

The Department of Health and Social Care (DHSC) is considering carefully all
available evidence around the potential of different medicines for use in treating
COVID-19. Clinical trials are ongoing and being developed to assess the benefits of
a number of different medicines in treating COVID-19. Further medicines may be
trialled, should evidence indicate to DHSC this would be appropriate. Suppliers of
medicines being tested have been asked to monitor requests and restrict orders in
line with historic ordering requirements.

Hydroxychloroquine and chloroquine should be used only as part of a clinical trial for
the treatment of COVID-19, and we ask pharmacists and GPs to support this
message and restrict prescriptions and supply to those with current clinical need for
licensed indications or as part of a clinical trial.

Fax machines

The GP contract 2019-24 requires GP practices to stop all use of fax machines for
NHS business. The vast majority have already converted to secure email and direct
digital communications. Providers such as pharmacies and care homes that have not
yet implemented this need to set up a secure email address urgently. If there is no
other means by which to transfer information to support clinical delivery, GP
practices may temporarily use fax machines as a communication means of last
resort.
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Electronic Prescription Service

In line with previous advice, it is essential that GPs do not issue prescriptions for a
longer duration, to avoid disruption to supply.

Electronic Prescription Service (EPS) nominations have increased by over 525,000
in the last week. This is good news, but practices are encouraged to continue to
promote usage and where appropriate, move patients to electronic repeat
dispensing.

A variety of online reordering mechanisms for repeat medications is also available
for patients to use.

TPP sites are also now able to activate EPS Phase 4 functionality to allow
prescriptions for non-nominated patients to be sent electronically. Further information
is available at: https://digital.nhs.uk/services/electronic-prescription-service/phase-4

We are working with the suppliers to accelerate the deployment of EPS for GP hubs.
Further information will be made available in due course.

Bank holiday preparations

Practices and the wider NHS will continue to be under ever-increasing pressure over
the coming weeks, including through Easter (10 and 13 April) and, looking forward,
to May bank holidays (8 and 25 May). We need your help to be prepared and aligned
with the rest of the NHS, which will be treating these as ordinary working days and
cancelling staff annual leave to ensure services are able to be maintained.

To enable this, changes to the GP contract coming imminently mean the April dates
will now be identified as normal working days for GP practices, so that we can
manage demand together. The position for the May bank holidays will be confirmed
next month.

Details of our next webinar

Our next webinar will be held via MS Teams Live Events on Thursday 2 April, at
5pm. If you would like to view any slides or submit questions, please join online by
using this link: https://bit.ly/covid19gp0204. Using this link, copy and paste it into
Google Chrome or Microsoft Edge. The MS Teams joining screen will now be
displayed:
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e Select ‘Watch on the web instead’
e Click on ‘Join anonymously’
e You will now join the associated live event.

Joining by mobile phone or tablet: If you are accessing Live Events from a mobile
phone or tablet, make sure you have the MS Teams app installed, via the App Store
or Google Play. You do not have to sign in to the app, just click the link to go straight
into the event.

Additional sources of information

All our guidance for healthcare professionals can be found on our website:
https://www.england.nhs.uk/coronavirus/primary-care/. We will use a variety of
additional methods to keep you informed of the emerging situation, alongside royal
colleges, regulators and professional bodies, and through formal and informal
networks including social and wider media. You can follow these Twitter accounts to
keep up to date:

e NHS England and NHS Improvement @NHSEnNgland
e Department of Health and Social Care @DHSCgovuk
e Public Health England @PHE_uk

Again, thank you for your incredible commitment and patience in this rapidly evolving
situation.

NikKki Ed
Dr Nikita Kanani Ed Waller
Medical Director for Primary Care Director, Primary Care Strategy and

NHS Contracts
NHS England and NHS Improvement NHS England and NHS Improvement
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Annex A: Digital

1. Remote working
Additional laptops and associated equipment will be provided. Rapid assessment
and approval of regional requirements for a large number of additional laptops and
associated equipment will be completed over the coming days centrally, so that
CCGs can deliver support for remote working to practice staff who need it.

CCGs that have implemented ‘virtualised’ desktop solutions are encouraged to
expand those wherever possible as a safe and expedient mechanism to support
remote working.

2. VPN tokens
VPN tokens are necessary to establish secure connection to NHS networks. We are
working closely with clinical system suppliers and NHS Digital to ensure we can
increase the supply of tokens for you. Our preference is for soft tokens, which are
delivered to you electronically.

In the absence of availability of NHS standard equipment, some practices are
implementing local solutions to enable staff to work remotely. These solutions should
be confirmed via their local data protection officer and CCG to ensure they do not
pose unreasonable security risks. If local commissioners are unable to respond,
please contact you regional head of digital technology, who will be able to escalate if
necessary.

3. Smartcards
New procedures have been agreed that will allow smartcards to be provided
remotely. Guidance is being finalised and will be available shortly from NHS Digital.
The current smart card session time of 10 hours will be increased to 12 hours.

4. Video consultations
NHS Digital has completed assurance relating to a cohort of suppliers on the Digital
Care Services Framework (GP IT Futures) that are able to offer video consultation
services. Additional suppliers that offer services on the Dynamic Procurement
Service (DPS) hub will be available in the coming days. These video consultation
services are centrally funded. Commissioners or practices that are accessing
solutions through either GPIT Futures or the DPS can be confident that these
products are appropriate for use in general practice.
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5. Electronic Prescription Service (EPS)
To reduce footfall, GP practices should convert repeat prescribing to electronic
repeat dispensing (ERD) or online repeat ordering and ensure that EPS nominations
are in place for their patients. The benefits of this are already being felt, with 500,000
new nominations set up in the last week.

6. Virtual collaboration tools
NHS organisations now have free access to Microsoft Teams communication and
collaboration system. Advice and guidance and the steps to be taken by local
organisations are available on the NHS Mail website.

7. SMS messaging
We recognise that GP practices will need to be able to send messages to patients in
much greater volume than normal. Most areas already have unlimited SMS plans.
For those that do not and need additional credits for SMS messaging, they should
urgently secure the additional capacity through their local commissioning groups. If
your CCG needs additional funding to cover this, please ask that they contact
pcdt@nhsx.nhs.uk
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Annex B: Deployment of social prescribing link workers
(or equivalent role)

Social prescribing link workers form part of the multidisciplinary teams in primary
care networks (PCNs) and are uniquely placed to work closely with GPs, local
authorities, health and care professionals and voluntary sector partners to co-
ordinate support for these people whilst they are self-isolating.

Supporting people at the highest risk during COVID-19 incident
The responsibilities of social prescribing link workers would be:

e to make initial contact with the person on the identified list via telephone or
video appointments

e to discuss their needs, such as help with shopping, medication, keeping
physically active and emotional support

e to work with the patient to develop a short plan which covers their practical,
physical and emotional needs

e in partnership with known voluntary organisations, local authority and
appropriately trained volunteers, organising practical and emotional support
for people at highest risk

e arranging follow-up phone calls as needed, to review needs and to help co-
ordinate services that support the most at risk in their homes.

Mobilise local community networks to support those most at risk
The responsibilities of social prescribing link workers would be:

e to co-ordinate VCSE organisations, local authority, NHS volunteer
responders, community groups and other partners to work together to
implement the person’s plan

e to support voluntary organisations and community groups to switch their face-
to-face activities to virtual services, helping them to run peer support groups,
via teleconference and social media
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e to support your local public health team in training volunteers and community
groups to keep themselves and others safe in relation to COVID-19.

Increasing social prescribing link work capacity

Those identified as most at risk may be linked to their social prescribing link worker.
GPs together with their PCNs should assess that this is the case and also take steps
to ensure other people who have significant social and emotional needs, but not on
the list, can be supported in a way that their condition does not deteriorate and
consequently add pressure onto the health service.

There are a number of steps that GPs and their PCNs can take to increase the
number of social prescribing link workers:

e draw down on the Additional Roles Reimbursement Scheme to recruit a team
(for example, four) of social prescribing link workers

e work in partnership with VCSE organisations to recruit and deploy social
prescribing link workers (or equivalent named person co-ordinating care).
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Annex C: People with mental health needs, learning
disability or autism

Those with existing mental health needs, including those without, may feel anxious
about this impact including support with daily living, ongoing care arrangements with
health providers, support with medication and changes in their daily routines.

GPs should work with their local authority and providers of community mental health
and learning disability services to review those people identified as most at risk who
are receiving mental health or learning disability support, and they assess their
current treatment/crisis care plan and make any alterations, including following up,
as required.

These patients can also access advice and support to manage their mental health,
and easy read versions are being made available, for example:

e Every Mind Matters https://www.nhs.uk/oneyou/every-mind-matters/

e NHS wellbeing: https://www.nhs.uk/conditions/stress-anxiety-

depression/improve-mental-wellbeing/

If they are still struggling and believe that they need more support, they can refer
themselves or can be referred to their local IAPT service. These can be found using
this link https://www.nhs.uk/conditions/stress-anxiety-depression/free-therapy-or-

counselling/

Those requiring more urgent help should contact their local urgent community mental
health telephone service, operated by the local mental health trust or learning
disability teams as appropriate. Contact details for specialist urgent mental health or
learning disability support will already be available to many GPs, and around half the
country’s mental health trusts have contact details clearly displayed on their
websites. The rest of the country has been asked to rapidly put in place 24/7 urgent
mental health telephone lines that are accessible to the public, as soon as possible.
Where someone has urgent needs and it is not clear how to access local specialist
mental health or learning disability support, they should be advised to contact their
GP or NHS 111 (however, the current additional strain on these services should be
considered, and they should not be the default option).
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Annex D: Online consultations and video consultations
In general practice — key points for commissioners and
practices on procurement of solutions

Online consultation and digital triage

All general practices need to be able to triage all patient contacts, supported
by an online consultation/digital triage system. A range of systems are
available — some support patients to send information to the practice online so
that practice staff can triage the request, while others provide automated
triage and send the outcome of this to the practice.

Many practices are using these systems already and should now use them to
handle all patient contacts, with non-digital users supported to go through the
same system by practice staff. A blueprint guide has been developed to
support practices in moving to a total triage way of working.

For commissioners that do not have a contract for an online consultation
system, a bundled national procurement has been taken through the Dynamic
Purchasing System (DPS) Framework to provide an approved supplier list for
online consultation products that commissioners can call off. This will be
available from 24 March. It will be centrally funded.

As of 19 March, NHS Digital has assured all video consultation products and
some online consultation products on the Digital Care Services Framework
(GPIT Futures) for the solutions submitted for compliance assurance. The full
list of products can be found here.

What to do — commissioners:

Find out if your practices have an online consultation solution that they can
use to triage patient contacts. If they do, encourage them to use it to manage
all incoming patient contacts.

If practices do not have an online consultation solution and you do not have
an existing contract to provide them with one, contact your NHS England and
NHS Improvement regional digital team so that a product can be provided to
you through the DPS bundled procurement. You can also contact the DPS
team at commercial.procurementhub@nhs.net
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What to do — practices:

e If you have an online consultation tool available that you can use to triage all
patient contacts, please use it to manage all incoming patient contacts.

e If you do not have an online solution, contact your commissioner so that one
can be provided to you. You can also contact the DPS team at
commercial.procurementhub@nhs.net

Video consultation

e All general practices need to be able to carry out video consultations between
patients and clinicians.

e Advice from NHSX information governance team is that it is fine to use video
conferencing tools such as Skype, WhatsApp and Facetime, as well as
commercial products designed specifically for this purpose, particularly as a
short-term measure.

e As of 19 March, NHS Digital has assured all video consultation products and
some online consultation products on the Digital Care Services Framework
(GPIT Futures) for the solutions submitted for compliance assurance. The full
list of products can be found here.

e Those commissioners/practices that are in contract for these products via the
Digital Care Services Framework (GPIT Futures) can therefore be confident
that these products are appropriate for use in general practice. These
products will be centrally funded.

e The bundled national procurement through the Dynamic Purchasing System
(DPS) Framework will also provide an approved supplier list for video
consultation that commissioners can call off. This will be available from 24
March. It will be centrally funded.

What to do — commissioners:

e Find out if your practices have a video solution that they can use effectively
with most patients. If they do, encourage them to use it as much as possible.
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If practices do not have a video solution, contact your NHS England and NHS
Improvement regional digital team so that a video product can be provided to you
through the Digital Care Services Framework or DPS bundled procurement.

If practices have a video solution but there are concerns about its
appropriateness or compliance, please let your NHS England and NHS
Improvement regional digital team know so that a video product can be
provided to you through the Digital Care Services Framework or DPS bundled
procurement.

You can also contact the DCSF team via gpitfutures@nhs.net or the DPS
team at commercial.procurementhub@nhs.net

What to do — practices:

If you have a video conferencing tool available that you can use effectively for
most patients, please use it as much as possible to manage patient contacts
remotely.

If you do not have a video solution, contact your commissioner so that one
can be provided to you.

If you have a video solution but you have concerns about its appropriateness
or compliance, please let your commissioner know so that a video product can
be provided to you.

You can also contact the DCSF team via gpitfutures@nhs.net or the DPS
team at commercial.procurementhub@nhs.net
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Providers of community health services
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Royal College Presidents

BMA

RCN
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Chairs of NHS trusts, foundation trusts and CCG governing bodies
Local authority chief executives and directors of adult social care
Chairs of Local Resilience Forums

Chairs of ICSs and STPs

NHS Regional Directors

NHS 111 providers

Dear colleagues

We are extremely grateful for the huge effort from all NHS colleagues and the work
that is underway to change the way that hospitals and GP practices deliver services
to free up tens of thousands of beds and bring in more staff. To support this, it is vital
there are systems and equipment in place to ensure staff and patients are safe.

The supply and safety of NHS personal protective equipment (PPE) is obviously a
priority and we must ensure that colleagues working in any setting in the NHS have
full confidence in the PPE they are expected to use. PPE is only one element of safe
and effective infection control, and appropriate environmental controls, hand and
respiratory hygiene, the management of patients and the information and training for
staff are just as important. We hope this letter clarifies the current approach and
explains our next steps.

Supply

In the past two weeks the NHS Supply Chain have delivered 170 million FFP3
masks, surgical masks and other PPE equipment to NHS trusts and 58,000
healthcare settings including GPs, pharmacies and community providers. This does
not include all the deliveries being made with the support of the armed forces. In fact
today and the previous two days deliveries have included 42.8 million gloves, 23





million surgical face masks and 1 million FFP3 masks, 13.7 million aprons and
182,000 gowns, 9.9 million cleaning equipment, and 2.3 million eye protectors.

Every single GP practice, dental practice and community pharmacy has had a PPE
delivery. All care homes, hospices and home care providers are also receiving a
PPE delivery.

We acknowledge there have been some issues related to the supply of equipment
and we are working hard and at pace to resolve these. We are now confident that all
logistical issues are being solved and that every part of the NHS that needs PPE will
be supplied in good time with adequate stock. However, it is important to
acknowledge the huge global demand for PPE across the world. The 24/7 NHS
Supply Disruption Line number is 0800 915 9964 or email
supplydisruptionservice@nhsbsa.nhs.uk. Trusts should raise non-PPE orders with
NHS Supply Chain in the usual way.

Further details for organisations can be found in guidance issued on 20 March.
Changes to the guidance

Ensuring that frontline colleagues have the highest level of protection possible is our
top priority. In January, following COVID-19 classification as a high consequence
infectious disease, infection control guidance to protect staff from this new threat was
agreed across all four UK nations. It draws on World Health Organization (WHO)
guidance, consistent with the latest evidence from systematic reviews.

However, in March, when it was clear that COVID-19 was more prevalent, and more
was understood about the behaviour of the virus and its clinical outcomes, the four
nations agreed that COVID-19 should no longer be classified as a high consequence
infectious disease. As a result, the guidance was updated.

Current guidance
PPE for high-risk procedures

Recommended PPE to be used by healthcare workers delivering or assisting
with an aerosol generating procedure including in Intensive Care Units or the hot
zone of an Emergency Department:

FFP3 respirator

long sleeved disposable gown

gloves

eye protection (disposable goggles or full-face visor).

PPE for other settings

Recommended PPE to be used by healthcare workers within one metre of a
patient with possible or confirmed COVID-19 including staff working in hospitals,
primary care, ambulance trusts, community care settings, care homes:

e fluid repellent facemask
e apron
e gloves
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e eye protection if there is a risk of splashing or exposure to respiratory
droplets.

Comparison with WHO guidelines

The UK recommends FFP3 respirators when caring for patients in areas where high
risk aerosol generating procedures (AGPs) are being performed. These should be fit
tested for all staff and not just fit-checked. The WHO recommends FFP2 respirators
for AGPs. If for any reason FFP3 masks are not available, we recommend using the
FFP2 masks as a safe alternative but please note these should also be fit-tested.

Consistent with the WHO guidelines, full sleeve gowns are recommended for high
risk procedures (e.g. during AGPs) or where there is a risk of extensive splashing of
blood and/or other body fluids. In all other settings, the UK has a longstanding bare
below the elbow policy as part of our long-term strategy to manage healthcare
associated infections. COVID-19 is not airborne, it is droplet carried. We know the
cross contamination from gowns for infection can be carried by the gown sleeves
and the advice therefore is bare below the elbows and you scrub your hands, your
wrists and your forearms.

In addition to wearing PPE, clinicians should practice usual infection prevention and
control measures, including environmental cleaning and hand hygiene to reduce the
risk of onward transmission.

The guidance going forward

We are keeping the guidance under constant review. Over the next few days Public
Health England, NHS England and NHS Improvement and the Department of Health
and Social Care in conjunction with the Devolved Administrations will work with the
Academy of Medical Royal Colleges to ensure the guidance is clearer for clinical
colleagues working in a variety of NHS settings performing a range of different
clinical procedures. We aim to organise the recommendations using a ‘place-based’
approach so it is easy to understand the appropriate PPE needed for the potential
risk. We will publish an update to the guidance within days.

We are grateful for all the feedback about PPE supply and delivery. Please rest
assured that all issues are being urgently dealt with.

Yours sincerely

Professor Stephen Powis
National Medical Director

NHS England and NHS Improvement
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Appendix 1 - Resources for PPE use

e Coronavirus quidance for clinicians
e Guidance for infection prevention & control and resources

Appendix 2 - Systematic reviews

Transmission Based Precautions Literature Review: Respiratory Protective
Equipment

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1722/documents/1 tbp-
Ir-rpe-v3.1.pdf

Aerosol Generating Procedures (AGPs) Literature review

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2893/documents/1 tbp-
Ir-agp-vl1.1l.pdf

Transmission Based Precautions Literature Review: Definitions of Transmission
Based Precautions

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1719/documents/1 tbp-
Ir-definitions-v2.0.pdf

Standard Infection Control Precautions Literature Review: Personal Protective
Equipment (PPE): Aprons/Gowns

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2604/documents/1 sicp-
Ir-gowns-v2.0.pdf

Standard Infection Control Precautions Literature Review: Personal Protective
Equipment (PPE): Surgical Face Masks

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2609/documents/1 sicp-
Ir-surgical-masks-v3.1.pdf

Standard Infection Control Precautions Literature Review: Occupational exposure
management (including sharps)

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1822/documents/1 sicp-
Ir-sharps-v3.0.pdf




https://www.england.nhs.uk/coronavirus/

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1722/documents/1_tbp-lr-rpe-v3.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1722/documents/1_tbp-lr-rpe-v3.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2893/documents/1_tbp-lr-agp-v1.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2893/documents/1_tbp-lr-agp-v1.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1719/documents/1_tbp-lr-definitions-v2.0.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1719/documents/1_tbp-lr-definitions-v2.0.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2604/documents/1_sicp-lr-gowns-v2.0.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2604/documents/1_sicp-lr-gowns-v2.0.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2609/documents/1_sicp-lr-surgical-masks-v3.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2609/documents/1_sicp-lr-surgical-masks-v3.1.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1822/documents/1_sicp-lr-sharps-v3.0.pdf

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/1822/documents/1_sicp-lr-sharps-v3.0.pdf
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Guidance for the Safe Switching of Warfarin to Direct Oral Anticoagulants (DOACs)
for Patients with Non-Valvular AF and Venous Thromboembolism (DVT / PE)

Switching appropriate patients from warfarin to a DOAC may be considered to avoid regular blood tests for INR
monitoring. Whilst DOACs require blood tests to assess renal function throughout treatment— the monitoring is
predictable, less rigorous than INR testing with warfarin and is routinely carried out in primary care. Switching from
warfarin to a DOAC must be done with careful consideration as not all patients are suitable for a switch to DOAC,
and in some cases, specialist advice may be required.

Patients should only be switched from warfarin to a DOAC by clinicians in primary or secondary care with
experience in managing anticoagulation.

To protect the supply chain for all patients — take a phased approach over the 12-week cycle of INR monitoring.

Consider prioritising patients with poor control of INR as this cohort will require the most frequent INR checks.
Address non-adherence if this an underlying reason for poor INR control.

All DOACs are licensed for the prevention of atrial fibrillation (AF)-related stroke in people with non-valvular AF and
for the treatment and secondary prevention of deep vein thrombosis (DVT) and pulmonary embolism (PE).

Is anticoagulation still required?
For example, can anticoagulant therapy be stopped in patients with prior DVT / PE, where the risk of recurrence is
now considered low — seek specialist advice if necessary

Is a switch to a DOAC appropriate?
A switch from warfarin to a DOAC should not be considered for patients:
e With a prosthetic mechanical valve
e With moderate to severe mitral stenosis
e With antiphospholipid antibody syndrome (APLS)
Who are pregnant, breastfeeding or planning a pregnancy
Requiring a higher INR than the standard INR range of 2.0 - 3.0
With severe renal impairment - Creatinine Clearance (CrCl) < 15ml/min
e With active malignancy/ chemotherapy (unless advised by a specialist)
e Prescribed interacting drugs — check SPCs (links below) for full list
o Some HIV antiretrovirals and hepatitis antivirals - check with HIV drug interactions website at
https://www.hiv-druginteractions.org/
o Some antiepileptics- phenytoin, carbamazepine, phenobarbitone or rifampicin are likely to reduce DOAC
levels so should be discussed with an anticoagulation specialist
e On triple therapy (dual antiplatelet therapy plus warfarin) without discussing with an anticoagulant specialist or
cardiologist
o There is little data on DOACs for patients with venous thrombosis at unusual sites (e.g. portal vein thrombosis)
and these patients should be discussed with an anticoagulation specialist

When switching to a DOAC, care should be taken to follow the recommendations in the relevant SPC:
- Apixaban (Eliquis®) https://www.medicines.org.uk/emc/product/2878/smpc
- Dabigatran (Pradaxa®) https://www.medicines.org.uk/emc/product/4703/smpc
- Edoxaban (Lixiana®) https://www.medicines.org.uk/emc/product/6905/smpc
- Rivaroxaban (Xarelto®) https://www.medicines.org.uk/emc/product/2793/smpc

Choose DOAC drug and dose according to the therapeutic indication, patient age, actual bodyweight, renal
function — calculated Creatinine Clearance (CrCl), drug interactions and patient preference/lifestyle (see table
below)

Guidance for the Safe Switching of Warfarin to Direct Oral Anticoagulants (DOACs) for Patients with Non-Valvular AF and Venous
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Guidance on DOAC Prescribing for Non-Valvular AF and DVT/PE

DOAC

Apixaban

| Edoxaban

| Rivaroxaban

| Dabigatran

How to change from
warfarin

Stop warfarin. Start DOAC when INR £2.5 - See additional guidance overleaf
(from EHRA guidance: https://academic.oup.com/eurheartj/article/39/16/1330/4942493?guestAccessKey=e7e62356-8aab-472a-aeb1-eb5b58315d49)

Baseline checks

Renal function (CrCl)- serum creatinine (Cr) and bodyweight, full blood count (FBC), liver function tests (LFTs). Use results from last 3 months if stable.
If for AF: CHA2DS2VASC and HASBLED scores.

Dosing in Non-
valvular AF

(lifelong unless
risk:benefit of
anticoagulation therapy
changes)

Prescribe Apixaban 5mg twice
daily

Reduce dose to 2.5mg twice daily

Prescribe Edoxaban 60mg once
daily

Reduce dose to 30mg once daily

Prescribe Rivaroxaban 20mg once daily

Reduce dose to 15mg once daily if CrCl<

if at least two of the following
characteristics: age = 80 years,
body weight < 60 kg, or serum
creatinine > 133 micromol/I or if
exclusive criteria of CrCl 15 - 29
ml/min.

if: Body weight <61kg, or CrCl<
50ml/min, or co-prescribed with
ciclosporin, dronedarone,
erythromycin or ketoconazole.

50mL/min in NVAF patients only.

Prescribe Dabigatran 150mg twice daily if
aged <75 years, CrCl> 50mL/min, low risk of
bleeding (weight <50kg with close clinical
surveillance)

Reduce dose to 110mg twice daily if aged >
80 years or prescribed verapamil. Consider
110mg twice daily based on individual
assessment of thrombotic risk and the risk
of bleeding in patients aged between 75
and 80 years or with CrCl <50mL/min or
with increased risk of bleeding (including
gastritis, oesophagitis, gastro-oesophageal
reflux).

Dosing in patients
with DVT / PE
(loading doses are not
required if patient has
been stabilised on
warfarin)

Dose is 5mg twice daily (use with
caution if CrCl <30ml/min). Check
intended duration of therapy.

For long term prevention of
recurrence 2.5mg twice daily
(after 6 months’ treatment dose).

Dosing as above.
Check intended duration of
therapy.

Dose is 20mg daily (consider 15mg dose
if CrCl<50ml/min and bleeding risk
outweighs VTE risk).

Check intended duration of therapy.
For long term prevention of recurrence
10mg daily could be considered.

Dosing as above.
Check intended duration of therapy.

Duration of therapy

For a provoked DVT/PE: 3 months treatment if provoking factors have been addressed.

for DVT/PE For unprovoked DVT/PE or recurrent DVT/PE: At least 6 months treatment dose followed by prophylaxis dosing as indicated/advised.
Contraindications CrCl <15ml/min CrCl <15ml/min CrCl <15ml/min CrCl <30ml/min
Cautions CrCl >95ml/min CrCl <30ml/min. Take with or after food Do not use in a standard medication

See also individual SPCSs

(15mg and 20mg doses).

compliance aids (MCA)

Interactions

Check BNF:

www.bnf.org
SPC:

www.medicines.org.uk

Ketoconazole, itraconazole,
voriconazole, posaconazole,
ritonavir - not recommended

(See SPC for full details)
Rifampicin, phenytoin,
carbamazepine, phenobarbital, St.
John's Wort — use with caution.
Do not use apixaban with patients
on strong enzyme inducers for
acute VTE treatment

Rifampicin, phenytoin,
carbamazepine, phenobarbital or
St. John's Wort — use with caution
Ciclosporin, dronedarone,
erythromycin, ketoconazole —
reduce dose as above.

(See BNF and SPC for edoxaban
for further information)

Ketoconazole, itraconazole,
voriconazole, posaconazole, ritonavir,
dronedarone — not recommended

(See SPC for full details)

Rifampicin, phenytoin, carbamazepine,
phenobarbital, St. John's Wort — Should
be avoided.

Ketoconazole, ciclosporin, itraconazole,
tacrolimus, dronedarone - contraindicated
(See SPC for full details)

Rifampicin, St John’s Wort, carbamazepine,
phenytoin —should be avoided.
Amiodarone, quinidine, ticagrelor,
posaconazole — use with caution.

Verapamil (use reduced dose).
Antidepressants: SSRIs and SNRIs- increased
bleeding risk
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Pragmatic Approach to Stopping Warfarin and Starting DOAC in relation to the INR
SPCs recommend different INRs at which to initiate DOACs after stopping warfarin:
Apixaban and Dabigatran: Start when INR < 2
Edoxaban: Start when INR < 2.5
Rivaroxaban: Start when INR < 3
This approach would require repeat INR checks daily until the required INR is achieved.
EHRA guidance gives pragmatic guidance on when to start DOACs after stopping warfarin:

o IfINR<2: Commence DOAC that day
e |fINR between 2 and 2.5: Commence DOAC the next day (ideally) or the same day
e IfINR between 2.5 and 3: Withhold warfarin for 24-48 hours and then initiate DOAC

https://academic.oup.com/eurheartj/article/39/16/1330/4942493?guestAccessKey=e7e62356-8aab6-472a-aebl-eb5b58315d49

Suggested process for safe switching from warfarin to a DOAC (Undertake steps remotely where possible)

Check clinical system for recent U&Es, LFTs and FBC (within last 3 months)

At next INR visit— check INR, record weight, take bloods if not already available or are unstable
Calculate creatinine clearance (CrCl)

Prescribe DOAC at appropriate dose and advise patient to obtain supplies

Advise patient when to stop warfarin in relation to starting DOAC (INR should be < 2.5 when DOAC is
started)

6. Provide written instructions and involve family members / carers where possible to minimise the

vk wnN e

risk of patients taking both warfarin and the DOAC concurrently. Particular care should be taken
where patients are using medication compliance aids to minimise the risk of incorrect dosing

7. Provide an up-to-date Anticoagulant Alert card

8. Where the switch to a DOAC is undertaken outside the GP practice, provide accurate information
relating to indication, baseline tests and monitoring requirements to allow primary care to safely
take over prescribing responsibility.

9. Inform community nursing teams if they have been monitoring INR or administering warfarin

Ensure local community pharmacies are made aware of the likely increase in the usage of DOACs locally
Counselling: See attached checklist

Monitoring
At least annual review of renal profile if CrCl > 60ml/min with FBC and LFTs
e 6 monthly review if CrCl 30-60ml/min and/or aged >75 years and/or frail
e 3 monthly review of renal profile if CrCl 15-30ml/min
Check for side effects/bleeding issues and patient adherence to therapy at each routine appointment.

For patients in whom DOACs are not suitable — is low molecular weight heparin (LMWH) an option?

e Whenever possible, patients with mechanical heart valves should remain on warfarin, however if monitoring is
impossible then a brief period of LMWH could be considered if the patient can be taught to self-inject or a family

member that lives with them can administer the injection.

e For other patients in whom DOACs are not an option, consider a LMWH if the patient can be taught to self-inject

or a family member that lives with them can administer the injection.

In view of recognised supply issues with LMWH, these should only be used if there are no other appropriate options

For patients continuing warfarin therapy - is self-testing of INR with a CoaguChek self-testing meter a possibility?
There are limited supplies of Coaguchek self-testing meters available in the UK but, where available, these should be

used for appropriate patients continuing warfarin therapy. Dosing recommendations should be provided by the
patient’s current anticoagulation service provider by phone or electronically. See
https://www.nice.org.uk/guidance/dg14
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DOAC Counselling Checklist

Apixaban (Eliquis®), Dabigatran (Pradaxa®), Edoxaban (Lixiana®), Rivaroxaban (Xarelto®)

DOAC Agent Counselled: .........ccceverrvcrereeccrennecranenne

Counselling points Sign
Explanation of an anticoagulant (increases clotting time and reduces risk of clot formation)
and explanation of indication for therapy (AF and stroke risk reduction/DVT/PE)
Differences between DOAC and warfarin (if applicable for patients converting from warfarin
to DOAC therapy or offering choice of anticoagulation agent)

e No routine INR monitoring
e Fixed dosing
e No dietary restrictions and alcohol intake permitted (within national guidelines)
e Fewer drug interactions
Name of drug: generic & brand name

Explanation of dose: strength & frequency

Duration of therapy: lifelong for AF or explain course length for DVT / PE treatment or
prevention
To take with food (dabigatran and rivaroxaban). Not required for apixaban or edoxaban

Missed doses:

e Apixaban and dabigatran can be taken within 6 hours of missed dose, otherwise
omit the missed dose

e Edoxaban and rivaroxaban can be taken within 12 hours of missed dose, otherwise
omit the missed dose

Extra doses taken: obtain advice immediately from pharmacist/GP/NHS Direct (111)

Importance of adherence: short half-life and associated risk of stroke and/or thrombosis if
non-compliant
Common and serious side-effects and who/when to refer: symptoms of
bleeding/unexplained bruising. Avoidance of contact sports.
e Single/self-terminating bleeding episode — routine appointment with GP/pharmacist
e Prolonged/recurrent/severe bleeding/head injury — A&E
Major bleeds managed/reversed by supportive measures, Prothrombin Complex
Concentrate (PCC), and availability of antidote
Drug interactions and concomitant medication: avoid NSAID’s. Always check with a
pharmacist regarding OTC/herbal/complimentary medicines
Inform all healthcare professionals of DOAC therapy: GP, nurse, dentist, pharmacist i.e.
prior to surgery
Pregnancy and breastfeeding: potential risk to foetus — obtain medical advice as soon as
possible if pregnant/considering pregnancy. Avoid in breastfeeding
Storage: dabigatran must be kept in original packaging — moisture sensitive. All other DOAC
are suitable for standard medication compliance aids/ dosette boxes if required
Follow-up appointments, blood tests, and repeat prescriptions: where and when

Issue relevant patient information AF booklet/leaflet and anticoagulant patient alert card

Give patient opportunity to ask questions and encourage follow up with community
pharmacist (NMS — New Medicine Service)

Guidance for the Safe Switching of Warfarin to Direct Oral Anticoagulants (DOACs) for Patients with Non-Valvular AF and Venous
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Introduction

In response to the COVID-19 pandemic, NHS England and NHS Improvement
have produced this guide to support all GP practices in England with the
rapid implementation of a ‘total triage’ model using telephone and online
consultation tools.

Total triage means that every patient contacting the practice is first triaged before
making an appointment. It is possible to do this entirely by telephone, but this is
likely to be less efficient.

Total triage is important to reduce avoidable footfall in practices and protect patients
and staff from the risks of infection. This information accompanies a walkthrough
webinar recording.

Key messages

» All practices should move to a total triage model as rapidly as possible to
protect patients and staff from avoidable risks of infection.

» Practices should manage patients remotely (online, phone, video) and any
pre-booked appointments should be converted to remote appointments
unless face-to-face contact is absolutely clinically necessary.

« Turn off online pre-bookable appointments and, instead, triage all demand.

« Encourage use of other online patient-facing services, eg repeat prescription
ordering and patient access to medical records.

» Appointments made available to NHS 111 for direct booking should be set
up as remote appointments.

* NHS England and NHS Improvement are working with local commissioners
on implementation resources and capacity to help practices deliver the
changes required for a successful total triage model.

We will continue to update this guide; we are keen to hear your additions and
critical feedback via the FutureNHS Digital Primary Care workspace or via
england.digitalfirstprimarycare@nhs.net
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https://www.youtube.com/watch?v=sczwFG6fxZM&feature=youtu.be

https://www.youtube.com/watch?v=sczwFG6fxZM&feature=youtu.be

https://future.nhs.uk/DigitalPC/grouphome

mailto:england.digitalfirstprimarycare@nhs.net



Resources

* FutureNHS digital community and
resources

* NHS England and NHS Improvement
COVID-19 webpages

* Video consultation guide for general
practice, GPs and patients

* |nformation governance guidance

® Creating a fit note electronically on
EMIS and SystmOne

* Demand and capacity tool

°* Remote consulting a survival guide

Online consultations implementation toolkit

Digital Devon Accelerator pack (includes
comms examples)

Training video: good and bad consultation

COVID-19 isolation note service via NHS
111, NHS.UK and the NHS App

Remote assessment of COVID-19

Webinar recordings

Dr Minal Bakhai, Deputy Director and Clinical Lead Digital First Primary Care NHS
England and NHS Improvement, General Practitioner
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https://future.nhs.uk/DigitalPC/grouphome

https://future.nhs.uk/DigitalPC/grouphome

https://www.england.nhs.uk/coronavirus/primary-care/

https://future.nhs.uk/DigitalPC/viewdocument?docid=66343013&done=DOCCreated1&fid=18991760

https://future.nhs.uk/DigitalPC/viewdocument?docid=66343013&done=DOCCreated1&fid=18991760

https://bjgplife.com/wp-content/uploads/2020/03/Video-consultations-a-guide-for-practice.pdf

https://future.nhs.uk/DigitalPC/view?objectId=66635301

https://www.nhsx.nhs.uk/key-information-and-tools/information-governance-guidance

http://data.parliament.uk/DepositedPapers/Files/DEP2019-0465/Medical_Evidence__including_Fit_notes_v2.0.pdf

https://help.loomermedical.co.uk/m/86473/l/1217460-emisweb-med3-digital

https://help.loomermedical.co.uk/m/86473/l/1217408-systmone-tpp-med3-digital

https://future.nhs.uk/DigitalPC/viewdocument?docid=66209701&done=DOCCreated1&fid=18991760

https://www.gp-update.co.uk/SM4/Mutable/Uploads/pdf_file/Remote-consulting-survival-guide---copyedited-FINAL_3.pdf

https://www.england.nhs.uk/publication/using-online-consultations-in-primary-care-implementation-toolkit/

https://www.england.nhs.uk/publication/using-online-consultations-in-primary-care-implementation-toolkit/

https://future.nhs.uk/DigitalPC/view?objectId=18993648#18993648

https://future.nhs.uk/DigitalPC/view?objectId=66491845

https://future.nhs.uk/DigitalPC/view?objectId=66491877

https://111.nhs.uk/isolation-note/

https://111.nhs.uk/isolation-note/

https://www.nhs.uk/conditions/coronavirus-covid-19/

https://www.bmj.com/content/368/bmj.m1182

https://future.nhs.uk/DigitalPC/view?objectId=18935152#18935152



How to implement total
digital triage

We recommend that practices move immediately to total digital triage! followed
by remote management wherever possible and appropriate, based on clinical
judgement. Data shows approximately two-thirds of demand can be managed
remotely.? Early figures suggest that this proportion may increase to over 90% in
response to COVID-19.3

Online consultation systems allow about a quarter of all requests to be closed with
an electronic message.* They can capture the patient’s history and symptoms
asynchronously automatically, allow patients to send pictures and offer signposting
to self-help or local services. They increase resilience by enabling more adaptable
working patterns (ie customised appointment lengths) and giving staff more control
over managing their time and workloads (eg prioritising activities to free capacity
and working flexibly). Staff working remotely (eg if they are self-isolating) can use
digital triage systems from home. Research shows they also improve access for
people with specific information and communication needs, including those with a
disability or hearing loss, carers and people who feel apprehensive about accessing
health services — eg for a mental health, sensitive or embarrassing problem.>6
Telephone functionality helps ensure equity of access for non-digital users.

! Total digital triage uses an online consultation system to triage all patient contacts. Non-digital
users are taken through the same process by administrative staff over the telephone or in person.

2 askmyGP data March to August 2019 (n=44 practices, total list size 447,000; 61% of 423,161
online consultation requests were closed remotely).

3 askmyGP data week beginning 16 March 2020 (only 7% of 50,000 online consultation requests
were closed with a face-to-face appointment).

4 5askmyGP data March to August 2019 (n=44 practices, total list size 447,000; 24% of 423,161
online consultation requests were closed with an online message).

5 Atherton et al (2018) Alternatives to the face-to-face consultation in general practice: focused
ethnographic case study.

6 Atherton et al (2018) The potential of alternatives to face-to-face consultations in general practice,
and the impact on different patient groups.
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https://bjgp.org/content/68/669/e293

https://www.ncbi.nlm.nih.gov/books/NBK507060/



In any successful change, it is essential to consider organisational culture and
people. Resilience resides in teams, particularly in these complex and ambiguous
times. It is important to remain flexible and supportive of one another.

This is the recommended model for practices to move to enabling requests to
enter through a single workflow. Practices should urgently move to this
model.

]

Online message

Video consultation

Patient submits an
enquiry in their own
time through a
structured online
consultation form via
the practice website

—

A\
\\

Or, patient phones
the practice and
administrative staff
complete an online

consultation form on
behalf of the patient

Administrative staff
filter admin requests
and send clinical
queries to the most
appropriate clinician
flagging urgent
requests

5 | How to implement total digital triage

The clinical history is
presented in a way
that is quick and easy
to assimilate. Clinician
reviews and responds
through the most
appropriate channel

Telephone
consultation

Face-to-face
consultation





Summary

*Practice planning and cultural change
«Capacity planning, workflow redesign, continuity of care

*System resilience
*Training and trying it out

*Change your appointment system, adapt your staff rota
*Update website, telephone messages and other comms
«Information governance

*Go live
*Monitoring

All practices must have access to online consultations (OC).

Many practices already have OC systems but may have used them only for a small
proportion of patient contacts. This guide will help you to use your OC system to
manage your entire workflow.

If there is no OC system in your practice, please urgently contact your
commissioner for advice about which product or products are commissioned in your
area. If there is no contracted supplier’” at commissioner level, NHS England and
NHS Improvement have supported a rapid procurement in response to COVID-19,
which has identified a set of assured suppliers. Email our procurement hub for
details. Commissioners can immediately call off one of these assured products.
Commissioners should contact their NHS England and NHS Improvement regional
digital team, or contact the NHS England procurement hub at
commercial.procurementhub@nhs.net to be provided with a product.

For more information on the different types of online consultation system, see the
summary implementation toolkit section on getting started.

7 For clarity, the term ‘supplier’ in this guidance refers to your online consultation supplier.
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Start planning

Practice
planning

Cultural
change

Capacity
planning

Workflow
redesign

Continuity of
care

*Rapidly set up a team with project management input to lead the change.

*This group requires clinical oversight but should not need every decision to be ratified by
the partners.

*Ensure all members of the practice are aware of how it will work — use Microsoft Teams or
similar for team discussions if staff are self-isolating.

Involve all staff and listen to their concerns. Ensure they understand why the system is
being introduced.

*Encourage and support your champions.

*Don't worry if it doesn't work first time - learn, adapt and improve.

*Connect with your local digital first lead and total triage champions.

*Predict the volume of expected contacts at the practice at different times, ideally using a
demand and capacity tool (see Resources). Usually there is a clear pattern of activity.

*Shift sessions around to address demand-capacity mismatches.
*Optimise as much as possible over the following weeks using data from your supplier.

*Rapidly design new workflows in collaboration with staff and your supplier. \

*Work through how OC will interface with your administrative and clinical systems.

*Agree who will deal with OC requests and how (including how clinicans will be alerted to
urgent and non-urgent requests).

*Agree a turnaround time for responding and an automated message to communicate this
to patients.

*Use a template to code OC requests (provided by your supplier).

*Pay special attention to urgent and red flag cases, using both existing and COVID-19

specific protocols.
*Your admin and clinical teams will need to be familiar with how these processes work. /

*Use a pop-up in the clinical record to aid continuity, passing requests to the regular \
clinician/team, unless urgent. Consider markers such as:

« frequency of contacts with the practice
* presence of chronic disease
« frailty index*
* number of prescriptions.
«Clinicians may update the record if they decide the patient needs reallocating after a
consultation j

*Electronic frailty index guidance
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Support and training

*Ensure there are sufficient phone lines, equipment (eg staff should ideally have \
headsets and 2 screens), website functionality, and network bandwidth. Speak to
your commissioner if you have concerns.

*Check internet connection at every location from which staff will consult — including
outside the practice (eg clinician at home).

*Waork with your supplier to plan for contingencies: eg temporary disruption to the

System resilience OC system or where capacity becomes depleted.

*Amend practice website messages or use automated messaging from the OC
system to inform patients of important changes. )

*Suppliers will provide remote training to all staff on deploying and using the \
software. They will explain the process for reporting incidents or issues and
provide you with a point of contact.

*Ensure staff are aware of how and where they can access resources: eg
guidelines, protocols, IT support, supplier contacts.

*Ensure everyone is clear about their roles and responsibilities, and specifically
acknowledge the new role for reception staff.

*Provide team and peer-led training (confident users support others) and a go-to
person for support/queries.

*Access clinical training resources provided by your supplier (see resources). )

~

*Use ‘test patients’ and team simulations to get familiar with the system and check
IT/logins are working.

*Encourage staff to submit their own test OC requests to see how it works from the
patients’ perspective.
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Make changes

*Confirm the go-live date and work towards it — turn off any pre-booking of routine
appointments.
*Convert any already pre-booked appointments to remote appointments and let affected
patients know (and amend SMS reminders for these slots).
SUENEATTIEN .« Create slots in your appointment book labelled 'online consultation'. The time of the slot
appointment is generally irrelevant. Use these slots for distributing online consultations among the
system team. Turn off SMS reminders for these slots.

*Consider having all staff available for go-live if possible.
*Dedicate staff to triage especially at peak times. The busiest part of the day for incoming
OC requests is 8am to 10am, so triage must start early. Only follow up with emergencies

N e iRy N this time if possible.

*Put a banner about OC prominently on the practice website (your supplier will help), \
explaining the change and linking to up-to-date advice on COVID-19.

«Amend your automated telephone message — with a senior GP explaining the use of the
online system.

*Clearly state the expected response times (in-hours and out-of-hours) to set
Update the expectations and avoid patients unnecessarily phoning up the practice.

JERIEREEICE « provide information on how to get help for an urgent clinical query: eg in the late
and telephone afternoon, some practices instruct patients to call if they have not received a response to
messages an urgent query within half an hour, or to use 111 online.

*Provide clear messages to patients on how to use the service and what to expect. j

\

*Prepare all staff to brief patients using an agreed ‘script’.

*Send an SMS to all patients with the same wording. Inform your PPG, patient groups
and other stakeholders. Use social media to explain the new system.

Other *Advise patients to use online prescription ordering and to nominate their pharmacy.

o nlntiatecieel °Inform patients that their letters, reports and sick notes will be sent electronically or
with patients posted if this is not possible (see resources).

J

*Update your data protection impact assessment and privacy policy.
Patients need to know if decision-making is being automated (where a person is not
involved in the process) and agree to it — they must have the option to have the decision

Information reviewed manually.
governance
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Using total triage

4

*Reassess the go-live date.

*Avoid launching the service on a Monday or Friday.

*Provide a copy of the new workflow to all staff.

*Aim to have a floor-walker to troubleshoot on launch day.

*Have the phone numbers for your supplier and local IT support to hand.

*Use data provided by your supplier to: \
*monitor demand patterns and keep staff rotas under review

sreview high level data on how patients are being triaged — this will support rapid
identification issues within the model for clinicians.

*Encourage feedback from patients and staff.

*Have a daily team catch-up initially to maintain momentum, keep staff motivated,
share feedback and agree any further changes.

*Optimise with support from regional/local implementation resource (treat it like a
service improvement initiative). j
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Implementing total triage
across primary care
networks

Collaboration between practices, primary care networks (PCNs) and community
services will be needed as pressure on the health system escalates. Setting up a
virtual hub for triage offers practices the opportunity to share staff and workload
(both administrative and clinical) within their PCNs and wider. Online consultations
could be managed centrally by a group of clinicians working on behalf of the PCNs,
provided there is appropriate technical infrastructure. Clinicians need to be able to
triage and consult as if they were physically present in a GP practice. Record-
sharing and smart card access should be enabled across PCNs/sites if it is not
already.

For resources on virtual hubs see the online consultations implementation toolkit
section on the eHub under practice implementation (page 52).
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Appendix 1: Practical
guidance for reception staff
IN managing workflow

1.| When patients make contact

When a patient telephones the practice, encourage them to use the online system
instead (follow-up with an SMS link to the website). Research shows that
encouragement from practice staff increases willingness to use.

Encourage support from carers/relatives/proxies in using the digital system.

For non-digital users, reception staff can fill in the online form on the patient’s behalf.
Avoid directly booking patients who telephone the practice into an appointment
(although there may be some agreed exceptions). This prevents disincentivising use
of the online system. It is more complex to manage contacts if they come into the
practice through multiple routes.

Discourage patients from attending the practice to book appointments. If they do
attend in person, demonstrate the process using a smartphone or kiosk (after
following COVID-19 protocols).

2.| Doing the triage
Admin staff go through incoming online requests, validate the patient’s details against the
clinical record and take the following steps:

Filtering — identify admin queries and pass these to the correct member of staff.
Red flags — identify obvious red flags that indicate the need for an emergency
response using existing protocols and escalation policies. Approved OC platforms
advise patients not to use online requests in an emergency and some automatically
redirect ‘red flags’ to urgent and emergency services.

RAG rating — if a problem appears very urgent, the reception staff should flag it as
urgent and ensure it is seen by a clinician within minutes. Some OC platforms will flag
these automatically for the admin staff and/or direct to NHS111 out-of-hours.
Distribute workload — send the request to the appropriate member of the team.
Ensure everyone knows which work goes where, including nurse, pharmacist,
administrative (urgent and non-urgent) and GP staff, to make best use of expertise.

3.| Clinician determines best way to contact patient

When booking an appointment, send the patient an SMS or consider a quick call.
Some people don't check their emails and then inadvertently do not attend.

For telephone or video appointments, consider giving the patient a timeframe during
which the clinician will call, rather than an exact appointment time. The message
should tell the patient to call the practice if they think they need more urgent attention.
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e Regularly check with the patient that you have the correct mobile number. Patients
should be advised to use a private mobile phone.

Due to the risks of COVID-19, the current recommendation [March 2020] is that all

requests are triaged by a member of the practice team first to manage any infection risk

before a face-to-face appointment is offered.
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Appendix 2: Top tips on
online consulting

1. Aim to respond promptly
Experience shows that a prompt initial response to clinical requests, ideally within two hours
(as opposed to an ‘end of next working day’ response), even if it is simply letting the patient
know their consultation is being reviewed, leads to greater patient satisfaction, safer
identification of urgent problems and avoids duplicating work (such as the patient calling the
practice, thinking they have been ignored, or trying to bypass the system). Some forms
allow practices to communicate bespoke response times for different types of queries. Set
expectations that are feasible and according to safe clinical thresholds.

2. Don’t be daunted if you see a lot of requests
A list of OC requests can usually be done very quickly. Use messaging where possible. If
arranging a face-to-face review, consider whether it will change the intervention — discuss
dilemmas with colleagues and make decisions collectively. If phoning patients or using
video, make use of all the information available. We have learnt that you can save a lot of
time by:
e trying to avoid repeating data collection and instead summarising the information you
have and just checking if anything has changed or clarifying specifics
e arranging next steps remotely (eg requesting 2-week wait referrals where indicated)
e asking patients to use online/remote consultations for follow-up (consider scheduling
a diary entry as a safety net)
e keeping calls short if it becomes clear that a face-to-face review will be needed
¢ following up with a short summary or link to key points via an electronic message.

3. When communicating with a patient online

e Be clear about who is responding — eg give your name and role in the practice and
be clear if admin staff are responding on behalf of a clinician.

e Check the patient’s understanding of management plans and provide appropriate
safety netting with specific instructions that the patient can refer back to.

e Make sure patients are told how they can ask questions, query a decision or discuss
something further.

e Before sending clinical information by SMS, ask the patient if they are happy with this
mode of communication (but avoid using this route for sensitive or urgent issues).

e Consider the wording of messages and how this may be received by the patient —
think ‘how would | feel if | got this response?’
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e Be alert to written cues: eg you might be able to identify a patient’s concern through
the language they use.
e Avoid jargon and acronyms, use large text, keep sentences short.

4. Pass the online consultation to the patient’s regular clinician

e If the request is non-urgent, pass it to the patient’s usual clinician.

e |If a patient later requires a further consultation, pass this to the clinician who
originally dealt with the online consultation.

5. Quick wins

e Add links to advice on NHS.uk, send attachments or digital leaflets to your
messages.

e Use pre-set messages or questions that you can customise.

e Code using templates provided by suppliers.

e Update any outstanding QOF items.

6. Try to do today’s work today

e If a patient needs to be contacted, book this for the current session rather than a
future date wherever possible (also consider continuity). This is more sustainable
than having a surge of appointments later.

For top tips on using video consultations please see here.

For advice on assessing breathlessness remotely please see here
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of palliative
care in hospital during the coronavirus
pandemic

Keeping the care in healthcare
27 March 2020, Version 1

As clinicians, we all have responsibilities in relation to coronavirus and we should seek and
act on national and local guidelines. We have a specific responsibility to institute best
practice palliative care for all patients who require this, either with pre-existing palliative care
needs or because of coronavirus infection. We may need to work outside our specific areas
of training and expertise, and the General Medical Council (GMC) has already indicated its
support for this in the exceptional circumstances we may face.

All hospitals have access to specialist palliative care teams, whether as in-house hospital
palliative care teams or in-reach teams from local palliative care services. These teams will
be able to provide advice and support, but it will not be possible for them to provide direct
care to everybody who needs it, especially as the pandemic progresses.

This guidance is aimed at all professionals looking after patients with coronavirus,
and their families, in the hospital setting.

This guidance does not replace evidence based local guidelines for palliative care. It is
intended to support practice where local guidance does not already exist.

NHS England and NHS Improvement
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Goals of care
The treatment of patients suffering from coronavirus may be orientated towards:

* Supportive measures — for example, provision of fluids and/or oxygen.
* Targeted treatment — for example, provision of antibiotics to treat pneumonia.

* Organ support — for example, ventilator support, renal replacement therapy, etc.

These are aimed at preserving and prolonging life. It is important to remember that most
people with coronavirus will survive and recover.

For those who are dying as a consequence of coronavirus and/or who do not wish to have
active or invasive treatments, the switch in focus to high quality, compassionate, palliative
care at the end of their life is equally important.

Treatment escalation planning

In the context of the coronavirus pandemic, decisions about further treatment escalation or
shifting the focus to palliative care will need to take place rapidly. It may not be possible to
have joint discussions involving the patient, those close to them and the clinicians because:

* the patient may have become ill and deteriorated very quickly, so they may not be
able to fully participate in the decision-making.

* the patient’s family and those closest to them may not be able to be present because
of hospital infection control procedures, or they may be in self-isolation or looking
after family members who are ill.

Conversations with the patient’s family may well have to take place remotely. They are likely
to be anxious and shocked by what has happened. These are not easy conversations to
have but it is important that honest and timely conversations do take place. Senior clinicians
should role model these conversations and support their teams to do so. Palliative care
teams are skilled at these conversations and will do their best to support colleagues in doing
so, but there will not be enough capacity for palliative care teams to undertake all
conversations themselves.

See Appendix 2 for ‘three talk’ model for shared decision making.
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Potential triggers for contacting specialist palliative care

* Patient already known to specialist palliative care.

* Symptoms not responding to clinical guidelines, including when a patient is
imminently dying.

* Complex symptoms that require specialist advice.

* Decision not to escalate treatment in the face of deterioration or uncertain prognosis.

* Other complexities, for example, young children or other dependents who rely on the
patient.

Role of Specialist Palliative Care teams

Specialist palliative care teams can provide:

* Advice, guidance and support to health care teams.
* Remote assessment, via window, if indicated and possible.

* Face-to-face assessment, if it is not possible to help remotely, for example, due to
complexity, refractory symptoms or severe distress.

* Additional support for family and those close to the patient.

* Training and support for ward staff, for example, syringe drivers, prescribing,
conversations to plan treatment escalation.

* Help to facilitate rapid discharge out of hospital using established connections with
hospices, community palliative care teams and primary and community health care
services.

Symptom management

Even though many patients will survive and recover from coronavirus, managing their
symptoms during this period remains important. This guidance assumes that a patient has
received all appropriate supportive treatments and management of their comorbidities has
been optimised.

The good practice approach to symptom management is as follows:

* Correct the correctable, for example, give the patient antibiotics for a bacterial
infection.

* Non-drug approaches, especially in mild to moderate disease — see Appendix 1.
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* Drug approaches — see Appendix 1.

The most common symptoms of coronavirus that require attention are:

breathlessness
* cough
* fever

® delirium

A synopsis of the approach to these symptoms is set out in Appendix A — originally
published by the Association for Palliative Medicine and Northern Care Alliance NHS Group.
Local guidelines may be used instead, provided these have been ratified appropriately within
local governance structures.

Management of other symptoms, including pain, should be treated in accordance with local
guidelines and policies.

Care of the dying patient

Despite the challenging circumstances of the coronavirus pandemic, it is important not to
lose sight of the important elements of holistic care of the dying person. This includes:

* Effective communication including clear decision-making.

* Adequate pain and symptom management.

* Opportunity to prepare for death, including emotional and spiritual support (chaplains
and faith leaders may play an important role here).

* Support for those close to the dying person, including the ability to keep in touch via
phone or virtual communication (for example, Skype, WhatsApp)

Personal protective equipment (PPE) will need to be used by those visiting or attending to
the dying person. As far as possible, try to make the immediate environment as conducive
as possible to a peaceful and dignified death.

At the time of death

Where coronavirus has been confirmed or, if the patient has been tested and no results are
available yet, they will need to be treated as high risk when they die. Mementoes or
keepsakes (for example, locks of hair, handprints, etc.) may be offered and taken at the time
of care after death. These cannot be offered or undertaken at a later date. They must be
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placed in a sealed bag and the relatives must not open these before seven days. Full PPE
should be worn for performing physical care after death.

An appropriately trained professional must complete the verification of death using PPE and
maintaining infection control measures. The appropriate doctor then completes the medical
certificate of cause of death (MCCD) certificate as soon as possible.

COVID-19 is an acceptable direct or underlying cause of death for the purposes of
completing the MCCD. It is not a reason on its own to refer a death to a coroner under the
Coroners and Justice Act 2009. That COVID-19 is a notifiable disease under the Health
Protection (Notification) Regulations 2010 does not mean referral to a coroner is required by
virtue of its notifiable status

Coordination of support for the bereaved family and those close to the patient should be
managed by the hospital’s bereavement services, signposting them to locally and nationally
available support services, including those provided by the voluntary sector. National
guidance on the use of PPE, verification of death and medical certification should be
followed.
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Appendix 1

Management of breathlessness: COVID-19 Outbreak

Breathlessness is the subjective sensation of discomfort with breathing and is a common cause of
major suffering in people with acute, advanced and terminal disease. Treatment of underlying
causes of dyspnoea should be considered and optimised where possible. Both COVID-19 and
non-COVID-19 conditions (for example, advanced lung cancer, lymphangitis carcinomatosis,
SVCO, etc) may cause severe breathlessness/distress toward end of life.

Reversible causes

e both COVID-19 and
non-COVID-19
conditions (advanced
lung cancer, SVCO,
lymphangitis
carcinomatosis, etc)
may cause severe
distress or
breathlessness
towards the end of
life

e check blood oxygen
levels

-

Non-pharmacological
measures

positioning (various advice
depending on position: sit
upright, legs uncrossed, let
shoulders droop, keep head
up; lean forward)

relaxation techniques
reduce room temperature
cool the face by using a cool
flannel or cloth

portable fans are not
recommended for use
during outbreaks of
infection or when a patient
is known or suspected to
have an infectious agent

Pharmacological
measures

humidified oxygen (no
evidence of benefit in the
absence of hypoxaemia)
opioids may reduce the
perception of breathlessness
o morphine modified
release 5mg bd (titrate up
to maximum 30mg daily)
o morphine 1-2mg SC prn if
unable to swallow
o midazolam 2.5-5mg SC
prn for associated
agitation or distress
anxiolytics for anxiety
o lorazepam 0.5mg SL prn
in the last days of life
o morphine 2.5-5mg SC prn
o midazolam 2.5mg SC prn
o consider morphine 10mg
and or midazolam 10mg
over 24 hours via syringe
driver, increasing to
morphine 30mg/

midazolam 60mg step-
\ wise as required /

Forward lean 1

Forward lean 2

Adapted forward Adapted forward
lean for lying lean for sitting
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Management of cough during a COVID-19 outbreak

Cough is a protective reflex response to airway irritation and is triggered by stimulation of airway

cough receptors by either irritants or by conditions that cause airway distortion.

-

To minimise the risk of

cross-transmission:

e cover the nose and
mouth with a
disposable tissue when
sheezing, coughing,
wiping and blowing the
nose

¢ dispose of used tissues
promptly into clinical
waste bin used for
infectious or
contaminated waste

e clean hands with soap
and water, alcohol hand
rub or hand wipes after
coughing, sneezing,
using tissues, or after
contact with respiratory
secretions or objects
contaminated by these
secretions

o

Cough hygiene

J

measures

e humidify room air

e oral fluids

e honey and lemon in
warm water

e suck cough drops/hard
sweets

e elevate the head when
sleeping

e avoid smoking

o

/,Non-pharmacological \

/

k4 hourly prn

/ Pharmacological \

measures

simple linctus 5-10mg PO
QDS

if ineffective

codeine linctus 30-60mg
PO QDS

or

morphine sulphate
immediate release solution
2.5mg PO 4 hourly

If all these measures falil,
seek specialist advice, to
discuss:

use of sodium
cromoglicate 10 mg
inhaled 4 times a day (can
improve cough in people
with lung cancer within
36-48 hours)

if severe/end of life:
morphine sulphate
injection 10mg CSCI over
24 hours and 2.5-5mg SC

J

| HM Government

NHS |

@ O S

CATCHIT. BINIT.

KILL IT.
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Management of delirium during a COVID-19 Outbreak

Delirium is an acute confusional state that can happen when someone is ill. It is a SUDDEN
change over a few hours or days and tends to vary at different times of day. People may be
confused at times and then seem their normal selves at other times. People who become
delirious may start behaving in ways that are unusual for them - they may become more agitated
than normal or feel more sleepy and withdrawn. People with dementia are more prone to

becoming delirious.

measures

¢ identify and manage the
possible underlying
cause or combination of
causes

e ensure effective
communication and
reorientation (for
example, explaining
where the person is,
who they are, and what
your role is) and provide
reassurance for people
diagnosed with delirium

e consider involving
family, friends and
carers to help with this

e ensure that people at
risk of delirium are
cared for by a team of
healthcare professionals
who are familiar to the
person at risk

e avoid moving people
within and between
wards or rooms unless
absolutely necessary

/Non-pharmaceutical \

measures: mild to
moderate to severe

Haloperidol is generally the
drug of choice for both hyper-
and hypo-active delirium:

e start with 500 microgram /
24h CSCI or PO/SC at
bedtime and g2h prn

¢ if necessary, increase in
0.5-1mg increments

e median effective dose
2.5mg/24h (range 250
microgram - 10mg / 24h

e consider a higher starting
dose (1.5-3mg PO/SC)
when a patient’s distress is
severe and/or immediate
danger to self or others

If the patient remains

agitated, it may become

necessary to add a

benzodiazepine, e.g.

e lorazepam 500 micrograms-
1mg PO bd and prn

or

& ensure adequate Iightiy

e midazolam 2.5-5mg SC prn

\1-2 hourly

/ Pharmacological \

/ Pharmacological \

measures: end

of life (last days /

hours)
Use a combination of
levomepromazine and
midazolam in a syringe driver

Levomepromazine (helpful
for delirium)

e start 26mg SC stat and ql1h
prn (12.5mg in the elderly)

o if necessary, titrate dose
according to response

e maintain with 50-200mg /
24h CSCI

e alternatively, smaller doses
given as an SC bolus at
bedtime, bd and prn

Midazolam (helpful for
anxiety)

e start with 2.5-5mg SC/IV
stat and q1h prn

o if necessary, increase
progressively to 10mg SC/IV
glh prn

e maintain with 10-60mg / 24h
CSClI

If the above is ineffective,

seek specialist palliative care
@vice /

(Management of this symptom, which is distressing for both relatives and staff (patients are usually\

unaware of what they are doing at this time) can be troublesome. Through use of the medications

above, titrated appropriately, this can usually be managed effectively.

e Prevention of delirium better than cure, so meticulous adherence to delirium prevention
strategies (orientation, prevention of constipation, management of hypoxia, etc) is essential

e Adoption of daily screening, using Single Question in Delirium (SQID) and / or 4AT rapid test for

\ delirium (https://www.the4at.com/) to detect early and treat cause

J
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Management of fever during a COVID-19 Outbreak

Fever is when a human's body temperature goes above the normal range of 36-37° Centigrade
(98-100° Fahrenheit). It is a common medical sign. Other terms for a fever include pyrexia and
controlled hyperthermia. As the body temperature goes up, the person may feel cold until it levels
off and stops rising.

4 N N ™
Is it fever? Non-pharmacological ’

Pharmacological
measures measures
« significant fever is defined  reduce room e paracetamol 1g PO/
as a body temperature of: tempelzrature ot IV/PR QDS
° e wear loose clothing
° (:gj)c or greater e cool the face by using a **NSAIDS _
cool flannel or cloth contraindicated in
o 37.?°C or greater e oral fluids COVID-19** (Day,
(axillary)  avoid alcohol 2020)
o 37.8°C or greater e portable fans are not
(tympanic) recommended for use e ifapatientis close to
o 38°C or greater during outbreaks of the end of life, it may
(rectal) infection or when a be appropriate to
e associated signs and patient is known or consider use of
symptoms: suspected to have an NSAIDs (e.g.
hiveri infectious agent parecoxib 40mg SC
© shivering OD-BD; maximum
2 iﬂﬁ‘lgng 80mg in 24 hours)
o aching muscles and
joints
o other body aches

o AN AN J
-

Normal body temperature: 98.63}7%) \

—
\

Body fever temperature: > lOO"F (3].7"C)

T

- /

Source: https://apmonline.org/wp-content/uploads/2020/03/COVID-19-and-Palliative-End-of-
Life-and-Bereavement-Care-22-March-2020.pdf
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Appendix 2

‘Three talk’ model for shared decision making can be used to guide the decision-making
process:

1. Team talk

Clarify the diagnosis, establish that a decision needs to be made regarding the next steps
and reinforce partnership

For example, ‘You have coronavirus infection that has severely affected your breathing. We
need to decide on the next steps’

2. Option talk

Check prior knowledge, then outline options along with what is known of the pros and cons
of the options, then check understanding

3. Decision talk

Further establish that a decision needs to be made, reinforce empathy and partnership,
check for information gaps

The decision

If possible, defer closure and give time for discussion with relatives, carers, advocates.
If not possible, ‘What thoughts do you have about the best way forward?’

If low confidence/high anxiety, empathy

‘This is so difficult, but | am here...” What else can | do/tell you to help us come to the right
decision?’
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