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Updates to the RSS COVID-19 page

North Yorkshire and York CCGs remote assessment of Covid-19
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Vale of York Pharmacy closures and changes of hours - latest position


Important information - Ethics and Advanced Care Planning

Please find attached important information about the proposed Ethics group, advice for Primary Care Clinicians on Advanced Care Planning and Palliative Care and the COVID-19 Ethical Framework.


Minor eye conditions – a referrals update

HBS can confirm that there is still a MECS scheme running across the Vale of York CG locality . However, the majority of community optometrists remain available only for urgent cases. Please ask patients contacting practices to ring the community optometrist first and not to just present as the premises may be showing as closed. For any queries please contact martin@hbsuk.co.uk

NECS service notification - Easter service desk opening times

To support its customers in Primary Care NECS will be operating a full IT support service throughout the Easter weekend.  It has slightly amended its opening times as below;

	Good Friday
	07:00 – 17:00

	Saturday
	08:00 – 16:00

	Easter Sunday
	08:00 – 16:00

	Easter Monday
	07:00 – 17:00



When logging Service Desk calls, either via the Self-Service Portal or via email, please include your availability for over the weekend as this will help the team to support you and resolve your issues at a convenient time.  If you already have a call logged, please update your call via the Self-Service Portal with your availability.

Please provide a direct contact number as this prevents engineers having to queue to get through to the practice to resolve your issues.  

Free mental wellbeing webinars for NHS staff and IAPT professionals

The following FREE webinars, designed to help NHS frontline staff and IAPT professionals, focus on mental wellbeing in light of COVID-19. You can join the webinars LIVE or each download afterwards.

Staff Wellbeing: IAPT Service Support in COVID-19 Thursday 16 April 2020, 2pm - 3pm LIVE
Physical Activity in Isolation: IAPT Service Support in COVID-19 Friday 24 April 2020, 12pm - 1pm LIVE

NHS Nightingale Hospital Yorkshire and the Humber – an update

We are pleased to confirm to you that the NHS Nightingale Hospital Yorkshire and the Humber will form a vital part of the NHS’s surge capacity in the response to the Coronavirus pandemic.  Based at the Harrogate Convention Centre, the new, temporary hospital will provide up to 500 critical care beds equipped with ventilators and oxygen.

Redevelopment work is already well underway to create and equip the centre and will be completed within weeks. Once fully operational it will be able to provide care for thousands of patients who have tested positive for Covid-19  from across the region.

It has been set up through a collaboration of NHS hospital trusts, CCGs, AHSNs, Harrogate Borough Council, the armed forces and NHS England and NHS Improvement.  The hospital has a leadership team, drawn from NHS leaders from across the region, and is hosted by The Leeds Teaching Hospitals NHS Trust.

The NHS Nightingale facility is part of a comprehensive range of measures being put in place to respond to the pandemic in secondary, primary and social care, across the public and private sector. These include creating more critical care capacity in existing facilities, providing increased number of consultations over phone or online and supporting vulnerable people to be able to isolate themselves safely. The objective of all these initiatives is to increase caring capacity while reducing the rates of infection. For more information email england.neymedia@nhs.net. 
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ACP proposal for Ethics group 2 April 2020 AMENDED.doc
Covid-19 Ethics Group – 2 April 2020

Advance care planning (ACP) – outline proposal - PROPOSAL HAS BEEN AMENDED BELOW POST ETHICS GROUP BASED ON DISCUSSION AND AGREEMENT OF VARIOUS OPTIONS, PLEASE SEE ATTACHED LETTER.

Background and introduction:

There has been much discussion about advance care planning in the early stages of the UK coronavirus outbreak. Understanding the wishes and choices of patients during this outbreak will be crucial to reducing pressure on acute hospitals and as far as possible ensuring patients have the care they would want. Although this is brought to this group in the emergency period of the coronavirus pandemic, the advance care planning ideally should not apply only to ‘what to do in the case of a positive diagnosis of coronavirus’ situation, however many documents have been produced specifically for Covid. Ethics are requested to consider this later in the paper. AGREED ACP SHOULD NOT JUST FOCUS ON COVID-19

Healthcare settings are all acutely aware of the modelling figures which provide details of when a peak in cases can be expected (at the time of this report expected to be around the end of April). The NHS has always had to make decisions on best use of finite resources and this pressure is only going to increase in the time of a pandemic. NICE guidance has been issued to the medical community regarding access to hospital and critical care and the BMJ has also released guidance in recent days relating to ethical decision making.


Where a patient becomes unwell through coronavirus or simply a deterioration of their existing conditions (including frailty) it is important to understand what medical measures they would wish to have access to and what measures they would seek to avoid. This might just be the difference between someone dying at home surrounded by family and loved ones having an opportunity to say goodbye (non-coronavirus cases) and dying alone in an intensive care unit.

This paper is written on the basis of PCNs scoping their individual patients and understanding what is the right plan for an individual’s circumstances. Patients cannot be grouped together on the basis of conditions for the purposes of advance care planning for obvious reasons; these are individual preferences and choices made by people facing their own mortality. 


This paper does not touch on the links with ACP and End of Life pathways and processes.

Current position:


It is accepted that many PCNs already have systems, processes and documentation in place and many have scaled up their approach in light of Covid-19. This proposal therefore offers an approach and examples of processes and documentation which could be used. However there will need to be agreement on doing certain aspects of the planning once e.g. all ACPs to be kept on the Summary Care Record. It also highlights some perceived gaps in the pathway for patients which would be worthy of discussing at Ethics.

In readiness for this paper, I have discussed the current position within SHAR PCN, Selby ‘City’ and York Integrated Care Team and gained their views on this proposed approach.


High level proposal:


		Case finding – which patients require ACPs?



		Proposal

All PCNs should identify those patients in ‘at risk groups’ who would benefit from ACP and identify those who already have one in place in order to identify the cohort to be reached.

		Searching for patients

It is apparent that a variety of searches are being used by practices which may lead to no identification of some patients

		Examples of search criteria that could be used:

Frailty / severely 

Over 85s


Over 75s with comorbidities


Respiratory patients 


Dementia patients


Parkinson’s disease patients etc


SEE COVERING LETTER



		Identifying the workforce to have the ACP conversation



		Proposal:


That the system uses every available appropriate resource to support PCNs to progress ACP conversations and complete documentation (‘divide and conquer’ / call to action approach)




		What would help?


Some PCNs are using a variety of workforce from different organisations while others may be struggling. 

That PCNs identify any gaps in workforce provision which is hampering the ability to complete ACPs at scale.

Vale of York position – the CCG has identified a number of staff who would be willing and able to undertake ACP conversations / liaise with care homes. CYC are also willing to resource. We encourage PCNs to get in touch via michelle.carrington1@nhs.net. 

		Examples of workforce being used:

Dementia Forward for dementia patients


Practice nurses skilled in long term condition management for respiratory patients


Specialist nurses from community for patients with Parkinson’s disease

Local authority volunteers for frail patients

Lead nurses in practice for the over 85 population



		Consideration: for all partners to identify a cohort of appropriate staff to support PCNs (e.g. CCGs)



		Having the conversation with patients



		Proposal:


PCNs produce a list of patients requiring ACP to distribute to the identified workforce to undertake the conversation within a given timeframe.


For care homes – some PCNs have a disproportionate number of care homes aligned to their footprint compared to others and may struggle more to support the ACP conversation. There is a need identify the appropriate workforce to liaise with care homes to complete the ACP documentation. Care homes may require some support and training to undertake this. 


All conversations where possible to be done over the phone.


All conversations to follow an agreed script which should include how their decision is communicated with families.


That the conversation forms part of a ‘welfare’ / ‘check in’ with patients to ensure other needs are being met such as condition not deteriorating / access to food and medicines.

		What would help?

Training for staff identified to undertake the conversation and a script they can use.


For signposting to other agencies to be clear if patients identify further support e.g. access to food / medicines

		Examples of scripts which could be used: the documents below relate to Covid-19 and could be used if appropriate during the conversation but ACPs should be wider than Covid. PCNs would need to develop wider ACP scripts for staff to use.
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		Consideration: is the scripted conversation only for in the event of developing Covid-19 or wider than this as this will determine what script is used. Some national approaches have been developed including a decision making script and symptom management document which will no doubt still be helpful. E.g. 

Ethics agreed that ACPs need to be wider than just Covid-19. The attachments below may assist conversations specifically about Covid and potential survival rates and symptom management.
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		For patients without capacity 



		Proposal:

PCNs scope the patients in the same was as above. They will need to understand whether a patient has a relative with Lasting Power of Attorney (Health and Welfare).


A Best Interests discussion should be convened on the phone with a set of questions sent to interested people in advance (family, friends, representatives etc). This should include a description of the decisions to be made on behalf of the patient but also a recognition that the Court of Protection may need to be engaged in the event that full agreement cannot be reached.



		What would help:

Mental capacity assessments done by the GP to understand whether this is a patient with fluctuating or no capacity. 


Diagnosis is often not determinative in and of itself.

		Documents to be devised:

Capacity Assessment


Best Interests Standard Agenda


Family/IP letter






		Documenting the conversation and saving the ACPlan



		Proposal


That PCNs use an ACP form which broadly covers the agreed best practice questions (after consideration by Ethics regarding Covid-19 specific ACP decisions)


That all ACPs are saved in the Summary Care Record 

		Comment 


There are a variety of ACP forms in use. There should be no suggestion that we move to one form, given that some PCNs have successfully developed documentation which works for them.


The SCR can be seen by NHS 111, OOH and by YAS control centre. It cannot be seen by YAS personnel attending patients which is why it is important that the ACP and particularly the DNACPR form is within the patients ‘home’ to prevent unnecessary conveyance to hospital.

		Examples of forms which can be used:
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		Consideration – there is a fairly widespread view that we should not use the RESPECT forms at this time, a view from Ethics would be welcome. Ethics agreed that the use of RESPECT forms may add a layer of confusion to all the other documentation in use or suggested for use. The use of the RESPECT form is mentioned in the approach to covid-19 in the community flowchart which may be use in some areas.
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If the patient is admitted to hospital without an ACP in place, the hospital have the ACP conversation and then the patient is discharged from hospital, what is the agreed process, documentation and communication which follows the patient out? Post Ethics conversation is that YHFT are willing to adapt the care home escalation triage form into an ACP / use the advance care plan below more widely across the organisation. YHFT would be unable to out the ACP on the SCR and therefore will need to ensure that good communication from YHFT to GPs is in place in order for primary care to put the ACP on the SCR.
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		Patients requiring a DNACPR



		Proposal:


For PCNs to identify patients who require a DNACPR and put in place a ‘task’ process for GPs to complete the documentation


To agree a process for ensuring the paper form is in the patients ‘home’

		What would help?


It is clear that other professionals can have the conversation with patients about DNACPR but only doctors can complete the documentation. In some areas senior nurses are undertaking the conversation and then requesting the GP to complete the documentation. In other areas the nurses are completing the DNACPR form and the GP is countersigning it – this may lead to resuscitation taking place if other agencies do not recognise the form as valid.


The workforce identified to support the ACP could be used to ‘deliver’ the form to patient’s ‘homes’.



		What group will manage the work of this proposal and where does it report to?



		Proposal


Given that Ethics is wider than one CCG there may be various options for the most appropriate group. For the Vale of York there is a Community / Secondary Care Interface group which may be the most appropriate group for this work. 


Each CCG (given they commission primary care services) to determine which is the most appropriate group

		Comment


It has been proposed that the Ethics Group covers HCV footprint. It makes sense that Gold Command has oversight of the work but that work streams sitting in more local ‘places’ could drive and monitor the work.



		How do we learn from incidents / examples of where the process may have fallen down?



		Proposal 


That individual examples of where the process has fallen down e.g. patients admitted to hospital who should have had an ACP, are fed through to the groups identified above

		Comment 


Currently individual issues and examples are mainly dealt with through email / phone conversations clinician to clinician based on relationships within the system. Triangulation of the issues, themes and trends are not necessarily captures and potential solutions not communicated or embedded to prevent recurrence.





Recommendation 


For Ethics to consider the above proposals


Michelle Carrington - Executive Director Quality & Nursing, Vale of York CCG
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1. Personal details



2. Summary of relevant information for this plan (see also section 6)



3. Personal preferences to guide this plan (when the person has capacity)



4. Clinical recommendations for emergency care and treatment



Full name 



NHS/CHI/Health and care number



Preferred name
 



Recommended Summary Plan for 
Emergency Care and Treatment for:



Date 
completed



Including diagnosis, communication needs (e.g. interpreter, communication aids)  
and reasons for the preferences and recommendations recorded.



How would you balance the priorities for your care (you may mark along the scale, if you wish):



Focus on life-sustaining treatment 	 Focus on symptom control 
as per guidance below	 as per guidance below
clinician signature	 clinician signature



Considering the above priorities, what is most important to you is (optional):



Details of other relevant planning documents and where to find them (e.g. Advance Decision to Refuse 
Treatment, Advance Care Plan). Also include known wishes about organ donation.



CPR attempts recommended 
Adult or child 



clinician signature



CPR attempts NOT recommended 
Adult or child 



clinician signature



Now provide clinical guidance on specific interventions that may or may not be wanted or clinically 
appropriate, including being taken or admitted to hospital +/- receiving life support:



Date of birth



Address



For modified CPR  
Child only, as detailed above 



clinician signature



Prioritise sustaining life, 	
even at the expense
of some comfort	



		  Prioritise comfort,
		  even at the expense
		  of sustaining life
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Does the person have sufficient capacity to participate in making the recommendations on this plan?  		
		          Yes / No



Do they have a legal proxy (e.g. welfare attorney, person with parental responsibility)  
who can participate on their behalf in making the recommendations?                    Yes / No / Unknown 
If so, document details in emergency contact section below            



Record date, names and roles of those involved in decision making, and where records of discussions  
can be found: 



Designation 	 Clinician name  	 GMC/NMC/  	 Signature	 Date & time 
(grade/speciality)	                 		  HCPC Number
		  	  		  	



Review date  	 Designation	 Clinician name	 GMC/NMC/  	 Signature 
		  (grade/speciality)		  HCPC number



5. Capacity and representation at time of completion



6. Involvement in making this plan 



9. Confirmation of validity (e.g. for change of condition)



8. Emergency contacts



7. Clinicians’ signatures 



Role	 Name		  Telephone	 Other details



Legal proxy/parent



Family/friend/other



GP



Lead Consultant



Version 2.0   © Resuscitation Council UK, 2017 



The clinician(s) signing this plan is/are confirming that (select A,B or C, OR complete section D below):



A This person has the mental capacity to participate in making these recommendations.  They have 
been fully involved in making this plan.



B This person does not have the mental capacity to participate in making these recommendations.   
This plan has been made in accordance with capacity law, including, where applicable, in 
consultation with their legal proxy, or where no proxy, with relevant family members/friends.



C This person is less than 18 (UK except Scotland) / 16 (Scotland) years old and (please select 1 or 2, 
and also 3 as applicable or explain in section D below):



1 They have sufficient maturity and understanding to participate in making this plan



2 They do not have sufficient maturity and understanding to participate in this plan. Their views, 
when known, have been taken into account.



3 Those holding parental responsibility have been fully involved in discussing and making this plan.



D If no other option has been selected, valid reasons must be stated here. Document full explanation in 
the clinical record. 



Senior responsible clinician
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Guidance on the management of symptomatic patients dying from COVID-19 



Principles 



An experienced clinician needs to exclude reversible causes before the diagnosis of dying is made. Hospital 



admission should be considered for patients with respiratory distress of unknown cause.  



When caring for a patient dying from suspected or confirmed COVID-19, continue to use standard principles of 



holistic individualised care and symptom control. Many have mild respiratory symptoms and are already close to the 



end of life with other conditions, so will require ‘standard’ palliative care prescribing: see the prescribing guidance 



attached to the community drug administration chart that can be printed from the CCG End of Life Care template.  



Dying from Covid-19 



• Death from Covid-19 occurs via one or both of the following mechanisms: 



o Type 1 Respiratory failure from Acute Respiratory Distress Syndrome (ARDS) 



o Systemic shock from ‘cytokine storm’ that resembles bacterial septic shock 



The most common terminal symptoms are: pyrexia, rigors, severe dyspnoea, cough, delirium and agitation. The 



terminal phase can be rapid, lasting just a few hours: these symptoms can develop rapidly and can be very 



distressing. Rapid access to medication is vital and often involves larger doses than in ‘standard’ palliative care 



practice.  



Medication options 



• The medications most likely to provide effective symptom control are: 



o Antipyretics for rigors and delirium  



o Opioids for dyspnoea and cough 



o Benzodiazepines for agitation 



o Antipsychotics for delirium and agitation 



• The rapid onset of severe symptoms (and likely shortage of syringe drivers) means that stat doses of 



subcutaneous drugs may result in faster and better symptom relief.  



Medication route 



• If possible, insert a subcutaneous (SC) butterfly needle (or ideally a paediatric venflon if available) so that 



medications can be administered without multiple injections.  These can last up to 72 hours and need to be 



changed earlier if there are signs of erythema or pain at the site. 



• The oral route may not be available in the dying phase, but Oramorph can be helpful if given early.  



• Lorazepam, morphine and oxycodone can be given sublingually (SL) and midazolam given buccally (BUC). 



• Viral shedding is thought to occur rectally, so the PR route is best avoided. 



Medication rationale 



• As nursing and medical staffing levels will be lower during the peak of the pandemic, the aim is to provide 



effective symptom control without relying on frequent medication administration. 



• Larger than usual stat doses may be required for effective symptom control. The severe terminal anxiety and 



breathlessness that many patients experience may require higher doses of sedative medication in order to 



reduce conscious level more rapidly and deeply than in ‘traditional’ palliative care practice.  



• In the absence of staff to administer SC drugs frequently, the use of ‘standard’ lower doses increases the risk 



of poor symptom control and unacceptable distress for patients and their families. 



 











Guidance on the management of symptomatic patients dying from COVID-19 



Pharmacokinetic considerations 



• Morphine, oxycodone and midazolam are effective for around 4 hours after SC, SL and BUC administration. 



• Absorption of morphine, oxycodone and midazolam is similar via oral, SL and BUC routes: use similar doses 



• If already on morphine, remember that prn dose of morphine = 1/6th of current total morphine dose. 



• As suggested below, hourly doses may be needed to ensure rapid symptom control 



• Levomepromazine is a sedating antipsychotic with a duration of action between 12 and 24 hours: a single 



dose of 25 to 50mg SC will give significant anxiolysis and sedation within 60 minutes. 



• The combination of all three medications is therefore likely to provide optimal symptom control for 18 to 24 



hours from a single SC administration. 



• Fentanyl and buprenorphine patches should not be started due to the slow onset of action (>12 hours) 



• Pyrexia exacerbates agitation and delirium. NSAIDs are the preferred antipyretics as they have a longer 



duration of action than paracetamol: they are unlikely to hasten death in the context of end of life care. 



• Oxygen is rarely of benefit in the terminal phase: opioids and sedatives are usually more effective for 



management of symptoms in this context. 



Pharmacological Symptom Control for Patients Dying from Suspected or Confirmed Covid-19 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



Dr Stephen Barclay and Palliative Care Consultants across the Cambridgeshire and Peterborough CCG area 
sigb2@medschl.cam.ac.uk  



If the patient is severely distressed by shortness of breath and / or agitated give the following together stat: 
a) Morphine 2.5 to 5 mg (or Oxycodone 2.5 to 5 mg ) SC or SL 
b) Midazolam 2.5 to 5 mg SC or BUC (or Lorazepam 1mg SL) 
c) Levomepromazine 12.5 to 25 mg SC (or Haloperidol 5mg SC) 



Some patients dying from COVID-19 need the higher of these initial doses to achieve adequate relief of 
breathlessness and appropriate sedation. The lower doses may be more appropriate for the frail elderly. 
 
 



 



Prescribe the following p.r.n. drugs, with a low threshold for dose escalation if needed:  
 



Shortness of breath: Morphine 2.5 to 5 mg SC / SL hourly. Or Oxycodone 2.5mg SC / SL hourly 
 



Agitation/panic: Midazolam 2.5 to 5 mg SC / BUC hourly (max 80mg/24hrs).                                                   
Or Lorazepam 1mg sublingual 2-hourly 
 



Agitation / delirium: Levomepromazine 12.5 to 25 mg SC hourly (max 250 mg/24 hrs) 
Or Haloperidol 1.5 to 3 mg SC hourly (max 15mg/24hrs) 
 



Respiratory secretions: Glycopyrronium 400 micrograms SC hourly (max 1.2mg/24hrs).                                                           
Or hyoscine butylbromide 20mg SC hourly (max 120mg/24hrs) 
 



If you think it appropriate, there may be lay person or clinical family member who you think would be 
safe and willing to administer these prn drugs. A ‘handout’ for them is on the next page, with longer 
dose frequencies for safety reasons. The list of pharmacies stoking End of Life drugs is at 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/prescribing-information/controlled-
drugs-and-palliative-care/palliative-care-prescribing/  
 



If symptomatic from temperature > 37.5 C, give antipyretic (naproxen 500mg or paracetamol 1g) orally.  
A tepid compress will also help. Fans may encourage viral dispersion so are best avoided 



An experienced clinician has decided that the person is imminently dying from COVID-19 



If you need advice, contact Arthur Rank Hospice on 01223 675900 or Thorpe Hall Hospice on 01733 225900.  
Advice from a Palliative Care specialist nurse or Consultant is available 24/7: they will be pleased to help. 





mailto:sigb2@medschl.cam.ac.uk
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Guidance on the management of symptomatic patients dying from COVID-19 



 



Advice sheet for family or friends on giving injections of medication 



People who are seriously ill and nearing the end of their life may be best cared for in their own homes. As their 



illness gets worse, they may find it difficult to take medicines by mouth because they are becoming too weak or too 



sleepy to swallow. Some drugs can get into the body through the lining of the mouth: others need an injection. 



In this situation, family and friends can be supported to give medications by injection or onto the lining of the mouth 



to keep patients as comfortable as possible should a doctor or nurse not be available. This is completely legal: if you 



are happy to take on this role, you will be trained by a healthcare professional on how to recognise the symptoms 



that need treating and how to give the medications.  



Sometimes the patient dies shortly after they have been given medication. It is very important that you are clear that 



these two things are not related, and the medication has not ended their life. At the doses used, the drugs will not 



hasten the end of life. 



 



 



 



You will be given clear written instructions of what drugs and doses are suitable for your situation, including 



the maximum number of doses to given in a 24-hour period. Common drugs and doses used will vary 



between people, but are commonly: 



Shortness of breath:  Morphine 2.5 to 5 mg every 2 hours as needed by injection or under the tongue.  



Agitation / panic:  Midazolam 2.5 to 5 mg every 2 hours as needed by injection or under the tongue  



                       Or Lorazepam 1mg every 4 hours as needed under the tongue 



Agitation / confusion Levomepromazine 12.5 to 25 mg every 2 hours as needed by injection only 



   Or Haloperidol 1.5 mg every hours as needed by injection only 



Respiratory secretions Glycopyrronium 400 micrograms every hour as needed by injection only.                                                           



Or hyoscine butylbromide 20mg every hour as needed by injection only 



If possible, please check with a GP or Community Nurse before giving medications: your GP practice 
during normal working hours or phone NHS 111 at other times. 



 
Should there be a delay in getting in contact with them, it is fine to give the medications and let them 



know afterwards. 
 



Online guidance on giving these medications is also available at https://subcut.helixcentre.com/ 





https://subcut.helixcentre.com/
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Advance Care Plan Form PIL 709 v4 Page 1 of 4  



 



 



My Future Wishes – Advance Care Plan 
You can fill in as much, or as little as you like, it is up to you. Please share 
this form with those who are important to you, your GP, and any health 
professionals involved in your care. If you need more space, please continue 
on plain paper, include your name, and date of the form on each sheet. 



Date completed:     
 



Name I prefer to be called (if applicable) 



NHS Number (if known) Contact Telephone Number 



Address Date of Birth 



Health Conditions/Allergies GP (name, address, telephone 
number) 



Who would you like us to contact in case of emergency? 
Name, contact telephone number and relationship to you - this does not 
have to be a relative, just whoever is closest to you. 











Advance Care Plan Form PIL 709 v4 Page 2 of 4  



 



What is important to you for your future care? 
Think of what you would like the people looking after you to know. You 
might want to go into lots of detail, or very little, but it is useful to indicate 
anything that’s important to you, no matter how trivial it may seem. You 
might like to consider things like your pets, faith, feelings, values, music, 
nature, company, dignity, home, etc. 



If you were very ill, where would you prefer to be looked after? 
(e.g. hospice, home, hospital, care home) 



 
First preference:    



Second preference:     



Ideally, where would you like to be cared for in your last days of life? 
(e.g. hospice, home, hospital, care home) 



 
First preference:    



Second preference:    



What might change your mind about your choices? In some 
circumstances, it may not be possible to support your preferred place of 
care, but every effort will be made to meet your wishes. 



What would be important to you as the end of your life approached, 
and do you have any specific wishes for this time? e.g. family 
members, spiritual support, music, photographs, etc. 











Advance Care Plan Form PIL 709 v4 Page 3 of 4  



 



Is there anything you would ideally like to avoid happening to you, and 
under what circumstances? This could be anything you wouldn’t want, 
such as a particular medical treatment, a particular visitor or care setting. 



Emergency care and treatment decisions made together with my 
healthcare professional. This will help inform treatment decisions if 
there is a change in my condition (or health). 



 



 



 



 



 



Please note - if you feel very strongly about not having specific treatments,    
please consider completing an Advance Decision to Refuse Treatment 
(ADRT) which is legally binding under specific circumstances. 



Have you made an Advance Decision to Refuse Treatment? 
(Previously called a Living Will) 



 
 Yes  No 



If so, where can this information be found? 



Who you would trust to make medical decisions and speak on your behalf, 
if you were too ill to communicate? They may be your partner, spouse, and 
adult child, or even a good friend. You may choose to complete a Lasting 
Power of Attorney, for Health and Personal Welfare. This is a legally 
binding document and must be signed by a witness. Please visit 
www.gov.uk/power-of-attorney for more information. 



 
Have you made a Lasting Power of Healthcare Attorney? 



 
 Yes  No 



If so, where can this information be found? 





http://www.gov.uk/power-of-attorney
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You may want to consider registering to be an organ donor in the future, 
to help others. Please visit www.organdonation.nhs.uk. Even if you have 
registered as a donor, health professionals still need to ask your family for 
consent before recovering organs or tissue, so make sure your wishes are 
known to those closest to you. 



 
Have you documented wishes to donate any of your organs? 



 
 Yes  No 



Some people wish to donate their body for medical research. If you are 
thinking about this, it is important to discuss this with your GP, hospital 
team and with those closest to you. As part of the donation process, you 
and your next of kin will be asked to sign a consent form. You can get this 
form from your local medical school. 
Please visit www.hyms.ac.uk/about-us/donations/donating-your-body 



 
Have you documented wishes to donate your body? 



 
 Yes  No 



If so, where can this information be found? 



Have you ever thought about what you may want, when the time 
comes for people to celebrate your life in the future? By making a note 
of favourite pieces of music, flowers, readings and suchlike, you can make 
planning the event much easier on those closest to you. 



 



Visit www.yorkhospitals.nhs.uk for information and more copies of this plan 
Owner: Lead Nurse, end of life care; First issued: January 2012; Version: 4 issued January 2020; 
Review: within two years of issue date; Approved by: Lead Nurse, end of life care 
© 2020 York Teaching Hospital NHS Foundation Trust. All Rights reserved. 





http://www.organdonation.nhs.uk/


http://www.hyms.ac.uk/about-us/donations/donating-your-body


http://www.yorkhospitals.nhs.uk/
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Example ‘script’ for callin ien i ACP/CM
Introduction ‘Hello my name is...’

Make sure talking to the right person

Ensure they can clearly hear and understand you

| know it must be very hard at the moment with all the endless news reports saying don’t worry this only
affects the elderly and frail with underlying health issues. | can imagine it makes you feel quite
vulnerable.

Just wanted to let you know we are here and working at the practice and that if you have any concerns
or symptoms you can call us.

We are also aware that a lot of our patients are too worried to bother us in case we are too busy so |
just wanted to touch base and make sure you are ok. Is there anything worrying you at the moment or
that you would like to ask me?

It would also be a really good time to make sure we have all your contact and next of kin details up to
date — can we check these please?

What support if any do you have at the moment? Do you have carers coming in, someone to do
shopping/get any medications or things you might need during an extended time of staying at home ?

We really are living through an unprecedented time, and we know for some people it makes them start
thinking about what they want and what they do not want when it comes to medical treatment. | am
sorry to bring this up over the phone like this and if you prefer not to talk about it, that is completely fine.
However, if you feel you would like to talk about it, or let me know what those wishes are, so that
everyone involved in looking after you knows and is aware what your wishes are, then | would be very
happy to discuss that now or another time soon if that is better for you.
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My Future Wishes – Advance Care Plan 
You can fill in as much, or as little as you like, it is up to you. Please share 
this form with those who are important to you, your GP, and any health 
professionals involved in your care. If you need more space, please continue 
on plain paper, include your name, and date of the form on each sheet. 



Date completed:     
 



Name I prefer to be called (if applicable) 



NHS Number (if known) Contact Telephone Number 



Address Date of Birth 



Health Conditions/Allergies GP (name, address, telephone 
number) 



Who would you like us to contact in case of emergency? 
Name, contact telephone number and relationship to you - this does not 
have to be a relative, just whoever is closest to you. 
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What is important to you for your future care? 
Think of what you would like the people looking after you to know. You 
might want to go into lots of detail, or very little, but it is useful to indicate 
anything that’s important to you, no matter how trivial it may seem. You 
might like to consider things like your pets, faith, feelings, values, music, 
nature, company, dignity, home, etc. 



If you were very ill, where would you prefer to be looked after? 
(e.g. hospice, home, hospital, care home) 



 
First preference:    



Second preference:     



Ideally, where would you like to be cared for in your last days of life? 
(e.g. hospice, home, hospital, care home) 



 
First preference:    



Second preference:    



What might change your mind about your choices? In some 
circumstances, it may not be possible to support your preferred place of 
care, but every effort will be made to meet your wishes. 



What would be important to you as the end of your life approached, 
and do you have any specific wishes for this time? e.g. family 
members, spiritual support, music, photographs, etc. 
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Is there anything you would ideally like to avoid happening to you, and 
under what circumstances? This could be anything you wouldn’t want, 
such as a particular medical treatment, a particular visitor or care setting. 



Emergency care and treatment decisions made together with my 
healthcare professional. This will help inform treatment decisions if 
there is a change in my condition (or health). 



 



 



 



 



 



Please note - if you feel very strongly about not having specific treatments,    
please consider completing an Advance Decision to Refuse Treatment 
(ADRT) which is legally binding under specific circumstances. 



Have you made an Advance Decision to Refuse Treatment? 
(Previously called a Living Will) 



 
 Yes  No 



If so, where can this information be found? 



Who you would trust to make medical decisions and speak on your behalf, 
if you were too ill to communicate? They may be your partner, spouse, and 
adult child, or even a good friend. You may choose to complete a Lasting 
Power of Attorney, for Health and Personal Welfare. This is a legally 
binding document and must be signed by a witness. Please visit 
www.gov.uk/power-of-attorney for more information. 



 
Have you made a Lasting Power of Healthcare Attorney? 



 
 Yes  No 



If so, where can this information be found? 





http://www.gov.uk/power-of-attorney








Advance Care Plan Form PIL 709 v4 Page 4 of 4  



 



You may want to consider registering to be an organ donor in the future, 
to help others. Please visit www.organdonation.nhs.uk. Even if you have 
registered as a donor, health professionals still need to ask your family for 
consent before recovering organs or tissue, so make sure your wishes are 
known to those closest to you. 



 
Have you documented wishes to donate any of your organs? 



 
 Yes  No 



Some people wish to donate their body for medical research. If you are 
thinking about this, it is important to discuss this with your GP, hospital 
team and with those closest to you. As part of the donation process, you 
and your next of kin will be asked to sign a consent form. You can get this 
form from your local medical school. 
Please visit www.hyms.ac.uk/about-us/donations/donating-your-body 



 
Have you documented wishes to donate your body? 



 
 Yes  No 



If so, where can this information be found? 



Have you ever thought about what you may want, when the time 
comes for people to celebrate your life in the future? By making a note 
of favourite pieces of music, flowers, readings and suchlike, you can make 
planning the event much easier on those closest to you. 



 



Visit www.yorkhospitals.nhs.uk for information and more copies of this plan 
Owner: Lead Nurse, end of life care; First issued: January 2012; Version: 4 issued January 2020; 
Review: within two years of issue date; Approved by: Lead Nurse, end of life care 
© 2020 York Teaching Hospital NHS Foundation Trust. All Rights reserved. 





http://www.organdonation.nhs.uk/


http://www.hyms.ac.uk/about-us/donations/donating-your-body


http://www.yorkhospitals.nhs.uk/
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0 



 



 



 



 



 



 



2) Does the above person have capacity to make  Yes No 



 



 
 
 Name:  
 



I prefer to be called:  



 NHS no:  
 



Contact Number:  



 Address: DOB:  
 



GP:  



 Allergies:  
 



Emergency Contacts     LPOA = Lasting Power of Attorney, NOK = Next of Kin.  



 



Name Relationship Telephone LPOA NOK 



     



     



 
 



   
 



Ceilings of Care Decisions Coded from Primary Care Medical Records 



 



Ceiling of Care Patient wishes Date of decision 



Preferred place of Care   



Hospital admission status   



Resuscitation status 
discussed 



  



Resuscitation status   



 



Advance Care Plan: My Future Wishes 



 



Signed by Clinician:           Patient/Representative: (Optional) 



Signature:   
 



Signature:  



Name:  
 



Name:  



Date:  
 



Date:  



Address:  
 
 



Address:  



 



Do you have a DNACPR (Do Not Attempt 
Cardiopulmonary Resuscitation) form?  



 



Yes No 



  



Where it this form kept?  



 











 1 



 



© 2019 York Integrated Care Team All Rights Reserved. Authors: Dr Liz Iveson, Dr Lesley Godfrey,           



Jo Topping, Tom Dolman, Liz Allen 



Does the patient have capacity to make decisions for 
themselves? Please see the Mental Capacity Act 2005 for further information.  



 



  



Has this form been completed in the best interest of the 
above person?  



  
 



Please detail who has been involved in contributing to the decisions made.  
 
 



 Name Relationship Telephone LPOA NOK  



     



     



 
 



If you were to lose capacity, who would you like to make decisions on your 
behalf? Consider whether this person has a lasting power of attorney. 
 
 
 



Let’s think about where you’re at health wise? (This includes current health concerns, 



diagnosed medical conditions, and medication that you take) 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



Yes No 
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Jo Topping, Tom Dolman, Liz Allen 



How would you balance the priorities for your healthcare? You may like to make a 



mark using the scale below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Ceilings of Care/Intervention – Thinking about your care priorities, what level 
of treatment would you like to receive? These choices are not mutually exclusive. Please 



outline you or your relatives wishes in more detail in relation to ceilings of care and/or wishes for treatment 
in certain conditions. 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 



 
 



Prioritise sustaining life, 
even at the expense of 
some comfort 



Prioritise comfort, 
even at the expense of 



sustaining life 



Full & Active 
Treatment – 
including 
admission to an 
Intensive Care 
Unit 



Active 
Treatment in a 
hospital 
Environment   
comfort 



Active 
Treatment at 
Home – Not for 
hospital 
admission 



Symptom 
Control 



only  
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Jo Topping, Tom Dolman, Liz Allen 



 



What’s important to you now, and what might make you feel more peaceful if 
you were nearing the end of your life? Think of what you would like the people who are 



looking after you to know; you might want to go into lots of detail, or very little. You might like to consider 
loved ones, spiritual support, music, environment, belongings 



 
 
 
 
 
 
 
 



 



In the last days of your life, where would you most like to be treated? Please 



enter a number between 1-4 into the Priority box, with 1 being your first choice and 4 being your last 
choice. You can enter a number into just one box, or all of the boxes. 



 
Please note: In some circumstances, it may not be possible to support your preferred place of care, but 
every effort will be made to meet your wishes. 



 



Priority Environments 
 



 Home/Care Home 



 Hospital 



 Hospice 



 Other (Please detail) 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 



Do you have a Will? Yes No 



 
 



 



Do you have any specific wishes regarding your funeral? This may include whether 



you would prefer burial or cremation.  
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© 2019 York Integrated Care Team All Rights Reserved. Authors: Dr Liz Iveson, Dr Lesley Godfrey,           



Jo Topping, Tom Dolman, Liz Allen 



Notes – This section is left intentionally blank. You might like to make some additional notes about your 



decisions.  
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COVID Goals of Care when resources are available 
 



This material is based on content originally created by Ariadne Labs, Boston MA ©2017 Brigham & Women’s Hospital/Harvard University. This material has been modified 
by Amelia Cullinan, MD of Dartmouth-Hitchcock Medical Center. The original content can be found at https://portal.ariadnelabs.org and is licensed by Ariadne Labs under 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License. Ariadne Labs licenses the original content as-is and as-available, and makes no 
representations or warranties of any kind concerning the original content or concerning this material, which Ariadne Labs has not reviewed or endorsed. 



 



 



S
E



T
 U



P
 



“I’d like to check in with you about the COVID virus, and do some thinking in advance about 
what is important to you so that I can make sure we provide you with the care you want – is this 
okay?” 
 
“I’ll be using this Guide to help me assure I don’t miss any important information.” 
 
IF RESISTANT, EMPHASIZE: 
Hope for best/prepare for worst; Benefit to family of planning ahead; No decisions necessary today 



 



A
S



S
E



S
S



 “What is your understanding of your illness(es), and how COVID could affect you?  



“Is it OK if I share what I know about how COVID is affecting patients like you?” 
 



S
H



A
R



E
 



[OPTIONAL HEADLINE]: 1-2 sentences describing the patient’s comorbid conditions which impact their outcomes, if 
infected  
 



“It can be difficult to predict what will happen if you are infected. I hope the COVID virus won’t 
affect your health, but I’m worried it could make you so sick that you might need life support and 
even die from it, and I think it’s important to prepare for that possibility.” 
 



E
X



P
L



O
R



E
 



“We’re in an extraordinary situation. Given that, what matters most to you?” 
 
OPTIONAL QUESTIONS: 
“What are your biggest fears and worries about the future with your health?” 
“What gives you strength as you think about the future with your illness(es)?” 



 



“What abilities are so critical to your life that you can’t imagine living without them?” 
(FOR EXAMPLE: What would be a quality of life worse than death?) 



 



“Is there anything you would NOT be willing to go through to try and survive a COVID 
infection?” 
 
IF LIFE-SUSTAINING TREATMENTS ARE DESIRED, teach-back: “If life sustaining treatments are available and 
your doctors think they would help you, we will [describe proposed treatment]” 
 



“Who should we speak to if you’re unable to speak for yourself? Do they know what you’ve told 
me?” 
 
CONSIDER: 
Creating an advance directive 
Inviting patient’s decision-maker to participate in a discussion  
 



C
L



O
S



E
 



“I’ve heard you say that ___ is really important to you. Keeping that in mind, and what we know 
about your illness, I recommend ____. How does this plan seem to you?” 
 
CONSIDER: 



- POLST/COLST and Code Status Order change 
- Time-limited trial of life support, if available 



 
“We will do everything we can to help you through this.” 





https://portal.ariadnelabs.org/


https://creativecommons.org/licenses/by-nc-sa/4.0/legalcode








COVID GOC when healthcare resources are limited: SHARE 
 



 



 



For additional suggested language to use in challenging conversations, go to: 
https://www.vitaltalk.org/guides/covid-19-communication-skills/ 
 



STEP WHAT YOU SAY OR DO 



SHOW  
the guideline 
 



“Here’s what Dartmouth-Hitchcock is doing for patients with this 
condition: [describe the intervention relevant to the patient]” 
 



HEADLINE 
what it means for the patient’s care 



“So for you, this means that.. 
- we will give your loved one intensive comfort measures here on 



the floor. We don’t do CPR if her heart stops” 
 



- we will care for you on the hospital floor, and will not transfer 
you to the ICU. We don’t do CPR if your heart stops” 



 
- we will support your loved one with a breathing machine in the 



ICU” 
 



AFFIRM 
the care you will provide 



“We will provide [describe treatments] and we hope you/your loved 
one will recover.” 
 



RESPOND  
to emotion 



“I wish we weren’t in this terrible situation.” 
[see other strategies below] 
 



EMPHASIZE 
that the same rules apply to everyone 



“We are using the same rules with every other patient at D-H. We 
are not singling you out.” 
 



NURSE: Responding to Emotion 



 EXAMPLE 



NAME 
name the emotion you see 
in front of you 



 



“I can see you are frustrated” 
“This must be overwhelming” 
 



UNDERSTAND 
try to put yourself in their 
shoes 



 



“I can’t begin to understand how hard this has been” 
“I can only imagine how shocking this must be” 
 



RESPECT 
 



“I can see how hard you have been working to stay healthy” 
“I can see what an amazing advocate you are for your mother” 
 



SUPPORT 
 



“We will do our best to make sure you have what you need” 
“I also wish we had more resources. This is an extraordinary time” 
 



EXPLORE “Could you share more with me about..” 





https://www.vitaltalk.org/guides/covid-19-communication-skills/
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COVID-19 SHARED DECISION-MAKING TOOL – UK VERSION 
 (WITH THANKS TO NHCPR/CORONOVIRUS) 



 



 



1. What is my, or my loved ones, likelihood of surviving COVID-19? 
The most important predictors of survival are age and pre-existing conditions. 1 



 



Age: 



 



Age Death rate (confirmed cases) Death rate (all cases) 



80 + years old 21.9% 14.8% 



70-79 years old  8.0% 



60-69 years old  3.6% 



 



Pre-Existing conditions: 



Pre-Existing Condition Death Rate (confirmed cases) Death Rate (All Cases) 



Heart Disease 13.3% 10.5% 



Diabetes 9.2% 7d.3% 



Chronic Lung Disease 8.0% 6.3% 



High Blood Pressure 8.4% 6.0% 



Cancer 7.6% 5.6% 



No pre-existing conditions  0.9% 



 



Determine your risk level: 



o Highest:  > age 80 AND 1 or more chronic conditions 



o High: age 70 – 79 AND 1 or more chronic conditions 



o Moderately high: age > 60 AND/OR 1 or more chronic conditions 



 



2    What are the symptoms? 



Symptoms progress from onset of mild to difficulty breathing within an average of 5 days and Acute 



Respiratory distress Sydrome (ARDS) in 8 days. 



Early symptoms may include: 



o Fever 



o Cough 



o Shortness of breath 



 



Serious symptoms: 



o Difficulty breathing or shortness of breath 



o Persistent pain or pressure in the chest 



o New confusion or inability to arouse 



o Bluish lips or face 



 



 



 
1 https://www.worldometers.info/coronavirus/coronavirus-age-sex-demographics/ 











COVID-19 SHARED DECISION-MAKING TOOL – UK VERSION 
 (WITH THANKS TO NHCPR/CORONOVIRUS) 



 



 



3.  How likely am I to survive?2 



Most COVID-19 hospitalizations are due to problem breathing 



o Up to 32% end up in the intensive care unit (ICU) and up to 15% die. 



In general, even in the absence of COVID-19,  of people older than 66years who stay in ICU over 14 



days, on mechanical ventilation only 19% were discharged home directly from the hospital 



o 40% died within 12 months of discharge from the ICU 



o The surviving patients had severe and persistent functional dysfunction and cognitive 



impairment, including an inability to problem solve and memory loss.3 



 



  DECISION POINT    



Based on my risk level I want to be treated at: 



A)  HOME with symptom management and palliative care to maintain comfort: 



DNACPR completed?    



o Yes  



o No 



Advance Decision Completed? 



o Yes 



o No 



Advance Decision to Refuse treatment completed? 



o Yes 



o No 



B)   HOSPITAL for symptom management to maintain comfort if available 



DNACPR completed?    



o Yes  



o No 



Advance Decision Completed? 



o Yes 



o No 



Advance Decision to Refuse treatment completed? 



o Yes 



o No 



C)  HOSPITAL for full life saving measures if available. 



 
2 https://www.info/coronavirus/coronavirus-death-rate/#hfr 
3 Parotto,M & Herridge,M. (2017) Outcomes after 1 week of mechanical ventilation for patients and families. 
ICU Management& Practices. 17(3):174-176 
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HOW TO APPROACH ADVANCE CARE PLANNING CONVERSATIONS WITH 
PATIENTS and FAMILIES 



These plans may never be required but will help people feel reassured if 
prepared, and can lessen the burden of future difficult decision making. If a 
ReSPECT form is in place this should be reviewed given the COVID-19 pandemic. 
If not in place, complete one. 



For those lacking capacity to be involved in decision-making, establish if prior 
wishes have been documented, identify if they have a Lasting Power of Attorney 
for Health & Welfare. If not, identify who is the most significant family member 
(and document their mobile phone number). For those individuals with no 
family/friend, a best interest decision should be made (if support needed, call 
the ICC frailty support team). 



Important clinical considerations: 



Mortality from COVID-19 is much higher if older (70-79yrs 8%; over 80yrs >15%); 
with comorbidities (particularly chest, heart disease, cancer, and 
immunosuppression). Acute infection can precipitate an acute decompensation 
in frailty; frail people are much less likely to recover to baseline.  



Mortality rates for patients requiring ITU/ventilation are 50%. This excludes older 
co-morbid patients not offered ventilation. Outcomes for frail older patients in 
ICU and ventilation for other reasons are already very poor. There is potential for 
organ damage, cognitive impairment, loss of independence post ICU and major 
deconditioning, needing a long time to recover, if the person does survive the 
acute illness. 



Non-invasive ventilation is not of benefit in the acute phase of COVID-19, other 
than for stepping down from ICU or in a COPD exacerbation.  



Intravenous fluids appear in COVID-19 to precipitate heart failure / ARDS so it is 
recommended to keep patients slightly hypovolaemic, or euvolaemic. 



CPR is very unlikely to be successful in frailty especially in the circumstances of 
sepsis. 



With the above in mind, hospital admission does not necessarily provide access 
to any additional beneficial treatment for those who are older, frail, with co-
morbidities.  The care they need can be delivered in a community setting.  



 



How to approach conversations: 



Prepare yourself – clarify in your own mind the purpose of the 
conversation, support available and onward plan.  



Introduce yourself by name. Establish who you are speaking to. 
Communicate sensitively, with care and empathy. Speak slowly & clearly. 



 



Conversation starters:  



 If you/your relative were less well, what would you/they want? 
Have you had any thoughts about this? Have you discussed this 
before? 
 



 “A lot of people, even those who are frail, will only get a mild 



illness with this virus. Some people will get much more poorly 



and a few will be so poorly that they will die” 



 



 “It looks as though you (your relative) are very unwell at the 



moment. I’m concerned that you (your relative) might be so ill 



that you (they) might die from this illness” 



 



 There is no specific treatment to cure COVID-19. Treatment in 
hospital [or in intensive care, if appropriate] is very unlikely change 
the illness, given [degree of frailty, co-morbidities, etc, as relevant 
to individual]. 
 



 



Ask who they have supporting them/who they have to talk to. Check “Is 



there something that especially worries you?” 



Most people when asked about their end of life would want to be cared for 
with dignity, symptom controlled, in a familiar environment. Ensure the 
patient/family know if focus of care is on comfort rather than active 
treatment, and that symptoms will be assessed and managed according to 
guidelines. Specialist advice can be accessed if needed for symptom 
management.  










CARE HOME RESIDENT ESCALATION PLAN


			Name








			NHS number








			DOB














			Major medical comorbidities

















			Clinical frailty score 

















SUGGESTED TREATMENT ESCALATION PLAN


			FOR CPR


			NOT FOR CPR











			FOR HOSPITAL


			NOT FOR HOSPITAL











			SUGGESTED CEILING OF TREATMENT





Ward based level 1 


(oxygen, fluids, antibiotics)





Consider HDU/level 2


(NIV, inotropic support, RRT)





Consider level 3


(intubation, ventilation)





			If for hospital





			For NIV





			Not for NIV





			[bookmark: _GoBack]


			





			For NG feeding





			Not for NG feeding





			For invasive chest PT


			Not for invasive chest PT

















 


			ACTIVE TREATMENT IN CARE HOME


			Fluid


			O2


			Antibiotics











			PALLIATIVE TREATMENT IN CARE HOME

















			RATIONALE FOR ABOVE/OTHER COMMENTS


























			NOK informed


			NOK not informed











			DECISION MAKERS

















			DATE
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Frail person (CFS 5 and above) 
with suspected or known Covid 



19 at home or in care home



Clinical assessment and CRB 65 
scoring (see over)Clinically stable/ CRB 65 0-1



Clinically unstable/ CRB 65 2 or 
greater



Update ReSPECT form or complete 
new one given new circumstances 



(see over)



Paracetamol as needed



Consider antibiotics for 
5 days



- Doxycycline 200mg od



- or Amoxicillin 500mg 
tid



Clear safety-netting



Paracetamol 



Antibiotics as per CRB 65 0-1 



End of life just in case medications 
and referral to district nurses 



If deteriorating as per CRB 65 
>2 or clinically unstable



At home and managing clinically / 
socially / preferred place of death is 



home



At home and not managing 



Call ICC frailty support team to 
discuss step up to community 
bed 



Treatment as per CRB 65 0-1 
plus consideration of oxygen, 
just in case medications



Complete covid 19 escalation 
form 



In care home 



Consider antibiotics, 
oxygen, end of life just 
in case medication 



If second opinion or 
support needed call ICC 
frailty support team 



Complete covid 19 
escalation form



Update ReSPECT form or complete given new 
circumstances (see advance care planning advice over)



Complete covid -19 escalation form



If considering 
hospitalisation for 
ventilation seek 
advice from the ICC 
Frailty Support Team 
on 01482 450078 or 
Infectious Disease 
via HUTHT 
switchboard on 
01482 875875.  



Please note that this document is a guide only. Advice can be sought from the ICC Frailty Support Team to aid decision making and second opinions on 01482 450078, 
open 7 days a week, 8am – 8pm. 











 



Severity risk



CRB65 most useful markers for severity we 
have



CRB-65 = 1 point for each of: 



· ▪ New Confusion 



· ▪RR≥30/min 



· ▪ sBP <90mmHg or dBP <65mmHg, 



· age > 65 years 



3 or more predictor of poor outcome. 



Frailty is also a marker for poor outcome.                      



Sepsis Red Flags



New altered mental state 



RR > 25 or new need for 
40% O2 



HR > 130/min



sBP <90mmHg



No urine in last 12hrs 



Purpura, mottled, ashen, 
cyanotic 



Advance care planning considerations



A guide in how to approach conversations to guide patients/families through decision making around treatment options for COVID 19. It may be that these plans are 
never required but will help people feel reassured if prepared, and can lessen the burden of future difficult decision making.



If a ReSPECT form is in place this should be reviewed given the current circumstances and in the context of the below. 



Mortality from covid 19 is much higher in the older age group (70-79 years 8%; over 80 yrs mortality >15%), and with comorbidities (particularly chest, heart disease, 
cancer and immunosuppression). Acute infection can precipitate an acute decompensation in frailty – the patient’s ‘house of cards’ quickly tumbles and they are 
unlikely to recover to baseline. Mortality rates for patients requiring ITU/ventilation are 50%. This excludes older co-morbid patients who were not offered ventilation. 
Outcomes for frail older patients in ICU and ventilation are already very poor. There is potential for organ damage, cognitive impairment, loss of independence post ICU 
and a huge deconditioning needing a long time to recover, if the person survives the acute illness.



Non- invasive ventilation is not seemingly to be of benefit in the acute phase, other than for stepping down from intensive care or in COPD exacerbation. Intravenous 
fluids appear in covid 19 to precipitate heart failure / ARDS so it is recommended to keep patients slightly hypovolaemic, or euvolaemic.



Resuscitation is very unlikely to be successful, in frailty especially in the circumstances of sepsis (if successful would still be septic, have underlying comorbidities, and 
now would likely have hypoxic multi-organ failure, so cardiac arrest is likely to happen again). 



Ensure the patient/family know if palliated their symptoms will be managed, by just in case meds as mainstay. 



For a second opinion or to support best interests decisions call the ICC frailty support team. 



A covid 19 Escalation form has been developed to support decision making and should be kept with the patient in the care home / community bed or patients own 
home. 



Please note that this document is a guide only. Advice can be sought from the ICC Frailty Support Team to aid decision making and second opinions on 01482 450078, 
open 7 days a week, 8am – 8pm. 










Letter to frail elderly patients re Covid-19





We are writing to you as part of a group of our patients with significant illnesses, who may become ill as a result of the current Covid-19 epidemic.  





Sadly – as you will be aware from the national news - we are already experiencing higher death rates in this group of patients.   





Many of you will only get a mild illness with this virus.  However, we need to explain the NHS plans in treating patients with Covid-19, and how we aim to support those of you, who may become more seriously unwell.





We have discussed this with our hospital colleagues, who have developed guidelines for managing frail and elderly patients with Covic-19.   





It’s recognised that, for most, if your health deteriorates despite community treatment then there is little benefit to hospital treatment, as you would not be suitable for breathing support with a ventilator.


  


The current recommended Covid-19 treatments, such as painkillers, sedatives and antibiotics are best delivered in the community.  You can rely on the full support of our team to provide these.





The current view is that the majority our frail, elderly patients will be best managed in the community.  Home is where most of you feel happier and safer, and we want to support you in that.  Above all, this would save you the unnecessary upset of being taken to hospital.





We would like you share this letter with those close to you.  One of our team will be making contact with you in due course, to discuss your individual care plan and how we continue to best care for you.
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[bookmark: _GoBack]Ethical Framework for Selecting Patients for ICU Treatment during the Covid-19 Pandemic when Demand Outstrips Bed Availability



Introduction



Given the high expected infection rate of the population during the Covid-19 pandemic, and knowledge of the proportion of patients needing ICU care (5% of those infected), it is necessary to plan for how to make the difficult decisions that might be needed if more patients present needing ICU care than beds are available. This may be the case despite plans to increase the ICU bed base. 



It is accepted in war and Majax situations that triage is used: patients are selected for severity of illness/ likelihood of survival, in order to promote the highest number of survivors necessary. This may not be sufficient in the event that demand is so high that there are too many patients with a similar chance of survival for the beds available. It would then be necessary to consider other morally relevant criteria by which to select the patient for treatment. 



It is expected that government guidance will be issued at the point that such decisions are needed. However, until that is the case, a local response has been requested. This would be immediately overridden by any government guideline. 



Selecting those most likely to survive 



The promotion of the maximum number of survivors seems intuitively a justified approach. It is a utilitarian argument, by which the morally right decision is that which results in the ‘greatest happiness’. There are, however, objections to a utilitarian process, one of the greatest being that it compromises the interests/ happiness/ rights of the individual (eg the person not selected for treatment) for the benefit of society at large.



In a public health care system such as the NHS, however, there is already precedent for a utiltiarian approach, as seen in access to rare treatment such as organ donation, NICE recommendations that include a cost-benefit analysis etc. Health care providers have a duty to use resources responsibly and it reasonable to expect that resources are used to benefit the maximum number of people. This is particularly relevant in a pandemic situation, where we may have no option but to make choices. 



The criteria for deciding who is most likely to survive is based on scientific/ clinical criteria, so will not be discussed further here, other than in relation to age (see below).



This approach may still lead to more patients selected for treatment than there are beds and I will discuss other approaches below.

Age



There are ethical arguments for and against using age in rationing decisions



Arguments against



-right to life/ sanctity of life



-equal access to resources (snapshot view)



-compensation for a lifetime of contribution to society (but this depends on contingent factors such as a person’s lifestyle etc, and is not necessarily based on age)



-older people are a repository for wisdom, and can affect the way society deals with a major incident



 Arguments for



-The Fair Innings Argument: those who accept this argument argue that old people have been fortunate to reach old age. By this argument, it is therefore fairer for a younger person to be given potentially life-saving treatment, to avoid them suffering the additional injustice of not having the opportunity to reach old age.



-equal access to resources (lifetime view): an older person has already enjoyed a long life-time of access to healthcare, although it cannot be assumed that healthcare has necessarily been accessed.



-the Veil of Ignorance. This is a philosophical tool to aid objectivity in public policy-making. On stepping behind the VOI, the decision-maker is stripped of knowledge of who/ what they are in society. They then make rational decisions that would best promote their interests when they step from the veil into a society where that policy is in place. It promotes decisions that minimises the risk of anyone being in a very disadvantaged position. For example in relation to disability, it would be rational for the decision-maker to want those with disabilities not to be disadvantaged by their disability, and therefore to put in place public policy where society provides additional resources to reduce the impact of disability. 

	In relation to age, it would be rational for the decision-maker to want to live to old age/ not to die young, and therefore to favour policies where this is promoted. Regarding pandemic ethics, this would support choosing a young person over an old person for treatment when there are not enough resources for both. 

	Deciding the age at which old age is reached is more problematic. A guide could be life expectancy in society, currently just over 80 years. In addition, physiological age may not equate to chronological age.

	It is more problematic still to use this approach when deciding between 2 people less than 80, eg 30 and 50. It could be argued that no decision can be made because neither have reached old age, or conversely that the 30 year old should be selected because they haven’t had the opportunity to reach 50 yet, but suggesting that having lived an extra 20 years is morally relevant is difficult to support.



In addition to the ethical arguments above, with Covid-19, we know that outcome is worse the older the person infected is. This means that age is incorporated into likelihood of survival for patients with Covid disease. This does not, however, take into account non-Covid disease, where age may not have such a clear relationship with outcome. Ethical allocation policies should allow for differential outcomes for Covid-positive and Covid-negative to be taken into account. 



Other possible criteria



1) Contribution to society



-specific jobs useful to society

-healthcare, police, teachers, scientists etc

-those with dependent

This is problematic: how do you measure worth?



What professions does society need to maintain? Do we need to prioritise healthcare workers to maximise healthcare provision both during the pandemic and afterwards? Similarly for other emergency services? What about other essential roles?.



2) Those put at risk of infection by job: emergency services, healthcare workers.



There are ethical arguments to support this. 



-society needs front-line healthcare workers to maximise their chance of survival, not just during the pandemic, but in the aftermath. Given the number of years spent training, they take a number of years to replace, at some public expense. However, there are many other vital workforces, such as police or teachers, making it more problematic to argue for prioritising HCW over other groups. These are questions that need a societal view and direction from government would be ideal.



-Duty of reciprocity: Society has a duty to protect those who put their lives at risk for others.



The latest New England Journal of Medicine article (Biddison LD, Berkowitz KA, Courtney B, et al. Ethical considerations: care of the critically ill and injured during pandemics and disasters: CHEST consensus statement) recommends that healthcare workers are prioritised for treatment based on

i) the intention of maximising the number of survivors (by allowing HCW to recover and return to work)



ii) recognition of level of risk HCW have accepted to help others



3) First come first served/ random selection



In the absence of any other morally relevant criteria by which to decide who to treat, a more random approach could be considered. When deciding who to treat when morally relevant criteria are the same (eg both have equal chance of survival), it is possible to justify time-based or chance-based selection . 



It can be argued that time of arrival is not a morally relevant characteristic by which to make treatment decisions. However, a counter argument is that this would disadvantage those who are less well connected, so cannot arrive earlier, or the who are stoic and don’t want to use scarce services. These arguments are valid for a sudden incident such as a Majax, but a pandemic is on ongoing event, where these arguments are less valid: a stoic person who has delayed admission may arrive at the same time as a well-connected person who has just become ill.



However, a decision does need to be made in the scenario under discussion, and in the absence of other morally relevant characteristics, no one person has a higher claim on the resource than another. In a life and death situation, time spent making a decision needs to be minimised, and first come first served or random selection offers a pragmatic solution. 





Withdrawing treatment in existing patients 



It is possible that a patient presents who has a better chance of treatment than someone already receiving ICU support. Should the existing patient have their treatment withdrawn in favour of the new treatment?



Withdrawing treatment feels more active than withholding, and can feel more like killing than letting die. Intention is important here, eg when withdrawing treatment that has become futile. The intention is to stop a burdensome treatment that is no longer effective, and allow the patient to die of their disease, and thus is not seen as an act of killing. 



The situation in a pandemic may be different when resources are limited. The intention shifts from the best interests of the individual patient, to maximising the number of survivors, as discussed above. If an existing patient being treated has less chance of survival than a new one presenting, it can be argued that the same principles apply regarding who has priority for a bed. The fact that the existing patient happened to arrive/ become ill sooner is not a morally relevant characteristic, and this justifies withdrawing treatment from them and giving it to the new patient. 













Suggested approach



In the event that ICU bed number has been maximised in the hospital and there is no available bed in another hospital, decisions about who to treat would be needed. We expect at that time to be notified of how to choose patients for treatment by Government. It is understood that an ethical framework will also be provided, but an interim plan has been requested by the Trust. 



Below is a suggested flowchart for managing cases. In addition, other tools are needed 



Triage tool created by clinical teams based on best evidence to guide decisions about likely survival. This should include current evidence regarding outcomes in different age groups

Clear documentation of decision-making process. 

Advance communication to the public to manage expectations

Support for clinical teams 

Help with difficult conversations with families,

Suggested phrases for use when treatment is being withdrawn to allow someone else to have treatment

Pastoral/ emotional support

Palliative care services enhanced



Note for the final box in the chart below. 

Once expected survival is taken into account, it is possible that choices may still need to be made between people with a similar chance of survival. Other morally relevant criteria include age and health care worker status as discussed above, but these are more controversial and national guidance on the issue would be ideal. In the absence of any morally relevant criterion to separate two individuals, then a random process is ethically justified. 





Version 1

Author: Dr Sue Urwin

Approved by: Clinical Ethics Committee

Date: 18/3/2020



























Suggested process during severe pandemic



YES

Admit patient

Best medical care/ palliation for patient less likely to survive

NO

Options*

? old age

? healthcare workers

? other front-line staff

? first come first served

? random selection 



*see notes in section above

YES

Withdraw existing patient from ICU treatment and admit new patient

NO

Is there an existing ICU patient who is significantly

less likely to survive?

YES BUT MORE PATIENTS THAN BEDS AVAILABLE

Is one patient more likely to survive?

Is bed available?

Patient would benefit from ICU care
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[bookmark: _GoBack]Advice for Primary Care Clinicians on Advanced Care Planning and Palliative Care of the Most Vulnerable in the COVID 19 Pandemic

Introduction

The CCG leaders for Frailty and End of Life Care have produced these guidelines to encourage the use of advanced decisions to aid patient participation in decisions about their care. The current pandemic situation has brough this into focus for a number of reasons:-

1. There will be additional pressures on the acute sector and voluntary/care at home sector which will inevitably mean that where a patient can remain at home this would be preferable but may not always lead to a positive outcome for the patient unless this is what they have chosen.

2. During the pandemic situation the number of visitors that a patient can have in hospital is limited and therefore a patient with an underlying condition who deteriorates and becomes end of life during the pandemic may face a situation of dying in hospital alone if they are admitted during this period.

3. There will be a cohort of patients who have underlying conditions or co-morbidities who may acquire Covid-19 and will suffer serious illness or death as a result of this. These patients will need to determine the extremes of treatment and intervention they would want in these circumstances.

An advanced care plan discussion should not be considered as a means of asking patients to take decisions about their care and treatment which they do not want to take or to make them feel as though they are using treatments or facilities which may be better utilised by another patient. It is important that patients understand there is a strong possibility that there will be more demand for services and equipment than is available, for example ventilation and beds in an intensive care setting. Patients are not being asked to support the NHS in any ‘rationing’ of their services; they are however being asked to make their wishes known. It will then be the role of clinicians treating patients to undertake risk and ethics based decision making should patient numbers outstrip equipment available. 

There are specific ethics committees set up within acute Trusts who will be charged with making these sorts of decisions and inevitably the consideration has started with intensive care capacity and ventilation. Attached to this letter for your information is a document created by the Sue Urwin who is a Consultant in Anaesthesia and Intensive Care Medicine to help understand the way in which the Trust will start to prioritise resources.

Covid-19 Considerations

COVID 19 is mostly a mild or moderate illness. For those who are severely unwell and need intensive care the outcomes are particularly bad for the older, frailer patient with co-morbidities. 

As a result we ask you to consider proactively talking to the high risk groups of patients, and their families if possible. They might include;

· The over 70s with co-morbidities especially hypertension, ischaemic heart disease and DM

· Those with a Rockwood score of 5 or more

· Those who have been deteriorating month on month over the last 6 months or so without a defined cause

· Those whose life expectancy is anticipated to be less than 6 months

· Those in care homes as a result of underlying health conditions. This cannot be applied as a blanket to those with LD and autism and who are in receipt of care. 

· Those with a DNACPR in place already

· Those with dementia – no matter how mild



If these conversations have not happened before the onset of illness, please try to engage the family (and patient if possible) in this discussion prior to arranging admission. 

Many should be able to survive, but if sick enough to need admission, whatever excellent care they get in hospital, they are at greater risk of dying. The evidence is that most families and patients would value the opportunity to discuss staying and being cared for at home, in this sort of situation, there is no evidence it increases anxiety.

Having the Conversation

There is guidance below for GPs and Practice Nurses that covers the issues around these conversations. The general principles are these conversations cannot be forced on anyone, so check out expectations first. Be calm, listen, and use the communication skills you already have.

These are tough conversations to have, so please ensure that you are supporting yourselves and your colleagues by allowing debrief times within your team or with those outside.

The important thing to remember is that no hospital treatment does not mean no care. Anticipatory medications are a great part of this. Ensuring we are controlling symptoms for these patients will help with maintaining confidence in the health service.

The BMA advises that all patients should be given compassionate and dedicated medical care including symptom management and, where patients are dying, the best available end-of-life care. Nevertheless, it is legal and ethical to prioritise treatment among patients. This applies where there are more patients with needs than available resources can meet.

There are some guidance documents embedded within the ACP Proposal Document attached to this letter.

Recording the Decision

The HCV Clinical Ethics Cross-Sector Committee chaired by Dr Stuart Calder considered that there are a number of different approaches to recording this conversation in PCNs and other clinical arenas. The Committee did not wish to dictate the form to be completed by primary care as some are more familiar than others with the documentation. 

The  NHS National team have highlighted a form which is referred to as the EHCP form which could cause some confusion as it has the same initial as an Education Health and Care Plan in the event that you have a discussion with the families of young people with education plans. 

There is also a specific form which was issued relating to advanced care planning specifically related to covid-19. The Committee considered the issue of ACPs specifically in the event of someone contracting Covid-19 and felt that it would be more appropriate for this to be a general advanced care planning approach for the reasons described in the ‘Introduction’ section of this letter.

 Again, there are some example documents for advanced care planning on the ACP Proposal Document attached to this letter.

These decisions need to be recorded and shared. A copy should be left with the patient. Please use the EPaCCs  EoLC template to record the existence of DNACPR and EHCP. Once the Enhanced Consent for Summary Care Record tab is ticked in the template, this will inform both GP Out of Hours and NHS111/YAS to look out for them in the home.

The following materials are to support you in this work;

1) Guides to help having these conversations – Tops Tips 

2) Rockwood Score  

3) Documents to record the decision and leave with the patient – DNACPR  and  EHCP. The EHCP is pre-populated, please personalise plans for each individual 

4) Mental Capacity Assessment Templates from Ardens on both templates

https://www.nice.org.uk/guidance/ng108/resources/decisionmaking-and-mental-capacity-pdf-66141544670917

5) Guide to symptom control – Please use local guidelines where applicable,

6) alternatively use guidance from RCGP Community Palliative, End of Life and Bereavement Care in the Covid 19 pandemic BMA Covid 19 Ethics guidance

7) Educational video (you may already have had it)

https://vimeo.com/400611821    Password - Wembley1966



This piece of work is going to be a vital part of ensuring that capacity is used to its best effect in the times of greatest need as we are anticipating the peak to hit over the next couple of weeks. So please act with urgency.



 

Dr Charles Parker						Dr Nigel Wells

NHS North Yorkshire CCG					NHS Vale of York CCG

Clinical Chair							Clinical Chair
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