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COVID-19 

PRIMARY AND COMMUNITY CARE GUIDELINE

IMPLEMENTATION PLANA





CHANGES TO VERSION 3:

1. References to support decision tree:  page 8

2. NICE guidance on application of the clinical frailty score: p19



Version Control table:

	Version
	Date
	Changes
	Attachments

	1
	23/03/2020
	N/A
	Covering letter AG
Community telephone consultation
LTC-COVID 19
Wellbeing support at home



	2
	31/03/2020
	· P6 flowchart: “admit to hospital” now clarified to “admit to acute hospital”
· P6 rising respiratory rate reduced from >25 to >24
· Advice to use airflow to the face eg a fan has been removed.  This is no longer advised.
	Covering letter
Home oxygen




	3
	08/04/2020
	· P8 References to support decision tree:  
· P19 NICE guidance on application of the clinical frailty  score
	NICE guidance on application of the clinical frailty score
 


Full NICE guidance (03/04/2020)
https://www.nice.org.uk/guidance/ng165






THE PRE-HOSPITAL MANAGEMENT OF COVID-19 INFECTION

Pathway Purpose
The purpose of this pathway is to support primary care, community and paramedic colleagues in decision making regarding the management of patients presenting with suspected or actual Covid-19.
Who will use it?
This entire framework/pathway is to be used by any doctor, nurse, paramedic or allied health professional, anywhere in the community. Local Health Boards and Clusters will plan and deliver their services differently according to local needs and workforce, but will follow this framework.
Management Aim
We aim to treat all patients in a setting that is appropriate to their specific personal needs, whilst maintaining a functioning healthcare system in extraordinary circumstances. The framework provides a consistent approach to the management of patients during the Covid-19 Pandemic and is aligned to the all Wales secondary care guidance. It also complements PHW primary care guidance.
The Four Key Health Care Actions in the Community
1. Self-Care and Self-management at home 
2. Supportive Care delivered in the home, GP surgery or cluster hub by a multi-professional team serving a cluster population
3. Palliative care delivered in the home, probably by a multi-professional cluster supportive care team
4. Referral to an acute hospital

KEY ASSUMPTIONS AND ENABLERS

Our ability to provide care as the number of patients infected with Covid-19 rises depends on a whole system approach to management. This model assumes that:
· That senior expert advice will be readily available by telephone
· That we have access to patient information resources regarding prognosis/clinical reasoning
· The pathways are based on an ethical framework
· That a Single Point of Access is available 24/7 for urgent referrals to the Cluster Supportive Hub Service and Palliative Care Service
· That Cluster Hub Supportive and Palliative Care services are able to respond rapidly within 2 hours of a call and work collaboratively 24/7
· That capacity and sickness is actively tracked on a daily basis to enable new staff to redeploy and backfill gaps
· That non-essential and admin tasks are removed from clinicians (consider redeploying non-clinical staff to act as scribes, runners, etc)
· That enhanced respiratory training is made available
· That clinical governance arrangements are locally determined and may need to change during the course of the pandemic.
Some patients are more likely to develop complications of Covid-19 and require management which will be personalized according to their existing conditions and circumstances. 
Higher Risk Categories
· Elderly
· Multi-morbidity
· Long term conditions
· Respiratory
· Cardiovascular, including Hypertension
· Diabetes
· Immunosuppressed



Key actions can be taken in advance 

· Optimise the ability of the patient to resist infection and reduce complications.
· Optimisation of Long Term Conditions through clinical review and self-management
· COPD
· Asthma
· Diabetes
· Hypertension
· Cardiovascular disease
· Optimisation of Frailty
· Medication reviews
· Co-produce an Advance Future Care Plan (with or without a DNA-CPR) that clearly describes the ceilings of treatment for the patient if possible  


 
THE PRE-HOSPITAL ALGORITHM FOR COVID-19 INFECTION

This Community Framework/Pathway should be read in conjunction with the interim PHW guidance for Primary Care


Patient feels they cannot cope with their symptoms at home
 or
Patient condition gets worse
or
 Symptoms do not get better after 7 days
Self-Care at Home 
(for 7 days)
With safety-netting
A high temperature? or
A new continuous cough?

NHS Wales 
111 Online
New Concerns or Symptoms
Patient Calls
Own GP for
Telephone or Video assessment

Telephone or Video assessment
NHS 111 Wales or Pre-hospital clinician







Measure temp, pulse, BP, O2 sats and RR 
Look for signs of respiratory distress - rising respiratory rate >24 and falling SpO2<94% if no pre-existing respiratory disease (or 4% below baseline if known) 
Admit to Acute hospital
Discuss with front door clinician and admit/treat accordingly
NO
YES
Physical Clinical Assessment Required
In designated room in GP Practice or Cluster Hub or at home, using PPE
at local Hub or home using PPE


Patient requires emergency treatment and is likely to benefit from ICU escalation*
Use the three questions on page 7 to guide which action or service is most likely to meet your patient’s needs
Self-Care at Home with safety- netting
No further assessment needed

If you are unsure if your patient should stay at home, we encourage you to speak to a colleague or contact the local specialist advice line. Document all discussions.




Does your patient meet criteria for respiratory distress?


*Evidence shows that the following groups do not respond well to ICU escalation:
Clinical Frailty Score of 5 or above (see link page 17 and further NICE guidance)
Chronic severe cardiac or respiratory disease and other severe co-morbidities
On home oxygen or undergoing palliative chemotherapy
Loughlin PC, Sebat F, Kellett JG. Respiratory Rate: The Forgotten Vital Sign—Make It Count!.
 Joint Commission journal on quality and patient safety. 2018 Aug 1;44(8):494-9.
Ganfure GO. Using video stream for continuous monitoring of breathing rate for general setting. 
Signal, Image and Video Processing. 2019 Oct 1;13(7):1395-403.

Discuss admission with front door clinician and admit /treat accordingly
Cluster Hub Supportive Care at Home with care plan
NO
YESS
Admit to Acute Hospital


Is patient likely to benefit from ICU escalation?*

NO
Palliative Care at Home 
Cluster Hub Supportive Care at Home 
Yes
Does patient have an advance future care plan that applies in this case?
0. YES – go to supportive/palliative care (community hub or Idris’ pathway)
1. Does patient have conditions or circumstances that mean 
secondary care admission is not likely to help? 
1. NO – go to 4
1. YES - provide supportive/palliative care (community hub or idris’ pathway)
1. Admit as emergency

NO
Symptom relief, Self-Care at Home with active monitoring 
Involve cluster hub for social/nursing needs
Yes
YES

Self-Care & Self-Management at Home





This pathway links to Self-isolation advice which can be accessed via: 
https://phw.nhs.wales/topics/latest-information-on-novel-coronavirus-covid-19/what-to-do-if-you-have-symptoms-of-coronavirus/ 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf


Cluster Hub Referral Pathway
Referrers:
Operational Hours: 
 


 0 123
				The following PPE MUST BE USED for consultations of acute respiratory infection or influenza like illness 
· Fluid Resistant Surgical Mask (FRSM)
· Disposable gloves
· Disposable plastic apron
· Appropriate eye protection, after risk assessment of need, if splashing or spraying of body fluids likely.

For aerosol generated procedures (AGP) e.g.  NIV/CPAP or suctioning YOU MUST use
· FFP3 masks
· Disposable gowns
· Visors 
· Disposable gloves

PPE MUST BE USED IN CONJUNCTION WITH EFFECTIVE HAND HYGIENE

For further information please refer to:

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




Referrer contacts team via SPA and provides patient details



Referrer responsible for next course of action 

NO
Patient meets criteria and has consented to referral 
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 YES



 Referral logged by administration, triaged by Cluster Hub Support Team and allocated a telephone consultation appointment depending on urgency

SPA to transfer HCP to Frailty Rapid team for a clinical discussion





Patient contacted via telephone using All Wales Telephone Consultation Form. Clinical intervention and further management dictated by patient’s clinical condition






Home visit required 

   Patient well and discharged with stay at home advice
Palliative Care

Discharged with Stay at home advice

Further telephone call
Continue intervention as clinically indicated






Please see appendices for additional cluster hub resources: 

1. Patient Information Leaflet- Long term condition and pregnancy 
2. Well-being support at Home
3. All Wales Community consultation form



Palliative Care at Home




Palliative care guidance in the context of Covid-19 epidemic

Palliative and end of life care in the community for patients who have suspected severe COVID-19 infection, where not admitting to hospital is being considered, and who are at risk of deterioration and death.
· Advance & future care planning (ACP/FCP)
· If the patient is able to participate in decision making, support them to do so.
· If they are not able to, find out whether any ACP/FCP or any kind of statement of wishes has been written and make use of it.  For instance if there are clinical reasons not to admit, knowing that the person wanted to avoid hospital admission may make the decision and the discussion of it easier.  Follow guidance on how to use.
· If there is none, think about whether there’s a chance to help write down any preferences or priorities the person has.  Follow guidance on how to do this.
· [bookmark: _GoBack]Symptom control
· Summary: 
· For breathlessness and anxiety, give a stat dose of morphine 2.5mg + midazolam 2.5mg by injection then start continuous infusion of morphine 10mg + midazolam 10mg over 24h by infusion via a syringe driver.  
· If already on a regular opioid, bigger starting doses may be needed – see footnotes to table.
· Use subsequent PRN doses freely.  
· Consider increasing both syringe driver and PRN doses if PRNs are needed frequently, or if the response is incomplete.  Seek advice if this doesn’t work.  
· If there is concern about drug toxicity, eg respiratory depression, seek advice.  
· Remember that deterioration including a fall in conscious level is to be expected and does not mean toxicity.  This pattern in severe COVID-19 infection, in those patients who are not expected to benefit from escalation, is likely to represent deterioration in condition not drug toxicity.
· Experience of palliative and end of life care in severe COVID-19 infection is developing rapidly.  Please look out for updates to this guidance and use the most recent version.  
· What we know so far is that severe COVID-19 infection can cause severe and distressing symptoms that should respond well to quick use of commonly used symptom control drugs.  Because patients may become very symptomatic very quickly, and deteriorate quickly, symptom control is very urgent.  
· General tips
· Look for the common symptoms & ask if there are any others.
· Establish what the priorities are.  Usually at the end of life good symptom control tops the list.
· Explain what you’re doing, explain how it serves the priorities, and explain that it is safe.
· Adjust doses according to response.  Some people need much higher doses than others.
· If they’re already taking regular strong opioids, ignore the starting doses in the table & see footnotes.
· These principles also work in end of life care for other illnesses.  
· There is more detailed symptom control guidance for non-specialists here.
· If you need advice having consulted that, ask.  Local arrangements are being confirmed.
· Common treatable symptoms of severe COVID-19 infection include
· Breathlessness
· Anxiety
· Agitation
· Other symptoms may be due to the infection or due to pre-existing long term or life-shortening conditions 
· Pain
· Nausea & vomiting
· Respiratory secretions
· Injectable drugs are likely to be needed.  Subcutaneous is usual first choice but intramuscular is OK.  If the patient has suitable oral medications and can take them then these can be used for now but they’re likely to become unable to take them if they deteriorate so don’t rely on these.  Sublingual or buccal medications may remain an option as the patient doesn’t need to swallow them, but in acute distress they are harder to use.
· Sensible use of these drugs is safe and effective.  We know that in other conditions good symptom control in end of life care doesn’t hasten death, and although experience of COVID-19 is more limited there is no reason to think it’s different in this respect.  Dose titration may be required and sometimes to much higher doses.
· Some people with severe COVID-19 injection deteriorate very quickly at the end of life.  Injected doses work quickly, in about half an hour.  Use PRN doses freely to get control of the symptoms the patient has now.
· These symptoms are expected to be continuous rather than resolving, so if a syringe driver is available use that too to maintain control.  Syringe drivers start to work slowly if that’s all you do which is why you need stat & PRN doses too.  While syringe drivers are useful, don’t rely on them alone for what the patient needs today.  If you are not able to set up a syringe driver, see if a nurse can visit quickly to do so.
· If no syringe driver is available or if there is no one to set one up, morphine + midazolam should be used at current PRN doses 4 hourly by sc injection via a butterfly if someone is available to give it – this is almost as effective as a driver and painless but needs round the clock doses.
· If inadequate response, dose increases are likely to be needed.  Get advice if necessary.  



	Symptom
	Drug
	Route
	Starting dose1 (if not already on regular opioid)
	Frequency

	Breathlessness
	Morphine6
Use together with midazolam
	sc/im
	2.5mg2
	PRN up to hourly

	
	
	sc
	Typically 10mg3
	Over 24h by sc infusion

	
	
	Oral4
	5mg5
	PRN up to hourly

	
	Midazolam
Use together with morphine
	sc/im
	2.5mg
	PRN up to hourly

	
	
	sc
	Typically 10mg
	Over 24h by sc infusion

	
	Lorazepam
Use 1st line if no one to inject
	Sublingual
	500 micrograms
	PRN up to hourly

	
	Oxygen
	Any
	Freely
	Continuous

	Anxiety & agitation
	Midazolam
	sc/im
	2.5mg
	PRN up to hourly

	
	Lorazepam
Use 1st line if no one to inject
	Sublingual
	500 micrograms
	PRN up to hourly

	Agitation (if hallucinations or if treating as for anxiety hasn’t worked)
	Haloperidol
1st line
	sc/im
	1.5mg
	PRN up to hourly

	
	
	Sc
	Typically 3mg
	Over 24h by sc infusion

	
	Levomepromazine
	sc/im
	12.5mg
	PRN up to hourly

	
	
	Sc
	25mg
	Over 24h by sc infusion

	Nausea & vomiting
	Haloperidol
	sc/im
	1.5mg
	PRN hourly

	Pain
	Morphine
	sc/im
	2.5mg
	PRN up to hourly

	
	
	Po
	5mg
	PRN up to hourly

	Respiratory secretions
	Hyoscine hydrobromide
	Sc
	400 micrograms
	PRN up to 4 hourly

	
	Glycopyrronium
	Sc
	200 micrograms
	PRN up to 4 hourly


10mg oral morphine = 5mg morphine injection
Doses for pain and breathlessness are the same – keep it simple
1 Patients on regular opioids need, and tolerate, proportionately bigger starting doses – standard doses will not work unless the existing dose is quite small.  
2 If already on regular oral morphine, to get the injected dose divide the current PRN oral dose by 2.  Alternatively divide the current total daily dose (usually double the dose of 12 hourly oral morphine + any PRN doses) by 12.  Either way is fine.  Either way, round up – to the nearest 2.5mg if up to 10mg or to the nearest 5 if over 10mg.
3 If already on oral morphine, to get the syringe driver dose take the total current 24 hour dose (usually double the dose of 12 hourly oral morphine + any PRN doses) & divide by 2.
4 This must be immediate release eg oramorph, sevredol.  Do not use modified release for immediate relief of breathlessness – it takes too long to work.
5 If already on oral morphine, to get the oral dose for breathlessness just use their current PRN dose or divide the current total daily dose (usually double the dose of 12 hourly oral morphine + any PRN doses) by 12.  
6 If they are already taking a different strong opioid (eg diamorphine, oxycodone, hydromorphone, fentanyl patch), for breathlessness you can use whatever immediate release version they are taking for pain and at the same dose.  Give this + either midazolam or lorazepam.  If an injection is needed and their usual opioid isn’t available in injection form, just use morphine.  
5mg oral oxycodone = 5mg morphine injection.  
1.3mg oral hydromorphone = 5mg morphine injection.  
Patients on fentanyl patches usually have immediate release morphine or diamorphine or sometimes oxycodone for pain so use that.
You can consult symptom control guidance, or get advice.




Referral to Acute Hospital




National Guidance Secondary Care – Covid-19




Clinical Frailty Scale

https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf 
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Decisions regarding treatment and hospital admission should be always be made on an individual basis. NICE has issued a further statement on the application of the Clinical Frailty Score :
“The CFS should not be used in younger people, people with stable long-term disabilities (for example, cerebral palsy), learning disability or autism. An individualised assessment is recommended in all cases where the CFS is not appropriate.”









ETHICAL FRAMEWORK

Ethical summary statement
Some people benefit from rapid escalation to intensive care and ventilation.  In some patients this will not work.  Some can be identified early.  We should use treatments that work, without disproportionate harm, subject to consent or best interest judgments, and provided they can be offered within the resources available.  We should not use treatments that do not pass these tests.  A treatment, however widely used and well known and however much the patient &/or those close to them think they would want it, should not be used if it stands no real chance of working in a particular patient or if it would cause disproportionate harm.  Whatever treatments are being used, each patient should be given the best care available, helping them to survive if that can be achieved, and in all circumstances helping them to be comfortable, to live with dignity, and to be in the place of their choice if that is important to them.  Guidance is offered to support decisions about which treatments will help, which will not, and how to maintain comfort.  For some patients, there is nothing to gain by being in hospital.  The question of what treatment is to be used may therefore help decide where the patient should be.  If all the treatment being used can be done at home, and if some care is available, home (including a care home if that is the person’s home) is usually the best place and often the place they would prefer.
The best that is available may be less good than we would want to provide.  We should be as flexible as possible to get the patient as comfortable as possible within the limitations we face.  There may not be enough capacity to offer every patient every treatment.  Decisions not to use a treatment are likely to be needed much more often during a pandemic crisis.  Making sure that patients are not given treatments that are not right for them helps them.  It also helps the other patients who may then have a greater chance to have treatments that would work.  This should be the basis of decisions and is the fairest way to decide when there is not enough to go around.
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To: Chief Executives, Health Boards and WAST 
 



Our Ref: AG/MM/SB 
 



23 March 2020  
 
 



Dear Colleagues 
 
URGENT: COVID-19 WHOLE SYSTEM PLANNING – COMMUNITY COVID-19 
FRAMEWORK 
 
I attach the Community COVID-19 Framework with the expectation that your Chief 
Operating Officer works with your Director of Primary Care to implement this framework in 
order to ensure whole system working at this time of unprecedented pressures.   The more 
resilience we can build in the community, the better we can help balance the system and, in 
turn, support our hospitals. 
  
To provide the background, the Welsh Government has established a national Planning and 
Response Group to oversee the response to COVID-19.  This group is working to ensure 
that a whole system response is in place to respond to COVID-19.  Without this, individual 
pathways and frameworks will not be effective.  A subgroup for Primary and Community 
Care has been established, chaired by Dr Liam Taylor and Paul Labourne RN. 
 
At the meeting of the subgroup on 20th March 2020, the group approved a Community 
COVID19 Framework, which includes an agreed national respiratory pathway for managing 
COVID-19 in the community.  This pathway is designed to work alongside the secondary 
care respiratory pathway, published on 17th March 2020.    The purpose of this pathway is to 
support primary care, community and paramedic colleagues in decision making regarding 
the management of patients presenting with suspected or actual Covid-19. 
 
I would draw your attention to the key assumptions within the Framework as they are critical 
to the success of the whole system response.   For this reason, the implementation of this 
Framework should not be considered solely by community but within the context of the 
entire pathway.  Of particular note, is the whole pathway approach to the plan for 
redeployment of staff.  To prevent secondary/acute care being overwhelmed, it will be vital 
that sufficient resources are available at primary and community level.  The Chief Allied 
Health Professions Advisor is preparing guidance on the utilisation of staff and this will be 
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circulated this week.  Further advice will be circulated on the deployment of student health 
professionals. 
 
This entire framework/pathway is to be used by any doctor, nurse, paramedic or allied 
health professional, anywhere in the community. Local Health Boards and Clusters will plan 
and deliver their services differently according to local needs and workforce, but will follow 
this framework. 
It is important to note that the situation continues to change rapidly, and that all resources 
will be updated as and when required as we move through the pandemic response. 
 
I require you to identify a COVID co-ordinator for Primary Care from each health board/trust, 
and two deputies in each case to ensure resilience.  The COVID co-ordinator is responsible 
for escalating issues that cannot be managed within the health board to the Primary and 
Community subgroup.  They will also be responsible for cascading information from the 
subgroup to all primary and community colleagues within the health board/trust. 
 
I also require you to identify a COVID reporter in each health board, and two deputies in 
each case to ensure resilience.  These can be the same person as the COVID co-ordinator.  
The Reporter will feed data requirements to the national reporting system.  Capacity to 
report accurate data is an essential tool within the COVID-19 response.  Data will be used 
locally as well as feeding into the national reporting system.  Details on the reporting 
requirements will follow. 
 
Please report your designated health board/trust COVID co-ordinator and reporter by 
close of play Tuesday 24th March to HSS.COVID-19.PlanningCell@gov.wales.  The 
pathway and its associated guidance will be issued to these designated individuals. 
 
Yours sincerely 



 
Dr Andrew Goodall CBE 
 



   
 
Paul Labourne  RN     Dr Liam Taylor  
Co-chair     Co-chair 
Primary and Community Subgroup Primary and Community Subgroup 
Nursing Officer    Deputy Medical Director 
Welsh Government    Aneurin Bevan UHB 
   
cc:  Chief Operating Officers 
 Directors of Primary Care 
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Community Telephone Consultation
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Affix Patient Details here














                                                                                             	Date:	___ / ___ / ___ Time: __:_____


							Nurse:		_____________________


							Telephone:	_____________________


                                                                            Diagnosis:    





Past Medical History:


























Any new symptoms? ☐ Yes ☐ No         Temperature ☐ Yes ☐ No    Cough  ☐ Yes ☐ No   


Tested for COVID -19 ☐ Yes ☐ No         Positive ☐ Yes ☐ No 


Anyone at home who is unwell              ☐ Yes ☐ No   

















Dyspnoea:			☐ No change ☐ Improving ☐ Worsening ☐ No Dyspnoea


Phelgm colour:		☐ Clear/creamy/white/grey ☐ Yellow ☐ Green ☐ Brown


☐ None


Amount of phlegm:	☐ Minimal ☐ Moderate ☐ Large ☐ Increasing Volume


Able to expectorate:	☐ Yes ☐ No


Prescribed mucolytic:	☐ Yes ☐ No ☐ N/A


Wheeze:			☐ No change ☐ Improving  ☐ Worsening  ☐ No wheeze
































Home Oxygen                  ☐ Yes ☐ No      Any concerns regarding oxygen ☐ Yes ☐ No


NIV /CPAP                         ☐ Yes ☐ No       Nebulizer     ☐ Yes ☐ No   

















Managing at home:  ☐ Yes ☐ No                    Any other teams involved ☐ Yes ☐ No   


Up and about during the day:	☐ Yes ☐ No             ☐ Bedbound


Can wash and dress: ☐ Yes ☐ No                  ☐ Carer support ☐ Package of Care	


Can walk to toilet/bathroom: ☐ Yes ☐ No     ☐ Carer support ☐ Package of Care


Can prepare meals: ☐ Yes ☐ No ☐             ☐  Carer support ☐ Package of Care


Mood:  ☐ Good ☐ Low		                          Anxiety:  ☐ None  ☐ Some  ☐ High


























Compliant with inhalers:			☐ Yes ☐ No


Compliant with other medication:	☐ Yes ☐ No 


Any issues with medication:		☐ Yes ☐ No 














Smoking status:		☐ Non-smoker   ☐ Ex-smoker   ☐ Smoker   ☐ Passive


Wants to quit?:		☒ Yes ☐ No                          Smoking education given:	☐ 














Knows what to do if unwell?:                ☐ Yes  ☐ No  ☐ Advised                             (Advice to include paracetamol, fluids, rest, extra SABA, isolation)


Has rescue pack: 	☐ Yes  ☐ No         ☐ Declined      ☐ Not suitable





DNAR / ACP in place:  ☐ Yes  ☐ No    ☐ Discussed (if appropriate to ask)





General advice re COVID-19 given:    ☐ Yes ☐ No


(Include; washing of hands / disinfecting surfaces, staying at home, limiting visitors who are unwell, who and when to contact for advice)



































Access to medical records (Verbal consent gained):   ☐ Yes ☐ No 


Action / comments:











Follow-up arrangements:


☐ Discharge                                                      Advice leaflets sent        ☐


☐ Telephone call					Date of call: 	___ / ___ / _____


☐ Needs home visit                       		Date of visit:	           ___ / ___ / _____


☐ Needs referral on                                          Please state:  	
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			Health Board			Co-ordinator			Deputy			Deputy			Responder			Deputy			Deputy


			Aneurin Bevan			Karen Gully			Sally Lewis			Tracy Morgan			Owain Sweeting			Victoria Taylor			Lesley Lewis


						karen.gully@wales.nhs			Sally.Lewis2@wales.nhs.			tracy.morgan2@wales.nhs.uk			Owain.sweeting@wales.nhs.uk			Victoria.a.taylor@wales.nhs.uk			Lesley.Lewis2@wales.nhs.uk


			BCU			Bethan Jones			Ffion Johnstone						Bethan Jones			Ffion Johnstone


						Bethan.m.jones@wales.nhs.uk			Ffion.Johnstone@wales.nhs.uk						Bethan.m.jones@wales.nhs.uk			Ffion.Johnstone@wales.nhs.uk


			C&V			Kay Jeynes			Lisa Dunsford			Clare Evans			Theresa Blackwell			Beth Richards			Sophie Lavis


						Kay.Jeynes@wales.nhs.uk			Lisa.dunsford@wales.nhs.uk						Theresa.blackwell@wales.nhs.uk			Beth.Richards2@wales.nhs.uk			Sophie.Lavis@wales.nhs.uk


			CTM			David Miller			Julie Denley						David Miller			Julie Denley


						david.miller2@wales.nhs.uk			Julie.Denley@wales.nhs.uk						david.miller2@wales.nhs.uk			Julie.Denley@wales.nhs.uk


			Hywel Dda			Jill Paterson									Jill Paterson


						Jill.Paterson@wales.nhs.uk									Jill.paterson@wales.nhs.uk


			Powys			Jamie Marchant									Jamie Marchant


						Jamie.marchant@wales.nhs.uk									Jamie.marchant@wales.nhs.uk


			Swansea Bay			Hilary Dover			Anjula Mehta			Tanya Spriggs			Hilary Dover			Andy Griffiths			Tanya Spriggs


						Hilary.Dover@wales.nhs.uk			Anjula.Mehta3@wales.nhs.uk			tanya.spriggs@wales.nhs.uk			Hilary.Dover@wales.nhs.uk			Andrew.Griffiths8@wales.nhs.uk			tanya.spriggs@wales.nhs.uk


			WAST			Brendan Lloyd			Grayham McLean						Judith Bryce


						brendan.lloyd2@wales.nhs.uk			grayham.mclean@wales.nhs.uk						judith.bryce@wales.nhs.uk
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· Ending Self-IsolationCoronavirus (COVID - 19)


Information for people with long term conditions or who are pregnant, their family members and care givers











· If you have been symptomatic, then you may end your self-isolation after 7 days. The 7 day period starts from the day when you first become ill.


The Most Common Symptoms





· If living with others, then all household members who remain well may end household-isolation after 14days. The 14 day period starts from the first day that the first person becomes ill. Fourteen days is the incubation period for coronavirus; people who remain well after 14days are unlikely to be infectious.





· After 7 days, if the first person to become ill feels better and no longer has a high temperature, they can return to their normal routine. If any other family members become unwell during the 14 day household-isolation period, they should follow the same advice-that is, after 7 days of their symptoms starting, if they feel better and no longer have a high temperature, they can also return to their normal routine.











· Useful Links


· https://phw.nhs.wales/


· https://www.diabetes.org.uk/in_your_area/wales -Telephone-0345 123 2399


· www.mind.org.uk/about-us/mind-cymru/ -Telephone-01443 816945/Telephone-01633 258741


· www.ageuk.org.uk/cymru/gwent/ -Telephone-01633 763330


· www.asthma.org.uk/advice/triggers/coronavirus-covid-19/-Telephone-0300 222 5800


· www.blf.org.uk/-Telephone-03000 030 555


· https://www.samaritans.org/wales/samaritans-cymru/-Telephone-116 123














New 


Continuous Cough


High 


Temperature








	The most common symptoms of Coronavirus (Covid-19) are recent of onset of a new continuous cough and/or high temperature.





If you have symptoms of Coronavirus illness (COVID-19), however mild, and live alone stay at home for 7 days from when your symptoms start.


If you live with others and you or one of the household have symptoms of coronavirus, then all household members must stay at home and not leave the house for 14 days. The 14 day period starts from the day when the first person in the house becomes ill.


It is likely that people living within a household will infect each other or be infected already. For anyone in the household who starts displaying symptoms, they need to stay at home for 7 days from when the symptoms appeared, regardless of what day they are on in the original 14 day isolation period.


If you have coronavirus symptoms:


· DO NOT go to the GP surgery, pharmacy or hospital


· You DO NOT need to contact 111 to tell them you’re staying at home. Testing for the coronavirus is not needed if you’re staying at home.


If you feel you are unable to cope with the symptoms at home, or your condition gets worse, or your symptoms do not get better after 7 days, then use the NHS 111 online coronavirus service. 











People over the age of 70, those with a long term condition or who are pregnant are being encouraged to self-isolate to protect themselves.  





· Prevention


Avoid contact with anyone who has symptoms in particular those with a cough or high temperature.





· Take all your regular medication and inhalers as prescribed. 


· Follow any advice given by your nurse, doctor or midwife. 


· Wash your hand frequently each day with soap and water for 20 seconds. This will help to protect you and anyone around you.


· Cover coughs and sneezes. Cover your mouth and nose with disposable tissues. If you do not have one to hand, sneeze into the crook of your elbow, not into your hand. Dispose of tissues into a disposable rubbish bag and immediately wash your hands with soap and water or hand sanitiser.


· Avoid all social activities including going to pubs, restaurants, theatres, cinemas, social gatherings and using public transport.


· Limit visitors to your home. Do not invite or allow social visitors, such as other friends and family, to enter your home. If you want to speak to someone who is not a member of your household, use the phone or social media. 


· Try to keep physically active at home to ensure good physical condition.


· Quitting smoking will be beneficial and can improve oxygen levels.



































· Self-Isolating





· Create a contact list with phone numbers of neighbours, employer, chemist, GP surgery and NHS services. 





· Have enough groceries and household items, approx. 2-4 weeks supply.





· Set up online shopping accounts or ask your friends and family to help you get things you need to stay at home.


· Ensure you have enough supply of your regular medication. Contact your GP surgery or pharmacy if you do not.


· If you live alone and have no support ask for help from care providers such as social services or charitable organisations to ensure that you can successfully stay at home.


· We know that staying at home for a prolonged period can be difficult, frustrating and lonely for some people and that you or other household members may feel low. It can be particularly challenging if you don’t have much space or access to the garden. 


· It is important to remember to take care of your mind as well as your body and to get support if you need it.  Stay in touch with family and friends over the phone or on social media.





· Think about things you can do during your time at home. People who have not minded staying at home for a week have kept themselves busy with activities such as cooking, reading online learning and watching films. If you feel well enough you can take part in light exercise within your home or garden. 





By staying at home, you are protecting yourself and the lives of others
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·  SamaritansWELL BEING SUPPORT AT HOME





Is a confidential organisation available 24/7 and open every day. It started 60 years ago and has over 20,000 trained volunteers available to help people with anxiety, in distress or feeling suicidal. They provide support for yourself or if you’re worried about a friend they will help. Visit the website www.samaritans.org or call 116123 (UK).  








· Helpful Apps Disclaimer


The information contained in this leaflet is for advice only. This is not an exhaustive list. Whilst every effort has been made to ensure the information provided is up to date the service has no control over the nature, content and availability of the sites provided and therefore cannot be held responsible or liable for any errors or omissions.
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for mindfulness, helps to live well with


pain, illness and stress
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to eat Foods that are healthier 


for you, you’ll find delicious, 


easy meal  ideas.








			[image: cid:498729a5-8386-40ca-9671-29ef36ec4d58@eurprd08.prod.outlook.com]Breathe – Stop Breathe Think, 


Meditation & mindfulness to help you feel strong, connected and inspired through life’s ups and downs.
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the days You drink alcohol 


and the days you don’t.





			[image: cid:6d716d1a-55b1-407d-a04d-8e5b43929a9e@eurprd08.prod.outlook.com]Smart Recipes – the easy way of helping you and your family eat tasty, healthy meals.
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Easy to follow NHS Choices 


12 week diet and exercise 


plan.








			[image: cid:0e4051d6-9c94-49be-8eeb-1cab44249481@eurprd08.prod.outlook.com]Active 10 – to help you quickly and simply do more brisk walking in bursts of 10 minutes,


To increase your health and to help 


                      lower your risk of serious illness.
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Builds you up with a mix 


of running and walking from


couch potato 5k hero in just


                      9 weeks
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Pages packed with reliable health 


Information,first aid, mental health, love & sex alcohol & Drugs & many 


                         More.


			











                                                                                                                            





‘Supporting you to stay strong’





· Pocket Medic


Using your own internet device (computer, tablet or phone) you can access a series of free 5 minute videos created by NHS health professionals and patients to help you understand the conditions listed below. To watch these films please type the following into your web address box (not the search box) at the top of your screen.


						


· Prediabetes			www.medic.video/w-pre


· Cyn diabetes			www.medic.video/cy-pre-subs


· Type 1 Diabetes		www.medic.video/w-type1 


· Diabetes Math 1		www.medic.video/cy-type1-subs


· Type 1 Teen			www.medic.video/w-t1teen 


· Type 2 Diabetes		www.medic.video/w-type2


· Diabetes Math 2		www.medic.video/cy-type2-subs 


· Gestational Diabetes		www.medic.video/w-gest


· Diabetes yn ystod Beichiogrwydd	www.medic.video/cy-gest-subs


· BAME T2 Community Intro  www.medic.video/w-bame


· COPD				www.medic.video/w-copd


· Exercise with Lung Disease	www.medic.video/w-exercise


· Chronic Pain			www.medic.video/w-pain 


· Wellbeing			www.medic.video/w-well


· Life after Cancer		www.medic.video/w-cancer


· Lymphoedema			www.medic.video/w-lymph 


· Lymffoedema 			www.medic.video/cy-lymph


· Social Prescribing 		www.medic.video/w-social


· End of Life Care 		www.medic.video/w-endoflifecare


If you have any difficulties accessing the films or have any comments, please email the team at patient@pocketmedic.org. 





· Living Life To The Full


[image: http://tse1.mm.bing.net/th?&id=OIP.M031db05da58f1b9bde0ca27563109d94o0&w=300&h=300&c=0&pid=1.9&rs=0&p=0&r=0]This online life skills course aims to provide you with some high quality and practical training life skills. Including feelings, activity levels, using medication effectively, getting active again. Also all elements of healthy living: sleep, diet and exercise. It has been designed as a modular based course allowing you to access as much or as little as you like. 


Visit www.llttf.com and click on ‘LLTTfull’ to access. 


 “10 things you can do to feel happier straight away”








An introduction by Dr Chris Williams about LLTTF ‘Living Life To The Full’ and talking through the 10 strategies to feeling happier. 


Visit www.llttf.com and click on “10 things you can do to feel happier straight away”.





· Mood Gym


Is a free interactive programme enabling you to learn cognitive behavioural therapy skills for coping with and preventing depression. 


To access visit www.moodgym.com.au  and register.











· E-Couch


Is a website that provides information on emotional problems, what causes them and how to prevent and treat them. Including exercises and strategies to improve understanding yourself and others and ways of improving your life. Go to https://ecouch.anu.edu.au/welcome and register for free.





· Mood Juice 


This site is designed to help you think about emotional problems and work towards solving them. It helps you think about life skills, healthy living, relationships, feelings, behaviours, and finding meaning. 


 Visit www.moodjuice.scot.nhs.uk/ and click to enter the site. 





· C.A.L.L


Community Advice and Listening Line is a confidential mental health helpline in Wales. Offering emotional support for people worried about their own or a relative’s mental health. You can call them on 0800 132 737 or text ‘help’ to 81066. 





· Palouse Mindfulness


[image: Image result for getting help][image: http://tse1.mm.bing.net/th?&id=OIP.M3953b13b9f49a502cdca88aa90bae28bH0&w=300&h=300&c=0&pid=1.9&rs=0&p=0&r=0][image: http://tse1.mm.bing.net/th?&id=OIP.Mfcde588ee766fcfa1f1f7dcf28b5eed2o0&w=300&h=300&c=0&pid=1.9&rs=0&p=0&r=0]A free Online Mindfulness-Based Stress Reduction (MBSR) course spread over 8 weeks. This highly interactive course would need full commitment. Created by a fully certified MBSR instructor. It is available on www.palousemindfulness.com and also on 











Is Your Health Affected By?








Depression








Anxiety 








Support Is Available From:








Pocketmedic








Your local health team








Internet / Telephone

















Stress

















COVID 19 AND ISOLATION
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COVID 19 primary care co-ordinators


Our Ref:/Your Ref: MM/Covid v2  DOCVARIABLE  JobTitle  \* MERGEFORMAT 


 DOCVARIABLE  Organisation  \* MERGEFORMAT 


1st April 2020 


Dear  Colleagues



URGENT: REVISED PRIMARY AND COMMUNITY COVID-19 FRAMEWORK – VERSION 2



The Primary & Community COVID-19 Framework circulated last week has been revised: the position is rapidly changing and we will need to re-issue versions as advice is updated.  Dr Sally Lewis will continue to provide leadership and guidance to this important work.  The subgroup and AMDs are extremely grateful for her continued skilful watch on this.



This version has been cleared at the COVID-19 Primary and Community subgroup meeting held on 31st March 2020.



We will circulate further updates using the same mechanism.


Please also find enclosed a statement regarding the implications for oxygen therapy in the community in the context of the Covid-19 pandemic.  This has been developed in collaboration between respiratory and palliative medicine.  It is based on the assumption that patients requiring oxygen treatment for Covid-19 infection will mainly be hospital-based, including weaning from oxygen during the recovery phase.


Please ensure that this covering letter, framework and attachment is widely circulated to colleagues.



			V2:  The changes to the original version are:



1. P6 flowchart: “admit to hospital” now clarified to “admit to acute hospital”




2. P6 rising respiratory rate reduced from >25 to >24




       3: advice that airflow to the face eg a fan has been removed.  



           This is no longer advised.








Yours sincerely
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Paul Labourne  RN  


Dr Liam Taylor



Co-chair



Co-chair



Primary and Community Subgroup
Primary and Community Subgroup
Nursing Officer



Deputy Medical Director



Welsh Government


Aneurin Bevan UHB



cc: 
Chief Operating Officers


Directors of Nursing



Directors of Therapies



Cluster Lead Nurses



Directors of Primary Care



Sue Morgan, National Director and Strategic Programme Lead for Primary and Community Care



Dr Alastair Roeves, Chair of Assistant Medical Director group
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COVID-19 - hypoxia, breathlessness and home oxygen








For patients who are in respiratory distress and hypoxic due to COVID -19 a decision is needed on whether they would be for admission to an acute hospital and possibly further escalation, or for supportive care including palliation at home. 


 


The maximum that could be delivered by home oxygen systems would be 15L/min and experience so far with hypoxia due to COVID-19 is that even 15 L/min via a non rebreathe mask does not always correct the hypoxia.  





For patients where the limit of treatment is what can be provided in their home including care homes, the focus should be on alleviating symptoms that causes distress.  Attempting to correct the hypoxia is unlikely to be enough and the focus should be on the main goal, effective relief of symptoms. With this in mind the initiation of home oxygen to treat hypoxia is NOT recommended as a priority nor is the need to have a home oxygen supply installed just in case.





Despite appropriate supportive care, many patients will deteriorate as a result of COVID-19. Effective palliation is essential.  Guidance has been made available to support this and will be updated as necessary.  This guidance recommends parenteral drugs as the mainstay of symptom control for breathlessness and other symptoms.  If home oxygen is readily available a trial of oxygen therapy at no more than 4L/min via a 28% mask could be considered. 





Oxygen can pose a risk of harm to the user and others in the event of fires, falls and inability to use complex equipment. When considering home oxygen the Initial Home Oxygen Risk Mitigation (IHORM) must still be completed in conjunction with the Home Oxygen Consent Form (HOCF) prior to oxygen being ordered from the oxygen supplier via the Home Oxygen Order Form (HOOF). 





Fan therapy – because of the increased risk of virus spread the traditional use of fan therapy for relieving breathlessness due to COVID -19 is not recommended.
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NICE%20guidance%20on%20asssessment%20of%20severity%20COVID%2019.docx
Further guidance on the assessment and management of patients in the community with suspected Covid-19 pneumonia – April 7th 2020

[bookmark: _GoBack]NICE have just issued further guidance on diagnosing and assessing severity in Covid-19 pneumonia. Please use this in conjunction with the decision tree in the All Wales community Covid-19 framework. Decisions on appropriate escalation of care require clinical judgment and must be individualised. 



3 Diagnosis and assessment

Diagnosing pneumonia 

3.1 During the COVID‑19 pandemic, face to face examination of patients may not be possible. Advice on how to conduct a remote consultation can be found in BMJ guidance on COVID-19: a remote assessment in primary care, which includes a visual summary for remote consultations.

3.2 Where physical examination and other ways of making an objective diagnosis are not possible, the clinical diagnosis of community-acquired pneumonia of any cause in an adult can be informed by other clinical signs or symptoms such as:

· temperature above 38°C

· respiratory rate above 20 breaths per minute

· heart rate above 100 beats per minute

· new confusion

(see the CEBM's rapid diagnosis of community-acquired pneumonia for clinicians).

3.3 Assessing shortness of breath (dyspnoea) is important, but may be difficult via remote consultation. Tools such as the Medical Research Council's dyspnoea scale or the CEBM's review of ways of assessing dyspnoea (breathlessness) by telephone or video can be useful.

Assessing severity

3.4 Use the following symptoms and signs to help identify patients with more severe illness to help make decisions about hospital admission:

· severe shortness of breath at rest or difficulty breathing

· coughing up blood

· blue lips or face

· feeling cold and clammy with pale or mottled skin

· collapse or fainting (syncope)

· new confusion

· becoming difficult to rouse

· little or no urine output.

Use of assessment tools

3.5 Although the NICE guideline on pneumonia in adults: diagnosis and management recommends using the CRB65 tool, it has not been validated in people with COVID‑19. It also requires blood pressure measurement, which may be difficult or undesirable during the COVID‑19 pandemic and risks cross-contamination (see recommendation 1.4).

3.6 Where pulse oximetry is available use oxygen saturation levels below 92% (below 88% in people with COPD) on room air at rest to identify seriously ill patients. While the ROTH tool has been suggested as an alternative where pulse oximetry is not available, its use has not been validated in people with COVID‑19 and there are concerns that it may underestimate illness severity (see the CEBM's rapid review of the use of the Roth score in remote assessment).

3.7 Use of the NEWS2 tool in the community for predicting the risk of clinical deterioration may be useful. However, a face-to-face consultation should not be arranged solely to calculate a NEWS2 score
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Version History 


Version Date Summary of changes 
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Introduction 


Novel coronavirus (COVID-19) is a new is a new strain of coronavirus first identified in 


Wuhan, China. Clinical presentation may range from mild-to-moderate illness to pneumonia 


or severe acute respiratory infection. Because of this, patients with COVID-19 could 


present to primary care either via telephone or in person. 


As of 12 March 2020 the UK has moved into the “delay phase” of management. This 


includes significant changes to the identification and management of possible cases. 


Please note that this is an evolving situation and the most up to date guidance and 


advice should always be checked online at : https://phw.nhs.wales/topics/latest-


information-on-novel-coronavirus-covid-19/ and 


https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response 



https://phw.nhs.wales/topics/latest-information-on-novel-coronavirus-covid-19/

https://phw.nhs.wales/topics/latest-information-on-novel-coronavirus-covid-19/





Case definition 


As of 13 March 2020 the possible case definition for COVID-19 is based purely on clinical 


criteria. For most people COVID-19 will be a mild, self-limiting infection and will not require 


testing. The case definition differs depending on whether the patient requires admission to 


hospital or not. 


1. Case definition for individuals in the community 


Individuals with the following symptoms are advised to self-isolate for 7 days and 
COVID-19 testing is not currently required. 


Recent onset (within the last 7 days): 


 New continuous cough 


and/or 


 High temperature 


New guidance issued on 16th March extended the requirement for self-isolation to whole 


households for 14 days when one member of the household has symptoms see detailed 


guidance below: 


https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance 


 


2. Case definition for individuals requiring hospital admission 


Patients requiring hospital admission (overnight stay) and meeting the clinical criteria 


below will be tested for COVID-19 in the hospital. 


 Clinical or radiological evidence of pneumonia  


or 


 Acute respiratory distress syndrome  


or 


 Influenza like illness (fever ≥37.8°C and at least one of the following respiratory 
symptoms, which must be of acute onset: persistent cough (with or without sputum), 
hoarseness, nasal discharge or congestion, shortness of breath, sore throat, 
wheezing, sneezing) 


Clinicians should be alert to the possibility of atypical presentations in patients who are 


immunocompromised. 


5 


  



https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance





 


Actions in primary care 


Staff who are pregnant or otherwise immunosuppressed should not provide direct care for a 


patient with possible or confirmed COVID-19. Any deviation from this should be a local 


decision.  


1. Triage of Patients 


Primary Care practices are advised to make every effort to triage patients by telephone to 


avoid the patient presenting at the practice unnecessarily or staff being sent 


unnecessarily to the home, so as to minimise any contact with patients who have 


respiratory symptoms. 


 


 


2. Management of patients identified through telephone consultation 
who do not require clinical assessment and meet the possible case 
definition for COVID-19 


Advise the patient to self-isolate at home. Direct the patient to “stay at home” advice, which 


can be found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response 


Provide the patient with worsening symptom information and advise them to phone the 


practice back or NHS 111 if this occurs. They should not attend the practice in person or 


go to A&E. If it is an emergency they should phone 999 and inform the call handler of their 


symptoms. 


Alternative strategies need to be considered where there is no need for direct clinical contact 
with the patient such as digital solutions skype/FaceTime, or telemedicine where a consultation 
can be done remotely e.g. CPN, dietician, and health visitor. 


3.Management of patients requiring clinical assessment 


3.1. Infection Prevention and Control 


For all consultations for acute respiratory infection or influenza like illness (fever 
≥37.8°C and at least one of the following respiratory symptoms, which must be of acute 
onset: persistent cough (with or without sputum), hoarseness, nasal discharge or 
congestion, shortness of breath, sore throat, wheezing, sneezing) wear PPE in line with 
National Infection Prevention and Control Manual, Public Health Wales 


http://www.wales.nhs.uk/sitesplus/888/page/95007 


  



https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

http://www.wales.nhs.uk/sitesplus/888/page/95007





This PPE MUST ONLY BE USED for consultations for acute respiratory infection or 
influenza like illness (unless AGP’s performed see below)  


 Fluid Resistant Surgical Mask (FRSM) 
 Disposable gloves 
 Disposable plastic apron 
 Appropriate eye protection, after risk assessment of need, if 


splashing or spraying of body fluids likely.*  


PPE must be used in conjunction with effective Hand Hygiene 


*Reusable eye protection must be decontaminated after every use) 


 
Try to keep exposure to the minimum. Guidance for putting on and removing PPE can be 
found in Appendix 1 of this document.  
 
Any Aerosol Generating Procedures (AGP) should be avoided in the Primary Care setting 
for this group of patients.  
The following procedures are considered AGPs: 


 Intubation, extubation and related procedures e.g. manual ventilation and 
open suctioning 


 Tracheotomy/tracheostomy procedures (insertion/open suctioning/removal) 


 Bronchoscopy 


 Surgery and post mortem procedures involving high-speed devices 


 Some dental procedures (e.g. high-speed drilling) 


 Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure Ventilation 
(BiPAP) and Continuous Positive Airway Pressure Ventilation (CPAP) * 


 High Frequency Oscillatory Ventilation (HFOV) 


 Induction of sputum 


 High flow nasal oxygen (HFNO) ** 
* CPAP and BiPAP are considered Aerosol Generating Procedures (AGPs). Long Term Oxygen Therapy is 
not. I would advise as follows; 


 Primary care staff should avoid visiting patients who have respiratory symptoms and are on 
CPAP/BiPAP at home. 


 Consider phone consultations in the first instance to assess whether the patient requires a home 
visit. If it is safe to postpone the visit until symptoms have resolved, then do so. 


 If you must carry out a home visit, phone ahead and establish what times of the day the patient is on 
their CPAP/BiPAP. Primary care staff should ensure they visit at least 1 hour after the CPAP/Bi PAP 
was switched off which will provide adequate time for the aerosols to dissipate (based on 3 Air 
Changes per Hour (ACH) in an average domestic property). On visiting they should wear PPE in line 
with droplet precautions. 


 If the clinical condition is such that the CPAP/BiPAP cannot be turned off for a full hour before the visit 
then the patient should, if possible, move to another room before the practitioner enters their home 
and the door of the room where the CPAP/BiPAP takes place should be closed. The practitioner can 


then enter the patient’s home to assess their condition. 


 If the patients clinical condition is such that neither of these is possible and there are no appropriate 


primary care practitioners available who have been face fit tested or there no access to FFP3 
masks then the patient will require transfer to hospital for clinical assessment. 


 Alert the ambulance that the patient is a suspected COVID-19 requiring CPCP/BiPAP 
**Note: High Flow Nasal Oxygen, sometimes referred to as High Flow Nasal Cannula Therapy, is the process 
by which warmed and humidified respiratory gases are delivered to a patient through a nasal cannula via a 
specifically designed nasal cannula interface. These devices can be set to deliver oxygen at specific 
concentrations and flow rates (typically 40-60L/min-1 for adults). This is different from standard home 
oxygen delivered through a nasal cannula which is not an AGP. 


  







 


3.2. Clinical assessment in the surgery 


Where possible consider practical approaches to facilitate infection prevention and control 


measures for this group of patients. This could include: 


 


 designated area of practice / rooms for seeing patient with respiratory symptoms 
 


 seeing such patients at a specific time of day (e.g. end of a list or separate clinic) 
 


 rooms used for assessment of these patients should be kept clutter free with 
equipment kept in closed cupboards to minimise potential for contamination. Soft 
furnishings should be avoided where possible. Tie back examination curtains to avoid 
contamination. The practice should have a regular laundering regime in place for 
curtains. 
 


 segregation of patients with respiratory symptoms from other patients e.g. using 
separate entrances, separate waiting areas, dedicated staff for respiratory patients. 
 


 all non-essential items including toys, books and magazines should be 
removed receptions, waiting areas, consulting and treatment rooms. 


 Consider cohorting staff who have likely recovered from COVID-19 to care for 
those patients who are symptomatic . They would still use same level of PPE . 


 


The supply of PPE is intended for HCW’s who are within 1m of a patient to clinically 


assess and provide direct care to a symptomatic patient in the practice or in the patient 


home by nurses or doctor etc. It is not intended for circulating staff e.g. receptionists, 


admin staff.  Social distancing of 2m should be used in other areas of the practice 


such as demarked zone at reception for booking in. 


 


3.3. Clinical assessment at home visit 


If carrying out a home visit (including nursing or shared living home) follow infection 


prevention and control advice as per 3.1 above. Practitioners should carry a waste bag do 


dispose of PPE following the visit. 


Following the patient consultation, PPE should be removed as per appendix 1. This should 


be placed in a clinical waste bag and then hands washed with soap and water. On return to 


the surgery waste should be disposed as per normal practice for clinical waste. 


 
At home the patient should be asked to secure pets in another room during the visit and ask all 
other family (unless supporting the patient) to also ensure no direct contact with the HCW. 


 
Avoid taking any unnecessary equipment into the patient room or home. This should be 
planned before the visit so only essential items are taken into the area. 
Re-useable equipment should be avoided if possible; if used, it should be decontaminated 
according to the manufacturer’s instructions before removal from the room/home. 
Within a care home / nursing home / shared living centre, where possible designate key 
reusable equipment to the care of the patient while they are infectious e.g. BP cuffs, 
stethoscope, walking aids. 
 







 


3.4. Management of patients following clinical assessment 


If the patient does not require referral to secondary care and they meet the case definition 


for a possible case of COVID-19 they should be advised to self-isolate at home until 7 days 


after the onset of their symptoms. If the individual lives with others, the whole household 


must self-isolate for 14 days. Direct the patient to “stay at home” advice, which can be 


found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response Provide the patient with worsening symptom information and advise 


them to phone the surgery or NHS 111 if their symptoms are worsening. They should not 


attend the practice in person or go to A&E. If it is an emergency they should phone 999 and 


inform the call handler of their symptoms. 


If the patient does require referral to secondary care this should be done via existing 


mechanisms for hospital referral – phone ahead, do not advise the patient to self-present at 


A&E or minor injury unit. 


3.5 Transport to hospital 


Patients must not use public transport or taxis to get to hospital. Transport options include: 


 


 Patients can be taken to hospital by an accompanying friend or family member if they 
have already had significant exposure to the patient and are aware of the possible 
COVID-19 diagnosis. 
The patient should sit in the rear of the car and wear a face mask if available. The 
car should be well ventilated with an open window. They should be given clear 
instructions on what to do when they get to the hospital to minimise risk of 
exposure to staff, patients and visitors 
 
OR 
 


 If the patient is clinically well enough to drive themselves to the hospital then they 
can do so. They should be given clear instructions on what to do when they get to 
the hospital to minimise risk of exposure to staff, patients and visitors 


  
OR 
 


 Arrange transfer by Welsh Ambulance Service (ensuring that you inform the 
ambulance call handler of the concerns about COVID-19) and proceed with 
management as follows: 


o Staff should withdraw from the room if the patient is clinically well enough to 
be left unattended. 


o Close the door to the room 
o Wash your hands with soap and water. 
o If required, identify suitable toilet facilities that only the patient will use. 
o If required to re-enter the room, don PPE as per appendix 1. 


 
  



https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance
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4.Self-isolation 


Patients self-isolating should be advised to follow the “stay at home” advice, which can be 
found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-
response.  


If symptoms worsen during self-isolation or have not improved after seven days, then they 


should be reassessed. 


From 16th March the whole household needs to self-isolate for 14 days when one member 
of the household has symptoms. 


5. Reporting to Local Health Protection Team 


The local Health Protection Team (HPT) should be informed of any confirmed case in: 


 a long-term care facility 


 a prison or place of detention 


 a healthcare worker (also advise the healthcare worker to inform their employer) 


6. Environmental cleaning following a suspected case 


Once a suspected case has left premises, the room where the patient was placed/isolated 
should not be used until adequately decontaminated. The room door should remain shut 
until it has been cleaned with detergent and disinfectant. Once this process has been 
completed, the room can be put back into use immediately. 
 
6.1. Preparation 


The person responsible for undertaking the cleaning with detergent and disinfectant should 


be familiar with these processes and procedures: 


 collect any cleaning equipment and waste bags required before entering the room 


 any cloths and mop heads used must be disposed of as single use items 


 before entering the room, perform hand hygiene then put on a disposable 


plastic apron and gloves 


6.2. On entering the room 


 Keep the door closed with windows open to improve airflow and ventilation 


whilst using detergent and disinfection products. 


 Bag any disposable items that have been used for the care of the patient as 


clinical waste, 


 Provided curtains have been tied back during the examination and no contamination 


is evident, these can be left in situ. Otherwise, remove any fabric curtains or screens 


and bag as infectious linen. 


 Close any sharps containers, wipe the outer surfaces with either a combined 


detergent disinfectant solution at a dilution of 1000 parts per million (ppm) available 


chlorine or a neutral purpose detergent followed by disinfection (1000 ppm av.cl.). 


 



https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance
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6.3. Cleaning process 


Use disposable cloths/paper roll/disposable mop heads, to clean and disinfect all hard 


surfaces/floor/chairs/door handles/reusable non-invasive care equipment/sanitary fittings in 


the room, following one of the 2 options below: 


1. Use either a combined detergent disinfectant solution at a dilution of 1000 parts 


per million (ppm) available chlorine (av.cl) 


o r  


2. a neutral purpose detergent followed by disinfection (1000 ppm av.cl): 


 follow manufacturer’s instructions for dilution, application and contact times for all 
detergents and disinfectants; 


 any cloths and mop heads used must be disposed of as single use 
items.  


6.4. Cleaning and disinfection of reusable equipment 


 clean and disinfect any reusable non-invasive care equipment, such as blood 


pressure monitors, digital thermometers, glucometers, that are in the room prior to 


their removal 


 clean all reusable equipment systematically from the top or furthest away point 


6.5. Carpeted flooring and soft furnishings 


Ideally the use of examination rooms that are carpeted should be avoided. For carpeted 


floors/items that cannot withstand chlorine-releasing agents, consult the manufacturer’s 


instructions for a suitable alternative to use following, or combined with, detergent cleaning. 


6.6. On leaving the room 


 discard detergent/disinfectant solutions safely at disposal point 


 dispose of all waste as clinical waste 


 clean, dry and store re-usable parts of cleaning equipment, such as mop handles 


 remove and discard PPE as clinical waste as per local policy 


 perform hand hygiene 


6.7. Cleaning of communal areas 


If a possible case spent time in a communal area used for non-respiratory patients, for 


example, a waiting area or toilet facilities, then these areas should be cleaned with 


detergent and disinfectant (as above) unless there has been a blood/body fluid spill which 


should be dealt with immediately (guidance is in the National Infection Prevention and 


Control Manual available via Public Health Wales website). Once cleaning and 


disinfection have been completed, these areas can be put back into use immediately. 


  







 


Further information 
 
Further Information for health professionals can be found at: 
 
https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-
response 
 


Contact Details for Health Protection Wales  
 
0300 00 300 32.  
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Appendix 1: Putting on and removing Personal Protective 
Equipment (PPE) 


Putting on PPE 


PPE should be put on before entering the room where the patient is. Perform Hand Hygiene 
before putting on PPE, the PPE should be put on in the following order: 


1. Disposable plastic apron 


2. A Type IIR (Fluid Resistant Surgical Facemask) FRSM. This should be close fitting 


and fully cover the nose and mouth. Do not touch the front of the mask when being worn 


3. Disposable non-sterile nitrile, latex or neoprene gloves. There is no requirement for 


double-gloving 


The order given above is a practical one; the order for putting on is less critical than the 


order of removal given below. 


Removal of PPE 


PPE should be removed in an order that minimises the potential for cross-contamination. 


Before leaving the room where the patient is, gloves, apron and FRSM should be 


removed (in that order, where worn) and disposed of as clinical waste. Guidance on the 


order of removal of PPE is as follows: 


1. Gloves 


 Grasp the outside of glove with the opposite gloved hand; peel off. 


 Hold the removed glove in the remaining gloved hand. 


 Slide the fingers of the un-gloved hand under the remaining glove at the wrist. 


 Discard as clinical waste. 


 
 
 
 
 
 


 
 
 
Perform Hand Hygiene. 
 
  







 
 
 
 
 
2. Apron 


 Unfasten or break apron ties. 


 Pull the apron away from the neck and shoulders, touching the inside of the 


apron only. 


 Turn the apron inside out, fold or roll into a bundle and discard as clinical waste.  


 
 
 
 
 
 
 
 
 


 
3. Eye Protection if used  
Use both hands to remove the eye protection by the side arms avoiding contact with the 
eyes – discard to clinical waste or decontaminate re-usable eye protection thoroughly.. 


 
 


4. Fluid Resistant Surgical Facemask (FRSM) 


Untie or break bottom ties, followed by top ties or elastic, and remove by handling the 


ties only and discard as clinical waste. 


 


 
 
 
 
 
 
Perform Hand Hygiene after removal of all PPE. 
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Introduction 


Novel coronavirus (COVID-19) is a new is a new strain of coronavirus first identified in 


Wuhan, China. Clinical presentation may range from mild-to-moderate illness to pneumonia 


or severe acute respiratory infection. Because of this, patients with COVID-19 could 


present to primary care either via telephone or in person. 


As of 12 March 2020 the UK has moved into the “delay phase” of management. This 


includes significant changes to the identification and management of possible cases. 


Please note that this is an evolving situation and the most up to date guidance and 


advice should always be checked online at : https://phw.nhs.wales/topics/latest-


information-on-novel-coronavirus-covid-19/ and 


https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response 



https://phw.nhs.wales/topics/latest-information-on-novel-coronavirus-covid-19/
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Case definition 


As of 13 March 2020 the possible case definition for COVID-19 is based purely on clinical 


criteria. For most people COVID-19 will be a mild, self-limiting infection and will not require 


testing. The case definition differs depending on whether the patient requires admission to 


hospital or not. 


1. Case definition for individuals in the community 


Individuals with the following symptoms are advised to self-isolate for 7 days and 
COVID-19 testing is not currently required. 


Recent onset (within the last 7 days): 


 New continuous cough 


and/or 


 High temperature 


New guidance issued on 16th March extended the requirement for self-isolation to whole 


households for 14 days when one member of the household has symptoms see detailed 


guidance below: 


https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance 


 


2. Case definition for individuals requiring hospital admission 


Patients requiring hospital admission (overnight stay) and meeting the clinical criteria 


below will be tested for COVID-19 in the hospital. 


 Clinical or radiological evidence of pneumonia  


or 


 Acute respiratory distress syndrome  


or 


 Influenza like illness (fever ≥37.8°C and at least one of the following respiratory 
symptoms, which must be of acute onset: persistent cough (with or without sputum), 
hoarseness, nasal discharge or congestion, shortness of breath, sore throat, 
wheezing, sneezing) 


Clinicians should be alert to the possibility of atypical presentations in patients who are 


immunocompromised. 


5 
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Actions in primary care 


Staff who are pregnant or otherwise immunosuppressed should not provide direct care for a 


patient with possible or confirmed COVID-19. Any deviation from this should be a local 


decision.  


1. Triage of Patients 


Primary Care practices are advised to make every effort to triage patients by telephone to 


avoid the patient presenting at the practice unnecessarily or staff being sent 


unnecessarily to the home, so as to minimise any contact with patients who have 


respiratory symptoms. 


 


 


2. Management of patients identified through telephone consultation 
who do not require clinical assessment and meet the possible case 
definition for COVID-19 


Advise the patient to self-isolate at home. Direct the patient to “stay at home” advice, which 


can be found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response 


Provide the patient with worsening symptom information and advise them to phone the 


practice back or NHS 111 if this occurs. They should not attend the practice in person or 


go to A&E. If it is an emergency they should phone 999 and inform the call handler of their 


symptoms. 


Alternative strategies need to be considered where there is no need for direct clinical contact 
with the patient such as digital solutions skype/FaceTime, or telemedicine where a consultation 
can be done remotely e.g. CPN, dietician, and health visitor. 


3.Management of patients requiring clinical assessment 


3.1. Infection Prevention and Control 


For all consultations for acute respiratory infection or influenza like illness (fever 
≥37.8°C and at least one of the following respiratory symptoms, which must be of acute 
onset: persistent cough (with or without sputum), hoarseness, nasal discharge or 
congestion, shortness of breath, sore throat, wheezing, sneezing) wear PPE in line with 
National Infection Prevention and Control Manual, Public Health Wales 


http://www.wales.nhs.uk/sitesplus/888/page/95007 
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This PPE MUST ONLY BE USED for consultations for acute respiratory infection or 
influenza like illness (unless AGP’s performed see below)  


 Fluid Resistant Surgical Mask (FRSM) 
 Disposable gloves 
 Disposable plastic apron 
 Appropriate eye protection, after risk assessment of need, if 


splashing or spraying of body fluids likely.*  


PPE must be used in conjunction with effective Hand Hygiene 


*Reusable eye protection must be decontaminated after every use) 


 
Try to keep exposure to the minimum. Guidance for putting on and removing PPE can be 
found in Appendix 1 of this document.  
 
Any Aerosol Generating Procedures (AGP) should be avoided in the Primary Care setting 
for this group of patients.  
The following procedures are considered AGPs: 


 Intubation, extubation and related procedures e.g. manual ventilation and 
open suctioning 


 Tracheotomy/tracheostomy procedures (insertion/open suctioning/removal) 


 Bronchoscopy 


 Surgery and post mortem procedures involving high-speed devices 


 Some dental procedures (e.g. high-speed drilling) 


 Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure Ventilation 
(BiPAP) and Continuous Positive Airway Pressure Ventilation (CPAP) * 


 High Frequency Oscillatory Ventilation (HFOV) 


 Induction of sputum 


 High flow nasal oxygen (HFNO) ** 
* CPAP and BiPAP are considered Aerosol Generating Procedures (AGPs). Long Term Oxygen Therapy is 
not. I would advise as follows; 


 Primary care staff should avoid visiting patients who have respiratory symptoms and are on 
CPAP/BiPAP at home. 


 Consider phone consultations in the first instance to assess whether the patient requires a home 
visit. If it is safe to postpone the visit until symptoms have resolved, then do so. 


 If you must carry out a home visit, phone ahead and establish what times of the day the patient is on 
their CPAP/BiPAP. Primary care staff should ensure they visit at least 1 hour after the CPAP/Bi PAP 
was switched off which will provide adequate time for the aerosols to dissipate (based on 3 Air 
Changes per Hour (ACH) in an average domestic property). On visiting they should wear PPE in line 
with droplet precautions. 


 If the clinical condition is such that the CPAP/BiPAP cannot be turned off for a full hour before the visit 
then the patient should, if possible, move to another room before the practitioner enters their home 
and the door of the room where the CPAP/BiPAP takes place should be closed. The practitioner can 


then enter the patient’s home to assess their condition. 


 If the patients clinical condition is such that neither of these is possible and there are no appropriate 


primary care practitioners available who have been face fit tested or there no access to FFP3 
masks then the patient will require transfer to hospital for clinical assessment. 


 Alert the ambulance that the patient is a suspected COVID-19 requiring CPCP/BiPAP 
**Note: High Flow Nasal Oxygen, sometimes referred to as High Flow Nasal Cannula Therapy, is the process 
by which warmed and humidified respiratory gases are delivered to a patient through a nasal cannula via a 
specifically designed nasal cannula interface. These devices can be set to deliver oxygen at specific 
concentrations and flow rates (typically 40-60L/min-1 for adults). This is different from standard home 
oxygen delivered through a nasal cannula which is not an AGP. 


  







 


3.2. Clinical assessment in the surgery 


Where possible consider practical approaches to facilitate infection prevention and control 


measures for this group of patients. This could include: 


 


 designated area of practice / rooms for seeing patient with respiratory symptoms 
 


 seeing such patients at a specific time of day (e.g. end of a list or separate clinic) 
 


 rooms used for assessment of these patients should be kept clutter free with 
equipment kept in closed cupboards to minimise potential for contamination. Soft 
furnishings should be avoided where possible. Tie back examination curtains to avoid 
contamination. The practice should have a regular laundering regime in place for 
curtains. 
 


 segregation of patients with respiratory symptoms from other patients e.g. using 
separate entrances, separate waiting areas, dedicated staff for respiratory patients. 
 


 all non-essential items including toys, books and magazines should be 
removed receptions, waiting areas, consulting and treatment rooms. 


 Consider cohorting staff who have likely recovered from COVID-19 to care for 
those patients who are symptomatic . They would still use same level of PPE . 


 


The supply of PPE is intended for HCW’s who are within 1m of a patient to clinically 


assess and provide direct care to a symptomatic patient in the practice or in the patient 


home by nurses or doctor etc. It is not intended for circulating staff e.g. receptionists, 


admin staff.  Social distancing of 2m should be used in other areas of the practice 


such as demarked zone at reception for booking in. 


 


3.3. Clinical assessment at home visit 


If carrying out a home visit (including nursing or shared living home) follow infection 


prevention and control advice as per 3.1 above. Practitioners should carry a waste bag do 


dispose of PPE following the visit. 


Following the patient consultation, PPE should be removed as per appendix 1. This should 


be placed in a clinical waste bag and then hands washed with soap and water. On return to 


the surgery waste should be disposed as per normal practice for clinical waste. 


 
At home the patient should be asked to secure pets in another room during the visit and ask all 
other family (unless supporting the patient) to also ensure no direct contact with the HCW. 


 
Avoid taking any unnecessary equipment into the patient room or home. This should be 
planned before the visit so only essential items are taken into the area. 
Re-useable equipment should be avoided if possible; if used, it should be decontaminated 
according to the manufacturer’s instructions before removal from the room/home. 
Within a care home / nursing home / shared living centre, where possible designate key 
reusable equipment to the care of the patient while they are infectious e.g. BP cuffs, 
stethoscope, walking aids. 
 







 


3.4. Management of patients following clinical assessment 


If the patient does not require referral to secondary care and they meet the case definition 


for a possible case of COVID-19 they should be advised to self-isolate at home until 7 days 


after the onset of their symptoms. If the individual lives with others, the whole household 


must self-isolate for 14 days. Direct the patient to “stay at home” advice, which can be 


found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-


government-response Provide the patient with worsening symptom information and advise 


them to phone the surgery or NHS 111 if their symptoms are worsening. They should not 


attend the practice in person or go to A&E. If it is an emergency they should phone 999 and 


inform the call handler of their symptoms. 


If the patient does require referral to secondary care this should be done via existing 


mechanisms for hospital referral – phone ahead, do not advise the patient to self-present at 


A&E or minor injury unit. 


3.5 Transport to hospital 


Patients must not use public transport or taxis to get to hospital. Transport options include: 


 


 Patients can be taken to hospital by an accompanying friend or family member if they 
have already had significant exposure to the patient and are aware of the possible 
COVID-19 diagnosis. 
The patient should sit in the rear of the car and wear a face mask if available. The 
car should be well ventilated with an open window. They should be given clear 
instructions on what to do when they get to the hospital to minimise risk of 
exposure to staff, patients and visitors 
 
OR 
 


 If the patient is clinically well enough to drive themselves to the hospital then they 
can do so. They should be given clear instructions on what to do when they get to 
the hospital to minimise risk of exposure to staff, patients and visitors 


  
OR 
 


 Arrange transfer by Welsh Ambulance Service (ensuring that you inform the 
ambulance call handler of the concerns about COVID-19) and proceed with 
management as follows: 


o Staff should withdraw from the room if the patient is clinically well enough to 
be left unattended. 


o Close the door to the room 
o Wash your hands with soap and water. 
o If required, identify suitable toilet facilities that only the patient will use. 
o If required to re-enter the room, don PPE as per appendix 1. 
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4.Self-isolation 


Patients self-isolating should be advised to follow the “stay at home” advice, which can be 
found at https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-
response.  


If symptoms worsen during self-isolation or have not improved after seven days, then they 


should be reassessed. 


From 16th March the whole household needs to self-isolate for 14 days when one member 
of the household has symptoms. 


5. Reporting to Local Health Protection Team 


The local Health Protection Team (HPT) should be informed of any confirmed case in: 


 a long-term care facility 


 a prison or place of detention 


 a healthcare worker (also advise the healthcare worker to inform their employer) 


6. Environmental cleaning following a suspected case 


Once a suspected case has left premises, the room where the patient was placed/isolated 
should not be used until adequately decontaminated. The room door should remain shut 
until it has been cleaned with detergent and disinfectant. Once this process has been 
completed, the room can be put back into use immediately. 
 
6.1. Preparation 


The person responsible for undertaking the cleaning with detergent and disinfectant should 


be familiar with these processes and procedures: 


 collect any cleaning equipment and waste bags required before entering the room 


 any cloths and mop heads used must be disposed of as single use items 


 before entering the room, perform hand hygiene then put on a disposable 


plastic apron and gloves 


6.2. On entering the room 


 Keep the door closed with windows open to improve airflow and ventilation 


whilst using detergent and disinfection products. 


 Bag any disposable items that have been used for the care of the patient as 


clinical waste, 


 Provided curtains have been tied back during the examination and no contamination 


is evident, these can be left in situ. Otherwise, remove any fabric curtains or screens 


and bag as infectious linen. 


 Close any sharps containers, wipe the outer surfaces with either a combined 


detergent disinfectant solution at a dilution of 1000 parts per million (ppm) available 


chlorine or a neutral purpose detergent followed by disinfection (1000 ppm av.cl.). 


 



https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response





 


6.3. Cleaning process 


Use disposable cloths/paper roll/disposable mop heads, to clean and disinfect all hard 


surfaces/floor/chairs/door handles/reusable non-invasive care equipment/sanitary fittings in 


the room, following one of the 2 options below: 


1. Use either a combined detergent disinfectant solution at a dilution of 1000 parts 


per million (ppm) available chlorine (av.cl) 


o r  


2. a neutral purpose detergent followed by disinfection (1000 ppm av.cl): 


 follow manufacturer’s instructions for dilution, application and contact times for all 
detergents and disinfectants; 


 any cloths and mop heads used must be disposed of as single use 
items.  


6.4. Cleaning and disinfection of reusable equipment 


 clean and disinfect any reusable non-invasive care equipment, such as blood 


pressure monitors, digital thermometers, glucometers, that are in the room prior to 


their removal 


 clean all reusable equipment systematically from the top or furthest away point 


6.5. Carpeted flooring and soft furnishings 


Ideally the use of examination rooms that are carpeted should be avoided. For carpeted 


floors/items that cannot withstand chlorine-releasing agents, consult the manufacturer’s 


instructions for a suitable alternative to use following, or combined with, detergent cleaning. 


6.6. On leaving the room 


 discard detergent/disinfectant solutions safely at disposal point 


 dispose of all waste as clinical waste 


 clean, dry and store re-usable parts of cleaning equipment, such as mop handles 


 remove and discard PPE as clinical waste as per local policy 


 perform hand hygiene 


6.7. Cleaning of communal areas 


If a possible case spent time in a communal area used for non-respiratory patients, for 


example, a waiting area or toilet facilities, then these areas should be cleaned with 


detergent and disinfectant (as above) unless there has been a blood/body fluid spill which 


should be dealt with immediately (guidance is in the National Infection Prevention and 


Control Manual available via Public Health Wales website). Once cleaning and 


disinfection have been completed, these areas can be put back into use immediately. 


  







 


Further information 
 
Further Information for health professionals can be found at: 
 
https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-
response 
 


Contact Details for Health Protection Wales  
 
0300 00 300 32.  


  



https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response





 


Appendix 1: Putting on and removing Personal Protective 
Equipment (PPE) 


Putting on PPE 


PPE should be put on before entering the room where the patient is. Perform Hand Hygiene 
before putting on PPE, the PPE should be put on in the following order: 


1. Disposable plastic apron 


2. A Type IIR (Fluid Resistant Surgical Facemask) FRSM. This should be close fitting 


and fully cover the nose and mouth. Do not touch the front of the mask when being worn 


3. Disposable non-sterile nitrile, latex or neoprene gloves. There is no requirement for 


double-gloving 


The order given above is a practical one; the order for putting on is less critical than the 


order of removal given below. 


Removal of PPE 


PPE should be removed in an order that minimises the potential for cross-contamination. 


Before leaving the room where the patient is, gloves, apron and FRSM should be 


removed (in that order, where worn) and disposed of as clinical waste. Guidance on the 


order of removal of PPE is as follows: 


1. Gloves 


 Grasp the outside of glove with the opposite gloved hand; peel off. 


 Hold the removed glove in the remaining gloved hand. 


 Slide the fingers of the un-gloved hand under the remaining glove at the wrist. 


 Discard as clinical waste. 


 
 
 
 
 
 


 
 
 
Perform Hand Hygiene. 
 
  







 
 
 
 
 
2. Apron 


 Unfasten or break apron ties. 


 Pull the apron away from the neck and shoulders, touching the inside of the 


apron only. 


 Turn the apron inside out, fold or roll into a bundle and discard as clinical waste.  


 
 
 
 
 
 
 
 
 


 
3. Eye Protection if used  
Use both hands to remove the eye protection by the side arms avoiding contact with the 
eyes – discard to clinical waste or decontaminate re-usable eye protection thoroughly.. 


 
 


4. Fluid Resistant Surgical Facemask (FRSM) 


Untie or break bottom ties, followed by top ties or elastic, and remove by handling the 


ties only and discard as clinical waste. 


 


 
 
 
 
 
 
Perform Hand Hygiene after removal of all PPE. 
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Clinical Pathway


Clinical assessment
CXR/CT


ABG/ELBG


STEP 1: ASSESSMENT


STEP 2: TRIAGE


STEP 3: MANAGE


DISCHARGE
Severe 


respiratory 
distress 


Stable with 
moderate 
respiratory 


distress


Stable not 
distressed
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Respiratory Health
Implementation Group


All Wales COVID-19 Secondary Care Management Guideline


More information here


Assess COVID-19 risk symptoms 
(fever, cough, dyspnoea)


Measure: SpO   , RR, pulse, BP
Find out more here


Clinical assessmenti


STEP 1 INFORMATION: ASSESSMENT


i


ITU 
Invasive 


ventilation 


COVID-19 
Cohort ward 


(area) 
Give oxygen


Maintain 
hydration 


Manage 
co-morbidities


i


Ward oxygen up to 15l with non-
rebreathing mask 
Escalate to:
High-fl ow nasal oxygen


or


Non-invasive ventilation with 
entrained oxygen
Find out more here


COVID-19 Ward Managementi


STEP 3 INFORMATION: MANAGE


Improving


Meets criteria 
for ITU 


YES


NO


i


Change in 
clinical status/
meets criteria 


DISCHARGE


i


COVID-19 throat 
swab prior to 


admission


i


Admission process will depend 
on capacity at the time of 
testing
Find out more here


COVID-19 throat swab prior 
to admission


i


Suitable for invasive ventilation


Decision made by senior 
clinician based on frailty and 
co-morbidities
Find out more here


Meets criteria for ITU 
i


Find out more here


ITU Invasive ventilation  i


This is a dynamic guideline: as COVID-19 management strategies change there will be updates 
through the QR readers


2


ABG: Arterial blood gas


ELBG: Earlobe blood gas


RR: Respiratory rate


BP: Blood pressure


ITU: Intensive Therapy Unit


CXR: Chest x-rat


CT: Computed tomography


STEP 2 INFORMATION: TRIAGE


Find out more here


Triage categorisationi
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Clinical Frailty Scale

1 Very Fit - People who are robust, active,
energetic and motivated. These people
commonly exercise regularly. They are
among the fittest for their age.

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

3 Managing Well - People whose medical
problems are well controlled, but are not
regularly active beyond routine walking.

4 Vulnerable - While not dependent on
others for daily help, often symptoms limit
activities. A common complaint is being
“slowed up’, and/or being tired during the day.

5 Mildly Frail - These people often have
more evident slowing, and need help in high
order IADLs (finances, transportation, heavy
housework, medications). Typically, mild
frailty progressively impairs shopping and
walking outside alone, meal preparation and
housework.

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

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

8 Very Severely Frail - Completely
dependent, approaching the end of life.
Typically, they could not recover even
from a minor illness.

9 Terminally Ill - Approaching the end of
life. This category applies to people with a
life expectancy <6 months, who are not
otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of
dementia. Common symptoms in mild dementia
include forgetting the details of a recent event,
though still remembering the event itself, repeating
the same question/story and social withdrawal.

In moderate dementia, recent memory is very
impaired, even though they seemingly can remember
their past life events well. They can do personal care
with prompting.

In severe dementia, they cannot do personal care
without help.





