[image: ]


[bookmark: _GoBack]
FOI Ref: 6606
Category(ies): Trust - Policies
Subject: Resource Prioritisation during the COVID-19 Pandemic
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	[bookmark: _Hlk66456130]Your request:

	Our response:


	Freedom of Information Act Request – Policies relating to resource prioritisation during the COVID-19 pandemic

Please provide me with copies of the following:

	1. Policies (communicated in policy documentation, guidance, internal staff communications and similar) which relate to prioritisation of patients to receive your organisation’s resources during the first 18 months of the COVID-19 pandemic. Specifically, I am seeking documentation you hold which sets out criteria or factors to be taken into account when selecting patients for:

0. Admission to hospital for non-elective treatment;

0. Escalation of inpatients to Critical Care or Intensive Care (ICU/ITU) wards; and/or

0. Provision of respiratory support using positive airway pressure devices (CPAP/BIPAP) or ventilation.

	The Trust received a significant amount of national guidance at the time which was multifaceted and adopted by the Trust.  The attached guidance was used to inform decision making.












[bookmark: _MON_1726304930]

a. Please refer to attached guidance

b. Please refer to NICE Guidance Covid-19 Rapid guideline and associated algorithm



c. Please see Clinical Guide for the use of non-invasive ventilation.

 

	1. Please include the policies issued by your organisation and any policies issued by third parties (such as Government bodies or medical professional organisations) in force within your organisation.

	The Trust maintained an up to date Standard Operating Procedure reflecting the continuous flow of guidance issued centrally. 



	1. Please only supply policies which were issued or updated between 1 January 2020 and 30 June 2021 (inclusive)

	Guidance attached.
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Advice on coronavirus for people with cancer

7 March 2020

This has been developed by NHS England and NHS Improvement and a range
of cancer charities

The NHS will continue to provide cancer treatments as normal. As the public would expect,
the NHS is preparing for all possible scenarios, with staff working round the clock to respond
and as the virus develops, NHS staff will take tried and tested steps to help patients, with
national guidance going out to help inform local services’ efforts and co-ordinate our
response

Some people with cancer are more at risk of becoming seriously ill if they contract COVID-19
infection, including:

* People having chemotherapy, or who have received chemotherapy in the last 3
months

* People having immunotherapy or other continuing antibody treatments for cancer

* People having other targeted cancer treatments which can affect the immune
system, such as protein kinase inhibitors

* People having intensive (radical) radiotherapy for lung cancer

* People who have had bone marrow or stem cell transplants in the last 6 months, or
who are still taking immunosuppression drugs

* People with some types of blood cancer which damage the immune system, even if
they have not needed treatment (for example, chronic leukaemia, lymphoma or
myeloma).

Cancer treatment providers will advise people in these groups to minimise their risk of
exposure to COVID-19 infection by avoiding crowded environments, limiting social
interaction and maintaining careful hand hygiene.

NHS England and NHS Improvement
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Cancer treatment providers may also want to put in place measures to allow patients to
consult their hospital teams by telephone and having blood tests done at GP surgeries or at
home where this is possible.

For more information about COVID-19 and how to reduce the risk of infection people should
consult the NHS website.

Plans are in place to update Cancer Alliances, cancer treatment providers and cancer
charities regularly. We will keep this guidance under continuous review, and there are plans
in place to escalate the advice to cancer patients and cancer treatment providers if required.

Q&A

People living with cancer now

Q1 Do | need to do anything differently as someone who is being treated / in
remission from cancer/living with a chronic cancer?

We recommend everyone follows the NHS advice around reducing the risk of picking up
infections including thoroughly washing your hands frequently, practicing good hygiene and
avoiding contact with people who are unwell www.nhs.uk/conditions/coronavirus-covid-19/

Some people with cancer are more at risk of becoming seriously ill if they contract COVID-19
infection:

* People having chemotherapy, or who have received chemotherapy in the last three
months

* People having immunotherapy or other continuing antibody treatments for cancer

* People having other targeted cancer treatments which can affect the immune
system, such as protein kinase inhibitors.

* People having intensive (radical) radiotherapy for lung cancer

* People who have had bone marrow or stem cell transplants in the last 6 months, or
who are still taking immunosuppression drugs

* People with some types of blood cancer which damage the immune system, even if
they have not needed treatment (for example, chronic leukaemia, lymphoma or
myeloma).
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Cancer treatment providers will advise people in these groups to minimise their risk of
exposure to COVID-19 infection by avoiding crowded environments, limiting social
interaction and maintaining careful hand hygiene.

If you are worried you might have been in contact with someone with confirmed coronavirus,
call 111 (England, Wales and Scotland) or 0300 200 7885 (Northern Ireland).

Q2 The NHS website says the impact of contracting coronavirus will be more serious
for cancer patients. What does that mean? Would | be more likely to die?

Some people with cancer are more at risk of becoming seriously ill if they contract COVID-19
infection:

* People having chemotherapy, or who have received chemotherapy in the last three
months

* People having immunotherapy or other continuing antibody treatments for cancer

* People having other targeted cancer treatments which can affect the immune
system, such as protein kinase inhibitors.

* People having intensive (radical) radiotherapy for lung cancer

* People who have had bone marrow or stem cell transplants in the last 6 months, or
who are still taking immunosuppression drugs

* People with some types of blood cancer which damage the immune system, even if

they have not needed treatment (for example, chronic leukaemia, lymphoma or
myeloma).

Cancer treatment providers will advise people in these groups to minimise their risk of
exposure to COVID-19 infection by avoiding crowded environments, limiting social
interaction and maintaining careful hand hygiene.

Q3 What will happen to my cancer treatment?/Will it be postponed?/Should I still go to
hospital appointments?

The NHS will continue to provide cancer treatments as normal. In the event of any
disruption, clinicians will always make decisions to prioritise treatment for those most in need
and in consultation with patients.
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Q4 What are the symptoms likely to be?/Will the symptoms be different because |
have cancer?/What should I look out for?

The NHS outlines the common symptoms of coronavirus on its website

Coronavirus can have serious effects on anyone who has a long-term health condition or a
weakened immune system, including some people with cancer. Follow the advice
on avoiding catching or spreading germs. (see Q1)

Get advice straight away if you are in contact with someone with confirmed coronavirus, or if
you need medical help. (use Q1 response)

Q5 What should I do if my clinician is diagnosed with coronavirus?

If your clinician is diagnosed with coronavirus and you have not seen them recently, then you
are unlikely to have been exposed to coronavirus.

Q6 Should I go to work / not see friends / not see friends who’ve travelled from
affected areas?

We recommend everyone follows the NHS and government advice around reducing the risk
of picking up infections, such as avoiding crowded places or coming into contact with the
condition: www.nhs.uk/conditions/coronavirus-covid-19/

We recommend everyone follows the NHS and government advice about what to do if they
are concerned they have come into contact with someone with the
coronavirus: www.nhs.uk/conditions/coronavirus-covid-19/common-questions/

The Foreign Office has the most up-to-date information about how different countries are
affected: www.nhs.uk/conditions/coronavirus-covid-19/advice-for-travellers/

Q7 What if | have travel planned or a holiday booked to one of the affected areas —am
| more at risk if | do travel?

How cancer affects your travels will depend on a number of things. These include the type of
cancer you have and how it is being treated. You should talk to your treatment team about
any plans.

The Foreign Office has the most up-to-date information about how different countries are
affected: www.nhs.uk/conditions/coronavirus-covid-19/advice-for-travellers/
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People who have had cancer in the past

Q8 Does having had cancer treatment in the past (for example, stem cell transplants,
chemotherapy, radiotherapy) in the past —even if | am now in remission —increase my
risk if | get the virus?

This depends on the type of cancer and the treatment you have had. Most people make a
full recovery after cancer treatment and their immune system either recovers fully or is not
affected. (see Q1 response)

If you have been in close contact with someone with confirmed coronavirus, call
111 (England, Scotland and Wales) or 0300 200 7885 (Northern Ireland). Tell the person you
speak to about the type of cancer and the treatment you had.

Family/friends/carers of people living with cancer

Q9 I have been exposed to the virus and am a carer for someone with cancer. What
should 1 do?

We recommend everyone follows the NHS advice around reducing the risk of picking up
infections including thoroughly washing your hands frequently, practicing good hygiene and
avoiding contact with people who are unwell: www.nhs.uk/conditions/coronavirus-covid-19/

If you have been in close contact with someone with confirmed coronavirus, call
111 (England, Scotland and Wales) or 0300 200 7885 (Northern Ireland).

If you are advised by 111 staff or other medical professionals to self-isolate then this would
include minimising close contact with others.

Q10 I am a carer to someone with cancer. Should | be doing anything differently?

We recommend everyone follows the NHS advice on reducing the risk of picking up
infections including thoroughly washing your hands frequently, practicing good hygiene and
avoiding contact with people who are unwell: www.nhs.uk/conditions/coronavirus-covid-19/
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The future

Q11 Will cancer patients be a priority for the vaccine if/when it is developed?

There is currently no vaccine for this form of coronavirus. Research is being done to develop
a vaccine, but this will take many months. The BBC has written about this issue:
www.bbc.co.uk/news/health-51665497

The best way to reduce your chance of infection is to follow the NHS advice on reducing the
risk of picking up infections including thoroughly washing your hands frequently, practicing
good hygiene and avoiding contact with people who are unwell:
www.nhs.uk/conditions/coronavirus-covid-19/

Q12 If the pressure on the NHS grows, will my treatment be delayed?

The NHS will continue to provide cancer treatments as normal. In the event of any
disruption, clinicians will always make decisions to prioritise treatment for those most in need
and in consultation with patients.

Q13 Will there be problems accessing my cancer drugs?

The NHS has conducted extensive work on supply chains to ensure a secure supply of
necessary drugs and other requirements such as the radionuclides used in some imaging
tests.

The government action plan, issued on 3 March, says that if transmission of the virus
becomes established in the UK population, the nature and scale of the response will change:
“The chief focus will be to provide essential services, helping those most at risk to access the
right treatment. This means that treatment and the requirement for medicines and other
clinical countermeasures might start to increase, with the need to draw down on existing
stockpiles of the most important medicines, medical devices and clinical consumables.”
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Publications approval reference: 001559

30 March 2020

Dear colleagues,

Advice on maintaining cancer treatment during the COVID-19
response

Thank you for all you are doing to respond to the COVID-19 emergency and, in
particular, to continue to care for and support our cancer patients during these
unprecedented times.

As you know, we are clear that the NHS must ensure that cancer diagnosis,
treatment and care continues during the response to the COVID-19 emergency.
This means:

e Essential and urgent cancer treatments must continue. Cancer
specialists should discuss with their patients whether it is riskier for
them to undergo or to delay treatment at this time.

e Where referrals or treatment plans depart from normal practice, safety-
netting must be in place so that patients can be followed up.

e Urgent consideration should be given to consolidating cancer surgery in a
COVID-free hub, with centralised triage to prioritise patients based on
clinical need.

We have secured the use of almost all independent hospitals across England
and their capacity should be used for cancer diagnosis and treatment.

In short, given the COVID situation is likely to persist for some time, rather than
deferring cancer care, continuing to provide it through ringfenced facilities and
reconfigured care pathways is generally more appropriate.

In London, the spread of the virus has been ahead of many other parts of the
country, and local systems have been planning how best to maintain cancer
services during the response period. The purpose of this note is, based on the
London experience, to provide advice to local systems on how they should
continue to manage cancer referrals and cancer surgery during the COVID-19
pandemic.

NHS England and NHS Improvement
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2WW referrals and cancer diagnostics

All patients should be considered on the basis of clinical need, and the level of
risk, both patient- and service-related.

National advice has already been issued on the management of 2WW referrals
for cancer. Local systems should continue to manage referrals in line with NG12
and this additional advice wherever possible.

https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/03/cancer-allianceinformation-on-managing-
cancer-referrals-19-march-2020.pdf

In primary care, where a patient meets the criteria for urgent referral under NG12
but, in view of current circumstances, the GP in discussion with the patient
decides not to make a suspected cancer referral because this might be more
clinically risky for the patient, the general practice should ensure the patient is
appropriately safety netted, monitored and can be followed up if symptoms
worsen or do not resolve.

Where a patient is referred as a suspected cancer referral and assessed
virtually/by telephone, and a decision is taken not to undertake diagnostics
currently due to risk to the patient, the secondary care provider should keep this
patient on their patient tracking list (PTL) to ensure they can be appropriately
followed up. Patients should be fully involved in reaching this decision and given
advice on how to report worsening or new symptoms.

If a patient is referred as a suspected cancer referral and is not available or
declines a diagnostic or other appointment due to self-isolation or shielding
guidance, they should remain on the secondary care provider PTL to enable their
appropriate and proactive follow-up.

Where a diagnosis of cancer is confirmed, and to minimise the patient’s overall
risk they are not listed for treatment immediately, then the patient should remain
on the trust PTL and a decision to treat recorded if the patient has agreed to
treatment. Again, patients should be involved in reaching this decision and given
advice on how to report worsening or new symptoms.

It is essential that we retain records of those people who need urgent
investigation for possible cancer, so that they can be followed up and diagnosed
or have cancer ruled out at the earliest opportunity.

Cancer surgery hubs
Regional offices, Cancer Alliances, local systems and providers are already
making plans for the continuity of cancer services during the COVID-19

response. Each local system will have its own challenges, and many will be
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different from those in London. However, based on the experience in London
(which in turn has drawn on the experience of Italy), we are recommending to
regional offices and local systems that, as you develop and implement your own
local plans for cancer, you consider incorporating the following features:

1. A central triage point within a local cancer system
All cancer patients should be considered by their MDT.

Any patients recommended for cancer surgery should be referred to a
central, clinically-led triage point. This may be placed at a regional or local
cancer system (Cancer Alliance) footprint level, depending on local
circumstances.

The triage system will: prioritise patients for surgery on the basis of clinical
need, and the level of risk, both patient- and service-related; and match
patients with appropriate surgical specialisms and capacity across the cancer
system.

2. Consolidation of cancer surgery on ‘clean’ sites

Where local circumstances permit, cancer surgery should be consolidated on
a ‘clean’, COVID-19-free site within the local system. This could include
independent sector provision where this has been secured.

This will require arrangements for COVID-19 testing for all potential
admissions 48 hours before surgery.

For any cancer patient found to be COVID-19 positive, clinicians will need to
decide locally when that patient will be considered fit for surgery, and be
considered alongside other urgent surgery within a hospital treating COVID-
19 patients.

3. Clinical guide for the management of non-coronavirus patients
requiring acute treatment: Cancer

Advice has been published to support clinicians in treatment decision-making
and prioritisation, and to inform conversations about treatment with patients:

https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/03/specialty-quide-acutetreatment-cancer-23-
march-2020.pdf

We will share with Cancer Alliances details of the structures put in place in
London to assist with your local planning.
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Cancer Alliances and national support

In many local systems, Cancer Alliances will be well placed to lead or support
work to organise the configuration of local cancer services and manage patient
flows, particularly for those patients for whom the clinical risk of delay is high.
Regional teams will Cancer Alliances to help them deliver these arrangements.

All current advice on handling cancer patients is available on the NHS England
and NHS Improvement website:

o https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/
03/specialty-guide-acute-treatment-cancer-23march-2020.pdf

o https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/
03/cancer-alliance-information-on-managingcancer-referrals-19-march-

2020.pdf

The national cancer team and national specialised commissioning team will work
with regional offices and Cancer Alliances to monitor preparations across the
country, and will offer more intensive support where requested in areas where
plans are not as advanced. This may be of particular relevance in the context of
rarer cancers where there are relatively small number of providers.

If you have any questions or you feel the national cancer team can provide any
particular support, please don’t hesitate to contact us at:
england.cancerpolicy@nhs.net.

Kind regards,

)

Dame Cally Palmer Professor Peter Johnson  Professor Steve Powis
National Cancer Director National Clinical Director = National Medical Director
for Cancer
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19 March 2020

To cancer alliance

It is important that during the response to the COVID-19 pandemic, appropriate
clinical priority is given in the diagnosis and treatment of cancer, and we
understand that service provision may need to flex as part of infection

control. The guidance below should be interpreted as modifying existing
Cancer Waiting Times guidance with immediate effect (19 March 2020) until
further notice:

e On receipt of a 2ww referral, providers should ensure that as far as
possible telephone triage is available to stream patients directly to a
test where appropriate and minimise interactions and appointments
with health services.

e A telephone appointment with an appropriate specialist clinician as
detailed in Cancer Waiting Times guidance will be accepted as first
appointment’ for the purposes of recording Cancer Waiting Times data
until further notice.

e The policy remains that providers receiving referrals
may not downgrade urgent cancer referrals without the consent of the
referring primary care professional. Where capacity is particularly
constrained providers should ensure processes are in place to
prioritise particularly urgent referrals, including greater communication
between primary and secondary care to downgrade or avoid referrals
where possible.

e Where referrals are downgraded or avoided outside the usual policies
and NICE guidance, providers should seek to ensure appropriate
safety-netting so that if patients deteriorate or their risk of a cancer
diagnosis increases, they can be appropriately referred for further
investigation.

All providers receiving cancer referrals should continue to stay alert to

any further changes in this advice following updates from Government and
NHS England and NHS Improvement.

NHS England and NHS Improvement

— o



https://digital.nhs.uk/binaries/content/assets/website-assets/data-and-information/data-collections/cancer-waiting-times/national-cancer-waiting-times-monitoring-dataset-guidance-v.10.0.pdf

https://digital.nhs.uk/binaries/content/assets/website-assets/data-and-information/data-collections/cancer-waiting-times/national-cancer-waiting-times-monitoring-dataset-guidance-v.10.0.pdf
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of non-
coronavirus patients requiring acute treatment:
Cancer

23 March 2020 Version 2

“...and there are no more surgeons, urologists, orthopaedists, we are only doctors who
suddenly become part of a single team to face this tsunami that has overwhelmed us...”
Dr Daniele Macchine, Bergamo, Italy. 9 March 2020

As doctors we all have general responsibilities in relation to coronavirus and for these we
should seek and act on national and local guidelines. We also have a specific responsibility
to ensure that essential cancer service care continues with the minimum burden on the NHS.
We must engage with those planning our local response. We may also need to work outside
our specific areas of training and expertise and the General Medical Council has already
indicated its support for this in the exceptional circumstances we may face: www.gmc-
uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus

Cancer services may not seem to be in the frontline with coronavirus but we do have a key
role to play and this must be planned. In response to pressures on the NHS, the elective
component of our work may be curtailed. However, cancer services will need to continue to
deliver care. We should seek the best local solutions to continue the proper management of
these cancer services while protecting resources for the response to coronavirus.

In addition, we need to consider the small possibility that the facility for cancer services may
be compromised due to a combination of factors including staff sickness and supply chain
shortages among others. This is an unlikely scenario but plans are needed.

The most vulnerable cancer patients
Some people with cancer are more at risk of becoming seriously ill if they contract the
coronavirus infection:



http://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus

http://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus



* People with cancer who are undergoing active chemotherapy
* People having radical radiotherapy for lung cancer

* People with cancers of the blood or bone marrow such as leukaemia, lymphoma or
myeloma who are at any stage of treatment

* People having immunotherapy or other continuing antibody treatments for cancer

* People having other targeted cancer treatments which can affect the immune
system, such as protein kinase inhibitors or PARP inhibitors.

* People who have had bone marrow or stem cell transplants in the last 6 months, or
who are still taking immunosuppression drugs.

In addition to immunosuppression, several factors/co-morbidities are likely to be linked with a
poorer prognosis with coronavirus:

* age over 60
* pre-existing cardiovascular disease

* pre-existing respiratory disease.

The more of these individual factors a cancer patient has, the more likely they are to develop
a serious illness with coronavirus especially if treated with systemic anti-cancer therapies.

Support for patients and their clinicians when making decisions about
cancer treatment

The NHS action plan,! issued on 3 March 2020, makes clear that ‘at all phases of a future
pandemic, the NHS/HSCNI and local authorities have plans in place to ensure people
receive the essential care and support services they need — and sometimes this might mean
that other services are reduced temporarily’. It also states that as the disease moves into
different phases ‘the chief focus will be to provide essential services, helping those most at
risk access the right treatment’.

Cancer patients will want to discuss with their clinicians whether the risks of beginning or
continuing their cancer treatment could outweigh the benefits, given that many patients
receiving systemic therapies in particular are more at risk of becoming seriously unwell if
they contract the coronavirus infection. In the event of disruption to cancer services,
clinicians may also need to prioritise treatment for those most in need. It is important that all

1

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/869827/Coro
navirus_action_plan_-_a_guide_to_what_you_can_expect_across_the UK.pdf
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decisions taken are done so with multidisciplinary team (MDT) input and clearly
communicated with patients.

Categories of cancer services to consider

* Leadership

* Surgical patients: Continue to require admission and surgical management
* Systemic anti-cancer treatments: MDT decision-making should continue.
* Radiation therapy.

* Proton beam therapy

When planning your local response, please consider the following:

Leadership
* A consultant must be designated as ‘lead consultant’. This duty can be for one
day, a few days or even five days in small units. This is an essential role during crisis
management. It cannot be performed by the consultant ‘on-call’. They must be free
of clinical duties and the role involves co-ordination of the whole service from
emergency department (ED) through to liaison with other specialties and managers.

* It can be very stressful during a crisis. Support each other and share the workload.
Do not expect the clinical director to do all the co-ordination!

* Make contingency plans for supply chain issues.
Surgical patients

Categorisation of patients

Priority level 1a
Emergency - operation needed within 24 hours to save life

Priority level 1b
Urgent - operation needed with 72 hours

Based on
Urgent / emergency surgery for life threatening conditions such as obstruction, bleeding and regional

and / or localised infection permanent injury / clinical harm from progression of conditions such as
spinal cord compression

Priority level 2
Elective surgery with the expectation of cure, prioritised according to:
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e within 4 weeks to save life/progression of disease beyond operability
based on

e urgency of symptoms
e complications such as local compressive symptoms
e biological priority (expected growth rate) of individual cancers

Local complications may be temporarily controlled, for example with stents if surgery is deferred and
/or interventional radiology

Priority level 3
Elective surgery can be delayed for 10-12 weeks will have no predicted negative outcome

General measures to consider
All complex cancer surgery will require level 1 support routinely. There is a small risk of
postoperative complications requiring return / admission to ITU in (usually) the first week.

Separation of the location of emergency from elective operations within the same trust may
allow elective work to continue at one site.

If appropriate, MDTs may consider non-surgical options, including prolongation of
neoadjuvant treatment and non-surgical treatment if the outcomes are similar.

Systemic anti-cancer treatments

Treatment decisions will need to be made on a case-by-case basis with input from both
patients and the MDT. The prioritisation details should be overseen by the nominated trust
haemato-oncology leads at provider level.

General approach to prioritising patients on systemic anti-cancer therapy:

* Categorise patients by treatment intent and risk-benefit ratio associated with
treatment.

* Consider alternative and less resource-intensive treatment regimes.

* Seek alternative methods to monitor and review patients receiving systemic
therapies.

Clinicians will also need to consider the level of immunosuppression associated with an
individual therapy and the condition itself, and patients' other risk factors.
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Categorisation of patients

This will differ according to tumour type, but it is suggested that clinicians begin to categorise
patients into priority groups 1-6. If services are disrupted, patients can be prioritised for
treatment accordingly.

Priority level 1
* Curative therapy with a high (>50%) chance of success.

* Adjuvant (or neo) therapy which adds at least 50% chance of cure to surgery or
radiotherapy alone or treatment given at relapse

Priority level 2
* Curative therapy with an intermediate (20- 50%) chance of success.

* Adjuvant (or neo) therapy which adds 20 — 50% chance of cure to surgery or
radiotherapy alone or treatment given at relapse

Priority level 3
* Curative therapy of a low chance (10 — 20%) of success

* Adjuvant (or neo) therapy which adds 10 — 20% chance of cure to surgery or
radiotherapy alone or treatment given at relapse

* Non-curative therapy with a high (>50%) chance of >1 year of life extension.

Priority level 4
* Curative therapy with a very low (0-10%) chance of success.

* Adjuvant (or neo) therapy which adds a less than 10 chance of cure to surgery or
radiotherapy alone or treatment given at relapse

* Non-curative therapy with an intermediate (15-50%) chance of > 1 year life
extension.

Priority level 5

* Non-curative therapy with a high (>50%) chance of palliation / temporary tumour
control but < 1 year life extension.

Priority level 6

* Non-curative therapy with an intermediate (15-50%) chance of palliation or
temporary tumour control and < 1 year life extension.

General measures to consider
Consider whether systemic therapies can be given in alternative regimens, different locations
or via other modes of administration to minimise patient exposure and maximise resources.
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1. Changing intravenous treatments to subcutaneous or oral if there are alternatives,
subject to agreement with commissioners.

2. Selecting regimens that are shorter in duration.

3. Consider using 4-weekly or 6-weekly immunotherapy regimens rather than 2-weekly
and 3-weekly.

4. Repeat prescriptions of oral medicines or other at home treatments should where
possible be provided without patients needing to attend clinics in person.

5. Consider deferring supportive therapies such as densoumab and zoledronic acid
treatments (except for hypercalcaemia).

6. Consider home delivery of oral medication where possible (but need to confirm the
resilience of home care providers).

7. Use of GCSF as primary prophylaxis to protect patients and reduce admission rates.

8. Considering treatment breaks for long-term treatments when risk of coronavirus is
high.

9. Consider what supportive services are required to deliver regimens safely.

Seek alternative methods to educate, monitor and review patients on systemic therapies.
Identify alternative arrangements to minimise patient exposure. This could involve patients
having blood tests locally or telephone/virtual appointments.

Radiation therapy
Categorisation of patients

Priority level 1
* Patients with category 1 (rapidly proliferating) tumours currently being treated with
radical (chemo)radiotherapy with curative intent where there is little or no scope for
compensation of gaps.

* Patients with category 1 tumours in whom combined External Beam Radiotherapy
(EBRT) and subsequent brachytherapy is the management plan and the EBRT is
already underway.

* Patients with category 1 tumours who have not yet started and in whom clinical need
determines that treatment should start in line with current cancer waiting times.

Priority level 2
* Urgent palliative radiotherapy in patients with malignant spinal cord compression
who have useful salvageable neurological function.
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Priority level 3
* Radical radiotherapy for Category 2 (less aggressive) tumours where radiotherapy is
the first definitive treatment.

* Post-operative radiotherapy where there is known residual disease following surgery
in tumours with aggressive biology.

Priority level 4
* Palliative radiotherapy where alleviation of symptoms would reduce the burden on
other healthcare services, such as haemoptysis.

Priority level 5
* Adjuvant radiotherapy where there has been compete resection of disease and there
is a <20% risk of recurrence at 10 years, for example most ER positive breast cancer
in patients receiving endocrine therapy.

* Radical radiotherapy for prostate cancer in patients receiving neo-adjuvant hormone
therapy.

General measures to consider
In all cases, the most clinically appropriate hypofractionated schedule should be used, for
example single 8Gy fraction for metastatic spinal cord compression (MSCC).

For adjuvant breast radiotherapy 26Gy in 5 fractions is isotoxic compared with 40.05Gy in 15
fractions and may mitigate a deferred start date in patients with node negative breast cancer.

Offer omission of adjuvant breast radiotherapy to those patients with low risk breast cancer
who fulful the NICE Early Breast Cancer Guideline (2018) criteria.

Anaesthetic availability may be the determining factor for capacity for some radiotherapy
including gynae brachytherapy, TBI and paediatrics.

Proton beam therapy

Particular considerations will apply for patients receiving proton beam therapy (PBT), which
will be managed through the PBT commissioning route and clinicians at the Christie.
Patients are prioritised considering both priority to access protons as a treatment and, if they
can't be treated with protons, priority for receiving photon treatment (using Royal College of
Radioloigists’ categorisation and where they are in their treatment).

In some patients a short delay for treatment may be possible without compromising
outcomes, so opting to treat with photons as an immediate alternative may not be the best
choice.
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In the event of significant PBT capacity issues, advising to have photons locally rather than
travel for PBT is something that may need to be considered. The above consideration for
radiation therapy would then apply through the treating centre.

General measures across all services to reduce patient contact and maximise
workforce capacity

Minimise face-to-face appointments

Offer consultations via telephone or video consultation wherever possible.
* Cut non-essential follow-up visits.

* Accelerate adoption of stratified follow-up models.

Home delivery of oral systemic agents where suitable/available.
Reduce dwell time in services

* For those who do still need to attend, particularly for treatment, schedule
appointments to reduce waiting times.

* Encourage patients not to arrive early — consider measures such as texting them
when ready to see them so they can wait in their car.

* Follow broader Trust actions and protocols including testing and isolation of patients
with COVID-19 symptoms.

If staff are required to self-isolate due to contact with a confirmed case of coronavirus,
consider ways they can continue to provide care and/or support MDTs. For example:

* Virtual attendance at MDT meetings.
* Telephone or video consultations, especially follow-ups.

* ldentifying vulnerable patients and making contact to discuss changes to care and
treatment.

* Identifying patients suitable for remote monitoring/follow-up.

* Data entry (where remote access enabled).

Overall considerations
* We should avoid unproductive attendances at hospital.

® Senior decision-making at the first point of contact should reduce or even prevent
the need for further attendances.

* A decrease in elective work will allow for a greater senior presence at the front door.

* Clinicians may need to work in unfamiliar environments or outside of their sub-
specialist areas. They will need to be supported.

* No patient should be scheduled for surgery without discussion with a consultant.
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* The longer hours will allow ED access and help reduce crowding in waiting rooms.
* The possibility of a seven-day service may need to be considered.

* Consider postponing long-term follow-up patients until the crisis has passed.

* Can a follow-up virtual clinic be developed with your facility?

* CT scanning and other imaging may be limited as radiology departments divert
resources towards the coronavirus pandemic.
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Covid19 

Maintaining good decision making in acute settings



Every patient on every general ward should be reviewed on a twice daily board round to determine the following. If the answer to each question is ‘no’, active consideration for discharge to a less acute setting must be made.

Primary Reason of being in Trust



		All TRFT Patients 



		Post Recovery from Covid, Awaiting Step Down Care



		C



		Treatment for Covid-Low Flow O2



		D



		Requiring ITU or HDU care



		A



		News2 > 3

(clinical judgement required in patients with af &/or chronic respiratory disease)



		A



		Requiring oxygen therapy/ NIV



		B



		Requiring intravenous fluids



		B



		Requiring intravenous medication > b.d.(including analgesia)



		B



		Undergone lower limb surgery within 48hrs



		E



		Undergone thorax-abdominal/pelvic surgery with 72 hrs



		E



		Within 24hrs of an invasive procedure

(with attendant risk of acute life threatening deterioration)



		E



		Acute functional impairment



		F



		Needs CHC

In excess of Social Care Provision – Nursing Care.



		F



		Last hours of life



		F





















































What is this for? If capacity is high this data will support the opening of Nightingale Hospital beds and help decide who is transferred.



COVID-19 Hospital Discharge Service Requirements, March 2020
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19 March 2020

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

Dear colleagues

Thank you for your continued efforts for patients and the public at this time. We
recognise that COVID-19 and managing concerns arising is taking up significant time
for you all.

This letter will update you with the latest information.

Moving to the delay phase

The Prime Minister announced on Thursday 12 March 2020 that we have moved
from the containment phase to the delay phase of managing COVID-19.

In particular, there is a case definition of continuous cough and/or high temperature
and the Prime Minister confirmed that the advice to self-isolate will now extend to the
whole household where one member has such symptoms. He also announced the
introduction of new social distancing measures, including the identification of a
cohort of our patients who are most at risk, the advice to whom will be to stay at
home.

The new case definition has meant an update to all guidance which remains
consolidated here: www.england.nhs.uk/coronavirus/primary-care/

In summary:

e specific guidance on when to isolate for 7 days versus 14 days can be found
here: www.gov.uk/government/news/new-guidance-for-households-with-
possible-covid-19-infection

e travel history is now irrelevant

e anyone with these symptoms who is WELL can just stay at home and does
not need to engage with 111 or be tested.

e anyone with these symptoms who is UNWELL should go to 111 online first for
advice, rather than approaching their GP practice or pharmacy

e this applies to staff as well as patients

e information on a new testing policy will be published soon.

NHS England and NHS Improvement

__________________________________@»_
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NHS

We understand there is an increased demand for delivery of medicines currently and
that this advice may well further increase demand. We are discussing with the
Pharmaceutical Services Negotiating Committee (PSNC) and others how we best
ensure medicines are delivered to those who need them and have announced that, if
required, there will be additional funding for a medicines delivery service to support
those self-isolating at home.

Community pharmacy standard operating procedure

This is being reviewed in line with the latest guidance and will be updated as soon as
possible.

Community pharmacies may wish to consider how to offer services remotely where
possible and appropriate for their patients.

Personal protective equipment (PPE)

Packs of PPE have been delivered to community pharmacies by DPD. This began
on 13 March 2020; and deliveries should have been completed by 18.00 on 17
March. These are only for use by the pharmacy staff and patients isolated in the
pharmacy and only in line with the standard operating procedure. They must not be
sold to the public.

The packs will contain:

- 1 box of fluid repellent face masks (50 pack)
- 1 roll of aprons (200)

- 1 box of gloves (100 pairs).

If pharmacies have not received their PPE packs by Wednesday 18 March, or if the
pack delivered is incomplete, please contact the National Supply Disruption Service.
Contact details are: 0800 915 9964 or email
supplydisruptionservice@nhsbsa.nhs.uk. Opening hours: Monday to Friday 08:00-
18:00.

Further arrangements on how to reorder stock that has been used in line with the
SOP are being put into place and will be communicated to you shortly.

Reviewing current primary care services in preparation for any need to release
capacity

We are taking steps to review the broad spectrum of current services across the

primary care professions to assess how additional capacity might be released if
required. The first of these for pharmacy are outlined below.

NHS England and NHS Improvement

()
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NHS

We have already waived the requirement for contractors to complete the National
Antimicrobial Stewardship Clinical Audit for 2019/20.

The following additional measures have been agreed with PSNC.

Hepatitis C antibody testing advanced service
We will delay the introduction of the Hepatitis C antibody testing advanced service
from April 2020 for at least three months.

Pharmacy Quality Scheme

The Pharmacy Quality Scheme (PQS) for 2020/21 will also be postponed for at least
three months. This decision will be kept under review. The released £18.75 million
will be delivered to contractors for activity associated with the COVID-19 response.
The detail of this is currently being discussed with PSNC.

In the meantime, please be assured that payments for the declarations made for the
2019/20 scheme are progressing and will be reconciled with any earlier aspiration
payment on 1 April as outlined in the Drug Tariff.

Pharmacy Integration Fund pilots

The three Pharmacy Integration Programme pilot/proof of concept projects
announced in the Community Pharmacy Contractual Framework (CPCF) letter of 23
February 2020: www.gov.uk/government/publications/community-pharmacy-
contractual-framework-2019-t0-2024/year-2-detail have been postponed.

These pilot/proof of concept projects, which were due to begin in April 2020, are:

e piloting blood pressure testing in community pharmacy

e piloting stop smoking support in community pharmacy for patients discharged
from hospital

e proof of concept testing an antimicrobial stewardship programme for
community pharmacy (referred to as “point of care testing for Streptococcus A
in community pharmacy as a proof of concept to support improved safeguards
around antibiotic prescribing” in the open letter).

General Practice Community Pharmacist Consultation Service (GP CPCS)
The existing GP CPCS pilots will continue to operate but we will not be extending the
GP CPCS pilot any further at this time.

Other contractual requirements

We understand that coming up to the end of the financial year contractors may be
busy completing contractual requirements. We will not take contractual action
against contractors who have not, by 31 March 2020, yet competed requirements
associated with their community pharmacy patient questionnaire, updating their
practice leaflet, completing their pharmacy clinical audit or competing the Data

NHS England and NHS Improvement

()



https://www.gov.uk/government/publications/community-pharmacy-contractual-framework-2019-to-2024/year-2-detail

https://www.gov.uk/government/publications/community-pharmacy-contractual-framework-2019-to-2024/year-2-detail



NHS

Security and Protection Toolkit self-assessment (information governance
requirements still apply).The following from NHS Digital is helpful:
www.dsptoolkit.nhs.uk/News

Any health campaign activity should now be focused entirely on providing official
messaging to the public regarding COVID-19. We will not require data returns at the
current time, eg regarding NMS and MURs or complaints, and will delay, where
possible, provider assurance activity and routine contract monitoring Vvisits.

Our regional teams will be asked to review the current need for Local Enhanced
Services that are not considered to support the national COVID-19 response, local
audit and local assurance activities and local data collections.

These decisions will be kept under review. Other areas are also being considered
and we will include updates in future letters.

NHS Community Pharmacist Consultation Service (CPCS)

The NHS 111 phone service is continuing for people who are asymptomatic, and we
are seeing increased referral numbers. Thank you for continuing to provide great
care to patients who are being referred.

So that we can ensure the ongoing advice is appropriate in respect of coronavirus,
the questions in the NHS Pathways system (used by NHS 111 to triage the patient)
are under regular review. An update is being introduced to improve the identification
of patients with COVID-19 concerns or who are presenting with symptoms of cough
and/or fever. Only once a patient has passed these questions will they be assessed
as suitable for other services such as NHS CPCS. Additional instructions have also
been put in place specifically related to NHS CPCS to ensure call advisors are
reminded to not send patients with any symptoms related to COVID-19 or members
of the same household.

Please now consider contacting the patient by telephone once you receive an NHS
CPCS referral. Through your conversation with the patient it may be appropriate to
advise the patient not to come into the pharmacy, and to complete the NHS CPCS
referral via telephone. Some patients may need access to over-the-counter
medicines to support self-care for minor illness or to pick up an urgent supply of
medicines and so it might be appropriate to discuss how they are delivered or if a
friend, relative, carer or community volunteer is able to collect.

The NHS 111 online service for urgent medicines supply, which is only available in
some regions, is also continuing.

NHS England and NHS Improvement
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Supply chain

There are currently no medicine shortages as a result of COVID-19. The country is
well prepared to deal with any impacts of the coronavirus and the Government has
been working with manufacturers and suppliers to ensure people can continue to
access the medicines they need.

To relieve potential pressures on global supply chains, UK medicines suppliers have
been asked by DHSC to carry out a risk assessment on the impact of COVID-19 on
their business for all medicines — Prescription Only Medicines (POMSs), Pharmacy
only (P) meds and General Sales List (GSL), irrespective of where the medicine
originates from.

The DHSC is working closely with industry, the NHS and others in the supply chain
to ensure patients can access the medicines they need, and precautions are in place
to reduce the likelihood of future shortages.

It is essential that GPs do not issue prescriptions for a longer duration, pharmacies
do not order larger quantities, and patients and the public do not seek to stockpile
medicines as this behaviour could put the supply chain at risk.

DHSC is monitoring the impact of coronavirus on UK medicines supply. Information
on this activity can be found here: www.gov.uk/government/news/government-to-
monitor-impact-of-coronavirus-on-uk-medicine-supply

Hand sanitisers, soaps and over the counter medicines

It is clearly very important that people are able to easily access soap to wash their
hands in line with PHE guidance. Therefore, can | ask that pharmacies restrict
guantities issued so that there is enough for everyone, for example one soap product
per customer. We all know that stockpiling simply causes problems with the supply
chain and can lead to unnecessary shortages. Pharmacies should put in place
mechanisms to ensure they can supply a sensible quantity of all of these products to
as many of their customers as possible.

Electronic repeat dispensing

General practices have been asked to consider putting all suitable patients on
electronic repeat dispensing as their next repeat prescriptions are issued. More
information on electronic repeat dispensing can be found here:
https://digital.nhs.uk/services/electronic-prescription-service/electronic-repeat-
dispensing-for-prescribers

Longer duration prescriptions should not be issued by GPs at this time to protect the
supply chain.

NHS England and NHS Improvement
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Pharmacy and practice closures

If a local pharmacy or practice needs to close, they must contact their commissioner
— our Regional Team for pharmacy. The team will provide advice to the pharmacy
and support maintaining access to pharmaceutical services. Guidance is being
developed for these situations, taking learning from situations where this has already
occurred. We are aware of the financial impact of this on pharmacies and are
considering options that may be available to support contactors. We are also aware
of staffing issues.

If these impact on your ability to provide pharmaceutical services, please contact
your Regional Team. Please be assured we are discussing these issues further with
PSNC currently; the NHS has committed to make payments where required to
contractors who are required to close due to COVID-19. We will also put in place a
remunerated NHS Urgent Medicines Supply Service for patients whose general
practice has closed.

NSAIDS
New interim guidance on the use of NSAIDs to relieve COVID-19 symptoms is how

available and a CAS alert was issued on 17 March:
www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertiD=103001

Paracetamol is the preferred treatment pending a rapid review of the evidence.
Those patients prescribed NSAIDs for other conditions should continue as normal
unless advised otherwise by their doctor.

Additional sources of information

All our guidance for healthcare professionals can be found on our website:
www.england.nhs.uk/coronavirus/primary-care/

The General Pharmaceutical Council (GPhC) has issued new guidance to help
people keep safe when getting medicines or treatments online:
https://pharmacyregulation.us?2.list-
manage.com/track/click?u=2a9eeb21f465e0931a30e5d65&id=3763cb612e&e=34d9
8fa0d3

We will use a variety of additional methods to keep you informed of the emerging
situation, alongside regulators and professional bodies, and through formal and
informal networks including social and wider media. You can follow these Twitter
accounts to keep up to date:

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

We do understand that at this time pharmacy staff may need to make difficult
decisions to do their best for patients and the public. We would like to reassure you
that these circumstances will be fully taken into account by NHS England and NHS
Improvement in exercising our responsibilities as the commissioner of
pharmaceutical services. Thank you for your understanding and continuing support,
it is very much appreciated.

Yours sincerely

A k//% & Wally

Dr Keith Ridge CBE Ed Waller

Chief Pharmaceutical Officer for England Director, Primary Care
Strategy and NHS Contracts

NHS England and NHS Improvement NHS England and NHS
Improvement

NHS England and NHS Improvement
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of non-
coronavirus patients requiring acute treatment:
general and internal medicine during the
coronavirus pandemic

16 March 2020

“...and there are no more surgeons, urologists, orthopaedists, we are only doctors who
suddenly become part of a single team to face this tsunami that has overwhelmed us...”
Dr Daniele Macchine, Bergamo, Italy. 9 March 2020

As doctors we all have general responsibilities in relation to coronavirus and for these we
should seek and act upon national and local guidelines. We also have a specific
responsibility to ensure that essential care continues with the minimum burden on the NHS.
We must engage with those planning our local response. We may also need to work outside
our specific areas of training and expertise and the General Medical Council has already
indicated its support for this in the exceptional circumstances we may face: www.gmc-
uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus

General and internal medicine (GIM) covers a wide range of specialties with a different
balance of outpatient, elective and non-elective in patients, a role in diagnostic services and
the management of long-term conditions that require ongoing therapy.

Many of the services are in the front line, with responsibilities that involve direct and indirect
support to emergency departments (ED) and admissions units, but some services may need
to consider how they extend their roles to release other clinicians to support emergency
care. In response to pressures on the NHS, the elective component of our work may need be
curtailed. However, the non-elective patient will continue to need care. We should seek the
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best local solutions to continue the proper management while developing and protecting
resources for the response to coronavirus.

In addition, overall factors such as staff sickness, supply chain shortages and the use of
some facilities to develop additional in-patient capacity including high dependency unit and
Intensive Treatment Unit resources may impact on normal pathways of care.

Patients served by GIM can be considered in a few categories:

Non elective in-patients: Continue to require admission and ongoing management,
eg myocardial infarction, other infection, issues related to frailty. We must expedite
treatment to avoid delay and expedite rehabilitation to minimise length of stay.

Diagnostic work: This includes elective procedures such as angiography,
endoscopy, biopsies. The requirement for such procedures should be risk assessed
and deferred or delayed if possible.

Other elective admissions: These include day-case procedures for infusions,
interventional procedures or stabilisation. This includes both day-case and longer
stay episodes.

Outpatients: Outpatients cover a wide range of services. The principles should
consider the balance of need for face-to-face contact, the interval of observation and
the purpose of the visit. They may also require a variety of diagnostic tests to
support that visit. Consider whether the visit can be delayed, cancelled, distance
managed (eg via primary care or telephone consultation) or remains necessary.

Specialist pathways: Within GIM there are pathways of patient care that either
confer additional risk through therapy or the underlying condition or have complex
and multiple interactions with the health system Examples include complex home
ventilation, patients on biologics or other immunosuppressive regimes, cystic
fibrosis, dialysis and solid organ transplantation. These pathways need to be
identified and risk assessed to mitigate harm. These pathways often have small
teams and are therefore fragile.

When planning your local response, by service area, please consider the following:

Leadership.

A consultant must be designated as ‘lead consultant’. This duty can be for one
day, a few days or even five days in small units. This is an essential role during crisis
management. It cannot be performed by the consultant ‘on-call’ or the consultant in
clinic or the consultant in theatre. They must be free of clinical duties and the role
involves co-ordination of the whole service from emergency department (ED)
through to theatre scheduling and liaison with other specialties and managers.

2 | Clinical guide for the management of non-coronavirus patients requiring acute treatment: general and internal
medicine during the coronavirus pandemic





A leadership team should support the lead and include relevant members of

the MDT

* Establish a daily sitrep and dashboard with critical data to share across the
workforce. That should include patient flows, workforce issue, stock levels and other
key messages (eg state of coronavirus response, personal protective equipment
(PPE) requirements).

* It can be very stressful during a crisis. Support each other and share the workload.
Do not expect the clinical director to do all the co-ordination!

* Identify pathways that require actions outside normal provider pathways including

contingency plans for supply chain issues.

Outpatients

* Routine follow up outpatients can be managed by cancellation, delay, remote
management or still require face-to-face attendance. Principles should be to reduce
travel to provider organisations while maintaining continuity of care. Where patients
do need to attend, consider the issues such as route to clinic, waiting areas and
crowding.

* As the system comes under more pressure, these risk assessments will need
updating.

* Consider the issues of provision of supporting diagnostics, eg phlebotomy, imaging
or medications to minimise risk.

* Appropriate outpatient care may reduce the burden on the non-elective NHS. Rapid
access clinics may prevent admissions or support discharge.

In patients including elective and non-elective
* Establish discharge planning at the start of an admission process.

* Across an organisation identify services to support rehabilitation and discharge to
maintain capacity.
* During the coronavirus crisis, triage elective admissions to:
— avoid unnecessary admission
— reduce exposure of the individual to a hospital environment.
— free-up beds for more urgent cases

* Increase use of same day or day cases procedures where elective activity is still
required.

Specialist pathways
* Individual departments should consider other specialist pathways that need
additional work to maintain activity as safely as possible.
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* EDs will change their system and will use triage at the front door and stream
patients directly to in patient areas before examination or diagnhostics.
Consider inreach services that are consultant led to pull patients needing admission
to inpatient areas or facilitate rapid discharge to the community.

* Identify and upskill staff to support other areas to release staff to manage
coronavirus cases. While not every clinician will feel they have the skills to manage
every situation they have important roles in supporting the system. That should be
recognised and supported as clinical teams move into unfamiliar areas. Consider
simple training refresher courses to reinforce skills.

* Principles
— We should avoid unproductive attendances at hospital.

— Senior decision-making at the first point of contact should reduce or even prevent
the need for further attendances.

— A decrease in elective work will allow for a greater senior presence at the front
door.

— Clinicians may need to work in unfamiliar environments or outside of their sub-
specialist areas. They will need to be supported.

— Provide simple clear communication within your teams

— Plan for the next stage and consider potential scenarios ahead of time

— The risk-benefit analysis of everything we do will change and evolve during this

epidemic.
Prevalence of | Low Medium High Very high
coronavirus
Impact on Normal winter | Limited ITU No ITU, Escalation to
organisation pressures emergency ITU restricted
Business as Limited bed ITU in
normal capacity operation
Phase Prepare to Reduce/stop Redirect Major incident
respond routine activity | resource to
emergency
activity
Elective in Identify activity | Reduce Stop activity
patient activity activity
Non elective in | Upskill staff Twice daily In reach to Consider
patient activity | Plan consultant led | ED/MAU to triage criteria
reallocation of | ward reviews | pull
staff to emergency
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support Enhance rapid | activity away
emergency discharge from front door
activity planning Escalate
Establish discharge
discharge processed
clinics to
facilitate
Outpatients Identify activity | Delay follow Increase Consider staff
ups discharge step-down
Identify clinic capacity | options while
diagnostic to support maintaining
support discharge activity to
services planning maintain staff
Commence resilience
remote access Deploy
clinics medical
students and
physician
aides to
support OP
activity
Specific Plan Phase 1 Phase 2
pathways
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of critical
care patients during the coronavirus pandemic

16 March 2020 Version 1

As the UK enters the ‘Delay’ phase of the coronavirus pandemic, hospitals can take action to
prepare for super-surge capacity and the peak in demand for invasive mechanical

ventilation.

Operational and clinical guidance are outlined below.

Operational

Develop an operational delivery team combining expertise from the clinical multidisciplinary
team (MDT) and site management team

Oxygen

*

Assessment should be made of the number of outlets that can be
simultaneously supported by the VIE, and the location of those
outlets.

The hospital engineering team can determine the flow rates that can
be achieved, and types of ventilator supported.

Ensure any portable oxygen concentrator capacity is ready for use in
wards or high dependency units.

Communicate to all staff about the requirement to reduce oxygen
consumption through avoiding hyperoxia and eliminating waste.
Cylinders are unlikely to be able to sustain an efficient supply of
oxygen for ventilation; however all cylinders should be located and
filled to facilitate transfers and emergency use.

Air

Assessment of the piped air supply, number of outlets and location
Note that portable ICU ventilators will not require a piped air supply

Power

Assessment of the power supply and maximum number of devices
that can be supported in a sustained manner






Ventilators

Ensure all ventilators are operational, including those in ICU,
portable machines, anaesthetic machines and any in storage
Work through any outlet: ventilator gap based on maximum
calculated capacity and liaise with procurement through the NHS
Supply Chain

Equipment

Identify the equipment gap for maximum proposed capacity, e.g.
critical care beds, infusion pumps, multi-channel monitors, feed
pumps, suction machines, bowel management systems,
haemofilters, blood gas analysers, line insertion ultrasound
machines, bedside trolleys, consumables, resuscitation trolleys and
difficult airway trolleys

Identify any equipment that can be relocated from non-critical care
areas, e.g. wards and recovery, and house in a single site which is
known to senior nursing and medical staff

Use the NHS supply chain to procure further equipment as required

Staff

Identify availability and expertise in staffing groups allied to critical
care, e.g. anaesthesia, surgical & medical specialties, specialist
nursing, ex-critical care staff, rotating junior doctors

Redeploy those within practice development, audit, research and
training or mentorship roles to clinical duties where appropriate
Redeploy clinicians with non-essential managerial roles

Consider reorganising team-working and patient management
predicated on relevant skills and expertise than on seniority

Staff groups with critical care expertise may need to move to
supervisory roles rather than bedside clinical care

Institute top-up training in core skills (ventilation, sedation, nutrition,
antimicrobial policies, VTE avoidance, anticoagulation and
transfusion policies, and investigation panels) with the support of
local e-solutions with brief protocols and clinical information
summary sheets

Institute leads for redeployment and rostering

Any staff member can assist with moving equipment, restocking
units, resupplying bed areas and completing administrative tasks

Mobile
emergency rapid
intubating team

In addition to any critical care response or outreach team, develop a
mobile emergency rapid intubating team (MERIT) which should
include as a minimum an anaesthetist and operating department
assistant or anaesthetic nurse

It may be necessary to identify a fixed location in close proximity to
any coronavirus confirmed cohort ward or emergency department for
intubation and stabilisation

Institute a low aerosol-generating intubation (see below), and
extubation pathway

Team
Communication &
Working

Schedule regular short meetings with clinical team leaders to discuss
operational issues

Leadership in a crisis is stressful and demanding. Support each
other
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* | Leadership must be shared — the clinical director alone cannot do
everything!

* | Encourage open dialogue from all members of the team, with a focus
on problem-solving and pragmatic solutions

* | Ensure strong support of physical and mental wellbeing, focusing on
emotional support, nutrition, hydration and sleep

Direct staff to occupational health protocols and develop a pathway
* | for rapid testing for staff with suspected coronavirus prior to self-
isolation

Support staff who are in higher risk groups e.g. immune suppressed,
with significant co-morbidities, or nearing retirement

Imaging * | Liaise with the imaging team and provide details on the super-surge
capacity

* | Detail the proposed chest x-ray, cross-sectional imaging and
ultrasound requirement

* | IPC team to guide cleaning of contaminated bedside imaging
equipment

* | Cross-sectional imaging, if absolutely necessary, requires close
liaison with the IPC team

Location * | Conduct hospital walkrounds (medical, nursing, infection prevention
control and engineering) to identify ward, theatre and recovery areas
that can be used to cohort invasively ventilated patients

* | Determine environmental ventilation specifications (neutral or
positive pressure) and air circulation, oxygen and electricity to
determine if able to cope with super-surge capacity

Identify air handling exhaust location and if HEPA filtered

Develop a roll-out capacity plan with a focus of cohorting patients to
reduce risk of spread of infection

Elective activity * | Early and prompt reduction in elective work, beginning with cases
likely to require prolonged inpatient admission and/or critical care
* | This will increase availability of staff members for training and
redeployment

* | If elective surgery continues limit to ASA-1 cases unless cancer or

urgent
Transfer of * | Whilst elective activity is still ongoing, consider, where possible,
patients from testing for coronavirus prior to transfer

other hospital

Medical Records | * | Work through an e-solution or paper solution for contemporaneous
note taking and recording
* | Work with the hospital IT team to develop

Pharmacy * | Pharmacy leads should make assessments of medication
requirements based on maximum surge critical care capacity

* | Consideration should especially be given to sedatives, opioids,
vasopressors, muscle relaxants, enteral feed, VTE and gastric ulcer
prophylaxis, electrolyte supplementation, renal replacement fluids,
diuretic agents and crystalloid fluids
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It may be necessary to consider bolus dosing of long-acting muscle
relaxants and sedatives depending on maximum infusion pump
availability

Pharmacy leads should investigate and ensure supply chains of
critical care medications to non-critical care areas

Pharmacy leads should work through any e-solution or paper
solution to a large expansion in critical care patients

Pharmacy leads should be part of any oxygen operational delivery
group which should include both static and mobile oxygen

Infection
prevention and
control

Infection prevention and control (IPC) leads should ensure
appropriate controls are in place in areas repurposed for critical care
Personal protective equipment (PPE) programmes of education and
training utilising local intranet supported by rapid roll-out by IPC
team, including a mask fit-testing programme

The IPC team should be embedded into the operational delivery
team and advise on all potential contaminating procedures

Isolation facilities

Review any isolation room (negative or neutral pressure) air handling
functionality and operation in terms of pressures and air exchanges
per hour, to ensure installation specifications are currently being met

Investigations

Devise daily laboratory investigation safe order sets designed to
minimise number of samples, the range of tests and to eliminate any
that are non-essential

Consider increasing point of care testing if available

Access to Restrict access to critical care areas for non-essential staff and any

patients families or friends
Discuss using mobile devices and video-calling with the local
Caldicott Guardian, particularly on compassionate grounds during
end-of-life processes

Procurement Procurement leads should provide a simple procurement process for
authorisation requests

Clinical

Conservation of
oxygen

Avoid hyperoxia in patients receiving supplemental oxygen
Generally aim for SpO2 92-96%, although the target may be lower in
some patient groups

Avoid high flow oxygen delivery devices (see below)

Eliminate waste by ensuring oxygen flowmeters are switched off
when not attached to patients

High Flow oxygen
delivery devices

High Flow Nasal Oxygen or similar devices should be avoided. There
is no survival benefit compared to conventional oxygen therapy, and
the risk of environmental viral contamination may be higher
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Non-invasive
Ventilation
devices

Use of CPAP or NIV should be confined to short periods using a
well-fitting interface (full face mask or helmet) as a bridge to invasive
mechanical ventilation

For some patients, NIV will form the appropriate ceiling of care. In
these cases, due to the risk of environmental viral contamination, it is
preferable to deliver NIV in an isolated environment (negative or
neutral pressure room)

Use of NIV following extubation in the recovering patient should be
informed by repeat testing of coronavirus status

If possible, an antimicrobial filter should be located on the expiratory
limb of any NIV device

Location

Negative pressure or neutral pressure room facilities are often limited
in number. It may be necessary to cohort ventilated patients in areas
on units and wards.

Single occupancy rooms could be reserved for those receiving NIV
(as above) or for non-coronavirus patients, or for those with
suppressed or compromised immune systems

Endotracheal
intubation

Follow intubation guidance from
https://icmanaesthesiacoronavirus.org

Intubation should be performed by a skilled operator wearing
appropriate PPE for an aerosol-generating procedure (link to PHE)
Development of MERIT (see above) with appropriate portable
equipment, PPE and protocols is advised

Sedation

Follow established protocols for sedating critically ill patients with
hypnotic infusions

For patients ventilated on an anaesthetic machine, low dose (MAC
0.2— 0.5) inhalational anaesthesia may be used to maintain sedation
with a volatile agent in a low-flow (circle) system

Ventilation

Ensure use of an antimicrobial filter within the circuit or placed on the
expiratory limb or ventilator exhaust. Note that filters represent an
airflow obstruction risk when saturated and routine exchange is
advised

Use in-line suction catheters where possible

Avoid inadvertent ventilator circuit disconnections by ensuring all
connections are ‘tight’

Manual ventilation, or ‘hand-bagging’ is not advised

Ensure the endotracheal tube is clamped during any planned circuit
disconnection, eg switching between ventilators, replacing the
antimicrobial filter, or inserting a bronchoscope into the tube

Management of
ARDS

Follow established management guidelines including:

- lung protective ventilation

- conservative fluid management strategy

- neuromuscular blockade

- lung recruiting manoeuvres and ventilator modes (eg APRV)
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Prone positioning

Recent experience with coronavirus in Italy suggests a beneficial
response to prone positioning

Utilising prone positioning to improve oxygenation is advised in
patients failing conventional supine ventilation

Development of a ‘proning team’ is advised to improve efficiency

Aerosol-
generating
procedures

AGPs such as intubation, facemask ventilation, circuit disconnection,
bronchoscopy and physiotherapy may increase the risk of
environmental viral contamination. Please see the PHE website for
guidance on appropriate PPE (link)

Nebulisers should be confined to use within a closed ventilator circuit

Corticosteroids

Routine high-dose corticosteroid use in coronavirus in not advised
High-dose steroids appear to be associated with a worse outcome
and prolonged viral shedding in patients with coronaviruses
Low-dose steroids may be considered as part of a clinical trial

Cardiac arrest

Appropriate PPE must be worn as with aerosol-generating
procedures (see above). Facemask ventilation should be avoided
where possible

Compression-only CPR is advised until airway-experienced
personnel are available

Use of an automated chest compression device may be used
Early intubation by an experienced operator is advised

The Resuscitation Council statement on coronavirus CPR can be
found here

ECMO

Follow established guidance and thresholds for referral to the ECMO
network

Trials of PEEP recruitment, recruiting ventilator modes, eg APRYV,
and proning will be necessary prior to consideration for mechanical
support

Patients receiving
home mechanical
ventilation

It may be necessary to quarantine the home ventilator and dispose
of any consumable components

To avoid aerosol generation and prevent droplet spread and
minimise exhaled leak dispersion, a well-fitting facemask is advised
Change the circuit if switching from a vented mask to a non-vented
mask and an exhalation port

Include an expiratory antimicrobial filter

If long-term tracheostomy ventilation, the tracheostomy tube should
be exchanged for a cuffed tube to reduce leak dispersion

Patients should preferably be ventilated in an isolation room (as in
NIV above)

Employ a low threshold for conversion to invasive mechanical
ventilation where appropriate

Cough assist devices should be avoided

Escalation of care discussion which may be now different from
advanced directive

6 | Clinical guide for the management of critical care patients during the coronavirus pandemic




https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/covid-healthcare/



DNAR status and
ceilings of care

Routine practice should include discussion and documentation of
DNAR status and appropriate limits of effective therapy, on
admission to the hospital

Well-being

Please try and ensure all team members are sufficiently rested,
supported and have adequate breaks from clinical duty
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of trauma
and orthopaedic patients during the coronavirus
pandemic

16 March 2020

“...and there are no more surgeons, urologists, orthopaedists, we are only doctors who
suddenly become part of a single team to face this tsunami that has overwhelmed us...”
Dr Daniele Macchine, Bergamo, Italy. 9 March 2020

As doctors we all have general responsibilities in relation to coronavirus and for these we
should seek and act on national and local guidelines. We also have a specific responsibility
to ensure that essential trauma and orthopaedic care continues with the minimum burden on
the NHS. We must engage with management and clinical teams planning the local response
in our hospitals. We may also need to work outside our specific areas of training and
expertise, and the General Medical Council (GMC) has already indicated its support for this
in the exceptional circumstances we may face: www.gmc-uk.org/news/news-archive/how-
we-will-continue-to-regulate-in-light-of-novel-coronavirus

Trauma and orthopaedics may not seem to be in the frontline with coronavirus but we do
have a key role and this must be planned. In response to pressures on the NHS, the elective
component of our work may be curtailed. However, the non-elective patients, who are
predominantly trauma-related, will continue to need care. We should seek the best local
solutions to continue the proper management of these trauma patients while protecting
resources for the response to coronavirus.

In addition, we need to consider the small possibility that surgical facility for emergency
surgery may be compromised due to a combination of factors including staff sickness, supply
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chain and the use of theatres and anaesthetic staff to produce ITU pods. This is an unlikely
scenario but needs plans.

Categories of trauma and acute musculoskeletal patients

* Obligatory in-patients: Continue to require admission and surgical management,
eg hip fracture. We must expedite treatment to avoid pre-operation delay and
expedite rehabilitation to minimise length of stay.

* Non-operative: Patients with injuries that can reasonably be managed either
operatively or non-operatively, eg displaced wrist fracture. We must explore non-
operative care first, especially if this avoids admission.

* Day-cases: Surgery can be safely undertaken for a large number of conditions.
Provision for day-case surgery must be made.

* First contact and clinics: Outpatient attendances should be kept to the safe
minimum.

When planning your local response, please consider the following:

Obligatory in-patients

* A consultant must be designated as ‘lead consultant’. This duty can be for one
day, a few days or even five days in small units. This is an essential role during crisis
management. It cannot be performed by the consultant ‘on-call’ or the consultant in
the fracture clinic or the consultant in theatre. They must be free of clinical duties
and the role involves co-ordination of the whole service from the emergency
department (ED) through to theatre scheduling and liaison with other specialties and
managers.

* It can be very stressful during a crisis. Support each other and share the workload.
Do not expect the clinical director to do all of the co-ordination!

* The daily trauma conference should include an update on logistics; identifying
problems and those tasked to deal with them.

* Use elective theatre capacity and surgeons to ensure minimum pre-operative delay.
* Use elective rehabilitation services to minimise post-operative stay.

* The majority of trauma admissions are the frail elderly. Work closely with
orthogeriatrics and infection control to protect these patients during their admission.

* An anaesthetic guideline for patients requiring surgery and who are coronavirus
positive will be required.

* Make contingency plans for supply chain issues.
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Non-operative management
* A number of injuries can be managed either operatively or non-operatively. Clinical
decisions during a serious incident must take into account the available facility for
the current patient and also the impact this may have on the whole community.

* As the system comes under more pressure, there will be a shift towards non-
operative care.

* Non-operative care may well reduce the in-patient and operative burden on the NHS.
* It will also protect the individual from more prolonged exposure in a hospital setting.

* It will free up beds for more urgent cases.

Day-cases
* Many trauma-related procedures are clinically suitable to be performed as a day-
case.

* During the coronavirus crisis, an increase in day-case trauma surgery will:
— avoid unnecessary admission
— reduce exposure of the individual to a hospital environment

— free-up beds for more urgent cases

allow staff from elective theatres to continue working in a familiar environment

* During the coronavirus emergency, it is likely that the only elective day-case surgery
occurring will be urgent cases. Careful prioritisation of day-case patients will be
needed across both the elective and non-elective patients based on theatre/staff
capacity.

First contact and fracture clinics
* EDs are likely to come under intense and sustained pressure. Orthopaedic surgeons
can make an important contribution by reducing the ED workload so that clinicians in
ED can focus on medical patients.

* EDs will change their system and will use triage at the front door and stream
patients directly to the fracture clinic before examination or diagnostics.
Fracture clinics are likely to be asked to take all patients presenting with trauma
(including wounds and minor injuries) straight from triage. It is possible that this
temporary service will need to be expanded to provide a 12-hour service, 7 days per
week.

* ED will continue to take patients requiring resuscitation, the trauma team, etc.

* We must avoid unproductive attendances at hospital. Senior decision-making at the
first point of contact is essential: it will reduce or even prevent the need for further
attendances.
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No patient should be scheduled for surgery by a junior doctor without discussion with
a consultant.

A decrease in elective work will allow for a greater senior presence at the front door.

Clinicians may need to work in unfamiliar environments or outside of their sub-
specialist areas. They will need to be supported.

Consider, where appropriate, the use of splints rather than plaster casts to allow for
removal without hospital re-attendance.

Protocols to identify those injuries that require no follow up should be reviewed.

The fracture clinic will need to be open access at least 9.00am to 5.00pm and
potentially to 9pm. The longer hours will allow ED access and help reduce crowding
in waiting rooms.

The possibility of a seven-day service must be considered.

Urgent elective, eg infected prosthesis and red-flag patients, eg cauda equina? will
need access to the fracture clinic if all urgent elective clinics are suspended.

Use of Virtual Fracture Clinic

Using Virtual Fracture Clinic (VFC) will not reduce ED workload. Hospitals using this
system may need to switch during the crisis to the system outlined above.

The patient information used in VFC will be very effective in reducing follow-up visits.
Consider postponing long-term follow-up patients until the crisis has passed.

Can a follow-up VFC be developed with your facility?

Plaster rooms should be accessible for the longest possible time. This will reduce
the need for repeat visits to amend casts or splints.

A temporary minor operating theatre and dressings clinic may need to be set up in
fracture clinic to allow for suturing of wounds etc.

CT scanning may be limited as it is the investigation of choice for coronavirus
pneumonitis.
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Coronavirus: Trauma and Orthopaedic Escalation Policy

Prevalence Low Medium High Very high

Impact Normal Winter Pressure Limited ITU No ITU Emergency surgery limited

Theatre ITU pods Isolation limited

Business as usual Limited beds No Beds
Emergency
Discharges
Phase Prepare to respond Stop routines Prioritise Urgent Major Incident
Trauma Operating  Normal Increase day-case Maximise day-case
Increase non-op Further increase non-op

Consultant Surgeon Trauma Coordinator

Early surgery to decrease LoS (using elective capacity) — No pre-op delays

Elective Operating  Normal except no Urgent and cancer only All elective surgery stops

vulnerable patients

e.g. ASA 1 only
Fracture Clinic Normal new patient Increase use of splints All ED injuries triaged
Start reducing follow-up All-day open access new pt to fracture clinic except resus cases
VFC follow-up where possible ~ Minor ops in fracture clinic
Start designing virtual Elective surgeons to support 7 day, 12h service

Fracture Clinic (VFC) follow-up

Elective Clinic Normal new patient Urgent only Urgent diverted to fracture clinic
Start reducing follow-up No follow-up
Community MSK Triage Triage Triage
Normal referral informed Emergency / urgent referral Emergency / urgent referral only
by ECI guidance and local only
P’ways
Rehab Rehab Rehab
Normal access informed by Specific FU clinics for fracture + fracture and elective rehab
Local p’ways elective rehab Free up resource to assists with other tasks

Rehab support in fracture clinic
where possible

Consider virtual FU where possible
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Specialty guides for patient management during the coronavirus pandemic

Clinical guide for the management of surgical
patients during the coronavirus pandemic

16 March 2020 Version 1

....... and there are no more surgeons, urologists, orthopedists, we are only doctors who
suddenly become part of a single team to face this tsunami that has overwhelmed us”.
Dr Daniele Macchine, Bergamo, Italy, 9 March 2020

As doctors we all have general responsibilities in relation to coronavirus and for these we
should seek and act on national and local guidelines. We also have a specific responsibility
to ensure that essential surgical care continues with the minimum burden on the NHS. We
must engage with those planning our local response. We must engage with those planning
our local response. We may also need to work outside our specific areas of training and
expertise and the General Medical Council has already indicated its support for this in the
exceptional circumstances we may face: https://www.gmc-uk.org/news/news-archive/how-

we-will-continue-to-regulate-in-light-of-novel-coronavirus

Surgery may not seem to be in the frontline with coronavirus but we do have a key role to
play and this must be planned. In response to pressures on the NHS, the elective
component of our work may be curtailed. However, non-elective patients continue to need
care. We should seek the best local solutions to continue the proper management of these
patients while protecting resources for the response to coronavirus.

In addition, we will need to consider the small possibility that facilities for emergency surgery
may be compromised due to a combination of factors, including staff sickness, supply chain
shortages and the use of theatres and anaesthetic staff to produce ITU pods. This is an
unlikely scenario but plans for it are needed.
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Categories of patients to consider
Speciality patients can be considered in a few categories:

* Obligatory inpatients: Continue to require admission and surgical management, eg
postoperative patients. We must expedite treatment to avoid preoperative delay and
expedite rehabilitation to minimise length of stay.

* Non-operative:

* Inpatient management: Patients with conditions that can reasonably be managed
either operatively or non-operatively, eg biliary colic. We must consider non-
operative care if that avoids admission.

* Day cases: Surgery can be safely undertaken for a large number of conditions.
Provision for day case surgery must be made.

* Clinics: Outpatient attendances should be kept to a safe minimum.

® Surgical workforce.

When planning your local response, please consider the following:

Obligatory inpatients
* A consultant must be designated as ‘lead consultant’. This duty can be for one
day, a few days or even five days in small units. This is an essential role during crisis
management. It cannot be performed by the consultant ‘on-call’ or the consultant in
fracture clinic or the consultant in theatre. They must be free of clinical duties and
the role involves co-ordination of the whole service from emergency department
(ED) to theatre scheduling and liaison with other specialties and managers.

* It can be very stressful during a crisis. Support each other and share the workload.
Do not expect the clinical director to do all the co-ordination!

* A leadership team should support the lead and include relevant members of
the multidisciplinary team (MDT).

* Establish a daily sitrep and dashboard with critical data to share across the
workforce. That should include patient flows, workforce issues, stock levels and
other key messages (eg state of coronavirus response, personal protective
equipment (PPE) requirements).

* Use elective theatre capacity and surgeons to minimise preoperative delay.

* Emergency admissions can be the frail elderly. Work closely with geriatricians and
infection control to protect these patients during their admission.

* An anaesthetic guideline for patients who are coronavirus positive and require
surgery will be required.

* Make contingency plans for supply chain issues.
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Non-operative management
* A number of conditions can be managed either operatively or non-operatively.
Clinical decisions during a serious incident must take into account the available
facility for the current patient and also the impact this may have on the whole
community.

* As the system comes under more pressure, there may be a shift towards non-
operative care.

* Non-operative care may reduce the inpatient and operative burden on the NHS.
* It may also protect the individual from more prolonged exposure in a hospital setting.

* It may free up beds for more urgent cases.

Day cases
* Many emergency procedures are clinically suitable to be performed as a day case.

* During the coronavirus emergency, an increase in day case surgery will:

— avoid unnecessary admission

reduce the exposure of the individual to a hospital environment

free up beds for more urgent cases

allow staff from elective theatres to continue working in a familiar environment.

* Itis likely that the only elective day case surgery will be for urgent cases. Careful
prioritisation of day case surgery will be needed across both elective and non-
elective patients, based on theatre/staff capacity.

First contact and clinics

EDs are likely to come under intense and sustained pressure. General surgeons can make
an important contribution by reducing the ED workload so that clinicians in ED can focus on
medical patients.

EDs will continue to take patients requiring resuscitation and the trauma team.

* We should avoid unproductive attendances at hospital.

® Senior decision-making at the first point of contact should reduce or even prevent
the need for further attendances.

* A decrease in elective work will allow greater senior presence at the front door.

* Clinicians may need to work in unfamiliar environments or outside their sub-
specialist areas. They will need to be supported.

* Protocols to identify those injuries that do not require follow-up should be reviewed.
* No patient should be scheduled for surgery without discussion with a consultant.

* The possibility of a seven-day service may need to be considered.
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* Consider postponing long-term follow-up patients until the crisis has passed.
* Can a virtual clinic be developed in your facility?

* CT scanning may be limited as it is the investigation of choice for coronavirus
pneumonitis.

Surgical workforce
* Alternative surgical roles, eg running non-medical EDs, trauma teams, etc

* Non-surgical generic roles, eg running level 2 units/medical wards, command and
control, etc.

Alternate surgical roles
The surgical workforce can take on various responsibilities that will release/support non-
surgical healthcare staff. Within the ED these include running:

* non-medical streamed ED patients
® minor injury units

® trauma teams in major trauma centres/trauma units.

Depending on impact of coronavirus on workforce, there may be a stage where generic, non-
specialty, site-based surgical teams are required. This need would only be triggered if
individual surgical specialties are unable to form coherent rotas for each specialty. In this
scenario clear postoperative/non-operative instructions must be documented by the specialty
surgeon

Non-surgical generic medical/non-medical roles

Some surgeons will have experience of working in/running non-surgical environments, eg
level 2 units or EDs. They may be able to step into these non-surgical roles (eg front-door
triage, running level 2 units) with the appropriate training/guidance/support.

It may be sensible to release medical personnel in some command and control positions to
clinical duties and for appropriate surgical personnel to backfill these non-clinical roles, if
non-clinical staff cannot be found.
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Urgent and Emergency Musculoskeletal Conditions Requiring Onward
Referral

23 March 2020 Volume 1

As clinicians we all have general responsibilities in relation to coronavirus and for these we
should seek and act on national and local guidelines. We have a responsibility that essential
musculoskeletal care continues with minimal burden on the NHS. This guidance is to help
primary or community care practitioners recognise serious pathology which requires
emergency or urgent referral to secondary care in patients who present with new or
worsening musculoskeletal (MSK) symptoms.

Serious pathology as a cause of MSK conditions is considered rare, but it needs to be
managed either as an emergency or as urgent onward referral as directed by local
pathways.

Any part of the MSK system can be affected.
Consider serious pathology as a differential diagnosis if a person presents:

* with escalating pain and progressively worsening symptoms that do not
respond to conservative management or medication as expected

* systemically unwell (fever, weight loss)

* with night pain that prevents sleep due to escalating pain and/or difficulty
lying flat.

Emergency conditions

The following serious pathologies must be dealt with on the day as an emergency. Pathways
for emergency referral have changed in many areas: please keep updated about changes in
the local system.

* Cauda equina syndrome (CES): People presenting with spinal and leg pain, with
neurological symptoms and any suggestion of changes in bladder or bowel function
or saddle sensory disturbance, should be suspected of having CES. The link below





outlines the symptoms to be concerned about and these cards can be used to
facilitate communication about sensitive symptoms. They can also be given to
people who are at risk of CES and need to be warned about what to look out for and
the action to take should they develop symptoms.
https://www.eoemskservice.nhs.uk/advice-and-leaflets/lower-back/cauda-equina

* Metastatic spinal cord compression (MSCC): MSCC occurs as a consequence of
metastatic bone disease in the spine. It can lead to irreversible neurological damage.
Symptoms can include spine pain with band-like referral, escalating pain and gait
disturbance. This link outlines the symptoms to look out for:
https://www.christie.nhs.uk/media/1125/legacymedia-1201-mscc-
service_education_mscc-resources_red-flag-card.pdf

* Spinal Infection: May present with spinal pain, fever and worsening neurological
symptoms. Consider risk factors (eg immunosuppressed, primary source of infection,
personal or family history of tuberculosis).

* Septic arthritis: If the person presents unwell, with or without a temperature, with a
sudden onset of a hot swollen painful joint and multidirectional restriction in
movement, septic arthritis should be expected until proven otherwise. This is
particularly important in children, who may present with a painful limp or loss of
function in the upper limb, and not as a hot, swollen, painful joint.

Urgent conditions
The following require an onward urgent referral:

* Primary or secondary cancers: Primary cancers such as breast, prostate and lung
can metastasise to the spine. May present with escalating pain and night pain;
people may describe symptoms as being unfamiliar and eventually become
systemically unwell. If a person does become systemically unwell, they need to
be escalated to the local emergency pathway.

* Insufficiency fracture: Commonly presents with sudden onset of pain, mostly
located in the thoraco-lumbar region following low impact trauma. The pain varies in
presentation, but is often severe and mostly localised to the area of the fracture.
Consider risk factors associated with osteoporosis; however, exclusion of a more
serious pathological cause may be indicated.

* Major spinal-related neurological deficit: Commonly presents with spinal pain and
associated limb symptoms. A person may present with new-onset or progressively
worsening limb weakness, present for days/weeks, less than grade 4 on the Oxford
muscle grading scale, associated with one or more myotome. See the following link
for information on the Oxford scale: https://www.csp.org.uk/documents/appendix-5-
oxford-muscle-grading-scale.
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* Cervical spondylotic myelopathy (CSM): In rare cases cervical spondylosis can
progress to this condition. Consider CSM if people present with worsening pain, lack
of co-ordination (eg trouble with tasks like buttoning a shirt), heaviness or weakness
in arms or legs, pins and needles and pain in arms, problems walking, loss of
bladder or bowel control.

* Acute inflammatory arthritis and suspected rheumatological conditions: Refer
any person to rheumatology with:

— persistent synovitis (ie hot swollen joints), particularly if the small joints of the
hands (metacarpophalangeal or proximal interphalangeal) and/or feet are
affected, and person reports early morning joint stiffness lasting more than 30
minutes, even if the acute phase response (C-reactive protein — CRP or
erythrocyte sedimentation ratio — ESR) is normal and cyclic citrullinated peptide
antibody (anti-CCP) or rheumatoid factor (RF) are negative. The person may have
rheumatoid arthritis or psoriatic arthritis

— asuspected new-onset autoimmune connective tissue disease (eg lupus,
scleroderma) or vasculitis. Symptoms include extra-articular manifestations
such as a rash, Raynaud’s (colour change, with hands and/or feet turning white—
blue and/or red in the cold), mouth ulcers and/or sicca symptoms (dry
eyes/mouth) in association with their new inflammatory arthritis

— myalgia which is not secondary to a viral infection or fibromyalgia but worsens
proximally, ie affects the shoulder and pelvic girdles in a symmetrical pattern, is
worse in the morning and associated with more than 30 minutes of stiffness, and
accompanied by a raised acute phase response (ESR or CRP). They could have:

o polymyalgia rheumatica (PMR): person usually aged over 50; refer urgently to
GP, or

o myositis: any age, usually accompanied by some weakness and raised creatine
kinase (CK); refer urgently to rheumatology service

— new-onset headache predominantly in temples with or without associated
symptoms such as jaw claudication, proximal girdle pain, visual symptoms and
accompanied by a raised acute phase response (ESR or CRP) in people usually
aged over 50. They may have giant cell arteritis

— suspected inflammatory spinal pain: person may report prolonged early
morning stiffness, pain radiating to buttocks and/or night pain. They may or may
not have associated psoriasis, inflammatory eye disease (uveitis, iritis) and/or
inflammatory bowel disease. For further information see the link:
https://www.esht.nhs.uk/wp-content/uploads/2018/07/Msk-Think-SpA-NICE-
guidance-on-recognition-and-referral-of-Spondyloarthritis.pdf
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COVID-19 rapid guideline: critical care (NG159)

Your responsibility

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals and
practitioners are expected to take this guideline fully into account, alongside the individual needs,
preferences and values of their patients or the people using their service. It is not mandatory to
apply the recommendations, and the guideline does not override the responsibility to make
decisions appropriate to the circumstances of the individual, in consultation with them and their
families and carers or guardian.

Local commissioners and providers of healthcare have a responsibility to enable the guideline to be
applied when individual professionals and people using services wish to use it. They should do so in
the context of local and national priorities for funding and developing services, and in light of their
duties to have due regard to the need to eliminate unlawful discrimination, to advance equality of
opportunity and to reduce health inequalities. Nothing in this guideline should be interpreted in a
way that would be inconsistent with complying with those duties.

Commissioners and providers have a responsibility to promote an environmentally sustainable
health and care system and should assess and reduce the environmental impact of implementing

NICE recommendations wherever possible.
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COVID-19 rapid guideline: critical care (NG159)

Overview

The purpose of this guideline is to maximise the safety of patients who need critical care during the
COVID-19 pandemic, while protecting staff from infection. It will also enable services to make the

best use of NHS resources.
This guidelineis for:

e health and care practitioners
e health and care staff involved in planning and delivering services
e commissioners

The recommendations bring together

e existing national and international guidance and policies

e advice from specialists working in the NHS from across the UK. These include people with
expertise and experience of treating patients for the specific health conditions covered by the
guidance during the current COVID-19 pandemic.

NICE has developed these recommendations in direct response to the rapidly evolving situation
and so could not follow the standard process for guidance development. The guideline has been
developed using the interim process and methods for developing rapid guidelines on COVID-19.
The recommendations are based on evidence and expert opinion and have been verified as far as
possible. We will review and update the recommendations as the knowledge base and expert

experience develops.
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1 Admission to hospital

1.1 On admission to hospital, assess all adults for frailty, irrespective of age and
COVID-19 status. Consider comorbidities and underlying health conditions.

e Use the Clinical Frailty Scale (CFS) for frailty assessment, available from the NHS
Specialised Clinical Frailty Network.

e Record the frailty assessment in the patient's medical record.

1.2 When patients with possible COVID-19 have been identified, follow
appropriate UK government guidance on infection prevention and control

measures. This includes recommendations on:

e patient transfers and transport
e segregation and cohorting

e personal protective equipment
e aerosol-generating procedures.

1.3 If COVID-19 is diagnosed in someone not isolated from admission or
presentation, follow UK government guidance on actions required when a case

was not diagnosed on admission.
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2 Admission to critical care

See the critical care admission algorithm.

2.1 Discuss the risks, benefits and possible likely outcomes of the different
treatment options with patients, families and carers using decision support tools
(where available) so that they can make informed decisions about their
treatment wherever possible. See information to support decision making.

2.2 Involve critical care teams in discussions about admission to critical care for a
patient where:

e the CFS score suggests the personis less frail (for example the score is less than 5),
they are likely to benefit from critical care organ support and they want critical care
treatment or

e the CFS score suggests the person is more frail (for example the score is 5 or more),
there is uncertainty regarding the likely benefit of critical care organ support, and
critical care advice is needed to help the decision about treatment.

Take into account the impact of underlying pathologies, comorbidities and severity of acute illness
on the likelihood of critical care treatment achieving the desired outcome.

2.3 Support non-critical care healthcare professionals to discuss treatment plans
with patients who would not benefit from critical care treatment or who do not
wish to be admitted to critical care.

2.4 Sensitively discuss a possible 'do not attempt cardiopulmonary resuscitation'
decision with all adults with capacity and a CFS score suggestive of increased
frailty (for example of 5 or more). Include in the discussion:

e the possible benefits of any critical care treatment options
e the possible risks of critical care treatment options
e the possible likely outcomes.

Involve a member of the critical care team if the patient or team needs advice about critical care to

© NICE 2020. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 6 of
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make decisions about treatment.

2.5 Ensure healthcare professionals have access to resources to support
discussions about treatment plans (see for example decision-making for

escalation of treatment and referring for critical care support, and an example
decision support form).

2.6 Ensure that when treatment outside critical care is the agreed course of action,
patients receive optimal care within the ward.

© NICE 2020. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 7 of
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3 Starting, reviewing and stopping critical care
treatment

31 Start critical care treatment with a clear plan of how the treatment will address
the diagnosis and lead to agreed treatment goals (outcomes).

3.2 Review critical care treatment regularly and when the patient's clinical
condition changes. Include in the review an assessment of whether the goals of
treatment are clinically realistic.

33 Stop critical care treatment when it is no longer considered able to achieve the
desired overall goals (outcomes). Record the decision and the discussion with
family and carers, the patient (if possible) or an independent mental capacity
advocate (if appropriate).

© NICE 2020. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 8 of
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4.1

4.2

4.3

4.4

4.5

4.6

4.7

Clinical decision-making

Be aware that guidance on treating COVID-19 may change with emerging
scientific data and knowledge and that this may require modifications to
treatment.

Base decisions on admission of individual adults to critical care on the likelihood
of their recovery, taking into account the likelihood that a person will recover
from their critical care admission to an outcome that is acceptable to them.

Support all healthcare professionals to use their existing knowledge and
experience when making clinical decisions.

Critical care staff should support healthcare professionals who do not routinely
work in critical care but need to do so (see guidance from the Faculty of

Intensive Care Medicine).

Decisions about the use of critical care resources should only be made by, or
with the support of, healthcare professionals with expert knowledge and skills in
critical care.

Use objective data from recognised national sources, for example, the Intensive
Care National Audit Research Centre, to support consistency in decision-
making.

Use arecognised tool to record the decision-making process (see an example
decision support form).

© NICE 2020. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
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5

Service organisation

Providing telephone advice

5.1

5.2

Trusts should review their 'management of the deteriorating patient' strategy
and use of the track and trigger system (NEWS2 has been endorsed by NHS
England/Improvement) to allow for telephone advice rather than face-to-face
review from critical care when clinically appropriate. See the NICE guideline on

acutely ill adults in hospital for recommendations on identifying patients whose
clinical condition is deteriorating or is at risk of deterioration.

Document referral to and advice from critical care services in a standard format.

Where telephone advice from critical care is appropriate this should still be
documented in a standard format (see an example of a tool for documentation).

Coordinating best use of critical care resources

5.3

54

Hospitals should discuss the sharing of resources and the transfer of patients
between units, including units in other hospitals, to ensure the best use of
critical care within the NHS.

Data on the availability of critical care beds should be made available to the
critical care decision makers and operational management team to facilitate
sharing of resources (see table 1 for information on maximising critical care bed
usage).

Table 1 Maximising critical care bed usage

Within critical care
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Have all patients in critical care been reviewed with clear management plans established for the
next 24 hours?

Can any level 2 or level 3 capacity be established in other areas of the hospital?

Can care suitable for particular patients be delivered in any other location - for example, can an
enhanced care facility be created?

Are you aware of any capacity in neighbouring units within the network or out of the network?

Can any patients be transferred to other units to improve flow?

Outside critical care

Do you know what demand is occurring or is likely to occur in the rest of the hospital?

Do you know the number of patients for whom escalation to critical care is planned (if
required)?

5.5 Include Operational Delivery Networks and equivalent in discussions of mutual
aid to ensure patients have access to all available, relevant critical care resource.

Extracorporeal membrane oxygenation

5.6 Be aware that respiratory extracorporeal membrane oxygenation (ECMO)
services can advise intensive care clinicians on managing severe acute
respiratory failure.

5.7 Be aware that respiratory ECMO services can accept referrals for critically ill
patients where:

e they have potentially reversible severe respiratory failure
e optimal conventional intensive care management has failed
e they meet the eligibility criteria for the respiratory ECMO service.

For more information see Management of surge and escalation in critical care services: standard

operating procedure for adult respiratory extra corporeal membrane oxygenation.

ISBN: 978-1-4731-3749-3
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Specialty guides for patient managementduring the coronavirus pandemic

Clinical guide for the use of acute non-invasive
ventilation in adult patients hospitalised with
suspected or confirmed coronavirus during the
coronavirus pandemic

19 March 2020 Version 1

“...and there are no more surgeons, urologists, orthopaedists, we are only doctors who
suddenly become part of a single team to face this tsunami that has overwhelmedus...”
Dr Daniele Macchine, Bergamo, Italy. 9 March 2020

As doctors we all have general responsibilities in relation to coronavirus and for these we
should seek and act on national and local guidelines. As respiratory physicians we will have
a key role in treating people with coronavirus. We must engage with those planning ourlocal
response. We may also need to work outside our specific areas of training and expertise and
the General Medical Council has already indicated its support for this in the exceptional
circumstances we may face: www.gmc-uk.org/news/news-archive/how-we-will-continue-to-
regulate-in-light-of-novel-coronavirus

In preparation for the peak in demand for acute non-invasive ventilation (NIV), this document
outlines both strategic and operational guidance DELAY PHASE. This guidance is relevant
to all clinicians involved in delivering acute NIV services, including ward-based care. Please
work in teams and support your colleagues through this challenging period.

Clinical aspects

Indications:

* |ndications forthe use of NIV should be based on clinical need.
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* There are no grounds for an indiscriminate ban on the use of NIV.

* If invasive mechanical ventilation (IMV)is appropriate, then early use of IMV is
preferred over NIV.

Siting of patient:

* Patientson NIV should be managed according to the appropriate infection
prevention and control (IPC) recommendations from Public Health England (PHE).

* Patientson NIV should be managed in side-rooms (negative or neutral pressure)
whenever possible.

* Airexchangesin side-rooms should be checked and adhere to standard IPC
guidelines.

* Under exceptional circumstances, patients on NIV may be managed in a cohort bay
where all cohorted patients have confirmed coronavirus infection.

* Factors to take into accountinclude: access to toilet facilities, thoroughfare for other
patients/relatives/staff, air flow and air exchanges.

High flow nasal oxygen (HFNO):

* NIV is preferred over high flow nasal oxygen (HFNO)
* HFNO consumes higher volumes of oxygen.

* HFNO may pose a higherrisk for the transmission of infection comparedto NIV
(especially if NIV is used with full-face or helmet masks, or with double-limbed
circuits + filters over expiratory vents/ports).

Technical aspects

Masks:

* Well-fitting oronasal facemasks, masks over the whole face or helmets should
produce the least droplet dissemination.

* Vented masks could worsen contamination of the environment.

* Any patient on acute NIV should be managed with a non-vented mask and an
exhalation portin the circuit.

* Ensurethatthe ventilator mode employed supports the use of non-vented masks
and exhalation ports.

* Sequence of actions: NIV mask on = ventilator on; ventilator off > NIV mask off.

2 | Clinical guide for the use of acute non-invasive ventilation in patients hospitalised with suspected or confirmed
coronavirus durina the coronavirus pandemic





Filters:

* A viral/bacterial filter should be placed in the circuitbetween the mask and the
exhalation port (Figure 1 below).

* This viral/bacterial filter can replace any filter at the machine end of the circuit.

* Viral/bacterial filters should ideally be changed every 24 hours or sooner. (There is a
risk that they will become wet from exhaled gas and this may increase resistance to
flow.)

* An external humidifier mustnot be used.

* Blocked filters can be mistaken for clinical deterioration;thisissue is remedied by
changingfilters.

Oxygen:

e Oxygen can be entrained into the circuit and this should be done at the patient end
(Figure 1 below).

Figure 1. Example of acute NIV set-up with non-vented mask and viral filter

Filter Exhalation port

Full NIV set up

o
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For patients already managed under home ventilation services who are admitted to
hospital with suspected or confirmed coronavirus infection:

® Checkiftheir usual maskis a vented or non-vented mask.

— Vented masks should be changed fora non-vented mask and an exhalation port
putinto the circuit.

* A viral/bacterial filter should be placed in between the mask and the exhalation port
in exactly the same way as for acute NIV.

* Forany patientwho has a humidifierin the community, the humidifier should be
removed from the circuit.

* Patients remaining at home should continue with their usual method of ventilation.

®* Contact home ventilation service for further advice as needed.

4 | Clinical guide forthe use of acute non-invasive ventilation in patients hospitalised with suspected or confirmed
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1. PURPOSE
This SOP has been developed to provide guidance to staff on actions
to be taken in the event of a suspected or confirmed case of novel
coronavirus. (2019 nCoV)
2. SCOPE

Version 8

NOVEL CORONAVIRUS SOP
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The SOP covers the actions to be taken by all staff providing care in
the hospital setting. There are specific Public Health England (PHE)
guidelines for primary care.
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APPLICABLE REGULATIONS AND POLICIES

PHE guidance Whuan novel coronavirus (2019 n-CoV) infection
prevention and control guidance.

TRFT Hand hygiene policy

TRFT Waste Management policy

TRFT Cleaning policy

TRFT Decontamination policy

TRFT Standard infection prevention and control policy

TRFT Transmission based isolation policy

WHO WILL UNDERTAKE THE PROCEDURE
All staff that need to have contact with the patient and/or the patient’s
environment.

PROCEDURE

Initial assessment.

Any patient that presents with acute respiratory infection- follow the
flow chart (appendix 1). If noval coronavirus is not suspected no further
action in terms of this SOP is indicted.

If novel coronavirus is suspected inform the Microbiologist on Jjjjilij or
via switchboard if out of hours for advise and follow the instructions
below:

Isolation

Immediate isolation in a single room with the door closed. En-suite if
possible. Fans MUST NOT be used.

Anyone accompanying the patient must wait in a separate area by
themselves as they may need to be assessed as a contact so should
not be in a waiting room with others.

Two waste bins are required. One infected waste bin immediately next
to the exit of the isolation area and one infected waste bin immediately
outside the isolation area. This is to facilitate the removal of Personal
Protective Equipment (PPE).

Hand hygiene facilities must be available.

ED have identified the viewing room and relatives room for such initial
isolation.

Isolation facility for in-patient adult (not a female in labour) see
appendix 5 & 6

Isolation facility for in-patient child see appendix 7.
Isolation facility for a female in labour see appendix 8.

Temporary isolation in ED see appendix 9.
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Staff access.

Only trust staff who are up to date with use of PPE and who are fit
tested for FFP3 masks must enter the room. Students are not to enter
the room, ISS staff, volunteers etc are not to enter the room.

The names of all staff must be recorded on the register contained
within the novel coronavirus boxes. These lists are to be given to the
nurse in charge to store. These lists are to enable continued checks on
the health of all staff that cared for the patient if 2019 n-CoV is
confirmed.

Precautions & PPE:

Airborne, droplet and contact precautions

Respiratory green sign (appendix 2)

FFP3 masks single use (or hood for staff that have already had these
provided) — must be fit tested.

Gowns- disposable fluid resistant full sleeve with thumb loop- single
use.

Gloves- with long tight fitting cuffs —single use.

Eye protection- face visor-single use.

Hand hygiene. Soap and water or alcohol rub if visibly clean.
Additional PPE may be sourced from A level stores. The Porter Team
Leader can arrange access to the stores and a stillage with additional
equipment has been arranged. Porter number 8210.

Waste

Treat all waste as infected and dispose in orange clinical waste bag.
Waste bags must remain in the patient room and be disposed of
directly into a 770 litre wheeled bin that is specifically for this SOP.
Contact Team Leader on [jjjij to arrange for the wheeled bin
collection. Staff wearing PPE must place the waste directly into the bin,
these waste bags will not be secured with tape (alternative option is
being considered) as this is not possible without removing the PPE and
decontaminating the outside of the bag. The lid must then be locked
and be taken by the Team Leader so the waste may be disposed of at
final destination as routine clinical waste.

This waste must not be decanted into another container.

There is a separate action card for when a patient goes into the 111
POD and this includes waste. No waste is to be left in the POD.

Sharps disposal

Yellow lidded Sharpsmart bin with flip lid to be placed in the patient’s
room and to remain in the room for the care period. Both sharps and
medication sharps to be disposed of in this bin. Once the bin is locked,
the outside of the sharps bin must be decontaminated prior to going out
of the room. The sharps bin may be returned in the usual manner for
collection and disposal of the contents off site.

Linen
Linen must be treated as infectious and placed in a red alginate bag
inside a white dirty linen bag which is then to be placed in the 770 litre

NOVEL CORONAVIRUS SOP Page 5 of 43
Please check the intranet to ensure you have the latest version





Version 8

wheeled waste bin. If 2019 n-CoV is confirmed the linen will be
disposed of as waste to avoid it being transported to the linen
contractor site however if the test results are negative the linen bags
may be returned to the dirty linen collection area.

Disposable linen may be used if more than one patient is being
tested/cared for to prevent confusion with linen being sent for laundry.

Body fluids
All body fluids to be treated as infected.

If en-suite is available this should be used as normal toilet use.
Disposal of bed pans, urinals, and vomit bowls, if used, must be into
the infected waste stream, Vernagel super absorbent powder must be
added to the receptacle prior to placing in an orange waste bag.

Samples required for testing for novel coronavirus

Speak to the on-call Microbiologist prior to samples being taken.
Extension ] in hours or via switchboard out of hours.

If sampling is agreed, in hours phone [jjjiij to the laboratory, out of
hours call via switch to the on-call scientist informing them that the
Microbiologist has agreed to the samples being taken.

Samples MUST be hand delivered to a staff member in Microbiology
dept who must have been informed in advance that the samples are on
the way.

The packs of these sample containers and request forms are in each of
the novel coronavirus boxes:

Samples for initial diagnostic testing (possible case).

e Upper respiratory tract sample, one viral swab of the throat and
one viral swab from the nasal area using the green viral swabs,
available in the novel coronavirus boxes (a nasopharyngeal
aspirate, npa sample for a child in a universal pot).

e Lower respiratory tract sample, if obtainable: sputum,
endotracheal aspirate.

If the patient is admitted also take a 5ml blood sample using gold top
bottle for acute serology.

The following samples are required for routine investigation for other
causes of illness for patients being admitted,

1 x viral throat swab (green viral swab)

1 x nasal throat swab (green viral swab)

Sputum — universal bottle- for culture

Urine — universal bottle- for Legionella and pneumococcal tests.

All samples must be placed into the micro bags attached to the blue
Microbiology paper forms inside the patient’s room. The bag must then
be placed into the clear plastic biohazard sealable bag.

This needs to be placed into the large clear diagnostic specimen bag
which is to be held open by someone on the outside of the patients
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room who can take the bag directly to the laboratory and hand directly
to a member of that team.

(Microbiology staff have local guidelines that they will follow).

A number of these samples are for sending on to the Public Health
England (PHE) reference laboratories by Microbiology.

In the event that aerosol generating procedures are undertaken the
room must be cleaned after 20 minutes so that any droplets will have
settled.

Visitors

Visiting is restricted to essential visitors only until novel coronavirus is
ruled out, i.e. negative. The essential visitors would be the partner or
carer of an adult or if a child is being tested it would be the
parents/guardian, consideration must be made if a child is being tested
that the parents/guardian may also be symptomatic and must not visit.
The visitor must wear the same PPE as staff and must be assisted in
the safe donning and doffing (removal) of this PPE. (Note, visitors will
not be fit tested). Remember if you are helping someone to remove
PPE you must keep yourself safe from any exposure/contamination.

In the event of a positive result contact tracing for family/friends etc will
be via Public Health England.

Transfer of patients (see action cards in the appendices)

Where possible all procedures and investigations should take place
within the isolation room with minimal staff present. Only if clinical need
dictates should patients be transferred to other departments.

Staff transferring the patient must be wearing full PPE.

The trolley/bed that the patient is on must be decontaminated as well
as possible e.g. clean all visible touch points before moving the patient.
The receiving ward/department must be informed prior to transfer and
a clear pathway must be arranged so that no individuals come within 2
meters of the patient unless they have full PPE on. E.g. close fire doors
to others corridors/wards/departments, empty any waiting area and all
non-essential staff and all visitors must remain behind the doors until
the transfer has taken place.

The patient should be assisted to wear a mask for the transfer, in the
event of having high flow O2 etc in use a surgical mask should be
placed over the O2 mask to reduce the risk of large respiratory droplets
being expelled into the environment.

If the transfer is for essential investigation and to return to the
originating area this must be done without any delay in waiting at either
end.

Any room that has been used for patient care/investigation/procedure
must remain closed for at least 20 minutes prior to terminal cleaning,
this is to allow for large droplets to have settled to hard surfaces.
Terminal cleaning must be carried out by staff wearing full PPE.
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Critical Care

All respiratory equipment must be protected with a high efficiency filter
(eg BS EN 13328-1). This filter must be disposed of after use
Disposable respiratory equipment should be used wherever possible.
Re-usable equipment must, as a minimum, be decontaminated in
accordance with the manufacturer’s instructions

A closed suctioning system must be used

Ventilator circuits should not be broken unless necessary

Ventilators must be placed on standby when carrying out bagging
PPE must be worn

Water humidification should be avoided, and a heat and moisture
exchanger should be used.

The first isolation area should be cubicle 1 on ITU with donning of PPE
prior to entering the lobby, the lobby is to be used for the doffing of
PPE.

Cleaning
Single use equipment for isolation cleaning, i.e. yellow mop head etc

must be used and disposed of within the room by staff wearing full
PPE. The mop bucket and stale must remain in the room for the period
of care and must be wiped with tristel soaked cloth or alcohol hard
surface wipes prior to being removed from the area after the final room
clean/disinfection.

Tristel is to be used at least daily for cleaning of the general patient
room and toilet area if en-suite, this includes the floor. Tristel is to be
made up by the domestic team but they should not be included in
access to the room unless absolutely necessary. Additional cleaning of
any high touch points should be done during any opportunity by clinical
staff providing care in the room.

Detergent wipes in plastic tub should remain in the room to be used for
cleaning of touch points, patient table prior to meals etc.

Any equipment that needs to be removed from the room must be
cleaned with detergent wipes and disinfected with Haz tab solution or
70% alcohol wipes (red top container) before leaving the room. Where
possible equipment should remain in the room for the whole care
period.

When the patient vacates the room the room must be left empty for at
least 20 minutes for large droplets to have settled before being
terminally cleaned by staff wearing full PPE. Where possible the room
will be Bioquelled after use with all equipment still in place but this is
not an essential requirement.

Food and beverages

Disposable crockery and cutlery should be used to avoid the necessity
of cleaning items before taking them to a kitchen area. The ISS
hostesses must not go into the isolation room at any point. They may
provide the food and drinks as usual onto the disposable crockery and
pass this to a member of staff in the clinical areas who then passes it to
the nurse inside the room who has full PPE on. The crockery and
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cutlery when used must be placed into an orange infected waste bag
for disposal.

Phone il Mon-Fri 08:00-16:00 or outside of these time phone |l
or il to arrange for disposable crockery and cutlery to be provided.
Transfer to other hospital

If transfer is essential it must be organised directly with the receiving
hospital and with the ambulance service with the relevant precautions
clearly explained.

Transfer to the Mortuary

The precautions required for care of the deceased are the same as in
life, i.e. full respiratory PPE as air may be expelled at the time of any
movement of the body.

Last offices may still be performed but the body must be placed into a
black body bag.

The outer surface of the body bag must be cleaned with detergent
wipes and disinfected using Haz tab solution immediately before
transferring onto the mortuary trolley. The porters must only take the
trolley to the door and the clinical staff in the room must transfer the
body and then the trolley must then have all accessible touch points
cleaned and disinfected by the clinical staff prior to the porters touching
the trolley.

The porters do not need to have any PPE on whilst transferring the
trolley to the mortuary but must put gloves and plastic apron on when
transferring the body from the trolley to the fridge as they are handling
the bag which is not as easy to decontaminate as the hard surface of
the trolley. The mortuary staff must be informed that the bag must not
be opened unless they are wearing PPE. Further guidance on this will
be provided as soon as possible.

Communications

Suspected cases must be informed to the Microbiologist on duty on
Il or via switchboard.

Local PHE must be informed by contacting |-

Follow up on contacts of any confirmed cases will be by PHE.

6. SUPPORTING MATERIALS
Flow chart (appendix 1)
Respiratory precaution sign (appendix 2)
Respiratory PPE.
Novel coronavirus boxes stored in the following areas:
Site room
Emergency Department (ED) 1 in the decontamination room, 1 behind
reception.
Acute Medical Unit (AMU) in the control room
Acute Surgical Unit (ASU) in the handover room
Children’s Assessment Unit (CA) in the clean utility room.
Ward B11
Labour Ward

Version 8 NOVEL CORONAVIRUS SOP Page 9 of 43
Please check the intranet to ensure you have the latest version





Wharncliffe Ward.

Primary care link
https://www.gov.uk/government/publications/wn-cov-guidance-for-primary-care/wn-
cov-interim-quidance-for-primary-care

Flowchart link

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachm
ent_data/file/864177/2019-nCoV _flow chart.pdf

Guidance to assist professionals in advising the general public
https://www.gov.uk/government/publications/novel-coronavirus-2019-ncov-guidance-
to-assist-professionals-in-advising-the-general-public/guidance-to-assist-
professionals-in-advising-the-general-public

Guidance for healthcare providers who have staff with relevant travel or
contact history.
https://www.gov.uk/government/publications/novel-coronavirus-2019-
ncov-quidance-for-healthcare-providers-with-staff-who-have-travelled-

to-china
7. DEFINITIONS AND ABBREVIATIONS
7.1 Definitions

Novel coronavirus box- Storage boxes with appropriate PPE for initial
isolation room requirements.

Donning- the procedure for putting on PPE

Doffing — the procedure from removal of PPE

FFP3 — particle filtration mask for respiratory precautions

7.2 Abbreviations

AMU Acute Medical Unit

ASU Acute Surgical Unit

CAU Children’s Assessment Unit

ED Emergency Department

EDTA Ethilenediamine tetraacetic Acid
PCR Polymerase Chain Reaction
PPE Personal Protective Equipment
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Appendix 1

L Management of a suspected
Eoea " case of COVID-19

Does the patent have EITHER:

* severe acube respiratory infection requiring admissson to hospital with clinical or redicliogical
evidence of pmeumnaonia or acute respiratory distress syndrome OR

= apute respirstory infection of any degres of severity, including at lesst one of shortness of
breath (difficult breathing in children) or cough fwith or withaout fever) OR

= fewer with no other symptoms

Primary care YES NO
= jzolate the patient (and their befonginga * *
or waste) in a side room with the door
closed Has the patient Aryone who has
* do not physically examine the patient traveded fom s had contact wﬂhﬂ:
= if consultation/examination had akeady e confimmed cass
area in the 14 days COMD-18 i the
:teu'ted. leave the noom and wash your e of last 14 days
il ? should b= rbed
» sk the pafient to call NHS 111 from e e e
their room, on their mobile (use GP Erotection Team
surgery landine if mobile uravailsbis) n';rrEdEhEhr*
Secondary care
= place the patient in regpiratory isolation, +— YES NO
and FPE is wom by amy person enfering ‘
e rocm Have they had contact with & confirmed case of
* seek specilist atvice from a local COVID- in the 14 days before onsst of ilness?

microbiclogist, virologist, or infectious

diseaseg physican f_l—l

Patient phone caill +— YES NO
= MHS 111 o advisa the patient to stay +
at home whilst eppropriate transport Duas the L
patent have
Gan be amanged risk factors for vian fiu?
l l YES WO
Matify the local Consider s=f isolation l‘ #
PHE Hesth at home for patients
Protecton who are climicaly stsble Refer to avian Conaidar
Team only i if =afe transport home fiu guidance sitermative
positive™ ran be amanged {lirk) disgnoses

Foot note - For further guidance:

*Link fo local Health Protaction Tesm bokup Link fo infection prevention and control guidance
Link to background information Link fo primary care management guidsnce

‘warsion 7. Updaled 25 Feb S0
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Guidance

COVID-19: Specified countries and areas

with implications for returning travellers
or visitors arriving in the UK

Updated 25 February 2020

Category 1: Travellers should self-isolate, even if asymptomatic, and call NHS 111 to
inform of recent travel.

Category 2: Travellers do not need to undertake any special measures, but if they
develop symptoms they should self-isolate and call NHS 111.

The guidance for Italy, Iran, and Daegu or Cheongdo (Republic of Korea) applies to
individuals who returned from these specific areas on or after 19 February 2020.

Category 1 countries/areas Category 2 countries/areas
Wuhan city and Hubei Province (China, see map) Cambodia
Iran China*
Daegu or Cheongdo (Republic of Korea, see map) Hong Kong
Any Italian town under containment measures (see map) Italy: north* (see map)
lapan
Laos
Macau
Malaysia
Myanmar

Republic of Korea*
Singapore

Taiwan

Thailand

Vietnam

*Except areas of the country specifically referred to in Category 1.
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Version 8

Map showing specified areas of the Republic of Korea, as of 25 February 2020.

Republic of Korea
Areas under containment measures

Inset 1 - Daegu Metropolitan City and
Cheongdo County

T~
Nl

A A B
|Cheongdo o

¢

o

Japan

Yellow area — Category 2

Orange area — specified areas (see inset and listed below) are Category 1.
The specified areas are Daegu Metropolitan City and Cheongdo County.

Map showing specified areas of Italy, as of 25 February 2020.

Ty

(e Aumrriy

Switzarland Humghy

Sovenis

Crosti

Feance

Bomeis
1) Hesz

Legend

Italy - Towns under contalnment measures

Inset 1 -

S Ty
/Inselz/-)ve/-netoRegmn//_/ 7
Vs

Yellow area — no special measures

Orange area — specified towns (see inset and listed below) are Category 1. Otherwise orange areas are

category 2.

The specified towns (see inset map) are in the regions of Lombardy and VVeneto.

In the Lombardy Region:

Bertonico
Casalpusteriengo
Castelgerundo
Castiglione D'Adda
Codogno

Fombio

Maleo

San Fiorano

Somaglia

Terranova dei Passerini

In the Veneto Region:
e Vo
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The Rotherham

N Fearawier Trge

RESPIRATORY

ISOLATION PRECAUTIONS
Yisitors must report to the nurse in charge BEFORE
entering the patient’s reom.

DoOr MiEt be kept cosed with full precastions
-pxe[-mgmmmnm
through the Infection Prevention and Controd Team).

Must Tollow all Infection prevention precautions

T be deoariaminated oo entering and exdting
e patlienis noom ! eninmEmment.

st be veom for direct contact with the patient
of hiser emvironment and when handiing
naminated materal. Thesa mist be removed
before leaving the mom

Must be wom for direct contact with te patient
oo his/her emvronment znd vehen
ontamingted materal. Thess must be remaved
before leaving the mom.

Dusck billed maskes (speclic mask advice will be
Issued In Certain CroumsEces) mist be wom
for cough nugpms.-mm
ontact. These must be removed

exfting the room and hands

Immedately

Must be dispersed of 25 Infections waste, Inskde
the n waste baq fllled
0 Shre B 5l e s ek et 4 e
areas identification tape and the bag must be dated.

Must be bagged Inside the patieat's room, using
algingte bags Inside red Inen bags, Mied no
miove than T ful then tied with

identificition tape

Om de-tsolation, the room must be
deaned or 3 routine dean phes Bloquell

NOVEL CORONAVIRUS SOP
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Appendix 3

DONNING OF PPE

15T PUT THE GOWN ON FIRST

ENSURE THUMB IS THROUGH THE
THUMB LOOP

2ND — FIT THE FFP3 MASK - STAFF MUST BE FIT

TESTED

3RD — pLACE THE VISOR OVER THE HEAD
COVERING THE FACE

FINALLY PUT THE GLOVES ON ENSURING THE CUFFS OF
THE GLOVES ARE OVER THE
GOWNCUFF CREATING A

SEAL
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Appendix 4

DOFFING of PPE

If an isolation room with flow from clean to dirty has
been set up with a separate doffing area all PPE will
be removed in the doffing area not in the room prior
to exit.

IN A SINGLE ISOLATION AREA WITH NO SEPARATE DOFFING AREA

1. REMOVE GLOVES and unhook thumb loop — USE GEL or hand
wash sink

2. REMOVE GOWN — USE GEL or hand wash sink

3. REMOVE EYE PROTECTION — USE GEL or hand wash sink

EXIT ROOM

4. REMOVE MASK — BIN IT — USE GEL or hand wash sink

WASH HANDS — AT THE NEAREST SINK
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Appendix 5

Isolation area for 1 adult with suspected novel

Version 8

coronavirus(not in labour)

Poswillo Childrens dental area on AMU corridor. (see map and flow chart
appendix 6 for room numbers and identification).

All equipment is stored in the room 3 key available from the site team Jiiil]
Bed and essential equipment to be placed in room 4

Signs for each door in the rooms are to be placed on the doors following the
flow of clean to dirty in the map at appendix 6.

The Estates shift man on [jjjjijj or bleep Jjjij must be contacted and asked to
turn off the air handling unit for Poswillo children’s dental unit- please note
that this also turns off the ventilation in theatre treatment suite.

Staff who have traditional uniform or no uniform that may feel more
comfortable in scrubs can change into these. Additional salmon coloured
scrubs can be obtained from the racks at the rear of the linen room on A
level. A “clean” person must go to the linen room.

All PPE equipment to be donned (put on) in room 3

Patient to be brought from the holding room in whichever department they
have accessed by staff wearing full PPE. The patient must have a mask on.
The corridor must have been cleared of all staff and public prior to taking
the patient to the Poswillo area. If the patient has a relative that came with
them they may follow but need to have a mask on and must wait in the
waiting room on Poswillo.

Patient to go into room 4. The windows in the room may be open if the
patient chooses. Waste bags and linen skips are to be in the patient room
but removed to the doffing area for storage prior to being taken to the waste
area by large wheeled bin.

The doffing room (room 5) is to contain an orange infected waste bin into
which all rubbish, including bed pans, urinals is placed. (use absorbent
granules prior to placing urinals etc in the bin) Once bagged this is to be
placed into the large 770 litre waste bin on wheels- phone porters on |Jiili
to arrange the delivery of this large waste bin, when filled this bin will be
swapped out. The windows in the doffing room may be opened.

Once this area has been activated as an isolation area the door code is to be
changed to avoid the risk of other staff entering the department. The code
can be changed by contacting the Estates shift man onjjjjjij or bleep |l
The large free standing isolation signs must be placed either side of the
doors that link to Theatre Treatment Suite to stop staff moving between the
two departments but this remains part of the fire escape routes so must not
be locked off.

Staff must follow the clean to dirty route and to ensure safe doffing
(removal) of PPE this can be observed by a colleague who can assist if
necessary wearing gloves and disposable plastic apron (usual PPE).

Room 6 may be used for the patient’s visitor to stay in whilst on site.

Room 1 may be used as a staff area. A kettle may be used in this room. Staff
may access the kitchen on AMU or any other public area.
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Appendix 6

Isolation unit.
“Poswillo” children’s dental unit.
“Minor operations unit” is above the door on AMU

] [

corridor.
] = —
[] }_l_l [ ]
Patient Isolation || PPE Vistor
Room 4 | Doffing Sitting
1{_; Room 5 Room 6
.'I II'II/—l ] II/ \‘III :I:‘ |
i _/ /
\'\ \ \.
,'i'\\ “ — I'.\ I
D SN
PPE Donning Staff Area
Room 3 Room 1 |
/ Store Room, /
| Room 2 t=|_| o
| -
’L | J:ﬂ
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Version 8

Appendix 7

Temporary Isolation area for 1 child with
suspected novel coronavirus.

Childrens ward cubicle 5 is the identified best area to enable appropriate
PPE use to care for the child.

Childrens ward cubicle 6 cannot be used to exit into the sluice room
between the two cubicles but would be a suitable area for the
parents/guardian to be seated if they are not in the room with full PPE on
with their child.

The Estates shift man on Jjjjij or bleep Jjjij must be contacted and asked to
turn off the air handling unit for children’s ward one. The vents on the doors
must be covered with plastic sheet to reduce risk of air flow out of the room.
Staff who have traditional uniform or no uniform that may feel more
comfortable in scrubs. Additional salmon coloured scrubs can be obtained
from the racks at the rear of the linen room on A level.

All PPE equipment to be donned (put on) before entering cubicle 5

Patient to be brought from the holding room in whichever department they
have accessed by staff wearing full PPE. The patient must have a mask on.
The corridor must have been cleared of all staff and public prior to taking
the child to cubicle 5.

The doffing (removal) of PPE must be done in the sluice room. This room is
to contain an orange infected waste bin into which all rubbish, including bed
pans, urinals is placed. (use absorbent granules prior to placing urinals etc
in the bin) Once bagged this is to be placed into the large 770 litre waste bin
on wheels- phone porters on ] to arrange the delivery of this large waste
bin, when filled this bin will be swapped out and taken to the waste area.
The doffing (sluice) room is also to contain the linen skip in which linen is to
be bagged as infected linen in ared alginate bag inside a white linen bag.
When filled this is to be placed in the same large wheeled waste bin as if the
result is positive the linen will be disposed of, if the result is negative the
linen will be re-laundered.

Staff must follow the clean to dirty route and to ensure safe doffing
(removal) of PPE this can be observed by a colleague who can assist if
necessary wearing gloves and disposable plastic apron (usual PPE).

In the event of deterioration the child may be moved to the HDU area if it is
empty with the corridor cleared of all people and the staff moving the child
in full PPE. This area will need to be segregated to have a dirty doffing area
near the sink to enable best option for staff safety on removal of PPE. Staff
need to be 2 meters from the child when PPE is not being worn.

If a child has to be transferred to another off site unit the receiving unit and
ambulance staff must be informed prior to the transfer.
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Appendix 8

Isolation area for 1 pregnant lady in labour with

Version 8

suspected novel coronavirus.

The Purple butterfly (Hansel suite) has been identified as the most appropriate area
to enable staff to safety donn (put on) and doff (remove) PPE whilst caring for a lady
in labour.

Contact Estates on call on ] or bleep i to see if any air handling systems need
to be closed off, they can contact the Estates officer on call for further advice if
needed.

Staff who have traditional uniform or no uniform that may feel more comfortable in
scrubs can change into these. Additional salmon coloured scrubs can be obtained
from the racks at the rear of the linen room on A level.

All PPE equipment to be donned (put on) before entering the room. This includes in
an emergency situation.

Patient to be brought from the holding room in whichever department they have
accessed by staff wearing full PPE. The patient must have a mask on. The corridor
must have been cleared of all staff and public prior to taking the patient to the
Hansel suite.

The doffing will need to take place in the current kitchen area of the purple butterfly
(hansel suite) which must have had all tea/coffee etc removed from the cupboards in
this area (do not use as a kitchen area). This area is to contain an orange infected
waste bin into which all rubbish, including bed pans is placed. (use absorbent
granules prior to placing bed pans etc in the bin) Once bagged this is to be placed
into a large 770 litre waste bin on wheels- phone porters on Jjjjjj to arrange the
delivery of this large waste bin, when filled this bin will be swapped out and kept in
quarantine pending results.

The doffing area is also to contain the linen skip in which linen is to be bagged as
infected linen in ared alginate bag inside a white linen bag. When filled this is to be
placed in the same large 770 litre wheeled waste bin as if the result is positive the
linen will be disposed of, if the result is negative the linen will be re-laundered.
Staff must follow the clean to dirty flow and to ensure safe doffing (removal) of PPE
this can be observed by a colleague from the corridor.

Staff must be at least 2 meters away from the patient as they doff PPE and must
then immediately leave the room.

In the event that the lady has to go theatre, the corridor must be cleared of all
equipment and cleared of all people who are not in full PPE prior to the transfer and
all doors to other rooms must be closed. Staff who are already in full PPE in the
room with the lady do not have to change prior to going into the theatre.

Post theatre the lady and baby would need to return to the Purple butterfly (Hansel
suite).

The theatre would be decontaminated following the advice in the general SOP.

In the event that the baby needs to be transferred to SCBU the corridor from theatre
to SCBU must be cleared of equipment, all doors to other rooms closed and SCBU
staff need to have their cubicle vacant and have on full PPE and would follow their
usual isolation protocol.
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ED isolation holding area map
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Appendix 10

Isolation holding area in ED for 1 patient with suspected
novel coronavirus.

e Inthe event that a patient presents or is being sent to ED the designated
holding area is the viewing room, as the visitors rooms en-suite toilet is to be
used for the doffing of PPE. (Donning of PPE will be in the decontamination
room).

e The porter team leader and security must be contacted to support the
clearance of corridors and closure of any doors for the movement of the
patient.

e Ambulance crews in the car park must be informed so they can ensure the
doors to the ambulance are closed and that they are not moving a patient at
that time.

o Portable privacy screens to be placed by the doors to ambulance resus prior to
patient transfer.

e The patient should not be taken through the ED waiting room but should be
accompanied by a staff member in full PPE through the side gate to the
ambulance entrance. The key for the padlock on the gate is on the main ED
keys, the ] bleep holder keys, security and porter team leader also have a
key.

e The patient with possible novel coronavirus should be provided with a surgical
mask as they are taken to the viewing room, the RAT corridor must have been
cleared of all patients, staff and visitors at the time of transfer.

e The doors from resus to the viewing room must not be opened. A sign to this
effect is in the coronavirus boxes and must be placed on the doors on the
resus side.

e The usual decontamination room is to be used for the donning (putting on) of
PPE.

The food and drink items in the visitors room need to be removed completely.

e The visitors room en-suite toilet areais to be used for doffing (removal of PPE)
as the staff are able to use the sink for hand hygiene as the PPE is taken off.
The PPE needs to be placed directly into an orange waste bin in the toilet area
until collection directly into a 770 litre wheeled waste bin can be done as part
of the terminal clean after the patient leaves the area. see map at appendix 9.

e If the patient needs to remain as an inpatient they should be transferred to the
Poswillo isolation area on AMU corridor.

e |If out of hours the ] bleep holder or porter team leader will need to open the
Poswillo area.

e All patients, staff and visitors must be cleared from the route and all doors
along the route closed to other rooms/departments, this may include patients
being placed into red and blue areas until the transfer has gone past.

o Only staff in full PPE must complete the transfer with all supporting staff who
are keeping the route clear remaining more than 2 meters away.

¢ Inthe eventthatitis achild that is going to be transferred and a cot is required
contact the porter team leader in advance to arrange the cot to the Poswillo
room.

e The viewing room and visitor room must be left empty for 20 minutes before
beig terminally cleaned after use by staff wearing full PPE.
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Appendix 11

Action card 1

ED Reception

Informed either by patient by telephone outside of
reception, informed by a call from 111 or the patient
has answered yes to travel or contact history of
concern for novel coronavirus. This is for adult and/or
child.

e Ask patient (and anyone with them) to go back outside
and stand next to the decontamination area or into the
111 pod (if vacant) and a nurse will come to you, this
will take a few minutes but please wait for them to
come to you.

e Receptionist to inform nurse in charge on i}

e Receptionist to inform clinical site manager by fast
bleep on ] via switchboard.

Please turn over for script for calls from the
coronavirus 111 pod
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ED RECEPTION STAFF
SCRIPT FOR CALLS FROM THE CORONAVIRUS 111 POD
Hello
This is reception have you contacted 1117
Reply:
No -Pleasering 111
Yes — What have they advised you to do?

e If 111 are ringing you back please wait for the call
e Once 111 have called you could you please ring
Il and tell us if they advise you to go home.
If you feel that you have become more unwell please
ring ]l (Consultant in Charge)

Action card 1 Novel coronavirus. 14" February 2020 version 3
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Appendix 12

Action card 2

ED Nurse in Charge

1. Informed by receptionist that patient is in 111 pod awaiting
information from 111

2. Informed by clinician in charge that the microbiologist has
agreed to a patient being swabbed for coronavirus and is
either in the pod or due to attend the pod.(instructions are
inside the pod for the patient to phone reception to say
when they have arrived.)

Identify registered nurse to donn PPE. Boxes held in the
decontamination room. (nurse must be someone who is fit
tested),(box with PPE called novel coronavirus is in the room).
If the patient appears well with no other concerns voiced to
the nurse, the nurse to take nasal and throat viral swabs as
per instructions in the PPE box and patient to return home,
following 111 advice. (Links to action cards 9&10 for the nurse
doing the swabbing)

o If the nurse is concerned regarding the patients clinical

condition to phone the clinician in charge [Jjjj so that
admission to the isolation area in the viewing room can be
arranged and swabbing done as part of the assessment in
A&E. Bring the patient to the isolation area via ambulance
entrance (via side gate).

¢ Inform any ambulance crews who are in the vicinity that a
patient is being brought into isolation so they keep
ambulance doors closed until transfer has gone past.
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3. YAS may inform that they are bringing in a patient for
isolation with possible coronavirus.

e Inform clinician in charge i}

¢ Identify registered nurse to donn PPE. Box held in the
decontamination room. (nurse must be someone who is fit
tested),(box with PPE called novel coronavirus is in the room).

e Nurse in charge to brief all others on duty.

e Another nurse to be allocated to clear the visitors room,
viewing room and to set the room for isolation including
locking and placing “No entry” signs on the inside of resus
doors. (Signs are in the coronavirus box) ensure BP monitor
available. Contact Estates on JJjjj or bleep JJjjj to turn of air
handling unit for this area.

e Place mobile screens in front of the automatic doors leading
into resus to maintain privacy and dignity.

e Within cupboard in the viewing room is a tray with sphyg,
stethoscope, dect phone [Jjjij- these items will remain in this
room and must not be removed.

e When corridor is clear (by security and porters) the patient to
be escorted to the viewing room by the nurse in PPE.

e Nurse in PPE to perform triage. Whilst clinician is donning PPE
(must be already fit tested).

¢ Liaise with clinical site manager regarding status of patient
and if admission is likely.

¢ If admission required adult patient will be moved to
Children’s dental clinic (Poswillo) isolation area on AMU
corridor (above door this areas says “minor operations unit”).
Child to be transferred to room 5 on children’s ward.
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e Patient must be provided with an FFP3 mask for the transfer
(surgical mask over 02 mask if 02 in use). Staff doing transfer
must remain in PPE which they will remove in the doffing area
in children’s dental clinic or for a child in the doffing room
next to room 5.

e If transfer is delayed for any period consider welfare of staff
member in PPE.

e Leave the viewing room and relatives room vacant for 20mins
then to have a terminal clean by domestic staff wearing full
PPE.

Action card 2 ED nurse in charge. 14" February 2020 version 3.
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Appendix 13

Action card 3

ED Clinician in charge.

Patient in the 111 pod has rung you directly as they
have accessed the pod and feel unwell.

Inform the patient that a nurse will come to them who
will be wearing PPE.

Inform nurse in charge who will arrange for the patient
to be brought into isolation in the viewing room.
Identify a clinician to put on PPE ready to assess the
patient. (must be fit tested).

If meets criteria for COVID 19 risk, please contact the
Microbiologist to discuss swabbing.

Informed by nurse in charge of patient coming in from
the 111 pod or via ambulance to the isolation area in
viewing room.

¢ |dentify clinician to donn PPE in the decontamination
room (must be fit tested),(box with PPE called novel
coronavirus is in the room).

e Nurse in charge will inform them when the patient is in
the isolation area in the viewing room and ready to be
seen.
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e Liaise with the clinician undertaking the assessment via
phone. (designated dect phone [ in the isolation
area).

e Suspected cases must be informed to the
Microbiologist on duty on i or via switchboard.

e Discuss with infectious diseases.

¢ If decision following above communication is to admit
within TRFT inform nurse in charge who will arrange
transfer to isolation area on AMU corridor for adults or
to room 5 on Children’s ward for a child.

e Contact the relevant speciality Registrar /Consultant
and inform about the patient.

GP or OOH GP may require a patient to be assessed
face to face and will request attendance to the
isolation area in the viewing room. Follow above
procedures.

Action card 3 Novel coronavirus. 14" February 2020 version 2
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Appendix 14

Action card 4

Security.

To include observation of any activity around the 111 pod in front
of the UECC and any concern of patients accessing the pod contact
nurse in charge of ED

Informed by switchboard that a patient has presented to ED
who is going to need isolation. (may be adult or child).

e Security to present to main nurse station in Red and to go to
the nurse in charge.

e Nurse in charge will ask for assistance with clearing the back
corridor (RAT) Security will then prevent access from the
secure side of the main corridor and from level one lifts/stairs
into RATS to allow the patient to be escorted by clinical staff
into the identified holding/assessment area.

e Nurse in charge will keep security updated regarding support
required if the patient is going to be transferred within the
hospital site.

o If the patient is transferred within the hospital, security will
secure the route prior to the patient being escorted by clinical
staff into the identified area. Security will remain on the
secure side of any route to prevent any contact.

e No PPE is expected as security staff will not be placed within
risk area. If a situation arises that requires a response from
security PPE will be issued

Action card 4 Novel coronavirus. 14" February 2020 version 3
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Appendix 15

Action card 5

Porter team leader.

Informed by switchboard that a patient has presented to ED
who is going to need isolation (may be adult or child).

e Porter to present to main nurse’s station in Red and to
go to the nurse in charge.

e Nurse in charge will ask for assistance with clearing the
back corridor (RAT) and moving forward ahead of the
patient requiring isolation to clear the walkway.

e Nurse in charge will keep you updated regarding
support required if the patient is going to be
transferred within the hospital site.

e No PPE is expected as portering staff will not be placed
within risk area and will not transfer the patient.

e You may be asked to arrange for a 770 litre wheeled
waste bin to be brought to the RAT corridor (or other
site) once the patient has been discharged/transferred.
The waste placed in this bin will not be secured with
tape (tie wraps are being considered). This waste must
not be decanted into any other bin. The bin must be
locked and taken to the waste area.

Action card 5 Novel coronavirus. 11th February 2020 version 2
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Appendix 16

Action card 6

Clinical Site Manager.

Informed by ED receptionist that a patient has
presented to ED who may be a risk for coronavirus
(may be adult or child). (ED nurse in charge has also
been informed and has an action card).

CSM to contact switchboard via [ and request fast
bleep of security and porter team leader to go to ED.

e CSM to attend ED for update on position from nurse in
charge.

e CSM will ask for assistance with clearing the back
corridor (RAT) into red and blue areas to enable
patient to be taken into viewing room isolation area.

e CSM to inform Silver: in hours deputy COO or COO on
I and Infection Control on i}, out of hours Silver
on call.

e CSM to contact nurse in charge of children’s ward to
inform them that a child requires admission to
isolation in rooms 5&6. and contact Estates on Jjjjij or
bleep ] to turn of air handling unit for this area.

e CSM to open children’s dental area (poswillo) on AMU
corridor if adult admission is planned. Or ring ] to
ask the GP hub to move urgently, or Childrens’ dental
on a Tuesday. And contact Estates on [Jjjjjj or bleep
Jl to turn of air handling unit for this area.
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e Reception staff entrance door code |}

e Internal door room 2 |}

e Donning room room 3 N

e Door code for patient access [Jjjjjjj to enable patient
to be taken to room 4.

e CSM contact Estates shift workerjjjjjjj to change door
codes so that no staff can enter the isolation area in
error with the usual door codes.

e CSM to contact staffing bleep holders [jjjijfor
medicine, bleep Jjjjj for surgery, labour ward co-
ordinator via switchboard to inform of situation and
potential for staff support in the isolation area.

e CSM to facilitate and support the transfer of the
patient from the holding area in ED to the children’s
dental (poswillo) area on AMU corridor.

e CSM to facilitate and support the transfer of a child
from ED to Children’s ward Rooms 5&6.

¢ Maintain an overview of the situation and keep Silver
updated.

Action card 6 Novel coronavirus. 14" February 2020 version 2
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Appendix 17

Action card 7

Silver

Informed by CSM that a patient has presented to ED
who may be a risk for novel coronavirus (may be adult
or child). The following people have been informed and
have actions cards to follow:

ED nurse in charge

CSM

Clinician in charge

Porter team leader

Security

Silver to inform Gold and inform of situation.

Silver to attend site if not already present.

Silver to inform ROC 03003300299.

Maintain liaison with CSM and update Gold.

If Infection control advice is required out of hours

please contact via switchboard.

Any media queries refer to Public Health England.

Action card 7 Novel coronavirus. 7™ February 2020 version 1
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Appendix 18

Action card 8

111 CORONAVIRUS POD via 111 call

Patient has already contacted 111 and swabbing has been
agreed by the Microbiologist.

Patient is given an agreed time to attend the pod. They remain under the
care of 111 unless they are brought into department.

If patient is brought by car, will have been instructed to pull into the car
park next to the pod. Relative/friend remain in the car whilst patient
access’s the pod. If driving their own car, registration will have been given
to security so they know the car will be blocking the area for a few minutes
whilst swabbing is completed.

Werite down the patient’s name, DOB, NHS number if known from 111.
Nurse to remove items such as mobile, badges etc, the nurse may then put
on different scrubs for comfort only if required, then to put PPE on in the
decontamination room, then go via the ambulance entrance through the
side gate to enter the pod taking two green viral swabs with microbiology
form, a surgical mask in case the patient has to be brought in, and an
orange waste bag with them. (swabs, forms, mask and bags in a white bag
with the PPE box).

Do not do observations.

Do not do influenza point of care test.

If the patient looks more unwell and the nurse feels an assessment is
indicated nurse to ring nurse in charge so the patient can be brought into
the isolation area in the viewing room with a surgical mask on and to enter
via the ambulance entrance.

Two viral swabs are required, one nasal and one throat, using the green
viral swabs.

The patient may now be told they can leave (unless they have been

brought in to isolation for assessment), to go home and self-isolate until
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the results are known, the results will be available approximately 6pm the
following day. Results will be given to the patient by phone along with any
other advice or action at that time.

Nurse to clean all of the surfaces of the chairs, table top, pen and
telephone using the alcohol hard surface wipes that are in the pod. Put all
the used wipes directly into the orange waste bag keeping one wipe free to
wipe the door handles and phone down as you leave the pod. Nurse to
phone the nurse in charge 4690 (using the phone in the pod) to let them
know that they are ready to leave the pod so the route can be cleared back
to the doffing room via the ambulance entrance.

The nurse to carry the swabs in microbiology forms and the orange waste
bag back through the gate to go into the doffing room (visitors room toilet)
via the ambulance route which will have been cleared by the nurse in
charge.

Another colleague must hold open the large plastic laboratory bag for the
nurse in PPE to drop the samples into, this large bag remains clean and is
to be taken by hand (no PPE needed) and handed to a member of staff in
Microbiology.

The nurse is to remove PPE in the order specified on the signs in the
doffing area placing them all in an orange waste bag. Hands are to be
decontaminated after each item is removed. The nurse must have
confidence that he/she has not made contact with eyes, mouth or nose
until all PPE is removed and hands are clean.

Alcohol hard surface wipes to be used to wipe down touch points, door
handles, soap dispenser, tap, sink, bin lid

The orange waste bag is to be placed inside another orange waste bag and
then tied up, hands to be washed again. The waste bag may then be taken
to the sluice for standard collection.

The nurse may feel the need to have a shower after and change scrubs as
the PPE makes the wearer feel hot. (towels and toiletries have been placed
in the upstairs changing rooms).
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Appendix 19

Action card 9

111 CORONAVIRUS POD self-presenter

Patient has self-presented to the pod and has rung the
receptionist to say they are in the pod.

o Receptionist informs the nurse in charge that a patient has come to the
pod and is waiting for 111 to ring the patient back to decide if swabbing is
indicated or not.

o Patient has been asked to let receptionist know if they are leaving or if
they have been asked to wait to be swabbed.

° The receptionist will take down the patients name, DOB, NHS number
if known to give to the nurse in charge.

° They remain under the care of 111 unless they are brought into
department.
° Nurse to remove items such as mobile, badges etc, the nurse can then

put on different scrubs for comfort only if required, then to put PPE on in the
decontamination room, then go via the ambulance entrance through the side
gate to enter the pod taking two green viral swabs with microbiology form, a
surgical mask in case the patient has to be brought in, and an orange waste
bag with them. (swabs, forms, mask and bags in the white bag on the box in
the decontamination room with the PPE).

° Do not do observations.
° Do not do influenza point of care test.
° If the patient looks more unwell and the nurse feels an assessment is

indicated nurse to ring nurse in charge so the patient can be brought into the
isolation area in the viewing room. The patient would need to wear the
surgical mask and would be brought in via the ambulance entrance.

° Two viral swabs are required, one nasal and one throat, using the
green viral swabs.

° The patient may now be told they can leave (unless they are brought
in), to go home and self-isolate until the results are known, the results will be
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available approximately 6pm the following day. Results will be given to the
patient by phone along with any other advice or action at that time.

° Nurse to clean all of the surfaces of the chairs, table top, pen and
telephone using the alcohol hard surface wipes that are in the pod. Put all
the used wipes directly into the orange waste bag keeping one wipe free to
wipe the door handles and phone down as you leave the pod. Nurse to
phone the nurse in charge Jjjjjj (using the phone in the pod) to let them
know that they are ready to leave the pod so the route can be cleared back
to the doffing room.

° The nurse to carry the swabs in microbiology forms and the orange
waste bag back through the gate to go into the doffing room (visitors room
toilet) via the ambulance route which will have been cleared by the nurse in
charge.

° Another colleague must hold open the large plastic laboratory bag for
the nurse in PPE to drop the samples into, this large bag remains clean and is
to be taken by hand (no PPE needed) and handed to a member of staff in
Microbiology.

° The nurse is to remove PPE in the order specified on the signs in the
doffing area placing them all in an orange waste bin. Hands are to be
decontaminated after each item is removed. The nurse must have confidence
that he/she has not made contact with eyes, mouth or nose until all PPE is
removed and hands are clean.

° Alcohol hard surface wipes to be used to wipe down touch points, door
handles, soap dispenser, tap, sink, bin lid.

° The orange waste bag must be removed from the bin and is to be
placed inside another orange waste bag and then tied up, hands to be
washed again. The waste bag may then be taken to the sluice for standard
collection.

° The nurse may feel the need to have a shower after and change scrubs
as the PPE makes the wearer feel hot. (towels and toiletries have been
placed in the upstairs changing rooms).
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NOVEL CORONAVIRUS
INFECTION PREVENTION AND CONTROL
INSTRUCTIONS

SECTION 2
DOCUMENT DEVELOPMENT, COMMUNICATION,
IMPLEMENTATION AND MONITORING
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CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS
This document was developed in consultation with:

Head of Health and Safety and Compliance (Estates)
Trust Waste Manager

Consultant Microbiologist

Microbiology staff

Head of Facilities Services

Wide circulation of versions.

9. APPROVAL OF THE DOCUMENT
This document was approved by:
Executive Medical Director
10. RATIFICATION OF THE DOCUMENT
This document was ratified by the Trust Document Ratification Group.
11. EQUALITY IMPACT ASSESSMENT STATEMENT
An Equality Impact Assessment has been carried out in relation to this
document using the approved initial screening tool; the EIA statement is
detailed at Appendix 1 to this section of the document.
The manner in which this policy impacts upon equality and diversity will be
monitored throughout the life of the policy and re-assessed as appropriate
when the policy is reviewed.
12. REVIEW AND REVISION ARRANGEMENTS
This document will be reviewed every three years unless such changes
occur as to require an earlier review.
Lead Nurse/Assistant Director for Infection Prevention and Control is
responsible for the review of this document.
13. DISSEMINATION AND COMMUNICATION PLAN
To be disseminated Disseminated How When Comments
to by
Document Ratification | Author Email Within 1 week | Remove

Group via policies
email

of ratification

watermark from
ratified document
and inform
Document
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Ratification Group
if a revision and
which document it
replaces and
where it should be
located on the
intranet. Ensure all
documents
templates are
uploaded as word
documents.

Communication Team | Document Email Within 1 week | Communication
(documents ratified by | Ratification of ratification | team to inform all
the Document Group email users of the
Ratification Group) location of the
document.
All email users Communication | Email Within 1 week | Communication
Team of ratification | team will inform all
email users of the
policy and provide
a link to the policy.
Key individuals Author Meeting/E | When final The author must
Staff with a mail as version inform staff of their
role/responsibility appropriate | completed duties in relation to
within the document the document.
Heads of Departments
/Matrons
All staff within area of | Heads of Meeting / As soon as Ensure evidence
management Departments Email as received from | of dissemination to
/Matrons appropriate | the author staff is maintained.
Request removal
of paper copies
Instruct them to
inform all staff of
the policy including
those without
access to emails
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14. IMPLEMENTATION AND TRAINING PLAN
What How Associated Lead Timeframe
action
PPE donning Face to Visual Infection On distribution of
and doffing face information Prevention | the novel
instruction | sheet and coronavirus
Control boxes to the
Team listed areas
Novel Face to Infection During annual
coronavirus face MAST Prevention | MAST
information Level 2 and control
nurse
15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS

OF THE TRUST DOCUMENT

15.1 Process for Monitoring Compliance and Effectiveness

Audit/Monitoring
Criteria

Process for
monitoring
e.g. audit,
survey

Audit /
Monitoring
performed

by

Audit / Audit / Action
Monitoring | Monitoring | plans
frequency | reports approved
distributed | and
to monitored
by

Example: Roles &
Responsibilities

Example: Local
Procedures

Example: Training
attendance

Example: Staff
Awareness

15.2

Standards/Key Performance Indicators (KPIs)

No healthcare associated spread of novel coronavirus.
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Section 2
APPENDIX 1

NHS

The Rotherham

NHS Foundation Trust

EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

Document Name: ~ Novel coronavirus SOP Date/Period of Document:  January 2020 —January 2023
Lead Officer:  Lead Nurse/Assistant DIPC Job title: IlstlastNurse/Assmtant
[ ] Function [ ] Policy <] Procedure [ ] Strategy [] Other:

Describe the overall purpose / intended outcomes of the above:

You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.

1. Assessment of possible adverse (negative) impact against a protected characteristic
Does this have a significant negative impact on equality in relation to Response If yes, please state why and the evidence used in
each area? your assessment
Yes No
v
1 Age
2 Disability Y
. v
3 Gender reassignment
v

4 Marriage and civil partnership

5 Pregnancy and maternity

6 Race

7 Religion and belief

8 Sex

AN EEEN AR IR AN

9 Sexual Orientation

You need to ask yourself:
o Will the policy create any problems or barriers to any community or group? [_] Yes [X] No
e Will any group be excluded because of the policy? [ ] Yes [X] No
o Will the policy have a negative impact on community relations? [_] Yes [X] No
If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment

2. Positive impact:
Could the policy have a significant positive impact on equality by Response If yes, please state why and the evidence used in
reducing inequalities that already exist? your assessment
Explain how will it meet our duty to: Yes | No
1 Eliminate discrimination, harassment and / or victimisation d
. . . v
2 Advance the equality of opportunity of different groups
. . . v
3 Foster good relationships between different groups
3. Summary
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?
Positive | Negative
HIGH [] MEDIUM[] | LOW [] | NEUTRAL [] | Low[ ] | MEDIUM[] [ HIGH[]
Date assessment completed: Is a full equality impact assessment required? [ Yes ] No

Date EIA approved by Equality and Diversity Steering Group:
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