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1. Introduction
Unprecedented times require an unprecedented response. To mount a co-ordinated
response and communicate consistently will require primary care and community staff to
work as one team – 111, Integrated Urgent Care, Primary Care (both in and out of hours),
Community Respiratory Teams, and a pool of staff responding to the call for extra help. This
requires the redesign of the entire community pathway and the establishment of new
methods of working.
This guidance has been co-authored at pace (contributors list under section 8). It is
anticipated that it will change as knowledge about COVID-19 increases and as the system
changes in response over the coming weeks and months. The document will be reviewed
and updated as necessary on a weekly basis.

2. Out of Hospital settings, assessments, pathways and
treatments for patients with suspected COVID-19
This section provides primary and community care staff guidance on settings, assessment,
pathways and appropriate treatment advice for those with suspected COVID-19 symptoms.
Out of hospital care settings that have been considered within the scope of this document
include Primary Care Hot and Cold sites, patients’ homes and nursing/care homes.

2.1. Zoning or Hot and Cold Sites in primary care during COVID-19
There are several models of care provision being implemented across Primary Care estate
to reduce the risk of transmission between people requiring face to face assessment and
treatment during the COVID 19 pandemic. More information on zoning and hot and cold site
are provided within national primary and community SOPs which can be found here:
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0133-COVID-19Primary-Care-SOP-GP-practice_V2.1_6-April.pdf
Until testing is available, we need to assume all people could be COVID-19 positive. In the
context of social distancing policy, it is important to reduce the risk to patients and staff from
unnecessary exposure to potential sources of COVID-19 infection.
Triage and assessment of patients by default, is to be carried out remotely, by telephone or
preferably virtual consultation. “Face to face” assessment should be undertaken in cases
where this is imperative to assessment and where the benefit of so doing outweighs any risk.
An example could include examination of a patient with suspected acute abdomen. The
decision to undertake a face-to-face assessment must be made by 2 or more clinicians, in
order to ensure that such assessment is necessary beyond what is possible via a virtual
consultation.

Previous viral outbreaks have demonstrated that morbidity and mortality
associated with reduced access to care can be of equal, if not greater, significance
than the impact of the infection itself.
Where necessary we should continue to examine people physically, (taking the
appropriate precautions) particularly where this could inform the diagnosis of other
acute conditions or risks of deterioration.
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It is recommended that if advice and support mechanisms are available locally from
respiratory or acute physicians/palliative care consultants, sites and zones consider building
links.
•

Zoning – this approach manages both cohorts (high suspicion of COVID-19 and
lower suspicion of COVID-19) within all practices but with designated areas and
workforce to maintain separation. This requires designating a specific zone within
each practice to manage those with COVID symptoms. This option reduces the need for
significant reconfiguration of existing patient flows, acknowledging that flows have
already changed to remote consultations. The interface between the zones requires
careful management to minimise cross contamination with strict decontamination
protocols in place.
Not all premises are likely to have separate entry/exits point to help maintain separation
and reduce risk. When seeing patients, physical separation by isolating patient in a
specified room with a video/phone link to a healthcare professional in another room, may
be possible.

•

Hot & Cold Sites – Practices may wish to adopt such a model to better manage
increasing demand as infection rates increase. In practice, this means dividing groups
of practices into ‘hot‘ sites that manage high suspicion COVID-19 patients only
and ‘cold sites’ that manage lower suspicion of COVID-19 patients only.
Cold sites are important to undertake necessary assessment and treatment of
lower suspicion of COVID-19 patients, including wound dressings, childhood
immunisations etc.

•

Mixed Model – Each PCN/CCG may have a mixture of the two models.

NB:
• PPE guidance needs to be followed with care in all situations.
• Workforce capacity constraints means pooling of staff may be required.
• We are expecting more national guidance about this very soon.
• Please see appendix 1 for guidelines on emergency oxygen therapy to treat hypoxic
patients with suspected COVID 19 within primary care hot sites
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2.2. Respiratory assessment and pathways for patients with suspected COVID-19 in
the community across all settings
2.2.1. Remote Assessment/Telephone Triage with Patient or Carer
Triage should be carried out by experienced clinicians. See Box 1 below for guidance and
Appendix 3 for the Oxford COVID-19 Evidence Service. It is advised that Roth Scores are
not used as part of assessments with patients or carers.
Box 1. Remote Assessment/Telephone Triage with Patient or Carer

1. Screen for symptoms of COVID-19 infection
•
•
•

Do they have fever >37.8?
If no thermometer, have they felt shivery, achy, or are they hot to touch?
Do they have a new continuous cough, different to usual?

2. Screen for severity of illness. Suggested questions:
•
•

“How is your breathing is today?”
“Do you have an oximeter at home or have you noticed any blue
discolouration of your lips?”
• “Are you so breathless that you are unable to speak more than a few words?“
• “Are you more breathless than usual on walking or climbing stairs?
• “Do you feel dizzy, faint or have a headache?”
• “When was the last time you went to the toilet and passed urine?”
• Ask about other symptoms of severity e.g. collapse, chest pain, signs of
sepsis, confusion?
Please note that patients may be “comfortably hypoxic”. When assessing, please
check if there has been any deterioration in these question from the day before.
There is no accurate way to assess hypoxia without pulse oximetry (unless
patient is obviously cyanosed) - so consider how to do this (patient has own
device, or deliver device to patient (mobile oximetry service), or patient to attend
hot site for assessment and collect oximeter for home monitoring).

3. Assess whether increased risk of severe illness with COVID-19 against the
list of conditions which lead to increased risk (see appendix 2)

4. Do they have an established advance care plan? Is it documented on Coordinate My Care? If not, and it is appropriate, explore wishes and consider
capacity.

5. Decide whether for home management (see pathway diagram 1 below)
6. Clinical judgement is crucial and overrides the pathway
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2.2.2. Pathway diagram 1. Categorising patients with COVID-19 symptoms in the
Community
COVID-19 Symptoms in Community – Patient at home
New continuous cough
Temperature ≥ 37.8

Remote assessment
GP’*

Remote assessment
111 online or 111 telephone

Mild Symptoms
Cat 3

No moderate or
severe symptoms

Moderate Symptoms
Cat 2a
New
breathlessness
on walking
Dizzy/faint on
walking
Severe
headache
Not passing
urine
Moderate tight
chest/wheezy
See pathway
diagram 2

Stay at home
advice & Safety
netting

Severe Symptoms

Cat 2b

Cat 1

Housebound
Or in ‘Very
High Risk
Category’*

Drowsy/Unconscious
New onset confusion
Cannot stand due to dizziness/faint
Cannot complete sentence due to SOB.
Cardiac chest pain

NO

Telephone / video
assessment or
appointment at ‘Hot
zone/hot site’

YES

Advance Care
Plan/plan on
CMC states
preference for
home care, or
they decline
admission.
Refer to local
primary and
palliative care
teams.

Telephone/video
assessment or home
visit if absolutely
necessary

Preference for admission
or no Advance Care Plan:
assess co-morbidities
and underlying health
conditions in conjunction
with Clinical Frailty Scale
(appendix 4)

Appropriate for, and
accepts, transfer to
hospital

999 Hospital
admission

* Consideration should be given to making reasonable adjustments with telephone and
videoconferencing for people who may find these interactions challenging. These groups
may include people with Learning Difficulties, autism, dementia, and those for whom English
is not their first language. Where possible it is suggested that interactions are supported by
people who know the individual well such as the local Community Learning Disability
Service, carers and relatives.
For advice re: mild or moderate symptoms, patients / carers should be directed to the link
below: https://www.nhs.uk/conditions/coronavirus-covid-19/. Categories 1 ,2a, 2b and 3
relate to the national categorisation being used by 111 services.

8

2.2.3. Pathway diagram 2. Triaging patients with moderate symptoms of COVID-19 but
NO pre-existing lung disease or significant comorbidities

Triage of patients with moderate symptoms of COVID-19 but no pre-existing lung
disease / significant comorbidities

Remote clinical assessment including:
Date of first symptoms, history of illness, cough? Fatigue? Fever? Short of breath?
If they have equipment to measure their own temperature, pulse, blood pressure, oxygen saturation. If they do,
ask about the measurements. BMJ guidance on taking a remote assessment can be found here
https://www.bmj.com/content/368/bmj.m1182

In all circumstances clinical judgement is the most important factor.

Alternative
diagnosis,
low
COVID-19
risk

Alternative
diagnosis
plus
suspected
COVID-19

Suspected COVID-19 and respiratory complications

Low/Medium risk
If available
Sats = 94-95% HR =90-110 RR=21-22
Speaking full sentences.

Desaturation test*
Advisable where possible

No
desaturation

Follow
usual
treatment
pathway
and refer
onwards or
continue
usual
primary
care

Follow usual
treatment
pathway and
refer
onwards or
manage/
monitor via
the hot
zone/site

Stay at
home
advice &
safety
netting
(see
section
2.2.5)

*Either 1 min sit-to-stand or 40 steps
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If desaturation from resting
sats, confer on decision and
agree route

Consider trial of
treatment at home
and possible
secondary bacterial
pneumonia.
Monitor within at
most 24 hrs using
clinical judgement.
Patient to call 999 if
deteriorates
(see section 2.2.5)

High risk
Sats ≤94%
HR>110
Unable to
speak full
sentences.
Signs of
sepsis.
Other
emergency
signs

If appropriate
transfer to
hospital,
999

2.2.4. Pathways for patients with PRE-EXISTING lung conditions or comorbidities
Asthma – COVID-19 can present with symptoms similar to an asthma attack such as cough
and shortness of breath. However, it is worth letting patients know that it is uncommon to get
a high temperature and changes in taste or smell with an asthma attack so the presence of
these symptoms are more likely to suggest infection with SARS-CoV-2.
Most patients with asthma have mild to moderate disease and normal underlying
lungs. They should be treated for wheeze or bronchospasm in a conventional manner. If
they have a peak flow meter at home they can monitor this themselves. They can be given
one for self-monitoring if they have mild/moderate COVID-19 symptoms. The management
of asthma exacerbations is unchanged and patients should NOT stop taking their ICS
containing inhaler. Patients should be advised to take their medication as guided by their
personal asthma action plan including oral corticosteroids and contact their GP surgery to
organise a telephone, video or face-to-face consultation. If a course of steroids is clinically
indicated (symptoms and signs of bronchospasm/wheeze), it should not be withheld.
Antibiotics are only advised if sputum changes colour, thickens or increases in volume.
The physiological parameters from pathway 2 should apply to asthmatic patients as to others
when considering admission for COVID-19 symptoms.
https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/bts-advicefor-healthcare-professionals-treating-patients-with-asthma/
COPD – Where a patient with COPD develops increased cough or increased breathlessness
in keeping with a previous exacerbation, it should be treated as an exacerbation and they
should take their appropriate rescue medication. Oral corticosteroids can also be considered
if known concomitant asthma and / or history of eosinophils ≥ 0.3 or known steroid
responsiveness. Some patients will seek further discussion with a healthcare professional.
Before prescribing steroids, ensure you are advising that the control of symptoms with
increased bronchodilation, breathing exercises and pacing, for example and where
appropriate. Oral corticosteroids should be avoided in COVID-19 suspected infection (fever
or new cough that is different from usual).
Consider admission according to algorithm physiological parameters but if baseline O2 pulse
oximetry sats are available:
•
•
•

Mild deterioration would be defined as up to 2% below their baseline
Moderate deterioration would be defined as between 3-4% below their baseline
Severe deterioration would be defined as 5% or more below their baseline

If on Long Term Oxygen Therapy (LTOT) discuss ceiling of care and consider admission if
sats <88% on their standard dose of LTOT.
https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/copd-andcovid-19-for-healthcare-professionals/
For additional guidance on Interstitial Lung Disease, Obstructive Sleep Apnoea,
Bronchiectasis please see appendix 5.
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2.2.5. Safety netting and managing the follow up of patients with a suspected COVID-19
infection who have been advised they can stay at home
Practices and services should maintain a list of known / suspected COVID-19 patients who
they have agreed can stay at home. They should be followed up proactively if they had
moderate symptoms in case they deteriorate. Use your clinical judgement about how
frequently they should be followed up by telephone or video consultation.
Frequency and method of contact with these patients should be recorded. This list should be
reviewed at least daily, highlighting through buddying and/or huddles where difficult
decisions might have been made. In your thinking about the patient and their current health
and history, keep in mind what would be the most appropriate pathway.
Box 2. safety netting guidance for GP monitoring of Category 2a/2b patients:

•

Low risk - General advice and call NHS 111 if symptoms deteriorate

•

Medium risk - Follow up with daily phone call via hot sites or GP – assess change in
level of breathless at rest and with usual activity. Daily pulse oximetry (either supply
patient with pulse oximeter or set up Mobile pulse oximetry service ensuring
decontamination between patients). Refer to secondary care with deteriorating
saturations or if desaturating with exertion after conferring with colleagues (1 min sitto-stand or 40 step walk - https://www.cebm.net/covid-19/what-is-the-efficacy-andsafety-of-rapid-exercise-tests-for-exertional-desaturation-in-covid-19/)

Discharge from follow up if symptoms improving and oxygen saturations stable or
improving over 48 hours and treat as low risk

Consider a holistic assessment of the patient, including consideration of Clinical Frailty Scale
/ co-morbidities in order to determine the most appropriate pathway. Is a conversation about
end of life care planning appropriate? Should the palliative care team be involved? We
appreciate these conversations would usually happen face to face. These conversations will
need to take place over the phone or in video consultation as will any psychological support.
We recommend having regular team meeting/buddy conversations to support you in these
challenges.
As a reminder: the consultation should be by telephone or video in the first instance. If
an ambulance is required, the clinician should call 999 and handover and include COVID-19
status. A home visit should only be done if it is agreed by at least 2 clinicians. If a
home visit has been agreed minimise the time of exposure to the patient. Therefore, take the
history remotely and discuss planning of next steps remotely with the patient. Only the
examination is to be done face to face. Please see section on home visits under 2.2.6. for
further information on home visits and face to face contact.
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2.2.6. London guide and care pathway for suspected COVID-19 in Residential and Nursing
Care Residents for use by care home staff
The following information is drawn from the London guide, which was designed to
complement and not replace local guidance and professional judgement. It will be updated to
align with other national and regional guidance once published. The guidance in this
document is accurate as of 16th April 2020.
COVID-19 Symptoms in Community – in Residential and Nursing Care Residents

Suspected Cases
Consider COVID-19 infection in a resident with any of the following:
•
•

New continuous cough, different to usual
High temperature (≥37.8°C), shivery, achy, hot to touch

Care home residents may also commonly present with other signs of being unwell, or changes in
usual behaviours. Please seek clinical advice. Record observations where possible: Date of first
symptoms, Blood Pressure, Pulse respiratory rate and Temperature (refer to Thermometer
instructions) – Remember to Maintain fluid intake
For more support, call the residents GP in the first instance
Call 111 Star*6 - dial 111 and select option 2 to access the NHS 111 Starlines for urgent
clinical advice, or if the GP is not available – this will put you in contact with a Clinician in
NHS 111

Isolate and Monitor
•
•
•
•
•
•

•
•

Resident to be isolated for 14 days in a single bedroom. Use Infection Control
guidance
Care for resident using PPE (what to use and how to wear and dispose)
Due to sustained transmission PPE is to be used with all patients. Additional PPE is
required for Aerosol Generating Procedures as described in the table.
Use correct Handwashing technique (video)
Consider bathroom facilities. If no en-suite available.
Designate a single bathroom for this resident only
Use commode in room
Record observations if concerned to inform health services

If resident deteriorates at any stage – staff should escalate to 111* Star 6 or 999
Be explicit that COVID-19 is suspected and ensure you have easy access to the
residents CMC plan

Isolation for people who walk around for wellbeing (dementia, learning disabilities,
autism) - use standard operating procedures for isolating residents who walk around for
wellbeing (‘wandering’). Behavioural interventions may be employed but physical restraint
should not be used. When caring for, or treating, a person who lacks the relevant mental
capacity during the COVID-19 pandemic, please follow government guidance.
https://www.gov.uk/government/publications/coronavirus-covid-19-looking-after-people-wholack-mental-capacity
12

What to do in case of an outbreak? – an outbreak is defined as two or more residents in
the care home diagnosed with symptoms compatible with COVID-19.
• Contact the Public Health England London Coronavirus Response Cell in the event of
an outbreak
• Phone Number: 0300 303 0450
• Email: LCRC@phe.gov.uk
• Update: Capacity Tracker, your Local Authority and RIDDOR
• Guidance: Admission and Care of Residents during COVID-19 Incident
https://www.gov.uk/government/publications/coronavirus-covid-19-admission-and-careof-people-in-care-homes
How to access Personal Protective Equipment (PPE) –
• Order PPE through your normal supplier. If this isn’t possible arrangements have been
made with seven wholesalers to provide PPE to the social care sector.
• Contact your Local Authority if you are still unable to get PPE provision.
• Guidance for Residential Care Providers
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment
_data/file/878099/Admission_and_Care_of_Residents_during_COVID19_Incident_in_a_Care_Home.pdf
Resources and Support for Care Home Staff –
• Guidance on Home Care Provision https://www.gov.uk/government/publications/covid19-residential-care-supported-living-and-home-care-guidance/covid-19-guidance-onhome-care-provision
• COVID-19 Care Platform https://webapp.mobileappco.org/m/COVID19CARE/?appcode=COVID19CARE&controller=InfoDetailViewController&id=5223054&tab_id=9872509
• Queens Nursing Institute Facebook Page
https://www.facebook.com/pg/TheQNI/posts/
• RIDDOR reporting of COVID-19
https://www.hse.gov.uk/news/riddor-reporting-coronavirus.htm
• Good Thinking – London’s digital mental health service
https://www.good-thinking.uk/coronavirus/
• NHS IAPT https://www.nhs.uk/service-search/otherservices/Psychological%20therapy%20(NHS%20IAPT)/LocationSearch/396
• ‘Mental Health and Psychosocial Support for Staff, Volunteers and Communities in an
Outbreak of Novel Coronavirus’
https://pscentre.org/wp-content/uploads/2020/02/MHPSS-in-nCoV-2020_ENG-1.pdf
• Mental Health at work – taking care of your staff
https://www.mind.org.uk/workplace/mental-health-at-work/taking-care-of-your-staff/
• Living with worry and anxiety amidst global uncertainty
https://www.practitionerhealth.nhs.uk/media/content/files/guide_to_living_with_worry_an
d_anxiety_amidst_global_uncertainty_en-gb(2).pdf
• Preventing Work Related Stress
https://www.hse.gov.uk/gohomehealthy/assets/docs/StressTalkingToolkit.pdf
• Going Home checklist
https://www.mind.org.uk/media/34925454/tcoy_leaving_work_cl_poster_stg1_v3.pdf
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Communication with the NHS –
• Use Restore2 (a deterioration and escalation tool) if you have been trained to do so
https://wessexahsn.org.uk/projects/329/restore2
• Where appropriate please ensure that residents are offered advance care planning
discussions and that their wishes are recorded on Coordinate My Care (CMC). Make
sure you have easy access to the residents CMC or Ceiling of Treatment plan when you
call NHS 111 *Star Line (or 999)
Do you have NHS Mail? –
• Send emails directly to your GP, Community Team and Hospital
• Contact hlp.londonchnhsmailrequests@nhs.net to get an NHS.net email set up
• Please register and use Capacity Tracker to support hospital discharge planning.
Continue to complete the Market Insight tool if you normally do.

2.2.7. Home visits and face to face contact (including admission avoidance)
Box 3. Management of home visit / face to face contact in suspected COVID-19
+ve patients
•

•
•
•
•
•
•
•
•
•

•

Only visit at home if there is no remote alternative. Discuss need to visit with
senior colleague/peer. Consider what information will be gained from it that cannot
be ascertained remotely and how this will change the outcome
Review PPE guidance daily and adhere to the recommendations
Ask the patient to wear a mask during the consultation to protect them and the
case worker- Suggest passing mask through letterbox to patient prior to entry
Minimise physical contact with the patient and carer and keep 2m distance if
possible
Do not perform for chest physiotherapy, spirometry, PEFR, CO monitoring or
FeNO or any other aerosol generating procedure
Sputum samples for management of bronchiectasis should be discussed with
specialist
Viral swabs should not be collected
Monitor patients using SpO2, RR, HR (and BP if required)
Discuss advance care plans and wishes if appropriate and seek consent to
urgently document on Coordinate My Care (CMC).
Escalate by calling 999 if required and appropriate according to treatment
escalation plans/advance care plan. Otherwise, make a plan for future monitoring
e.g. telephone / video or face to face
Dispose of all PPE at visit end according to national guidance
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2.3. PPE Requirements
For guidance on the latest advice for the use of PPE or where to get it please see:
https://www.england.nhs.uk/coronavirus/publication/guidance-supply-use-of-ppe/
The following poster also provides current national recommendations for use in different care
settings.

Aerosol generating procedures (AGP’s) should not be performed during any home visits as
aerosols generated by medical procedures are one route for the transmission of the COVID19 virus. The following procedures are considered to be potentially infectious AGPs:
•
•
•
•
•

Intubation, extubation and related procedures;
Tracheotomy/tracheostomy procedures;
Manual ventilation;
Open suctioning;
Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure (BiPAP) and
Continuous Positive Airway Pressure ventilation (CPAP)

Certain other procedures/equipment may generate an aerosol from material other than
patient secretions but are not considered to represent a significant infectious risk.
Procedures in this category include:
•
•

Administration of pressurised humidified oxygen;
Administration of medication via nebulisation.
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During nebulisation the aerosol is created from the liquid medication in the medication
chamber and does not carry patient derived viral particles. If a particle in the aerosol
coalesces with contaminated mucous, it will be too dense to become airborne and therefore
will not be part of the aerosol. Advice from PHE and HPS is that nebulisation is NOT
considered to be a ‘viral’ aerosol generating procedure
(https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-preventionand-control/covid-19-personal-protective-equipment-ppe)
However, this information may change and we would still recommend caution and use
standard PPE (fluid resistant mask, eye protection, apron and gloves) if a nebuliser is used.
Alternatively, large doses of bronchodilator can be delivered with a large volume spacer (4 10 puffs salbutamol). Staff should use appropriate hand hygiene when helping patients to
remove nebulisers and oxygen masks.

2.4. Cardiopulmonary Resuscitation
Please refer to any established records of resuscitation decisions that may be present in
home or recorded on other systems including Coordinate My Care. We advise that as in all
basic life support situations, the clinician carries out a risk assessment first. The
government’s guidance for first responders states
(https://www.gov.uk/government/publications/novel-coronavirus-2019-ncov-interimguidance-for-first-responders/interim-guidance-for-first-responders-and-others-in-closecontact-with-symptomatic-people-with-potential-2019-ncov):
“If you are required to perform cardiopulmonary resuscitation (CPR), you should conduct a
risk assessment (in the Police this would be a “dynamic risk assessment”) and adopt
appropriate precautions for infection control. Where possible, it is recommended that
you do not perform rescue breaths or mouth-to-mouth ventilation; perform chest
compressions only.”
At the time of writing, we acknowledge that there is disagreement between PHE and the
Resuscitation Council UK around Cardiopulmonary resuscitation in healthcare settings.
Chest compressions and defibrillation (as part of resuscitation) are not considered AGPs by
PHE whereas RCUK recommends full PPE for chest compressions. We recommend that
first responders should do a risk assessment and at least attach an automated defibrillator
and call LAS. Then it is a personal choice whether to commence chest compressions (but
not mouth to mouth), and if so, cover the patient’s mouth and nose with a cloth, while
awaiting the arrival of other personnel who will undertake airway manoeuvres. On arrival of
the team, the first responders should leave the scene before any airway procedures are
carried out and only return if needed and if wearing full AGP PPE.
This advice may change with forthcoming national guidance.
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2.5. Treatments considered appropriate to specific care settings
In an out of hospital setting, treatment options should always be considered in the context of
any established Advance Care Plan (ACP).
Not all patients will benefit from hospital admission particularly those with life limiting comorbidities and/or severe chronic illness and transfer for admission may even go against
their previously recorded preferences. When possible, discuss the risks, benefits and
possible likely outcomes of the treatment options with patients with COVID-19, and their
families and carers, so that they can express their preferences about their treatment and
escalation plans. (NICE COVID-19 rapid guideline: managing symptoms (including at the
end of life) in the community NICE guideline [NG163] 3.4.2020)
In London some patients have provided consent to create a Co-ordinate My Care (CMC)
record with their treating or palliative care teams. It is essential to look for these to see if a
record has been created. It may contain essential information which can aid decision
making.
CMC records may contain:
•
•
•
•
•
•
•

Information about their medical history
Contact information of their next of kin or those with Lasting Powers of Attorney
Professionals who are involved in their care
Records of their wishes and preferences regarding place of care
Established Treatment Escalation Plans and cardiopulmonary resuscitation decisions
Record of any Advance Decisions to Refuse Treatment (ADRT)
Symptom control guidance

Resource information to assist clinicians to create and update CMC records is referenced in
Appendix 6. Training resources are available at the link below. These includes a five minute
video overview.
https://www.coordinatemycare.co.uk/for-healthcare-professionals/training/
There is however also an acknowledgement that some decisions are going to be complex
and clinicians may find the guidance released from the BMA and the RCP helpful:
https://www.bma.org.uk/advice-and-support/covid-19/ethics/covid-19-ethical-issues
https://www.rcplondon.ac.uk/news/ethical-guidance-published-frontline-staff-dealingpandemic
https://elearning.rcgp.org.uk/pluginfile.php/149288/mod_resource/content/2/COVID%20EOL
C%20Community%20Charter_Final.pdf
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2.5.1. Discussing Advance Care Planning and preferred place of care – supporting

patients and their families
If there are no existing or recorded advance care plans, opening discussions to ascertain
any preferences or wishes is encouraged if sensitively approached to avoid inappropriate
escalation of treatment/transfer of care to hospital. This should be done by a competent and
experienced health care professional. These should be documented and shared urgently via
CMC so it can be accessed by those in urgent and emergency care.
The following joint statement on Advance Care Planning has be provided by the BMA, CPC,
CQC and RCGP (30.3.2020).
Joint statement on advance care planning
The importance of having a personalised care plan in place, especially for older people,
people who are frail or have other serious conditions has never been more important than it
is now during the Covid 19 Pandemic.
Where a person has capacity, as defined by the Mental Capacity Act, this advance care plan
should always be discussed with them directly. Where a person lacks the capacity to engage
with this process then it is reasonable to produce such a plan following best interest
guidelines with the involvement of family members or other appropriate individuals.
Such advance care plans may result in the consideration and completion of a Do Not
Attempt Resuscitation (DNAR) or ReSPECT form. It remains essential that these decisions
are made on an individual basis. The General Practitioner continues to have a central role in
the consideration, completion and signing of DNAR forms for people in community settings.
It is unacceptable for advance care plans, with or without DNAR form completion to be
applied to groups of people of any description. These decisions must continue to be made
on an individual basis according to need.
This is a joint statement from the following organisations:
British Medical Association (BMA)
Care Provider Alliance (CPA)
Care Quality Commission (CQC)
Royal College of General Practice (RCGP)
In addition, there is the following statement on Advance Care Planning from Ruth May’s
letter (7.4.2020).
'The key principle is that each person is an individual whose needs and preferences must be
taken account of individually. By contrast blanket policies are inappropriate whether due to
medical condition, disability, or age. This is particularly important in regard to ‘do not attempt
cardiopulmonary resuscitation’ (DNACPR) orders, which should only ever be made on an
individual basis and in consultation with the individual or their family.'
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2.5.2. Treatments to consider at home or nursing/care home
•

Do not offer an antibiotic for treatment or prevention of pneumonia if:
•

COVID-19 is likely to be the cause and

•

symptoms are mild.

Inappropriate antibiotic use may reduce availability, and broad-spectrum antibiotics in
particular may lead to C.diff infection and antimicrobial resistance. Offer an oral antibiotic
for treatment of pneumonia in people who can or wish to be treated in the community if:
•

the likely cause is bacterial or

•

it is unclear whether the cause is bacterial or viral and symptoms are more
concerning or

•

they are at high risk of complications because, for example, they are older or frail,
or have a pre-existing comorbidity such as immunosuppression or significant
heart or lung disease (for example bronchiectasis or COPD), or have a history of
severe illness following previous lung infection.

When starting antibiotic treatment, the first-choice oral antibiotic is:
•

doxycycline 200 mg on the first day, then 100 mg once a day for 5 days in total
(not in pregnancy)

•

alternative: amoxicillin 500 mg 3 times a day for 5 days.

•

Do not routinely use dual antibiotics.

(https://www.nice.org.uk/guidance/ng165/chapter/4-Managing-suspected-or-confirmedpneumonia)
•

Prednisolone for exacerbation of asthma (not responding to escalation of inhaled
therapies) but not for COPD unless known concomitant asthma, history of raised
eosinophils ≥ 0.3 or known steroid responsiveness.

•

High dose bronchodilators (4-8 puffs salbutamol via large volume spacer) at home or
nebuliser if patient already has one. The purchasing or loaning of nebulisers should be
discouraged unless patients are already under the care of a Community Respiratory
Team for underlying lung disease. (see page 8 for these cohorts)

•

Please see section three for the use of oxygen therapy in out of hospital settings.

2.6. Post-discharge
The circumstances of each discharge will vary but it is expected that patients may have
residual symptoms of breathlessness and potentially hypoxaemia on discharge. They should
receive telephone or video follow-up from primary care or specialist community respiratory
service if available according to local arrangements.

https://www.england.nhs.uk/coronavirus/secondary-care/discharge/
If patients require review post discharge from secondary care please follow PHE guidance
regarding isolation of the patient.
https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance/stay-at-homeguidance-for-households-with-possible-coronavirus-covid-19-infection
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2.6.1. COVID-19 guidance on safety netting post-discharge from hospital for

different care settings
2.6.1.1. Clinical decision aid: Suitability for discharge and appropriate safety netting
following ED attendance or hospital admission with confirmed/ suspected COVID19 (use for patients who would be for readmission and full escalation of care)
Considering discharge from ED

Considering discharge from the ward

Observations safe for discharge?

Observations safe for discharge?

Sats ≥ 94% on air (or 88-92% if T2RF*), RR
20-22, HR <110
Safe to be in isolation at home?
Consider 10metre walk - saturations >92%
reassuring

Sats >94% or Sats 92-94% and stable for 48
hrs (or 88-92% if T2RF*)
No fever for 48hrs
Improving trend in CRP ( <60) and
lymphopenia improving

Review factors which increase need for
safety netting:

Review factors which increase need for
safety netting:

1. <10 days since symptom onset
2. Oxygen saturations 93-94% (or 8892% if T2TF*)
3. Mild desaturation on walking 10 metre
>3% from baseline but above 92%
4. Fever for >7 days
5. Vulnerable group? – (box 1)
6. Age >70
7. Lives alone
8. RR 20-22
9. CRP>60

1. <10 days since symptom onset
2. Oxygen saturations 92-94% (or 8892% if T2RF)
3. Vulnerable group? (see box 4)
4. RR 20-22
5. Lives alone

2 or more risk factors

1 or no risk factors

Discharge with pulse oximeter (if
available) and follow up with daily
phone call
•
•
•
•
•
•
•

•
•

Community service, primary care
hot sites or GP)
Provide Covid19 patient information
leaflet and pulse oximeter leaflet
Assess level of breathless on
exertion.
Daily pulse oximetry (either supply
patient with pulse oximeter or set up
Mobile Pulse Oximetry service).
Confirm able to self care
Review presence of fever
Look for improving trend

Discharge with:
Covid19 patient information leaflet
Provide appropriate contact for patientactivated follow up (provide ambulatory care
telephone number)

Discharge from safety netting when:

•
•
•
•
•
•
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No fever for 48 hrs
and oxygen saturations > 94%
and stable clinical picture for 48hrs
Readmit if:
oxygen saturations worsening at rest ≤ 94%
or >3% drop from discharge saturation.
worsening breathlessness
unable to self care due to worsening illness

*T2RF: Type 2 respiratory failure is typically seen in patients with severe COPD and is
associated with hypercapnia on ABG (pCO2 >6.1kPa). In chronic T2RF there will be a raised
serum HCO3 as part of metabolic compensation to maintain a normal serum pH. These
patients are vulnerable to rising pCO2 and respiratory acidosis if over oxygenated >92%
hence target sats are 88-92% in this group.

Box 4. “Extremely Vulnerable Patient Group” relating to the Covid19 pandemic
https://www.gov.uk/government/publications/guidance-on-shielding-andprotecting-extremely-vulnerable-persons-from-covid-19
1. Solid organ transplant recipients.
2. People with specific cancers:
•

people with cancer who are undergoing active chemotherapy

•

people with lung cancer who are undergoing radical radiotherapy

•

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

3. People with severe respiratory conditions including all cystic fibrosis, severe asthma
and severe COPD.
4. People with rare diseases and inborn errors of metabolism that significantly increase
the risk of infections (such as SCID, homozygous sickle cell).
5. People on immunosuppression therapies sufficient to significantly increase risk of
infection.
6. Women who are pregnant with significant heart disease, congenital or acquired.

2.6.1.2. Discharge to care/nursing home following COVID illness
Follow current NHS/PHE guidance:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/874213/COVID-19_hospital_discharge_service_requirements.pdf
2.6.1.3. Management of Homeless Patients on discharge from Hospital Emergency
Departments to GLA COVID
For advice on Management of Homeless Patients on discharge from Hospital Emergency
Departments to GLA COVID please see letter published by the London COVID-10 Homeless
in appendix 8.
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3. Guidance in the use of oxygen therapy in COVID-19 outside
of hospital setting
Before considering the use of oxygen therapy in out of hospital settings, healthcare
professionals are asked to adhere to three key principles to ensure prescription and supply
of oxygen is safe, effective and as evidence based as possible:
1. The local respiratory clinical lead, palliative care clinical lead and/or local Home Oxygen
Assessment and Review Service (HOSAR) are aware of and have ratified the oxygen
treatment pathway proposed.
2. The pathway is supported by a clinical oxygen protocol specific to the setting of care and
cohort of patients (e.g. intermediate care facility) which is consistent with principles of
good medical oxygen practice namely:
• administration of oxygen to treat hypoxia not breathlessness (see London
Clinical Oxygen Network responsible oxygen prescribing messages
www.networks.nhs.uk/nhs-networks/london-lungs )
• setting and documentation of appropriate target oxygen saturations for each
patient in line with guidance (https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/04/C0256-specialty-guide-oxygen-therapy-andcoronavirus-9-april-2020.pdf)
• documented prescription of oxygen for each patient to include appropriate
interface and range of flow rates to achieve target oxygen saturations
• appropriate training of staff in administration, monitoring and weaning of
oxygen and use and storage of oxygen equipment
3. There is a nominated clinical lead responsible for ensuring that this clinical oxygen
pathway has appropriate local governance approval and ongoing review.

3.1 Oxygen supply route for out of hospital facilities.
Building upon existing arrangements for home oxygen services and new processes within
Emergency Preparedness and Resilience Response (EPRR), the following protocol has
been developed. This is to ensure that each local system (STP/ICS) has oversight of new
oxygen supply being requested to ensure oxygen use is appropriate and can be supported
through the required governance and safety netting arrangements.
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3.2 Specific patient cohorts who may require oxygen outside hospital settings
This section has been developed to support clinical decision making in the use of oxygen
therapy for specific patient groups.

3.2.1 Patients with suspected or confirmed COVID-19 assessed within primary care hot
sites
This is defined as emergency oxygen and therefore falls under the remit of British Thoracic
Society Emergency Oxygen guidance 2017.
https://brit-thoracic.org.uk/quality-improvement/guidelines/emergency-oxygen
The clinical oxygen pathway for hot primary care sites is set out in appendix 1.
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3.2.2 Patients with suspected or confirmed COVID-19 discharged from emergency
departments and/or hospital wards who are for full active treatment (non-palliative)
Patients being discharged from the emergency department should have oxygen saturations
≥ 94% on air (or 88-92% if at risk of type 2 respiratory failure) and be risk assessed and
safety netted according to national and regional criteria. Patients who are acutely hypoxic
should be admitted to hospital and therefore provision of oxygen therapy outside the acute
setting should not be considered in this group.
Admitted patients may be considered safe to discharge from hospital if their hypoxia has
improved, they are achieving stable oxygen saturations >92% on air as part of an improving
general clinical picture, and do not desaturate significantly on exertion. Therefore, provision
of oxygen therapy (including ambulatory oxygen) outside the acute setting should not be
considered in this group.
Inpatients who desaturate significantly on exertion should be investigated to identify and
treat additional complications such as secondary infection or pulmonary embolism. Patients
admitted to hospital with COVID-19 who also have COPD, another long-term respiratory
condition or identified and treated complications such as pulmonary embolism or pulmonary
fibrosis may be considered for hospital discharge with home oxygen, if clinically appropriate,
in which case BTS Home Oxygen and NICE COPD guidance should be followed. An
appropriately trained respiratory clinician and local HOSAR team must be involved where
oxygen therapy is to be considered on discharge to ensure safe follow up and monitoring
outside of hospital.

3.2.3 Patients with COVID-19 being discharged from hospital to a step down or
rehabilitation facility
Patients should be clinically stable, medically fit for transfer and have improved oxygen
saturations to be eligible for safe step down from the acute setting and therefore provision of
oxygen therapy should not generally be considered in this group. Individual patients who
fulfil criteria for long term home oxygen therapy as described above should be assessed and
prescribed home oxygen in line with BTS Home Oxygen and NICE COPD guidance. An
appropriately trained respiratory clinician and local HOSAR team must be involved in the
care and follow up of these patients.
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3.2.4 Patients with suspected or confirmed COVID-19 whose preferred place for treatment
is within their home, or nursing home
There is no recommended emergency oxygen pathway for supporting and monitoring
patients with COVID-19 within their home, or within nursing/care home settings. Initiation of
emergency oxygen therapy in this situation is not generally recommended. Care planning in
these cases should be individualised and involve the patient, their family, their GP, and the
local respiratory/HOSAR team, with expert support from palliative care/other specialists as
appropriate, for example gerontology.
In the case of an individual patient who is acutely hypoxic due to COVID-19 (saturations
<90% on air) and who does not wish to be treated in hospital, a senior decision maker such
as a GP or palliative care physician may consider a trial of supported emergency home
oxygen therapy. This can be arranged on one of two ways:
i.

During working hours 9-5pm (Mon- Fri) - this should be discussed with the local
HOSAR team to support with arranging oxygen and ongoing support through usual
pathways.

ii.

Outside working hours (or weekends/bank holidays) - a responsible clinician (GP
or palliative care clinician) is required to complete and submit a Part A Home Oxygen
Order Form (HOOF A) on the Air Liquide online portal
https://www.airliquidehomehealth.co.uk/hcp/HOOF. Before prescribing emergency
oxygen and submitting the HOOF A, the responsible clinician must consider the likely
prognosis, gain the patient’s consent, and carry out a risk assessment to ensure that
the patient and/or carers understand safety advice around the use of oxygen,
including the dangers of smoking cigarettes and e-cigarettes near to oxygen
equipment.

If there is concern that safety advice will not be followed, oxygen should not be ordered.
The responsible clinician must document consent and risk assessment on the Home Oxygen
Consent Form (HOCF) and Initial Home Oxygen Risk Mitigation Form (IHORM) on the portal
https://www.airliquidehomehealth.co.uk/hcp/Content/HORM.pdf A copy of the signed form
should be stored in the patient's record. The patient’s local HOSAR service must be notified
of the decision to prescribe home oxygen as soon as possible within working hours so that
they can support safe follow up. Patients in this situation will require close on-going clinical
review and supportive care by a senior clinician.

3.2.5 Home oxygen prescription for patients with suspected or confirmed COVID-19
Any clinician prescribing home oxygen (including privately) for a patient must abide by the
principles of Good Medical Practice as they apply to the prescribing and managing of
medicines. They must therefore:
•

be aware that they are clinically responsible for the prescription and administration of this
medical gas

•

ensure that the prescription is safe, and evidence based, supported by a clearly
documented clinical indication

•

ensure that the prescription sets out the correct dose (flow rate) and duration of
treatment

•

document appropriate risk assessment and mitigation (such as around smoking, falls
etc)
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•

document that they have given appropriate information to the patient, their carers and
family about safe use of home oxygen, any potential adverse effects, likely duration of
treatment, and arrangements for monitoring and follow up

•

ensure that information about the patient’s home oxygen therapy is shared with other
professionals as appropriate e.g. community healthcare professionals, the local HOSAR
service and the fire and rescue services

•

demonstrate that they have appropriate and up to date training in home oxygen therapy
and use

All clinicians are required to be familiar with GMC guidance on prescribing and managing
medicines and devices, and need to be aware that serious or persistent failure to follow this
will put their registration at risk.
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/prescribing-andmanaging-medicines-and-devices/about-this-guidance

3.2.6 Patients with suspected or confirmed COVID-19 at the end of life
For patients with COVID-19 who are in the last days or hours of life, oxygen therapy is
unlikely to be more effective than opioids and sedatives for the symptomatic management of
breathlessness and associated distress. Oxygen therapy is likely to be burdensome in this
situation, a barrier between family members and the patient, and a cause of additional
anxiety related to equipment and deliveries. Measuring oxygen saturations in this setting is
unlikely to be helpful. The focus of care should be on palliation using evidence-based
pharmacological and non-pharmacological interventions, and individualised support to the
person and those important to them

4. Palliative Care
Some patients may already be known to local Specialist Palliative Care services and support
for ongoing management may be available including access to telephone advice. The
continuation of regular palliative care multidisciplinary team (MDT) meetings within GP
practices is encouraged to support decision making and provide specialist advice.

4.1. Care in the home (including nursing and care home settings)
For patients who have severe symptoms and are deteriorating rapidly, consider urgent
referral to primary care and local specialist palliative care services, with appropriate consent.
This will include patients with a high symptom burden, those with an established wish to be
cared for at home at end of life, and those who have capacity with life limiting illness and
decide to remain at home in the current situation. It may also include patients that are
considered to be actively dying and do not have capacity, and for whom transfer to hospital
is considered not be in their best interest by the professionals involved.

4.2. Non-pharmacological control of symptoms
Breathlessness, anxiety, delirium, cough and fever have all been reported as a result of
COVID-19. A number of non-pharmacological treatments exist which, can be used in any
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patient reporting distress from these symptoms, but which may be particularly important in
palliation.
4.2.1. Breathlessness (see NICE COVID-19 rapid guideline: managing symptoms
(including at the end of life) in the community NICE guideline [NG163] 3.4.2020)
Be aware that severe breathlessness often causes anxiety, which can then increase
breathlessness further.
As part of supportive care the following may help to manage breathlessness:
•

keep the room cool

•

relaxation and breathing techniques and changing body positioning

•

encouraging patients who are self-isolating alone, to improve air circulation by
opening a window or door (do not use a fan because this can spread infection)

Local services may have created their own breathlessness guidance for nonpharmacological management at home, otherwise the NIHR Applied Research Collaborative
Palliative and End of Life Theme have created the attached leaflet (appendix 7).

4.3. Pharmacological control of symptoms
Use local symptom control guidelines and advice from local Palliative Care teams to guide
the use of medication to control symptoms. Recommendations may change over time due to
availability of medications and equipment.
On 3.4.2020 NICE published COVID-19 rapid guideline: managing symptoms (including at
the end of life) in the community NICE guideline [NG163] 3.4.2020)
The RCGP have a variety of resources including clinical guidelines for the community
setting:
https://elearning.rcgp.org.uk/pluginfile.php/149342/mod_resource/content/1/COVID%20Com
munity%20symptom%20control%20and%20end%20of%20life%20care%20for%20General%
20Practice%20FINAL.PDF
Please note that patients with severe symptoms of COVID-19 may rapidly deteriorate and
anticipatory prescribing is therefore advised for those in the last hours to days of life or
where there may be an anticipated deterioration for those to be cared for at home.

27

Consider the following symptoms and prescribe appropriate medications (adapted from
Association for Palliative Medicine COVID-19 guidelines (22 March 2020 and NICE guidance
3 April and subsequent update 22 April 2020. For full list of special considerations including
prescribing in renal impairment can be found in Hyperlink NG163
Symptom

Clinical scenario

Recommendation

Breathlessness
(at rest or
minimal
exertion)

Opioid naïve (i.e.
no previous
opioids) and able
to swallow

Morphine sulfate immediate release 2.5mg to 5mg
PO
2 to 4hrly as required
Morphine sulfate modified release 5mg bd, increased
as necessary (titrate up to maximum 30mg daily)

See NICE for special
considerations
including renal
impairment.

Anxiety

Anxiety

Delirium

Patients who are
on regular opioids
for pain relief

Morphine sulfate immediate release 5mg to10mg PO
2 to 4hrly as required, or one twelfth of the 24hr dose
for pain, whichever is greater

Patients who are
unable to swallow

Morphine sulfate 1mg to 2mg subcutaneously 2 to
4hrly as required.

Patients who are
able to swallow

If on regular opioids for pain or if needed regularly
(more than twice a day), consider a continuous
subcutaneous infusion via syringe pump (if available)
starting with Morphine Sulfate 10mg over 24 hours.
Lorazepam 0.5mg to 1mg 4 times a day as required
(maximum 4mg in 24 hrs)

Patients who are
unable to swallow

Reduce the dose to 0.25mg to 0.5mg in elderly or
debilitated patients (maximum 2mg in 24 hours) Oral
tablets can be used sublingually (off-label use)
Midazolam 2.5mg to 5mg subcutaneously
every 2 to 4 hours as required

Patients who are
able to swallow

If needed frequently (more than twice daily), a
subcutaneous infusion via a syringe driver may be
considered (if available) starting with midazolam 10
mg over 24 hours
Reduce dose to 5 mg over 24 hours if estimated
glomerular filtration rate is less than 30 ml per
minute
Haloperidol tablets 0.5mg to 1mg at night and every 2
hours when required.
Start at higher dose of 1.5mg to 3mg if the patient is
severely distressed or risk identified.
Can be increased by 0.5 mg to 1mg increments as
required (maximum 10mg daily or 5mg in elderly)
Can be given at the same does subcutaneously or by
24 hour infusion such as 2.5mg to 10mg over 24
hurs.
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Consider adding a benzodiazepine such as
lorazepam or midazolam if the patient remains
agitated.
Patients who are
unable to swallow

Levomepromazine 12.5mg to 25mg subcutaneously
as a starting dose and then hourly as required (use
6.25mg to 12.5mg in the elderly).
Maintain with subcutaneous infusion of 50mg to
200mg over 24 hours according to response (please
note doses of over 100mg over 24 hours should be
given under specialist supervision)
Consider use of Midazolam alone or in combination
with levomepromazine if the patient also has anxiety
(see dosages above).

Cough

Patients who are
able to swallow

Initial management: use simple non-drug measures,
for example A teaspoon of honey
First choice, only if cough is distressing: codeine
linctus (15 mg/5 ml) or codeine phosphate tablets (15
mg, 30 mg) up to 4 doses in 24 hours
If necessary increase dose to a maximum of 30-60mg
4 times a day (maximum 240mg in 24 hours)
Second choice, only if cough is distressing: morphine
sulfate oral solution (10 mg/5 ml)
2.5 mg to 5 mg when required every 4 hours
Increase up to 5 mg to 10 mg every 4 hours as
required
If the patient is already taking regular morphine
increase the regular dose by a third

Fever

N/A

Paracetamol 500mg to 1g PO maximum 4g per day
Ibuprofen 400 mg three times a day when required
NICE has updated its guidance to include
ibuprofen as an option for managing fever and
other symptoms that antipyretics would help
treat, in line with its evidence summary on acute
use of NSAIDs for people with or at risk of COVID19 and NHS England policy.

N.B. Sedation and opioid use should not be withheld because of an inappropriate fear of causing
respiratory depression.
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For patients in their last days and hours of life for managing breathlessness:
Treatment

Dosage

Opioid

Morphine sulfate 10 mg over 24 hours via a syringe driver,
increasing stepwise to morphine sulfate 30 mg over 24 hours
as required

Benzodiazepine if required
in addition to the opioid

Midazolam 10 mg over 24 hours via the syringe driver,
increasing stepwise to midazolam 60 mg over 24 hours as
required

Add parenteral morphine or
midazolam if required

Morphine sulfate 2.5 mg to 5 mg subcutaneously as required
Midazolam 2.5 mg subcutaneously as required

Dosage
Higher doses may be needed for symptom relief in patients with COVID-19. Lower doses
may be needed because of the patient’s size or frailty. Seek specialist advice as needed.
See further Special considerations NICE Guidance NG163
CCGs and their respective STP/ICS areas have been asked to
established local hubs (if not already in place) to ensure rapid access to anticipatory
medicines in primary care or community settings. These hubs should provide access to the
above anticipatory medication and a selection (agreed locally) of other non-oral or nonparental medication. Please see the guidance in Appendix 8 from the London Clinical
Network for End of Life Care for further information on non-oral or -non-parental routes for
administration.
http://createsend.com/t/d-0BEB3346C320C62D2540EF23F30FEDED
All bulletins care also be found here:
https://www.england.nhs.uk/coronavirus/primary-care/other-resources/primary-care-bulletin/
For the reuse of medicines, please refer to the following publication. It is suggested that
local SOPs are developed:
https://www.gov.uk/government/publications/coronavirus-covid-19-reuse-of-medicines-in-acare-home-or-hospice

30

5. Verification of Death and Care after Death
National guidance has now been published and should be followed.
https://www.gov.uk/government/publications/coronavirus-covid-19-verification-of-death-intimes-of-emergency/coronavirus-covid-19-verifying-death-in-times-of-emergency
https://www.gov.uk/government/publications/covid-19-guidance-for-care-of-thedeceased/guidance-for-care-of-the-deceased-with-suspected-or-confirmed-coronaviruscovid-19

6. Business as Usual for Non-COVID-19 Respiratory Patients
or Smokers
There are a number of tasks which should be performed to reduce the risk from COVID-19 in
this group. They are:
•
•
•

•

•
•
•
•
•
•

•

Identify the respiratory patient cohort at risk
Provide them with the local respiratory advice line number
Reinforce government guidance on social shielding for at least 12 weeks, see links.
British Lung Foundation - https://www.blf.org.uk/support-for-you/coronavirus/what-issocial-shielding and Asthma UK https://www.asthma.org.uk/advice/triggers/coronavirus-covid-19/
If they have no support at home, ensure they have registered on the government’s
extremely vulnerable list or register for them
https://www.gov.uk/coronavirus-extremely-vulnerable
Ensure they have sufficient medications and that they can be delivered to their homes
as required
For COPD patients, unless contraindicated, prescribe a rescue pack and ensure it is
delivered to them at home
Advise them to get a home thermometer and pulse oximeter if possible (or issue them if
you have access to stock)
Avoid use of prednisolone for AECOPD unless severe wheeze/concomitant asthma or
eosinophilia on FBC previously >=0.3. Use antibiotics as per current guidance.
Ensure they have an advance care plan and offer to record this on CMC. If one is not in
place, offer to explore their wishes.
Currently most Pulmonary Rehabilitation Services are suspended, services maybe
supporting patients to exercise at home. Please refer patients as usual to your local PR
service for support. Patients can also be directed to https://www.blf.org.uk/support-foryou/coronavirus for information on how to remain active.
Tell patients established on ICS to continue to use them, and delay any planned trials of
withdrawal of ICS
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Appendix 1. Guideline on emergency oxygen therapy to treat
hypoxic patients with suspected COVID 19 within primary care
hot sites v1 (7 Apr 2020)
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Appendix 2. Those considered to be at ‘increased risk’.
• aged 70 or older (regardless of medical conditions)
• under 70 with an underlying health condition listed below (ie anyone
instructed to get a flu jab as an adult each year on medical grounds):
• chronic (long-term) respiratory diseases, such as asthma, chronic
obstructive pulmonary disease (COPD), emphysema or bronchitis
• chronic heart disease, such as heart failure
• chronic kidney disease
• chronic liver disease, such as hepatitis
• chronic neurological conditions, such as Parkinson’s disease, motor
neurone disease, multiple sclerosis (MS), a learning disability or
cerebral palsy
• diabetes
• problems with your spleen – for example, sickle cell disease or if you
have had your spleen removed
• a weakened immune system as the result of conditions such as HIV
and AIDS, or medicines such as steroid tablets or chemotherapy
• being seriously overweight (a body mass index (BMI) of 40 or above)
• those who are pregnant
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Appendix 3. Oxford COVID-19 Evidence Service Findings
Are there any evidence-based ways of assessing dyspnoea (breathlessness) by telephone
or video?
We found no validated tests for assessing breathlessness in an acute primary care setting.
We found no evidence that attempts to measure a patient's respiratory rate over the phone
would give an accurate reading, and experts do not use this test in telephone consultations.
Our search identified a potentially promising test (the Roth score), which needs further
research.
Pending further research, the recommendations below are based on expert opinion. A rapid
survey of 50 clinicians who regularly assess patients by phone (on 20.3.20) recommended
not using the Roth score (though opinions were mixed) and gave the following advice:

Ask the patient to describe the problem with their breathing in their own words,
and assess the ease and comfort of their speech. Ask open-ended questions
and listen to whether the patient can complete their sentences.
"How is your breathing today?“
Align with NHS111 symptom checker, which asks three questions (developed
through user testing but not evaluated in formal research):
Are you so breathless that you are unable to speak more than a few words?“
Are you breathing harder or faster than usual when doing nothing at all?
" Are you so ill that you've stopped doing all of your usual daily activities?"
Focus on change. A clear story of deterioration is more important than whether
the patient currently feels short of breath. Ask questions like
is your breathing faster, slower or the same as normal?"
"What could you do yesterday that you can't do today"
"What makes you breathless now that didn't make you breathless yesterday?“
Interpret the breathlessness in the context of the wider history and physical
signs. For example, a new, audible wheeze and a verbal report of blueness of
the lips in a breathless patient are concerning.
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Appendix 4. Clinical Frailty Scale (Rockwood, 2005)
Version 1.1
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Appendix 5. Additional guidance on pathways for patients with
PRE-EXISTING lung conditions or comorbidities
Interstitial Lung Disease – Consider ceiling of care. Many patients who have established
pulmonary fibrosis, of any cause, will not do well with intubation and mechanical
ventilation. Patients are likely to become hypoxic very quickly as they will not have much
reserve. They will have often had advance care planning as part of their specialist care.
Consider admission according to pathway 2 physiological parameters but if baseline
saturations are available:
•
•
•

Mild deterioration would be defined as up to 2% below their baseline
Moderate deterioration would be defined as between 3-4% below their baseline
Severe deterioration would be defined as 5% or more below their baseline

Pirfenidone and nintedanib antifibrotic therapy can be safely paused for 4-8 weeks during
illness. Do not stop long term prednisolone and consider increasing baseline doses.
Mycophenolate, mofetil and azathioprine and other immune suppressive medication would
normally be paused during significant infective illnesses and restarted two weeks after
recovery. Patients with interstitial lung disease should be following self-isolation guidance
and if also on immune suppression consider extending this to the shielding approach.
Obstructive Sleep Apnoea – Most patients will have normal lungs but require CPAP
overnight to correct daytime sleepiness. This does not affect their gas exchange and these
patients should be managed as there is no pre-existing lung disease. If they need admission
for hypoxia, they should take their CPAP machine with them as they may need to use it on
the wards.
Bronchiectasis – During exacerbations of bronchiectasis with purulent sputum, we do not
recommend routine collection of sputum samples for culture and sensitivities. If thought to be
a usual exacerbation, treat with standard antibiotics (doxycycline or amoxycillin for 7-14
days) or guided by previous sputum cultures. If no response, then try empirical course of coamoxiclav or levofloxacin (on specialist advice) for 7-14 days. If suspected COVID-19
infection, treat according to pathway
(https://www.nice.org.uk/guidance/ng117/chapter/Recommendations)
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Appendix 6. Resource pack to support implementation of
Coordinate My Care plans at pace.
Document purpose

Target audience

Communication
channels

Background

This resource pack has been collated to respond to the frequently
asked questions in order to assist local health and care systems to
increase use of Coordinate My Care (CMC).
Commissioning and Transformation leads for End of Life, Urgent
Care and Primary Care.
CMC Strategic Commissioning Group members.
Administration staff working in Primary care, Community Services
and Acute Trusts.
This pack is not aimed at front line staff. However, local leads may
choose to use relevant information to support the local response to
COVID-19.
CMC Strategic Commissioning Group members
CCG End of Life leads
Relevant Clinical Networks
CMC Stakeholder newsletter
Coordinate My Care is an accepted record of advance care plans
and referenced in the Primary Care and Community Respiratory
Resource pack for use during COVID-19 (issued on the 27th March
(Appendix 1). CMC is a recognised source of information to aid
decisions about ambulance conveyance or admission avoidance.

Frequently Asked Questions:
How can we rapidly create CMC plans for people at high risk of severe
illness?
1. Practices should identify those patients who are at very high risk of severe illness from
COVID-19 because of an underlying health condition (Appendix 2)
2. GP practices are able to run searches on the EPR to identify patients who:
a. Are on their palliative care registers
b. A moderate or severe frailty flag
c. Using READ and SNOMED codes (Appendix 3).
d. A new EMIS Search has been published to help identify those who are likely to
be in the last year of their life and not on the palliative care register:
https://www.england.nhs.uk/london/london-clinical-networks/our-networks/end-oflife-care/end-of-life-care-key-publications/
3. GP practices can invite patients by text, e-mail or letter to start their own myCMC plan.
www.mycmc.online A template letter is available here:
https://www.coordinatemycare.co.uk/wp-content/uploads/2020/03/my-cmc-letter-templatefor-gps.docx
4. If a patient creates a myCMC plan, most of CMC fields are completed. An email will be
sent to the registered GP practice notifying the practice that a patient has created a
myCMC plan. The plan then just needs to be reviewed by a senior clinician and
published.
5. Users can log-in to CMC either directly through their health IT systems that are
configured via in-context link or by logging in with N3/HSCN access:
nww.coordinatemycare.net
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6. Offer those at risk of serious illness, should they contract COVID-19, the ability for
relevant care and support information to be made visible to urgent and emergency
services via a CMC plan.
7. Both clinical and non-clinical staff are able to create and add clinical details to a CMC
plan (using information from established advance care plans recorded on their EPRs or
in other formats). However, a senior clinician needs to review and publish this
information.
8. Consider extending user access to CMC in nursing and care homes. For the duration of
the COVID pandemic, the requirement for nursing and care homes to be DSPT
compliant and have an information sharing agreement with CMC in place has been
relaxed under COPI legislation. The DPIA relating to this was agreed by the London
COVID-19 Information Governance group on the 31st of March 2020. Nursing and care
homes staff should apply for log-ins using the online portal:
https://www.coordinatemycare.co.uk/joining-cmc/
9. A CMC plan can be created very quickly. The minimum requirements necessary for a
CMC care plan are:
a. Consent: If a patient has a past/previous care plan on your IT System, consider if
the consent includes using CMC to share this information.
b. Diagnosis: The most significant diagnosis and purpose for creating the CMC
plan
c. Prognosis: If in doubt select “years”.
d. WHO performance status: Select one.
e. Preferred Place of care: Select “not discussed/not willing” if unknown.
f. Preferred Place of death: Select “not discussed/not willing” if unknown.
g. CPR Discussions: CPR is a medical decision. If it is medically not appropriate
please discuss with patient/family. If, as a clinician, you are unsure if CPR should
be commenced you can select “not discussed/not willing” or for full CPR.
h. Emergency treatment plan: Select the appropriate recommendation/ceiling for
clinical treatment. Provide free text to support emergency treatment decisions.
i. Medications and allergies: Only allergies are absolutely necessary.
10. The overall clinical responsibility for decisions about CPR, including DNACPR decisions,
rests with the most senior clinician responsible for the person’s care as defined explicitly
by local policy. This could be a consultant, general practitioner (GP) or suitably
experienced and competent nurse supported by local policy. It is recommended that
anyone at Band 6 and below should not be making such decisions in isolation in any
circumstance.

How can we rapidly update records for people in high risk groups?
11. Identify those patients that already have a CMC care plan. Practices can see a list of
their patients who have a CMC plan on the CMC portal. This list can be filtered to view
those plans that are still draft, or other relevant criteria. (Appendix 5)
12. CMC have been commissioned to create an excel spreadsheet for each CCG to identify
those patients that have a CMC plan. The search will contain: CMC plan status
published/draft, CPR status and last date published. Using e-mail to share this list is
NOT standard practice. To enable this flow of data, a short form Data Protection Impact
Assessment (DPIA) has been agreed by the London COVID-19 IG group under the
COPI legislation.
Please e-mail Murrae.tolson@swlondon.nhs.uk to provide the e-mail of the person
for each CCG who should receive this list. This list can be used to identify and act on
the following:
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a. Review and publish DRAFT CMC plans. Please note DRAFT CMC plans are
NOT visible to urgent care services.
b. Review CMC plans that were published a long time ago – they may no longer be
accurate. In addition there may be further information including symptom
control guidance and access to anticipatory medication in the home which is
important to add to the record.
c. Check that the patient and carer contact details are correct. Administrators are
able to edit and publish non clinical items like demographic details on the CMC
plan.
d. Add professional contacts such as community palliative care teams contact
details. This will enable those attending to contact professionals in an emergency
situation for advice.
e. Cross reference with local search identifying vulnerable in order to identify those
who do not have a CMC plan. Consider comparing this with community or social
service case lists. (Return to point 1&2)

How can we increase the number of CMC plans that are viewed?
13. Some Acute and Community Services have very few staff with CMC log-ins. The practice
of viewing CMC plans may not be embedded in their usual operations. Large
organisations that require access for more than 50 people can collate a list of staff who
should have access to CMC and submit their details using the batch log-in request.
Note that each member of staff needs to supply their unique e-mail address.
https://www.coordinatemycare.co.uk/joining-cmc/. (Appendix 5.)
Some Trusts have arranged CMC log-ins for ED administrators and FY1s and FY2s.
E-mail the attached list to coordinatemycare@nhs.net by 9am Monday morning for
log-ins to be issued by close of Tuesday, or by 9am Thursday morning for log-ins to
be issued by close of Friday.
14. Some Trusts have arranged for clinicians and non-clinicians to check if patient
presenting at ED have a CMC plan. Attached quick guide explains how the CMC urgent
care summary can be printed in order to attach to the admission notes. (Appendix 6)

Those considered to be at increased risk:
•
•
•
•
•
•
•
•
•
•
•
•

Aged 70 or older (regardless of medical conditions)
Under 70 with an underlying health condition listed below (i.e. anyone instructed to
get a flu jab as an adult each year on medical grounds)
Chronic (long-term) respiratory diseases, such as asthma, chronic obstructive
pulmonary disease (COPD), emphysema or bronchitis
Chronic heart disease, such as heart failure
Chronic kidney disease
Chronic liver disease, such as hepatitis
Chronic neurological conditions, such as Parkinson’s disease, motor neurone
disease, multiple sclerosis (MS), a learning disability or cerebral palsy
Diabetes
Problems with spleen – for example, sickle cell disease or have had your spleen
removed
A weakened immune system as the result of conditions such as HIV and AIDS, or
medicines such as steroid therapy or chemotherapy
Being seriously overweight (a body mass index (BMI) of 40 or above)
Those who are pregnant.
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READ and SNOMED codes relating to resuscitation.

READ codes relating
to resuscitation.docx

CMC Practice list functionality

CMC Quick guide
Practice search.pdf

CMC Batch log-in request (50+ users)

CMC
BATCH-LOGIN-UAF-50-or-more-users.xlsx

How to find and print the CMC urgent care summary

CMC Find and print
urgent care summary.pdf
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Appendix 7. Managing your breathlessness at home during the
corona virus (COVID-19) outbreak leaflet
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Appendix 8. Management of Homeless Patients on discharge
from Hospital Emergency Departments to GLA COVID Care
Dear Colleagues,
4th May 2020

COVID-19 Pandemic: Management of Homeless Patients on discharge from Hospital
Emergency Departments to GLA COVID Care
On the 14th April the London Clinical Advisory Group agreed guidance on discharge from
hospital for patients experiencing or at risk of homelessness and referral form.
In addition to this guidance we are now able to open up direct referrals from emergency
departments to COVID Care for those patients who do not require a hospital admission but
who are displaying signs of COVID infection and who are homeless.
In this situation where the individual cannot safely self-isolate while unwell, the Emergency
Department should undertake a COVID test and then contact the COVID Care facility
directly via: 07376185873 to discuss the transfer. Once accepted the emergency department
should organise transport to the COVID Care facility Testing and transporting homeless
people to this facility should avoid anyone being discharged to the street with potential
COVID-19
In addition to the above, organisations should follow the usual approach, making use of local
authority provision. The statutory ‘duty to refer’ remains a legal requirement during this time,
and therefore anyone experiencing, or at risk of, homelessness must also be referred to the
local authority housing department.
For emergency department staff who are not familiar with the ‘duty to refer’ process, Health
Education England’s recently launched e-learning tool is a useful resource. Search for “Duty
to Refer for Frontline NHS staff” on https://portal.e-lfh.org.uk
Please see attached the guidance and referral form and contact details at Appendix
A. Please do not hesitate to contact London COVID-19 Homeless Health Operations Team
about the overall programme of work hlp.homelesshealthCOVID-19team@nhs.net
Kind Regards,
London COVID-10 Homeless Health Operations Team
NHS England and NHS Improvement

CC
CCG Pathway leads
STP Leads and homeless health Clinical Leads Steering group
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Transfer arrangements to COVID-CARE for symptomatic patients
Public transport should not be used. Preferably book a Black cab. If travelling in a car or
minibus with no partition between the driver and patient, both should wear a surgical mask
and the windows should be left open for the duration of the journey.
Surface cleaning of passenger areas should be performed after transfer.
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Appendix 9. Guidance on symptom control using non-oral, nonparental routes of medication administration during COVID-19
Version: 1
Circulated date: 11/04/2020
Agreed date: 11/04/2020
Review date: 24/04/2020

Introduction
The Coronavirus pandemic and the national response to it, including the need for social
distancing and the increased use of tele/video consultations by primary and community
health and care staff, have resulted in changes to the provision of care in the community
setting. These changes pose particular challenges to the administration of medication for
symptom control for those with advanced life-threatening illness, including in the last days of
life, and to those with COVID-19.
•

Where possible, medication to manage common symptoms such as pain,
breathlessness, nausea and vomiting and cough should be administered via the oral or
subcutaneous route, and local Palliative Care / symptom control guidelines should be
followed wherever possible. The recently published NICE COVID-19 rapid guideline:
managing symptoms (including at the end of life) in the community provides guidance on
the management of common symptoms via the oral and parenteral route in patients with
COVID-19. Following this, the CQC and BMA have issued a joint statement on the use of
medicines that are unlicensed or outside the terms of their existing license, that supports
the use of these guidelines.

•

When standard routes of administration are not possible, other routes may be required,
and unpaid/unregistered carers may need to administer medications, with remote
support / training from GPs / district nursing / specialist palliative care teams.

•

Healthcare professionals involved in a patient’s care continue to have responsibility for
advising those important to the patient how to use the medications that they have
recommended / prescribed. The HELIX Centre has developed resources to support carer
administration of subcutaneous medication.

•

Local Medication and Administration records (MAAR) should continue to be used to
record and administer such medication.

•

It is also important to work with regional / local pharmacy partners to ensure that any
medication prescribed is available.

In the pages that follow, the recommended medications for management of common
symptoms via standard and alternative routes of administration are summarised. Of note, the
order of the alternative medications listed in each table is not necessarily indicative of
preferred order of use.
•
•
•
•
•
•
•

Pain
Nausea and vomiting
Anxiety, agitation and delirium
Noisy respiratory secretions
Breathlessness at end of life
Cough
Fever
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Pain
Treatment

Dosage

Opioid

Morphine sulphate 2.5 mg to 5 mg PO every 2 to 4-hours as needed.
Morphine sulphate modified release 5 mg to 10 mg BD regularly and continue with immediate release morphine for breakthrough doses at 1/6th total daily
opioid dose. Titrate as needed.
If estimated glomerular filtration rate (eGFR) is less than 30 mL per minute, use equivalent doses of oxycodone instead of morphine sulphate (see Prescribing
in palliative care in the BNF for more details)

Add
parenteral
morphine

Morphine sulphate 2.5 mg to 5 mg subcutaneously every 2 to 4 hours as required.
If more than 2 doses required consider morphine sulphate 10 mg as a continuous subcutaneous infusion via a syringe pump over 24 hours. Titrate as
needed.
If estimated glomerular filtration rate (eGFR) is less than 30 ml per minute, use equivalent doses of oxycodone instead of morphine sulphate
(See BNF for more details on dosages and prescribing in palliative care)

Alternatives
(if oral or
subcutaneo
us route not
available)

Buccal
X

Sublingual
Concentrated oral morphine (Oramorph
concentrated solution 20mg/1ml®). 2 mg
to 5 mg (0.1 mL to 0.25 mL) SL every 4hours as required.
Concentrated Oxycodone (OxyNorm ®
Concentrate 10mg/ml oral solution®). 1
mg to 2 mg (0.1 mL to 0.2mL) SL every
4-hours as required (for use in renal
impairment).

Via PEG/RIG/NG tube
MST Continus® Sachets
20mg/60mg/100mg BD

Transdermal**
Buprenorphine 5/10/20 mcg/ hour patches
– change every 7 days.

Zomorph® capsules
10/30/60/100mg BD
(can be opened and
contents flushed down
tube 8Fr or greater)

Buprenorphine 35/52/70 mcg/ hour
patches – change every 4 days.
Fentanyl 12/25/37.5/50/75/100 mcg/ hour
patches – change every 3 days
**Cautions:
See BNF or SPC for relative potency**

Morphine sulphate injection 10 mg/ mL.
2.5 mg to 5 mg SL every 4-hours as
required.

ALL transdermal patches require time to
reach steady state, not suitable for rapid
titration or unstable pain**

Oxycodone injection 10 mg/ mL., 1.25
mg to 2.5 mg SL every 4-hours as
required (for use in renal impairment).

Caution in fever – can cause increased
absorption**
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Rectal
MST Continus® tablets 5 mg
PR TWICE daily (increased
as necessary to maximum
30mg daily).

Nausea and Vomiting
Treatment

Dosage

Generalised nausea

Haloperidol 500 micrograms to 1 mg PO/SC every 4 to 6 hours as required.
Or
Metoclopramide 10 mg PO/SC every 6 to 8 hours as required.
Or
Cyclizine 50 mg PO/SC every 6 to 8 hours as required.

Refractory nausea

Levomepromazine 6.25 mg PO/SC every 4 to 6 hours as required.

Continuous subcutaneous
infusion via syringe pump over 24
hours (if available)

Haloperidol 2.5 mg to 10 mg (5 mg in frail/elderly).
Metoclopramide 30 mg.
Cyclizine 150 mg.
Levomepromazine 12.5 mg to 25 mg.
Buccal
Sublingual

Alternatives (if oral or
subcutaneous routes not
available)

Prochlorperazine 3 mg
buccal tablets.1 to 2 tablets
buccally up to twice daily as
required.

Levomepromazine
(Levinan®) 6 mg tablets. 3
mg (1/2 tablet) SL 4 to 6hourly as required.

Orodispersible

Transdermal

Olanzapine orodispersible
tablets 5 mg. 2.5 mg to 5 mg
(half to one tablet) once
daily.
(can be increased to twice
daily if needed, max 10 mg/
24 hours).

Hyoscine hydrobromide patch
(Scopoderm®) 1 patch every 72
hours.
Granisetron patch 3.1 mg/ 24 hours.
One patch changed every 7 days.
**Please note – not ideal given time
for effect & lack of PRN option,
should be used only when all other
options have failed**

Ondansetron orodispersible
tablets 4 mg. One tablet
every 6 to 8 hours as
required (max 16 mg/
24hours).
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Anxiety, Agitation and Delirium
Treatment

Dosage

Anxiety or agitation and able to
swallow: lorazepam tablets

Lorazepam 0.5 mg to 1 mg 4 times a day as required (maximum 4 mg in 24 hours)
Reduce the dose to 0.25 mg to 0.5 mg in elderly or debilitated patients (maximum 2 mg in 24 hours)
Oral tablets can be used sublingually (off-label use)

Anxiety or agitation and unable
to swallow: midazolam injection

Midazolam 2.5 mg to 5 mg subcutaneously every 2 to 4 hours as required
If needed frequently (more than twice daily), a continuous subcutaneous infusion may be considered starting with midazolam 10 mg
over 24 hours via a syringe pump (if available).
Reduce dose to 5 mg over 24 hours if estimated glomerular filtration rate (eGFR) is less than 30 mL per minute

Delirium and able to swallow:
haloperidol tablets

Haloperidol 0.5 mg to 1 mg at night and every 2 hours when required. Increase dose in 0.5 mg to 1 mg increments as required
(maximum 10 mg daily, or 5 mg daily in elderly patients).
The same dose of haloperidol may be administered subcutaneously as required rather than orally, or a continuous subcutaneous
infusion of 2.5 mg to 10 mg over 24 hours via a syringe pump.
Consider a higher starting dose (1.5 mg to 3 mg) if the patient is severely distressed or causing immediate danger to others.
Consider adding a benzodiazepine such as lorazepam or midazolam if the patient remains agitated (see dosages above).

Delirium and unable to swallow:
levomepromazine injection

Levomepromazine 12.5 mg to 25 mg stat and hourly as required (6.25 mg to 12.5 mg in the elderly).
Maintain with a continuous subcutaneous infusion of 50 mg to 200 mg over 24 hours via a syringe pump.
Consider midazolam alone or in combination with levomepromazine if the patient also has signs of anxiety (see dosages above).

Alternatives (if oral or
subcutaneous routes not
available)

Buccal

Sublingual

Orodispersible

PEG/RIG/NG Tube

Buccal
midazolam
(Buccolam®)
2.5mg prefilled
oral syringes.
2.5 mg 2-hourly
as required.

Levomepromazine 6 mg
tablets (Levinan®). 3 mg
to 6 mg SL 4 to 6-hourly
as required.

Olanzapine
orodispersible tablets 5
mg. 2.5 mg to 5 mg (1/2
to one tablet) ON (can
be increased to BD if
required, max 10 mg/
24 hours).

Clonazepam liquid
(500micrograms/5 mL or 2mg/5
mL)
500 micrograms to 1mg every 6
hours as required.

Midazolam 10
mg/ 2mL
injection. 2.5 mg
buccally 2hourly as
required.

Levomepromazine
25mg tablets.
6.25 mg SL 4 to 6
hourly as needed.
Levomepromazine 25
mg/ mL injection
12.5 mg to 25 mg SL 4
to 6-hourly as required.

Risperidone
orodispersible tablet 0.5
mg OD (can be
increased to BD if
required).
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Levomepromazine 25mg
tablets (crushed and dispursed
in 10 mLs water).
6.25mg every 4 to 6 hours as
required.
Levomepromazine injection
25mg/mL 12.5 mg to 25 mg SL
4 to 6-hourly as required.

Rectal
Diazepam enema (2.5 mg
or 5 mg). 2.5 mg to 5 mg
PR 4 to 6-hourly as
required.

Noisy Respiratory Secretions
Treatment

Dosage

By subcutaneous injection

Hyoscine butylbromide 20 mg every 4 to 6-hours as required
Or
Glycopyrronium 200 micrograms every 4 to 6-hours as required.

Continuous subcutaneous
infusion via syringe pump over
24 hours (if available)

Hyoscine butylbromide 60 mg to 120 mg
Or
Glycopyrronium 600 micrograms to 1.2 mg

Alternatives
(if subcutaneous route not
available)

Buccal

Sublingual

Orodispersible

Transdermal

Via PEG/RIG/NG tube

Hyoscine Hydrobromide
300 microgram tablets
(Kwells®) 300
micrograms buccally
every 6 to 8 hours as
required.

Hyoscine Hydrobromide
300 microgram tablets
(Kwells®) 300
micrograms SL every 6
to 8 hours as required.

X

Hyoscine hydrobromide
patch (Scopoderm ®) 1
patch every 72 hours.
Patches can be cut into
¼ or ½ if dose reduction
needed.

Glycopyrronium oral
solution 1 mg/ 5 mL. 200
micrograms every 8
hours as required.
Glycopyrronium injection
200micrograms/mL.
200micrograms every 8
hours as required.

Atropine 1% eye drops.
2 to 4 drops SL every 4
hours as required.
Glycopyrronium
injection. 100
micrograms to 200
micrograms SL every 6
hours as required.
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Breathlessness at End of Life
Treatment

Dosage

Opioid naïve (not currently taking opioids)
and able to swallow

Morphine sulphate immediate-release 2.5 mg to 5 mg every 2 to 4 hours as required or
or
morphine sulphate modified-release 5 mg twice a day, increased as necessary (maximum 30 mg daily).

Already taking
regular opioids for other reasons (for
example, pain relief) and able to swallow

Morphine sulphate immediate-release 5 mg to 10 mg every 2 to 4 hours as required
or
one twelfth of the 24-hour opioid (morphine equivalent) dose for pain, whichever is greater.

Opioid if unable to swallow

Morphine sulphate 10 mg over 24 hours as a continuous subcutaneous infusion via a syringe pump, increasing stepwise
to morphine sulphate 30 mg over 24 hours as required.
If already taking opioids contact specialist palliative care team for advice.

Benzodiazepine if required in addition to opioid

Midazolam 10 mg over 24 hours via the syringe driver, increasing stepwise to midazolam 60 mg over 24 hours as
required

Add parenteral morphine or midazolam if
required

Morphine sulphate 2.5 mg to 5 mg subcutaneously up to every 1 hour as required
Midazolam 2.5 mg subcutaneously up to every 1 hour as required.
(See BNF for more details on dosages).

Alternatives (if oral or
subcutaneous routes
not available)

Buccal
Buccal midazolam
(Buccolam®) 2.5 mg
prefilled oral
syringes. 2.5 mg 2hourly as required.
Midazolam 10 mg/ 2
mL injection. 2.5 mg
2-hourly as required.

Sublingual

Via PEG/RIG/NG
tube

Transdermal

Rectal

Lorazepam 1 mg tablets. 0.5 mg SL up to four times daily as
required.

Morphine
sulphate liquid 2.5
mg to 10 mg
every 2 to 4 hours
as required.

X

MST Continus® tablets 5
mg PR TWICE daily
(increased as necessary
to maximum 30 mg
daily)

Concentrated oral morphine (Oramorph concentrated
solution 20 mg/ 1 mL®).
2 mg to 5 mg (0.1 mL to 0. 25 mL) SL every 4-hours as
required.
Concentrated Oxycodone (OxyNorm Concentrate 10 mg/ mL
oral solution).
1 mg to 2 mg (0.1 mL to 0.2 mL) SL every 4-hours as
required (for use in renal impairment).
Morphine sulphate injection 10 mg/ mL. 2.5 mg to 5 mg SL
every 4-hours as required.
Oxycodone injection, 10 mg/ mL, 1.25mg to 2.5 mg SL every
4-hours as required (for use in renal impairment).
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Cough
Treatment

Dosage

Initial management: use simple
non-drug measures, for example
taking honey

A teaspoon of honey.

First choice, only if cough is
distressing: codeine linctus
(15 mg/ 5 mL) or codeine
phosphate tablets (30 mg)

15 mg to 30 mg every 4-hours as required, up to 4 doses in 24 hours.
If necessary, increase dose to a maximum of 30 mg to 60 mg 4 times a day (maximum 240 mg in 24 hours).

Second choice, only if cough is
distressing: morphine sulphate
oral solution (10 mg/ 5 mL)

2.5 mg to 5 mg as required every 4 hours.
Increase up to 5 mg to 10 mg every 4 hours as required.
If the patient is already taking regular morphine increase the regular dose by a third.

Alternatives (if oral route not
available)

Buccal

Sublingual

Orodispersible

Transdermal

Rectal

x

Concentrated oral
morphine (Oramorph
concentrated solution
20mg/ 1mL®)
2 mg to 5mg (0.1 mL
to 0.25 mL) every 4hours as required.

x

x

x
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Fever
Treatment

Dosage

Adults (18 years and over) and
able to swallow

Paracetamol 0.5 g to 1 g every 4 to 6 hours as required, maximum 4 g per day.

Alternatives
(if oral route not available)

Buccal

Sublingual

Orodispersible
Calpol six plus®
fastmelts (250 mg)
2 to 4 tablets every 4
to 6 hours as required.

Transdermal

Rectal
Paracetamol suppositories 500
mg or 1g PR every 4 to 6-hours
as required.
Diclofenac suppositories 50 mg
PR TDS (see MHRA guidance of
use of NSAID in COVID-19 –
considered appropriate if patient
is dying).
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