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Background & Context

Response based upon early indications from other countries about
need for hospitalisation during the pandemic & the likely a significant
level of patients requiring management by primary care

Need to minimise face to face home visits to provide support whilst
reducing risk of infection and to conserve the use of staffing and beds.

Emerging evidence of apparently ‘well’ Covid-19 patients with very low
oxygen saturation as well as respiratory distress where saturation
levels still safe

Anticipation that this would reassure patients and clinicians about the
safety of staying at home
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Inclusion Criteria
* Patients with moderate Covid 19 symptoms at high risk of deterioration

GP CARE

* Patients with mild or moderate Covid 19 symptoms with additional risk factors GROUP
cic

eg co-morbidities |
 Patient consents to home monitoring and to share data across EMIS system —

including access to GP records
Exclusion Criteria

* Patients with a DNaR in place. The clinician should consider & discuss active
treatment as appropriate but active monitoring is not advised in this situation.




Covid-19 Remote Home Monitoring Service Pathway V3.0 - April 2020

Step 1

Referral into service from Step 2
GP/GP OOHs/UTC or Daily check of email for referrals. o Step 3 )
Hospital Discharge Team N Patient registered in EMIS (If R Kit delivered to patient by 1'9:00 If‘
based on clinical assessment central monitoring required) and > referrfed l?efc?re 14:00', along with patient
by workflow with patient template entry on Covid 19 monitoring information & record sheet
name & NHS number and Home Monitoring Template
frequency of monitoring &
Step 4

required
ED will issue kits and
complete the form with
patient details returning this

Clinician calls within 24 hours via video consultation for review, checks technique. Records consultation and results of
home monitoring into Hubs EMIS. Clinical assessment recorded in EMIS, to include temp, pulse RR & Sa02. Use BMJ
Covid-19: remote consultation flowchart. Call frequency normally every 24 hours or as specified undertaken by team

daily by 10:00 to the team in overseen by a GP.
Clinic 1 when collecting ¢
further supplies of packs < >
Patient requires face to face Patient requires immediate

Patient remains stable . .
review admission GP c ARE
. ' GROUP..

Call 999 and arrange admission

A

and Is the patient post 10 days of Refer to the central clinic for an via ED. Update EMIS and code in T
symptoms starting? appointment or home vist. the template. Email Covid Home :
Review outcome & continue monitoring to request kit
/ \ monitoring if not admitted collection
Yes No No
Clinical review can monitoring be 4—, \ .
ceased? sﬁbdr:;!;:;c:at;:t;::? Explain process to patient
’ and safety net to call SPA
L Yes | (tel 0300 033 5000) for any
Email: Covid Home Monitoring Daily search for anyone on the monitoring pathway deterioration
to request kit collection. with no data submission. HIE record checked for If results of biometric readings ¢
Complete the Covid 19 Home admission. Contact attempted, if unsuccessful GP indicated in NICE Guidelines (Box
g alerted via discharge summary. Patient added to 6 of the BMJ Covid-19 admission Call handler reviews text

central home visiting service supported by the to hospital levels) and/or if O -
patient answers yes to increased |- submission and enters into

Physician Response Un.it via on-call consultation (RLH symptoms discuss with EMIS template daily.
switchboard) supervising clinician immediately

Monitoring template to EMIS
template with code “remote
care monitoring ended”




Challenges
* How to deliver and collect packs
* Managing referrals

* Clinical supervision for call handlers

Very Early Learning GP CARE
* Adding Care Home pathway GROUP..
* Patients require support in using the monitoring devices ‘““"°"“°°“"“""

» Patients were more unwell than anticipated

* Practices wanted to follow up patients themselves




Next Steps

* Expanding the service to flexibly enable practices to
monitor patients

* Audit including patient outcomes & experience of
using the service GP CARE
GROUP..

* Expanding inclusion criteria for those being
discharged post-intubation (anticipate will require a
slightly different pathway)




