Secondary Care Specialist Support Summary Document during Covid-19

1. Advice and Guidance and Secondary Care Specialist Support

Last Updated: 31.3.2020
	Specialty by A-Z
	Number

	Acute Medicine Calderdale
	01422  222343

	Acute Medicine Huddersfield
	01484 342000 
(switchboard, ask for the acute medicine consultant)

	Cardiology
	01422 222537

	Dermatology
	01422 222505

	Diabetes/Endocrine
	01484 342000 
(switchboard, ask for the Diabetes consultant)

	Elderly Care
	07717300740

	Gastroenterology
	01484 342000 
(switchboard, ask for the Gastroenterology consultant)

	General Surgery
	07741 363262
07741 363257

	Gynaecology 
	01422 225330

	Haematology
	01484 342000 
(switchboard, ask for the Haematology consultant)

	Maternity – Calderdale
	01422 261364

	Maternity – Huddersfield
	01484 357430

	Nephrology
	01484 342000 
(switchboard, ask for the Nephrology consultant)

	Neurology
	01422 222533

	Oncology
	01484 342000 
(switchboard, ask for the Oncology consultant)

	Paediatrics
	01422 222468

	Respiratory (starting 6th April)
	01422 222538

	Rheumatology
	01422 222532

	Stroke
	01422 357171 
(switchboard, ask for the Stroke consultant)

	Trauma and Orthopaedics 
	07741 363261

	Urology
	07741 363254




CHFT are establishing routes through which General Practice can communicate with colleagues in secondary care, in order to ensure better care for patients and to be confident that only those in urgent need are referred to the hospital or admitted.

1. Advice and guidance is available through ERS but you need to select the referral priority as urgent, for both routine and urgent requests. (If routine A&G is opened then it will open all services again). The hospital will offer advice to support management in Primary Care where possible.

1. Direct phone numbers to consultants in key specialties have been made available (see below).This provides an opportunity for immediate advice, and the opportunity to discuss alternative plans for management and avoid admission or attendance to hospital.  


1. Condition Specific Information

Last Updated: 09.04.2020
	A-Z
	Condition
	Link or Information

	A
	Alcohol Dependency
	


	
	Anticoagulant 
	
[bookmark: _GoBack]

	C
	Cancer referrals
	


	D
	Diabetes
	


	F
	Frailty – virtual frailty service
	
 - need to update to V8

	H
	Haematology – Fast Track
	


	I
	IBS
	https://www.bsg.org.uk/covid-19-advice/bsg-advice-for-management-of-inflammatory-bowel-diseases-during-the-covid-19-pandemic/


	
	
	

	M
	MSK
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6th April 2020 


To Primary Care Calderdale and Kirklees  


Re: Anticoagulant Service during COVID-19 emergency 


Dear colleagues 


We are making contingency plans for providing a service for anticoagulation patients during 


this difficult time. Staffing levels are likely to be affected and demand for INR testing may 


also increase as patients become unwell with acute illness.   


New Referrals: 


During the COVID-19 pandemic we can only accept new referrals for anticoagulation of 


patients where warfarin is the only treatment option. This will include patients with 


valvular AF due to rheumatic heart disease; prosthetic valves; poor renal function; high GI 


bleeding risk (consider dabigatran if appropriate due to availability of reversal agent); 


interacting medicines eg carbamazepine and those who are obese.  


Please consider using a direct oral anticoagulant (DOAC) eg rivaroxaban, apixaban, 


edoxaban or dabigatran for new AF patients if they are <120 kg, licensed indication, 


Creatinine Clearance >15 ml/min and no other contra-indications.   


Patients with a new venous thromboembolism should be treated with a DOAC (with LMWH 


injections cover as required) as a first line.  If a DOAC is contra-indicated, there will be no 


change to procedure ie the anticoagulant service will continue to accept these referrals for 


INR monitoring. 


Please note anticoagulation should only be initiated by clinicians in primary or 
secondary care with experience in managing anticoagulation. 
 
See https://www.england.nhs.uk/coronavirus/secondary-care/other-resources/specialty-
guides/ 
 
It is important to fully review risks and benefits eg thrombotic:bleeding risk; baseline bloods; 
medication; contra-indications prior to starting anticoagulation or switching between 
products. 
It is equally important to provide the patient with verbal and written information and support 
with ongoing monitoring. 
 
 
 
 
 
 
 
 
 
 



https://www.england.nhs.uk/coronavirus/secondary-care/other-resources/specialty-guides/

https://www.england.nhs.uk/coronavirus/secondary-care/other-resources/specialty-guides/





    
 


Patients who need warfarin: 


AF  


 Please prescribe Aspirin 75 mg daily immediately if the patient is not already taking and it is 


not contra-indicated. This will provide some prophylaxis against stroke (approx. 25%) until 


the patient can be “seen” by the anticoagulant service. Aspirin will be discontinued once an 


anticoagulant has been started.  


Please note new AF patients needing warfarin will be given an appointment after the COVID-


19 emergency has ended. The exception will be high risk patients see below: 


High risk patients with AF eg those with Antiphospholipid syndrome (APS) or Antithrombin 3 


deficiency will need to be fully anticoagulated. Please mark referral as “URGENT” stating the 


reasons and we will prioritise their referral.   


VTE:  


There will be no change to our procedure. 


 


Warfarin INR monitoring for existing patients: 


INR Clinics: 


We will continue to provide point of care (POC) INR testing for existing patients. Adjustments 


may be made to clinic times and venues in response to local pressures. Ie if a GP surgery is 


closed or we have reduced staffing levels we may extend a different clinic at an alternative 


venue. We will contact patients when changes are made to appointments. 


All patients will be asked to attend strictly at their specific appointment time and guidelines 


for social distancing will be followed. 


Home visits: 


We will continue to provide home visits for existing patients and those patients who are 


particularly vulnerable at this time.  


Please note due to capacity issues we will not be able to provide home visits based 


on age alone and new referrals will be screened so we can continue to provide the 


service for those most in need. Please email or ring us if you wish to discuss a referral for 


home visits. 


We will telephone as many patients as possible the day before their appointment to ask if 


they are symptom free. Staff will also check they are symptom free before entering the 


property. Patients who report symptoms of COVID 19 will not be visited.  


We would also like to request that you inform us of any warfarin patients who have or are 


exhibiting any symptoms of COVID-19. 







    
 


Review of patients 


We are continually reviewing our patients to ensure the highest anticoagulant care.  We will 


liaise with primary care colleagues to provide advice on the most appropriate safe 


anticoagulation: this will include switching anticoagulation; extending length between INR 


tests; suspension of anticoagulation; self- testing and domiciliary INR monitoring. 


 


To contact the anticoagulant service: 


As we are experiencing a high number of calls we would be grateful if you use email as the 


first point of contact.  


Email: anticoagulant.service@nhs.net  Staff only telephone: 01484 355607 


 


We appreciate this is a very challenging time for all our health care staff and patients.  We 


will try our utmost to provide a safe service for the existing patients in anticoagulation.  


Thank you for your understanding. 


 


Dr Nwe Oo (Consultant Haematologist and Clinical Lead for Anticoagulation Service) 


Wendy Sunter (Anticoagulant and Thrombosis Pharmacist/ Anticoagulant Service Manager) 


Calderdale & Huddersfield NHS Foundation Trust 



mailto:anticoagulant.service@nhs.net
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Cancer Referrals to CHFT  
Please note things are changing frequently at this time and further updates will follow.  
Current changes are outlined below. 
 
Telephone Triage 
COVID 19 has accelerated the need to move to telephone triage of patients referred on 2 
week cancer pathways. 
 
Telephone triage already exists for:  


 Lung  


 Lower GI/Prostate 
 
The following areas will now move to telephone triage: 


 Haematology 


 Dysphagia patients 


 Head and Neck 


 Non visible Haematuria 


 Breast  
 


Telephone triage is not viable for Dermatology/skin referrals as these are difficult to assess 
over the telephone.  Where possible the GP should undertake a video consultation to assure 
themselves it is a possible cancer and then refer.  However, the GP must inform the person 
that the appointment and treatment will have to be face to face and ensure they are still 
happy to be referred. 
 
The NHS e-Referral Service (ERS) 
2WW Suspected Cancer referrals continue as usual via the NHS e-Referral Service.  
 
Breast Surgery 
Alison Waterworth, surgeon at the Breast Surgery team at Calderdale and Huddersfield, 
would request that at this time it would be helpful to reduce the new referrals into one stop 
breast clinic.  
 
Please do not refer bilateral breast pain or patients under 25 unless you are particularly 
concerned. The team agree these patients are the most unlikely group to have a cancer 
diagnosed. Male patients should not be referred unless there is an extremely high suspicion 
of cancer and nipple discharge that is not uniductal and clear or blood stained. 
 
2WW Fast Track Haematology  
Referral Assessment Service (RAS) 
 
The 2WW Fast Track Haematology referral process has been simplified.  From Monday 30th 
March, instead of selecting Defer to Provider (no appointment available), the referral will be 
sent straight for triage in the NHS e-Referral Service.   
 
The referral form must still be attached or the triage cannot take place.  
 


 
 
 
 







Internal process at CHFT (No change) 
The on call Haematology Consultant will review the referral and make a clinical decision 
where the patient should be seen.  The patient will either be booked a Fast Track 
appointment within 2 weeks or be downgraded and the patient will be offered a routine 
Haematology appointment.  Some patients might be redirected to the Vague Symptoms clinic 
if appropriate or to the Nurse led New patient clinic for low level paraproteins or 
uncomplicated lymphocytosis. 
 
Support 
If you require any support or guidance referring through e-Referral Service please contact 
Anna Lendon 07818 694747 or Christine Powell 07766905855. 
 
If you have any queries about referring into a 2WW Fast Track appointment please contact 
the Fast Track Team on 01484 355394. 
 
Advice to people being referred 
CHFT are currently experiencing a number of patients who owing to concerns about 
Coronavirus do not want to physically attend for appointments and tests.  We hope that 
moving to telephone triage where possible will alleviate this issue.   
 
However, there are further concerns from people who have had their initial appointment and 
need further tests and are refusing to attend.  CHFT will speak to the person to reassure 
them and encourage them to attend.  Where the person continues to refuse CHFT will notify 
the practice for the practice to contact the person with regard to the urgency or not of the 
appointment and whether the person wishes to continue on the pathway or not.   
 
If the person wishes to continue on the pathway CHFT will keep the referral and contact the 
person again to re-invite. If the person wishes to halt the pathway CHFT will keep the 
person’s details to contact them at such time when COVID 19 is no longer causing pressure 
throughout the NHS. If the person wishes to be removed they will be referred back to the GP. 
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Specialty guides for patient management during the coronavirus pandemic 


 
Clinical guide for the management of acute 
diabetes patients during the coronavirus 
pandemic 


16 March 2020 Version 1 


 


 “…and there are no more surgeons, urologists, orthopaedists, we are only doctors who 


suddenly become part of a single team to face this tsunami that has overwhelmed us…”  


Dr Daniele Macchine, Bergamo, Italy. 9 March 2020 


 


As doctors we all have general responsibilities in relation to CORONAVIRUS-19 and for 


these we should seek and act on national and local guidelines. We also have a specific 


responsibility to ensure that essential diabetes care continues with the minimum burden on 


the NHS. We must engage with those planning our local response. We may also need to 


work outside our specific areas of training and expertise, and the General Medical Council 


(GMC) has already indicated its support for this in the exceptional circumstances we may 


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


coronavirus 


Diabetes may not seem to be in the frontline with coronavirus but we do have a key role to 


play and this must be planned. In response to pressures on the NHS, the elective 


component of our work may be curtailed. We should seek the best local solutions to continue 


the proper management of diabetic patients while protecting resources for the response to 


coronavirus. 


Categories of diabetic patients to consider 


• Obligatory in-patients: Continue to require admission and medical management, 


e.g. diabetic ketoacidosis (DKA). We must expedite treatment to avoid delay and 


expedite discharge to minimise length of stay. 



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

https://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus
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• Secondary care services: Outpatient attendances should be kept to the safe 


minimum. Consider using virtual clinics and telephone updates. 


• Primary care delivered diabetes services: Consideration of long term management.  


 


When planning your local response, please consider the following: 


Obligatory in-patients 


• A consultant must be designated as ‘lead consultant;. This duty can be for one day, 


a few days or even five days in small units. This is an essential role during crisis 


management. It cannot be performed by the consultant ‘on-call’. They must be free 


of clinical duties and the role involves co-ordination of the whole service from ED 


through to liaison with other specialties and managers.  


• It can be very stressful during a crisis. Support each other and share the workload. 


Do not expect the clinical director to do all the co-ordination! 


• 18% of hospital beds are occupied by someone with diabetes. People with diabetes 


are more likely to realise more severe manifestations of coronavirus infection, so this 


proportion is likely to increase beyond 18% over the next few weeks or months. 


Inpatient diabetes services will therefore need to continue (and potentially increase 


capacity) to: 


– support care of inpatients with diabetes and coronavirus 


– support other inpatients with diabetes to facilitate early discharge, maximising 


inpatient bed capacity 


– provide remote support if necessary for those discharged to prevent readmission. 


Secondary care services 


• Secondary care services that may need to continue at full capacity: 


– multidisciplinary diabetic foot services 


– pregnancy and diabetes services – although some contacts can be performed 


remotely 


• Secondary care and community services where contacts can be performed remotely. 


Prior triaging of clinic lists will be required to assess which patients may still require 


face-to-face contact: 


– • routine type 1 diabetes clinics (secondary care or community based) 


– • routine type 2 diabetes clinics (secondary care or community based) 
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Primary care delivered diabetes services  


Implications for management of diabetes should be considered within the context of broader 


long term condition management and prioritisation. 


Consider the following factors: 


• Diabetes services should look to maintain and optimise the health of individuals 


within their services over the course of the pandemic, and should not underestimate 


the importance of these contributions to the overall health service response.  


• Some services should not be postponed/cancelled if at all possible, due to acuity 


and potential impacts, e.g. risk of amputation in the context of active diabetic foot 


disease. 


• Some contacts can be performed remotely (telephone, email, video conferencing), 


although the reliance on biochemical parameters to inform clinical management 


decisions in diabetes means that associated need for, and access to, 


phlebotomy/blood testing must also be considered. 


• Some patient contacts could be postponed, but there may not be sufficient capacity 


in the future to ‘catch-up’, so it should be acknowledged that postponement will 


equate to cancellation in a proportion of cases. 


• Group-based face-to-face contacts should be avoided, and replaced with remote 


contacts, or if necessary, one-to-one face-to-face contacts. 


• We should avoid unproductive attendances at hospital. Senior decision making at 


the first point of contact should reduce or even prevent the need for further 


attendances.   


• Clinicians may need to work in unfamiliar environments or outside of their sub-


specialist areas. They will need to be supported. 


• The possibility of a seven-day service may need to be considered. 


• Imaging may be limited as it is the investigation of choice for coronavirus interstitial 


pneumonia. 


These suggestions do not comprehensively cover all diabetes services that any particular 


provider may be delivering, but provide a framework for considerations and prioritisations.  
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Virtual Frailty Service for frail and older People in the community - CalderdalePathway of care

Frail and older people living in Calderdale when there is a potential COVID 19 risk either in their own home, including care home, or in the acute hospital







Patient in their own home unwell between the hours        11 AM  -5PM. Patient contacts GP surgery

GP surgery contacted



Patient in the care home unwell between the hours 11 AM -5PM

Requires admission to hospital

Does not require admission to hospital



CRITERIA

Patients needing to be admitted or you need advice for from a nursing or residential home. 

All patients 70+ years OR frail patients that the Quest Matron or a GP wants to admit or requires advice before to the acute floor at Huddersfield and Calderdale Royal infirmary







Ring QUEST and await assessment which is immediate response over the  phone then up to 4 hours to review in person



Response from GP or nurse and reviewed 







RING THE FRAILTY SILVER PHONE ON 07717300740



The Virtual Frailty service will offer:

· Support and guidance about current treatment 

· A change in treatment plan to maintain at home. 

· Advice regarding Advance care planning and ceiling of treatment.   

· IV Antibiotics in care home with sub-cut fluids where there is community services capacity 

· Social care response to provide emergency respite beds and packages of care

Requires admission to hospital 

Phone Frailty silver phone details in box to left



Does not require admission to hospital







	Continue with plan of care from GP. There may need to be additional support for GP and the care home and this will be reviewed 





Continue with plan of care from QUEST matron. There may need to be additional support for QUEST and the care home and this will be reviewed 













 5 day service initially, commencing Monday 23rd March. The criteria and pathway to review weekly as discussed with the PCN directors
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2WW Fast Track Haematology  
Referral Assessment Service (RAS) 


 
 
The 2WW Fast Track Haematology referral process has been simplified.   
 


 From 2nd April 2020, select ‘Send for Triage’ via ERS 
 


 Instead of selecting Defer to Provider (no appointment available), the referral will 
be sent straight for triage in the NHS e-Referral Service.   


 
The referral form must still be attached so the triage can take place.  
 


 
 
 
Internal process at CHFT (No change) 
 


 The on call Haematology Consultant will review the referral and make a clinical 


decision where the patient should be seen.   


 The patient will either be booked a Fast Track appointment within 2 weeks or be 


downgraded and the patient will be offered a routine Haematology appointment.   


 Some patients might be redirected to the Vague Symptoms clinic if appropriate or 


to the Nurse led new patient clinic for low level paraproteins or uncomplicated 


lymphocytosis. 


 


Support 
 
If you require any support or guidance referring through e-Referral Service please 
contact Christine Powell 07766905855. 
 
If you have any queries about referring into a 2WW Fast Track appointment please 
contact the Fast Track Team on 01484 355394. 
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Specialty guides for patient management during the coronavirus pandemic 


 


Urgent and Emergency Musculoskeletal Conditions Requiring Onward 


Referral 


  


23 March 2020 Volume 1  


 


As clinicians we all have general responsibilities in relation to coronavirus and for these we 


should seek and act on national and local guidelines. We have a responsibility that essential 


musculoskeletal care continues with minimal burden on the NHS. This guidance is to help 


primary or community care practitioners recognise serious pathology which requires 


emergency or urgent referral to secondary care in patients who present with new or 


worsening musculoskeletal (MSK) symptoms. 


Serious pathology as a cause of MSK conditions is considered rare, but it needs to be 


managed either as an emergency or as urgent onward referral as directed by local 


pathways. 


Any part of the MSK system can be affected.  


Consider serious pathology as a differential diagnosis if a person presents: 


• with escalating pain and progressively worsening symptoms that do not 


respond to conservative management or medication as expected 


• systemically unwell (fever, weight loss) 


• with night pain that prevents sleep due to escalating pain and/or difficulty 


lying flat. 


Emergency conditions  


The following serious pathologies must be dealt with on the day as an emergency. Pathways 


for emergency referral have changed in many areas: please keep updated about changes in 


the local system. 


• Cauda equina syndrome (CES): People presenting with spinal and leg pain, with 


neurological symptoms and any suggestion of changes in bladder or bowel function 


or saddle sensory disturbance, should be suspected of having CES. The link below 
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outlines the symptoms to be concerned about and these cards can be used to 


facilitate communication about sensitive symptoms. They can also be given to 


people who are at risk of CES and need to be warned about what to look out for and 


the action to take should they develop symptoms. 


https://www.eoemskservice.nhs.uk/advice-and-leaflets/lower-back/cauda-equina 


• Metastatic spinal cord compression (MSCC): MSCC occurs as a consequence of 


metastatic bone disease in the spine. It can lead to irreversible neurological damage. 


Symptoms can include spine pain with band-like referral, escalating pain and gait 


disturbance. This link outlines the symptoms to look out for: 


https://www.christie.nhs.uk/media/1125/legacymedia-1201-mscc-


service_education_mscc-resources_red-flag-card.pdf 


• Spinal Infection: May present with spinal pain, fever and worsening neurological 


symptoms. Consider risk factors (eg immunosuppressed, primary source of infection, 


personal or family history of tuberculosis).  


• Septic arthritis: If the person presents unwell, with or without a temperature, with a 


sudden onset of a hot swollen painful joint and multidirectional restriction in 


movement, septic arthritis should be expected until proven otherwise. This is 


particularly important in children, who may present with a painful limp or loss of 


function in the upper limb, and not as a hot, swollen, painful joint. 


Urgent conditions  


The following require an onward urgent referral: 


• Primary or secondary cancers: Primary cancers such as breast, prostate and lung 


can metastasise to the spine. May present with escalating pain and night pain; 


people may describe symptoms as being unfamiliar and eventually become 


systemically unwell. If a person does become systemically unwell, they need to 


be escalated to the local emergency pathway. 


• Insufficiency fracture: Commonly presents with sudden onset of pain, mostly 


located in the thoraco-lumbar region following low impact trauma. The pain varies in 


presentation, but is often severe and mostly localised to the area of the fracture. 


Consider risk factors associated with osteoporosis; however, exclusion of a more 


serious pathological cause may be indicated. 


• Major spinal-related neurological deficit: Commonly presents with spinal pain and 


associated limb symptoms. A person may present with new-onset or progressively 


worsening limb weakness, present for days/weeks, less than grade 4 on the Oxford 


muscle grading scale, associated with one or more myotome. See the following link 


for information on the Oxford scale: https://www.csp.org.uk/documents/appendix-5-


oxford-muscle-grading-scale. 



https://www.eoemskservice.nhs.uk/advice-and-leaflets/lower-back/cauda-equina

https://www.christie.nhs.uk/media/1125/legacymedia-1201-mscc-service_education_mscc-resources_red-flag-card.pdf

https://www.christie.nhs.uk/media/1125/legacymedia-1201-mscc-service_education_mscc-resources_red-flag-card.pdf

https://www.csp.org.uk/documents/appendix-5-oxford-muscle-grading-scale

https://www.csp.org.uk/documents/appendix-5-oxford-muscle-grading-scale
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• Cervical spondylotic myelopathy (CSM): In rare cases cervical spondylosis can 


progress to this condition. Consider CSM if people present with worsening pain, lack 


of co-ordination (eg trouble with tasks like buttoning a shirt), heaviness or weakness 


in arms or legs, pins and needles and pain in arms, problems walking, loss of 


bladder or bowel control.  


• Acute inflammatory arthritis and suspected rheumatological conditions: Refer 


any person to rheumatology with:  


– persistent synovitis (ie hot swollen joints), particularly if the small joints of the 


hands (metacarpophalangeal or proximal interphalangeal) and/or feet are 


affected, and person reports early morning joint stiffness lasting more than 30 


minutes, even if the acute phase response (C-reactive protein – CRP or 


erythrocyte sedimentation ratio – ESR) is normal and cyclic citrullinated peptide 


antibody (anti-CCP) or rheumatoid factor (RF) are negative. The person may have 


rheumatoid arthritis or psoriatic arthritis 


– a suspected new-onset autoimmune connective tissue disease (eg lupus, 


scleroderma) or vasculitis. Symptoms include extra-articular manifestations 


such as a rash, Raynaud’s (colour change, with hands and/or feet turning white–


blue and/or red in the cold), mouth ulcers and/or sicca symptoms (dry 


eyes/mouth) in association with their new inflammatory arthritis  


– myalgia which is not secondary to a viral infection or fibromyalgia but worsens 


proximally, ie affects the shoulder and pelvic girdles in a symmetrical pattern, is 


worse in the morning and associated with more than 30 minutes of stiffness, and 


accompanied by a raised acute phase response (ESR or CRP). They could have:   


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


GP, or 


o myositis: any age, usually accompanied by some weakness and raised creatine 


kinase (CK); refer urgently to rheumatology service  


– new-onset headache predominantly in temples with or without associated 


symptoms such as jaw claudication, proximal girdle pain, visual symptoms and 


accompanied by a raised acute phase response (ESR or CRP) in people usually 


aged over 50. They may have giant cell arteritis 


– suspected inflammatory spinal pain: person may report prolonged early 


morning stiffness, pain radiating to buttocks and/or night pain. They may or may 


not have associated psoriasis, inflammatory eye disease (uveitis, iritis) and/or 


inflammatory bowel disease. For further information see the link: 


https://www.esht.nhs.uk/wp-content/uploads/2018/07/Msk-Think-SpA-NICE-


guidance-on-recognition-and-referral-of-Spondyloarthritis.pdf 



https://www.esht.nhs.uk/wp-content/uploads/2018/07/Msk-Think-SpA-NICE-guidance-on-recognition-and-referral-of-Spondyloarthritis.pdf

https://www.esht.nhs.uk/wp-content/uploads/2018/07/Msk-Think-SpA-NICE-guidance-on-recognition-and-referral-of-Spondyloarthritis.pdf
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Specialty guides for patient management during the coronavirus pandemic 


 
Clinical guide for the management of people 
with alcohol dependence during the coronavirus 
pandemic  


8 April 2020 Version 1 


As clinicians, we all have general responsibilities in relation to coronavirus and we should 


seek and act on national and local guidelines. We also have a specific responsibility to 


ensure that essential care continues with the minimum burden on the NHS. We must engage 


with those planning our local response. We may also need to work outside our specific areas 


of training and expertise, and the General Medical Council (GMC) has already indicated its 


support for this in the exceptional circumstances we may face: www.gmc-uk.org/news/news-


archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus 


Patients with alcohol dependence present to a wide range of health services, either in crisis 


with complicated alcohol withdrawal, or with alcohol dependence underlying their other 


medical condition(s). In response to pressures on the NHS, we should seek the best local 


solutions to continue the proper management of non-elective patients with alcohol 


dependence in need of care, for whom there will be very little (if any) specialist advice 


available, while developing and protecting resources for the response to coronavirus. 


In addition, societal factors such as reduced income, being isolated at home, and 


inconsistent access to usual levels of alcohol use may result in an increased number and 


frequency of patients presenting in acute alcohol withdrawal, at a time when services are 


least able to deal with them.   


Patients with alcohol dependence are a vulnerable group due to the high prevalence of     


co-morbid physical and mental health problems, both related to and independent of their 


alcohol use disorder.  



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

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

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

https://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus
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Due to the minimal provision of alcohol teams, identification and management will need to be 


undertaken by general staff. 


Categories of people with alcohol dependence to consider 


• Emergency department presentations: Consideration for the proper management and 


diversion of patients presenting in alcohol withdrawal to minimise harm and reduce 


representation, taking into account individual risk factors and clinical needs. 


• Obligatory admissions and inpatients to acute trusts: Patients with complications of 


alcohol withdrawal, for example, delirium tremens (DTs) or Wernicke Korsakoff Syndrome 


(WKS), and with underlying conditions, for example, decompensated liver disease, 


continue to require admission and medical management. Early identification at triage is 


essential to optimise treatment and expedite discharge to minimise length of stay and 


reduce likelihood of readmission. 


• Obligatory admissions and inpatients to mental health trusts: Patients with serious 


mental disorder and co-morbid alcohol dependence continue to require admission and 


management. Early identification on admission is essential to ensure appropriate 


management to avoid delay and expedite discharge to minimise length of stay and reduce 


likelihood of readmission. 


• Secondary mental health community services: Patients presenting to and managed in 


community mental health services with co-morbid alcohol dependence will require more 


integrated management of alcohol dependence to reduce crisis presentations. 


• Primary and community care: Patients presenting to primary and community care 


settings or NHS 111 should be offered harm minimisation advice and signposted to 


community addiction services. 


When planning your local response, please consider the following: 


Leadership 


• It is recommended that each acute and mental health trust should designate someone 


with appropriate skills acting as COVID-19 alcohol lead at any given time from available 


staff. The COVID-19 alcohol lead will be responsible for offering specialist support to staff 


across the organisation in terms of the protocols for safest management of patients, and 


pathways to partner agencies. 


• Alcohol leads must be competent to offer guidance on current best practice specifically 


relating (but not limited) to alcohol-dependent patients presenting with: 


– COVID-19, and risks of respiratory depression during medically assisted alcohol 


withdrawal 


– complicated severe alcohol withdrawal 


– comorbid opioid use. 
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Emergency department presentations 


• Referral for mental health assessment where appropriate. 


• Consistent harm minimisation advice and signposting to available resources (community 


and online) if admission not required. Obligatory admissions and inpatients to acute and 


mental health trusts. 


• 5% (acute) and 25% (mental health) inpatient beds are occupied by someone with alcohol 


dependence. People with alcohol dependence often have multiple co-morbidities putting 


them at increased risk of more severe manifestations of coronavirus infection. 


• Alcohol lead to ensure: 


– clear local/regional agreed policies and pathways for safe discharge into 


community, especially for those started on a detox but discharged before 


completion 


– availability of suite of clinical tools for management of alcohol withdrawal 


– safeguarding of vulnerable adults and children remains essential 


– integrated management of alcohol dependence, any co-morbid condition and 


coronavirus by non-specialist teams  


– links with community addiction services to provide remote support if necessary for 


those discharged to prevent readmission. 


Secondary mental health community services 


• Co-morbid alcohol dependence is not to be considered as a barrier to accessing mental 


health services. 


• Mental health services should maintain and optimise the health of patients with co-morbid 


alcohol dependence within their services over the course of the pandemic and should not 


underestimate the importance of these contributions to the overall health service 


response.  


• Mental health staff will need to familiarise themselves with alcohol harm minimisation 


advice, to best support patients as part of their care plan.  


• Many contacts can be performed remotely, which will provide vital support for patients and 


their families and help reduce crisis presentations.  


• There is a need to establish joint working with community addiction services. 


• Senior clinicians need to support staff in risk management to prevent unproductive 


referrals to attendances at hospital.   


• The possibility of a seven-day service may need to be considered. 
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Safeguarding  
 


It is our understanding that Community Services Prioritisation Plan, The COVID 2020 


Act, COVID-19 Changes to the Care Act 2014 and the variety of COVID-19 guidance are all 


indicating that safeguarding children and adults is as critical during COVID-19 as it is 


statutory at other times. Staff across the health and care sector are advised to:  


1. download the free NHS Safeguarding 


App http://www.myguideapps.com/projects/safeguarding/default/, which has local 


safeguarding contacts  


2. follow #COVIDSafeguarding via @NHSsafeguarding, who will be posting daily 


updates and key messages  


3. join our COVID Safeguarding digital community of practice 


via https://future.nhs.uk/connect.ti/safeguarding/view?objectID=18981104  


 


 


 



https://www.england.nhs.uk/coronavirus/publication/covid-19-prioritisation-within-community-health-services-with-annex_19-march-2020/

https://www.england.nhs.uk/coronavirus/publication/covid-19-prioritisation-within-community-health-services-with-annex_19-march-2020/

http://www.legislation.gov.uk/ukpga/2020/7/contents/enacted

http://www.legislation.gov.uk/ukpga/2020/7/contents/enacted

http://www.legislation.gov.uk/ukpga/2020/7/contents/enacted

http://www.legislation.gov.uk/ukpga/2020/7/contents/enacted

https://www.gov.uk/government/publications/coronavirus-covid-19-changes-to-the-care-act-2014

https://www.gov.uk/government/publications/coronavirus-covid-19-changes-to-the-care-act-2014

https://www.gov.uk/government/collections/coronavirus-covid-19-list-of-guidance

https://www.gov.uk/government/collections/coronavirus-covid-19-list-of-guidance

http://www.myguideapps.com/projects/safeguarding/default/

http://www.myguideapps.com/projects/safeguarding/default/

https://future.nhs.uk/connect.ti/safeguarding/view?objectID=18981104

https://future.nhs.uk/connect.ti/safeguarding/view?objectID=18981104




