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Post-COVID-19 Syndrome: NCL Primary Care Guidance 
Version 1.1 (12/04/2021)  

 
 

Change Log 
 
To reflect our evolving understanding of Post-COVID-19 Syndrome, this document will be regularly updated 
based on the best available clinical evidence and learning from local service delivery. 
 
The following changes have been made in version 1.1 (12/04/2021): 
 

 4.2 Added BP / heart rate sitting and standing to recommended investigations 

 4.2 Changes to recommended blood tests (included ferritin and ALT, added clarification where 
there are symptom-specific indications to carry out some tests) 

 4.2 Change to advice on using the sit to stand test: “do not complete sit to stand if concerning chest 
pain, baseline oxygen saturation <95% or severe post-exercise malaise. Consider a short walk as an 
alternative.” 

 5.1 Added recommendation to consider ambulatory BP monitoring for patients with evidence of 
postural hypotension 

 5.1 Updated the chest pain management guidance to split out investigations in primary care and 
when to refer onwards 

 5.1 Updated skin rash guidance to include consideration of Reynaud’s phenomenon, advice to 
consider trialling antihistamine treatment, and referring to dermatology via usual routes if lesions 
are persistent. 

 5.1 Updated fatigue guidance with detail of how to interpret patients’ self-assessed fatigue 
assessment scale 

 

1. Background 
 
This document should be read together with NICE Guideline 188: managing the long-term effects of COVID-
19. For a summary of the NICE, SIGN and Royal College of GPs guidance on post-COVID-19 syndrome, refer 
to this BMJ summary.  
 
Note: although clinically this document follows national guidance in using the phrase post-COVID-19 
syndrome (PCS), some patients may prefer to use Long COVID-19 to describe their symptoms, in which case 
it is appropriate to use their preferred term. 
 

1.1 Clinical Case Definition (NICE 2020) 
 
“Signs and symptoms that develop during or following an infection consistent with COVID-19, continue for 
more than 12 weeks and are not explained by an alternative diagnosis. It usually presents with clusters of 
symptoms, often overlapping, which can fluctuate and change over time and can affect any system in the 
body. Post COVID Syndrome may be considered before 12 weeks and a referral should not be delayed if 
symptoms are severe, while the possibility of an alternative underlying disease is also being assessed.” 
 
Symptoms include but are not restricted to: 

• Fever 
• Ongoing cough 
• Presyncope 
• Breathlessness 
• Chest pain 

• Chest tightness 
• Palpitations 
• Depression and anxiety 
• Poor sleep 
• Exercise intolerance 

https://www.nice.org.uk/guidance/ng188
https://www.nice.org.uk/guidance/ng188
https://www.bmj.com/content/372/bmj.n136
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• Fatigue 
• Sore throat 
• Abdominal pain 
• Diarrhoea 
• Vomiting 
• Confusion 
• Leg or arm weakness/numbness 
• Leg or arm tingling/numbness 

• Red eye 
• Changes in menstrual cycle 
• Cognitive impairment/brain fog 
• Muscle and joint pain 
• Poor sleep quality 
• Headaches 
• Anosmia 
• Skin rashes 

 
 

1.2 NCL Post-COVID-19 syndrome model  
 

 
 

Sector / 
Provider 

Offer Cohort Geography / 
referral pathway 

UCLH NCL Post-COVID 
Syndrome Clinic 
(to manage post-
Covid syndrome) 

Complex Post-COVID Syndrome symptoms requiring 
specialist, multi-disciplinary support for people who 
have ongoing Covid related needs. In reach from 
Community and Primary Care 

Pan NCL 
Referrals from 
Primary Care, 
Community or Acute 

All 
community 
providers 

Co-ordinated 
Community 
rehabilitation 

Integrated offer linking rehabilitation and mental 
health services for both Post-Covid Syndrome 
cohort and people who have been discharged after 
a Covid related admission. Case management 
through UCLH app 

Borough based 
Referrals from 
Primary or Acute or 
NCL Post-Covid 
Syndrome Clinic 

All acute 
sites 

Post-discharge 
COVID clinic (for 
hospitalised 
patients) 

Post discharge support for all patients following 
Covid related admission. Some of these patients 
may require referral to NCL Post-Covid Syndrome 
Clinic. Can refer on to community or discharge to 
primary care 

Post discharge or 
referral only 

General 
Practice 

Post-COVID 
support 

Registered cohort. Agreed pathway to self-
management tools, community services or direct to 
specialist clinic. Option to refer to local acute if 
single specialty input needed 

Borough based 
Practice cohort 

NCL GP 
Federations 

NCL COVID-19 
Support Service 

Service offers acute Covid clinical support to 
primary care GPs, remote telephone triage and 
home visiting for patients (there will be no face-to-
face at either site in this phase). 

Operating from 2 
sites across  
Pan NCL  
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1.3 Estimated prevalence in NCL 
 

Category of need Barnet 
(pop 396k) 

Camden 
(pop 262k) 

Enfield 
(pop 338k) 

Haringey 
(pop 
271k) 

Islington 
(pop 
240k) 

Proposed 
NCL model 

Diagnosed cases 6,558 (Nov) 
24,771 (Jan) 

3,362 (Nov) 
11,734 
(Jan) 

5,768 (Nov) 
25,509 (Jan) 

4,033 
(Nov)  
17,433 
(Jan) 

3,370 
(Nov) 
12,619 
(Jan) 

 

People who were 
unable to work for 
up to 3 weeks 
because of Covid 

3,960 2,620 3,680 2,710 2,400 Primary Care 

People with chronic 
Covid, who haven't 
recovered within 12 
weeks 

1,980 1,310 1,690 1,355 1,200 Primary Care 
Community 
Team 
Acute Clinic 

People with serious 
debilitating Covid, 
not able to take part 
in normal family life 

396 (Nov) 262 (Nov) 338 (Nov) 271 (Nov) 240 (Nov) Specialist 
Clinic 
Community 
Team 

Source: NCL Public Health Teams (based on COVID-19 wave one prevalence. Wave two updated figures to follow). 

2. Aims 
 
This document outline guidance for how primary care will: 
 

 Proactively identify and contact patients with symptoms of Post-COVID Syndrome (PCS) / long-
COVID including outreach to clinically vulnerable groups 

 Comprehensively assess patients with symptoms of PCS in primary care and undertake relevant 
diagnostic tests and investigations 

 Draw on the support of the wider health and care system to manage this patient cohort through 
MDT team discussions, with referral into specialist clinics and ongoing rehabilitation as required 

 
It also identifies the support available to primary care to enable them to deliver this care. 
 

3. Eligibility and exclusions 
 
Applies to all adults living in NCL who are either registered with a GP practice (or who in the case of 
homeless or asylum populations, need to be supported to register with a GP practice to access care).  
 

4. Primary Care Guidance 
 

4.1 Identification 
 
Note: national business rules which will allow standardised searches to proactively identify patients who 
may be suffering with PCS are in development. These will be made available in Healtheintent when ready. 
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NCL CCG is also exploring local searches which could be made available in the short term to facilitate case 
finding.  
 
Currently primary care is encouraged to proactively case find and to ask about symptoms of post-Covid 
syndrome in patients who are known to have had Covid-19, particularly if they have not been in hospital, or 
are from a vulnerable cohort.   
 
Suggested AccuRx template message: 
“Dear [Patient], we can see from your records that you may have had Covid-19. If you have any symptoms 
that have continued since your infection, please contact the surgery to discuss this with one of the 
clinicians.”  
 
The primary care Covid oximetry @home pathway includes a six-week text or call welfare check for patients 
who have had covid-19 symptoms and been monitored in the community using pulse oximetry. This will 
cover all patients who are >50 years old or <50 years old and clinically extremely vulnerable (shielding). It 
will also cover some patients who are <50 years old based on clinical assessment as they develop 
symptoms.  
 

4.2 Assessment 
 
Note: An EMIS template for clinical assessment, and a pre-clinic patient self-assessment are both currently 
in development and will be made available shortly. 
 
Patients identified should have an initial virtual consultation to collate relevant background information as 
described below. If the patient no longer has symptoms consistent with PCS, no further interventions are 
required. If the patient has ongoing symptoms, they should be invited for a face to face assessment and the 
examinations described below performed. Practices should consider adapted assessments for those with 
learning disabilities and additional consideration for those with language requirements.  
 
Background 

 Covid-19 Diagnosis: Confirm if/when the patient previously had a positive Covid-19 swab 

 History: take patient’s history including potential fluctuating symptoms and trends, the nature and 
severity of previous and current symptoms, timing and duration of symptoms since the start of 
acute COVID-19, and history of other health conditions 

 Gain an understanding  of the patient’s social, financial and cultural functioning at baseline prior to 
contracting Covid-19 and post COVID-19 

 Anxiety and depression screening using PHQ9 and GAD questionnaire 

 Completion of PCS screening tool (to be provided as an appendix) 
 
Note: Do not predict whether a person is likely to develop post-COVID-19 syndrome based on whether they 
had certain symptoms (or clusters of symptoms) or were in hospital during acute COVID-19. When 
investigating possible causes of a gradual decline, deconditioning, worsening frailty or dementia, or loss of 
interest in eating and drinking in older people, bear in mind that these can be signs of ongoing symptomatic 
COVID-19 or suspected post-COVID-19 syndrome. Be aware that people can have wide-ranging and 
fluctuating symptoms after acute COVID‑19, which can change in nature over time. 

 
Examination 

 Pulse rate and rhythm 

 BP / heart rate sitting and standing 

 Temperature 

 Oxygen saturation 

 Sit to stand test 

http://coronavirus.ncl.nhs.sitekit.net/coronavirus-updates/covid-19-oximetry-at-home-resources-for-practices/201645
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 Respiratory examination 

 Central / periphery nervous system assessment 
 
Note on sit to stand test / desaturation: When carrying out sit to stand test, monitor heart rate and oxygen 
saturation pre and post, with the number of repetitions noted. Desaturation is considered a drop in oxygen 
saturation by ≥3% or more to ≤96%.  
 
Do not complete sit to stand if concerning chest pain, baseline oxygen saturation <95% or severe post-
exercise malaise. Consider a short walk as an alternative. 
 
Patients who desaturate should be considered for an acute medical assessment to consider PE or persistent 
COVID-19 pneumonitis - refer them to an ambulatory care unit. Desaturation is sometimes seen without PE 
or lung disease in PCS and once this has been considered management in the post-COVID clinic may be 
appropriate. Note significant tachycardia at rest can also be an indication for acute assessment and a sign 
of PE or other cardiac pathology. If patients perform less than 20 repetitions that suggests significant 
exercise intolerance and have a low threshold for further investigation.   
 
Refer people with ongoing symptomatic COVID-19 or suspected post-COVID-19 syndrome urgently to the 
relevant acute services if they have signs or symptoms that could be caused by an acute or life‑threatening 
complication, including (but not limited to): 

 Resting saturations <92% or oxygen desaturation on exercise (3% drop or more)  

 Elevated RR > 24, HR >130  

 Cardiac chest pain at rest or on minimal exertion 

 Multisystem inflammatory syndrome (in children). 
 
Investigations 
If patients haven’t already had investigations undertaken in secondary care, carry out investigations 
including: 

 COVID-19 serology (if no previous antigen test results) 

 FBC, Ferritin, U&Es, TFTs, LFTs, CRP, cholesterol, Vitamin D, ALT 

 Hba1c 

 Chest X-ray 
 
Consider: 

 Thyroid function (if presenting with fatigue) 

 Lipid profile (if patient has risk factors) 

 Calcium (if presenting with fatigue, depression) 

 9.00h cortisol (if persistent fatigue) 

 BNP (if presenting with shortness of breath clinical suspicion of heart failure) 

 ECG (if presenting with chest pain, palpitations) 
 
Distinction between existing long-term conditions (LTCs) and COVID-19 related complications should be 
made. Clinicians in conjunction with their patients may decide it is more appropriate for patients with 
exacerbations of existing LTCs following a COVID-19 infection to be managed by usual services. 
 
Care planning 
 
As part of the assessment of patients with ongoing symptoms of PCS a personalised care and support plan 
should be developed to include: 
 

 Personalised care goals agreed with the patient 

 Management plan (see section 4.4) which specifies both management actions for the completing 
GP, and self-management actions for the patient  
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 Ongoing monitoring and follow-up arrangements 

 Referrals to other agencies including other healthcare providers, psychology services, social care, or 
social prescribing 

 
If at this point the patient is able to continue to manage their symptoms with support from the Your Covid 
Recovery website and other self-management resources, the episode of care can be closed. 
 

5. Management 
 

5.1 Ongoing investigations and referrals 
 
Below are recommended investigations, management and referrals for individual PCS symptoms. However 
please note that most patients will present with multiple symptoms, which whilst not individually severe, 
may be having a significant overall impact on the patient’s quality of life. For patients whose individual 
symptoms do not cause concern but who are experiencing inability to carry out activities of daily living or 
work, refer to the PCS MDT for discussion.  
 
In the first instance, all patients can be signposted to Your Covid Recovery. For patients who don’t have the 
ability to access this site, all advice is available in printable PDF form. 
 
Please note that many symptoms of PCS fluctuate at anything from a 2-6 week cycle of increasing and 
remitting severity, and so in all assessments an overall trend or cycle of symptoms should be documented 
in addition to current symptoms. In women this may be linked to menstrual cycle and may be causing 
menstrual irregularity as a result.  
 
Finally, please note that iatrogenic adrenal suppression can result from corticosteroid treatment given 
during an admission with COVID-19 and if patients have recently stopped corticosteroids and report fatigue 
or dizziness check postural BP, U&Es and 9.00h Cortisol. Occasionally patients have extended courses of 
corticosteroid on discharge which can disrupt sleep patterns or worsen blood sugar control in diabetics/ 
pre-diabetics. .  
 
Below is the suggested investigations and management for individual PCS symptoms. For information on 
how to make the suggested referrals, see section 5.2. 
 
Cough: Assess breathlessness in conjunction and complete sit to stand test to look for desaturation (needs 
urgent referral to Post-Covid clinic). 
 

1. If ongoing cough 4-6 weeks post-COVID infection, arrange CXR via normal referral route.  
a. If CXR shows extensive abnormality consistent with COVID-19 pneumonia at this time 

point, refer patient to the Post-COVID-19 Clinic (specialist clinic at UCLH via the single point 
of access, or back to the acute clinic they were seen at post-hospital if they had been 
admitted with COVID-19). 

b. If x-ray shows minor abnormalities and there is no desaturation on exercise and improving 
trend repeat at 12 weeks. If abnormalities are still present, refer to the Post-COVID-19 
Clinic 

2. In all patients consider acid reflux, post-nasal drip and asthma (using home peak flow diary) as a 
cause of cough.  
 

Breathlessness 
1. Persistent breathlessness is common up to 4-6 weeks but the trend should be showing 

improvement. 

https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
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2. If ongoing breathlessness, conduct a general respiratory examination and sit to stand test 
considering asthma and other causes. Note HR/ chest pain- consider if features of PE. Complete 
chest x-ray as per cough. If no desaturation and trend is improving then continue to monitor in 
primary care. Consider referral for breathlessness support through community rehabilitation.  

3. Carry out a MRC breathlessness scale assessment 
o If 1-2, signpost to Your Covid Recovery for self-management 
o If 3+ and no other red flag symptoms refer to integrated post-COVID-19 MDT  

4. If desaturating on walking or on sit to stand test, or deteriorating trend, or associated with other 
concerning symptoms (chest pain/ pre-syncope) consider referral to acute medical service or the 
Post COVID clinic depending on clinical judgement/ duration.  

 
Palpitations 

 Palpitations are common post COVID. Take history of nature/ triggers/ any associated chest pain or 
presyncope 

 Arrange ECG and consider 24 hr Holter using a symptom diary 

 Look for features of POTS- HR >120 or increase of >30bpm on standing. Look for orthostatic 
hypotension-drop of >20mmHg in systolic or > 10mmHg in diastolic within 3 minutes of standing 

 Consider risk of PE if persistent tachycardia. Greater risk in first 4-6 weeks. 

 If exertional chest pain/ presyncope consider referral to acute medical services or the post-COVID 
clinic. 

 
Presyncope / orthostatic intolerance 

1. If patient has ongoing presyncope, carry out a CVD exam including pulse, BP sitting and standing, sit 
to stand test etc. Give advice on POTS via NHS website and see section on palpitations above. If 
evidence of postural hypotension present, consider organising an ambulatory BP monitor or home 
BP monitor with symptom diary 

2. Consider other CVD causes (e.g. myocarditis and pericarditis may cause dizziness). Consider 
pulmonary embolism (which can present with presyncope and tachycardia without desaturation or 
chest pain. (The risk of PE much greater in first 4 weeks post-COVID) Consider POTS (see 
palpitations section below). 

3. If no indication of other causes, refer to Post-COVID Clinic. Do not consider for community 
rehabilitation. 

 
Chest Pain 

1. Investigate and treat causes of chest pain before referral to rehab services (MSK, acid reflux, 
myocarditis, pericarditis). Consider trial of treatment (e.g. PPI for acid reflux, NSAIDS for 
costocondritis). 

2. If chest pain consistent with ischaemic heart disease with risk factors consider referral to the 
cardiac rapid access clinic  

3. Consider post-Covid clinic referral if severe, exertional or other worrying features on sit to stand 
 
Fatigue/ post exercise malaise 

1. This can be a long lasting symptom post-COVID and should be considered alongside other 
symptoms such as breathlessness/ brain fog 

2. Ask about the duration of post exercise malaise (lasting > 12 hours or to the following day is 
suggests is significant)  

3. Consider other causes (anaemia/ thyroid etc.) 
4. If severe (>12 hours PEM or difficulty with activities of daily living) consider referral to post-COVID 

clinic or community services depending on whether other red flags symptoms 
5. Signpost patient to Your Covid Recovery for advice on pacing. A period of reduced activity may be 

necessary to allow progress. See management of breathlessness (above) 
 
Patients will complete the Fatigue Assessment Scale (FAS) as part of their pre-assessment questionnaire. 
The FAS score should be interpreted as follows: 

https://www.pcrs-uk.org/mrc-dyspnoea-scale
https://www.yourcovidrecovery.nhs.uk/
https://www.nhs.uk/conditions/postural-tachycardia-syndrome/
https://www.yourcovidrecovery.nhs.uk/
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 10 - 21: no fatigue (normal) 

 22 – 34: fatigue 

 ≥ 35: extreme fatigue 
The Minimal Important Difference (MCID) is at least 4 points or 10% change of the baseline value. 
 
Depression and anxiety 

 New onset related to COVID-19  vs. premorbid depression and anxiety 

 Assess using PHQ9 and GAD7 questionnaire. Manage patient expectations as not everyone scoring 
on these measures will necessarily require immediate input from IAPT. Consider talking about this 
in terms of learning to manage understandable elevations in emotional distress/ mental health 
symptoms and learning tools to prepare for a recovery journey from COVID using peer support and 
community COVID resources (e.g. Your Covid Recovery, existing mental health and wellbeing apps). 
Note: Camden and Islington and Central & North West London Recovery Colleges are currently 
developing COVID support groups and courses which should become available later in the year. 

 Manage in general practice as per usual treatment and referral pathways, consider earlier referral 
to IAPT than may normally consider for those with premorbid depression or anxiety. Be aware of 
increased risk of suicidal ideation. Refer as per other IAPT referrals as per their usual inclusion/ 
exclusion criteria. 

 If a patient has been discharged from hospital and has a high level of medical complexity they may 
have received input from hospital-based health psychology. Please confirm this with the patient (or 
check Docman for discharge summary from health psychology) before making any referrals. 
If such a patient has not been seen within health psychology services, then GP should discuss in 
post-COVID integrated MDT/ with psychology services as the case may not be suitable for IAPT.  

 
Cognitive impairment / brain fog 

1. Assess using GPCOG, and take a detailed history of symptoms. Assess for underlying depression and 
anxiety, or other symptoms indicating dementia 

2. If dementia considered, undertake dementia screening tests in addition to those already completed 
and consider referral to Memory service. 

3. If investigations are normal, signpost to Your Covid Recovery and follow up – if does not help refer 
to MDT discussion for further signposting and referral 

4. If triggered by e.g. use of screens/ other cognitive activity brain fog is likely to be part of the 
experience of fatigue. Assess physical fatigue and see Fatigue management section (above) 

5. If significant neurological symptoms, consider other neurological causes and refer as appropriate 
(e.g. migraine/ headache/ focal weakness or sensory change). If seizures this requires urgent 
neurology referral/ acute assessment.  

 
Muscle and joint pain 

 Take a history to identify any symptoms of auto-immune or inflammatory conditions, carry out 
baseline investigations. If joint swelling and stiffness, consider referral to rheumatology or post-
COVID clinic depending on symptom spectrum. Consider CK level/ autoantibody profile (e.g. ENA/ 
ANA/ immunoglobulins/ antiphospholipid). 

 If no synovitis/ other concern, manage as fatigue (as above) and discuss with MDT. Signpost to Your 
Covid Recovery. Recommend analgesia. Consider assessing for features of fibromyalgia or 
costochondritis and manage accordingly. 

 
Insomnia / Poor sleep quality 

1. Take full history, consider managing underlying physical causes or depression and anxiety (see 
above) 

2. Give sleep hygiene advice and signpost to Your Covid Recovery 
 
Headaches 

https://www.yourcovidrecovery.nhs.uk/
https://patient.info/doctor/general-practitioner-assessment-of-cognition-gpcog-score
https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
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1. Carry out neurological assessment. If normal manage as per migraine advice. This symptom is 
common in the first six weeks so review the trend over this time. 

2. If red flag refer to neurology urgently. 
3. If normal investigations and non-improving headaches – discuss at MDT for next steps.  

 
Anosmia / Parosmia 

1. Offer smell, taste and nasal hygiene advice. 
2. 0-6 weeks send link to smell training via Abscent or Fifth Sense 
3. Refer to specialist smell clinic under Mr Peter Andrews, RNENT UCL after 12 weeks if no 

improvement.  
 
Skin rashes 

1. Some patient report urticarial type lesions. Take history of wheezing / abdominal cramps / 
diarrhoea. Ask about Raynaud’s phenomenon. Consider trial of antihistamine treatment. If 
persistent lesions consider discussion in post COVID MDT or via usual routes for dermatology 
advice and guidance if unusual/ concerned. 

2. COVID digits: consider referral to post-COVID clinic if non-resolving or multiple digits involved. 
Consider tissue viability if skin breakdown. Confirm peripheral pulses present. 
 

Red flag symptoms 
This requires clinical judgement as patients typically have a constellation of symptoms.  
 
If the patient is unwell to the extent that they are unable to complete activities of daily living it could be 
difficult for community therapy teams to develop management plans without onward assessment and that 
may be best organised through the post-COVID service depending on local capability.  
 
Patients with the following symptoms should be considered for either acute medical assessment or post 
COVID clinic assessment depending on the scenario (as further investigation will be needed before therapy 
teams can safely support them).  

o Desaturation on walking or on an exercise test such as the sit-to-stand (caution as loss of 
probe contact can cause transient desaturation so look for more sustained drops over 
towards the end of the test or during recovery).  

o Exertional chest pain/ persistent chest pain not responding to treatment trials for e.g. 
GORD or costochondritis 

o Pre-syncope or syncope 
o Palpitations if concern re arrythmia or if severe sinus tachycardia with minimal activity e.g. 

HR >130  
o Atypical patterns of presentation- e.g. worsening trend or combined with additional 

unexpected symptoms   
o Significant weight loss- consider other causes and refer by usual pathways 
o Headache- as per usual clinical practice, e.g. if persistent and associated with neurological 

abnormalities or sudden onset and severe, or symptoms of raised intracranial pressure -
then should discuss with acute medical services or neurology or refer to post-COVID 
neurology service.  

 

5.2 Onward referral  
 
Note: An EMIS template / auto-populating referral form will be ready shortly. Practices will be notified once 
this is available. A patient questionnaire / screening tool to be completed prior to an appointment will also 
be made available. This will be in the form of an editable word/PDF document that can be completed 
digitally or printed off. This should be included as part of your referral to the NCL Integrated PCS service. 
 

https://abscent.org/learn-us/smell-training
https://www.fifthsense.org.uk/smell-training/
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Referral routes to the integrated PCS service are managed via a single point of access service at a borough 
level. 
 

Borough Provider Referral email 

Barnet CLCH clcht.plannedcarebarnet@nhs.net  

Camden CNWL Camdenreferrals.cnwl@nhs.net 

Enfield BEH beh-tr.ECSenfieldlocalityteamsSPA@nhs.net  

Haringey Whittington Health In ERS: “Post Covid Haringey and Islington – 

Whittington RKE” 

Please note that referrals requiring UCLH post-

COVID-19 clinic will be booked there via this 

triage route  

ERS Service Location – The Whittington Hospital 

(RKEQ4) 

Speciality – Rehabilitation 

Islington Whittington Health 

 
Referrals to community rehabilitation, the UCLH post-Covid clinic and the post-Covid MDT will be made 
through this SPA. If referring a patient to the MDT, you will be contacted by the MDT coordinator with a 
timeslot to present the patient for discussion.  
 

5.3 Self-management 
 
Give advice and information on self-management to people with ongoing symptomatic Covid-19 or 
post‑Covid syndrome, starting from their initial assessment. This should include referral to Your Covid 
Recovery, as well as advice on: 
 

 Ways to self-manage their symptoms, such as setting realistic goals 

 Who to contact if they are worried about their symptoms or they need support with 
self‑management 

 Sources of advice and support, including support groups, social prescribing, online forums and apps 

 How to get support from other services, including social care, housing, and employment, and 
advice about financial support 

 Information about new or continuing symptoms of COVID-19 that the person can share with their 
family, carers and friends 

6. Review and Monitoring  
 
Practices may be asked to provide the following measures in a light touch review of activity against this 
specification, in order for the system to learn about ongoing needs for this cohort. 
 
Activity measures 

 # patients identified as needed a PCS assessment 

 % identified patients who took up the offer of a PCS assessment 

 % identified patients who receive a personalised care and support plan 

 # patients referred to the PCS MDT 

 # patients referred to the specialist PCS clinic 

mailto:clcht.plannedcarebarnet@nhs.net
mailto:Camdenreferrals.cnwl@nhs.net
mailto:beh-tr.ECSenfieldlocalityteamsSPA@nhs.net
https://www.yourcovidrecovery.nhs.uk/
https://www.yourcovidrecovery.nhs.uk/
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 # patients referred to the SPA for rehab 

 Rate of onward specialist referral 


