
Primary Care Clinical Guide During Covid-19 v2.0

This NCL Primary Care Clinical guide should

 Allow confidence in GPs in primary care to manage adult patients with suspected or 

confirmed Covid-19 by telephone, video or through virtual assessments

 Allow confidence in GPs in primary care to manage febrile children with suspected or 

confirmed Covid-19 by telephone, video or through virtual assessments

 Create an environment where primary care has access to peripheral oxygen 

saturation monitoring in the assessment and management of patients  with suspected 

or confirmed Covid-19

 Provide the referral criteria for primary care to know when to refer patients to the NCL 

Covid-19 Support Service

 Provider the referral criteria for primary care to know when a patient has red flags and 

needs urgent hospital admission

 Assure GPs that with any pathways, these should only act as a guide and clinical 

judgement should always outweigh decision and management plans

 Help guide GPs or their practice team so they can refer appropriate patients to the  

NCL Covid-19 Support Service

 Provide an oxygen saturation information sheet for patients when using this service

Changes in this version 

1. Update to NCL Covid-19 Service – service no longer provides home visiting service

2. Update on antibiotic guidance following Covid-19 Therapeutic Alert - The recent 

announcement from the National Institute for Health Research (NIHR) supported 

PRINCIPLE trial demonstrates the vital importance of robust clinical trials in our 

response to COVID-19. The lack of beneficial effect in patients aged over 50 who are 

treated with either azithromycin or doxycycline at home in the early stages of COVID-19 

suggests that these antibiotics should not be used within primary care for the treatment 

of COVID-19 unless there is an additional licensed indication. Overuse of antibiotics in 

the community can contribute to antimicrobial resistance. 



Primary Care Guide During Covid-19
How to refer a patient to the NCL Covid-19 service

Primary Care GP recommended actions

1. Complete virtual consultation with patient – see page 4 for details

2. Check peripheral oxygen saturation on patient – see page 9 for details

3. Ask patient to perform sit to stand oxygen saturations to see if patient desaturates

4. Manage patient virtually (patient age >12) – see page 5 for details

5. Manage patient virtually (patient age <12) – see page 6 for details

6. Manage febrile children virtually and face to face – see page 7 for details

7. Manage adult patients face to face – see page 8 for details

8. If unable to manage patient in primary care, consider whether needs hospital 

admission. If patient has suspected or confirmed covid and needs primary care 

escalation, refer to NCL Covid-19 Service

The NCL Covid-19 Service

 Supports decision making for clinicians following remote assessment 

 Provides advice on management of Covid-19 patients at any stage  within first 21 days 

of illness as long as the referring GP has organised a pulse oximetry reading and 

taken an appropriate history 

 NB – the service no longer provides a home visiting service

 Complete referral form: on EMIS, click “Create Document” and search for “NCL 

Covid-19 Service Referral”

 Complete ALL sections of the form and in particular confirm that the patient has given 

consent and provide your direct contact details (e.g. mobile telephone number) so that 

the service’s GP can speak to you (usually within 2 hours)

 Email the referral form to ncl.covid@nhs.net 

 Please advise patients to await further information 

 Please do not advise patients they will be seen by the service 

 The services clinician will aim to call the referring GP within 20 minutes 

 After the service manages the patient, the discharge summary will be received via 

EMIS or Docman

 Please arrange follow-up within 24 hours and complete any follow-up action  (if the 

service’s clinician feels that your patient requires any urgent action, they will 

telephone you)

 The service is unable to offer:  

 Home visiting or F2F reviews 

 Patients not within NCL

 Advice beyond 21 days of illness

 Covid-19 testing 

 An oxygen saturation probe on a practice’s behalf 

 Ongoing remote monitoring of patients (unless they are discharged from A&E and 

their first oximetry at home review falls on a weekend) 



Virtual Triage Advice for Primary Care GPs

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? 

• Do they have a loss or change in their sense of smell or taste?

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).

3. Assess whether increased risk of severe illness with COVID-19 against the list of conditions 

which lead to increased risk 

4. Do they have an established advance care plan? Is it documented on Co-ordinate My Care? If 

not, and it is appropriate, explore wishes and consider capacity. 

5. Decide whether for home management

6. Clinical judgement is crucial and overrides the pathway 

Reference: Primary Care and Community Respiratory Resource Pack for use during COVID-19

https://www.pcrs-uk.org/sites/pcrs-uk.org/files/resources/COVID19/Primary-and-Community-Care-

Respiratory-Resource-Pack-during-COVID-19-V7.pdf

NOTE:

Some COVID-19 patients may deteriorate rapidly in the second week with a ‘cytokine storm’.  This is 

cytokine release syndrome, a systemic response to the virus when the immune system trips into over-

drive with a systemic hyper-inflammatory response leading to a flood of immune cells and inflammatory 

proteins into the lungs and other organs leading to respiratory distress syndrome and multiple organ 

failure. Crucially cytokine storm can occur rapidly, like sepsis, leading to a rapid clinical deterioration 

and death.

Whilst the vast majority of patients in the community will have a mild illness with COVID-19, we need to 

be aware of the risk of the ‘second week deterioration’ (consider alternative review and triage thresholds 

on days 8-14) and safety net appropriately. In patients with on-going fever and respiratory symptoms 

and signs, it is not possible to clinically distinguish between viral and secondary bacterial pneumonia so 

have a low threshold for antibiotic cover

Patients may deteriorate rapidly due to either sepsis or the cytokine storm syndrome, requiring urgent 

admission, and this needs appropriate safety netting

Primary Care Clinical Guide During Covid-19 v1.0
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Primary Care Clinical Guide During Covid-19
(Patient Age ≥ 12)

Telephone Triage
Patient with Covid19 symptoms (fever and/or continuous cough and/or loss or change in sense of smell or taste)

SOB around day 6 (3-64%), myalgia (11-15%), nasal symptoms (4-24%), sore throat (14%), GI (1-10%), headache (6-34%), anosmia (1-66%), rash (see notes)

Category 3
Mild symptoms: stay at 
home, self-care advice, 
contact GP (or NHS 111 

OOH) if health needs 
(whether related to COVID-
19 or another health issue).

Category 2

ORGANISE SATS PROBE IF PATIENT DOES NOT 
HAVE ONE

Advanced Assessment
New breathlessness on walking

Dizzy/faint on walking
Severe headache
Not passing urine

Moderate tight chest/wheezy
Sats = 93 - 94%

Or any of RR 21-24, HR 91-130
= NEWS2 score of 3-4

DESATURATION TEST ADVISED*
Either 1 min sit-to-stand or 40 steps

No desaturation
Or ≤ 2% from resting values

(If desaturation ≥ 3% from resting values, confer on 
decision and consider hospital admission)

Category 2
Moderate symptoms: 

needs further assessment 
by GP Primary Care 
Service (in-hours) or 

Barndoc LCW or 111 (out 
of hours)

Category 1
Severely unwell: Check ceiling of care 

and CMC. Check DNAR status. Need to 
admit patient to hospital. Call ambulance 

and inform call handler of COVID-19 
risk. No need to telephone the medical 

registrar

Ask patient: how is your breathing today?
THEN

Ask patient: are you so breathless that you are unable to speak more than a few words?
Ask patient: are you breathing harder or faster than usual when doing nothing at all?
Ask patient: are you so il l that you’ve stopped doing all your usual daily activities?

If YES to any, THEN
Ask patient: is your breathing faster, slower, or the same as normal?

Ask patient: what could you do yesterday that you can’t today?
Ask patient: what makes you breathless now that didn ’t make you breathless yesterday?

Organise Video Consultation (where possible)
Patients may have a smart watch, BP machine or sats probe at home. RR can be measured on video.

Category 2
  

If suspected COVID 19 and respiratory complications
THEN

Consider trial of treatment at home and treat possible secondary bacterial 
pneumonia. 

Give advice and safety netting and remote monitoring
Monitor within at most 24 hrs using clinical judgement. 

Patient to call 999 if deteriorates.

Treat temperature: Paracetamol and/or Fluids
NICE has published guidelines on the use of antimicrobials for community-

acquired pneumonia during COVID-19. These can be found at 
https://www.nice.org.uk/guidance/ng165 
https://www.nice.org.uk/guidance/ng173

 

If known Asthma/COPD exacerbat ion, increase SABA or similar use. Only use nebuliser if patient uses 
them regularly for management. Do not prescribe nebulisers for those not already using them. BTS do not 
consider nebulisers viral aerosol generat ing. Oral steroids are safe to use.

 

Safety Netting. Tele/Video review in 24-48 hours (or earlier if unwell)

Management

Drowsy/Unconscious, 
new onset confusion,
cannot stand due to 

dizziness/faint,
cannot complete 

sentence 
due to SOB, 

cardiac chest pain,
Sats = 92% or lower 

or any of 
RR ≥  25 or HR ≥ 131
= NEWS2 score of 5

Category 3

Stay at home ,
safety netting
and remote
monitoring if

Agreed

Safety Netting 
Please tell patients if 
SOB/DIB or rapidly 
unwell to call 999 or 

go to A&E.

Advised to call 
Practice (or 111 

OOH) if symptoms 
are worse

No moderate 

or severe

symptoms 

Sats = ≥ 94% 

Or any of 

RR ≤ 20, 

HR ≤ 90,

 ≈ NEWS2 0-2 

CHECK CEILING OF 
CARE / CMC

Patients can become unwell Day 5 to Day 8 and can rapidly deteriorate

OTHER MANAGEMENT ADVICE

Managing “cough”

- If possible, encourage patients with cough to 

avoid lying on their back because this makes 

coughing ineffective.

- Use simple measures first, including gett ing 

patients with cough to take honey (for patients 

aged over 1 year).

- For patients with COVID-19 consider short-term 

use of codeine linctus, codeine phosphate 

tablets or morphine sulfate oral solut ion to 

suppress coughing if it  is distressing

Managing “fever”

Advise patients to take paracetamol if they have 

fever and other symptoms that antipyret ics would 

help treat. Tell them to cont inue only while the 

symptoms of fever and the other symptoms are 

present. Until there is more evidence, 

paracetamol is preferred to non-steroidal anti-

inflammatory drugs (NSAIDs) for patients with 

COVID-19

Managing “breathing”

Controlled breathing techniques include 

positioning, pursed-lip breathing, breathing 

exercises and coordinated breathing training.

In pursed-lip breathing, people inhale through 

their nose for several seconds with their mouth 

closed, then exhale slowly through pursed lips 

for 4 to 6 seconds. This can help to relieve the 

perception of breathlessness during exercise or 

when it is triggered.

Relaxing and dropping the shoulders reduces the 

'hunched' posture that comes with anxiety.

Sitt ing upright increases peak ventilation and 

reduces airway obstruction.

Leaning forward with arms bracing a chair or 

knees and the upper body supported has been 

shown to improve ventilatory capacity.

Secondary Bacterial Pneumonia

Offer an oral ant ibiotic 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.

Hypoxia

Patients may be comfortably hypoxic. When 

assessing, please check if there has been any 

deterioration in the template questions from the 

day before. GPs should organise a pulse 

oximeter reading by using the SOP.

BE AWARE

Additional safety netting may ne required:

 <10 days since symptoms onset

 Vulnerable groups

 RR >22

 Patient lives alone

 For patients to know the signs/symptoms 

of a PE

Referral to NCL Covid-19 Service

Seeing patients in Primary Care Setting

 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
 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)
 Escalate by calling 999 if required and appropriate according 
 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

*https://www.cebm.net/covid-19/what-is-the-efficacy-and-safety-of-rapid-exercise-tests-for-exertional-desaturation-in-covid-19/

CLINICAL JUDGEMENT OUTWEIGHTS ANY PATHWAY RECOMMENDATION
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Primary Care Clinical Guide During Covid-19
(Patient Age < 12)

Telephone Triage
Child with Covid19 symptoms. Children <6m of age should be managed cautiously and discussed with Paediatric team on-call if any concerns (esp. in <3m)

Category 3
Mild symptoms: stay at 
home, self-care advice, 

contact NHS 111 if urgent 
health needs (whether 
related to COVID-19 or 
another health issue).

Category 2A

Basic Assessment

Completing full sentences (if able)
Normal activity

A little off food, drinking fluids
Passing urine / wet nappies 

Advanced Assessment

Child 6-12m RR <40, HR 160
Child 1-2 RR <35, HR <150
Child 2-5 RR <30 HR <140

Child 5-11 RR <20, HR <100

Category 2B

Basic Assessment

Completing full sentences (if able)
Playing but not as much

Off food but drinking fluids
Passing urine / wet nappies

**SEE BELOW**

Advanced Assessment

Child 6-12m RR <45, HR 165
Child 1-2 RR <40, HR <155
Child 2-5 RR <35 HR <145

Child 5-11 RR <25, HR <105

**Children - Parameters have been adapted from Sepsis Trust / UK guidance. There is no evidence that this pathway has been based upon. Clinicians 
should use their own judgement when making decision.

Category 2
Moderate symptoms: 

needs further assessment 
by GP Primary Care 
Service (in-hours) or 

Barndoc LCW or 111 (out 
of hours)

Category 1
Severely unwell: Need to admit patient 
to hospital. Call ambulance and inform 
call handler of COVID-19 risk. Please 
telephone the paediatric consultant at 

Barnet on 
07983 637 686 or via switchboard on 

020 8216 4600 OR North Middlesex on 
07436 283463 OR Whittington on 020 

7272 3070

Organise Video Consultation (where possible)
Parents may have a smart watch, BP machine or sats probe at home

Category 2B

Treat temperature: Paracetamol and/or Fluids

Prevent Secondary Bacterial Pneumonia: 
Amoxicillin dose as per BNF tds 5/7 

OR 
Clarithromycin dose as per BNF bd 5/7

If considering the use of nebulisers or steroids, 
discuss with Paediatric team on-call at local 
hospital

Safety Netting. Tele/Video review in 48 hours 
(or earlier if unwell)

Review of Category 2B

Treat temperature: Paracetamol and/or Fluids

Assessment similar (no worse but no improvement) 
– consider discussion with Paediatric Team on-call. 
They may advise you to continue treatment or 
switch treatment. 

Safety Netting. Tele/Video review in 24 hours (or 
earlier if unwell) and referral to Paediatric Team 

on-call if no improvement

Management

Parental concern about 
behaviour or mental state, 

not passing urine,
sleepy child, 

reduced urine output, abdominal pain

OR
Any advance assessment 

above the maximum parameter

AND/OR
Parents unable to manage temperature

AND/OR
Known asthmatic and acutely wheezy 
and may need admission or nebulisers

See BNF or NICE for antibiotic dosing.

Category 2A

Treat temperature: 
Paracetamol, Fluids

 
Safety Netting. 
Advised to call 

Practice (or 111 OOH) 
if symptoms are 

worse

Management
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Referral to NCL Covid-19 Service

See clinical criteria and how to book sect ion

Seeing patients in Primary Care Setting (see assessing febr ile children in primary care FAQs)

 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
 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)
 Escalate by calling 999 if required and appropriate according 
 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

Clinical judgement applies – consider seeing children by video or F2F in the pract ice

Consider alternative causes for symptoms

CLINICAL JUDGEMENT OUTWEIGHTS ANY PATHWAY RECOMMENDATION



Is it safe to assess children with a high temperature or fever face-to-face?

GPs can be reassured by the recent evidence that children presenting to primary care with a fever are less likely 

to be COVID-19 positive than adults. The risk of a child transmitting COVID if seen in primary care is almost 

certainly lower than the risk from an adult. Febrile children are more likely to have a non-COVID infection, and 

children with COVID-19 are often asymptomatic. Reduce the risk of transmission with use of appropriate PPE 

and other simple measures, such as use of a separate entrance.

What PPE is required to see children with a high temperature or fever face-to-face?
The current Public Health England advice is that using basic personal protective equipment (PPE) (fluid-resistant 

mask, apron, gloves, good hand hygiene and visors) is sufficient. This is the current standard in secondary care, 

alongside thorough cleaning of environments in between patients and appropriate social distancing. Advanced 
PPE (such as FFP3 masks) is only required for aerosol generating procedures which are not commonly 

performed in primary care settings.

Can children be seen virtually instead?
Virtual consultations, especially video, can be used effectively as a method of triaging patients, but where 

deemed clinically appropriate, they should not, however, replace the face to face assessment of unwell children. 

It is important to note the limitations of virtual consultation- poor image quality makes it challenging to perform a 

visual inspection, and the inability to auscultate, palpate and accurately measure vital signs makes it challenging 

to assess a patient. Any patients seen

virtually require robust safety-netting advice. Following up safety netting advice via“AccuRx” is a good idea.

When must a child be seen face-to-face?

All children classed as unwell on triage should be seen face to face by a GP or experienced clinician in primary 

care. If on triage/ face to face assessment the child is deemed seriously unwell (for example, decreased activity 

levels, poor feeding, reduced urine output, etc.) according to the traffic light guideline, they should be directed to 

the Paediatric Team on-call.

How do we examine a child with suspected tonsillitis?

Tonsillar examination is currently deemed a higher risk procedure, and should only be performed if essential. 

However, the RCPCH has advised that children should not be referred to secondary care solely for a tonsillar 

examination. For children over the age of 3, the “feverpain” scoring system can be used to decide if antibiotics 

are indicated. In lieu of examination, the patient can automatically be given a score of 2 if there is a history 
consistent with tonsillitis. If tonsillitis is suspected, and the patient is being assessed via video consultation, ask 

the patient to send a photograph of their

tonsils and watch them drinking a glass of water - are they able to swallow? If the tonsils must be examined, 

droplet PPE is required (gown, gloves, surgical mask, and eye protection / visor).

How do we assess a child virtually?

 Establish the heart rate by asking the patient’s parent/carer to tap out their pulse

 Ask the patient’s parent / carer to feel the patient’s hands to see if they are cool. Feel up the arms, moving 

centrally until they feel warm (rough indication of intravascular volume status and peripheral perfusion)

 Hydration status (mucous membranes, frequency of urination, alertness, etc.) can be assessed via video. The 

parent can be asked to calculate capillary refill time by applying moderate pressure to the finger for 5 

seconds, and the clinician will count the seconds for refill. To assess skin turgor, have the parent pinch the 

tummy and observe for recoil.

 Ask the patient to put their hand on their chest to more easily calculate the respiratory rate, and use video to 

look for signs of respiratory distress

 If any concerns about rashes, the doctor can ask the parent/carer to send photos (which have a better image 

quality than video) and they can perform the glass test while on the video call

 For a rough screening tool for peritonitis you can ask the patient to ‘blow their tummy out’ or ‘cough’ – a 

patient with peritonitis will often grimace 

Source: North West London CCG (with local edits)

Primary Care Clinical Guide During Covid-19 – Assessing Febrile Children



Primary Care Guide During Covid-19
Primary Care Examinations During Covid-19

 ENT examination: Inspection of the neck can be viewed by video with good light or patients can upload /send 

pictures to the practice if any lumps or abnormality are visible. Although tonsils can also be examined in this 

manner we are awaiting further guidance on the risk this poses to the person performing the examination if it is 

not the patient doing this directly. The feverpain score should be utilised for assessment of tonsillitis, RCPCH 

guidance recommends that the need for antibiotics can be based on this assessment alone without 

examination.

 MSK examination: This can be performed via video. It is possible to inspect and observe functionality including 

passive and active movements, and strength. Some specific tests can be carried out with clear patient 

guidance including demonstration by clinician.

 Dermatological examination: Dermatology diagnoses are best made by taking a full history and the patient 

electronically sending pictures of the affected area because still pictures give better resolution than video. 

Patients can also measure and carry our tests during a video consult , eg to determine whether blanching.

 Cardiovascular examination: Most CV diagnoses are based on the history and subsequent investigations. 

Remote examination can include pulse both rate and rhythm, a patient can be asked to tap out their pulse to 

determine the rhythm. If the patient has a monitor, blood pressure can be provided and the patient can be 

instructed on how to check for peripheral oedema. Auscultation can be done remotely but the equipment 

required is not readily available.

 Respiratory examination: Remote examination is by general observation, respiratory rate and if available pulse 

oximetry. This provides a very limited respiratory examination but this has to be balanced against the risk of a 

face to face examination of an acute respiratory problem, as all such patients should be assumed to have 

Covid-19 infection until proven otherwise and all possible precautions and safeguards implemented.

 Gastrointestinal examination: An acute abdomen would need face to face assessment as signs of peritonitis 

may not be possible to observe remotely. It is possible to carry out a remote assessment of hydration status, 

general appearance and some obs. As a screening tool, a family member or carer can be instructed on 

abdominal palpation solely to elicit any signs of tenderness.

 CNS examination: A simple, basic CNS examination can be done via video, including some cerebellar signs. 

This could give enough information to understand whether patient can continue to be safely managed remotely , 

or if a more detailed assessment is required urgently in primary care (or secondary care in an emergency 

situation).

 PNS examination: Neuropathy/weakness can be determined based on the history. Muscle wasting and 

fasciculations may be identified through video consultations, and it should be possible to observe active 

movements and global limb strength (tip-toes, squats, raising from chair, pushing up from chair with arms etc).

 Genito-urinary examination: For acute urinary symptoms the diagnosis is normally based on the history 

supported by general examination observations and urinalysis. 

 If a patient has a genital rash, lump or externally visible lesion it may be possible to examine this via 

video-link. In such a situation, you should be mindful of the following:

 The limitations and sensitivity of assessment via video-link;

 The possibility that a further assessment and/or investigations may be indicated (for example if genital 

herpes is identified, screening for other STIs may be indicated);

 The sensitive nature of the examination and the examination setting (for example, traditionally it is unusual 

for a GP to undertake an examination in this way, the patient may want to relocate to another room if 

there are other family members in the vicinity). It is therefore important to seek the consent of the patient, 

tailored to the specific circumstances of the remote examination;

 With the consent of the patient, a chaperone could be present with the GP and could witness the nature 

and extent of the video examination that was undertaken;

 The nature and extent of the examination (together with all the other aspects of the consultation) should 

be contemporaneously documented in the records.

 You should also document whether or not a chaperone was offered and either declined or present (if a 

chaperone was present, you should record their identity, including their designation and the extent of the 

assessment witnessed [for example “present for the complete video-linked assessment”]).



NCL Primary Care Patient Instructions for Pulse Oximeter
PLEASE PRINT AND GIVE WITH PROBE TO PATIENT

Patient Instructions: How to Use the Pulse Oximeter (SpO2)

 You MUST remove any nail polish or false nail on one finger (not thumb)

 Make sure you have been resting for at least five minutes before taking your 

measurement.

 Get a pen & paper to write down the numbers

 Wash your hands to make sure they are warm & clean

 Rest your hand on your chest at heart level and hold still.

 Switch the pulse oximeter on and place it on your finger. It works best on your 

middle or index finger. It should not be used on your ear.

 The reading takes time to steady. Keep the pulse oximeter in place for at least a 

minute, or longer if the reading keeps changing.

 Record the highest result once the reading has not changed for five seconds.

 Be careful to identify which reading is your heart rate and which is your oxygen 

level.

 Your GP may ask you to do a second reading immediately after walking 40 

steps

Write both numbers down on this paper and on your spare paper (it is 

important that you keep a copy for yourself)

Your doctor may ask you to repeat these measurements after exerting yourself.

Returning the Pulse Oximeter

Place the pulse oximeter, with this piece of paper (once completed), into the plastic 

bag and place in the drop off location agreed with your GP.

Write Your Results Here 

Today’s Date: ____/____/____ Time: _____:_____

SpO2 (Oxygen Level) ___________ & After 40 Steps ___________

PR (Pulse Rate) __________

Do not keep the Pulse Oximeter as it is needed by other patients (unless 

your GP has asked you to keep it to do more readings)

Please fold this piece of paper back into the bag so that your results are 

visible from outside of the bag
Ring 999 if:

• You are unable to complete short sentences at rest due to breathlessness.

• Your breathing suddenly worsens within an hour.

 OR if these more general signs of serious illness develop:

• you are coughing up blood

• you have blue lips or a blue face

• you feel cold and sweaty with pale or blotchy skin

• you have a rash that does not fade when you roll a glass over it

• you collapse or faint

• you become agitated, confused or very drowsy

• you have stopped peeing or are peeing much less than usual





Primary Care Clinical Guide During Covid-19
Acute NCL Local Covid-19 Guide

Days 15-28 of 

onset of symptoms

FINISH: Follow guidance about when 

to test after onset of symptoms. 

 Book patient for active follow–up 

based on need and results of Covid-

19 testing

 Provide advice around social 

isolation. 

 Agree ongoing follow-up with 

patient. 

 Safety netting via PILs so patient 

knows when they should call back if 

symptoms deteriorate outside 

agreed timeframe

YES
&

Active follow up of symptoms IS 
required in primary care

YES

START: Patient presents to their GP with acute 

symptoms suggestive of Covid-19. Undertake an 

assessment using digital first approach. 

See pages 1-6 for detailed advice

Can the patient be managed remotely using advice in pages 1-6?
Consider peripheral oxygen saturation probe test and check if patient 
is desaturation.
Follow clinical guide on pages 5 (adults) and 6 (children)

GP assesses 

patient in their host 

practice

Category one 

symptoms (see 

page 5 & 6) or 

possible TIA/

Stroke/DVT

Can Face to Face care 

be provided by the host 

practice?

Does the patient require 

Face to Face care?

Active follow up of symptoms IS 

required in primary care

Act ive follow up of symptoms is NOT

 required in primary care

FINISH: GP contacts 

LAS to organise urgent 

hospital assessment

FINISH: Patent is 

referred for hospital care 

following referral or 

advice

Yes

GP refers patient to NCL 

Covid-19 Support 

Service as per page 2 & 

3.

The service’s clinician 

will telephone the 

referring GP within 2 

hours to discuss the 

referral

FINISH: NCL Covid-19 

Support Service gives 

advice to referring (host) 

GP for them to manage 

patient and arrange 

follow-up

NO

FINISH: Follow guidance about when 

to test after onset of symptoms. 

 Provide patients with PILs 

information informing them when to 

contact their GP practice if 

symptoms deteriorate

YES
&

Active follow up of symptoms is NOT
 required in primary care

GP practice can safely 

assess patient in their 

host practice

NO

Days 0-14 of onset 

of symptoms

NO

Covid-19 Serology:
Covid-19 testing becomes less accurate >5 days after onset of symptoms. In this case, if high index of suspicion treat as Covid-19 with active follow-up

https://www.nhs.uk/conditions/coronavirus-covid-19/testing-and-tracing/get-a-test-to-check-if-you-have-coronavirus/
https://www.nhs.uk/conditions/coronavirus-covid-19/testing-and-tracing/get-a-test-to-check-if-you-have-coronavirus/


Primary Care Clinical Guide During Covid-19
4-12 weeks post Covid-19 Guide

Carry out investigations (or if patient has been 

recently seen in secondary care, refer to their 

investigations where available), including:

 Covid-19 serology (if no previous PCR test 

results)

 FBC, U&Es, TFTs, LFTs, Calcium, CRP

 Chest X-ray

 ECG

 Hba1c and lipid profile

Patient has not desaturated 
& GP does not have clinical concern

Patient is at risk of PE or persistent COVID 

pneumonitis:

Refer to ACU for full assessment including 

CTPA

Patient HAS desaturated or
GP has clinical concerns

ACU discharge DOES 
identify an ongoing desaturation

Patient presents to their GP  4-12 weeks post-Covid-19 infection (or high index of suspicion) with

 Breathlessness

 Presyncope

 Chest pain

 Palpitations

 Exercise intolerance

 Fatigue

 Cognitive impairment/ focal neurology (weakness, numbness, seizures)

Carry out F2F assessment as appropriate:

 Pulse

 Oxygen saturation at rest

 If resting oxygen saturation is ≥96%, ask patient to do sit to stand test to check for desaturation

 Screen for anxiety and depression

 CNS / PNS

ACU discharge does NOT identify on-going desaturation

Refer to post 

Covid-19 Hospital 

Respiratory 

ClinicIf patient has negative 

Covid-19 serology / 

low index of suspicion 

and normal chest x-ray

If patient has positive 

Covid-19 serology / 

high index of 

suspicion with 

negative serology and 

abnormal chest x-ray

If patient has positive 

Covid-19 serology / 

high index of 

suspicion with 

negative serology, 

normal chest x-ray and 

normal bloods

FINISH: Consider other 

causes, including mental 

health issues. Consider 

referral to IAPT or social 

prescribing service

FINISH: Repeat chest x-

ray 6 weeks later. If 

symptoms unresolved or 

if x-ray still abnormal, 

refer to post-Covid 

respiratory clinic.

Symptoms ARE resolving? FINISH: Possible ILD/

persistent COVID 

pneumonitis, refer to 

post-Covid respiratory 

clinic or request 

advice and guidance 

from respiratory 

services
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If patient has ongoing 
fatigue (inability to 
complete >18 reps of sit to 
stand but with no evidence 
of desaturation):

 Signpost to national 

Covid-19 recovery 
website 

If patient has ongoing chest 
pain:

 Explore non-ischaemic 

causes (pericarditis / 
costo-chondritis

 If pain has ischaemic 

features use established 
referral routes

If patient has new/ongoing 
cognitive symptoms
Note: if focal neurology, 
refer to acute medical 
services or use neurology 
advice and guidance to 
seek advice

If patient has ongoing 
palpitations/tachycardia/ 
postural drop/
Presyncope:
(consider autonomic 
dysfunction / POTS)

FINISH: GP presents patient to post Covid-19 MDT meeting for discussion and recommendations on treatment options (including onward referral to post-
Covid rehab, see next slide).

If patient has underlying 
depression and anxiety:

 FINISH: Discuss 

treatment options 
including referral to 
IAPT services

 or input from social 

prescribing service

http://www.yourcovidrecovery.nhs.uk/


Primary Care Clinical Guide During Covid-19
Long Covid ≥12 weeks 

Patient presents to their GP  4-12 weeks post-Covid-19 

infection (or high index of suspicion) with

 Breathlessness

 Presyncope

 Chest pain

Patient presents to their GP 12+ weeks post-Covid-19 or is 
referred back to primary care by the post-Covid MDT with 
symptoms including:
 Fatigue
 Chest pain / palpitations
 Cognitive impairment/ focal neurology (weakness, 

numbness, seizures)
 Breathlessness
 Presyncope
 Exercise intolerance
 Palpitations

 Exercise intolerance

 Fatigue

 Cognitive impairment/ focal neurology (weakness, 

numbness, seizures)
 

Follow guidance from intermediate 
care pathway (slide 2) for initial 

assessment and investigations of 
symptoms and identify need for 
secondary care post Covid-19 or 

acute medical assessment.
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Have all tests and investigations 

been followed up and resolved? 

Note: referrals to post-Covid 

rehab cannot be accepted until 

this is the case. 
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N
O

Does the patient have any of the 

following ongoing symptoms?

 Presyncope/ chest pain/ 

palpitations

 Breathlessness on walking on 

level ground 

 Desaturation on sit to stand test 

 Significant post exertional 

malaise or tachycardia on gentle 

activity 

Y
E

S

Are the patient’s symptoms 

significantly impacting on their 

ability to carry out activities of daily 

life?

NO

GP to complete a post-

Covid-19 rehab referral 

to community services 

Covid-19 single point of 

access (who will triage 

patient to most 

appropriate rehab offer 

in the borough)

FINISH: Signpost to 

Covid-19 recovery 

website and consider a 

referral to social 

prescribing services.

NO

Y
E

S

Community 

services SPA team 

(virtual)  meeting to 

triage GP referral

Is referral suitable 

for rehab?

FINISH: Return referral 

to GP flagging patient 

not currently safe for 

rehab

NO

SPA team to agree 
which rehab option is 
most appropriate for 
patient and forward 
referral in discussion 
with that team:

 Inpatient rehab

 Community 

general rehab

 Neuro-rehab

 Vocational rehab

 Post-tracheostomy 

clinic

 Diabetes rehab

 Cardio-respiratory 

service

SPA team to consider 
whether onward 
referral to mental  
health services is 
needed, and refer if 
appropriate. 

Rehab team accept 
referral and contact 
patient to discuss their 
rehab treatment

Patient attends 
planned rehab 
treatment

Does patient develop 
further post-Covid 
symptoms during or 
after completing 
rehab?

Community team make onward referral

 Category one symptoms (see respiratory 

SOP) or possible TIA/Stroke/DVT - contact 
LAS to organise an urgent hospital assessment

 Urgent cardio-respiratory symptoms – refer 

back into post-Covid respiratory clinic

 Ongoing physical post-Covid symptoms – 

refer back to GP or to post-Covid MDT for 
discussion

 Ongoing mental health symptoms – refer to 

mental health services

YES

FINISH: Patient is 
discharged from 
community service 
caseload and 
discharge summary 
sent to GP

NO

YES

NB: Increasingly these patients will have had assessment prior to this time to exclude treatable pathology & focus of care will be rehab & psychological support
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