UNDERSTANDING GENERAL PRACTICE IN WORCESTERSHIRE FROM MONDAY 23RD MARCH V.2 (updated 8TH April 2020)

We are in unprecedented times and over the weekend colleagues across our practices, primary care networks, CCG and Federations, have put in many hours to try to make the best decisions we can with the constantly evolving picture to best prepare Worcestershire to manage the covid-19 pandemic. We hope that you understand: the decisions are difficult and we will learn and listen and adapt together.
The following documents have been taken into account in order to produce this guidance:-

·  Preparedness letter
·  SOP for GPs https://www.england.nhs.uk/coronavirus/primary-care/
· Future publications must be taken into account and may change the guidance reflected here
· Revised Worcestershire SOP and a local Summary of the national SOP

RECENT CHANGES WHICH WILL IMPACT UPON GENERAL PRACTICE
There are changes to the NHS 111 pathway which will mean that practices are going to receive calls from patients redirected from NHS 111.  All services are now struggling with capacity along with our own but we know these patients and are well placed to manage their needs having full access to their notes.  NHS 111 will continue to manage the majority of patients who contact them and will give advice on those needing immediate admission and those needing to self-isolate but who are managing their symptoms.  The Category 2 patients (guidance at the bottom of this document) fall somewhere between these two scenarios and it is these patients who may fall to general practice.  This document aims to provide a standardised approach to these patients across our county.

We now have greater clarity around the COVID Management Service.  SW Healthcare will run a CMS service for Worcestershire starting 7th April 2020 7 days a week from 8am to 10.30pm – the service will accept any sowb +ve patients and any suspected covid +ve patients from the acute setting, community or primary care.  Details of how to refer into the service are:-

CMS SWHC email address:  sowoccg.SWHealthcare@net
CMS Telephone Number:     0333 332 4020

The expectation is that General Practice will be required to offer care to certain COVID19 patients as well as maintaining a service to non COVID patients seeking routine care.

PPE – PERSONAL PROTECTIVE EQUIPMENT
We now have new national guidance on the required PPE.  Which is included below and a summary table can be found here with a diagram of how this equipment should be worn.

The GPPB and the LMC still feel that we should offer an enhanced level of PPE to our colleagues which includes Visors and FFP2/N95 face masks which have now been distributed to all Red sites within Worcestershire.  The LMC are undertaking a baseline audit of stock levels so we can order more as and when required.

FFP3 is only required if undertaking an Aerosol Generating Procedure (AGP) which should be avoided in the Primary Care setting for this group of patients.

As safety is paramount, it is therefore necessary to take an approach that will minimise any face to face patient contact.  We will ensure that the majority of the services we now provide to the patients of Worcestershire is remote in nature rather than face to face in order to safeguard the workforce for the benefit of both staff and patients.

All staff should be trained in the proper use of all PPE that they may be required to wear.  NHSE guidance on PPE can be found here along with instructions on how to use it.

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

PRINCIPLES
· Numbers of covid-19 are escalating
· Assumption EVERYONE has potential covid-19, or is in asymptomatic phase and need to minimise spread in population and to general practice staff

ACTIONS
· All practices moving to video consultations (or telephone if not possible) for patients – unwell patients not seen in own practice.  Advice on IT support can by emailing HWDigital.Enquiries@nhs.net
· Med3 for patients self-isolating to be accessed via NHS online https://111.nhs.uk/isolation-note.  See guidance on Teamnet
· Do not given longer supplies of medications if requested.  There are supply issues and this may also impact on local pharmacy.
· Risk assess your staff.  Can they work remotely or on a safe site?
· No patient should be seen on any site without prior telephone triage having taken place and an assessment must have been made regarding COVID-19 symptoms.
· No walk in appointments on any sites.
· Review capacity on a daily basis (consider survey results).  Adjust service offered as necessary (see guidance on services that should be maintained where possible)
· All monitoring of LTCs to be done on video/phone
· Surgeries to be doing their own calls on site/from home 
· Surgeries to assign a buddy surgery and set up logins for staff in case of sudden closure (details to follow)
· All acute - Respiratory patients who need to be seen will be seen in RED clinic (once set up in each network) and should be treated as ? COVID until proven otherwise. 
· All other patients who need to be seen (INR, DMARD monitoring) etc will be seen in AMBER clinic (once set up in each network). Continue in surgery at present.
· Those at high risk without respiratory symptoms will be seen in the AMBER clinic.
· ALL ROUTINE WORK TO STOP – see Teamnet for list.
· Extended Hours – to be moved to in-hours to support practice capacity.
· Improved Access Hours have been moved to core hours to facilitated hub working. 

UNTIL YOU HAVE AN AMBER/BLUE HUB
· EVERYWHERE seeing patients needs 
· Declutter rooms, all pictures, posters, paperwork etc removed to be wipe clean
· All clinicians in scrubs- hot washed each day
· Any necessary face to face contact will mean the clinicians and patient wearing face mask, gloves, + eye wear and apron.
· Any patient contact to be minimal, history taking etc prior to assessment via online / telephone consultation . IN and OUT.

ONCE THE CLINICS ARE SET UP, WHAT AM I DOING IN MY OWN SURGERY? (Blue site)
· Telephone/video triage of all patients who have acute problems or need LTC care
· I will be looking after my own patients 
· If a surgery in my PCN closes due to staffing issues, I will be caring for those patients virtually too
· This is a clean site
· We would expect social distancing in these clinics to protect staff too. See guidance on Teamnet with regard to social distancing at work.
· Some of this can be done virtually from home by those well but self-isolating.
· Each surgery needs to contribute staff for the hubs- will be rostered in their network in their usual hours.

WHAT DOES IT MEAN TO BE AN AMBER CLINIC?
· Here we will be seeing patients who are well but MUST be seen for something routine eg DMARD monitoring, B12 injections, URGENT blood tests Such as INR 
· Or need to be seen for a NON-respiratory condition but are self isolating due to vulnerability factors (over 70, immunocompromised, pregnant, poorly controlled heart disease, diabetes, lung disease)
· These patients may be immunocompromised and so minimise time spent with anyone
· Space appointments to not have people waiting in waiting areas. 
· Consider car park testing
· [bookmark: _GoBack]Staff to wear gloves and mask and surgical scrubs, goggles/ eyewear. 
· All rooms and waiting area must be decluttered (no pictures, no posters, no paperwork, no magazines) 
· This is initially virtual assessment of patients who are unwell whose own GP/ANP thinks they need examining
· These will predominantly be patients from your Primary Care Network.
· If you agree that examination will change their management you will bring them into the clinic or (less commonly) arrange home visit
· Most of these patients will not have covid-19 symptoms but where examination will change your management
· Abdominal pain: is this cholecystitis or renal colic
· Is this a breast lump that needs 2ww or an abscess that needs antibiotics etc
· You will need to consider what you will do when you see the patient, what equipment you need to get out and how to make this a one stop shop. You might need an ECG or to take bloods

WHAT DOES IT MEAN TO BE A RED CLINIC? 
· Here we will be reviewing F2F those HIGH RISK RESPIRATORY PATIENTS – that have been clinical triaged as needing a F2F review.
· Minimal Clinical contact with the patient i.e. History taking via the patient remaining in their car, clinical examination but no communication about management plans until the patient is back in the car
· Consider Car park, Gazebo or Pod as the red area or a clinical space.
· Clinical spaces need to have a clean and a dirty entrance, vinyl flooring that can be washed and minimal equipment and furniture in the rooms i.e. no blinds/curtains/toys/computer/phone – Rooms should really only have equipment and a desk/examination bed in them. 
· Full Infection control measures and cleaning for these rooms.
· You will be in full PPE – scrubs, surgical hat, fluid resistant face mask +/- visor/goggles and gloves
· The room will be cleaned between patients
· Someone in another room will assist you with writing notes.
· Patients will also wear a mask.
· Please do don’t direct red patients to a community pharmacy – ask a non-isolating relative/friend to support or arrange delivery of any medications.

HOME VISITING 
· Visits will be provided on a practice basis when staffing levels allow and on a network basis if practices are at crisis point.
· Visits will be conducted in full PPE by a doctor, as per Amber sites 
· ALL likely COVID POSITIVE patients will receive phone/ video support. ONLY in extreme circumstances will any of these patients be visited. Those at risk will be telephoned every 24 hours which 111.  (?)
· An example of a home visiting sop can be viewed

HOME VISITING ADVICE
· For every request, the question must be asked “How will a home visit change my management of this patient?”

Home visits must not be arranged to patients with

· A new (in the last 14 days) continuous (for at least 4 hours) cough
Or
· A fever – temperature 37.8 or more

They must be managed on the phone because of coronavirus risk.  Clinicians should not use their own discretion as doing so puts other patients and staff at risk at the practice.  This guidance may change if FFP3 level PPE becomes available, suitable for the management of patients with a High Consequence Infectious Disease.

Home visits should not be carried out for completion of documentation such as RESPECT forms, prescriptions or other documents. Arrangements may be made for an asymptomatic third party to bring documents to the practice but should ideally be sent by electronic means.

CLINICAL NAVIGATOR/RECEPTION STAFF
When arranging a home visit for a patient who is asymptomatic for COVID-19, the reception team should advise the caller of the following:

· The visiting clinician cannot see anyone other than the patient

· The patient should be asked whether:
Anyone in the household is self-isolating
Anyone has a fever or new continuous cough
If this is the case an online or telephone consultation is appropriate

· Only one person should be in the same room as the doctor and the patient and they must not have had a cough or high temperature in the last week

· The patient should be seen in a room with an open window/ adequate ventilation.  Surfaces should be clean.

· A history should be taken prior to attendance to limit face to face time with a patient.

· The patient should be encouraged to carry out examinations from home in advance of the visit where this is possible (EG take BP if they have a machine, check their own temperature, pulse rate).


Useful Links:-
Coronavirus Act – excess death provisions: information and guidance for medical practitioners
CMS SOP
Care Home SOP
CPR SOP
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Assessing/managing COVID-19: 1. Triage

Written 1/4/2020

GEMS

Guidelines & Evidence Made Simple
We have drawn this GEMS together based on the NHSE SOPs for primary care, NHS London Primary Care and
Community Resource Pack (accessed 1/4/2020), BTS guidance, NICE pneumonia/COVID rapid guideline and
pragmatism to fill any gaps. The situation is rapidly changing.
This document can act as a starting point but is not a guideline!
Use your clinical judgement at all times, and be mindful of compassion fatigue when overworked, hungry or
tired - look after yourself as well as your patients.
The GMC has made it clear that professionals may need to deviate from established procedures, and that
context will be taken into account if concerns are raised about a registered professional.

REMOTE ASSESSMENT FIRST — for every primary care contact

See patients F2F only if examination is likely to add value and the benefits outweigh risks of transmission.

COVID-19 typically presents with:

* Fever (237.8°C) and/or a dry and persistent cough. In a Chinese cohort, AT PRESENTATION only 34% had sputum,
20% had dyspnoea, 15% had myalgia, 14% had headache and about 5% had Gl symptoms (NEJM 2020, DOI:
10.1056/NEJM0a2002032). Anosmia/loss of taste reported. Day 5 and week 2 deterioration are being reported.

¢ Remember: ALL THE OTHER CAUSES OF RESPIRATORY PATHOLOGY WILL STILL HAPPEN. Other patterns of productive
cough, dyspnoea without cough/fever, diurnal variation and wheeze should make us consider other diagnoses.
Bacterial pneumonia typically has a different clinical picture from COVID-related viral pneumonia (see section 3).
Coryza or allergic symptoms make COVID /ess likely but not impossible.

* Think carefully about children: risk of missing COVID/not protecting self: only 40-50% present with fever/cough,
URTI symptoms more common, and most have a mild course of COVID-19; AND risk of missing other pathology: could
this be sepsis, croup, bronchiolitis, bacterial pneumonia, etc...?

Initial screen should identify whether COVID/non-COVID problem, and this should be managed accordingly

Non-COVID-19

Non-COVID health problem
AND
no COVID symptoms
AND
no COVID symptoms in household
(can have fever WITHOUT cough AS LONG AS
L another plausible diagnosis (e.g. cellulitis, UTI)) )

OR

Non-COVID health problem
BUT
has COVID symptoms

Possible COVID-19

Remotely assess as per
suggestions overleaf

COVID symptoms in household

7

!

Manage remotely if possible.
If needed, see F2F in clean area, away from
COVID-19 patients with full COVID PPE

Manage remotel

PPE and precaut

If needs to be seen F2F, full COVID

ly if possible.

ions required

CONSIDER FRAILTY: Rockwood Clinical Frailty Score (NICE states to use only as PART of a holistic assessment and not to
use in learning disability. Score under 5 = likely to benefit from critical care. Score 5 or more = uncertainty around
benefits of critical care admission (but little COVID-19-specific data) — take into account the whole picture.

Gives indication of
functional ability prior
to this illness. Higher
scores are less likely to
have positive outcome.

1. Very fit: among the
fittest for the age,
exercise regularly.

2. Well: no active
disease symptoms but
not as fit as group 1.

3. Managing well:
medical problems well
controlled. Walks but
not regularly active
beyond this.

4. Vulnerable: not
dependent on others
for daily help,
symptoms might limit
activities.

5. Mildly frail: typically
needs help with some
indoor activities (meal
prep, housework) and
for many activities
outside (walking,
shopping).

6. Moderately frail:
typically needs help
with all activities

around home (meal
prep, housework,

bathing), may need
some help dressing.

7. Severely frail:
completely dependent
but stable and may not
die in next 6m.

8. Very severely frail:
completely dependent
and approaching the
end of life.

9. Terminally ill: may
not appear frail, but
life expectancy <6m.
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Assessing/managing COVID-19

Red Whale

> GEMS
V' Guidelines & Evidence Made Simple

2. Assessing remotely
Written 1/4/2020

Symptoms/presenting *  What symptoms do you have? When did they start?
complaint and concerns Ask specifically about: o Fever o Shortness of breath
- Cough o Fatigue
Are these symptoms getting worse or better?
Are you able to do your normal activities or struggling to get out of bed?
What was it that made you ring today/now?

Respiratory assessment How is your BREATHING today?
o Are you so breathless that you can’t speak more than a few words?
o Are you more breathless than usual on walking/climbing the stairs?
Look for DETERIORATION:
o Is your breathing today easier, the same or worse than it was yesterday?
o Today, can you do the same/less/more before you feel breathless?
Do NOT use the ROTH score (may under/over-estimate oxygen levels)

Look for red flags for higher * Severe shortness of breath/difficulty breathing? Admission probably
risk of death * Haemoptysis? indicated

* Blue lips/face or sats <94%? if likely to recover
* Feeling cold and clammy, mottled skin?
* New confusion/drowsy/difficult to rouse?
« Little or no urine output?
* Collapse/fainting? (Criteria based on NICE NG 165, 2020)
NEWS2 may identify those at risk of deteriorating but do NOT arrange F2F
simply to collect data to calculate NEWS2 score. (Do not use CRB-65 score: lack
of evidence and requires BP — difficult remotely and may spread infection.)

/)

Look for features suggestive Temperature >38°C
of BACTERIAL pneumonia? Respiratory rate >20/minute
(bacterial pneumonia may not P >100/minute
have all these features, and New confusion
these features can occur in Difficult to distinguish COVID-19/viral pneumonia from bacterial pneumonia.
those with other illnesses NICE suggests certain features (described overleaf) may help (NG 165, 2020).

Consider oral antibiotics if
managing in community
(see overleaf for details)

Do they have comorbidities Pregnant

that increase the risk? >70y, even in the absence of comorbidities
Any age with significant comorbidities, including splenectomy, sickle cell
disease, severe obesity (BMI 240)
On drugs that supress immunity (steroids, immunosuppressants, chemo)

Before this illness, what wa
5 ?r b .s W was Assess pre-morbid functional ability: Rockwood Frailty Score (on p1) helpful
their level of frailty?

*  Who else is at home? Who could be called on to help if they need it?

Safety/care/basic needs? *  Can care needs for food/drink/toileting be met?

* Are others in the household aware of self-isolation advice (avoiding contact
with those outside the home as well as with the sick person in the home)?

Expectations *  What do they want in terms of care? Sensitively explore/document wishes:
o Do they have an advanced care plan? What does it say? DNACPR?
o Are they wanting admission? Now? If they deteriorate? What do they
think hospital can offer? Can they manage at home?
* Are they wanting antibiotics? (see next page for when indicated)

Discuss pros and cons of Hospital can offer CXR, tests, respiratory support

admission BUT

Likely to lose contact with family and risk of catching/spreading COVID-19
(NICE NG165, 2020)
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3. Management GEMS
Written 1/4/2020 Guidelines & Evidence Made Simple

Severity clas: ation based on remote assessment (includes some observations in case these are available)

For all these scenarios, F2F assessment should only be done if ABSOLUTELY ESSENTIAL. Ask yourself:
*  What is F2F assessment going to add?
*  Why can’t this be done by phone/video?
If essential: see at home/‘COVID’ base without exposing other patients to them. Wear appropriate PPE. To minimise risk
to clinician: FULL HISTORY TO BE TAKEN BEFORE VISIT and ONLY EXAMINATION ELEMENT is done F2F.

Palliative care most Severe symptoms Moderate symptoms Mild symptoms

appropriate Drowsy/unconscious Speaking in full sentences but No moderate/severe
This may be because of New-onset confusion breathless when walking features.
patient choice or Unable to speak in full sentences Moderate tight chest/wheezy If available:
because Can’t stand due to faintness Dizzy/faint on walking Sats >95%
comorbidities/frailty Cardiac chest pain Severe headache P <90
(frailty score of 25) may Little/no urine output Reduced urine output RR <20
make admission Signs of sepsis/red flags Deterioration in symptoms
inappropriate (because If available: If available:
a positive outcome is Sats <93% (or <88% if COPD) Sats 94-95%
unlikely) P 90-110
RR 21-22

Stay at home advice
(them + household)
Self-care advice
Safety-net
Conversation around whether 999 admission
admission appropriate; record Tell call handler: likely COVID-19
decision/DNACPR
Initiate palliative care DECIDE IF SUITABLE FOR HOME MANAGEMENT/NEEDS ADMISSION
Telephone/video care preferable, Do NOT offer antibiotics if:
F2F if absolutely necessary Symptoms mild AND COVID likely to be the cause
Antibiotics are NOT recommended as prophylaxis in those without
these symptoms (inappropriate use risks shortage for those in need)
Differentiating viral from bacterial pneumonia is Offer antibiotics if (NICE NG 165, 2020):
difficult. NICE suggests the following (NG165): Likely bacterial pneumonia
Features suggestive of bacterial pneumonia: More severe symptoms and unclear if viral/bacterial pneumonia
Doesn’t have typical COVID-19 symptoms High risk of complications because of pre-existing comorbidity or
* Rapid deterioration after only a few days immunosuppression or significant heart/lung disease
symptoms + T>380C Doxycycline, 200mg on D1 then 100mg for 4d (total course 5d)
* Pleuritic chest pain * RR>20/minute oF
* Purulent sputum + P>100 . Amoxicillin 500mg tds for 5d
* New confusion Use steroids only if indicated to manage another disease (e.g. COPD)
Features suggestive of viral/COVID pneumonia: | | | syjtable for home management, London guidance suggests:
Present after 1w of COVID symptoms « Bronchodilator? (4-8 puffs salbutamol through spacer) — can be
Severe muscle aches trialled if available at home. DO NOT SHARE!
Anosmia *  Follow-up: within <24h and then every 12—24h until well

Breathlessngss without pleurit.ic pain + Safety-net well, including patient to call 999 if deteriorates (and
May have history of contact with COVID tell call handler likely COVID-19)

We make every effort to ensure the information in these pages is accurate and correct at the date of publication, but it is of necessity of a brief and
general nature. The information presented herein should not replace your own good clinical judgement, or be regarded as a substitute for taking
professional advice in appropriate circumstances. In particular, we suggest you carefully consider the specific facts, circumstances and medical history
of any patient, and recommendations of the relevant regulatory authorities. We also suggest that you check drug doses, potential side-effects and
interactions with the British National Formulary. Save insofar as any such liability cannot be excluded at law, we do not accept any liability for loss of
any type caused by reliance on the information in these pages. April 1 2020 For full references see the relevant Red Whale articles.
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Based on NHS London Primary Care and Community Respiratory e
Resource Pack (correct on 30/3/2020), BTS guidance and the GEMS
Primary Care Respiratory Society, written 30/3/2020 Guidelines & Evidence Made Simple

Asthma
Background and maintenance treatment:
Most asthmatics have mild-moderate disease with normal lungs when well controlled.
No changes in maintenance therapy are required when well — no evidence of increased risk from ICS; biologics used in
asthma therapy have not been shown to be immunosuppressant and should be continued.
Given current pressures on health services, provision of a rescue pack for patients with a good understanding of their
personalised asthma action plan may be sensible (BTS). Issue a peak flow meter so they can monitor at home. Rescue
packs should be issued as acute and SHOULD NOT be on repeat. Each exacerbation requires review.
* Acute exacerbations of asthma should be treated in the normal way, including oral steroids (www.GPCPD.com).
Acute asthma vs. COVID-19
Differentiating an acute exacerbation of asthma from COVID-19 may be difficult. Pragmatically, fever and change of
taste/smell are unusual in asthma. Decide (as best you can) which is more likely. If COVID-19 suspected, remember:
* Oral steroids are NOT a treatment for COVID-19. In practice, this means that if an asthmatic has mild COVID symptoms
but with no significant asthma symptoms, we should not give prophylactic oral steroids.
However, if typical asthma exacerbation features are dominant (wheeze/bronchospasm), oral steroids should be
used as per asthma guidelines, but for the shortest duration possible (until symptoms have improved).
For those on maintenance oral steroids —follow sick day rules if unwell (BTS suggests that usually this would mean
taking twice as much oral steroid while ill).

BTS guidance suggests:
* There is NO evidence for ‘just in case antibiotics’ OR using prophylactic antibiotics.
« Treat apparent exacerbations as you normally would, irrespective of possible organism, which means:
o Use antibiotics if suspected bacterial infective exacerbations (more sputum/change in sputum colour).
o Consider oral steroids for increased breathlessness: but first check that symptoms can’t be managed with
increasing bronchodilators, breathing exercises, pacing. Have a lower threshold to use steroids in those with

asthma—COPD overlap or previous raised eosinophils as they are likely to get greater benefits. Do not use if patient
has a fever. If using, offer 30mg prednisolone for 5 days.
Remember, anxiety can also drive breathlessness/tachycardia: a phone/video consultation can help reassure people.
If oxygen sats are available, a significant change from baseline is: o Mild: <2% below baseline
o Moderate: 3-4% below baseline sats

o Severe: 25% below baseline sats
If on LTOT, consider admission if sats <88% (on their usual oxygen flow) if admission likely to be helpful.

Bronchiectasis
Treat suspected COVID-19 in line with all other patients.
For non-COVID exacerbations (may be hard to tell, but fever is present in COVID and may be less common in non-
COVID exacerbations, whereas sputum production shows marked increase in non-COVID exacerbations):
o Usually, routine collection of sputum is recommended in exacerbations. This is NOT recommended at present.
o Treat a ‘usual’ exacerbation with standard antibiotics (usually 7-14d of doxycycline or amoxicillin). If no response,
try empirical ciprofloxacin/levofloxacin and obtain specialist advice.
See www.GPCPD.com: Respiratory chapter>Bronchiectasis article for more on antibiotics/management.

Interstitial lung disease

* Many have established pulmonary fibrosis and will not do well with intubation/mechanical ventilation. If possible,
discuss ceiling of care and advance care planning.

* Likely to become hypoxic very quickly and will not have much reserve.

* Do not stop long-term prednisolone: consider increasing baseline doses in illness, as per sick day rules.

Obstructive sleep apnoea

* Most of these patients have NORMAL lungs and should not be considered to have pre-existing lung disease.

* CPAPis used to correct daytime sleepiness. Obstructive sleep apnoea doesn’t affect their gas exchange.

« If admitted: remind them to take their CPAP machine with them.
We make every effort to ensure the information in these pages is accurate and correct at the date of publication, but it is of necessity of a brief and
general nature. The information presented herein should not replace your own good clinical judgement, or be regarded as a substitute for taking
professional advice in appropriate circumstances. In particular, we suggest you carefully consider the specific facts, circumstances and medical history
of any patient, and recommendations of the relevant regulatory authorities. We also suggest that you check drug doses, potential side-effects and
interactions with the British National Formulary. Save insofar as any such liability cannot be excluded at law, we do not accept any liability for loss of
any type caused by reliance on the information in these pages. March 30 2020 For full references see the relevant Red Whale articles.
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Able to propose acceptable
cause of death?

yes

medical practitioner has
seen the deceased in
person or via video
consultation in the 28
days prior to death

yes

Complete Death
Certificate

Referto coroner

No

Patient seen after death?

Is patient going to be
cremated?

LY

~

Scan and email to Local
Registry Office

Inform family they will
be required to complete
death registration by
telephone. Direct them
to registry website —
funeral directors can

assist if required

/ Complete Crem4 for
funeral directors
(Can be any doctor)
If doctor who has seen

patient in last 28 days is
not available then—

answer “not applicable”

to questions 6,7,8

No need for Crem5

Don’t forget to inform family that if patient dies of COVID-19 or
suspected COVID-19 household should self isolate for 14 days
from start of deceased symptoms





