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Kent and Medway Clinical Commissioning Group

Kent and Medway Standard Operating Policy for Out of Hospital Treatment Pathways for Adult Patients for Covid-19

1. Background and Context: 
The Covid-19 pandemic was formally declared in England in February 2020. At this time Kent and Medway Clinical Commissioning Group (CCG) was still eight separate organisations and therefore there were different community services available in different areas to support people in their own homes (including care homes). During the first wave of the pandemic, a number of initiatives were developed to help people living with frailty to make decisions about their care and receive care in their normal place of residence if that was the preferred option. Examples of these initiatives included development of a Frailty Home Treatment Service in East Kent, increased access to virtual consultation from primary care and development of a single treatment escalation plan (TEP) for use across Kent and Medway. During this period there were very limited treatment options available to people with Covid-19 who wanted to remain at home and so much of the clinical input to this group of patients was based on symptom management and, when appropriate, palliative care. 
The second wave of Covid-19 has now started and there is an opportunity to use the learning from the first wave to increase the treatment options available to people outside of hospital. 
NHS England and NHS Improvement have undertaken a review of the evidence for use of a number of community treatments in collaboration with the British Geriatric Society and there is formal guidance awaiting publication. In Kent and Medway this SOP has been developed to support implementation ahead of the formal publication of the guidance but informed by the consensus that is emerging through that development process. 
1.1. Purpose of this guidance: 
This SOP sets out the Kent and Medway position on community treatments for Covid-19 in adults. It is intended to reflect the growing national consensus on the evidence and will be updated when formal guidance is published in this area. The SOP outlines the principles that should inform the clinical decision to initiate and monitor a treatment pathway as well as guidance on prescribing and identifying indicators that a treatment should be stopped. This document includes considerations of the risks and benefits of these pathways and the potential ethical issues related to the rapid introduction of these treatments. 
As the services in Kent and Medway are still arranged differently in each of the Integrated Care Partnership (ICP) areas, this guidance will need to be implemented flexibly to reflect the local service providers, capacity and resource. It is important to note that the complexity of clinical needs is such in many of these patients that if they were being managed similarly in the hospital settings, the decision making would involve many specialists and their multidisciplinary team. Therefore clinicians in the community are encouraged to seek further guidance whenever in doubt from our acute specialists in any given situation.
Individual provider organisations will need to ratify this guidance through their own governance structures. The standard forms provided in the appendix are intended as useful resources and again can be adapted to organisation specific formats if required. 
1.2. Patient Group: 
This SOP has been developed primarily for adults living with frailty as the effect of Covid-19 on this group during the first wave was disproportionate compared to other groups. However it may be beneficial to follow these pathways for other patient groups and this should be done at the discretion of the senior treating clinicians. If appropriate other specialist services should be asked to support the process. For example, these pathways may be appropriate for people with Learning Disabilities living in a care home environment but should only be initiated with specialist Learning Disability support to plan implementation tailored to the individual. 
1.3. Development: 
This SOP has been developed by a small clinically led group with wider engagement with the following organisations: 
· Kent and Medway Clinical Commissioning Group (including Primary Care Clinical Leads)
· Kent Community Health NHS Foundation Trust
· Medway Community Healthcare
· Virgin Care
· Pilgrims Hospices
· Heart of Kent Hospice
· Ellenor Hospice
· Integrated Care 24
· South East Coast Ambulance Service NHS Foundation Trust
· Kent Surrey Sussex Academic Health Sciences Network 
As the pathways are implemented in each ICP area, there is an expectation that local engagement with patient groups and third sector providers will be undertaken. 
1.4. Treatment Pathways: 
This SOP sets out guidance for the use of the following treatments in Community Hospitals, Care Homes and peoples own homes: 
· Oxygen
· Dexamethasone
· Anticoagulant
· Fluid Management
1.5. Referral routes:
Patients who may be appropriate for these pathways will be identified by their care home, community hospital staff, general practice and community services. If a person is confirmed as having Covid-19, they will be referred into the Covid Virtual Ward in their locality for regular monitoring of their saturation levels, dependent on their risk. If the CVW identifies that a patient is deteriorating and developing hypoxia then they can refer to the appropriate locality service (e.g. Frailty/ Acute Response) for consideration of these treatment pathways. Initially, these community treatment pathways will be separate from the CVW and it is anticipated that relatively small numbers of patients will be on the treatment pathways. In the future if the numbers rise and the CVWs are well established, there may be more opportunity to co-ordinate monitoring between the pathways. 
1.6. Treatment Escalation Plans:
During the first wave of Covd-19 a single TEP (treatment escalation plan) was agreed across Kent & Medway although there was some local variation in the forms. A revised version has now been agreed across Kent and Medway that is standard for use during the second wave (see appendix 1). The TEP is underpinned by the principle that all patients should have the opportunity to make informed decisions about the care that they receive. If a patient is unable to engage in this process then a decision can be made in their best interests but this should be done in conjunction with family members and adhere to the principles of the Mental Capacity Act in ensuring it reflects the patient’s previous behaviours and beliefs. 
The TEP should be completed by a clinician that knows the patient and can also be supported by other professionals who know the patient such as care home managers or carers. The TEP should be the formal documentation of a good quality conversation/ or conversations that has taken place between the patient, their family and the appropriate clinicians and professionals. The TEP is an essential part of this SOP as it provides the patient perspective that should underpin treatment decisions. If a TEP is not in place then it should be completed as part of the acute episode prior to initiating any of the pathways documented here. 
Prior to initiating treatment, the senior clinician should review the TEP in the context of the patient’s current presentation and the wider context of the health system. This will allow the clinicians to present an accurate reflection of the potential risks and benefits of treatments in different environments. This is particularly important in the context of Covid-19 as the pressures on different parts of the system at any one time may change the treatment options available. The importance of using language that is clear, unambiguous and understood by the patient and their families is vital. As is clear clinical documentation of ceilings of care and with pros and cons of the options shared with patient, including risk of deterioration and death as a consequence of choices made.
1.7. Ethical Considerations and clinical support
The pathways in this SOP have been developed based on new evidence and clinical consensus from the first wave of Covid-19 and therefore clinicians working in the community should feel supported to seek senior review or advice prior to initiating these pathways.
Clinicians may have to make decisions in challenging circumstances or when resources are limited. It is not possible to anticipate all of these risks and circumstances in this document and therefore the role of the senior clinician in assessing the risks and benefits of potential treatments is crucial. These decisions should be made using: Planning for and managing Covid-19: Ethical decision-making tool (appendix 2). The principles in this document are that decisions should be based Fair, Inclusive, Transparent, Reasonable, Accountable and Responsive to the maximum extent possible. The tool provides steps to follow to support decision making. As with any complex ethical dilemmas involving clinical decision making, senior colleagues within each organisation, such as the Frailty/Acute Response teams and acute clinicians, should be consulted. The reasoning for decisions should be clearly documented to support any future reflections.


2. Oxygen:
2.1. Principles of use
During the first wave of Covid-19, some community clinicians used flow rates of up to 4L/min to support patients with mild to moderate hypoxia. In adopting an oxygen treatment pathway of this type in the community, reference should be made to the NHS South East: Oxygen therapy outside acute settings during the Covid-19 pandemic v3.3 (see appendix 3). This guidance helps to identify the factors that should be considered before initiating this pathway and the clinicians who should be involved in decision making and monitoring. This guidance is being adopted across Kent and Medway. 
If the Oxygen treatment pathway is initiated, it is essential that the core standards are adhered to as follows: 
· Oxygen should be prescribed on the prescription chart along with specific target saturation levels
· The clinical indication should be clearly documented
· Pulse oximetry should be in place and recorded at a minimum of 4 times daily
· Patients should have a risk assessment completed prior to initiation of oxygen
· Equipment provided should be checked daily
· Oxygen should be stored safely
· Staff must be appropriately trained
2.2. Pathway
See appendix 4 and 5 for pathway documents in different settings. 
Patients with confirmed or suspected Covid-19 should have a TEP in place and so if there is not a TEP, an appropriate referral should be made to ensure one is completed prior to treatment starting. Patients should also be reviewed clinically, under the guidance of the general practitioner to identify any deterioration in presentation. If deterioration is noted then the pathways in appendix 4 and 5 should be used to support treatment decisions. 
The decision to initiate treatment should be made by an appropriate senior clinical decision maker (SCDM). If possible this should be in conjunction with specialist community respiratory teams, or at a minimum, the respiratory team should be informed.  Secondary care teams should be used for advice and guidance if indicated. 
Oxygen should be prescribed on the standard chart (appendix 6) and supply requested via the Home Oxygen Ordering Form (HOOF). This is done online via the following link and will require the Clinicians PIN number and a risk assessment form (IHORM - Initial Home Oxygen Risk Mitigation). 
https://www.dolbyvivisol.com/services/healthcare-professionals/home-oxygen-services/england/ihorm-and-hoof-part-a/
Treatment should be monitored as per the pathways with the SCDM monitoring for identified risks, appropriate use of equipment and training needs. It is likely that community services such as community nursing and rapid response will support ongoing monitoring. The decision to stop treatment will be clinically judged with reference to the indicators in appendix 7. 


3. Dexamethasone: 
3.1. Principles of use: 
Dexamethasone can be prescribed for people with severe or critical Covid-19 based on the published NICE guidance (appendix 8), in most cases it should be used in conjunction with Oxygen as per the previous section. 
If the dexamethasone pathway is initiated, clinicians should consider use of gastro protection as prompted on the prescribing form (appendix 6). If the patient is diabetic then close blood monitoring should take place. 
3.2. Pathway
See appendix 4 and 5 for pathway documents in different settings. 
Patients with confirmed or suspected Covid-19 should have a TEP in place and so if there is not a TEP, an appropriate referral should be made to ensure one is completed. Patients should also be reviewed clinically under the guidance of the general practitioner to identify any deterioration in presentation. If deterioration is noted then the pathways in appendix 4 and 5 should be used to support treatment decisions. 
The decision to initiate treatment should be made by an appropriate SCDM. The SCDM is likely to be a clinician from a community response service such as a frailty team or acute response team. The initiation of treatment should be managed in conjunction with the patient’s GP who should be able to support prescribing and provision of necessary monitoring equipment as appropriate.  
Treatment should be monitored as per the pathways with the SCDM monitoring for identified risks and training needs. It is likely that community services such as community nursing and rapid response will support ongoing monitoring. The decision to stop treatment will be clinically judged with reference to the indicators in appendix 7. 


4. Anticoagulants

4.1. Principles of use
Patients with Covid-19 have an increased risk of venous thromboembolism and therefore VTE prophylaxis should be considered to align the standard of community care with that delivered in acute patient settings. 
Based on usual protocols within hospital, if the risk assessment indicates VTE prophylaxis is indicated then either a once daily injection of low molecular weight heparin or a direct oral anticoagulant (DOAC) should be offered. 
If the anticoagulation pathway is initiated, it is essential that the following criteria are met: 
· Resources should be in place to take baseline bloods to support prescribing
· The location (community hospital, care home or patients home) need to be able to support subcutaneous injections or a DOAC should be prescribed unless contraindicated. 
· Patients medical history and renal function must be considered and appropriate medication prescribed
· If a DOAC is considered then the patients existing medication should be reviewed for any interactions
· A bleeding risk assessment should be completed to support decision making 
· Patients should be aware the use of DOAC is off label though has been regularly used without problems and is licensed for similar treatments
4.2. Pathway
See appendix 4 and 5 for pathway documents in different settings. 
Patients with confirmed or suspected Covid-19 should have a TEP in place and so if there is not a TEP, an appropriate referral should be made to ensure one is completed prior to treatment. Patients should also be reviewed clinically under the guidance of the general practitioner to identify any deterioration in presentation. If deterioration is noted then the pathways in appendix 4 and 5 should be used to support treatment decisions. 
The decision to initiate treatment should be made by an appropriate SCDM. The SCDM is likely to be a clinician from a community response service such as a frailty team or acute response team. The initiation of treatment should be managed in conjunction with the patient’s GP who should be able to support prescribing and review of existing medications. See appendix 9 for the prescribing chart. A standard dose of pharmacological VTE prophylaxis is now recommended for most patients by NICE but the patients GP should advise on dose adjustments if required (e.g. due to renal function). 
A bleeding assessment should be completed (see appendix 9).  
Treatment should be monitored as per the pathways with the SCDM monitoring for identified risks and training needs. It is likely that community services such as community nursing and rapid response will support ongoing monitoring. The decision to stop treatment will be clinically judged with reference to the indicators in appendix 7. 

5. Fluid Management

5.1. Principles of use
Dehydration and acute kidney injury (AKI) in patients with Covid-19 is common and associated with an increased risk of dying. Maintaining fluid status reduces the risk of AKI. Risk factors for AKI include pre-existing chronic kidney disease, heart failure, liver disease, history of AKI and aged over 65. 
Reference should be made to the NICE Covid-19 rapid guideline: acute kidney injury in hospital. 
5.2. Pathway
See appendix 4 and 5 for pathway documents in different settings. 
Patients with confirmed or suspected Covid-19 should have a TEP in place and so if there is not a TEP, an appropriate referral should be made to ensure one is completed prior to treatment. Patients should also be reviewed clinically under the guidance of the general practitioner to identify any deterioration in presentation. If deterioration is noted then the pathways in appendix 4 and 5 should be used to support treatment decisions. Current medications should be reviewed and treatments suspended as appropriate e.g. SGLT2 inhibitors, ACE inhibitors, diuretics, metformin, ARBs, NSAIDs.
The decision to initiate treatment should be made by an appropriate SCDM. The SCDM is likely to be a clinician from a community response service such as a frailty team or acute response team.  Assessment of fluid status should be based on clinical examination and appropriate investigations where available. Review of routine medications should be considered in conjunction with the patients GP. Where appropriate, oral hydration should be used to increase fluid intake. Where this is not possible, subcutaneous fluid should be considered if there are the resources within the community to deliver this. 
Treatment should be monitored as per the pathways with the SCDM monitoring for identified risks and training needs. It is likely that community services such as community nursing and rapid response will support ongoing monitoring. The decision to stop treatment will be clinically judged with reference to the indicators in appendix 7. 


6. Palliative care:

The decision to provide palliative care to a patient should be made with reference to their TEP and in discussion with the patient and family. 
The pathways in appendix 4 and 5 indicate where a palliative approach should be considered and should be used to support decision making. 
Where a palliative pathway is initiated, appropriate palliative care services should be involved and medication should be in place proactively to support symptom management. The charts in appendix 10 and 11 can be used for prescribing of medication for end of life care. Clinicians and care staff should be extra vigilant for the sudden deterioration such patient may develop and informing the patient, families and supportive teams involved proactively.
The Kent and Medway symptom control guidelines are in appendix 12. 

7. Out of hours considerations:

These guidelines are primarily for use within hours (to be locally defined, service permitting, 8am – 8pm, Monday – Sunday). It is anticipated that treatments will be started within these hours by a senior clinician within an appropriate community service such as a specialist frailty or acute response team. If oxygen is started at the end of a shift then there is potential for the oxygen to arrive after the service has closed. On delivery staff will be trained by the supplier and so out of hours (OOH) services should not need to be contacted unless there is a change in presentation. 
If a patient deteriorates then OOH services should be accessed as per normal pathways of care and escalation. The OOH contact details should be clearly shared and emphasised to the patient, their families and carers involved. The OOH clinicians should be made aware of any treatment pathways that a patient is on and informed of the content of the TEP. Clinicians should be aware that OOH services may not be able to view TEPs electronically and therefore patients in their own home or care home staff should be reminded to share TEPs with out of hour’s providers. 
As per the pathways charts in appendix 4 and 5, anticipatory medication should be provided to patients on treatment pathways in case they deteriorate out of hours. Please see the Anticipatory End of Life prescribing policy in appendix 12. Clinicians should be aware that access to anticipatory medications can be challenging overnight and so anticipatory prescribing is recommended. 
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TEP Final 26.11.20.pdf
TREATMENT ESCALATION PLAN

Full Name Date of Completion

Date of Birth Preferred Name

Address NOK and emergency contact details, including relationship
Hospital / NHS No to patient

A Treatment Escalation Plan is used to plan treatment and make recommendations in case you become unwell and can
be used at any time. They are especially important in the situations below, please highlight where appropriate.

May be approaching the | A medical condition that You and/or others close to you | Other (please specify)
end of your life might change quickly would like to plan ahead Yes /
Yes / No (please circle) Yes / No (please circle) No (please circle)

Summary of relevant information for this plan

Include diagnoses, communication needs and reasons for preferences and recommendations

COPD [ Coronary Heart Disease (] Hypertension (] Diabetes [ Malignancy 0 Immunosuppression [ LVEF (date)...........ceceueerennne

Performance or disease Status (e.g. WHO, AKPS, NYHA or CKD) Clinical Frailty Scale/ Rockwood

Details of other relevant planning documents and where they are kept (e.g. Advance Care Plan, DNACPR form)

Personal preferences to guide this plan:

What is most important to you?

Clinical recommendations for emergency care and treatment

All Active Treatment including Hospital but not Treatment of conditions in | Comfort care in usual
ITU referral/ventilation ventilation/ITU usual residence residence only or hospice
(including preferred place)

Clinical guidance for specific events and interventions:

Appropriate for Non Invasive Ventilation (NIV) Yes / No

DNACPR form completed Yes/ No

Patient Name: NHS Number: Kent and Medway Treatment Escalation Plan December 2020





Capacity and representation at time of completion

‘ Does the person have sufficient capacity to participate in the recommendations on this plan? Yes / No ‘

‘ Does the person have a legal proxy who can participate on their behalf (document name, and role)? Yes / No ‘

Involvement in making this plan

The clinician(s) signing this plan is/are confirming that (select A or B, OR complete section C below)

O A This person has the mental capacity to participate in making these recommendations and has been involved in
creating this plan including discussion that the person may be approaching the end of life where relevant

o B This person lacks the mental capacity to participate in making these recommendations. This plan has been made
in consultation with their legal proxy or family members/friends including discussion that the person may be
approaching the end of life where relevant

o C Where the above have not been achieved, valid reasons must be stated here

Record date, names and roles of those involved in decisions & if further documentation is recorded elsewhere

Clinician signatures:

Name Organisation Role Registration | Signature | Date & Senior clinician
No time endorsement
within 72hrs
(EKHUFT only)

Guidance for specific situations when in usual place of residence e.g. what to do if suspected C-19, suspected UTI,
new symptoms, suspected long bone fracture etc.
Situation Recommended treatment plan Who can help? Contact No

Medications

Please list any important relevant medications available in usual place of residence such as anticipatory medications (full
medication list not required)

Confirmation of validity (at review, with change in condition, or on discharge from acute setting)
Name Organisation Role Registration No Signature Date & time

Patient Name: NHS Number: Kent and Medway Treatment Escalation Plan December 2020
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Planning for and managing COVID-19:

Ethical decision-making tool

Dr Rosalind McDougall, Senior Lecturer in Health Ethics, Melbourne School of Population and Global Health
Dr Linda Sheahan, Honorary Associate, Sydney Health Ethics

Dr Danielle Ko, Clinical Ethics Lead, Austin Health

rmcdo@unimelb.edu.au

20 March 2020

Basing decisions on clearly defined and well-established values helps with difficult choices in a crisis. This tool
takes an ethical framework (Thompson et al 2006), and guides decision-makers through a structured process to
support ethical decision-making.

The decision making tool asks that you consider:

Basic information- e.g. current context, urgency, who is making the decision, timing of decision and review
Benefits and risks of options, and how the options interact with well-established values of health care
Whether the decision has been made using an ethical decision making process

What the decision is, what is required to implement the decision, and what change in conditions would
prompt a review

What needs to be done to effectively communicate the decision

oo w>»

m

This tool will not take away from the difficulty of making pandemic related decisions. Each situation will require
judgement about how to apply and weight the relevant ethical values. However, its use will promote ethical
decision making by asking that decision-makers consider the relevant values, follow a structured process, and
clearly document decisions.

Ethical decision-making in the context of a pandemic

Decision-making
Ergcessthatis PATIENT CARE AND STAFF WELLBEING

Inclusive

Transparent

Reasonable DUTYTO EQUITY INDIVIDUAL PRIVACY PROPOR- JPROTECTION | SOLIDARITY § STEWARD- TRUST
Accountable PROVIDE LIBERTY TIONALITY OF THE SHIP

Responsive CARE PUBLIC

to the maximum FROM HARM

extent

practicable

Adapted from Thompson AK, Faith K, Gibson JL et al. Pandemic influenza preparedness: an ethical framework to guide decision-
making. BMC Med Ethics 7,12 (2006). http://doi.org/10.1186/1472-6939-7-12
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Planning for and managing COVID-19: Ethical decision-making tool

A. BASIC INFORMATION

O
Q
~+
(0]

Issue/question requiring a decision:

Pandemic phase:

Person (including title) requesting decision:

Responsible person/group making decision:

Responsible executive:

Key stakeholders:

Decision required: today, days, weeks, ASAP

Timeframe for decision review: daily, weekly, monthly, other
Conditions for review:

B. QUESTIONS TO CONSIDER WHEN DECIDING BETWEEN OPTIONS

1. What are the possible options?
2. What are the risks and benefits of each option?

OPTIONS BENEFITS RISKS

3. What is the preferred option?

4. Foryour preferred option, consider the following values. The questions are intended as prompts; not all
questions will be relevant to all decisions.

VALUE USEFUL QUESTIONS TO CONSIDER COMMENTS

DUTYTO How do we best provide care to our patients, and at the same time
PROVIDE CARE | safeguard the health of our workforce?

How do we balance our duty to provide care to our patients, and
enable our staff to care for their families?

Are we adequately supporting staff to manage increased risk and
‘moral burden’in the context of competing obligations?

EQUITY/ Have we been as equitable as possible between:
FAIRNESS
« COVID-19 patients and other patients who need urgent care?

« COVID and non-COVID patients with requirements for scarce
resources e.g. outpatient appointments, single rooms, staff,
equipment, medication?

«+ different subgroups of patients, particularly vulnerable patients,
by recognizing and addressing specific needs where possible?

Are we treating staff in as equitable way as possible?
Have we made decisions in accordance with fair process (see section
below)?

Planning for and managing COVID-19: Ethical decision-making tool
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Planning for and managing COVID-19: Ethical decision-making tool

VALUE USEFUL QUESTIONS TO CONSIDER COMMENTS
INDIVIDUAL Are the restrictions to liberty necessary and relevant to protecting
LIBERTY the public good? Are they proportional to the risk of public harm?

Are any limitations to patients’or carers’ or staffs’liberty the least
restrictive possible to protect the public?

Are they being applied in a way that is free from discrimination?

PRIVACY Does the intended benefit justify impinging on patient privacy?

Is there a way of achieving the benefit that would be less
stigmatizing for the patient or the relevant community?

PROPORTIONALITY | Does the risk of public harm justify the level of infringement of
individual claims such as liberty and privacy?

Given the current conditions, are we using the least restrictive or
coercive approach?

PROTECTION OF How can we help patients and families to understand and comply
THE PUBLIC FROM | with restrictions?
HARM

RECIPROCITY Can we decrease the burden for staff, patients and families?

How will staff safety and wellbeing be maximized in the
circumstances?

SOLIDARITY How can we best work together within the organisation?
Are we coordinating our delivery of health in a collaborative way?

Are we reinforcing our shared purpose?

STEWARDSHIP How can we maximise benefit for the public good, and minimise
harm in the allocation of our resources?

Does the decision distribute benefits and burdens in a way that we
think is fair or defensible?

Have we adequately considered alternative ways of expanding the
resources available to us?

Have we minimized any forseeable collateral damage from the
outcome of our preferred decision?

TRUST Have we made decisions in accordance with fair and transparent
process (see Part B below)?

What would be the impact of this decision on trust between
« the patient and clinicians?

« staff and the organisation?

« The organisation and the public?

+ between organisations within the health system?

Note it may be helpful to revisit the benefits/risks of your preferred option after working through this table.

Planning for and managing COVID-19: Ethical decision-making tool
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Planning for and managing COVID-19: Ethical decision-making tool

C. DECISION MAKING PROCESS

Itis particularly important during pandemics when difficult decisions may need to be made that there is an
ethical process. To the greatest extent possible in the specific circumstances, decisions should be made in a
way thatis:

« Inclusive - How have you engaged with all the relevant stakeholders? Is there any key stakeholder missing
from the decision making process?

« Fair - Who was involved in the decision, what is the mechanism for review and voicing concerns?

« Reasonable - What were the key reasons for your decision, and was there agreement about the decision? Is
there more information that you need?

« Accountable - Who is responsible for this decision? Who is the most appropriate person/s to answer questions
regarding this decision in the first instance, who else can assist for advice? and who would act as a final arbiter
in the event of conflicting opinions?

» Responsive - Was this decision made in a timely manner? Are there important factors that meant that the
decision has to be deferred?

« Transparent - how will the decision be communicated, and with whom? Are there any factors that justify not
communicating with key stakeholders?

D. OUTCOME/DECISION

Decisions must be with the best available information and supported by appropriate resources and processes. A
review of the decision in the context of changing conditions should also be planned.

1. Whatis the decision?

If no decision was made:

«  When is a decision expected to be made?

«  What further information do you need?

«  Who else do you need to talk to?

«  What are the current barriers to making a decision?

2. Who will be affected?

3. Arethere the relevant resources available to support this decision? E.g. staff, equipment and infrastructure.

+ If not, what needs to be done to get these resources, and how likely will you be able to get these?

+ Ifnot likely to access resources, will need to review options again and make a different decision or defer
decision

4. What are the actions that need to be taken to enact the decision?

5. What resources, procedures or processes will need to be developed in order to support this decision?

6. When will this decision be reviewed?

7. What are the conditions that would make other alternative options more preferable?

Planning for and managing COVID-19: Ethical decision-making tool
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E. COMMUNICATION STRATEGY

Timely and effective communication of decisions is a key part of maintaining trust and morale during a
pandemic and essential to maintaining a just culture.

1. What needs to be communicated?

«  What s the decision?

+ How does this decision promote the priorities and shared values of the organisation?
«  Who made the decision?

2. How will the decision be most effectively communicated to key stakeholders?
«  Email from whom to whom? Policy? Procedure?
+ Additional tools to strengthen message e.g. posters, laminated cards?

3. How urgently does the decision need to be communicated?

4. Who can assist in getting the message out?

REFERENCES

Daniels N. Accountability for reasonableness. BMJ 321: 1300-1 (2000). https://doi.org/10.1136/bm;j.321.7272.1300

Gibson J, Martin D, Singer P. Priority setting in hospitals: fairness, inclusiveness and the problem of institutional
power differences. Soc Sci Med 61: 2355-62 (2005). https://doi.org/10.1016/j.socscimed.2005.04.037

National Ethics Advisory Committee. 2007. Getting Through Together: Ethical values for a pandemic. Wellington:
Ministry of Health available on the National Ethics Advisory Committee website: http://www.neac.health.govt.nz

Thompson, A.K., Faith, K., Gibson, J.L. et al. Pandemic influenza preparedness: an ethical framework to guide
decision-making. BMC Med Ethics 7, 12 (2006). https://doi.org/10.1186/1472-6939-7-12

STAND ON GUARD FOR THEE Ethical considerations in preparedness planning for pandemic influenza November
2005 A report of the University of Toronto Joint Centre for Bioethics Pandemic Influenza Working Group http://
www.jch.utoronto.ca/people/documents/upshur_stand_guard.pdf

Planning for and managing COVID-19: Ethical decision-making tool
Produced by Dr Rosalind McDougall, Dr Linda Sheahan, Dr Danielle Ko | rmcdo@unimelb.edu.au
20 March 2020

THE UNIVERSITY OF

MELBOURNE







image3.emf
200917_Oxygen_Th erapy_Outside_Acute_Settings_in_the_South_East_During_the_COVID19_Pandemic_V1_0.pdf


200917_Oxygen_Therapy_Outside_Acute_Settings_in_the_South_East_During_the_COVID19_Pandemic_V1_0.pdf
NHS

Novel coronavirus (COVID-19)
standard operating procedure

Oxygen Therapy Outside Acute
Settings In the South East During
the COVID-19 Pandemic

This guidance s correct at the time of publishing. However, as it is subject to
updates, please use the hyperlinks to confirm the information you are
disseminating to the public is accurate.
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Oxygen therapy outside acute settings during the COVID 19 pandemic

This document has been developed to support clinicians with provision of oxygen therapy for

COVID19 patients outside the acute hospital setting.

Before considering this, healthcare professionals are asked to adhere to three key principles to
ensure prescription and supply of oxygen is safe, effective and as evidence based as possible:

1. The local respiratory clinical lead, palliative care clinical lead and/or local Home
Oxygen Assessment and Review Service (HOSAR) are aware of and have ratified

the oxygen treatment pathway proposed.

2. The pathway is supported by a clinical oxygen protocol specific to the setting of care

and cohort of patients (e.g. intermediate care facility) which is consistent with

principles of good medical oxygen practice namely:
a) administration of oxygen to treat hypoxia not breathlessness
b) setting and documentation of appropriate target oxygen saturations for each

patient in line with guidance (https://www.england.nhs.uk/coronavirus/wp-

content/uploads/sites/52/2020/04/C0256-specialty-quide-oxygen-therapy-and-

coronavirus-9-april-2020.pdf)

c) documented prescription of oxygen for each patient to include appropriate

interface and range of flow rates to achieve target oxygen saturations

d) appropriate training of staff in administration, monitoring and weaning of oxygen
and use and storage of oxygen equipment

3. Thereis a nominated clinical lead responsible for ensuring that this clinical oxygen
pathway has appropriate local governance approval and ongoing review.

Potential need identified for oxygen therapy supply outside acute settings

e.g. GP Hot sites, hospice care, step down units, mental health trusts

Is oxygen to be used to supply a specific facility for COVID19 patients, rather than on a
named patient basis?

YES

v

E

Please email
england.se-covid19-

criticalcareequipment{@nhs.net

to discuss arrangements for

your facility.

Please follow British Thoracic
Society and NICE guidance and
use usual HOSAR pathways for
individual patient home oxygen
requests.

|

Please see following page for
guiding principles around home
oxygen prescription in specific

england.se-covid19-criticalcareequipment @ nhs.net

Version 1.0 South East; 17/09/2020
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This section has been developed to support clinical decision making in the use of oxygen therapy
for specific patient groups or settings.

1. Patients with suspected or confirmed COVID19 assessed within primary care hot sites

Thisis defined as emergency oxygen and therefore falls under the remit of British Thoracic Society
Emergency Oxygen guidance 2017

https://brit-thoracic.org.uk/quality-improvement/quidelines/emergency-oxygen

Purpose of this document: this guide was produced for health care professionals working in hot sites with
guidance on the use of emergency oxygen therapy to treat patients with hypoxaemia associated with suspected
or confirmed COVID 19. It was developed using the British Thoracic Society guidelines for Emergency Oxygen?
and expert clinical consensus across London and has been adapted for use in the South East.

Indications for emergency oxygen therapy in
patients without underlying lung disease

It is recommended that emergency oxygen must only be
used to maintain target saturations in patients who have
been assessed face to face and are waiting for transfer

to hospital.

At the time of writing, specific clinical indications are:

1) Patients who are breathless and have oxygen
saturations (presuming no underlying lung disease)

<94%

2) Patients who are not breathless (silent hypoxaemia)
and have oxygen saturations <92%

o o o o

Signs of respiratory deterioration:

1‘ Respiratory rate (especially if >25 per minute)
J, Oxygen saturations by pulse oximetry

1‘ Oxygen dose needed to maintain target sats
(see algorithm below)

Signs of COzretention are:

Drowsiness
Headache
Flushed face
Flapping Tremor

Assessment and monitoring

e Pulse oximetry and staff
appropriately trained in its use
must be available in all
locations where emergency
oxygen is being used

e Continuous monitoring and
close observation of the
patient whilst using oxygen
therapy is advised

e The oxygen saturation should
be monitored continuously
until the ambulance arrives
and receives handover

Recommended supply:

Emergency oxygen should be
available in primary care sites,
preferably using oxygen cylinders
fitted with high-flow regulators
(delivering over 6 L/min) must be
used.

Recommended disposables:

It is recommended that the
following delivery devices should
be available:

1. High concentration reservoir
mask (non-rebreathe mask) for
high-dose oxygen therapy

2. Nasal cannulae (preferably) or
simple face mask for medium
dose oxygen therapy

Emergency oxygen
treatment algorithm

Patient identified as needing
emergency oxygen

(please see indications )

Simple face mask or nasal
cannulae 2 l/min

J N
\ 4

Simple face mask or nasal
cannulae 4 I/min

Simple face mask 8 I/min

A

* Change to Reservoir mask
15 I/min

1

Continue to give 15 L via
Reservoir mask (unless pt
at risk of Co2 retention)

The key aim/s: to maintain target sats at 94-
96% until the ambulance arrives.

The oxygen flow should be adjusted
upwards or downwards to maintain a
saturation of 94% for most patients
(apart from those who m ay be more at
risk of CO2 retention (see above for
signs).

Target saturations for people with COPD
at risk of CO2 retention are 88-92%.

Information for safe supply and storage of
oxygen and associated delivery devices

It is recommended that all Hot sites
have 1-2 people who are responsible
for overseeing the supply, delivery
devices and safe storage of their specific
sites’ emergency oxygen supply

This is to ensure the partners listed
below can expedite potential solutions to
queries as they arise

All systems containing compressed
gases in UK are subject to Pressure
Systems Safety Regulations 2000

Training on set up: This
guide does not replace the
training provided by Dolby
Vivisol on delivery of site-
specific oxygen supply.

It is recommended that each
site nominate 1-2 oxygen leads
to support safe and effective
use within primary care sites.

Helpful contacts for South East: should the
designated oxygen lead for your hot/cold site
require assistance please contact:

1) Dolby Vivisol: 0800 917 9840
patient.support@dolbyvivisol.com

2) Your local home oxygen assessment
service

1 BTS Emergency Oxygen Therapy — 2017 https://www.brit-thoracic.org.uk/quality-improvement/quidelines/emergency-oxygen/
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2. Patients with suspected or confirmed COVID19 discharged from emergency
departments and/or hospital wards who are for full active treatment (non-palliative)

Patients being discharged from the emergency department should have oxygen saturations >94%
on air (or 88-92% if at risk of type 2 respiratory failure) and be risk assessed and safety netted
according to national and regional criteria. Patients who are acutely hypoxic should be admitted to
hospital and therefore provision of oxygen therapy outside the acute setting should not be
considered in this group.

Admitted patients may be considered safe to discharge fromhospital if their hypoxiahas improved,
they are achieving stable oxygen saturations >92% on air as part of an improving general clinical
picture, and do not desaturate significantly on exertion. Therefore, provision of oxygen therapy
(including ambulatory oxygen) outside the acute setting should not be considered in this group.

Inpatients who desaturate significantly on exertion should be investigated to identify and treat
additional complications such as secondary infection or pulmonary embolism. Patients admitted to
hospital with COVID-19 who also have COPD, another long-term respiratory condition or identified
and treated complications such as pulmonary embolism or pulmonary fibrosis may be considered
for hospital discharge with home oxygen, if clinically appropriate, in which case BTS Home Oxygen
and NICE COPD guidance should be followed. An appropriately trained respiratory clinician and
local HOSAR team must be involved where oxygen therapy is to be considered on discharge to
ensure safe follow up and monitoring outside of hospital.

3. Patients with COVID19 being discharged from hospital to a step down or rehabilitation
facility

Patients should be clinically stable, medically fit for transfer and have improved oxygen saturations
to be eligible for safe step down from the acute setting and therefore provision of oxygen therapy
should not generally be considered in this group. Individual patients who fulfil criteriaforlong term
home oxygen therapy as described above should be assessed and prescribed home oxygen in
line with BTS Home Oxygen and NICE COPD guidance. An appropriately trained respiratory
clinician and local HOSAR team must be involved in the care and follow up of these patients.

4. Patients with suspected or confirmed COVID19 whose preferred place for treatment is
within theirhome, or nursing home

Thereisno recommended emergency oxygen pathway for supporting and monitoring patients with
COVID19 within their home, or within nursing/care home settings. Initiation of emergency oxygen
therapy in this situation is not generally recommended. Care planning in these cases should be
individualised and involve the patient, their family, their GP, and the local respiratory/HOSAR team,
with expert support from palliative care/other specialists as appropriate, for example gerontology.

In the case of an individual patient who is acutely hypoxic due to COVID19 (saturations <90% on
air) and whose preferred place of treatment is outside hospital, a senior decision maker such as a
GP or palliative care physician may consider atrial of supported emergency home oxygen therapy.
This can be arranged in one of two ways:

i. During working hours 9-5pm (Mon- Fri): this should be discussed with the local HOSAR team
to support with arranging oxygen and ongoing support through usual pathways.

ii. Outsideworkinghours (orweekends/bank holidays): aresponsible clinician (GP or palliative
care clinician) is required to complete and submit a Part A Home Oxygen Order Form (HOOF A).
Before prescribing emergency oxygen and submitting the HOOF A, the responsible clinician must
consider the likely prognosis, gain the patient’s consent, and carry out arisk assessment to ensure
that the patient and/or carers understand safety advice around the use of oxygen, including the
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dangers of smoking cigarettes and e-cigarettes near to oxygen equipment. If there is concern that
safety advice will not be followed, oxygen should not be ordered.

The responsible clinician must document consent and risk assessment on the Home Oxygen
Consent Form (HOCF) and Initial Home Oxygen Risk Mitigation Form (IHORM). All forms can
be accessed on the Dolby Vivisol website:

https://www.dolbyvivisol.com/services/healthcare-professionals/home-oxygen-services/england/ihorm-
and-hoof-part-a/.

A copy of the signed form should be stored in the patient's record. The patient’s local HOSAR
service must be notified of the decision to prescribe home oxygen as soon as possible within
working hours so that they can support safe follow up. Patients in this situation will require close
on-going clinical review and supportive care by a senior clinician.

5. Home oxygen prescription for patients with suspected or confirmed COVID19

Any clinician prescribing home oxygen (including privately) for a patient must abide by the
principles of Good Medical Practice as they apply to the prescribing and managing of medicines.
They must therefore:

a) be aware that they are clinically responsible for the prescription and administration of this
medical gas

b) ensure that the prescription is safe, and evidence based, supported by a clearly
documented clinical indication

c) ensure that the prescription sets out the correctdose (flow rate) and duration of treatment

d) document appropriate risk assessment and mitigation (such as around smoking, falls etc)

e) documentthattheyhave given appropriate information to the patient, their carers and family
about safe use of home oxygen, any potential adverse effects, likely duration of treatment,
and arrangements for monitoring and follow up

f) ensure that information about the patient’'s home oxygen therapy is shared with other
professionals as appropriate e.g. community healthcare professionals, the local HOSAR
service and the fire and rescue services

g) demonstrate that they have appropriate and up to date training in home oxygen therapy
and use

All clinicians are required to be familiar with GMC guidance on prescribing and managing
medicines and devices, and need to be aware that serious or persistent failure to follow this will
put their registration at risk.

https://www.gmc-uk.org/ethical-guidance/ethical-quidance-for-doctors/prescribing-and-managing-
medicines-and-devices/about-this-qguidance

6.

For patients with COVID19 who are in the last days or hours of life, oxygen therapy is unlikely to
be more effective than opioids and sedatives for the symptomatic management of breathlessness
and associated distress. Oxygen therapy is likely to be burdensome in this situation, a barrier
between family members and the patient, and a cause of additional anxiety related to equipment
and deliveries. Measuring oxygen saturations in this setting is unlikely to be helpful. The focus of
care should be on palliation using evidence-based pharmacological and non-pharmacologica
interventions, and individualised support to the person and those important to them.
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List of contributors/members of the London oxygen task group for COVID 19

The following people are thanked for their time and valuable contribution to this document.

Name

Organisation/Role

Moni Abiola-Peller

Lead for London Home Oxygen Service, NEL CSU

Dr Helene Brown

Medical Director System Improvement and Professional Standards, NHSE/I

Helen Cutting

Programme Lead — Cardiac, Stroke and Respiratory Clinical Networks

Karen Davies

London Regional HOS Contract Lead, NEL CSU

Dr Samantha
Edward

Consultant Palliative Medicine & Medical Director North London Hospice

Dr Sarah Elkin

Consultant in Respiratory and General Medicine, Imperial NHS FT

Richard Goodman

Regional Chief Pharmacist, NHSE/I London Region

Sue Hardy

Regional Estates Delivery Director, London & London lead for acute oxygen
provision

Mel Heightman

Consultant Respiratory Physician, NC London STP Respiratory Lead

Caroline Lock

Respiratory clinical adviser, Air Liguide

Dr Vince Mak

Clinical Director for London Respiratory Clinical Network (LRCN)

Katherine Oliver

Project support, LRCN

Dr Irem Patel (Chair)

Co-chair of London Clinical Oxygen Network (LCON) and SEL CLG lead, LRCN

Sam Prigmore

Respiratory Nurse Consultant, St Georges Hospital, SWL CLG lead

Ruth Thomsen Head of Healthcare science, NHSE/I London Region
Kara Renno RGN, Programme management and Respiratory subject matter expertise, LRCN
Debbie Roots Co-chair of London Clinical Oxygen Network (LCON)

Adapted for the South East Region by Sue Ladds, Regional Chief Pharmacist, NHS England and NHS
Improvement South East, in consultation with the South East home oxygen supplier and contract
managers and the South East COVID19 Critical Care Cell.
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ALGORITHM FOR COVID 19 TREATMENT OPTIONS IN CARE HOME (appendix 4).pdf
DRAFT ALGORITHM FOR COVID 19 TREATMENT OPTIONS IN CARE HOME SETTING

Patient identified as Covid +ve (or high
clinical probability in an outbreak)

Does the patient have a valid TEP?

l i

o RS

Ensure a TEP is completed with Is the recommendation for
the patient or with an active treatment?
appropriate advocate if lacking
capacity
Ensure anticipatory
medications prescribed
and available Observe for signs of clinical
\|/ deterioration

/Stop the following \ \L

unless a reason to In th f PATIENT DETERIORATION
continue n the event o (0] ON,

(SADMAN rules): is the patient for escalation to HOSPITAL?

S - SGLT2 inhibitors
A - ACE inhibitors

D - Diuretics \L
M - Metformin

A - ARBs
<y

v

Screen for and treat A If patient deteriorates or
reversible causes of becomes hypoxic call 999 for
delirium transfer to hospital.
Ve

Follow ACTIVE TREATMENT

ALGORITHMS
Ensure anticipatory medications
prescribed and available




https://covid19-cas.nhs.uk/files/22-how-to-advise-on-sick-day-rules/file



PROPOSED ALGORITHM FOR ACTIVE COVID TREATMENT IN A CARE HOME SETTING -

OXYGEN AND DEXAMETHASONE

Is the patient becoming

Unless contraindications, ensure

patient on prophylactic
anticoagulant

HYPOXIC?

V.

Does the patient have

COPD?
v

(=] [
y

Are the patients target

Prescribe and deliver
oxygen if sats <93% to

maintain O2 sats of

<« No
93-98%

Start delivery at 2litres
Review sats at 30 minutes

Increase flow rate by 1litre every
30 minutes to a maximum of 4L
until target saturations met

Dexamethasone can cause
an increase in blood sugars.
Diabetic patients may need a

medication review

All appropriate patients on
oxygen should be prescribed

—_— Dexamethasone 6mg od

orally for 7-10days
Patients to have od glucose
monitoring

v

saturations normally 88-92%

V

Yes

v

If oxygen saturations <88%,
commence oxygen at 0.5
litres/minute and review at 15
minutes

J

Continue to increase oxygen by 0.5lit

oxygen sats >88% to a maximum of

4litres per minute.

re
increments, every 30 minutes, to reach J

y

When saturations of between 88 -
92% are reached, stop increasing th
oxygen and maintain at this level.*

e

Review and consider stopping
dexamethasone if patient becomes
agitated or if blood glucose >16

ﬁcall times, observe for and

document signs of
hypercapnoea (NCO,).

e Headaches

e Confusion

e Flapping tremor
If this occurs, reduce oxygen
flow to prior level and notify
clinician responsible for

Qtient’s care.

~

¢ Increased drowsiness

J






PROPOSED ALGORITHM FOR ACTIVE COVID TREATMENT IN A CARE HOME SETTING — HYDRATION

Monitor daily fluid input

v

/Stop the following \

unless a reason to
continue
(SADMAN rules):

S - SGLT2 inhibitors
A - ACE inhibitors

D - Diuretics

M - Metformin

A - ARBs

\N - NSAIDs /

Is the patient struggling
to eat and drink?

/ N

/ N

. . Screen for and reverse
Continue to monitor

causes of delirium

Treat any nausea and
constipation

iv fluids

|

Prescribe and deliver

1litre sodium chloride
0.9% (IV or S/C) per 24
hours

[ Review suitability for sc or




https://covid19-cas.nhs.uk/files/22-how-to-advise-on-sick-day-rules/file



DAILY REVIEWS

* If patient still hypoxic despite 4ltrs of A
oxygen they may require a palliative
approach. Therefore consider stopping

\ active treatments if appropriate y

Reduce oxygen as patient improves. Stop
oxygen when target sats are met off oxygen.
(93-98% or 88-92% if COPD).

\. J/

(At the end of active treatment (7-10days)

stop anticoagulation unless other indications
to continue.

G J

4 w
Stop Dexamethasone after 7-10days or if

develops side effects.

\. J

Review the need for sub-cut or IV fluids

daily. Stop when patient drinking enough for
continued recovery.

\ J

If patient deteriorates at any stage ensure
patient is comfortable and on a palliative
pathway. Stop active treatment.
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ALGORITHM FOR COVID 19 TREATMENT OPTIONS IN COMM HOSP (appendix 5).pdf
DRAFT ALGORITHM FOR COVID 19 TREATMENT OPTIONS IN COMMUNITY HOSPITAL SETTING

Patient identified as Covid +ve (or high
clinical probability in an outbreak)

Does the patient have a valid TEP?

Ensure a TEP is Is the recommendation for

completed with the - > active treatment?

patient or with an
appropriate advocate
if lacking capacity \L

e

Ensure anticipatory
medications prescribed
and available

Observe for signs of clinical

deterioration

v

/Stop the following unless\

a reason to continue
(SADMAN rules):

S - SGLT2 inhibitors
A - ACE inhibitors

D - Diuretics

M - Metformin

v

Screen for and treat

reversible causes of
delirium

Follow ACTIVE TREATMENT
ALGORITHMS
Ensure anticipatory medications
prescribed and available

A - ARBs
(e

l

In the event of PATIENT

DETERIORATION, is the patient for

escalation to HOSPITAL?

!

/ If patient deteriorates or \

becomes hypoxic senior clinician
to review TEP with patient/
family in context of currently
available treatments in the acute
or community settings. Escalate
to acute hospital or onto active
treatment pathway as

\ appropriate /




https://covid19-cas.nhs.uk/files/22-how-to-advise-on-sick-day-rules/file



PROPOSED ALGORITHM FOR ACTIVE COVID TREATMENT IN A COMMUNITY HOSPITAL —
OXYGEN AND DEXAMETHASONE

Unless contraindications,

Is the patient becoming

HYPOXIC?

ensure patient on
prophylactic anticoagulant

v

Does the patient have
COPD?

V v

l

Are the patients target
saturations normally 88-92%

Prescribe and deliver oxygen i

sats <93% to maintain 02 sats of

f Voo
}— No Yes\l/

93-98%
Aim respiratory rate<25

Start delivery at 2litres
Review sats at 30 minutes

l

Increase flow rate by
1litre every 30 minutes
to a maximum of 4L until
target saturations and

respiratory rate met*

\_

J

!

Dexamethasone can cause
an increase in blood sugars.
Diabetic patients may need a

medication review

All patients on oxygen should be

orally for 7-10days

Patients to have bd glucose

monitoring

at 15 minutes

\.

If oxygen saturations <88%, commence
oxygen at 0.5 litres/minute and review

|

Continue to increase oxygen by 0.5litre

increments, every 30 minutes, to reach
oxygen sats >88% to a maximum of 4litres

per minute.

|

When saturations of between 88 - 92% are
reached, stop increasing the oxygen and

maintain at this level . *

ﬁcall times, observe for and \

document signs of

prescribed Dexamethasone 6mg od hypercapnoea (NCO,).

e Headaches
e Confusion
e Flapping tremor
If this occurs, reduce oxygen

Review and consider stopping
dexamethasone if patient
becomes agitated or if blood

glucose >16

flow to prior level and notify
clinician responsible for

Qatient’s care.

¢ Increased drowsiness

J






PROPOSED ALGORITHM FOR ACTIVE COVID TREATMENT IN A COMMUNITY HOSPITAL — HYDRATION

Monitor daily fluid input

v

/Stop the following \

unless a reason to
continue
(SADMAN rules):

S - SGLT2 inhibitors
A - ACE inhibitors

D - Diuretics

M - Metformin

A - ARBs

\N - NSAIDs /
v

Is the patient struggling
to eat and drink?

N

K3

[ Continue to monitor ] Screen for and reverse

causes of delirium

Treat any nausea and
constipation

J

Review suitability for sc or

iv fluids

|

Prescribe and deliver

1litre sodium chloride
0.9% (IV or S/C)/day,
delivered over 8 hours
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DAILY REVIEWS

may require a palliative approach. Therefore

*If patient still hypoxic despite 4ltrs of oxygen they
consider stopping active treatments if appropriate.

when target sats are met off oxygen. (93-98% or

Reduce oxygen as patient improves. Stop oxygen
88-92% if COPD).

continue.

Stop Dexamethasone after 7-10days or if develops
severe side effects.

when patient drinking enough for continued
recovery.

If patient deteriorates at any stage ensure patient
is comfortable and on a palliative pathway. Stop
active treatment.

At the end of active treatment (7-10days) stop
anticoagulation unless other indications to

[Review the need for sub-cut or 1V fluids daily. Stop
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COVID-19 Community Active Treatment Bundle Chart v4 Final 080121 (appendix 6).pdf
V" EITHER/OR

NHS

COVID-19 Community Active Treatment Bundle Chart Date Started:
Patient Details
Drug Sensitivities / Allergies Patient Name: M/F
Print in Black Ink. Outline in Red Ink.
Specify previous reaction where known.
Address:
. . Date of Birth: NHS Number:
Source(s) of information:
Recorded by: Date: Weight (kg): Height (m):

DRUG OMISSION CODING FOR PRESCRIPTION SHEET: Please enter code number and initials in administration box

1. Drug unavailable 2. Nil by mouth (seek medical advice) 3. Omitted (medical instruction) 4. Declined by patient 5. Unable to take
6. Patient absent 7. Instructions unclear or illegible 8. Notrequired 9. Self administration 10. Other reason (please note on reverse of chart)

INSERT DATE AND MONTH IN BOXES BELOW THIS LINE
In all cases review regular medication before using this chart. CAUTION re duplication.

ate

Notes REGULAR PRESCRIPTIONS Time
Further OXYGEN as per treatment plan
instructions:
O, rate (L/min) Target O, sats Start Date
Signature Transcribed | Stop Date
Pharmacist o Checked by
Technician [¢]
ONLY if DEXAMETHASONE 2mg tablets
patient is on Take THREE tablets once daily for 10 days
Oxygen Dose Route Frequency Start Date
once
6mg oral daily
Signature Transcribed | Stop Date
Pharmacist o Stop Date

Technician [¢]

GASTRO- LANSOPRAZOLE 30mg capsules
PROTECTION Take ONE capsule once daily for 10 days

for patients Dose Route Frequency Start Date
at risk of once

bleeding 30mg oral daily

due to - -
Dexamethasone Signature Transcribed | Stop Date

Pharmacist o Checked by
Technician [¢]

Low Molecular Weight Heparin*

THROMBO-
PROPHYLAXIS
For dosing Dose Route Frequency Start Date
support see local once
guidelines s/c daily
Signature Transcribed | Stop Date
Pharmacist o Checked by
Technician [¢]
For dosing APIXABAN
support see Take ONE tablet twice daily for 10 days
BNF Dose Route Frequency Start Date
twice
2.5mg oral daily
Signature Transcribed | Stop Date
Pharmacist o Checked by
Technician [¢]
Drug
Dose Route Frequency Start Date
Signature Transcribed | Stop Date
Pharmacist o Checked by
Technician [¢]

*Use standard prophylactic dose for acutely ill medical patients. For patients who cannot have LMWH, use fondaparinux sodium or unfractionated heparin (UFH).
For patients at extremes of body weight or with impaired renal function, consider adjusting the dose of LMWH in line with the summary of product characteristics (SmPC).
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COVID-19 Community Active Treatment Bundle Fluid Chart

Date Started:

Patient Details

Drug Sensitivities / Allergies
Print in Black Ink. Outline in Red Ink.
Specify previous reaction where known.

Address:

Patient Name:

. . Date of Birth: NHS Number:

Source(s) of information:

Recorded by: Date: Weight (kg): Height (m):

Prescription details Administration details
Duration Myt Time ;

Date Name of Fluid Route Volume of Pres(cj:rgo gerts;llg\;lnature Date NBat%h EDX ptlry Administered by: Checked by:

Infusion and Printed Name Begun Ended umber ate

Kent & Medway COVID-19 Community Active Treatment Bundle Chart v4 Final 080121 Page 2 of 3 January 2021






Calculating Drops Per Minute

Calculate the drip rate using the example given. Note: Pumps are not to be used for the administration of subcutaneous fluids.
To do this, please use the formula below:
Volume to be infused =+ length of time of infusion (minutes) x drops per ml of giving set

The drops per ml of a particular giving set will be clearly labelled on the packaging.

Example:

1000mls of 0.9% sodium chloride infusion over 8 hours via standard giving set (20 drops per ml) would be:

1000mls + 480 (minutes) x 20 = 41.7 drops per minute, rounded up to 42 drops per minute.

Once this is calculated, time how many drops enter the giving set chamber over one minute and adjust roller clamp as necessary.
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Indications to stop treatment (appendix 7).pdf
DAILY REVIEWS

may require a palliative approach. Therefore

*If patient still hypoxic despite 4ltrs of oxygen they
consider stopping active treatments if appropriate.

when target sats are met off oxygen. (93-98% or

Reduce oxygen as patient improves. Stop oxygen
88-92% if COPD).

continue.

Stop Dexamethasone after 7-10days or if develops
severe side effects.

when patient drinking enough for continued
recovery.

If patient deteriorates at any stage ensure patient
is comfortable and on a palliative pathway. Stop
active treatment.

At the end of active treatment (7-10days) stop
anticoagulation unless other indications to

[Review the need for sub-cut or 1V fluids daily. Stop
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NICE guideance on dexamethasone.pdf
COVID-19 prescribing briefing: corticosteroids

Place in therapy @
Offer dexamethasone or hydrocortisone to people with

severe or critical COVID-19 (in line with updated WHO
guidance); that is, people with any of the following:

About dexamethasone and hydrocortisone @

e Dexamethasone and hydrocortisone are both
corticosteroids; they have a role in treating COVID-19 in
certain people.

e For treating COVID-19:

- dexamethasone can be given orally or intraveously
- hydrocortisone can only be given intravenously.

¢ The marketing authorisations cover treating COVID-19
as described in this briefing (use is not off-label).

acute respiratory distress syndrome (ARDS)
sepsis or septic shock

other conditions that would normally need life-sustaining
therapies such as ventilation or vasopressor therapy

signs of severe respiratory distress
oxygen saturation <90% (or deteriorating) on room air

increased respiratory rate (>30 breaths per minute in
adults and children over 5 years).

Corticosteroids should not normally be used in people
with COVID-19 that is not severe or critical, because there is
the possibility of harm to such people.

< See MHRA CAS alert: 3 September for full details >

N I C E National Institute for
Health and Care Excellence

These recommendations are based on a meta-analysis of

7 randomised controlled trials. The strongest evidence came
from the UK-based RECOVERY trial of dexamethasone (see
page 3). This contributed 59% of patient data in the
meta-analysis.

There is no evidence directly comparing dexamethasone and

hydrocortisone in COVID-19.

Last updated: October 2020 Page 1 of 4
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COVID-19 prescribing briefing: corticosteroids

Dosages @
The recommended dosage and duration of treatment
for adults is:

¢ For dexamethasone:
6 mg once a day orally for 7 to 10 days
(three 2 mg tablets or 15 ml of 2 mg/5 ml oral solution)
or
6 mg once a day intravenously for 7 to 10 days
(1.8 ml of 3.3 mg/ml ampoules [5.94 mg]).

e For hydrocortisone:
50 mg every 8 hours intravenously (0.5 ml of 100 mg/ml
solution, powder for solution for injection/infusion is also
available). This may be continued for up to 28 days for
patients with septic shock.

Treatment should stop if the person is discharged from
hospital before the 10 day course is completed.

Note: The CAS alert states that there may be occasions when UK patients
have COVID-19 that meets the WHO criteria of severe or critical but are not
hospitalised, in which case the WHO guidance for treatment would apply.

For the dosage in children and young people, see the
manufacturers’ summaries of product characteristics and
the BNF for Children.

<See MHRA CAS alert: 3 September 2020 for full details>

N I C E National Institute for
Health and Care Excellence

Last updated: October 2020

Treatment considerations @

Follow local policies on gastroprotection during
corticosteroid treatment.

If a person is pregnant or breastfeeding, the benefits of
corticosteroids are thought to outweigh the risks. There is no
convincing evidence that systemic corticosteroids increase
the incidence of congenital abnormalities.

Coadministration of corticosteroids with other medicines for
treating COVID-19 has not been studied - see the
COVID-19 drug interactions checker

¢ No clinically significant interaction is likely between
remdesivir and dexamethasone or hydrocortisone.

e Atazanavir and lopinavir/ritonavir may increase
concentrations of hydrocortisone.

Useful links

For side effects, cautions and contraindications, see the
BNF and BNF for Children.

Any suspected adverse drug reactions (ADRs) for
corticosteroids in COVID-19 should be reported via the
COVID-19 Yellow Card reporting site.

Outcome data for all people with COVID-19 should be
captured through the ISARIC 4C Clinical Characterisation
Protocol case report forms.

Page 2 of 4
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COVID-19 prescribing briefing: corticosteroids

The RECOVERY trial: dexamethasone
Study details

e Phase 3, open label, randomised controlled trial.
e UKRI/NIHR funded.

Setting
e 176 UK hospitals.
Population

e 6425 hospitalised patients of any age with known or
suspected SARS-CoV-2 infection.

e Mean age was 66 years, 36% were female, 89% had
laboratory-confirmed SARS-CoV-2 infection.

o 24% were not receiving respiratory support at study entry,
60% were receiving supplementary oxygen without invasive
ventilation, and 16% were receiving invasive mechanical
ventilation (of whom 83% were aged under 70 years).

e 25% also received azithromycin, 3% or fewer received lopinavir/
ritonavir, hydroxychloroquine, sarilumab or tocilizumab.

Treatment and comparison

e Usual care plus either dexamethasone 6 mg once a day (orally
or intravenous) for up to 10 days or until discharge if sooner
(median duration 7 days) or placebo.

N IC National Institute for
Health and Care Excellence

Results @
All-cause mortality at 28 days (primary outcome)

Dexamethasone statistically significantly reduced all-cause
mortality at 28 days compared with usual care alone:

¢ In patients ventilated at study entry: 29.3% (dexamethasone)
compared with 41.4% (control), rate ratio 0.64,
95% confidence interval (Cl) 0.51 to 0.81.

¢ In patients receiving oxygen without invasive ventilation at
study entry: 23.3% (dexamethasone) compared with 26.2%
(control), rate ratio 0.82, 95% Cl 0.72 to 0.94.

There was no statistically significant benefit in all-cause mortality
in patients who did not need respiratory support at the start of
the study, and the results include the possibility of harm in such
people (17.8% compared with 14.0%, rate ratio 1.19, 95%CIl 0.91
to 1.55).

Findings were similar in analyses restricted to patients with
confirmed SARS-CoV-2 infection and without adjustment for age.

Information on adverse effects was not reported.

References
MHRA: CAS Alert 3 September 2020.

World Health Organization: Corticosteroids for COVID-19.

Interim guidance. 2 September 2020.

WHO REACT Working Group: Association between administration of
systemic corticosteroids and mortality among critically ill patients with
COVID-19: A meta-analysis. JAMA, September 2020.

The RECOVERY Collaborative Group: Dexamethasone in hospitalized
patients with Covid-19 — Preliminary Report. New Eng J Med, July
2020.
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COVID-19 prescribing briefing: corticosteroids

Communicating benefits with patients, their families,
and carers L/
For patients who did not need respiratory support at the start of the study

Dexamethasone was not shown to reduce the risk of dying, and an increase in the risk of
dying from dexamethasone cannot be ruled out.

For patients who were on oxygen, but not mechanical ventilation, at the start
of the study

On average, for every 100 patients who had
dexamethasone:

3 patients did not die within 28 days,
because they had dexamethasone.

74 patients did not die within 28 days, but
would not have died whether they had
dexamethasone or not.

23 patients died even though they
had dexamethasone.

For patients who were on mechanical ventilation at the start of the study

On average, for every 100 patients who had
dexamethasone:

O 12 patients did not die within 28 days,
because they had dexamethasone.

59 patients did not die within 28 days, but
would not have died whether they had
dexamethasone or not.

‘ 29 patients died even though they
had dexamethasone.

These risks and benefits were based on data from The RECOVERY Trial
(see page 3 for more information)

National Institute f
N I c E Hé’&ﬁﬂ%nr&sc'q“ree E%euence Last updated: October 2020 Page 4 of 4










image9.emf
Flow chart for sub  cut thromboprophylaxis (appendix 9).pdf


Flow chart for sub cut thromboprophylaxis (appendix 9).pdf
Sub-Cut Thromboprophylaxis

Is the patient on oxygen and

Dexamethasone?
No Yes
No Risk assess for
prophylaxis anticoagulant (see
unless form). Check patients
otherwise weight, renal function
indicated and hydration.

Anticoagulant
appropriate

-
Setting that No further
can give s/c action. ?TEPs

\

Yes No

Oral

LMWH DOAC
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VTE Risk Assessment.pdf
VTE Risk Assessment for patients with COVID-19 pneumonia managed in community settings

e Assess the risks of VTE and bleeding
e Consider pharmacological prophylaxis if the risk of VTE outweighs the risk of bleeding.

Bleeding risk

Patient related Tick | Other Tick

Active major bleeding (or within 3 months) Neurosurgery, spinal surgery or eye surgery

Acquired bleeding disorders (such as acute Other procedure with high bleeding risk

liver failure)

Concurrent use of anticoagulants known to Lumbar puncture/epidural/spinal anaesthesia

increase the risk of bleeding (such as expected within the next 12 hours

warfarin with INR >2)

Acute stroke Lumbar puncture/epidural/spinal anaesthesia
expected within the previous 4 hours

Thrombocytopaenia (platelets < 75x109/l) Trauma patient

Uncontrolled systolic hypertension (230/120

mmHg or higher)

Untreated inherited bleeding disorders (such

as haemophilia and von Willebrand’s

disease)

e Offer pharmacological VTE prophylaxis, unless contraindicated, with a standard prophylactic
dose (for acutely ill medical patients) of low molecular weight heparin (LMWH).

e For patients at extremes of body weight or with impaired renal function, consider adjusting
the dose of LMWH in line with the summary of product characteristics and locally agreed
protocols.

e  For patients who cannot have LMWH, use fondaparinux sodium or unfractionated heparin
(UFH).

e Consider oral DOACs if the location cannot support subcutaneous injection. If DOACs are
chosen, consider the patient’s renal function and any potential drug interactions with the
patient’s existing medication. See BNF.

Reference:

NICE. COVID-19 rapid guideline: reducing the risk of venous thromboembolism in over 16s with
COVID-19. NICE guideline [NG186] Published date: 20 November 2020
https://www.nice.org.uk/guidance/ng186/resources/covid19-rapid-guideline-reducing-the-risk-of-
venous-thromboembolism-in-over-16s-with-covid19-pdf-66142025041093




https://bnf.nice.org.uk/treatment-summary/venous-thromboembolism.html

https://www.nice.org.uk/guidance/ng186/resources/covid19-rapid-guideline-reducing-the-risk-of-venous-thromboembolism-in-over-16s-with-covid19-pdf-66142025041093

https://www.nice.org.uk/guidance/ng186/resources/covid19-rapid-guideline-reducing-the-risk-of-venous-thromboembolism-in-over-16s-with-covid19-pdf-66142025041093
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COVID-19 drug chart (JIC oral & injectables) Version 1.2 Final  070121.pdf
COVID-19 RESPONSE (‘Just in Case’ oral and injectables) chart

NHS|

Date Started:

Patient Details
Drug Sensitivities / Allergies Patient Name: M/F
Print in Black Ink. Outline in Red Ink.
Specify previous reaction where known.
Address:
: : Date of Birth: NHS Number:
Source(s) of information:
Recorded by: Date: Weight (kg): Height (m):
ORAL MEDICINES TO BE GIVEN AS REQUIRED - Prescribe pro-actively
Notes: Reason for use
s dose ot 1 PAIN / COUGH / BREATHLESSNESS Date
Lower dose in Drug
renal failure. MORPHINE SULPHATE oral solution Time
Refer to *Patients already on opioids should have individualised prescription
COvID-19 X Dose range Route Frequency Start Date
guidelines for
patients 2.5mg to 10mg every 2 Dose
suffering severe PO hours
ZVFTDDS“_WS €9 Signature & printed name Review Date
Sign
Notes: Reason for use
sublingualuse | ANXIETY / DISTRESS Date
= off label use
Drug
. Time
LORAZEPAM tablets Max 4mg in 24 hours
Dose range Route Frequency Start Date
0.5mg sL every Dose
(Half of 1mg tab) hour
Signature & printed name Review Date
Sign
Notes: Reason for use
RESPIRATORY SECRETIONS / Date
NAUSEA or VOMITING
Drug
Time
HYOSCINE HYDROBROMIDE tablets (Kwells®)
Dose range Route Frequency Start Date
300microgram| g every 6 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
COVID-19 drug chart (JIC oral & injectables) Version 1.2 Final 070121 Page 1 of 2 January 2021






NHS|

Patient: NHS No: Date of Birth: Allergies:
INJECTABLE MEDICINES TO BE GIVEN AS REQUIRED - Prescribe pro-actively
Notes: Reason for use
ver Date
rowerdosein | PAIN / COUGH / BREATHLESSNESS
Refer to Drug
gﬁ\{ﬁﬁ)‘éffm MORPHINE SULPHATE Time
baﬁe}ns N *Patients already on opioids should have individualised prescription
suffering severe Dose range Route Frequency Start Date
symptoms e.g.
e e 2.5mgto 10mg [ g¢ ﬁvery 2 Dose
ours
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Refer to ANXIETY / DISTRESS
COVID-19
guidelines for Drug
patients .
suffering severe MIDAZOLAM Time
symptoms e.g.
ARDS. Dose range Route Frequency Start Date
2.5mg to 5mg sc every 2 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
. Date
The dose of RESPIRATORY SECRETIONS
400 microgram
is higher than Drug
the usual Time
’deC“‘?me”ded GLYCOPYRRONIUM up to 2.4mg total in 24hrs
ose for
excessive Dose range Route Frequency Start Date
respiratory " D
secretions in 200 to 400 sc every ose
palliative care. microgram hour
Use with Signature & printed name Review Date
caution si
gn
Notes: Reason for use
Date
NAUSEA / VOMITING
Drug
Tim
LEVOMEPROMAZINE €
Dose range Route Frequency Start Date
5mg to 12.5mg sc every 4 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign

Prescribing support:

Only prescribe according to need. Oral medication preferable.

Morphine Sulphate 10mg/5ml oral solution x 100ml
Lorazepam 1mg tablets x 10
Hyoscine Hydrobromide 300microgram tablets x 12
Morphine Sulphate 10mg in 1ml Injections x 5 (Five)
Midazolam 10mg in 2ml Injections x 5 (Five)

Glycopyrronium Bromide 200micrograms in 1ml Injections x 10

Levomepromazine 25mg in 1ml Injections x 5

COVID-19 drug chart (JIC oral & injectables) Version 1.2 Final 070121

Page 2 of 2

January 2021
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Palliative JIC Booklet (West Kent) v3.1 September 2020.pdf
COMMUNITY PRESCRIPTION CHART
for KCHFT patients only

Date started:

NHS

Kent Community Health

NHS Foundation Trust

Patient details

Drug sensitivities / allergies

Print in black ink. Outline in red ink.
Specify previous reaction where known.

Source(s) of information:
Recorded by: Date:

Address:

Patient name:

M/F

Names of Health Professionals involved with patient care including medical and non-medical prescribers:

Name Signhature

Date of birth: NHS number:
Weight (kg): Height (m):
Initials | Designation | Registration | Base Iﬁlﬁﬁgi’”e

General Practitioner

Additional s

upport with medicines:

GP name:

Details e.g. compliance box:

GP practice:

Patient’s preferred pharmacy:

Email address:

Address:

Telephone number:

Telephone number:

Instructions: PRESCRIBERS

Instructi

ons: NURSES or other HEALTHCARE STAFF

Write all entries in black ink.

Use approved names written in BLOCK CAPITALS.

Avoid abbreviations. Write ‘micrograms’ in full. Write ‘units’ in full.
Ensure you are familiar with the medicine and that the dose,
frequency, route and duration are appropriate.

o Where a number of tablets are required to administer a dose, the
dose must still be written in terms of grams, milligrams etc, NOT the
number of tablets of a particular strength. Different strengths of
preparations are not always available.

Write the indication for ‘when necessary’ (PRN) medicines.

A start date must be written otherwise medicine will not be given.
The duration of therapy must be stated for a course of treatment.
Agree administration times with nursing staff. Ring dose times.
Complete Drug Sensitivities / Allergies section.

When changing to a lower or higher dose of a drug, or changing the

frequency of dosing, “cross off” the entry and re-prescribe completely.

The existing entry must not be amended nor should an additional
entry for the same drug be made as this can lead to confusion with
intention.

¢ Discontinue a treatment by crossing through it (top left to bottom right)

and cancelling subsequent panels. Add your initials and the date.
Document reason.

necessary.

e Provide specimen signature and initials that you will use on
prescription charts.

o If more than one prescription chart is needed ensure that they are
punched and tagged together.

o Ensure that the Drug Sensitivities / Allergies section is complete and
that the patient’s wristband matches the prescription chart.
Do NOT administer if this section is not filled in.

e Check every page methodically at every drug administration round.

o Initial the appropriate box immediately after administration.

e |f amedicine is not administered, the reason must be indicated on
the chart using one of the omission codes. Use the ‘Special
Information’ section on the back page if further explanation is

Pink charts for other services can be obtained via DORIS

West Kent

THIS CHART MUST ONLY BE USED FOR
KCHFT PATIENTS

Palliative medicines Page 1 of 12
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Opioids in palliative care: safe and effective prescribing of strong opioids for pain in palliative care of adults.

The guideline assumes that prescribers will use a drug’s Summary of Product Characteristics (SmPC) to inform decisions made with individual patients.
Starting strong opioids - titrating the dose
e  When starting treatment offer regular oral sustained-release or oral immediate-release morphine. Prescribe rescue doses of oral immediate-
release morphine.
. For patients with no renal or hepatic comorbidities, offer a typical total daily starting dose schedule of 20-30 mg oral morphine
(e.g. 10-15 mg oral sustained-release morphine twice daily), plus 5 mg oral immediate-release morphine for rescue doses.
First-line maintenance treatment
e  Offer oral sustained-release morphine. Note that some sustained-release formulations are available which can be dispersed in water, mixed
with food or administered through an NG tube or PEG.
e Do not routinely offer transdermal patch formulations to patients in whom oral opioids are suitable.
First-line treatment if oral opioids are not suitable —transdermal patches
. Consider initiating transdermal patches in whom oral opioids are not suitable and analgesic requirements are stable.
e  Use caution when calculating opioid equivalence
e  When changing from 12 hourly SR preparations to a patch, apply the first patch at the same time as the last 12 hourly dose is administered.

First-line treatment if oral opioids are not suitable — subcutaneous delivery
. Consider initiating subcutaneous opioids for patients in whom oral opioids are not suitable and analgesic requirements are unstable.
First-line treatment for breakthrough pain in patients who can take oral opioids
e  Offer oral immediate-release morphine for the first-line rescue medication of breakthrough pain in patients on maintenance oral morphine

treatment.

e Do not offer fast-acting Fentanyl as first-line rescue medication.

Prescribe laxative treatment for all patients initiating strong opioids.

In all cases, if pain remains inadequately controlled despite optimising treatment, consider seeking specialist advice.
Reference: NICE clinical guideline 140 issued May 2012 last updated 03 August 2016.

Indication Drug CSCl dose over 24hrs PRN sc ‘rescue’ doses

Pain Morphine Sulphate 5to 15mg 2.5 to 5mg every 2 hours
10mg/mi (starting dose if opioid naive)

Dyspnoea Morphine Sulphate 5to 10mg 1.25to 2.5mg every 2 hours
10mg/mi (starting dose if opioid naive)

Pain in renal failure Alfentanil Hydrochloride 1to2mg Not recommended for PRN dose

500mcg/ml (2ml ampoules)

(starting dose if opioid naive)

Agitation Midazolam 10 to 60mg 2.5 to 5mg every 2 hours
5mg/ml (2ml ampoules)
Seizures Midazolam 30 to 60mg 5 to 10mg when necessary

5mg/ml (2ml ampoules)

Nausea & vomiting Cyclizine Usual starting dose range/24hrs 50mg every 8 hours
50mg/ml 100mg to 150mg Total max dose (including CSCI)
150mg in 24 hours.
Nausea & vomiting Haloperidol Usual starting dose range/24hrs 0.5 to 1.5mg every 4 hours
5mg/ml 500microgram to 1.5 mg

Respiratory Secretions

Glycopyrronium

600 microgram to 1.2 mg

200 micrograms every 4 hours

Total max dose (including CSCI)
1.2mg in 24 hours.

Higher doses on specialist advice
only.

200mcg/Iml (1ml or 3ml ampoules)

Water for Injection
5ml & 10ml ampoules

For more detailed advice, refer to the Kent & Medway Symptom Control and Care of the Dying Patient: Palliative Care Guidelines.6" Edition
Kent Community Health NHS Foundation Trust Medicines Information Department  kcht.medinfo@nhs.net Telephone: 0300 790 0518

Prescribing guidance for the ‘Just in Case’ box

For further details about the use of the Just in Case boxes please refer to the Policy for Just in Case boxes

e Theindividual requesting the medication from the GP will notify KCHFT to install a Just in Case box.

. Prescribe pro-actively using the template as a guide. If necessary use the ‘blank’ prescription chart to individualise care.

. If a patient is prescribed any of the medication on a regular basis, remember to review the prescription and discontinue as appropriate.

. Ensure that an FP10 is written and the medication is dispensed by a Community Pharmacy. The medication is to be kept in the Just in Case
box. Note: This chart cannot be used to obtain supplies.

e  When aJust in Case box is introduced, all relevant organisations must be informed (e.g. Hospice, Kent Community Health NHS Foundation
Trust, out-of-hours teams) and details put on the electronic care plan system.

. Ensure that names and contact details of all relevant Health Professionals are written on the front page.

. 28 day review. A KCHFT registered nurse is responsible for ensuring a patient’s individualised treatment plan is reviewed by the GP at
intervals of approximately 28 days. The review will assist in ensuring that the appropriate medication is still available in the Just in Case box
and remains in date. It will ensure that the supporting documentation remains appropriate for the needs of the patient.

° Thereis no legal requirement for revalidation of the documentation at 28 days.

Palliative medicines Page 2 of 12 West Kent version 3.1  Final Sept 2020
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A Guide to Equivalent Doses for Opioids

A) The preferred option for the calculation of opioid conversions is to use the on-line converter or associated ‘app’:

Kent & Medway Palliative Care Guidelines http://book.pallcare.info/index.php?op=plugin&src=opiconv

B) This chart provides approximate equivalent doses for opioids and only forms part of a prescribing decision. Specialist advice should be sought if

there are uncertainties about how to prescribe for individual patients (for example, when higher doses are required, renal impairment, concerns

about lack of response when titrating medications).

Morphine Oxycodone Diamorphine Alfentanil
Oral Parenteral Oral Parenteral Parenteral Parenteral Transdermal
24 Hour “:1(:;&22; MO;Frnglne Morphine Morphine Cr);(ggi?ir::jn Oxynorm Oxynorm Oxynorm Diamorphine | Diamorphine Alfentanil by Fentany! . Buprenorphine
total . DTrans matrix patch
morphine release solution or by CSCI prn SC release oral by CSCI prn SC by CSCI prn CSClI Patch
tabs tabs tabs
mg/24hrs mg/12hrs mg/4hrs mg/24hrs mg/prn mg/12hrs mg/4hrs mg/24hrs mg/prn mg/24hrs mg/prn mg/24hours micrograms/hr | micrograms/hr
30 15 5 15 2.5 10 25 10 25 10 25 1 12 10
60 30 10 30 5 15 5 15 25 20 2 25 20
100 50 15 50 7.5 25 10 25 30 3 37 35
120 60 20 60 10 30 10 30 40 7.5 4 50 52.5
180 90 30 90 15 45 15 45 7.5 60 10 6 75 70
240 120 40 120 20 60 20 60 10 80 15 8 100 105
360 180 60 180 30 90 30 90 15 120 20 12 150 140
480 240 80 240 40 120 40 120 20 160 25 16 200
600 300 100 300 50 150 50 150 30* 200 35 20 250
800 400 130 400 200 70 200 35* 250 40 25 325
1000 500 160 250 80 250* 40* 300 50 30 400
1200 600 200 300 100 300* 50* 400 60 40 500

The conversions given in this table are a pragmatic mix of the ‘traditional’ and ‘progressive’ methods used in the on-line converter tool. Dose conversions should be individualised. They are
likely to need to be adjusted according to response. Consider a dose reduction of 25-50 % to allow for incomplete cross-tolerance.

Higher doses of morphine are too large a volume for SC injection.
Oxynorm injections beyond 20mg as a PRN dose and 200mg via a syringe driver are likely to require the oxynorm concentrated injection of 50mg/ml. It should be noted that this is expensive
and alternative opioids may be another option. See * in chart.
Use caution when calculating opioid equivalence for transdermal patches. Conversions to and from fentanyl and buprenorphine patches should be checked against manufacturer’'s guidance.

For any other opioids e.g. codeine, tramadol, please refer to the on-line opioid converter.
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Patient: NHS No: Date of Birth: Allergies:
PALLIATIVE MEDICINES TO BE GIVEN AS REQUIRED - Prescribe pro-actively
Notes: See Reason for use
conversion chart
PAIN Date
If patient on
transdermal Drug
patch remember .
Lo e MORPHINE SULPHATE Time
dose into *Patients already on opioids should have individualised prescription
account Dose range Route Frequency Start Date
2.5mg to 5mg sc every 2 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
NAUSEA AND/OR VOMITING Date
Drug
CYCLIZINE Time
Total max dose (including CSCI) 150mg in 24 hrs
Dose range Route Frequency Start Dadte
50mg sc every 8 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
D
¥ patent ANXIETY / SEDATION ate
remains
unsettled Drug
contact T
prescriber for MIDAZOLAM Ime
further advice
Dose range Route Frequency Start Date
2.5mg to 5mg sc every 2 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
RESPIRATORY SECRETIONS Date
Drug
GLYCOPYRRONIUM Time
Total max dose (including CSCI) 1.2mg in 24 hrs
Dose range Route Frequency Start Date
200 microgram sc every 4 Dose
hours
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
ARTIFICIAL SALIVA GEL Time
Dose range Route Frequency Start Date
Apply to gums as required Dose
& tongue
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
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Patient:

NHS No:

Date of Birth:

Allergies:

PALLIATIVE MEDICINES TO BE GIVEN AS REQUIRED - Prescribe pro-actively

Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
Notes: Reason for use
Date
Drug
Time
Dose range Route Frequency Start Date
Dose
Signature & printed name Review Date
Sign
Notes: Drug
Remember to Day
take the dose of
a transdermal Dose Route Frequency Start Date
patch into
account when Date
prescribing for
breakthrough Signature & printed name Stop Date
pain i
Time
Application area
Dose
Further instructions e.g. day of week for once weekly patches
Sign
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Patient:

NHS Number:

Date of Birth:

Allergies:

SYRINGE DRIVER: Medicines to be administered over 24 hours by SC infusion

When a dose range is given always commence with the lowest dose.

: Signature
Review - ' D D D D D D D
Date Drugs Dose range Reason for use evie printed name a5 L3S L3S ASS ToE ToE A5
date & registration number given given given given given given given
Drug
Drug
Drug
Drug
Drug
Diluent. Do NOT abbreviate. Check compatibility using reference sources.
Date
Special Instructions e.g. with respect to dosage changes: Time set up
Set up by
Record chart initiated
SYR | NG E DR |VER Med ICINes tO be ad min ISteI’ed over 24 h ours by SC | nfUS on When a dose range is given always commence with the lowest dose.
Review Signature, Dose | Dose | Dose | Dose | Dose | Dose | Dose
Date Drugs Dose range Reason for use printed name . . . . . . .
date & registration number given given given given given given given
Drug
Drug
Drug
Drug
Drug
Diluent. Do NOT abbreviate. Check compatibility using reference sources.
Date
Special Instructions e.g. with respect to dosage changes: Time set up
Set up by
Record chart initiated
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Patient:

NHS Number:

Date of Birth:

Allergies:

SYRINGE DRIVER: Medicines to be administered over 24 hours by SC infusion

When a dose range is given always commence with the lowest dose.

: Signature
Review - ' D D D D D D D
Date Drugs Dose range Reason for use evie printed name a5 L3S L3S ASS ToE ToE A5
date & registration number given given given given given given given
Drug
Drug
Drug
Drug
Drug
Diluent. Do NOT abbreviate. Check compatibility using reference sources.
Date
Special Instructions e.g. with respect to dosage changes: Time set up
Set up by
Record chart initiated
SYR | NG E DR |VER Med ICINes tO be ad min ISteI’ed over 24 h ours by SC | nfUS on When a dose range is given always commence with the lowest dose.
Review Signature, Dose | Dose | Dose | Dose | Dose | Dose | Dose
Date Drugs Dose range Reason for use printed name . . . . . . .
date & registration number given given given given given given given
Drug
Drug
Drug
Drug
Drug
Diluent. Do NOT abbreviate. Check compatibility using reference sources.
Date
Special Instructions e.g. with respect to dosage changes: Time set up
Set up by
Record chart initiated
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CONTROLLED DRUG RECORD

Version 1.1

Patient’s Name..........c.cooeiiiiiiiiiiii s Date of Birth.............cccceeeenenninit. NHS Number.........cccceeviiiinnnnnnen.
Name of Medicine..........cccvciiiiiiiiiiiii e Form......cooiiiiiiiiiiie, Strength.........ccooviiiiiiiiis
RECEIVED FROM DOSE ADMINISTERED/
DATE TIME PHARMACY WASTED BALANCE SIGNATURE
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CONTROLLED DRUG RECORD

Version 1.1

Patient’s Name..........c.cooeiiiiiiiiiiii s Date of Birth.............cccceeeenenninit. NHS Number.........cccceeviiiinnnnnnen.
Name of Medicine..........cccvciiiiiiiiiiiii e Form......cooiiiiiiiiiiie, Strength.........ccooviiiiiiiiis
RECEIVED FROM DOSE ADMINISTERED/
DATE TIME PHARMACY WASTED BALANCE SIGNATURE
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CONTROLLED DRUG RECORD

Version 1.1

Patient’s Name..........c.cooeiiiiiiiiiiii s Date of Birth.............cccceeeenenninit. NHS Number.........cccceeviiiinnnnnnen.
Name of Medicine..........cccvciiiiiiiiiiiii e Form......cooiiiiiiiiiiie, Strength.........ccooviiiiiiiiis
RECEIVED FROM DOSE ADMINISTERED/
DATE TIME PHARMACY WASTED BALANCE SIGNATURE
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SPECIAL INFORMATION

Please use this page to record Special Information about the following:

° Rationale for administration of chosen dose
° Medicines-Related Information
. Supply Information
Date Time Information Signed
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Drug expiry dates and medication review

Earliest expiry date of

State date for

PO Ulerls any drug or product medication review. SIS AUV NETS
Medication review
Date Time Signature Printed Name Registration Number
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Final covid symptom control guidance.pdf
m Guideline adopted by Kent & Medway COVID-19 Response Group
Management of symptoms for all COVID-19 patients

COMMUNICATE with sensitivity and compassion with the patient and those closest to them.
INVOLVE patient (where possible) and those closest to them in decisions as much as they want.
SUPPORT & explore holistic needs of patient and those closest to them. Be mindful family may

not be able to visit, is there an alternative way for them to talk?

Write, Phone, Text, Face-time

Patients dying acutely from COVID related acute respiratory distress syndrome
The bottom line is that, if a patient is going to die, we need to ensure they die without distress

e Morphine 5-10mg SC prn hourly (oxycodone 2.5 — 5mg prn hourly if eGFR < 30) — for
breathlessness

e Midazolam 5-10mg SC prn hourly for anxiety/distress

e Glycopyrronium 400 micrograms SC prn hourly for any respiratory secretions

e Consider levomepromazine 5 — 12.5mg SC prn 4 hourly if nauseated

Once no longer distressed and if not dying within short number of hours then start syringe driver
morphine 20mg and midazolam 20-30mg CSCI though this dose will need to be adjusted
according the response to the prn medication

Doses may not fit with established practice and may need to be determined on a case by case
basis. Do use advice from the palliative care team or Pilgrims Hospice out of hours 01233 504133

Patients where non-invasive ventilation(CPAP/BiPAP) is being discontinued as the patient
is dying

This requires the right medication to be put in place and careful management Whilst the following
guide is a suggestion, discussion with the palliative care team is strongly recommended

e Start syringe driver (CSCI) morphine 20mg and midazolam 30mg over 24 hours at least 3
hours prior to stopping ventilation AND ensure patient is not responsive to voice or physical
stimuli before ventilation removal

e Have morphine 10mg and midazolam 10mg drawn up ready to give the patient subcut if
distressed when mask is removed and consider whether to abort ventilation removal until
patient an adequate level of sedation is achieved — seek palliative care advice in this situation.

Patients dying from other conditions but happen to be COVID positive
See guidance on next page

All patients require effective symptom control even if they may survive from their COVID
illness

There is no convincing evidence that the agreed symptom control guidance causes significant
respiratory depression or leads to worse outcomes in this group. It may be that outcomes are
better with improved compliance and reduced anxiety and discomfort

See guidance on next page





NHS

Guideline adopted by Kent & Medway COVID-19 Response Group
Management of symptoms for all COVID-19 patients

For all COVID-19 patients, please ensure the following symptoms are considered and PRN/regular medication prescribed:

Symptom

Recommendation

If injectable route not available (community
or care home setting), consider

Breathlessness
AND/OR Pain

Morphine 2.5mg — 5mg subcut. 2 hourly prn OR

Oxycodone 1 — 3mg subcut. if eGFR <30 and then
commence subcut. syringe driver as above

If patient still able to swallow:
Morphine Sulphate liquid 5mg 2 hourly PRN OR Oxynorm
2.5mg if eGFR<30

Paracetamol PO for pain

*Avoid fans if risk of spreading infection**

Paracetamol 500mg-1g supps PR for pain
Zomorph capsules can be opened and sprinkled onto food

Buprenorphine patch: Starting dose depending upon
conversion from oral opioid

Fentanyl patch: High potency — use only if converting from
higher oral doses

Note patches will take 24 hours to have significant effect
and risk of increased absorption with fever - use last resort

Abstral (sublingual Fentanyl) could be an alternative -
starting dose 100 micrograms which may be repeated after
15-30 minutes. Seek advice if further titration required.

Respiratory

Glycopyrronium 200 — 400 micrograms 1 hourly subcut.

Hyoscine Hydrobromide (Kwells) 300micrograms SL

secretions PRN. Max 2.4mg/24hours (Subcut syringe driver 1.2- tablets 6 hourly
2.4mg/24Hrs)
OR Hyoscine Hydrobromide (Scopaderm)1mg/72hrs patch may
Buscopan (Hyoscine Butylbromide) 10mg-20mg 1 hourly need up to 4 patches
subcut. PRN up to 120mg/24 hrs initially. (Subcut. syringe
driver 120mg/24hrs) Atropine 1% drops (Ophthalmic drops) 2 drops sublingually
*Avoid suction* every 2-4hrs
Anxiety Midazolam 2.5 — 5mg mg subcut 2 hourly prn Lorazepam tablet 0.5mg sublingually up to hourly PRN if
patient still able to swallow. Usual maximum 4mg/24hrs
If persistent anxiety, consider a subcut infusion via a
syringe pump (starting dose Midazolam 10mg/24hrs) Oxazepam tablet 5mg-10mg sublingually up to hourly PRN.
Usual maximum 40mg/24hrs
If oxygen only needs to be continued for anxiety reasons
minimise flow rate Buccal midazolam 5- 10mg can be used at home or in care
home
Cough Simple linctus-5mls QDS PO OR if ineffective:
Codeine phosphate linctus-15mg QDS PO OR Morphine Sulphate liquid 2.5mg 4 hourly PO OR Morphine sulphate inj.
2.5mg subcut. 2 hourly PRN
Delirium Haloperidol tablets/oral solution or subcut 0.5mg-1mg Risperidone orodispersible tablet 0.5-1mg OD/PRN
every 2-4hrs
(Subcut. syringe driver 2.5-5mg/24hrs if persistent Olanzapine velotabs tablet 5-10mg OD/PRN
symptoms)
Buccal midazolam (5mg/ml) pre-filled syringes 5mg-10mg
If distressing agitation unresponsive to usual Can be repeated after 10 minutes if rapid sedation needed.
measures consider: 5mg if weight <50kg or elderly
Midazolam 5mg subcut 2 hourly Midazolam ampoules can also be used via buccal route
(Subcut. syringe driver 10-20mg/24hrs)
Consider Diazepam PO 2.5mg to 10mg 2-4 times a day but
Levomepromazine 12.5mg subcut 4 hourly may worsen symptoms. Rectal Diazepam pre-filled
(Subcut. syringe driver 50mg/24hrs) syringes may also be considered.
Nausea or Cyclizine 50mg PO/subcut. 8hourly Hyoscine Hydrobromide (Kwells) 300micrograms
vomiting (Subcut. syringe driver 150mg/24hrs) sublingual tablets 6 hourly
Levomepromazine 5 — 12.5mg PO/subcut. 4hourly Ondansetron orodispersible tablets 4-8mg 8-12 hourly
(Subcut. syringe driver 5-25mg/24hrs)
Prochlorperazine buccal tablets 3mg-6mg 12 hourly
Haloperidol 0.5-1mg PO/subcut. 4hourly
(Subcut. syringe driver 2.5-5mg/24hrs) Domperidone suppositories 30mg PR 12 hourly
Olanzapine velotabs tablet 5-10mg OD/PRN
Fever Regular antipyretics such as paracetamol PO 1g QDS. Max 4g/24 hours

Use of NSAIDs not recommended in COVID-19. However, if a patient is close to the end of life, it may be appropriate to

consider use of NSAIDs e.g.

Oral Ibuprofen 400mg TDS if able to swallow Or Diclofenac 75mg SC/IM 12 hourly Or Parecoxib 10-20mg subcut. 4-6

hourly

*Avoid fans if risk of spreading infection*

**Sedation and opioid use should not be withheld because of an inappropriate fear of causing respiratory depression**

References: Nice GG163 COVID-19 rapid guideline: managing symptoms (including at the end of life) in the community
https://www.nice.org.uk/quidance/ng163

Association for Palliative Medicine COVID-19 and Palliative, End of Life and Bereavement Care in Secondary Care https://apmonline.org/
Scottish Palliative Guidance https://www.palliativecarequidelines.scot.nhs.uk/
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