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Governing Body – 25th November 2020 

Patient and Public Involvement Update Report 

 

1. Communication and Engagement Officer 

Jake Graham joined the team on 9 November as our new Communication and 

Engagement Officer. Jake has a degree in journalism and has worked previously for 

Healthwatch South Tees bringing with him knowledge and skills in digital 

communication, development of social media strategies and experience in engaging 

with local people. Jake’s experience will be particularly helpful as we focus on 

implementing digital engagement methods due to the pandemic.  

The CCG will continue to be supported with communication and engagement 

activities (C&E) by North of England Commissioning Support however this new role 

will provide additional resource to ensure that the CCG has a strong approach to 

talking  with and listening to local people, and that this informs, underpins and 

enhances our commissioning.  

2. Communication and Engagement Strategy  

Part of our work to deliver our Communication and Engagement Strategy (C&E) 

involves working with local partners, identifying opportunities to collaborate and 

sharing opportunities where possible to talk and engage with local people. Simon 

Clayton, our Senior Communication and Engagement Officer will be bringing 

together C&E leads from a range of partner organisations on 13th November to 

explore current methods of virtual engagement and any opportunities to work 

together to seek the views and experiences of local people.  

Julie Bailey, our Partnership and Health Inequalities Manager attended the North 

East & Yorkshire Patient Experience Celebration on 6th November 2020 which 

focused on sharing example of good practice. Themes included digital inclusion and 

exclusion; seeking the experience of older people and implementation of the 

Accessible Information Standards. Some interesting work was shared by NHS 

England with regards to digital storytelling which we are interested in exploring 

further, and it provided a great opportunity to meet colleagues working in the field of 

experience, involvement and engagement and as a result we will be seeking to join 

the Heads of Patient Experience (HOPE) network.   

 

 



3. Community Health Ambassadors  

Catalyst continues to run the Community Health Ambassadors programme on behalf 

of the CCG. There are 11 ambassadors actively engaged. There has been a 

decrease in numbers as the group takes on a virtual form, with some attrition due to 

the pandemic and the need to work differently. Three new members are expected to 

join soon however. The CCG has been represented so far at meetings of the 

Ambassadors by colleagues from our Communication and Engagement Team; from 

November our new C&E Officer Jake Graham will also attend.  Colleagues with 

matters of interest to the group and the local community are asked to get in touch 

with Jake to bring issues to the group’s attention and seek their views.  

4. Darlington Community Council 

Members continue to be updated with CCG information via their host Healthwatch 

Darlington and will look forward to meeting Jake regarding the communications and 

engagement strategy and how they fit into a new way of engagement going forward. 

 

5. Public Campaigns  

On the 19th October a regional communication campaign was launched asking the 

public to #DoYourBit and think, pharmacy, GP and 111 first and keep A&E free for 

serious emergencies. The plea is the first part of a new ‘do your bit’ campaign aimed 

at raising awareness of the first routes people should take for urgent medical advice 

and treatment, following the disruption caused by COVID-19. Due to social 

distancing and infection precautions, the space available in A&E to care for people 

and allow NHS staff to work safely has been reduced by 30-50%.  Action is needed 

now to protect patients and staff in the run up to winter.  

We want to support and guide the public to make the right healthcare choices. If their 

condition is not life threatening, we are advising people to contact their local 

pharmacy, their GP or 111 online in the first instance.   Those who do turn up to our 

A&E department or urgent treatment centres will be assessed clinically and any 

inappropriate attendances will be re-directed to the right service for their needs.  In 

light of COVID-19, and with winter approaching, it is more important than ever that 

we don’t have large volumes of people in our hospitals when they could have been 

cared for elsewhere.  

6. Local Healthwatch Updates: 

There is a local Healthwatch in every area of England. They are the local 

independent champion for people who use health and social care services and they 

find out what matters to people, and help make sure their views shape the support 

they need. Healthwatch find out what people like about services, and what could be 

improved, and they share these views with those with the power to make change 

happen. Healthwatch also help people find the information they need about services 

in their area. 



Healthwatch Stockton-on-Tees: 

 Current projects/priorities: 

o Current hospital discharge survey for patients, carers and care homes:  

o The Impact of Covid – 19 on Young People Report - 

http://www.healthwatchstocktonontees.co.uk/sites/default/files/healthwatch_st

ockton-on-tees_young_persons_covid_report_-_september_2020.pdf 

The report was shared with the CCG and highlights that the pandemic has 

had a significant impact upon the lives of most young people they spoke with. 

Having to remain at home without face-to-face contact with family and friends 

was seen as a major impact.  Alongside this was the impact of the closure of 

schools, highlighted by many as a matter of concern to them. For a smaller 

number illness was a significant issue, either their own health or that of a 

family member. As always, general insights in to areas such as where young 

people are obtaining health information are also really useful for us and our 

work. 

o Website and social media updates with information and signposting on a 

variety of health issues and news. 

o The consultation with carers on their experiences of their own mental health 

and wellbeing during the pandemic.  

o Supporting vulnerable women to have their say in relation to accessing 

primary care services in the Stockton area. 

o Healthwatch Community Champions – launch of scheme including promotion 

and engagement with community groups - 

http://www.healthwatchstocktonontees.co.uk/healthwatch-stockton-

community-champions 

o E-newsletter: 

o Coronavirus round-up, news, information, advice, and events - 

https://mailchi.mp/0dd30ab15d22/healthwatch-stockton-on-tees-news-

coronavirus-update-november-4647663 

 Word on the street: 

o A client called to complain about not being able to take her mother, who is in a 

care home, outside. She believes it is detrimental to her mum’s health, who 

has Alzheimer’s and is upset about not being able to cuddle her daughter. 

She also says the residents are being treated like prisoners. 

o Due to violent behaviour in the past, a client has had problems accessing GP 

services. Currently suffering from fits and would like help finding a GP.  

o Client wished to express his frustration at having to stand outside GP practice 

before appointments in the cold and rain. Unable to social distance if raining 

as people stand under a small shelter. Does not know why practice does this 

when others nearby don’t.  

Complaints - recent themes include: Poor or incorrect dental treatment, 

poor attitude of staff, incorrect health advice for baby, Equipment failure, 

http://www.healthwatchstocktonontees.co.uk/sites/default/files/healthwatch_stockton-on-tees_young_persons_covid_report_-_september_2020.pdf
http://www.healthwatchstocktonontees.co.uk/sites/default/files/healthwatch_stockton-on-tees_young_persons_covid_report_-_september_2020.pdf
http://www.healthwatchstocktonontees.co.uk/healthwatch-stockton-community-champions
http://www.healthwatchstocktonontees.co.uk/healthwatch-stockton-community-champions
https://mailchi.mp/0dd30ab15d22/healthwatch-stockton-on-tees-news-coronavirus-update-november-4647663
https://mailchi.mp/0dd30ab15d22/healthwatch-stockton-on-tees-news-coronavirus-update-november-4647663


clients mix up on maternity ward, incorrect information being recorded, 

poor support from breastfeeding team. 

Examples: 

 During routine scan before C-section, monitoring machine/belt 

failure led to staff member shouting at another staff member. The 

client was rushed to theatre and had to have an emergency C-

section and not as planned for next day. 

 Difficulties with some breastfeeding team.  

 Baby was taken away for tests and one staff member asked if the 

baby was sneezing and if so, a Finnegan’s Test was needed. 

During testing, another member of staff said this was not correct 

and she had mixed the client with another patient with the same 

name.  

 Client wishes to complain about GP as they had a change to his 

prescription without his consultation. The surgery would not let the 

client speak to the GP, even though the change has caused the 

client to become unemployed. The client also feels that a delay in 

follow up treatment could cause him / her financial and employment 

difficulties. 

 

Healthwatch Darlington 

 

 Current projects/priorities:  

Healthwatch Darlington was awarded ‘highly commended’ in the ‘Celebrating our 

volunteer team’ category in the Healthwatch Awards 2020, which were run by 

Healthwatch England. Judges recognised Healthwatch Darlington’s team and 

volunteers for improving the provision of information and awareness for young 

people and mental health. Youthwatch Darlington helped raise awareness and 

improve the provision of information about young people’s mental health services 

across Darlington. 

 They have just launched a partnership project with Healthwatch England and 

Darlington Primary Care Network reaching out to those who have experienced 

‘digital exclusion’ during the pandemic when using GP surgeries/or any other 

primary care service.  They will be looking to recruit patients to share their stories 

from three key groups including people with disabilities, older people and Black, 

Asian and Minority Ethnic communities. 

 They have a programme of online information sessions in the form of ‘Tell us 

your views Tuesday’ and ‘Wellbeing Wednesday’s’ via Facebook live stream and 

Zoom and each week have guest speakers from different organisations offering 

information on topics such as support for young carers, domestic abuse and 

returning to training and work.  



 Information and signposting via a weekly e-newsletter, website, social media and 

Darlington Organisations Together Network remains busy as service updates are 

communicated. 

 Healthwatch Darlington has also shared a draft version of the report on young 

people and mental health, which included the impact of the pandemic as 

experienced by young people. Findings from both young people and 

parent/carers/individuals suggested overwhelmingly that ‘Body Image’ and 

‘Bullying’ were key contributors with additional comments that this could be linked 

to the overexposure to social media and the internet. This was closely followed 

by alcohol, drugs, sexuality and racism. The repot highlights that many of the 

young people would go to a parent/carer of support and help with these issues 

however parents in some cases reported that they would not know where to go to 

seek information to help young people. While there was good awareness 

amongst young people of the Kooth online mental health service, there was less 

amongst parents and the CCG has committed to consider this as part of its plans 

to raise awareness of the service. There were mixed views and experiences of 

the support from services and how it had continued to be delivered throughout 

the pandemic, with some feeling it had been good and others feeling abandoned 

by services. Some young people and parent/carers also reported that that 

information and messages had been inconsistent from schools or colleges during 

the first lockdown which had increased feelings of anxiousness and frustration. 

The CCG has considered the outcomes of both reports, and will incorporate 

highlighted areas such as parental awareness of the Kooth service into ongoing 

work and communication plans. 

 

 Word on the street:  

They are receiving lots of calls from patients sharing their experience about GP 

Surgeries, people are telling that that they are waiting for some time – up to half 

an hour for their call to be answered and others feel they are unhappy with the 

receptionist and the triage system as they aren’t comfortable sharing confidential 

information with the receptionist. They don’t wish to complain as such but want to 

share their feelings of frustration with Healthwatch Darlington. 

 

Healthwatch South Tees: 

 Current projects/priorities  

  ‘Lockdown Survey’ and getting further intelligence on the following; 

o Access to GPs 

o Experiences and impact of delays/postponed/cancelled 

treatments – communications. 

o Mental health 

 Producing a report which highlights how have services had to adapt to 

continue delivering health & care support services, changes to referral routes, 

eligibility and excluded groups. 



 Producing a consultation report based on the analysis of responses from 

parents and carers to inform the new South Tees Neurodevelopmental 

Pathway ‘bubble of support’. 

 Building on the recruitment of HWST Community Champions especially with 

BAME communities. 

 Developing a framework of evidence to inform the local recovery group of 

what’s needed during COVID-19 times for our communities. 

 

Word on the street:  

 

Financial insecurity 

 Financial barriers to digital devices to access health and social care services, 

as well as to remain engaged in community services 

 Affording the devices or internet connection, or multiple devices for all family 

members to stay engaged 

 Young lady refused letter from GP to support application for Disabled Student 

Allowance 

 Nurse told to self-isolate after catching COVID-19 from being sent to patient 

with symptoms, but had difficulties with employer over getting paid / claiming 

statutory pay 

 Lady had difficulty getting universal credit payments and more food bank 

tokens 

 

Community connectivity and isolation 

 13 people felt that better communication between services and the patients 

was needed both during and after care, e.g. info. about appointment times as 

well as keeping in touch 

 Maternity services: alone at critical points of maternity care journey – during 

pregnancy and post-natal care – activity groups no longer hosted 

“no one in contact since clinic and breastfeeding group were closed” 

 Loneliness – reduced contact with their support systems, e.g. family and 

external services – affecting older people, families, new mothers, and those 

“shielding” 

 People have appreciated the increased frequency of services interacting with 

them, possible through more regular wellbeing calls 

 Impact on social interaction for children and families with learning disabilities 

 

Maximising sustainability and environmental benefit 

 Difficulties for services who rely on their provision of training opportunities to 

generate the money to sustain their service  

 

 

 



Access to support and services 

 Reasons for not using NHS or social care service during lockdown:  

o Appointment was postponed because of the pandemic – over 30% 

o Didn’t want to bother services while so busy with COVID-19 

o Thought problem could wait until services were ‘back to normal’ 

o Worried about catching COVID-19 

 27 people expressed difficulties with keeping appointment that had already 

been booked, due to cancellations within GPs and hospitals and social 

services, e.g. adult services and occupational therapists 

 Considered that physical examinations would have been more appropriate – 

video consultations weren’t always practical, e.g. blood tests, blood pressure 

readings, physical symptoms 

 Digitally excluded – older people due to not having the devices or how to use 

them, families who don’t have devices for all members, those who don’t have 

the internet connection 

 People choosing not to engage in this way as they don’t think they will 

experience the same level of care or don’t have the confidential space or the 

time to fully engage 

 New patients excluded from support due to services not being present at 

clinics to raise awareness and gain new referrals 

 Impact on children with learning disabilities and their family - without routine, 

communication and visits from social services, and engagement in community 

services for both child and parents, e.g. “parent workshops”, social groups 

and slowing the assessment process down – have felt “abandoned” during 

pandemic, “lack of consideration for needs”, “significantly affected” 

 Person had been asked not to attend the Middlesbrough Deaf Centre for a 

period of 3 months, and it was unclear why  

 Hospital hadn’t contacted a patient about their ongoing care 

 Concern expressed at the reduction in a take up of health appointments for 

SEND families 

 Surgery wouldn’t accept the urine sample of an elderly woman to further 

explore her health issues due to COVID restrictions 

 

Mental health and wellbeing  

 218 people experienced “ups and downs” of mental health during lockdown 

 Existing anxiety was heightened by the uncertainty of lockdown 

 Concern for family members – catching COVID-19, dealing with lockdown, 

confused about restriction rules, closure of services, e.g. children with 

learning disabilities lacking routine and social interaction 

 Positive mental health – lockdown gave existing anxieties the space and time 

to help with this, people became more settled under the ‘new norm’ 

 Services increasing daily calls to reduce affect of COVID on young people’s 

mental health 



 Mental health support & respite for families of learning disability children 

 Mother asked to go to mainstream primary school to change disabled child’s 

nappy and had to leave 2 year old in school yard – distressing for parent 

 Request for information around mental health advocacy services and local 

carers’ services 

 Poor matching process carried out by Adult Health and Social Care team and 

the care package provided post-op – affecting both mental & physical health 

during recovery 

 

Substance misuse 

 Some reports that those recovering from substance misuse prefer engaging in 

new virtual ways 

 

BAME communities engagement 

 Difficulty in setting up digital access and technologies with those older 

members whose first language isn’t English  

 Language issues in setting up a video consultation with GP, e.g. phone calls 

to request translator  

 

Patient Story  

The Voice of a parent whose son has SEND captured during a recent consultation. 

This short video highlights how she approaches life for her, her family and other 

families she supports: 

https://www.youtube.com/watch?v=5mgXMtsxK9w&feature=emb_logo 

 

Recommendations 

The Governing Body is asked to consider the content of the report.  

 

Julie Bailey  
Partnership & Health Inequalities Manager 
11 November 2020 

https://www.youtube.com/watch?v=5mgXMtsxK9w&feature=emb_logo
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National Guidance for post-COVID 
syndrome assessment clinics 
 
This document will be revised further to the release of NICE/SIGN/RCGP 
guidance for post-COVID syndrome (also known as ‘Long COVID’) in 
December 2020.  Local clinics, referral pathways and protocols will need to be 
reviewed and potentially updated to reflect the guidance published. 
 
 
  



2   
 

 
Equality and Health Inequalities Statement 

Promoting equality and addressing health inequalities are at the heart of NHS 
England and NHS Improvement’s values. Throughout the development of the 
policies and processes cited in this document, we have:  
 

• Given due regard to the need to eliminate discrimination, harassment and 
victimisation, to advance equality of opportunity, and to foster good relations 
between people who share a relevant protected characteristic (as cited 
under the Equality Act 2010) and those who do not share it; and  
 

• Given regard to the need to reduce inequalities between patients in access 
to, and outcomes from healthcare services and to ensure services are 
provided in an integrated way where this might reduce health inequalities 
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1. Purpose  

The purpose of this document is to provide commissioning guidance on the development of 
a specification to assist local healthcare systems to establish post-COVID assessment 
clinics for patients experiencing long-term health effects following COVID-19 infection. 
Clinics will offer physical, cognitive and psychological assessments with the aim of 
providing consistent post-COVID syndrome services for all who need them, whether they 
were hospitalised or not and regardless of whether clinically diagnosed or by a SARS-CoV-
2 test.    

 

2.     Background 

• NHS England and NHS Improvement launched its five-point plan to support people 
with post-COVID syndrome (also known as ‘Long COVID’) in October 2020. One of 
the commitments was to establish post-COVID assessment clinics across England, 
which give patients access to multi-professional advice, so that they are put onto 
the right clinical pathway to treat their symptoms.   

• It is recognised that many people experiencing ongoing health effects following 
COVID-19 infection managed their condition independently at home while acutely 
infected. It is also recognised that not all patients seriously impacted in the longer 
term were hospitalised or had a positive SARS-CoV-2 test. 

• The number of patients who need post-COVID syndrome management focusing on 
recovery and rehabilitation is likely to grow as COVID-19 infection rates continue to 
rise. 

• People with post-COVID syndrome have reported that whilst some GPs have been 
sympathetic, some have been unsure how to refer into treatment services. 

• 67% of GPs surveyed reported that they are looking after patients with COVID-19 
symptoms lasting longer than 12 weeks1.  

• There is increasing evidence that COVID-19 has a disproportionate impact on those 
in deprived populations and people in black and ethnic minority groups and 
exacerbates existing health inequalities. 

• NHS England and NHS Improvement acknowledges the contribution of patient 
groups in developing this guidance and other post-COVID syndrome support plans. 

 

 

 

 

 
1 Royal College of General Practitioners. (2020) Ongoing or persistent symptoms of Covid-19. 
Parliamentary Inquiry. Available at: https://committees.parliament.uk/writtenevidence/12976/html/ 

https://committees.parliament.uk/writtenevidence/12976/html/
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3.     Clinical case definition of post-COVID syndrome    

This guidance refers to patients who meet the clinical case definition of post-COVID 
syndrome. 
 
The National Institute for Health and Care Excellence (NICE), the Scottish Intercollegiate 
Guidelines Network (SIGN) and the Royal College of General Practitioners (RCGP) have 
defined post-COVID syndrome as: 
 
Signs and symptoms that develop during or following an infection consistent with COVID-
19 which continue for more than 12 weeks and are not explained by an alternative 
diagnosis. The condition usually presents with clusters of symptoms, often overlapping, 
which may change over time and can affect any system within the body. Many people with 
post-COVID syndrome can also experience generalised pain, fatigue, persisting high 
temperature and psychiatric problems. 
 
Post-COVID-19 syndrome may be considered before 12 weeks while the possibility of an 
alternative underlying disease is also being assessed. 
 
 
 

4.     Evidence base 

Headlines from the NICE/SIGN/RCGP evidence review here when available. 
 
 
 

5.     Why is this guidance being issued? 

In October 2020 NHS England and NHS Improvement announced a £10 million investment 

to help local services in every part of the country bring together the right professionals. 

These professionals will provide physical, cognitive and psychological assessments of 

those experiencing suspected post-COVID syndrome, so that they can be referred to the 

right specialist help. 

 

The funding will be allocated to NHS England and NHS Improvement regional teams to 

allow the development of post-COVID assessment clinic(s) to serve local populations.  

 

Funding will be allocated to NHS England and NHS Improvement’s regional teams to work 

with healthcare systems to agree the best arrangement for delivery of these clinics, 

including how children and young people will be assessed.  This will allow for pooling of the 

funding where joint clinics across healthcare systems would be deemed appropriate. 

Regional funding will be based on unweighted September 2020 GP registered populations.   

 

Clinics should be nominated by 6 November 2020 and accepting patients by the end of 

November 2020.  

 

https://www.nice.org.uk/guidance/gid-ng10179/documents/final-scope
https://www.nice.org.uk/guidance/gid-ng10179/documents/final-scope
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6.      Scope 

This guidance sets out the considerations for the establishment of post-COVID assessment 

clinics so that they meet the varied needs of this patient population. This includes patients 

who: 

 

• remained at home or in a care setting during their acute COVID-19 illness and who 

had positive SARS-Cov-2 serology or clinically diagnosed in the absence of a 

positive test or were not tested at all  

• were hospitalised during their COVID-19 infection and have been discharged 

 

Some patients will need therapeutic input, rehabilitation, psychological support, specialist 

investigation or treatment once they have been assessed at the clinic, and it is the 

responsibility of the clinic to refer patients on to existing services as needed.  

 

Clinic setting is for local determination and may be based in primary, secondary or 

community services, if there is prompt access to the appropriate diagnostics. A virtual 

element to the clinics can be considered. 

 

As a minimum the post-COVID assessment clinics should: 

 

• Be available, following clinician referral, to all affected patients, whether hospitalised 

or not 

• Have access to a multidisciplinary team of professionals to account for the multi-

system nature of post-COVID syndrome 

• Support collaboration across localities where patients needs require this 

• Have age appropriate arrangements in place for managing children and young 

people with post-COVID syndrome including support for psychological needs 

• Have access to diagnostic tests 

• Ensure coverage of the population in that geography 

• Have a plan for ensuring equity of access (bearing in mind many population groups 

have been disproportionately affected by COVID-19) 

• Have a local communications plan for raising awareness within the clinical 

community 

• Have an external communication plan for informing and raising awareness with 

patients 

 

Clinic accessibility and inclusion 

 

All healthcare systems should consider health inequalities in the planning and delivery of 

post-COVID assessment clinics. This includes, but is not limited to: 

 

• Being supportive to those with learning disability and/or autism or pre-existing 

mental health problems and being aware of diagnostic overshadowing (see here for 

further resources) 

• Socio-economic inequalities 

• Black, Asian and minority ethnic (BAME) group inequalities 

• Lesbian, gay, bisexual and transgender plus (LGBT+) people 
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• Sex and gender 

• Language and cultural barriers 

• People with and existing disability such as visual or hearing impairment 

• People in secure units  

• Marriage and civil partnership 

• Pregnancy and maternity  

• Religion and belief  

 

Healthcare systems should monitor the demographic data of those who have been referred 

and consider adapting referral pathways if needed. 

 

Equity of access must be a key objective of the clinic.  Consideration should be given to 

disadvantaged groups with regards to how they access and utilise healthcare services and 

to ensure that no one is discouraged or unable to benefit. This may require a proactive, 

potentially case finding approach in some populations to identifying those who may 

typically be less likely to access healthcare. Virtual or out-of-hospital clinics should be 

considered. Patients should not be disadvantaged from accessing services due to financial 

costs or language barriers and cultural beliefs. Consideration should also be paid to access 

for children and young people; clinics should have safeguarding policies in place and work 

closely with local authorities if social care needs are to be considered.  

 

An Equalities and Health Inequalities Impact Assessment has been completed for this post 

COVID assessment clinic guidance.  

 

7.      Referral routes into the patient pathway 

There are three main referral routes: 

 

1. People never admitted to hospital with their acute illness but managed 

independently or in the community.  

 

Many people reporting post-COVID syndrome symptoms were not admitted to hospital 

during the acute phase of their infection.  

• If new symptoms develop 6-12 weeks after the COVID-19 infection, an assessment 

should be carried out by the GP and their symptoms appropriately investigated for 

an alternative diagnosis. Post-COVID syndrome may involve symptoms changing 

and new symptoms developing over time and this should be considered. 

• If no alternative diagnosis is made the patient should be screened using an 

appropriate tool (see appendix B) prior to referral to the post-COVID assessment 

clinic.   

• Screening may be carried out by the GP or if the local system has one, by a 

COVID-19 single point of access, which assesses and triages people with post-

COVID syndrome to the most appropriate service. 

• Distinction between existing long-term conditions (LTCs) and COVID-19 related 

complications should be made. Clinicians in conjunction with their patients may 

decide it is more appropriate for patients with exacerbations of existing LTCs 

following a COVID-19 infection to be managed by usual services. 
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2. People hospitalised with COVID-19. 

 

• A detailed discharge summary of the admission and ongoing related conditions 

should be provided to primary care, and social needs should include caring 

responsibilities the affected person had prior to hospitalisation that they may return 

to. Arrangements to assess any respiratory complications should be made 

according to British Thoracic Society guidance. 

• Those with persisting symptoms or signs at discharge will benefit from a telephone 

or video assessment at 6 weeks post discharge, and where appropriate a 

subsequent face to face follow up or specialist referral.  

• People who develop new symptoms after the 6-week follow up should be reviewed 

by their GP. 

• An assessment and investigation of new symptoms after 6 weeks, in secondary 

care outpatient clinics or in primary care, should rule out alternative diagnosis, and if 

no alternative diagnosis is made, the patient should be screened using an 

appropriate tool (see appendix B) prior to referral to the post-COVID syndrome 

clinic.     

 

3. People cared for in an Intensive Care Unit (ICU) or High Dependency Unit 

(HDU) with COVID-19. 

 

• People with COVID-19 cared for in an ICU/HDU setting should undergo a multi-

disciplinary team (MDT) assessment of rehabilitation needs at the point of step 

down to other inpatient facilities. Inpatient rehabilitation with defined goals should 

begin immediately. 

• Further assessment of ongoing needs should be made at discharge from hospital 

with appropriate community service referral if needed, and an ICU clinic re-

assessment made at 4-6 weeks post discharge. 

• People who develop new symptoms after the 6-week follow up should be reviewed 

by their GP. 

• An assessment and investigation of new symptoms after 6 weeks, in ICU outpatient 

should rule out alternative diagnosis, and if no alternative diagnosis is made, the 

patient should be screened using an appropriate tool (see appendix B) prior to 

referral to the post-COVID assessment clinic.  

 

 

8.      The patient pathway 

Some systems have designed their own models and illustrated patient pathways for 

managing people with post-COVID syndrome and these existing models may form the 

basis for the development of post-COVID assessment clinics.    

 

The following is a proposed referral pathway adapted from one developed in the Royal 

College of General Practitioners House of Lords report (2020).  This pathway is likely to be 

amended further to NICE/SIGN/RCGP post-COVID syndrome clinical case definition and 

guideline publication:  

 

 

 

https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/resp-follow-up-guidance-post-covid-pneumonia/
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Post Covid syndrome referral routes* 

(subject to amendment further to NICE/SIGN/RCGP guidance publication) 

 

 

 
 

 

Referral to the clinic:  

 

• Referral may be from multiple routes; primary care, secondary care and potentially 

community services, depending on local approach to referral pathways.   

• Patients who were not admitted to hospital should be offered referral if they have 

been experiencing post-COVID syndrome symptoms for 12 weeks or longer. This 

may particularly apply to patients who had their acute COVID illness early in the 

pandemic when the potential for ongoing post-COVID syndrome symptoms was 

less well recognised. 

• The NICE case definition should inform which patients are referred and at what 

stage of the illness. This case definition is expected in December 2020 and referral 

processes must be updated once this guidance is released.  

• Patients experiencing significant distress or disability should be prioritised. 

Functional assessment tools and screening questionnaires have been developed by 

existing clinics and healthcare systems, such as in Yorkshire, Oxford, and 

Newcastle. Healthcare systems may wish to utilise these or develop them further. 

Please see appendix B for an example. 

 

• * Based on a pathway in the Royal College of General Practitioners House of Lords report (2020). 
Pathway is likely to be amended further to NICE/SIGN/RCGP post-COVID syndrome guideline 
publication 

• ** Newcastle post-COVID screening tool can be found in NHS England and NHS Improvement post- 
COVID assessment clinic commissioning guidance 

• ***Your Covid Recovery is an online interactive platform for patients with post-COVID syndrome. Patient 
referral requires registration with yourcovidrecovery@uhl-tr.nhs.uk and a patient assessment that 
includes a 1 minute sit to stand test. 

 
 

https://committees.parliament.uk/writtenevidence/12976/html/
https://www.england.nhs.uk/coronavirus/publication/?filter-keyword&filter-category&filter-publication&filter-date-from&filter-date-to&filter-order-by=modified-desc
https://www.england.nhs.uk/coronavirus/publication/?filter-keyword&filter-category&filter-publication&filter-date-from&filter-date-to&filter-order-by=modified-desc
mailto:yourcovidrecovery@uhl-tr.nhs.uk
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Referral on to other services:  

 

Whilst some issues can be addressed immediately in the post-Covid assessment clinic if 

the right specialist is present, many patients will need further therapeutic input. Clinics 

should have clear pathways to ensure referral into appropriate services which may include 

rehabilitation, psychological support, specialist investigation or treatment, or to social care 

support services or the voluntary, community and social enterprise sector. The GP should 

receive communication from the clinic on the patients care, and consideration should be 

given to the provision of Med3/ fitness for work to avoid further appointments, unless the 

patient is discharged back to the care of primary care for ongoing management. 

 

Clinicians should work together to ensure that physical and mental healthcare are 

integrated as closely as possible. Where available, patients with mental health and 

psychological issues with persisting physical problems may benefit from referral to 

integrated IAPT-LTC (Improving Access to Psychological Therapies) services or in the case 

of an under 18 year old, the relevant children and young people’s mental health service. 

Transition between children’s and adult services should be supported and services should 

work flexibility to provide support based on the needs of the young person. Where possible 

an episode of treatment should be completed before consideration of transition to ensure 

continuity of care. 

 

For patients able to self-manage and access digital services Your COVID Recovery is an 

online tailored interactive self-management programme developed by NHS England and 

NHS Improvement with the University Hospitals Leicester NHS Trust. Paper manuals will 

soon be available for those without IT access and for those with disabilities precluding the 

use of digital media. 

 

Services that might of particular benefit include: 

• Specialist lung disease services, sleep clinics, and pulmonary rehabilitation 

• Cardiac services  

• Pain management 

• Gastroenterology 

• Rehabilitation services    

• Dietetics and nutrition services  

• Primary care led care including care coordinators and social prescribers   

• Improving Access to Psychological therapies (IAPT) and other mental health 

services  

• Co-morbidity management e.g. for diabetes or obesity  

• Neurology  

• Rheumatology 

• Dermatology  

• ENT 

• Infectious disease services  

• Occupational health 
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9.      Post-COVID assessment clinic design 

• A full history and appropriate examination should be undertaken with investigations 
performed if not already carried out to assess severity of symptoms burden and 
exclude underlying pathology that requires onward referral to another service. 
British Thoracic Society guidance has further information. 

• The multi-system nature of post-COVID syndrome means that holistic assessment 
and treatment are likely to be needed, so clinics should be able to draw on multi-
professional expertise and have access to a range of assessment and diagnostic 
tests. 

• The clinics may be located on a single site, delivered across multiple sites or where 
appropriate, virtually. Accessibility should be a priority both in terms of geographical 
location and service delivery models. There will need to be the opportunity for 
patients to have a multidisciplinary assessment plus diagnostics, at least for the 
initial physical assessment. Addressing psychosocial and cognition may be done at 
the same time or subsequently, and potentially remotely using digital platforms or 
telephone. This should be determined by clinical need and especially considered if 
a full assessment is too onerous for the patient.   

• The multi-system nature of COVID-19 and its psychological impact mean that a 
broad holistic assessment is most beneficial. Until the NICE/SIGN/RCGP guidance 
is issued this guidance has referred to the British Thoracic Society guidance 
identified that the post-COVID syndrome holistic assessment should at least 
include: 

- Assessment and management of breathlessness 
- Symptom or palliative care management where required 
- Assessment and management of oxygen requirements 
- Consideration of rehabilitation needs and onward referral where required 
- Psychosocial assessment (depression, anxiety disorders, PTSD, traumatic 

bereavement, psychosis screen, risk to self and/or others, COVID related life 
stresses such as debt, unemployment, relationship issues) and onward 
referral where required 

- Assessment and management of dysfunctional breathing 
- Cognitive function  
- Consideration of a new diagnosis of venous thromboembolic disease (VTE) 
- post-exertion malaise, fatigue and neurological symptoms. 

 

• It is anticipated that the assessment may need to change as the NICE/SIGN/RCGP 
guidance is issued 

• Diagnostics and testing should include all tests deemed appropriate for the 
presentation of the patient, but as a minimum imaging, cardiac investigation, 
physiological measurement and phlebotomy. 

• Discharge to primary care for ongoing support, including social prescribing and care 
coordination where appropriate.  

• Clinics treating children and young people should address safeguarding. 

• Clinics should follow the Accessible Information Standard and have access to 
interpreters, including British Sign Language interpreters.  

 

 

 

https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/resp-follow-up-guidance-post-covid-pneumonia/
https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/resp-follow-up-guidance-post-covid-pneumonia/
https://www.england.nhs.uk/ourwork/accessibleinfo/
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10. Workforce 

There is the opportunity for local systems to consider innovative and locally appropriate 
approaches to clinic leadership and skill-mix. 

 

• Clinics may be led by secondary, primary of community care clinicians, 
including integrated care or advanced clinical practitioners, and from a range 
of specialties, with referral to other specialist teams as needed.  

• Other members of the MDT including physiotherapists can provide strong 
support for assessment of respiratory function, strength and exercise 
tolerance. 

• Specialist nursing functions and roles such as district nursing, community 

nursing, psychiatric nursing, clinical nurse specialists and general practice 

nurses for example can support holistic assessment and treatment of both 

the patient and wider family needs whilst also supporting the coordination of 

services more widely where appropriate. 

• Occupational therapists can provide a personalised and occupation-focused 
approach to assessment such as cognition, delirium, mental health and 
functional outcome, independence and activity measures, including support 
for self-management and social prescribing. 

• Psychologists can provide assessment of cognition, mental health, provide 
support for patients managing persistent symptoms and can also provide 
access into services such as IAPT, wider health, social care and third sector 
provision and pain, fatigue and neuro-rehab services. 

• Dieticians can advise on the impact of COVID-19 on nutritional status, which 
may take the form of malnutrition or overweight and obesity. Clinics could 
include nutrition as part of both physical and psychological assessments.     

• As part of their workforce planning, all healthcare systems should consider 
professional responsibility and accountability when regulation exists. 

 

 

11. Data and management information  

NHS England and NHS Improvement are working with NHSX, NHS Digital, and the 
Professional Records Standards Body (PRSB) to develop clinical coding to record post-
COVID syndrome in clinical information systems. Local commissioners should put in place 
a system of capturing data which enables monitoring of patient volumes, follow up and 
outcomes and service evaluation. Key metrics for routine collection will include:  

 

• Number of referrals to service 

• Time taken from referral to first contact 

• Number of face-to-face (virtual) first contacts, and number of subsequent face-
to-face (virtual) contacts by: 

o Age 

o Socio-economic group 

o Gender/ transgender 
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o Sexual orientation  

o Ethnicity 

And includes numbers of referrals of people: 

o With a learning disability/autism/hearing loss/visual impairment/prior 
diagnosis of dementia 

o From the criminal justice system 

o Who are homelessness or rough sleeping 

o Who are refugees and asylum seekers 

o Who are from Gypsy, Traveller, and Roma communities 

o In full time education 
 

• Number of patients attending the clinic that were able to return to work. 
 
 
 

12. Key service outcomes 

It will be critical to gather and analyse data, participate in shared learning and use this 
information to inform future practice and reduce unwarranted variation in the management 
and subsequent outcomes of patients with post-COVID syndrome symptoms. The data will 
be used to inform the management of patients, as well as informing service providers and 
commissioners in resource planning to maximise resource and service resilience.  
 
NHS England and NHS Improvement London has reviewed the instruments available to 
monitor patient recovery trajectories and the impact of symptoms on an individual’s 
functional status. Based on this review the use of two validated tools for routine collection 
are recommended:  
 

1. The COVID-19 Yorkshire Rehab Screening Tool is a comprehensive multi-system 
telephone tool which has been developed by multi-disciplinary rehabilitation teams 
from Leeds, Airedale and Hull NHS Trusts to assess and capture symptoms and 
guide rehabilitation interventions. The tool can be found in appendix C. 

2. The post COVID-19 Functional Status Tool is an ordinal, 6-point tool used to 
measure a variety of functional outcomes during recovery from COVID-19. The 
scale which has steps ranging from no symptoms to death can be used to measure 
the impact of symptoms on functional performance and the effect of interventions on 
the recovery trajectory. The post COVID-19 Functional Status Tool is intended to be 
used at a number of different time points during a patient’s recovery in order to 
measure change in status and support an understanding of the patient’s recovery 
trajectory. It may be completed either by clinical professionals or by the patient 
themselves with the use of the flowchart. If the patient has cognitive or other 
limitations which prevents them from providing responses, the tool is suitable for a 
family member or carer to respond on their behalf. The tool can be found in 
appendix D. 

Recommended collection timepoints for both tools are: 
 

• At the first post-COVID assessment clinic appointment 
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• 4-8 weeks after the first clinic appointment  

• 6 months after the first clinic appointment 

 

13. NHS Standard Contract  

CCGs may use the NHS Standard Contract to commission post-COVID syndrome 
assessment and management clinics.  The service specification should be recorded in 
Schedule 2A of the Particulars of the Contract, where a non-mandatory model template for 
local determination and population is provided.   
 
Guidance on developing the specification and populating the contract template is provided 
in the Contract Technical Guidance.  Queries in using the contract can be sent to 
nhscb.contractshelp@nhs.net.   

 

14. Communications 

Each commissioner should develop and implement plans to raise awareness of post-
COVID assessment clinics in their clinical communities. These plans should cover 
communications to general practitioners, hospital doctors, registered nurses, pharmacists, 
clinical and health psychologists, psychological therapists (especially in IAPT services) and 
other allied health professionals and clinicians in primary, secondary, community, and 
tertiary care. Other public bodies, including secure unit services such as prisons, local 
councils, and education, should also be included in these plans, to ensure equitable 
access. Healthcare systems can utilise existing communications platforms, including formal 
NHS platforms, membership bodies, and voluntary organisations. Commissioners should 
also develop culturally relevant communications plans to raise awareness amongst patients 
and the public.  

NHS England and NHS Improvement will support communications to patients and 
healthcare systems in parallel. 

 

15. Clinic resourcing  

£10 million has been allocated for the establishment of post-COVID syndrome assessment 
clinics. It is proposed each healthcare system has access to a post-COVID syndrome clinic 
to serve their population.  The exact geographic configuration of clinics will be agreed with 
NHS England and NHS Improvement regional leads supported by the newly established 
respiratory clinical networks, which are funded through the CVD-Respiratory System 
Development Funding, to assist with the coordination of the clinics in the context of a 
pathway of care for these patients.   
 
Funding will be allocated based on unweighted September 2020 GP registered populations 
by region. 

 
Key considerations in the allocation have included: 

 
Inequalities and need: using unweighted GP allocation makes no adjustment for 
health inequalities or need. As the demographic of post-COVID syndrome patients is 

https://www.england.nhs.uk/nhs-standard-contract/
https://www.england.nhs.uk/nhs-standard-contract/
mailto:nhscb.contractshelp@nhs.net
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not well understood, it is difficult to make needs-based adjustment. Consideration of the 
general CCG allocation formula was made as this includes an adjustment to reflect 
need for health inequalities, but this also weights for other factors, including age, which 
is not known to be a factor here. There is no precedent for isolated adjustments for 
health inequalities, and whilst this is possible it may be less transparent than 
unweighted population on basis of an unknown population. However, a health equality 
plan to address equity of access is one of the requirements of set up. An Equalities and 
Health Inequalities Impact Assessment has been completed for this guidance. 

 
COVID-19 populations: funding has not been weighted according highest number of 
COVID-19 cases as infection rates are not static. Whilst the North of England is 
currently worst hit, the infection rate could rise in other parts of the country over the 
next 6 months, and the first wave also covered differing populations. 

 
What population to use: the CCG weighted populations from the allocations model 
focuses resources on areas with older populations due to their higher needs for health 
care. This is not the primary population of interest as post-COVID syndrome-19 is 
reported to affect people of all ages. Unweighted populations are more appropriate. 

 
What period to use for the populations: GP registered populations have been 
changing in recent months due to emigration and excess deaths. Allocations have 
previously used a 12 month average registered population in the formula, but this is not 
appropriate currently due to the changes observed in populations.  

 
What month to use for populations: September 2020 registrations will not reflect the 
distribution of students at their term time address and if this age group is included in the 
distribution this will impact on how resources are distributed.  

 
What age distribution to use: not enough is known about which populations are more 
likely to experience ongoing symptoms of COVID-19. Therefore, total population (all 
ages) have been used. 

 

16.  Governance and assurance 

NHS England and NHS Improvement regional teams will work with healthcare systems and 
commissioners to systems to agree the best arrangement for delivery of these clinics, to 
determine geographic footprint and identify a provider(s) in order to ensure universal 
geographic coverage, support communications with patients and stakeholders and inform 
future delivery of service. 
 
To access the funding for the establishment of the clinic the nominated regional lead will be 
required to provide assurance on the following:  
 

• The named providers of the clinics 

• Geographical coverage of the entire regional population by the clinics, including a 

plan for ensuring equity of access, and delivery of care (bearing in mind many 

population groups have been disproportionately affected by COVID-19.) 

• Clinics have a nominated clinic lead, and appropriate MDT to account for the multi-

system nature of post-COVID syndrome. As a minimum this should include 

specialist mental health input and ability to refer to IAPT, physiotherapy, 

occupational therapy, and dietetics. Patients with complex needs requiring 

coordinated input should have an individual rehabilitation prescription and access to 

specialist rehabilitation with a single point of access.     
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• Referral routes should include all affected patients whether hospitalised or not, and 

based on clinical diagnosis in the absence of a positive SARS-CoV-2 serology 

• Evidence of internal and external communications plan for local clinical and patient 

community  

• Post-COVID assessment clinics should  

• Be able to perform a physical assessment, that includes diagnostic testing, 

as a minimum imaging, physiological measurement and phlebotomy   

• Carry out a cognitive assessment, to assess any potential memory, 

attention, and concentration problems 

• Carry out a psychological assessment, to assess any depression, anxiety, 

PTSD, or another mental health condition 

• Commit to track and report on activity and service outcomes outlined in 

sections 11 and 12 above.  

 

17. The role of respiratory clinical networks  

Respiratory networks are already involved in the planning for, and response to, the 
increase in admissions from COVID-19, and will soon also have a remit for children and 
young people with asthma, led by clinicians with paediatric expertise that can support the 
inclusion of planning of access to services for children. 
 
Respiratory clinical networks may assist with the rapid establishment of these new 
assessment clinics for people with post-COVID syndrome, working in partnership with 
clinicians across primary, community or secondary care. Networks will identify a lead in the 
network to support the planning and implementation of the post-COVID assessment clinics 
for children and young people. 
 

In particular, the networks should: 
  

• Establish which lead commissioners in their local systems are coordinating the post-
COVID assessment clinics; and 

• Provide guidance and support for the establishment of the clinics within a coherent 
local pathway for post-COVID syndrome. 

• Work in partnership with clinical leaders from other specialties to support 
implementation, recognising the multi-system nature of the condition  
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Appendices  

Appendix A: Supporting resources 

 

Please note these resources, or their online location, may be updated. Please contact 
england.clinicalpolicy@nhs.net if you require further information on accessing them. 
 

• Your COVID Recovery: NHS online interactive platform for patients with post-
COVID syndrome to self-manage their rehabilitation 

• British Thoracic Society guidance 

• e-Learning for Healthcare: four CPD accredited 20-minute e-Learning modules 

• Royal College of General Practitioners House of Lords written evidence  

• Clinical guide for front line staff to support the management of patients with a 
learning disability, autism or both during the coronavirus pandemic – relevant to all 
clinical specialities.  

• After-care needs of inpatients recovering from COVID-19 

• Allied health professionals’ role in rehabilitation during and after COVID-19 

• NICE/SIGN/RCGP Guideline Scope: management of the long-term effects of 
COVID-19 

 

 

 

Appendix B: Newcastle post-COVID syndrome Follow-
Up Screening Questionnaire 

With thanks to Dr Graham Burns Consultant Physician in Respiratory and General 
Medicine, Newcastle upon Tyne Hospitals NHS Foundation Trust 
 
(To be carried out 10-12 weeks after the acute illness) 
 
The purpose of the questionnaire is to identify patients who may benefit from a 
comprehensive face to face multi-disciplinary assessment. It is designed to be used 
remotely and is equally applicable for patients who were either hospital inpatients or 
managed in the community during the acute phase of their illness.  
 
Most patients who experienced severe symptoms during the acute phase will have residual 
problems such as fatigue, breathlessness, and poor sleep quality for several weeks. For 
the majority, these symptoms will resolve, albeit slowly. Unless there are very unusual 
features, the most appropriate course of action early in the post-acute phase may be 
advice on graduated physical rehabilitation and the passage of time. 
A small proportion of patients however will go on to have symptoms that persist beyond 12 
weeks, a condition commonly known as ‘Long COVID’. Such individuals require more 
detailed investigation and are likely to need more intensive and specialist support.  

mailto:england.clinicalpolicy@nhs.net
https://www.yourcovidrecovery.nhs.uk/
https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/resp-follow-up-guidance-post-covid-pneumonia/
https://www.brit-thoracic.org.uk/document-library/quality-improvement/covid-19/resp-follow-up-guidance-post-covid-pneumonia/
https://www.e-lfh.org.uk/programmes/covid-19-recovery-and-rehabilitation/
https://committees.parliament.uk/writtenevidence/12976/html/
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0031_Specialty-guide_LD-and-coronavirus-v1_-24-March.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0031_Specialty-guide_LD-and-coronavirus-v1_-24-March.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0031_Specialty-guide_LD-and-coronavirus-v1_-24-March.pdf
https://www.pcrs-uk.org/sites/pcrs-uk.org/files/nhs-aftercareCOVID.pdf
https://www.england.nhs.uk/coronavirus/publication/allied-health-professionals-role-in-rehabilitation-during-and-after-COVID-19/
https://www.nice.org.uk/guidance/gid-ng10179/documents/final-scope
https://www.nice.org.uk/guidance/gid-ng10179/documents/final-scope
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This questionnaire is designed to screen for the issues that might prompt concern if still 
present 10-12 weeks after the acute illness. To facilitate application to a potentially large 
cohort the questions are limited and therefore may not necessarily comprehensive. If other 
issues are identified (that are not obviously related to a pre-exiting condition which may 
prompt an alternative route of referral) with a plausible and temporal relationship to the 
COVID illness, referral may still be considered. The full complexity of the post-COVID state 
and post-COVID syndrome is yet to be fully understood. 
 
 
 

 
Section 1 (to be completed pre call) 
Name……………………………………………. 
 
NHS number …………………………………………….. 
 
Date of Positive Swab……………………. 
Date of Onset of symptoms………………………. 
Date of Discharge (for hospital admissions) ………………………….. 
 
Date of call _____________     
Person phoning ________________ Role _______________ 
 
Level of respiratory support during acute Illness: 

ITU, Intubated    ITU, not intubated     Enhanced Respiratory support (e.g. CPAP)    

Supplemental oxygen   Managed in the community   
 
 
 
Section 2 
 

1. Have you made a full recovery or are you still troubled by symptoms?   
 
Symptoms     Full Recovery  

 
2. Are you more breathless now than you were before your COVID illness? 

 

a. Is this more than you would have expected by now?                        
or 

b. Do you think you are on your way back to full fitness?               
 
 

3. Do you feel fatigued (worn out/lacking energy or zest) compared with how you 
were before your COVID illness? 
 

a. Is this more than you would have expected by now?                        
Or 

b. Do you think you are well on your way back to full fitness?               
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4. Do you have a cough (different from any cough you may have had before COVID-
19)? 
 

Yes                                   No         
 

 
5. Do you get any palpitations? (sense that you can feel your heart pounding or 

racing) 
 

Yes                                   No         
 

6. How is your physical strength? Do you feel so weak that it still limiting what you can 
do (more than you were pre your COVID illness)? 
 

Yes                                   No         
 

 
7. Do you have any myalgia (‘aching in your muscles’)? 

 

Yes                                   No         
 

 
8. Do you have anosmia (‘no sense of smell’)?  

 

Yes                                   No         
 

 
9. Have you lost your sense of taste? 

 

Yes                                   No         
 

 
10. Is your sleep disturbed (more than it was pre-COVID)? 

 

Yes                                   No         
 

 
11. Have you had any nightmares or flashbacks? 

 

Yes                                   No         
 

 
12. On your mood  

 



 

20  |   
 

c. Is your mood low/do you feel down in the dumps/lacking in motivation/no 
pleasure in anything? 

 

Yes                                   No         
 

d. Do you find yourself feeling anxious/worrying more than you used to? 
 

Yes                                   No         
 

13. Have you lost weight (> ½ stone, 3 Kg) since your COVID illness? 
 

Yes                                   No         
 

 
14. Any other symptoms (list) 

 
 
Decision guide: 
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Appendix C: COVID-19 Yorkshire Rehabilitation 
Screening Tool 

COVID-19 Yorkshire Rehab Screen  
With thanks to  
 
Dr Manoj Sivan Associate Professor and Consultant in Rehabilitation Medicine, University 
of Leeds, Leeds Teaching Hospitals NHS Trust and Leeds Community Healthcare Trust.  
  
Dr Stephen Halpin Senior Research Fellow and Consultant in Rehabilitation Medicine, 
University of Leeds, Leeds Teaching Hospitals NHS Trust and Leeds Community 
Healthcare Trust.  
 
Mr Jeremy Gee Community Advanced Clinical Practitioner and Physiotherapist, Airedale 
NHS Foundation Trust 
 
 
 
Patient name and NHS number: 
 
Time and date of call: 
 
Staff member making call: 
 
We are getting in touch with people who have been discharged after having had a 
diagnosis of coronavirus disease (COVID-19). The purpose of this call is to find out if you 
are experiencing problems related to your recent illness with coronavirus. We will document 
this in your clinical notes. We will use this information to direct you to services you may 
need and inform the development of these services in the future. 
This call will take around 15 minutes. If there’s any topics you don’t want to talk about you 
can stop the conversation at any point. 
 

Do you agree to talk to me about this today? Yes ☐  No ☐ 

 
Opening questions: 
 

Have you had any further medical problems or needed to go back to hospital since your discharge? 

Re-admitted? Yes ☐  No ☐ 

Details: 

Have you used any other health services since discharge (e.g. your GP?) 

Yes ☐  No ☐ 

Details: 

 
 

I’ll ask some questions about how you might have been affected since your illness. If there are other ways 
that you’ve been affected, then there will be a chance to let me know these at the end.  

1. Breathlessness On a scale of 0-10, with 0 being not breathless at all, 
and 10 being extremely breathless, how breathless 
are you: 
(n/a if does not perform this activity) 

 
Now 
 

 
Pre-Covid 

a) At rest?  0-10: ____ 0-10: ____ 

b) On dressing yourself? 0-10: ____ 

N/a  ☐ 

0-10: ____ 

N/a  ☐ 

https://www.acnr.co.uk/2020/06/c19-yrs
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c) On walking up a flight of stairs?  0-10: ____ 

N/a  ☐ 

0-10: ____ 

N/a  ☐ 

2. Laryngeal/ 
airway 
complications 

Have you developed any changes in the sensitivity of your throat such as troublesome 

cough or noisy breathing? Yes ☐  No ☐ 

If Yes: rate the significance of impact on a scale of 0-10 (0 being no impact, 10 being 

significant impact) 0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

3. Voice Have you or your family noticed any changes to your voice such as difficulty being 
heard, altered quality of the voice, your voice tiring by the end of the day or an inability to 

alter the pitch of your voice? Yes ☐  No ☐ 

If Yes: rate the significance of impact on a scale of 0-10 (0 being no impact, 10 being 

significant impact) 0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

4. Swallowing Are you having difficulties eating, drinking or swallowing such as coughing, choking or 

avoiding any food or drinks? Yes ☐  No ☐  

If Yes: rate the significance of impact on a scale of 0-10 (0 being no impact, 10 being 

significant impact) 0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

5. Nutrition Are you or your family concerned that you have ongoing weight loss or any ongoing 

nutritional concerns as a result of COVID-19? Yes ☐  No ☐ 

Please rank your appetite or interest in eating on a scale of 0-10 since COVID-19 (0 
being same as usual/no problems, 10 being very severe problems/reduction)  

0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

6. Mobility  On a 0-10 scale, how severe are any problems you have in walking about?  
0 means I have no problems, 10 means I am completely unable to walk about. 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

7. Fatigue Do you become fatigued more easily compared to before your illness? Yes ☐  No ☐ 

If yes, how severely does this affect your mobility, personal cares, activities or enjoyment 
of life? (0 being not affecting, 10 being very severely impacting) 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

8. Personal-Care 
 

On a 0-10 scale, how severe are any problems you have in personal cares such as 
washing and dressing yourself?  
0 means I have no problems, 10 means I am completely unable to do my personal care. 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

9. Continence Since your illness are you having any new problems with: 

• controlling your bowel Yes ☐  No ☐ 

• controlling your bladder Yes ☐  No ☐ 

 

10. Usual 
Activities  

On a 0-10 scale, how severe are any problems you have in do your usual activities, such 
as your household role, leisure activities, work or study?  
0 means I have no problems, 10 means I am completely unable to do my usual activities. 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

11. Pain/ 
discomfort  
 

On a 0-10 scale, how severe is any pain or discomfort you have?  
0 means I have no pain or discomfort, 10 means I have extremely severe pain 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

12. Cognition Since your illness have you had new or worsened difficulty with: 

• concentrating? Yes ☐  No ☐ 
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• short term memory? Yes ☐  No ☐ 

13. Cognitive-
Communication 

Have you or your family noticed any change in the way you communicate with people, 
such as making sense of things people say to you, putting thoughts into words, difficulty 

reading or having a conversation? Yes ☐  No ☐ 

If Yes: rate the significance of impact on a scale of 0-10 (0 being no impact, 10 being 

significant impact) 0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

14. Anxiety 
 

On a 0-10 scale, how severe is the anxiety you are experiencing?  
0 means I am not anxious, 10 means I have extreme anxious. 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

15. Depression  
 

On a 0-10 scale, how severe is the depression you are experiencing?  
0 means I am not depressed, 10 means I have extreme depression. 

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

16. PTSD screen a) Have you had any unwanted memories of your illness or hospital admission whilst you 

were awake, so not counting dreams?  Yes ☐  No ☐ 

If yes, how much do these memories bother you?  

(is the distress: mild ☐ / moderate ☐ / severe ☐ / extreme ☐) 

b) Have you had any unpleasant dreams about your illness or hospital admission?          

Yes☐ No☐ 

If yes, how much do these dreams bother you?  

(is the distress: mild ☐ / moderate ☐ / severe ☐ / extreme ☐)  

c) Have you tried to avoid thoughts or feelings about your illness or hospital admission?    

Yes ☐  No ☐ 

If yes, how much effort do you make to avoid these thoughts or feelings?  

(mild ☐ / moderate ☐ / severe ☐ / extreme ☐) 

d) Are you currently having thoughts about harming yourself in any way? Yes ☐  No ☐ 

17. Global 
Perceived Health 
 

How good or bad is your health overall? 10 means the best health you can imagine. 0 
means the worst health you can imagine.  

Now:            0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐  

Pre-COVID:   0 ☐  1 ☐  2 ☐  3 ☐  4 ☐  5 ☐ 6 ☐  7 ☐  8 ☐  9 ☐  10 ☐ 

18. Vocation What is your employment situation and has your illness affected your ability to do your 
usual work? 
Occupation: ______________________ 
Employment status before COVID-19 Lockdown: ______________________ 
Employment status before you became ill: ______________________ 
Employment status now: ______________________ 

19. Family/carers 
views  

Do you think your family or carer would have anything to add from their perspective?  
 

 

Closing questions:  

Are you experiencing any other new problems since your illness we haven’t mentioned? 
 
 
 
Any other discussion (clinical notes): 
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Appendix D: Post-COVID syndrome functional 
assessment scale 

 
Post-COVID syndrome Functional Status Scale 
With thanks to Dr Frederikus A. Klok, MD, FESC; Department of Thrombosis and 
Haemostasis, Leiden University Medical Center, Leiden, the Netherlands; Albinusdreef 2, 
2300RC, Leiden, the Netherlands.   
 

   

Table 1 Patient self-report methods for the Post-COVID-19 Functional Status (PCFS) Scale (Klok et 
al., 2020) 

https://erj.ersjournals.com/content/early/2020/05/07/13993003.01494-2020
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Post-COVID syndrome-19 functional Status Scale Structured Interview  
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