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1.0  Context
Please note this is a live document and information may change in line with update 
national guidance.

This document must be read in conjunction with NHSE Guidance and Standard Operating 
Procedure (SOP) for Primary Care (latest version is V2.1 dated 6/4/2020). The NHSE SOP 
is the national framework within which general practice is required to operate. This 
document sets out a series of agreed principles for local delivery.

2.0  Principles
These principles have been agreed by the Clinical Directors across the 19 Primary Care 
Networks in Leeds.

Key overarching principles for general practice in Leeds:

1. Total telephone triage

2. Remote consultations for as many contacts as possible

3. Maintenance of access to urgent care and essential routine care

4. Robust IPC measures for face to face contacts

5. Focus on collaboration between practices and PCNs 

6. Focus on collaboration with  Leeds Community Health Care NHS Trust neighbourhood 
teams to enable them to cope with the expected demand in community based care 
including palliative and end of life care

The following sections set out further detail for practices and PCNs in relation to specific 
areas of the national SOP that have caused debate.

3.0  Patients identified as being ‘at risk’

Terminology Interpretation How identified Advice

increased risk /  
vulnerable 

group /  
category A

Over 70s

Eligible for flu jab

Pregnant

This group will not receive 
any letter unless identified 
as at  HIGHEST RISK by a 

clinician and coded Y228a

Social distancing
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Terminology Interpretation How identified Advice

highest clinical risk  
/ shielded patients

group / category B

groups 1 – 4

group 1 = centrally 
identified

group 2 & 3 
= specialist 
identified

group 4 = GP 
identified

The registry of clinically highest 
risk patients does not include 
all people eligible for the flu 
jab, only a very specific sub-
set of people considered at 

highest risk of severe illness and 
hospitalization from COVID-19. It 
does not include people who may 
be vulnerable, at risk or needing 

support for other reasons.

Solid organ transplant recipients.

People with specific cancers:

people with cancer who are 
undergoing active chemotherapy

people with lung cancer who are 
undergoing radical radiotherapy

people with cancers of the 
blood or bone marrow such as 

leukaemia, lymphoma or myeloma 
who are at any stage of treatment

people having immunotherapy 
or other continuing antibody 

treatments for cancer

people having other targeted 
cancer treatments which can 

affect the immune system, such as 
protein kinase inhibitors or PARP 

inhibitors

people who have had bone 
marrow or stem cell transplants in 
the last 6 months, or who are still 
taking immunosuppression drugs

People with severe respiratory 
conditions including all cystic 

fibrosis, severe asthma and severe 
COPD.

People with rare diseases and 
inborn errors of metabolism 

that significantly increase the 
risk of infections (such as SCID, 

homozygous sickle cell).

People on immunosuppression 
therapies sufficient to 

significantly increase risk of 
infection.

Women who are pregnant 
with significant heart disease, 

congenital or acquired.

There is a three phased 
process taking place to 

identify those at highest 
clinical risk of COVID-19 as 

summarised below:

• Phase 1, already 
completed, used hospital 
data to identify patients, 

based on criteria agreed by 
the United Kingdom Chief 
Medical Officers (CMOs). 
Flags have been added to 

the relevant patient record 
in the GP system.

• Phase 2, in progress, is 
using primary care data 
extracted centrally to 

identify additional patients, 
based on the same CMOs 

criteria. These patients 
will also be flagged 

automatically in the GP 
system and your supplier 

will notify you when this is 
completed.

• Phase 3, in progress, gives 
hospital specialists and GPs 
an opportunity to add or 

subtract individual patients 
from this register; by GPs 

adding codes to their 
clinical system and hospital 
specialists completing and 
returning a template to 

NHS Digital with details of 
their additional patients. 

All clinicians (GPs and 
hospital specialists) who 
identify patients to add 

to the highest clinical list 
must also give the patient 

a letter.

Phases 2 and 3 will be 
on-going (over time) to 
allow for new at highest 
clinical risk patients to be 

identified.

Shield self  from 
others  – reduce 
all face to face 

contact and stay 
at home for 12 

weeks
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For more information:

https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-
extremely-vulnerable-persons-from-covid-19

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/20200403-
Clinician-FAQs-v_FINAL.pdf

4.0  Highest clinical risk / shielded patients
As described above, letters have been sent to patients identified as being at the highest 
risk of severe illness from COVID-19. They are advised to stay at home and avoid any face-
to-face contact for twelve weeks.

If the patient needs face-to-face assessment, they should be seen on a home visit, and not 
brought into general practice premises unless a designated site has been set up for such 
purposes.

Seeing and assessing shielded patients outside their home, in a designated site, will be 
based on clinical judgment and risk assessment.

PCNs should make provision to see risk assessed shielded patients in a designated ‘cold’ 
site. PCNs should work collaboratively to do this.

5.0  NHS 111, COVID-19 Clinical Assessment Service and GP interface
Patients with symptoms of COVID-19 are directed to NHS 111 online as a first access point for 
urgent medical concerns. If patients with symptoms of COVID-19 contact their GP practice, 
either because they are unable to speak to an NHS 111 clinician or because they have been 
advised to do so by NHS 111, they should be assessed rather than directed to NHS 111.

NHS 111 triage for patients with symptoms of COVID-19:

• Cohort 1: Severe symptoms. Urgent hospital admission, likely ambulance transfer to 
hospital.

• Cohort 2: Further clinical assessment required. Referred to COVID-19 Clinical Assessment 
Service: remote consultation by clinician. Some patients may need then further local 
assessment / follow up. When CCAS books patients into a nominal appointment slot, 
they will be informed that their practice will contact them to arrange appropriate follow 
up, as required. The local practice will continue the assessment / triage with any follow 
up based on clinical need. 

• Cohort 3: Mild symptoms, self-care advice, safety netting advice to contact NHS 111 if 
symptoms worsen. Patient’s general practice informed via post-event message. NHS 111 
clinicians may need to speak to the patient’s GP practice or the local out of hours service 
directly during or after assessment. Some patients will need input from their general 
practice team following clinical assessment through NHS 111. 
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For more information:

Leeds Breathlessness Pathway

Guidance on remote assessment of patients with symptoms of COVID-19 from the BMJ 
website.

Guidance on diagnosis, assessment and management of COVID-19 pneumonia in the 
community from the NICE website.

6.0  Requirement for face to face assessment
In certain circumstances, patients will need to be seen face to face and general practice is 
required to maintain this including to those with suspected or confirmed Covid-19. Face to 
face assessment will link to the provision of both essential routine care and urgent care. 
Any requirement for face to face assessment is the clinical decision of the local GP having 
consulted with a second GP. The decision to see face to face is ultimately made by the GP 
who will see the patient.

6.1  Considerations for face to face assessment

• Is the patient
- Reporting Covid-19 symptoms
- Housebound
- In a shielded category
- Currently known to community nursing services
- Living at home or in a care setting

6.2  The reason for the face to face assessment

• Essential routine care

• Urgent care requiring physical examination

• End of life care

6.3  Principles for face to face assessment

• All assessment and care should be delivered remotely where possible

• All non-essential routine assessment and care that can safely be deferred or delayed 
should be done so

• All opportunities to facilitate self-management with the patient / carer / family should 
be explored

• Contact time for the physical intervention must be kept to a minimum with prior 
assessment and concluding findings done remotely

• Use of PPE as per latest guidance 
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When face-to-face assessment is required, this will need to be managed either through use 
of designated sites (whether within practices or as separate locations, for example, hot and 
cold hubs) or through home visiting services.

As well as separating services for patients with symptoms of COVID-19, and for shielded 
patients, some practices may wish to separate services for patients without symptoms 
of COVID-19 into those with urgent care needs and those for essential routine care (for 
example, childhood immunisations). 

Each PCN is expected to provide services as described above within the national framework 
and the agreed principles, taking into account the local situation.

For more information:

Setting up ‘hot hub’ guidance including IPC

Latest PPE guidance is available from NHS England’s site www.england.nhs.uk/coronavirus

7.0  Home visiting
All home visit requests should be triaged in the same way as requests for ambulatory 
patients. The same principles for PPE apply, and resilience is likely only to be achieved by 
practices working together and with the neighbourhood teams.

All alternatives should be considered including deferring / delaying a non-urgent 
intervention or facilitating the patient to manage appropriate elements of routine 
essential care including the changing of dressings or recording routine observations.

The principles for face to face assessment apply equally at home or in a designated hot or 
cold site.

For more information:

Andrea Mann’s work on self-management

Orientation and Induction Checklist

Care Home Training

Community Nursing Training

6

https://71633548c5390f9d8a76-11ea5efadf29c8f7bdcc6a216b02560a.ssl.cf3.rackcdn.com/content/uploads/2020/04/v2_HOT-SITE-CORONAVIRUS-STANDARD-OPERATIONS-Leeds-GP-Confederation.pdf
http://https://www.england.nhs.uk/coronavirus/
https://71633548c5390f9d8a76-11ea5efadf29c8f7bdcc6a216b02560a.ssl.cf3.rackcdn.com/content/uploads/2020/04/Orientation-and-Induction-Checklist-Covid19-Rapid-Training-for-Community-Primary-Care-and-Care-Home-Nursing.pdf
https://71633548c5390f9d8a76-11ea5efadf29c8f7bdcc6a216b02560a.ssl.cf3.rackcdn.com/content/uploads/2020/04/Care-Home-Nursing-Covid19-Rapid-Training.pdf
https://71633548c5390f9d8a76-11ea5efadf29c8f7bdcc6a216b02560a.ssl.cf3.rackcdn.com/content/uploads/2020/04/Community-Nursing-Covid19-Rapid-Training.pdf


If you’d like more information about anything in 
this document, please contact Gaynor Connor by 
emailing Gaynor.connor1@nhs.net

mailto:Gaynor.connor1%40nhs.net?subject=

