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COVID-19 in primary care
New Zealand can draw on the experiences of health systems around the world that have been caring for COVID-19
patients in the community much longer than us. This article outlines the evidence-based processes and protocols written
by Dee Mangin for the hfam.ca website, which is the basis for the COVID-19 primary care pathway in Ontario, Canada.
The information and resources provided here can be adapted and replaced as New Zealand guidance becomes available

P

rimary care can take a variety of roles in care for
COVID-19 illness, depending on the degree to which
health system capacity is strained for those requiring
hospital care (see figure next page). In general, and in particular in New Zealand where there is good vaccine coverage, this only involves the first phase of care.
In this context, primary care involves proactive monitoring from the earliest stages of COVID-19 illness (when
almost all illness is mild to moderate). The aim of this
monitoring is to detect, as early as possible, those who
are developing hypoxia or have signs of other rapid deterioration in breathing/dyspnoea, or symptoms requiring
secondary care assessment and consideration of admission.
This approach also aims to maintain hospital capacity and
reduce nosocomial infection by managing patients who do
not need oxygen support in their homes.
Other aims are to maintain patients safely in their homes
with attention to context, such as social determinants
of health (eg, social isolation and access to food, shelter, heat and telephone), and to provide comprehensive
primary care. This care involves management of symptoms,
education, and attention to other comorbid conditions
and context, including mental health needs.
Why primary care?
Population health outcomes are best when there is strong
primary care, and COVID-19 is no exception. COVID-19 is
also core clinical business for primary care – before vaccination, more than 90 per cent of cases could be managed
without hospital admission, and primary care clinicians are
skilled at managing mild to moderate infectious disease and
in deciding when patients need hospitalisation.
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Primary care practitioners also know their patients, which
is key in bringing clinical acumen to the more concrete
aspects of monitoring. COVID-19 does not occur in isolation, and those most at risk of serious illness have comorbid
chronic physical and mental health conditions – these need
the usual nuanced management in COVID-19 illness.
What are the key aspects of primary care monitoring?
Connection with the patient as soon as there is a positive diagnosis is crucial. This aspect of care is different to
our usual approach to viral illness, where the patient presents only if they have increasing or troublesome symptoms.
With COVID-19, it is essential that contact and monitoring
be started as early as possible, as recognising deterioration
is key, and it means a clear baseline in symptoms and vital
signs can be established. It also means patient education
and safety net systems can be put in place early, and patients
will become familiar with the monitoring, self-management
and safety net processes for deterioration.
Other key aspects of monitoring include:
• A clinician who knows the patient and has access to their
regular health records, evidence-based resources to guide
monitoring, and a template for systematic monitoring
and recording.
• A systematic approach to ensure no one falls through the
cracks, and a clinic-wide team approach so all staff understand the system and their roles in it.
• Patient access to a pulse oximeter, where risk indicates
need, and information for patients on illness course, red flags,
safety netting systems and self-management strategies.
• Understanding of local access to support for basic needs
(food, shelter, communication).

Do you need to read this article?
Try this quiz
1. When assessing breathing remotely in patients
with COVID-19, the Roth score should be used.
True/False
2. Chest auscultation is necessary to determine
if COVID-19 illness is severe enough to require
hospitalisation. True/False
3. Patients with food or financial insecurity should
be considered high risk and monitored daily
during their COVID-19 illness. True/False
4. Worse outcomes occur if oral steroids are used
in mild cases of COVID-19. True/False
5. Medications such as ACE inhibitors may need
to be paused if a patient with COVID-19 has
significant dehydration. True/False

Answers on page 44
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COVID-19 in primary care

Proactive monitoring from the
earliest stages of COVID-19 illness
iStock – ljubaphoto

F

irst, some general considerations about remote assessment of COVID-19 illness. New Zealand general
practice is now familiar with virtual consultations, so
detailed aspects are not covered here.
The decision on communication modality (phone or
video) will depend on patient access, preferences and communication difficulties, such as hearing loss, which may
make video preferable.
COVID-19 monitoring can routinely be provided virtually. If in-person examination is thought to be necessary
because of concerns about illness severity, that often
means the patient needs to be transferred to the emergency
department for further assessment and to avoid delays
in escalation of treatment. Chest auscultation generally
doesn’t add value when determining if illness severity
requires hospitalisation.

Red flags in children with
COVID-19 include caregiver
concern that the child is
progressively worsening,
poor mentation, and fever
for five or more days

Before connecting

Scan the patient record for comorbidities that would place
them at higher risk of more serious COVID-19 illness,
including pregnancy, and any relevant medications (eg, immunosuppressants, medications such as ACE inhibitors or
diuretics that may need to be paused later if the patient has
significant dehydration).
Check for history of mental illness that may warrant extra
attention and support (eg, history of depression or anxiety), and any indication of precarious living circumstances.
Initial assessment

Does the patient have any indication of red flags right now
that would warrant immediate referral to the emergency
department without further assessment? For example:
• Is the patient too breathless to talk? Can you hear them
gasping on the phone? Can they speak a full sentence or
only one word at a time?
• If it is a video consultation, do they look very sick (eg,
pale, cyanotic, gasping for breath)?
• Do they have chest pain/pressure?

PHASE
1

• Hospital capacity for management of hypoxic patients
• Monitoring of early COVID-19, ongoing monitoring and management
of mild to moderate COVID-19, palliative care

Monitoring

Beyond initial set-up and triage for current red flags,
there are four main aspects to monitoring patients with
COVID-19 in primary care: risk assessment and determining monitoring frequency; assessment of current symptoms
and change from previous; assessment of current vital
signs and oxygen saturation, and changes in these from
from recent; hydration and assessment for red flags indicating the patient should be transferred to hospital for
further assessment.
When monitoring, keep in mind the usual illness course
for critically ill patients. In patients who require hospitalisation, the median time from symptom onset to dyspnoea
is five days. In patients who develop acute respiratory
distress syndrome, the median time to onset is three days
after development of dyspnoea (about eight days after
symptom onset).
However, these are medians – deterioration can occur
more rapidly, and late deterioration (close to 14 days) is also
possible, so where the patient is in their illness trajectory
should not influence your decision on need for higherlevel care.

PHASE
2

PHASE
3

• Hospital capacity at maximum
• Phase 1 + step-down care from hospital once past crisis: home oxygen,
end of courses of anticoagulants and steroids

• Hospital capacity overwhelmed
• Step-up care of acute, mild to moderate COVID-19 with oxygen and
other therapy initiation

p Figure. Potential roles of primary care, depending on the level of impact on secondary care and other services. The role of primary care is
almost universally phase 1, except when health system capacity is majorly overwhelmed

Risk stratification to determine frequency of monitoring
High risk

Average risk

Low risk2,3

• Patients with any of the context safety net flags (described in the text)
• Patients with symptom deterioration
• Any age with medical comorbidities
• Age >60

• Pregnant women
• Unvaccinated (excluding asymptomatic)
• Age 40–60 with no medical comorbidities

• No safety net flags
• Asymptomatic adults
• Age 1–39 with no medical comorbidities

Monitoring:
Daily for 14 days1

Monitoring:
Every 2 days for 7 days, then recommend
self-monitoring for an additional 7 days,
depending on progress1

Monitoring:
Consider self-monitoring only, with check-ins determined
by the patient (consider check-in at day 5–7 for children
and symptomatic adults)4

1. Adults and older children in high and average-risk categories should have a home pulse oximeter to assist monitoring, if available. Pulse oximeters are not recommended for monitoring of
younger children.
2. Any patients (adults and children) in the low-risk category with increasing symptoms should move to the high-risk category (daily monitoring, including pulse oximeter). Asymptomatic patients
should have their risk category reassessed if they develop symptoms.
3. For patients in the low-risk category with significant fatigue, consider using pulse oximetry to confirm this is not due to hypoxia.
4. Children with more prominent respiratory symptoms should be more closely monitored.
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How to treat
Risk stratification
The table outlines a starting framework for risk assessment to determine monitoring frequency. Note that this is
a guide – if your clinical judgement means you have
concerns about the patient and you feel they need more frequent monitoring, you should do so.
Unvaccinated individuals were shifted to the averagerisk category once population vaccination levels rose to
those close to the current New Zealand levels.
This decision was based on data from 12 Canadian
provinces and territories for the eligible population, 12
years or older. In a more highly vaccinated population, 0.08
per cent of fully vaccinated people became infected, and
most hospitalisations for COVID-19 occurred in unvaccinated people (tinyurl.com/PHACdata):
• Unvaccinated people aged 12 to 59 were 42 times more
likely to be hospitalised than those fully vaccinated.
• Unvaccinated people aged 60 or older were 16 times more
likely to be hospitalised than those fully vaccinated.
Context safety net flags
Consider whether any of the following mean the patient
needs extra support or to be transferred to a more secure setting for monitoring. If not transferred, such patients should
be monitored as high risk:
• is socially isolated (lives alone, unable to connect with
others through technology, little to no social network)
• lacks caregiver support, if needed (including a safe environment for care of children)
• is unable to maintain hydration (diarrhoea, vomiting,
cognitive impairment, poor fluid intake)
• has food or financial insecurity
• receives home-care support
• has challenges with health literacy or ability to understand
treatment recommendations or isolation expectations
• is unable to self-manage.
Daily monitoring template

COVID-19 is a viral illness, with COVID-19 pneumonia
the most common manifestation that can increase severity to the threshold requiring hospital admission. Keep in
mind the goal of monitoring: to detect significant deterioration as early as possible and promptly transfer, so therapies
such as oxygen and systemic steroids can be introduced as
early as possible when indicated. If the patient is subsequently found not to need admission, this is not inappropriate
judgement; it reflects a safe threshold for monitoring.
Other important goals of monitoring are to reassure
patients who do not need hospital-level care and to provide education on illness course, safety net instructions,
advice on symptom management and attention to mental
health impacts of a positive diagnosis (a positive diagnosis is
anxiety provoking for anyone, and particularly for those
who are aware they are at greater risk).
During monitoring visits, check symptoms, vital signs
and, most importantly, look for changes in these that might
suggest deterioration. Having a template in the personal
health record for standard recording is helpful, so you and
others can see this change over time easily. Monitoring also
involves checking for any red flags for hospital transfer.
The first monitoring visit is necessarily longer as the
patient’s context must be explored, education and information provided, and questions answered. Subsequent visits
are relatively quick as the patient will be used to having the
information you want from them at hand.
A typical monitoring visit covers the following:
1. Assess current symptoms (Panels 1 and 2) and change
in symptoms (better/worse/stable).
2. Ask patients to record the following vital signs until
symptoms resolve:
– once-daily temperature (blood pressure can also be
taken if the patient has access to a cuff)
– twice-daily heart rate and respiratory rate – normal paediatric ranges by age can be found at tinyurl.com/PaedHRRR
– twice-daily oxygen saturation using a pulse oximeter
(Panel 3).
3. Assess level of dyspnoea (see Panel 4 for tips on assessing dyspnoea virtually).
4. Check urine output and fluid intake.
5. Check for respiratory and other red flag symptoms.
You are looking for the familiar signs of respiratory decompensation or other signs of decompensation due to illness
that warrant prompt hospitalisation (more detail in Panel 5).
Respiratory red flag symptoms:
– severe shortness of breath at rest
– difficulty breathing
– increasing significant fatigue (reported in some patients
as a marker for hypoxemia without dyspnoea)
– blue lips or face
– haemoptysis.
Other red flag symptoms:
– cold, clammy, or pale and mottled skin
– reduced level of consciousness or new confusion; poor
mentation in children (lethargic, persistent irritability)

– little or no urine output; also poor feeding in children
– pain or pressure in the chest
– syncope
– parental or provider concern about progressively wors-

ening symptoms in children
– fever >38°C for five or more days in children (may flag
multisystem inflammatory syndrome – Panel 2).
6. Note underlying chronic disease indicating increased
risk, and monitor according to clinical need. For patients
with diabetes, increase to at least daily monitoring as
glycaemic control can be affected.
7. Assess need for regular medication changes or advice
(see detailed tips later in this article).
8. Check mental health with an awareness that patients
with a history of mental health issues may need extra
psychological support from you. Check access to food,
support or carer, financial or housing stress, and connect
with local services if indicated.
9. Assess whether the patient can still be managed at home
(see Panel 5 and consider whether a goals of care conversation is appropriate).
10. Give detailed education and management advice
(covered later).
11. Set up a time for the next follow-up – if follow-up falls
on a weekend, make plans for this.

PANEL 1
COVID-19 symptoms
u Fever and/or chills
u New onset of cough or worsening chronic cough
u Shortness of breath
u Decrease or loss of sense of taste or smell
u Fatigue/lethargy
u Myalgia
u Nausea/vomiting
u Diarrhoea
Be on the lookout for atypical symptoms in children,
people over age 70 and those living with a developmental disability. These may include delirium,
unexplained or increased falls, acute functional
decline and exacerbation of chronic conditions.
Symptoms and signs in young children may
include lethargy and/or decreased feeding, and
croup. Children have also been reported as presenting with lesions on extremities resembling chilblains/
pernio and (rarely) with a condition called multisystem inflammatory syndrome in children (Panel 2).

PANEL 2
Multisystem inflammatory syndrome
in children
MIS-C appears to be a post-infectious inflammatory
syndrome occurring in children and young people
who have had COVID-19. It occurs days to weeks
(up to eight weeks) after the initial infection. Children
with MIS-C may appear well initially but can deteriorate within hours to days. Providers should be vigilant
around the potential of MIS-C and, because deterioration is rapid, send to the emergency department
for further investigations if suspicious.
Consider MIS-C if there is history of being
COVID-19 positive (can have a delayed presentation)
or if history is very suggestive they were previously
at risk for COVID-19 (eg, previous direct contact with
a COVID-19 patient but tested negative, high rates
of community transmission).
Associated clinical features include:
u Fever for five or more days (though can be seen
with shorter time periods)
u Mucocutaneous involvement, including rash,
conjunctivitis and other features that can be seen
in Kawasaki disease
u Respiratory distress
u Cardiovascular symptoms/signs (eg, arrhythmias,
shock, increased troponin)
u Abdominal pain, diarrhoea, vomiting
u Central nervous system symptoms/signs
(eg, encephalopathy, seizures, coma)
Other helpful resources:
u The clinical characteristics and timing of MIS-C
are described in this open-access paper by Belay
and colleagues (JAMA Pediatr 2021;175[8]:837–
45): tinyurl.com/JAMA-MISC
u British Columbia Centre for Disease Control
MIS-C guidance for clinicians: tinyurl.com/BC-MISC

PANEL 3
Pulse oximeter tips
Ensuring correct use of a pulse oximeter at the first visits, when the patient
is relatively well, is key. In patients who normally have lower baseline
saturations (eg, chronic obstructive pulmonary disease [COPD]), these
initial readings are used to calibrate and individualise red flag levels.
Nail polish must be removed and the hands warmed, if necessary.
More detailed guidance for use that can be given to patients and caregivers can be found on Health Navigator (tinyurl.com/PO-adults and
tinyurl.com/PO-children).
There has been some concern about inaccurate readings in individuals
with darker skin. However, there is debate about the robustness of the
studies suggesting this, and any differences seen occur at saturation levels
much lower than would be monitored in the general practice setting.
Upon return, pulse oximeters should be cleaned with approved alcohol
wipes and then placed in storage, ordered by return date. Public health
advice suggests this cleaning, plus a 24-hour “rest period” before reallocating, protects those handling the devices. When loaning to patients,
always check the battery before sending out again.

PANEL 4
Tips for assessing breathing remotely
1. Do not use the Roth score (for more detail, go to tinyurl.com/NoRoth).
2. Ask the patient (or caregiver) to describe the problem with their

breathing in their own words, and assess the ease and comfort of their
speech. Ask open-ended questions, such as: “How is your breathing
today?” Listen to whether the patient can complete their sentences.
3. Then, specifically check symptoms:
– “Are you so breathless that you can’t speak more than a few words?”
– “Are you so breathless that you need to pause when eating?”
– “Are you breathing harder or faster than usual when doing nothing at all?”
– “Are you so ill that you’ve stopped doing all of your usual daily activities?”
4. Focus on change. A clear story of deterioration is more important than
whether the patient currently feels short of breath. Ask questions such as:
– “Is your breathing faster, slower or the same as normal?”
– “What could you do yesterday that you can’t do today?”
– “What makes you breathless now that didn’t do so yesterday?”
5. Interpret the breathlessness in the context of the wider history and
physical signs. For example, a new, audible wheeze and a verbal report of
blueness of the lips in a breathless patient are concerning. Also engage
caregiver reports of work of breathing and colour.
6. A video examination, if available, can add key details such as whether
the patient is blue, the extent of respiratory effort and the opportunity to
directly count the respiratory rate.
For more information, refer to the 2020 paper by Greenhalgh and
colleagues: bmj.com/content/368/bmj.m1182

PANEL 5
When to refer to the emergency department
Patients should be transferred promptly to the ED if they show signs of
respiratory or other system decompensation due to infection. As decompensation can occur rapidly, a cautious approach is best. While the need
for admission is usually very clear, it is better to refer early someone not
requiring admission than to delay someone who does. Consider emergent
transfer to ED (unless not congruent with goals of care) if:
u Heart rate is >110 beats per minute, oxygen saturation is consistently
≤92 per cent or there is a change of 3 per cent over a short period,
respiratory rate is >24 breaths per minute
u Severe shortness of breath at rest (eg, ≥30 breaths per minute despite
normal oxygen saturation)
u Difficulty in breathing (work of breathing)
u Reducing oxygen saturation
u Pain or pressure in chest
u Decreased oral intake or urine output (dehydrated, needing IV fluids)
u Cold, clammy or pale mottled skin
u New onset of confusion, becoming difficult to rouse, syncope
u Blue lips or face
u Any history of coughing up blood
u Symptoms indicating severe illness or significant/rapid deterioration
(eg, markedly increased fatigue if oxygen saturation not available).
The patient’s risk factors for more severe illness should be considered
when making the decision to refer to the ED: age (>65), comorbidities, immunocompromised, higher frailty score. In addition, inability to self-isolate
or lack of support at home may be other reasons to consider ED referral.
For children, indications to send for paediatric
emergency physician assessment
u Dehydration – signs and symptoms of dehydration, poor fluid intake or
feeding, significant losses (vomiting, diarrhoea), decreased urine output
u Respiratory distress/dyspnoea – tachypnoea, grunting, nasal flaring,
abdominal breathing, tracheal tug, decreased air entry
u Poor mentation – lethargic, persistent irritability
u Concerning vital signs (normal ranges: tinyurl.com/Paed-HR-RR)
u Caregiver or provider concern that child is progressively worsening
u Fever for five or more days – warrants the consideration of Kawasaki
disease/MIS-C up to eight weeks from onset of COVID-19 illness
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COVID-19 in primary care

Evidence-based management of mild
to moderate COVID-19 in the community

T

Ivermectin – there is no convincing evidence for benefit on mortality, need for invasive mechanical ventilation,
hospital admission, duration of hospitalisation or time to
viral clearance.4
Oral steroids – should not be used in ambulant community-dwelling primary care patients. A meta-analysis
shows the evidence for benefit is only in patients requiring
oxygen. There is evidence that if used in milder cases (not
requiring oxygen), mortality is increased.5
Think: COVID-19 is not like a COPD exacerbation.

here are four main aspects of managing mild to moderate COVID-19 in the community: patient advice
and education on illness course (including red flag
symptoms and timing); comfort medications and non-pharmacological comfort and hydration measures; management
of comorbidities and other medications; and safety netting
around red flag symptoms, and who and when to call.
Patient advice and education

Set expectations – similar to influenza, COVID-19 most
often has a longer recovery time than “a virus”. Explain
that the typical symptoms are cough, fever and fatigue, but
they may also have breathlessness, muscle aches, sore
throat, headache, and loss of sense of smell and/or taste.
Rest – fatigue is often a marker for hypoxia, and experience
with more unwell patients tells us increased mechanical
work of breathing may lead to increased lung damage, so
it makes sense not to do anything that triggers dyspnoea/
tachycardia. If patients have pulse oximeters, they can measure oxygen saturation after different activities, which is a
way to reinforce this message.
Change position to aid breathing – prone lying is used
for inpatients, and while there is currently no evidence for
outpatients, it makes sense to change positions to move
secretions and change mechanical work of breathing and
improve comfort.
Hydrate – give advice to ensure adequate hydration.
Next steps – give clear guidance on who to contact if
symptoms (eg, breathlessness) get worse. For example,
give the patient a self-monitoring checklist with a plan for
deterioration, as well as details about the contact process.
Call 111 if:
• you have severe trouble breathing or severe chest pain
• you are very confused or not thinking clearly
• you pass out (lose consciousness).
Call the clinic* if:
• you have new or worse trouble breathing
• your symptoms are getting worse
• you start getting better and then get worse
• you have severe dehydration, such as having a very dry
mouth, passing only a little urine, feeling very light-headed
• your oxygen saturation (for those with pulse oximeters), after rechecking, is below the level acceptable for you
or if it changes by 3 per cent since the previous day – the
care team will advise on acceptable levels, but generally, an
oxygen saturation of 93 per cent or greater is acceptable.
* If you don’t provide 24-hour cover, make sure instructions for evenings and weekends are clear. A formal back-up
arrangement is essential for those being actively monitored
in the high-risk group.
More information – email or direct patients to the latest information on self-isolation or caring for someone
with COVID-19, such as Health Navigator (tinyurl.com/
HN-COVIDcare, which includes information for caregivers of children) and Unite against COVID-19 (tinyurl.com/
Gov-COVIDcare). For those without access to email or
internet, provide hard copies of useful resources.
A PDF providing information on illness course, breathing, red flags and pulse oximetry can be given to patients
(tinyurl.com/COVIDPatientInfo).

What about existing medications?

(tinyurl.com/HFAM-Resp).

Conclusion

Inhaled corticosteroids – there was initial uncertainty about the potential benefits and harms of ICS. A new,
large randomised controlled trial in primary care patients
at risk of more serious illness suggests ICS (budesonide
was studied) could shorten the time to first self-reported
recovery by an estimated median of 2.9 days (11.8 days in
the ICS group versus 14.7 days in the usual care group).
For the outcome of hospital admission or death, the trial did
not achieve the superiority threshold for ICS versus usual
care.6 There are meta-analyses under way that will help
answer this question.
On the basis of these data, it seems reasonable to consider ICS use for early COVID-19 in patients similar to the
trial population group (aged ≥65 with ongoing symptoms
from COVID-19, or aged ≥50 with specific comorbidities
– ie, the high-risk group) who are interested in using them
(only 80 per cent of participants in the trial ICS group used
them for at least a week).7
Analyses in this trial do not provide any pointers to who
is most likely to benefit. Importantly, these trial data do
not support use in younger populations who are at lower
risk of complications (aged <65 with no comorbidities or
anyone aged <50).
Further, because vaccination was uncommon in trial participants, an important question is what effect would be
seen in fully vaccinated people, who have a different illness
severity and trajectory.
Paracetamol – is a safer
medication for symptoms
than NSAIDs. This is not
Opportunistically get a baseline
specific to COVID-19, but
oxygen saturation reading for any
NSAIDs increase cardiopatients likely to have chronically
vascular risk in any viral
reduced saturations
illness (tinyurl.com/HFAMNSAIDs).
Other comfort remedies – for which there is evidence
for benefit in relieving viral illness symptoms, can be used
as usual (eg, honey for sore throat).
Other medications – are becoming available for treatment
of high-risk groups (eg, monoclonal antibodies and other
antiviral agents). It will be important to watch for emerging evidence on these, as well as licensing for use in New
Zealand, to determine their role in evidence-based primary care management.
Note: this information is updated on hfam.ca as new
evidence on management and treatments emerges. It can
be found by checking the updates tab (hfam.ca/clinicalpathways-and-evidence/updates).

As with most viral illnesses, there are few medications
useful in outpatient treatment, and treatment options
suggested on social media early in the pandemic have not
been supported by evidence. As with all illnesses, a calm
evidence-based approach to management is key, and, above
all, avoiding harm, which includes avoiding unsupported
treatments. There is now clearer evidence around many
of the treatments initially suggested for COVID-19, and this
evidence base is constantly growing.
It has been established that the following medications
are not indicated for community COVID-19 care:
Hydroxychloroquine – should not be used. Recent
studies indicate there is no evidence for benefit from
azithromycin,1 hydroxychloroquine or the combination2
in outpatient management of COVID-19, in terms of time
to recovery or risk of hospitalisation.
Antibiotics – should only be used if concomitant bacterial infection is suspected (in our experience, this is rare and
presents as late deterioration) and the patient can be safely managed in the community. Usual antibiotic guidelines
should be followed for uncomplicated or complicated bacterial pneumonia. Studies indicate there is no evidence for
benefit from routine use of azithromycin1 or doxycycline3
(not surprising in a viral pneumonia).
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Practicalities – what to do now to get ready

Familiarise yourself with your COVID-19 pathway, roles
and responsibilities, and consider how you will connect
with patients as early as possible in their illness trajectory
and then systematically monitor them. Do you have a personal health record template ready to allow you to easily
track change over time (eg, tinyurl.com/eChart-example)?
Develop a method such as a clinic register to track all
currently active patients and ensure all scheduled monitoring appointments are completed. How will weekend
monitoring be ensured when required?
Do a “walk through” of the scenario of monitoring a patient, including the roles different team members will take.
For example, it is good if one or, ideally, two people (so there
is built-in backup) take responsibility for holding a register of currently active patients and ensuring all follow-up
visits are completed. How will positive patients be added
to that register?
Engage the whole team – for example, reception staff need
to know that if one of the actively monitored patients calls
for advice outside their scheduled appointment time, they
need to be promptly put through to a clinical team member
(a crucial aspect of safety netting).
If you have capacity to do so now, try to clear your existing and near-future preventive and routine care activities
that require in-person attendance, in case pressure on care
means these get delayed. This includes routine blood test
monitoring for chronic conditions, as increased community COVID-19 prevalence has substantial knock-on effects
on availability of routine laboratory tests.
Where possible, opportunistically get a baseline oxygen
saturation reading for any patients likely to have chronically reduced saturations (eg, COPD) and record it in the chart.
This is very helpful when calibrating monitoring targets if
they become unwell with COVID-19.
Act local – as well as your clinic team, the wider community team is also important. Models of care provision will
depend on integration with other providers contributing
to the COVID-19 response, in particular, public health and
community organisations and volunteers. Is there a secondary care team or specialist service that is the designated local
“who to call” resource for urgent advice? Do you know how
to access them?
Effective local response means working together, with
good communication, to provide the most efficient care.
This ensures no one falls through the cracks of medical
or social care, and it avoids duplication, given the human
resource pressures COVID-19 puts on the health system. Think about key local stakeholders and resources to
connect with now.
How will aspects of keeping patients safely in their
homes be managed (eg, food security)? Where will patients be quickly transferred and cared for if their home
environment is not suitable or stable? What local palliative
services are available for frail patients who would not benefit from escalated care, which could enable them to die close
to loved ones (eg, home oxygen providers, local palliative
care teams)?

Possibly helpful medications

Medications not indicated

younger children as these are difficult to use in an unwell
child, are unreliable and may distract from other aspects
of assessment.

• Medications for COPD and asthma should be continued
• ACE inhibitors and angiotensin II receptor blockers ap-

pear safe to continue in COVID-19 despite early concerns
(tinyurl.com/HFAM-ACE-ARB).
• If the patient is at risk of dehydration (eg, diarrhoea),
think of their risk for acute kidney injury if they are taking
medications such as an ACE inhibitor or ARB plus a diuretic
plus aspirin – these may need pausing to avoid AKI, which
is a significant feature of more severe COVID-19 illness
(see detailed advice about common medications that may
need to be paused at tinyurl.com/SADMANS).
• If the patient is on immunosuppressant medications, consult with the relevant specialist – they may need pausing.
Paediatric considerations

For children with COVID-19, approach care as you would
for any viral illness – by screening for signs and symptoms
of an unstable child. Video would be preferable to phone
assessment if this is possible.
While adults and older children in average and highrisk categories should have a home pulse oximeter to
assist monitoring, if available, paediatric experts recommend against specialist pulse oximeters for monitoring of

Population health outcomes are better when primary care
is strongest, and COVID-19 is no exception. The generalist person-focused approach of primary care is essential
in providing excellent care for those patients who do not
need hospitalisation, and experienced clinical judgement
in determining those who do. Primary care has wide
reach across the community, and distribution of patients across providers means capacity is unlikely to be
overwhelmed.
The value of familiarity in unfamiliar times cannot be
underestimated either – being monitored by a known and
trusted team is very reassuring, and knowledge of the patient and their situation facilitates attention to the physical,
mental and psychological aspects of the care needed. n
The references for this article are available with
the online version on nzdoctor.co.nz

Quiz answers
1. False 2. False 3. True 4. True 5. True

