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Introduction

Evolving Quickly

The coronavirus pandemic is quickly unfolding around us and here at @RCEMLearning we have collated 
experience from the team and two excellent blog sites, St.Emlyn’s and Don’t Forget the Bubbles, to keep you 
up to speed on how to care for your patients, yourselves and your teams during this time. We are really 
grateful that both teams have collaborated with us to publish some of their content here. They have lots more 
on their individual websites and we strongly encourage you to give them a browse.

We know it is likely that some of our non-EM colleagues will be asked to do clinical procedures they’re not 
used to – and we hope some of these resources will help them, as well as making sure we don’t reinvent the 
wheel. 

The situation is evolving quickly, and we will do our best to keep this page updated – but we don’t know how 
events are going to unfold. Always make sure you read this in conjunction with the PHE and your hospital’s 
advice, as well as some consideration for what “type of resource” this is – i.e. critically appraise everything 
you read. If you have any resources that you’re willing to share, please email us, or post on twitter with the 
#rcemcovid hashtag so that we can find it! 

The update list was growing so much we’ve moved it into a second document – check what’s changed since 
you last visited here. 

https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://www.rcemlearning.co.uk/foamed/rcemlearning-coronavirus-covid19-tips-and-resources/
https://twitter.com/RCEMLearning
https://twitter.com/RCEMLearning
https://www.stemlynsblog.org/
https://www.stemlynsblog.org/
https://dontforgetthebubbles.com/
https://dontforgetthebubbles.com/
https://docs.google.com/document/d/12q4mkm96RBGcP1zCX0d8c5gYrkl5XWyMcQXPqXo4Qb4/edit?usp=sharing
https://docs.google.com/document/d/12q4mkm96RBGcP1zCX0d8c5gYrkl5XWyMcQXPqXo4Qb4/edit?usp=sharing
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Breathing Assessment

LOOK FOR CLUES 
For a full reminder, look at this RCEMLearning article. For the #rcemcovid just in time 
update, read what Nikki has to say. 

Remember, if the chest exam is normal, there still might be covid chest, or it might 
mean a non physiological cause – there will be a lot of anxiety. The Cambridge 
Breathless Intervention Service has lots of leaflets pre-prepared that might help, and 
some similar here

The current climate suggests that we are going to be spending a fair bit of our time assessing people’s 
respiratory status. So here at RCEMLearning we thought it would be a good time to brush up on our chest 
assessment. This may include things you do already, probably everyday, but here are a few tips and tricks 
about my approach which hopefully you can learn from. Feel free to comment below so that we can all learn 
from each other.

The first thing is to take in the initial picture. Experienced clinicians do this automatically, but you will 
remember in medical school they told us to “look around the bed”.

Look for clues like: Is the patient already on oxygen? If so, how much? Nebs? Inhalers? Cigarettes coming 
out of their pockets?

Then look at the patient. Any immediate signs that there is an underlying or larger problem. This will include:

• Cyanosis: central and peripheral

• Oedema: think heart failure

• Pallor

• Signs of liver failure

• Hands for clubbing, tremor, cigarette stains

• Work of breathing: is it increased? Are they tripoding? this is a bad bad sign

The above two things take seconds and most of the time you won’t realise you are doing it, much like driving. 
I like to multi-task having a look with feeling the radial pulse, but find your own time to do this. The other place 
to look for clues are the observations: don’t forget to check them (when I do, our excellent nurses will always 
prod me if they are worth looking at). Don’t forget to speak to the patient, not only because it is polite but it is 
also a chance to see how they are completing sentences. Then move on to the chest itself. Take note of chest 
movement: is it equal throughout? Is the chest rising and falling adequately? Does the patient look like they 
are tiring? Have a listen for air entry, is it good and the same throughout? Any added sounds like wheezes or 
crackles? There have been some questions about whether auscultation is worth the risk of stethoscope 
contamination, I'll let you make up your mind, but if you’re listening for a differential, crack on.

https://www.rcemlearning.co.uk/reference/breathlessness/
https://www.rcemlearning.co.uk/reference/breathlessness/
https://www.cuh.nhs.uk/breathlessness-intervention-service-bis
https://www.cuh.nhs.uk/breathlessness-intervention-service-bis
https://www.cuh.nhs.uk/breathlessness-intervention-service-bis
https://www.cuh.nhs.uk/breathlessness-intervention-service-bis
https://twitter.com/Dr_Jo_Ashcroft/status/1245394435258617858?s=09
https://twitter.com/Dr_Jo_Ashcroft/status/1245394435258617858?s=09


Percuss for any hyperresonance (?pneumothorax) or dull areas (?fluid). Feel for the trachea, is it central, and 
also have a little feel for lymph nodes in the neck. Before you move away from the patient, look at the ankles 
and sacrum for oedema and feel the calves for tenderness. It is likely that if the patient is unwell you will order 
a CXR, which we have covered in another section. You may (or may not) need to do blood gasses too, but we 
will talk about that another time.

In summary:

Look for clues around the patient and from the end of the bed – Speak to the patient – Check their obs – 
Auscultate, feel and percuss – Add in any extra tests as needed.

What next?

After your chest assessment is complete you then need to create a plan. Your plan will probably be one of: – 
Do nothing – their obs are normal, and everything seems OK. – Give some treatment – oxygen to keep 
saturations OK, maybe some nebulisers (no-longer considered aerosol generating!) if there’s a wheeze, or 
some furosemide if they’re overloaded. High flow oxygen should generally be avoided. If you suspect a 
bacterial pneumonia, don’t forget antibiotics. If you’re suspecting COVID-19, supportive treatment is likely all 
you can do. – Get help – if your patient is really really unwell, contact your “senior” support.
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NON-INVASIVE 
VENTILATION: 
WHEN, HOW & 
SHOULD YOU?
Author: Michelle Tipping



Non-invasive ventilation (NIV) can seem daunting to 
those who are not used to it. It is a therapeutic 
intervention overwhelmed with confusing 
abbreviations and lots of seemingly complex 
underlying physiology. However, in reality it is a really 
useful & simple tool that clinicians can instigate to 
make a major impact on stabilising a sick patient with 
respiratory failure. This guide is not intended for 
those who are experienced ITU types, however, if 
you are one of the millions of front-line staff looking 
to help during our latest respiratory pandemic with 
little experience in the use of NIV please read on. 
Please note; this guide does not include use of NIV 
in our paediatric population. 
The Basics When to

Before we get started, it is important to know when 
NIV may help. In simple terms NIV is a method of 
delivering oxygen to the lungs using pressure to 
reduce the amount of work the patient has to do to 
breathe. Therapeutically it sits between a simple 
facemask (the old non-rebreather by every hospital 
bed) and full intubation. It is delivered by a tightly 
fitting face mask which can induce claustrophobia 
and panic in the calmest of individuals so remember, 
even if you feel the same about setting it up, the 
patient needs you to seem calm, so, take a deep 
breath and read on. There’s some tips on how to 
avoid panic in your patient on #rcemblogs – explain 
what you are doing, take it slowly, and give the 
patient control. NIV can be used in a wide range of 
settings. If you are reading this today it is likely that 

you are considering its use with Covid-19. However, 
we will be seeing many patients with normal 
underlying lung diseases (COPD, bronchiectasis, 
pneumonia) during this time who may benefit from 
NIV just as they would in normal circumstances 
(despite having a super-added viral infection). 
Essentially NIV is really useful when patients are 
struggling to absorb enough oxygen (Type I 
respiratory failure) OR when you can’t get enough 
oxygen in and carbon dioxide out (Type II respiratory 
failure). Although research is still limited, initial 
reports from the Covid front-line suggest that the 
pliability of the lungs is preserved so NIV may be 
very useful in the combined situation. Relevant 
examples of Type I include pneumonia and acute 
respiratory distress syndrome (ARDS) and Type II 
include COPD. These pathologies will form the 
biggest extent of our work load during the Covid-19 
epidemic and we should expect to see many patients 
with a mixed respiratory picture.

The indications for NIV are well documented but 
essentially include: pH <7.35 pCO2 >6.5 RR >23 
Failure of medical therapy, Incl: steroids, nebulisers, 
controlled O2

These figures should be taken from an arterial blood 
gas (ideally with local anaesthetic!) not a point of 
care venous blood gas! There are a few absolute 
contraindications to the use of NIV that we should all 
be aware of: Facial Burns Fixed upper airway 
obstruction Facial deformity (mask won’t fit) 
Pneumothorax Respiratory Arrest The relative 
contraindications will be discussed in the last section: 
“should you?”.

TAKE A DEEP BREATH 
AND READ ON
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This was going to be the topic of our next 
#rcemblogs blog – we haven’t had time to 
collate all of your responses yet, but 
please accept this guide instead. There’s a 
summary of some of the infection control 
precautions from the BTS here.

Non-invasive ventilation: when, how & should 

https://twitter.com/hashtag/rcemblogs?src=hashtag_click
https://twitter.com/hashtag/rcemblogs?src=hashtag_click
https://www.rcemlearning.org/modules/arterial-blood-gas-analysis/
https://www.rcemlearning.org/modules/arterial-blood-gas-analysis/
https://www.rcemlearning.org/modules/arterial-blood-gas-analysis/
https://www.rcemlearning.org/modules/arterial-blood-gas-analysis/
https://www.brit-thoracic.org.uk/media/455095/advice-on-acute-niv-technical-aspects-final-16-march-2020.pdf
https://www.brit-thoracic.org.uk/media/455095/advice-on-acute-niv-technical-aspects-final-16-march-2020.pdf


How to

Before you get started fitting a patient for NIV it is 
important to understand some basic physiology and 
what you are trying to achieve. (Yes, I’m going to try 
& explain some of those annoying abbreviations!) 
Firstly, there are 2 types of NIV: CPAP (continuous 
positive airways pressure) and BiPAP (bilevel 
positive airways pressure). Essentially most patients 
who utilise NIV at home for conditions like sleep 
apnoea will have a CPAP machine as they are more 
portable. Hospital settings tend to utilise BiPAP. 
BiPAP is generally better tolerated and is the ‘go-to’ 
for most emergency departments when starting NIV. 
BiPAP delivers a couple of things that can make it 
more useful than CPAP… 1. You can set a breathing 
rate although not enough to take over breathing 
altogether, it can encourage a better rate. 2. You set 
the machine to deliver 2 pressures; one for 
inspiration (known as IPAP inspiratory positive 
airways pressure) and one for expiration (EPAP 
expiratory positive airways pressure). By having a 
lower positive pressure during expiration patients 
find it more comfortable than CPAP where they have 
to exhale against a high pressure system.

By constantly delivering some form of pressure 
(CPAP or BiPAP) then when a patient exhales the 
alveoli don’t completely collapse. This is obviously 
more energy efficient than try to open up closed 
airways and means oxygen delivery starts earlier 
because the airway is already open during 
inhalation…creating a win-win situation! There are 
lots of different machines on the market, but they are 
all essentially the same. Standard starting pressures 
for BiPAP are: IPAP 8-10 mmHg EPAP- 2-4 mmHg 
Once the patient is undergoing therapy the settings 
can be altered to optimise ventilation.

It is recommended that the patient has a repeat 
blood gas after an hour to check response to therapy 
aiming for sats of 88-92%in COPD and 94% in the 
otherwise well with resolution of hypercarbia. It 
should also be repeated an hour after any change in 
settings and after 3 & 12 hours of treatment. There’s 
a little bit of an art too it, but generally, if PO2 still low 
turn up O2 and / or turn up EPAP 2-3 cmH2O a time 
to max of 12cmh2o consider increasing IPAP to a 
max if 20cmh20 if estimated volumes are less than 
estimated for patients size (then expert discussion). 

If PO2 high turn down O2, and then turn down EPAP. 
If CO2 high consider increasing ventilatory rate and 
then turn up the IPAP to increase the ventilatory 
volume delivered. Increase the IPAP in steps of 2-3 
cmh2o to avoid sensation of sudden change in 

pressure and improve tolerance to increases and be 
prepared to increase pressures to max of 20 in steps 
every 5mins. The rough aim is a volume of 5-7ml/kg 
of ideal body weight. So for your average 70kg 
person (!!), 350 – 490ml volume.

It is also possible to run nebulised drugs through the 
NIV circuit and you can give positive suggestions, as 
well as a light sedative (0.25mg lorazepam) to aid 
tolerance if your patient is agitated. Good resources 
to help with the simple mechanics of setting up NIV 
& how it works can be found here: EM3FOAMed 
#EM3 CLAHRC NWL ICU Advantage OME Twitter 
video .The second video above raises some other 
important points regarding good explanation to 
patients of what you are trying to achieve and the 
limits of NIV – before starting NIV it is important to 
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https://youtu.be/92KWLX20gK4
https://youtu.be/92KWLX20gK4
https://youtu.be/92KWLX20gK4
https://youtu.be/92KWLX20gK4
https://youtu.be/XTKn6-0A5Ls
https://youtu.be/XTKn6-0A5Ls
https://youtu.be/Te0WLR71HwA
https://youtu.be/Te0WLR71HwA
http://ehttp//www.oxfordmedicaleducation.com/clinical-skills/procedures/starting-niv/
http://ehttp//www.oxfordmedicaleducation.com/clinical-skills/procedures/starting-niv/
https://twitter.com/1Alexthomas/status/1240746017085165571?s=09
https://twitter.com/1Alexthomas/status/1240746017085165571?s=09
https://twitter.com/1Alexthomas/status/1240746017085165571?s=09
https://twitter.com/1Alexthomas/status/1240746017085165571?s=09


have ceilings of treatment in place. i.e. should it fail 
or the patient start to deteriorate what would you do 
next? Is the patient a suitable candidate for invasive 
mechanical ventilation?

Should you?

NIV has most definitely proven its worth over the 
past 20 years in everyday respiratory challenges 
such as COPD. It is recommended by the British 
Thoracic Society in most situations. Its use in 
isolated ARDS remains controversial but it will likely 
be of benefit to those with underlying respiratory 
physiology. Physicians should be aware that it is not 
a ‘quick fix’ therapy and we would expect patients on 
NIV to need ongoing support for several days 
including a weaning period. Reports from Italy are 
also indicating the period of respiratory support 
required is longer than normal in Covid-19 which 
puts a bigger drain on resources.

There are some standard relative contraindications 
to be aware of: 

pH <7.15 pH <7.25 with additional adverse features 
GCS < 8 Confusion/agitation Cognitive impairment.

If any of these features are present, then the use of 
NIV should be discussed with a senior doctor 
proficient in its use (ITU/HDU consultants / 
respiratory consultants / ED consultants), as 
intubation may be preferable. One of the problems 
with NIV is leaking of the masks and aerosolization 
of any pathogen increasing the risk of infection to 
those administering care or in the near vicinity 
(known as an aerosol generating procedure AGP). 
This has been raised as a concern in lots of the 
current literature regarding treatment of potential and 
confirmed Covid-19 patients. The official advice from 
Public Health England currently stands as follows:
Full page version here.The bottom line: If you do not 
have the resources to isolate your patient and 
protect yourself and others then this is not a modality 
you should be using to treat Covid-19 patients, 
although we accept CPAP may be a useful bridging 
tool before intubation. CPAP and NIV hacks here 
and here. HEPA

References & Useful Resources 

1.Simon Carley (2020) St.Emlyn’s Covid 19 Podcast 
from Italy with Roberto Cosentini 

2.British Thoracic Guidelines (2016) BTS/ICS 
Guideline for the Ventilatory management of Acute 
Hypercapnic Failure in Adults 

3.Josh Farkas (March 2020) COVID-19 EMCrit 
4.Public Health England (March V1 2020) Covid-19 

Guidance for infection prevention and control in 
healthcare settings.
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https://drive.google.com/open?id=1ayqpopCffC6KBWItexfjEu_Jh3dJdMLG
https://drive.google.com/open?id=1ayqpopCffC6KBWItexfjEu_Jh3dJdMLG
https://www.ficm.ac.uk/news-events-education/news/letter-regarding-use-continuous-positive-airway-pressure-cpap-covid-19
https://www.ficm.ac.uk/news-events-education/news/letter-regarding-use-continuous-positive-airway-pressure-cpap-covid-19
https://www.ficm.ac.uk/news-events-education/news/letter-regarding-use-continuous-positive-airway-pressure-cpap-covid-19
https://www.ficm.ac.uk/news-events-education/news/letter-regarding-use-continuous-positive-airway-pressure-cpap-covid-19
https://twitter.com/GellandMD/status/1240833089279934465?s=09
https://twitter.com/GellandMD/status/1240833089279934465?s=09
https://twitter.com/mr_astvad/status/1240618462801731584?s=09
https://twitter.com/mr_astvad/status/1240618462801731584?s=09
https://podcasts.apple.com/gb/podcast/the-st-emlyns-virtual-hospital-podcast/id547326956?i=1000468387641
https://podcasts.apple.com/gb/podcast/the-st-emlyns-virtual-hospital-podcast/id547326956?i=1000468387641
https://podcasts.apple.com/gb/podcast/the-st-emlyns-virtual-hospital-podcast/id547326956?i=1000468387641
https://podcasts.apple.com/gb/podcast/the-st-emlyns-virtual-hospital-podcast/id547326956?i=1000468387641
https://www.brit-thoracic.org.uk/document-library/guidelines/niv/btsics-guideline-for-the-ventilatory-management-of-acute-hypercapnic-respiratory-failure-in-adults/
https://www.brit-thoracic.org.uk/document-library/guidelines/niv/btsics-guideline-for-the-ventilatory-management-of-acute-hypercapnic-respiratory-failure-in-adults/
https://www.brit-thoracic.org.uk/document-library/guidelines/niv/btsics-guideline-for-the-ventilatory-management-of-acute-hypercapnic-respiratory-failure-in-adults/
https://www.brit-thoracic.org.uk/document-library/guidelines/niv/btsics-guideline-for-the-ventilatory-management-of-acute-hypercapnic-respiratory-failure-in-adults/
https://emcrit.org/ibcc/covid19/#noninvasive_ventilation_(BiPAP
https://emcrit.org/ibcc/covid19/#noninvasive_ventilation_(BiPAP
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf
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Early reports suggest that most of the 
intubations will not be happening in ED, 
but on the wards, and as much as 
possible, ITU / anesthetics will be 
performing intubations.

ITU, Intubation & Proning

If you want to delay the tube – listen to this 
podcast, and think about an awake 
intubation. It’s a high risk aerosol generating 
procedure, so the most experienced 
operator should do it to maximise first pass 
success, although most of the patients seem 
to be cardiovascularly stable. Make sure 
intubations are logged for research here.

Drawing up all the drugs needed won’t be 
familiar to everyone – crib sheets here.

If you need a reminder of basic airway 
management, look here. 

There’s a video of how to intubate a ?
COVID patient here, with an instructive blog 
from first10EM, and although at first glance 
these “tips for orthopaedic surgeons” may 
seem flippant… they remind us that 
speaking people’s language matters. If you 
do end up intubating someone, do consider 
your situational awareness. Situational 
Awareness in COVID Intubation – a 5 
minute video that might make you think 
about critical care RSI as a team sport.

If you need a reminder of basic airway 
management, look here. 

Intubation Prep Tips and Checklists

• Create intubation packs. You need an HME filter on 
all your bag valve masks.

• Rapid intubation team – to give a backup 2nd 
opinion for ceiling of care and DNAR decisions to 
the ED senior. Avoids lots of difficult 
communications, bleeps, trying to get hold of 
people etc. And then, where appropriate, to 
intubate. Briskly. Why not to disconnect 
experiment.

• Think about taping circuits together to prevent 
accidental disconnection – reviewed by EM Crit 
here.

• Have a respiratory precautions intubation checklist: 
Faculty of Intensive Care Checklist – in my view, 
the only one you need Royal London Hospital 
Checklist – useful. EM Updates Checklist – does it 
emphasise PPE enough? EM Crit Oldham 
Checklist – I like the way it splits clearly into 
outside the room, and inside the room. Safe Airway 
Checklist Chris Hicks twitter thread and latest 
checklist- suspect more links coming Collection of 
checklists Twitter checklist. Used in anger 
checklist.

We also need to think about intubation in cardiac 
arrest. PPE will be needed – think about who to get it 
on first – the senior person might be sensible. 
Consider compression only CPR and how you will 
mimimise post arrest cleaning. Video here and resus 
council flow chart here. Capnography? The hats and 
caps might help!

Anaesthesia guidelines are here. 

Australia airway guidelines here.

https://twitter.com/broomedocs/status/1245332755912617985?s=09
https://twitter.com/broomedocs/status/1245332755912617985?s=09
https://twitter.com/broomedocs/status/1245332755912617985?s=09
https://twitter.com/broomedocs/status/1245332755912617985?s=09
https://twitter.com/AnaesthesiaABC/status/1243456042392064001?s=09
https://twitter.com/AnaesthesiaABC/status/1243456042392064001?s=09
https://intubatecovid.knack.com/registry#add-intubation/
https://intubatecovid.knack.com/registry#add-intubation/
https://twitter.com/jplomas/status/1242536813480357890
https://twitter.com/jplomas/status/1242536813480357890
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://twitter.com/ExternalJugular/status/1239968702348398597?s=09
https://twitter.com/ExternalJugular/status/1239968702348398597?s=09
https://first10em.com/covid-resuscitation-principles/
https://first10em.com/covid-resuscitation-principles/
https://first10em.com/covid-resuscitation-principles/
https://first10em.com/covid-resuscitation-principles/
https://twitter.com/steveduckett/status/1241316786861150208
https://twitter.com/steveduckett/status/1241316786861150208
https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://t.co/iUBUmb5AHq
https://t.co/iUBUmb5AHq
https://t.co/iUBUmb5AHq
https://t.co/iUBUmb5AHq
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://www.rcemlearning.co.uk/reference/basic-airway-management/
https://emcrit.org/emcrit/covid19-intubation-packs-and-preoxygenation-for-intubation/
https://emcrit.org/emcrit/covid19-intubation-packs-and-preoxygenation-for-intubation/
https://twitter.com/NicholasChrimes/status/1242755218325950465?s=09
https://twitter.com/NicholasChrimes/status/1242755218325950465?s=09
https://twitter.com/pbeaumon57/status/1238928522036547584
https://twitter.com/pbeaumon57/status/1238928522036547584
https://emcrit.org/emcrit/still-more-covid19-airway-cardiac-arrest/
https://emcrit.org/emcrit/still-more-covid19-airway-cardiac-arrest/
https://emcrit.org/emcrit/still-more-covid19-airway-cardiac-arrest/
https://emcrit.org/emcrit/still-more-covid19-airway-cardiac-arrest/
https://icmanaesthesiacovid-19.org/s/COVID-19_Airway-short.pdf
https://icmanaesthesiacovid-19.org/s/COVID-19_Airway-short.pdf
https://twitter.com/DrJEMcK/status/1238898318731808773
https://twitter.com/DrJEMcK/status/1238898318731808773
https://twitter.com/DrJEMcK/status/1238898318731808773
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ICU Trouble Shooting

When do ITU need to review your patient? One guide here. You may get deployed to intensive care. It might be 
that not all your tasks will be clinical – doctors will still need to do admin tasks like requesting CTs! The Nursing 
handbook for ITU has been made free here. What’s lung protective ventilation? Look at this ALIEM guide here, 
and a summary of what people in ITU are finding here (tweet here).

Non ITU staffed may end up rounding on the most well patients, highlighting problems to ITU clinicians. If you’re 
looking at setting up vasopressors or inotropes (yes, there is a difference), these lovely pics let you know what 
they squeeze.

Daily Rounds: 

This guide and this checklist here will be useful. The ITU one pager will be essential! St Emlyns are likely to keep 
their ITU updates guide regularly updated with any new rounding guides they spot. Checklists for problem solving 
here.

ITU Basics: 

EM Crit

ITU Psychology: Basics for looking after your patient psychologically here. Positive suggestions reducing length 
of stay here.

ITU Guidelines: 
 
Cork , Propofology , “summary of ITU” guideline in a tweet here, There’s a (non reviewed) video on ITU basics 
here. Online “basics” course here. Portsmouth guidelines, Northampton Critical care guidelines here.
Good interview about ITU care by St Emlyns here.

National ITU Guidelines: 

NICE

Ventilators: 

introduction here. There’s a fabulous few summary slides here. There’s some ventilation basics here, and some 
e-learning here and here. We anticipate beginners will be keeping an eye on the vent – crib sheet here. 
Now engineers have been asked to make ventilators I’m sure we’ll be fine. But just incase…here’s a video on 
how to convert one ventilator to use for multiple people (although clearly we shouldn’t be doing that – alternative 
suggestions here), and a journal article, and one on CPAP via facemask, and one on 3D printing required valves.
Proning: 

Simply, proning is lying ventilated patients on their tummies to help their ventilation – beautifully explained in this 
video here. It’s often one of the last measures we try, and it takes a lot of people to perform it. There’s lots of 
resources becoming available to help specialties (well done orthopaedics) with the proning – video here, Cardiff 
e-learning here.

Awake proning is getting a lot of interest – with a tweet thread here, described scientifically by EMCrit here, and 
annecdotally here.
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If you’re not used to having these discussions, I would just recommend your print this letter from Matt Morgan, 
and read it to your patient. Leave the copy with them. There’s a good death and dying booklet from Age UK 
here that focuses more on DNA CPR than ITU care. If you need convincing about why this is a good idea have 
a look at this or this. Have a look here for more printable posters and resources. For an introduction to death 
and dying, listen to our podcast, and look at our palliative care blog.

Dying matters in the ED
Author: Sarah Edwards / Editor: Charlotte Davies

Working in the ED probably exposes us to a considerable amount of death and dying. From the unexpected 
cardiac arrest or trauma patient, through to the expected death of a patient with a terminal prognosis. 
Therefore, I think as emergency medicine health care professionals we are not only experts in resuscitation, 
but we are experts in managing the death in the acute setting.

A case to get us started

It’s a typical 1am night shift, there are 10 ambulances outside, and it’s busy. Another pre-alert comes through:

82-year-old Doris 
Hoisted, bed bound in a nursing home. 
Multiple co’morbidities including advanced dementia with multiple episodes of aspiration pneumonia. 
Brought short of breath with a priority call to Resus

Observations are: 

Blood pressure of 103/67, 
oxygen saturations of 92% on air, 
pulse 95,Temperature of 38.3 GCS 14/15.

Doris arrives, and you take a full history and examine her. The most likely diagnosis you think after examining 
the patient is pneumonia (Editor: maybe covid, maybe not, it doesn’t matter at this point).

This lady is frail, with a clinical frailty score on the Rockwood Classification of 8 and with multiple comorbidities. 
Given this, she has a high probability of dying. After starting treatment for this lady, what are your 
considerations?

NEVER TOO EARLY
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With the elderly expected to be hit more than the rest, having an escalation 
conversation early will be beneficial. We can never #havetheconversation too early.
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Dying comes in 3s

When thinking about patients who might die, bear 
the following things in mind.

1. There are 3 “types” of dying:

• Dying imminently

• Dying soon

• Uncertain recovery/gradual decline.

Image from Illness trajectories and palliative care

With these 3 types of dying, you therefore need 3 
types of dying conversations:

Dying imminently – 

Need to gain rapid rapport then tell them/important 
people that they are dying (use a D word (death, 
dying, dead) to avoid any confusion. This is 
happening now! It’s like thrombolysis or starting 
CPR/PPCI every second you lose is precious time 
that you are taking away from them and their 
families.

Dying soon – 

Next few days/weeks. Need to be honest. Often will 
be plagued by uncertainty. You don’t know when, but 
this may be the first time that someone has 
experienced death. Lead them through it as you are 
the person more experienced.

Uncertain Recovery – 

We don’t know, but they are likely in their last 
chapter. Do they know? How do they think things are 
going? Signpost this person is unwell enough to die. 
Have they made plans for this? What’s the most 

important thing to them? This 
conversation will shape future 
encounters – if you do it well then, 
they will be expecting future 
conversations. If we don’t start it, we 
make it more difficult for our 
colleagues or worse they will die 
without ever knowing it was likely.

2.Questions you are likely asking 
your self

Often, I find that I’m thinking with 
patients when they present unwell:

Does this person have a DNACPR?

•This is shorthand for Im worried that 
this person might deteriorate, and we 

need a plan for that. Start the conversation.

“Why isn’t there an Advance Care Plan?”

• This is shorthand for is being in ED the best place 
for this person? It’s probably an indicator of frailty 
or palliative disease. We complain bitterly about 
our colleagues not making escalation plans, then 
often if the patient isn’t imminently dying, we duck 
out of it. And don’t tell anyone. In Leicester where I 
work about 20% of our Clinical Frailty Score 7-9 
patients who died within 30 days of attending ED 
didn’t have something written to their GP 
suggesting advance care planning. That included a 
good number of people who were discharged. 
Some people may be in and out so much that they 
haven’t had a chance to see their GP. GPs are not 
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mind readers! If you’ve completed a DNACPR or 
had a discussion make sure that’s documented 
and the right people know. Don’t rely on the 
admission team to write that the person has a new 
DNACPR decision RCEM says that if you did it, 
you should communicate it!

“Why is she here?” surely this was planned and 
inevitable–> why has someone not thought of this 
before? Wasn’t there some opportunity to work out 
the risks vs benefits of coming into hospital?

3. Helpful Phrases

Having honest conversations with patients and their 
families can be challenging.

I think you are sick enough to die

Try and make sure this is done in a quiet place, with 
minimal distractions.

Don’t be afraid to use the D word death, dying, dead.
It’s ok to be honest with the uncertainty, you may not 
know they are going to die. You don’t always have to 
have the whole conversation. It leaves the ball 
rolling, and gets them thinking about it, without it 
being a shock.

What do you know about dying?

Death is a familiar concept to us. People often have 
little or no experience of death, other than what is on 
TV. And we know how accurate that is!

It’s important that we give the tools to help people 
narrate what this experience is. Give them some 
tools and expectations going forward. Through what 
is going to be their worse day!

If things get worse, what might we wish we’d 
done?

This is the person’s only death. It has potential for 
long term consequences on their loved ones. Doing 
the right thing sometimes takes longer than doing 
the easy thing. But if you’re prepared to spend hours 
continuing CPR after you’ve thrombolysed a PE in 
cardiac arrest, then why not spend time ensuring 
that you, the last doctor that might care for this 

person, gives them the death that they want. If 
people have an uncertain future and definitely if they 
are dying TELL them! They deserve the opportunity 
to plan and prepare. Even if the only thing you do is 
to tell them that they’re sick enough to die, then that 
at least signposts towards the conversations to 
come. Kathryn Mannix describes “narrating the 
deathbed” as a midwife would describe normal 
delivery. Dying is a normal process that many people 
are unfamiliar with. Explaining what is to come and 
how it might happen will prepare them.

4. 3 things to remember

Pass the baton

Palliative and active management are NOT 
mutually exclusive

And making a good escalation plan will also help 
that F1 on the ward at 3am to avoid doing 
inappropriate things that the patient didn’t want. 
Remember those times when you saw a patient who 
in retrospect was clearly dying. Help out your F1 and 
make a plan if the patient is likely to deteriorate. And 
if they’re not likely to deteriorate imminently then at 
least start by communicating the uncertainty and 
make it easier for the next person that sees the 
patient.

Palliative and active management are not the 
same

Sometimes, we might start treatment for infection 
expecting that the person might still deteriorate. 
Sometimes a septic person may FEEL better 
symptomatically if we give them antibiotics and 
fluids. We might stop regular medications, but an 
insulin infusion may be a good option to prevent a 
Type 1 diabetic going into DKA and feeling unwell 
with it. Sometimes a person with palliative cancer 
may benefit from a defunctioning ileostomy to relieve 
their symptoms of obstruction. And a frail older 
person may benefit from operative intervention for a 
hip fracture to relieve pain and potentially restore 
function. Just because someone is “palliative”, it 
doesn’t preclude some options of “active” treatment. 
It’s not being on the fence; its making an individual 
decision based on the patient in front of you. 
Remember those times that you wanted less 
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protocol driven medicine, less targets and more 
individualised care? Well here’s your chance! An 
opportunity to manage a patient in which your sole 
purpose is to make them FEEL BETTER! No targets, 
guidance but no protocols and the opportunity to feel 
like an amazing doctor in an ocean of difficult.

Look after yourself and others

Care for yourself and others. A pre-hospital team 
and a family may have spent time trying to save this 
person who you can immediately see is dying. Take 
time to debrief, thank them for their time and their 
hard work and offer them the opportunity to talk 
through the incident. Even if this is someone who 
you feel should never have had CPR in the first 
place. They might think that too, but they’ve had to 
do it it’s their job. And finally, take a minute to 
respectfully do nothing but remember that the 
person we’ve just spent time doing stuff to is actually 
a person. We’ve found that staff really value this. Try 
it, see what you think!

In conclusion

Its easy to start antibiotics, fluids and send Doris 
(our patient) to the medical ward.

It isn’t much more difficulty to start having the 
conversation and planning for next time. Ideally if we 
could do the whole thing. But realistically, if the only 
thing we can do is say there’s uncertainty there, and 
that the person is unwell enough to die and we need 
to make a plan for that. That is ok.

If we can as ED doctors, start an escalation plan 
including a DNACPR for patients moving onto our 
wards. This not only helps the patients and the 
families, but the staff who are looking after the 
patient elsewhere.

Communication is key. Once the cat is out of the bag 
i.e. they might die, there is no going back from there.

Remember to be clear; it’s Death, Dead, Dying!

Editor’s Note: “Having the conversation” with people 
can be difficult, if we make it difficult. You do need to 
be really clear it’s death, dead, dying – but also that 
a DNA CPR does not mean no treatment. It’s a 

change in the focus of treatment, as Matt Morgan 
beautifully writes in his BMJ letter here. Recognising 
“uncertain recovery” will help the patient prioritise 
their care from now- as emphasised in this twitter 
thread. There are some more excellent tips on 
having the conversation here. But also, be clear, that 
this is not a choice matter. It is a medical decision. A 
DNA CPR means a family does agree with you, as 
the health care professional, to allow the natural 
death you were aiming for. The discussion is not 
permission, it’s explanation, and fact finding.

Some useful resources

1. Dykes, L. #havetheconversation. 2018

2. Tucker L, Minton O. Induction Book 2: Palliative 
Care in the ED: 2018

3. Royal College of Emergency Department 
(RCEM). End of Life Care for Adults in the 
Emergency Department: 2015.

4. Keillor L. Lightning Learning: Treatment 
Escalation Planning. 2019

5. Keillor L. Lightning Learning: Anticipatory 
Medications for End of Life. 2019

17

#Havetheconversation DNACPR

https://t.co/N59bevSpeQ?amp=1
https://t.co/N59bevSpeQ?amp=1
https://twitter.com/elinlowri/status/996133168875999233
https://twitter.com/elinlowri/status/996133168875999233
https://twitter.com/elinlowri/status/996133168875999233
https://twitter.com/elinlowri/status/996133168875999233
https://twitter.com/danfurmedge/status/1236704236991393794
https://twitter.com/danfurmedge/status/1236704236991393794
https://www.lindadykes.org/havetheconversation
https://www.lindadykes.org/havetheconversation
https://www.rcemlearning.co.uk/foamed/induction-book-2-palliative-care-ed/
https://www.rcemlearning.co.uk/foamed/induction-book-2-palliative-care-ed/
https://www.rcemlearning.co.uk/foamed/induction-book-2-palliative-care-ed/
https://www.rcemlearning.co.uk/foamed/induction-book-2-palliative-care-ed/
https://www.rcem.ac.uk/docs/College%20Guidelines/5u.%20End%20of%20Life%20Care%20for%20Adults%20in%20the%20ED%20(March%202015).pdf
https://www.rcem.ac.uk/docs/College%20Guidelines/5u.%20End%20of%20Life%20Care%20for%20Adults%20in%20the%20ED%20(March%202015).pdf
https://www.rcem.ac.uk/docs/College%20Guidelines/5u.%20End%20of%20Life%20Care%20for%20Adults%20in%20the%20ED%20(March%202015).pdf
https://www.rcem.ac.uk/docs/College%20Guidelines/5u.%20End%20of%20Life%20Care%20for%20Adults%20in%20the%20ED%20(March%202015).pdf
https://em3.org.uk/foamed/13/1/2020/lightning-learning-treatment-escalation-planning
https://em3.org.uk/foamed/13/1/2020/lightning-learning-treatment-escalation-planning
https://em3.org.uk/foamed/13/1/2020/lightning-learning-treatment-escalation-planning
https://em3.org.uk/foamed/13/1/2020/lightning-learning-treatment-escalation-planning
https://em3.org.uk/foamed/18/3/2019/lightning-learning-anticipatory-meds-for-end-of-life-care
https://em3.org.uk/foamed/18/3/2019/lightning-learning-anticipatory-meds-for-end-of-life-care
https://em3.org.uk/foamed/18/3/2019/lightning-learning-anticipatory-meds-for-end-of-life-care
https://em3.org.uk/foamed/18/3/2019/lightning-learning-anticipatory-meds-for-end-of-life-care


INFECTION 
CONTROL AND 
PPE



Government guidelines on obtaining PPE here and 
some consideration about the ethics of seeing 
patients without PPE here. There’s a whole podcast 
segment on it here – the fact that its one of three, 
means it’s so so so important. Important enough 
that one hospital has got a PPE officer.

There’s some evidence coronavirus is spread via 
ocular fluids so watch out for those patients 
presenting with “conjunctivitis”(Twitter thread). 
There’s evidence it lives in the faeces for five weeks 
after infection – so follow standard/ normal 
precautions of closing the toilet lid before flushing, 
and washing your hands after visiting the toilet!
My biggest supposition is that we’re all catching 
coronavirus from our phones – the biggest fomite 
around! Hard to prove though… despite all the good 
research here.

General Infection Control Reminders
 
Social (or physical) distancing applies to ED docs 
too!

Standard infection control measures should be 
followed, with excellent hand hygiene, and frequent 
wiping down of surfaces. All patients with suspected 
COVID-19 will ideally be in negative pressure side 
rooms. As this isn’t possible, consider cohorting, and 
consider splitting your ED into “dirty resp” and “clean” 
or “hot” and “cold” areas. If you’re lucky enough to 
have two sites, maybe one will cease emergency 
operations. Remain vigilant even in the clean areas – 
many positive corona cases have presented without 
chest symptoms – even with the dreaded “acopia”.

Have extra caution in aerosol generating procedures 
– intubation, NIV, CPAP, chest physio. Even though 
there has been much debate, nebulisers are not 
considered aerosol generating – read here or twitter 
to see why.

Have a process for what to do before you go home.
And scientifically tested barriers may be useful. What 
we call FFP3, Americans call N95. Not all N95 masks 
are the same so be careful interpreting information 
from abroad. Wikipedia has a good summary of the 

REMAIN VIGILANT
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The St Emlyns “bubble” analogy is 
good to think about how to protect 
yourself. Follow PHE guidelines as to 
what PPE to wear, and FOAM cast have 
blogs and podcasts about general 
infectivity
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differences and this video runs through why you 
can’t just use the vacuum bag.
 
There’s a nice poster here about which PPE to wear 
when. Which ever you wear, make sure you don and 
doff properly – a lot of the healthcare infections 
abroad are not because of the wrong PPE, but the 
wrong PPE technique. Here’s how to remove your 
gloves.

If you’re wearing your PPE properly, you might get 
pressure sores. Here’s some chat about which 
dressings are best.

Standard surgical mask 
 
There’s an expert review on why surgical masks are 
considered adequate here and here and a 
thoroughly critically appraised review from China 
here.

Note the facemask (in the image on the previous 
page) has the blue side outwards. The mask goes 
tight under the chin – you might need to tie the 
bottom tie over the top of the top tie, and is 
squeezed in over the nose. Hair is tied back. All 
helps the mask to do its job of filtering nicely.

FFP3 – aerosol generating precautions

Scottish video here. Donning Doffing . Practice 
donning and doffing, and practice intubating in PPE. 
Lots of checklists and prompt sheets here. Really 
important to practice doffing – what will you do when 
someone faints in the hot zone? Other 
considerations here. When people are in PPE hard 
to see their faces – lots of suggestions including 
stickers or pictures pinned to the PPE. It’s also hard 
to understand and hear them – medical makaton has 
been suggested. It’s also hard to communicate from 
the cold zone to the hot zone – a role for baby 
monitors?
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There are guidances on ARCPs here. If you are 
redeploying anyone, please please please please let 
your DME know – HEE will still need to approve the 
swap and your DME is likely to want to emphasise 
that they are happy to be the point of contact for any 
trainee with concerns. We are in discussion about 
how to reimburse trainees for any likely extra 
unsocial hours. We are working very closely with the 
guardian of safe working. We don’t have any 
answers yet about how well work this out. Let us 
know what your hospital has decided – #rcemcovid
Rotas 

Rotas will potentially be difficult to manage. Good 
practice ideas we have seen:

• Daily ‘head counts’ and re-allocation of staffing 
across the medical wards

• Creation of “houses” – you may move your ward, 
but you’ll stay in your house.

• Plan A rota is “business as usual”.

• Plan B rota produced – change to 8 hours on, 16 
hours off.

• Plan C rota produced – change to 8 hours on, 8 
hours off

• “No contact” days pencilled in so staff allowed to 
rest

• Pyramid groups of supervision with ITU oversight.

• Healthrota has created the option of providing 
emergency availability.

• If you’re not on healthrota…maybe now’s the the 
time to see if you can get a free trial!

• Once you have your rota, your team can join the 
whatsapp group for that day and that day only – via 
a QR code. (Easily generated)

Have a think about where your “hidden staff” may be. 
What will your resus officers be doing when they’d 
normally be teaching life support? What will your 
clinical skills facilitators be doing now medical 
student placements have ceased? Where are your 
education fellows? Are your occupational health 
doctors helping, or will their screening processes 
pause – could they help clinically? Can anyone on 
maternity leave come back early rather than tagging 
annual leave on the end? Are your recently retired 
doctors fit to return – could they do non front line 
work (as they’re increased risk)? And can your self 
isolating staff who are well, do any virtual appraisals 
to help other doctors get back on the front line? 
Think about transport – would a minibus to get 
people from the isolation hotel to work be useful?
The government is encouraging volunteers and 
medical students. What about your local St John 
Ambulance unit?

Child or Adult Care Support

All staff may need to not be at work because they 
have to look after children or relatives. Do not make 
them feel guilty for this. Arrangements may be able 
to be made- but think about them now.

• Many nurseries are prioritising health care workers

• Find your medical students! Edinburgh people 
volunteering here.

• Have a baby sitting ring – 3 parents can take it in 
turns.

• Medical parents co-op. Sign up here.

ON THE FRONT LINE
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HEE have issued guidance and have a 
COVID-19 specific website as have 
AOMRC. They no longer want to approve 
re-deployments, but are clear we should 
provide support, supervision, and 
teaching
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• See if your local village has made arrangements to 
share small groups.

• Lanyards to highlight the respiratory assessment 
practitioners

• HEROS – merging efforts to help people

Communication

Whats app is difficult to use, as people may be 
bombarded with messages. Having said that, NHSX 
have said using it is OK. Alternatives like slack are 
easier to categorize messages, but may not work for 
a whole large department. A trust intranet page or 
mobile app for clear communication is essential. A 
pre-shift briefing for two way flow of information will 
be useful (whilst maintaining social distance!) – 
checklist here. If you have daily briefings from the 
command team, it will be worth making sure your 
Junior Doctors forum is represented. Its worth 
thinking about communication in your department 
too. PPE makes hearing difficult. Think about 
learning BSL /creating hand gestures.

Sickness

Your department needs to have a clear way of 
documenting sickness, and checking the wellbeing 
of staff. We have created this table for documenting 
only. Whether self isolation counts towards sickness 
leave etc. will depend on government and hospital 
policy. Think about your bank and agency staff – 
they won’t be entitled to sick pay, and may be 
hesitant to put themselves on the front line. Your 
hospital may be able to expedite bank registration, 
and temporarily provide bank staff with sickness pay.

Education

There’s also lots of ways to provide education 
without face to face components, and without re-
inventing the wheel. RCEMLearning have a fantastic 
series of re-released corona related modules here. 
Lots of other people have done similar, with free 
modules available on e-lfh and SCRIPT. There’s a 
list of e-learning resources for each subject here you 
can direct people too, and corona specific videos 
here. Leeds med school have shared loads of 
resources here. The ALSG have shared their 

hospital MIMMS e-learning, which is very useful 
(tweet).

For education – don’t forget human factors training!

For teaching techniques and resources, ALIEM have 
a list here about techniques, whats app 
questionning, and distance assessments. Google 
classroom will be easy to set up, and DFTB have 
created a teaching anywhere tip post. We’ve created 
a special #weecpd. All the corona simulations are 
(non-core) learning opportunities. We expect to see 
lots of reflections on pandemic medicine, and those 
trainees wanting to do public health will be shining. 
Kings have good good resources on corona 
simulation, as have EM3.

This will have shaped innovation and education for 
the future – log it and your thoughts here.

Research & Innovation

TERN is coordinating the CERA study. 
Consider signing up for genomics (on twitter here)
Intubation log here.

Do you have innovation ideas for the IET? Or DSTL 
know! The government has a speeded up approval 
approach, and there’s a whole excellent innovation 
network.
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https://twitter.com/TRICNetwork/status/1242412118563061763
https://twitter.com/TRICNetwork/status/1242412118563061763
https://twitter.com/GenomiccStudy/status/1240925604813438976?s=09
https://twitter.com/GenomiccStudy/status/1240925604813438976?s=09
https://intubatecovid.knack.com/registry#add-intubation/
https://intubatecovid.knack.com/registry#add-intubation/
https://communities.theiet.org/discussions/viewtopic/348/25853?post_id=136497#p136497
https://communities.theiet.org/discussions/viewtopic/348/25853?post_id=136497#p136497
https://www.facebook.com/theministryofdefence/photos/pcb.10157984261699034/10157984261479034/?type=3&theater
https://www.facebook.com/theministryofdefence/photos/pcb.10157984261699034/10157984261479034/?type=3&theater
https://www.facebook.com/theministryofdefence/photos/pcb.10157984261699034/10157984261479034/?type=3&theater
https://www.facebook.com/theministryofdefence/photos/pcb.10157984261699034/10157984261479034/?type=3&theater
https://www.gov.uk/guidance/exceptional-use-of-non-ce-marked-medical-devices
https://www.gov.uk/guidance/exceptional-use-of-non-ce-marked-medical-devices
https://twitter.com/AHSNNetwork
https://twitter.com/AHSNNetwork
https://twitter.com/AHSNNetwork
https://twitter.com/AHSNNetwork


DIAGNOSTICS - 
RADIOLOGY, 
USS, & MORE



Some COVIDs will need a CT to aid risk stratification. Images and instructions here. Some will benefit from 
ultrasound. Draft protocols are flying around. Have a look at this flowchart.

Ultrasound

Specific Lung ultrasound findings have 
been shown to have a good correlation 
with findings on CT in patients with 
COVID-19 and has been successfully 
used as a risk stratification tool. 

Here are some narrated slides about 
how to use ultrasound for chest 
assessment – with thanks to Michael 
Trauer. This YouTube video provides an 
introduction to lung ultrasound A profile- 
the horizontal lines parallel to the pleural 
line are A lines they are reverberation 

artifacts from the pleura and become fainter the further down the image the goes. This is a “dry” ultrasound 
appearance that you might get in a patient with COPD or asthma rather than pulmonary oedema or ARDS B 
profile- this image shows bright “flashlight-like” beams coming off the pleural lines and extending all the way to 
the bottom of the screen without attenuation. These are “lung rockets” or significant B lines. Different names 
have been used for B lines comet tails, ring down artifacts.

If your department is already well set up for ultrasound, it could be really useful. If you’ve never used an 
ultrasound before, it might be a bit tricky to start from scratch. If you’d like to refresh your ultrasound 
knowledge, all of RCEMLearning’s ultrasound modules are here.

To learn more about USS, we’d recommend looking at RCEM image acquisition and then jumping to 5min 
sono. You will need to be able to carefully decontaminate your ultrasound machine – you may need one in the 
dirty zone, and one in the clean zone. There’s a useful article on ultrasound appearances of COVID19 here. 
FASSGEM group have built a resource center to house relevant information on the role that POCUS can play 
with affected patients. There’s lots of other e-learning resources here, here and here.

Non Radiology Diagnostics

SOME WILL BENEFIT FROM 
ULTRASOUND
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Everyone needs a chest x-ray in the ED to check there is no alternative diagnosis. We 
don’t want to be labelling all of the pneumothoraces as COVID – but the x-ray may be 
normal in COVID
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https://t.co/3DB1MXbnSJ?amp=1
https://t.co/3DB1MXbnSJ?amp=1
https://vimeo.com/402929642
https://vimeo.com/402929642
https://vimeo.com/402929642
https://vimeo.com/402929642
https://www.youtube.com/watch?v=_Q0cTG3ZlHk
https://www.youtube.com/watch?v=_Q0cTG3ZlHk
https://www.rcemlearning.co.uk/curriculum-ultrasound/
https://www.rcemlearning.co.uk/curriculum-ultrasound/
https://www.rcemlearning.co.uk/modules/ultrasound-image-acquisition/
https://www.rcemlearning.co.uk/modules/ultrasound-image-acquisition/
http://5minsono.com/euser-point-of-care-ultrasonography-in-patients-admitted-with-respiratory-symptoms/
http://5minsono.com/euser-point-of-care-ultrasonography-in-patients-admitted-with-respiratory-symptoms/
http://5minsono.com/euser-point-of-care-ultrasonography-in-patients-admitted-with-respiratory-symptoms/
http://5minsono.com/euser-point-of-care-ultrasonography-in-patients-admitted-with-respiratory-symptoms/
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3544750
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3544750
http://go.pardot.com/e/514511/nt-main-cta-utm-term-awareness/6ln7pc/763789584?h=44DjhNdovGxZ0OBcRJVqLpOCrXq_K5fTMbP8r4mUUBE*
http://go.pardot.com/e/514511/nt-main-cta-utm-term-awareness/6ln7pc/763789584?h=44DjhNdovGxZ0OBcRJVqLpOCrXq_K5fTMbP8r4mUUBE*
https://twitter.com/cliffreid/status/1241922779819069440?s=09
https://twitter.com/cliffreid/status/1241922779819069440?s=09
http://ultrasoundleadershipacademy.com/academy/
http://ultrasoundleadershipacademy.com/academy/
http://www.thepocusatlas.com/covid19
http://www.thepocusatlas.com/covid19


Make sure you don’t pod / air chute any potentially infected samples. Your laboratories will also be working flat 
out, and your clinical information will be essential to help them prioritise sample analysis. A troponin will be 
useful for risk assessment. A lymphocyopenia on diagnosis is likely – no fever, and no low lymphocytes…
double check it’s really COVID19.

If you’re swabbing the patient, sensitivity will be *much* higher if the swab is taken properly – nasopharyngeal.

This video is recommended.
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https://twitter.com/PonderingGastro/status/1242973266182012929
https://twitter.com/PonderingGastro/status/1242973266182012929
https://twitter.com/Leo_ReapDO/status/1244997878247981057
https://twitter.com/Leo_ReapDO/status/1244997878247981057
https://www.youtube.com/watch?v=DVJNWefmHjE&feature=youtu.be
https://www.youtube.com/watch?v=DVJNWefmHjE&feature=youtu.be


ST EMLYN’S - 
COMBATTING 
COVID19 – IS 
LUNG 
ULTRASOUND 
AN OPTION?
St Emlyns’ blog - Author: Cian McDermott / Reviewer: Dr Rachel Liu



Link to full blog post here 

Whether you are the ultrasound educational lead for your hospital/ trust, a routine user or interested novice 
we’re sure that you will have seen lots of exciting data on twitter (using the #POCUSforCOVID hashtag), 
suggesting that USS has a role in the diagnosis and perhaps prognosis of Covid-19. Maybe you’re self 
isolating right now and looking to get trained up on this new disease ready to return to the hospital soon. Like 
you, we were excited to read how Lung ultrasound (LUS) can show early changes that may be as reliable as 
CT and probably better than CXR. You may even own one of the new handheld ultrasound devices and spend 
your quiet hours scanning your own chest in less than the time it takes to boil the kettle, and then posting the 
results on Instagram (Ed – we know who you are).

We are USS enthusiasts, we openly admit that but we are also evidence based emergency physicians, so 
before you just accept our word that USS is a revolution in Covid-19 diagnostics, we need to look at the 
evidence, the practicalities and the experience of those who are already using it in practice. Let’s examine the 
evidence.

What we know about Lung Ultrasound so far…

• LUS is established and proven for the diagnosis of acute respiratory failure however the evidence is rapidly 
evolving regarding LUS in COVID19

• Lung US (LUS) shows characteristic changes in COVID19 infection, similar to other patterns of viral 
pneumonitis. Focal B lines, small sub-pleural consolidations and pleural line thickening may occur

• CXR is a poor screening test for COVID19 while CT is best used for complications arising from COVID 
infection

• Lung US may be used as a decision support and risk stratification tool. It is quick to perform, may be done at 
the bedside and adds much to the evaluation of your patient

• Balance this with the exposure to HCW by performing this test and the expertise required to interpret the 
images

Do we need LUS – what’s the evidence?

Can we use CXR to diagnose COVID19? What’s all the fuss about?

Plain chest radiography is recognised as an inferior diagnostic test compared with both CT and LUS for the 
diagnosis of acute respiratory failure and may miss up to 40% of confirmed COVID19 cases (Guan et al. 
2020) 

Virus particles are small and lodge in terminal alveoli close to the pleural interface and these peripheral 
changes are readily seen using lung US (“A Preliminary Study on the Ultrasonic Manifestations of 
Peripulmonary Lesions of Non-Critical Novel Coronavirus Pneumonia (COVID-19)” 2020). 

WHAT’S THE EVIDENCE?
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Lung abnormalities on CT may preceed physical symptoms of COVID and this technology has been used 
extensively in the management of the early outbreak in China (Peng et al. 2020). 

However CT is a finite resource, decontamination protocols are not well defined and are time-consuming. It 
may be a perilous journey to CT with a critically-ill patient and this technology should be reserved for 
complications of COVID19 infection, to rule out other causes of illness such as pulmonary embolism and for 
procedural performance and confirmation.

LUS has been shown to be comparable to CT for COVID19 detection (Huang et al., n.d.; Peng et al. 2020). 
LUS may be more feasible and practical alternative since it is a bedside test, quick to repeat, is low cost and 
avoids radiation exposure (Peng et al. 2020). 

LUS has been been recommend by Italian emergency physicians as a viable and safe imaging alternative for 
suspected COVID infection (Poggiali et al. 2020) (Soldati et al., 2020)

Should we introduce LUS to our ED?

Right now before the COVID19 surge phase, it is reasonable to use traditional imaging modalities such as CXR 
bearing in mind the limitations of this diagnostic test 

If your ED struggles with capacity, you will need a quick, reliable bedside test to aid risk stratification and 
prognostication of COVID19 disease burden. In this situation, LUS may be the best option

It is neither resource nor time intensive to achieve basic competency in LUS techniques and your ED should 
consider upskilling key personell (Arbelot et al. 2020). The global FOAMed community provides easy access to 
many web based learning packages to aid a new learner, see section below

However any bedside procedure may result in increased potential for COVID19 exposure for HCWs that are 
invaluable to your healthcare system.

Clinical findings – what should I look for?

Remember how normal lung sonoanatomy appears?

At the anterior chest surface we expect to see

• Pleural line is thin, sharp and smooth and lies inferior to and bordered on each side by dark rib shadows. A 
lines appear inferior to the pleural line in normal lung

At the posterior chest surface we expect to see

• lung curtain move with respiration across at the liver/ spleen-diaphragm interface
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Here is the link to the original videos in the blog
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Normal anterior lung 
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Normal posterior lung
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Abnormal LUS findings in COVID19 (Huang et al., n.d.)

• B-lines are short-path reverbation artefacts that are found in many pathological and non- pathological states. 
In COVID19 these may appear in characterisitc focal, multifocal and confluent patterns

• Small sub-pleural consolidation may be seen. These are small hypoechoic areas inferior to the pleural line

• In COVID19, a pleuropathy develops and this becomes thickened and develops an irregular appearance. You 
may also notice skip lesions – normal pleura alongside thickened pleura with associated B- lines

• Bilateral basal consolidation with dynamic bright air bronchograms may be present. 

• Large volume pleural effusions are uncommon – if you see this, consider other pathology
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Single B line
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Confluent B lines

Sub-pleural consolidation



Videos courtesy of Dr Justin Kirk Bayley, Consultant Anaesthetist and Intensivist, Royal Surrey County 
Hospital, Guildford, UK | @PARADicmSHIFT
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Skip lesions

Consolidation with air bronchograms



Risk stratification

If you see A lines, significant lung involvement is unlikely

In early or mild COVID19, B lines predominate and you may see small sub-pleural consolidation

As disease progresses B lines increase in number and occur closer together as well at sites distant to the lung 
base. These patients may benefit from increased level of positive end expiratory pressure 

Severe COVID19 will manifest as lung consolidation posteriorly and at the lung bases. There may be 
secondary bacterial infection. These patients may benefit form early aggressive ventilation and proning 
strategies in the intensive care unit

Dr Yale Tung Chen (@yaletung) is an Emergency Physician in Madrid, Spain that has journaled his 
sonographic lung images during the course of his COVID19 infection.

Primary sources like this on FOAMed are an invaluable source 
of learning as COVID19 evolves

There is evidence that lung abnormalities may preceed clinical 
symptoms therefore any abnormal B line pattern may be 
significant (Peng et al. 2020). A small number of cases have 
emerged that show CT findings despite a negative PCR test 
for COVID19 (Xie et al. 2020). It is reasonable to assume that 
LUS would also have been abnormal in these cases therefore 
typical sonographic findings are a powerful indicator of 
COVID19 infection

Personal experience In our ED, we have noticed that dyspneic 
patients are isolated early and funnelled down the COVID 
pathway. ‘COVID bias’ may result in late diagnosis of other 
common causes of acute dyspnea. Early focussed US at the 
bedside may prevent this. 

For example in acute pulmonary oedema, the B line pattern 
comes from a smooth, thin pleural line whereas in COVID19 
we may notice a moth-eaten appearance to the pleural line 
and areas of B-lines interspersed with normal lung . The key 
to differentiating these conditions lies in a careful examination 
of the pleural line

Also be careful not to overcall your findings – LUS becomes more difficult to interpret in the presence of chronic 
lung conditions such as COPD and pulmonary fibrosis.

How should I scan the lungs?

In general, principles and techniques of lung US are the same regardless of your patient’s COVID infection risk
Transducer selection
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• Linear transducer is better for visualising superficial structures. This may be used to view pleural line 
thickening, small superficial effusions, skip lesions and B-lines

• Curvi-linear transducer may be better for posterior pathology such as consolidation, hepatization and 
bronchograms

• Pick a single transducer to avoid extra contamination and time

Transducer hold

Hold the transducer close to the surface using the index finger and the thumb. Fingers of the insonating hand 
should be spread out to stabilise the transducer and hand position. Brace the insonating hand against the 
surface being scanned. These techniques will facilitate small adjustments of the transducer and will allow 
greater detail to be shown on the screen

Scanning protocol

Traditional lung scan protocols suggests evaluation of several anterior and lateral zones often neglecting 
posterior zones.

Chinese authors have described COVID19 pathology using a 12-zone protocol (Huang et al., n.d.). It is 
possible to perform a study of 6 chest areas in less than 2 minutes (Cox et al. 2020) and a rapid focused LUS 
protocol may be the best approach. The Intensive Care Society have endorsed this approach as part of the 
FUSIC lung module (Advanced Solutions International, Inc n.d.)

Modifications to further minimise risk 

Since COVID is found in postero-basal zones it may be more useful for the point of care provider to
• start by scanning the patient’s back using linear transducer in vertical orientation

• start medial to the scapula sliding inferior to the lower rib border and moving laterally towards the traditional 
PLAPS point 

• evaluate each rib space first with the transducer in a vertical (crossing the ribs) orientation

• evaluate each rib space again with the transducer in a horizontal orientation (between the ribs) especially if 
any abnormalities are seen

• finish by scanning lateral zones of the lung in the mid-axillary line

Top tips

• Scanning at the intercostal space with transducer in a transverse orientatation between the ribs (rather than 
across the ribs) allows finer details to be seen eg thickened pleural line, sub-pleural consolidation or small 
effusions

• Scan with patient-facing away from the operator to minimize healthcare worker exposure to COVID. The US 
machine may be less contaminated if placed behind the patient
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• Be careful to scan with the transducer perpendicular to the pleural line rather than the patient’s skin surface. 
If the pleural line is indistinct then this may be interpreted as a false positive thickened pleural line. A sharp 
pleural line may be found by fanning the transducer face towards or away from the midline.

LUS Decision Algorithm in COVID19 

There is no single best use diagnostic algorithm for LUS in COVID19. Your workflow will depend on what 
patients you see and how your have organised your Emergency Department, your access to PCR testing as 
well as advanced lung imaging. Your use of LUS may change depending on the phase of the COVID19 surge 

(Soldati et al., 2020). 

You may decide to use LUS in your triage area to identify 
normal lung (A-line pattern) and patients that are suitable 
for discharge and self-isolation 

You may decide to defer scanning the sickest patients 
since they are likely to progress to advanced imaging in a 
more controlled settings. Bear in mind that US may identify 
other non-COVID pathology. Your intensive care 
colleagues may also use LUS to guide ventilation 
strategies in this group

The intermediate group of COVID patients (non-critical 
care, not suitable for discharge) may benefit most from 
LUS

• look for B-line pattern progression from focal to confluent indicating worsening disease. These findings may 
preceed hypoxia

• consider CT thorax for patients that show worsening LUS findings. LUS may be useful to help ration and/ or 
determine optimum timing of CT imaging

It is important to exercise caution in this intermediate patient group since LUS may show sub-pleural 
consolidation and multiple B lines patterns yet the patient may not be hypoxic.

LUS should be thought of as a dynamic data point as part of a clinical decision-making tree

Personal experience In our hospital, we have subdivided our COVID Respiratory Area into 

• COVID RED – requires critical care intervention
• COVID ORANGE – oxygen requirement, not critical illness
• COVID GREEN – no oxygen reuirement
• Forward streaming zone – to govern flow of patients to these areas

In the pre-surge phase, we anticipate that LUS will prove most useful in our triage tent to identify clinically well 
patients and also in the COVID ORANGE zone to help risk stratify patients that are likely to progress to critical 
care.
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Cleaning & Disinfection

US machine decontamation strategies are vitally important to prevent patient-to-patient COVID19 transmission 
and may be the main reason that you experience push back from your infection control team
There is no single best approach but these are a few things to bear in mind to keep both you and your 
equipment free from COVID contamination

• place a dedicated machine in the COVID ‘hot zone’

• wear gloves when handling machine from cubicle to cubicle

• cover machine with large plastic sheet or part of a gown

• cover entire transducer with plastic sheath or cover non essential parts with drapes

• strip away all ECG leads, gel bottles extra buckets, straps from your machine

• clean cables, screen, legs, wheels

• use single-use gel packets rather than gel bottles

• use a touchscreen device to minimise keyboard, knob handling handline

• wait for up to 3 minutes ‘drytime’  after using disinfectant wipes before you use the machine again

•use your machine in battery 
mode – precharge and remove all 
electrical charging cable

•use a handheld device eg Lumify 
or Butterfly systems with the 
advantage that images are 
uploaded to the cloud for remote 
reviewing

Much of this material is 
‘crowdsourced’ from expert user 
groups and is evolving with the 
disease pattern. There are many 
practical and innovative 
approaches about how to protect 
and decontaminate the US 
systems seen on twitter. 
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Personal experience In our ED, we use a dedicated mobile touch screen US system in the COVID RED 
resuscitation area as well as the COVID ORANGE isolation area. I have been using a curved linear probe thus 
far. We have started using disposible packets of coupling gel per patient instead of gel bottles. No educational 
or unnecessary scans are performed. Machines are cleaned by the user following each patient encounter with 
non-alcohol wipes approved by the manufacturer. Transducers are sheathed in plastic covers for invasive high 
risk procedures such as vascular access, paracentesis or thoracocentesis.

Now for some COVID19 cases…

These are examples of how we see USS being used during the 
pandemic. They are vignettes to illustrate the points made.

Case 1 

A worried but well 35 male office worker has non-specific coryzal 
symptoms. He is afebrile, not hypoxic and has a dry cough. He wants 
to know if he has COVID19

In our Emergency Department, this patient will be streamed from our 
triage area with a mask to a dedicated ‘COVID Green’ assessment 
zone. 

You scan his chest while wearing appropriate PPE and see an A-line 
pattern. There are minimal B lines present. You reassure him that 
while he may still have the condition, his lungs look unaffected. You 
usher him home without additional imaging, advise self isolation and 
ask him to return if his symptoms deteriorate

Learning point – consider the of use normal LUS in conjunction with 
other clinical features to risk stratify clinically well patients

Case 2 

A 63 retired librarian presents to the ED feeling more dyspneic than 
usual. She has had a pacemaker fitted recently for sick sinus 
syndrome. She has oxygen saturations of 93% and is persistently 
hypotensive, 95/70mHg. You are worried that this lady may have early 
COVID19 and she is moved to your COVID-RED resuscitation area

As part of her resuscitation room evaluation, you scan heart and lungs. Parasternal long axis view shows a 
moderate sized pericardial effusion that appears to compress the right ventricular cavity in diastole – you are 
concerned about cardiac tamponade. LUS shows a scattered B line pattern with a smooth appearance of the 
pleural line

You alert the cardiology team and she is taken to the interventional suite – 300ml of frank blood is drained from 
her pericardial sac and haemodynamic parameters immediately improve. Full body CT shows no pulmonary 
signs of COVID19 and no malignancies are reported. Pacemaker wires had perforated the ventricle – this is 
likely to have been the cause of the effusion

Learning point – US should be used as part of a multi system evaluation in critically ill patients
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Case 3 

A 59 male arrives in respiratory distress – increased work of breathing, oxygen saturation of 75% on room air. 
He reports a dry cough and feeling feverish for the previous week. You are highly suspicious for COVID19 and 
alert the ICU team that this patient will need early respiratory support

LUS shows bilateral basal consolidation – confluent B lines, dynamic air bronchograms that signify severely 
impaired gas exchange. Focussed cardiac US shows grossly normal left ventricular function and a flat, 
underfilled IVC

Your patient is transferred to ICU and mechanical ventilation is initiated without delay

Learning point – use LUS to risk stratify disease burden and guide early airway and fluid management in 
COVID19 infection

Conclusion

Ultimately we all want to know if LUS can help with triage, risk stratification, disposition or treatment guidance 
in COVID19. Right now the answers are unclear but common sense seems to indicate ‘maybe’? This all should 
be weighed in the context of infection control practices and how we are managing in the phase before the 
surge

We still need to use ultrasound for things we use it for now, on people who might also have COVID19. When 
community transmission and the predicted surge occurs we will assume everyone with every complaint has 
COVID19. Then ultrasound will be needed more than ever…

More great learning resources….

This is my list of the best FOAMed LUS learning resources – compiled using #POCUSforCOVID
LUS learning resources

• Jacob Avila’s viral pneumonia video on coreultrasound.com

• Westernsono LUS video series

• Ultrasound Leadership Academy free Lung module

• Dr Elke Platz video

• FUSIC COVID19 resources including Lung ‘How to Scan’ video

Discussions about LUS in COVID

• Butterfly webinar

• UltrasoundGEL POCUS in COVID-19

• ACEP town hall LUS discussion 

• UH Cleveland EM Residency videos
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https://www.coreultrasound.com/viralpna/
https://www.coreultrasound.com/viralpna/
http://coreultrasound.com
http://coreultrasound.com
https://westernsono.ca/screencasts/lung-ultrasound/
https://westernsono.ca/screencasts/lung-ultrasound/
http://ultrasoundleadershipacademy.com/academy/free-lung-module/
http://ultrasoundleadershipacademy.com/academy/free-lung-module/
https://vimeo.com/399493405/61220290e6
https://vimeo.com/399493405/61220290e6
https://www.ics.ac.uk/ICS/FUSIC/ICS/FUSIC/FUSIC_Accreditation.aspx?hkey=c88fa5cd-5c3f-4c22-b007-53e01a523ce8
https://www.ics.ac.uk/ICS/FUSIC/ICS/FUSIC/FUSIC_Accreditation.aspx?hkey=c88fa5cd-5c3f-4c22-b007-53e01a523ce8
https://www.butterflynetwork.com/covid19/on-demand-webinar?utm_source=bni&utm_medium=email&utm_campaign=covid_landing&utm_content=txt_link&utm_term=followup#lungfindings
https://www.butterflynetwork.com/covid19/on-demand-webinar?utm_source=bni&utm_medium=email&utm_campaign=covid_landing&utm_content=txt_link&utm_term=followup#lungfindings
https://www.ultrasoundgel.org/posts/bcLLYxfR8yN1SmYvwXPW9A
https://www.ultrasoundgel.org/posts/bcLLYxfR8yN1SmYvwXPW9A
https://www.acep.org/how-we-serve/sections/emergency-ultrasound/
https://www.acep.org/how-we-serve/sections/emergency-ultrasound/
https://twitter.com/UHCMC_ED/status/1242884193912344576
https://twitter.com/UHCMC_ED/status/1242884193912344576


High yield twitter commentators

@chuckwurster
@rubbleEM
@zedunow
@kyliebaker888
@PARADicmSHIFT
@nobleultrasound
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CLINICAL 
TREATMENT 
STRATEGIES



There’s a great thread on this, and the first response 
said it mimics everything, and co-exists with 
everything. The basic science and pathophysiology 
is covered later – there is thought to be two 
phenotypes (webinair here, tweet here and here).
The medical care needed will generally be supportive 
– if you’re sending people home and English isn’t 
their first language these leaflets will help.

All of this clinical treatment is basically summarised 
here.

Respiratory Care:

Provide oxygen as needed. Using a nasal cannulae 
will allow for a surgical mask to be placed over the 
top of the oxygen. 

Check NOW what your department’s O2 delivery 
capability is. Newer departments report about 
2000litres per minute in ED, and lower down the line 
on the wards about 200L per minute. That’s about 14 
patients on 15L/min. If your low flow alarm is going…
maybe that’s why!

CPAP / NIV may be needed – but as this is aerosol 
generating, most departments are avoiding it for now.

Intubation may be needed.

Circulation Care: 

Cautious IV fluids. Early vasopressors – probably 
noradrenaline followed by vasopressin.

Other: 

Antibiotics aren’t needed unless you think there’s 
bacterial cause. GP guidelines here. 

Penthrox and Entonox is hypothetically considered 
an “avoid if possible“. 

Paracetamol should be used in preference to 
ibuprofen, but ibuprofen is probably OK. Most 
hospitals are probably starting to run out of 
paracetamol and ibuprofen stocks… so don’t be 
giving out TTOs unless its absolutely essential! Don’t 
change your antihypertensives. 

Stick to inhaled steroids etc. for asthma 
exacerbations – but remember oral steroids may 
increase viral shedding, so avoid unless essential.
Sickle chest crisis may present similarly with 
hypoxia, chest pain, shortness of breath, infiltrates 
on CXR but is treated differently and an exchange 
transfusion may be needed. South London 
guidelines here (with generic sickle and covid here). 
A reaction to the virus may also cause HLH -get your 
haematology and rheumatology teams involved! 
Tweetorial here. 

COVID may also cause delirium. BGS guidelines 
here – in summary… 4AT, and look for other causes 
(PINCH ME).

Chloroquine probably isn’t very helpful.

Guidelines: 

RCP specialty COVID guides, surviving sepsis, WHO 
guidelines, evidence summary, Chinese guidelines

TAKE A GOOD HISTORY
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Coronavirus mostly presents with a cough 
and fever. But may also present with GI 
symptoms, or cutaneous manifestations. 
Reports of covid induced trigeminal 
neuralgia aren’t clear if its coincidence or 
not.
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Resuscitation: 

The resus council has some really clear guidelines 
here. They’re the same as before with added 
emphasis on when to wear PPE (ie before you go 
in). First 10 EM has some discussion around 
resuscitation.

Flow and “Sensible Decisions”:
 
Less is More is a movement mostly based in the US 
-but time to think about what we’re doing and why. 
We’ve talked a lot on the podcast before about 
crowding, and this pandemic will put all of that 
knowledge to good use. Refresh yourself here and 
here and here and here.

Radiography Decisions

The surgeons say if you’re doing a CT AP, you might 
as well look for corona in the chest too. Makes 
sense to me! I’ve never wanted to CT scan on 
mechanism alone (COI…not in a MTC!), and this 
covid guideline supports it! 
Read the AHEAD study (or listen about it here). 
Consider whether CT KUBs for all are needed. 
Think about CT guidelines for SAH – appraise the 
literature. 
Read the BTS guidelines and only do CXRs in 
asthmatics if indicated. 
Remember your ottawa and knee guidelines, and 
canadian c-spine rules.

Other Investigation Decisions
 
Urine Dips- are they needed? Make your own 
decisions. Will taking “routine” bloods change 
anything?

Treatment Decisions

IV medications – could they actually just be oral?
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Executive Summary (Updated 10th April 2020) Full post here

Epidemiology

Following the initial epidemiological data released from China, it appeared children were significantly less 
affected by infection with SARS-CoV-2 than their adult counterparts. This was reflected both in total case 
numbers, but also severity, with very few cases in young children and no deaths in children under 10yrs in the 
initial report. This finding has been reproduced in subsequent data from other countries, most notably Italy, 
which showed much lower rates of infection in children and no deaths in those under 30 years of age. Low 
numbers of childhood cases have been seen in the rest of Europe, as well as the USA, where 1/3 of childhood 
cases are in late adolescence. Some concerns exist that low case rates reflect selective testing of only the 
most unwell, however data from South Korea which has undertaken widespread community testing has also 
demonstrated significantly lower case numbers in children.

More detailed information has emerged from China into childhood severity of COVID-19. A large number of 
children appear asymptomatic. Critical illness was very rare (0.6%) and concentrated in the youngest infants. It 
should be noted that large numbers of “suspected” cases in this group leave room for a significant number of 
illnesses to have been caused by other, familiar respiratory viruses. In the USA CDC data, infants appear most 
likely to be hospitalised, although rates of PICU admission do not appear to be significantly different as yet.

To date, deaths remain extremely rare in children from COVID-19, with only a handful of reported cases.
 
Transmission

Precise details regarding paediatric transmission remain unclear. Low case numbers in children suggest a 
more limited role than was initially feared. Contact tracing data from Shenzen in China demonstrated an 
equivalent attack rate in children as adults, however this has been contradicted by subsequent data in Japan 
which showed a significantly lower attack rate in children. This, coupled with low case numbers would suggest 
at least that children are less likely to acquire the disease. The role of children in passing the disease to others 
is unknown, in particular given large numbers of asymptomatic cases. Notably, the China/WHO joint 
commission could not recall episodes during contact tracing where transmission occurred from a child to an 
adult. A recent modelling study from the London School of Hygiene and Tropical Medicine (pre-print, not peer-
reviewed) however has suggested the most plausible explanation for low case rates was that children are 
more likely to be asymptomatic, rather than less likely to acquire the disease. Studies of family clusters have 
revealed children were unlikely to be the index case.

Several studies have now shown that SARS-CoV-2 can be detected by PCR in the stool of affected infants for 
several weeks after symptoms have resolved. This has raised the possibility of faecal-oral transmission. 
Research from Germany failed to find any live, culturable virus in stool despite viral RNA being detectable, 
suggesting this represents viral debris rather than active virus. Further studies will be needed to shed further 
light on this.

EXTREMELY RARE IN 
CHILDREN
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Clinical features

A significant proportion of children with COVID-19 do not appear to develop any symptoms, or have subclinical 
symptoms. In the absence of widespread community or serological testing, it is uncertain what this proportion 
is. The most detailed paediatric population data from China showed 13% of confirmed cases had no symptoms 
(cases detected by contact tracing). Considering both confirmed and suspected cases, 32% of children aged 
6-10yrs were asymptomatic.

Clinical features in symptomatic children are somewhat different to adults. Children tend to have more mild 
illness. The most common presenting features are cough and fever, occurring in over half of symptomatic 
patients. Upper respiratory tract symptoms such as rhinorrhoea and sore throat are also relatively common, 
occurring in 30-40% of patients. It is not uncommon for children to have diarrhoea and/or vomiting (around 10% 
of cases), even in some cases as their sole presenting features.

Blood tests also show slightly different features to adults. Lymphocytopaenia is relatively rare in children, with 
the majority having normal or sometimes raised lymphocyte counts. Inflammatory markers such as CRP and 
Procalcitonin are often raised but only very mildly. Slight elevations in liver transaminases appear to be 
common.

Radiographic features in children are also somewhat different to their adult counterparts. Chest X-rays are 
often normal, and many CT chest scans are also normal. When present abnormalities are often less severe, 
however a reasonable number of children have bilateral pneumonia. Changes may be found on CT even in 
asymptomatic children. Common features in abnormal CT scans include mild, bilateral ground glass opacities, 
but with less peripheral predominance than is reportedly found in adults.

There appears to be little in the way of clinical signs in children to differentiate COVID-19 from other childhood 
respiratory virus infections.

Newborns

A number of case reports have been published looking at the outcomes of pregnant mothers with COVID-19 
and their newborn babies, with nearly 50 cases of infants now reported. Mothers and their babies in general 
appear to do well. As yet, cord blood, amniotic fluid and placental swabs persistently testing negative for SARS-
CoV-2. There have been a few cases of infants delivered to mothers with COVID-19, who had elevated SARS- 
CoV-2 IgM. This may indicate intrauterine transmission, however swab PCR from these children has been 
negative and false positives with IgM tests are not uncommon. The vast majority of newborns have not 
acquired COVID-19 themselves. There have been case reports of newborns and very young infants testing 
positive (one at 36hrs of age) however they have not suffered any complications of the disease and required 
minimal respiratory support. One case series has described 10 infants delivered prematurely via emergency 
caesarean section who had a more difficult neonatal course, including one death with disseminated 
intravascular coagulation. All of these infants tested negative for SARS-CoV-2, and the reason for their 
premature delivery is unclear from the report.
 
Children with comorbidities

There is little clinical data to inform us on the effect of COVID-19 on children with other comorbidities. Some 
data has been published from a liver transplant unit in Lombardy, Italy, which had 3 cases of COVID-19 in post-
transplant patients who all suffered very mild symptoms. A case series of 9 children with inflammatory bowel 
disease on immunosuppression all suffered a mild course, as did a series of 5 children being treated for 
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malignancy. Of note, in USA CDC data a high proportion of cases needing admission had at least 1 co-
morbidity (most commonly respiratory)
 
Conclusion

COVID-19 appears to affect children less often, and with less severity, including frequent asymptomatic or 
subclinical infection. There is evidence of critical illness, but it is rare. The role of children in transmission is 
unclear, but it seems likely they do not play a significant role. Changes in laboratory or radiographic parameters 
are slightly different to adults, and changes usually mild. There is no direct evidence of vertical transmission, 
and early evidence suggests both infected mothers and infants are no more severely affected than other 
groups. Early evidence suggests no significant increased risk for children with immunosuppression, but further 
data is needed.
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PSYCHOLOGICAL  
SUPPORT



As individuals we need to look after ourselves, and 
our team, whilst recognising the positive effects of 
stress! We’re in the active phase, and what we do 
there will help in the recovery phase. RCEM has an 
excellent whole page of resources highlighted here, 
and there’s an e-learning package on psychological 
wellbeing from the University of Nottingham here.

There’s many resources already in existence – one 
of many twitter threads starts here, liason psych 
advice here, fabulous learning from excellence 
summary, pre-hospital advice here, and there’s a 
useful BMJ summary of self care here too. Even 
HEE have a separate wellbeing programme! Here’s 
our top tips for advice to give your team, and 
yourself.

1. Be in top physical form

We know sleep (here and here covid specific here) 
nutrition and rest are really important. They probably 
have a good effect on our immunity. View our 
previous articles (compendium here) already and 
highlight them to your non EM colleagues. RCEM is 
really clear that now, more than ever, we need to 
look after ourselves, and everyone else, including 
our patients.

It’s also worth mentioning that all the hand washing 
can cause havoc with your skin (although what all 
these people were doing beforehand I do not know)! 
Moisturise well! If your hands have started to crack, 
these tips from a dermatolgist are fab.

2. Recognise and manage your stress

Read the RCEMLearning Stress Blog. Don’t just read 
it though, talk about stress and how to manage it with 
all your colleagues both in EM and out of EM. I 
delivered the simple stress lecture – and opened by 
saying “How do you know when I’m stressed”. At 
least 5 accurate signs were presented. When I asked 
“how do you help when I’m stressed”, the room went 
silent. By talking about it, it really helped normalise 
the potential of stress. Everyone in the room was 
stressed about coronavirus on about a 7-8/10 – apart 
from one person who hadn’t been in the clinical 
environment, so maybe we’re not helping ourselves!

Remind People to be Kind: Some stress comes from 
not being able to help. Encourage non front line staff 
to think about their neighbours and community 
initiatives. Initiative to help GP services could be 
used in hospitals – engage your patient participation 
group? Its not just everyone else that needs to be 
kind leaders need to be kind too.

BE KIND, TAKE TIME
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Firstly, remember that the whole world is 
with us, the NHS. We also have so many 
freebies heading our way its hard to keep 
up. Still. We also know that this has the 
potential for being hugely demanding both 
physically and mentally for all staff, with 
lots of moral injury.

Psychological  support

https://www.ted.com/talks/kelly_mcgonigal_how_to_make_stress_your_friend?language=en
https://www.ted.com/talks/kelly_mcgonigal_how_to_make_stress_your_friend?language=en
https://www.ted.com/talks/kelly_mcgonigal_how_to_make_stress_your_friend?language=en
https://www.ted.com/talks/kelly_mcgonigal_how_to_make_stress_your_friend?language=en
https://twitter.com/MoyaFlaherty/status/1245583493230288898?s=09
https://twitter.com/MoyaFlaherty/status/1245583493230288898?s=09
https://www.rcem.ac.uk/RCEM/Quality-Policy/Clinical_Standards_Guidance/RCEM_Guidance.aspx?WebsiteKey=b3d6bb2a-abba-44ed-b758-467776a958cd&hkey=862bd964-0363-4f7f-bdab-89e4a68c9de4&RCEM_Guidance=4#self
https://www.rcem.ac.uk/RCEM/Quality-Policy/Clinical_Standards_Guidance/RCEM_Guidance.aspx?WebsiteKey=b3d6bb2a-abba-44ed-b758-467776a958cd&hkey=862bd964-0363-4f7f-bdab-89e4a68c9de4&RCEM_Guidance=4#self
https://www.nottingham.ac.uk/toolkits/play_22794
https://www.nottingham.ac.uk/toolkits/play_22794
https://twitter.com/EmergMedDr/status/1241292184009277441
https://twitter.com/EmergMedDr/status/1241292184009277441
https://d29e30c9-ac68-433c-8256-f6f9c1d4a9ec.filesusr.com/ugd/bbd630_55b953e4fab249998b2b877b233c5667.pdf
https://d29e30c9-ac68-433c-8256-f6f9c1d4a9ec.filesusr.com/ugd/bbd630_55b953e4fab249998b2b877b233c5667.pdf
https://twitter.com/AlexBThomson/status/1241693663748595712?s=09
https://twitter.com/AlexBThomson/status/1241693663748595712?s=09
https://learningfromexcellence.com/covid19/
https://learningfromexcellence.com/covid19/
https://learningfromexcellence.com/covid19/
https://learningfromexcellence.com/covid19/
https://twitter.com/BASICS_HQ/status/1244897219003723782
https://twitter.com/BASICS_HQ/status/1244897219003723782
https://twitter.com/mihaelabucur10/status/1239651010399830016
https://twitter.com/mihaelabucur10/status/1239651010399830016
https://www.e-lfh.org.uk/programmes/coronavirus/?utm_source=Twitter&utm_medium=social&utm_campaign=SocialSignIn
https://www.e-lfh.org.uk/programmes/coronavirus/?utm_source=Twitter&utm_medium=social&utm_campaign=SocialSignIn
https://twitter.com/HEE_TEL/status/1243553584693694464?s=09
https://twitter.com/HEE_TEL/status/1243553584693694464?s=09
https://www.rcemlearning.co.uk/foamed/induction-book-2-ed-rota-rest/
https://www.rcemlearning.co.uk/foamed/induction-book-2-ed-rota-rest/
https://www.rcemlearning.co.uk/foamed/rest-sleep-and-our-breaks-the-conversation-we-cant-tire-of/https:/www.rcemlearning.co.uk/foamed/rest-sleep-and-our-breaks-the-conversation-we-cant-tire-of/
https://www.rcemlearning.co.uk/foamed/rest-sleep-and-our-breaks-the-conversation-we-cant-tire-of/https:/www.rcemlearning.co.uk/foamed/rest-sleep-and-our-breaks-the-conversation-we-cant-tire-of/
https://twitter.com/DrMikeFarquhar/status/1244983816739008512?s=09
https://twitter.com/DrMikeFarquhar/status/1244983816739008512?s=09
https://www.rcem.ac.uk/docs/Sustainable%20Working/0.%20Wellness%20Compendium%20(Apr%202019).pdf
https://www.rcem.ac.uk/docs/Sustainable%20Working/0.%20Wellness%20Compendium%20(Apr%202019).pdf
https://twitter.com/DrMikeFarquhar/status/1245390944154923008?s=09
https://twitter.com/DrMikeFarquhar/status/1245390944154923008?s=09
https://twitter.com/OneLongPlait/status/1239256987315113985
https://twitter.com/OneLongPlait/status/1239256987315113985
https://www.rcemlearning.co.uk/foamed/acute-stress-and-resilience/
https://www.rcemlearning.co.uk/foamed/acute-stress-and-resilience/
https://1drv.ms/p/s!AuJdgj3sg0ZUiNR965vNJ_wmtGGkjg?e=SVPXGv
https://1drv.ms/p/s!AuJdgj3sg0ZUiNR965vNJ_wmtGGkjg?e=SVPXGv
https://freedomnews.org.uk/covid-19-uk-mutual-aid-groups-a-list/
https://freedomnews.org.uk/covid-19-uk-mutual-aid-groups-a-list/
https://freedomnews.org.uk/covid-19-uk-mutual-aid-groups-a-list/
https://freedomnews.org.uk/covid-19-uk-mutual-aid-groups-a-list/
https://twitter.com/ChristmasRowena/status/1239282448690638848
https://twitter.com/ChristmasRowena/status/1239282448690638848
https://twitter.com/sifrazer/status/1243432641208225792?s=09
https://twitter.com/sifrazer/status/1243432641208225792?s=09
https://10ways.com/news/all-the-free-gifts-for-nhs-emergency-staff-fighting-coronavirus-on-the-frontline/12818
https://10ways.com/news/all-the-free-gifts-for-nhs-emergency-staff-fighting-coronavirus-on-the-frontline/12818
https://www.rcemlearning.co.uk/foamed/october-2018/#1538341314433-54e94d19-94c9
https://www.rcemlearning.co.uk/foamed/october-2018/#1538341314433-54e94d19-94c9


There’s lots of mindfullness apps available here with 
discounts / freebies for NHS staff. There’s a new 
twitter handle just for wellness – @19_wellness with 
a supporting facebook group, and an fab overview of 
everything with bags of awesome resources from 
NHS in mind. There’s some specific resources 
around reducing coronavirus related anxiety here 
and some meditations here (found from twitter). The 
“young person” resources might be good for the 
young or the old, and this imagined section 
resources is ideal for children.

There’s also some more generic wellbeing tips 
available from “live life to the full” with some lovely 
posters for HCPs here.

Hypnosis is clearly very beneficial here – have a 
look at some of the relaxations on NHS in mind, or 
the 5min relax and recover. More will be coming 
from ISH – some here already.

3. Recognise and manage everyone else’s stress

Consider why people are anxious just because 
you’re not (although you probably are!), doesn’t 
mean they shouldn’t be. Maybe they don’t know from 
a patient perspective how ventilation works? This is 

discussed by St Emlyns here. Children might have 
different anxieties discussed here. People might just 
be in a different spot to you – I think most people in 
EM have moved through the fear zone into the 
learning or growth zones – not everyone is there yet.

There’s a useful leaflet from Mind about reducing 
general anxiety, and an excellent article on 
managing your own mental health from BBC 
coronavirus. These resources will also be useful for 
your patients COVID related anxiety.

This from the intensive care society starts by 
reminding us to make sure you only get updates 
once or twice a day. Encourage this from your team, 
to help them help themselves. Have some good 
email and especially whatsapp management 
strategies remember whats app is often on peoples 
personal mobiles, so they can’t ignore it. If you 
check for updates every five seconds, you will 
burden yourself with anticipatory stress. Whilst you 
do this, only contact your nosey friends once or 
twice. We all know the people we mean – those who 
are only in touch when something bad happens, or 
they want “inside information”. They’ll take your time 
away, and suck you into making this a bigger drama 
than it is.

It’s also worth remembering your wider team. 
Clinicians are aware of all the resources being 
thrown at them, but make sure the non clinical staff 
are too. The effects of stress on teams are widely 
known – do what you can to minimize it.

4. Keep Laughing and Keep Leading

It’s OK to laugh. These are challenging times, yes, 
but Laughter can enhance immunity– and we know it 
reduces stress.

Social distancing doesn’t mean emotional 
distancing. Your team need you now more than ever 
some great tips here. Who is self isolating and 
needs to check in? Who is poorly and needs a 5 min 
check in chat?
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https://twitter.com/NHSEmployers/status/1243191682948108289
https://twitter.com/NHSEmployers/status/1243191682948108289
https://twitter.com/19_wellness
https://twitter.com/19_wellness
https://t.co/F7rzVi61YJ?amp=1
https://t.co/F7rzVi61YJ?amp=1
https://www.nhsinmind.co.uk/
https://www.nhsinmind.co.uk/
https://www.virusanxiety.com/
https://www.virusanxiety.com/
https://www.brainworkshops.co.uk/brainbook/
https://www.brainworkshops.co.uk/brainbook/
https://twitter.com/HJohnson2FSD/status/1240917019677134849?s=09
https://twitter.com/HJohnson2FSD/status/1240917019677134849?s=09
https://twitter.com/HJohnson2FSD/status/1244202612972552192?s=09
https://twitter.com/HJohnson2FSD/status/1244202612972552192?s=09
http://imaginaction.stanford.edu/
http://imaginaction.stanford.edu/
https://llttf.com/corona/
https://llttf.com/corona/
https://llttf.com/wp-content/uploads/LLTTF-Coronavirus-health-worker-2.pdf
https://llttf.com/wp-content/uploads/LLTTF-Coronavirus-health-worker-2.pdf
https://www.nhsinmind.co.uk/
https://www.nhsinmind.co.uk/
https://soundcloud.com/charlotte-davies-39/brief-relaxation-1
https://soundcloud.com/charlotte-davies-39/brief-relaxation-1
https://www.ishhypnosis.org/stress-relief-communication-repair/
https://www.ishhypnosis.org/stress-relief-communication-repair/
https://www.nytimes.com/article/ventilator-coronavirus.html
https://www.nytimes.com/article/ventilator-coronavirus.html
https://www.stemlynsblog.org/understanding-fear-and-anxiety-around-covid-19-a-st-emlyns-podcast/
https://www.stemlynsblog.org/understanding-fear-and-anxiety-around-covid-19-a-st-emlyns-podcast/
https://www.stemlynsblog.org/covid-19-childrens-qa/
https://www.stemlynsblog.org/covid-19-childrens-qa/
https://www.mind.org.uk/information-support/coronavirus-and-your-wellbeing/#collapse57d27
https://www.mind.org.uk/information-support/coronavirus-and-your-wellbeing/#collapse57d27
https://www.mind.org.uk/information-support/coronavirus-and-your-wellbeing/#collapse57d27
https://www.mind.org.uk/information-support/coronavirus-and-your-wellbeing/#collapse57d27
https://twitter.com/DrCAbbott/status/1239637490891468802?s=09
https://twitter.com/DrCAbbott/status/1239637490891468802?s=09
https://twitter.com/DrCAbbott/status/1239637490891468802?s=09
https://twitter.com/DrCAbbott/status/1239637490891468802?s=09
https://twitter.com/Gasdoc2857/status/1243114717276712961?s=09
https://twitter.com/Gasdoc2857/status/1243114717276712961?s=09
https://twitter.com/ICS_updates/status/1238180514823057408
https://twitter.com/ICS_updates/status/1238180514823057408
https://drive.google.com/file/d/1hpAEJJNpIm8Um9n4BsLPOF4b5ynX0h95/view
https://drive.google.com/file/d/1hpAEJJNpIm8Um9n4BsLPOF4b5ynX0h95/view
https://drive.google.com/file/d/1hpAEJJNpIm8Um9n4BsLPOF4b5ynX0h95/view
https://drive.google.com/file/d/1hpAEJJNpIm8Um9n4BsLPOF4b5ynX0h95/view
https://www.hive.co.uk/Product/Ewin-Dabney-Ewin/101-Things-I-Wish-Id-Known-When-I-Started-Using-Hypnosis/11574205
https://www.hive.co.uk/Product/Ewin-Dabney-Ewin/101-Things-I-Wish-Id-Known-When-I-Started-Using-Hypnosis/11574205
https://twitter.com/DrJaneMunro/status/1243635544149471232?s=09
https://twitter.com/DrJaneMunro/status/1243635544149471232?s=09
https://twitter.com/DrRachelMorris/status/1243579365528604676?s=09
https://twitter.com/DrRachelMorris/status/1243579365528604676?s=09
https://twitter.com/DrRachelMorris/status/1243579365528604676?s=09
https://twitter.com/DrRachelMorris/status/1243579365528604676?s=09


5. Debrief Often

Debriefing is everyone’s responsibility, and you need 
to encourage your team to start doing it now – 
debriefs shouldn’t just be after cardiac arrest. Check 
in and debrief with yourself – some great tips here, 
and a non covid related debrief podcast here.

Not all debriefing needs to be formal. I love the idea 
of a wobble room, and even just asking “how are 
you“.

Most of us have been debriefing for a while, but 
might run out of time, and the headspace. Contact 
your chaplaincy service, and any psychology 
services – ours are going to be running a daily 
debrief drop in session with our psychology 
colleagues to make sure night and day shift can 
attend. A “4 o-clock club” is a similar approach.

For people new to debriefing, the “TAKE STOCK” 
principle will be useful, and there’s another useful 
COVID specific prompt here. There’s a trial of an 
online debriefing service here. A hot debrief is 
recommended, but not compulsory. It is an 
emotional release and a “lessons learned” review 
carried out there and then after the incident or 
exercise, when all the key people are still present 
and any lessons learned can immediately influence 
future events. Minor details aren’t lost because of 
time delay, or a later emphasis on the bigger issues.

We have prompts available on our ED bereavement 
checklist to attempt to normalise the debrief process 
often starting is the hardest part!

The cold debrief structure is often similar to the 
simulation “debrief diamond” or an after action 
review. The resus team may be able to help arrange 
this. An alternative model for a cold debrief is one 
which focuses on the emotional impact of the event 
and the ways in which participants are coping with 
this, and potential lessons to be learnt are not 
addressed, to enable people to speak freely in a 
non-judgemental environment. This model might be 
particularly useful to support the psychological well-
being of staff.

6. Arrange Practical and Wellbeing Support

It’s the little things that make a day at work better or 
worse. Worrying about whether your period will start, 
or if you’ve got enough food at home won’t make it 
better. But what about if you need to shower after a 
patient coughs all over you? What about if you’re too 
tired to travel home? Practical ideas like a “fare box“, 
“too tired to travel home” box, peer support for all 
things, including grocery supply are useful. Of 
course, if there’s space in your hospital some porta-
homes would be useful for staff isolating from family, 
or who can’t get transport to work. The extroverts 
might like some interaction – maybe a zoom quiz or 
something?

We at LGT, had to go one step further, and our 
period SOS box has got organic supplies (thank you 
Freda), and a nice little bit of period specific relaxing 
(slow version here – if it helped you let us know!).
The doctor sickness record we’ve been keeping has 
tick boxes for when you last completed a welfare 
check. Ideally we’ll do that every day. Pragmatically, 
we’re not sure. We’re encouraging our junior doctors 
to form welfare groups, so they can check in on 
themselves.

Other RCEM Learning Wellbeing Resources

We’ve signposted to the fabulous RCEM wellbeing 
compendium already. Do have a look at some of our 
other wellbeing resources.

Human Factors ebook
Sleep, and sleep with rotas, sleep podcast and 
TIRED study. 
Key occupational stressors in the ED
Debriefing post traumatic event
Compassion Fatigue
Moral Injury 
Motivating staff 
Burn Out 
Stress 
Hot Debrief
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https://www.rcemlearning.co.uk/foamed/april-2020/#1585731300151-29202ac7-c7f9
https://www.rcemlearning.co.uk/foamed/april-2020/#1585731300151-29202ac7-c7f9
https://twitter.com/miss_pilling/status/1243480447738425349?s=09
https://twitter.com/miss_pilling/status/1243480447738425349?s=09
https://tavistockandportman.nhs.uk/training/workforce-development/ncl-mind/
https://tavistockandportman.nhs.uk/training/workforce-development/ncl-mind/
https://tavistockandportman.nhs.uk/training/workforce-development/ncl-mind/
https://tavistockandportman.nhs.uk/training/workforce-development/ncl-mind/
https://twitter.com/elinlowri/status/1239654541227954176?s=09
https://twitter.com/elinlowri/status/1239654541227954176?s=09
https://www.rcemlearning.co.uk/foamed/take-stock-hot-debrief/
https://www.rcemlearning.co.uk/foamed/take-stock-hot-debrief/
https://twitter.com/K_Walthall/status/1241836123770499079?s=09
https://twitter.com/K_Walthall/status/1241836123770499079?s=09
https://twitter.com/debriefmentor/status/1239003553710182407?s=09
https://twitter.com/debriefmentor/status/1239003553710182407?s=09
https://www.stemlynsblog.org/good-to-talk-debrief-in-the-emergency-department/
https://www.stemlynsblog.org/good-to-talk-debrief-in-the-emergency-department/
https://www.ncbi.nlm.nih.gov/pubmed/26009951
https://www.ncbi.nlm.nih.gov/pubmed/26009951
https://twitter.com/drjosiech/status/1239248509972480003
https://twitter.com/drjosiech/status/1239248509972480003
https://twitter.com/nbtanaesthesia/status/1164834068237697025
https://twitter.com/nbtanaesthesia/status/1164834068237697025
https://twitter.com/drjosiech/status/1239248494428389379
https://twitter.com/drjosiech/status/1239248494428389379
https://twitter.com/yasminleighw/status/1239253404372869121
https://twitter.com/yasminleighw/status/1239253404372869121
https://twitter.com/Helenlaird/status/1244227912552927233?s=09
https://twitter.com/Helenlaird/status/1244227912552927233?s=09
https://twitter.com/Toriatwo/status/1244258608923250690?s=09
https://twitter.com/Toriatwo/status/1244258608923250690?s=09
https://twitter.com/Toriatwo/status/1244258608923250690?s=09
https://twitter.com/Toriatwo/status/1244258608923250690?s=09
https://twitter.com/DrHelenOram/status/1244712369806286849
https://twitter.com/DrHelenOram/status/1244712369806286849
https://twitter.com/fredaspeaks/status/1243921060220854274
https://twitter.com/fredaspeaks/status/1243921060220854274
https://twitter.com/fredaspeaks/status/1243921060220854274
https://twitter.com/fredaspeaks/status/1243921060220854274
https://twitter.com/OneLongPlait/status/1243918645945946112
https://twitter.com/OneLongPlait/status/1243918645945946112
https://soundcloud.com/charlotte-davies-39/periods-with-longer-periods
https://soundcloud.com/charlotte-davies-39/periods-with-longer-periods
https://drive.google.com/file/d/1XJmo_3xTswDGLq2Wh46XQy-Wl-S8wOZ0/view?usp=sharing
https://drive.google.com/file/d/1XJmo_3xTswDGLq2Wh46XQy-Wl-S8wOZ0/view?usp=sharing
https://drive.google.com/file/d/1XJmo_3xTswDGLq2Wh46XQy-Wl-S8wOZ0/view?usp=sharing
https://drive.google.com/file/d/1XJmo_3xTswDGLq2Wh46XQy-Wl-S8wOZ0/view?usp=sharing
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ST EMLYN’S - 
HEAD VS HEART: 
OPENING THE 
BOX

St Emlyn’s - Author: Natalie May



Link to full blog post here

Ed- This blog post comes at an interesting and challenging time for us all. It was due to be given at 
#badEMfest in South Africa this week, but as we all know Covid-19 rather scuppered that plan. We were all 
hugely upset to see #badEMfest canceled and sincerely hope that it will be back in 2021. 

The content is arguably even more relevant and important now as many of us face challenging times ahead. 
There are really important personal and societal lessons to be learned from Natalie. Read on, learn, listen, 
watch and reflect on how we all deal with the challenges that life throws before us.

Head Vs Heart: Opening the box video

2019 was a bit of a mad year for me. I was appointed to a permanent post in Emergency Medicine in Sydney, I 
had a baby and I spent three weeks as a psychiatric inpatient in a mental hospital.

Wait. That’s not right.

I was appointed to a permanent post in Emergency Medicine in Sydney, I had a baby and I was fortunate 
enough to spend three weeks as a psychiatric inpatient in a mental hospital.

That’s better.

I hope you’re not too shocked. I’ll admit, I was a bit surprised myself – the first 24h as an inpatient were totally 
surreal. But I’m not ashamed. I’m incredibly fortunate to have had excellent support from two awesome EM 

friends, to have access to NSW’s 
only mother and baby inpatient 
mental health unit and to have 
been admitted early, so much so 
that I was able to turn my surviving 
into thriving. I promise I’ll share 
more on my experiences of 
postnatal anxiety and depression 
(PNAD), the insights and tools I 
accessed through CBT and why 
Emergency Medicine is excellent 
preparation for parenthood (and 
why it’s not) in due course.

My family is doing well; I am 
weaning my antidepressant dose 
and back at work, and my son is a 
happy healthy 9 month old.

CHALLENGING TIMES
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For now, though, there’s something I learned in the unit that I really think you need to hear. In fact, it absolutely 
blew my mind to attend this session and I still can’t believe that this isn’t something we are taught in healthcare.
I want to talk about EMOTIONS.

I bet you thought this was going to be a talk about 
thoracotomy and trepanation, right? Well, don’t go 
anywhere just yet. I think this is going to be more 
useful to you on a daily basis and relevant to all of you. 
That’s right – everybody.

The following is based on a session delivered by an 
amazing psychologist during my inpatient stay (thank 
you Sarah!). 

Emotions

Growing up, we hear lots of messages about our emotions. Maybe you were told that “boys don’t cry”. Perhaps 
you’ve been accused of “moping around” or told that you have “an anger problem”. Maybe you struggle with 
“Catholic guilt”. Whatever your experience, I think most of us can relate to the idea that society would have us 
believe that some emotions are good and some emotions are bad.

But consider this: what would the world look like if there was no anger? Too much anger would be chaos and 
violence, but if there was none there would be no boundaries; anything could be done by anyone to anyone – 
and that’s chaos too.

What about sadness? If there was no sadness, life would be frivolous. And without guilt, we wouldn’t be 
motivated to do anything differently.

Psychologists tell us that there are six main emotions – this idea comes from the work of Paul Eckman in the 
1970s although much of his work was around decoding facial expressions. Since then, work around 
understanding emotions has built on the idea of core emotions and there are several versions of this (Robert 
Plutchik described eight in pairs, and displayed them in a colour wheel) but the underlying principles are the 
same. Other words we use to describe how we feel can be sorted into one of these six categories, and each of 
the six main emotions serves a specific purpose.
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Fear

The purpose of fear is to protect us from danger and ensure our survival.
If there was no fear, we would put ourselves into dangerous situations. Too much fear is debilitating; it prevents 
us from doing the things we want to do. 

Anger

Anger exists to tell us that a boundary has been violated. 
Without anger, we would not be able to protect ourselves and our interests. We would find others taking 
advantage of us. Too much anger can hurt those around us, destroying our relationships.

Shame

(Eckman called this DISGUST, but I think shame is easier to understand)

We feel shame in order to motivate ourselves to develop or improve certain parts of ourselves.

If we didn’t feel shame, we would continue to do things that harm ourselves and others. Too much shame is 
also paralysing; it would cause us to withdraw from society, to experience low self-esteem and to isolate 
ourselves from others.

Sadness

The purpose of sadness is to show us what matters to us. 
Without sadness, life would be superficial. We wouldn’t form meaningful relationships or realise the value of 
other people and things in our lives. Too much sadness prevents us from functioning, as those with depressive 
illnesses know.

Love

Love helps us to form attachments and connections. 

If we didn’t feel love, we wouldn’t meet our need for community and connection. Too much love can impair our 
logical thinking, particularly if we become infatuated. 

Happiness

We experience happiness to reward behaviour that benefits us.

Without happiness, we would lack enjoyment in life and particularly in social connections (think about the times 
you are most happy; they usually involve a moment of taking stock and often involve other people). Too much 
happiness means we wouldn’t understand our limits and we might prevent other people from being able to live 
their lives.
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Why this – and why now?

We are living and working in unprecedented 
times. 

As an Emergency Physician I have often 
thought that my emotions get in the way of 
my ability to do my job. I might even have 
described myself as “dead inside”, used so-
called “black humour” in stressful situations 
or even walked from breaking bad news 
straight into a consultation where I play with 
a toddler. I’ve thought of myself as a “head” 
person far more than a “heart” person and I 
wonder how many of you can relate to this.

While the idea of emotions being a nuisance at work might be true in some ways, my approach of just 
pretending to myself I didn’t feel anything was 
not the most functional. It’s also an unfair way 
to treat myself, because I’m not a robot and I 
do feel things. There are tough resuscitations, 
failed resuscitations, horrible deaths and little 
moments of collateral beauty that stay with 
me. In truth, I have been afraid to open the 
box I’ve kept my emotions in because I was 
scared that they would never stop pouring out. 
I am fallible, imperfect and human, and so are 
you.

Logically, emotions do make sense; they are 
crucial to our survival as they drive us towards 
togetherness, towards a functioning social 
group – and that, I think we are about to find 

out – is the essence of our humanity. I’m bringing this concept to you now because I think we are going to find 
our emotional responses unavoidable in the 
coming days, weeks, months and years as 
we work and live through this crisis.

We often judge ourselves for “feeling”, 
especially when we have listened to society 
and attributed “good” or “bad” tags to 
particular emotions. As a psychiatric 
inpatient I learned about the concept of self-
validating my emotions. Validation means 
not judging myself and not judging the 
emotion, simply accepting that I feel what I 
feel in a particular situation. Adding 
judgement often fuels further unhappiness. 
In this case, we might feel anger or fear as 
a secondary emotion in response to our 
primary emotion (for example, sadness).
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Self Validation

The key is acceptance; this can prevent us from falling into the trap of allowing secondary emotional 
responses. Freeing up our emotional and cognitive processing power by accepting what we feel allows us to do 
more to change our situation (if we need to).

Self-validation has three stages. If this is totally new to you, you might not be immediately able to proceed to 
the third stage – and that is completely fine. I would, however, advise you to practice now. Self-validation is a 
skill, and like all skills the more you practice, the smoother and more natural it will become. That may be 
valuable in the ensuing weeks.

Step 1: acknowledge
This is perhaps the hardest and most important step; name the emotion that 
you feel and let go of any associations with feeling it. 

I have talked a few people through this process in recent weeks and often 
when you ask someone “how do you feel?” they immediately begin talking 
about their judgement of the situation, eg “I can’t believe that he was so rude 
to me!” or “It’s so irritating that they did that!”

Try to let go of the judgement and discern how you feel. Put a name to that 
feeling and say it out loud.

“I feel angry.”
“I feel sad.”

If you are able to align your emotional state with one of the six main emotions, that’s great – if not, try to work 
out which main emotion the word you are using to describe the way you feel falls into.
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Step 2: allow

Allow yourself to feel that emotion. It is the way you feel – and that is ok. Tell 
yourself that. Give yourself permission to feel what you feel; as we have 
already discussed, there are no “good” or “bad” emotions.

“I feel sad. It is ok that I feel sad.”
“I feel angry. It is ok that I feel angry.”

This might be as far as you can go initially. That is totally fine.

When you are comfortable naming and allowing your emotions, try to move to step 3.

Step 3: understand

Once you can identify which of the six main emotions you are feeling, 
you can refer back to the purpose of that emotion to try to understand 
where it comes from. Sometimes we do feel a mixture of things at once, 
so try to take them on one at a time.

“I feel sad. It is ok that I feel sad. It is understandable that I feel sad; 
sadness exists to show me what matters to me. It matters to me 
that I am good at my job and things here didn’t go the way I wanted 
them to. My family matters to me and I saw the pain of losing them reflected in the pain of my patient’s 
family.”

“I feel angry. It is ok that I feel angry. It is understandable that I feel angry; anger exists to tell me that a 
boundary has been violated. In this situation, that boundary is the respect I expect to be shown in my 
workplace by my colleagues.”

Understanding your emotional response goes beyond judgement and attempts to make sense of the way that 
we feel. This is difficult, but gets easier with practice. I would suggest taking a moment to self-validate your 
emotions at minimum once a day; as you are leaving work would seem to be a good time to check in with 
yourself, but as things get harder you might want or need to do this several times a day.

And that’s it. Acknowledge, allow, understand  – three steps to help you to 
take care of yourself; to prevent things being bottled up inside and to check 
in with your emotional state in a non-judgemental way. 

I hope this helps you to stay well. I suspect that you, like me, will be more 
whole, more productive, and more peaceful if you accept both head and 
heart – and trust yourself to open that box.

Nat
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AND CHILDREN: 
WHAT DO YOU 
NEED TO KNOW

Don’t Forget the Bubbles - Authors: Alison Boast and Alasdair Munro



Link to full blog post here

If you have turned on the television or radio, looked at a newspaper, or spoken to another human being in the 
last few weeks, you will be aware of the global interest in a new infectious disease that has emerged and 
spread to almost every continent, called COVID-19. As of March 11th 2020 it was declared a global pandemic 
by the World Health Organisation, meaning that is was being spread among multiple different countries around 
the world at the same time.

There is certainly a huge amount of interest in this new infection, but for those of us whose business is looking 
after children, what do we need to know?

What is COVID-19?

• COVID-19 is the name of the disease caused by a new coronavirus, which has now been named SARS-
CoV-2. COVID-19 is the disease, and SARS-CoV-2 is the virus.

• A coronavirus is a type of virus named after its unique appearance – with a ‘crown’ of proteins – when viewed 
with high power microscopy.

• Coronaviruses very commonly infects humans (and some animals).

• In humans, coronaviruses are a frequent cause of the ‘common’ cold – resulting in an upper respiratory tract 
infection with cough and coryza. There are, however, three types which can cause severe, even life-
threatening disease in humans (SARS, MERS, and COVID-19).

What is the difference between COVID-19, SARS, and MERS?

Whilst they are all severe illnesses caused by coronaviruses, there are some important differences. Some 
useful things to consider include the R0 (how many people, on average, one case of the disease will spread to 
in others) and the Case Fatality Rate (CFR), an estimate of how many people who contract the disease will 
die from it. Neither of these statistics is hard and fast (and are both highly context-specific), but they provide a 
rough yardstick with which to compare infectious diseases.

• SARS: This is an acronym for Severe Acute Respiratory Syndrome, a disease caused by the virus SARS-
CoV. In 2002-3 the spread of SARS-CoV resulted in around 8,000 cases, with a CFR of approximately 
10%. Similar to COVID-19, SARS-CoV originated in China, before spreading around the world, 
predominantly Europe, North America, and South America. The R0 from SARS is thought to be 3.

• MERS: This is an acronym for Middle East Respiratory Syndrome, caused by the virus MERS-CoV . As the 
name suggested, it originated in the middle east in 2012, transmitted initially from camels to humans. MERS 
causes the most lethal infection of the coronaviruses, with a CFR of around 35%. The R0 from MERS is 
thought to be <1.

BE KIND, TAKE TIME
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• COVID-19: This is an acronym for COronaVIrus Disease 2019, the disease caused by the virus SARS-
CoV-2. It is a zoonotic disease (meaning it was transmitted to humans from animals) and although the 
intermediate host has not yet been identified, it’s thought to most likely have originated in bats. It was initially 
identified in December 2019 in China, before spreading around the world. The CFR is unclear, as it is still 
uncertain how many people actually have the virus, and how many who currently are unwell will die from the 
disease. Estimates of the CFR range from 1-3%. This is highly dependent on the country (and available 
health resources) but another significant factor is age, with CFR ranging from 0% in children <9 years to 15% 
in those aged >80 years. The R0 for COVID-19 is still unclear but is thought to be 2-3.

What are the symptoms?

• The symptoms of COVID-19 are similar to other respiratory viral infections.

• A study of adults with COVID-19 in China found the most common symptoms were fever (43.8% on 
presentation and 88.7% during hospital admission) and cough (67.8%).

• Infected children may present with similar upper respiratory tract symptoms, or may have gastrointestinal 
symptoms (e.g. nausea or vomiting). Sore throat and runny nose do not appear to be uncommon features in 
children (as opposed to adults). It is thought that many children may also be completely asymptomatic.

How does COVID-19 affect children?

There are a small, but increasing number of case reports in children. Epidemiological data from China and Italy 
has confirmed that COVID-19 is much less severe in children than adults. There have only been 2 deaths of 
children with COVID-19 so far, and it is unclear whether they died as a result of the infection or from a comorbid 
condition (we know one child had intussusception and multiple organ failure). Critical illness is very rare. It may 
be more serious in younger infants, but this picture is less clear due to the high number of other respiratory viral 
infections suffered by this age group which can be more serious (cases not due to COVID-19).

The exact reason why there are so few children with confirmed COVID-19 is unknown. Some early evidence 
(not yet peer-reviewed) from China suggests that children may become infected at the same rate as adults, but 
just do not display symptoms. However, there is now conflicting evidence from Japan which suggests children 
may be less likely to get infected than adults, as well as less likely to have symptoms.

Importantly, children who are symptomatic or only mildly affected may play a role in transmission of COVID-19. 
It is yet unknown whether asymptomatic children can pass the infection on to others. It appears children may 
continue to excrete the virus through their faeces (poo) for several weeks after the symptoms of infection have 
passed, but the role of this excretion in viral transmission is not clear (it may just be viral particles rather than 
active virus). Regardless, hand hygiene remains of paramount importance in reducing spread.

If my child is unwell, can I give them ibuprofen?

There has been considerable social media interest in the use of ibuprofen in suspected or confirmed 
COVID-19. For an in depth analysis of what this means for children please see our separate article (coming 
soon).
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What about neonates?

Neonates without comorbidities do not appear to be at an increased risk. There is, as yet, no evidence of 
vertical transmission from mother to child, with several small case series having been published of babies born 
to mothers with COVID-19.

In the UK, the RCPCH has published guidelines (with the Royal College of Obstetrics and Gynaecology) 
recommending pregnant women with COVID-19 who are in labour should deliver their baby in an obstetric unit, 
however there is no need to separate mother and baby after birth, and the benefits of breast feeding outweigh 
any theoretical risks.

What about children with chronic conditions?

There is no data to guide us currently on how COVID-19 might affect children with underlying health conditions. 
For children currently being treated for cancer, the UK Childrens Cancer and Leukaemia Group have posted 
guidance for families which recommend standard precautions against COVID-19, and usual care regarding 
treatment for fevers, or avoiding contact with people who are currently unwell. From unpublished reports, it is 
understood there have not yet been any cases of COVID-19 in children being treated for cancer. We 
understand there have been some cases in children treated with immunosuppression for inflammatory bowel 
disease, but these have been all been mild disease.

Is there any treatment?

There is no proven treatment for COVID-19, however, there are many clinical trials underway for many different 
therapies. An early study of hydroxychloroquine from France has shown promise in reducing the amount and 
duration of virus found in patients. A study of a combination of anti-HIV drugs (Lopinavir/Ritonavir) from China 
has not demonstrated it’s efficacy. These are all highly experimental with no clinical evidence of efficacy as yet. 
Vaccines will hopefully provide protection against future outbreaks of COVID-19, though these are still early in 
the drug development pipeline and unlikely to be available this year.

What can I do to minimize my risk?

Two words - hand hygiene. As with other viruses spread by droplet (e.g. influenza) hand hygiene, particularly 
when out in public, plays a critical role in preventing transmission. Washing hands with soap and water, for an 
adequate amount of time, covering all areas of the hands is most effective. Hand sanitizer is effective, but no 
more so than usual hand washing

It is important to avoid contact with others who are acutely unwell. Wearing surgical masks will not protect you 
from respiratory viruses. Wearing one if you are unwell may protect others from your respiratory secretions.
Physical distancing is becoming increasingly important. You should follow advice from your public health 
authorities, and it would be wise to reduce not essential physical or close personal contact with other people to 
a minimum.
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What should I do if someone in my family becomes unwell?

• It’s important to try and prevent spread – the best way to do this is to encourage coughing into tissues or 
elbow, followed by hand hygiene.

• Review local guidelines and contact your local general practitioner or hospital about the best way to be 
reviewed by a doctor.

• Individual countries have their own systems for managing people in the community who are concerned they 
may have COVID-19.

• UK
• AUS
• USA

Resources for health professionals

Many journals have made their COVID-19 resources open access including NEJM, The Lancet, BMJ, and 
JAMA

National professional resources can be found at:

• UK
• AUS
• USA

Literature

For a comprehensive review of all paediatric English language literature to date which has informed this article 
please see our separate page for COVID-19 Evidence
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The RCEM main site has link to all the national guidelines, and facilities for sharing your local guidelines. 
These can be found here.

Patient Resources: 

Translated patient information leaflets are available via Doctors of the World and this google link.

National Guidelines: 

NICE guidelines here 
BMJ best practice guidelines here.
Learning from excellence collated evidence here. 
Resus council statement here. (Summary: wear PPE first) 
Delirium in covid times here (Summary: 4AT, look for other causes)
Rheumatology research and guidelines here. 
Ethical guidelines here 
Pregnant worker (twitter commentary here) guidelines here and RCOG here.
NHS PPE guidelines here
Collated handbook guidelines here or here from 10EM. 
Hospital discharge guidelines here

Non UK Guidelines: 

Italian Thoracic Society Guidelines are here.
Summary of China’s experience guidelines here

Paediatrics

We can’t express enough how awesome DFTB is: dontforgetthebubbles.com evidence summary paediatric 
covid 19 Other resources concentrate on making coronavirus “child friendly”: Posters on a cupboard Leaflets 
for children Helping children cope with anxiety

WELL COVERED

66

The basic physiology is well covered in other places: EmCrit and Rebel EM for adults 
DFTB for children (with light hearted tips for paediatricians seeing adults here). Both 
these sites are going to try and keep their links up to date.

National Guidelines & basic science

https://t.co/4fMTaxaNHI?amp=1
https://t.co/4fMTaxaNHI?amp=1
https://www.rcem.ac.uk/RCEM/Quality_Policy/Safety/Covid-19/RCEM/ForProfessionals/Safety/Coronavirus_Covid-19.aspx?hkey=a595bd96-c54f-42ab-a399-21ac96c4c3b9
https://www.rcem.ac.uk/RCEM/Quality_Policy/Safety/Covid-19/RCEM/ForProfessionals/Safety/Coronavirus_Covid-19.aspx?hkey=a595bd96-c54f-42ab-a399-21ac96c4c3b9
https://drive.google.com/drive/mobile/folders/193qQN9l04Dvf0N9L5zeWTiXK_DRbrAxg?usp=drive_open
https://drive.google.com/drive/mobile/folders/193qQN9l04Dvf0N9L5zeWTiXK_DRbrAxg?usp=drive_open
https://www.nice.org.uk/covid-19
https://www.nice.org.uk/covid-19
https://bestpractice.bmj.com/topics/en-gb/3000168/diagnosis-approach
https://bestpractice.bmj.com/topics/en-gb/3000168/diagnosis-approach
https://learningfromexcellence.com/covid19/
https://learningfromexcellence.com/covid19/
https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/covid-healthcare/
https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/covid-healthcare/
https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases
https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases
http://rheum-covid.org/
http://rheum-covid.org/
https://www.thehastingscenter.org/ethics-resources-on-the-coronavirus/
https://www.thehastingscenter.org/ethics-resources-on-the-coronavirus/
https://twitter.com/trishgreenhalgh/status/1240923930711523328?s=09
https://twitter.com/trishgreenhalgh/status/1240923930711523328?s=09
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1002/uog.22014
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1002/uog.22014
https://t.co/6IN1LZ62IU?amp=1
https://t.co/6IN1LZ62IU?amp=1
https://t.co/uQAfVzer0j?amp=1
https://t.co/uQAfVzer0j?amp=1
https://twitter.com/OneLongPlait/status/1241809519816183808
https://twitter.com/OneLongPlait/status/1241809519816183808
https://first10em.com/covid-19-resources/
https://first10em.com/covid-19-resources/
https://twitter.com/helenbevan/status/1240713101135073280
https://twitter.com/helenbevan/status/1240713101135073280
http://www.aiponet.it/news/speciale-covid-19/2426-managing-the-respiratory-care-of-patients-with-covid-19-english-version.html
http://www.aiponet.it/news/speciale-covid-19/2426-managing-the-respiratory-care-of-patients-with-covid-19-english-version.html
https://covid-19.alibabacloud.com/
https://covid-19.alibabacloud.com/
https://dontforgetthebubbles.com/evidence-summary-paediatric-covid-19-literature/
https://dontforgetthebubbles.com/evidence-summary-paediatric-covid-19-literature/
https://twitter.com/EmergencyDoc1/status/1239249972866027522?s=09
https://twitter.com/EmergencyDoc1/status/1239249972866027522?s=09
https://twitter.com/EmergencyDoc1/status/1239249972866027522?s=09
https://twitter.com/EmergencyDoc1/status/1239249972866027522?s=09
https://emcrit.org/ibcc/COVID19/
https://emcrit.org/ibcc/COVID19/
https://rebelem.com/covid-19-the-novel-coronavirus-2019/
https://rebelem.com/covid-19-the-novel-coronavirus-2019/
https://dontforgetthebubbles.com/covid-19-children-need-know/
https://dontforgetthebubbles.com/covid-19-children-need-know/
https://twitter.com/sailordoctor/status/1239141894090706944?s=09
https://twitter.com/sailordoctor/status/1239141894090706944?s=09
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Other Podcasts / Educational Resources

Regularly LSHTM Viral Podcast – regularly

30/3/20 – COVID in the older adult webinair

23/3/20 – Return to Work Conference 

23/ 03/ 20 LSHTM Corona e-learning starts 

22/ 03/ 20 elfh corona package 

21/03/20 AAGBI webinair 

20/03/20 EM Rebel blog 

20/03/20 – FOAMCast blog and podcast 

19/03/ 20 – POCUS webinair. Register here. 

19/03/20 – Simple handbook guide 

15/03/20 AAGBI Corona webinair 

14/ 03/ 20 St Emlyns interviews an Italian Doctor 

11/ 03/ 20 St Emlyns Blog 

10/ 03 / 20 Human Factors Webinar 

01/ 03/ 20 RCEMLearning Coronavirus 

dontforgetthebubbles.com evidence summary paediatric covid 19
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https://podcasts.google.com/?feed=aHR0cHM6Ly9hbmNob3IuZm0vcy8xMzQwNTUyMC9wb2RjYXN0L3Jzcw==
https://podcasts.google.com/?feed=aHR0cHM6Ly9hbmNob3IuZm0vcy8xMzQwNTUyMC9wb2RjYXN0L3Jzcw==
https://t.co/jczMG5aeeJ?amp=1
https://t.co/jczMG5aeeJ?amp=1
https://twitter.com/Tillimint/status/1240989926113624065?s=09
https://twitter.com/Tillimint/status/1240989926113624065?s=09
https://www.lshtm.ac.uk/study/courses/short-courses/free-online-courses/coronavirus
https://www.lshtm.ac.uk/study/courses/short-courses/free-online-courses/coronavirus
https://t.co/Jgq33NUKcn?amp=1
https://t.co/Jgq33NUKcn?amp=1
https://twitter.com/AAGBI/status/1241244414116233218?s=09
https://twitter.com/AAGBI/status/1241244414116233218?s=09
https://twitter.com/srrezaie/status/1240839995784560653
https://twitter.com/srrezaie/status/1240839995784560653
https://twitter.com/FOAMpodcast/status/1240674105332051974
https://twitter.com/FOAMpodcast/status/1240674105332051974
http://go.pardot.com/e/514511/nt-main-cta-utm-term-awareness/6ln7pw/763789584?h=44DjhNdovGxZ0OBcRJVqLpOCrXq_K5fTMbP8r4mUUBE
http://go.pardot.com/e/514511/nt-main-cta-utm-term-awareness/6ln7pw/763789584?h=44DjhNdovGxZ0OBcRJVqLpOCrXq_K5fTMbP8r4mUUBE
https://www.alibabacloud.com/universal-service/pdf_reader?spm=a3c0i.14138300.8102420620.dreadnow.6df3647fyK9aS1&pdf=Handbook_of_COVID_19_Prevention_en_Mobile.pdf
https://www.alibabacloud.com/universal-service/pdf_reader?spm=a3c0i.14138300.8102420620.dreadnow.6df3647fyK9aS1&pdf=Handbook_of_COVID_19_Prevention_en_Mobile.pdf
https://register.gotowebinar.com/recording/5332585620774399500
https://register.gotowebinar.com/recording/5332585620774399500
https://www.stemlynsblog.org/covid-19-podcast-from-italy-with-roberto-cosentini-st-emlyns/
https://www.stemlynsblog.org/covid-19-podcast-from-italy-with-roberto-cosentini-st-emlyns/
https://www.stemlynsblog.org/covid-19-preparations-in-virchester-st-emlyns/
https://www.stemlynsblog.org/covid-19-preparations-in-virchester-st-emlyns/
https://twitter.com/TaraCohenPhD/status/1238493961934659584?s=09
https://twitter.com/TaraCohenPhD/status/1238493961934659584?s=09
https://www.rcemlearning.co.uk/foamed/march-2020/#1583147668624-be9589dc-0f30
https://www.rcemlearning.co.uk/foamed/march-2020/#1583147668624-be9589dc-0f30
https://dontforgetthebubbles.com/evidence-summary-paediatric-covid-19-literature/
https://dontforgetthebubbles.com/evidence-summary-paediatric-covid-19-literature/


Your ED Planning Checklist

• Order Supplies Food and Drink for Staff

• Toiletries and sanitary products for stranded staff

• Intubation boxes and drug grab bags

• PPE – lots and lots of it

• CPAP, NIV machines

• Ventilators

• Train Staff PPE donning and doffing

• Intubation

• CPAP and NIV

• End of life discussions

• Print and laminate checklists

• Simulation simulation simulation

• Support staff

• Plan rotas

• Talk about child care

• Arrange psychological support

• Consider encouraging annual leave now

• Plan your isolation dirty and clean areas

• Security input

• Extra cleaners

• Increased signage

• Check your oxygen supplies

• Consider whether bereavement office can send the registry office an electronic death certificates so families 
don’t have to go to bereavement office and the registry office.
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https://twitter.com/Hey_haleyhere/status/1240774661727825923?s=09
https://twitter.com/Hey_haleyhere/status/1240774661727825923?s=09

