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To connect your audio 

click “Join with 

Computer Audio” 

OR  

If you have difficult 

connecting click “Phone 

Call” but YOU MUST use 

your participant ID 

XXX 

912 8433 

8380 

Welcome to the webinar 



Set up your view…  
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Speaker view 

Gallery view 
OR 

 Split screen 

Split screen  



You can ask questions via the Zoom chat room…  
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At any time during the webinar you’ll have 

the opportunity to submit your question to 

today’s presenters. To do so, just type 

your question into the chat.  

As time allows, the presenters will 

address as many questions as they can 

during the Q&A session at the end of the 

presentation.  

There will be an optional 30 minute virtual 

coffee break after the session if you have 

more questions that we don’t cover in the 

session.  

We will share all slides and a transcript of 

the chat after the session.  

First click onto chat at the 

bottom of your zoom screen 

If you have any questions or tech issues please let us 

know in the chat 



Webinar ground rules; consent for recording 

When not speaking please go on mute to minimise background noise; click on the microphone icon to 
mute / unmute. 

Introduce yourself before speaking to the group. 

Use the chat function if you are unable to speak.  You can send a private message to a specific 
individual or a message to everyone in the group. 

You can share reactions if you want to express yourself without interrupting or if it’s difficult to be heard 
(at the bottom of the main screen) or use the ‘raise your hand’ option in ‘manage participants’.  

Use of the video is optional; turn the camera off if you do not wish to have your camera on. 
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Today's speakers 
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Nathalie Delaney Kevin Elliott 

Alison Tavaré 

Hannah Little Pauline Heslop Anna Davies 

Sue Turner Lesley Le-Pine Lynda Sandles Becca Porteous 



Latest LeDeR 
report 

Local 
responses to 

LeDeR 

Rolling out 
RESTORE2 

Improving 
annual health 

checks 

Transforming 
services using 

QI 

Optimising 
services during 

COVID-19 

Local and 
national 
priorities 

Q&A 

Overview of content 
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Learning Disabilities Mortality Review 
(LeDeR) – Latest report findings 
(Pauline Heslop) 
 
  



Findings from 
the LeDeR 
programme 
annual report 
2019 

 

Pauline Heslop 

University of Bristol 

Pauline.Heslop@bristol.ac.uk 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

• 37% of people with learning disabilities died age 

65 and over. 

   In the general population, 85% of people die aged 

   65 and over.  

 

• In 2019, the average (median) age at death for 

people with learning disabilities was 61 for males 

and 59 for females. 

 

   This is an increase of 1 year for males since 2018. 

 

 

How old were people when they died? 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

. 

What are the most common causes of death? 
. 

The 5 (6) conditions most frequently mentioned in official records 

Condition Number Percentage 

Bacterial pneumonia 1,444 24% 

Aspiration pneumonia 948 16% 

Down’s syndrome 658 11% 

Dementia/Alzheimer’s disease 545 9% 

Sepsis 432 7% 

Epilepsy 348 6% 

The proportions of people dying from pneumonia and aspiration pneumonia were similar in 2019 and 2018.  



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

Avoidable causes of death compared to the general 
population (per 100,000 people) 
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Quality of care in 2018 and 2019                   
(completed reviews only) 
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www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

The main areas in which best practice was most 
frequently mentioned were:  

• Putting the needs of the person at the centre of 
everything. 

• Different people from different services all 
working well together. 

• The use of advocacy services. 

• The use of reasonable adjustments. 

• Being proactive, not just reactive to health needs. 

 
Best practice 

 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

• Delays in finding out what was wrong with a person and treating their 

illness. 

• Different services not working well together and sharing important 

information. 

• The Mental Capacity Act not being followed as it should be. 

• People not being referred to specialist services, including learning 

disability services, as quickly as they should. 

• People with learning disabilities not having their death reported to a 

coroner as often as other people. 

 

 
Care not as good as it should have been 

 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

 

1. We must keep checking up on the deaths of people from BAME 

communities. They tended to die sooner than other people with learning 

disabilities. 

2. The Chief Coroner should make sure that deaths of people with learning 

disabilities are being reported to a coroner whenever they should be.  

3. Inspections of services by the Care Quality Commission must check that 

people are following the Mental Capacity Act. 

 

 
Recommendations:  
Addressing inequalities 

 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

 

4. The government to look at the best way to make sure that people with 

learning disabilities receive the support they need with different services 

working together. 

5. For the checklist called NEWS2 to be adapted for people with learning 

disabilities. NEWS2 and RESTORE2 are used to help notice early signs 

that a person’s health is getting worse.  

6. To test out having specialist doctors for people with learning disabilities.  

 
Recommendations: 
The provision of care 

 



www.bristol.ac.uk/sps/leder/resources/annual-reports/ 

 

7. New guidelines to be written about the care of people who are at risk of 

inhaling their food or drink and getting aspiration pneumonia.  

8. More information to be made available about supporting people at risk of 

pneumonia or aspiration pneumonia.  

9. We need to improve the safety of people with epilepsy.  

10. We need to find out more about people going into hospital for health 

problems to do with constipation.  

 
Recommendations: 
Priority areas of focus 
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Learning Disabilities Mortality Review 
(LeDeR) – Action from Learning 
(Kevin Elliott) 
 
  



NHS England and NHS Improvement 

LeDeR: Action from Learning 
 

July 2020 
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• National flu campaign 

• Easy read sepsis resources 

• Letter to the NHS - a learning disability should never 
be a reason for not trying to restart someone’s heart or 
used as a cause of death  

• Cancer alliances supported to implement reasonable 
adjustments 

• Books Beyond Words constipation resource 

• British Thoracic Society asked to produce work around 

pneumonia  

• VODG events to help improve health services  
 

National actions 2019/20 
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• Examples of good practice include: 

• Nick’s story and Gloucestershire’s project to improve nutrition  

• The sunflower scheme which supports the use of reasonable adjustments 
was already used at acute hospitals in Gloucestershire and Bristol and 
promoted across the community in Somerset.  

• Health services across Gloucestershire and Devon piloted a reasonable 
adjustment flag on their electronic patient records.  

• Bristol, North Somerset and South Gloucestershire’s learning disability 
champions network to ensure staff have a contact for any issues or 
questions and focuses on promoting health checks and reasonable 
adjustments across the NHS locally.  

• The launch of a WEAHSN & NHSEI Learning Disability Collaborative to 
improve the uptake of flu vaccination; increase the numbers and quality of 
annual health checks; and the identification and response to the 
deteriorating in patients based on positive results from NEWS2 

 

 

Local actions 2019/20 
Spotlight on the South West  
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• Seven exemplar sites to increase uptake of AHCs 

• More than 75% of people with a learning disability have an annual 
health check 

• Growing the register with particular attention to BAME and 14-17yr olds 

• Share good practice across the system 

• Supported by local organisations  

 

• Train 5000 paid and unpaid carers in use of RESTORE 2™  

• Helps people spot early signs of deterioration 

• Supported by MacIntyre, LDE, NDTi, Mencap and VODG 
 

 

Our commitments for 20/21  
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• Understand and overcome barriers to 
services for people from BAME groups 

• work with Race Equality Foundation and Learning 
Disability England 

 

• Analyse deaths during coronavirus 
pandemic  

• help prevent future infections and deaths 

• work with the University of Bristol 

 

• See helpful resources document: 
https://www.england.nhs.uk/wp-
content/uploads/2020/07/Action-from-Learning-
Helpful-Resources-FINAL.pdf  
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• Look at how to make sure people with 

a learning disability and epilepsy are 

cared for across the NHS 

 

• Understand more about chronic 

constipation in people with a learning 

disability 

 

• Evaluate use of early warning 
approaches to deterioration 
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RESTORE2 
(Hannah Little) 
   





Components of RESTORE2TM 

RESTORE2 combines: 

- Soft signs 

- NEWS2 

- A clear escalation 
pathway designed 
around care homes  

- SBARD communication 
tool and action-tracker 
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Recognise 
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Take 
observations 

Calculate 
NEWS 

Escalate using 
Escalation Tool 

Communicate 
using SBARD 

Recognise 
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NEWS2 
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help early 

Get your 

message 

across 

2019 
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RESTORE2: Local roll-out 
(Anna Davies) 
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Annual Health Checks – National 
Development Team for Inclusion 
(Sue Turner) 
 
  



Good health and  
Annual Health Checks 
    

28th July 2020    



What we did 

A survey & talked to lots of people  

Data analysis (Gyles Glover) 

Have done some work with sites (Covid!) 

Developed a resource pack signposting to resources for: 

 People with learning disabilities & families 

 Young people with learning disabilities and families 

 Social care providers 

 Commissioners, GPs and health professionals 

 

 

 

 

 



What we did 

Developed short guides for: 

 People with learning disabilities 

 Families and supporters 

 Young people and families 

 Commissioners, GPs and specialist health 
professionals 

Covers what people need to know and some questions 

Also – Annual health checks and Corona Virus with 
links to resources being developed. 



What next  

There is a webpage for this project on the NDTi website: 
 

https://www.ndti.org.uk/our-work/our-projects/peoples-health/improving-
the-uptake-of-annual-health-checks-for-people-with-learning-disab  

More information will be added 
over the next few weeks, 
including stories, resources for 
people with learning disabilities 
and families, GPs, providers and 
commissioners …..and there will 
be a link so some amazing data 
across London, the South East 
and West. 
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Annual Health Checks – LeDeR 
recommendations in action 
(Lesley Le-Pine) 
 
  



LeDeR recommendations in action 

Annual Health Checks 

Lesley Le-Pine 
Quality Lead & LeDeR Programme Manager  



Our findings from local LeDeR reviews 
Our learning disability population is 4885 people across BNSSG based on GP registers.  

■ People need support to take up annual health checks 

■ Very few AHC result in a Health Action Plan 

■ Social care disengages with anything that is ‘health’ 

■ Reasonable adjustments require innovative thinking 

■ Repeat admissions for constipation need to be flagged to GP 

■ Plans for diet, drinking water and exercise are key 

■ Regular reviews of medicines 

■ Refer to epilepsy specialists 

■ Refer to respiratory specialists 

■ Ensure annual flu jabs are given 

■ GP patient reviews should involve CLDT 

 

 

 

 

 

 



Annual Health Checks 
BNSSG has 88 GP practices; 

■ Average completion of annual health checks across GP practices is 60% 

■ that is 1,954 people with LD not had AHC, some for more than 2 years 

■ Receptionists ‘gatekeep’ access to appointments 

■ Practices need support for reasonable adjustments 

■ Need to develop specific pathways for constipation, respiratory disease etc 

■ Practice nurses sometimes carry out annual health checks 

■ Quality of annual health checks are unknown 

 



■ We identified the lead Learning Disability lead GP’s in every practice 

■ Proposal papers to LeDeR Steering & Primary Care Commissioning Cttees 

■ LD champions established in CLDT’s  - rollout to GP practices 

■ Identified and evaluated best practice resources 

■ Easy read templates, invite letters & leaflets for GPs 

■ Agreed for Team Net to host resources on GP platform 

■ Emphasis on Health Action Plan – not once a year 

■ Raise at Practice Managers Forum - Include training events and video clips 

■ Launch planned for Sept 2020, followed by monitoring and audit 

 

Our plans for improvement 
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Optimising services during COVID-19 
(Lyn Sandles) 
   



Changes to Support for People with Learning 
Disabilities  & Autism  

At Southmead Hospital during Covid 19 Pandemic.  
 

Learning Disabilities Liaison Nurses, 

Southmead Hospital, Bristol. 

 



Increased from 2 WTE to 4 x WTE Learning Disability Nurses (inc. B7) 

Increased Support Hours to 7 days a week : M–F 8-6pm & W/E –8-4pm  

Lowered Eligibility Criteria – Anyone with a diagnosis of a Learning disability, &/or Autism. 

Daily email from Business Intelligence & Clinical Site Management – Patients with LD Alerts. 

Introduced Yellow Polo shirts for Infection Control & Identity (due to masks).  

Developed COVID 19 Passport.  

Updated Public Internet Page.  

Shared C-19 info with CCG, Local CLDT’s , Carers Network & via Social Media  

Circulated 1 page LD Flow Chart for Medics and Ward Use, following SBAR (including not using Clinical Frailty 
Scale, and allowing 1 x carer to support distressed patients). 

Developed New Intranet page for staff.  

Working Closely with Communications Team to share information. 

Weekly update to CLDT’s with names of Patients admitted/discharged/deaths 

       and if need for follow up. 

 
 





https://www.google.co.uk/url?sa=i&url=https://www.southmeadhospitalcharity.org.uk/&psig=AOvVaw1wjLtDIqZIqtHA6wi6X3zs&ust=1590917538458000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPDF7omk2-kCFQAAAAAdAAAAABAE


Process Improvements  
Introducing Reasonable Adjustments Checklist/Risk 
assessment to Wards – Low/Medium/High Risk  

Developing ICE Referral – Inc. MCA,DOLS, Carers    

LD Team complete Initial Assessment if deemed necessary 
following screening – Yellow Paper. 

Add Reasonable Adjustments to FLOW, Care Flow & White 
Board by Bed 

Add LD Team Sticker to medical notes, each time reviewed 
(for visibility of recommendations).  

 



Quality Improvement Projects  

https://link.nbt.nhs.uk/Interact/Pages/Content/Document.aspx?id=8812  

Working with 9A & 
9B &  

Quality 
Improvement Team 

https://link.nbt.nhs.uk/Interact/Pages/Content/Document.aspx?id=8812


Additional Projects:  
 

Positive Behaviour Management Group – multi professional membership 
 
Transitions – Inc. Support for patients coming from Children’s Hospital, Lifetime, Hospice Care 

  
Pathway from Pre-op to Medirooms & Theatres with Anaesthetists 

 
Pathway/Careplan, for Patients who refuse Fluid and lack capacity. 
 
Input into NBT Continence Group – Poo Matters, Urine samples etc 
 
LD & Autism Champions – 100+,  Quarterly training sessions & 1 day masterclass planned 

 
Tailored Training for  LD Team /ED Staff & Mental Health Liaison team from Bristol Autism 
Service (BASS) & Liaising with Plymouth Autism Service (Derriford) re their Autism Team pilot.  
 
 



National Patient Safety 
Improvement Programmes 

Managing 
Deterioration 

Delivered by: Led by: 

NHS England 

NHS Improvement 

@NatPatSIP www.improvement.nhs.uk 

Quality Improvement in action at the Daisy 
Unit 
(Becca Porteous) 
 
  



The Daisy Unit  

 Quality Improvement Programme 

Sammie Harris – Daisy Unit Deputy Manager 

Adrianne Secker – Quality Improvement Facilitator and Senior Support Worker 

Becca Porteous – Quality Improvement Lead 



The Daisy Unit 

• Five-bedded bespoke unit for people with learning disabilities and complex needs  

• Individual self contained flats  

• Provides an inspiring support environment that encourages people to live a full and active 

life 



Where we started  

• The Daisy Unit opened in 2017 

• Received a CQC rating of ‘inadequate’ in 2018 

• Poor quality and standards of clinical documentation 

• No model of care 

• No discharge pathway  

• High agency use 

• Restrictions  

• Blame culture 

 



The approach  

• Collaborative approach – Wiltshire 

CCG and AWP 

 

• Model for improvement  

 

• Leadership  

 



What we did 

To achieve a CQC rating 
of ‘Good’, by creating a 
culture of improvement 

and innovation, by 
March 2020  

Communication 
Aim: to improve all aspects of communication at 

the Daisy to support a positive cultural shift  

Reducing Restrictive Practice (RRP) 
Aim: to reduce restrictive practice by 60% by 

March 2020 

Effective Leadership 
Aim: to increase the effectiveness of the Daisy 
leadership team to support a positive cultural 

shift 

Incident Reporting 
Aim: to improve the quality of incident reporting 

by 80%,  by March 2020 

75 change ideas 
implemented 

15 measures 



Outcomes 

 

Quality of incident reports improved by 80% 

Total percentage of incident reports using SBARS methodology, 
correct person identification and appropriate risk rating 



Number of episodes of physical restraint reduced by 63% 

Total number of episodes of physical restraint reported, by month 



Improved communication and staff 

satisfaction 



Compliance against clinical documentation 

standards improved by 90% 

Clinical documentation audit – overall compliance against standards, by week 
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CQC Report 

2018 inspection 

2020 inspection 

Safe Effective Caring Responsive Well-led OVERALL 

Safe Effective Caring Responsive Well-led OVERALL 



If you would like to know more about our QI 

approach at Daisy, please contact: 

Becca.porteous@nhs.net  

 

Adrianne.secker@nhs.net  

mailto:Becca.porteous@nhs.net
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Academy events 

Search:  

‘West of England 

AHSN Academy’ 

 
www.weahsn.net/our-work/ 

west-of-england-academy/  

QI toolkit 

#WEAHSNAcademy 

Online innovation 

journey toolkit 

Evidence and 

evaluation 

resources   

http://www.weahsn.net/our-work/west-of-england-academy/
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Children and young people with autism, learning disability or both: 
what issues have they and their families faced in COVID-19? 

1. Health inequalities that impact this group are likely to be exacerbated 

2. Disproportionate impact of reduction of support. Children and young people with autism, 

learning disability or both are likely to have received a significantly lower level of support 

across health, education and social care and increased social isolation 

3. The impact on emotional wellbeing and mental health of children, young people and their 

family members and carers is likely to have been significant during this period and will 

continue for the foreseeable future 

 

Thanks to  Mary Busk, Senior Family Adviser/ Children and Young People Team/ Learning Disability and Autism Directorate/ NHSE?I on 

behalf of NHSE/I CYP safeguarding Disabled Children's (Learning Disability and Autism) Group and Dr Joy Shacklock RCGP Clinical 

Champion Good Practice Safeguarding 
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Supporting CYP with autism, learning disability or both 
and their families during COVID-19 

>Prioritise identifying and meeting all the physical health needs of these CYP 

>If children, young people and families present or ask for assistance please respond robustly 

and holistically with practical support and information. Provide information and support that is 

tailored to their specific needs. 

>Additional focus on black and minority ethnic families and their additional disadvantages 

>Proactively consider emotional well-being and look for signs of distress and emerging issues 

so they can be addressed 

 

Thanks to  Mary Busk, Senior Family Adviser/ Children and Young People Team/ Learning Disability and Autism Directorate/ NHSE?I 

on behalf of NHSE/I CYP safeguarding Disabled Children's (Learning Disability and Autism) Group and Dr Joy Shacklock RCGP 

Clinical Champion Good Practice Safeguarding 
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Resources 
 
  



• Visit https://carehomesrestore2trainthetrainer.eventbrite.co.uk to book 

• Please do promote to care providers that you feel would benefit  
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Free training and resources available 

•YouTube videos and e-LfH – accessible 24/7 including for night staff; e-LfH is certified 

•Virtual training wrapped around the training videos to provide interactive training and support 



Rollout handbook 

>These slides can be used in conjunction with the 

RESTORE2 Rollout Handbook (April 2020) which 

gives more detail and training scenarios and optional 

competency assessments. 
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>Short e-learning available at https://learning.respectprocess.org.uk  

>What is ReSPECT? (12 minutes) 

>Who is ReSPECT for? (4 minutes) 

>How to care for someone with a ReSPECT form (10 minutes) 

 

>Visit www.weahsn.net/respect for more information and resources 

>Contact respect@weahsn.net  

 

 

|     National Patient Safety Improvement Programmes 72 

https://learning.respectprocess.org.uk/
http://www.weahsn.net/respect
mailto:respect@weahsn.net


|     National Patient Safety Improvement Programmes 73 

https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-

to-detect-early-deterioration-of-patients-with-covid-19-in-primary-

and-community-care-settings/ 

https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/
https://www.england.nhs.uk/coronavirus/publication/pulse-oximetry-to-detect-early-deterioration-of-patients-with-covid-19-in-primary-and-community-care-settings/

