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Expert testimony to inform NICE guideline development 

Section A: Developer to complete 

Name: Bette Locke 

Role: Expert Witness – Practitioner  

Institution/Organisation 
(where applicable): 

 

AHP Professional Advisor (Rehabilitation) 

Chief Nursing Officer’s Directorate 

Scottish Government 

Guideline title: Managing the long-term effects of COVID-19: update 

Guideline Committee: Expert Advisory Panel for the update of NG188 

Subject of expert 
testimony: 

Rehabilitation  

Evidence gaps or 
uncertainties: 

What monitoring is helpful to assess deterioration or 
recovery in people with ongoing physical and mental 
health symptoms and problems of functioning and 
disability following acute COVID-19? 
What symptoms or signs indicate that referral to 
specialist care is needed for assessment or 
management of post-COVID-19 syndrome? 
What components should be included in a service 
model for the delivery of services to adults, children and 
young people with post-COVID-19 syndrome? 
 

The following questions were agreed by the expert advisory panel as being most 
important for the expert testimony to address: 

• What assessments (in primary care) and information on the referral form do you 
need to have before a person starts their rehabilitation? 

• Who do you accept referrals from? 

• What are the barriers to starting rehabilitation (e.g. blood tests not completed in 
primary care)? 

• Do you provide any advice for management of people in primary care (for 
example, where waiting lists are long and there is a delay in accessing 
specialist management and rehabilitation?) 

• How do you identify people who are appropriate for your rehab programme and 
how do you identify those who need to be referred to other care pathways for 
management of their symptoms? 

• What assessment do you undertake prior to starting a rehabilitation programme 
(face to face or virtual)? 

• What are the components of the rehab programme you offer (length of time, 
virtual or face to face, how many sessions), is it multimodality and what 
healthcare professionals are involved? 

• What ranges of symptoms do you see, have you seen ‘clusters’ of symptoms 
(phenotypes) and what approaches have you used/ have worked well/ what 
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were the outcomes with different symptom clusters? 

• How do you take account of fluctuating symptoms within the rehab programme 
(e.g. can the person re-access if they relapse, or does it require a new referral)? 

• What are the criteria for discharge from your programme and subsequent 
follow-up? 

• Are there any data about outcomes from your programme (number entered, 
completed, withdrawn [why?] any improvement on QoL seen? Which outcome 
tools are you using (clinical tools and patient reported outcomes)? 
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Section B: Expert to complete 

Summary testimony:  

Results of a scoping survey of existing services for people with long COVID were 
presented. 

The survey showed that support is incorporated into existing services, but not all 
people with long COVID have access to a multidisciplinary assessment for 
rehabilitation needs. Psychology and vocational rehab services are not always 
available. There are very few, if any long COVID clinics in Scotland. Feedback is that 
they are not appropriate due to: 

• Geography (rurality etc) 

• Low demand 

• Workforce availability  

• Concern re historical lack of services for other conditions CFS/ME, chronic pain, 
fibromyalgia, LTC management 

• Concern re short term funding, what happens when funding ends? 

• Future trajectory of long COVID – will they still be needed in a few years’ time? 

 

Rehabilitation services have had a 30% increase in demand, but few referrals are for 
long COVID. Generally, patients are seen within community rehabilitation services 
and in primary care. 

 

General points on Long COVID Rehabilitation services: 

• Challenges of access and coordination of care for people with long COVID 

• Desire to not over-medicalise long COVID but there is a lack of AHPs to deliver 
non-medical support 

• Some areas have developed, or want to develop, separate pathways so that 
existing service provision is not affected 

• Separate pathways require additional funding 

• Different demographics to those who usually access rehabilitation services so 
needs not necessarily met. E.g., younger working age. If they are keen to return 
to work a 4-month waiting list for rehab isn’t helpful. 

• Physical and mental health issues – need for integrated approach, not always 
available within existing rehab services 

• Long COVID services should be based within primary care  

• Staff shortages due to long COVID. In some health boards 25% of sickness 
absence has been reported as being due to long COVID. This puts a strain on 
existing services without development of additional pathways. 

 

Screening for rehabilitation is moving away from tests to a ‘good conversation’ model 
where discussion is held with the patient to determine what matters to them and what 
their goals are. This can determine what investigations are needed. At this point the 
patient should also be directed to self-help resources as appropriate. Assessment is 
multidisciplinary and can face-to-face or via telephone or video consultation. 
Increasingly there are requests to use MS Teams as the meeting can be recorded. 

 

All rehabilitation services are time limited and have a defined number of sessions or 
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weeks. Most are moving to a more goal orientated approach where discharge is 
based on meeting goals. With the fluctuating nature of long COVID, goals need to be 
redefined and people need to know how to get back into the service if needed after 
they have been discharged. 

 

Examples of good practice in rehab services include InS:PIRE (Intensive Care 
Syndrome: Promoting Independence and Return to Employment) and HARP – 
healthy active rehab programme – which is not condition specific. 

 

Questions from panel 

Q. Can you expand on the impact on current provision. It is a complex problem and a 
‘rob Peter to pay Paul’ scenario. 

A. Yes, there is a tension. Long COVID services divert resource from rehab services 
to the detriment of patients with other conditions. Therefore, some boards would like 
extra funding for a separate pathway for long COVID patients. However, the question 
is for how long would this be funded? The number of long COVID patients  being 
referred into services is low. We are also trying to increase and establish 
occupational therapy services in primary care to get people back into employment. 

 

Q. How do we support people to ‘get ready for rehab’? 

A. Primary care provide management, support and advice. 

 

Q. What training is required for HCPs to conduct a ‘good conversation’? 

A. There is significant training for a ‘good conversation’ as part of the ‘What Matters 
to You?’ programme, in line with Realistic Medicine. This is being rolled out across 
health boards and health and social care partnerships . The conversation is held with 
the patient then they are signposted to appropriate services and facilities (healthcare, 
third sector, etc) 

 

Q. There is desperation amongst patients about how to get help. There is not low 
demand, people just don’t know how to access help and GPs don’t know what 
support is available to refer onto. Some places are working effectively for long 
COVID patients, and their models could be used elsewhere. 

A. The information in this testimony is what has been reported as part of this 
investigation. It is a question about ability to access. If referral pathways for long-
COVID are embedded into existing pathways then hopefully GPs are able to refer 
using those.  

 

Q. Are there plans to include patient representatives in the planned structure for 
COVID patients in Scotland? 

In England it was a huge relief to GPs to be able to refer to a long COVID clinic.  

GPs in Scotland are not aware of pathways for long COVID. It has not been 
advertised that rehab services is the route, so GPs aren’t aware of this. 

A. Care co-ordination still needs to be addressed. 

The demand from patients with long COVID is unknown. We need to supplement 
community rehab teams to support people with long COVID. Waiting lists for 
community rehab teams are 4–6 months. 

References to other work or publications to support your testimony’ (if 
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applicable): 

South Ayrshire Health and Social Care Partnership available at: 

south-ayrshire.gov.uk 

 

BACPR: The Future available at: 

www.bacpr.com/Resources/Dr Janet McKay.pdf · 

Disclosure: 
Please disclose any past or current, direct or indirect links to, or funding from, the 
tobacco industry. 

None 

Declaration of interests: Please complete NICE’s declaration of interests (DOI) 
form and return it with this form. 

 

Note: If giving expert testimony on behalf of an organisation, please ensure you 
use the DOI form to declare your own interests and also those of the organisation – 
this includes any financial interest the organisation has in the technology or 
comparator product; funding received from the manufacturer of the technology or 
comparator product; or any published position on the matter under review. The 
declaration should cover the preceding 12 months and will be available to the 
advisory committee. For further details, see the NICE policy on declaring and 
managing interests for advisory committees and supporting FAQs. 

 

Expert testimony papers are posted on the NICE website with other sources of 

evidence when the draft guideline is published. Any content that is academic in 

confidence should be highlighted and will be removed before publication if the status 

remains at this point in time.  
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