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How do we lift the lockdown 
and allow the NHS to navigate 
to the ‘new normal?’ 
 
Perspectives from Health Navigator’s Advisory Board: 
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Introduction  
 

After almost two months of lockdown and social distancing, focus is turning to a way 
forward. The debate is currently being framed as the trade-off between public health and 
economic success. This is a clear fallacy, as economic recovery must be underpinned by 
robust pandemic control. Navigating to this optimal middle ground, towards the ‘new 
normal’, is an area this Advisory Board have been considering and we share some 
thoughts from differing perspectives below: 
 
 
 

Primary Care: the view from Dr. Steven 
Laitner, GP and public health specialist  
Steve has held a range of national public health positions. 
Now, as well as being a practicing GP, Steve is a public 
health consultant, particularly supporting long-term 
conditions, and pathway design. 
 

What primary care has shown during this pandemic is 
its long overdue shift to a fully ‘remote first’ model of care, 
using text, phone, and video to maximum effect and only seeing people ‘face to face’ when 
necessary. Primary care must be at the forefront of the next steps in this pandemic and 
PCNs offer huge potential, but maybe we will need a little support along the way. 
 
Here are the questions that primary care must now answer to lead the way in the next 
phase of this pandemic:  
 

1. How does primary care build the capability to do its own population segmentation 
without relying on national bodies? 

2. After the currently shielded patients, how do we identify the next group most at 
“high risk” of Covid-19? For example, those with obesity, hypertension, diabetes and 
cardiovascular disease. 

3. How do we find people who have other vulnerabilities such as emotional, social or 
functional needs? 

4. And most importantly, what is the proactive and personalised ‘offer’ from primary 
care to all those groups? 

5. Does primary care currently have the capability and capacity to do all this itself? 
6. And finally, should this be done at a practice, PCN or locality level? 

 
As both a practicing GP and a public health specialist, I understand that we need to 

not only care for and support each individual human being, we also need to segment and 
risk stratify the population so we can target and design care according to the different needs 
in our population. That’s what people currently refer to as population health management. 
 

Health Navigator is the first organisation I have come across whose core business 
model combines both population health management and individual patient care. Their 
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active case finding, case management, and care navigation approach is increasingly valuable 
as we need to find patients quickly and accurately based on their needs and vulnerabilities 
and then support them holistically. This is relevant to the ‘shielded’ group of patients, and 
other groups as well, as outlined in my questions above. Only through an approach that is 
data-driven with highly personalised support can we come out of this pandemic saying that 
we have made the most of list-based primary care.    
 
 
 

Secondary Care: the view from Prof. 
Matthew Cooke, Emergency Medicine 
Specialist  
Matthew is former National Clinical Director for Urgent & 
Emergency Care at the Department of Health, and Professor 
at Warwick Medical School  
 

Treating and caring for those with COVID-19 has been a 
steep learning curve. It behaves differently from other viral 
illnesses and we have had to continuously modify our 
methods. 
 

The infectivity has brought great challenges particularly in the supply chain for PPE; 
larger stockpiles may have delayed the challenges but creating more manufacturing capacity 
seems to be the solution.  
 
A range of questions that secondary care now needs to address to take control over the 
next phase of this pandemic: 
 

1. Do we need to do scenario testing for future pandemics as to what resources we 
may require and have plans in place to increase production of a range of equipment? 

2. How do we address the great need for critical care staff?  
3. How can we interpret the mortality figures?  
4. How do hospitals safely resume normal work and how can we make the public feel 

safe enough to present to the NHS with an emergency?  
5. How can we decrease the risks of hospital acquired COVID-19? 

 
Of course, there are no easy answers to the above questions. Filling the shortage of 

suitable staff will continue to be a challenge. While many ex-NHS staff have offered to 
return, the recruitment process has been slow, and many volunteers still do not have 
allocations. One option could be to have a system in place, similar to the Army Reserve 
where people’s skills are maintained, and their deployment skills are known. Perhaps we 
should have better training of staff, so they have a secondary (more general) specialty to 
allow internal redeployment.  
 

Furthermore, we must proceed with caution as we continue to interpret the mortality 
figures - they are deceptive if not studied carefully. Initially they were only for those with a 
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positive test in hospital and have now expanded to include care homes. However, there is 
still a lack of clarity and a time lag on the total deaths. We know the death toll has been 
much higher than those reported to have COVID-19, but we still do not know the detail.  Is 
this caused by people missing their planned treatments, is it people avoiding hospital when 
they have a treatable condition, or is it due to increased suicide? 
 

Recovery will take time, especially when it comes to making the public feel safe about 
visiting hospital when they have an emergency (A&E attendances have been down 50% 
nationally). But there is also the subsequent challenge of A&Es then becoming too crowded 
to have effective social distancing. We have the opportunity now to achieve one of the 
longstanding goals of many policies by diverting those with minor illnesses to community-
based services or to remote consultations, yet this requires well-thought care coordination 
and care navigation support.  
 

In terms of creating “clean” hospitals, the sooner we try this, the greater risk of an 
infected but asymptomatic patient entering the clean system. Should we designate some 
centres as COVID-19 centres, perhaps using the Nightingale Hospitals for this? How can we 
decrease the risks of hospital acquired COVID-19? Could this be achieved through 
temperature screening, restricted visiting, physical barriers between beds, and greater 
contactless care rather than such reliance on PPE? The key challenge will be understanding 
how to maintain the rigour of infection control in a clean hospital.   
 
 
 

Social Care: the view from Sarah Mitchell, 
Experienced leader in health and social care  
Sarah has a long history working in social care, and currently 
advises the Local Government Association in her capacity as 
Care and Health Improvement Advisor.  
 

The adult social care sector is facing immense challenges 
caused by the pandemic, and there is an impact on their 
vulnerable group of people, all within an already stretched 
and pressured system.  The challenge will be understanding where different parts of the 
population fall within different needs-based groups. Once we can define and identify 
members of these groups, the sector can focus on delivering the correct tiered level of 
support in the community – e.g. preventative care for vulnerable individuals and 
psychological support for people coping with post-ICU admission PTSD.  
 

Another key challenge is supporting people to better treat themselves, allowing for an 
easier recovery and healthier society? The answer lies within the hospital discharge process. 
The new models around funded- and supported-convalescence have shown that investment 
in the right pathways, using an integrated approach, enables reduced lengths of stay, which 
in turn allows hospital occupancy to settle at much more efficient levels. What level of 
system investment would be required to maintain this model? Is there something beyond 
the BCF, where we have learnt that funding appropriate social care is an overall cost and 
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service improvement for both the taxpayer and those who require care?  
 

The focus on ‘why not home now, why not today?’ in ward-based discharge decision 
making has shown the potential pathways that are optimal for these individuals. Although 
established by pandemic pressure, we need to be able to maintain this cultural change. As 
we return to a post-peak period, but still living with COVID-19, we must not allow behaviour 
to return to normal. When hospital is not the best place for ongoing care, individuals need 
to continue to be supported outside the hospital as we have shown is possible. 

 
 

 

Conclusions: 
 

Our research has previously shown the importance of case-finding using predictive 
modelling with near real-time data. In the coming weeks and months this capability is going 
to be critical. Could analysis predict who is most at risk of adverse outcomes from COVID-19 
critical care or death? The answer possibly lies in existing data within systems – although 
this will depend upon local data quality and will require some manual screening. 
Nevertheless, based on disease burden, we can use activity and patient characteristics that 
have been modelled to focus remote support resources on those people most at risk.  

 
Remote support has become the ‘new normal’ paradigm, but the importance of 

psychological support and motivation is key within this context, particularly for those with 
escalating anxiety. This is an area of unmet need in a limited medical model. A holistic 
approach, with clinical expertise, that aims to personalise and accommodate a person’s 
context and starting point is critical to maintaining safety as we relax restrictions. 
 
 
Therefore, we recommend the following: 
 

1.  Locally developed data-driven approaches will be required for finding and 
prioritising patients. This is needed to both accurately identify patients who are 
‘shielded’, ‘vulnerable’ and ‘highly vulnerable’, but also to enable prioritisation of 
finite resources. As we move through cycles of social distancing, this capability 
needs to be locally owned and refined. As disease understanding improves, we will 
need to flex and identify appropriately.  
 

2.  The need for remote clinical-grade home monitoring and support will increasingly 
become the new normal for patients who had previously relied on frequent 
outpatient visits and hospital admissions. Remote services need to be proven, safe, 
scalable and affordable. 

 
3.  The combined clinical, mental, emotional and social needs of a large population of 

shielded, vulnerable, and highly vulnerable patients calls for more personalised 
services covering all of these needs. 
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4.  Patients in care homes and their staff will be increasingly important, but improved 
support will require new models that can extend clinical input and support to 
patients and staff through remote delivery models, which need to quickly come in 
place.   

 
 

Health Navigator provides data-driven case finding and clinical grade, nurse-led 
remote monitoring, coaching and support. Since 2015 we have worked with the NHS and are 
currently deployed at five sites across the UK. We believe that these components are in more 
demand than ever and necessary to move the country towards the ‘new normal’.     
 
Please click these links to learn more about Health Navigator’s COVID-19 response offer and 
AI-guided case finding and Proactive Health Coaching offer for PCNs, Trusts and CCGs. 
 
 
For further details, please visit health-navigator.co.uk or contact:  
 
Mark England 
Managing Director 
mark.england@health-
navigator.co.uk 

Creenagh Williamson 
Chief Nursing Officer and COO 
creenagh.williamson@health-
navigator.co.uk  

Dr Joachim Werr  
CEO   
joachim.werr@health-
navigator.co.uk  
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