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1. Background
Evidence regarding the spectrum of post-COVID-19 illness and management is evolving
and will continue to develop in years to come. Recent suggested definitions have described
post-acute COVID-19 as illness extending beyond three weeks from initial symptoms and
chronic COVID-19 as illness extending beyond 12 weeks from initial symptoms.1
The incidence of post-COVID-19 sequelae in those who have tested positive and who
have been managed in an outpatient setting (such as management in the home) is
thought to be between 10% and 35%,1,2 but for those admitted to hospital, this may
be closer to 80%.3 The incidence of prolonged illness significantly increases with age,
comorbidities and severity of the acute illness.
Global experience with the epidemics of SARS-CoV-1 (SARS) in 2003 and Middle
Eastern Respiratory Syndrome (MERS) in 2012 has added to the evidence used in
current recommendations in post-COVID-19 management.4
General practice presentations in a post-acute COVID-19 scenario are likely to be
based on:
• non-specific post-viral symptoms, particularly fatigue and breathlessness
• specific serious sequelae resulting from the acute infection or as delayed
complications
• recovery following severe illness requiring intensive care management
• mental health presentations, including anxiety related to the acute illness or ongoing
post-viral functional impairment.
This guide contains information for general practitioners (GPs) who are providing care for
adult patients who have previously tested positive to COVID-19 or have a history suggestive
of undiagnosed COVID-19 and have – or are at risk of – post-COVID-19 conditions.
This document is generic, interim guidance and should be used to support any local
or other more contemporaneous advice, acknowledging that in this rapidly changing
pandemic environment, uncertainties remain in our understanding of the sequelae of
COVID-19 and its management.
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2. Infection-control precautions
When seeing any patient reporting post-COVID-19 symptoms, it is important to ensure
that appropriate infection-control measures are utilised for both the patient and any carer
presenting with them. Infection-control precautions may be indicated as the patient or
their carer may still be within their self-isolation period.
At the time of writing, the Communicable Diseases Network Australia (CDNA)
guidelines5 for the release from isolation require that:
• asymptomatic COVID-positive patients must self-isolate for at least 10 days from the
time of their first positive swab
• patients with confirmed COVID-19 and mild symptoms must self-isolate for at least
10 days from onset of symptoms and be free of all symptoms of the acute illness for
at least 72 hours
• patients who have been admitted to hospital due to severe COVID-19 symptoms
must self-isolate for at least 14 days from onset of symptoms and until free of
symptoms of the acute illness for at least 72 hours. Where the patients do not have
resolution of symptoms of acute illness, they also require two consecutive negative
respiratory specimens at least 24 hours apart
• patients who are significantly immunocompromised must meet the above criteria
and also have had two negative polymerase chain reaction (PCR) swabs, at 24 hours
apart, at least seven days after symptom onset
• carers and household contacts of people with confirmed COVID-19 are required to
self-isolate for 14 days from the last day of close contact with that person, while that
person is considered infectious.
Patients who have recovered from COVID-19 may believe that they are now immune
and it is important to advise them to continue with infection-control precautions. Current
data suggest that having COVID-19 does not confer complete immunity, and if there is
partial immunity it may only persist for months.6
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3. Specific sequelae of COVID-19
The majority of patients seen in general practice with post-COVID-19 illness will have had
mild or asymptomatic COVID-19 infections. Post-acute COVID-19 illness may still occur
after mild infection, and when assessing any patient, it is important to have an awareness of
the known significant sequelae (refer to Box 1).

Box 1. COVID-19 specific significant sequelae1,4,7,8
Pulmonary:

Endocrine:

• Persisting interstitial lung disease

• Deterioration of diabetic control

• Impaired lung function
• Pneumonia/lung cavitation

• Osteoporosis due to prolonged
immobilisation

• Complications of intubation/ventilation

Mental health:

Cardiovascular:

• Worsening of cognitive decline

• Myocardial infarction

• Depression

• Myocarditis

• Anxiety

• Pericarditis

• Post-traumatic stress disorder (PTSD)
following severe illness

• Arrhythmia
• Heart failure

Post–intensive care syndrome:

• Venous thromboembolism (VTE)

• Dyspnoea

Neurological:
• Stroke
• Cognitive impairment
• Encephalopathy
• Epilepsy

• Anxiety
• Depression
• Prolonged pain
• Reduced physical function
• Reduced quality of life

• Myelitis

General:

• Critical care neuropathy/myopathy

• Cardiac/respiratory/musculoskeletal
deconditioning

Haematological:
• Hypercoagulable state
• Anaemia

• Renal impairment/acute kidney injury
• Liver dysfunction

• VTE

• Malnutrition due to vomiting and
diarrhoea/breathlessness/loss of appetite

Rheumatological:

• Pressure sores

• Post-viral syndrome similar to chronic
fatigue syndrome

• Skin rashes
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4. The most common scenario: Nonspecific multisystem
post-viral symptoms
The majority of patients seeking support from general practice will be experiencing a
range of symptoms outlined in Box 2.

Box 2. Post-acute COVID-19 symptoms1,3
Common symptoms include:

Less common symptoms include:

• fatigue

• insomnia

• dyspnoea

• low-grade fevers

• joint pain

• headaches

• chest pain

• neurocognitive difficulties

• cough

• myalgia and weakness

• change in sense of smell or taste.

• gastrointestinal symptoms
• rash
• depression.

Management of these presentations will usually be pragmatic and symptomatic, with
avoidance of over-investigation.1 Consider and exclude serious complications and
possible alternative causes of ongoing symptoms, such as anaemia. Investigate new
or worsening symptoms that could indicate delayed sequelae such as VTE, cardiac
complications or pneumonia.
Consider chest X-ray at 12 weeks for those who have had significant respiratory illness.1
Where possible, optimise the management of chronic conditions.
Collaborate with the patient to develop an individualised management plan to support
their recovery. This may also present an opportunity for development of multidisciplinary
models of care guided by the general practice team, utilising chronic disease management
plans, team care plans and case conference items. Collaborate with physiotherapists,
exercise physiologists and dietitians, along with outpatient rehabilitation physicians and/or
geriatricians to support individual management planning where appropriate.
Consider current recommendations for management of specific symptoms (refer to
Box 3).
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Box 3. Management of common symptoms
Cough or breathlessness:1,9

Neurocognitive difficulty:1,4

• Optimise management of pre-existing
respiratory conditions

• Prescribe supportive management

• Recommend respiratory muscle
conditioning (pulmonary rehabilitation)
• Recommend gradual return to exercise
guided by symptoms
• Consider home pulse oximetry
measurement for reassurance
• Consider dietitian assistance if symptoms
interfere with nutrition
Fatigue:1,4
• Maximise self-care, sleep, relaxation
and nutrition
• Recommend patients pace and apply
prioritisation to daily activities
• Recommend caution with return to
exercise (reduce if there is any increase in
symptoms)
• A monitored return to exercise can
be supported by physiotherapy or
rehabilitation referral
• If fatigue is causing difficulty with activities
of daily living (ADLs), energy conservation
techniques and home visits to ensure patient
safety can be provided by an occupational
therapist or rehabilitation service
Chest pain:1,4,9
• Exclude acute coronary syndrome,
myocarditis, pericarditis and arrhythmia
• Manage with reassurance and education
regarding symptoms of concern
• Patients who have had myocarditis or
pericarditis as a component of their acute
illness should have 3–6 months of rest from
physical training and athletes should have
cardiology supervision of return to training
Headaches, low-grade fevers, myalgia:1
• Exclude COVID-19 reinfection or
recrudescence
• Prescribe simple supportive measures and
analgesia or antipyretics as needed
• Check for secondary infections and
prescribe antibiotics as appropriate

• If severe enough to cause difficulty with
ADLs, consider cognitive testing and
occupational therapy support
Depression/anxiety:1
• Provide information about post-COVID
recovery
• Address multifactorial contributors that may
require assistance with pain management,
independence with ADLs, financial and
other social supports and loneliness
• Consider options for supported access to
mental health services or online support if
patient is unwilling to access face-to-face
counselling
Thrombosis risk and contraceptive choice:10
COVID-19 causes a hypercoagulable state
in some people, which may worsen the VTE
risk associated with combined hormonal
contraception (CHC). The incidence of VTE
in biological females of reproductive age with
COVID-19 infection is currently not known.
• Patients should be advised of this
risk to allow informed choice of
contraceptive option
• Patients who have severe illness due to
COVID-19 should cease their CHC and
VTE prophylaxis should be considered
• The duration of risk is not yet ascertained,
so consider recommending a progestogenonly or nonhormonal method of
contraception for those who cease CHC
• It is reasonable to continue CHC in patients
who have had asymptomatic or mild
COVID-19 infection
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5. Providing care for specific groups recovering from COVID-19
5.1 Patients who have had severe COVID-19 illness requiring hospitalisation
Patients who have had severe illness are likely to have a range of specialty and rehabilitation
follow-up plans in place. They may have been discharged to a hospital virtual-care service,
which may impact a GP’s ability to provide Medicare Benefits Schedule (MBS)-funded
consultations.
Consider an early telehealth appointment to:
• address any concerns noted in the hospital discharge plan
• discuss any patient or carer concerns
• gain a baseline understanding of symptom severity
• assess potential rehabilitation needs in terms of
– physical needs
– cognitive or mood disturbance
– psychosocial needs7
• check that appropriate medical and rehabilitation service follow-up has been
organised following hospital discharge
• ensure an action plan is in place if symptoms worsen
• check the patient has access to prescribed medicines
• plan for an appropriate face-to-face assessment as soon as the patient is released
from isolation.
Management for these patients will be determined by the specific sequelae experienced
during the hospitalisation (refer to Box 1). There may also be symptoms and signs of
treatment-related complications, general deconditioning or PTSD.
The duration of a patient’s hypercoagulable state post-COVID-19 is currently unknown.
High-risk patients or those who have experienced VTE in hospital are likely to require
ongoing anticoagulant therapy post discharge. This should be guided by hospital teams,
with 2–4 weeks of therapy for those with known high risk of VTE and at least three months
of therapy for those who have experienced VTE during their illness.11
European and American taskforce recommendations for patients discharged following
severe COVID-19 include the following:12
• Patients should be encouraged to do regular daily activities and low-to-moderate
physical exercise (but not high-intensity exercise) in the first 6–8 weeks post discharge.
• Patients should have a formal assessment of physical and emotional functioning at
6–8 weeks post discharge, including measurement of respiratory function and exercise
capacity, and referral to appropriate services where indicated. These may include
– comprehensive rehabilitation service if there are multiple treatable concerns
– pulmonary rehabilitation, if there is pre-existing or ongoing lung function impairment
– exercise strengthening and nutritional support programs, if there is loss of lower limb
muscle mass
– formal psychological assessment if there is psychological distress.
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5.2 Older patients
5.2.1 Medical wellbeing13
Older patients recovering after COVID-19 are less likely to present with cough, dyspnoea
or fever.
Proactive surveillance may be important to detect loss of appetite, fatigue, deterioration
in function or gastrointestinal symptoms. There may be an increased risk of falls,
syncope and delirium.
Patients with functional decline and fatigue may be at increased risk of secondary
infections; VTE; poor hydration, nutrition and mouth care; and medicine mismanagement.
Consider:
• proactive surveillance
• early investigation of symptoms, noting that symptoms may be unreliable
• checking oxygen saturation and blood screening for lymphopenia, rise in
inflammatory markers, hyponatraemia and acute kidney injury.
5.2.2 Maintaining independence and support
Consider the following options to increase support for patients in their homes:
• Home delivery of medicines, including the use of blister packs
• Assistance with food and meals – patients can contact My Aged Care on
1800 200 422 to assist with setting up food delivery services such as Meals on
Wheels, which is available for up to six weeks without an aged care assessment
• My Aged Care can also provide a My Aged Care ID number to enable prioritised
online grocery ordering
• The Older Persons COVID-19 support line (1800 171 866) is available to older
persons, families and carers for phone support and advice
• Patients already receiving a Home Care Package through My Aged Care can also
access additional volunteer support through the Community Visitors Scheme

5.3 People with disability
There are often challenges in recognising and managing health problems in people with
cognitive disabilities and this is no different during the post-COVID phase.
Carers should be advised about possible post-COVID-19 symptoms outlined in Box 2.
These may be difficult to pick up by carers unfamiliar with the patient. In patients with
cognitive disabilities, carers may need to look for secondary signs such as increased
non-compliance with fatigue, food refusal with anorexia and a decline in skill levels with
deterioration in function.
Blood pathology might be necessary to monitor for inflammation and the development of
leukopenia. The person may need extra support with mobility and ADLs. The disruption
in their life with change of environment, change of carer and changes in their daytime
activity may trigger deterioration in behaviour that will take some time to settle after the
acute infection and treatment phase.
GPs and other health professionals caring for people with disability can access advice
from the COVID-19 Health Professionals Disability Advisory Service on 1800 131 330.
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Additional resources
RACGP
• COVID-19 infection control principles
• Home-care guidelines for adult patients with mild COVID-19
• Guide to providing telephone and video consultations in general practice

Department of Health
• Isolation for coronavirus (COVID-19)
• COVID-19 infection control training
• CDNA national guidelines for public health units

Other
• National COVID-19 Clinical Evidence Taskforce
• COVID-19 in the older adult
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