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NHS Rotherham CCG Governing Body – January 2022   
 

CHIEF OFFICER’S REPORT 
 

 

Lead Director: Chris Edwards Lead Officer: n/a 

Job Title: CCG Chief Officer Job Title: n/a 
 
 

 
Purpose 
This report informs the Governing Body about national/local developments in the past month. 
 
 
Vote of Confidence 
 
Section 2.2.3e of the Constitution requires an annual vote of confidence in the commissioning 
arrangements of the CCG.   
 
The question that was asked of GP practices this year was:  
 

1. Do you have confidence in the executive teams of the CCG? 
 
The table below shows the results.  
 2021 results 
‘Yes’ responses  17 
‘No’ responses  0 
Abstentions  2 
No response received 10 

 
 
 
NHS Letter – Winter Preparedness & Daily SitRep Guidance  
 
On the 25th October I received a letter from NHSE&I thanking us for our ongoing work and dedications 
through a busy summer period and setting out their expectations for Winter preparedness throughout the 
NHS.  The winter operating model becamse action on the 1st November 2021 and is expected to remain 
active until 29th April 2022.  In practice this means that from 1st November: 
 

• Robust operational escalation routes must be in place at all levels 24 hours a day. At a national 
level we will provide an executive level on-call rota out-ofhours between 6pm and 8am every day, 
including weekends. The rota will be supported by the National Ambulance Co-ordination Centre. 
Local systems and regions should ensure similar arrangements are in place.  

• UEC and ambulance SitReps need to be submitted by all acute trusts seven days a week 
including bank holidays, except for 25 and 26 December. Trusts taking part in the clinical review 
of standards (CRS) field test should submit UEC SitRep data daily, but will not be expected to 
submit their CRS SitRep at weekends or on bank holidays in line with current arrangements. 
Please note that this refers only to the UEC and ambulance daily SitReps and does not apply to 
other SitReps that may be submitted as part of the wider COVID-19 response.  

• Changes will be made to the UEC SitRep to enable more accurate reporting of capacity impacted 
by IPC. We have previously collected data on the total number of beds closed due to 
D&V/norovirus-like symptoms. This year we are extending this request to include beds 
unavailable due to COVID-19, respiratory syncytial virus (RSV) and other infections as well as the 
number of patients with laboratory-confirmed influenza.  

I have attached the letter and guidance as appendix 1a & 1b.  
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Preparing the NHS for the Potential Impact of the Omicorn Variant and Other Winter Pressures.  
 
Following on from my update above, on the 14th December I received a letter again from NHSE&I, and 
again thanking us for everything we had done.  It went on to confirm the previous evenings 
announcement from the Prime Minister of the new vaccination challenge, and the increased assessment 
of the Covid-19 threate level to 4, and subsequent declaration of a Level 4 National Incident.   
 
I sent this letter out to Board members immediately I received it so you were all aware as soon as I was 
of the actions we were asked to take.   
 
I have attached the full letter as appendix 2.   
 
 
Outcome of Request for Quote Process for a Suicide Bereavement Service  
 
On 03 September 2021 OE gave support to the proposal to re-commission the Amparo Service - a 
support service for those exposed to, affected by or bereaved by suicide across Rotherham, Doncaster, 
Sheffield, and Barnsley. Rotherham CCG acts as the lead commissioner for this service on behalf of 
Public Health Leads. The invitation to quote was issued on 08 September 2021 with a closing date of 08 
October 2021. The standstill period has now expired, and a contract will be awarded to Listening Ear 
(Merseyside ltd) to commence in February 2022.  
 
 
South Yorkshire TCP Investment into Rotherham Adult Neurodiversity Support Service (RANSS)  
 
South Yorkshire Transforming Care Partnership (TCP) has been secured additional investment to pilot 
the expansion of support services for neurodiverse people.  On 05 November 2021 OE gave support to 
the proposal to utilise this funding to expand the Rotherham Adult Rotherham Adult Neurodiversity 
Support Service (RANSS) to include people who have were previously diagnosed before the 
commencement of the new Rotherham pathway in September 2020 and to neurodiverse young people 
who were in Rotherham’s Preparing for Adulthood cohort (14+).  It is anticipated that the expanded offer 
will be in place for the end of January 2022.   
 
 
Teledermatology 
 
In September 2021, the Operational Executive supported the proposal to go out to procurement for a 
Teledermatology Service following successful evaluation of the Teledermatology pilot that had been in 
place since 2019. A single stage ‘Open’ Procurement process was determined to be the best way to 
reach a recommendation for the provision of the required Consultant Led Tele-Dermatology Service. 
Potential Providers were invited to submit tenders describing their organisation’s suitability, approach to 
delivering the services, supporting infrastructure and associated commercial terms. 
 
The outcome of this tender process, taking into account all questions asked and answered through all 
ITT submissions, resulted in Clinical Collective being the recommended bidder. The Operational 
Executive supported the outcome of the procurement process on 3 December 2021.  
 
The standstill period in relation to this procurement concludes at midnight on 21 December 2021. The 
contract will commence on 1st April 2022 with a contract term of 3 years plus an option to extend for a 
further 1 year subject to mutual agreement between the successful Bidder and the CCG. 
 
Communications Update 
 

• The COVID booster vaccination campaign was stepped in mid-December and ran throughout the 
festive period and in to the New Year. Activity has taken place on radio, newspaper, social media 
and through partner communications channels to encourage all over 18s to come forward for their 
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booster when they are eligible.  
 

• Winter communications activity continues to focus on NHS 111, and the variety of support 
available in the community (especially pharmacy) as the first options when people are ill. Online 
activity (social media and website) took place throughout December and into January, alongside 
advertising in local publications and media to help people access appropriate help when they 
need it. We are promoting https://yourhealthrotherham.co.uk/winter-health/ for online support, 
information and campaigns for local people. 

 
• We continue to have a key focus on mental health, with anxiety being a main feature, especially 

with the circulation of the Omicron variant. We also continue to promote and develop, which is a 
popular way for people to seek help, advice and support.  

 
 
 

https://yourhealthrotherham.co.uk/winter-health/


 
 
 

 

To: • ICS chief executives 

• Trust chief executives: 
‒ acute trusts 
‒ community trusts 
‒ ambulance trusts 
‒ mental health trusts 

• CCG accountable officers  

• Directors of adult social services  

• Regional directors  

• ICS/STP chairs 

• Regional directors  
 

 

NHS England and NHS Improvement 
Skipton House 

80 London Road 
London 

SE1 6LH 

25 October 2021 
 

Dear colleagues 

Winter preparedness in the NHS 

The NHS continues to experience significant levels of pressure. The continued impact of 

managing COVID-19, plus the recovery of services and relative return to usual activity 

levels has led to a challenging summer; especially in the context of constrained capacity 

due to COVID-19 related infection prevention and control (IPC) and workforce issues.  

Thank you for your ongoing hard work and dedication through this very busy time. 

While we move into the winter months with more unknowns than usual, we need to plan 

to manage capacity to respond to demand that may be fuelled by further waves of 

COVID-19 and/or severe outbreaks of respiratory and other illness. 

Resilience over this difficult winter can only be achieved through taking a system led 

approach and I would ask that plans are created and delivered in a collaborative 

manner, leveraging the strengths of each individual Integrated Care System as well as 

our partners across the health and social care system.  

The H2 planning guidance, published on 30 September 2021, draws particular attention 

to three areas of focus within urgent and emergency care (UEC) services: 

• Reducing the number and duration of ambulance to hospital handover delays 

within the system – keeping ambulances on the road is key to ensuring that 

patients needing an urgent 999 response are seen within the national ambulance 

response standards. 

Classification: Official 
Publication approval reference: PAR1076  

https://www.england.nhs.uk/publication/21-22-priorities-and-operational-planning-guidance-oct-21-march-2022/
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• Eliminating 12-hour waits in emergency departments (EDs) – flow out of EDs 

ensures that expert clinical resource can be directed to those most in need. 

• Ensuring safe and timely discharge of those patients without clinical criteria to 

reside in an acute hospital, especially individuals on Pathway 0. This should be 

done in partnership with system colleagues, including community and social 

care, to ensure a focus on Pathway 1-3 discharges. 

Maintaining flow through systems remains imperative to manage demand across winter 

and system level plans should be fully informed by the UEC Recovery 10 Point Action 

Plan. 

In acknowledgement of the current position we will enact our Winter Operating Model 

from 1 November 2021 – it is expected that as in previous years it will remain active until 

29 April 2022. In practice this will mean that from 1 November:  

• Robust operational escalation routes must be in place at all levels 24 hours a 

day. At a national level we will provide an executive level on-call rota out-of-

hours between 6pm and 8am every day, including weekends. The rota will be 

supported by the National Ambulance Co-ordination Centre. Local systems and 

regions should ensure similar arrangements are in place. 

• UEC and ambulance SitReps need to be submitted by all acute trusts seven 

days a week including bank holidays, except for 25 and 26 December. Trusts 

taking part in the clinical review of standards (CRS) field test should submit UEC 

SitRep data daily, but will not be expected to submit their CRS SitRep at 

weekends or on bank holidays in line with current arrangements. Please note 

that this refers only to the UEC and ambulance daily SitReps and does not apply 

to other SitReps that may be submitted as part of the wider COVID-19 response. 

• Changes will be made to the UEC SitRep to enable more accurate reporting of 

capacity impacted by IPC. We have previously collected data on the total 

number of beds closed due to D&V/norovirus-like symptoms. This year we are 

extending this request to include beds unavailable due to COVID-19, respiratory 

syncytial virus (RSV) and other infections as well as the number of patients with 

laboratory-confirmed influenza. Full details of new metrics and counting 

guidance is available here.   

https://www.england.nhs.uk/publication/uec-recovery-10-point-action-plan-implementation-guide/
https://www.england.nhs.uk/publication/uec-recovery-10-point-action-plan-implementation-guide/
https://www.england.nhs.uk/publication/process-and-definitions-for-the-daily-situation-report/
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As demand increases over winter so too will risk. Systems will need to be agile in 

assessing risk and taking appropriate action, minimising pressure where possible and 

spreading workload across and between systems where appropriate. 

Finally, I would like to thank you all again for your continued commitment to lead services 

to deliver for patients through this challenging time. 

Yours sincerely 

 

Pauline Philip 

National Director for Emergency and Elective Care 

NHS England and NHS Improvement 



Classification: Official 
Publications approval reference: C1445 

 
 
 
 

 
 
Process and definitions 
for the daily situation 
report web form 
25 October 2021 

 

The daily situation report (sitrep) indicates where there are pressures on the 

NHS around the country in areas such as breaches of the four-hour waiting 

time, ambulance handover delays and general and acute bed capacity. This 

guide outlines how to complete the sitrep. 

 

Changes since the previous version are highlighted in yellow. 
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Process 

The online return will need to be populated throughout the year by all NHS acute trusts.  

Daily reports must be signed off by a duty director, or other senior manager, appointed to 

this role by the trust’s chief executive. It is the responsibility of each trust to ensure its return 

is accurate and reflects the real position in terms of pressure for that time period.  

Each collection will cover the previous 24 hours.  

The collection portal for the daily sitrep collection includes a function to amend previous daily 

submissions for the current and previous week. The collection will need to be submitted by 

11am each morning and the collection portal will close each afternoon to collate the daily 

sitrep report.  

Reporting period  

The 24-hour reporting period is defined as midnight (00:00:00) to 23:59:59 on the day before 

reporting, so that data submitted by 11am on a Wednesday, for example, should relate to the 

period 00:00:00 on Tuesday morning to 23:59:59 on Tuesday night, covering the whole of 

Tuesday. 

The bed figures provided should relate to the latest position on each day of reporting. The 

time of this snapshot should be taken at 8am on the day of reporting.  

During the winter period, over bank holiday weekends and during periods of extreme 

pressure on the NHS, submissions are required on a 7 day per week basis. During other 

times data in respect of Saturday and Sunday can be submitted retrospectively on Monday. 

Events overlapping days 

If an attendance starts on one day and ends on a later day, both the arrival and departure 

should be recorded on the later day.  

For example, if a patient arrives at 11pm on a Tuesday and is discharged at 3am on 

Wednesday, both the attendance and breach should be recorded in Wednesday’s data. 
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Attendances 
This guidance has been taken from A&E Attendances and Emergency Admissions, 

published monthly collection guidance, all data items reported in the UEC Daily SitRep 

should be consistent with that collection, found here – please refer to this guidance for FAQs 

https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/  

In this context A&E means a type 1, type 2 or type 3 A&E department. Each patient should 

be counted as a type 1, 2 or 3 attendance if they receive care in an A&E department. They 

should be counted only once in the following categories:   

• Type 1 A&E department: a consultant-led 24-hour service with full resuscitation 

facilities and designated accommodation for the reception of A&E patients. 

(Increasingly referred to as an Emergency Department) 

 

• Type 2 A&E department: a consultant-led single specialty A&E service (e.g. 

ophthalmology, dental) with designated accommodation for the reception of patients. 

 

• Type 3 A&E department. These are now Urgent Treatment Centres (UTCs).  These 

are GP-led, open at least 12 hours a day, every day, offer appointments that can be 

booked through 111 or through a GP referral, and are equipped to diagnose and 

deal with many of the most common ailments people attend A&E for. 

 

Non-UTC Type 3 or 4 facilities that continue to operate as MIUs, UCC, WICs 

because of ongoing service reconfiguration and/or being given a time limited 

exemption should continue to report as Type 3 facilities until planned changes are 

implemented. 

 

An appointment-based service (for example an outpatient clinic) or one mainly or entirely 

accessed via telephone/video or other referral (for example most out of hours services), or a 

dedicated primary care service (such as GP practice or GP-led health centre) is not a type 3 

A&E service even though it may treat a number of patients with minor illness or injury. 

However, the collection will now include some booked appointments in A&E departments, 

including the following: 

• Appointments booked at UTC via NHS 111 or via GPs 

• Appointments booked at A&E services set up as a response to the Covid-19 

pandemic 

• Appointments booked as part of NHS 111 First pilots 

https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/
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Potential patients must be aware of the A&E department and perceive the service as an 

urgent and emergency care service. As a result, for a department to be classified under the 

above A&E nomenclature it must average over 200 attendances per month. 

A&E attendances (and four-hour breaches) 
Follow up attendances  

Include unplanned follow up attendances but do not include planned follow up attendances 

(e.g. to an A&E clinic or a planned follow up to remove sutures). 

An A&E attendance is defined as an unplanned attendance when the A&E attendance 
category = 1, 2, or 3. This excludes planned follow up attendances.  
 
Planned follow up attendances are defined as having an A&E attendance category of 4.  
 
Follow up attendances must be for the same (or related) condition as the first attendance. If 
a patient makes two visits to A&E for two different conditions, they should be recorded as 
two first attendances.  
 
Telephone, video or internet consultations do not count as an A&E attendance. 

 

Number of A&E attendances – Type 1 

Defined as:  

All unplanned attendances in the reporting period at Type 1 A&E departments, whether 

admitted or not.  Exclude booked appointments. 

Number of A&E attendances – Type 2  

Defined as:  

All unplanned attendances in the reporting period at Type 2 A&E departments, whether 

admitted or not. Exclude booked appointments. 

Number of A&E attendances – Type 3 

Defined as:  

All unplanned attendances in the reporting period at Type 3 A&E departments / Urgent 

Treatment Centres, whether admitted or not.  Exclude booked appointments. 

Booked appointments 
Number of Booked A&E appointments – Type 1  

Defined as:  

All booked appointments that are attended at a type 1 A&E department, such as bookings 

made via 111 (including the NHS 111 First programme) or arrangements put in place as a 
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response to the Covid-19 pandemic.  Exclude any appointments where the patient does not 

attend.  Do not include planned follow ups. 

Number of Booked A&E appointments – Type 2 

Defined as:  

All booked appointments that are attended at a type 2 A&E department, such as bookings 

made via 111 (including the NHS 111 First programme) or arrangements put in place as a 

response to the Covid-19 pandemic.  Exclude any appointments where the patient does not 

attend.  Do not include planned follow ups. 

Number of Booked A&E appointments – Other departments 

Defined as:  

All booked appointments that are attended at a type 3/ Urgent Treatment Centres, such as 

bookings made via 111 (including the NHS 111 First programme) or arrangements put in 

place as a response to the Covid-19 pandemic.  Exclude any appointments where the 

patient does not attend.  Do not include planned follow ups. 

General note on booked appointments 

If a patient arrives at an A&E department and is then requested to attend a booked 

appointment at a later time, the original visit should NOT count as an A&E attendance. 

Telephone or video consultations should NOT be counted as A&E attendances or booked 

appointments.   

Type 1 attendances acuity split  
Each type 1 attendance should be categorised by acuity, based on the patient’s condition at 

the time of assessment. The Emergency Care Acuity may be determined by a formal triage 

process, or by physically allocating the patient to a specific clinical area such as 

resuscitation. The categories are minor, major, resus or paediatrics.  

Emergency departments have historically used a variety of ways to measure acuity. 

Sometimes this is done explicitly using a scoring system – e.g. ‘triage’ – and at other times 

implicitly, by a member of staff allocating the patient to a specific treatment area. There is a 

need for emergency care to standardise the acuity measurement of patients attending 

across a range of emergency care services, as this will help inform optimum use of 

resources in the provision of emergency care.  

To understand the value added by any system (including healthcare), it is important to be 

able to measure inputs and outputs. In the case of urgent and emergency care, there are two 

elements to the patient presentation: acuity and chief complaint. There is direct patient 
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benefit to being able to capture and communicate a consistent measure of patient acuity, at 

both a clinical and operational level. 

How to collect  

Emergency care acuity is a measure of the urgency and severity of the condition with which 

the patient has presented to the emergency care facility, as defined by the first clinician who 

assesses the patient.  

‘Clinician’ in this context could be any member of staff registered by the General Medical 

Council, Nursing and Midwifery Council or Health and Care Professions Council who has 

appropriate training and support for this role and who is authorised to treat patients 

independently – in practice this is usually a nurse. In this context ‘clinician’ does not include 

trainees or healthcare assistants.  

In CDS Type 011 – emergency care dataset (ECDS) acuity is represented by an integer 

(number) between ‘1’ and ‘5’, ‘1’ being the most serious/time sensitive and ‘5’ the least.    

Each attendance should only be counted in one of these categories: 

• 1, 2 = Resus 

• 3 = Majors 

• 4, 5 = Minors 

The first member of clinical staff assigns a number 1 to 5 reflecting acuity after assessing the 

patient. 

(Acuity 4 patients will tend to have broken bones etc, which may need more treatment; so it 

is helpful to sort these – the ratio varies considerably between institutions.) 

Paediatrics: all patients under 16 years of age – there is no need to split paediatric 

patients between the other categories. 

Where there is no existing formal system of acuity measurement, acuity is defined by the 

physical area of treatment in which the clinician decides the patient should be treated.  

• Category 1 = (immediate care area) – resuscitation area   

• Category 3 = (high acuity area) – majors/high acuity area (including majors ‘chairs’)  

• Category 4 = (low acuity area) – minors/ambulatory/low acuity (including waiting 

room). 
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NB The treatment area is defined by the patient’s needs, not the resources available: e.g. 

if a patient is a Category 3 patient but due to resource issues is treated in a Category 1 or 

Category 4 clinical area, they remain a Category 3 patient. Emergency care acuity should 

be recorded by the first clinician who sees the patient and must be the initial assessment 

of acuity. If this subsequently changes – e.g. the patient deteriorates – this may be 

recorded locally, but only the first value should be submitted as emergency care acuity. 

Patients streamed to co-located primary care led streaming 
service 
Patients that attend an A&E department and are subsequently streamed to another 

department on the same site, for example a GP service, should only be counted as a single 

attendance (and breach if the attendance exceeds 4 hours). The attendance should be 

counted against the final department the patient attended using a start time of when they 

arrived at the first department. 

If a patient attends an A&E department and is streamed to same-day emergency care 

(SDEC) on arrival, then this is not a reportable A&E attendance. If a patient receives care in 

the A&E department before later being streamed to SDEC then this should be recorded as 

an A&E attendance with the clock stopped at the point at which they were transferred to 

SDEC. 

For examples, please see A&E Attendances and Emergency Admissions, published monthly 

collection guidance, found here: https://www.england.nhs.uk/statistics/statistical-work-

areas/ae-waiting-times-and-activity/  

Four-hour wait breaches in co-located primary care led 
streaming service 
Of the patients streamed to a primary care led service, the number of patients who were not 

admitted, discharged or transferred within four hours. 

Time to treatment: type 1 attendances seen within first 60 
minutes 
Time to treatment is the time from arrival at the A&E department to the time when a patient is 

seen by a decision-making clinician (someone who can define the management plan and 

discharge the patient) to diagnose the problem and arrange or start definitive treatment as 

necessary. 

Include a count of all attendances seen within 60 minutes of arrival at the type 1 A&E 

department. 

https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/
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Patients arriving by ambulance   
Count all accident, emergency and urgent patients if destined for A&E (type 1, 2 or 3). This 

includes GP urgent patients brought by ambulance to A&E.   

Do not count non-emergency patients or patients being transported between 

locations/trusts/hospitals (e.g. for outpatient clinics or tertiary care).  

The start time of the handover is defined as the ambulance’s time of arrival at the A&E 

department. The end time of the handover is defined as the time of handover of the patient 

to the care of A&E staff.  

Do not count the time required for crews to complete record forms, clean or restock vehicles 

or have a break.  

Delaying ambulances outside A&E because of a temporary mismatch between A&E/hospital 

capacity and numbers of elective or emergency patients arriving is not acceptable. Well 

before the majors side of A&E becomes so full that significant queuing begins, the full 

hospital escalation plan (including cancelling routine operations and increasing consultant 

rounds to check for those ready for discharge) should have been implemented and the local 

clinical commissioning group (CCG) alerted.  

If a significant delay still occurs, it indicates a failure of planning by the acute trust (and by 

implication, the wider health community) to meet the needs of patients requiring emergency 

admission to A&E/hospital alongside planned elective work. By definition, the local 

escalation plan has also failed, since allowing ambulance queues to build up is not an 

appropriate management response to a spike in demand.   

Ambulance handover delays of 30 to 60 minutes    
Report the number of handover delays longer than 30 minutes, up to and including 59 

minutes 59 seconds for patients arriving according to the definition above.    

This time includes the 15 minutes allowed under sitrep guidance if an ambulance is unable 

to unload a patient immediately on arrival at A&E because the A&E department is full.   

Ambulance handover delays of over 60 minutes   
Report the number of handover delays longer than 60 minutes for patients arriving according 

to the definition above.   

This time includes the 15 minutes allowed under sitrep guidance if an ambulance is unable 

to unload a patient immediately on arrival at A&E because the A&E department is full.  
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Admissions 
 
Number of admissions  
Admissions should not be counted for maternity, mental health or day cases. 

Elective Admission, when the DECISION TO ADMIT could be separated in time from the 

actual admission: 

• 11 = waiting list 

• 12 = booked 

• 13 = planned 

as well as: 

• 81 = Transfer of any admitted PATIENT from other Hospital Provider other than in an 

emergency. 

All patients who are emergency admissions in the reporting period, via the following 

‘admission method’ code:  

• 21 = Accident and emergency or dental casualty department of the healthcare 

provider 

• 22 = Emergency – via GP  

• 23 = Emergency – via bed bureau (including the central bureau)  

• 24 = Emergency – via consultant outpatient clinic  

• 25 = Admission via mental health crisis resolution team  

• 28 = Emergency – other means  

• 2A = Accident and emergency department of another provider where the PATIENT 

had not been admitted  

• 2B = Transfer of an admitted PATIENT from another hospital provider in an 

emergency  

• 2C = Baby born at home as intended  

• 2D = Other emergency admission.  

 

Number of emergency admissions  
The number of emergency admissions should be included in your figure for number of 

admissions.  

All patients who are emergency admissions in the reporting period, via the following 

‘admission method’ code:  

https://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/e/elective_admission_de.asp?shownav=1
https://www.datadictionary.nhs.uk/data_dictionary/classes/d/decision_to_admit_de.asp?shownav=1
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• 21 = Accident and emergency or dental casualty department of the healthcare 

provider 

• 22 = Emergency – via GP  

• 23 = Emergency – via bed bureau (including the central bureau)  

• 24 = Emergency – via consultant outpatient clinic  

• 25 = Admission via mental health crisis resolution team  

• 28 = Emergency – other means  

• 2A = Accident and emergency department of another provider where the PATIENT 

had not been admitted  

• 2B = Transfer of an admitted PATIENT from another hospital provider in an 

emergency  

• 2C = Baby born at home as intended  

• 2D = Other emergency admission.  

Number of emergency admissions via A&E 
The number of emergency admissions via A&E should be included in your figure for number 

of emergency admissions and the number of admissions.  

The ‘admission method’ code for emergency admission via A&E is code 21 = Accident and 

emergency or dental casualty department of the healthcare provider. Include all patients who 

spend time in an A&E department before being admitted as an emergency to the same 

healthcare provider.  

Number of discharges 
Discharges should relate to the number of admissions above, and should not be counted for 

maternity, mental health or day cases. 

National discharge codes: 

• 1 = PATIENT discharged on clinical advice or with clinical consent 

• 2 = PATIENT discharged him/herself or was discharged by a relative or advocate 

• 3 = PATIENT discharged by mental health review tribunal, Home Secretary or Court 

• 4 = PATIENT died. 

By collecting admissions and discharges, we intend to show the net gain or loss of available 

beds each day.   

It is therefore essential that the cohort of patients reported in the admissions’ metric matches 

the cohort of patients reported in the ‘discharges’ metric. 

  

https://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
https://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
https://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
https://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/c/court_de.asp?shownav=1
https://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
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Operational issues 
Number of 4 to 12-hour waits for admission from decision to 
admit    
The following guidance applies to all data items above relating to waits for emergency 

admissions following a decision to admit (DTA). 

The waiting time for an emergency admission via A&E is measured from when the decision 

is made to admit, or when treatment in A&E is completed (whichever is later), to the time 

when the patient is admitted.  

Time of decision to admit is defined as the time when a clinician decides and records a 

decision to admit the patient or the time when treatment that must be carried out in A&E 

before admission is complete – whichever is the later.  

An emergency admission via A&E is defined as an A&E attendance disposal under code 1 or 

code 7 (transfer to another healthcare provider). Time of admission is defined as outlined 

below:  

• For disposal code 1, the time when such a patient leaves the department to go to:  

― an operating theatre  

― a bed in a ward  

― an X-ray or diagnostic test or other treatment directly on the way to a bed in a 

ward (as defined below) or operating theatre. However, leaving A&E for a 

diagnostic test or other treatment does not count as time of admission if the 

patient then returns to A&E to continue waiting for a bed.  

 

• For disposal code 7, the time when such a patient is collected for transfer to another 

provider. Where a patient is transferred to another hospital, it is expected that they will 

be taken immediately to a bed in an appropriate ward on arrival. The waiting period at 

the first hospital will end when the ambulance crew collects the patient for transfer.   

 

If further assessment and/or treatment is necessary in the A&E department of the second 

(receiving) trust, a fresh waiting period begins when assessment and/or treatment is 

completed in that A&E department.  

Include patients whose waiting time for an emergency admission following a decision to 

admit is between 04:00:00 and 12:00:00 hours. 
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Number of waits for admission over 12 hours from decision to 
admit  
The following guidance applies to all data items above relating to waits for emergency 

admissions following a decision to admit. 

The waiting time for an emergency admission via A&E is measured from when the decision 

is made to admit, or when treatment in A&E is completed (whichever is later), to the time 

when the patient is admitted.  

Time of decision to admit is defined as the time when a clinician decides and records a 

decision to admit the patient or the time when treatment that must be carried out in A&E 

before admission is complete – whichever is the later.  

An emergency admission via A&E is defined as an A&E attendance disposal under code 1 or 

code 7 (transfer to another healthcare provider). Time of admission is defined as outlined 

below:  

• For disposal code 1, the time when such a patient leaves the department to go to:  

― an operating theatre  

― a bed in a ward  

― an X-ray or diagnostic test or other treatment directly on the way to a bed in a 

ward (as defined below) or operating theatre. However, leaving A&E for a 

diagnostic test or other treatment does not count as time of admission if the 

patient then returns to A&E to continue waiting for a bed.  

 

• For disposal code 7, the time when such a patient is collected for transfer to another 

provider. Where a patient is transferred to another hospital, it is expected that they will 

be taken immediately to a bed in an appropriate ward on arrival. The waiting period at 

the first hospital will end when the ambulance crew collects the patient for transfer.   

 

If further assessment and/or treatment is necessary in the A&E department of the second 

(receiving) trust, a fresh waiting period begins when assessment and/or treatment is 

completed in that A&E department.  

Include patients whose waiting time for an emergency admission following a decision to 

admit is 12:00:01 hours or longer. 

Urgent operations cancelled in the previous 24 hours  
Count all urgent operations that are cancelled by the trust for non-clinical reasons, including 

those cancelled for a second or subsequent time. This should exclude patient cancellations, 
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and only include cancellations where the operation was scheduled to take place within 24 

hours of the cancellation.  

Include all urgent operations that are cancelled, including emergency patients (i.e. non-

elective) who have their operations cancelled. In principle, most urgent cancellations will be 

urgent elective patients, but it is possible that an emergency patient has their operation 

cancelled.  

Definition of ‘urgent operation’ The definition of 'urgent operation' is one that should be 

agreed locally in the light of clinical and patient need. However, it is recommended that the 

guidance as suggested by the National Confidential Enquiry into Perioperative Deaths 

(NCEPOD) should be followed. Broadly these are:  

I. Immediate – immediate (a) lifesaving or (b) limb or organ-saving intervention. 

Operation target time within minutes of decision to operate.  

II. Urgent – acute onset or deterioration of conditions that threaten life, limb or organ 

survival. Operation target time within hours of decision to operate.  

III. Expedited – stable patient requiring early intervention for a condition that is not an 

immediate threat to life, limb or organ survival. Operation target time within days of 

decision to operate.  

IV. Elective – surgical procedure planned or booked in advance of routine admission 

to hospital.  

Broadly, (i), (ii) and (iii) should be regarded as 'urgent' for the purpose of meeting this 

requirement. 

A&E closures 
Record any unplanned, unilateral closures of any A&E department (type 1, 2 or 3) to 

admissions, which occurred without consultation or the agreement of neighbouring 

trusts or the ambulance trust.  

If an A&E department is closed to ambulances without the agreement of its neighbours or 

ambulance service, it is defined as an ‘A&E closure’ irrespective of whether the A&E 

department is still accepting patients arriving on foot. 

Temporary closure of an A&E should only occur in exceptional circumstances.  

A&E managers should expect never to have to close their departments. Contingency 

planning should cover all escalations in activity, from situations where patient numbers 
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temporarily exceed resources to specific events. Guidance on major incident planning 

provides more detailed information on the latter and is available at: 

https://www.gov.uk/government/policies/planning-for-health-emergencies  

If there has been an A&E closure, please also provide information on how long the A&E 

department was closed in the boxes provided. If the unit was closed more than once, please 

enter the total time the unit was closed: i.e. the sum of the times of the individual closures. 

A&E diverts 
Count the number of occasions/periods during which there was an agreed temporary divert 

of patients to other A&E departments to provide temporary respite (i.e. not to meet a clinical 

need). To be included in the count, the divert must be agreed between the trusts affected, 

including ambulance trusts (and commissioners where applicable). If there has been an A&E 

divert, please also provide information on how long the divert lasted and where patients were 

diverted to, in the box provided. If there was more than one divert, please enter the total time 

of all of the divert periods – i.e. the sum. 

A temporary divert should be made only as part of the local health system’s escalation policy 

and be preceded by: 

• agreement/discussion with the receiving A&E departments/acute trusts 

• agreement/discussion with local ambulance service 

• agreement/discussion with the local commissioners (this may be delayed until after 

the divert in situations which meet predetermined criteria agreed in advance with the 

commissioner) 

All diverts between A&E departments at geographically separate hospitals are subject to the 

above arrangements. This includes diverts between hospitals that are part of the same trust 

but geographically separate. 

Diversion of patients because of lack of physical or staff capacity to deal with attendances or 

admissions should be an action of last resort and should be agreed with neighbouring trusts. 

Robust network-wide escalation planning together with trusts’ own internal planning should 

mean that any increase in activity can be managed internally: for example, by diverting staff 

from elsewhere in the hospital. Therefore, diversion of patients for respite reasons should 

only need to happen in exceptional circumstances, where internal measures have not 

succeeded in tackling the underlying problem. 

https://www.gov.uk/government/policies/planning-for-health-emergencies
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Plans should be reviewed periodically and agreed protocols developed with neighbouring 

trusts and the ambulance trust for the area. A total view of system capacity should be taken 

including community response, intermediate care, community inpatient capacity, elective 

work and acute resource, etc. Therefore, the local emergency care network should be the 

usual forum for such protocols to be drawn up. 

Only the trust that has diverted should report, not the trust receiving the diverted 

ambulances. 
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General and acute beds 
The following lines on beds relate to general and acute beds, using relevant definitions from 

the KH03 beds return. Which can be found here: 

https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/  

They exclude maternity and mental health beds. The figures provided should relate to the 

latest position on the day of reporting. This snapshot should be taken at 8am on the day of 

reporting. 

In order to better understand the occupancy pressures facing acute trusts, general and acute 

beds will now be split between adult and paediatric beds.  

Core adult general and acute beds open  
The number of adult general and acute bed beds available on the day of reporting. Note this 

figure should show your core bed stock including beds that are closed but occupied. Beds 

that are closed but empty should be subtracted from the core bed stock number.  

For example: if there are 10 beds closed for infection control of which six are occupied and 

four empty, exclude the four empty beds. 

Adult general and acute escalation beds open  
The number of adult general and acute escalation beds open on day of reporting. This would 

include areas opened for winter periods, which are intended to stay open for some time – i.e. 

not areas which are opened on the day to resolve extreme pressures (e.g. theatre space). 

Total adult general and acute beds open  
This should be the total number of beds available: adult core beds open plus adult escalation 

beds open. 

Of total adult general and acute beds open, number occupied  
Total number of adult beds that are occupied at the time the snapshot is taken. 

Core paediatric general and acute beds open  
The number of paediatric general and acute bed beds available on the day of reporting. Note 

this figure should show your core bed stock including beds that are closed but occupied. 

Beds that are closed but empty should be subtracted from the core bed stock number.  

For example: if there are 10 beds closed for infection control of which six are occupied and 

four empty, exclude the four empty beds. 

https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/
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Paediatric general and acute escalation beds open  
The number of paediatric general and acute escalation beds open on day of reporting. This 

would include areas opened for winter periods, which are intended to stay open for some 

time – i.e. not areas which are opened on the day to resolve extreme pressures. 

Total paediatric general and acute beds open  
This should be the total number of beds available: paediatric core beds open plus paediatric 

escalation beds open. 

Of total paediatric general and acute beds open, number 
occupied  
Total number of beds that are occupied at the time the snapshot is taken. 
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Infection Control 
 

D&V/Norovirus-like symptoms 
 

Total number of beds closed due to diarrhoea and vomiting (D&V)/norovirus-like symptoms 
(occupied and unoccupied)  

This will be a sum of the adult beds closed and paediatric beds closed. This metric is the 

same as we have historically collected for beds closed due to D&V. 

Of these beds closed due to D&V, number unoccupied 

This will be a sum of the adult beds closed and unoccupied and paediatric beds closed and 

unoccupied. This metric is the same as we have historically collected for beds closed and 

unoccupied due to D&V. 

 

Number of adult beds closed due to diarrhoea and vomiting (D&V)/norovirus-like symptoms 
(occupied and unoccupied)  

Number of beds closed due to D&V/norovirus-like symptoms only. In the example below, 10 

beds would be reported in this section. 

The definition for this metric has not changed from the historic collection, but we are splitting 

adult and paediatric beds. 

Of these beds closed due to D&V, number unoccupied 

Unoccupied / empty beds which are unavailable to new admissions. In the example below, 

you would report 4 beds for this metric. 

For example: if there are 10 beds in a bay, with 6 patients with D&V/norovirus-like 

symptoms, the rest are closed for infection control. Record all 10 beds in the category above 

and the four empty beds in this category.  

The 4 empty beds should not be counted in the number of G&A beds open, if these beds will 

not accept any patient at the time of the snapshot. 

The definition for this metric has not changed from the historic collection, but we are splitting 

adult and paediatric beds. 
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Number of paediatric beds closed due to diarrhoea and vomiting (D&V)/norovirus-like 
symptoms (occupied and unoccupied)  

Number of paediatric beds closed due to D&V/norovirus-like symptoms only. In the example 

below, 10 beds would be reported in this section. 

The definition for this metric has not changed from the historic collection, but we are splitting 

adult and paediatric beds. 

Of these beds closed due to D&V, number unoccupied 

Unoccupied / empty paediatric beds which are unavailable to new admissions. In the 

example below, you would report 4 beds for this metric. 

For example: if there are 10 paediatric beds in a bay, with 6 patients with D&V/norovirus-like 

symptoms, the rest are closed for infection control. Record all 10 beds in the category above 

and the four empty beds in this category.  

The 4 empty beds should not be counted in the number of G&A beds open, if these beds will 

not accept any patient at the time of the snapshot. 

The definition for this metric has not changed from the historic collection, but we are splitting 

adult and paediatric beds. 

Covid 
 
Number of adult beds closed due to Covid (occupied and unoccupied)  

When patients are subject to infection control measures related to Covid-19 which would 

result in beds in the same bay being closed for new admissions with the possible exception 

of patients with the same infection. In the example below, you would report 10 beds for this 

metric. 

Of these beds closed due to Covid, number unoccupied 

This has also been referred to as “void beds”: unoccupied / empty beds which are 

unavailable to NON-Covid patients. In the example below, you would report 3 beds for this 

metric. 

For example: if there are 10 beds in a bay, with 7 patients who are confirmed as Covid 

positive, the rest of the beds are unavailable to new admissions, unless that newly admitted 

patient is covid positive. Those 3 beds would be counted as closed and unoccupied in this 

section. 
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If these 3 beds will accept Covid positive patients at the time of this snapshot, they should be 

counted in your G&A beds open figure. 

Number of paediatric beds closed due to Covid (occupied and unoccupied)  

When paediatric patients are subject to infection control measures related to Covid-19 which 

would result in beds in the same bay being closed for new admissions with the possible 

exception of patients with the same infection. In the example below, you would report 10 

beds for this metric. 

Of these beds closed due to Covid, number unoccupied 

This has also been referred to as “void beds”: unoccupied / empty beds which are 

unavailable to NON-Covid patients. In the example below, you would report 3 beds for this 

metric. 

For example: if there are 10 beds in a bay, with 7 patients who are confirmed as Covid 

positive, the rest of the beds are unavailable to new admissions, unless that newly admitted 

patient is covid positive. Those 3 beds would be counted as closed and unoccupied in this 

section. 

As long as these 3 beds will accept Covid positive patients at the time of this snapshot, they 

should be counted in your G&A beds open figure. 

Other infection control 
 

Number of adult beds closed due to other IPC reasons (occupied and unoccupied)  

When patients are subject to other infection control measures which would result in beds in 

the same bay being closed for new admissions with the possible exception of patients with 

the same infection. 

Of these beds closed due to other IPC reasons, number unoccupied 

This has also been referred to as “void beds”: unoccupied / empty beds which are 

unavailable to new admissions. 

Number of paediatric beds closed due to other IPC reasons (occupied and unoccupied)  

When paediatric patients are subject to other infection control measures which would result 

in beds in the same bay being closed for new admissions with the possible exception of 

patients with the same infection. 

Of these beds closed due to other IPC reasons, number unoccupied 
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This has also been referred to as “void beds”: unoccupied / empty beds which are 

unavailable to new admissions. 

RSV 
 

Number of paediatric beds closed due to RSV (occupied and unoccupied)  

When paediatric patients are subject to infection control measures related to RSV which 

would result in beds in the same bay being closed for new admissions with the possible 

exception of patients with the same infection. In the example below, you would report 10 

beds for this metric. 

Of these beds closed due to Covid, number unoccupied 

This has also been referred to as “void beds”: unoccupied / empty beds which are 

unavailable to NON-RSV patients. In the example below, you would report 2 beds for this 

metric. 

For example: if there are 10 beds in a bay, with 8 patients with a confirmed RSV diagnosis, 

the rest of the beds are unavailable to new admissions, with the possible exception of 

patients with the same infection. Those 2 beds would be counted as closed and unoccupied 

in this section. 

As long as these 2 beds will accept paediatric patients with an RSV diagnosis at the time of 

this snapshot, they should be counted in your G&A beds open figure. 
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Metrics relating to influenza  
 

  

• Daily census of the number of patients in the hospital (each day at 8am) with 

laboratory-confirmed influenza in HDU and ITU beds 

• daily census of the number of patients in the hospital (each day at 8am) with 

laboratory-confirmed influenza in all other inpatient beds 

• of these patients in hospital, the number who are newly diagnosed (laboratory-

confirmed) in the last 24 hours. 
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Long stay patients 
 

Beds occupied by long-stay patients: 7+ days   
beds occupied by patients with a length of stay of seven or more days 

To understand the impact of poor flow through the urgent and emergency care system, this 

metric looks at the proportion of beds occupied by ‘long-stay patients’. These are defined as 

any patient, meeting the criteria below, who is in a hospital bed for seven days or more. 

Most of these patients will be non-elective, but to understand the overall impact it is 

important to include the number of elective patients.  

There will be patients in this number who are expected to have a seven-day or longer stay in 

a general and acute bed – e.g. patients who have had a stroke, myocardial infarction, 

fractured neck of femur or neurorehabilitation. The methodology is as follows: 

• Acute activity only  

• 18+ only  

• Excludes regular day and night attenders, day cases and zero length of stay (LOS) 

admissions 

• Acute trusts only 

• Count long-stay days only (i.e. day 7 onwards).   

The measure is a snapshot taken at midnight.   

We do not advise comparing this metric between providers because hospitals provide 

significantly different services. 

Beds occupied by long-stay patients: 14+ days  
beds occupied by patients with a length of stay of 14 or more days 

To understand the impact of poor flow through the urgent and emergency care system, this 

metric looks at the proportion of beds occupied by ‘long-stay patients’. These are defined as 

any patient, meeting the criteria below, who is in a hospital bed for 14 days or more.  

The methodology is as follows: 

• Acute activity only  

• 18+ only  

• Excludes regular day and night attenders, day cases and zero length of stay (LOS) 

admissions 

• Acute trusts only 
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• Count long-stay days only (i.e. day 14 onwards).   

The measure is a snapshot taken at midnight.   

We do not advise comparing this metric between providers because hospitals provide 

significantly different services. 

Beds occupied by long stay patients: 21+ days  
beds occupied by patients with a length of stay of 21 or more days 

To understand the impact of poor flow through the urgent and emergency care system, this 

metric looks at the proportion of beds occupied by ‘long-stay patients’. These are defined as 

any patient, meeting the criteria below, who is in a hospital bed for 21 days or more.  

The methodology is as follows: 

• Acute activity only  

• 18+ only  

• Excludes regular day and night attenders, day cases and zero length of stay (LOS) 

admissions 

• Acute trusts only 

• Count long-stay days only (i.e. Day 21 onwards).   

The measure is a snapshot taken at midnight.   

We do not advise comparing this metric between providers because hospitals provide 

significantly different services. 
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Critical care beds 
Adult critical care beds: count all adult critical care (ITU, HDU or other) beds that are 

available for critical care patients (levels 2 and 3 - except paediatrics). The figures provided 

should relate to the latest position on the day of reporting. The time of this snapshot should 

be consistent with the general and acute beds. Note that this should be the actual number of 

beds at that time and not the planned number of beds. Beds funded but not available due to 

staff vacancies should not be counted unless the vacancies have been filled by bank or 

agency staff. Beds that are not funded but are occupied should be counted. 

The following counts should be consistent with those provided for the monthly sitrep return, 

guidance can be found here: 

https://www.england.nhs.uk/statistics/statistical-work-areas/critical-care-capacity/  

Adult critical care beds open 
The total number of open adult critical care beds at 8am on the day of reporting. 

Of your adult critical care beds open, how many are level 3. 
The total number of level 3 adult critical care beds open at 8am on the day of reporting. 

Adult critical care beds occupied 
The total number of occupied adult critical care beds on day of reporting. 

Of your adult critical care beds occupied, how many are level 
3. 
The total number of level 3 adult critical care beds occupied at 8am on the day of reporting. 

 

Paediatric intensive care beds open 
Paediatric intensive care at level 3, also known as paediatric advanced critical care. In order 

to provide the appropriate level of care for paediatric intensive care (level 3), a minimum 

nurse to patient ratio of 1:1 is required. There are 21 Trusts who are commissioned to 

provide Paediatric Intensive care (Level 3) across England (equating to 23 units). 

Level 2 beds should be reported as Paediatric G&A beds. 

Paediatric intensive care beds occupied 
The total number of occupied paediatric intensive care (level 3)* beds (or cots where 

applicable) on day of reporting. 

https://www.england.nhs.uk/statistics/statistical-work-areas/critical-care-capacity/
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*please note that the Monthly SitRep guidance has been updated in November 2018 to 

exclude paediatric HDU beds from this count, please check that your daily submission is 

consistent with this 

Neonatal critical care cots open 
The total number of available neonatal intensive care cots (or beds) on day of reporting. This 

includes level 2 and level 3 care. 

Of your neonatal critical care cots open, how many are level 
3. 
The total number of level 3 neonatal critical care cots (or beds) open at 8am on the day of 

reporting. 

Neonatal intensive care cots occupied 
The total number of occupied neonatal intensive care cots (or beds) on day of reporting. 

Of your neonatal critical care cots occupied, how many are 
level 3. 
The total number of level 3 neonatal critical care cots (or beds) occupied at 8am on the day 

of reporting. 
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Patients in department for over 12 hours from 
arrival 
The total number of patients who were not admitted, discharged or transferred within 12 

hours of their arrival at A&E (all types). 

 

This should relate to the number of attendances declared that day in order that a percentage 

of patients spending more than 12 hours in A&E can be calculated.  

 

All waits in excess of 12 hours should be counted, regardless of whether the patient is 

admitted, transferred or discharged. 

 

Queries relating to this metric should be directed to: england.uectransformation@nhs.net  

  

mailto:england.uectransformation@nhs.net
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Elective cancellations 
For the data items on elective cancellations, count admissions that were due to take place 

between 00:00 and 23.59 yesterday and that were cancelled by the trust for non-clinical 

reasons up to 14 days prior to yesterday’s admission date or on the day of admission itself.  

Exclude patient initiated cancellation and cancellations for clinical reasons.  Include 

cancellations which are as a result of capacity constraints – beds, staffing or through the 

need to implement infection control protocols to maintain distancing. 

Provide separately the number of ordinary and day case admissions that took place 

yesterday between 00:00 and 23:59. 

For ordinary electives, include those with a patient classification of 1.  For day cases, include 

those with a patient classification of 2. 

For both elective cancellations and elective admissions, include admissions with an 

admission method of 11, 12 or 13. 

Provide the breakdown for Priority (P) Codes 1 to 4. The Priority Code is the standard 

categorisation for patients waiting for surgery, as part of the National Clinical Prioritisation 

Programme.  

<72 hours            P1  

<1 month           P2 

<3 months         P3 

>=3 months         P4 

The P1-P4 categories are based on based on the prioritisation tool produced by the 

Federation of Surgical Specialty Associations and endorsed by all surgical colleges: 

https://fssa.org.uk/_userfiles/pages/files/covid19/prioritisation_master_240720.pdf  

  

https://fssa.org.uk/_userfiles/pages/files/covid19/prioritisation_master_240720.pdf
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Further details about the National Clinical Prioritisation Programme can be found at: 

1. Letter from Pauline Philip to the NHS: 

https://www.england.nhs.uk/coronavirus/publication/third-phase-of-nhs-response-to-covid-

19-clinical-prioritisation-and-validation-of-elective-waiting-lists-letter/  

2. Programme FAQs:  
https://www.aomrc.org.uk/wp-
content/uploads/2020/11/National_Clinical_Validation_Programme_FAQ_1120.pdf  
 
3. Document outlining the framework and support tools: 
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/10/C0760-
Clinical-validation-of-surgical-waiting-lists-1-2.pdf  

 

Queries relating to elective cancellations should be directed to:  

england.rtt@nhs.net  
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To: • Chief executives of all NHS trusts 
and foundation trusts 

• CCG accountable officers 

• GP practices and PCNs 

• Providers of community health 
services 

• NHS111 providers 

• PCN-led local vaccination sites 

• Vaccinations centres 

• Community pharmacy vaccination 
sites 

• ICS and STP leads 

cc. • NHS regional directors 

• NHS regional directors of 
commissioning 

• Regional incident directors 

• Regional heads of EPRR 

• Chairs of ICSs and STPs 

• Chairs of NHS trusts, foundation 
trusts and CCG governing bodies 

• Local authority chief executives and 
directors of public health 

 

NHS England and NHS Improvement 
Skipton House 

80 London Road 
London 

SE1 6LH 

13 December 2021 
 

Dear Colleagues, 

Preparing the NHS for the potential impact of the Omicron variant and 
other winter pressures 

Thank you for everything you and your teams have done since the COVID-19 pandemic 

began to treat those with the virus, including over half a million people who have needed 

specialist hospital care, as well as delivering the largest and fastest vaccination 

programme in our history. This is while maintaining urgent non-COVID-19 services and 

now working to recover the backlogs that have inevitably built up, providing around 90% 

of pre-pandemic levels of activity this year, despite continuing to care for thousands of 

hospital inpatients with COVID-19 over that period. 

The discovery of the Omicron variant once again requires an extraordinary response 

from the NHS. Last night, the Prime Minister announced the new vaccination challenge 

which will see the NHS deliver more vaccines over the coming weeks than ever before, 

and will require us to prioritise activities to deliver this. 

Classification: Official 
Publication approval reference: C1487 
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However, even with the additional protection that vaccine boosters will give, the threat 

from Omicron remains serious. The UK chief medical officers on 12 December increased 

their assessment of the COVID-19 threat level to 4, and advice from SAGE is that the 

number of people requiring specialist hospital and community care could be significant 

over the coming period. 

In light of this, we are again declaring a Level 4 National Incident, in recognition of the 

impact on the NHS of both supporting the vital increase in the vaccination programme 

and preparing for a potentially significant increase in COVID-19 cases. 

This letter therefore sets out important actions we are now asking every part of the NHS 

to put in place to prepare for and respond to the Omicron threat. 

These will: 

• Ensure the successful ramp up of the vital COVID-19 vaccine programme. 

• Maximise the availability of COVID-19 treatments for patients at highest risk of 

severe disease and hospitalisation. 

• Maximise capacity across acute and community settings, enabling the maximum 

number of people to be discharged safely and quickly and supporting people in 

their own homes. 

• Support patient safety in urgent care pathways across all services and manage 

elective care. 

• Support staff, and maximise their availability. 

• Ensure surge plans and processes are ready to be implemented if needed. 

1. Ensure the successful ramp-up of the vital COVID-19 vaccine programme 

You will be aware of the Prime Minister’s announcement yesterday outlining the latest 

situation with regards to the Omicron and other variants. The Prime Minister launched an 

urgent national appeal calling for people to get vaccinated and set out the commitment 

that all adults in England would be offered a booster jab by the end of the year. 

In just over a year since the vaccination programme was launched, more than 100 

million jabs have been given. In their December update, the UKHSA estimated that, as 

of 24 September, 127,500 deaths and 24,144,000 infections had been prevented as a 

result of the COVID-19 vaccination programme. This is a remarkable achievement, but 

the urgency of this new national mission requires the NHS to once again step up to 

support an immediate, all out drive to protect the health of the nation. 
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A separate letter will set out the immediate next steps for the vaccination programme, 

describing the ask of systems including: 

• Clinically prioritising services in primary care and across the NHS to free up 

maximum capacity to support the COVID-19 vaccination programme over the 

next few weeks, alongside delivering urgent or emergency care and other priority 

services. As the Prime Minister said, this means some other appointments will 

need to be postponed. 

• Delivering at scale whilst also retaining the focus on vaccination of those at 

greatest risk, including those who are housebound. Continuing to maximise 

uptake of first and second doses including through identifying dedicated 

resources to work alongside directors of public health locally. 

• Creating capacity, both by maximising throughput, efficiency and opening times 

of existing sites to operate 12 hours per day as standard, seven days per week 

as well as running 24 hours where relevant for the local community, and through 

opening additional pop-up and new sites. 

• Increasing training capacity with immediate effect to support lead employers with 

rapid onboarding and deployment of new vaccinators. 

The letter also describes support available including a removal of the current cap on 

spend against the budget for programme costs, additional vaccine supply and significant 

expansion of volunteering and recruitment activity. 

The NHS has been clear that staff should get the life-saving COVID-19 vaccination – 

and that is even more important now – to protect themselves their loved ones and their 

patients, and the overwhelming majority have already done so. 

Working with NHS organisations, we will continue to support staff who have not yet 

received the vaccine to take up the evergreen offer of COVID-19 vaccination. NHS 

England has released resources on how to help engage and communicate with staff to 

encourage vaccine uptake within your organisations. We also recommend that CQC 

regulated services review the new Planning and Preparation guidance which will help 

organisations prepare for when the regulations (which are subject to parliamentary 

passage) are introduced. 

Flu can be a serious illness for some people and the flu vaccine provides vital extra 

protection as well as minimising transmission. NHS staff should take every opportunity to 

encourage patients, including pregnant women, to receive their COVID-19 and flu 

https://www.england.nhs.uk/coronavirus/covid-19-vaccination-programme/vaccination-as-a-condition-of-deployment-for-all-healthcare-workers/resources/
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1470-vcod-for-healthcare-workers-planning-and-preparation-guidance.pdf
https://www.england.nhs.uk/coronavirus/publication/covid-19-and-seasonal-flu-vaccination-for-pregnant-women/
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vaccines if they are eligible. Healthcare colleagues are asked to make every contact 

count this winter with pregnant women – and those planning pregnancy – to advise them 

of the benefits of COVID-19 and flu vaccination. 

2. Maximise the availability of COVID-19 treatments for patients at highest risk of 
severe disease and hospitalisation 

Having discovered the efficacy of dexamethasone as a treatment for COVID-19 and 

begun rolling it out just hours after trial results were announced, saving thousands of 

lives both here and across the world, the NHS is again at the forefront of new treatments 

for COVID-19. 

The UK was the first country in the world to approve an antiviral (monupiravir) able to be 

taken at home. It will be available for use by patients at highest risk in the community 

from 16 December alongside other treatments including monoclonal antibodies. 

Arrangements for deployment of these treatments was set out in a letter on 9 December 

alongside the UK policy for use. 

Local ICS teams should finalise preparations for COVID-19 Medicine Delivery Unit 

service implementation, working with regions on final assurance of delivery models. 

Separately, the Government also announced the PANORAMIC national study for oral 

antivirals treatment for at-risk patients. The study will allow medical experts to gather 

further data on the potential benefits of oral antivirals for the UK’s predominately 

vaccinated population. General practices can refer patients into this study as per the GP 

and community pharmacy letter. 

3. Maximise capacity across acute and community settings, enabling the 
maximum number of people to be discharged safely and quickly and 
supporting people in their own homes 

The operational imperative is to create the maximum possible capacity within acute care 

settings to support patient safety in the urgent care pathway, which is currently under 

significant pressure as the data on ambulance response times and 12 hour waits in A&E 

shows, to maintain priority access for elective care, particularly P1, P2 and cancer 

assessment, diagnostics and treatment, and to create capacity to respond to a potential 

increase in COVID-19 demand. 

https://www.england.nhs.uk/coronavirus/publication/deployment-of-covid-19-treatments-for-highest-risk-non-hospitalised-patients/
https://www.england.nhs.uk/coronavirus/publication/interim-clinical-commissioning-policy-neutralising-monoclonal-antibodies-or-antivirals-for-non-hospitalised-patients-with-covid-19/
https://www.panoramictrial.org/
https://www.england.nhs.uk/coronavirus/publication/deployment-of-covid-19-treatments-for-highest-risk-non-hospitalised-patients/
https://www.england.nhs.uk/coronavirus/publication/deployment-of-covid-19-treatments-for-highest-risk-non-hospitalised-patients/
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To that end, you are asked now to work together with local authorities, and partners 

across your local system including hospices and care homes to release the maximum 

number of beds (and a minimum of at least half of current delayed discharges) through: 

A) An immediate focus to support people to be home for Christmas. Throughout the 

period between Christmas and New Year, ensure there is support in place to 

discharge medically fit patients across all seven days of the week. 

B) Those patients who do not need an NHS bed, because they do not meet the 

reasons to reside criteria, must be discharged as soon as practically possible. 

Working with local authorities, every system will need to put in place sufficient 

measures in order to reduce by half their own number of patients not meeting the 

reasons-to-reside criteria. This will necessitate senior system leaders across the 

NHS and local authorities meeting daily to ensure sufficient progress is made. 

C) A significant proportion of discharge delays are within the gift of hospitals to solve. 

Hospitals should work to eliminate avoidable delays on pathway zero, ie straight 

home without the need for social care support. Where necessary, this could 

include using personal health budgets, which has been successfully piloted in 

Cornwall and Lancashire; or use of hotel beds. 

D) Making full use of non-acute beds in the local health and care system. NHS 

England has today switched back on the full use of spare hospice capacity – both 

beds and community contacts, through the same national arrangement with 

Hospice UK that was in place earlier in the year. As well as making use of 

personal health budgets, hotel beds, and hospices, systems can also make use of 

independent sector capacity in the community using the following framework. We 

encourage systems to explore surging community rehabilitation capacity and 

securing spare capacity from care homes. To support safe discharge of COVID-

19 patients, DHSC will be expanding the number of designated beds from CQC 

accredited providers. 

E) Expanding the use of virtual wards and hospital at home models with the full 

confidence of knowing these models will be supported in forthcoming planning 

guidance with significant additional funding, to enable a major expansion over the 

next two years. 

Systems already have access to resources within core funding, COVID-19 allocations 

and through the Hospital Discharge Programme to fund these measures. Where systems 

can show further funding is necessary in addition to existing budgets then, to facilitate 

this drive, NHS England will fund additional costs incurred. Commissioners and providers 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/12/C0980-covid-19-hospital-discharge-and-recovery-services-letter-23-december-2020.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/01/C1055-discharge-options-summary-letter-20-january-2021.pdf
https://www.sbs.nhs.uk/fas-patient-discharge-services
https://www.england.nhs.uk/nhs-at-home/
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should notify regional teams of the estimated additional cost and bed benefit as plans 

are firmed up and claim the actual cost through the existing quarterly claims process. 

The NHS will need to increase its effective capacity next year and we are planning on 

ring-fencing significant national funding for the further development of virtual wards 

(including hospital at home). Therefore, where steps taken now on virtual wards can 

have an enduring benefit to overall capacity and have recurrent costs those should be 

notified at the same time so that we can allow for them on top of core system allocations 

for 2022/23. 

To facilitate this drive, and maintain it thereafter through winter and into next year: 

• the Government has announced a further additional £300 million support for 

domiciliary care workforce, to boost capacity, on top of the existing £162 million 

workforce scheme. 

• A new national discharge taskforce including the NHS, ADASS, national and 

local government, led by Sarah-Jane Marsh, has been established. Working to 

both DHSC and NHS England, it will focus on the local authority and NHS 

actions required to drive progress. This will dock with enhanced regional and 

local system arrangements that need to be put in place. 

4. Support patient safety in urgent care pathways across all services, and 
manage elective care 

Ambulance response: Systems must focus on eliminating ambulance handover delays 

in order to ensure vehicles and paramedic crews are available to respond to urgent 999 

calls as set out in the letter of 26 October, and take action to see patients quickly and 

avoid 12 hour waits in emergency departments. Working with health, social care, 

voluntary sector partners and CQC, systems should take a balanced view of risk and 

safety across all parts of the health system, recognising that the greatest risk may be the 

patient waiting for an ambulance response. 

Prioritising the recruitment of 999 and 111 call handling capacity will be crucial to ensure 

patients have rapid access into urgent and emergency care services when required. It is 

therefore important that Regions work closely with Ambulance Trusts and 111 providers 

to monitor progress on a weekly basis. 

Community crisis response: Local systems should take immediate steps to maximise 

referrals from 999 to the two-hour Urgent Community Response services. Good progress 

has been made in developing and rolling out UCR services across England faster than 
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planned trajectories, with 27 ICSs now providing UCR services 8-8pm seven days a 

week. 

Further expansion and join-up with other services is needed now, as part of a wider drive 

to reduce ambulance response times and support people in their own homes. Systems 

should: 

• Where possible, accelerate coverage and capacity of UCR services in line with 

the 2 hour guidance, to make an impact in January. This includes supporting 

equipment purchases such as lifting chairs and point of care testing equipment. 

• Maximise the number of patients being referred and transferred to UCR from 

ambulance services. 

• Work together with local councils and providers of local pendant 

alarm/Technology Enabled Care (TEC) providers and reduce the demand on 

999 ambulance services through the re-direction of appropriate patients. 

• Refresh your local Directory of Services (DoS) so that NHS Service Finder 

profiles are accurate, up to date and are updated to show that UCR teams will 

accept referrals from health & social care colleagues including TEC providers. 

• Ensure accurate and complete data to via the Community Services Data Set for 

UCR, so you can track how much the services are being used and helping 

reduce pressures. 

Further information, webinar recordings and tools, such as legal advice, information 

governance documents and case studies, are available on the Urgent Community 

Response FutureNHS platform. 

Mental health, learning disability and autism: The pandemic has had an impact on 

the nation’s mental health, disrupting daily routines. In response, the NHS has extended 

mental health support, including introducing 24/7 all-age mental health crisis support 

lines earlier than planned, and continued to expand services to meet growing need in 

line with the Long-Term Plan. 

Systems are asked to ensure that access to community-based mental health services 

and learning disability and autism services are retained throughout the COVID-19 surge 

to ensure that people at risk of escalating mental health problems and those who are 

most vulnerable can access treatment and care and avoid escalation to crisis point, with 

face-to-face care retained as far as possible. 

Healthcare colleagues are asked to make every contact count this winter with people 

with SMI and LD – to ensure promotion of health checks and interventions as well as 

https://www.england.nhs.uk/publication/community-health-services-two-hour-crisis-response-standard-guidance/
https://digital.nhs.uk/services/nhs-service-finder
https://future.nhs.uk/CommunityHealthServices/view?objectID=30923184
https://future.nhs.uk/CommunityHealthServices/view?objectID=30923184
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access to COVID-19 and flu vaccination, in the context of stark health inequalities for 

these patients. 

Managing critical care: Over the course of the pandemic, the NHS showed its 

determination and flexibility time and time again, not least in rapidly expanding critical 

care capacity. Indeed, the Health and Social Care Select Committee wrote in their recent 

report on lessons learned to date that it was ‘a remarkable achievement for the NHS to 

expand ventilator and intensive care capacity’. 

We do not know what the demand from Omicron will be on critical care facilities, but it is 

essential that trusts familiarise themselves with existing plans for managing a surge in 

patients being admitted with COVID-19, with particular focus on the management of 

oxygen supplies, including optimising use at ward level. This work should also include a 

review of how critical care capacity can be expanded and of surge arrangements in 

critical care networks – acknowledging these will already have been activated in some 

parts of the country. Further guidance on surge planning will be published based on 

good practice from the early phases of the pandemic. 

Managing elective care: As in the COVID-19 wave last winter, it is crucial that we 

continue to deliver elective care and ensure that the highest clinical priority patients – 

including patients on cancer pathways and those with the longest waits – continue to be 

prioritised. Once again, clinical leadership and judgement about prioritisation and risk will 

be essential. 

There are now 6 million patients waiting for elective care, of whom 16 thousand have 

been waiting over 104 weeks, as a result of the inevitable disruption caused by the 

COVID-19 pandemic. It is therefore even more important that diagnostic, first outpatient, 

elective inpatient and day case capacity should be maintained as far as possible, 

recognising the requirement to release staff to support the vaccination programme and 

respond to the potential increase in COVID-19 cases. Systems and NHS trusts should 

work collaboratively, particularly using the provider collaborative arrangements you have 

in place to prepare elective contingency plans against different COVID-19 scenarios for 

discussion and agreement with Regions. 

A key feature of plans should be the separation of elective and non-elective capacity 

where possible, and the use of mutual aid between trusts and across systems and 

regions where necessary to maintain access to urgent elective care. You should 

maintain your focus on eliminating waits longer than two years, as set out in H2 planning 

guidance as far as possible. 
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Independent sector (IS): Local systems need to significantly step up use of available 

capacity in the independent sector to help maintain services. IS capacity should be one 

of the main protected ‘green’ pathways for treating elective patients during the final 

quarter of this year. Systems should take action now to agree plans with your local IS 

providers, building on existing H2 plans, to maximise use of local IS capacity so that as 

many patients can be treated as possible through the IS route. This should include, 

where clinically appropriate, additional pathways including cancer. 

Any work will be funded consistent with original H2 planning guidance. 

Primary care: The vaccination ramp up is the current priority for primary care, supported 

by the additional funding already announced and changes to GP contract arrangements. 

Continued access to general practice remains essential for those who need care and the 

£250 million Winter Access Fund remains available through systems to support general 

practice capacity more generally, including through the use of locums and support from 

other health professionals. 

Cancer: local systems should stress test their plans to confirm that the elements that 

helped to sustain cancer services in previous waves are in place, and to ensure that: 

• rapid access, including tests and checks for patients with suspected cancer, as 

well as screening services, are maintained 

• provision for P1 and P2 cancer surgery is prioritised 

• cancer surgical hubs have been established with cancer surgery consolidated on 

COVID-19-protected sites, and that centralised triage is in place across local 

systems to prioritise patients based on clinical need 

• arrangements are in place to centralise high volume or high complexity work 

such as upper GI or head and neck surgery 

• local systems have adapted cancer pathways in line with the advice on 

streamlining cancer diagnostic pathways and keeping them COVID-19-protected 

• local systems are maximising the use they make of IS capacity for cancer 

services, where clinically appropriate 

• effective communications with patients and safety netting is in place, and 

patients are involved in decisions around their care, including when they chose 

to reschedule 

• anyone with concerning symptoms is encouraged to come forward, in line with 

our ‘Help us, Help You’ messages.  
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5. Support staff, and maximise their availability 

The experience of the pandemic has shown, once more, that the NHS is nothing without 

its exceptional staff. NHS staff have been severely tested by the challenges of dealing 

with the pandemic and its of vital importance that we collectively support them over the 

months ahead. 

Support for staff to stay well and at work: We also ask you to revisit your staff 

wellbeing offer to ensure it has kept pace with the changing nature of the pandemic, with 

a continued focus on ongoing health and wellbeing conversations taking place for staff.  

Health and wellbeing conversations are the best route for exploring the many drivers and 

root causes of sickness absence and for offering individualised support to staff where it 

is needed, including with work pressures, worries and relationships. 

Employers should be ready to communicate any changes in testing and isolation 

guidance associated with Omicron as we learn more, as these may well evolve, and to 

offer staff options wherever possible to continue to contribute when they are unable to 

come into work, if they are able to do so. In addition, organisations should consider 

contingency options for significant staff absences to ensure essential services can be 

maintained. 

The pandemic has had a disproportionate impact on our staff from ethnic minority 

communities. It is therefore vital that as we prepare for this next phase, we take action to 

address systemic inequality that is experienced by some of our staff including by 

allowing staff network leads the dedicated time they need to carry out this role 

effectively. We will continue to collect and publish data on the experiences of our ethnic 

minority colleagues via the Workforce Race Equality Standard (WRES). 

Mental health and wellbeing support: We have strengthened the mental health 

support offer for health and social care staff to ensure they can get rapid access to 

assessment and evidence-based mental health services and support as required. 

This includes your own occupational health services as well as the 40 local staff mental 

health and wellbeing hubs across the country which provide proactive outreach and 

clinical assessment, and access to evidence-based mental health services and support 

where needed. 

Please continue to promote the mental health hubs and the confidential helplines that 

are available for all staff, and in particular the bereavement helpline (0300 303 4434, 

8am-8pm) to support staff who may have been affected by the death of patients and 

colleagues. 

https://www.england.nhs.uk/supporting-our-nhs-people/
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Workforce planning, flexibility and training: System leaders and NHS organisations 

should review workforce plans for the next three months to ensure that, as per your 

surge plan testing, you have the appropriate workforce in place to deal with an increase 

in the number of COVID-19 patients and are able to support the ramp up of the COVID-

19 vaccination programme. Organisations should continue to use their staff flexibly to 

manage the most urgent priorities, working across systems as appropriate. 

Where staff require particular support or training to enable their potential redeployment, 

including for vaccination or to support critical care services, please use the next few 

weeks to provide this. 

Recruitment: Trusts should seek to accelerate recruitment plans where possible, 

including for healthcare support workers, and where possible bringing forward the arrival 

of internationally recruited nurses, ensuring they are well supported as they start work in 

the NHS. 

Volunteers: Volunteers play an important part in supporting patients, carers and staff 

over winter months. In particular, there are a number of high-impact volunteer roles 

which free up clinical time for clinical tasks, improve communication with families and 

assist with discharge, and support staff wellbeing. Although volunteers have been active 

in many NHS trusts, many more experienced volunteers are willing to help yet remain 

inactive. Trusts are encouraged to take advantage of the available support to restore 

volunteering and strengthen volunteer management in ways which can contribute 

significantly to reducing service pressures, including NHS Reserves. 

6. Ensure surge plans and processes are ready to be implemented if needed 

Incident Co-ordination: In light of the move to a Level 4 national incident, systems and 

NHS organisations will need to review incident coordination centre arrangements, and 

should ensure that these are now stood up, including to receive communication and act 

as the single point of contact. 

Surge Plans: As we have done previously, we are asking all systems and NHS 

organisations to review and test their incident management and surge plans to assess 

their number of beds (G&A, community and critical care), supplies and staffing, learning 

the lessons from previous waves of COVID-19, and making preparations to have the 

capacity in place to meet a potentially similar challenge this winter. 

Systems should ensure that preparedness includes making plans to deliver the services 

needed to vulnerable groups within systems as well as maintaining essential services in 

primary, community, mental health and learning disability and autism services. 

https://www.england.nhs.uk/publication/additional-in-year-funding-to-further-accelerate-the-recruitment-and-development-of-healthcare-support-workers-to-support-winter-preparedness/
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To support regional and national planning, we will ask you to submit your 

identified maximum capacity, including your plans for critical care capacity, by 17 

December. 

These plans should detail the incident coordination arrangements, including leadership 

roles and responsibilities, hours of operation of the incident coordination centre, 

including out-of-hours contact arrangements. The plans should also detail how 

organisations will deal with timely information/SitRep reporting. 

We will keep under review the timing and scope of the regular sitrep returns and we ask 

for your cooperation in continuing to make timely returns as requested. 

Supplies: As a result of the work undertaken over the past 18 months, nationally held 

stock levels are more than adequate to respond to any additional increases in demand 

caused by a new variant. You should maintain normal ordering patterns and behaviours. 

In advance of the Christmas period, you may wish to review your local current stock 

levels particularly oxygen supplies, medical equipment and relevant consumables and it 

is key that you connect into the regional incident arrangements as and when needed. 

Oxygen: In addition, through the testing of your surge plans, trusts must ensure that 

their oxygen delivery systems and infrastructure are able to bear at least the same level 

of demand when COVID-19 inpatients were at their highest point, and that any 

improvements or adaptations identified as necessary have been put in place. 

Infection prevention and control: Staff and organisations should continue to follow the 

recommendations in the UK Infection Prevention and Control (IPC) guidance. According 

to research, IPC measures prevented 760 in-hospital COVID-19 infections each day in 

wave 1. Organisations must ensure that application of IPC practices is monitored using 

the IPC Board Assurance Framework and that resources are in place to implement and 

measure adherence to good IPC practice. 

The past two years have arguably been the most challenging in the history of the NHS, 

but staff across the NHS have stepped up time and time again to do the very best for the 

nation – expanding and flexing services to meet the changing demands of the pandemic; 

introducing new treatments, new services and new pathways to respond to the needs of 

patients with COVID-19 and those without; pulling out all the stops to recover services 

that have been disrupted, whilst rolling out the largest and fastest vaccination 

programme in our history. The Omicron variant presents a new and significant threat, 

and the NHS must once again rise to the national mission to protect as many people as 

possible through the vaccination programme whilst also now taking steps to prepare for 

and respond to this threat. 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.researchsquare.com/article/rs-1030531/v1
https://www.researchsquare.com/article/rs-1030531/v1


 

13 

Thank you for everything you have done and continue to do – as we have said before, 

this is a time when the NHS will benefit from pulling together again in a nationally co-

ordinated effort, but please be assured that within the national framework you have our 

backing to do the right thing in your particular circumstances. 

 

We look forward to speaking to you at the virtual regional events later this week and will 

keep in regular contact over the coming weeks and months. 

Yours sincerely, 

 
 

Amanda Pritchard 

NHS Chief Executive 

Professor Stephen Powis 

Chief Executive of NHS Improvement 
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