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Dear Colleagues, 
 
At our CE and AOs meeting on 16th October we discussed the prevalence and 
impact of a second wave of COVID-19 and the experience of colleagues in the North 
of England. To date, whilst we have experienced a number of local outbreaks, we 
have operated with relatively low levels of COVID-19 however with increasing NEL 
and winter pressures.  
 
We can see from the experience of others that our position is likely to change and 
that, in terms of COVID-19, this could happen rapidly. We have already seen during 
the course of October a steady rise in admissions to both G&A and ITU beds and our 
local modelling indicates that by the end of October we could have similar 
prevalence and admissions to the start of wave 1 of COVID.  
 
I would like to thank you again for the leadership and professionalism you, and our 
partners in local government are showing as well as the hard work of your staff in 
balancing our non-elective pressures and elective recovery whilst preparing for and 
responding to what has the potential to be a seriously challenging situation as we 
head into winter.   
 
To date we have managed this balance extremely well and our elective recovery 
across the region remains relatively strong and has continued to improve over the 
last three months. 
  
In a number of ways we are better placed to deal with the challenge than we were 
back in the spring and early summer: we understand more about the disease and 
how it spreads; we have better treatments available; and you have spent time over 
the summer planning the regional response to a second surge. 
 
But we also face a more complex environment: We must maintain our non COVID 
services as far as can be done safely - we must support our staff and their welfare 
through the continuing pressures they face some 8 months into the emergency. We 
are working in a less consensual environment.  
 
So, I wanted to write to be clear on the approach we have developed with you to 
manage COVID-19 alongside our other pressures and to identify a number of 
learnings we take forward from earlier in the year.  
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In order to reduce the volume of correspondence with you I have attached to this 
letter, as an appendix, the follow up to Elliot Howard-Jones’ letter of 13 October 2020 
setting out our approach and expectations relating to winter planning and preparation 
including: management of CCU and surge capacity, the approach to managing 
phase 3 recovery, regional assurance and support, testing and primary care and 
would ask you to review that appendix and respond as required.  
 
Many of our systems have already reinstated GOLD calls to discuss and work 
through their system pressures (COVID and non-COVID).  These calls also look at 
any issues relating to mutual aid and systems are able to agree such requests within 
their locality.  The regional incident co-ordination centre is operating 0800-2000, 7 
days a week and wave 1 cells, eg, IPC, supplies etc have been resourced to support 
the increasing demand in activity. 
 
All organisations will of course have their escalation plans to manage day to day 
pressures.  Where these plans trigger a proposal to make a significant change to 
operating policy, for example, suspending an entire service or category of activity, 
this should be discussed at system level to explore all options for mutual aid.  Any 
decision to make a significant change to operating policy should be escalated to the 
Region for confirmation.  This will enable us all, at pace, to identify support and help 
wherever possible.  Where there is a proposal to suspend or significantly reduce a 
regional or national specialised service, this should be escalated to the regional 
Specialised Commissioning team as well as system GOLD. The regional ICC is the 
route through to enable any of this required escalation. 
 
Nosocomial infection rates continue to rise in the East of England. These are 
increasingly causing real risk for patients and staff, and every Board in the East of 
England needs to be sighted and satisfied with the detailed plans and compliance 
measures in place.  I am writing personally to Chairs on this matter. We do have 
excellent practice in a number of organisations across the region and, alongside 
enhanced regional leadership capacity, each system has strengthened their IP&C 
capacity and capability to provide advice and support the immediate spread of best 
practice. I know that we agree that nothing is more important than keeping our 
patients and staff safe. 

 
Many of you have been reflecting on the lessons from the spring, and it may be 
helpful to summarise a few themes: 
 
i. The safety of our staff is the highest priority and I was pleased to see the 

extensive work undertaken to risk assess every member of staff with a 
particular focus on those categorised as high risk including Black, Asian and 
Ethnic Minority colleagues. I would urge you to ensure these risk 
assessments are regularly reviewed, updated and embedded into your 
ongoing practices to ensure staff continue to be kept safe during these 
challenging times. You will be aware we have established a Regional 
Equalities and Health Inequalities Programme Board to address the 
inequalities our people and our communities face. Please do continue to 
engage with your BAME staff networks, your community leaders and your 
staff to support messaging and the uptake of preventative advice and 
services and to provide any support needed. 
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ii. It is essential that we continue to support care homes across the East of 
England.  Just over 80% now have a NHSmail account to aid 
communication. Care homes are being supported and upskilled to implement 
RESTORE2. This will enable care home staff to monitor the wellbeing of 
residents, effectively use oximetry to detect silent hypoxia, recognise 
deterioration and understand what actions to take. Improvements in infection 
control practices and access to PPE are helping to limit the number of 
outbreaks.  

 
iii. We must keep a close focus on support for people with learning disability 

and/or autism. It is essential that we continue to contribute to the national 
LeDeR review on mortality of which in scope reviews need to be completed 
by the end of December this year and that we continue to learn from the 
rapid reviews of the people who sadly lost their lives in the first wave.  I also 
want to highlight for this potentially vulnerable group: 

 
 the need to recognise the early warning signs of deterioration of health; 
 ensure GPs provide annual health checks and ensure Health Action Plans 

are in place for all those eligible and that they receive flu vaccination; 
 all DNACPR decisions to be around resuscitation and not the limitation of 

medical treatment, to be specific to the individual, and to include family 
and carers;  

 improved communication with any person receiving care by involving 
family, carers and multi-disciplinary teams; and 

 ensure that all children and young people at risk of admission are 
identified and community support provided to enable them to remain at 
home with their families. 

 
iv. I am very aware of the pressures that you and our staff are under at the 

moment and will continue to be under over the coming months. We are 
looking to continue to build an enhanced Health and Wellbeing offer to staff 
across the Region.  As you know there is a very well received national offer 
of support to all our staff https://people.nhs.uk/ a range of Apps to support 
wellbeing, resilience and sleep for example, support to colleagues from 
different cultural backgrounds and guidance on issues such as financial 
wellbeing.  Support to line managers on having effective conversations can 
be found here https://people.nhs.uk/events/ where free training using the 
REACT model is available.  In addition to services you stood up during the 
first wave of COVID to help with psychological wellbeing, we are establishing 
a mental health hub pilot, a precursor to setting up mental health hubs 
across our region over the few months, and we are also investing in pilot 
enhanced occupational wellbeing and physical health services in a number 
of areas which will support innovation and bring all our OH services up to 
SEQOHS accreditation. We will also continue to work with your health and 
wellbeing leads in our regional collaborative, to share best practice to 
support and build our capacity.  A very practical way that you can help is to 
continue to build the wellbeing support you have given colleagues to date 
and rapidly and comprehensive roll out the flu vaccine for all frontline health 
and care staff as quickly as possible.   
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v. The Government has advised that formal shielding is not in place, however 
we do expect that people who are clinically and/or socially vulnerable are 
supported through a combination of local VCSEs agencies and the NHS 
Responder programme. We know that you are continuing to strengthen local 
volunteer systems through initiatives such as the Volunteer Passport to 
enable volunteers to mobilise across organisational boundaries, and that as 
the furlough scheme draws to a close local recruitment drives for NHS 
Volunteer Responders are underway in Southend and Harlow and will be 
taking place in Norwich in due course– please do help publicise this. Further 
information about NHS Volunteer Responders can be found here: 
https://nhsvolunteerresponders.org.uk/# 

 
vi. Without exception, leaders in the East of England have emphasised your 

commitment to mitigate the health inequalities that have been replicated and 
exacerbated by Covid and placed this as a key priority. Recommended 
urgent actions on health inequalities have been developed by an expert 
national advisory group and these have been published for all organisations 
and systems to implement. We have pulled together an East of England 
Equality and Health Inequalities Programme Board with representation from 
each of the STP/ICS SROs to support this work and identify areas for 
collective action and support. 

 
I am very grateful to you also that your Medical Directors and Chief Nurses have 
regularly joined calls led by Dr Sean O’Kelly and Catherine Morgan, to share their 
experiences, issues and learning. The continued high levels of participation in these 
calls indicates to me the exemplary willingness amongst our clinical colleagues to 
face the new clinical challenges together as a health community. 
 
I realise that you, at present, are dealing with increasing demand but are doing so 
with great professionalism.  You have developed strong collaborative decision 
making at pace; you have developed excellent working partnerships with our 
colleagues in social care and local government more generally; and you have 
fantastic commitment to do everything you can in the interests of patients, 
communities and staff across the East of England.   
 
At Region and nationally we shall be alongside you doing all we can to support your 
success and, as always, do let me know personally if I can assist you in any way.  
 
Thank you again for everything you are doing. 
 
Yours sincerely, 
 

 

 

Ann Radmore 

Regional Director (East of England) 
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Dear Colleague, 

East of England Region - Winter Preparation 2020/21 

I am writing further to my letter of 13 October to describe work that is being undertaken 
on surge planning together with expectations of local work actions being taken to 
mitigate risks regarding capacity and build resilience ahead of winter.  
 
1. COVID-19 Critical Care Capacity and response to surge 
The regional COVID-19 critical care cell has met with each acute Trust to establish, 
with them, their critical care capacity and the number of patients who safely managed 
in a further COVID-19 surge. This confirmed capacity should be clear within each 
Trust/Systems plans to respond to a sustained COVID-19 Wave 2. 

Based on the experience of the first wave of COVID-19 it is our expectation that all 
Trusts will manage within their agreed surge capacity. We are stepping back up the 
Critical Patient and Resource Management Centre (CRPMC) transfer team in the next 
two weeks to enable safe and effective management of mutual aid/load levelling 
working closely with CCU teams in Trusts. It is anticipated that the work of the CPRMC 
will continue to evolve to meet demand as we approach winter and learn from the first 
phase each Trust.  

You will all recognise that the use of Regional Surge Centres at CUH and NNUH can 
only be used to receive transferring ventilated patients when capacity limits are 
reached in other hospitals. This reflects that these facilities will be likely to need 
workforce support from across the region that could only be made available where the 
extent of COVID-19 leads to a review of workforce ratios. The role of the regional surge 
centres is to support the management of CCU patients in extremis across the region 
and they do not have a direct role in elective recovery. 

 

2. Approach to managing Phase 3 recovery alongside NEL pressures from 
Winter and COVID-19 
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Through Winter 20/21 we recognise that systems will need to concurrently manage 
winter pressures, service recovery and COVID-19 Wave 2. This will require a balance 
of resources, workforce and clinical prioritisation to reduce risk and potential harm 
through meetin the increasing demand of non-COVID-19 NEL activity, COVID-19 NEL 
activity and the ambitious elective care recovery programmes Trusts and systems 
have committed to deliver.  This will require management of a range of variables with 
supported triggers for when these variables are at risk / under pressure. As a region 
we will seek to support you as you manage this balance, in the best interests of 
patients. 

As discussed with system leads COVID-19 should be treated, at least in initial phases 
of any Wave 2, as a subset of emergency activity. As such it is our expectation that 
elective appointments should continue to be booked as normal with an understanding 
that winter cancellation rates are therefore likely to increase as COVID-19 increases. 
It is important that we communicate with patients the potential for short notice 
cancellations in the light of COVID-19 and that we are always considering  the safety 
of all patients. 

Urgent, high priority and cancer patient treatment should be maintained throughout 
the winter period other than in exceptional circumstances, with cases transferred to 
the independent sector if necessary, to reduce cancellations.  

It is our expectation that large parts of elective activity and the recovery trajectories 
set out in system and organisational plans should not be affected by COVID-19 
(accepting that consideration will need to be given to the treatment of individual 
vulnerable patients). These ‘unaffected’ activities  include: 

 Non invasive diagnostics 
 Day cases when part of a separate facility 
 Outpatients 
 Mental Health services 
 Screening services 

Systems will need to carefully model when theatres and theatre staff will need to be 
used to manage ventilated COVID-19 patients, recognising that staffing is likely to be 
the key constraint in sustaining elective capacity.  

Each system should have clear plans in place to manage elective activity during 
periods of COVID-19 surge, along with the triggers to reconsider those plans and the 
prioritisation actions in place, to determine which activities will continue, recognising 
that as NHS organisations you already have in place mechanisms to facilitate clinical 
judgement on the prioritisation of individual patients. I have asked our System Lead 
Directors to work with you so we have a shared understanding of these plans and 
triggers throughout the winter period. 

We will work with you to look at the extent to which it is possible to  collectively equalise 
elective surgery across the region both during winter/wave 2 and once the peak of 
pressure has passed. It is our expectation that urgent surgery should remain at the 
originating hospital wherever possible and that ICS/STPs should share waiting lists at 
40 weeks to see if long waits can be minimised. 
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We will discuss with your System recovery leads the information currently being 
collected, in support of our collective understanding of Phase 3 recovery across all 
NHS organisations, and whether any additional information is required. We will work 
with you to integrate key data as part of the data pack referred to in ‘7’ below. 

3. Winter Assurance and Regional Support 

We recognise that local system planning to manage the pressures of this year’s winter 
has already been undertaken and in my recent letter we set out the expectation of 
system wide surge and escalation. You will also be aware of the need for all systems 
to focus on delivering effective flu plans  and ensuring that mental health patients are 
effectively cared for in the community and crisis presentations in the ED avoided. 

We have looked across acute emergency care based on the information provided 
through phase three planning and continue to work with system leads to understand: 

 Which providers are not forecasting additional winter capacity this year; 
 Which providers are anticipating increases in emergency activity despite 

actions to enhance the prevention of admissions; and 
 Which providers are experiencing exit block and how is this being addressed to 

compensate for reduced capacity/increased activity.  
As discussed with COO network leads a few weeks ago we have, for the purposes of 
winter assurance, further developed last year’s risk-based approach. Under this 
approach local leadership are responsible for both developing and assessing winter 
plans and readiness within their localities, escalating key risks to the NHSEI winter 
team to enable regional support to be mobilised and mitigations reviewed. 

A short winter assurance template is required to be completed for each system and 
we have developed Key Lines of Enquiry grouped under five specific domains - 
demand, capacity, workforce, exit flow and external events - to provide a framework 
to support this task (details in Appendix 1). 

Each ICS/STP is required to complete a return comprising the below elements and 
submit to england.eoepi@nhs.net by close on Thursday 29th October 2020.  

1. Current winter plan, 
2. Details of nominated work stream leads, 
3. Risk and mitigation log, and 
4. Regional support needs.  
The regional multi-disciplinary winter team will review the submissions and follow up 
with a focused call with each of the systems. We anticipate these calls occurring 
between Thursday 5th and Thursday 12th November. Agendas for each call will be 
agreed with systems in advance and will cover both the risks and support needs 
highlighted above along with the progress on current regional winter priority areas 
including: 

 Ambulance handovers  
 Greater use of SDEC 
 Actions to support Covid Infection control  
 Improvement of discharge flow. 

 
4. Testing 
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The priorities for testing are found at: 
https://www.gov.uk/government/publications/allocation-of-covid-19-swab-tests-in-
england/allocation-of-covid-19-swab-tests-in-england.  

For NHS/PHE (Pillar 1) Testing Services this currently must cover the following: 

 Patients in line with national guidance; including prior to discharge to another 
care environment and prior to elective admission (if the DHSC Elective Home 
Testing Service is not being used); 

 Care Home residents and staff where there are outbreaks, as advised by Health 
Protection Teams;  

 All staff providing NHS services; if they are unable to access DHSC (Pillar 2) 
Testing Services.   

 Asymptomatic NHS staff; during outbreaks, untoward incidents or in high 
prevalence environments, as identified locally or nationally. 

 Siren Study 
 

5. Primary Care 
We recognise the significant effort of primary care to restore services for patients and 
to support their systems to manage the most acutely unwell.  

Practices should continue to provide a total triage model of care, offering telephone, 
online, video and face-to-face consultations. Recovery of screening and 
immunisations should continue. Systems should ensure that practices have reviewed 
business continuity plans to enable service continuity and resilience over winter. 
Systems should be able to stand up/operationalize hot hubs and provide appointment 
access to 111 that is calibrated to demand.  

6. Specialised Services 
 

Where Providers are delivering regional and national specialised services the 
assumption should be that they will need to continue to serve the full catchment 
population for the service. If there are any impacts due to COVID-19 or non-COVID-
19 pressures these should be discussed within systems and with other relevant 
stakeholders. Any changes need to be notified to and agreed with Specialised 
Commissioners. 
 
 
7. Approach to EoE resilience data  
While recognising that all systems are carefully monitoring outbreaks and have in 
place processes, including local dashboards, for oversight and coordination, we will, 
in order to support a strategic regional overview and escalation to the regional team, 
commence sharing in November a weekly EoE resilience data pack. This will be sent 
to Trust CEOs, CCG AOs, PHE regional leads and Directors of Public Health and will 
include information on both progression of the pandemic and key resilience metrics.  

8. Change in regional leadership 
As you will know I am stepping down from the Regional Team to take up a role with 
one of our providers. Adam Cayley has joined the region as the Executive Director of 
Performance for the Winter period ahead of permanent recruitment of my successor. 
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If you would like to raise any questions related to this letter please email either Adam 
Cayley (adam.cayley2@nhs.net) or Victoria Woodhatch (v.woodhatch@nhs.net) 
directly. 

 

Yours sincerely, 

 

 

Elliot Howard-Jones 
Executive Director of Performance & Improvement  
East of England 
 


