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Dear Colleague 

IMPORTANT — FOR ACTION — THIRD PHASE OF NHS RESPONSE TO COVID-19 

We are writing to thank you and your teams for the successful NHS response in the face of this 
unprecedented pandemic, and to set out the next — third — phase of the NHS response, effective 
from 1 August 2020. 

You will recollect that on 30 January NHS England and NHS Improvement declared a Level 4 
National Incident, triggering the first phase of the NHS pandemic response. Since then the NHS has 
been able to treat every coronavirus patient who has needed specialist care — including 107,000 
people needing emergency hospitalisation. Even at the peak of demand, hospitals were still able to 
look after two non-Covid inpatients for every one Covid inpatient, and a similar picture was seen in 
primary, community and mental health services. 

As acute Covid pressures were beginning to reduce, we wrote to you on 29 April to outline agreed 
measures for the second phase, restarting urgent services. Now in this Phase Three letter we: 

• update you on the latest Covid national alert level; 

• set out priorities for the rest of 2020/21; and 

• outline financial arrangements heading into Autumn as agreed with Government. 
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Current position on Covid-19 

On 19 June 2020 the Chief Medical Officers and the Government's Joint Biosecurity Centre 
downgraded the UK's overall Covid alert level from four to three, signifying that the virus remains 
in general circulation with localised outbreaks likely to occur. On 17 July the Government set out 
next steps including the role of the new Test and Trace programme in providing us advance notice 
of any expected surge in Covid demand, and in helping manage local and regional public health 
mitigation measures to prevent national resurgence. 

Fortunately, Covid inpatient numbers have now fallen nationally from a peak of 19,000 a day, to 
around 900 today. As signalled earlier this month, the current level of Covid demand on the NHS 
means that the Government has agreed that the NHS EPRR incident level will move from Level 4 
(national) to Level 3 (regional) with effect from tomorrow, 1 August. This approach matches the 
differential regional measures the Government is deploying, including today in parts of the North 
West and North East. The main implications of this arc set out in Annex One to this letter. 

However Covid remains in general circulation and we arc seeing a number of local and regional 
outbreaks across the country, with the risk of further national acceleration. Together with the Joint 
Biosecurity Centre and Public Health England (PHE) we will therefore continue to keep the 
situation under close review, and will not hesitate to reinstate the Level 4 national response 
immediately as circumstances justify it. In the meantime NHS organisations will need to retain their 
EPRR incident coordination centres and will be supported by oversight and coordination by 
Regional Directors and their teams. 

NHS priorities from August 

Having pulled out all the stops to treat Covid patients over the last few months, our health services 
now need to redouble their focus on the needs of all other patients too, while recognising the new 
challenges of overcoming our current Covid-related capacity constraints. This will continue to 
require excellent collaboration between clinical teams, providers and CCGs operating as part of 
local `systems' (STPs and ICSs), local authorities and the voluntary sector, underpinned by a 
renewed focus on patient communication and partnership. 

Following discussion with patients' groups, national clinical and stakeholder organisations, and 
feedback from our seven regional `virtual' frontline leadership meetings last week, we are setting 
out NHS priorities for this third phase. Our shared focus is on: 

A. Accelerating the return to near-normal levels of non-Covid health services, making full use 
of the capacity available in the `window of opportunity' between now and winter 

B. Preparation for winter demand pressures, alongside continuing vigilance in the light of 
further probable Covid spikes locally and possibly nationally. 

C. Doing the above in a way that takes account of lessons learned during the first Covid peak; 
locks in beneficial changes; and explicitly tackles fundamental challenges including: 
support for our staff, and action on inequalities and prevention. 

As part of this Phase Three work, and following helpful engagement and discussion, alongside this 
letter yesterday we published a more detailed 2020/21 People Plan, and will shortly do the same on 
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inequalities reduction. DHSC are also expected to set out equivalent phase three priorities and 
support for social care. 

Nationally, we will work with the wide range of stakeholders represented on the NHS Assembly to 
help track and challenge progress against these priorities. As we do so it is vital that we listen and 
learn from patients and communities. We ask that all local systems act on the Five principles for the 
next phase of the Covid-19 response developed by patients' groups through National Voices. 

A: Accelerating the return of non-Covid health services, making full use of the capacity 
available in the window of opportunity between now and winter 

Al. Restore full operation of all cancer services. This work will be overseen by a national 
cancer delivery taskforce, involving major patient charities and other key stakeholders. 
Systems should commission their Cancer Alliance to rapidly draw up delivery plans for 
September 2020 to March 2021 to: 

• To reduce unmet need and tackle health inequalities, work with GPs and the public locally 
to restore the number of people coming forward and appropriately being referred with 
suspected cancer to at least pre-pandemic levels. 

• Manage the immediate growth in people requiring cancer diagnosis and/or treatment 
returning to the service by: 

- Ensuring that sufficient diagnostic capacity is in place in Covid 19-secure environments, 
including through the use of independent sector facilities, and the development of 
Community Diagnostic Hubs and Rapid Diagnostic Centres 

- Increasing endoscopy capacity to normal levels, including through the release of 
endoscopy staff from other duties, separating upper and lower GI (non-aerosol-
generating) investigations, and using CT colonography to substitute where appropriate 
for colonoscopy. 

- Expanding the capacity of surgical hubs to meet demand and ensuring other treatment 
modalities are also delivered in Covidl9-secure environments. 

- Putting in place specific actions to support any groups of patients who might have 
unequal access to diagnostics and/or treatment. 

- Fully restarting all cancer screening programmes. Alliances delivering lung health 
checks should restart them. 

• Thereby reducing the number of patients waiting for diagnostics and/or treatment longer 
than 62 days on an urgent pathway, or over 31 days on a treatment pathway, to pre-
pandemic levels, with an immediate plan for managing those waiting longer than 104 days. 

A2. Recover the maximum elective activity possible between now and winter, making full use 
of the NHS capacity currently available, as well as re-contracted independent hospitals. 

In setting clear performance expectations there is a careful balance to be struck between the 
need to be ambitious and stretching for our patients so as to avoid patient harm, while setting a 
performance level that is deliverable, recognising that each trust will have its own particular 
pattern of constraints to overcome. 
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Having carefully tested the feasible degree of ambition with a number of trusts and systems in 
recent weeks, trusts and systems are now expected to re-establish (and where necessary 
redesign) services to deliver through their own local NHS (non-independent sector) capacity 
following: 

• In September at least 80% of their last year's activity for both overnight electives and 
for outpatient/daycase procedures, rising to 90% in October (while aiming for 70% in 
August); 

This means that systems need to very swiftly return to at least 90% of their last year's 
levels of MRI/CT and endoscopy procedures, with an ambition to reach 100% by 
October. 

• 100% of their last year's activity for first outpatient attendances and follow-ups (face 
to face or virtually) from September through the balance of the year (and aiming for 
90% in August). 

Block payments will flex meaningfully to reflect delivery (or otherwise) against these important 
patient treatment goals, with details to follow shortly once finalised with Government. 

Elective waiting lists and performance should be managed at system as well as trust level to 
ensure equal patient access and effective use of facilities. 

Trusts, working with GP practices, should ensure that, between them, every patient whose 
planned care has been disrupted by Covid receives clear communication about how they 
will be looked after, and who to contact in the event that their clinical circumstances change. 

Clinically urgent patients should continue to be treated first, with next priority given to the 
longest waiting patients, specifically those breaching or at risk of breaching 52 weeks by the 
end of March 2021. 

To further support the recovery and restoration of elective services, a modified national contract 
will be in place giving access to most independent hospital capacity until March 2021. The 
current arrangements are being adjusted to take account of expected usage, and by October/ 
November it will then be replaced with a re-procured national framework agreement within 
which local contracting will resume, with funding allocations for systems adjusted accordingly. 
To ensure good value for money for taxpayers, systems must produce week-by-week
independent sector usage plans from August and will then be held directly to account for 
delivering against them. 

In scheduling planned care, providers should follow the new streamlined patient self isolation 
and testing requirements set out in the guideline published by NICE earlier this week. For many 
patients this will remove the need to isolate for 14 days prior to a procedure or admission. 

Trusts should ensure their e-Referral Service is fully open to referrals from primary care. To 
reduce infection risk and support social distancing across the hospital estate, clinicians should 
consider avoiding asking patients to attend physical outpatient appointments where a 
clinically-appropriate and accessible alternative exists. Healthwatch have produced useful 
advice on how to support patients in this way. This means collaboration between primary and 
secondary care to use advice and guidance where possible and treat patients without an onward 
referral, as well as giving patients more control over their outpatient follow-up care by adopting 
a patient-initiated follow-up approach across major outpatient specialties. Where an outpatient 
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