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The NHS has plans to manage 23K to 35K covid patients, depending on how many people need other emergency care. SPI-M and
LSHTM have described scenarios of 50-140K COVID occupancy.

We are increasing NHS capacity to deal with Omicron by...

A. Reducing the
flow of people into
hospital, freeing up
beds.

+10,000-19,000
beds, depending on
how many people
need emergency
care

Using pulse oximeters to  The NHS has 1.2m pulse oximeters, compared to Ready now
monitor people at home limited national stock in the first wave. We have pre-
rather than admitting emptively given them to people who are at risk (e.g.
people to hospital. the vulnerable). We can then monitor their oxygen
levels at home. Patients will be monitored through
primary care. This will help ensure people are only
admitted to hospital when necessary.
Online and telephone This is not about freeing up beds, but should help Ongoing

triage for A&E,
encouraging people to use
111 and be triaged before
turning up at A&E.

reduce congestion in A&E. We are running a
national marketing campaign encouraging people to
use 111 Online first, or calling 111, to help reduce
inappropriate attendances at A&Es.

Physical triage for A&E
(crisis measure)

We could also then place a stronger triage service at  Trusts will activate.
the physical front door, including security. This

decision would be made at a trust-level.

Reducing non-urgent
care, so that hospitals stop
doing non-urgent electives.

In the first wave, we issued a central instruction Trusts will activate.
telling hospitals to stop non-urgent care; however in
the second wave decisions were being made locally
by clinicians and trusts based on national guidance.

In previous waves, this freed up 4-5,000 beds.

These decisions are increasing the size of the
elective backlog; we will not know by how much until
after the Omicron wave. In the short term we are
encouraging trusts to maximise their use of the IS
for elective activity, and currently this is at above
110% of usual levels.

B. Getting people
out of hospital

+ 2,000-5,000 beds
depending on
pressures in social
and community care

Primary care: use This has been enacted through the £250m Winter In place
technology providers to Access Fund with digital providers being
provide additional primary ~ commissioned to provide their max capacity. Given
care capacity. the clinical input required, going beyond this is likely
to mean pulling staff out of vaccination work, GP
practices and 111.
Patients staying away, of This is the single biggest variable and is beyond our  N/A
their own accord, reducing  control. In the first wave, emergency demand fell
emergency demand. 40%. In the second wave, it fell by 20%, yielding
around 20,000 beds. This was partly due to NPIs
meaning fewer accidents (such as road traffic
accidents) and other viral ilinesses. This will have its
own clinical costs.
Using virtual wards to get We are aiming for 2,500 virtual beds. We use Ready now
people out of hospital more technology to monitor the patient’s status, and then
quickly and keeping people use tele services to give them access to clinicians.
at home. There is evidence of reduced length of stay of 1-2
days for eligible patients, reducing covid inpatient
numbers by up to 1-3%.
Discharging patients who NHS is working with social care with the ambitionto  Ongoing

are fit to leave hospital.
Most of these are waiting
for social care or
community care, but others
will go home including to a
virtual ward.

reduced delayed discharges by 5,000 patients,
down from 10,000. Once we have them out of
hospital, the challenge is to then keep the numbers
low. Trusts will use care hotels, care home beds,
hospice beds, beds in community hospitals, and
care home beds to maximise out of hospital
capacity.

C. Creating new
capacity

+4,000-5,000 beds

Buying independent
sector capacity.

Contract mechanism
agreed by 24
December

The NHS is planning on using all 2-3,000 staffed
beds. The contract mechanism is being agreed with
the sector this week (also requires amendment to
competition rules).

Additional surge beds

Trusts are planning to surge internally into all Trusts will activate.

potentially clinically useable spaces, as in previous
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waves (2,000 beds), over and above the extra 5,000
beds added since the same time last year.

Nightingale surge hubs,
as we used in the first
wave (crisis measure

In the last wave, plans were developed for 4,000
beds (of which less than 100 were used for covid
patients). Learning from this, the NHS has planned
for Nightingale surge hubs for a mix of step down
and low-acuity capacity, to be used only in the
scenario that all other capacity is going to be
exceeded. These create additional capacity, either
set up from scratch on hospital grounds, for example
in new temporary buildings, or by repurposing non-
healthcare settings. This would be an extremis
model of care with consequential impact on
outcomes.

Ongoing

D. Workforce

Shifting staff ratios, so
that there are fewer clinical
staff per patient. This can
reduce the quality of their
care.

Bringing in new
workforce.

Redeploying NHS staff
from other services

Ratio decisions will be taken trust by trust; this is not
a lever to pull centrally. In previous waves, some
trusts have gone as high as a 1:6 ratio in critical
care, where the standard is generally 1:1. We should
not pull this lever in advance; it damages clinical
outcomes. Trusts will do it when they need to, but
with regional and national oversight from NHSE. We
are working with CQC to give trusts comfort on how
to best deploy this.

In the past 12 months we have increased overall
NHS staffing levels by 20,000 FTE by accelerating
recruitment, increasing international recruitment, and
improvements on retention. The NHS is working
with the MoD to consider how military resources
can be best deployed in support. Linking the
accelerated rollout of the NHS Reserves
programme with the volunteers’ campaign on the
vaccine programme, to plan comms that support
the continued recruitment of volunteers and
clinical returners. We are carefully considering
how and when we transition the focus from
supporting the vaccination effort to supporting the
wider NHS.

Locally trusts and systems will sensibly redeploy
staff to support their most pressured services,
dealing with day-to-day fluctuations.

Should it be necessary, there are more substantial
options that could be deployed to free up staff,
such as suspending less urgent care such as
cancer screening checks, rehabilitation care,
continuing healthcare assessments, long Covid
clinics, or outpatient activity. Decisions would be
taken locally based on local system
characteristics.

Trusts will activate.

Ongoing

Trusts will activate.

E. Other

Suspending
bureaucracy, by stopping
inspections from the
regulator, board reporting
requirements, etc.

CQC have suspended all routine inspections.

Ready now
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