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Sheffield Teaching Hospitals NHS Foundation Trust 

Chief Executive’s Briefing 

Board of Directors’ – 19 May 2020 

1. COVID-19 Gold Command Update

The Trust is currently responding to the implications of the COVID-19 pandemic, this 
includes an increase in capacity for patients who require respiratory medicine interventions 
whilst maintaining effective urgent and emergency services and supporting the health and 
wellbeing of our staff. Given the rapidly changing situation a verbal update and 
presentation will be provided at the meeting. 

2. Integrated Performance Report

The Integrated Performance Report is attached at Appendix A.  Each Director will highlight 
the key issues for the Board of Directors. 

3. Estates Director

Having worked for over 39 years for the Trust and its predecessor organisations, Mr Phil 
Brennan, Estates Director has announced he will be retiring at the end of May.  I would like 
to take this opportunity of thanking Phil for his contribution over the years and wish him a 
long, happy and fulfilling retirement. 

4. South Yorkshire and Bassetlaw Integrated Care System (SY&B ICS)

A report from the Chief Executive of SY&B ICS can be found at Appendix B.  This provides 
a summary update on the work of the SYB ICS for the month of April 2020 including 
performance scorecards. 

Meetings that are not business critical have been reviewed, postponed or cancelled. 
However, the Health Executive Group (HEG) continues to meet on a monthly basis and will 
be the main system forum which will hold the strategic agenda.  These will run as either 
face to face meetings, a teleconference or online depending on the agenda topics.  

5. Sheffield Accountable Care Partnership

In line with the SYB ICS approach all ACP Workstream Boards are being postponed, to 
ensure that all efforts are focused on addressing the urgent operational priorities caused by 
COVID-19.  Consideration has turned to how the ACP helps the City’s health and social 
care system reset and to learn the key lessons from the experiences thus far in managing 
the COVID-19 pandemic.  Appendix C provides an overview of some of the impacts of 
COVID-19 and the ACP’s role in supporting and leading the health and care system in the 
future. 

Kirsten Major 
Chief Executive 
19 May 2020 
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Are there any resource implications (including Financial, Staffing etc)? 
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Summary of key issues 

This monthly paper from the Chief Executive of the South Yorkshire and Bassetlaw Integrated 
Care System (SYB ICS) provides a summary update on the work of the SYB ICS for the month of 
April 2020. 

Recommendations 

The SYB ICS Health Executive Group (HEG) partners are asked to note the update and Chief 
Executives and Accountable Officers are asked to share the paper with their individual Boards, 
Governing Bodies and Committees. 

Appendix B
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South Yorkshire and Bassetlaw Integrated Care System 

CHIEF EXECUTIVE REPORT 

May 2020 

1. Purpose

This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive 
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System for 
the month of April 2020. 

2. Summary update for activity during April 2020

2.1 Coronavirus (Covid-19): The South Yorkshire and Bassetlaw position

There is increasing evidence, both nationally and regionally, that the first peak of Covid-19 has 
now passed. The numbers of patients needing critical care facilities across the hospitals in South 
Yorkshire and Bassetlaw (SYB) appear to have now plateaued.  There is consensus among 
partners that the immediate Phase One response to Covid-19 is drawing to a close. Attention is 
now turning to recovery, restoration and resetting health and care services.  

Simon Stevens and Amanda Pritchard’s letter to the NHS, issued on Wednesday 29th April, 
helpfully summarised the next steps for Phase Two, setting-out the current position and proposing 
new ways for the NHS to remodel health and care services in the coming days and weeks.  

The NHS remains in a Level 4 National Incident with all the altered operating disciplines that 
requires. There will be a gradual shift away from this in May as the Phase Two stabilisation period 
begins which will be in place until the end of June. During this stabilisation phase we will consider 
how best to restart urgent NHS services across SYB taking into account the needs of the 
population and the clinical priority of patients that need to be treated the soonest. 

Phase Three will be August to the end of March 2020. During this period we will conduct a 
comprehensive planning review and focus on building elective services and managing a potential 
further Covid-19 spike during the winter. Partners are already starting to take stock of the learning 
from the changes in ways of working since March as well as the experiences from patients, the 
workforce, SYB partners and the public. These findings will help to develop a framework to shape 
future working. Phase Four will be from April 2021 and will focus on recovering and developing the 
NHS towards the ‘new normal’. 

To support the early thinking on the SYB approach, a strategic workshop with Chief Executives, 
Accountable Officers, GPs, Primary Care Networks and the NHS England and Improvement 
Locality Director took place on 29th April. The basis of the discussions was to set out key 
principles for the reset process whilst working to ensure the prevention of System inequalities in 
any reconfiguration of services. It was a helpful exercise with insights and informative contributions 
from across sectors and the feedback is being used to work up the System response. Special 
thanks to Major Sam McEvoy, the SYB ICS Military Planner who formulated and facilitated the 
session. 

2.2 Phase One reflections 

As consideration turns to Phase Two and beyond, it is important to reflect on the enormous strides 
that have been made during Phase One. These have been in key areas such as workforce, critical 
care capacity, extensive partnership working and entering new terrain such as working side-by-
side with the military. 

In SYB, a complex cross-regional development of a new Nightingale Hospital in Harrogate was co-
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ordinated and the realignment of the FlyDSA Arena Sheffield as a local PPE storage facility was 
supported. In addition, new mobile testing sites in Barnsley, Sheffield and Doncaster opened, 
alongside the drive-through coronavirus testing facilities at Doncaster Sheffield Airport (DSA) for 
South Yorkshire and Bassetlaw key workers in health and care, including those employed in the 
independent sector, police, fire, local authorities and LRF partner organisations.  

NHS staff testing expanded with Doncaster and Bassetlaw Teaching Hospitals NHS Foundation 
Trust and The Rotherham NHS Foundation Trust joining Sheffield Teaching Hospitals NHS 
Foundation Trust laboratory capacity to provide up to 2000 tests a day. Together with the key 
worker facility at DSA and mobile sites, the region is in a good position to maximise testing and 
allow staff currently unable to return to work because they or a member of their family or 
household have symptoms of coronavirus to know whether they do have the virus. The SYB 
System is also in a good position to widen community testing, especially to organisations that are 
fundamental to the local economy such as universities and colleges. 

More than 600 final-year nursing and allied health students from Sheffield Hallam University 
volunteered to join the NHS workforce and support the Covid-19 pandemic. This includes 376 
nursing students who are joining NHS colleagues sooner than anticipated as part of the UK’s 
response to the virus. The healthcare students are in the final six months of their degrees and will 
be paid volunteers. 

In addition to work led by NHS England and supported by the ICS Procurement Hub to source 
PPE, the Mayor of the Sheffield City Region, Dan Jarvis, issued a call to South Yorkshire 
businesses to join the efforts to help make life-saving medical equipment. This initiative has seen 
around 50 businesses come forward, many of which are now supporting ongoing requirements for 
PPE for the region. 

2.3 Supporting care homes 

In Phase Two the NHS will continue to partner with Local Authorities and Local Resilience Forums 
to provide mutual aid for care homes. In SYB this will build on work that has been taking place 
since the beginning of the outbreak. While the numbers of cases and deaths in hospitals are 
showing a downward trend, it is the opposite in care homes.  

NHS England is working with all regional providers including the North East and Yorkshire and the 
Humber Region to implement a new Enhanced Universal Support Offer to Care Homes. This is 
built around four key Principles: Leadership, Prevention, Additional Clinical Support and 
Workforce. The Enhanced Offer has been developed in conjunction across a number of key 
stakeholder groups; CCG Directors of Nursing, Directors of Adult Social Services in Local 
Authorities, Skills for Care, Primary Care, Public Health, Care Home Providers and others across 
the region. It provides a clear framework for support to care homes which will complement and, 
where appropriate, strengthen the support currently offered by these organisations. 

One of the first additional steps being taken, with regional senior nursing support, is for CCGs to 
quickly identify clinical leads to work alongside each care home. They will explore practical areas 
where additional support can be offered such as infection control, PPE training, staff not coming in 
to work if unwell, staff testing and pausing family visiting. 

3. Finance update

Based on draft year end results the System has exceeded its financial plan for the year. This has 
brought in £19m of cash support that would not otherwise have been available had the system not 
been in balance. This is a very creditable performance for the SYB System which has now 
exceeded its financial plan in each of the last three years. 
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4. Next steps

An announcement is expected on Sunday 10th May from the Prime Minister on the Covid-19 
lockdown exit strategy. We will use this to underpin our approach building on the transformation 
work seen in the last few months in SYB to reset the NHS over the coming year in four phases 
which are outlined above.  

Andrew Cash 
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System 

Date 7 May 2020 
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Covid-19: our system response for the near, 

medium and longer term 

1. Purpose of paper

1.1. This paper provides an overview of some of the activities and impacts of Covid-19 that have 

happened over the last 6 weeks 

1.2. It sets out where we are now and the complexity and multi-facetedness of what may be to 

come – the different phases affecting different parts of our health and care system 

1.3. It describes some of the questions and areas that we are now considering, including how we 

work as an ACP and the role of the ACP in supporting and leading the health and care system 

response over the near, medium and longer term 

1.4. Note that this is intended to be a brief overview and board level paper.  The scale and impact of 

what has happened over the last 6 weeks has been vast – no single paper could do justice to the 

scale of change.  It doesn’t propose executive-level actions.   

1.5. This paper also doesn’t set out some of the current operational challenges affecting our system: 

1.5.1. These are changing quickly, and may be out of date by the time this paper is discussed 

by the ACP board 

1.5.2. There are many other fora where these issues are being discussed – and there is an 

opportunity on the Board agenda for verbal updates from each organisation about 

these more current issues.  

2. On terms and definitions

2.1. Variously, some parts are talking about recovery, restoration, rejuvenation, reform, 

recalibration, rebuilding, reimaging, redesigning  

2.2. Of these, the phrase ‘recovery’ is being used frequently, however it isn’t used again in this 

paper, for a number of reasons: 

2.2.1. recovery has too much connotation of returning to what we had previously, which 

shouldn’t be our default; and 

2.2.2. some parts of our system (particularly social care, mental health, and those more 

directly affected by socio-economic challenges) are on the wrong side of the demand 

curve to be talking ‘recovery’; and 

2.2.3. it probably indicates too linear a way of describing things.  Because of the likely 

ongoing impact of Covid-19, we need to be thinking about running things in parallel: an 

Appendix C
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ongoing, increasingly chronic and hopefully less severe Covid-19 response, with 

capacity to quickly flex up capacity; while also standing back up certain services, 

activities and support, safely, securely, and mindful of the broader system implications 

of doing so 

2.3. For the sake of this discussion – we are talking about the near, medium and longer term 

response to Covid-19, both its direct effects and the indirect impacts of the pandemic. 

3. What has happened over the last 6 weeks 

3.1. It is hard to summarise in a brief paper the scale and significance of what has happened over 

the last 6-8 weeks.  This section describes some of the data and impact on the acute health 

system; an illustration of the changes that have been introduced; and some of the changes to 

how we have worked as a system 

Considering the data 

3.2. As of Wednesday 29th April: 

3.2.1. the cumulative number of confirmed1 cases of Covid-19 in Sheffield (as recorded by 

Public Health England) was 2093. Sheffield is recording an average of 25 positive cases 

a day, based on the previous 7 days.  

3.2.2. 201 people in Sheffield have sadly died whilst testing positive for Covid-192 in Sheffield 

Hospitals. Sheffield is recording an average of 4 hospital deaths a day based on the 

previous seven days.  

3.3. As of Wednesday 29th April there have been 105 deaths registered in Sheffield with a mention 

of Covid-19 on the death certificate that did not occur in hospitals3. Community deaths 

represent 42.0% of all Covid-19 deaths currently registered in Sheffield and the vast majority of 

community deaths have occurred in care homes.  

                                                           
1 PHE include cases that have been confirmed by testing and therefore Sheffield's figures are heavily dependent on the level of testing being 

carried out. Assume there remains a significant number of cases unconfirmed by testing that are missing from these figures.  It is not recommended 

that these figures are compared with other localities. 
2
 These data represent deaths reported from Sheffield Teaching Hospitals Foundation Trust and Sheffield Health and Social Care Foundation Trust 

and reported by NHS England. Data are correct as of 5pm on the previous day, due to time lags in reporting the most recent days are subject to 

revision in subsequent releases. Community deaths outside of hospital are not included in this data by NHS England. The true number of deaths 

could therefore be higher and revised as deaths are registered.   
3
 These data represent registered deaths supplied from Sheffield registrars where there is a mention of Covid-19 (either confirmed or suspected) 

on the death certificate. The Place of Death record is used to attribute deaths to either hospital or community. Due to the lag between death and 

registration (legally deaths can be registered up to 5 days after the date of death) recent figures are subject to being updated and revised.  Hospital 

deaths in the registered deaths may not match NHS England figures due to: 

 A lag in figures between deaths reported by NHSE and registered.  

 Registered deaths only showing Sheffield residents. Those dying in Sheffield hospitals may be resident within a different locality. 

 There may be disagreement between NHSE reporting and the final death certificate as registered as to whether Covid-19 was a cause of 

death            
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3.4. In the most recent full week of registrations (week beginning Monday 20th April) Sheffield 

recorded 232.1% more deaths (from all causes including Covid-19) in 2020 compared to the 

same week in 2019. 

3.5. The creation of capacity to manage and be resilient to the Covid-19 surge has involved pausing 

lots of activity across all settings and sectors.  To provide a couple of estimates and glimpses 

into the scale of this: there is an estimated backlog of 9,000 imaging requests already; and if all 

of STH’s theatres and private capacity are working it could still take 2 years to clear the 

operations backlog. 

3.6. The set of charts below indicate that we are moving to a different phase of this epidemic in 

terms of the acute health response of the disease.  Note that these charts don’t describe some 

of the longer-lasting, and non-acute health impacts of this crisis 

Figure 1: time series of surveillance data for Sheffield  

Daily cases confirmed by testing Daily number of deaths in Sheffield hospitals

Daily Covid-19 deaths outside hospital (lagging) All cause deaths – 2020 compared to 2019

 

3.7. Colleagues in the Public Health team at Sheffield City Council are starting to undertake rapid 

health impact assessments on some key population groups who we think are most likely to 

be impacted significantly; and identify the themes and types of impact based on what we 

know or think already, for example poverty/food poverty, ACEs, obesity, housing, transport. 
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3.8. National and international literature indicates some of the broader harm that will be being 

caused by Covid, and from the economic downturn – which will last much longer than the 

acute health crisis: more ‘table top’ than a clearly-defined ‘peak’. 

 A recently published Institute for Fiscal Studies report describes the impact on employment, 

and the finding that employment changes during and after the 2008 financial crisis had a 

strong adverse effect on chronic health, with the strongest effects being for mental health 

conditions.  They describe a 1% fall in employment leading to a 2% increase in the 

prevalence of chronic illness with only about half this effect being immediate: the full effect 

not being felt for two years 

 950,000 people applied for universal credit in two weeks, a huge increase from 100,000 

claims received usually in one week.  According to the latest figures from the Business 

Impact of Coronavirus (COVID-19) Survey (BICS), over a quarter of the UK workforce (27%) 

has been furloughed 

 1 in 200 households in Sheffield have accessed emergency food packages over the last few 

weeks, indicating the ongoing and deep impact on poverty levels and basic living 

 We know that there have been significant reductions in referrals to children’s mental health 

services; and only 17%4 of those children who have been classified as ‘vulnerable’ have been 

attending school 

3.9. Note – we know that we need to supplement this snapshot data with a much deeper and richer 

picture about the impact of Covid-19, including its economic effects, on Sheffield.   

Operational changes that have been introduced 

3.10. There has been a remarkably broad and quick transformation of services across and beyond 

the health and care system in Sheffield – and the following bullet points provide merely some 

illustrative examples: 

 The majority of patient and client contact for a wide set of services has moved to non-

face-to-face delivery.  This includes in primary care, domiciliary care, secondary care. 

This has involved a huge shift to digital solutions for patient care and support as well as 

for meetings and remote working 

 We have introduced an online, local and co-ordinated volunteering platform that has 

mobilised in excess of 1,000 volunteers, through close partnership working with VAS, 

private sector (Tribepad) and Sheffield College.  This is only the tip of the iceberg: people 

have been encouraged first to volunteer at street level; then at community hub level; 

then at city level; and is additional also to the GoodSam volunteering approach 

introduced nationally 

                                                           
4
 This number is higher than the national number, but still very concerning 
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 There has been substantial reconfiguration of VCS organisations too: Citizens Advice had 

shifted to a telephone and digital platform before lockdown; and VCS hubs have been 

offering emotional and wellbeing support (often to ~400 people each week) 

 We have introduced several new services in days and weeks, including community 

swabbing services; a community phlebotomy service; and we have created capacity for a 

quadrupling of intensive care and ventilation services 

 Sheffield Children’s Foundation Trust has taken on additional regional specialist services 

to relieve and release capacity at other specialist children’s health centres 

How we have worked has changed too 

3.11. NHS organisations have moved to working under Level 4, National Incident arrangements, 

which has triggered a set of ‘Command and Control’ managerial structures; other statutory 

services have been working similarly, with ‘Gold Command’ being the Local Resilience Forum 

(the LRF) for South Yorkshire.  Each organisation in our ACP has set up its version of Gold, Silver 

and Bronze commands 

3.12. Due to the ‘Gold’ commands formally being the LRF (South Yorks) and the Strategic Health 

Coordination Group for South Yorkshire & Bassetlaw (for the NHS), we haven’t had a formal 

Gold command for Sheffield; but we have been running daily, Sheffield Health and Social Care 

Command meetings, with longer, weekly meetings; as well as tactical coordination meetings in 

Sheffield each week to address some of the broader aspects of the Covid-19 crisis.  This 

complex picture is illustrated in Appendix 1. 

3.13. More generally, how we have worked has been helpfully characterised by: 

 A very rapid pace of change, with people following up on things and getting decisions 

on things between meetings – not waiting for the weekly call to move things along 

 Organisations working well together, and there has been a real sense of ‘us all being on 

one team’, with doors opened up to people from outside particular organisations 

 Countless examples of organisations and people wanting to help and support and 

ensure that the system continues to run well, and that people across the city are looked 

after and supported.  Mutual aid has been alive and well 

 An emphasis on staff wellbeing and on equality, diversity, inclusion 

 Our system which seems to have grown wider; not just in terms of the organisations 

involved, but also the people within those organisations 

 Not relying on set-piece meetings, and extensive papers for meetings: verbal updates 

have been trusted; and smaller groups of people have been empowered to develop 

solutions quickly 
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 People being willing (and having had) to try new things and learn as they go….and they 

have been allowed, supported and encouraged to do so.  Overall, our risk appetite has 

increased 

4. Where are we now 

4.1. We are fortunate that in Sheffield, and in South Yorkshire & Bassetlaw, our health and care 

system has experienced pressure, but generally does not seem to have been overwhelmed by 

the immediate acute health demands of the Covid-19 crisis. 

4.2. However, the absence of a vaccine or a treatment for Covid-19 in the near term; and the view 

that there are relatively low levels of population immunity to Covid-19, raises concerns that: 

4.2.1. the direct impacts of Covid-19 may go on for some time, albeit less severely than we 

have seen to date; and,  

4.2.2. some form of social distancing and associated restrictions to be in place for several 

months 

4.3. We need therefore to consider how we can respond to the direct health impacts of Covid-19, 

and we should ensure our ability to quickly respond to future surges and outbreaks.  We also 

need to consider how our services can operate in ways that respect and comply with social 

distancing approaches; and support people  who are particularly affected by these measures 

(e.g., primary care support for those people who are shielded at home; preventing and 

mitigating loneliness and isolation for social care clients; considering how we don’t fall too far 

back on our ambitions about physical activity) 

4.4. We must also consider what impact Covid-19 has had on exacerbating health inequalities: 

people with underlying conditions are more likely to be poor and therefore more adversely 

affected; and the impact of Covid-19 is greater because of inequality – less access to gardens 

and open space, poorer quality housing; educational impact being greater, and those who can’t 

bulk buy food need to go out more often etc.  

4.5. Meanwhile, we need to consider how we quickly turn back on some of the services that have 

been paused or reduced over the last 6-8 weeks – we need to consider how we address and 

respond to the pressures caused indirectly by Covid-19: the suppressed health demands, and 

the health aspects of the socio-economic impact of the crisis.  This is going to be a particular 

focus for NHS organisations over the coming weeks 

4.6. We also should – in time – consider what the longer- term future could look like. 

4.7. As we consider these questions above, it is important to recognise that different parts of our 

heath and care system are at different stages of progression in relation to Covid-19.  The 

following diagram presents an illustration which highlights that for some parts of our system, 

the most intense phase of the crisis may be over; for other parts, it may be yet to arrive 
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Figure 2: illustration of the different phases of this crisis for different parts of our health and care 

system  We need to consider how this develops over time

Indicativ
e ‘now’

For some areas of activity, we will be 
‘over the worst’…

…for others areas, the surge may be 
yet to come (elective, mental health) 

We may need to  plan and reserve 
capacity for future waves, surges

And we probably all need to plan for 
ongoing challenge – socio-economic 
damage, health inequalities, chronicity

MT1

 

5. What do [might?] we now need to do 

Note, this section is presented more as a draft set of ideas for discussion, rather than any sort of 

definitive roadmap 

5.1. As indicated at 3.9 above, we need to develop much deeper understanding about what the 

impact has been of Covid-19 in Sheffield, and how this might change into the future – in terms 

of demand for different services; socio-economic impact; and – probably – some broader and 

potentially non-quantifiable understanding of the impact 

5.2. We should keep a close eye on potential future scenarios – including keeping in reserve, the 

ability to quickly scale back up capacity for acute response if there were to be a second wave of 

Covid-19 cases 

5.3. There is probably a case for describing – for our staff – the breadth and scale across our 

partnership of some of the changes that have happened, but also describe some of what might 

be to come – and how this crisis might lead to quite different health and care services in the 

immediate and longer term. 

5.4. We ought to consider what we could do to be at the forefront of measures to safely lift 

lockdown measures – will we be ready to move as quickly as possible when national directives 

arrive?  Are there things that we could do to steer us towards safer, more attractive scenarios? 

5.5. Several organisations across our partnership are considering what has stopped, what has been 

started over the last 4-6 weeks; and of these changes, which would we seek to reverse, and 

which would we seek to continue and grow.  These considerations and analyses should 

continue, and there will be some things identified that we could helpfully do as a Sheffield 

system, rather than just as a subset of organisations. 
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5.6. We need to consider carefully whether there are other, new responses that we should 

introduce – in our organisations, and across our partnership - as we think about moving down 

parallel tracks:  

5.6.1. an ongoing covid-19 response; and  

5.6.2. addressing other health and care challenges, including those indirectly created by 

covid-19 

5.7. We should consider and review where our focus can be most helpfully be directed as the ACP  

partnership – and these may well be different from the areas that we were more focussed on 

before this crisis.  The following is not a definitive list – it needs further consideration, but 

attention will be needed on: 

5.7.1. Elective care and other ‘parked’ activity: including primary care activity, long term 

condition reviews, diagnostics.  Should we be taking collective responsibility across our 

partnership for the caseload – the bump – in elective and other work that has been 

caused by pausing activities? 

5.7.2. The digital transformation over the last 6 weeks has been massive.  We will want to 

consider how we secure and grow its legacy and consider where it is safe and 

appropriate to continue – and grow – delivering services in non face-to-face ways 

5.7.3. The impact on mental health, long-term condition management and other areas of 

health affected more ‘chronically’ by Covid-19, and how our approach should change 

5.7.4. We will probably want a more explicit focus on supporting vulnerable people, and 

doing all we can to prevent any exacerbation of health inequalities.  Vulnerability will 

mean very different things to different parts of our system and we will want to take a 

broad approach to this 

5.7.5. How our health and care organisations should respond as anchor organisations in our 

city – with our sizes of workforce and sizes of buying power, our organisations have an 

important role to play in stabilisation and, ultimately, the recovery of the broader 

economy of our city 

5.7.6. We should consider how we work too – how we capture and sustain the agility, scale 

and speed of change that has happened over the last 6 weeks; and continue and grow 

models of empowered leadership, new and different voices, a broader partnership, a 

greater sense of team.   

6. Recommendations for the Board 

6.1. The Board is asked to: 
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6.1.1. Note the update and breadth of work that has happened, where we are in the 

development of this crisis, and early thoughts about what some next steps could 

include 

6.1.2. Task and mandate the executive members of the Board, with other – potentially 

newly-formed groups – across our partnership to consider where and how the ACP 

should focus to support the ongoing and future response of our heath and care 

system, and its interplay with the broader economic and city recovery 
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Appendix 1 – diagram of local command and control and coordination of Covid response 
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