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Clearance checklist  
Inclusion of this checklist is mandatory. Please complete the whole list and private office will 

remove before putting submission in the box. A submission without it will be sent back.  

Note: Contact names provided must have seen and approved the submission. 

 

Finance 

Does this involve any spending or affect 
existing budgets? 

☒ If yes, named official 

 

☐ No 

Legal 
Does this include legal risk, a court case or 
decisions that can be challenged in court? 

☐ If yes, named official 

☐ No 

Communications 

Could this generate media coverage, or a 
response from the health sector? 

☒ If yes, named official 

 

☐ No 

Analysis and fact-
checking 

Does this include complex data, statistics or 
analysis? 

☒ If yes, named official 

 

☐ No 

Devolved Administrations 
and the Union 

Does this promote union wide policies, or will 
it affect Wales, Scotland or Northern Ireland? 
 

☐ If yes, named official 

☐ No 

Legislation 

Does this include options that may require or 
impact primary or secondary 
legislation/regulations? If yes, please discuss 
with the DHSC Legislation Team. 

☐ If yes, named official  

☐ No 

Parliamentary Handling 

Does this require engagement with 
parliamentarians or a statement in 
Parliament? If so, please discuss with the 
Parliamentary Affairs Team, and Intelligence, 
Insight and Engagement Team.  

☐ If yes, named official 

☐ No 

Fraud 
Have you considered fraud risks? ☐ If yes, named official 

☐ No 

Commercial 
Does this include commercial or contractual 
implications? 

☐ If yes, named official 

☐ No 

Technology, digital & data 
Does this rely on or have crossover with a 
tech/digital/data solution? 

☐ If yes, named NHSX official  

☐ No 

Health Data/Personal data 
use 

Does this involve the use of sensitive 
health/care data? Discuss with the SIRO 
team. Could this require the processing of 
Personal Data (Data Protection Act 2018)? 
Discuss with the Data Protection Officer 
team. 

☐ If yes, named SIRO/DPO 

official  

☐ No 

Strategy and 
Implementation Unit 

Does this relate to cross-cutting or longer-
term implications for wider DHSC strategy? 
Does this relate to one of the Secretary of 
State priorities or a manifesto commitment? 

☐ If yes, named official 

☐ No 

Duties, Tests and 
Appraisals 

Do the following tests apply and have they 
been considered; 

• Secretary of State Statutory Duties 
including on health inequalities 

• Public Sector Equality Duty 

• Family Test 

• Other (please specify) 

 

☐ If yes, which test? 

☐ No 
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FUTURE OF SHIELDING POLICY AND CLINICALLY EXTREMELY VULNERABLE 
COHORT 

 

Issue 

 

Since shielding advice for the clinically extremely vulnerable (CEV) 

was paused on 1 April, and in light of the easing of restrictions on 

19 July and emerging evidence on vaccine efficacy, this submission 

considers the future of shielding policy and the ongoing requirement 

for maintaining the Shielded Patient List (SPL).  

 

Date a response is 
needed by 

 

Reason 

29 July  
 
 
This will allow sufficient time to factor your views into the 
development of a Covid-O paper on this topic. The paper is due on 
the 11 August ahead of the meeting on the 18 August.  

Recommendation 

 

• That you agree to formally end the shielding programme and 

move away from a model of centralised shielding/precautionary 

advice for the CEV cohort as a whole, back to the pre-pandemic 

model whereby those susceptible to infectious disease receive 

risk advice from their NHS clinician. 

• That you consider whether you would want to write out to 3.8 

million CEV people informing them of the end to the shielding 

programme. 

• That you agree to maintain the SPL only until the JCVI 

publishes its final advice on booster vaccinations in August, 

after which, a decision should be taken about the SPL’s ongoing 

usefulness to the vaccines programme. 

Discussion 

Background 

1. There are currently 3.8 million people in England who have been identified as 
being clinically extremely vulnerable (CEV) to Covid-19. At the point they were 
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identified (i.e. pre-vaccine programme), this meant they were at high risk of 
serious illness or even death were they to contract the virus.  

2. Individuals have been identified and added to the shielded patient list (SPL) in 
three ways since March 2020: 

a. UK CMOs have identified clinical conditions that would make people more 
susceptible to Covid-19 (initially in March 2020 with further conditions 
added on the basis of the latest scientific evidence) 

b. NHS clinicians are able to identify those patients they believe to be at 
highest risk, based on individual knowledge of the patient 

c. In February 2021, we used the QCOVID predictive risk model to identify a 
further cohort of highest risk people, based on a combination of 
demographic data including age, ethnicity, gender and clinical conditions. 

 

3. During the pandemic, shielding advice has been used to protect this group and 

support was provided in the form of food boxes, priority supermarket delivery, 

medicines deliveries and Statutory Sick Pay (SSP). Supporting the CEV 

population has also been a core role for NHS Volunteer Responders.  

 

4. Whilst shielding is expected to have limited CEVs’ contact with the virus and 

limited morbidity, the advice is very restrictive and has included staying at home, 

reducing contact with non-household members, not going to work, the shops etc. 

There is evidence that this restrictive approach has also had some detrimental 

impacts on peoples’ mental, social and economic wellbeing. In Spring 2020 when 

the shielding guidance was still in place, more than 1 in 3 CEV people reported 

that their wellbeing and mental health had worsened since receiving shielding 

guidance1. In March 2021, of those who reported being aware of the guidance, 

91% reported following shielding guidance either completely or quite closely. 

5. Shielding advice was paused on 1 April 2021, due to low prevalence. Since then, 

CEV have been advised to follow the rules and guidance in place for everybody, 

including as restrictions have eased at Step 4. We do however continue to advise 

CEV individuals to think particularly carefully about additional precautions they 

may wish to take to reduce their risks of contracting COVID-19. 

6. It was agreed at Covid-O on 11 May that shielding guidance should be kept as a 

contingency option, along with the associated support package, until March 2022. 

This position is subject to review at an upcoming Covid-O on 18 August. Your 

steers on this submission will inform the development of that paper, co-authored 

with MHCLG who lead on the shielding support package.  

Current situation 

7. All 3.8 million CEV people were included in JCVI’s initial priority groups for 

vaccination in early 2021. Currently, 88% have had both doses and 91% have 

had one.  A recent study by Public Health England2, suggests that for the CEV 

 
1 
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddi
seases/datasets/coronavirusandshieldingofclinicallyextremelyvulnerablepeopleinengland. 
Wave 3 – Table 1.9; Waves 4-6 – Table 1.7 
2 RCGP VE riskgroups paper (khub.net) 
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group as a whole, there is little reduction in vaccine effectiveness compared to 

those not in high-risk groups. As a result, senior clinicians, including the Deputy 

Chief Medical Officer for Health Protection and the Chief Executive of UKHSA, 

have advised that it is highly unlikely that we would need to advise the full 3.8 

million CEV cohort to shield again.  

 
8. Given the levels of vaccine uptake and protection in the CEV group as a whole, 

the factors that previously defined the CEV group at the start of the pandemic are 
no longer the greatest determinant of current high clinical risk. Vaccine 
effectiveness plays a huge role in understanding who remains vulnerable to the 
virus and there is emerging evidence to suggest that those who are 
immunocompromised/immunosuppressed may not respond as well to COVID-19 
vaccines as others. This shift in focus is echoed in the engagement and 
challenge we have seen in recent weeks in Parliament, the media and from 
stakeholders, which has not been about shielding and the CEV group, but about 
levels of vaccine effectiveness in the immunocompromised/immunosuppressed.  
 

9. Of the 1.2m immunocompromised/immunosuppressed people in England, NHSD 
estimate that 422k of those are currently considered CEV. The PHE study 
mentioned above suggests reduced effectiveness for the 
immunocompromised/immunosuppressed group, particularly after one dose. 
Effectiveness for this group after one dose (of all vaccines considered together) 
was estimated at around 4%. Although this rises to 74% after two doses, these 
results are based on small sample sizes, carry wide confidence intervals, and 
mask the substantial variation we would expect to see in those with compromised 
immune systems. Studies, such as OCTAVE and OCTAVE-DUO, will provide us 
with more information about the impacts on specific groups/conditions, and PHE 
will use additional data to refine estimates in future. 
 

10. Those patients who currently have conditions that reduce their vaccine response, 
or who take medication that has a similar effect, are always at risk of infectious 
disease and, pre-pandemic, would have had to make individual risk assessments 
in consultation with their clinician.  
 

11. As we move beyond Step 4 of the roadmap, the clinical steer from Dr Jenny 
Harries, Professor Jonathan Van Tam and others is that it is appropriate to return 
to the pre-pandemic approach of local advice and recommend that CEV 
individuals, particularly those who may have had a poorer response to the 
vaccine, receive Covid-19 risk advice from their NHS clinician. This approach will 
best allow for nuances in vaccine effectiveness, including the permanency of any 
immunosuppression, and individual risk to be properly addressed and will ensure 
individuals get the most appropriate, tailored advice. We are likely to be able to 
support this centrally by updating the clinical risk assessment tool for GPs and 
clinicians with the new version of QCOVID. 

 
12. That means that the ongoing response for this group would not focus on 

Government issued shielding advice, but instead focus on individual clinical 
advice. This will then be supplemented by ongoing access to vaccine boosters, 
antibody testing and treatments, driven by decisions from Government and the 
Joint Committee on Vaccination and Immunisation (JCVI). The Antivirals 
Taskforce is working to identify effective treatments for patients who have been 
exposed to the virus to stop the infection spreading and speed up recovery time. 
Those who are immunocompromised are a priority cohort for research into these 
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whether it should be redefined from a vaccines perspective to instead reflect a 
group who are likely to have a poor vaccine response and may benefit from a 
booster.  

21. We are discussing this with the vaccines policy team and the JCVI secretariat to
understand whether CEV continues to be a useful term, however, our view is that
the term should be redefined.

22. We have also considered whether the SPL would support the prioritisation of
therapeutic treatments. Advice from the DCMO is that this would not be the most
helpful mechanism on the basis that it does not accurately reflect those who are
currently considered to be at the highest risk. Instead, emerging evidence from
the various studies on vaccine efficacy and the new version of QCOVID (which
can predict which conditions may put someone at high risk of serious outcomes
from COVID post-vaccination ) are likely to be of more use.

23. In light of that, our recommendation is that the SPL is maintained only until the

JCVI produces its final advice on booster vaccinations in late August (subject to

timing of the Cov-Boost study). If it is confirmed that there is no requirement for

the SPL to support the booster programme, we recommend that we formally

close the SPL. UK CMOs discussed this issue on 21 July and were in support.

They are keen to ensure alignment across the Devolved Administrations. It costs

NHS Digital £3m per year to maintain the SPL, and so there is the potential to

make a saving depending on when it is formally closed down (NB HMT have not

yet approved funding for the current year). Do you agree?

Communications –  

24. There is increasing media interest in CEV in light of the easing of restrictions at
Step 4, particularly with regard to those who may have had a poor response to
the vaccine. We are coming under increasing pressure from patient groups to
communicate with their respective groups regarding vaccine efficacy. However,
without the outcome of studies like OCTAVE, we are not in a position to
communicate condition specific risk in any meaningful way. We are also facing
criticism around overarching Covid strategy changes and the perception that they
have not been informed by the risks to the most vulnerable, although this is
beyond the remit of shielding policy.

25. If we move to a system whereby advice is increasingly given by the clinician, we
will need to work closely with colleagues in NHSE/I, as well as key stakeholders
like RCP, BMA and RCGP, to communicate the changes to clinicians and ensure
they are prepared to have conversations with patients.

26. We will work closely with patient groups and coproduce messaging where
possible, so that the messaging around the closing of the SPL is clear, consistent
and provides appropriate levels of reassurance to vulnerable communities.

27. DHSC media team will continue to handle media queries reactively and will work
with the policy team to ensure messaging is updated as the policy develops. We
will keep this position under review based on the level of media scrutiny and
attention. If there is significant negative coverage in the months to come, we will
look at proactive handling options, including potentially a background media
briefing with Dr Jenny Harries to explain the clinical reasons behind policy
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decisions to land reassuring messaging. We will also proactively handle the 
upcoming launch of the Octave Duo announcement and prepare a robust Q&A 
ahead of the results from the Octave study. Handling plans will be sent 
separately on this. 

Conclusion 

28. In summary, given that shielding has been paused since 1 April and it is unlikely 
to be reintroduced, we recommend shifting away from centralised 
shielding/precautionary advice back to the pre-pandemic model whereby those 
susceptible to infectious disease receive risk advice from their specialist. We also 
recommend that NHS Digital only maintains the SPL until the JCVI publishes its 
final advice on booster vaccinations in August, after which, a decision should be 
taken about its ongoing usefulness to the vaccines programme. If you agree, we 
will draft the COVID-O paper on this basis. 

 

, Shielding Policy 




