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ADMINISTRATION OF THE ROTA 
 The compilation of the 1st tier rota is done by the HPT.  Any email correspondence should be sent to the 

generic inbox anglia.hpu@phe.gov.uk which is checked regularly during working hours. 

 Rotas are compiled on a quarterly basis asking for individual’s availability beforehand 

 Once the rotas are completed they are sent to Medicom by the HPT and circulated to those on the rota by 
the local contacts for Norfolk, Suffolk and Cambridgeshire (NSC).  Any amendments are circulated in the 
same way. 

BEING ON THE ROTA  
 Training and competence – meet FPH requirements.  

 Attend PHE Centre (PHEC)/ other available on-call training session (e.g. monthly teleconferences) on a 
regular basis to keep up-to-date.  

 Be familiar with any relevant guidelines/on-call guidance.  

http://www.iph.cam.ac.uk/anglia-health-protection-on-call-pack/ 

 If new to the rota (and until you are confident) – make contact with the CCDC on-call at the start of your 
on-call sessions so that they are aware that you might require additional support.  

 When you receive the rota, log your on-call days/weeks in your diaries/planners. 

Check availability during the scheduled on-call day/period to ensure you will be able to respond 
appropriately to calls at all times and in a professional way. 

Plan and prepare to receive calls at times when you may be asleep or undertaking another activity. 

 You are also responsible for pre-arranging suitable cover in good time if you are unable to cover an on-
call shift and informing the rota administrator of the change. 

 In the case of illness or unexpected circumstances where you cannot fulfil on-call responsibilities please 
ensure you let the rota administrator know as soon as possible.  If you are unable to do this, then please 
ask your manager or equivalent to inform the rota administrator/health protection team (HPT). 

 In case of illness whilst you are on call, please alert the 2nd/3rd on-call, so that they can consider whether 
alternative arrangements are needed 

 For information Medicom are instructed not to leave a message on any phone (as they cannot guarantee 
receipt of the message) so if they get no answer from the first they will try the next (mobile/landline, etc.).  

THE NSC SYSTEM 
Workload 

 In general all calls will go to on-call A, who can then decide whether they have the capacity to deal with 
the call or if they need to hand it over to on-call B.  This is to allow trainees (who are usually on-call A) to 
get experience in dealing with a variety of calls out of hours.  When A & B are both trainees or both 
nurses, they will need to agree amongst themselves who deals with what. 

Communication between On-call A and On-call B 
 On-call A and on-call B need to communicate with each other to avoid duplication of work.  You can 

decide how to do this but a simple text for example saying “dealing with meningo in NNUH” should 
suffice.  Text should not contain any PII.  This will ensure that A & B are aware of what each other is 
doing and should further calls on the same case be received by the person not initially dealing with it, 
they can pass it on as appropriate. 

Communicating upwards for supervision/advice 
 CCDC on-call must be kept informed of all calls by 1st on-call.  First on-callers should contact the CCDC 

on-call if they need advice (not A or B).  See also On-call Communication Criteria below.   

PHE East of England 
Health Protection Team (Thetford) 

Tel: 0344 225 3546 
OOH via Medicom: 01603 481221 

Fax: 01842 765 260 
Email: anglia.hpu@phe.gov.uk 

Safe haven nhs.net email: 

phe.adminnschpu@nhs.net 

mailto:anglia.hpu@phe.gov.uk
http://www.iph.cam.ac.uk/anglia-health-protection-on-call-pack/
mailto:anglia.hpu@phe.gov.uk
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BEING ON-CALL  
 Before starting your on-call shift, please ensure that you have:  

 your mobile switched on and charged;  
 an alternative phone line, e.g. landline, in case of failure; 
 internet and e-mail access; 
 a secure nhs.net account; 
 the most up-to-date version of any relevant guidelines/on-call guidance and relevant contact details 

 Ensure you are available during your on-call period.  

You have a responsibility to be able to answer any call within 30 minutes so consider where you will 
be and how you can stop what you are doing to answer a call, undertake the relevant risk 
assessments and make notes. 

 Be contactable at all times by phone.  

 If driving ensure mobile is set to divert to voicemail and check for any missed calls/voice messages as 
soon as possible 

 Maintain contemporaneous records of incidents and the actions taken.  

 Ensure escalation upwards. 

HANDOVER ARRANGEMENTS 

 The HPT should send notes from the Friday morning clinical meeting to those on the on-call rota by 3pm, using 
secure email.  

 For any new relevant incidents not included in the handover notes, the HPT should give verbal updates to 1
st
 

on call before 5pm 

 On other weekdays, for any new relevant incidents with potential out-of-hours implications or follow-up 
actions, the HPT should give verbal updates to 1st on call before 5pm. 

First on-call on the rota: 

 Before starting your on-call, if you haven’t heard from the HPT, phone them by 5pm in the afternoon to 
get details of any ongoing health protection issues that you need to know about. 

 At the end of your on-call period, i.e. 9 am on weekday morning and by 10 am at the latest, provide an 
update to the HPT in accordance with agreed arrangements (e.g. verbal update or email/fax of case notes 
using secure email or confidential fax).  

 Even if you have no cases, contact HPT with a nil return. 

 During weekends, the outgoing first on-call will contact the incoming first on-call at 9am on Saturday, 
Sunday or Bank Holiday Monday.  

 Outgoing 1st on-call to communicate to incoming 1st on-call a nil return or a summary of any 
cases/situation and further potential actions or follow up required. 

Records, paper or electronic: include the information below 

 For cases: demographic details and contact details of patient and their GP  

 Caller details and other key contacts e.g. school, care home 

 Risk assessment of the situation/incident/case 

 All decisions/interventions and communications made, including rationale 

 Any outstanding actions required. 

Confidentiality and security 

 Comply with local HPT records management protocol 

 Consider security of clinical information (patient identifiable data).  This includes hand written notes. 

FOLLOW-UP/LEARNING AFTER ON-CALL 
 Situations/ incidents should be followed up by 1st on-call for own learning 

 Take part in any incident debrief 

 Discuss incidents at the on-call teleconference if relevant 
 Keep a log of the calls you have dealt with for your training portfolio. 

 



ON CALL COMMUNICATION CRITERIA 

 
1. Thresholds to consider when communicating upwards 

 

When undertaking the risk assessment for a case, consider the potential for links to other 
cases e.g. E.coli O157 and whether on-call B (if a HP Nurse) or the 3rd on-call needs to be 
informed so that they can check for other linked cases on HPZone. 

 

 

Urgency Definition Examples Action 

1 

(Low) 

For information only: 
enquiries that you are 
confident about dealing with 
based on knowledge, 
previous experience and 
using the on-call guidance 

 ‘No PH Action Required’ 
category in the on-call 
guidance 

 Viral meningitis 

 Immunisation advice 

 Deal with and inform the 
CCDC on-call at a convenient 
time. 

 Not necessary to call between 
10pm and 7am. 

 1
st
 on-call to log call and report 

to HPT next working morning. 

2 

(Medium) 

For information + advice 
required or confirmation of 
action taken: enquiries that 
you can deal with but need to 
either confirm that you have 
dealt with appropriately or 
require further advice 

 Meningococcal disease 
case  

 Gastroenteritis outbreak 
in a care home 

 iGAS case 

 Healthcare associated 
communicable disease 
case 

 Obtain details and provide 
advice/take initial action in 
accordance with on-call 
guidance. 

 Contact CCDC on-call as soon 
as possible.  

3 

(High) 

Action/involvement 
required: 

Incidents where support/ 
leadership from the 2

nd
 /3

rd
 

on-call is needed 

 Meningococcal disease in 
a university student 

 Food poisoning outbreak 

 Acute chemical incident 

 Healthcare associated 
Legionnaires’ disease 

 Obtain details and provide 
immediate advice/take initial 
action in accordance with on-
call guidance. 

 Contact 2
nd

 on-call 
immediately.  

 
 

2. Guide to risk assessment 

The enquiry or incident/outbreak to be escalated is, to some extent, a matter of judgement and is 
based on individual risk assessment.  The attributes to be taken into account in making the risk 
assessment include: 
 

 Evidence: the overall strength of the evidence or the level of confidence clinically, 
microbiologically or epidemiologically that there is a problem. 

 Severity: the seriousness of the incident in terms of the intrinsic propensity in the specific 
circumstances to cause harm to individuals or the population. 

 Spread: the potential for spread given the transmissibility of the organism, its characteristics 
(virulence and infective dose), the modes and available routes of spread, and the 
susceptibility of the population (e.g. lack of immunity) in the given circumstances. 

 Intervention: the feasibility to intervene and to deliver what is needed to alter the course and 
influence the outcome of the event in terms of containing, reducing or eliminating 
transmission. 

 Context: the broad environment including public concern and attitudes, the degree to which 
politics and media and public concern aggravate and raise the profile of the event 
under consideration. 

 


