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Report of the Director of Public Health
COVID-19 Outbreak Management Plan and Test and Trace
Communications Strategy
1.

Purpose of the report:

To seek Cabinet approval for the Derbyshire County Council COVID-19
Outbreak Management Plan.
To seek Cabinet approval for the Derbyshire County Council Test and Trace
Communications Strategy.
The documents enclosed include a technical outbreak plan (Appendix 1),
communication plan (Appendix 2) & public facing summary (Appendix 3).
2.

Information and analysis:

Background and Context
On the 31st January 2020, the first two cases of coronavirus in the UK were
confirmed. As the potential scale of the situation became apparent over the next
weeks, the public began to quarantine where there was a new onset of specific
symptoms, and were advised to begin social distancing. This culminated in the
UK wide lockdown on the 26th March affecting all sectors with the exception of
identified key workforces.
Current Situation:
On the 27th May 2020 the Government launched the NHS Test and Trace
service as part of the process to ease lockdown. This would ensure that
individuals who develop symptoms could access testing, and that high-risk
contacts are identified and advised to self-isolate for 14 days.
Public Health Authorities (Local Authorities responsible for Public Health
functions) are central to the local Test and Trace programme, and each Public
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Health Authority has been tasked to develop tailored outbreak control plans and
to work with the Test and Trace service, Public Health England, local NHS
organisations and other key stakeholders. Work on local outbreak control plans
focuses on identifying and containing potential outbreaks in communal areas
such as high risk workplaces, housing complexes, care homes and schools.
Local Authorities will also ensure additional testing capacity is deployed
effectively to high-risk locations.
Public Health Authorities in England have a lead role in protecting and
improving the health of the population. Within the Public Health Authority, the
Director of Public Health has a responsibility for the Authority’s contribution to
health protection matters, preparing for and responding to incidents that present
a threat to public health.

The Outbreak Management Plan will support this aim by providing a framework
for the response to COVID-19 outbreaks and incidents that occur within the
Derbyshire County Authority area, as set out below:

1.
Define the relevant governance and assurance procedures and
processes;
2.
Summarise the key risks and planning assumptions that underpin the
response arrangements;
3.
Provide background information to support those involved in preparing
for, and responding to local COVID incidents and outbreaks;
4.
Define the roles and responsibilities of responders and responding
organisations;
5.
Outline the mechanisms for surveillance, detection and monitoring of
COVID incidents and outbreaks
6.
Outline the stages and processes in relation to determining the
appropriate and measured response;
7.

List options for public health control measures;

8.

Define processes of communication;

9.
Detail response arrangements for specific scenarios prioritised through
prior risk assessment.
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Alongside the production of a local Covid-19 Outbreak Management Plan, A
communications strategy has been developed. This strategy has been
developed and is owned by the Derbyshire multi-agency Test and Trace
Implementation Group and the Derbyshire Test and Trace Communications
Sub-Group. Communication is based on a locality footprint and utilises preexisting Public Health locality networks.
Derbyshire County Council communications teams will lead both proactive and
reactive communications in responding to an outbreak, working with Public
Health England and all local partners to ensure timeliness, targeting and
consistency of messaging.
In keeping with national requirements a local outbreak plan summary and test
and trace communications summary plan were released on the Council website
on 29 June. The Council Coronavirus microsite will continue to be used to
update the population of Derbyshire on the response of the Public Health
Authority to the Covid-19 pandemic.

3.

Financial considerations:

An additional support grant has been announced from central government in
order to support local authorities to develop tailored outbreak control plans to
reduce the spread of coronavirus in their area, support test and trace services,
and support continued efforts to respond to the pandemic locally. The allocation
for Derbyshire is £3.85 million.
4.

Legal considerations:

Not applicable
5.

HR considerations:

In preparing this report the relevance of the following factors has been
considered; equality, human resources, environment, health, property and
transport have all been considered in preparing this paper.
6.

Other considerations:

Not applicable
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7.

Background papers:

Not applicable
8.

Key Decision:

9.

Call-in:

Is it required that call-in be waived for any decision on this report? - No
10. Officer's Recommendations:
That Cabinet approve the Derbyshire County Council Outbreak Management
Plan and approve the Test and Trace Communications Strategy

Dean Wallace
Director of Public Health
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1 Introduction
1.1

Scope

To describe the approach and arrangements for assessing and managing outbreaks of COVID19 within Derbyshire County Local Authority area.
1.2 Background
Coronavirus disease (COVID-19) is an infectious disease caused by a newly discovered
coronavirus (SARS CoV 2).

Most people infected with the COVID-19 virus will experience mild to moderate respiratory illness
and recover without requiring special treatment. Older people, and those with underlying medical
problems like cardiovascular disease, diabetes, chronic respiratory disease, and cancer are more
likely to develop serious illness.

The transmission of COVID-19 is thought to occur mainly through respiratory droplets generated
by coughing and sneezing, and through contact with contaminated surfaces.

COVID-19 is best understood as a pattern of local outbreaks, rather than a national pandemic
with a similar impact in every community. Test and trace systems in association with wider
surveillance and evidence support local situational awareness of COVID-19. This information is
then used to inform public health action to prevent and control disease spread.

A COVID-19 incident can be defined as:


Any incident involving COVID-19 which presents a real or possible risk to the health of the
public and requires urgent investigation and management.

An outbreak can be defined as:



Two or more persons with confirmed or suspected COVID-19, which are linked through
common exposure, personal characteristics, time or location (time, place or person);
Or a greater than expected rate of COVID-19 infection compared with the usual
background rate for the particular population and period.
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The plan will support this aim by providing a framework for the response to COVID-19
outbreaks and incidents that occur within the Derbyshire County Local Authority area,
as set out below;
1. Define the relevant governance and assurance procedures and processes;
2. Summarise the key risks and planning assumptions that underpin the response
arrangements;
3. Provide background information to support those involved in preparing for, and
responding to local COVID-19 incidents and outbreaks;
4. Define the roles and responsibilities of responders and responding organisations;
5. Outline the mechanisms for surveillance, detection and monitoring of COVID-19
incidents and outbreaks
6. Outline the stages and processes in relation to determining the appropriate and
measured response;
7. List options for public health control measures;
8. Define processes of communication;
9. Detail response arrangements for specific scenarios prioritised through prior risk
assessment.
10. Provide supporting resources to support decision making;
1.3 Aim
To work to protect the health of the population of Derbyshire County from the risks
associated with COVID-19.

1.4 Objectives
In enacting the plan the following objectives will seek to be achieved;





Preventing spread of COVID-19
Early identification and proactive management of outbreaks and incidents
Ensure service capability
Ensure effective communication with the public and stakeholders
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1.5 Risk summary
There is a range of evidence to support planning assumptions around local risk, related
to both transmission risk and risk of morbidity, these include is includes factors
including population demographics, location and occupation. A summary of key risk
factors are outlined below. Risk assessments will however be ongoing throughout an
outbreak or incident and will help to inform decisions and actions taken by the outbreak
control team (OCT).
A summary of key risk factors are outlined below. A list of all known vulnerable sites
has been identified and is available via the high risk setting mapping tool, using the risk
criteria outlined below and in the appendix 17, this includes the contact details, address
and postcode of settings over laid with known community transmission rates. Risk
assessments will be ongoing throughout an outbreak or incident and will help to inform
decisions and actions taken by the OCT.

Occupational risk factors;



Physical proximity to others.
Where regular exposure to disease is occurs

Recent analysis on the occupations with the highest potential exposure to COVID-19
shows the jobs that are most likely to be exposed are those involving close proximity
with others and those where there is regular exposure to disease, for example
healthcare workers. It must be noted however that during the pandemic many of these
occupations will be more likely to be using personal protective equipment.
The Office of National Statistics (ONS) reports that people and in particular men,
working as security guards, taxi drivers and chauffeurs, bus and coach drivers, chefs,
sales and retail assistants, lower skilled workers in construction and processing plants;
and men and women working in social care had significantly higher rates of death from
COVID-19. PHE analysis shows that nursing auxiliaries and assistants are also at
higher risk of death during the pandemic.
There are also occupations that are in the position of regularly being close to others or
handling goods, but not usually directly exposed to disease, such as workers in
hospitality roles, education, transport or community and social services occupations.
During the pandemic and periods of community transmission the likely exposure to
COVID-19 of these occupational groups may increase. In general the percentage of
the population employed in these sectors is similar to England average (Education 9%,
Transport 4-5%, Accommodation and food 7-8%, retail 8-9%). There is however a
disproportionately large percentage of both the County and City working population who
are employed in the manufacturing sector (16% and 20%) compared to England
average (8%). A breakdown of employment by sector is provided in Appendix 17. A
risk matrix of workplaces and community settings is provided in Appendix 14.
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Geographical risk factors;



Population density
Deprivation

Local authorities with the highest diagnoses and death rates are mostly urban areas
with higher population density. People who live in deprived areas have higher
diagnosis rates and rates of death than those living in less deprived areas. Population
density and deprivation maps across County can be found in Appendix 17.
Data is available through the PHE dashboard and Daily LTLA COVID-19 exceedance
reports, which provide data around cases, and rate of infection. These will be
monitored by the Local Authority Public Health Knowledge and Intelligence Team and
reported to the Health Protection Board.

Demographic risk factors;





Age
Gender
Ethnicity
Deprivation

COVID-19 diagnosis rates increase with age for both males and females. Working age
males diagnosed with COVID-19 were twice as likely to die as females.
People who live in deprived areas have higher diagnosis rates and death. The mortality
rates from COVID-19 in the most deprived areas were more than double the least
deprived areas, for both males and females.
People from Black ethnic groups were most likely to be diagnosed. Death rates from
COVID-19 were highest among people of Black and Asian ethnic groups. An analysis
of survival among confirmed COVID-19 cases and using more detailed ethnic groups,
shows that after accounting for the effect of sex, age, deprivation and region, people of
Bangladeshi ethnicity had around twice the risk of death than people of White British
ethnicity. Derbyshire County has a high percentage of white British population, range
from 96.8% in Derbyshire Dales, to 94% in South Derbyshire, compared to 81.9% in the
UK.
Derbyshire County also have a varied age profile with the higher proportion of the
population living in the North of the County who are over the age of 70 years. Appendix
17, provides maps of age demographics across the County.

1.6 Statutory framework
Legislation and Regulations related to the roles and responsibilities involved in the
management of a communicable disease outbreak or incident are:
Principal legislation:



Public Health (Control of Disease) Act 1984 as updated by the Health Protection
(Notification) Regulations 2010;
NHS Act 2006 as amended by the Health and Social Care Act 2012;
9





Civil Contingencies Act 2004;
Health and Safety at Work Act etc. 1974;
Local Government Act 1972.

Regulations:









Local Authorities (Public Health Functions and Entry to Premises by Local
Healthwatch Representatives) Regulations 2013;
Emergency Response and Recovery (Non-statutory guidance accompanying the Civil
Contingencies Act 2004) 2013;
Health Protection (Notification) Regulations 2010 (SI 2010/659);
Health Protection (Local Authority Powers) Regulations 2010 (SI 2010/657);
Health Protection (Part 2A Orders) Regulations 2010 (SI 2010/658);
Health Protection (Coronavirus) Regulations 2020
The Adoption and Children (Coronavirus) (Amendment) Regulations 2020
The Health Protection (Coronavirus, Restrictions) (England) Regulations 2020

Secondary legislation and regulations:




Human Rights Act 1998;
Freedom of information Act 2000
Data Protection Act 2018

Further information around the legislative framework can be found in Appendix 1

1.7 Funding
Funding has been allocated to Derbyshire County Council to support the development and
implementation of outbreak management plans.
Funding of additional resources will utilising existing funding methods.
Where issues of funding arise the LRF Memorandum of Understanding will be utilised.
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2 . Roles and responsibilities
2.1 Public Health England
Public Health England is a Category One responder under the Civil Contingencies Act
2004. Public Health England provides specialist health protection and public health
microbiology services and ensures that there is coordinated management of incidents
and outbreaks.
Public Health England has the following strategic responsibilities in responding to
COVID-19 incident or outbreak:









PHE East Midlands Health Protection Team (HPT) will act as the lead in
managing outbreaks in care homes and schools in partnership with Directors of
Public Health (DsPH).
PHE East Midlands will lead on the risk assessment and follow up of outbreaks
in complex settings and will take referrals from NHS Test and Trace
Ensure an adaptive approach to reflect DsPH local outbreak control plans where
required.
Work with the Test and Trace Liaison Operational Group to agree criteria for
calling an outbreak control team meeting.
Provide leadership for the Test and Trace Liaison Operational Group
PHE East Midlands will share information on outbreaks identifying vulnerable /
complex groups or setting with DsPH
PHE East Midlands will contribute to local Health Protection Boards, providing
updates on local outbreaks in high risk settings and learning from response
work.
Share surveillance reports

Public Health England has the following operational roles with respect to the plan and
local management of COVID-19 incidents or outbreaks;









Lead the delivery of the health protection response
Initial detection, risk assessment and notification to partner organisations
Establish Outbreak Control Team as required, and chair meetings unless
decided otherwise in liaison with the Director of Public Health
Provide specialist health protection advice
Establish an incident room if required
Liaise with other sources of specialist advice
Agreeing and arranging appropriate public health control measures
Co-ordinate the preparation of an incident report as required
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2.2 Local Authorities
All Local Authorities are Category One responders under the Civil Contingencies Act
2004.

2.2.1 Elected Members
Local Outbreak Engagement Boards will be ensuring governance of the outbreak
management plan and its response. Elected members will be fundamental in the
Boards role to ensure local actions in response to increasing cases and outbreaks of
COVID19 are undertaken. This may include local communications and engagement
with communities or settings, or geographical lock downs. Elected members will
therefore provide a key decision making role within the outbreak plan.

2.2.2 Public Health Authorities (Derbyshire County Council)
Local Authorities in England have a lead role in protecting and improving the health of
the population. The Director of Public Health has a responsibility for the Local Authority
contribution to health protection matters, preparing for and responding to incidents that
present a threat to public health (Department of Health and Social Care, Public Health
England & Local Government Association, 2013).
Public Health Authorities have three key strategic roles in relation to COVID-19
planning, resilience and response;
1.
Leading the public health response locally through Directors of Public Health and
Health Protection Boards, working closely with Public Health England. DPHs will be
responsible for producing the plans as they hold the statutory responsibility for public
health;
2.
Managing the deployment of broader resources and local testing capacity to
swiftly test local people in the event of an outbreak and liaising with the Joint
Biosecurity Centre. This will be done by Chief Executives working through local
emergency planning structures and Local Resilience Forums; and
3.
Providing political oversight of the local delivery of plans, communicating and
engaging with residents and communities through a member-led Board. This can be a
new or existing forum such as a Health and Wellbeing Board or COVID-19 Recovery
Board.
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Directors of Public Health and the Public Health Authority will have the following roles in
the management of COVID-19 incidents and outbreaks:














Lead on scenario planning for how outbreaks are managed in key settings
locally.
Work with the Test and Trace Liaison Operational Group to agree criteria for
calling an outbreak control team meeting.
Chair or participate in outbreak control team meetings where these are required.
Support schools and care homes in their outbreak response where appropriate.
Establish governance processes for test and trace
Lead on the identification of, and scenario planning for high risk places, locations
and communities.
Support high risk locations and communities in outbreak response where
appropriate.
Consider how local action might be taken to support the reduction in spread of
COVID-19, including restrictions on access to premises, or reducing movement.
Mobilising and directing local public health resources available to the Local Authority as
part of the agreed response plan
Provide local surge capacity if required for complex situations
Provide elected members and senior officers with leadership and expertise in
relation to risk, outbreaks and preparedness.
Act as a formal link to the Local Resilience forum, with specific reference to the
testing and care home cells
Ensure links with Community Response Units

2.2.3 Environmental Health in District and Borough and Unitary Local Authorities
Environmental Health departments and the Health and Safety Executive have joint
enforcement responsibilities under the Health and Safety at Work etc. Act 1974 (HSW
Act) dependant on the main activity of the premises concerned. Local authorities
enforce the HSW Act in a significant number of service lead sectors such as offices,
retail, warehouse, leisure, catering premises and residential homes. A full list can be
found at https://www.hse.gov.uk/foi/internalops/og/og-00073-appendix1.htm
Where actions to control an outbreak in a workplace setting enforced by the HSE are
more appropriate under health and safety legislation, Environmental Health will liaise
with the HSE to determine the most appropriate authority to investigate.
Environmental Health Departments have the following strategic responsibilities in
relation to this plan:




Support high risk settings and communities in outbreak response where
appropriate.
Provide elected members and senior officers with leadership and expertise in
relation to risk, outbreaks and preparedness not sure what this means
Determine the most appropriate legislative powers to use based on the
13

circumstances/ location of the outbreak.
Environmental Health will have the following operational roles with respect of this plan
and the management of COVID-19 incidents and outbreaks locally;








Provide specialist advice to the Incident/Outbreak Control Team, or around
individual outbreaks with regard to environmental health hazards;
Carry out investigation and provide support to complex cases
Liaise and report findings of any investigation to DsPH, PHE and HSE.
Provide support and advice to commercial and domestic settings involved in
outbreak responses;
Provide local surge capacity if required for complex situations
Exercise appropriate powers under health protection and/or health and safety
legislation to prevent or limit the spread of infection;
Inspect premises if required.

2.3 NHS England and NHS Improvement
NHS England and NHS Improvement is a Category 1 responder under the Civil
Contingencies Act 2004.
NHS England and NHS Improvement has a remit for the central commissioning of
specialist services, and the development of emergency plans and arrangements as a
co-chair, with DsPH, of the Local Health Resilience Partnerships. NHS England and
NHS Improvement direct commissioning functions (Section 7A public health services,
primary care services, specialised commissioning services, health & justice services
and armed forces and veterans’ health services) are responsible for ensuring that their
contracted providers will deliver an appropriate clinical response to any incident that
threatens the public’s health.

NHS England and NHS Improvement has the following responsibilities in responding to
this plan:



Leading the mobilisation of NHS funded services;
Assuring the capability of the NHS response to the incident or outbreak.

2.4 NHS Clinical Commissioning Groups
Clinical Commissioning Groups are Category Two responders under the Civil
Contingencies Act (2004).
NHS Clinical Commissioning Groups act as the principal local commissioners of NHS
funded acute, community health and primary care services. Clinical Commissioning
Groups are responsible for ensuring that their contracted NHS and other providers
14

(general practice, acute hospital, community health, mental health, out-of-hours etc) will
provide the clinical response to incidents that threaten the health of local population.
In responding to this plan, NHS Clinical Commissioning Groups may be required to:




Authorise assistance as required by a local provider of NHS funded care
Provide support and advice to care providers
Provide infection prevention and control advice and support to the population,
including schools, care homes and high risk settings.

Within Derbyshire County the Clinical Commissioning Group are responsible for the
commissioning of local infection prevention and control. In the event of an outbreak or
incident local infection prevention and control teams will provide support to care settings
with regards to Infection Control management as required, this may include providing
specialist advice, education or training or support to settings. Wider Infection Control
support will be commissioned by the Public Health Authority to support the Test and
Trace process.
2.5 Health service providers
In responding to this plan, health providers may be required to:




Provide assistance as required by a local commissioner including support to care
settings through Primary care networks and schools through school nursing
services
Provide local surge capacity if required for complex situations including the use of sexual
health service providers to support contact tracing processes.

Where support is required from local health providers this will be discussed with the
commissioner of the service, under existing memorandums of understanding, or separate
commissioning arrangements, dependant on scale.
2.6 Health and Safety Executive
The Health and Safety Executive is a Category Two Responder under the Civil
Contingencies Act 2004. Health and Safety Executive and Environmental Health
departments have joint enforcement responsibilities under the Health and Safety at
Work etc. Act 1974 (HSW Act) dependant on the main activity of the premises
concerned. HSE enforce workplaces such health care and nursing homes,
manufacturing, education, agricultural, government buildings, prisons, fairgrounds, and
construction. A full list can be found at https://www.hse.gov.uk/foi/internalops/og/og00073-appendix1.htm
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In relation to this plan the Health and Safety Executive may be required to:





Collaborate with Outbreak Control Teams;
Advise and inspect premises under their enforcement;
Regulate workplace risk assessment processes;
Exercise statutory powers under the Health and Safety at Work etc. Act 1974.

2.7 Care Quality Commission
The Care Quality Commission has an enforcement role in relation to regulated services such as
care settings. The CQC has a responsibility to protect people who use regulated services from
harm and the risk of harm, to ensure they receive health and social care services of an
appropriate standard. This includes holding registered providers and managers to account for
service failings, and enforcement powers in the event of breaches of the regulations.

2.8 Food Standards Agency
The Food Standards Agency (FSA) is responsible for food safety and food hygiene in England,
Wales and Northern Ireland. It works with local authorities to enforce food safety regulations and
its staff work in meat plants to check the standards are being met.
In establishments confirmed to have a cluster of cases or an outbreak of COVID-19 amongst
food handlers, there may be risks introduced as a result of measures taken to control the spread
of COVID-19, for example, where it is necessary for a business to close or reduce operations
quickly due to operatives being unable to work. In such cases the Food Standards Agency
should be notified by the appropriate Local Authority Environmental Health team.
For FSA approved sites the FSA will have additional obligations to protect the health, safety and
wellbeing of its staff delivering official controls or managing service delivery control on our behalf.
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3 Surveillance and detection
3.1 Routine surveillance
Communicable disease surveillance is the continuous monitoring of the frequency
and the distribution of disease, and death, due to infections that can be transmitted from
human to human or from animals, food, water or the environment to humans, and the
monitoring of risk factors for those infections (Public Health England, 2016).
In the relation to the plan, the main sources of COVID-19 surveillance data are:








Statutory notification of infectious diseases by clinicians;
Laboratory reports of infections;
Clinician reporting.
PHE dashboard on COVID-19 case and death rates at ULTA and LTLA levels
Daily LTLA COVID-19 exceedance reports
ONS weekly death registrations
Specific data sharing agreements with local authorities will be drawn up with the
multiagency regional epidemiology and intelligence cell, and the Joint Biosecurity
Centre

3.2 Statutory notification
Statutory notification refers to the systems and processes whereby cases of infectious
and communicable diseases are required to be reported by law to a public health body
for the purpose of surveillance and control. COVID-19 is classified as a notifiable
disease and therefore included within the statutory notification processes.

3.3 Detection of incidents and outbreaks
Detection of outbreaks
As part of the NHS Test and Trace Service individuals experiencing symptoms will be required to
self-isolate for seven days, and undertaking testing through the 119 telephone line. On
identification of a positive test they will be contacted by the NHS Test and Trace Service, which
will ask about their symptoms, ask if they have family or other people living with them, ask if
they need support in self-isolating, ask for the name and contact details of anyone outside their
household they have been in close contact with in the two days before their symptoms started,
and if they work in or have recently visited a setting with other people (such as a school,
workplace or GP’s surgery). The NHS Test and Trace Service will then trace close recent
contacts of anyone who has tested positive for COVID-19, and if necessary notify them that they
must self-isolate.
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The Service will ask if they are experiencing any COVID-19 symptoms, and provide advice on
what the close contact must now do as they have been in contact with someone who has tested
positive for COVID-19. Once available this process will be supported by the NHS Covid-19 app.
Where the contact tracing process identifies a complex case or one involving a high-risk location,
such as where a person who has tested positive for COVID-19 has worked or where the case is
linked to a school, care home or other high risk setting, then the case will be referred to Public
Health England’s regional teams and notified to relevant Public Health team by Public Health
England within 24 hours.
The Derbyshire County Public Health team on notification of an outbreak will work closely with
Public Health England to respond as outlined in the COVID-19 outbreak and communications
plans and supporting standard operating procedures.
The Derbyshire County Public Health team will provide local surge capacity and support the
deployment of resources required for investigation and management of the outbreak, in
conjunction with system partners and the Local Resilience Forum. Under the Local Health
Resilience Forum memorandums of understanding exist to support response to local incidents
and outbreaks as required. Where such memorandums of understanding are required the Health
Protection Board will escalate this through the LRF Tactical Coordination Group.

Detection of Incidents
As well as the detection of outbreaks, surveillance of local data will enable Public Health
England and Local Authorities to ensure oversight of trends in relation to COVID-19 at a
local level through data from the Joint Biosecurity Centre and local intelligence reviewed
at the Joint COVID-19 Health Protection Board and the Local Engagement Boards.
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4 . Activation and escalation
4.1 Triggers
The Outbreak plan sits alongside a wider communications strategy which covers proactive
communications plans to support local COVID-19 prevention.
This plan will be triggered by a COVID-19 incident or outbreak which meets the criteria for
complex and high risk settings as outlined below and referral to Public Health England regional
Health Protection Team. Notifications may be received from a range of sources including via
NHS test and trace, directly to Public Health England regionally Health Protection Team, or via
notification from Local Authority or other system partners. Daily oversight of management and
incidents within the Local Authority will be undertaken by the Test and Trace cell who will work in
conjunction with Public Health England to ensure effective response, early identification of risk
and engagement with wider population and stakeholders.
Complex and high-risk settings will include;
Complex and high-risk settings









Cases where liaison with an educational/childcare setting or employer may be required
Cases who have attended educational/childcare setting while infectious
Cases who have attended work while infectious and who are unable to identify their
contacts who will require follow up
Case living or working in care home/long term care facility or other care facility for those
with complex needs
Cases in those living or working in Prison or other places of detention
Cases in those attending or working in special schools
Cases in those living in homeless hostels or shelters or refuges and similar residential
settings
Cases attending Day care centres for older/vulnerable people

Complex case management









Identified impact on local public sector services or critical national infrastructure due to
high proportion of staff quarantining
Cases or contacts who are unable to comply with restrictions
Likely media or political concerns/interest
Increase in disease frequency or severity that may require further investigation locally
The outbreak has been ongoing despite usual control measures
There has been a death
There are a large number of vulnerable people involved
There are a high number of cases

Cases related to healthcare settings and healthcare workers will be referred to the Derbyshire
Clinical Commissioning Group.
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Figure 1; Outbreak Response:
NHS Test and Trace
Notification of confirmed COVID-19 case
Initial contact tracing including;







Symptoms
Household contacts
Contacts outside household
Contact with high risk settings
Self-isolation support

Direct notification
Notification by
setting or from
whole home testing

Joint Biosecurity Centre
Analysis of data related to
cases, rate and local R
PHE dashboard
COVID-19 exceedance
reports

Public Health England – Regional HPT
(Complex case and those involving high risk settings)
Risk assessment undertaken.
Notification to Local Authority via
ASCH.TestandTrace@derbyshire.gov.uk on date of notification.

Routine incident or
outbreak management
Advice to setting as per
SOPs

Complex case outbreak management
– resource implications, political/media
sensitivity, compliance issues, high risk
Outbreak Control Team or meeting
initiated.

Complex case incident
management – increase
incidence, pattern or cluster
of cases
Outbreak Control Team or
meeting initiated.

Local Authority – Test and Trace cell
Support mobilisation of resources, follow up and support (using
standard operation procedure), lead communications (using
comms plan), link to LRF, analysis of data, facilitate links to;
•
Community response unit – welfare support
•
School health
•
Environmental Health – HSE / FSA as appropriate
•
Infection prevention and control
•
Care home support team
•
Communications
Where additional resource required this will be escalated through
the LRF using existing MOUs.

COVID-19 Health Protection Board – assurance and specialist advice

COVID-19 Local Engagement Board (County) – oversight and decision
making
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LRF SCG – link to
testing cell, Community
response cell, care
home cell
STP – Joined Up Care
Derbyshire

4.2 Activation
If a case involves any of the above criteria the Local Authority will be notified via
ASCH.TestandTrace@derbyshire.gov.uk (Derbyshire County Public Health). Where an urgent
out of hour’s response is required the Local Authority will be notified on the same day the
notification is received by Public Health England. Where an urgent out of hours notifications is
required, this will utilise the usual LRF out of hours processes.

4.3 Initial risk assessment
Initial risk assessment will be undertaken by Public Health England. Following
notification of an incident to the Director of Public Health / Public Health team a joint
decision will be made regarding the level of management required for the incident as
set out in Figure 1.
The decision to establish an Outbreak Control Team (OCT) or meeting must be taken
based on an assessment of the inherent risks by the Consultant in Communicable
Disease Control and relevant Director of Public Health. An Outbreak Control Team or
meeting would be considered in cases requiring complex management as outlined in
Figure 1.
When a decision has been made not to hold an Outbreak Control Team, this decision
will be kept under review. On completion of public health actions around an incident or
outbreak, when 14 days have elapsed with no further cases or on the advice of Public
Health England the date the incident was closed will be recorded. This will be
recorded by the Local Authority Test and Trace team to inform the weekly sit rep to the
Joint COVID-19 Health Protection Board as outlined in the standard agenda (Appendix
11)

4.4 Escalation
Governance of COVID-19 local response will be overseen by the Joint County and City
COVID-19 Health Protection Board, and by individual County and City Local
Engagement Boards. Within the County a newly established Board consisting of
County and Borough and District Elected Leads. Terms of reference can be found in
Appendix 10. Further information on governance arrangements is in Section 11.
A weekly sit rep will be reviewed at the COVID-19 Health Protection Board, this will
include; summary of incident and outbreaks, public health measures, emerging themes,
community transmission rates, and risks (see Appendix 11).
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A summary report will be provided to the County and City Local Engagement Boards on
a weekly basis and shared with the LRF Tactical Coordination Group and JUCD.
Where risks are identified for escalation the report will recommend the holding of the
relevant Elected Member Board within a specified time period. Issues which require
tactical support from the LRF will be escalated to the LRF Tactical Coordination Group.
Escalation processes will take into consideration individual organisations arrangements
for the escalation or risk, for example where the outbreak or incident has implication for
service demand, resource or disruption.
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5. Co-ordination
5.1 Routine incident management
In cases which do not require an outbreak control team or meeting i.e. routine incident or
outbreak management and cases which do not meet the complex case management definition as
outlined in 4.1. The lead for the investigation and assessment of the outbreak or incident will be
Public Health England in the majority of scenario’s. Cases will be managed following national
guidance and Public Health England standard procedures and guidelines.
The Local Authority will work in partnership with Public Health England to provide oversight in
order to seek assurance, provide additional support, coordinate the deployment of resources as
required, and ensure appropriate local communications. This will be lead through the LA Test
and Trace Team. Routine incidents will be notified to the relevant Local Authority as outlined in
Figure 1, on the same day of notification. Notification will include details of the incident, public
health measures put in place, any support required as outlined in Appendix 13. Where
communications support is required on a targeted or population level, the communications plan
will be followed.

5.2 Outbreak Control Teams / Meetings
The principal mechanism for effectively coordinating the multi-agency response to a
communicable disease incident or outbreak is the establishment of an Outbreak
Control Team. Given the scale of COVID-19 response, formal Outbreak Control
Teams may not be feasible or appropriate. Outbreak Control Teams where initiated
will be held as formal Outbreak Control Teams, or as individual meetings to support
the understanding and coordination of an incident or outbreak. The need for such
coordination will be determined by Public Health England and the Director of Public
Health, as outlined in 4.3 following local risk assessment.
During this plan the term Outbreak Control Team will be used as a generic term to
include the formal meeting of PHE and Local Authority Public Health teams to
coordinate incidents or outbreaks. Outbreak Control Teams operate at a tactical level,
coordinating the operational efforts of each partner organisation.
The purpose of the Outbreak Control Team is to agree and coordinate the activities of
the agencies involved, to manage the investigation and control of the outbreak. This
includes assessing the risk to the public’s health, identifying and implementing control
measures and seeking legal advice as required.
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Suggested terms of reference for an Outbreak Control Team are appended to this
document (see Appendix 2; Terms of Reference for Outbreak Control Team), but these
should be reviewed at the first meeting to ensure the aims and objectives are
appropriate to the circumstances. Where an informal arrangement is agreed for the
Outbreak Control Teams or meetings the terms of reference and agenda will be utilised
as a structure for further discussion.
The Outbreak Control Team or outbreak meeting will be chaired by Public Health
England (Consultant in Health Protection, Consultant in Health Protection or a Health
Protection Specialist) unless otherwise agreed by members. Local Authority Directors
of Public Health or their nominated lead may wish to chair meetings where there are
wider implications for local public health or a major contribution from the Local Authority
is required.
The membership of the Outbreak Control Team (OCT) or outbreak meeting will depend
largely on the situation, including the population at risk, the magnitude of the event, the
specialist expertise that may be required, and the assessed level of risk to public health.
Appendix 3 provides a matrix of suggested partner agencies and professional roles
for a range of outbreak and incident scenarios.

5.3 Strategic Management
Where incidents are defined as requiring “complex case management” as outlined in
section 4.1 details will be shared with the appropriate Local Authority on the same day
notification is received with Public Health England. In order to ensure elected member
oversight, members of the appropriate Local Engagement Board will be provided with a
briefing within 24 hours. The Local Resilience Forum Tactical Coordination Group will
also be informed, where incidents have the potential for implications for wider system
partners or there are specific requests for surge capacity.

5.4 Arrangements for cross-border incidents or outbreaks
In the event that an outbreak or incident involving more than one Local Authority
administrative boundary, Public Health England will take the lead role, with
representation from each of the affected Local Authorities as required. In order to
facilitate planning and response across Local Authority areas Directors of Public Health
will ensure local representation at PHE Operational liaison group and regional analyst
cell meetings.
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6 Dynamic risk assessment
6.1 Gathering information
Risk assessment underpins decision making during incidents and emergencies.
Effective risk assessment relies on timely and accurate information being made
available. In routine outbreaks and incidents initial risk assessment will be undertaken
by Public Health England, with additional support provided by the Test and Trace Team
and wider Environmental Health Support. Standard operating procedures within Public
Health England will be utilised. Incidents may require continued case management,
where there is an evolving situation. In such instances information may be more
complex or uncertainty regarding information may be high. It is essential to utilise
information from a range of organisations and professionals. The Local Authority Test
and Trace team will provide or coordinate engagement from multiple partners, utilising
the COVID-19 Outbreak Plan and associated Communications Plan. In cases requiring
complex case management an outbreak control team or meeting may be considered to
facilitate the sharing and gathering of information.

Essential information for undertaking a risk assessment will include:








Background information relating to the outbreak;
A timeline of events;
Current clinical information about the case(s);
Epidemiological information about the disease or infection;
Microbiological information about the known/probable infectious agent;
Clinical or public health guidelines for treatment and prevention;
The political, economic, social, technical, environmental, legal and industrial context.

6.2 Dynamic risk assessment model
The use of a single common risk assessment model can make risk evaluation more
consistent and objective. In standard outbreaks or incidents risk will be assessed using
the appropriate PHE standard operating procedure checklist.
In the case of complex case management, dynamic risk assessment is required due to
changing information or intelligence –often by different professional colleagues. The
risk assessment model to be used examines Severity, Spread, Uncertainty, Control
measures and Context. The Risk Assessment Model to be used can be found in
Appendix 8. As outlined above this process will utilise the Test and Trace Team within
Local Authorities and wider partners working in partnership with PHE.
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7 Investigation
7.1 Confirmation of diagnoses
Cases can be diagnosed clinically and/or identified/confirmed through laboratory
investigations. In relation to COVID-19 cases will be identified using the case definitions
below. Test and Trace processes utilise confirmed case definitions only.

7.2 Case definitions
In an outbreak investigation, a case definition provides the inclusion criteria for cases
in subsequent epidemiological studies.
Confirmed case: laboratory positive case of COVID-19 with or without symptoms
Suspected case: new continuous cough or high temperature or a loss of, or change in, normal
sense of taste or smell (anosmia)
Contact definitions
A ‘contact’ is a person who has been close to someone who has tested positive for COVID-19
whilst they were infectious (see ‘Infectious Period’ below). The following criteria should be
used when defining a contact of a case:
i.

Direct close contacts: Direct face to face to face contact with a case for any length of time,
including being coughed on or talked to. This will also include exposure within 1 metre for 1
minute or longer

ii.

Proximity contacts: Extended close contact (within 1-2m for more than 15 minutes) with a
case

iii.

Travelled in a small vehicle with a case

None residential setting
Cluster definition
Two or more confirmed cases of COVID-19 among individuals associated with a specific setting
with onset dates within 14 days

Outbreak definition
Two or more confirmed cases of COVID-19 among individuals associated with a specific setting
with onset dates within 14 days
AND ONE OF:
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Identified direct exposure between at least two of the confirmed cases in that setting (e.g. within
2 metres for >15 minutes) during the infectious period of the putative index case
OR
(when there is no sustained community transmission or equivalent JBC risk level) - absence of
alternative source of infection outside the setting for initially identified cases.

Residential setting
Outbreak definition
Two or more confirmed cases of COVID-19 OR clinically suspected cases of COVDI-19 among
individuals associated with a specific setting with onset dates within 14 days
NB. If there is a single laboratory confirmed case, this would initiate further investigation and risk
assessment.

7.3 Case finding

Case finding is the process of identifying people that meet the case definition within the
population at risk.
Initial cases may be identified through a number of routes, including the NHS Test and
Trace Service, through directly reporting to Public Health England regional Health
Protection Team, or via other local intelligence shared with Local Authority Test and
Trace teams. Cases not reported to PHE will be advised to report to PHE ideally via
telephone to the Incident Control Centre on 0344 225 4524 or
ICC.Eastmidlands@phe.gov.uk
Cases identified through NHS Test and Trace Service as meeting the complex case or
one involving a high-risk location, will be referred to Public Health England’s regional
teams and the Derbyshire County Public Health team. Initial risk assessment and case
contact will be undertaken by Public Health England.

7.4 Contact tracing
The NHS test and trace service aims to ensure that anyone who develops symptoms of
coronavirus (COVID-19) can quickly be tested and ensure the identification of
asymptomatic cases within the NHS and social care workforce. The contacts of anyone
who has tested positive can then be advised to self-isolate in order to reduce the
onward spread of the virus. The process of contact tracing will allow the identification
and monitoring of COVID-19 both locally and nationally.
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Contact tracing will be undertaken by NHS Test and Trace and then referred to Public
Health England for further management. Where risk assessment identifies the need for
additional resource to undertake enhanced surveillance or dynamic risk assessment,
this will be requested from the Local Authority using the contact methods outlined, and
will utilise the resource within the Test and Trace Team, LA Environmental Health and
wider partners as appropriate.
Surge capacity
Initial contact tracing will be undertaken by the NHS test and trace service, and referred
to Public Health England where cases are identified as meeting the criteria for complex
cases or requiring complex case management.
Where further specialist surge capacity is required to undertake enhanced surveillance,
dynamic risk assessment or specialist advice, this will utilise Public Health
Commissioned Services – e.g. integrated sexual health services and 0-19 services.
Where demand for contact tracing exceeds capacity within Public Health England, this
will be escalated to Local Authority Public Health teams. Local Authority Public Health
and stakeholders under the direction of Local Authority Public Health will provide
contact tracing capacity in conjunction with Public Health England, utilising existing
skilled workforce within the department, dependant on the nature of support required.
Contact tracing undertaken will follow the Standard Operating Procedures of Public
Health England in all circumstances.

7.5 Screening and Testing
Screening is the systematic process of testing otherwise healthy individuals for early
signs of disease (thus facilitating secondary prevention) or the presence of risk factors
which may lead to the disease (allowing primary prevention).
Testing is the process of offering a diagnostic test to either symptomatic or
asymptomatic individuals to identify the presence of infection. Rapid testing is an
essential component of test and trace to enable early identification.
Testing of asymptomatic high-risk contacts may be advised in some circumstances.
This may involve referring individuals to local testing sites and the potential scaling up of
capacity, or in some circumstances the undertaking of on-site testing to be offered
within the community. In these circumstances existing local process for testing will
utilised, using existing testing sites, mobile testing units and where necessary
community testing teams. The decision to increase testing would be referred to the LRF
Testing Cell via the LRF Tactical Group. Appendix 16 provides further detail of current
local testing capacity and testing options, including the use of mobile testing units.
Where cases occur within a care setting, these will be shared with the whole care home
testing service to support the prioritisation of whole home testing.
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In order to ensure access to rapid testing which meets the needs of the population, data
on community transmission rates and outbreak trends will be shared with the LRF
Testing Cell to inform decisions around testing capacity and site location.

7.6 Enhanced surveillance
Enhanced surveillance is any system which is put in place to gather additional
information about cases and contacts not routinely submitted as part of the formal
statutory notification process. Enhanced surveillance systems may include the
development of surveys, trawling questionnaires designed to find cases meeting the
agreed definition for the outbreak or assessment of settings. Where enhanced
surveillance is deemed to be required, Public Health England will work in collaboration
with the LA Test and Trace teams and or local Environmental Health or IPC coordinated
by the Local Authority.
7.7. Descriptive Epidemiology
Descriptive Epidemiology includes: number of cases in line with case definition; epidemic
curve; description of key characteristics including gender, geographic spread, pertinent risk
factors; severity; hypothesis generated
Basic descriptive epidemiology is essential and should be reviewed at each OCT meeting.
Sometimes descriptive epidemiology might be sufficient to take action. The following are the
types of information that should be gathered:





Review initial information and establish the number of probable and confirmed cases based
on the agreed case definition
Describe the outbreak in terms of person (e.g. age, sex, ethnicity or other relevant factors),
time (preferably onset date) and place (geographical distribution of cases)
Conduct in-depth interviews with initial cases to establish any common factors such as places
visited or foods consumed
Form preliminary hypotheses based on descriptive epidemiology and interviews with cases

Standard Operating procedures will be utilised to assist the process of establishing
descriptive epidemiology, undertaken by Public Health England. Where required the
support will be provided by Local Authority teams working in collaboration with Public
Health England.
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8 Public health control measures
8.1 Interventions
Interventions which may be considered in response to a COVID-19 outbreak or incident
including:






Public information;
Enhanced hygiene;
Restriction of movement;
Restriction of access;
Decontamination;

Enacting of control measures may require multi-stakeholder support. The mobilising of
such controls will be coordinated by Local Authority Test and Trace Team. Measures
such as restriction of movement including restriction of movement or restriction of
access e.g. closure of settings, will require local elected member approval and would
be escalated to the respective Local Engagement Board.

8.2 Public information
The provision of advice and information to the public is a core function of COVID-19
Outbreak Management. The Derbyshire County COVID-19 Communications Plan
outlines a range of proactive and reactive public information mechanisms, utilising
appropriate communication channels, in order to support and prevent the
management of COVID-19 outbreaks. The plan pays particular reference to
communication to vulnerable groups within the community.

8.3 Enhanced hygiene / cleaning
Enhanced hygiene, is a key element of COVID-19 prevention. Mechanisms for the
continued promotion of hand hygiene messaging is a key element of the associated
communications plan. In the case of outbreaks or incidents, direct communications
may also be required with cases and their contacts in order to reduce spread, this
would include catch it bin it kill it, cough hygiene and hand hygiene messaging .
Infection control support from either the Test and Trace team or Community IPC will
also support settings to assess and implement enhanced hygiene measures.
Enhanced cleaning, can support the reduction of COVID-19 within the environment,
particularly with respect to high touch points. Guidance is available nationally to support
advice around cleaning for none health care settings and schools. Where settings
required additional assessment, advice and support this will utilise the Test and Trace
team, Environmental Health or Community IPC team, dependant on the setting .
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The Health Protection (Local Authority Powers) Regulations 2010 allow Local Authorities
to make arrangements to disinfect items or premises upon the request made by the
owner or custodian. A Part 2A order may be required where decontamination is required
but consent is not forthcoming.
8.4 Restriction of movement
Restriction of an individual’s movements for the prevention of transmission of
COVID-19 has been used in the form of individual and household isolation and England
wide lockdowns.
Test and trace uses the isolation of positive COVID-19 cases and identified contacts to
reduce the transmission of COVID-19. This is largely reliant on public reporting of
symptoms and engagement in the test and trace process. The associated
communications plans, addresses mechanisms to engage the local population in the
merits of isolation as a measure to reduce disease spread.
In exceptional circumstances where there is a risk to the population and an individual
refuses to comply with isolation, the Coronavirus Act 2020 may be utilised. The
measures under Schedule 21 of the Coronavirus Act 2020 provide for the detention,
isolation and the screening of potentially infectious persons also allowing for the
imposition of restrictions and requirements to such persons. The provisions under
Paragraph 6 confer powers on public health officers to require persons to go to suitable
place to undergo screening and assessment where they reasonably suspect the person
has or may have coronavirus, or has been in an infected area within the 14 days
preceding that time. Additional information can be found at:
http://www.legislation.gov.uk/ukpga/2020/7/schedule/21/enacted
The Coronavirus Act 2020 (“the Act”) provides Public Health Officers (PHO) with powers
to control the spread of COVID-19 in the UK. Public Health England (PHE) has
designated PHOs that are supporting LRFs and other local partners with advice and
assessments on exercising these powers. For the East Midlands, we have 3 designated
PHO’s that are available in hours. The PHO will require named individuals to exercise
the powers as outlined in Appendix 7; Coronavirus Act 2020 Working Group. The group
includes a CCDC (Consultant of Communicable Disease Control), Local Resilience
Forums colleagues and other local partners (NHS, local authority, Police, care homes,
hostel providers) working to PHE guidance on advice and assessments on exercising
powers to control the spread of COVID-19 in the UK.
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The group will help with identification of situations, people and processes to support the
Public Health Officers (PHO) in enacting this act. PHE have created a process on an
action card that details the powers available to the PHO and how situations should be
escalated to them (see Appendix 7).
Population level restriction of movement
In the event of local rises in infection and transmission rates despite previous actions,
measures which restrict or advice around limitation of movement on a population level
may be considered. In these circumstances the evidence would be reviewed as part of
the COVID-19 Health Protection Board and escalated to the respective Local
Engagement Board. Consideration to implement restriction of advice around the
limitation of movement must consider the wider impact, see 8.8 Ethical issues.
Decisions to utilise such measures would require sign off by the Local Engagement
Board and utilise local arrangements for activation of the Coronavirus Act, via the
Coronavirus Working Group (see Appendix 7). Any restriction of movement will be
escalated to Local Resilience Forum Strategic Coordination Group. This may also take
the form of advice to reduce movement or reduce population level contact.

8.5 Restriction of access
In contrast to the restriction of the movements of individuals, restrictions can also be
placed on the access to certain premises or things under the health protection
regulations, specifically:





Requirements to keep infectious children away from school;
Requests for cooperation for health protection purposes where employees are
asked to refrain from attending work (in the case of food handlers etc.);
Part 2A orders which can be made in relation to premises or things to prevent or
limit access and therefore exposure to health hazards.
Closure of premises to ensure the implementation of measures under the Health
and Safety at work

The following measures would be discussed in partnership with Public Health England,
and the appropriate enforcing body. Restriction of access may also include measures
to reduce footfall to premises such as closure of visitors to care settings.

8.6 Vaccination
At present there is no effective vaccination against COVID-19.

8.7 Prophylaxis
At present there is no available evidenced prophylaxis treatment for COVID 19.
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8.8 Ethical issues
The vast majority of cases where the behaviour of a person, or group of people, is
putting the health of others at risk can be effectively dealt with through advice and
support to the person concerned or, where necessary, to those people who are
responsible for that person’s conduct or care. Most people will comply without the need
for compulsion. Only when advice and support fail to alter the behaviour that puts the
health of others at risk should legal health protection measures be considered.
Powers which impose restrictions or requirements must be used in a way that is
proportionate to the risk to human health posed by a health threat in particular
circumstances. They should only be used once a critical assessment of the available
options to achieve the health protection outcome has concluded that other options can
be discounted. This may be because voluntary cooperation is not forthcoming or has
failed, because other options are not practical, or because there are good reasons to
believe that they will not work. In effect, these health protection powers should be the
lowest level necessary to achieve the required health protection benefit.
The Nuffield Council1 ladder of interventions provides a good ethical framework for
considering appropriate and proportionate responses. It is summarised with health
protection examples in the following table.
Option
Eliminate choice

Restrict choice

Guide
choice
through
disincentive
s
Guide
choice
through
incentives

Description
Regulate in such a
way as to entirely
eliminate choice.
Regulate in such a
way as to restrict the
options available for
people with the aim
of protecting them.
Fiscal or other
disincentives can be
put in place to
influence people not
to pursue certain
activities. can
Regulations
be offered that
guide choices by
fiscal and other
incentives.

Example interventions
Compulsory isolation of patients;
quarantine of contacts; curfews.
Removal of food product
lines from the market; restrict
travel without necessary
vaccinations; restrict access
to locations; cancel events.
Penalties and prosecutions for
breaches of environmental
health and safety.

Offer incentives to support
attendance at mass
screening of exposed
contacts.

1

The Nuffield Council on Bioethics is an independent body that examines and reports on ethical issues in biology and
medicine. The Council has achieved an international reputation for advising policy makers and stimulating debate in
bioethics
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Guide choices
through
changing the
default policy
Enable choice

For example,
providing chips as a
standard side dish
with healthier
options
available.
Enable individuals
to change their
behaviours.

Provide
informatio
n

Inform or educate
the public.

Do nothing
or simply
monitor the
situation

Conservative approach.

Opt-out policy for routine
scheduled vaccinations or
consent for mass screening
of exposed contacts.
Compensation; access to
post-exposure prophylaxis;
catch up vaccination clinics;
provision of Personal
Protective
Equipment.
Mass
media
campaigns;
social marketing; helplines;
public health advice; brief
interventions.
Enhanced
or routine surveillance.

Adapted from the Nuffield intervention ladder (Nuffield Council on Bioethics, 2007).
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9 Communications
9.1 Lead role
The Derbyshire County Council communications teams will undertake the lead role for
communications when responding to COVID-19 outbreaks or incidents locally. This will
be done in association with Public Health England communications recognising their
specific expertise and to ensure consistency of messaging across the region.
The communications lead role will work with partner organisations and other agencies
to coordinate consistent messaging. A separate communications plan provides further
detail to the implementation of proactive and reactive messaging.
Where an Outbreak Control meeting is convened the communications lead and
coordination of all press and media issues raised in relation to the incident or outbreak
will be agreed at the meeting.

Key responsibilities in responding to a communicable disease incident or outbreak
include:











Agreeing initial reactive statements
Briefing the Outbreak Control Team on levels of media interest, in terms of both
traditional channels and social media;
Advising the Outbreak Control Team on issues relating to public information,
especially in the communication of risk;
Leading the development of a media strategy if required;
Developing and agreeing proactive media briefs/press releases as requested by the
Outbreak Control Team;
Helping to prepare and brief nominated spokespersons in advance of interviews
and press conferences;
Ensuring comprehensive, accurate and timely communications with internal and
external stakeholders and advising on the most effective media channels and
messages;
Liaising with communication leads from other organisations (e.g. NHS England and
NHS Improvement and Local Authorities);
Monitoring of social media outlets.
Ensure the appropriate of messaging taking into account the needs of the local
population.

In some scenarios, it may be more appropriate for other agencies to undertake a lead
role and this should be determined when agreeing the Terms of Reference for the
Outbreak Control Team at the first meeting and then reviewed as required.
Spokespersons should be identified as appropriate to the nature of the incident, the
degree of salience required for the message and the relevance to the target audience.
This could be someone from the lead organisation or other agency, but they should be
briefed by the communications lead to jointly agreed lines.
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9.2 Communication with cases/patients
Direct communication with cases/patients during the incident will be undertaken by
Public Health England in the first instance with support and surge capacity being
offered by Environmental Health teams, or wider stakeholder support as appropriate
under the direction of the Director of Public Health.

A record of all case/patient level communications will be recorded within Public Health
England and should follow standard operating procedures. Records relating to
cases/patients will be managed in line with the PHE and relevant organisational
guideline on maintaining security of patient information and the retention and disposal
of patient data.

Data protection impact assessments will underpin data storage, sharing and handling. See
Appendix 9 for general principles.

9.3 Communication with contacts
Contacts of cases/patients will be contacted by Public Health England in the first
instance with support and surge capacity being offered by Environmental Health
teams, or wider stakeholder support as appropriate under the direction of the Director
of Public Health. Communications with contacts will follow standard operating
procedures. Data protection impact assessments will underpin data storage, sharing
and handling. See Appendix 9 for general principles.

9.4 Communication with the general public/working with the press and media
Communication with the public and local press and media is outlined in more detail in
the associated COVID-19 communications plan.

9.5 Communicating with other stakeholders
Key stakeholders not attending the Outbreak Control Team may have an interest in the
situation and require confidential briefing (e.g. PHE Deputy, Centre and Regional
Directors, elected members). Where an outbreak control team is convened
communications to stakeholder organisations should be agreed as part of the meeting.
Communications routes and appropriate stakeholders are provided in more detail in the
associated COVID-19 communications plan.
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10 Standing down / assurance
10.1

Finalising the response

In the case of incidents and outbreaks requiring standard case management, cases will
be closed following completion of actions and a period of 14 days with no further cases
identified.
Where an Outbreak Control Team or meeting was held, for example in the management
of complex cases, the decision to finalise the response and stand down special
management arrangements will be based on the same dynamic risk assessment as the
activation and escalation of the arrangements. In such instances the decision to stand
down the response will be communicated with all partners and stakeholders involved in
the incidence, including the rationale for the decision and any triggers for reactivating
the response. This may include the provision of information to the public as
appropriate.
10.2

Documentation

Where Outbreak Control Teams or meetings have been undertaken all relevant
information pertaining to the response will collated in a consistent and intuitive way. This
will include:










Agreed Terms of Reference for the Outbreak Control Team;
Agenda and minutes from the Outbreak Control Team meetings;
Risk register (where used - showing no unmet risks);
Action plans (showing no outstanding actions);
Investigation protocols;
Media strategy;
Proactive briefings and reactive lines agreed;
Letters and correspondence sent out to cases/contacts/clinicians/others;
Individual and summary results of epidemiological/microbiological/ environmental
investigations; and
 Copies of Part 2A Orders (if made) and their respective applications.
In the case of cases requiring routine case management this will be stored in
accordance with PHE usual practices.

10.3

Debriefing and lessons learnt

Lessons learnt following incidents and outbreaks should be collated and discussed as
part of the COVID-19 Health Protection Board. In the case of complex cases a formal
debrief may be undertaken. This should be should be clearly agreed collectively by the
OCT. Lessons identified throughout the response will be reported to the COVID-19
Health Protection Board and shared with the LRF.
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Structured/constructured/constructive debriefing may be facilitated by Public Health
England or through processes established as part of the Local Resilience Forum.
LHRPs will maintain oversight of lessons learnt from health protection response incident
and post incident debrief reports and subsequent lesson management and progress will
be reviewed by LHRPs, as per usual processes.
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11. Governance
Governance for the outbreak management plan will sit with Local Public Health Authorities and
District and Boroughs. These governance arrangements include;
1)
COVID-19 Health Protection Board- Provide oversight of the outbreak management plan
and communications plan, seek assurance of the response to outbreak and incidents and provide
specialist advice and
2)
Local Outbreak Engagement Board- Provide political ownership and public-facing
engagement and communication for outbreak response.

Figure 3; Derbyshire Test and Trace Governance Structure
COVID-19 Local Engagement Boards

HWBs

LRF SCG
LRF TCG

Joint COVID-19 Health Protection Board

LRF sub groups
Test and Trace Implementation Group

COVID-19 Local Engagement Board
Local Outbreak Engagement Boards within the County and City will act as a decision making
board in the event of increasing cases and outbreaks of COVID-19. Due to the role of the
Boards in ensuring rapid decision making these will be managed as separate County and City
Boards. Decision making will need to be rapid in many instances and will have a key role in
communication and engagement with communities.

Derbyshire County - Within Derbyshire County the Local Engagement Board will take the form
of a new Board consisting of political representation from both District and Borough and County
Council. The Board will have the following core membership:










Leader of the Council
Lead of each Borough and District Council
Cabinet Member for Health
Cabinet Member for Children and Young People
Cabinet Member for Adults
Chief Executive of the Council
Director of Public Health
Chief Officer, Derby and Derbyshire CCG
Communications lead

Wider membership will be co-opted depending upon the nature and complexity of the incident or
outbreak including Police, Environmental Health, Legal, and NHS provider officers, or wider
elected member representation.
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Joint COVID-19 Health Protection Board
The COVID-19 Health Protection Board will seek to protect the health of the population of
Derbyshire County and City by;








Providing oversight of the outbreak management plan and communications plan
Seek assurance of the response to outbreak and incidents
Ensure oversight of data sources to support early identification and proactive management
Ensure effective communication with stakeholders and the public
Ensure effective links to wider system response including Local Resilience Forum and
Sustainable Transformation Partnership
Provide the specialist analysis of the local situation and local expert advice.
Identify and escalate risk to Health and Wellbeing Board

The Board will formally report to the Local Engagement Boards of both County and City.
The Board will report into the LRF structure. Where required the Board will work closely with the
LRF to support the delivery of the outbreak plan with regards elements including but not limited
to; joint communications, mobilisation of testing, escalation of specific issues that lie within a
partners specific remit.
The Board is an extension of the statutory Health Protection Board and will therefore report into
both the County and City Health and Wellbeing Boards.
The Board will link strategically as required into wider system groups including, Joined Up Care
Derbyshire (Sustainability and Transformation Partnership). Terms of reference for the COVID19 Health Protection Board can be found in Appendix 10.
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Appendix 1 Legislative framework

Legislation and Regulations related to the roles and responsibilities involved in the
management of a communicable disease outbreak or incident are:

Public Health Authorities legislative framework
Under the Health and Social Care Act 2012 the Secretary of State has a duty to protect
the health of the population and carry out activities as described in the Health Protection
Agency Act (2003). In practice these functions are primarily carried out by Public
Health England and include:




The protection of the community against infectious disease and other dangers to
health
The prevention of the spread of infectious disease
The provision of assistance to any other person who exercises functions in
relation to above.

Under the Health and Social Care Act 2012, DPH in a UTLA has a duty to prepare for
and lead the LA public health response to incidents that present a threat to the public’s
health. Under mutual aid arrangements to be defined, this collaborative arrangement
creates a shared responsibility between the LAs and the HPT in dealing with COVID-19
outbreaks. In practice the LAs and the HPT will work closely together to deliver the duty
to collaborate as part of a single public health system to deliver effective control and
management of COVID-19 outbreaks.
The majority of statutory responsibilities, duties and powers significant in the handling
and investigation of an outbreak lie with the Local Authority.
Directors of Public Health (DsPH) are employed by local authorities and responsible for
the exercise of local authorities’ public health functions. DsPH also have a broader
assurance role, designed to assure the responsible local authority and health and social
care system via local Health and Wellbeing Boards that appropriate arrangements are
in place across the whole range of health protection functions.
Under the Local Authorities (Public Health Functions and Entry to Premises by Local
Healthwatch Representatives) Regulations 2013 Public Health Authorities have a
statutory duty to carry out certain aspects of the Secretary of State’s duty to take steps
to protect the health of the people of England from hazards, and to prevent as far as
possible those threats emerging in the first place. In particular, regulation 8 requires that
they promote the preparation of health protection arrangements by “relevant bodies”
and “responsible persons”, as defined in the regulations.
Under the Care Act 2014, Local Authorities have responsibilities to safeguard adults in
its area. LAs responsibilities for adult social care include the provision of support and
personal care (as opposed to treatment) to meet needs arising from illness, disability or
old age.
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NHS legislative framework
Under section 252A of the NHS Act 2006, NHS England and NHS Improvement is
responsible for (a) ensuring that clinical commissioning groups and providers of NHS
funded services are prepared for emergencies, (b) monitoring their compliance with
their duties in relation to emergency preparedness and (c) facilitating coordinated
responses to such emergencies by clinical commissioning groups and providers.
Under the Health and Social Care Act 2012, CCGs have responsibility to provide
services to reasonably meet health needs and power to provide services for prevention,
diagnosis and treatment of illness.
Medical practitioners have a statutory duty to notify suspected and confirmed cases of
notifiable diseases to PHE, under the Health Protection (Notification) Regulations 2010
and the Health Protection (Notification) Regulations 2020. PHE will also work with LAs
on communication to specific settings (e.g. care homes, schools, workplaces) to ensure
that notification of outbreaks occurs in a timely fashion.
The Health and Social Care Act 2012 also amends section 253 of the NHS Act 2006
(see section 47 of the 2012 Act), so as to extend the Secretary of State’s powers of
direction in an emergency to cover an NHS body other than a local health board (this
will include NHS England and NHS Improvement and clinical commissioning groups);
the National Institute for health and Clinical Excellence; the Health and Social Care
Information Centre; anybody or person, and any provider of NHS or public health
services under the Act.

General Powers in relation to Disease Control
The basic local authority duties and powers in the control of disease are set out in the Public Health
(Control of Disease) Act 1984 as amended and Regulations made under it in 2010.
The Regulations are the following (each made under section 45C of the Act)




Health Protection (Local Authority Powers) Regulations 2010
Health Protection (Part 2A Orders) Regulations 2010
Health Protection (Notification) Regulations 2010

These Regulations set out the role of local authorities within the disease control system and in
particular the Local Authority Powers Regulations set out the specific powers given to local
authorities.
The 1984 Act defines a local authority in a two tier area as being the District Council (s1(1)(a) and
(b)). Although the term "local authority" is not defined within the Regulations, by virtue of section
11 of the Interpretation Act 1978 the term when used in the Regulations will have the same
meaning given to it in the Act. All these powers are therefore District Council powers.

Powers exercisable directly
The following powers under the Health Protection (Local Authority Powers) Regulations 2010 are
exercisable directly by the District Council or Unitary Authority without a court order.
(a) Regulation 2 – power to require a parent to keep their child away from a school
44

(b) Regulation 3 – power to require that a headteacher provides it with a list of the names,
addresses and contact telephone numbers for all the pupils of that school, or such group
of pupils attending that school as the Council may specify
(c) Regulation 4 – power to disinfect or decontaminate, or cause to be disinfected or
decontaminated, a thing where requested to do so by the owner.
(d) Regulation 5 – power to disinfect or decontaminate, or cause to be disinfected or
decontaminated, a thing where requested to do so by a person with custody or control
of it
(e) Regulation 6 – power to disinfect or decontaminate, or cause to be disinfected or
decontaminated, premises where requested to do so by the owner
(f) Regulation 7 – power to disinfect or decontaminate, or cause to be disinfected or
decontaminated, premises where requested to do so by the tenant.
(g) Regulation 8 - request that the person or group of persons do, or refrain from doing,
anything for the purpose of preventing, protecting against, controlling or providing a
public health response to the incidence or spread of infection or contamination which
presents or could present significant harm to human health.
(h) Regulation 9 – power to serve a notice prohibiting any person from having
contact with a dead body
(i) Regulation 10 – power to serve a notice prohibiting any person from entering
a room in which a dead body is located.
(j) Regulation 11 – power to relocate, or cause to be relocated, a dead body to a
place where the Council considers that the risk of the dead body infecting or
contaminating people is reduced or removed.

Powers exercisable through the court

Under Part 2A of the 1984 Act and the Health Protection (Part 2A Orders) Regulations
2010 a Justice of the Peace on application by a District Council or Unitary Authority can
make a number of orders in relation to a person (P) as follows:(a) that P submit to medical examination;
(b) that P be removed to a hospital or other suitable establishment;
(c) that P be detained in a hospital or other suitable establishment;
(d) that P be kept in isolation or quarantine;
(e) that P be disinfected or decontaminated;
(f) that P wear protective clothing;
(g) that P provide information or answer questions about P's health or other
circumstances;
(h) that P's health be monitored and the results reported;
(i) that P attend training or advice sessions on how to reduce the risk of infecting
or contaminating others;
(j) that P be subject to restrictions on where P goes or with whom P has contact;
(k) that P abstain from working or trading;
(l) that P provide information or answer questions about P's health or other
circumstances (including, in particular, information or questions about the identity
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of a related party).

An order under the above paragraph may also order a person with parental
responsibility for P to secure that P submits to or complies with the restrictions or
requirements imposed by the order.

A Justice of the Peace may also on application by a District Council or Unitary Authority
can make a number of orders in relation to things as follows:(a)

that the thing be seized or retained;

(b)

that the thing be kept in isolation or quarantine;

(c)

that the thing be disinfected or decontaminated;

(d)

in the case of a dead body, that the body be buried or cremated;

(e)

in any other case, that the thing be destroyed or disposed of;

(f) the owner of the thing, or any person who has or has had custody or control
of the thing, provides information or answers questions about the thing
(including, in particular, information or questions about where the thing has been
or about the identity of any related person or the whereabouts of any related
thing).
A Justice of the Peace may also on application by a District Council or a Unitary
Authority can make a number of orders in relation to premises as follows:(a)

that the premises be closed;

(b) that, in the case of a conveyance or movable structure, the conveyance or
structure be detained;
(c)

that the premises be disinfected or decontaminated;

(d) that, in the case of a building, conveyance or structure, the premises be
destroyed;
(e)
that the owner or any occupier of the premises provides information or
answers questions about the premises (including, in particular, information about
the identity of any related person or the whereabouts of any related thing).

The powers in paragraphs 13 to 17 include power to make an order in relation to a
group of persons, things or premises.

A Part 2A order may include, in addition to the above restrictions or requirements, such
other restrictions or requirements as the justice considers necessary for the purpose of
reducing or removing the risk in question.

In order for the Justice of the Peace to make an order they must be satisfied of a
number of matters including that there is infection or contamination, that it presents or
could present significant harm to human health, that there is a risk of onward
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contamination or infection and that it is necessary to make the order to remove or
reduce that risk.

Specific Coronavirus Powers
In addition to the above general Disease Control powers a number of powers have
been created specifically by the Coronavirus Act and Coronavirus Regulations. This
includes enforcement powers for local government under the Health Protection
(Coronavirus, Restrictions) Regulations 2020 in relation to the carrying out of certain
specified businesses. District and Borough Councils and Unitary Authorities also have
powers to enforce certain provisions of the Health and Safety at Work etc Act 1974
which may extend to issues such as social distancing in workplaces.

Educational institutions and child care premises;
Schedule 16 to the Coronavirus Act 2020 gives powers to the Secretary of State to
direct the temporary closure of schools and other educational institutions and child care
premises. However, the Secretary of State may also authorise the County Council to
exercise any of the Secretary of State's functions in relation to one or more of the
following—
(a)

a registered childcare provider in the local authority's area;

(b)

a school in its area;

(c)

a 16 to 19 Academy in its area.

A school includes an Academy (including an alternative provision Academy.

Potentially Infectious Persons
Schedule 21 contains a number of complex powers that can be exercised in relation to
potentially infected persons. A person is potentially infected at any time if (a) the
person is or may be infected or contaminated with coronavirus and there is a risk that
the person might infect or contaminate others with coronavirus, or (b) the person has
been in an infected area within the 14 days preceding that time.

The powers are split into 3 groups
The first group is powers to direct or remove persons to a place suitable for screening
and assessment. This includes power to
(a) direct the person to go immediately to a place specified in the direction which
is suitable for screening and assessment,
(b) remove the person to a place suitable for screening and assessment, or

(c) request a constable to remove the person to a place suitable for screening
and assessment (and the constable may then do so).
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The second group is powers exercisable at a screening and assessment place. This
includes powers to:(a)
require the person to remain at the place for screening and assessment
purposes for a period not exceeding 48 hours;
(b)

require the person to be screened and assessed;

(c)
require a biological sample or to allow a healthcare professional to take a
biological sample by appropriate means; or
(d)
require a person to answer questions and provide information about their health
or other relevant matters (including their travel history and other individuals with whom
they may have had contact).

The third group is powers exercisable after assessment. This includes powers to
require a person:(a) to provide information;
(b) to provide details by which the person may be contacted during a specified
period;
(c) to go for the purposes of further screening and assessment to a specified
place suitable for those purposes
(d) to remain at a specified place (which may be a place suitable for screening
and assessment) for a specified period;
(e) to remain at a specified place in isolation from others for a specified period.

It also includes powers to impose restrictions, for a specified period, on:(a) the person’s movements or travel (within or outside the United Kingdom);
(c) the person’s activities (including their work or business activities);
(b) the person’s contact with other persons or with other specified persons.

The powers under the Act are conferred on Public Health Officers constables and
immigration officers. For these purposes a Public Health Officer is either (i) an officer of
the Secretary of State designated by the Secretary of State for any or all of the
purposes of this Schedule, or (ii) a registered public health consultant so designated.
Therefore before an officer of any Council could exercise any of the powers under the
Act they would have to be a registered public health consultant and be designated by
the Secretary of State for any or all of the purposes of the Act. Although the County
Council employs public health consultants none of them have to date been designated
by the Secretary of State for the purposes of the Act. At the current time therefore
these provisions are only enforceable by national or regional Public Health England
consultants.
Please refer to the following tool https://test2.cieh.org/media/1998/health-protection-regulations2010-toolkit.pdf. The use of regulatory powers should be in line with the ethical framework
outlined in the main body of the plan document.
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Appendix 2; Terms of Reference for Incident/Outbreak Control Team

Aim
The overarching aim of the Incident/Outbreak Control Team is to protect public health by
identifying the source of an outbreak and implementing necessary control measures to prevent
further spread or recurrence of the infection.

Objectives













To secure appropriate membership of the Incident/Outbreak Control Team and agree the
role of chair;
To review the epidemiological, microbiological and environmental evidence and verify an
outbreak is occurring;
To regularly conduct a full dynamic risk assessment whilst the outbreak is ongoing;
To develop a strategy to deal with the outbreak and allocate responsibilities to members of
the Incident/Outbreak Control Team based on the risk assessment;
To inform the determination of the level of outbreak according to the relevant incident
response plans;
To agree appropriate further epidemiological, microbiological and environmental
investigations as required;
To ensure that appropriate control measures are implemented to prevent further primary
and secondary cases;
To discuss, agree and where necessary arbitrate any extraordinary funding requirements.
Escalating unresolved issues as appropriate.
To communicate as required with other professionals, the media and the public providing
an accurate, timely and informative source of information;
To make recommendations regarding the development of systems and procedures to
prevent a future occurrence of similar incidents and where feasible enact these;
To determine when the outbreak can be considered over based on ongoing risk
assessment; and
To produce a report or reports at least one of which will be the final report containing
lessons learnt and recommendations.

Membership

Membership of the Incident/Outbreak Control Team must be appropriate to the incident or
outbreak and will be reviewed in advance of each meeting.

Guidance for appropriate membership of the Incident/Outbreak Control Team is appended to the
Communicable Disease Incident and Outbreak Control Plan (see Appendix 3: Membership of
Incident/Outbreak Control Team).

49

Members must be prepared to represent their organisations and have the delegated authority to
agree to the mobilisation of resources and allocation of required funding. Any conflicts of interest
should be declared by members as soon as they become apparent.

Leadership

The Incident/Outbreak Control Team will normally be chaired by a Consultant in Communicable
Disease Control or Consultant in Health Protection unless otherwise agreed by members.

Local Authority Directors of Public Health may wish to chair meetings where there are wider
implications for local public health or a major contribution from the Local Authority is required.

Administration

Administrative support to the Incident/Outbreak Control Team will be the Public Health Authority.
Minutes will be taken for all meetings and circulated to members and other stakeholders as
agreed during the meeting. Minutes will include a log of all risk assessments made, decisions
taken and actions agreed. Where appropriate a risk register will be used to record and monitor
risks and their agreed controls.

Meetings

The frequency of meetings will be determined by the initial and ongoing dynamic risk
assessment. Meetings will be via teleconference (details to be advised by organizer in advance
of first meeting).
Depending on the nature and scale of the incident or outbreak, and the number and level of
responders, it may be necessary and more efficient to separate the clinical discussions from the
operational and logistical discussions by holding separate meetings or activating smaller task and
finish groups to support the OCT. In these circumstances the OCT will always have primacy.
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Appendix 3; Membership of Outbreak Control Team

Educatio
nal
setting
Care

Lea
d

Lea
d

Health Protection Practitioner

√

√

√

√

√

Comms

C

C

C

C

C

Epidemiologist

√

√

√

√

√

Microbiologist

√

√

√

√

√

DPH / Public Health
representative

√

√

√

√

√

EHO

√

√

√

√

Education

X

√

X

X

X

Adult Care

X

X

√

X

C

Comms

√

√

√

√

√

CCG Rep

C

C

√

C

C

IPC lead

√

√

√

C

C

DCHS

X

√

√

X

X

HSE

Inspector

X

X

X

C

X

CQC

Inspector

X

X

√

X

X

√

√

√

√

√

Agency

Professional

CCDC/CPH

Public Health
England

Local Authority

NHS

Setting
representative

settings
Workpla
ce
Hostel,
B&B

Commun
ity

Context/Location

Lea Lead
d

Lead

√

Key: √ = Attendance required; x = Attendance not required; c = Consider attendance;
NB: This table is provided as a decision tool for use in establishing an Outbreak Control
Team. ~final decisions on membership should be principally informed by dynamic risk
assessment and stakeholder evaluation. Experts for other organisations could equally be called
upon to be OCT members depending on the nature of the outbreak.
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Appendix 4; Agenda for first OCT meeting
Title
Date, time and venue
1.
2.
3.

4.
5.

6.
7.

8.
9.
10.
11.

12.
13.

Welcome, introductions and apologies
Reminder of meeting rules, and if appropriate, teleconferencing protocol
Purpose of the meeting
a. Terms of reference
b. Membership
c. Chair
d. Administrative support
Consider requirement for separate clinical and operational/logistical meeting
Review of the current situation
a. Background and general information
b. Case report
c. Initial action taken
d. Epidemiology
e. Microbiology
f. Environmental health
g. Initial hypothesis
Dynamic risk assessment (see Appendix X)
Further investigation
a. Epidemiology
b. Microbiology
c. Environmental health
Control measures required
Finances (if necessary). Discussion and agreement of outstanding or additional funding
Discussion and agreement of data sharing
Communications
a. Agree lead role for communications
b. Agree core communications list
c. Case/patient
d. Contacts
e. Relatives
f. Public
g. Press and media
h. Partner organisations/other stakeholders
i. Elected members
j. Agree documentation requirement and lead (e.g. letters)
Agreed actions
Any other business
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14.

Date, time and location (consider venue local to incident) of next meeting
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Appendix 5: Agenda for further meetings
Title

Date, time and venue
1.
2.
3.

Welcome, introductions and apologies
Minutes of the previous meeting and agreed actions
Review of available evidence
a. Epidemiology
b. Microbiology
c. Environmental health
4. Dynamic risk assessment (see Appendix X)
5. Further investigation
a. Epidemiology
b. Microbiology
c. Environmental health
6. Additional control measures required
7. Finances (continued if necessary). Discussion and agreement of any outstanding or
additional funding
8. Review of data sharing agreement
9. Communications
a. Case/patient
b. Contacts
c. Relatives
d. Public
e. Press and media
f. Elected members
g. Partner organisations/other stakeholders
h. Review documentation requirement and lead (e.g. letters)
10. Agreed actions
11. Any other business
12. Date, time and location (continue to consider venue local to incident) of next meeting or
debrief
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Appendix 6: Risk register template

ID

Outcome

Likelihood Impact

Risk
Score

Certainty
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Controls

Residual Risk
Score

Actions

Appendix 7

Coronavirus Act 2020 Schedule 21 Working Group
Standard Operating Procedure (Virtual Operation)
Version 2
(21/05/2020)
T:\Covid2020\Coronavirus Act 2020 Working Group\SOP

Version
V1

V2

Circulated To
Coronavirus Act 2020
Schedule 21 Working
Group Members
Coronavirus Act 2020
Schedule 21 Working
Group Members

Date
19.05.2020

21.05.2020

Revision
Number

Revision
Description of Amendments
Date

By whom

1.0

19.05.20

Sabia
Hussain

Version 1 circulated
The following sections have been updated
in the SOP:
 Page 3 - Coronavirus Act 2020
Schedule 21 Working Group
Members details

2.0



Page 4 –Narrative added on
MDT and accurate record
keeping.



Page 5 – Additional narrative
added on reasonable force.



Page 5 – Updated to include
DHU response.

21.05.20
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Sabia
Hussain



Page 6 – NHS link information
has been updated.

Coronavirus Act 2020 – Schedule 21: Powers relating to Potentially Infectious
Persons
The measures under Schedule 21 of the Coronavirus Act 2020 provide for the
detention, isolation and the screening of potentially infectious persons also allowing
for the imposition of restrictions and requirements to such persons.
The provisions under Paragraph 6 confer powers on public health officers to require
persons to go to suitable place to undergo screening and assessment where they
reasonably suspect the person has or may have coronavirus, or has been in an
infected area within the 14 days preceding that time. Additional information can be
found at: http://www.legislation.gov.uk/ukpga/2020/7/schedule/21/enacted
Coronavirus Act 2020 Schedule 21 Working Group
The Coronavirus Act 2020 (“the Act”) provides Public Health Officers (PHO) with
powers to control the spread of COVID-19 in the UK. Public Health England (PHE)
has designated PHOs that are supporting LRFs and other local partners with advice
and assessments on exercising these powers. For the East Midlands, we have 3
designated PHO’s that are available in hours. The PHO will require named
individuals to exercise the powers.
Coronavirus Act 2020 Working Group Members and Roles
Name
Role
Details
Steve Llloyd
CCG Medical Director
stevenlloyd@nhs.net
Dr Robyn Caroline
Dewis
Dr Sophia Makki
Rachel North
Pauline Innes
Inspector Richard
Buxton
Chief Inspector
Becky Webster
Sabia Hussain

Rob Brittan

Acting Director of Public Health, Derby
City
Consultant of Communicable Disease
Control
Strategic Director for Communities &
Place, Derby City
CCG Meeting and Admin support

Robyn.Dewis@derby.gov.
uk
Sophia.Makki@phe.gov.uk

Police Service Stakeholder

Richard.Buxton.3072@Der
byshire.PNN.Police.uk
Rebecca.Webster.2357@
Derbyshire.PNN.Police.UK
Sabia.hussain@nhs.net
07787267318

Police Service Stakeholder
CCG Senior Programme Manager
Support
Emergency Planning Support – LRF
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Rachel.North@derby.gov.u
k
paulineinnes@nhs.net

rob.brittan@derbyshire.gov
.uk
07785 242765

The Role and Purpose of the Coronavirus Act 2020 Working Group
The Coronavirus Act 2020 Schedule 21 working group operating virtually consists of
a small team of regional stakeholders tasked with implementing, standardising and
embedding the processes needed to help implement Schedule 21 of the Coronavirus
Act.
The team includes a CCDC (Consultant of Communicable Disease Control), Local
Resilience Forums colleagues and other local partners (NHS, local authority, Police,
care homes, hostel providers) working to PHE guidance on advice and assessments
on exercising powers to control the spread of COVID-19 in the UK.

The group will help with identification of situations, people and processes to support
the Public Health Officers (PHO) in enacting this act. PHE have created a process
on an action card that details the powers available to the PHO and how situations
should be escalated to them. LRF partners will need to identify named police and
NHS links who can support the multiagency team meeting and, if required, enact
screening and assessment processes and any restrictions deemed necessary.
Each situation will be considered on a case by case basis and it is important that all
voluntary measures are taken by partners before the PHO is contacted. There are
clear ethical and practical issues that must be considered before the powers are
exercised and these will need to be defined and agreed by each LRF. LRFs may find
it helpful to work with each other to share any supporting resources they have
developed.
Coronavirus Act 2020 Working Group details
Shared folder containing all key
documents: (paper notes should also be
scanned and uploaded to this folder)

T:\Covid2020\Coronavirus Act 2020
Working Group\SOP

Key Meetings
The Coronavirus Act 2020 Section 21 Working Group meet on a weekly basis every
Thursday morning at 9:30am – 10:30am (subject to change according to attendee
availability) via Telephone Conference Call: using the following details: Dial: 03330
110 416 Room number: 69623058 # PIN: 9867 #
Stage 1: Escalation Making Process
1. LRF or individual partners (NHS, local authority, Police, care homes, hostel
providers etc.) identify a situation and call PHE health protection Team (HPT)
on 0344 225 4524 Monday to Friday 09:00-17:00. Callers should state ‘PHO
powers required’ and describe the situation. Outside of these hours the
number will be diverted to the ‘on call’ system. Consultants are available
during out of hours to provide advice and to escalate the process.
Individual LRF partners are to describe internal escalation to senior manager
to contact to PHE.
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2. PHE HPT escalate situation to the duty PHE consultant in communicable
disease who will contact the PHO if required.
Stage 2: Decision Making Process
1. The PHO may call a multiagency team meeting with partners and will refer to
section 21 of the Act and decide if measures are required. This ‘dynamic’
meeting will use PHE information and guidance to make an informed timely
decision, so that this is done within the relevant time frame so time is not lost
within the 7 day isolation period.
2. If the PHO decides to exercise the powers the multiagency team will need to
identify the process if required by which the powers are exercised with close
co-ordination with the NHS link. If the person is in a hospital setting this
should be done with close co-ordination with the hospitals OOH service.




Accurate record keeping and minute’s is essential at this point, PHO
would keep an accurate record of this, and the organisation that is
leading on this should keep a copy of the record, and provide relevant
administrative support. Cases will be dealt with on an individual basis and
further outcomes will be assessed according to individual complexities
and presenting factors. There is no “one size fits all approach”.
The date, time and person providing the assessment to be ascertained
as far as is reasonably possible – so it is clear that any detainment
should be done with full knowledge of the procedure that has been
agreed by all agencies.

Stage 3: The Measures
The PHO can use one or more of the following measures:
 PHO may direct, remove or request a constable to remove, an individual to
a place suitable for screening and assessment.
 The time such person is required to remain at the place for screening and
assessment cannot exceed 48 hours.
 PHO may require an individual to be screened and impose other
requirements on an individual in connection with their screening and
assessment.
 Following an assessment, a PHO can impose requirements and
restrictions on the individual.
 Reasonable force can be used to detain but not for testing – therefore
unless the person is co-operative the police (or any PHO) would not be
able to use force to complete the screening or assessment.
The experience to date suggests that the escalation through to Stage 4 is
rarely required.
The best placed location for screening and assessment is usually at the
location of the incident outside of hospital settings.
Custodial settings are to be avoided and full implementation of the powers of
the Act will be a position of last resort including the “detention element”
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It is anticipated that a patient explanation of the powers of the Act with the
client will result in a resolution of the situation presenting situation in the
majority of cases to achieve desired outcomes.


PHE will notify the DHU Health Care Urgent Care Co-Ordinator via 0300 1000
414 option1 (both in & out of hours), who will take the relevant details and
alert the Silver On-Call Manager to mobilise the response. A DHU practitioner
or GP would be mobilised on request to undertake a swab and a clinical
assessment

Stage: 4 Exercising the Powers
A PHO will require the following individuals to exercise the powers:
Police link:
Force incident Manager (24/7) – contact 101
Internally managed process
Force incident manager would contact the Reactive Inspector (24/7) for the relevant
Division to progress.
Mon-Fri 0800-1700 – Chief inspector Becky Webster/Inspector Rich Buxton can be
contacted for advise/support.
NHS link: If the PHO decides to exercise the powers this should be done with close
co-ordination with the NHS link listed below (in hours) Out of hours this should be
done via the CRH switchboard to link with CCG on call arrangements. If the person
is in a hospital setting this should be done with close co-ordination with the hospitals
OOH service.
(The NHS will need to provide screening and assessment facilities)
Name – Dr Steve Lloyd Executive Medical Director NHS DDCCG
(07703724087/stevenlloyd@nhs.net)
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Appendix 8: Risk Assessment
It is recognised that different organisations use different risk assessment
frameworks. The choice of which framework to use should be dependent on the
circumstances and discussed at the OCT.

The Risk Management Model for Communicable Disease Control is embedded as
the risk assessment tool in HPZone and is the model commonly used by HPTs. The
five separate elements that need to be considered are: severity, confidence, spread,
intervention and context.

Assessment of these five elements will be specific to the circumstances of the
outbreak and, to ensure it is ‘dynamic’, should be conducted at the beginning of an
outbreak and reviewed regularly, as new information arises. This risk assessment
should be used to inform control strategies. Further details and examples are
provided below.

Severity
The seriousness of the incident in terms of the potential to cause harm to individuals
or to the population

Grade

Qualifier

Description

Examples


0

Very low

1

Low

2

Moderate

Seldom causing severe illness

Occasional serious illness rarely with
long term effects or death

Often severe illness occasionally with
long term effects or death

3

High

Usually severe illness often with long
term effects or death

4

Very high

Severe illness almost invariably fatal
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Hand foot and mouth disease in a
nursery
MRSA in a domestic setting
Head Lice
Hepatitis A in a primary school

Toxigenic E.Coli O157
Pulmonary tuberculosis
MRSA infection in a high dependency
unit
Hepatitis B or C infection
Legionnaires’ disease
Meningococcal disease
Multi-drug resistant tuberculosis
Diphtheria
New mutation of flu virus
Rabies
Ebola
vCJD

Uncertainty
The level of uncertainty, epidemiologically, clinically, statistically and from laboratory
evidence, that the diagnosis is correct.

Grade

Qualifier

Description

Examples

0

Very low

Available evidence suggests hypothesis is
correct. Empirical probability > 85%



Typical incident picture with
increasing confirmation

1

Low

Available evidence suggests hypothesis is
correct. Empirical probability: 50% to 85%



Typical incident picture without
conflicting information

2

Moderate

Available evidence suggests hypothesis is
correct. empirical probability: 25%-50%



Alternative hypothesis equally
likely

3

High

Available evidence suggests hypothesis is
correct. Empirical probability 10% to 25%



4

Very high

Available evidence suggests hypothesis is
correct. Empirical probability <10%

Alternative hypothesis more likely
but cannot exclude the working
hypothesis
Hunch



Spread
The likelihood of the infection spreading. This includes an assessment of the infective
dose, virulence of the organism, modes and routes of transmission, the observed
spread and the susceptibility of the population (e.g. lack of immunity).

Grade

Qualifier

Description

0

Very low

Very low likelihood of spread with
very few new cases

1

Low

Low likelihood of spread with few
new cases

Moderate

Moderate likelihood of spread with
new cases. May develop into a
limited outbreak

2

3

4

High

Very high

Examples

High likelihood of spread with
many new cases. May develop
into a large outbreak
Spread is almost inevitable
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A single case of campylobacter






A single case of meningococcal disease
A smear negative culture positive case of
Tuberculosis
Viral gastro-enteritis in a nursing home
A handful of cases of hepatitis A occurring
over a prolonged period of time in a large
community
A smear positive case of Tuberculosis
Multiple cases of dysentery in a deprived
population of children under 8 years old
Epidemic of influenza in an army camp



Measles in a non-immune sub-population







Intervention
The feasibility to intervene to alter the course and influence the outcome of the event
and contain, reduce or eliminate the transmission of the organism. This includes the
feasibility of delivering appropriate interventions, taking into consideration how
simple, effective, available, affordable, acceptable and accessible they are.

Grade

Qualifier

Description

0

Very easy

Intervention well established with clear
benefits and no anticipated difficulties
to implement

1

Easy

Examples

Intervention with clear beneficial
effects and few difficulties to
implement



Hand washing advice



Withdrawal of a contaminated food in a
closed institution
Measles or hepatitis A immunisation to a
small group of vulnerable contacts of a
case
A case of meningococcal infection with
contacts confined to the household
Prophylaxis to immediate family and
close contacts in a meningococcal case
where they are dispersed




Intervention with some beneficial
effects but some difficulties to
implement



Passable

3

Difficult

Some remedial intervention possible
but either difficult to implement,
relatively ineffectual or other
significant problems





National food withdrawal
Urgent mass immunisation campaign
Response to rabid dog on the loose

4

Very
difficult

Remedial intervention very difficult




Response to a cluster of vCJD
MRSA on a busy high dependency unit

2

Context
The broader environment in which events are occurring, including public concern
and attitudes, expectations, pressures, strength of professional knowledge and
politics, which may influence decisions about the response.
Consideration should be given to:





Media, parents, local concern and politics: the degree to which these factors
aggravate and raise the profile of the event under consideration;
Historical problems: influence of local experience of similar incidents and
previous events, the way they were handled, associated consequences and
expectations arising; and
Peer group practice: extent to which an established approach or recommended
best practice is tested and documented (national guidelines). What is happening
elsewhere: extent to which other similar incidents are being managed and
publicised and the impact this may have on public attitudes and expectations.
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Grade

Qualifier

Description

0

Very easy

No raised level of interest

Easy

A small degree of increased
interest with a low level of
conflicting factors. Little public
concern



Passable

A degree of unease and anxiety
on the part of the public and the
media. The context could
deteriorate if the incident is
mishandled




Difficult

Context is sensitive with
significant difficulties, press
interested and local people
(unaffected) involved. The
incident could go very wrong
unless carefully handled. The
event could have re-occurred in
spite of preventative actions



Very
difficult

Significantly raised public concern
and political and emotional
pressure with the public and the
media declaring antagonistic and
unhelpful views

1

2

3

4

Examples
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Apathy.
Common adverse problems are fairly
well understood
Misunderstanding corrected by routine
information
Head-lice control campaign
Few cases of diarrhoea n a nursery
school
A series of gastro-enteritis cases
associated with an outdoor centre to
which children are sent
TB in a school in a low incidence area

Surgeon is found to have HIV
Widespread food poisoning affecting
several schools
Allegation about the safety of childhood
vaccines with media coverage

BSE-like illness liked to a new source
e.g. pork
A childhood immunisation found to
have serious unsuspected side effects

Appendix 9: Data Protection and Sharing – Key Principles


Data protection legislation does not prohibit the collection and
sharing of personal data – it provides a framework where
personal data can be used with confidence that individuals’
privacy rights are respected.



Emergency responders’ starting point should be to consider the
risks and the potential harm that may arise if they do not share
information.



Emergency responders should balance the potential damage to
the individual (and where appropriate public interest of keeping
the information confidential) against the public interest in sharing
the information.



In emergencies, the public interest test will generally be easier to
meet than during day-to-day business.



Always check whether the objective can still be achieved by
passing less personal information.



A specific requirement of the GDPR is that organisations must
include their lawful basis for processing information provided to
patients, service users and staff (Arts. 13 and 14). Article 9
covers the sharing of data for Public Health, where the
processing is necessary for the exercise of a mandated
regulatory function, “necessary for reasons of public interest in
the area of public health…or ensuring high standards of quality
and safety of health care and of medicinal products or medical
devices…”



Category 1 and 2 responders should be confident in asserting
their power to share personal data when lawful in emergency
planning, response and recovery situations.



The consent of the data subject in not always a necessary precondition to lawful data sharing.



You should seek advice where you are in doubt – though
prepare on the basis that you will need to make a decision
without formal advice during an emergency. As well as the UK
Resilience website, the Ministry of Justice offers guidance and a
helpline (http://justice.gov.uk , 020 7210 8034)
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The Cabinet Office publication ‘Data Protection and Sharing –
Guidance for Emergency Planners and Responders’ has been
endorsed by the Ministry of Justice, the Information
Commissioners Office, the Department of Health, the Local
Government Association and the Association of Chief Police
Officers amongst many others.

Further details on information sharing and data protection in
emergency and non-emergency scenarios can be found at
https://www.gov.uk/government/publications/data-protection-andsharing-guidance-for-emergency-planners-and-responders
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Appendix 10; COVID-19 Health Protection Board Terms of
Reference
Joint Derbyshire COVID-19 Health Protection Board

Terms of Reference 2020/2

Purpose of the OVID-19 Health Protection Board
To work to protect the health of the population of Derbyshire County and Derby City
from the risks associated with COVID-19.
The act as a strategic forum to seek assurance of the local response and integration
between the regional and national elements of test and
To and provide specialist, technical and scientific advice to the Local Engagement
Boards of Derbyshire County and Derby City Councils supporting local decision
making in response to the local COVID-19 position.

Scope
To provide strategic oversight to the COVID-19 response and related risk to
population health across Derbyshire County and Derby City local authority areas.
The scope of the Board includes outbreaks or incidents within the geographical area
of Derbyshire County or Derby City.
Objectives











Provide oversight of the outbreak management plan and associated
communications plan
Seek assurance of the response to outbreaks and incidents
Ensure oversight of data sources to support early identification and proactive
management
Ensure effective communication with stakeholders and the public
Ensure effective links to wider system response including Local Resilience Forum
and Sustainable Transformation Partnership
Provide the specialist analysis of the local situation and local expert advice.
Identify and escalate risk to Local Engagement Boards
Keep the Local Engagement Boards updated on the local picture in relation to
increasing infection rates, increasing incidence and outbreak situations.
Provide the Local Engagement Boards with the relevant information, advice and
guidance required to inform decision-making and local action(s)
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Discharging Functions

The Board will discharge functions via the established working group Chaired by the
Public Health Group Manager from Derbyshire County Council and supported by
appropriate representation from partner organisations including; district and borough
councils and local NHS organisations.

The working group will establish task and finish groups as appropriate to deliver the
work required that cannot be done through other existing structures e.g. the LRF.

Each Public Health Authority will operate its own outbreak management system to
meet the needs of its population and geography, this will be resourced primarily by
each Council’s Public Health Department, supported by the local allocation of the
Governments £300m support grant for this work.

Relationships

The Board will report into the LRF structure. Where required the Board will work
closely with the LRF to support the delivery of the outbreak plan with regards
elements including but not limited to; joint communications, mobilisation of testing,
escalation of specific issues that lie within a partners specific remit.

The Board is an extension of the statutory Health Protection Board and will therefore
report into both the County and City Health and Wellbeing Boards.

The Board will link strategically as required into wider system groups including,
Joined Up Care Derbyshire (Sustainability and Transformation Partnership).

Membership
Core membership shall comprise key stakeholders from the following list. The Board
may agree to co-opt to its core membership others to reflect particular needs or
circumstances

68

Chair; Director of Public Health for Derby City Council
Co-Chair; Director of Public Health Derbyshire County Council
Consultant in Public Health for Derbyshire County Council / Derby City Council
Public Health Lead Derby City and Derbyshire County Council
Senior Environmental Health Officer representative
Consultant in Communicable Disease Control Public Health England
Chief Nurse and Quality Officer Derbyshire CCG
Senior Adult Care representative City and County
Senior Children’s Services representative City and County
Infection Prevention and Control Rep

Additional members will be co-opted as required including;
Health and Safety advisors
Clinical Director for Primary Care Network Environmental Health Officer – relevant
Borough and District

Each organisation will ensure senior representation on the Board.

Accountability and Reporting
The Board will report and be accountable to the Derby City and Derbyshire County
Local Engagement Boards.

The COVID-19 Health Protection Board will report into the LRF-SCG and the Health
and Wellbeing Boards for Derbyshire County and Derby City.

Working Arrangements
The Board will be co-chaired by the Director of Public Health for Derby City and
Director of Public Health for Derbyshire County. Chairs will take equal responsibility
for the decision making of the Board, and will provide representation to the
appropriate Local Engagement Board.
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The agenda and minutes will be formally recorded. An action log will be maintained
to record ongoing actions of the Board. Meetings will be held weekly initially and
reviewed periodically based on local risk

Standing agenda items will include the following:

1.

Situation report;

2.

Outbreak mapping;

3.

Assurance report;

4.

Outbreak Control Team / meeting notes and summary

5.

Lessons learnt

6.

Identification of themes

7.

Risks and escalation

Terms of reference will be reviewed annually.
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Appendix 11; Standard agenda for COVID-19 Health Protection
Board
1.









Situation report;
Total number of outbreaks (week/cumulative)
Total outbreaks by Borough/District (week/cumulative)
Total outbreaks by setting type
Number of outbreaks by classification e.g. standard outbreak,
complex outbreak, complex incident
Public health measures - % of outbreaks requiring;
o individual isolation
o enhanced cleaning
o setting closure
o swabbing
Community cases by Borough/District
(week/cumulative/trend)
Rate of infection (week/cumulative/trend)

2. Outbreak mapping;
 Outbreaks plotted against community transmission rates
3.






Assurance report;
Total number of outbreaks active
Total number of outbreaks closed
Reporting source – e.g. Test and Trace, direct PHE
notification
Average time from symptoms to positive test
Average time from positive test to notification

4. Outbreak Control Team / meeting notes and summary
5. Lessons learnt
6. Identification of themes
7. Risks and escalation
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Appendix 12; Elected Member Board Terms of References
Covid-19 Derbyshire County Local Engagement Board
Terms of Reference

Background
On the 27th May the Government launched the NHS Test and Trace service to ensure
that individuals who develop symptoms can access testing and that high-risk contacts
are identified and advised to self-isolate for 14 days. Local Authorities in England have
a lead role in protecting and improving the health of the population. Within the Local
Authority, the Director of Public Health has a responsibility for the Authority’s
contribution to health protection matters, preparing for and responding to incidents that
present a threat to public health.
As part of the Local Board arrangements, there is a requirement to establish a crossparty member-led Board. Local leadership is required to ensure a rapid response to
outbreaks, utilisation of local knowledge and to improve coordination of data and
response. Local Engagement Boards will play a critical role in local decision making
in the event of increasing cases and outbreaks of COVID19. The Board will also act
as a local spokesperson for COVID-19 response. The Board must therefore have
appropriate representation from key elected members within District and Borough and
County Council.
Purpose and functions
This board shall provide leadership and decision-making as appropriate, in order to
manage an increase in the prevalence of COVID within the geographical area of
Derbyshire County. They will have three strategic roles in relation to COVID planning,
resilience and response:
1. Lead the public health response locally through Directors of Public Health and
Health Protection Boards, working closely with Public Health England.
2. Managing the deployment of broader resources and local testing capacity to
swiftly test local people in the event of an outbreak and liaising with the Joint
Biosecurity Centre, and;
3. Providing political oversight of the local delivery of plans, and communicating
and engaging with residents and communities.
Membership
After considering a range of options and learning from across the country it is felt that
the best solution for Derbyshire would be a tight core membership of the Local
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Engagement Board, with robust arrangements in place to co-opt representatives as
required to the local context of any outbreak in place.
Membership shall consist of a core group as listed below.
3.1:

Core membership

•

Leader of the Council (Chair)

•

Portfolio Holder for Health and Communities (Vice Chair)

•

Portfolio Holder for Adult Care

•

Portfolio Holder for Children and Young People

•

Head of Paid Service/Executive Director

•

Director of Public Health

•

Director of Legal Services

•

Assistant Director of Communications

3.2:

Broader membership to be co-opted, based on the situation/context:














District and Borough Leaders (particularly important that when an outbreak
occurs the district and borough in which this occurs is represented)
District and Borough Chief Executives
Senior Environmental Health representation (as required)
Senior NHS representation either from the CCG/on behalf of JUCD, would
suggest CCG Chief Executive or Medical Director or Chief Nurse
Public Health England – Consultant in Communicable Disease Control/Health
Protection
Specialist Public Health staff from the DCC Public Health Department as
required
Place Alliance lead/ Primary Care Network Clinical Director (GP)
Local Ward Councillors as appropriate to the situation
Education/ School representatives
Adult Social Care/ Care Home representative
County Council Leader of the Opposition to be invited to attend as an
observer
Cabinet Portfolio Holders as appropriate to the situation

3.3: Substitutes
If members are unable to attend a meeting they are expected to nominate a substitute
and provide the relevant information required. The substitute should be briefed in
advance of the meetings and be able to take appropriate delegated decisions.
3.4: Chair
The meetings will be chaired by the Leader of the Council

73

3.5:

Secretariat

The Secretariat role shall be provided by the Council. This role shall include minutetaking and distribution, administration of all agenda items and associated papers. Coordination and operational assistance will be provided as required by Public Health
officer staff.

Governance and Accountability
This group will be accountable for the oversight of the Test and Trace programme and
will be accountable to Public Health England. It shall also provide updates to the
Derbyshire Health and Wellbeing Board and Joined Up Care Derbyshire. The board
will also receive reports from the Health Protection Board.
Error! Reference source not found. shows the governance and reporting
relationships of the Engagement board.
Figure 1

5

Frequency of meetings

It is proposed that the Local Engagement Board meets monthly via virtual meeting,
and receives weekly reports via email from the Joint Covid-19 Health Protection
Board. The group would then be stood up as required between meetings, which
may well be at short-notice given the clustering nature of covid-19.
The Chair of the Board shall convene the Board as required. Core Members should
note that this is likely to require the Board to convene rapidly and members are
asked to prioritise the Board to support timely local outbreak response.

74

Appendix 13; Notification process
Public Health England – Regional HPT
(Complex case and those involving high risk settings)
Report to Local Authority Public Health on the same day
of notification via email;
County; ASCH.TestandTrace@derbyshire.gov.uk

Complex case management

Routine incident or outbreak
management

•
Identified impact on local
public sector services or critical
national infrastructure due to high
proportion of staff quarantining

Cases not meeting criteria for
complex case management

•
Cases or contacts who are
unable to comply with restrictions

Notification to include;

•
Likely media or political
concerns/interest

Setting name, address and postcode
Setting type

•
Increase in disease
frequency or severity that may
require further investigation locally

Reporting source
Number of confirmed and suspected cases
Dates of symptom onset and test for all confirmed
cases
Date of isolation of all confirmed and suspected
cases

Outbreak Control Team / meeting
Contact DPH or AD to discuss

Planned public health measures
Support required from local authority
Notifications should not contain patient identifiable
information.

On closure of incident the following should be notified to Local
Authority Public Health using the email contacts outlined above;




Data as included in notification
Public health measures utilise
Date incident closed
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Appendix 14; Risk matrix

Low consequence

Moderate
consequence

High
consequence

Low risk
Parks and
outdoor space
Motor trade

Moderate risk
Supermarkets
Leisure centres
Offices

High risk
Indoor pubs and bars

Retail
Libraries and
community

B&B/hotels
Schools
Universities
Nurseries
Children’s homes
Transport sector
Schools
Drug and alcohol
services

Mass gatherings
Beauty sector
Factories/Warehouse
Meat processing
Places of worship
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Care homes
Residential LD
Prisons
Hostels

Isolation

Community area

workplace or leisure

Community setting eg

University

Workplace

Residential care setting

Care home

School

Homeless individual

Asylum centre or hostel

Traveller site

Appendix 15; Scenario planning

As per national guidance
Isolation advice see IPC
Community response unit – welfare advice, welfare support

Risk assessment

Test and Trace Team (EHO/IPC/School nurse) in partnership with respective LA EHO as required

(initial/follow up)
IPC assessment,

Test and Trace Team (IPC)

advice or support

Community

Community

Test

Test and Trace Team (IPC) in

IPC with

IPC with

and

conjunction with

T&T team

T&T team

Trace

support

support from

Team

T&T IPC

(IPC)

University medical centre

Test and Trace Comms lead – see COVID-19 comms plan

Communications
support
Housing

On site testing

LA

NA

LA

NA

NA

NA

Testing

MTU /

MTU – unit

MTU / Test

MTU /

Testing

Testing

sites

Test

support or

and Trace

university

sites

sites

and

T&T Whole

IPC / SN

Housing

Housing

team

team

MTU /

MTU

Test and

(Asylu

Trace SN

m

or IPC

centre

Trace

care home

Whole care

–

SN or

testing

home testing

support

NA

University

medical
centre

IPC

Macklin
Street
surgery
)
Procurement

Escalation

PPE – LRF stock or for social care PPE Supplies (Adult Social Care and Health) PPEsupplies@derbyshire.gov.uk

CCG or LA

CCG or LA

commissione

commissione

r

r
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Appendix 16; Local testing capacity
On site and home testing
Derbyshire Health United currently deliver mobile testing to settings
following an outbreak, via an adhoc Service level agreement. The
service is available seven days a week during office hours. The
service has capacity for two cars across the County.
Static testing sites
Priority for local keyworker testing. Testing also offered for those requesting tests
via the national testing portal.



Proact Stadium, 1866 Sheffield Road, Chesterfield, Derbyshire, S41 8NZ
capacity 75 (ability to increase to 150)
Toyota, Burnaston, Derby, DE1 9TA – capacity 75 (ability to increase to 150)
(Postcode for sat nav DE65 6DX)

Mobile Testing Units
Current capacity for 400 tests daily via a weekly rolling programme of mobile testing
units across the County and City at the following venues.
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Appendix 17; Risk summary data for Derbyshire County and Derby City

Population aged 70 years and over

Population aged 80 years and over
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Population Density

80

Index of multiple deprivation – County

Census 2011 All BME groups resident population by ward
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Appendix 18; National guidance
Workplace
Construction
and Outdoor
Work

Link
https://www.gov.uk/guidance/workingsafely-during-coronavirus-covid19/construction-and-other-outdoorwork

Education

https://www.gov.uk/government/public
ations/coronavirus-covid-19implementing-protective-measures-ineducation-and-childcaresettings/coronavirus-covid-19implementing-protective-measures-ineducation-and-childcaresettings#additional-questions
https://www.gov.uk/government/public
ations/safe-working-in-educationchildcare-and-childrens-socialcare/safe-working-in-educationchildcare-and-childrens-social-caresettings-including-the-use-ofpersonal-protective-equipmentppe#testing

Section related to cases/outbreak
 *2.2 Test and Trace and
point 3 for people who have symptoms
 5:2 point 5 links to cleaning guidance for
known or suspected case
 6 PPE
 Additional questions Test and Trace
 What happens if someone becomes unwell
at an educational or childcare setting?
 What happens if there is a confirmed case
of coronavirus (COVID-19) in a setting?




Testing
In non-residential settings, what should be
done if a child, young person or other
learner becomes unwell with symptoms of
coronavirus (COVID-19) and needs to be
cared for until they can return home?

https://www.gov.uk/government/public
ations/what-parents-and-carers-needto-know-about-early-years-providersschools-and-colleges-during-thecoronavirus-covid-19outbreak?utm_source=18fc8c53-fbc648b0-81b92ac32ee25aab&utm_medium=email&
utm_campaign=govuknotifications&utm_content=immediate

Actions early years providers, schools and colleges
will take if there is a suspected case of coronavirus
(COVID-19)

Factories, plants
and warehouses

https://www.gov.uk/guidance/workingsafely-during-coronavirus-covid19/factories-plants-and-warehouses

Labs and
research
facilities

https://assets.publishing.service.gov.u
k/media/5eb9752086650c2799a57ac5
/working-safely-during-covid-19-labsresearch-facilities-240520.pdf

•
*2.2 Test and Trace and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning
guidance for known or suspected case
•
6 PPE
•
*2.2 Test and Trace and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE
•
*2.2 Test and Trace and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE

Offices and
contact centres

https://www.gov.uk/guidance/workingsafely-during-coronavirus-covid19/offices-and-contact-centres
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Actions early years providers, schools and colleges
will take if there is a confirmed case of coronavirus
(COVID-19)

Other people's
homes

https://www.gov.uk/guidance/workingsafely-during-coronavirus-covid19/homes

Restaurants
offering
takeaway or
delivery

https://www.gov.uk/guidance/w
orking-safely-during-coronaviruscovid-19/restaurants-offeringtakeaway-or-delivery

Shops and
branches

https://www.gov.uk/guidance/w
orking-safely-during-coronaviruscovid-19/shops-and-branches

Guidanc
https://www.gov.uk/guidance/w
e for people who orking-safely-during-coronaviruswork in or from
covid-19/vehicles
vehicles,
including
couriers, mobile
workers, lorry
drivers, on-site
transit and work
vehicles, field
forces and
similar.
Transport
https://www.gov.uk/governmen
Operators
t/publications/coronavirus-covid-19safer-transport-guidance-foroperators/coronavirus-covid-19-safertransport-guidance-for-operators
Aviation
https://www.gov.uk/guidance/c
oronavirus-covid-19-safer-aviationguidance-for-operators
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•
*2.2 Test and Trace and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE
•
*2.2 Test and Trace and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE
*2.2 Test and Trace link for those who have
symptoms and
point 3 for people who have symptoms
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE
*2.2 Test and Trace link included. Also,
point 3 for people who have symptoms links to stay
at home guidance
•
5:2 point 5 links to cleaning guidance for
known or suspected case
•
6 PPE




People who need to self-isolate
What to do if someone develops symptoms
of coronavirus in a transport setting




Symptomatic passengers – at the airport
Symptomatic passengers on board

Health Care
COVID-19:
management of
staff and
exposed
patients or
residents in
health and
social care
settings

https://www.gov.uk/governmen
t/publications/covid-19-managementof-exposed-healthcare-workers-andpatients-in-hospital-settings/covid-19management-of-exposed-healthcareworkers-and-patients-in-hospitalsettings
https://assets.publishing.servic
e.gov.uk/government/uploads/system/
uploads/attachment_data/file/885823/
Flowchart_for_return_to_work_sympt
omatic.pdf
https://assets.publishing.servic
e.gov.uk/government/uploads/system/
uploads/attachment_data/file/885824/
Flowchart_for_return_to_work_asymp
tomatic.pdf

COVID-19: our
action plan for
adult social care

3. Staff with symptoms of COVID-19
4.Test and Trace
5. Staff return to work criteria
6. Risk assessment for staff exposures in the
workplace
7. Patient exposures in hospital
8. Resident exposures in care settings

See the flowchart links to the left for both
symptomatic and asymptomatic staff return to work
following a test for Covid 19 *If the testing done
because they were identified as a contact in test
and trace system, the person should self-isolate for
14 days refer to link below
https://www.gov.uk/guidance/nhs-test-and-tracehow-it-works

1.23 -1.27 Managing outbreaks
2.8 and 2.9 testing
2.44 Communication during an outbreak

Care Homes

https://www.gov.uk/governmen
1. Admission, isolation and testing of residents
t/publications/coronavirus-covid-195. test and Trace system: information for staff
admission-and-care-of-people-in-careStaff with suspected symptoms
homes?utm_source=db7fba56-8c98If staff are asymptomatic when tested
40d0-ad7fAdvice for care home managers
f236d5b24b83&utm_medium=email&u Annex B: definitions of COVID-19 cases and
tm_campaign=govukcontacts
notifications&utm_content=immediate

Trade union
support for
business

https://www.gov.uk/guidance/c
oronavirus-support-from-businessrepresentative-organisations-andtradeassociations?utm_source=eb3f35ce8c30-450f-9546e5fd6e3c8aff&utm_medium=email&ut
m_campaign=govuknotifications&utm_content=immediate
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Accommodation
Providers

https://www.gov.uk/guidance/c People staying in accommodation that have
ovid-19-advice-for-accommodationsymptoms of COVID-19
providers?utm_source=471ac946607d-4e30-9b390ef55e08dd14&utm_medium=email&u
tm_campaign=govuknotifications&utm_content=immediate
#history
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Appendix 19; Standard operating procedures for settings
Derbyshire Care Home confirmed COVID-19 Notification Process
In all nursing and residential care home settings, preventing the spread of coronavirus (COVID-19) involves1






Minimising contact with those people displaying symptoms
Regular hand washing
Good respiratory hygiene ‘catch it, bin it, kill it’
Regular cleaning
Minimal contact and mixing in settings by altering environment and timetable where possible

Care home is notified directly
of a confirmed positive COVID19 case from a relative, staff
member or visitor to the home

Care home become aware of
two or more positive COVID19 cases in their setting

Test and Trace contact and
inform care home directly
about a confirmed positive
COVID-19 case

Care home to contact Health
Protection Team on 0344 225 4524
option 9 ASAP

Health Protection Team will support and advise on
measures to control the spread of the virus and how to
inform staff and relatives as necessary

To prevent the spread or misinformation and to prevent
breaches in confidentiality, do not use social media to
communicate with staff, relatives or visitors

Symptomatic care home staff members, relatives
or visitors must stay away from setting and
isolate at home for at least 7 days (14 days for
rest of household)2

Contacts identified by test and trace must selfisolate for 14 days. If they go on to develop
symptoms they must arrange to get a test2

Follow decontamination and cleaning processes for care
homes in which the confirmed case was in following the
guidance set out in Admission and Care of residents in a
care home during COVID-19 (Appendix G

1

https://www.gov.uk/government/publications/coronavirus-covid-19-support-for-care-homes

NHS Test and Trace: if you’ve been in contact with a person who has coronavirus

2
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Derbyshire Workplace confirmed COVID-19 Notification Process
In all workplace settings, preventing the spread of coronavirus (COVID-19) involves1






Minimising contact with those people displaying symptoms
Regular hand washing
Good respiratory hygiene ‘catch it, bin it, kill it’
Regular cleaning
Minimal contact and mixing in settings by altering environment and timetable where possible

Workplace is notified directly
of a confirmed positive
COVID-19 case from a staff
member or a representative
of the staff member

Workplace becomes aware
of two or more positive
COVID-19 cases in their
setting

Test and Trace contact and
inform provision directly
about a confirmed positive
COVID-19 case

Workplace to contact Health
Protection Team on 0344 225 4524
option 9 ASAP

Health Protection Team will support and
advise on measures to control the spread of
the virus and how to inform the workforce

To prevent the spread or misinformation and to prevent
breaches in confidentiality, do not use social media to
communicate messages

Symptomatic staff members must stay away from
the workplace and isolate at home for at least 7
days (14 days for rest of household)2

Contacts identified by test and trace must selfisolate for 14 days. If they go on to develop
symptoms they must arrange to get a test2

Workplaces to clean and disinfect the environment in which
the confirmed case was in following the guidance set out in
COVID-19: cleaning in non-healthcare settings document.

1

https://www.gov.uk/guidance/working-safely-during-coronavirus-covid-19
NHS Test and Trace: if you’ve been in contact with a person who has coronavirus

2
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Derbyshire early years settings (EYS) and school* confirmed COVID-19 Notification
Process (*referred to as provision in this process)
In all early years and school settings, preventing the spread of coronavirus (COVID-19) involves1






Minimising contact with those people displaying symptoms
Regular hand washing
Good respiratory hygiene ‘catch it, bin it, kill it’
Regular cleaning
Minimal contact and mixing in settings by altering environment and timetable where possible

Provision is notified directly
of a confirmed positive
COVID-19 case from a
parent, carer or staff member

Provision become aware of
two or more positive COVID19 cases in their setting

Test and Trace contact and
inform provision directly
about a confirmed positive
COVID-19 case

Provision to contact Health
Protection Team on 0344 225 4524
option 9 ASAP

Health Protection Team will support and advise
provision on measures to control the spread of
the virus and how to inform staff and parents
as necessary

To prevent the spread or misinformation and to prevent
breaches in confidentiality, do not use social media to
communicate with parents, carers or staff

Symptomatic children, young person or staff
member must stay away from provision and
isolate at home for at least 7 days (14 days for
rest of household)2

Contacts identified by test and trace must selfisolate for 14 days. If they go on to develop
symptoms they must arrange to get a test2

Provision to clean and disinfect the environment in which
the confirmed case was in following the guidance set out in
COVID-19: cleaning in non-healthcare settings document.

If the child who has a positive test for COVID-19 is subject
to a Child in Need or Child Protection Plan, or they are a
Looked After Child, schools should inform the named
Social Worker of the child or young person’s absence from
the provision.

1

Guidance for schools: coronavirus (COVID-19)
NHS Test and Trace: if you’ve been in contact with a person
88 who has coronavirus
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DERBYSHIRE COUNTY AND DERBY CITY

TEST AND TRACE
COMMUNICATIONS
STRATEGY
This strategy outlines the overarching approach to a multi-agency
communications response to the Government’s Test and Trace
programme and outbreak control measures.
The strategy covers the county of Derbyshire and the city of Derby
and supports the Derbyshire County and Derby City COVID-19
Outbreak Management Plan which is published here:
www.derbyshire.gov.uk/testandtrace
Version 1: June 2020
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1. Introduction
1.1 Situation overview
Post full national lockdown, Test and Trace (TT) is a key factor in the Government’s strategy
to eventually return the country to near-normality.
The national TT programme began in early June 2020. Testing of individuals – by at-home
swab kits or at drive-through locations – and any subsequent contract-tracing is organised
and delivered at a national level.
Test and Trace represents a significant shift in testing regimes to date during the pandemic.
Previously only certain groups of symptomatic and asymptomatic people were tested, for
example key workers and residents and staff in care homes.
Test and Trace requires all symptomatic individuals to take a test, self-isolate and, if
positive, to supply information about the people they have been in close contact with in
order that they can be traced, tested and self-isolate.
Outbreak data will be provided by the national TT scheme to the Derbyshire and Derby
Test and Trace Implementation Group. Where a greater than expected rate of coronavirus
is evidenced, localised restrictions could be enacted where people should not leave their
homes for a specified period of time.
Local restrictions could range from relatively minor situations, for example involving
people working for a small employer, a school or a single care home to more widespread
restrictions involving a major employer or areas of the county and city.

1.2 Scope
This strategy covers the period July 2020 to May 2021, at which point it will be fully
evaluated and re-purposed according to the evidence.
The strategy is a living document owned by all contributing partner agencies and it will be
revised, enhanced and re-issued as required.
It details the planned communication response of all relevant agencies within the city of
Derby and the county of Derbyshire towards encouraging the take-up of the TT programme
and the management of any identified outbreaks and subsequent localised restrictions.
Alongside the production of a local Covid-19 Outbreak Management Plan, the publication
of a communications strategy is a requirement of all local public health authorities by the
Department of Health and Social Care.
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1.3 Governance, leadership and ownership of the strategy
This communications strategy has been developed, agreed and is owned by the Derbyshire
and Derby multi-agency Test and Trace Implementation Group and the Derbyshire and
Derby Test and Trace Communications Sub-Group.
Derbyshire County Council and Derby City Council communications teams will undertake
the local lead role for both proactive and reactive communications in responding to an
outbreak, working with Public Health England and all local partners to ensure timeliness,
targeting and consistency of messaging. In some scenarios it may be more appropriate for
other agencies to assume a lead role.

1.4 Methodology
This communications strategy adheres to the Government Communications Service (GCS)
‘OASIS’ planning structure: objectives/aim, audience insight, strategy, implementation,
scoring/evaluation.
OASIS provides a clear framework to ensure all public communications are rigorous,
systematic, effective, efficient and evaluated. It also draws on the GCS Guide to
Behaviour Change Communications and other recognised behavioural change insight
and methodologies such as the COM-B tool (an assessment of capability, opportunity and
motivation to change behaviour) and the Ogilvy Behaviour Change Unit.
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2. Aim, objectives and evaluation
2.1 Aim
To support and facilitate the successful delivery of the Derbyshire and Derby
Covid-19 Outbreak Management Plan through effective communication and to
ensure local people are aware of Test and Trace, risk-alert, well informed and
protected during any future outbreak.

2.2 Objectives
To achieve the overall aim, the following objectives combine proactive, reactive,
stakeholder and inter-agency communications, to:
• Build trust in local organisations to deliver TT and local outbreak measures
• Educate and embed a widespread understanding of TT and potential local
restrictions amongst local residents through amplifying local and national
messaging across all partners
• Mitigate reputational risk to partner organisations arising from TT, outbreaks and
restrictions – including links to partner business continuity plans
• Change behaviour regarding social distancing, hygiene measures, testing and
contact tracing to ensure people are motivated to ‘do the right thing’
• Provide local voice, context and demographic relevance in messaging
• Target key local audiences who are most at risk or least likely to understand or
comply with TT and public health messages
• Coordinate the communications response to outbreaks and localised restrictions
– being on the front foot at all times
• Ensure good communications and information-sharing between all local
organisations
working relationships between agencies
• Manage stakeholder engagement to ensure potential issues are mitigated and
stakeholders demonstrate high levels of understanding and advocacy.
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2.3 Measurement of objectives
Ongoing evaluation of the above objectives is essential to our understanding of how the
local communications strategy is working and the areas where messaging and tactics need
to be adjusted, re-focussed or further targeted.
At the outset of this strategy it is not possible to provide SMART objectives, baseline
metrics or targets based on % awareness or compliance with key communications
messages as this data is not available locally or nationally.
To address this gap, an independent telephone survey sample of 500 statistically-relevant
people in Derbyshire and Derby will be carried out in July/August 2020 to establish a
baseline and subsequent metrics and targets.
The survey will be repeated in December 2021 for mid-point campaign evaluation and
again in April 2021 to inform a full evaluation and to determine the future communications
strategy, as required.
The survey questions will focus on understanding attitudes, risk perception, barriers
and compliance with the key messaging and behaviours regarding TT, social distancing
and hygiene measures.
In addition, alongside the attitudinal survey, all agencies will contribute to an ongoing
communications evaluation matrix providing inputs, outputs and outcomes which are
based on the GCS evaluation model.
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3. Audience insight
3.1 National insight - Covid-19 risk factors
Since the outset of the pandemic, evidence has grown that certain sections of the
population, in addition to those categorised as shielded or extremely clinically vulnerable,
are most at risk of becoming infected with Covid-19 due to a combination of location,
occupation and demographic factors.
Diagnosis rates increased with age for both males and females. Working age males
diagnosed with Covid-19 were twice as likely to die as females.
The Office for National Statistics reports that men working as security guards, taxi drivers and
chauffeurs, bus and coach drivers, chefs, sales and retail assistants, workers in construction
and processing plants, and men and women working in social care had significantly high
rates of death from Covid-19. Analysis by Public Health England shows that nursing auxiliaries
and health care assistants are also at higher risk of death during the pandemic.
Nationally, local authorities with the highest rates of diagnosis and death are mostly urban
areas with higher population density.
People who live in economically deprived areas have higher diagnosis rates and death. The
mortality rates from Covid-19 in the most deprived areas were more than double the least
deprived areas, for both males and females.
People from Black ethnic groups were most likely to be diagnosed and death rates were
highest among people of Black and Asian ethnic groups. An analysis of survival among
confirmed cases, and using more detailed ethnic groups, shows that after accounting for
the effect of sex, age, deprivation and region, people of Bangladeshi ethnicity had around
twice the risk of death than people of White British ethnicity.
Risk factors can be summarised as follows:
• Physical proximity to others at work
• Underlying health conditions (shielded/clinically vulnerable groups)
• Regular exposure to the virus at work
• Areas of high population density and/or multiple occupancy housing
• Economic deprivation
• Age – risk increases with age
• Gender – males more at risk
• Ethnicity – BME community more at risk.
There is also early anecdotal evidence to suggest that people are more resistant to
complying with the ‘trace’ element than the ‘test’ element of Test and Trace. It is not
unexpected that people are less willing to comply with what could be perceived as
surveillance and the communications plan will need to work hard to overcome this. More
extensive data from the national TT programme is expected in July.
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3.2 Local insight – Covid-19 risk factors
Data for Derby and Derbyshire is available through the PHE dashboard and daily
‘exceedance’ reports are provided to local public health colleagues which provide
data around cases and rate of infection. The data will be monitored by the local public
health knowledge and intelligence team and regularly reported to the communications
group lead.
In addition, the lifting of some restrictions and social distancing measures has shown an
increase in risk-taking behaviour locally particularly by visitors to countryside hotspots
and local parks.
As part of the local risk assessment process, within Derbyshire and Derby a number of
communites have been identified which:
• are potentially more vulnerable to Covid-19 or
• face barriers to communication e.g. language, disability or
• are harder to reach by conventional communications methods.
Therefore, in addition to those with significant risk factors shown in 3.1 above, these
Derby and Derbyshire communities are key target audiences in the communications
implementation plans:
• BME community
• Sex workers
• Gypsies and travellers
• Young men
• Teenagers and their parents
• LGBT+ community
• University and college students
• Asylum seekers
• Homeless people
• People with sensory disabilities or learning disabilities
• Eastern European community
• Visitors to Derby and Derbyshire from outside the county, particularly
to tourism hotspots.
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3.3 National/international behavioural insights
A body of learning has developed, and continues to develop, around Covid-19 audiences
and their behavioural stimuli. The implementation plan is therefore informed by a wide
range of behavioral insight.
Some key areas of insight are summarised below.
World Health Organisation research:
• Greatest impact involves many interventions at multiple levels
• Tone and messaging: consistent, competent, fair, empathetic or sincere, easily understood
• Communicate through trusted people and accessible channels
• Create clear channels of access for health literacy. When anxiety is heightened, cognitive
processing can be challenged. Inconsistent information and messages from multiple
sources can be overwhelming and therefore more difficult to process.
US insights via Behavioral Insights Team:
• Sense of duty often effective: e.g. Do the right thing to help protect your family and friends
• Positive social norms effective: e.g. We’re all socially distancing and staying alert are you?

3.4 Barriers to communication
Many, although not all, of the groups most at risk of contracting coronavirus also face
barriers to communication. This may be because of language, culture, disability or
other factors.
Research also shows that within the broad population the hardest group to reach is
men and particularly young men aged 18-25, who are the least likely to actively seek out
information and spend the least amount of time looking at messages.
Reaching each of these groups is considered in the implementation plan.

3.5 Development of further local insight
Section 2.3 above outlines a local survey to establish a baseline against which to measure
the success of the communications objectives. This survey will cover a range of attitudinal
metrics which will provide key audience insight including levels of trust in authorities, risk
perceptions, level of acceptance of recommended behaviours, knowledge, barriers/drivers
and misperceptions.
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4. Strategy
4.1 Context
This communications strategy operates against a complex landscape of national, regional
and local agencies each with often overlapping areas of responsibility for health, public
protection and providing information to the public.
In addition, Derbyshire has a two-tier system of local government within the county
(a county council and eight district/borough councils) whereas Derby City is a single,
unitary council.
This strategy sets out to harness the opportunities inherent in Derby and Derbyshire’s
agency structure - in particular many powerful, wide-ranging and niche communications
channels and local knowledge – whilst mitigating the risk of confusion by providing clear
lines of responsibility for communications in a given situation.

4.2 Messaging
The focus of the messaging strategy is to:
• Amplify government TT and prevention messages across partner channels
• Target local and national messages at key local audiences as shown by insight
• Give local relevance to government messages e.g. through case studies and
recognised community leaders and build a sense of pride in Derbyshire communities
doing the right thing.
At the time of producing this strategy the top-line government messages in
relation to track and trace are:
• Got symptoms? Get tested.
• Do not leave home
• Provide details of contacts
• Protect your friends and family/play your part
• If you get a trace alert here’s what to do.
And the general public health messages are:
• Keep a social distance between yourself and others at all times
• Wash hands regularly, for at least 20 seconds with soap and water, or where that is not
possible, sanitise hands with an alcohol based sanitiser
• Wear face coverings on public transport, when attending medical appointments and in
enclosed spaces such as shops.
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4.3 Channels
The nature of Derbyshire, which is a mixed urban/rural county sandwiched between
several major cities, means it has uneven coverage by local media outlets. Derby fares
better than the wider county in having media outlets dedicated to the city area.
Local media includes:
• 11 mostly small weekly newspapers covering different areas of the county
• 1 daily paper which covers the city of Derby and some of its suburbs in Derbyshire, close
to the city
• 1 BBC radio station that covers Derby and parts of the south of the county, two regional
commercial stations and three small commercial radio stations
• TV news coverage is split across six different BBC and ITV regional programmes.
Geographically many areas of Derbyshire will look to cities outside the county such as
Sheffield, Nottingham or Manchester for their news, rather than Derby. These city-based
media outlets do not regularly cover Derbyshire news as the county represents a very small
proportion of their readership.
Whilst the local print and broadcast media continue to have a key part to play in a
communications strategy, increasingly partner channels and hyper-local publications and
websites have been developed.
A channels database has been developed for this strategy which brings together all
partner-owned communications channels. This database forms the backbone of much
of the implementation plan.
This partner-owned channels database is searchable by:
• Audience – e.g. employees, BME, learning disability, councillors, all residents, care
workers, housing association tenants, voluntary groups, foster carers, manual employees
• Type of channel – e.g. newsletters/magazines, outdoor/screens, social media, mail drops,
e-newsletter sign ups, websites, email footers, intranet
• Geographic location within the county or city – at least down to district level and in some
cases down to town level.
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5. Implementation
5.1 Approach
Implementation of this communications strategy is being developed into four discrete but
interrelated plans:
1 Proactive plan - building awareness/changing behaviour
2 Outbreak response plan – planned reactive protocol
3 Stakeholder engagement plan – keeping stakeholders informed and involved
4 Inter-agency communications plan – how we ensure all partners are informed.

5.2 The proactive plan: building awareness/changing behaviour
In summary, the proactive plan focusses on ‘hearts and minds’ behaviour change through
amplifying and targeting local and national Test and Trace and general health protection
messages through the development of a cross-agency content plan, and by providing local
context to national messages.
The proactive plan also builds on ongoing work to signpost to sources of support for
vulnerable people who are self-isolating, such as the Community Response Unit and the
voluntary sector.
In addition to universal, broadcast messages, the plan takes a data-led approach to
targeting key communities or demographics who are most likely to contract Covid-19
and/or least likely to be reached by our communications, for example, by producing and
distributing translated leaflets where these are not available at a national level.
It also aims to cut through much of the background noise regarding previous and ongoing
testing and screening regimes, including a mobile app which is unlikely to be operational in
the near future, and new messages concerning the loosening of restrictions.

5.3 Outbreak response plan: planned reactive communications
The outbreak plan focusses on coordinating the communications response to any
outbreaks and localised restrictions through planned and tested reactive communications.
It includes:
• A toolkit of the communications response to possible restrictions/outbreak scenarios
including action sequence lists, off-the-shelf letters, media statements, spokesperson
briefs, stakeholder comms and stand-down/recovery communications for each scenario.
These scenarios include complex and high risk settings.
• A protocol detailing the communications responsibilities of each local and national
agency which includes communications with cases, their close contacts, the public
and the media.
Derbyshire and Derby Test and Trace Communications Strategy – Summary

12

5.4 Stakeholder communication plan
The stakeholder plan includes a stakeholder map collating groups outside existing
health agency partners (for example faith, business organisations, high-risk
workplaces) and individuals (for example local councillors and MPs) who have an
interest in and influence on the outcomes and who could provide local advocacy
around Test and Trace and related public protection issues.
A local and national engagement plan accompanies the mapping to ensure these
stakeholders are kept systematically informed.

5.5 Inter-agency communication plan
This plan supports the objective to ensure that the whole health protection system
involved in the Test and Trace response are kept informed and involved and that
communications are timely, efficient, do not duplicate effort unnecessarily and build
on the good working relationships already existing between agencies.
The inter-agency plan outlines formal and informal reporting mechanisms. It
also details a new area of the county council website which will signpost to local
and national resources and provides a template for a regular partner Test and
Trace newsletter.

Derbyshire and Derby Test and Trace Communications Strategy – Summary
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Derbyshire Response
to COVID-19

Derbyshire Local Outbreak Plan

1. Aim
To work to protect the health of the population of Derbyshire County from the risks
associated with COVID-19.

2. Objectives
In enacting the plan the following objectives will seek to be achieved;
• Preventing spread of COVID-19
• Contain and suppress outbreaks of COVID-19
• Early identification and proactive management of outbreaks and incidents
• Ensure service capability
• Ensure effective communication with the public and stakeholders

3. Risk summary
There is a range of evidence to support planning assumptions around local risk,
related to both transmission and morbidity. This includes factors including population
demographics, location and occupation. Mapping has been undertaken to explore
Derbyshire’s population in terms of its urban density, age profile, ethnicity and occupation.
Further detail can be found within the COVID-19 outbreak plan Section 1.5. Key risks
include;
• COVID-19 diagnosis rates increased with age for both males and females. Working age
males diagnosed with COVID-19 were twice as likely to die as females.
• People who live in deprived areas have higher diagnosis rates and death. The mortality
rates from COVID-19 in the most deprived areas were more than double the least
deprived areas, for both males and females.
• People from Black ethnic groups were most likely to be diagnosed. Death rates from
COVID-19 were highest among people of Black and Asian ethnic groups.
• Roles that are most likely to be exposed to COVID-19 include those involving close
proximity with others and those where there is regular exposure to disease, for example
healthcare workers.
• Occupations that are in the position of regularly being close to others or handling
goods, but not usually directly exposed to disease, such as workers in hospitality roles,
education, transport or community and social services occupations, are likely to be
at higher risk of exposure to COVID-19 during periods of community transmission. In
general the percentage of the population employed in these sectors in Derbyshire
County is similar to England average.
• There is a disproportionately large percentage of the County working population

2

Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan

who are employed in the manufacturing sector (16% and 20%) compared to England
average (8%).
A risk assessment of settings has been undertaken based on the available evidence. This
has been used to identify settings of potential interest across Derbyshire County.

Low risk
Low consequence

Moderate
consequence

High consequence

Moderate risk

High risk

Parks and outdoor
space
Motor trade

Supermarkets
Leisure centres
Offices

Indoor pubs and
bars

Retail
Libraries and
community

B&B/hotels
Schools
Universities
Nurseries
Children’s homes
Transport sector

Mass gatherings
Beauty sector
Factories/Warehouse
Meat processing
Places of worship

Drug and alcohol
services

Special schools
Care homes
Residential LD
Prisons
Hostels
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4. Roles and responsibilities
In order to ensure the effective management of COVID-19 risk and the effective response
to COVID-19 outbreaks and incidents, it is essential that a range of organisations work
together collaboratively, using combined specialist expertise, resource, and regulatory
powers. The diagram below describes the roles of a range of organisations who will
support local outbreak management at a local level.

Environmental
Health
Specialist advice,
support &
investigation

Health & Safety
Executive
Enforcement and
support

District & Borough
Councils
Support and
legislative powers

Public Health
England and Local
Public Health
Authority Leadership
and assurance

NHSE & NHSI
Leading the
mobilisation
of funded services

4

Health providers
Assistance as local
surge capacity

Care Quality
Commission
Enforcement role

CCG
Support and
advice - Infection
prevention
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5. Surveillance
Communicable disease surveillance involves the monitoring of the frequency and
distribution of disease, as well as the human impact including hospital admissions and
deaths.
Surveillance involves gathering a wide variety of data about a disease from a range of
sources to provide a picture of emerging trends, geographical variations and the groups of
people who are being most affected or at risk.
COVID-19 is classified as a notifiable disease and is therefore included within the statutory
notification processes. This means that medical professionals are required by law to report
cases.
Where will the data around COVID-19 come from?

Laboratory reports
of infections
Public Health England
dashboard

Statutory
notifications

COVID-19
surveillance data

ONS weekly
registered deaths

Community
surveillance

Primary care
surveillance - GPs

Secondary care
surveillance hospitals
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6. Detection of incidents and
outbreaks
Individuals experiencing any symptoms of coronavirus (COVID-19) are required to
immediately self-isolate and arrange to be tested. If a positive result is confirmed, the
NHS Test and Trace Service will contact that individual and assess their current risk and to
establish if any contacts in or outside of that household maybe at risk of transmission. NHS
Test and Trace will then trace those contacts and, if necessary, notify them that they need
to self-isolate.
Where the contact tracing process identifies a complex case or one involving a high-risk
location, such as where a person who has tested positive for COVID-19 has worked or
where the case is linked to a school, care home or other high risk setting, then the case
will be referred to Public Health England’s regional teams and notified to relevant Public
Health Authority by Public Health England on the day of notification.
On notification of an outbreak Derbyshire County Public Health teams will work closely
with Public Health England to respond as outlined in the COVID-19 outbreak and
communications plans. This will include providing support in the form of specialist advice
or capacity, supporting the deployment of resources needed to assist the investigation and
management of the outbreak such as testing, and leading engagement with settings and
the wider community.
There will also be on-going surveillance of local data to ensure that any trends in COVID-19
at a local level are monitored, and identified early.

7. Activation of plans
The outbreak plan sits alongside a wider communications strategy which covers proactive
communications plans to support local COVID-19 prevention.
This plan will be triggered by a COVID-19 incident or outbreak which meets the criteria for
complex and high risk settings as outlined below and referral to Public Health England
regional Health Protection Team. Notifications may be received from a range of sources
including via NHS Test and Trace, directly to Public Health England regional Health
Protection Team, or via notification from Local Authority or other system partners. Daily
oversight of management and incidents within the Local Authority will be undertaken by
the Test and Trace cell who will work in conjunction with Public Health England to ensure
effective response, early identification of risk and engagement with wider population and
stakeholders.
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When there is a local outbreak Public Health England specialists will lead the initial
investigation and risk assessment, working collaboratively with Public Health Authorities
and wider services such as expertise from Environmental Health, School Nursing, Infection
Control and Local Authority Public Health teams.
NHS Test and Trace
Notification of confirmed covid-19 case
Initial contact tracing including
• Symptoms
• Household contacts
• Contacts outside household
• Contact with high risk settings
• Self-isolation support

Direct notification
Notification by setting or from home testing

Public Health England – Regional HPT
(Complex case and those involving high risk settings)
For example:
• Schools
• Care homes
• Workplaces
Risk assessment undertaken

Routine incident or outbreak
management
Advice to setting as per Standard
Operating Procedure

Complex case outbreak
management
Outbreak Control Team or
meeting initiated

Complex case incident
management – increase
incidence, pattern or cluster of
cases
Outbreak Control Team or
meeting initiated.

Local Authority –
Support mobilisation of resources, lead communications and facilitate links into Community Response Unit, care home
support teams, Environmental Health, Infection Prevention and Control, School Health, and communications and
additional resources as necessary

In cases which do not require an outbreak control team or meeting i.e. routine incident
or outbreak management, the lead for the investigation and control of the outbreak or
incident will be Public Health England, supported by Local Authorities. Cases will be
managed following national guidance and Public Health England standard procedures and
guidelines.
In complex outbreaks or incidents an outbreak control team will be held. The purpose
of the Outbreak Control Team is to agree and coordinate the activities of the agencies
involved, to manage the investigation and control of the outbreak. This includes assessing
the risk to the public’s health, identifying and implementing control measures and seeking
legal advice as required.
Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan
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8. Public health control
measures
A range of methods can be used to support the control of COVID-19, these may include:
• Community engagement and public information
• Enhanced hygiene and cleaning
• Individual isolation or restrictions
• Closure or partial closure of settings
• Testing
Local authorities will work closely with Public Health England regional teams to assess
how to control COVID-19 within the population. Local Authorities will support Public
Health England to use their local knowledge to help implement a plan to reduce the
spread in the local population. A range of statutory powers also exist to help support Local
Authorities and wider partners to reduce the risk of COVID-19.
Community engagement and public information
Communication is key during an outbreak or incident. A detailed communications plan
will ensure individuals, settings and the local community receive the information they
need.
Derbyshire County Council will also use a variety of communication tools to ensure
communities are informed of what the local authority are doing and local risks around
COVID-19. This will ensure measures can be taken locally to reduce the risk to the
population, whilst supporting a return to a more normal way of life.
Enhanced hygiene / cleaning
Enhanced hygiene, is a key element of COVID-19 prevention. It is important you continue
to regularly wash your hands and follow good respiratory hygiene practices. Where local
outbreaks occur, local teams may also provide extra support to make sure additional
measures are followed to help halt the spread, such as cough hygiene and hand hygiene
messaging.
Enhanced cleaning, can support the reduction of COVID-19 within the environment,
particularly high touch areas, for example, door handles, surfaces and bannisters. Where
outbreaks occur, Infection Control specialists will be used to offer support and advice on
additional measures, or undertake risk assessment to prevent further spread.
Individual isolation or restrictions
Isolation of symptomatic individuals has been effectively used as a strategy to prevent
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the spread of COVID-19 during the pandemic. This can be in the form of individual
isolation or communities via ”restrictions”. These messages are a key element of Test
and Trace and messaging will support local campaigns. In the event of local rises in
infection and spreading of COVID-19, local advice around reducing movement, increased
social distancing, restriction of movement or restrictions on access may be considered.
Decisions to implement such measures will be communicated based on available evidence
provided by the COVID-19 Health Protection Board will be taken by the Local Engagement
Closure or partial closure of settings
In contrast to the restriction of the movements of individuals, closure or partial closure of
settings can be used to support the control of COVID-19 spread. This may include partial
closure of particular class groups in a school, workplace, or closure to enable premises to
implement particular measures under Health and Safety.
Testing
Testing of asymptomatic high-risk contacts may advised in some circumstances. This may
require the need for on-site testing to be offered within the community, or scaling up of
existing capacity. In these circumstances existing local process for testing will utilised,
using mobile testing or existing community testing. The decision to increase testing would
be referred to the LRF Testing Cell via the LRF Tactical Coordination Group.
Surge capacity
Initial contact tracing will be undertaken by the NHS test and trace service and referred
to Public Health England where cases are identified as meeting the criteria for complex
cases, or requiring complex case management. Where demand for contact tracing exceeds
capacity within Public Health England, this will be escalated to Local Authority Public
Health teams for staff to be redeployed to participate.

Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan
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9. Communications
In association with Public Health England, the Derbyshire County Council communications
teams will undertake the lead role for communications when responding to COVID-19
outbreaks or incidents locally.
Direct communication with cases/patients during the incident will be undertaken by
Public Health England in the first instance with support and surge capacity being offered
by teams, under the direction of the Director of Public Health. Data protection impact
assessments will underpin data storage, sharing and handling.
Communication with the public and local press and media is outlined in more detail in the
associated COVID-19 communications plan. Where an outbreak control team is convened,
communications to stakeholder organisations will be agreed as part of the meeting.
Aim
To support and facilitate the successful delivery of the Derbyshire Covid-19 Outbreak
Management Plan through effective communication and to ensure local people are aware
of Test and Trace, risk-alert, well informed and protected during any future outbreak.
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Objectives
To achieve the overall aim, the following objectives combine proactive, reactive,
stakeholder and inter-agency communications, to:

Build trust in local
organisations to deliver TT and
local outbreak measures

Educate and embed a
widespread understanding
of TT and potential local
restrictions amongst local
residents through amplifying
local and national messaging
across all partners

Mitigate reputational
risk to partner organisations
arising from TT, outbreaks and
restrictions – including links to
partner business continuity
plans

Provide local voice, context
and demographic relevance in
messaging

Change behaviour
regarding social distancing,
hygiene measures, testing and
contact tracing to ensure people
are motivated to ‘do the right
thing’

Target key local audiences
who are most at risk or least
likely to understand or comply
with TT and public health
messages

Coordinate the
communications response
to outbreaks and localised
restrictions – being on the front
foot at all times

Ensure good
communications
and informationsharing between all local
organisations involved in the
TT response – timely, efficient
and build on good working
relationships between
agencies

Manage stakeholder
engagement to ensure
potential issues are mitigated
and stakeholders demonstrate
high levels of understanding
and advocacy

Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan
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Covid-19 risk factors
In addition, the lifting of some restrictions and social distancing measures has shown an
increase in risk-taking behaviour locally particularly by visitors to countryside hotspots
and local parks.
As part of the local risk assessment process, within Derbyshire a number of communities
have been identified which:
• are potentially more vulnerable to Covid-19 or
• face barriers to communication e.g. language, disability or
• are harder to reach by conventional communications methods.
Therefore, in addition to those with significant risk factors these Derbyshire communities
are key target audiences in the communications implementation plans:

BME community

Sex workers

Gypsies
and
travellers

Young men

Teenagers and their
parents

LGBT+ community

University
and
college students

Asylum seekers

Eastern European
community

Visitors to
Derbyshire from
outside the county,
particularly to
tourism hotspots

Homeless people

12

People with sensory
disabilities or learning
disabilities
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10. Governance
Governance for the outbreak management plan will sit with the Local Public Health
Authority (Derbyshire County Council) and Districts and Boroughs.
These governance arrangements include;
1. COVID-19 Health Protection Board- Responsible for the development of local outbreak
control plans by Directors of Public Health.
2. Local Outbreak Engagement Board- Provide political ownership and public-facing
engagement and communication for outbreak response.

COVID Local Engagement Boards

Health and
Wellbeing Boards

Joint COVID Health Protection Board

Local Resilience Forum
Strategic Coordination
Group

Local Resilience Forum
Tactical Coordination
Group

Test and Trace Implementation Group
Local Resilience Forum
Sub Groups

Local Outbreak Engagement Boards
Local Outbreak Engagement Boards within the County will act as a decision making board
in the event of increasing cases and outbreaks of COVID-19.
Within Derbyshire County the Local Engagement Board will take the form of a new Board
consisting of political representation from District and Boroughs and County Council.

Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan
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Joint COVID-19 Health Protection Board
The COVID-19 Health Protection Board will seek to protect the health of the population of
Derbyshire County by;
• Providing oversight of the outbreak management plan and communications plan
• Seek assurance of the response to outbreak and incidents
• Ensure oversight of data sources to support early identification and proactive
management
• Ensure effective communication with stakeholders and the public
• Ensure effective links to wider system response including Local Resilience Forum and
Sustainable Transformation Partnership
• Provide the specialist analysis of the local situation and local expert advice
• Identify and escalate risk to Health and Wellbeing Board
• The Board will formally report to the Local Engagement Board of the County. The
Board will also report directly to the Health and Wellbeing Board and Local Resilience
Forum.
Please visit the Derbyshire Prepared Website which provides further information about
Local Resilience Forum structures www.derbyshireprepared.org.uk
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11. Appendices
Derbyshire early years settings (EYS) and school* confirmed COVID-19 Notification
Process (*referred to as provision in this process)
In all early years and school settings, preventing the spread of coronavirus (COVID-19) involves
• Minimising contact with those people displaying symptoms
• Regular hand washing
• Good respiratory hygiene ‘catch it, bin it, kill it’
• Regular cleaning
• Minimal contact and mixing in settings by altering environment and timetable where possible
Provision is notified directly
of a confirmed positive
COVID-19 case from a parent,
carer or staff member

Provision become aware
of two or more positive
COVID-19 cases in their setting

Provision to contact Health
Protection Team on 0344 225
4524 option 9 ASAP

Test and Trace contact and
inform provision directly
about a confirmed positive
COVID-19 case

Health Protection Team will support and
advise provision on measures to control the
spread of the virus and how to inform staff
and parents as necessary

To prevent the spread or misinformation and to prevent breaches
in confidentiality, do not use social media to communicate with
parents, carers or staff

Provision to be aware that the child, young
person or staff member must stay away from
provision and isolate at home for at least 7
days (14 days for rest of household)1

Any other staff or student in the same class
or bubble as the positive case must selfisolate for 14 days. If they go on to develop
symptoms they must arrange to get a test2

Provision to clean and disinfect the environment in which the confirmed case was in following the
guidance set out in COVID-19: cleaning in non-healthcare settings document.
If the child who has a positive test for COVID-19 is subject to a Child in Need or Child Protection Plan,
or they are a Looked After Child, schools should inform the named Social Worker of the child or young
person’s absence from the provision.

1 Guidance for schools: coronavirus (COVID-19)
2 NHS Test and Trace: if you’ve been in contact with a person who has coronavirus
Derbyshire Response to COVID-19 - Derbyshire Local Outbreak Plan
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Derbyshire Care Home confirmed COVID-19 Notification Process
In all nursing and residential care home settings, preventing the spread of coronavirus (COVID-19) involves
• Minimising contact with those people displaying symptoms
• Regular hand washing
• Good respiratory hygiene ‘catch it, bin it, kill it’
• Regular cleaning
• Minimal contact and mixing in settings by altering environment and timetable where possible
Care home is notified
directly of a confirmed
positive COVID-19 case from
a relative, staff member or
visitor to the home

Care home become aware
of two or more positive
COVID-19 cases in their
setting

Care home to contact Health
Protection Team on 0344 225
4524 option 9 ASAP

Test and Trace contact and
inform care home directly
about a confirmed positive
COVID-19 case

Health Protection Team will support and
advise on measures to control the spread
of the virus and how to inform staff and
relatives as necessary

To prevent the spread or misinformation and to prevent breaches in
confidentiality, do not use social media to communicate with staff,
relatives or visitors

Care home to be aware that staff members,
relatives or visitors must stay away from
setting and isolate at home for at least 7
days (14 days for rest of household)1

Any other staff member, relative or visitor
who has had close contact with the positive
case must self-isolate for 14 days. If they go
on to develop symptoms they must arrange
to get a test2

Follow decontamination and cleaning processes for care homes in which the confirmed case was in
following the guidance set out in Admission and Care of residents in a care home during COVID-19
(Appendix G)

1 www.gov.uk/government/publications/coronavirus-covid-19-support-for-care-homes
2 NHS Test and Trace: if you’ve been in contact with a person who has coronavirus
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Derbyshire Workplace confirmed COVID-19 Notification Process
In all workplace settings, preventing the spread of coronavirus (COVID-19) involves
• Minimising contact with those people displaying symptoms
• Regular hand washing
• Good respiratory hygiene ‘catch it, bin it, kill it’
• Regular cleaning
• Minimal contact and mixing in settings by altering environment and timetable where possible

Workplace is notified directly
of a confirmed positive
COVID-19 case from a staff
member or a representative

Workplace becomes aware
of two or more positive
COVID-19 cases in their setting

Workplace to contact Health
Protection Team on 0344 225
4524 option 9 ASAP

Test and Trace contact and
inform provision directly
about a confirmed positive
COVID-19 case

Health Protection Team will support and
advise on measures to control the spread of
the virus and how to inform the workforce

To prevent the spread or misinformation and to prevent breaches in
confidentiality, do not use social media to communicate messages

Workplace to be aware that the staff
member must stay away from the workplace
and isolate at home for at least 7 days (14
days for rest of household)1

Any other staff member who has been in
contact with the positive case must selfisolate for 14 days. If they go on to develop
symptoms they must arrange to get a test2

Workplaces to clean and disinfect the environment in which the confirmed case was in following the
guidance set out in COVID-19: cleaning in non-healthcare settings document.

1 www.gov.uk/guidance/working-safely-during-coronavirus-covid-19
2 NHS Test and Trace: if you’ve been in contact with a person who has coronavirus
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