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COVID-19 – Where are we now?
Success in COVID-19 control will be dependent upon containing and reducing the
rate of new infections while protecting those who are most vulnerable to the effects
of the disease.
On the basis of Office for National Statistics (ONS) survey data from 26 April to 13
June 2020, it is estimated that, excluding hospitals, care homes and other
institutional settings, there were 26,900 new infections with COVID-19 per week in
England. Applied to Newcastle’s population, this would be roughly equivalent to 20
new cases per day.
During that period, the incidence rate will have fallen, so we can assume the actual
rate of new cases in the community is now lower than this. However, rates in those
groups excluded by ONS are considered likely to be higher, so an overall figure for
the city of up to 20 new cases a day seems reasonable.
Estimates vary as to how many cases are without symptoms, but they could be up to
half of all infections. This presents a problem in containing the disease as some
people may have the virus and spread it unwittingly. However, by maintaining
measures such as social and physical distancing, good hygiene and face coverings,
we can reduce the likelihood of spread even from those cases without symptoms at
the same time as chasing down and isolating as many symptomatic and
asymptomatic cases as possible.
At the moment in Newcastle, because of the impact of lockdown, we are detecting
low numbers cases a day through the various testing programmes. As infections
have diminished in number, so has the proportion of tests that prove to be positive
for the virus – only about 1 in 50 tests in the city is positive at the time of writing. But
that means we need to keep looking. It will be essential, now more than ever, that we
encourage anyone with a new cough, fever or lost sense of smell and taste to get
tested so that we can find and stop those remaining chains of transmission.

In the key areas of hospitals and residential care, we are already pursuing more
vigorous testing programmes alongside rigorous infection control. But if we are to
open up the city, relieve at least some of the constraints of lockdown, and prevent a
resurgence of the virus, we need to strike a balance between freedom and
responsibility.
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We need, together, to:





Remain vigorous in the good hygiene measures of hand washing, face
covering (but not, if possible, face-touching), distancing;
Self-isolate on first sign of symptoms and get tested rapidly;
Observe the rules for isolation and preventing spread of virus;
Remember, for most of us the risk is low, but for some it is very high indeed –
the action you take protects others; parents, grandparents, people we love.

Newcastle has a deserved reputation for friendliness and care, even for those we
don’t know. If we build on those strengths, we can liberate safely from lockdown,
together.

Purpose of this plan
On 11 May 2020, government announced their COVID-19 recovery strategy, setting
out their roadmap for how and when the UK will adjust its response to the COVID-19
crisis. This plan also set out fourteen supporting programmes:
1. NHS and care capacity and operating model – expand personal protective
equipment (PPE) supply from overseas and domestic manufacturing
capability, expand and improve logistics network to the front line
2. Protecting care homes – testing, infection prevention and control, workforce,
clinical support, guidance, local authority role
3. Smarter shielding of the most vulnerable
4. More effective, risk-based targeting of protection measures
5. Accurate disease monitoring and reactive measures – independent analytical
function through a new Joint Biosecurity Centre and five alert levels
6. Testing and tracing – identify those infection, ensure those in recent close
contact receive rapid advice
7. Increased scientific understanding – investment in genetic research and
clinical studies
8. ‘COVID-19 Secure’ guidelines – workplaces, schools and other public spaces
9. Better distancing measures – targeted to stages of recovery
10. Economic and social support to maintain livelihoods and restore the economy
11. Treatments and vaccines
12. International action and awareness
13. Public communication, understanding and enforcement
14. Sustainable government structures
In late May, government announced their test and trace programme, designed to
control the virus and enable people to live a safer and more normal life.
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Government acknowledged the role of local authority public health services in
bringing together a valuable dimension to testing, contact tracing and supporting
those who need to self-isolate. As part of the ‘contain’ element, all local authorities
are expected to have local COVID-19 outbreak control plans in place before the end
of June. The purpose of these plans is to:





Improve speed of response – putting local government at the centre of
outbreak response and plan thoroughly to quickly deploy resources to the
most critical areas
Build on local knowledge – led by Directors of Public Health, working with
Public Health England local health protection teams and incorporating existing
public health planning and statutory responsibilities and draw on expertise
from across local government partners, Local Resilience Forums, NHS
Integrated Care Systems and Mayoral Combined Authorities.
Improve co-ordination – help to co-ordinate efforts between local and national
governments, the NHS, private and community sectors and the general
public, and local and national policy via the Joint Biosecurity Centre.

Local outbreak control plans are expected to cover seven key themes:
1. Planning for local outbreaks in care homes and schools (e.g. defining
monitoring arrangements, potential scenarios and planning the required
response)
2. Identifying and planning how to manage high risk places, locations and
communities of interest (e.g. defining preventative measures and outbreak
management strategies)
3. Identifying methods for local testing to ensure a swift response that is
accessible to the entire population (e.g. defining how to prioritise and manage
deployment, examples may include NHS, pop-up etc).
4. Assessing local and regional contact tracing capability in complex settings
(e.g. identifying specific local complex communities, developing assumptions
to estimate demand and options to scale capacity)
5. Data integration - integrating national and local data and scenario planning
through the Joint Biosecurity Centre Playbook (e.g., data management
planning, including data security, NHS data linkages)
6. Vulnerable people - supporting vulnerable local people to get help to selfisolate (e.g. facilitating NHS and local support, identifying relevant community
groups etc) and ensuring services meet the needs of diverse communities
7. Local Boards - establishing governance structures led by existing Covid-19
Health Protection Boards in conjunction with local NHS and supported by
existing Gold command forums and a new member-led Board to communicate
with the general public

What this plan covers
This plan is about how we will work to prevent cases and outbreaks of COVID-19
from happening in Newcastle, and how we will respond if and when they do.
It provides detail on the test and trace process and our response arrangements,
including support that will be provided.
It also sets out in more detail the prevention and preparedness work taking place
with partners across different priority setting areas.
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We have set out what information is available at the time of writing this version of the
plan, including advice and guidance from government and the on-going work we are
doing within the city. It will be ‘live’, dynamic plan that will continue to evolve as more
information becomes available and we learn lessons through prevention and
response activity in Newcastle and elsewhere.
We will develop this plan into a suite of accessible webpages that will be
continuously updated.

Our approach
We want to prevent outbreaks occurring and avoid the need for any setting to ‘lock
down’. This is one of the reasons why we refer to our plan as the COVID Control
Plan, rather than a local outbreak control plan. Communication and engagement will
be key to this; people will need to be assured that Newcastle is a safe place.
Everyone must play their part – reducing the risk of an outbreak, self-isolating when
necessary and minimising further disruption to everyday lives and the economy. If at
all possible, we aim to avoid the need to step up response arrangements or the need
to use any enforcement powers, but we need to provide assurance and confidence
that we have plans in place should that prove unavoidable.

Collaboration
Throughout the pandemic, we have worked closely with partners in the city. We have
created a collaborative approach for different settings to provide support, advice and
guidance. This shared approach has been fundamental to developing this plan.
Through the Collaborative Newcastle Care Home Group, with partners we will
continue to provide ‘wraparound’ support to care homes – putting in place enhanced
infection control and PPE, providing testing capacity and local intelligence,
supporting this with enhanced Heath in Care Homes, Step Up / Step Down
arrangements, providing training and development tools, increasing use of digital
technologies and maintaining daily contact.
With businesses, we are working hard so the city can re-open in a safe way:




Changing the infrastructure so people can come into the city safely,
increasing space for cycling and walking
Implementing street management so people can queue for shops in a socially
distanced way
Using friendly city ‘hosts’ – providing information, guiding, assisting those who
need additional support, providing advice about social distancing – reducing
the need to ‘police’ or use enforcement

Employers in turn need to ensure their businesses and workplaces are ‘COVID-19
secure’; minimising the risk of staff or customers becoming infected and the need for
staff groups needing to self-isolate.
We will continue to encourage those who are vulnerable to continue to shield, we’ll
continue to support them through CityLife Line – this will evolve to adapt and support
those who are advised to self-isolate, again reducing the risk of further transmission.
We will continue to work with voluntary and community sector partners to support
communities by providing accurate information in different formats and languages –
giving assurance and growing their confidence and trust.
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We will continue to work closely with schools and educational settings, supporting
them in their risk assessments, increasing our capacity for more regular, deeper
cleaning, looking at how we can support social distancing and transport measures
outside of schools.
We will also look at our own lessons learned from the response to COVID-19 and
how our own services transition and transform to support recovery whilst ensuring
our continuity plans continue to be robust.

Achieving recovery - governance
The results of local collaboration have been exceptional, but it is clear that this will
not be a temporary, short-term requirement. Even when the present crisis has been
overcome, the impact upon the economy and our communities, particularly the most
vulnerable within those communities, will be immense.
We will therefore need strong civic leadership and robust partnership arrangements
capable of leading our city through the challenging times ahead.
As set out above, a requirement of local outbreak control plans is to have in place
‘local outbreak control boards’ which provide political ownership and public-facing
engagement and communication for outbreak response. In Newcastle, partners have
recognised the importance of getting the scope of this board right; achieving
recovery in the city requires the co-ordination of plans and effort across health,
economic and social domains. Economic and social recovery cannot be achieved
without effective public health controls in place and must be done in a way that is
safe and does not risk public health.
The City Futures Board (formerly the Wellbeing for Life Board) provides a forum
where leaders from local health and care systems work together to improve the
health and wellbeing of the population. The Board can therefore provide the civic
leadership and robust partnership arrangements to lead our city through the
challenging times ahead as we continue to respond to COVID-19 and transition into
recovery.
The new arrangements already being put in place mean there are two joint executive
groups reporting to the Board which focus on health and care and growth and
prosperity, reinforcing our approach to health and wellbeing, inclusive prosperity and
environment and our climate change ambitions. The Board is therefore also very well
placed to fulfil this broader COVID recovery board role and so act as the local
outbreak control board by temporarily co-opting representatives from other
organisations with a key role to play in recovery, such the police, businesses and
transport.
The Council has, therefore, now put in place constitutional changes to define
and empower the City Futures Board to act as the Local (Outbreak Control)
COVID Recovery Board.
We are also required to put in place a ‘Health Protection Board’ as part of our local
outbreak control plans. This will be responsible for the practical implementation of
the local outbreak control plan.
Rather than impose new structures and replicate functions, we intend to build upon
strong partnerships that already exist for key areas of our response.
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On a day to day basis, the council’s Chief Executive and Directors’ Team
will function as the Health Protection Board
This Team works closely with the two Joint Executive Groups and will be
jointly led on the COVID-19 control function by the Chief Executive and
Director of Public Health (DPH). Throughout the epidemic, this team has met
on a daily basis, including weekends when necessary and has proved a highly
effective vehicle for mobilising and coordinating response.
In support of this function, the DPH and public health team will continue to
liaise, also on a daily basis, with the PHE Health Protection Team in their
Level 1 test and trace and outbreak control roles.
The COVID Control Plan (or ‘local outbreak’ control plan) will be signed off by
the DPH and Chief Executive, and its implementation overseen through the
Chief Executive and Directors’ Team / Joint Executive Group axis described
above, with political oversight by the City Futures Board in its role as
(Outbreak Control) COVID Recovery Board.
The COVID Control Plan (or ‘local outbreak’ control plan) will be signed off by
the DPH and Chief Executive, and its implementation overseen through the
Directors’ Team / Joint Executive Group, with political oversight by the City
Futures Board in its role as (Outbreak Control) COVID Recovery Board.
Liaison with Local Resilience Forum (LRF) will be managed via this group.
NHS linkage will be via the Joint Executive Group and its supporting crosssectoral Joint Delivery Group. Adult and Children’s Social Services Directors
both sit as members of the Directors’ Team.
The effector side of COVID Plan implementation will take place through a
combination of:
o The North East Public Health England (PHE) Health Protection Team
(NEHPT), undertaking Level 1 testing and tracing and providing expert
support to wraparound teams; and
o Collaborative Newcastle wraparound teams based upon our established
support to care homes, schools, businesses and specific vulnerable
communities – providing both a continuing preventive support and a
reactive outbreak control function in close collaboration with the NEHPT.

These structures will manage all outbreaks short of those reaching ‘Red Plus’ status
(major incident level). At this level, it is envisaged that a Gold Command response
would be required.
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Directors Team
Acting as the Health Protection Board, led jointly by the Chief Executive and Director of Public Health
Collaborative wraparound teams
Continuing preventative support, contact tracing and expert advice from Public Health England North East Health Protection Team

Care homes

Schools and
education
settings

Business and
workplaces

Complex settings

Communities of
interest

Statutory
services

Reactive outbreak control with Health Protection Teams

This wraparound has been more organic in some settings and we will formalise this
through shared principles in the coming weeks. The emerging principles are
communication, engagement, preparedness, supporting providers, providing a forum
to ask raise concerns and share good practice and step up support if an outbreak
occurs and a response is needed.
These Newcastle-based structures are linked with regional partners in a variety of
ways. The Directors of Public Health (DsPH) for the North East work very closely
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together and meet three times a week, sharing responsibility for areas of common
interest and overseeing, for example, the distribution of mobile testing units.
Close links are maintained with the NEPHE Centre and their senior officers attend
and actively participate in the regular DsPH meetings to deliver seamless public
health support for the region.
Newcastle also works closely with partner authorities in Northumberland, North
Tyneside and Gateshead as part of the local Integrated Care Partnership with the
local NHS. We regard this as an important level of collaboration for mutual aid and
integration of health and care services.
With the development of the Joint Biosecurity Centre and national ‘Contain’
infrastructure, the North East will acquire a Regional Liaison Group (RLG). This will
operate on a footprint that is coterminous with the North East Health Protection Unit.
The RLG will have a staff of four and will be overseen by a group comprising:





A lead Local Authority Chief Executive
The Chair of the North East Association of Directors of Public Health
Regional Director of Public Health England
A former senior local authority executive

Its role will be to support the arrangements in each of the local authorities in its
patch. The team will provide assistance from the Joint Biosecurity Centre and
national Contain team by providing a regional overview of new infections of COVID19 across the region, enable sharing of good practice, peer review and sector-led
improvement. It will also provide intelligence and insight from the region to inform the
Joint Biosecurity Centre.
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Priority areas for focused control – ‘Wraparound Teams’
At the heart of our approach to prevention and response is the concept of
wraparound teams. These are built upon existing structures for support – notably in
the case of our Collaborative Newcastle Care Home Group. We have identified
groups to support a range of major settings and these are tasked with ensuring
guidance, advice, material support where necessary, and assurance that preventive
mechanisms are in place and that there is a clear understanding of scaling, rapidity
and appropriateness of response to cases and outbreaks.

Each group is tasked with developing a comprehensive approach and to identify key
scenarios for response, and action plans for doing so. They are linked with
developing data and intelligence capacity, and with our proposed mechanisms for
providing continued individual help to those in need when required to self-isolate. In
12

the event of outbreaks that require control team activation, those involved in the
wraparound groups will provide expert input for the coordinated response.
Extensive work has already taken place in support of:






Care Homes
Educational Settings
Businesses and workplaces
Complex settings including communities at particular risk
Statutory services

We will publish separate, specific plans relating to these key areas, linked to the
online version of this core plan. These will address specifics of COVID response and
implementation of outbreak measures described below in those settings.
Next steps and outstanding requirements


As we move from lockdown to recovery / contain, there will be an increased
need for ‘double running’ as services resume and resources diverted to
pandemic response are needed in the restart. There are significant funding
implications in prevention and response, and these will need to be addressed.

NHS Test and Trace
Fundamental to moving out of lockdown is the NHS Test and Trace programme
which is now in operation.
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In its current, form the process of NHS Test and Trace is:











A person becomes symptomatic with new persistent cough, fever and / or loss
of sense of smell;
They should self-isolate at this point in case they have COVID-19;
They apply on-line or by telephone for a COVID-19 test;
The test takes place at a drive-through or walk-in site or with a home-testing
kit;
The result is returned a day or two later;
If the result is positive, the person tested (who we will now call the index case)
is contacted by a clinical contact tracer and interviewed to find out about any
contacts they have had in recent days;
The contacts are then called and asked to self-isolate for 14 days (the longer
period for contacts is because they could be incubating the virus);
Contacts are not routinely tested unless they become symptomatic – this is
because they could have negative results but still go on to develop COVID-19;
If the ‘index case’ is well after 7 days, they can resume normal activities;
If a contact develops symptoms, they should be tested as well, but they
should continue to isolate for the full 14 days even with a negative test. If,
however, their test is positive, they need only isolate for 7 days from the onset
of symptoms or until the illness has resolved, whichever is the longer;

If there are problems in contacting the index case or their contacts, or if the index
case is considered to be in some way ‘complex’, the process of interviewing and
contact tracing is referred to a local Health Protection Team, who will take over and
manage the process in conjunction with the local authority.
Details of the test and trace system can be found by using this link.
But the key messages are:




Self-isolate straight away if you become ill with cough, fever or loss of smell;
Get a test as soon as you can!
Continue to observe the good hygiene measures for preventing spread of the
virus.

If you are tested in a hospital or other health care setting and your result is positive,
you will also be contacted for an interview and to identify your contacts.
If you have been contacted to inform you that you have been in contact with
someone who has tested positive, you should follow the advice set out on the NHS
website which you can access using this link.

Optimising contact tracing
Contact tracing can be complex for several reasons and who interviews or how the
interview is conducted is a key factor in effectively obtaining accurate and
comprehensive information from cases. The complex cases assigned to local HPT
teams should be managed with the local authority in specific instances, where
sensitivity to interviewees needs and circumstances is required.
It is important that interviewees understand what information is needed from them
and the purpose of it, and how it will be used for health protection purposes.
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The NHS has produced guidance about the test and trace programme to encourage
positive public engagement and highlight safeguarding measures within the process,
you can read this in full by using this link.
We need to ensure easy read / translations are promoted locally so that cases know
that their personal details will be protected during the test and trace process, and
that local support is available to help people participate in the programme.
We want to ensure that local contact tracing is tailored to the needs of individuals
and communities to avoid detriment to any index case or contact. Where the HPT
has been unable to effectively interview an index case, or the case is from a
‘community of interest’ where a it has been agreed for a trusted or familiar person to
provide a more supportive approach, the HPT and local authority should work
together to mobilise tailored support. For example, it is important that the quality of
interviews is not compromised by language barriers, learning / behavioural difficulties
or where safeguarding issues may arise due to exploitation, substance misuse or
vulnerabilities.
In these instances, contact tracing will be done in partnership with the local authority
and specialists or community leaders already known to the index cases. This may
involve a wide range of our residents and professionals such as faith leaders and
drug and alcohol key workers.
We are working with heath trusts to develop a memorandum of understanding for
test and trace capacity within hospital settings.
In many cases, the chain of action will stop at that. But in others, there will be
characteristics of the index case or their contacts that require further intervention –
particularly when multiple cases arise in connection with one another and present an
outbreak of COVID-19.
This remainder of this plan is about how we will work to prevent cases and outbreaks
of COVID-19 from happening in Newcastle, and how we will respond if and when
they do.

Definitions
Here are some definitions that we use throughout this plan:
Suspected case

A person with a new continuous cough OR fever OR loss of
/ change in smell or taste.

Confirmed case

A person with laboratory confirmation of virus causing
COVID-19 infection, irrespective of clinical signs and
symptoms.

Cluster

Two or more confirmed cases of COVID-19 among
individuals associated with a specific setting with onset
dates within 14 days
(In the absence of available information about exposure
between the index case and other cases)

Outbreak in a nonresidential setting

Two or more confirmed cases of COVID-19 among
individuals associated with a specific setting with onset
dates within 14 days
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AND ONE OF:
Identified direct exposure between at least two of the
confirmed cases in that setting (for example, within 2 metres
for more than 15 minutes) during the infectious period of the
putative index case
OR
(when there is no sustained community transmission or
equivalent Joint Biosecurity Centre risk level) - absence of
alternative source of infection outside the setting for initially
identified cases
Although these measures are useful, there is no single
route for identifying an outbreak and judgement must be
exercised by the HPT, DPH and colleagues. The question
of whether extra measures, over and above routine infection
control, may be indicated is central to identifying outbreaks
and the appropriate level of response.
Outbreak in a
residential setting

Two or more confirmed cases of COVID-19 OR clinically
suspected cases of COVID-19 among individuals
associated with a specific setting with onset dates 8-14
days after admissions within the same ward or wing of a
hospital.
NB. If there is a single laboratory confirmed case, this would
initiate further investigation and risk assessment

Testing and pillars
of testing

Government’s testing strategy is based on five pillars:
Pillar 1: Scaling up NHS swab testing for those with a
medical need and where possible, the most critical key
workers.
Pillar 2: Mass-swab testing for critical key workers in the
NHS, social Care and other sectors (including symptomatic
children of critical key workers).
Pillar 3: Mass-antibody testing to help determine if people
have immunity to coronavirus.
Pillar 4: Surveillance testing to learn more about the
disease and help develop new tests and treatments.
Pillar 5: Spearheading a Diagnostic National Effort to build
a mass testing capacity at a completely new scale.

Contact

In line with the national system, a ‘contact’ is a person who
has been in close contact with someone who has tested
positive for COVID-19 anytime from 48 hours before the
person was symptomatic up to 7 days from onset of
symptoms. Examples include:
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people who spend significant time in the same
household as a person who has tested positive for
COVID-19



sexual partners



a person who has had face-to-face contact (within
1m) with someone who has tested positive for
COVID-19, including: being coughed on, having a
face-to-face conversation, within 1m, or having skinto-skin physical contact, or any contact within 1m for
one minute or longer without face-to-face contact



a person who has been within 2m of someone who
has tested positive for COVID-19 for more than 15
minutes



a person who has travelled in a small vehicle with
someone who has tested positive for COVID-19 or in
a large vehicle or plane near someone who has
tested positive for COVID-19

The definition of ‘contact’ may alter in relation to specific
local incidents to maximise the effectiveness of our
response in Newcastle.
Tracing

The national contact tracing system is expected to operate
at four broad levels:
Level 1: Local systems for managing the most complex
outbreaks, or outbreaks with the most complex implications.
Level 2: Regional teams of health professionals
(approximately 3,000) – currently being recruited
Level 3: National teams of call handlers (approximately
15,000) – system outsourced to Serco.

Structuring outbreak responses
An outbreak may be triggered via data and intelligence monitoring or in response to
an alert via the council’s COVID-19 Single Point of Contact (SPOC).
The SPOC will be the mechanism through which we are provided with intelligence. It
will take the form of a mailbox and online form. The intelligence will be assessed by
Public Health professionals who are empowered to make a professional judgement
on the information received from NEPHT and other non-clinical sources of
information and determine the course of action required. The SPOC mailbox will be
monitored between 8am – 8pm, seven days per week.
This route will also enhance information available to the HPT, and information will be
shared from the council to the HPT as appropriate. It is anticipated that decisions on
the level of response will routinely involve consultation between Council Public
Health professionals and local PHE colleagues.
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SPOC Decision and Action Log
The Public Health professional will complete the SPOC Decision and Action Log
(DAL) to record every contact from NEPHT including:






Summary of situation
Location
Whether this relates to a complex setting or community
Red / Amber / Green (RAG) assessment (see below)
Whether the case has been discussed with the DPH
Name of decision maker
Date / time of decision

The DAL will be updated using a webform embedded within an Office 365 Team and
will be accessible only by named Public Health officers in line with data sharing
governance and agreements.

SPOC decision making
Public Health professionals will ultimately use their experienced judgement to decide
on the most appropriate course of action required for a case. They will do this within
a decision-making framework aligned to pre-existing outbreak control planning and
critical / major incident response planning.
This includes consideration of:




Consequences felt by local communities
Likely duration of the impact
Resources to respond effectively

Decision making will be informed by data analysis of previous decisions made, and
existing public health data (including data on deaths, hospital admissions and
discharges). There may also be consideration, in the round, of soft intelligence (see
below).
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In establishing a system that has the capacity to deal with outbreaks at an
unprecedented scale across multiple locations and facility types simultaneously, we
intend to respond at four escalating levels:
GREEN

Wraparound team response

AMBER

Contained response

RED

Formal, or full, outbreak response

RED PLUS

Escalation to major incident

The remainder of this section defines each of these in more detail. The later ‘COVID
prevention, response and control in different settings’ section of this document
provides some additional information in relation to specific settings.

Defining a ‘green’ response - Wraparound team response
A ‘green’ response will be assigned if the following criteria are met:


Information provided from NEPHT or other source is for information only and
no further action required of any kind by the council.

This is a ‘business as usual’ containment of a very limited outbreak by the teams
established to support active prevention and infection control in specified vulnerable
groups. In care homes, action under the purview of the wraparound team and named
clinical lead may be sufficient in managing smaller case clusters that fulfil the
definition of an outbreak but are adequately contained by infection control measures.
19

This may also be the case for other vulnerable areas as standing prevention and
support measures develop. We would not expect these responses to require
additional communications support or the need for a specific outbreak control
meeting. Where regular, reliable measures are in place for prevention and infection
control, these functions should already be incorporated.

Defining an ‘amber’ response - Contained response
An ‘amber’ response will be assigned if any of the following criteria are met:





Information provided from NEPHT confirms further action is required by the
council
Information provided from NEPHT confirms no further clinical response
required but the location of positive case is within a complex setting or
community requiring additional action beyond that of the wraparound team.
There is a manageable impact felt by community requiring response
There is a manageable impact on council services requiring response
(including specific communications action)

In any ‘amber’ response, the key action will be the implementation of the appropriate
scenario or continuity plan for that complex setting or community, or council service
continuity plan. Where available, more details are set out in the ‘COVID prevention,
response and control in different settings’ section later in this document.
For the most part, smaller numbers of cases, even when meeting the formal
definition of an outbreak, may merit only an initial Outbreak Control Team meeting if
appropriate action on isolation and prevention has been set in train. This would apply
20

for instance, if a ‘bubble’ within a school or workplace had a number of linked cases
and the test and trace programme had both isolated the index cases and the
contacts of those cases.
In normal times, an Outbreak Control Team meeting in these circumstances would
be convened and chaired by the NEHPT. While demands on the system are a
sufficiently low level this will also be the case for COVID-19 events. However, if
pressure increases this should be agreed between HPT and DPH or deputy.

Defining a ‘red’ response - Formal outbreak response
A red response will be assigned if any of the following criteria are met:









Information provided from NEPHT confirms immediate and significant further
action required by the council
Information provided by NEPHT confirms immediate further action required by
the council
Information provided from NEPHT or data analysis confirms multiple cases
with a common location, complex setting or community, exceeding capacity of
a ‘green’ or ‘amber’ wraparound response
Data analysis suggests sustained and rising community transmission of
COVID-19
There is an increase in the number of positive cases within the community
and this cannot be explained through contact tracing
Data analysis using existing council public health data identifies an
unsustainable increase in hospital admissions due to COVID-19
There is a significant impact felt by community requiring action
There is a significant impact on council services, either through: the safety of
service users, stakeholders or staff; the delivery of services; or the reputation
of the city or council

In any ‘red’ response the key action will be:



The implementation of the appropriate scenario or continuity plan for that
complex setting or community (or council service continuity plan),
The activation of outbreak control arrangements (at critical incident level of
existing continuity planning).

For a significant outbreak, our standard, shared protocol with NEHPT will operate.
This would involve:






Agreement between the NEHPT and DPH or deputy that an outbreak is in
progress
Formal declaration of the outbreak
Establishment of a multidisciplinary Outbreak Control Team
Structured, minuted meetings with formal allocation of tasks
Continued regular Outbreak Control Team management of the incident until
control is re-established

Details of this process are shown as Stage 3 on the process flow diagram below.
In both contained and formal outbreak responses, the composition of the Outbreak
Control Team, or attendance at the initial control meeting will be determined by the
type and scale of the outbreak. However, core representation should include:
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DPH or council public health lead for the specific nature of outbreak (Chair
depending upon the nature of the event)
NEHPT consultant (Chair depending upon the nature of the event)
Communications (all communications for outbreaks in Newcastle other than
those in NHS settings will be led by the team at the council)
Relevant internal or cross sectoral support team members (these may be from
adult or children’s social care, education, environmental health and regulatory
services etc)
Lead(s) for the setting (site, school, business, community)

Plus, optionally:




Formal minute taker / recorder of actions (may be one of the above
attendees)
Pillar 1 testing support if required (via Newcastle Hospitals NHS Foundation
Trust)
Additional expert input as required.

Meetings will be conducted remotely using Microsoft Teams and may be recorded.
The Outbreak Control Team will review actions required relating to control and any
help or support required:
Control: This includes clinical activity to ensure that the spread of COVID-19 is
controlled and may also include preventative public health action and broader
communications.
Help and support: This includes identifying whether there are other services, such
as food, housing, social or financial needs which are required by those impacted by
the outbreak to help ensure infection control is adhered to. This will include
undertaking investigation into any known service user history, for example, with the
council or as a member of a known vulnerable group.
Further information on the help and support options being provided is outlined in the
‘Support to those self-isolating and to those shielding’ section of this document.

Defining a red plus response - Escalation to major incident status
Where outbreak control arrangements outlined above are insufficient to manage the
incident, a major incident will be declared. This may include if the scale outbreak is
extremely large, covers multiple sites or communities, or threatens to overwhelm
services and response. This might be done on the footprint of the city or of the
Northumbria Local Resilience Forum. This will depend upon circumstances.
Implementation of the Newcastle COVID Control Plan will be undertaken against a
background of major incident ‘recovery phase’, during which the Gold Command
rests with the council’s Chief Executive or nominated deputy. A decision to escalate
from this status to active major incident will similarly be taken by the Gold
Commander after consultation with partner agencies represented on the City Futures
Board.
Our existing threshold for escalation to major incident is defined as where the
potential or actual impact of an emergency requires council resources to be
deployed and managed in ways that are outside normal business practices (or
continuity planning). It will also be declared for any emergency that requires the
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implementation of special arrangements by one or all of the emergency services, the
NHS or the local authority for one or more of the following:






The rescue and transportation of a large number of casualties
The involvement either directly or indirectly of large numbers of people
The handling of a large number of enquiries likely to be generated from the
public and the news media, usually to the police
The mobilisation and organisation of the emergency services and supporting
organisations, for example, the council, to cater for the threat of death, serious
injury or homelessness to a large number of people
The large-scale deployment of the combined resources of the emergency
services

It is anticipated that any move to resume ‘lockdown’ at a local level – that is, where
outbreaks cannot be contained by voluntary and collaborative local action – would
require the declaration of major incident status and appropriate convening of crosssectoral command structures in line with existing major incident protocols.

Closing an outbreak
With regard to COVID-19, an outbreak may be considered closed if no new cases
arise within 28 days of the onset of the most recent case.
In the case of a response to a ‘rising tide’ of cases, closure of the outbreak may be
considered to be a return to a low and stable or falling rate of new cases.
In all instances, a degree judgement will have to be exercised in determining the
scale and category of response. We will refine criteria to aid objective and effective
decision making as we progress.

Management overview
As noted in an earlier section, on a day to day basis, oversight of these processes
and the broader picture of surveillance and COVID-19 control in the city will be
undertaken by the council’s Directors’ Team alongside its oversight and
management of city recovery and resumption of public services. This function feeds
into the Health and Care and Growth and Prosperity Joint Executive Groups,
answerable to the member-led City Futures Board (which operates as the COVID
Recovery Board).
This structure has been put in place to ensure that COVID-19 control is at the heart
of the city’s recovery and acknowledges that an inclusive, low carbon recovery and
wellbeing that tackles inequality cannot happen without bringing health and
economic considerations and representatives together.
Other leaders within the city will also need to act as ambassadors and consistent
messages are given to their staff, service users and the city about the role we all
have.
We note that circumstances have changed rapidly and substantially during recent
months. Our approach will be kept under regular review, ensuring close fit with any
changes to national conditions and guidance, and we will work closely with PHE to
ensure coherence with the functions of the HPT.
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Next steps and outstanding requirements:



Details of the contain framework being developed through the national test
and trace programme to ensure the processes we are implementing aligned
to this.
Confirmation of the interface with PHE and across the 12 local authorities in
the North East region, again to ensure our processes align.
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Testing for COVID-19
Processing of tests for the presence of the COVID-19 virus is done both in local
hospital labs and through a system of national labs around the country; the latter are
sometimes called ‘Lighthouse’ laboratories – tests from Newcastle delivered through
that route are sent to the lab in Milton Keynes.
The national labs receive swabs from:






the drive-through site at Newcastle Great Park – referred to as an ‘RTS’
(Regional Testing Site)
the walk-in site, currently in Walker / Byker
home testing kits sent out to those unable to access drive-through or walking
options
tests sent to, and collected from, care homes as part of the government’s
commitment that everyone in a care home should be tested once
tests undertaken by Mobile Testing Units (MTUs)

Hospital labs receive swabs from:



all testing undertaken in NHS hospital settings
initial testing of care home residents and others in outbreaks

The national service is generally referred to as ‘Pillar 2’ and the hospital service as
‘Pillar 1’. These titles are drawn from the government’s five pillar strategy for testing
(see definitions earlier in this document), although originally Pillar 2 referred only to
testing of key workers. Increasingly, Pillar 2 is morphing into Pillar 5 – a national
effort to build mass testing capacity and this route will be that used as a routine for
testing symptomatic people in the NHS Test and Trace system. For ease, we will
refer to this branch of the system as Pillar 2.
A crucial issue about testing is the turnaround time of tests. In the most vulnerable
populations and settings, fast return of results can improve the effectiveness of the
contact tracing and isolation system. This is particularly important in hospital settings
and, potentially, for use in screening staff to reduce the risk of transmitting virus to
patients or care home residents. More detail about testing in care homes is set out
later in the ‘COVID prevention, response and control in different settings’ section.
For contact tracing, speed of test results is, perhaps, less critical but also matters as
rapid confirmation of positive COVID-19 status allows speedier isolation of contacts
of that individual and reduces the time during which an infected contact my shed and
spread the virus.
At the time of writing, turnaround times for RTS and MTU tests remain slower than
we consider necessary for optimally effective test and trace to operate. Although
turnaround of Pillar 2 testing is expected to improve, this will, inevitably, continue to
be a problem with a laboratory based in Milton Keynes. Nonetheless, it has value in
supporting NHS Test and Trace for reducing transmission in the general population.
For vulnerable populations – particularly those living in care homes and those
working with them – the local consensus is a preference for use of Pillar 1 capacity
wherever possible, and to support expansion of that capacity both to accommodate
any response or outbreak needs and to push towards regular screening of care
home staff and residents. In support of this, we have agreed a mechanism for
booking staff tests through the North East Commissioning Support Service (NECS)
25

that will ensure efficient use of local capacity, while working flexibly with our local
NHS partners. When a test is needed we ask that the request is directed to the
NECS single point of contact via their portal at https://nhscovidtestne.onk2.com.
Where possible, the staff will be booked to receive tests by local NHS labs. When
that is not possible, staff tests will be booked to the national testing RTS site at
Newcastle Great Park. Use of the NECS single point of contact approach will allow
the region to more effectively manage testing and support for care workers and
provides data not available through the national scheme. It also serves to optimise
and sustain local provision and quality standards.

Arrangements for mass testing
There are no formal national protocols for mass testing for COVID-19. However, in
circumstances where there are multiple clinical suspicions of infection with COVID19 and a common characteristic between those individuals – for example, a shared
place of work or residence – mass testing may be an appropriate and relatively rapid
means of identifying a group of index cases requiring consequent contact tracing. It
is, however, essential to note that although mass testing of a workplace may identify
a number of cases, it cannot rule out infection in those whose test results are
negative. Mass testing will not, therefore, be a deciding factor in requiring or relieving
isolation in such a group. Such a decision will, instead, be based upon application of
appropriate clinical protocols.
Any decision on mass testing will be taken by the DPH or deputy in conjunction with
the NEHPT and specific local wraparound team for individual settings (e.g. the
Collaborative Newcastle Care Homes Group and the wraparound teams being
formalised around educational settings, business and complex settings).
Before deploying mass testing, clear objectives for the exercise should be agreed by
the outbreak control team. There should be clear superiority of deployment over
alternative approaches to testing and contact tracing for the affected group. These
might include speed of return of results; reduced burden upon individuals, services,
businesses and schools; reduced costs; or need for public reassurance. The latter,
however, should be guarded in view of the inability of testing in these situations to
rule out infection.
Should mass testing be agreed, the DPH has authority to deploy an MTU from the
regional reserve to provide that capacity. This will be done in communication with the
Department for Health and Social Care. A regional approach to the deployment of
MTUs has been agreed by regional DsPH.

Antibody testing
The development of antibody testing is referred to as ‘Pillar 3’ of the government’s
testing strategy. At present, we do not know whether the finding of antibodies to the
COVID-19 virus indicates immunity or not. Neither do we know whether the absence
of detectable antibodies in the wake of infection indicates lack of immunity. And if
immunity does follow infection, we do not how complete or long-lasting that will be.
As such, the current antibody testing programme being rolled out to health care
workers nationally is a trial, and necessarily requires informed consent.
Testing for antibodies is not without risk. It requires blood sampling which, in turn,
entails close and clinically unnecessary contact with a phlebotomist. Knowledge of
positive antibody status may confer an inappropriately reduced sense both of
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personal risk and of risk to others. Even immunity will not obviate the danger of
transmitting virus on one’s hands or via objects.
In view of this, our local policy is to confine testing to informed health care workers at
present.
If it proves to be the case that antibody status – or, for that matter, previous history of
a positive antigen test – is evidence of effective immunity, the policy will be promptly
revised, as knowledge of immunity will have significant implications for individual
freedoms and for patient / client protection.
Next steps and outstanding requirements:





Significantly improved turnaround time of tests is still needed;
We would like to see normalisation of GP’s ability to use testing at their
clinical discretion and through their usual routes of lab use and return of
results;
Ultimately, we wish to see expansion of Pillar 1 capacity to allow all local
testing through that route – both for clinical purposes and for test and trace –
we feel this would significantly strengthen our system.
We aim to put in place clear local protocols for testing in care homes,
properly exploring their utility in protecting vulnerable residents.

Data
Data will be crucially important in developing effective outbreak prevention and
control arrangements including:









Data to prevent and manage local outbreaks
Data to effectively deploy local testing capacity
Data to deliver effective contact tracing
Data to support vulnerable people
Data to monitor local confidence
Data to make movement restriction decisions
Data protection protocols
Understanding of data needs

Though they are improving, and basic elements of outbreak management are in
place, flows of clinical and testing data are not yet adequate enough to be sure of
rapidly recognising and being able to respond to spread of virus and the occurrence
of outbreaks. A high-level summary of data flows is set out in the response diagrams
in the ‘Structuring outbreak responses’ section earlier in this document.

Basic test data
Positive and negative Pillar 1 test results are automatically notified to GP systems as
part of patient records. These data are also available to the HPT through the SGSS
(Second Generation Surveillance System) database through which lab results are
processed.
Pillar 2 data are now beginning to arrive in GP systems and are being made
available to HPTs. There remains a backlog of Pillar 2 results to be transferred to
NHS systems. When these are transferred, they arrive purely as results without
clinical context, however, we are working with colleagues in the North East
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Commissioning Support Service to explore how these can be linked and used in an
appropriately protected manner for population health management.
Aggregate summarised data from Pillars 1 and 2 are now available routinely to the
DPH. These are insufficiently granular to allow surveillance, epidemiology or specific
service management but do give a useful indication of testing uptake and test
positivity. PHE provides a daily breakdown of regional testing data, again at
aggregate level.
In the near future, all positive test data will become available at postcode level (i.e.
without patient names) to DsPH under strict data protection rules. This will allow
development of better measures of local spread of virus, though more detail will still
be needed for optimally effective control.

NHS Test and Trace data
Basic (fully granular) Level 2 and 3 test and trace data are not transferred routinely
to either the HPT or to local DsPH, although the HPT would be able to access data
via the NHS Test and Trace system (formerly CTAS). This system is not currently
capable of identifying links between cases or contacts unless those are gleaned
through the Level 2 case interview.
Escalated, ‘complex’ case data are passed from Levels 2 and 3 in summarised form
to the HPT at Level 1. At present, there is no integrated system that allows case
management and contact tracing across the three levels of the test and trace
system.
Complex case data are not yet routinely shared with DsPH and council data systems
by the HPT, and many individual ‘complex’ test and trace cases are likely to be dealt
with exclusively in this manner if the cases do not require declaration or escalation of
an outbreak.
In the specific case of emergency workers – notably the police – index case details
will be passed by the HPT to the service which will then conduct contact tracing
internally. This is considered appropriate if there are complicating legal issues with
identification of contacts and no indication that an outbreak needs to be declared.
Aggregate track and trace numbers are available on a daily basis to the DPH. The
COVID-19 dashboard is a securely accessed portal where the DPH can view key
testing data relating to Newcastle including number of tests taken and number of
positive test results.
A RAG rated ‘exceedance’ report is made available based upon variation from
previous trend in Pillar 1 test results – the numbers of tests upon which these
analyses are based are currently so low that they are of limited value, though they
may be of more use if numbers increase.

Data analysis
PHE provides regular, useful analyses of ONS data on deaths, including a
breakdown by place of death which is useful for monitoring progress in protection of
care home residents.
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Soft intelligence
Soft intelligence is defined as non-clinical testing data which may help provide a
broader overview of the impact or perceived impact of COVID-19 within our
communities.

Other professionals
We will encourage other professionals and agencies to provide details of concerns or
information should they wish to via an online webform. They will be asked to provide
the following:




Summary of situation
Location of situation
Why are you sharing this information? (for information/ for action)

Information from this form will be captured within the same Office 365 Team as the
information from the NEPHT and will be used by Public Health professionals to help
inform decision making. It will not be used as the sole basis for activation of scenario
plans at amber or red level.

Other data
We will use other non-clinical data available to us to provide further intelligence on
the impact or perceived impact of COVID-19 within our communities. This may
include, but is not limited to:








Urban Observatory open data on footfall and social distancing
Information from social media
Mobile phone data
Press and media coverage
Symptom data from existing apps
Historical data
Data from our COVID-19 CityLife Line service and other council systems

We will work with city partners, including the National Innovation Centre for Data and
the Urban Observatory (Newcastle University), to develop a means of intelligently
analysing this data within a secure environment. This may include application of
machine learning and algorithms to identify trends in data which can be used by
Public Health professionals and others to help inform decision making.

Information governance
We are committed to upholding data standards and information governance.
Access to personally identifiable clinical and non-clinical data is restricted to Public
Health and council professionals identified by the DPH to be used solely for the
purposes of implementing COVID-19 control arrangements outlined in this
document.
Identifiable information will be subject to strict data sharing agreements to ensure
protection of individual data and appropriate legal use for purposes of infection
control.
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Next steps and outstanding requirements:









Develop a system capable of more effectively identifying links between index
cases or contacts;
Achieve integration of case management and contact tracing across the 3
levels of the test and trace system;
Complex case data to be routinely shared with DsPH and council data
systems by the HPT;
The backlog of Pillar 2 data to be transferred to NHS systems and be shared
with local teams with clinical context to support outbreak management;
Data from Pillars 1 and 2 to be more granular to allow better surveillance,
epidemiology or specific service management;
Basic, fully granular Level 2 and 3 test and trace data to be transferred
routinely to either the HPT or to local DsPH;
Complex case data to be routinely shared with DsPH;
It would be valuable to receive data about those contacts being advised to
self-isolate so we can proactivity ensure they are able to do so safely and
address any needs they may have. We may be able to gather some of this
data at Level 1 of contact tracing, but it will be incomplete across the city. We
will continue to promote CityLife Line and ask our partners and employers in
the city to make people aware of the support available.

Legal Powers in controlling COVID-19
Note: This section is extracted with permission from: “Using public health law to
contain the spread of COVID-19” by Richard Griffith, Senior Lecturer in Health Law
at Swansea University. 1
To protect the population from infectious and communicable diseases and
contamination additional measures are available through the Public Health (Control
of Disease) Act 1984 (as amended by the Health & Social Care Act 2008). Three
sets of regulations complement the amended Act:




Health Protection (Notification) Regulations 2010 updated the system of
notification
Health Protection (Local Authority Powers) Regulations 2010 updated the
powers and duties of local authorities in relation to protecting the public from
infection or contamination
Health Protection (Part 2A Orders) Regulations 2010 allow local authorities to
obtain an order (Part 2A Order) from a Justice of the Peace that impose
restrictions or requirements to protect the health of the public.

The Public Health (Control of Disease) Act 1984 (as amended) protects the health of
the public through a system of surveillance and action. Surveillance allows for the
identification, investigation and confirmation of an outbreak of a disease or a case of
contamination. Appropriate and timely intervention to control the spread of the
disease including isolation and quarantine can be initiated

1

Griffith, R. (2020) ‘Using public health law to contain the spread of COVID-19’, British Journal of Nursing,
29(5), pp. 326–327. doi: 10.12968/bjon.2020.29.5.326.
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The Public Health (Control of Disease) Act 1984 gives health protection powers to
local authorities, which can be used without approval from a court. They also give
powers to magistrates to make orders specifying what action must be taken by
authorities to protect the health of the public. Before the powers can be invoked,
local authorities and magistrates must be satisfied that there is evidence of an
infection or contamination and that it represents a significant risk to health along with
the risk of the infection spreading to others and the action required to remove or
reduce the risk.
Under the Health Protection (Local Authority Powers) Regulations 2010 and the
Health Protection (Local Authority Powers) (Wales) Regulations 2010, local
authorities are able to request or require action to be taken to prevent, protect
against or control a significant risk to human health. A requirement compels a person
to act under pain of punishment. A request only allows the local authority to ask a
person to comply. If the person refuses, the local authority must go to court to seek
an order of enforcement. Health Protection Local Authority Powers Regulations allow
local authorities to:






Require that a child is kept away from school
Require a head teacher to provide contact details of pupils attending their
school
Request individuals or groups to cooperate for health protection purposes
Request the disinfection or decontamination of premises or articles
Restrict contact with or relocate a dead body for health protection purposes.

A person or group of people may be required to take or refrain from taking any action
to protect human health from infectious disease or contamination. Local authorities
can request such action; for example, a person may be asked to self-isolate. Where
a person is not willing to cooperate with such a request, the local authority can apply
to a magistrate for an order to enforce the action (Public Health (Control of Disease)
Act 1984 (as amended) Part 2A).
To further protect the health of the public the 1984 Act gives powers to Justices of
the Peace (magistrates) in cases of infection and contamination. Magistrates can
make orders requiring action to protect human health from disease and
contamination. The Health Protection (Part 2A Orders) Regulations 2010 and Health
Protection (Part 2A Orders) (Wales) Regulations 2010 allow a local authority to apply
to a magistrate for an order imposing restrictions or requirements on:






A person
A thing
A body
Human remains
A premises

The powers are flexible and allow magistrates to make decisions that are relevant to
each case. Where a magistrate is satisfied that the criteria are met, they can issue
an order to protect against infection or contamination that presents a risk of
significant harm to human health.
To protect against the public health risks arising from COVID-19 the present
Secretary of State for Health and Social Care used section 45R of Part 2A of the
1984 Act (which allows the Secretary of State to issue regulations controlling a
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disease without a draft being laid before parliament subject to renewal by parliament
after 28 days) to implement the Health Protection (Coronavirus) Regulations 2020 in
England. The 2020 regulations create additional powers to control people who may
have coronavirus now the Secretary of State has declared that its transmission is a
serious and imminent threat to public health. The powers apply where either:



The Secretary of State or a public health consultant believes that a person
may be infected with coronavirus and there is a risk that they might infect
others; or
The person has arrived in England on a ship, aircraft or train and has left an
infected area in the previous 14 days.

The 2020 regulations give the Secretary of State the power to impose screening
requirements (regulation 6), obliging the person to give samples, produce documents
and answer questions. There is a power to detain a person for 48 hours or while this
screening takes place (regulation 4). There is also a power to restrict a person’s
travel and other activities and contact with specified people where necessary and
proportionate to reduce the risk of infecting others. The Secretary of State or a public
health consultant can impose any other restriction or requirement on a person,
including being held in isolation, where this is necessary and proportionate for the
purpose of reducing or removing the risk of the spread of coronavirus (regulation 5
and 8). Restrictions can be imposed on groups, such as a planeload of passengers,
as well as individuals (regulation 10) without the need to seek an order from a
magistrate. The 2020 Regulations allow the police to intervene to prevent the spread
of COVID-19. They include a power for a constable to return someone to detention
or isolation by using reasonable force and to remove someone to a hospital or enter
any premises in order to do so on the basis of reasonable suspicion that the person
may be infected with coronavirus (regulation 13). Although the 2020 regulations have
restrictive measures for screening, isolation and contact, in keeping with public
health law generally, there is no provision for compulsory treatment of a person.
People can appeal against restrictions to a magistrate but failure to cooperate is
punishable by fine.
In addition to the health protection powers, we can issue health and safety
improvement notices on non-compliant businesses and if the matter is serious
enough, we can prohibit activity. Similarly, under food safety legislation we can issue
improvement notices or take action to close a premise.
Health and Safety Executive (HSE) inspectors have a number of legal powers, or
rights given to them by the Health and Safety at Work etc. Act 1974, they can:












Enter premises
Examine and investigate
Stop work
Take samples, measurements and photographs
Dismantle and remove articles and substances
Take possession of articles and substances
Question you
Review, take copies of and require the production of, books or documents
Caution you
Issue enforcement notices
Initiate prosecutions
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Following an inspection, there are a number of actions available to the HSE
inspector. They may decide on one or more of: No action / Verbal advice / Written
advice / Formal caution / Improvement notice / Prohibition notice / Prosecution depending upon the issues found.
The Food Safety Act 1990 (as amended) provides the framework for all food
legislation in the England, Wales and Scotland. The main responsibilities for all food
businesses under the Act are to ensure that:




businesses do not include anything in food, remove anything from food or
treat food in any way which means it would be damaging to the health of
people eating it;
the food that businesses serve, or sell is of the nature, substance or quality
which consumers would expect;
the food is labelled, advertised and presented in a way that is not false or
misleading.

Through these powers, we can issue improvement notices and prohibition orders
and emergency prohibition orders and notices:
Improvement notices and prohibition orders: these require food business operators
to take specific measures in respect of their business, and prohibition orders, which
prohibit processes or treatments of food or the use of particular premises or
equipment, may be issued under the Food Safety Act 1990. However, in almost all
cases these are now issued in the form of hygiene improvement notices and hygiene
prohibition orders under the Food Hygiene Regulations 2006.
Emergency prohibition orders and notices: If an authorised officer has evidence of an
imminent risk of injury to health then the emergency prohibition procedure may be
used under the Act. In this instance an emergency prohibition notice may be served
on the food business operator followed by an application to a Magistrates court /
Sheriff for an emergency prohibition order.
In the event of an outbreak in a meat packing or food refrigeration site, such as at
the recently reported outbreak at a meat plant in Kirklees, we would use Food Safety
Act powers to investigate and if necessary close the plant. This would come back to
the PHE outbreak plan and response and would likely include sampling of product
and surfaces and testing of staff being carried out.
In anticipation of risks such as those at, for example, meat plants, we will be working
to ensure thorough risk assessments and mitigations are in place with actively
identified vulnerable sites in the city
Next steps and outstanding requirements:


Keep the issue of legal powers under review to identify situations in which
existing legislation is insufficient for necessary action.
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Support to those self-isolating and to those shielding
Throughout the pandemic we have been responding to the welfare needs of our
residents and communities in partnership with the voluntary and community sector
and statutory services.
In partnership, we developed CityLife Line to harness the outpouring of good will
from residents who wanted to help those most vulnerable at the outset of the
pandemic. This provided a route for people to register their interest in volunteering
and a service for people to register any need for assistance.
More information about the current CityLife Line offer can be found using this link.
We have been closely monitoring residents’ needs and the wide-ranging sources of
support across the city which has shown both resilience and generosity. We know
that everyone has been impacted in some way by lockdown, shielding and/or
isolation measures and this has meant changes to how we all have accessed
resources and support. For many people, this has meant increased reliance on
family members or neighbours and adapting to online services. Much of the demand
for new or additional support we have observed has been associated with the wider
social inequalities that have been exposed by COVID-19. This means some groups
of people have disproportionately experienced difficulties as a result of their social
circumstances.
Despite individuals, communities and services rapidly adapting to address barriers
created through social distancing, mitigating much need for formal support, we have
seen a persistent demand for enhanced support for physical resources and practical
help across Newcastle. Whilst initially associated with social distancing measures,
the nature of the demand has changed over time such that. increasingly, needs are
clearly associated with poverty. Our experience to date has allowed us to understand
the population groups at particular risk and the nature of their needs. We are using
this learning to develop a ‘Welfare and Wellbeing Model’ to support the test and
trace programme.
Our Welfare and Wellbeing Model is being designed to support our residents in
following isolation guidance as easily as possible; promoting compliance and
preventing crisis. Using this early intervention approach, we will offer a Welfare and
Wellbeing Check to every household being asked to self-isolate. Whilst we know that
most people have support strategies in place to isolate efficiently and won’t need any
additional help, our experience has shown that some things are easier to ask for
than others and some things are harder to anticipate or may only become apparent
after several days.
Our Welfare and Wellbeing Team will support people to consider all the household
needs and responsibilities over the 14-day period to ensure they are comfortably
able to adhere to any isolation requirements with positive wellbeing, knowledge of
accessing support and avoiding risks to themselves or others. This could mean
making sure they have enough food in the house, addressing their caring
responsibility or making sure they have someone to walk their dog.
The structured checklist is being developed is intended to promote resilience through
offering prompts, reassurance and advice, encouraging households to identify and
implement strategies specific to their own circumstances and within existing
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resources. We know that this will not be possible for everyone so our approach is
based on the common challenges people will experience, and which often need only
a simple and low -level intervention. Where outstanding other needs are identified,
residents will be triaged and signposted or referred to specialist services, our
volunteer bank or the voluntary and community sector as required. Specific
considerations will be made for households or individuals identified as vulnerable in
order to protect every member of the home.
The new Welfare and Wellbeing Model and will be published in a user-friendly way.
Supporting this will be detailed protocols and pathway decision tree for each ‘need’
to be managed by the Welfare and Wellbeing Team, developing our existing CityLife
Line protocols.
CityLife Line support has operated throughout the pandemic alongside a wide range
of support for households during the pandemic, to mitigate the financial and social
impacts of lockdown. These has included financial support through our Council Tax
scheme and hardship fund and advice on rent support, feeding your family, scam
awareness and additional advice and support relating to domestic violence, mental
health, sexual health and oral health. This advice and support will continue and
adapt as we move out of lockdown, reflecting the changing needs and impacts of this
stage of recovery.
Next steps and outstanding requirements:


Our approach to supporting people throughout the pandemic to date has been
successful, but it will require adequate funding if we are to sustain it over an
extended period.
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Communications strategy
Clear, accurate and timely communications is a key element of the plan; providing
accurate information to residents, businesses and settings across the city and having
the ability to respond to any localised outbreaks quickly and efficiently.
Some of the key barriers in communicating this plan are a low awareness of testing,
tracing and isolation, varied understanding of symptoms and reluctance to selfisolate if instructed. In order for our COVID Control Plan to be successful we must
work collectively to overcome these barriers and enact positive behavioural change,
increase understanding and ensure all stakeholders, including residents, play their
part in preventing further outbreaks.
Our communication strategy to support this will focus on three communications
streams – Prevent – Explain – Respond.
Prevent will amplify the national campaigns with localised materials that make use of
well-established channels and relationships in the city. Using an ‘always on’
approach this section will be communicated to a wide audience through social
media, outdoor advertising and via the local press. Language and tone will be
persuasive, community focused and person centric, focusing on the ‘pioneer’
audience demographic who make decisions based on societal gain rather than
personal advantage.
Explain is built around strong stakeholder engagement, ensuring every part of the
governance and operational structure understands their role and acts accordingly.
The success of this workstream will draw on positive relationships and communicate
across all partner platforms and mediums. Verbal briefings, direct emails and
engagement will be a key part of communication within this stream, with a heavy
emphasis on technical and political messaging.
Respond is quick, accurate and direct communications of any localised outbreak
and relevant response level (Green – Amber – Red – Red Plus). Settings will be
consulted on the best methods for communication and statements provided quickly
to local press and via social media. The key element of this stream is the need for
accurate and easily distributed information. Existing channels – such as school text
systems to parents – will be mapped out and utilised in line with the outbreak
scenario.
Next steps and outstanding requirements:


Work with partners at local and national level to localise communication
messages and materials.
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Conclusion
In normal times, a plan of this scale and importance would be subject to a period of
consultation and redrafting to ensure that all views had been taken properly into
account. But these are not normal times, and it has been necessary to move at great
speed to ensure that enhanced mechanisms for prevention and control are in place.
These will continue to develop, and we welcome feedback and contributions from
across the city, together with advice and support more broadly.
The plan will not be set in stone but will be updated as new intelligence, guidance
and evidence of best practice emerges. We intend to maintain up-to-date iterations
on our website, linked to daughter plans for support and action in specific situations
and circumstances covered by our wraparound teams.
Success in controlling COVID-19 will not be possible without extensive support and
engagement across sectors and from the people of Newcastle. We hope that this
partnership will continue to control and tackle this devastating disease.
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