1 Trevelyan Square
Boar Lane
Leeds LS1 6AE
0300 303 5678

Dr Sarah Wollaston, MP
Chair, Health Committee
House of Commons

07 September 2017

Dear Dr Wollaston,
I write in response to your letter dated 28 April 2017 requesting an update on
recommendations made in the Health Committee report Public Health Post-2013.
The specific recommendations are as follows:
•

Recommendation 15: work done by NHS Digital to ensure that public health
specialists receive regular updates about developments in data access.

•

Recommendation 16: work done by NHS Digital and Public Health England to
maximise the access that public health specialists have to population data within the
confines of existing laws and regulations.

You requested a progress report for when the Committee resumed business proper following
the General Election, formation of a new Parliament and summer recess. To this end can I
please extend my personal congratulations on your recent re-appointment and continued
involvement.
Our substantive update is as follows:
Recommendation 15
NHS Digital and Public Health England (PHE) are working to ensure that the health and care
system has access to the data and intelligence it needs to discharge its responsibilities.
In response to recommendations made by the Health Select Committee, NHS Digital and
PHE undertook a number of initiatives to ensure public health specialists receive regular
updates about developments in data access.
These include:

www.digital.nhs.uk
enquiries@nhsdigital.nhs.uk

•

Establishing workshops (jointly run between PHE and NHS Digital) for local authority
public health colleagues to provide a better understanding of their data access
requirements, and to explore the options for resolving them.
A series of workshops have been held across the country with over 120 attendees.

•

Establishing an NHS Digital-led programme of webinars aimed specifically at Public
Health Colleagues in local authorities to provide focused information and insight on the
data available to them and how best to optimise its use.
This includes coverage of Hospital Episodes Statistics (HES) data, Primary Care
Mortality Data (PCMD) and other data sets available to Local Authorities.
These webinars have also provided information on how access to the data, including the
Hosted Remote Data Access Service (HDIS).
Invites have been extended to more than 4000 customers and, to date, nine webinars
have been held, with 3 exclusively for local authority colleagues (a total of 262
attendees).
Feedback on these events has been overwhelmingly positive and the programme is
continuing, with further sessions planned into the Autumn.

•

NHS Digital has also established an ongoing programme of webinars open to all users
covering the above topics and providing insight around areas such as consent, the
impact of GDPR and patient opt outs.
Where topics impact specifically on local authorities, targeted webinars will be held.

•

Running a number of one to one meetings with new models of care organisations
(Vanguards) to establish ways of supporting there complex requirements within the
constraints of the law.
Local Authorities have frequently been involved in these meetings with respect to
providing joined up commissioning.

•

Attending and presenting at a range of conferences, including the Local Government
Authorities (LGA) conference between 4-6 July to provide information about the services
that NHS Digital offers and workshops on how to access the data we hold.

Recommendation 16
NHS Digital is continuing to enable access to a number of key public health data sets in an
anonymised-in-context form to local authorities through its Data Access Request Service
(DARS) process.
In order to simplify and speed up access to the data, NHS Digital has created a template
application for local authorities to use when requesting data for a common purpose. This
has reduced the average time taken for an application to be approved (from submission)
from over 60 days to 24 days.
In addition, circa 90 local authorities are currently receiving Hospital Episode Statistics (HES)
extracts under live agreements and there are a number of applications currently in progress.
Primary Care Mortality Data (PCMD) continues to flow. Currently, 105 local authorities are
receiving PCMD data and several more are in the application stage.
As with HES, a standard template, which details why local authorities need access to PCMD,
has been developed. Such detail meets the requirements for transparency and supports
trust in the flow of data.
Feedback from the aforementioned data access workshops identified that whilst access to
national data had improved, some local teams are struggling to secure the local data
management resources needed to manage large volumes of record-level data.
NHS Digital has therefore made available to all local authorities access to the remote data
access service (HDIS), which enables secure access to hospital activity data. Uptake was
initially low, however, is now steadily increasing as a result of the targeted webinars and
there are currently 35 live users.
All data releases meet the requirements of ICO Code of Anonymisation, and the data is
considered anonymised in conformance with the ICO code. Patient objections are not
upheld in relation to these data set requests.
NHS Digital is providing data to local authorities in line with agreed policy, and doing so in an
open and transparent way, and upholding opt-outs appropriately.
Local Authorities are not charged for access to the data as described above. This represents
a saving over £1.4 million to the Local Authorities as a whole.
Furthermore, NHS Digital also enables access for local authorities to the Personal
Demographics Service.

Such access is given on the basis of the local authority making an application that complies
with a standardised framework, and for use in supporting the delivery of direct care only.
Typically this involves tracing the demographic details (including NHS Number) of an
individual receiving care to confirm or update the data in the local authority care record hence facilitating communication with healthcare delivery partners who are also providing
care to the individuals concerned.
The data thus provided is not used for public health or other local authority services such as
education.
NHS Digital is also working with the Office for National Statistics (ONS) to simplify access to
births and deaths data for all users, including local authorities. A position is expected to be
reached and implemented regarding this by the Autumn.
Work is also under way to review how other data sets that NHS Digital controls, such as
mental health and child and maternal health, might be made available to local authorities.

Thank you for your correspondence. I will close by stating that NHS Digital remains willing to
engage on this matter, and will endeavour to fulfil any further requests where we have the
ability to do so.
Yours sincerely,

Rob Shaw,
Deputy CEO
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Background
1. The 2013 reorganisation of the NHS and public health system led to a new set of
health emergency preparedness, resilience and response (EPRR) arrangements
across England. These new arrangements initially focused on major issues, such
as a flu pandemic, but because they also impact on local health protection
arrangements, they are the most appropriate mechanism for enabling local
agencies to collaborate on preparing and planning the response to local incidents
and outbreaks of infectious disease.
2. In 2014 the key national organisations with a remit for the public’s health conducted
an assurance exercise to help local organisations such as local government and
the local NHS work together on their response arrangements. While there was a
reasonable degree of assurance, local organisations subsequently identified
specific local areas where they needed to undertake further work to be better
prepared. There was recognition from all national and local agencies that
responding to an emergency was paramount for them and that administrative and
financial issues should not be a barrier to meeting patient and public health need. A
follow up exercise was planned for 2016-17.
3. On 1 September 2016 the House of Commons Health Select Committee published
‘Public health post-2013’, a report on the public health system post the 2013
reorganisations. The section on the local health protection system said:
“35. Health protection is a critical public health function, and more work needs to be
done at a national level to support local areas to deliver a seamless and effective
response to outbreaks and other health protection incidents. This work should
begin with an audit of local arrangements, including a review of capacity in provider
trusts, and the development of a national system to collate and disseminate
lessons learned from incidents. We will review PHE’s progress on this work in six
months’ time.”
4. The Government’s response (see
www.gov.uk/government/uploads/system/uploads/attachment_data/file/573529/Gov
_Reponse_Cm_9378_web.pdf) confirmed to the committee that PHE would
establish a national group to plan and run an assurance exercise. This report
describes how the recommendations have been taken forward, the findings of the
assurance exercise and the actions to deal with the issues identified.
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Current arrangements for health protection
5. Appendix 1 sets out the roles of the different bodies. It summarises the
responsibilities of the relevant local agencies, the central role of local health
resilience partnerships (LHRPs) in co-ordinating the local planning and
preparedness for response, and the remit of the national bodies that provide
support to local preparedness and response.

Assurance process
6. PHE set up a steering group (Appendix 2) with representatives of the key national
statutory and membership bodies with a role in local health protection
preparedness, planning and response. This group agreed that the committee’s
recommendation should be addressed through an exercise that combined
assurance and local improvement (continuous service and sector led improvement)
based on a questionnaire about arrangements in each LHRP area. The focus was
on a range of incidents that required a multi-agency and clinical response to protect
the public’s health. This needed to be joined up and consistent with the
arrangements in place for major incidents, especially an influenza pandemic. These
are covered in the Cabinet Office led capability survey run by the Department of
Health and Social Care (DHSC), NHS England and PHE.
7. The steering group developed an online questionnaire (Appendix 3) of LHRPs
covering:
• the general approach to local health protection response (roles, responsibilities,
agreements)
• scenarios to explore how these would actually be managed locally
• what local and national actions would help resolve the issues
8. The questionnaire adopted a standard approach to assurance whereby LHRPs
were asked to assess compliance (full, partial or none) against a wide range of
capabilities covering generic arrangements and the specific scenarios.
Respondents were also asked to describe what further developments were needed
to achieve full compliance, whether these developments were local and/or national,
and to provide any other comments they felt appropriate.
9. The questionnaire was tested with staff from local systems to ensure that the
questions were well understood. To maximise the response rate, LHRPs were told
5
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that responses would be treated in confidence and that the final report would be
anonymised. This has been crucial in obtaining the excellent response rate and
frank responses to the questions, and we are maintaining this confidentiality in
working to support LHRPs in their improvement work.

Assurance results
10. All 36 LHRPs in England replied, with all responses authorised by LHRP co-chairs.
Overall assurance levels were reported as fair. Since the results were initially fed
back to LHRPs, PHE and NHS England teams have been in contact with LHRPs
and all are making good progress with improving their assurance – more details
can be found in paragraphs 17 to 19. Results are grouped under six areas shown
below.
11. Commissioning responsibilities. While many capabilities were fully assured,
there were concerns about some that related to finance, including a lack of local
agreements about responsibility for commissioning and payment and no clear local
mechanisms for rapidly resolving disagreements. Further work on commissioning
responsibilities needs to be agreed between local authorities and NHS
commissioners. The steering group asked LHRPs to ensure that they have clear
agreements in place for a range of different scenarios and mechanisms for senior
staff to agree responsibilities at all time. Some LHRPs have work to do on
preparedness for specific scenarios.
12. Primary care. Clarity on the General Practice General Medical Services contract
and what it covered in relation to response to incidents was raised, and LHRPs
have been asked to seek clarification from local NHS England colleagues where
this is a local issue. Other concerns were about primary care capacity for larger
incidents.
13. Learning lessons. LHRPs identified the benefits from a national process on
learning lessons, including clarity on where debrief reports, lessons,
recommendations and actions are reviewed and where responsibility for resultant
action lies. PHE has a well governed internal process for identifying and learning
lessons from incident response and exercises. Since March 2018, these have been
disseminated nationally to the EPRR community via the Cabinet Office Resilience
Direct platform. Additionally PHE is working with NHS England and DHSC to
develop an interactive nationwide database that captures lessons from the NHS,
DHSC and PHE from incidents and exercises, to be disseminated through the
national platform of Resilience Direct where appropriate. PHE and NHS England
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are exploring whether learning from local authorities and LHRPs could also be
shared through this route.
14. Resources/capacity. The scope to improve local out-of-hours co-ordination was
recognised by some LHRPs and some localities are working to ensure that they
have addressed issues on local environmental health input. Some LHRPs need to
do further work on local capacity to undertake the range of local multi-agency
planning and types of incidents. Local support from PHE and NHS England has
been offered to all LHRPs.
15. Standards. Some respondents suggested that a set of national standards for
LHRPs and their members on EPRR would help to create common expectations,
especially given newer roles and responsibilities in the NHS including the impact of
future changes such as sustainability and transformation partnerships and
integrated care systems. The steering group is looking at proposals to create some
common standards that all LHRPs can use and which would inform further
assurance work.
16. Others. Specific issues raised by some respondents included clarifying the
questions about radiological monitoring units and potassium iodide (KI) distribution,
a suggestion that local authority social care should be more engaged with LHRPs,
and requests for further national guidance on a range of issues including funding
responsibilities. Some LHRPs appear to have resolved some of these locally.

Actions taken
17. Following an initial analysis, all LHRPs were sent an anonymised spreadsheet of
the detailed results to allow them to compare their results with those from all other
LHRPs. The steering group asked 19 of the 36 LHRPs to urgently address eight
specific capabilities in the survey that were felt by the steering group to be of
particular importance for local preparedness. Ongoing support to these LHRPs is
being provided through local PHE and NHS England specialist teams. Update
reports have demonstrated that the vast majority have made good progress.
18. After further analysis, a letter from PHE and NHS England was sent to all LHRPs in
February 2018 to bring them up to date with where the assurance exercise had got
to and to set out the next steps:
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• for a few LHRPs who reported a high level of compliance, PHE and NHS
England will have detailed conversations with to understand the details of how
they have resolved issues that could be shared with other LHRPs
• for those LHRPs that reported partial compliance in some domains, NHS
England and PHE emergency planning staff will continue to work closely with
them via established mechanisms to develop improvement/action plans so that
LHRPs will be able to give stronger assurance in future. This could include
moving from verbal to written agreements. PHE and NHS England will collate
and document the various issues that have been addressed in discussions
between LHRPs and NHS England regional EPRR leads
• for those LHRPs who want to better understand what aspects of response are
covered through the General Medical Services contract, NHS England local
managers will be the first point of contact
• on radiation monitoring units formal guidance/a template plan is likely to be
distributed in the near future. On stable iodine/KI distribution, we have clarified
that not all LHRPs need such a capability. It is currently only needed for those
few LHRPs that have an operational or recently shutdown (within 90 days)
nuclear reactor which require planning for stable iodine
• as a number of LHRPs asked about whether there might be a set of standards
for LHRPs to work to, we are asking LHRPs to be clearer on what they would
like these to cover and how a ‘sector-led improvement’ approach could be used
to progress this. Such standards could be part of updated guidance on LHRPs.
This could include more on the leadership role of the director of public health,
whether LHRPs have access to local suites of guidance and agreements and be
clearer that LHRPs’ responsibilities go beyond large scale/major incidents to
cover the sorts of issues addressed by this assurance process
19. We also plan to repeat the assurance exercise in late 2018.
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Appendix 1. The roles and responsibilities
of the key bodies involved in delivering and
supporting local health protection
Local partnership arrangements
Local resilience fora (LRFs)
These are multi-agency partnerships made up of representatives from local public
services, including the emergency services, local authorities, the NHS, the Environment
Agency and others. These agencies are known as Category 1 Responders, as defined
by the Civil Contingencies Act. LRFs aim to plan and prepare for localised incidents
and catastrophic emergencies. They work to identify potential risks and produce
emergency plans to either prevent or mitigate the impact of any incident on their local
communities.
LRFs are supported by organisations, known as Category 2 responders, such as the
Highways Agency and public utility companies. They have a responsibility to cooperate with Category 1 organisations and to share relevant information with the LRF.
The geographical area the forums cover is based on police areas.
(Adapted from Cabinet Office
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/62277/T
he_role_of_Local_Resilience_Forums-_A_reference_document_v2_July_2013.pdf)

Local health resilience partnerships (LHRPs)
LHRPs are partnerships that provide a strategic forum for local organisations (including
private and voluntary sector where appropriate) to facilitate health sector preparedness
and planning for emergencies at LRF level. They facilitate the production of local
sector-wide health plans to respond to emergencies and contribute to multi-agency
emergency planning, are often coterminous with LRFs and have two co-chairs. One is
a local director of public health and the other a local NHS England director. DHSC
published guidance on LHRPs in 2012 (see
https://www.gov.uk/government/publications/arrangements-for-health-emergencypreparedness-resilience-and-response-from-april-2013).
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Local organisations
Under the Civil Contingencies Act, local organisations are designated as Category 1 or
2 in relation to their responsibilities for planning and response to civil emergencies.
Category 1 responders are those organisations at the core of emergency response (eg
emergency services, local authorities, PHE, NHS providers). Category 1 responders
are subject to the full set of civil protection duties.
Local authorities, through the directors of public health, provide leadership for the
public health system within their local authority area. They have a mandated function to
provide information and advice to relevant organisations to ensure that all parties
discharge their roles effectively for the protection of the local population.
In May 2013, the Department of Health, PHE and the Local Government Association
published ‘Protecting the health of the local population: the new health protection duty
of local authorities’ (see
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/199773/
Health_Protection_in_Local_Authorities_Final.pdf)
Category 2 responder organisations are ‘co-operating bodies’ that are placed under
lesser obligations beneath the Civil Contingencies Act than Category 1 responders.
Primarily their role is co-operating and sharing relevant information with Category 1
responders. They are engaged in discussions where they can add value, and must
respond to reasonable requests. Clinical commissioning groups are Category 2
responders.
(Adapted from Health Emergency Preparedness, Resilience and Response from April
2013. Summary of the principal roles of health sector organisations, and 2014 Health
Protection Assurance exercise (see
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216884/
EPRR-Summary-of-the-principal-roles-of-health-sector-organisations.pdf)

National agencies
Public Health England
PHE is an executive agency of the Department of Health and Social Care. As a
Category 1 responder, it delivers public health services including surveillance,
intelligence gathering, risk assessment, scientific and technical advice, specialist health
protection and public health microbiology services to emergency responders,
government and the public during emergencies, at all levels.
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PHE has its internal EPRR resources that deliver key planning, preparedness and
response work in all PHE centres as well as nationally.
(Adapted from ‘Health Emergency Preparedness, Resilience and Response from April
2013. Summary of the principal roles of health sector organisations’ (see
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216884/
EPRR-Summary-of-the-principal-roles-of-health-sector-organisations.pdf)

NHS England
NHS England leads the NHS in England and it directly commissions a range of public
health services as set out in the annual public health functions agreement (section 7a),
which includes vaccination services that are part of local health protection. NHS
England is a Category 1 responder and has its own internal EPRR resources that
support EPRR work across the NHS.

Local Government Association
The Local Government Association is a politically-led, cross-party membership
organisation that works on behalf of councils to ensure local government has a strong,
credible voice with national government.
It is a key player in wider work on emergency planning and runs the sector-led
Improvement work for local public health that supports local authorities in continuous
improvement of their services.
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Appendix 2. Steering group membership
Public Health England
Department of Health and Social Care
Local Government Association
Association of Directors of Public Health
Faculty of Public Health
NHS England
NHS Improvement
NHS Clinical Commissioners
NHS Providers
Chartered Institute of Environmental Health
Society of Local Authority Chief Executives (invited but did not attend)
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Appendix 3. Summary of areas covered by
questionnaire
Question number and topic
Questions 11-23. Generic planning for and response to outbreaks and incidents
Q 11 – A written protocol/plan is in place for the management and governance of local
outbreaks and incidents
Q 14 – Arrangements are in place to collect samples (swabbing, blood and stool
samples etc) if required
Q 17 – Arrangements are in place for environmental monitoring and sampling (food,
water, premises etc)
Q 20 – Arrangements are in place for the delivery of clinical interventions (antivirals,
antibiotics, vaccines etc)
Questions 24 -53. Specific scenarios
Q 24 – Arrangements are in place to establish a radiation monitoring unit
Q 27 – Arrangements are in place for the distribution of potassium iodide (KI) if
required
Q 30 – Chemical Incident outside normal working hours
Q 34 – Integrated response to an outbreak of avian influenza in a poultry farm
Q 37 – Integrated response to a large and rapidly evolving outbreak of Legionnaires’
disease
Q 40 – Integrated response to a TB outbreak in a school
Q 43 – Integrated response to a hepatitis A outbreak in a closed environment/setting
Q 46 – Integrated response to confirmed cases of seasonal flu in a care home
Q 49 – Integrated response to a confirmed case of hepatitis B in a tattooist with
evidence of blood borne virus transmission to clients
Q 52 – Large fire with a plume out of hours
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