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OVERVIEW OF HEALTH PROTECTION ARRANGEMENTS 
IN BRISTOL 
 

This is the fourth annual report to be presented to the Bristol Health and Wellbeing Board 
(HWB). This report is part of a locally agreed assurance process that was put in place 
following the 2012 Health and Social Care Act (section 6C regulations). Health protection 
arrangements are governed by a range of statutory regulation which applies to a number of 
organisations, including Bristol City Council (BCC).  
 
Bristol City Council (BCC) has a critical role in protecting the health of its population. BCC 
has set up a local Health Protection Committee (HPC) whose role is to ensure, on behalf of 
the HWB, that adequate arrangements are in place for the surveillance, prevention, planning 
and response required to protect the public’s health.  
 
Health protection seeks to prevent or reduce the harm caused by communicable and non-
communicable diseases, and minimise the health impact from environmental hazards.  

 
Achieving success in health protection relies on strong working relationships at a local level. 
The Health Protection Committee (HPC) helps facilitate these relationships, ensuring that 
clearly defined roles and responsibilities are in place that underpin the local response to 
public health threats, outbreaks and major incidents. This report has been written to a 
framework that was agreed by the HPC and Appendix 1 outlines progress to date against 
the following health protection areas: 
 

 Infectious and communicable diseases  

 Screening and immunisation  

 Emergency preparedness, resilience and response (EPRR)  

 Environmental hazards to health, safety and air quality  
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In an attempt not to overload this assurance report with detail we have presented this detail 
in Appendix 1. Appendix 2 outlines the different health protection responsibilities for partner 
organisations and Appendix 3 has a glossary of terms used in this report. Points of note for 
2017/18 are:  
 

 

Bristol was mandated to reduce Nitrogen Oxide (NOx) emissions as part of its overall work 

to improve air quality and proposals to achieve this in the shortest time possible are being 

scrutinised and consulted on.  

 

Immunity gaps in the Bristol population have been highlighted through the spread of measles 

in Bristol particularly in under immunised communities. Some measles cases were critically 

ill and were hospitalised. Promoting routine childhood vaccinations is the best defence 

against vaccine preventable diseases including measles. Data for 2017/18 shows that the 

uptake of the first dose of measles, mumps and rubella (MMR) vaccine was 89.1% (as 

measured at 24 months of age) and uptake of the second dose was 86.2% by the time 

children are school ready (this equates to 827 children) . These vaccination levels are similar 

to the previous year however we did not experience an outbreak of measles last year. What 

was different this year was that across England there was an increase of measles cases and 

localised outbreaks and we saw this pattern within Bristol, particularly in geographical areas 

with under-immunised communities.  As a way of addressing pockets of poor coverage 

across Bristol, GP practices were invited to bid for monies to develop innovative practice for 

increasing MMR uptake and we will be able to report on the outcomes in the next Health 

Protection Committee annual report.  

  

Last winter, despite flu vaccination uptake being much higher than the preceding year (for 

example uptake in the 65s and over was 74.8%), our communities and services were 

severely affected by flu because of the particular strains that were circulating. The flu 

vaccine and good infection prevention and control (for example washing and drying hands) 

remain our best defence. The child flu vaccination programme was delivered in primary 

schools across Bristol and is a key public health intervention for interrupting transmission.  

 

Infections that should remain in history books, such as syphilis, have made a comeback in 

Bristol. Across the South West some cases were detected through antenatal screening 

therefore it is important to ensure that all women come forward for timely antenatal 

screening. 

 

Tuberculosis (TB) is still of concern in Bristol and the latent TB screening that is being 

offered to migrant communities through GP practices is an important intervention in the local 

TB strategy. The appointment of a specialist TB nurse to lead this work is welcome. 

 

Antimicrobial resistance (resistance to antibiotics) remains an urgent health protection risk 

for Bristol residents and appears on the national risk register of civil emergencies. Therefore 

initiatives such as working with Bristol’s scientists, residents and ‘We The Curious’ (formerly 

@Bristol) for World Antibiotic Awareness Week was important. 
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ASSURANCE STATEMENT 
 

The Interim Director of City Wellbeing, Resilience and Strategic Partnerships is assured that 
arrangements are robust and has provided this report highlighting areas that could be 
strengthened to the Health and Wellbeing Board in line with their statutory responsibility to 
ensure that adequate arrangements are in place for the surveillance, prevention, planning 
and response required to protect the public’s health.  
 

 

RECOMMENDATION 
 

To note the progress that has been made in 2017/18 to ensure that sustainable and effective 
local systems are in place for protecting the health of Bristol residents and their neighbours. 
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Appendix 1: Progress made on areas of health protection 

1. Infectious and communicable disease  
 

1.1 Tuberculosis (TB)      
TB is a priority issue for Bristol as identified by the Health Protection Committee. TB is 
caused by the bacterium Mycobacterium tuberculosis. It is a notifiable disease in the UK.   
 
A Collaborative Tuberculosis Strategy for England 2015 – 2020 has been in place since 
January 2015.  The strategy was jointly launched by PHE and NHS England, aiming to 
achieve a year-on-year decrease in TB incidence, a reduction in health inequalities, and 
ultimately the elimination of TB as a public health problem in England. 
 
In 2016, which is the most recent published data that we have, there were 5,664 TB cases 
notified in England, down from 5,727 in 2015.  Following a sustained annual decline of at 
least 10% in the number of TB cases since 2012, the decline slowed to 1% in 2016, the 
reasons for this are as yet unclear and likely to be multifactorial.  The incidence rate of TB 
was 10.2 per 100,000 in 2016, compared with 10.5 per 100,000 in 2015, the lowest rate 
since 20001.  UK TB incidence is higher than most other Western European countries and 
the US2 (8 per 100,000 France, 8 per 100,000 Germany and 3 per 100,000 US). 

 
People with social risk factors (SRF) are at increased risk of developing TB, are more likely 
to have drug resistant TB, to have worse TB outcomes, and are approximately twice as likely 
to be lost to follow-up or to have died. In 2016, in England, there was a small decrease in 
both the number and proportion of TB cases with at least one social risk factor (SRF), with 
11.1% of TB cases having at least one SRF, down from 11.7% in 2015 but still higher than 
seen prior to 2015. The proportion of UK born cases with at least one SRF (20%) was more 
than double that of non-UK born cases (8%).  TB in England remains a public health priority 
due to current rates and the health, social and economic burden of the disease. 
 
Annual TB incidence rates in Bristol remain considerably higher than in the rest of the South 
West and England (figure 1).  At its peak in 2014, the rate of TB in Bristol was 22.4/100,000.  
In 2016 the rate has decreased to 14.8/100,000. Among isolates from TB cases that 
underwent antibiotic sensitivity testing in 2016, a lower proportion of cases in Bristol (7.9%) 
were resistant to at least one first line drug compared to the remainder of the South West 
(13.6%).  Furthermore, the rate of resistant TB in Bristol has reduced when compared to 
2015 (12.2%).  The rate of TB that is multi-drug resistant in Bristol remains relatively stable 
in 2016 at 2.6%, compared to 2.4% in 2015.  The proportion of TB cases in Bristol that 
reported at least one social risk factor was 19.7%, which is higher than the remainder of the 
South West (12.9%).  
 
There were five Medium Super Output Areas (MSOAs) in Bristol with a three year average 
TB rate (2014-2016) greater than 40.0 per 100,000 population and the highest rate for a 
single MSOA was 121.3 per 100,000 population (figure 2). The highest MSOA rates were 

                                                
1 Tuberculosis in England 2017 report (presenting data to end of 2016) 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/686185/TB_Annual_Report_2017_v1.1.pdf London: Public Health England 
2
 World Health Organization (WHO) estimates of tuberculosis incidence by country, 2016 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/677927/WHO_estimates_of_tuberculosis_incidence_by_country__2016.pdf  London: 
Public Health England 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/686185/TB_Annual_Report_2017_v1.1.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/686185/TB_Annual_Report_2017_v1.1.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/677927/WHO_estimates_of_tuberculosis_incidence_by_country__2016.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/677927/WHO_estimates_of_tuberculosis_incidence_by_country__2016.pdf
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concentrated in central Bristol within the electoral wards of Easton, Lawrence Hill and 
Ashley.  
 

 
Figure 1. Annual TB rates per 100,000 population, 2007-2016 

Data source: Enhanced Tuberculosis Surveillance (ETS). Data extracted: September 2017. 

Figure 2. Three year average annual TB rate per 100,000 population by MSOA, Bristol, 2014-
2016 (electoral ward labels) 
 
 

 
Data source: Enhanced Tuberculosis Surveillance (ETS). Data extracted: September 2017. 
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Table 1 Epidemiology of TB in Bristol and the South West. The South West figure excludes data from 
Bristol   

 

 

 
 
 

Successes/progress  
 
TB Control Board and the Bristol, North Somerset and South Gloucestershire 
(BNSSG) TB Network/Strategy Group                                           
 
The TB Control Board for the South of England covers Bristol and has been operational 
since September 2015. This has resulted in coordinated leadership across Bristol, North 
Somerset & South Gloucestershire at a time when we are seeing more and more complex 
TB cases. 
 
Good progress has been made against the six areas outlined in the TB Strategy and 

incidence of TB continues to decrease in Bristol (14.8 per 100,000 population in this 

reporting year compared to 17.6 per 100,000 population in the previous year). An evaluation 

of the Find and Treat project to identify active TB in vulnerable and hard to engage with 

groups was completed. This highlighted the importance of third-sector engagement and how 

TB CASES REPORTED IN 2016 (most recent published data) 

TB INCIDENCE Bristol  South west* 

Number of TB cases notified (proportion pulmonary TB ) 67 (68.7%) 172 (63.5%) 

Rate per 100,000 population 14.8 3.4 

DRUG RESISTANCE 

Proportion of culture confirmed cases with any first line 

resistance 
7.9% 13.6% 

Proportion of culture confirmed cases with multi-drug 

resistance** 
2.6% 1.8% 

SOCIAL RISK FACTORS (history of past or current homelessness, imprisonment, drug 

and/or alcohol misuse) 

Proportion of cases with any social risk factor 19.7% 12.9% 

TREATMENT COMPLETED within 12 months *** 

Number completing treatment in 2015 (Proportion 

completing) 
47 (78.3%) 138 (74.6%) 
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education across a wider community of stakeholders can support early identification and 

referral. Additionally, this work concluded that a community perceived as hard to reach can 

be reached successfully.   

The TB nurse team are leading a piece of work, delivering awareness raising educational 

sessions for voluntary agencies, identified as working with underserved populations. The 

Network has also been overseeing work to improve early identification of TB and diagnosis 

and this continues to be a priority area for action.  

Tuberculosis Cohort Review 
Much of the work undertaken by the Network is informed by quarterly TB Cohort Review 
meetings of patients being treated within their geographical boundaries. These reviews 
continue to strengthen the prevention and control of TB by comparing local outcomes to 
agreed targets. They also provide an opportunity to identify unmet health and social care 
needs of cases and highlight system issues in the TB control pathway.  
 

Latent TB screening programme for migrants 
The majority of active TB cases diagnosed in England are a result of reactivation of Latent 
TB Infection (LTBI).  Systematic screening and treatment of people at highest risk of LTBI 
should significantly reduce the incidence of TB. This is one of the key interventions 
supported in the Collaborative Tuberculosis Strategy for England’3 and is supported by 
NICE4 as being a cost-effective intervention.  
 
Bristol received funding from the TB Control Board for new migrant LTBI testing and 
treatment services in areas with high incidence (>20 per 100,000 population). Phase one of 
the Bristol LTBI testing and treatment service has been running since January 2016 and in 
2017 a dedicated TB nurse was recruited to lead this programme. As a result a majority of 
GP surgeries (including the Haven) with the highest incidence of active TB in Bristol started 
offering IGRA blood tests to migrants who have moved to the UK in the previous 5 years. In 
2016/17 104 LTBI tests were carried out and 14 of those were positive for latent infection 
(13.5% positive). Treatment uptake for positive cases was 52.9%. Treatment completion of 
those who started was 88.9%. In 2017/18 151 LTBI tests were carried out and 31 were 
positive for latent infection (12.5% positive). Treatment uptake for positive cases was 47.6%. 
Treatment completion of those who started was 72.2%. This data is cumulative and current 
as of June 2018. Activity levels were based on laboratory reports and not practice data 
which may differ and therefore the data may not be complete.  
 
There have been some challenges in identifying existing residents eligible for the screening 
programme (aged 16-35, having arrived in the UK within the last 5 years, and from a high 
incidence country). However, ‘Flag Four’ data is being produced by the national team to 
identify all eligible patients, and a designated nurse has been commissioned to help support 
practices increase uptake. 

                                                
3 PHE & NHS England (2015) Collaborative Tuberculosis Strategy for England 2015 to 2020. 

(Jan 2015).  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da

ta/file/403231/Collaborative_TB_Strategy_for_England_2015_2020_.pdf  London: Public 

Health England 
 
4 National Institute for Health and Care Excellence (2016) Tuberculosis (NICE Guideline 33). 
https://www.nice.org.uk/guidance/ng33/resources/tuberculosis-1837390683589 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/403231/Collaborative_TB_Strategy_for_England_2015_2020_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/403231/Collaborative_TB_Strategy_for_England_2015_2020_.pdf
https://www.nice.org.uk/guidance/ng33/resources/tuberculosis-1837390683589
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Key current risks 
 

Under-served populations: TB is not only a serious infectious disease but it also has major 

social impacts for those affected. TB is associated with marked inequalities in health; with 

deprived populations more likely to get TB and suffer worse outcomes. The local health 

needs assessment (HNA) indicated that TB incidence in Bristol is related to deprivation, with 

the highest incidence rates observed in the most deprived groups. Sixty six percent of TB 

cases notified were among individuals who live in the two most deprived quintiles. Of TB 

cases where occupation status is recorded, 20% were unemployed. Some areas where we 

have seen high prevalence have been in areas with a high population of white, UK born 

residents.  In addition, a substantial proportion of notified TB cases possess at least one 

social risk factor. Under-served and vulnerable populations are continuously highlighted in 

the qualitative findings of the HNA as well as in literature as groups requiring more support 

to engage with health services and complete treatment.  

 

Areas for focus in 2018-19 
 

 To consider the development of a Service Level Agreement between Bristol agencies 
to fund accommodation for those TB patients who have no recourse to public funds 
so that their health and welfare needs can be met for the duration of their treatment 
and to avoid onward transmission of TB within vulnerable communities. 
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1.2 Infection Prevention and Control (IPC) 
 

Preventing healthcare associated infections (HCAI) is an important component of infection 

prevention and control, and patient safety. National Institute for Health and Care Excellence 

(NICE)5 estimated that 300,000 patients a year in England acquire a healthcare associated 

infection as a result of care in the NHS.  Healthcare associated infections are estimated to 

cost the NHS approximately £1 billion a year and £56 million of this is estimated to be 

incurred after patients are discharged from hospital.   

 

All patients identified with MRSA (Methicillin-resistant Staphylococcus aureus) blood stream 

infections are subject to a comprehensive post-infection review (PIR), which upon 

completion, is submitted to Public Health England. The purpose of the PIR is to identify how 

each case occurred and to agree actions to prevent the same circumstances recurring. 

 

Similarly all cases of Clostridium difficile are subject to a root cause analysis (RCA) 

investigation to identify learning and share best practice to reduce the incidence of 

infections. 

 

The NHS set an ambition in April 2017 to halve the numbers of healthcare associated Gram-

negative BSIs by 2021. BNSSG is addressing Escherichia coli (E.coli) blood stream 

infections in 2018/19 with a focus on patients who have a urinary catheter. 

 

Successes/progress 
 

Healthcare associated infections 
A healthcare associated infection (HCAI) Group meeting is held bi-monthly chaired by Bristol 

North Somerset and South Gloucestershire Clinical Commissioning Group (BNSSG CCG). 

Membership is drawn from commissioners (CCG and NHS England) hospital and community 

providers, Local Authority and Public Health England across Bristol, South Gloucestershire 

and North Somerset (BNSSG). The aim of the group is to ensure that the appropriate 

governance systems and processes are in place to prevent avoidable healthcare associated 

infections. The group provides regular updates and assurances on performance, 

antimicrobial stewardship, identified trends and associated work for improvement including 

sharing best practice and lessons learned from post infection reviews. In bringing together all 

commissioning bodies the group also supports improved oversight of infection prevention 

and control outside hospital settings.  

 

MRSA Steering Group/ Report into MRSA in people who inject drugs 
During 2017/18 BNSSG CCG continued the work that began back in 2015 to reduce the 
incidence of MRSA amongst intravenous drug users (IVDU). This work included educating 
individuals on alternatives to injecting, safer injecting, skin and injecting site care, skin 
preparation prior to injecting, signs and symptoms of infection and signposting for prompt 
clinical intervention. These interventions have been taken forward by the Bristol Drugs 
Project.  
 

                                                
5
 NICE (2012) Healthcare-associated infections: prevention and control in primary and community 

care Healthcare-associated infections: prevention and control in primary and community care. CG139. 
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In addition, during 2016, funding was obtained to undertake a joint research project by 

University of Bristol and Public Health England, to look at intravenous drug users and 

transmission networks to identify interventions to reduce MRSA BSI and onward 

transmission, including a baseline assessment for evaluating impact of targeting and 

distributing chlorhexidine wipes allied to suppression strategies.  

 

In July 2017 the findings of the Elizabeth Blackwell study were shared in a briefing paper 

with the BNSSG HCAI group and GP practices.  The study identified that there was a high 

MRSA colonisation rate and a large increase in the number of invasive MRSA infections in 

Bristol that held a close genetic relationship (i.e. unique to Bristol).  

 

Three factors were identified with the increase in MRSA infections including 

 Injecting intravenous drugs outside,  

 Hospital contact in the past month and 

 Injecting in groups of more than three 

 

The MRSA task and finish group was reconvened in September 2017. This sub group of the 

BNSSG HCAI group was tasked initially with identifying short and long term actions to 

reduce MRSA bacteraemia in patients who inject drugs. 

 

Actions completed by the group include: 

 Access to Connecting Care and the HCAI database for Community Provider Infection 

Prevention and Control Leads to enable prompt identification and actions to address 

MRSA in patients in community settings. 

 Literature Review undertaken by PHE to identify and develop targeted interventions 

to reduce bacterial infections amongst people who inject drugs.   

 Discussion and planning for a patient focus group to ensure targeted interventions 

are acceptable to people who inject drugs.   

 Planning for an evaluation of a recognised intervention to reduce bacterial infections 

in people who inject drugs 

 

The national zero tolerance target for MRSA was not achieved in 2017/18.  Between April 

2017 and March 2018 there were 49 cases of MRSA identified as attributable to BNSSG 

CCG and their acute providers. This is an increase of 29% from 2016/17 and in actual 

numbers is 11 cases. Twenty cases were assigned to “Third Party” following post infection 

review as it was deemed there was no healthcare involvement or evidence of failings in 

healthcare.  The Bristol locality reported the highest number of cases of MRSA bacteraemia 

(39)  

 

BNSSG CCG has significantly more cases of MRSA reported than other CCGs in the South 

West.  Review of the data identified that the skin was the most commonly occurring source 

of infection across all cases comprising breaches of skin integrity including wounds, cellulitis 

and leg ulcers. Forty-one percent of cases related to people who inject drugs, the majority of 

which related to people who injected via their groin. In four cases the source of the MRSA 

bacteraemia was identified to be urinary.  

 

The post infection review of all cases identified learning in relation to screening and 

decolonisation therapy arising from the MRSA post infection reviews including information 
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not being shared with primary care that the patient was colonised with MRSA and missed 

opportunities to undertake screening for MRSA.  

 

Action to address this learning has been put in place by providers. The learning from all the 

cases has been shared across the local health economy. 

 

Clostridium difficile (C. diff) CDI review meetings 
Clostridium difficile post infection review meetings with Acute Trust Providers and a multi-
disciplinary CCG meeting with community providers are held each month. Representatives 
at the meeting included BNSSG CCG, public health specialist, microbiologist and infection 
control specialists from the NHS. A review of every case of both pre and post 72-hour 
Clostridium difficile cases is undertaken to identify any learning that can be addressed and 
shared to improve practice.  
 

In 2017/18 NHS England assigned an ambition of a maximum of 312 cases across BNSSG 

which includes both the acute hospital trusts and the community apportioned cases.  The 

total number of CDI cases reported was 190 cases which sits within the objective set by 

NHS England and of these for the Bristol 63 cases were apportioned against an objective of 

131. 

 

A root cause analysis tool is sent electronically to GP Practices across BNSSG to complete 

and results are collated. Review of the RCA forms returned identified that 66 of 71 cases 

had no identified lapses in the care pathway. Six out of 71 forms returned identified that 

antibiotics had been prescribed outside of the BNSSG prescribing guidance most notably for 

the treatment of urinary tract infection and were therefore recorded as a lapse in the care 

pathway. Feedback was provided to GPs where prescribing outside of BNSSG guidance 

was identified to support individual learning. 

 

Escherichia coli (E.coli) 
E. coli bacteraemia is the largest most prevalent group of gram negative blood stream 
infections (GNBSI). A Quality Premium was set for CCGs that consists of three parts:  
 
Part a) reducing gram negative blood stream infections (BSI) across the whole health 
economy  
 
Part b) reduction of inappropriate antibiotic prescribing for urinary tract infections (UTI) in 
primary care  
 
Part c) sustained reduction of inappropriate prescribing in primary care 
 
To establish the causes and themes associated with E. coli bacteraemia and inform the work 
plan to achieve the reduction of 10% and reduce inappropriate prescribing, it was agreed by 
the HCAI group to undertake a review of cases of E. coli bacteraemia and these were 
completed for community acquired cases in Bristol. The Bristol based medicines 
management team led a retrospective review of 45 E. coli bloodstream infection (BSI) cases 
between April 2016 and March 2017 which was undertaken in May 2017. The review 
concluded that, no significant trends could be identified however urinary was the main 
source of E. coli bacteraemia, despite the low number of patients reported to have a 
catheter. The audit also concluded that it would be important to ensure catheter care is of a 
high standard reducing the risk of infection.   
 
As part of the BNSSG work plan a BNSSG E. coli BSI sub group was set up in February 

2018.  It was agreed at this group that a BNSSG catheter passport would be implemented 
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across BNSSG for patients with indwelling catheters.  The aim of this passport is to provide 

patients or carers with all the necessary information to enable self-care or care for a urinary 

catheter.  The passport will also provide a useful form of communication between other 

healthcare professionals. The format of a BNSSG passport has been agreed by the three 

trusts and community services across the local health economy and will be implemented in 

2018. 

BNSSG CCG was set an objective by NHS England of reducing the incidence of E. coli 

blood stream infections by 10% based on 2016 reporting.  The threshold set in total for 

BNSSG was 514 cases with the Bristol threshold set at 229 cases. Bristol exceeded the 

threshold by 23% with 281 cases. 

 

Antimicrobial Resistance (AMR) 

 

Public awareness is a key objective of the UK Antimicrobial Resistance Strategy. Bristol 

marked World Antibiotic Awareness Week (WAAW) and the 20th anniversary of the Bristol 

Stool Chart by working with scientists and communities across the city and ‘We The Curious’ 

(formerly @Bristol) to host a Live Lab to promote awareness of the need to use antibiotics 

wisely.  

Another key objective in the UK Antimicrobial Resistance Strategy is optimising prescribing. 

The BNSSG Medicines Optimisation team continues to work on antibiotic stewardship to 

help address antibiotic resistance. The focus in 2017/18 has been urinary tract infections to 

assist the aim to reduce gram negative bacteraemia. To promote appropriate prescribing in 

UTIs antibiotic guidelines have been revised and guidelines for nursing homes including a 

check list to aid communication with GP surgeries when a resident has a suspected UTI has 

been released. All patients prescribed long term prophylaxis for recurrent UTIs in BNSSG 

have been reviewed with the aim to stop long term antibiotics supported by a new guideline.  

The quality premium on prescribing for urinary tract infections; reducing the Trimethoprim: 

Nitrofurantoin ratio and reducing the number of Trimethoprim items prescribed to patients 70 

years and greater by 10% was met by the CCG. 

There has also been a quality premium in 2017/18 on the number of antibiotic items per 

STAR-PU (Specific Therapeutic Group Age-sex Related Prescribing Unit) the CCG met the 

target of 1.161. 

These quality premiums are continuing into 2018/19 with further reductions required. In 

addition to the 2018/19 quality premiums BNSSG CCG will focus on the prescribing of broad 

spectrum antibiotics (cephalosporins, quinolones and co-amoxiclav) during the year. We 

identify the overall proportion of broad spectrum antibiotics that were prescribed where a 

narrow spectrum antibiotic should have been used. This is a key plank in reducing the risk of 

resistance or Clostridium difficile developing.  

To support the appropriate prescribing of antimicrobials across BNSSG, local, evidence 

based guidelines are produced in conjunction with local clinicians. These encourage the use 

of narrow spectrum antibiotics rather than broad spectrum and are reviewed every two years 

or more frequently if there are significant changes to the recommendations. Antimicrobial 

targets and audits are included in the Medicines Optimisation Quality Scheme for GP 
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practices across BNSSG. The 2018/19 scheme includes audits on broad spectrum antibiotic 

prescribing and pyelonephritis. 

 

Key current risks 
 

Infection prevention and control is fundamental to stop the spread of infectious and 

communicable disease. Performance in Bristol has improved in terms of reducing the 

number of C. diff infections, but neither the MRSA zero target was met or the required 

reduction in Escherichia coli cases for 2017/18 achieved. 

 

Areas for focus in 2018/19 
 

 Multiagency approach to tackling healthcare associated infections to ensure 

sustained emphasis on reducing MRSA, C. diff and E. coli. 

 Achieve the zero target for pre 48 hour MRSA blood stream infections  

 Maintain a reduction in the number of Clostridium Difficile pre 72-hour community 

cases 

 Maintain a reduction in the number of Escherichia coli reported cases for BNSSG  

 To launch the BNSSG wide Catheter Passport alongside a focus on hydration to 

reduce urinary tract infections 

 Continued focus to reduce the prescribing of broad spectrum antibiotics including 

cephalosporin, quinolone and co-amoxiclav 

 Reduce the number of trimethoprim items prescribed to patients aged 70 years or 

greater by 30% on baseline data (June15-May16) 

 Maintaining an oversight of infection prevention and control both inside and outside 

hospital settings, to ensure all different commissioning bodies including the local 

authority, CCG, NHS England and Public Health England are sighted and aligned on 

infection prevention and control risks. 

 Improved prescribing practice of antibiotics including broad spectrum antibiotics 

needs to be maintained so that the right people receive the right antibiotics at the 

right time.  
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1.3 Sexually Transmitted Infections  

 
Sexually Transmitted Infections (STIs) is a term used to describe a variety of infections 

passed from person to person through unprotected sexual contact.  STIs can have lasting 

long term and costly complications if not treated and are entirely preventable.   

 

The rate of new STIs (excluding chlamydia in under 25 year olds) diagnosed in genitourinary 

medicine (GUM) clinics has continued to be significantly higher that the England average, 

although rates in Bristol did decline between 2016 and 2017.  Figure 1 shows the trends in 

new STI diagnoses between 2012 and 2017. Bristol’s rate of new STI diagnoses in 2017 

was 1,011 per 100,000 (excluding chlamydia in the under 25s). The Bristol rate was higher 

than the national average of 794 per 100,000 and decreased from the previous year.  

Figure 1. Rate per 100,000 population of new STI diagnoses in England (2012 to 2017) 

(Data from Sexual and Reproductive Health Profiles, Public Health England) 

 

The syphilis diagnosis rate per 100,000 population in Bristol increased from 6.4 in 2016 to 

8.8 in 2017, which reflects increases that have been seen across the South West and also 

nationally. The increase has continued and has been particularly notable since October 

2017, with cases diagnosed art primary, secondary an early latent stages of infection.   The 

increase in syphilis diagnoses is a concern and is being monitored, and enhanced 

surveillance questionnaires have been instigated.  Control measures including awareness 

raising with the public and healthcare professionals have been put in place. 

There is variation in the distribution of the most commonly diagnosed STIs by age, gender, 

sexual orientation and ethnicity as outlined below. 

 Young people (15-24 year olds) continue to experience the greatest burden of STI 

diagnoses. 

 Diagnoses of chlamydia, syphilis and gonorrhoea are more likely to be reported in 

men who have sex with men than other groups.  

 There is wide variation in the rates of STIs diagnosed within different ethnic groups.  

The highest rates of STI diagnoses are found among persons of black ethnicity, and 
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the majority of these cases were among persons living in areas of high deprivation, 

especially in urban areas. 

 

HIV is associated with considerable morbidity and mortality and requires significant long-

term care and treatment. Drug therapies have reduced the incidence of HIV-related deaths 

but it remains a life-threatening infection.  The overall prevalence of HIV for Bristol increased 

in 2016 to 2.14 per 1,000 residents aged 15-59, which means Bristol is now considered to be 

over the threshold for expanded HIV testing (see figure 2). The prevalence rate is now 

slightly above the national average. Some groups in society are affected disproportionately 

by HIV, including MSM and black African communities. Late diagnosis of HIV remains a 

concern, with 44.1% of people in Bristol presenting at a late stage of infection between 2014 

and 2016, which is slightly higher than the national rate of 42.9%.  

 

Figure 2. HIV diagnosed prevalence rate per 1,000 population (2012-2015) (Data from 

Sexual and Reproductive Health Profiles, Public Health England) 

 

Successes/progress 

Transformation of new integrated sexual health services 
Unity Sexual Health, the new integrated sexual health service for Bristol, North Somerset 
and South Gloucestershire (BNSSG) was launched in June 2017 following a successful 
procurement and mobilisation.  University Hospitals Bristol NHS Foundation Trust is the lead 
provider for the service, which also includes major third sector providers Brook, British 
Pregnancy Advisory Service, Marie Stopes International, Terrence Higgins Trust and the 
Eddystone Trust, as well as Weston Area Health Trust in North Somerset. Local authority 
and CCG commissioners are now working closely with Unity to overcome the challenges 
arising from reduced local authority budgets, combined with increasing demand for services.   
The contract has year on year financial reductions in line with reductions to the public health 

grant.  This has given an opportunity to implement a number of service innovations at the 

start of the contract designed to deliver value for money whilst focusing on improving sexual 

health outcomes during the following years. Examples include the introduction of online STI 

testing for asymptomatic patients, a rapid STI clinic with same day results for high risk 

groups and symptomatic patients, and a centralised partner management service for STIs 

diagnosed in primary care.   
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Sexual Health Improvement Programme Health Integration Team (SHIP HIT)  
To support the transformation of the sexual health service the Sexual Health Improvement 
Programme (SHIP) is now closely aligned with Unity’s research and evaluation work.  The 
SHIPP is a multiagency multidisciplinary Health Integration Team (HIT) from Bristol Health 
Partners which was set up to promote the commissioning of evidence-based services. The 
team is made up of commissioners, academics, clinicians and public health specialists 
working in the field of sexual health and this combination is reflected in the leadership. The 
strength of this partnership enables a whole system approach to improving sexual health 
outcomes, and it is hoped the work will have a wider impact beyond the BNSSG footprint.  
 

HIV PrEP Trial 
Pre-exposure prophylaxis for HIV (PrEP) has been shown to reduce transmission of HIV.  A 
national trial was launched last year, with 10,000 trial places made available to people who 
are at high risk of HIV, available to those attending specialist sexual health services. Unity 
Sexual Health joined the trial in December 2017. Initially Bristol (Central Clinic) was 
allocated 60 places and Weston (WISH centre) was allocated 20 places.  Unity central filled 
75% of places very quickly and therefore was given a further 66 places. So far, 101 out of its 
126 allocated spaces have been recruited to (as at June 2018). The clinic has not filled all 
spaces due to a lack of new appointments and some spaces have been saved for non MSM 
clients but these have been more difficult to recruit to. Weston has filled 18 slots with MSM, 
but the two slots which are available to non-MSM, have not been recruited to. This challenge 
of recruiting non MSM clients is proving to be the case nationally not just in Bristol. An 
additional 20 slots were allocated to the Concord clinic in South Gloucestershire recognizing 
its status as a Level 3 service.  
 

Key current risks 
 

The local authority continues to need to achieve financial efficiencies in spend on sexual 

health services whilst managing an increasing demand for the services. 

 

Increases in infectious syphilis diagnosed at genitourinary medicine clinics from October 

2017, predominantly in men who have sex with men but also heterosexual cases. 

 

Late diagnosis of HIV. 

 

Antimicrobial resistance in sexually transmitted infections, including gonorrhoea and 

mycoplasma genitalium. 

Areas for focus in 2018-19 
 

 Prepare sexual health services for antimicrobial resistant bacteria  

 Ensure schools are prepared to deliver  high quality relationship and sex education 

ahead of the subject becoming statutory in all secondary and primary schools in 

October 2019 

 Continued involvement in the national trial of HIV PrEP 

 Strengthen local prevention efforts focused on groups at highest risk, including young 

adults, black ethnic minorities and MSM and to reduce late diagnosis of HIV 

 Further explore the opportunities to utilise new technologies to offer increased 

access to STI testing. 
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1.4 Foodborne illness 

 
Foodborne illness (more commonly referred to as food poisoning) is any illness that results 

from eating contaminated food.  Foodborne illness can originate from a variety of different 

foods and be caused by many different pathogenic organisms at some point in the food 

chain, between farm and fork.  Although the majority of cases in the UK are mild they are 

unpleasant, result in absences from education or the workplace and place a significant 

demand on healthcare services.  Occasionally foodborne illness can lead to complications or 

even death. 

 

Access to safe food and water is one of the most fundamental human needs.  Latest figures 

from the Food Standards Agency state that there are over 500,000 cases of food poisoning 

per year across the UK from identified causes and if the unidentified causes were to be 

included this figure would more than double. In Bristol, there were 772 confirmed cases of 

gastrointestinal infection between April 2017 and March 2018 (see Table 1). 

 

Table 1: Confirmed cases of gastrointestinal infection recorded on HPZone (the Public 

Health England national database used to record health protection incidents) in residents of 

Bristol local authority, April 2017 to March 2018* 

 

 
 
Infection 

 
Total confirmed 
cases recorded on 
HPZone 

Campylobacter 494 

Cryptosporidium 53 

E. coli VTEC <5 

Giardia 136 

Shigella 8 

Salmonella 74 

Paratyphoid Fever <5 

Typhoid Fever <5 

 

*Cases were extracted and analysed based on date entered onto HPZone 

 

Food Standards Agency Audit Report 
The food safety service was audited by the Food Standards Agency in 2015, and as a result 
an action plan has been agreed with the agency. Follow up visits have been undertaken by 
the FSA in 2017-18. A key action included identifying additional funding from the public 
health ring fenced budget in order to act as a catalyst to address barriers to the food 
businesses inspection programme and to develop a new Healthy Eating Award for the city 
with public health.  
 
Additional budget was secured for 2016-18 and a number of fixed term EHOs have been 

recruited, due to difficulties retaining fixed term contract staff, executive leadership agreed to 

the recruitment of 3 additional permanent EHO posts and these started in April 2018. This 

has led to an increase in the percentage of inspections undertaken from 38% to 46% for the 
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2016-17 year and to 53% for 2017-18. Although there has been an increase the FSA require 

the backlog is reduced at a faster pace and the target for 2018-19 is to achieve 70%. 

Sexual Health History Training for EHOs 
The last annual report (for 2016-17) identified that some cases of Shigella may be 
associated with sexual health practices. Sexual health history training has been provided to 
the Environmental Health team and EHOs are aware of this and can refer these cases to the 
Health Protection Team at PHE if further investigation is needed. 

 
The development of the Bristol Eating Better Award 
Bristol Eating Better is a reward scheme for food businesses in Bristol providing meals and 
ready to eat food.  The scheme rewards and promotes businesses who (a) make efforts to 
put healthier options on their menus and (b) consider the environmental impact of their 
business. Small actions count, and businesses are awarded one of four levels - 
Commitment, Bronze, Silver or Gold, depending on how much they do.  
 
Actions such as; reducing the amount of salt sugar and fat added to the food; sourcing local 
ingredients where possible, and making efforts to reduce food and catering waste, are 
considered. Sugar Smart actions may also entitle them to the Sugar Smart Bristol Award. 
The online application process is free and takes no longer than an hour at: 
www.bristol.gov.uk/eatingbetteraward. 63 businesses in Bristol have been awarded so far. 
Social media marketing have been a big driver in promoting this award scheme. With nearly 

500 followers on Instagram, the Bristol Eating Better messages are far reaching and with lots 

of potential to grow. 

 

Key current risks 
 

The key risks relate to the ability to clear the backlogs and sustain the service on a long term 

basis. This is related to the ability of Environmental Health to recruit/retain suitably qualified 

EHOs to undertake this work and the availability/affordability of Environmental Health 

contractors.  

 

Areas for focus in 2018-19 
 

 To continue to clear the backlog of Food Safety Inspections prioritising the highest 

risk rated premises and new businesses.  The aim is to undertake 70% of the 

inspections that are due. 

 

 

  

http://www.bristol.gov.uk/eatingbetteraward
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1.5 Communicable Disease Management  
 

Through close partnership working, Public Health England South West (North) Health 

Protection Team (HPT) aims to provide ‘assurance that infection prevention and control 

measures are in place to ensure the protection of those members of the Bristol community 

that may be vulnerable to acquiring an infection both in the general population and whilst in a 

health or social care setting’. 

The PHE Health Protection Team responds to any Notifications of Infectious Diseases 

(NOIDs). In 2017/18 the team managed a range of enquiries, cases and outbreaks in Bristol. 

The majority of outbreaks the team managed in Bristol were Norovirus and Gastroenteritis in 

care homes and school settings.  

 

Health Protection Team Incidents of Note 

Group B Meningococcal infections associated with an education setting in Bristol 
PHE worked in partnership with NHS colleagues, the local authority and staff from the 
affected education setting and arranged chemoprophylaxis and vaccination to protect 
against group B meningococcal infections for a social network group connected with a case 
who sadly died, which consisted of approximately 150 contacts.  This incident resulted in a 
heightened level of public concern across the Bristol area. 
 
Influenza in care home residents 
During the winter season 2017/18 influenza activity in England showed increases across all 
surveillance indicators, including notable increases in respiratory outbreaks, influenza 
confirmed hospitalisations and the proportion of laboratory samples positive for influenza in 
primary and secondary care. Syndromic surveillance data indicated that the 2017/18 season 
is the most significant flu season in England since 2010/11 in terms of GP consultations for 
influenza-like illness.  This national picture was reflected in the South West activity, with 
outbreaks in nursing/care homes markedly higher than in previous seasons.   
 
Increase in reported  measles cases  
There was an increase in cases of measles reported in the South West area in early 2018.  
Cases were reported across the South West (North) area, with most cases in Bristol.  There 
is evidence that transmission occurred within the South West, with several identified 
epidemiological contexts including schools, nurseries, healthcare settings and workplaces. 
 
Increase in cases and outbreaks of scarlet fever 
There was a national increase in the number of notifications of scarlet fever made in 2017/18 
winter season compared to previous winter seasons.  Notifications of scarlet fever in patients 
from England were more than double the average seen for the same time period since the 
upsurge in Scarlet Fever began in 2013/14.  This increase has been reflected in the South 
West. 

 

Successes/progress 
 

Development of a part 2A order algorithm 
Under the Health Protection Regulations 2010, Local Authority Environmental Health 

Officers are able to serve a restrictive order on places, persons, or things in order to stop the 
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spread of communicable disease. A task and finish group was stood up to develop an 

algorithm for EHOs to use to obtain a part 2A both in and out of hours. Awareness training 

has been provided to all EHOs on the Bristol City Council infectious disease rota so that 

appropriate actions can be taken in the event an order is required. A joint training day has 

also been held locally, hosted by Public Health England, to outline the part 2A legislation 

with input from agencies across the South West.  

 

Key current risks 
 

No additional risks identified. 

 

Areas for focus 2018-19 

 

To adapt the forthcoming mass response to communicable diseases template for Bristol that 

is being developed by the Avon and Somerset Local Health Resilience Partnership (LHRP).  
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2. Immunisations and Screening  

2.1 Immunisation 
Immunisation is one of the most effective ways of protecting against serious infectious 
diseases. Immunisations are given at various points across a person’s lifetime, at times 
when they are vulnerable to disease, and when they will develop the best immune response 
to the vaccine. Performance across the range of immunisation programmes is improving. 
However, coverage is variable and this requires attention to ensure that the local population 
is protected and does not become susceptible to outbreaks of these diseases. 
 
In Bristol, there were 131 cases of vaccine preventable diseases notified between April 2017 
and March 2018 (see Table 1). 
 
Table 1: Cases of vaccine preventable infections in Bristol Local Authority between 
April 2017 and March 2018  
 

Infection Confirmed Cases on HPZone residents of City of Bristol Local 
Authority, April 2017 to March 2018 

Measles 12 

Mumps 13 

Rubella 0 

Diphtheria 0 

Tetanus 0 

Pertussis 96 

Polio 0 

Meningococcal 10 

HiB 0 

Source: Public Health England HPZone record system 
 
 

Successes/progress 

 
Maintain and improve current performance across all immunisation programmes. 
 
Table 2: Uptake of immunisations 2016/17 and 2017/18 

 2016/17 2017/18 

Child Immunisations  
(Source: NHS Digital) 
 

  

Dtap/IPV/Hib (12 months) 93.3 93.7* 

PCV (12 months) 93.4 93.7* 

Dtap/IPV/Hib (24 months) 95.9 95.3 

Hib/Men C (24 months) 90.1 89.7 

PCV booster (24 months) 90.1 89.8 

MMR 1 dose (24 months) 89.2 89.1 

MMR 1 dose (5 years) 95.5 95.8 

HIB / Men C booster (5 years) 95.0 95.1 

MMR 2 doses (5 years) 86.5 86.2 
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HPV  76.4 Data not yet available 

   

Prenatal Pertussis  
(source: Immform) 

75.4 Data not yet available 

   

Flu  
(source: Immform) 

  

Flu (aged 65+) 72.4 75.1 

Flu (at risk) 49.6 50.5 

Flu (pregnant) 43.3 45.7 

Flu (2-4 year olds) 38.7 38.5 

Flu (reception Y4)  56.0 

Flu (Year 1 5-6 year olds) 44.6 50.4 

Flu (Year 2 6-7 year olds) 37.4 47.1 

Flu (Year 3 7-8 year olds) 36.9 44.6 

   

Shingles  
(source: Immform) 

43.4 42.7 (as of June 2018) 

   

PPV  
(source: Immform) 

71.2 70 

 
Overall, uptake has remained close to, or has improved from 2016/17. Within child 
immunisations, uptake of primary immunisations has increased but there remains some 
variance for immunisations given to slightly older infants. It is encouraging that uptake of the 
first dose of MMR given by the age of two has been maintained and slightly increased but 
this remains below the national target of 95%. Collaborative work between the local 
authority, CCGs, PHE and NHS England needs to continue to develop innovative 
approaches to raising awareness and encouraging acceptance to reach at least 95% 
coverage in order to provide population protection. 
 
Uptake of the influenza vaccine has increased in adults and primary school aged children 
but dipped very slightly in young children. It should be noted that for all immunisations the 
number of eligible individuals and hence the denominator has increased year on year. This 
means that more individuals are receiving vaccinations despite there not being significant 
increases in reported (%) uptake.  
 
Uptake of vaccinations for older people (apart from flu), has declined and more focus on 
these vaccinations is required for 2018/19. 
 
Reducing variability in coverage within and between programmes, with a focus on the 
Inner City Bristol locality. 
Work during 2017/18 has focused on responding to, and preventing measles outbreaks 
within the city. Whilst this has not been restricted to inner city Bristol, additional work has 
taken place there as a consequence of historically lower MMR vaccine uptake in this area. 
This work has included a number of events to engage with the Somali community; an 
innovation fund being established to incentivise GP Practices with low immunisation uptake 
rates to develop creative responses to improving uptake; development of a best practice 
guide for GP practices; and support visits by the Screening and Immunisation Team to GP 
practices with low uptake to help develop plans to implement best practice. The team have 
delivered training to health visitors, including ‘myth-busting’ to help reduce variability in 
coverage. A pilot has also been implemented to test a leaflet developed for the Somali 
community aimed at supporting a health visitor conversation with parents about MMR to 
improve uptake within that population. During the pilot 18/29 parents who previously had 
refused vaccination, had their child vaccinated for MMR within a month of the conversation. 
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Extension of the Childhood Flu programme  
School Health Services are commissioned to provide a schools-based programme, which 
includes  provision for children that are home schooled or attend non-mainstream education. 
The programme was extended to include reception aged children alongside an improvement 
in uptake for children in older year groups to include Year 4. The PHE team continue to work 
with and support local providers to deliver a schools-based flu vaccination programme. 
Uptake has improved. 

 
Uptake of flu and pertussis vaccines by pregnant women. 
Annual data for the pertussis vaccination is not yet available. However, providers have been 
engaged in promoting and delivering this vaccination to women and there has been ongoing 
work with midwifery services to improve uptake of this vaccination. Uptake of the flu 
vaccination among pregnant women has increased from 43.3% to 45.7%. Midwives are 
delivering pertussis and will be delivering flu for 2018/19 therefore it is likely that uptake will 
increase next year. 

The Bristol Immunisations Group 
The Bristol locality immunisation group has multi-agency representation and provides the 
forum for reviewing the performance of local immunisation programmes. The group has an 
established action plan which is reviewed regularly. The locality group links to the Bristol 
Immunisation Group Health partners Integration Team (BIG HIT) which is a collaborative 
between clinicians, PHE, NHSE and academic partners developed to strengthen the 
provision of the universal programme; and to progress innovation and research to strengthen 
the impact of immunisation programmes on the population of Bristol and beyond. Examples 
of projects supported by the BIG HIT includes an NHIR study into ‘self-consent for HPV 
vaccine’; involvement in a Meningitis B carriage study in teenagers and a study involving 
administration of RSV vaccine to pregnant women. 

 
Implementation of the hexavalent vaccine 
From 1st August 2017, universal Hepatitis B immunisation was introduced in to the routine 
childhood immunisation programme. This was accomplished by the move to a hexavalent 
vaccine, combining 6 different vaccines, replacing the pentavalent vaccine. The enhanced 
HepB vaccination programme continues for babies born to HepB+ mothers.  Webex training 
was delivered across the region and support provided to Practice Nurses through forums, 
bulletins and the team generic inbox. The vaccine was introduced without any significant 
issues. 

National issues with supply of BCG vaccine  
In 2015, stock of the only UK-licensed BCG vaccine was interrupted. In response, PHE 
issued advice on prioritisation of BCG vaccine stock for neonates and infants of recognised 
high-risk groups for tuberculosis or to tuberculin negative children under 6 years of age. In 
2016, PHE secured an interim supply of BCG vaccine but this was unlicensed in the UK. 
This was made available to support the programme until a new supply of UK licensed 
vaccine became available, initially only to the above two priority groups but since August 
2017, to all those who are eligible. A new UK licenced BCG vaccine has now been procured 
and this will become available in the near future. 
 
Movement to school based vaccination for Td/IPV 
A sub-group of the Bristol locality immunisations group was formed to address poor uptake 
and delivery via the school nursing team in September 2017. Improvements in systems and 
practices have resulted in improvement in both coverage and uptake.  
 
 
Improvement of the school based programmes 
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PHE continues to work with providers to deliver an effective schools based programme. 
Bristol is part of a national study looking at self-consent for HPV and the coordinator within 
the PHE Screening and Immunisation Team has been instrumental in driving this work 
forward.  

 
During 2017/18, NHS England undertook a procurement for school aged immunisations for 
the whole of the South West. North Somerset Community Trust is the new provider for the 
provision of the Childhood Flu programme for school aged children in Bristol. They are 
working with Bristol Community Health to deliver this programme and the service is currently 
being mobilised ready for the start of term in September 2018. A key focus of the 
procurement was for the service to be fully accessible to young people, to improve uptake 
and reduce inequalities, and to make use of technology such as e-consent, and 
developments such as self-consent.    
 
Child Health Information Services 
During 2017/18, NHS England has completed a successful procurement of Child Health 
Information Services for the South West area. The new provider, Health Intelligence, will be 
prioritising the move to electronic data flow between GP practices and the Child Health 
Information System, and moving towards a greater role in failsafe and follow-up of children 
who have incomplete vaccination schedules. It is hoped this will greatly improve the 
timeliness, accuracy and completeness of immunisation data and contribute to improvement 
in coverage rates. 
 

Key current risks  
 
Measles and MMR 
A large outbreak of measles occurred in Europe in 2017/18 and there has been a 
subsequent increase in the number of reported cases of measles within the South West, and 
particularly Bristol. Cases have occurred in a number of contexts including schools, 
nurseries, healthcare settings and workplaces. As of March 2018 the median age of cases 
was 15 years but age of cases has ranged from under 1 year to 74 years. Whilst there has 
been an effective multi-agency response to the management of outbreaks, on-going multi-
agency support is needed to build on the preventive work that is currently taking place within 
Bristol and to continue to increase uptake in the routine MMR programme for children to 
reduce the potential for further outbreaks of measles in all age groups. 
 
Pertussis 
Pertussis was the most notified vaccine preventable disease in Bristol in 2017/18. Ensuring 
that coverage remains high amongst children and pregnant women will help to ensure that 
the most vulnerable are protected. Maternity services have been commissioned to deliver 
immunisations to women in maternity settings to improve access and choice within this 
programme and services are currently being developed. More detailed work is required to 
ensure reporting processes are fully embedded as the new services are developed to ensure 
performance fully reflects activity. 
 
Influenza  
In 2017/18, the key changes in the South West seasonal flu programme were the: 

 successful continued expansion of the child flu programme to include all 

children aged 2, 3 and 4, and to all children in school years 1, 2, 3 and 4 

 inclusion of patients who are morbidly obese in the GP offer 

 local roll-out across SW providers of the maternity service offer to pregnant 
women 
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 delivery of the programme to care home workers and social workers as an 
addition to access through their employer occupational health scheme 

 continuation of the Advanced Community Pharmacy Seasonal Influenza 
Vaccination programme 

 extension of the CQUIN for frontline health care workers for a second year.   
 

 

Areas for focus in 2018-19 
 

 Continue, and further develop, the multi-agency approach to improving uptake of 
MMR (across all ages) 

 Continue to develop and implement local plans for multiagency collaborative activity 
via the  Bristol Locality Immunisation group 

 Improve uptake of vaccinations to pregnant women 

 Improve uptake of vaccinations delivered in school, including delivery of the self-
consent pilot 

 Review uptake of immunisations for older people (shingles and PPV) 

 Focused work on improving uptake of the flu vaccine in all eligible groups, with 
specific focus on 2-3 year olds, the school-age programme, pregnant women, at risk 
groups aged under 65 and frontline health and social care workers.  

 Planning for the implementation of the expansion of the adolescent HPV programme 
to boys (as announced in July 2018) 
 
 

 

2.2 Screening 
 
The UK National Screening Committee defines screening as “The process of identifying 
apparently healthy people who may be at increased risk of a disease or a condition so that 
they can be offered information, further tests and appropriate treatment to reduce their risk 
and/or complications arising from the disease or condition.”  
 
There are currently three national cancer screening programmes: breast, bowel and cervical; 
and eight non-cancer screening programmes: six antenatal and new-born (Fetal Anomaly, 
Infectious Diseases in Pregnancy, Sickle Cell and Thalassaemia, New-born and Infant 
Physical Examination, New-born Blood Spot and New-born Hearing) and two young person 
and adult (Abdominal Aortic Aneurysm and Diabetic Eye). 
 

Successes/progress 
 
Strengthened collaborative multi-agency action plans to target areas of poor uptake 
and coverage for each of the screening programmes. 

 
Each of the screening programmes report to a local governance board at which achievement 
of key performance indicators including uptake and coverage are reviewed. A key issue for 
the programmes is to improve coverage and reduce variation, ensuring that the service is 
both equitable and accessible to all of the eligible populations in Bristol, including those in 
hard to reach groups and those with protected characteristics.  

 
A number of projects have been developed to better understand barriers to accessing the 
services and to improve responsiveness and access where necessary. These include focus 

http://www.cancerscreening.nhs.uk/breastscreen/
http://www.cancerscreening.nhs.uk/bowel/
http://www.cancerscreening.nhs.uk/cervical/
http://fetalanomaly.screening.nhs.uk/
http://infectiousdiseases.screening.nhs.uk/
http://sct.screening.nhs.uk/
http://newbornphysical.screening.nhs.uk/
http://newbornphysical.screening.nhs.uk/
http://newbornbloodspot.screening.nhs.uk/
http://hearing.screening.nhs.uk/
http://aaa.screening.nhs.uk/
http://diabeticeye.screening.nhs.uk/
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groups with representatives of the Somali community to explore issues relating to uptake of 
the FoBT Bowel Screening programme, and the Avon Breast Screening Unit developing a 
DVD for women with Learning Disabilities supported by the PHE Quality Assurance Team.   

 
Quality Assurance (QA) visits to programmes to ensure compliance with national 
standards and continuous service improvement. 

 
All of the screening programmes that provide a service to the Bristol population are subject 
to external review by the PHE Quality Assurance (QA) Team. Recommendations made 
through these visits have been incorporated into programme board agendas and are 
reviewed at these meetings. Additionally, providers are supported to address challenging 
recommendations by the Screening and Immunisation Team. 

 
Close monitoring of demand and capacity, and care pathways within the cancer 
screening programmes 

 
This continues to be monitored through contractual meetings and programme boards. 
Quarterly assurance reports are reviewed by the Director of Public Health. Escalating 
concerns promptly and reviewing pathways of care, as required, to maintain service 
effectiveness, ensure waiting times remain within acceptable standards, and to meet any 
increase in demand. 
 
 

Key current risks  
 
Breast screening 
A national shortage of specialist staff including radiographers and pathologists is putting 
pressure on the Avon Breast Screening Unit to deliver services. This is not a unique situation 
as similar capacity issues are being felt in other units and this has been escalated nationally. 
Whilst there are mitigation plans in place, this is a current risk. 
 
Bowel screening 
Following national consultation, a decision has been taken to introduce FIT120 as a 
screening test in to the bowel screening programme to replace the current faecal occult 
blood test. Current planning is for FIT120 to go live from December 2018 or April 2019 at the 
latest, with a phased rollout. Detailed operational guidance and funding agreements are 
awaited. National survey data in 2017 indicated that many providers, including those in the 
South West would have difficulty rolling out FIT due to the expected increase in the number 
of colonoscopies. The Bristol and Weston programme are a high performing service and 
have almost fully rolled out Bowel scope screening. They have indicated that they will be 
able to implement the new FIT testing by April 2019 as planned. The Public Health 
Commissioning Team and the Screening and Immunisation Team are working closely with 
these providers to support local planning.  

A South West cancer alliance pilot to introduce FIT for symptomatic testing in primary care, 
which is also being introduced this year, is likely to put additional pressure on endoscopy 
services. 

 
Cervical screening 
National work is underway to plan for and roll-out primary HPV testing. This is the largest 
ever change to the programme and includes national procurement of a small number of 
primary HPV screening labs and the development of a new national cervical screening IT 
system.  
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For women, the experience of the cervical screening programme will be the same but the 
samples will be checked first for HPV infection and only those that are positive for high risk 
infection will go forward for cytology and more frequent screening. The aim of this change is 
to more effectively identify women at greatest risk of developing cancer, and at the same 
time return a high proportion of women who are HPV negative (and at lower risk of cancer) 
back to routine screening intervals.   
 
Laboratories that process cytology samples are being re-configured across the South West. 
Avon have already converted to HPV primary testing being a pilot site for this programme, 
and is also supporting other areas by taking samples from areas which have experienced 
backlogs of samples and increased turn-around times as a result of the changes occurring to 
the infrastructure to achieve full roll out of this new programme.    HPV primary testing of 
cervical samples is due to be implemented in all services by December 2019.  

 
Diabetic Eye Screening  

 
During 2017/18, NHS England South West is undertaking a large procurement for all South 
West Diabetic eye screening services. The new provider/s will be in place for 1st April 2019. 
A key focus of the procurement is the approach to locality working and access for patients to 
improve uptake and reduce inequalities.  

 
The Screening and Immunisation Team has been working closely with the provider teams to 
facilitate an improvement in the accuracy and completeness of screening registers. These 
rely on information being shared and validated by both the GP practice and the screening 
team.  Audits have been undertaken to assess accuracy and work to improve this has been 
undertaken where needed. During the last year, all providers are now moving towards 
implementation of GP2DRS, which enables details of registered patients eligible for 
screening to be automatically extracted. This should improve the timeliness and accuracy of 
the identification of the eligible cohort, as long as GP practices continue to ensure accurate 
coding of diabetes in patient records.    
 
The current programme invites all eligible patients for annual screening. During 2018/19, 
screening intervals will be extended and those patients whose screening history identifies 
them to be at lower risk of retinopathy will be invited every two years. Other patients will 
continue to be invited every year. 
 
Antenatal and Newborn Screening 
Services in Bristol have been working hard to improve KPIs but there are still concerns 
around some of these including achieving the KPI for avoidable repeats of blood spot tests 
and achieving sufficient screening of babies that move in to Bristol after they are born. 

 
 

Areas for focus in 2018-19 
 

 Support initiatives to improve access to a screening for all eligible populations  

 Plan and implement FIT120 testing for bowel screening 

 Monitor the impact of HPV primary testing and lab reconfiguration on cervical 
screening and achieve implementation of the new programme within the required 
timescales 

 Mobilise Diabetic Eye Screening provider once procurement is complete 

 Reduce avoidable repeats, improve sample transport times, and improve coverage of 
‘movers in’ for the Ante-natal and New Born Screening Programme. 
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3. Emergency Preparedness, Resilience and Response (EPRR) 

 

The local health economy needs to plan for and respond to a wide range of incidents and 
emergencies that could affect health or patient care. These could be anything from extreme 
weather conditions to an outbreak of an infectious disease or a major transport accident.  
 
The Civil Contingencies Act 2004 (CCA2004) requires health organisations to show that they 
can deal with such incidents while maintaining services. Organisations must have effective, 
well-practiced emergency plans in place in order to protect the population of Bristol. 
 
In Bristol, EPRR is facilitated by two fora; the Local Health Resilience Partnership and the 
Local Resilience Forum. 

 

Successes/ progress 
 

Learning from recent incidents 

Snow and freezing temperatures:  a multi-agency debrief took place after the severe weather 

experienced in February/March 2018.  This identified a number of areas to improve.  Much 

of this centred around the ability of health and social care workers to get to work during 

snow, particularly in more rural areas.  Whilst the responsibility for this lies primarily with 

individual agency business continuity plans, the ability to coordinate voluntary agency 4x4 

support was also identified and arrangements to activate a ‘4x4 Support Cell’ have been 

improved.  

 

The Kerslake report, identifying learning from the 2017 Manchester attacks is currently being 

examined by the LRF.  The only Local Authority focused recommendation concerned the 

ability to collect and distribute financial donations made by the public following incidents.  

Bristol City Council have signed a Memorandum of Understanding with the Quartet 

Community Foundation and Bristol Charities to provide this function. 

 

The learning from the Grenfell tragedy is still emerging.  Whilst much work was done 

following the tragedy with regards to fire safety in tower blocks and reassurance to residents, 

the Grenfell Inquiry is likely to identify further learning for responders. 

 

Local Authority Training and Exercising 

A significant programme of training has taken place in Bristol City Council based on the 

learning from the  incidents above.  This has been focussed on expanding the Council’s 

ability to support individuals and communities affected by incidents by:  

 Increasing the Council’s ability to open and staff rest centres and other emergency 

centres 

 Establishing a call out list of social workers and care workers to support the response 

to incidents 

 Improving the Council’s ability to manage incidents by incorporating the incident 

management system into the Bristol Operations Centre 

 Re-writing and testing recovery arrangements.   
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Emergency Mortuaries, Mass Fatalities and Excess Deaths 

 

The LRF Emergency Mortuary and Mass Fatalities Plan has been re-written and signed off 

the Avon and Somerset LRF Executive Group.  With the demise of the Home Office held 

National Emergency Mortuary Arrangements (NEMA) contract, Bristol City Council has taken 

possession of the South West’s share of national emergency mortuary equipment, with Flax 

Bourton Public Mortuary set to become a regional ‘emergency mortuary’.   

 

Associated arrangements for the deployment and use of this equipment across the region is 

under development.  Following a cold winter that saw an increase in seasonal mortality put 

mortuary capacity across the region under pressure, increased mortuary capacity in Flax 

Bourton Public Mortuary and North Bristol Trust will be in place for the coming winter.  

 

National Health Protection Audit 
In July 2017 Local Health Resilience Partnership (LHRP) co-chairs were asked to participate 
in an assurance exercise about planning and preparedness for responding to threats to the 
public’s health in their area. This exercise was as a result of a recommendation by the 
House of Commons Health Select Committee in its report on the public health system post 
2013. This was published in September 2016, and it asked Public Health England to lead an 
audit of local health protection arrangements.  
 
The audit took the form of an online questionnaire and submissions were reviewed by a 
steering group comprising the key statutory and membership organisations working in public 
health, namely:  
 
In November 2017 the LHRP co-chairs received an anonymised report sharing the initial 

analysis of the data from all LHRPs. The report shows a summary score for each question 

and an overall score as well as showing each response as either red, amber or green.  

There are three areas of concern that require further work locally, with regards to; 

 Radiation monitoring – national guidance remains outstanding 

 Role of pharmacy/GPs in Pandemic Flu 

 Role of GPs in mass vaccination/prophylaxis 
 

The LHRP (Local Health Resilience Partnership) has set up a series of task and finish 

groups to work on the above areas of concern. 

 

Key current risks 
 

The ASLRF Risk Assessment Working Group (RAWG) currently has 4 very high and 5 high 

risks identified on the Avon and Somerset Community Risk Register: 

 Very High: Coastal flooding, Fluvial flooding, Pandemic Flu, Chemical release  

 High: Industrial accidents, Severe weather – snow and freezing temperatures, 

Fuel supply disruption, Electricity failure (this risk is still under review), 

Heatwave).  
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The RAWG have compared multi-agency capabilities against these risks and this is 

informing training and exercising programmes moving forward. 

 

Areas for focus in 2018-19 
 

 The continued learning from Grenfell is likely to inform work programmes going 
forward, as is the ongoing focus on the risk of electricity failure. 

 Exercise Spitfire will test the Off Site COMAH Plan (Control of Major Accident 
Hazards) in November. 

 Renewed central government guidance regarding pandemic flu is expected to be 
published imminently and will activate a review of pandemic flu preparedness. 
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4. Environmental hazards to health, safety and pollution control  

 

Air Quality 

Poor air quality can have an impact on health at all stages of life, from being associated with 
low birth weight, impacts on lung function development in children, an increased risk of 
chronic disease and acute respiratory exacerbations, to acute and chronic premature death. 
Latest evidence is linking air pollution with impacts on cognitive function. All these health 
impacts can impact upon a person’s quality of life. The most vulnerable are the young and 
old. 
 
Air quality in Bristol is sufficiently poor in many locations for the health impacts described in 
the previous paragraph to be experienced by citizens in Bristol. Monitoring data shows 
continued exceedances of the annual mean nitrogen dioxide (NO2) air quality objective close 
to roadside locations in the city centre and along the main arterial routes. Concentrations of 
NO2 do, however, appear to be declining but further urgent action is needed to comply with 
legal limits.  
 
A report commissioned by BCC6 calculated that approximately 300 deaths of Bristol 
residents can be attributed to air pollution (particulate matter - PM2.5 and nitrogen dioxide – 
NO2). In 2013 this equates to 8.5% of all deaths in Bristol annually. These deaths attributed 
to air pollution compare, on average, to 9 people killed in road traffic collisions in Bristol each 
year.   
 
Local authorities are required to declare an Air Quality Management Area (AQMA) (see 
figure 5) where exceedances of air quality objectives occur and people are present for the 
relevant averaging period. The current air quality management area for Bristol is shown in 
Figure 3 and covers those locations where exceedance of objectives for NO2 has been 
measured and relevant exposure to this pollution occurs. Once an air quality management 
area has been declared, an air quality action plan is required in order to identify measures 
aimed at achieving compliance with the air quality objectives. BCC has been instructed by 
government to deliver compliance with EU limit values in the shortest possible time. 
 
Monitoring of NO2 concentrations in the Avonmouth and Lawrence Weston areas showed 
compliance with the objective and no requirement for an AQMA to be declared. The situation 
will continue to be monitored closely. 
 

   

                                                
6
 Air Quality Consultants (2017. Health Impacts of Air Pollution in Bristol.: Air Quality Consultants Ltd 
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Figure 5. Bristol Air Quality Management Area and recent NO2 measurements 

 
 
Avonmouth Nuisance Dust Monitoring 
Due to concerns from residents the Environment Agency and Bristol City Council carried out 
monitoring of Air Quality in Avonmouth from August 2014 until September 2015 in response 
to resident concerns about air quality. The Bristol City Council monitoring station measured 
the very small particles in the air which we can’t see, finer than the kind of dust which people 
see on car window screens or window sills. These small particles can get past the body’s 
natural filters and into people’s lungs. They are measured at 10 microns (‘PM10’) and 2.5 
microns (‘PM2.5’).The results after 12 months of monitoring showed that all the 



Bristol Health Protection Committee Annual Report 2017/18 
 

36 
  

measurements were well under the European Union Air Quality limits. The dust monitoring 
also analysed the heavy metal content in the Avonmouth samples.  

A second phase of monitoring was undertaken in 2016 which focused on larger particles; 
this is dust which can be seen, typically appearing on cars windscreens and other locations. 
All results were well below available standards and sample contents did not indicate any 
dominant/industrial source.  These results were fed back to the Community via an officer 
presentation at the community hall in 2017-18. Officers continue to monitor and investigate 
complaints when they are made. 

At the time of the 2016-17 monitoring the results indicated that there is no underlying 
depositional dust issue for residents from industrial activities in and around 
Avonmouth.  However with all industrial areas should there be an acute dust episode 
residents are advised to continue to report concerns to the Pollution Control Team by calling 
the Customer Service Centre on 01179 222500 Option 3. During 2017-18 the results of the 
dust monitoring were fed back to the community. During the year a small number of 
complaints were received about potential nuisance dust which officers investigated, they will 
continue to monitor the situation when reports are made. 

 

Successes/progress 
 

Mayoral Air Quality Working Group 
A Mayoral Air Pollution Working Group (MAPWG) has been established tasked with 
improving air quality in the city. The key focus of the group is to provide a positive impact on 
health and wellbeing for all communities including the most vulnerable, support a flourishing 
local economy and accelerate the transition to a zero emission city. The group is co-chaired 
by the cabinet member for transport and cabinet member for health and wellbeing. 
Key objectives of the MAPWG are; 

 To advise on the implementation of the Administration’s Air Quality Commitments. 

 To guide the development of a new Air Quality Action Plan that improves health and 
addresses compliance with the exceedances of air quality objectives and fulfils the 
council’s statutory duty.  

 To develop plans for the implementation of a Clean Air Zone as part of the Air Quality 
Action Plan. 

 To contribute to national policy and guidance such as from  DEFRA and NICE.  

 To monitor the impact of interventions on air quality and public health in Bristol. 

The Group is attended by Bristol City Council officers from across the authority, including 
Public Health, who seek to engage with all stakeholders on the impact of poor air quality on 
public health and wellbeing, communities, economics and the need for city wide air quality 
improvement measures in order to promote less polluting lifestyle and business choices.  

 

Key current risks 
 

Maintaining an effective dialogue with Bristol residents about environmental hazards to 

health. 

 

Areas for focus in 2018-19 
 

 Work with the BCC Sustainable City and Climate Change Service and Strategic 
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Transport to develop a new air quality action plan for Bristol. This will include 
developing the business case for measures to achieve compliance with roadside 
NO2 limits in line with the ministerial Direction issued to BCC in July 2017. An 
important part of this will be to ensure the right messages are communicated to 
citizens and stakeholders with regards to the health impacts associated with current 
levels of pollution in Bristol. The aim, and legal requirement, is to implement 
measures to achieve compliance with air quality objectives in shortest time possible. 
Promoting a wider understanding of the health issue associated with air pollution is 
considered to be a vital part of the consultation process for air quality action plan 
measures. BCC has set up a website to engage and consult with people about the 
council’s emerging plans.  

 Continue to build neighbourhood relations with community members and 
representatives from the Avonmouth Industrial companies to discuss improvements 
in community impacts and improve the working relationship/good neighbours culture. 
 

  

http://www.cleanairforbristol.org/
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Appendix 2: Roles and responsibilities in the prevention 
and control of infectious disease outbreaks or health 
protection incidents in Bristol 
 

PHE Centre (AGW) 

e 

The Centre Director 

will ensure that PHE, 

through the health 

protection team will 

lead the 

epidemiological 

investigation and 

provide the specialist 

health protection 

response to public 

health outbreaks / 

incidents. They or 

their designate 

(Deputy Director of 

Health Protection / 

Consultant in 

Communicable 

Disease Control / 

Health Protection 

Consultant) have the 

responsibility to 

declare a health 

protection incident, 

major or otherwise.  

 

Preparation 

 Providing advice (through the Local Health Resilience 

Partnership) to local NHS providers and commissioners 

regarding any preparation that they might need to undertake 

to ensure an effective and timely response when a public 

health outbreak / incident occurs;  

 supporting local authorities to understand and respond to 

potential threats;  

 collection, analysis, interpretation of surveillance data;  

 providing expert advice on hazards that pose a risk to the 

public’s health and effective interventions to prevent and 

respond accordingly;  

 coordinating an out of hours rota for the delivery of specialist 

health protection advice by qualified personnel; 

 participating in arrangements for exercising and testing 

plans to respond to outbreaks / incidents;  

 providing access to regional and national PHE expertise as 

required;  

 advising on the requirement for prophylactic treatment and 

immunisation for all health protection incidents;  

 keeping the DPH informed about significant health 

protection issues and actions being taken to overcome 

them;  

 providing the local authority with information to support the 

Joint Strategic Needs Assessment and Joint Health and 

Wellbeing Board strategies as required;  

 supporting local authorities to develop a trained and 

knowledgeable workforce in the area of health protection.  

Response  

 Leading the Public Health response to declared Major 

Incidents; receiving and investigating notifications (with 

partners);  

 initiating immediate control measures when required; 

providing expert epidemiological advice through field 

epidemiology teams to support incident / outbreak 

investigation (both in the response and recovery phases);  

 sharing information concerning incidents / outbreaks with the 

local authority through the Director of Public Health;  

 chairing the ‘Outbreak/Incident Management Team’ and 

keeping health protection risks under review throughout the 

incident; communicating to partners when an 

Outbreak/Incident Management Team is established;  

 providing updates until the outbreak/incident is declared 
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over;  

 coordinating public communications / media response in 

collaboration with the local authority, CCG and NHS 

England. 

BCC Public Health 

 

Through the Director 

of Public Health, the 

Local Authority has 

overall responsibility 

for the strategic 

oversight of an 

incident / outbreak 

impacting on their 

population’s health. 

They should ensure 

that an appropriate 

response is put in 

place by NHS 

England South West 

and PHE supported 

by the CCG.  

 

In addition, they must 

be assured that the 

local health protection 

system is robust 

enough to respond 

appropriately in order 

to protect the local 

population’s health 

and that risks have 

been identified, are 

mitigated against and 

adequately controlled.  

 

 

Preparation  

 Preparing for and leading the local authority’s response to 

incidents that present a threat to the public’s health; 

providing information, advice, challenge and advocacy; 

 chairing the Bristol Health Protection Committee to ensure 

that the health protection system is meeting the needs of 

its local authority population and that risks identified are 

adequately mitigated against and control arrangements are 

in place;  

 coordinating the Joint Strategic Needs Assessment to 

support the understanding of local health protection risks;  

 reporting local health protection arrangements and 

escalating health protection risks to the Health and 

Wellbeing Board;  

 ensuring that relevant commissioned services (including 

providers of sexual health services, drug and alcohol 

services and school health services) can provide an 

appropriate response to any incident that threatens the 

public’s health and that business continuity plans are in 

place;  

 participating in arrangements for exercising and testing 

plans to respond to outbreaks / incidents.  

Response  

 Collaborating with PHE to lead the PH response to a major 

incident;  

 participating (as required) in Outbreak/Incident 

Management Teams, to help inform decision about the 

appropriate level of NHS response from providers AND 

working alongside PHE and the CCG to agree and source 

through agreed plans the resources needed to be 

released;  

 briefing Local Authority colleagues and elected members 

regarding health protection incidents/outbreaks;  

 mobilising local authority resources required to support an 

incident (e.g. Scientific Services and Animal Health and 

Welfare & Trading Standards). 

  

BCC 

Environmental 

Health 

 

Local authorities have 

defined health 

protection functions 

Preparation 

 Ensure that relevant services and providers have effective 

health protection and business continuity arrangements in 

place to guarantee an appropriate response to any incident 

that threatens the public’s health;  

 exercising powers under the health protection regulations 

to prevent or limit the spread of an infectious disease;  
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and statutory powers 

in respect of 

environmental health 

and health and 

safety.  

 

 prosecuting environmental and public health offenders;  

 informing the Drinking Water Inspectorate of an outbreak 

of illness associated with, or suspected to be associated 

with, a private water supply;  

 participating in arrangements for exercising and testing 

plans to respond to outbreaks / incidents.  

Response  

 With the Public Health England Centre, supporting local 

leadership in responding to communicable disease 

incidents and outbreaks;  

 inform Director of Public Health / Public Health England 

Centre of any emerging outbreaks/incidents;  

 with the Public Health England Centre, investigating 

clusters and outbreaks of foodborne infectious diseases;  

 participating (as required) in Outbreak/Incident 

Management Teams to help inform decisions about the 

appropriate level of Environmental Health (specialist and 

administrative) resources required to support the incident 

response;  

 provide specialist help and advice on the environmental 

aspects of the outbreak;  

 when required, undertake inspections, collection of 

specimens and investigations of implicated premises;  

 as an Health and Safety enforcement authority, execute 

the statutory duty to investigate infectious disease linked to 

workplace settings, undertake inspections, regulate; 

 as a Port Authority, responding to any outbreak of 

infectious or gastrointestinal disease at Bristol Seaports 

(Avonmouth and Royal Portbury Dock). 

Bristol North 

Somerset and South 

Gloucestershire 

CCG 

 

The primary role of 

the CCG is to ensure 

through contractual 

arrangements with 

provider 

organisations that 

healthcare resources 

are made available to 

respond to health 

protection incidents or 

outbreaks (including 

screening/diagnostic 

and treatment 

services).  

Preparation 

 Ensuring provider organisations  commissioned by the 

CCG are able to respond adequately to health protection 

incidents / outbreaks where screening, diagnosis, 

treatment or vaccination might be required;  

 disseminating information as required by PHE or the local 

authority regarding the prevention of / response to, health 

protection incidents/ outbreaks across the local system of 

health care;  

 with regards to planning and preparedness, obtain 

appropriate advice from persons with the professional 

expertise in the protection or improvement of public health;  

 participating in arrangements for exercising and testing 

plans to respond to outbreaks / incidents.  

 

Response 

 Participating (as required) in Outbreak/Incident 

Management Teams to help inform decisions about the 

appropriate level of NHS response from providers and any 
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 CCG resources needed to be released;  

 Providing (if requested by NHS England South West), 

clinical support for the prescribing and administration of 

medication.  

 

NHS England  

 

Has responsibility for 

managing/overseeing 

the NHS response to 

the incident, ensuring 

that relevant NHS 

resources are 

mobilised and 

commanding / 

directing NHS 

resources as 

necessary. 

Additionally NHS 

England South West 

is responsible for 

ensuring that their 

contracted providers 

will deliver an 

appropriate clinical 

response to any 

incident that 

threatens the public’s 

health.  

Preparation 

 Planning and securing the health services needed to 

protect the public’s health;  

 with regards to planning and preparedness, obtaining 

appropriate advice including from persons with a broad 

range of professional expertise in the protection or 

improvement of public health.  

 participating in arrangements for exercising and testing 

plans to respond to outbreaks / incidents.  

Response 

 Mobilising NHS resources in response to incidents and 

outbreaks;  

 participating (as required) in Outbreak/Incident 

Management Teams to help inform decisions about the 

appropriate level of NHS response from providers and 

working alongside the CCG to agree the resources needed 

to be released;  

 co-ordinating the primary care response to the incident 

with the Area Team Pharmacy Advisor (as required);  

 Supporting CCGs to coordinate any response required by 

Community Trusts and/or Acute Trusts.  
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Appendix 3: Glossary 
 

AGW  Avon, Gloucestershire and Wiltshire  

AMR   Antimicrobial Resistance 

AQMA  Air Quality Management Area  

ASLRF  Avon and Somerset Local Resilience Forum 

BCC  Bristol City Council 

BCG   Bacillus Calmette-Guerin 

BNSSG Bristol, North Somerset and Gloucestershire 

BSI  Bloodstream infections  

CBRN   Chemical Biological Radiological Nuclear 

CCG   Clinical Commissioning Group 

CDI   Clostridium difficile (C.diff) infection 

COMAH  Control of Major Accident Hazards 

CPE   Carbapenemase-producing Enterobacteriaceae 

DTaP  Diphtheria, Tetanus and Polio 

EPPR   Emergency preparedness, resilience and response  

EVD   Ebola Virus Disease 

GI   Gastro Intestinal 

HWB  Health and Wellbeing Board 

HCAI   Healthcare associated infections 

HIB  Haemophilus influenzae type b 

HIV   Human Immunodeficiency Virus 

HNA  Health Needs Assessment 

HPC   Health Protection Committee 

HPV   Human Papilloma Virus 

IGAS  Invasive Group A Streptococcal 

IPC   Infection, Prevention and Control 

IPV  Inactivated Polio Vaccine 

LHRP   Local Health Resilience Partnership 

LTBI   Latent Tuberculosis Infection 

MDR TB Multi drug resistant tuberculosis 

MMR  Measles Mumps and Rubella 

MRSA   Methicillin Resistant Staphylococcus Aureus 

NHS E  NHS England  

NICE  National Institute for Health and Care Excellence 

NOIDs  Notifiable Infectious Diseases 

PCV  Pneumococcal conjugate vaccine  

PHE   Public Health England 

PIR  Post-infection review   

QP  Quality premium 

RCA  Root cause analysis  

STAR-PU Specific Therapeutic group Age-sex Related Prescribing Unit 

STI   Sexually Transmitted Infections 

TB   Tuberculosis 

Td  Tetanus and diphtheria 

WHO   World Health Organisation 

 


