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MAJOR INCIDENT PLAN

GENERAL PRINCIPLES, POLICY AND PROCESS

PP (01) 087
Revised February 2003

Foreword

This Policy describes the Trust's understanding of definitions around Major Incident and Emergency Planning. It is designed to be the starting point for the work of the Emergency Planning Team and to give an overview of the generic arrangements for dealing with Major Incidents affecting the Trust. It is updated on an annual basis, using information gathered from various sources - Government reference documents; Cabinet Office advice; Reports from internal testing and training; Debrief notes from incidents; locally generated vulnerability risk assessments; Advice from local partner agencies.

The Policy is supported by systems of Action Cards for key personnel; departmental plans; specific incident plans; scheduled training and testing of controlled areas. 

The work of the Emergency Planning Team is channelled through the Organisational Risk Committee to the Trust board whenever there are organisational or operational risks identified that need board level decisions to be made.

A copy of this Policy is made available to all key players and managers in the Trust, the relevant PCTs, the Health Emergency Planning Adviser at Strategic Health Authority and other partner agencies in the region. A copy is also made available on the hospital intranet.
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1 PURPOSE OF EMERGENCY PLANNING

1.1 The purpose of planning for emergencies in the Trust is to ensure preparedness for an effective response to any Major Incident resulting in abnormal demand upon Healthcare services.

1.2 A widely accepted definition of a Major Incident is “an emergency that requires the implementation of special arrangements by one or more of the emergency services”.  Within this definition each of the emergency services must determine what constitutes a Major Incident in the light of its own responsibilities.  For the West Suffolk Hospitals Trust (WSHT), a Major Incident is defined as,  “any occurrence which presents a serious threat to the health of the Community, disruption to the service or causes (or is likely to cause) such numbers or types of casualties as to require special arrangements to be implemented by the Trust”.
1.3 The West Suffolk Hospital is designated as a receiving hospital for casualties from Major Incidents. It is not, normally, expected to dispatch a mobile team into the 'field'. This arrangement has been agreed in liaison with Emergency Planning Officer for East Anglian Ambulance NHS Trust.
1.4 The West Suffolk Hospital is not a nominated NAIR hospital (National Arrangements for Incidents involving Radioactivity) but may receive patients in extenuating circumstances as management of life-threatening injuries can override any decontamination procedures. Nuclear decontamination procedures are similar to chemical incidents, although different methods of detection and segregation are necessary (clean/dirty/closed areas).  The Major Incident procedure should be instigated in all cases of nuclear origin, as closure of facilities may be required. 

1.5 Instructions for Chemical, Biological, Radiological and Nuclear incidents are held and updated locally by A&E department. Contact numbers that allow access to Reserve National Stocks of equipment and treatment pods (see 6.9) are held in the Hospital Control Centre
. 
1.6 [image: image2.png]


Overall responsibility for Major Incident and Service Continuity Planning lies with the Chief Executive, who has appointed the Director of Modernisation to lead the planning in this regard. An Emergency Planning Team (EPT) deals with operational issues, assessing vulnerability, testing, training and review of plans. The EPT makes recommendations through the Organisational risk Committee on issues requiring Trust decisions.
2 HOSPITAL RESPONSE
2.1 The precise nature of the hospital response to a Major Incident would be dictated by the circumstances of the particular incident.  The purpose of the hospital Major Incident plan is to provide a framework, which permits the most effective response to a Major Incident within the available resources and the quickest route to recovery of normal operating status. Here is a linear representation of what the response might look like: 

2.2 During a Major Incident much of the routine hospital activity will cease to allow resources to be directed to deal with the incident.  It is recognised that although existing patients will continue to require care; it may not be possible to maintain such care at the level that can be expected within normal operating conditions. 

2.3 During a Major Incident all aspects of hospital activity - from access to the hospital site to discharge of patients - will be under the direction of the Hospital Control Centre (HCC) team. This team will be led by the Major Incident Controller (MIC), a member of the Consultant medical staff who has agreed to act in this capacity in the event of a Major Incident. 
2.4 The major incident plan will be kept under constant review, against all relevant up-to-date guidance, by the Emergency Planning Team.
3 INITIATING A MAJOR INCIDENT RESPONSE
3.1  A response can be initiated for both Internally and Externally declared Major Incidents. Relevant action cards
 are written with this in mind. The only essential difference is that internal incidents will prompt us to contact outside agencies for any assistance we might need, whereas in external incidents we are prompted to offer assistance to outside agencies. In either event, in order to establish command and control rapidly, our initial response will be the same.

3.2 The Ambulance Service would declare an EXTERNAL Major Incident at the scene.  Ambulance Control would normally call the Hospital switchboard on a designated number, prefixing any message with “Major Incident Standby” or “Major Incident – Activate Plan”. 

3.3 The call is passed to the Bed Co-ordinator/Clinical Site Managerwho notes the information given on an ETHANE sheet
, calls Ambulance Control back to confirm the situation and then contacts the On-Call Duty Senior Manager.

3.4 The Duty Senior Manager, following assessment of the information, contacts via the Hospital switchboard, the Major Incident Controller.

3.5 The Major Incident Controller, assisted by the Duty Senior Manager - who becomes the Deputy Major Incident Controller (DIC), decides on the level of response which is immediately instigated, chronologically, thus: - 

· a Major Incident state of preparedness is called and  HCC established

· current resources are redistributed appropriately

· normal activity is disrupted 

· the designation of roles for departments and individuals is instigated

· roles are reinforced by action cards

· All activity falls under the control of the Hospital Control Centre Team. 
3.6 An INTERNAL Major Incident is declared, from within the organisation. It is recognised that an INTERNAL Major Incident would be brought to the attention of the Clinical Duty Manager, in the normal course of his/her duties, from a variety of sources. These could include Police; Fire Service; Press and members of the public presenting themselves to, for instance, the Accident & Emergency Department; Staff members suspicions about increasing numbers of smaller incidents within the organisation. The route followed by the Bed Co-ordinator/Clinical Site Manager would be the same as for an external incident, via Duty Senior Manager with MIC declaring the hospital response, but it would fall to MIC to inform any other relevant agencies as necessary. 
3.7 ACTION CARDS


Each member of staff likely to be involved will work to an action card
 containing:

· to whom they are responsible 

· the individual's primary  role & any secondary role

· any key tasks that they are expected to perform
3.8 SUPPORT AREA PLANS These are department plans which describe how individual departmental services will respond to a rapid increase in demand and how roles may change to assist in the overall response to a Major Incident. Such plans follow as a natural progression from the locally held Action Cards that are written for the heads of department
. Action cards for other key staff - such as junior medical staff and those not called in the first wave of personnel - are to be available in the Staff Holding Area. Copies of these should also have been brought to the attention of such staff on induction or during regular training sessions.
3.9 THE HOSPITAL CONTROL CENTRE (HCC) TEAM 

The members of this group are: 

· Major Incident Controller (usually the Consultant Ophthalmologist on call)

· Deputy Incident Controller (Director of Modernisation or Senior Duty Manager)

· Director of Estates and Facilities (or deputy)

· An Operational/clinical  Manager

· A senior clerical officer

3.10 During a Major Incident a number of key controlled areas will be designated to manage casualties, relatives, staff, press, etc.  Area Controllers (AC's) control these areas. AC's are responsible to the HCC team for the duration of the Incident.

3.11 Action cards for these key individuals will be permanently located in the designated areas, held in MAJOR INCIDENT wall-boxes
. AC’s will be responsible for the issue of any additional action cards to staff allocated to their controlled area.

4 MOBILISING HOSPITAL RESOURCES
4.1 It is likely in any Major Incident that off-duty staff will be required to come into work.  It is necessary to have a system in place to ensure that enough staff can be contacted to effectively respond to the incident.

4.2 Certain Specialist Departments will have internal call-out systems for their own staff; these include A&E, Theatres, ITU, Catering, Portering etc. They will implement their systems as their managers are notified. Other staff will be called with help from the first available personnel officer, using the staff database in the personnel department.

4.3 Staff who are called out will report either to their specialist area or to a staff holding area according to their Departmental Head’s action card.

4.4 Key personnel - including those nominated as Area Controllers (AC’s) - will report as directed by the switchboard on their call-out lists (‘First Stage’  & ‘Second Stage’ call-outs are part of Switchboard's Action Card).  A board in the HCC will be kept to annotate which of the key areas are being prepared or have been established.

4.5 In each of the key areas, the AC will issue action cards from the wall-mounted box to staff as they arrive.  Staff in excess of immediate requirements will be redirected to the Staff Holding area.

4.6 National experience of Major Incident management has shown that media interest, unless carefully managed, can compromise a hospital’s ability to deal with casualties. A priority for the HCC Team, therefore, will be the establishment of the Press Centre.  

4.7 The AC for the Press Centre will be the Chief Executive or, in her/his absence, another Executive Director. A representative from Communiqué will assist him/her.

4.8 Access to the Hospital by staff will be via the rear entrance.  Identification of staff will be confirmed by scrutiny of identification badge.
5 VEHICULAR ACCESS TO SITE
5.1 A site control point, situated at the junction of the access road to the front car park and the through road to the rear of the hospital, will be established. During normal working hours, it will be manned by the car park security staff or member of Facilities staff. Out of hours the portering staff will man it.

5.2 Private vehicles will be stopped and challenged.  Staff arriving following call-out should go to the parking spaces at the rear of the building.  Patients arriving for “routine treatment or appointments” will be advised to return home and further advised that they will be contacted within the next few days.

5.3 Relatives arriving to pick up patients being discharged will be directed to the Joyce Cockram Day Hospital Entrance.

5.4 Parking spaces will be made available for an ambulance Major Incident vehicle and Radio Amateurs Emergency Network (RAYNET) near to the hospital Main Entrance.

6 RECEPTION OF CASUALTIES
6.1 All casualties arriving during the Major Incident, whether from the scene of a Major Incident or not, will be sent to the A&E entrance of the Hospital.

6.2 Patients will be triaged into the following categories and given a Major Incident number and name band: RED (P1 – Major); Yellow (P2 – Intermediate); GREEN (P3 – Minor); WHITE (P4 - Dead).

6.3 RED (P1- Major) patients will be treated in the Major area i.e. the main A&E Dept. 

6.4 YELLOW (P2 - Intermediate) patients will be treated in the Intermediate area i.e. the Fracture Clinic, unless otherwise directed by MIC.

6.5 GREEN (P3 - MINOR) patients will be directed for treatment in the Minor area i.e. Physiotherapy Outpatients Department (these patients can be grouped together and then escorted to Minor Area) unless otherwise directed by MIC.

6.6 Major Incident victims who become WHITE (P4 - DEAD) on the hospital site will be removed to the Hospital Mortuary in the first instance. All bodies from major incidents will later be taken to a central location for the coroner to perform post mortem examination (this is the responsibility of the Police). 

6.7 PAEDIATRICS - Consideration must be given to minimising the effect of trauma and stress on children involved in the incident. Wherever possible, the family should be kept together or a familiar family member contacted if parents are also patients. In the event of a child/children (14yrs or under) from the incident being admitted, MIC will make arrangements to relocate or second a senior paediatric nurse (from F1 Rainbow) to assess the ongoing need for paediatric nursing input. Details of age and clinical condition will be relayed to F1 in order for them to prepare and take appropriate equipment to the admitting ward. The paediatric nurse will make recommendations to MIC for the movement of children to F1 as appropriate. MIC will be responsible for reviewing the location of paediatric services in the event of environmental issues, parent proximity and number of children involved.

6.8 FORENSICS - A major incident is considered to be a crime until proved otherwise and the police will take the lead role in directing the overall response to and investigation of the incident. There are, therefore, forensic implications for all patients and their property. Staff are expected to co-operate with the Police, but must maintain patient welfare as their first priority. Patients’ property will be bagged and accurately labelled as soon as it is removed from their person or at the earliest opportunity. Bags will stay with patient at all times unless removed and receipted by the Police. 
6.9 EQUIPMENT PODS are held regionally by the Ambulance Trust and are principally for pre-hospital use in Chemical, Biological, Radiological and Nuclear incidents. There are five types of pod – (1)Modesty, (2)Nerve Agent, (3)Equipment, (4)Biological (Cipro) and (5) Biological (Doxy). They contain requirements for 100 people each
.  Should hospital services require them they can be accessed via numbers held in HCC.

6.10 MILITARY ASSISTANCE to the hospital in the event of a major incident cannot be guaranteed. Any such assistance will be accessed via Gold Command (Police HQ, Martlesham). The Home Office may then sanction access to:

· Medical, nursing and technical staff trained to work in difficult situations

· Transport (appropriate to Ambulance Service)

· Any available additional equipment - beds, water purifiers etc.

7 SUBSEQUENT CLINICAL MANAGEMENT
7.1 Those patients requiring immediate or imminent surgery will, following initial resuscitation, be transferred to the pre-operative area when the MIC gives authorisation.

7.2 Patients requiring mechanical ventilation but not surgery may be transferred to the Intensive Care Unit when so authorised by MIC.

7.3 Patients requiring operative care at a later time or general inpatient care will be admitted to the receiving ward when the MIC gives authorisation.

7.4 Patients requiring special care elsewhere will be moved to relevant units after consultation between MIC and the Ambulance Service and as resources allow.
7.5 Normal Cardiac Arrest (2222) calls during a major incident will be directed through switchboard to MIC, who will dispatch appropriate medical personnel to deal with the emergency.
7.6 Dead Major Incident patients may be transferred to the Mortuary when the MIC has been notified of the death and has authorised the move. 

8 DESIGNATION OF AREAS DURING A MAJOR INCIDENT
8.1 Reference has been made to the designation of certain areas of the Hospital during a Major Incident.  The following table describes those areas.

CONTROLLED AREA
LOCATION

Hospital Control Centre (HCC)
Main Hospital Reception and adjacent offices

Triage
A & E Entrance

Major Treatment Area
Main A & E Department

Intermediate Treatment Area
Fracture Clinic

Minor Treatment Area
Physiotherapy Outpatient Department

Pre-Operative Area
Endoscopy Unit Ward

Admissions Ward
F6

Discharge Area
Main Occupational Therapy Department

Relatives Waiting Area
Chapel

Staff Holding Area
Old PGME area (adjacent to Chapel)

Press Room
Committee Room

Site Access Control Point
Junction of access road to front Car Park with through road to rear of hospital

Police Casualty Bureau
Designated office opposite main reception

Raynet Control
Waiting List Office

9 COMMUNICATIONS

9.1 Good communications are essential to the effective management of a Major Incident.

9.2 Saturation of Hospital switchboards and internal telephone mechanisms is a common occurrence during a Major Incident. Use of these will, therefore, be for essential communication only.

9.3 Ambulance Services have the responsibility for co-ordinating the on-site NHS response to a Major Incident including the nomination and alerting of receiving hospitals, the distribution of casualties, the planning and provision of transport, communications and liaison within other organisations.

9.4 The Trust Chief Executive is managerially responsible for communications at the receiving hospital, including liaison with all external agencies - except for those at the site of an external major incident.

9.5 Ambulance control will despatch a Liaison officer to the receiving hospital. The Ambulance Liaison Officer will be in contact with Ambulance Control and is the Hospital’s “formal” communication link with the NHS responders at the scene of a Major Incident. 
9.6 Direct communication with the scene of the Major Incident will be available at the Hospital Control Centre and may only be accessed by the MIC.  This link is provided by RAYNET (Radio Amateurs Emergency Network) who will have been mobilised by the Ambulance Service.  Fixed radio aerial links are in place adjacent to the Hospital Control Centre and are checked regularly by RAYNET. This facility is to enable the MIC to be advised by the on-site Medical Incident Officer (MIO) of the likely clinical response required by the Hospital in relation to the details and number and type of casualties.
9.7 A Police documentation team will be sent to the Hospital when a Major Incident is declared.  They will inform MIC of the contact number for the Police Casualty Bureau. They will also receive information from the HCC Team concerning the identity and condition of patients and other relevant information. 
9.8 Communications within the Hospital Communication between the HCC and Area Controllers will be by the internal telephone network. To reduce the risk of overloading the system, communication between AC's and MIC will be via runners with written messages. All requests and queries will be made by this system. 

9.9 Staff Call-Out Arrangements 

9.9.1 The Switchboard will keep the telephone numbers of key staff. After Switchboard have finished their first and second stage call-outs, the remainder of the medical staff call-out will be handled by the Deputy Incident Controller (DIC) or another available manager designated by DIC at the time.  
9.9.2 The first available Personnel Officer will be responsible for the continuing call-out of nursing and other staff as directed by MIC. 
9.9.3 The Director of Facilities (or deputy) is responsible for the implementation of internal plans in his own area. Some other key departments will also have their own cascade call-out arrangements (See Section 4.2). 
9.10 The Media


9.10.1 The Chief Executive or designated Executive Director will become Area Controller for the Press Centre, assisted by a representative from Communiqué. 

9.10.2 Arrangements will be made for media briefings to take place at regular intervals (whilst avoiding serious interference with the Hospital’s primary task of caring for casualties). 

9.10.3 All members of the Press will be directed to the designated media centre. The Chief Executive will be responsible for establishing communication links with Local and Regional tiers of the NHS as appropriate.

10 RELATIVES
A Relatives Reception Area will be established in the Hospital Chapel.  The Chaplaincy Major Incident Plan will provide for appropriate Chaplains to support relatives.  The Area Controller for the media reception area will give general updates to relatives as frequently as possible.

11 SOCIAL SERVICES 
11.1 Social Services Department will provide staff to assist, as appropriate, in the discharge of patients required either to be moved to create space for Major Incident casualties or for the discharge of casualties who have received treatment. 

11.2 Social Services Crisis Intervention Teams may be available (once established) in a Major Incident to assist in staff and victim counselling. 

11.3 Social Services staff will be available to the Relatives Reception Area to offer advice and assistance as appropriate. 

12 STAND-DOWN AND RECOVERY FROM MAJOR INCIDENT

12.1 The hospital may begin to 'stand down' from its response in stages on receipt of the message "MAJOR INCIDENT - CASUALTY EVACUATION COMPLETED" from the Ambulance Service.  
12.2 Controlled areas/departments will receive their stand-down instructions from the Hospital Control Centre team as and when it is prudent so to do
.
12.3 It may well be, however, depending on the circumstances of the Incident, that the Hospital needs to continue to operate under extraordinary conditions to manage any large volume of admissions, discharges or particularly complex cases. 
12.4 Recovery of normal operating status must be one of the prime factors in debrief.
13 DEBRIEFING FOLLOWING A MAJOR INCIDENT

13.1 Immediately following stand-down from any Major Incident, the Area Controllers of the designated areas will conduct a 'hot debrief' and record all names of those working in their particular area. This will establish any problems that have arisen for their area during the incident, help to identify staff problems for the short -term and help to inform the hospital's recovery plan. Notes will be taken and fed into the Trust's cold Debrief.

13.2 The Director of Modernisation will, as soon as practicable, organise a 'Cold de-brief' meeting involving Heads of Departments and other Hospital staff who were involved in the Incident. 

13.3 This process will identify any lessons learned which may:

· need to be discussed with the Trust's Governance Team

· be reported to the Organisational Risk Committee
· be fed to the Trust Board for information and appropriate action
· be incorporated into a revision of the Hospital Major Incident Plan

· be used to help organise the hospital's return to normal operating status. 

13.4 The Police may also consider it appropriate to arrange a joint de-briefing meeting with Emergency Services and other agencies involved.  The Hospital should participate in any such meeting.

14 VISITS FROM VIPs  The Chief Executive or designated Executive Director will be responsible for the arrangements for VIP visits, including liaison with the Police about necessary support security.  Senior clinical staff should be informed of any such potential visits.

15 TRAINING
15.1 For a Hospital Major Incident Plan to work properly, it must be practised. 

15.2 This will be achieved through table-top exercises for key personnel, by involvement in Trust and Trained Staff Induction (medical and nursing) and by regular exercises of departmental staff - both WITHIN departments and, where possible, in conjunction with other agencies involved in Major Incident and Emergency Planning. 

15.3 The Testing of Controlled Areas in the Trust will operate on a scheduled basis, utilising the methodology and templates described in the Trust document 'Testing of Major Incident Readiness in Controlled Areas
.

16 COUNSELLING The Occupational Health Department will be responsible for the organising of formal counselling for staff involved in the Incident.  This will utilise the resources of:

· The Occupational Health Department

· The Clinical Psychology Service

· The Social Service Crisis Intervention Teams

Staff access to counselling services will be through the line manager in the first instance.
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Extra kit is available to us for the above potential mass casualty incidents that might cause us problems with decontamination, treatment etc. Here are the contacts you'll need for the different 'pods' available during an incident:

(#### = number available to Hospital Control Centre Team)


Item
Content

1
Modesty Pod
Each Pod containing 100 people’s worth of paper towels, paper suits and space blankets for use after decontamination to prevent embarrassment and hypothermia.

CONTACT EAST ANGLIAN AMBULANCE TRUST - dial #####

2
Nerve Agent Antidote Pods 
Each Pod containing 100 people’s worth of drugs for the treatment of nerve agent poisoning (8,000 atropine ampoules 600 micrograms per ml, 3,000 saline ampoules 0.9% for i/v injection (5mls), 200 water for injection ampoules (20ml) and 200 pralidoxime mesylate 20% w/v injection (P2S) ampoules).

CONTACT LOCAL BLOOD TRANSFUSION SERVICE - dial #####

3
Equipment Pods  
Each Pod contains resuscitation, ventilation and i/v access equipment for 100 people i.e. 80 adults and 20 children (also in development - an immediate-use drug kit). The equipment Pod can be used for all forms of respiratory distress (see ANNEX B).

CONTACT EAST ANGLIAN AMBULANCE SERVICE - dial #####

4
Biological

‘Cipro’ Pods
This Pod is designed for 100 people and to be used by 4 health care workers. Each Pod will include ciprofloxacin for 100 people for 3 days, four pairs of scissors and 100 flat-packed cardboard boxes.

UK RESERVE STOCK HOTLINE FOR MAJOR INCIDENTS

 dial #######

5
Biological

‘Doxy’ 

Pods
This Pod is designed for 100 people and to be used by 4 health care workers. Each Pod will include doxycycline for 100 people for 3 days, four gallipots and 100 amber bottles and lids.

UK RESERVE STOCK HOTLINE FOR MAJOR INCIDENTS

 dial ######
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ACTION CARD LIST - MAJOR INCIDENT

Card Number
Title
Location


1
Switchboard
Switchboard


2
Clinical Duty Manager/Bed Co-ordinator
Clinical Duty Managers Office


3
Major Incident Controller (MIC)
Hospital Control Centre (HCC)
Obs/Gyn Cons ON CALL

4
Duty Senior Manager/Deputy Incident Controller (DIC)
HCC
Duty Senior Manager on Call

5
Area Controller Triage
Main A&E Front Porch
Senior A/E Staff Nurse

6
First Available personnel Officer
HCC, then Personnel Dept.


7
Area Controller Major Treatment
Main A&E Department
Senior A/E Staff Nurse

8
Area Controller Intermediate Injuries 
Fracture Clinic
A/E Staff Nurse

9
Area Controller Minor Injuries
Physio OPD
A/E Staff Nurse

10
Area Controller Pre-Operative Ward
Endoscopy Unit Ward
Senior Nurse on Ward Unit Team

11
Area Controller Operating Theatres
Main Theatres
Senior Theatre Staff member

12
Area Controller ITU
ITU
Duty ITU Consultant/Resident Dr for ITU

13
Area Controller Admitting Ward
F6
Senior nurse on duty

14
Area Controller Staff Holding Area
PGME
1st Two managers called

15
Area Controller Relatives Reception
Chapel
Chaplain on-call

16
Area Controller Discharge Area 
JCDH
Senior OT

17
Area Controller Press Centre
Committee Room
CEO/Designated Exec.Director

18
Senior Porter
Porters' Lodge


19
Director of Facilities or Deputy
HCC



ON CALL 



20
Paediatric Registrar
Intermediate area


21
A&E Consultant
A&E Front Porch - see card 5


22
A&E SHO
A&E Department - Major


23
Orthopaedic Consultant
A&E Department - Major


24
Orthopaedic Registrar
Intermediate area


25
Orthopaedic SHO
Minor Area


26
General Surgical Consultant
A&E Department - as directed


27
General Surgical SHO
Wards, then A&E Major


28
General Surgical HO/RMO
Ward Calls


29
Urology Consultant
A&E Department - Major


30
General Medical Consultant
Pre-Operative ward


31
Geriatric Consultant
Medical & Surgical ward calls


32
Medical Registrar
ITU


33
SHO Medicine 
Admitting Ward, F6


34
Surgical registrar
Intermediate area


35
PRHO Medicine
Ward Calls


36
Paediatric Consultant
Minor Area


37
Paediatric SHO
Ward Calls


38
Duty Emergency Anaesthetic Consultant
A&E Department - Major


39
Duty ICU Consultant
ICU


40
Duty Resident Doctor for ICU
ICU


41
2nd Available Anaesthetic Consultant
Theatre


42
Duty ENT Consultant
A&E Department


43
ENT SHO/Registrar (Mon-Fri)
Intermediate Area


44
Radiology Consultant
X-Ray department


45
Gynaecology Consultant
HCC - see card 3


46
Gynaecology Registrar
Pre-Operative Ward


47
Gynaecology SHO
A&E Department - Major


48
Ophthalmic Consultant
Minor Area


49
Ophthalmic Registrar
Minor Area


51
Nurse in Charge F6
F6


52
Head of Pharmacy
Pharmacy Department


53
Head of Pathology
Path Lab


54
Head of Physiotherapy
Physiotherapy dept


55
Head of Catering
Catering office


56
Head of Occupational Therapy
JCDH see card 16


57
Head of X-Ray
X-Ray Department


58
1st available Manager
PGME
This is on card 14

59
2nd available Manager
PGME
This is on card 15

60
3rd available Manager
HCC assist DIC
No card for this role

61
Head of CSSD
CSSD


62
Head of Chaplaincy
Chapel see card 15


63
Social Services
Chapel and JCDH


65
Nursing Liaison




OTHER STAFF



66
Consultant Surgeons



67
Consultant Physicians



68
Consultant Anaesthetists



69
Junior Doctors



70
Designation Open
generic


71
Junior Anaesthetists



72
Runners
generic


73
Trained Nurse
generic


74
Medical Records Manager/Deputy
Medical Records Office


75
Medical Records Staff,Triage
Triage


76
Press Officer
Press Area


77
HO/RMO Orthopaedics
Ward Calls
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MESSAGE SHEET FOR MAJOR INCIDENTS

When taking a message regarding a major incident, you will need to try to get the following information. If you can get this from Ambulance Control (or whoever calls in the message) it will help the Major Incident Controller to decide the hospital response.

Name of caller and Service


Time NOW!




Exact location of incident


Type of incident


Hazards identified (e.g. chemical, nuclear etc)


Access problems to site 


Numbers of casualties (estimated)


Emergency services involved


Message taken by:…………………………………………

Now - ring Ambulance Control and confirm all above details

Now return to Action Card, section 2.
STAND-DOWN

PLEASE NOTE: If you are starting a Major Incident procedure, or are involved in a period of Hospital Control you MUST think about how to ‘Stand-down’ as you begin the process.  In order to achieve this, as you begin, get someone to act as a scribe, keeping notes of the people/departments that are contacted or mobilised and the times at which things happen. Use the Major Incident Board to show departments that have become established as your key ‘players’.

Ready to ‘Stand-down’?

Are there still patients in the system? If so, you need to stand down ‘piece-meal’ – if the incident has involved a lot of casualties through A/E, your Major Incident board should begin to ‘thin out’ at the A/E end. You may now be able to stand-down your ‘front door’ operations – triage, major treatment etc.  – And move staff to the other areas to assist where necessary. If the incident didn’t involve patients through A/E – your record of who you mobilised will be just as essential.

PRACTICAL PROCESS OF ‘STAND-DOWN’
1. Use your Major Incident Board – stand down departments you have established – make sure you speak to the relevant Area Controllers ASK THEM TO DO A HOT DEBRIEF WITH THE STAFF BEFORE THEY RELEASE THEM – What went wrong? Any holes in the system? Etc. – mark the board clearly as ‘S/D’. RECORD ACTION AND TIME
2. Call Site manager and inform of stand-down RECORD ACTION AND TIME

3. Start from the beginning of the scribe’s notes and work through systematically, listing other agencies/contacts who need to be ‘stood-down’.

4. If you have started a Major Incident Procedure, the Switchboard will have provided you with lists of those people they have contacted. Mark the most up-to-date lists in an OBVIOUS way (highlighter pen, bright red ink, that sort of thing) and send a runner to ask them to contact the people you have marked to give them the message “Stand-down from major incident ”. RECORD ACTION AND TIME
5. Divide the rest of the hospital up between your runners and do a verbal ‘stand-down’ and thanks. RECORD ACTION AND TIME
6. Hold a HOT DEBRIEF – this to happen in the Hospital Control Centre, with those who have been working there, as soon as the incident is ‘stood-down’.  Make notes:

· What were the problem areas?

· What did we do wrong?

· What did we get right?

· What couldn’t we achieve?

· Why couldn’t we achieve things?

· Any other worries – solved or not?

· What complaints did we receive?

· Any obvious ‘holes’ in the system?

· How will we return organisation to normal?

7. COLD DEBRIEF - This to be organised by DIC as soon as is reasonably practicable and must include Area Controllers (or their representatives carrying their HOT DEBRIEF notes). Choose large area, neutral territory, provide refreshments and be certain that a ‘no-blame’ approach is maintained. 

Your objects in debrief are threefold – 

· Firstly to thank all those who have participated; 

· Secondly, to identify areas where counselling etc. may be needed;

· Thirdly, to identify how the system worked from the perspective of all areas other than Hospital Control Centre and how quickly the organisation recovered to normal operating status. In this way, a comprehensive report can be assembled and the Major Incident Plan reviewed in the light of its findings.

West Suffolk Hospital NHS Trust


TESTING OF MAJOR INCIDENT READINESS

In

'CONTROLLED AREAS'

This chart shows the route taken for testing 'preparedness' of individual or groups of  'Controlled Areas' within the Trust. These 'Controlled Areas' those described in the Trust's Major Incident Plan 

Overleaf, is a brief description of each stage and the salient points contained therein.

AGREE PLAN

The plans will follow the template attached as appendix 1., and will be agreed with the relevant managers and operational staff. They will be tailored to measure the individual area's ability to prepare for Major Incident and the staff members' readiness to perform at short notice.

APPOINT OBSERVER

The appointment of an Observer is crucial. He/she will NOT be directly involved in the management of the particular area under test, since objectivity is to be maintained. 

TALK TO RELEVANT MANAGERS AND PLAYERS

It is essential that relevant managers know that a test is to take place. Their staff need know less about the date etc., but preparing for a test is not unhelpful, since it focuses the mind on what is expected - both from team and from the individuals themselves. Testing is not designed to increase anxiety, but to test reaction and concentration under pressure. When talking to relevant managers, it is important not to forget that the test will not happen unless the Site Manager and the Switchboard manager are involved in planning.

ARRANGE DATE/TIME FOR TEST

It is no good arranging tests when the department is already over-stretched. The amount of information gained may be less than beneficial to operational plan development and may cause disruption of vital services. Some disruption is unavoidable, but tests that are planned with these factors in mind can help all of us. 

ARRANGE DEBRIEF VENUE

This has to be quiet and, preferably, away from the test area. It must be securely booked in advance and have refreshments available. 

TEST

The plan is put into operation. Good planning is essential here. If you've got it wrong, then it will quickly show up. That is why joint planning is so vital. Conduct the test in the agreed manner and the data it produces will be of value.

DEBRIEF

Immediately after the test comes the debrief (normally referred to as a 'hot debrief') It should be led by the Area Controller - it's his turn to talk to the team that he's been working with. Staff must feel that this is an essential part of the test process. This is their opportunity to say what they feel could be changed; what they missed; what they found difficult; what they worried about; etc. AND the opportunity for the observer to tell them what he/she saw happening. This is not an occasion for 'finger-pointing' - only constructive criticism is permitted. In a 'real-life' situation, the 'hot debrief' is where we can let off steam and wind down from the incident; thus, doing this after a test is important - stressing that one goes naturally with the other.

WRITE UP DEBRIEF NOTES 

(AREA CONTROLLER AND OBSERVER)

This needs to be a joint effort. The Observer needs to take some notes in the debrief session and then go through these with the Area Controller (debrief leader). They sign off together the notes that have been taken and then they can call it a day. If the department/area becomes very busy, then it may be worth the Observer writing up and ratifying the notes later with the Area Controller.

COLLATE ACTION POINTS 

The action points are collated with any other tests that have been carried out. 

DISCUSS WITH GOVERNANCE DEPARTMENT

Any issues raised during testing that give rise to concern - or have a potential associated risk - must be discussed with the Governance team before changes are made to the Policy. In this way any proposed changes may be objectively scrutinised, in order to reduce the risk of impact on other parts of the plan or organisation as a whole.

MAKE REQUIRED POLICY CHANGES

Simple practical solutions to problems should be actioned immediately. Policy changes should be flagged up as soon as possible and instigated at the earliest opportunity (normally at the next review date). 

INFORM BOARD REPORT 

Any points actioned through testing will be reported to the board as a matter of course, along with request to ratify any necessary Policy changes.  

MAJOR INCIDENT TESTING 


CONTROLLED AREA TEST PLAN


AREA:
Section
Item

1
Personnel required: 



2
Test objectives:

To bring the controlled area to a state of Major Incident readiness as quickly as possible, bearing in mind the optimum staffing levels required.

3
Observer:


4
Debrief  leader: 


5
Debrief Venue:


6
Prior management involvement required?

Switchboard manager

Site Manager
Informed?

(
(
(
(
(

7
Test Date:________________________

Time of Commencement:  ___:___ HRS 

Approx. duration: _____________HRS



DESCRIPTION OF SEQUENCE OF EVENTS COMPRISING THIS TEST.



SWITCHBOARD CALL-OUT LIST

Title of person being called

"Major Incident TEST - please report to <AREA OF CONTROL>"

Title of person being called

"Major Incident TEST - please report to <AREA OF CONTROL>"

Title of person being called

"Major Incident TEST - please report to <AREA OF CONTROL>"

OBSERVER'S TEST SHEET

                                                                                                              PASSED?           



No:
Item
YES
NO
Comments



























































































Signed………………………………… (Observer)

Date…………………………………...

DEBRIEF NOTES

No:
item































Signed……………………………..   (Debrief Leader)

Date:……………………………….

Signed……………………………..  (Observer)

Date:………………………………. 

The use of reference documents in preparation of the policy

In preparation of Policy PP(01)87, the Emergency Planning Team have taken into consideration the current, up-to-date, relevant guidance issued on the subject of Major Incident Planning. These publications include:

Department of Health (2000) Deliberate release of Biological and Chemical agents: Guidance to help plan the Health Service’s response. Department of Health, London. http://www.doh.gov.uk/epcu/cbr/cbrpdf/delrelunclas2a.pdf
NHS Executive (1998) Planning for Major Incidents: The NHS Guidance. HSC 1998/197. 1998. http://www.doh.gov.uk/epcu/nhsguidance.htm
Home Office (2000) Dealing with Disaster; Comprehensive guide to handling disasters in the UK.  The emergency managers official handbook.  (Third edition) Home Office publication. 

Home Office (2000) The exercise planner’s guide.  A guide to testing emergency arrangements.  Home Office publication.

 http://www.ukresilience.info/contingencies/business/exercise_planners_guide.htm
NHS Executive (1999)  Governance in the New NHS.  Controls Assurance Statements 1999/2000 Risk Management and Organisational Controls. HSC 1999/123. 1999. http://www.info.doh.gov.uk/doh/coin4.nsf/12d101b4f7b73d020025693c005488a9/8cb87ab15a090349002567780031bbe3/$FILE/123HSC.PDF
NHS Executive (1999) Guidelines for Implementing Controls Assurance in the NHS:Guidance for Directors. NHS Executive, London 

http://www.info.doh.gov.uk/doh/rm5.nsf/e38b211034b364b500256735003e21ae/d59fd8dc62d50af080256cbf004bcc8e/$FILE/Guidelines%20for%20Implementing%20Controls%20Assurance%201.0.pdf
Home Office (2003) The Decontamination of people exposed to Chemical, Biological, Radiological or Nuclear (CBRN) substances or material  Home Office Publication http://www.ukresilience.info/cbrn/cbrn_guidance.htm
National Audit Office (2002) Facing the Challenge: NHS Emergency Planning in England  HMSO, London http://www.doh.gov.uk/epcu/refdocs/NAO.pdf
Home Office Recovery: An Emergency Management Guide  Home Office Publication http://www.ukresilience.info/contingencies/business/recovery.pdf
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� See example at Annex 1


� see list at Annex 2


� See example at Annex 3


� See list at Annex 2


� See list at Annex 2


� See list at Annex 2


� see Annex 1 for further detail


� see notes on Stand-Down and Debrief at Annex 4


� see notes on Stand-Down & Debrief at Annex 4


� see copy of document at Annex 5
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