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[bookmark: _Toc412646642]Foreword

This Major Incident Plan sets out how the South East Coast Ambulance Service NHS Foundation Trust (SECAmb) will respond to a significant or major incident irrespective of the cause. This Plan provides the underpinning detail to the planning, preparedness and response processes. 

The geographical area covered by SECAmb includes a number of hazards as well as being subject to threats, each having the potential to become a major incident. These are broad in nature and are regularly reassessed in conjunction with other emergency services and partners.
 
This plan, together with other local inter-agency plans, provides a framework which draws together all the inter-agency emergency preparedness procedures, and identifies agreed arrangements for the response regardless of the cause of the major incident.

Scenarios for potential incidents are regularly practised and exercised with our partner Category 1 responders (Police, Fire, Acute Hospitals, NHS England, Local Authorities, Public Health England, Maritime and Coastguard Agency and Environment Agency), Category 2 responders and Voluntary Organisations.

It will be necessary to update this plan from time to time in the light of experiences gained from incidents which have occurred or through exercises. This plan will be the subject of a triennial review process initiated by the Contingency Planning and Resilience team. It is therefore essential that all SECAmb staff regularly familiarise themselves with all parts of this document.

The effectiveness of the response depends on the co-operation of everyone and a clear understanding of the role, of all those involved. Please ensure that you read and are thoroughly acquainted with this document. Disasters will invariably strike suddenly. There will be no time to read this plan and then consider your response.

This Major Incident Plan has been adopted and approved by the Trust Board.



Paul Sutton
Chief Executive

SECAmb Major Incident Plan

Major Incident Plan

SECAmb Major Incident Plan V4.00		
November 2014		Page 5 of 66















[bookmark: _Toc324701093][image: Crown Badge small]
[bookmark: _Toc412646643]PREFACE


The subject of Contingency Planning and Resilience is dynamic and evolutionary, requiring constant monitoring and updating. Should you have any points or concerns, or would like to know more about the South East Coast Ambulance Service Ambulance Service NHS Foundation Trust approach to Contingency Planning and Resilience, then please contact:


Andy Cashman

Head of Contingency Planning and Resilience
South East Coast Ambulance Service NHS Foundation Trust




IF A MAJOR INCIDENT HAS BEEN DECLARED
REFER IMMEDIATELY TO YOUR
MAJOR INCIDENT 
[bookmark: _GoBack]ACTION CARDS
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[bookmark: _Toc412646646]Introduction 
Experience in disaster management has repeatedly demonstrated the value of detailed planning, preparation and training for dealing with emergency situations.
The aim of this Major Incident Plan is to ensure the South East Coast Ambulance Service NHS Foundation Trust ((SECAmb) referred to in this document as “the Trust”) response to a major incident is patient focused, clinically led and effectively managed.
The objectives of the Major Incident Plan are to:  
Ensure all staff have an understanding of the procedure. 
Form a basis for major incident training. 
Ensure an effective and coordinated response to a major incident. 
To assist in the identification and mobilisation of specialist resources. 
Ensure an effective command structure has been instigated. 
Ensure that the Trust responds to a major incident as an integral part of the NHS team.
This Major Incident Plan is issued for the instruction and guidance of all Trust personnel concerned in both managing and dealing with a Major Incident.
It outlines the responsibilities of the Trust as participants in the emergency response. No plan can ever be complete against all possible contingencies and therefore it is essential that all personnel exercise their judgment and initiative when confronted with such a situation.
Statutory and Contractual obligations 
This document forms part of our planning process and thus assists with meeting the statutory and contractual obligations placed upon the Trust by:
The Civil Contingences Act (2004) 
The Health and Social Care Act (2012) 
NHS Standard Ambulance Contract 
NHS England EPRR Core Standards
The Trust undertakes to work with partner agencies within the three Local Resilience Forums and the Local Health Resilience Partnerships areas that the Trust covers.
It is recognised that the Ambulance Service is the gatekeeper to the NHS, and as such is responsible for the alerting and mobilising of all National Health Service resources necessary to deal with the incident. The Trust’s role will spread from the scene of the incident to Receiving Hospitals, where liaison functions will be carried out.
Joint Emergency Services Interoperability Programme. (JESIP)
This document has been written in line with the JESIP Joint Doctrine. The purpose of which is to provide Operational and Tactical commanders with a framework to enable them to effectively respond together.  It contains the key principles of:
Co-location
Communication
Co-ordination
Joint Understanding of Risk
Shared Situational Awareness
The Joint Doctrine sets out what responders should do and how they should do it in a multi-agency working environment to achieve a successful joint response.
The Joint Doctrine has been designed so that it can be applied to smaller scale incidents, wide-area emergencies and pre-planned operations.
Risks, Threats and Planning Assumptions
This plan has been produced to reflect the planning assumptions detailed within the National Resilience Planning Assumptions (Cabinet Office, 2013) and the Community Risk Registers which cover the Trust’s area. 
Specific Risks within the SECAmb Operational Area:
Seven sites with off-site plans under the COMAH regulations (1999)
Liquid and Gas fuel pipelines
Gatwick Airport, 
The Channel Tunnel and Dover docks  
Extensive road and rail transport infrastructure
Sporting, leisure, exhibition and shopping venues
Events and festivals



[bookmark: _Toc412646647]Definition 
This section describes the definition of significant incidents and emergencies as they may apply to NHS funded organisations and the varying scale of these incidents.
A significant incident or emergency can be described as any event that cannot be managed within routine service arrangements. Each require the implementation of special procedures and may involve one or more of the emergency services, the wider NHS or a local authority, a significant or emergency may include:
Times of severe pressure, such as winter periods, a sustained increase in demand for services such as surge or an infectious disease outbreak that would necessitate the declaration of a significant incident however not a major incident;
Any occurrence where the NHS funded organisations are required to implement special arrangements to ensure the effectiveness of the organisations internal response. This is to ensure that incidents above routine work but not meeting the definition of a major incident are managed effectively.
An event or situation that threatens serious damage to human welfare in a place in the UK or to the environment of a place in the UK, or war or terrorism which threatens serious damage to the security of the UK. The term ‘‘major incident’’ is commonly used to describe such emergencies. These may include multiple casualty incidents, terrorism or national emergencies such as pandemic influenza.
An emergency is sometimes referred to by organisations as a major incident. Within NHS funded organisations an emergency is defined as the above for which robust management arrangements must be in place.
The term significant incident or emergency is deliberately broad to ensure that potential incidents are not missed. It recognises the fundamental importance of community confidence and trust in the NHS organisational response to any incidents. 
A significant incident or emergency to the NHS may not be any of these for other agencies, and equally the reverse is also true. An incident may present as a variety of different scenarios, they may start as a response to a routine emergency call or 999 response situation and as this evolves it may then become a significant incident or be declared as a major incident.
Types of Incidents
Big Bang – a serious transport accident, explosion, or series of smaller incidents;
Rising Tide – a developing infectious disease epidemic, or a capacity/staffing crisis or industrial action;
Cloud on the Horizon – a serious threat such as a significant chemical or nuclear release developing elsewhere and needing preparatory action; 
Headline news – public or media alarm about an impending situation;
Internal incidents – fire, breakdown of utilities, significant equipment failure, hospital acquired infections, violent crime;
CBRN – Deliberate (criminal intent) release of chemical, biological, radioactive, nuclear materials or explosive device;
HAZMAT – Incident involving Hazardous Materials; and
Mass Casualty – A disastrous single or simultaneous event(s) or other circumstances where the normal major incident response of several NHS organisations must be augmented by extraordinary measures in order to maintain an effective, suitable and sustainable response.



[bookmark: _Toc412646648][bookmark: _Toc322961805]SECAmb Strategic and Tactical Intention 
Strategic Intention
The saving of life, in conjunction with other emergency services.
Mitigate and minimise the impact of the incident on the community and wider NHS.
Inform the public and maintain public confidence.
Ensure sufficient assets are available to manage the event(s)/incident(s) and core activity to maintain service delivery to national standards. 
[bookmark: _Toc322961806]Ensure a swift response to new normality.
Tactical Intention
To ensure an effective and co-ordinated response to the major incident.
To conduct a risk assessment ensuring Health and Safety of all NHS staff at scene and that they have an understanding of their role in a major incident.
To implement an effective command structure.
To ensure that the Trust responds as part of the NHS team.
To ensure that the Trust treats those involved as individuals and in the enormity of the situation we do not lose sight of the needs of patients.



[bookmark: _Toc412646649][bookmark: _Toc322961458][bookmark: _Toc322961802][bookmark: _Toc322961459][bookmark: _Toc322961803][bookmark: _Toc322961460][bookmark: _Toc322961804][bookmark: _Toc322961808]Roles and  Responsibilities
CSCATTT Approach to Ambulance Service Responsibilities
The generic responsibilities of the ambulance service are set out below using the key principles of Command, Safety, Communication, Assessment, Triage, Treatment and Transport (CSCATTT).
Command

Instigate a command and control structure to include strategic, tactical and operational commanders to provide management of resources, co-ordination of the NHS response and liaison with other services. 
Inform and call on the expertise of the on-call tactical advisor for advice on incident response. 
Establish the Major Incident Footprint and populate with the appropriate personnel. 
Ensure capacity (number of resources) and capability (correct type of resources) is available to deal with the scale and complexity of the event.
Maintain adequate emergency cover throughout other parts of the Trust area.   
Ensure that final patient destinations and numbers are communicated to receiving hospital(s) along with the stand-down message.
Ensure a swift return to new normality for the Trust.  
Provide post incident welfare and debriefing for all Trust staff involved in the incident ensuring partner agencies are engaged in debriefing where appropriate. 
[bookmark: _Toc322961810]Safety

Protect the health, safety and welfare of all health service personnel onsite and allocate a safety officer to take responsibility for this function. 
Ensure Personal Protective Equipment (PPE) and training has been provided to Trust staff and other NHS staff in line with health and safety responsibilities and existing contracts.

[bookmark: _Toc322961811]Communications

Co-ordinate the NHS communications on site by providing on-site communications facilities and communications officer(s).
Alert the main receiving hospitals for the receipt of the injured.
Alert other partners including but not limited to :
Police
Fire
Coastguard
NHS England (area teams) 
Public Health England 
Medical Emergency Response Incident Team(s) where available
NHS Blood and Transplant
Voluntary Aid Societies

Co-ordinate the work of the Voluntary Aid Societies enabling them to provide services appropriate to the incident.
Provide nominated members of staff to communicate with receiving hospitals (Hospital Ambulance Liaison Officer and Hospital Ambulance Liaison Control Officer).
Ensure that a log of all actions and communications is kept.
Provide warning and informing to the public in conjunction with partner agencies.

[bookmark: _Toc322961812]Assessment

[bookmark: _Toc322961813]Carry out a health service assessment for the incident to include a regular METHANE report and ensure this is communicated to health service partners.
[bookmark: _Toc322961814]Determine the need for additional specialist resources. 

[bookmark: _Toc322961815]Triage

Instigate the use of a triage sieve and triage sort on all patients prior to evacuation from scene.

[bookmark: _Toc322961816]Treatment

Treat casualties using the below methods, personnel and equipment as necessary. 
Arrange and maintain optimum ambulance service personnel on scene.
Appoint a Medical Incident Advisor. 
Ensure equipment including Major Incident Vehicles, Mass Casualty Equipment Vehicles (MCEV) and Emergency Dressing Packs are utilised as appropriate to the incident.
Instigate use of casualty clearing stations when required. 
Provide clinical decontamination of casualties and support mass decontamination.
Provide as necessary, medical support to rest centres.
Assist Police colleagues with Recognition of Life Extinct (ROLE) as appropriate. 

[bookmark: _Toc322961817]Transportation

Arrange and maintain appropriate means of transporting the injured to receiving hospitals including helicopter where available.
Determine the priorities for the evacuation of casualties, ensuring even and simultaneous dispatch to the receiving hospital(s).
Ensure that transport is provided to bring staff and equipment to scene. 
[bookmark: _Toc322961809]Other Responders
The roles and responsibilities of Category 1, Category 2, Voluntary and Military responders are detailed in full within the Cabinet Office guidance Emergency Response and Recovery (Cabinet Office, 2011). 


[bookmark: _Toc412646650]Command Structure 
In the event of a Major Incident being declared, the Trust will bring into operation the Strategic (Gold), Tactical (Silver) and Operational (Bronze) levels of Command in common with all other Category 1 responders. 
All Managers must respect the chain of command and correct routes for communication as this eliminates duplication and ambiguity and helps to ensure patient safety.
[bookmark: _Toc322961790]The structure will be as follows:
[bookmark: _Toc322961791]Strategic 
[bookmark: _Toc322961792]The strategic function will take place within the Trust where support for the Trust’s response to the incident will be formulated, and any actions necessary to sustain that response will be undertaken.
[bookmark: _Toc322961793]Tactical 
[bookmark: _Toc322961794]Tactical Command may operate either remotely or at the scene where they can maintain effective tactical command of the incident.
[bookmark: _Toc322961795]Operational Command 
Operational Command will take control at the incident site and request deployment of necessary Trust resources. As the incident develops and more resources are required functional roles will become necessary and be implemented by the Operational Commander.
[bookmark: _Toc322961796]There are number of roles which are identified within the National Ambulance Resilience Unit (NARU) Major Incident Action Cards, all functional roles will operate at the Operational level of Command reporting back to the Operational Commander.
The Strategic Co-ordinating Group
For Major Incidents occurring within the Trust’s area, the Strategic Co-ordinating Group (SCG) will be established at the nominated Police Headquarters.
The locations within the Trust’s region are: 
	Kent Police HQ
Sutton Road.
Maidstone. 
ME15 9BZ

	Surrey Police HQ
Mount Browne
Sandy Lane
Guildford
GU3 1HG
	Sussex Police HQ
1 Malling House
Church Lane
Lewes 
BN7 2DZ



There may be occasion when the Trust will need to provide representation to a neighbouring SCG.
[bookmark: _Toc322961797]A representative of the Strategic Commander should attend the multiagency SCG. This representative may be another director, or senior manager with delegated executive powers who is able to represent the Trust.

[bookmark: _Toc322961798]Multi-Sited Incidents
Strategic and Liaison with SCG(s)
In the event of a multi-sited incident a single SECAmb Strategic Commander should be instigated with liaison officers sent to each established Strategic Co-ordinating Group, as above. 
There are a range of command structures that can be implemented to manage both single and multi-sited incidents. The Strategic Commander is responsible for defining these based on advice from the Tactical Advisor. (See Appendix 1 for options). 
Tactical
Where a single incident crosses police boundaries, resulting in multiple Tactical Co-ordinating Groups (TCGs) a single Tactical    Commander will be appointed with representation sent to each TCG.
[bookmark: _Toc322961800]Where a number of unrelated incidents occur simultaneously each incident may be assigned a Tactical Commander with co-ordination of resource being undertaken at Strategic level.
Operational
Operational command should be established at each incident site in relation to the needs assessed, as outlined in the JESIP principles. 
Health Incident Co-ordination Centre (ICC)
The Health ICC will serve as a focal point for all liaisons between NHS England (Area Team) and partner organisations regarding the incident.
Once established the Health ICC will have direct contact with all responding NHS providers. Its role is to remain informed of their current status and provide relevant information to the SCG Health Gold representative.
As appropriate a representative of the Trust may attend the Health ICC.

[bookmark: _Toc412646651]Training and Exercising 
The Civil Contingencies Act Regulations require Category 1 responders to include provision for the carrying out of exercises and for the training of staff in emergency plans.
The Trust is committed to a regular and continuous process of training and exercising the Major Incident Plan.
Training
An appropriate introduction to the SECAmb Major Incident Plan will be provided to Trust staff during induction or initial training course(s).
Additional training will be incorporated into staff development programmes to provide skills and knowledge training, in accordance with the NHS Commissioning Board Core Standards for Emergency Planning, Response and Resilience (2013).
Commanders are required to attend training and maintain competencies in line with the agreed National Occupational Standards.
Should any changes to the Major Incident Plan be made, all staff will receive notification to ensure the continued effectiveness of the response.
All Major Incident training will seek to ensure an appropriate link to the Trust’s Business Continuity Management Plan.
Details of all Major Incident response training will be held on the Trust’s training database.
Exercising
Exercising of the response to a Major Incident will be in accordance with NHS guidance and the trust’s contractual requirements.
Exercises will be held to validate any alterations, either in part or whole, to any element of the Major Incident Plan.
The Trust will contribute to the exercise programme of other Category 1 responders where there is a clear benefit to the multi-agency response. 


[bookmark: _Toc412646652]Initiation of The Major Incident Plan 
The initial call to the Emergency Operations Centre indicating that a Major Incident has happened may come from a number of sources:
A member of the public, via the “999” or “112” system;
Another Category 1 or 2 responder;
A hospital;
[bookmark: _Toc322961820]Any member of the Trust’s staff.
It may not always be possible, in the first instance, based on the early information received, to identify that a Major Incident has occurred.
If it is considered that a Major Incident has occurred, it should be reported using the METHANE mnemonic (as detailed below), which has been adopted by all the emergency services and NHS as a consistent way of providing the essential information.  

	M
	Major incident
	Standby/declared and callsign

	E
	Exact location
	map/grid reference

	T
	Type of incident
	chemical/explosion/rail/road etc.

	H
	Hazards
	present or suspected

	A
	Access
	routes that are safe to use

	N
	Number of casualties
	number, severity and type

	E
	Emergency services.
	present and those required



  . 





 
The Major Incident Plan
As soon as the initial reports indicate that a Major Incident may have occurred, the Senior Person on duty in the Emergency Operations Centre will initiate the Major Incident Plan.
It is better to declare and then stand-down a major incident than not declare a major incident in the event of uncertainty.
[bookmark: _Toc322961821]If having instituted a Major Incident Standby/Declared it is found not to be required, it will be rescinded by the message “Major Incident Cancelled”.
Business Continuity Management Plan
Should any element of the SECAmb Major Incident Plan be implemented in response to either a Major Incident Standby or Major Incident Declared, then the Business Continuity Management Plan must be invoked by the Strategic Commander, to ensure provision of service continuity and a swift return to new normality is achieved.


[bookmark: _Toc412646653][bookmark: _Toc322961824]Action by the Emergency Operations Centre  
Responsibilities of the Emergency Operations Centre
The Trust has three Emergency Operations Centres, who are an integral part of the Major Incident Management System.
The initial 999 emergency call will be received in the Emergency Operations Centre who will dispatch the appropriate SECAmb resources.
As soon as it is known or suspected that a Major Incident has occurred the Emergency Operations Centre responsible for the operational dispatch area in relation to the location of the incident will assume responsibility for the management of the incident with support from the others. 
It is the responsibility of the Senior Person on duty in Emergency Operations Centre to implement the Major Incident Plan.
In the initial stages of a Major Incident information can be confusing, conflicting and misleading, therefore  Emergency Operations Centre    staff should think “worst case” scenario until information can be substantiated and confirmed.
Once the Major Incident Plan has been brought into operation, Emergency Operations Centre staff must always be ready to use their initiative and to manage the unexpected. Consideration should be given as to whether the incident is single or multi-sited.
The key functions of the Emergency Operations Centre   can be summarised as:
Deployment of the Pre-determined Response (PDR) in relation to the information received 
Alerting other Emergency services 
Initiating a cascade to the wider NHS and other stakeholders 
Mobilising specialist resources and assets
Mobilising Commanders 
Establishing a communications network
The detailed functions and tasks for the Emergency Operations Centre are detailed within action cards held within each of the Emergency Operations Centres. 
	WHEN THE PLAN IS ACTIVATED, TAKE THE ACTION CARDS FROM THE MAJOR INCIDENT CABINET IN THE EMERGENCY OPERATIONS CENTRE  AND FOLLOW THE INSTRUCTIONS


Alerting Procedures by the Emergency Operations Centre 
The following agencies will be notified by the Emergency Operations Centre will be notified that Major Incident procedures have been put into operation and essential information about the location and nature of the incident will be given as per METHANE.
The nearest appropriate receiving hospital(s), using the standard form of message.
Police and Fire and Rescue Services (if the initial call was not received by them).  
The wider NHS, including NHS England Area Team(s), Lead Clinical Commissioning Group and Public Health England. 
Neighbouring Ambulance Trusts
Other agencies (e.g. HM Coastguard, Network Rail) as appropriate.

See paragraph 8.5 for standard form of messages to be used 
Trust Internal Alerts 
It is necessary for the Trust’s staff to be aware that the Trust is responding to a (potential) Major Incident, as all departments have a role to play in the Trust’s response.
This will be achieved by any/all of the following methods: 
Group Call over airwave radio 
Pager Call to MI Groups(s) as per the action card 
Trust wide email  
Trust Intranet  
Individual telephone calls/SMS 
Off Duty Staff 
Off Duty Personnel wishing to report for duty in support of a Major Incident should notify clinical scheduling and await further instructions
Standard Form of Messages 
To avoid confusion all messages that are used to alert to a Major Incident Response must follow the standard format.
All messages to receiving Hospitals must be passed through the Switchboard Operator on the designated Major Incident Number.


Major Incident Stand-by: 
This alerts other agencies that a major incident may need to be declared.

	THIS IS THE SOUTH EAST COAST AMBULANCE SERVICE
(Coxheath / Banstead / Lewes EOC)
MAJOR INCIDENT STAND-BY
Followed by:
Type of incident
Location of incident
Types and estimated number of casualties that can be expected



Major Incident Declared: to Police, Fire Service (and other agencies as appropriate):

	THIS IS THE SOUTH EAST COAST AMBULANCE SERVICE
MAJOR INCIDENT DECLARED 
Followed by:
Type of incident
Location of incident
Types and estimated number of casualties that can be expected



Major Incident Declared: to designated receiving Hospitals 
This must be passed to ensure that the hospital is clear on the type of incident and to enable them to implement their own plan.

	THIS IS THE SOUTH EAST COAST AMBULANCE SERVICE
(Coxheath / Banstead / Lewes EOC)
MAJOR INCIDENT DECLARED:ACTIVATE PLAN
 
Followed by:
Type of incident
Location of incident
Types and estimated number of casualties that can be expected



Major Incident Declared” can be announced without introducing the “stand-by” phase if circumstances dictate.


Major Incident Cancelled:
If the incident does not develop into major proportions this message rescinds either of the first two messages at any time.
	THIS IS THE SOUTH EAST COAST AMBULANCE SERVICE
(Coxheath / Banstead / Lewes EOC)
 MAJOR INCIDENT (location) CANCELLED




Casualty Evacuation Complete:
When confirmation is received from the Major Incident scene that the casualty evacuation is complete, the appropriate hospital(s) will be informed as follows:
	THIS IS THE SOUTH EAST COAST AMBULANCE SERVICE
(Coxheath / Banstead / Lewes EOC)
CASUALTY EVACUATION COMPLETE
MAJOR  INCIDENT(location) STANDDOWN



On notification, it is the responsibility of each receiving hospital(s) to assess when it is appropriate for them to stand down.
Major Incident Stand Down
The decision to order the ‘stand down’ of the Trust personnel rests with the Strategic Commander. 
The Emergency Operations Centre will inform all alerted agencies and hospitals of Trust ‘stand down’. 
An appropriate SMS/pager message/ group call should be given out to inform all trust personnel of ‘stand down’.
Key Contact Details
All key contact details required for the initiation of this plan, and response to a major incident are contained in the Emergency Operations Centres and by the Contingency Planning & Resilience Department.



[bookmark: _Toc412646654]Pre-determined Response Process 
The Trust has a standard Pre-determined Response (PDR) process to allow for the identification of the resources required for the various types of incident we may respond to. (See Appendix 2) 
In order to ensure that the incident is managed appropriately, as early as possible in the response the following a pre-determined response (PDR) will be considered.
Major Incident Stand-by 
For a Major Incident Stand-by the pre-determined response will be set between Levels 2-3, variables that govern the level of response will include:
The complexity of the incident
The number of patients
  
Major Incident Declared 
For a Major Incident Declared the pre-determined response will be set at Level 4, this consists of:
10 x DMA  
5 x Managers 
1 x Tactical Commander   
1x Tactical Advisor
1 x Incident Support Vehicle 
1 x Incident Command Vehicle with support staff.  
Hospital Ambulance Liaison Officers will be deployed to the notified receiving hospitals.

In all cases it is essential to obtain an early METHANE report from the first crew at scene in order to confirm the response and identify if further managers and/or resources are required in order to establish the command structure and major incident footprint.
In order to balance the needs of the incident against delivering an effective service across the whole Trust area, it is the responsibility of the Incident commander to stand the resources down if they are not required. 
Specialist Resources
Specialist resources which may be required to support the response include:


Hazardous Area Response Teams (HART)
Critical Care Paramedics 
Paramedic Practitioners
Air Ambulance/HEMS 
Special Operations Response Team (SORT)
Tactical Advisor /NILO

Incident Support Vehicles which may be required to support the response include:
Incident Command Vehicle(s)
Incident Support Unit(s) (Equipment)
Incident Support Unit(s) (Decontamination) 
Mass Casualty Equipment Vehicles 


[bookmark: _Toc412646655]Receiving Hospitals/Trauma Networks 
The National Health Service is responsible for nominating ‘Receiving Hospital(s)’ adequately equipped to receive casualties on a 24 hour basis.
Increasingly Hospitals are part of wider specialist networks such as Burns, Trauma and Paediatric services and therefore patients may need to be transported to sites which are beyond those historically used to treat patients.
The Ambulance Service is responsible for selecting and alerting the most geographically appropriate ‘Receiving Hospital/s’ which may include Major Trauma Centres, Trauma Units and Local Emergency Hospitals.
The Receiving Hospitals within the SECAmb region are detailed at Appendix 3
[bookmark: _Toc322961908]If specialist services are required such as burns or paediatrics the Strategic Medical Advisor will work with the Area Team to identify the most appropriate sites and mechanism for transportation.
Receiving Hospital Responsibilities
The Receiving Hospital(s) are responsible for:
Activating their Major Incident Plan in response to Ambulance Service alerting messages.
The reception and treatment of casualties.
Alerting the Emergency Operations Centre to any requirement for casualty or in-patient transfers to another hospital, in liaison with the HALO/HALCO (this may also be done in conjunction with the Area Team Incident Co-ordination Centre (ICC)).
Early notification to the Ambulance Incident Commander and Medical Advisor, of any circumstances affecting the hospital’s capability to accept further casualties.
[bookmark: _Toc322961565][bookmark: _Toc322961909][bookmark: _Toc322961920]Hospitals stand down arrangements following receipt of the “Casualty Evacuation Complete” message from the Emergency Operations Centre.
Initial Action at Receiving Hospitals
On receipt of the “Stand-by” message, the SWITCHBOARD OPERATOR will implement the Hospital’s stand-by procedure.
[bookmark: _Toc322961921]On receipt of the “Declared” message, the SWITCHBOARD OPERATOR will implement the Hospital’s Major Emergency Plan.
Ambulance “Turn Round” at Hospitals
[bookmark: _Toc322961922]The hospital will arrange a triage point at which casualties will be unloaded. Ambulance personnel should not be delayed by carrying patients within the hospital beyond this point.
Clearing of Hospitals
Hospitals may decide to discharge some in-patients in order to make more staff and beds available for Major Incident casualties. The Trust’s HALO will liaise with the hospital(s) regarding arrangements for the transportation of these patients together with any outpatients awaiting return home. Where the Trust does not provide PTS this will need to be undertaken in conjunction with the PTS provider.
[bookmark: _Toc322961579][bookmark: _Toc322961923][bookmark: _Toc322961937]In the first instance, the alerted receiving Hospitals will be contacted by the Emergency Operations Centre in order to establish the estimated number and type (P1, 2 and 3) of casualties which can be taken in the early stages of the incident.
Major Trauma Centres within the SE Trauma Network
A Major Trauma Centre is a multi-specialty hospital, on a single site, optimised for the provision of trauma care. It is the hub of the Trauma Network and manages all types of injuries, providing consultant-level care. Consideration will be given to dispersal of casualties to these locations according to clinical need and available guidelines.
A map detailing the Trauma Network across Southern England can be found at Appendix 3.
Alerting of Non-Receiving Hospitals
The NHS England Area Team will decide if any non-receiving hospitals or specialist networks should be alerted and cascade as necessary. 
Taking Patients to Non-Receiving Hospitals
To help mitigate the impact on the wider NHS it may be possible to use facilities at non-receiving hospitals e.g. local emergency hospitals, walk in centres and minor injury units to treat the walking wounded. This should be agreed with the hospital/unit in the first instance to confirm their capacity and capability.



[bookmark: _Toc412646656]Action by Ambulance Crews at Scene
In the majority of Major Incidents, the first representative of the Trust at the scene will be an ambulance crew. It is essential to remember that the priority of the initial crew arriving at a Major Incident is not to treat casualties or begin rescue attempts but to assess and inform.
Initial responders should ensure they conduct a rapid scene assessment which should be communicated to the Emergency Operations Centre using the METHANE mnemonic as a consistent way of providing the essential information. 
Consider the following factors and if in doubt declare a major incident:
Are there a large numbers of casualties?
Will the incident overwhelm health services?
Initial Crew on Scene (refer to Action Cards)
The first ambulance resource to arrive at the scene will park as near to the scene as safety permits, leave visible warning lights on and act as the Ambulance Control Point. 
If a Team Leader or Manager is a member of the first crew to arrive, he/she will act as the Operational Commander until relieved by a more senior manager, otherwise the following procedure will be adopted: 
Driver (refer to Action Cards)
The driver will:  
Remain in the vehicle and act as the Communications Officer on Site until relieved.
Remain in radio contact with the Emergency Operations Centre. 
Confirm the location with the Emergency Operations Centre and give any further information that is available, including the type of incident and which of the other emergency services are present.
On the arrival of additional resources ensure that:
Staff are designated as Primary Triage Officer and Ambulance Parking Officer. 
High visibility reflective jackets and safety helmets are worn by all staff.
All staff bring the triage cards from their vehicle.
Attendant (refer to Action Cards)
The attendant will: 
Act as the Operational Commander until relieved.
Start an incident log. 
Carry out a reconnaissance of the scene, assess the situation and confirm “Major Incident Declared” message to the Emergency Operations Centre. 
Await confirmation that the message has been received and provide a full METHANE report.  
Liaise with Police and Fire Service Incident Commanders and establish:
Access and Egress Routes;
Ambulance Parking Point (Marshalling Area);
Casualty Clearing Station.
Ensure that the Emergency Operations Centre is frequently updated.
Prepare to brief the Tactical Commander (on their arrival).
Subsequent Ambulance Crews sent to the Incident
Subsequent Trust crews should be prepared to take a command role in the initial stages of the incident. 
The second Trust crew will be designated as Primary Triage Officer and Ambulance Parking Officer. 
Initial Actions
Report as instructed by Emergency Operations Centre.
Switch of blue lights when arriving on scene if safe to do so.
Book on scene with Emergency Operations Centre or Incident Control Vehicle (if established) using the designated incident airwave talk-group.
Report arrival to Ambulance Parking Officer if designated, if not report to the Ambulance Control Point indicated by its blue lights.
Ensure high visibility fluorescent jackets and safety helmets are worn.
Ensure keys are left with the vehicle.

Subsequent Actions
As directed carry out triage, treatment or transport.
It is vital that the scene of the incident is managed and not congested with ambulances/Trust vehicles.
All crews must therefore act under the direction of managers on scene.

When leaving the incident scene, the driver must report to the Emergency Operations Centre  with the following information:-
the number, ages and category of patients (P1, P2, P3) on board; and destination receiving hospital as advised by the Ambulance Loading Officer.
When clear at hospital, report to the Hospital Ambulance Liaison Officer for further instructions.




[bookmark: _Toc412646657]Establishing a Major Incident Footprint 
Establishing a Major Incident footprint should be a priority for commanders once on scene of a Major Incident. The pictorial schematic below demonstrates an incident footprint with some functional roles included. 
The footprint will consist of an inner and outer cordon and dependant on the type and size of the incident may vary in size and complexity. 
[image: ]
It should be borne in mind that for a CBRN or HAZMAT incident that decontamination should also be considered within the footprint.


Personal Protective Equipment (PPE)
All personnel engaged on duties at a Major Incident will wear their high visibility clothing and protective helmets when in the inner cordon unless instructed otherwise by the Safety Officer.
A Major Incident Bag is carried on every Trust frontline Double Manned Ambulance (DMA) and Single Manned Response Vehicle (SRV) which contains additional PPE  available to staff. 


[bookmark: _Toc412646658]Communications
Airwave
Major Incident communications will be managed by moving managers and resources assigned to the Major Incident onto dedicated Major Incident Talkgroups.
All resources will remain on their normal “domestic” dispatch talkgroup until instructed by the Emergency Operations Centre to change talkgroups. 
The Emergency Operations Centre will designate the Major Incident talkgroup(s) to be used and is responsible for ensuring that the talkgroup(s) is monitored and recorded. 
Each of the Emergency Operations Centres has access to 6 airwave handsets provided for Major Incident use. These can be accessed via the on-call Tactical Advisor or IT Communications team.
Airwave Interoperability
Interagency 
Interoperability voice communications (IVC) is facilitated by all Police services and allows for all the Emergency Services to communicate with each other using designated Airwave talkgroups. 
At the discretion of the Incident Commanders, it may be decided to use an interoperability talkgroup to facilitate communication and exchange of information. 
Mutual Aid 
In the event of Mutual Aid being requested by the Trust from other Ambulance Trusts, Cells/vehicles attending may be directed onto a nominated SECAmb Mutual Aid Talkgroup after their initial call via SECAmb Hailing on arrival in the Trust. 
The designated Talkgroups are detailed at Appendix 4.
Department of Health Resilience Airwave Handsets
The Department of Health have provided the Trust with additional Airwave Handsets which are located at the Banstead office, for use during an incident, communications failure or national emergency.
These sets must also be made available (on request by Airwave) to other neighbouring Trusts.  They will be collected by an Airwave representative and returned after use.
Mobile Telephone Preferential Access Scheme (MTPAS)
The majority of commanders and the tactical advisors within the Trust have MTPAS enabled SIMs, which will ensure they will be prioritised for access to the mobile network once MTPAS is enabled by the Police and Network providers.



[bookmark: _Toc412646659]Major Incident Command Role Descriptions
The Ambulance Strategic Commander
The Ambulance Strategic Commander has responsibility for the overall command, response and recovery from any Major Incident.
The Strategic Commander is responsible for setting the Trust’s strategic aims for the incident and providing a framework for the Tactical Commander to work within.
The Ambulance Tactical Commander
The Tactical Commander has the responsibility for developing the Tactical Plan, which will be developed within the framework of the strategic intent and strategy.
The Tactical plan will provide a set of parameters for the Operational Commander to operate within.
The Tactical Commander is responsible for supporting the Operational Commander to achieve their objectives, although must not get drawn into making operational decisions. 
Ambulance Operational Commander 
The Ambulance Operational Commander has responsibility for the activities undertaken at the scene and will be located alongside the Operational Commanders of the other responding agencies.  They will provide leadership and management to the Functional Roles.
Operational / Functional Roles
The functional roles will be assigned by the Operational Commander, who will delegate responsibility for a specific function.
The functional roles will report to the Operational Commander, who has the responsibility to support them in discharging their duties as defined in the National Ambulance Resilience Unit (NARU) action cards.
The table below outlines the functional roles and call signs which may be assigned during a Major Incident.  This is neither exhaustive nor prescriptive and best use of available resources should be made to reflect the nature of the incident.


	Operational / Functional Roles
	Call Sign

	Sector Commander(s)
	Sector (+ number)

	Ambulance Safety Officer 
	Safety

	Primary Triage Officer 
	Primary Triage

	Ambulance Casualty Clearing Officer 
	CCS

	Secondary Triage Officer 
	Secondary Triage

	Ambulance Parking Officer
	Parking

	Ambulance Loading Officer
	Loading

	Ambulance Equipment Officer 
	Equipment

	Ambulance Patient Liaison Officer
	PLO

	Ambulance Hospital Liaison Officer
	HALO (Hosp Name)

	Ambulance Communications Officer 
	

	HART Team Leader 
	HART TL



Command Support Roles
In addition to the strategic, tactical and operational command roles there are a number of other support roles that would offer support at all levels of command.
Strategic Medical Advisor
Support and provides medical advice to the Strategic Commander in relation to the Trust’s response to the incident as well as maintaining the continuity of our core service delivery.
The Strategic Medical Advisor is responsible for invoking of ‘expected category’ of triage if required at a Mass Casualty incident.
Medical Advisor
The purpose of this role is to support the Operational and Tactical Commanders, by providing medical advice and has overall responsibility for medical resources deployed to the scene.
Tactical Advisor
The Tactical Advisor is responsible for providing specialist advice at all levels of command on matters relating to the organisational major incident response.
The full list of the command and functional roles are detailed within the NARU Major Incident Action Cards, and must be referred to during a Major Incident.
The call signs for the command and functional roles are outlined in the NARU Major Incident Action Cards.
[bookmark: _Toc412646660][bookmark: _Toc318223102][bookmark: _Toc322962083][bookmark: _Toc324701112]Casualty Management 
At the scene of a Major Incident the Trust may not be able to work in a standard way to manage the casualties due to the numbers or complexity involved.  Therefore, it is important that a structured and methodical approach is adopted at these incidents.
The Operational Commander must at an early stage of the Major Incident establish the casualty management plan, assign the functional roles to the appropriate managers and clinicians and ensure it is communicated and understood.
In order to assist the Operational Commander and functional roles to assign clinicians appropriately at the scene and provide a clinically safe service, the clinical grade of staff must be clearly visible on their reflective jackets.
Key functional roles relating to casualty management are:
Primary Triage Officer
Casualty Clearing Officer
Secondary Triage Officer
For further details regarding the functional roles, refer to the National Ambulance Resilience Unit (NARU) Major Incident Action Cards.
Casualty Flow
Due to the likely number of casualties at a Major Incident it will not be possible to convey all casualties directly to a receiving hospital, therefore, it is important that all casualties are managed effectively on scene and cared for through a structured casualty clearing process.
There is a distinct route that a casualty will take from the incident site through to receiving definitive care at the most appropriate receiving hospital.  This route has been designed to allow clinical care to be given throughout the journey and to make the best use of the available clinical resources at the scene. 
Diagram 1 - Casualty Flow
[image: ]
Casualty Clearing Station
The value of establishing casualty clearing stations is well established within major incident plans and it is the basic principles upon which this casualty management plan builds.
Where possible one larger casualty clearing station should be established, which will allow limited personnel and equipment to be centralised.
The equipment to support a CCS is carried in the Trust Incident Support Units (ISU) which should be deployed to the scene of a Major Incident at an early stage.
The location of the CCS must be carefully chosen to allow for quick access and egress from the scene and in close proximity to the Ambulance Loading Point. 
Diagram 2 - Incident Scene
[image: ]
The Casualty Clearing Station (CCS) is key point in the casualties’ journey and is where a significant amount of the on scene clinical care will take place; therefore, it is important that the appropriate clinicians are assigned to this area.
The Operational Commander should give consideration to deploying the higher level clinicians, such as HEMS Doctors, Critical Care Paramedics and Paramedic Practitioners to the CCS, where appropriate care can take place. 
In order to minimise the impact on the wider health community, consideration should be given to using the higher level clinicians to discharge some patients at scene, if appropriate.  Where this course of action is chosen, it will be undertaken in line with the Trusts Scope of Practice and Clinical Standards Policy”
The Operational Commander should appoint a casualty clearing officer who will coordinate activities at the CCS and establish specific areas for the different priority of casualties. 
Diagram 3 – CCS Casualty Flow


Establishing specific areas for the different priority of casualties will help to more easily identify those who require urgent clinical care and assign the appropriate clinical resource. A CCS should not be seen purely as a tented structure, but an area or location at the scene where casualties can be managed appropriately prior to being conveyed to a receiving hospital.  
Casualty Triage
In situations where demand exceeds the resources available it is important that treatment priorities are established so that resources can be appropriately focused on those casualties most in need.
The process of triage is carried out to assess the clinical needs of individual casualties at a major incident, to ensure that we are able to priorities the treatment given.
Without effective triage, casualties may well become unmanageable and, in the case of mass casualties, lesser injured may well receive treatment and be conveyed to hospital in preference to those requiring treatment more urgently. 
It is essential that all casualties are labelled in accordance with the appropriate casualty triage category.
The standard labelling of casualties covers four categories: 
	Priority 1 - Immediate
	Red

	Priority 2 - Urgent
	Yellow

	Priority 3 - Delayed
	Green

	Deceased
	Black



In the event of a Mass Casualty Incident a fifth category may be agreed to and introduced by the Medical Advisor:
	Expected
	Red


(NB: This category has never been invoked within the UK)
Stages of Triage
There are two distinct stages of triage used.  These are defined as ‘Triage Sieve’ and ‘Triage Sort’.
Triage Sieve 
Casualties will initially be triaged using the principle of the “Triage Sieve” which is a clinically based assessment tool to identify the priority of each casualty.  
It is best practice to undertake the triage sieve in pairs, to one clinician to undertake the assessment and the other clinician to complete the documentation.
Casualties should be reassessed and re-triaged where appropriate at regular intervals and where practical no less than every 15 minutes. All observations will be recorded on the SMART Triage Tag.
It should be highlighted that initial lifesaving treatment including the use of airway adjuncts and the management of critical haemorrhage must be considered during initial the triage sieve phase. 
Triage Sort
‘Triage Sort’ is a more detailed assessment process which utilises the Glasgow Coma Scale, Respiratory Rate and Blood Pressure and normally takes place within casualty clearing station. This process refines the priorities for further treatment and transportation.
A Major Incident Bag is carried on every Trust frontline Double Manned Ambulance (DMA) and Single Manned Response Vehicle (SRV) which contains a SMART Tag Triage pack, which are the recognised triage method within the Trust.

Diagram 4 - Triage Sieve

Diagram 5 - Triage Sort
[image: ]

(Note: - for further information, refer to the SMART Tag Triage Cards)

Casualty Documentation 
In a Major Incident it is unlikely that the standard Patient Clinical Record (PCR) can be accurately completed.  However it is important that basic clinical observations and treatments are recorded using the SMART triage tags. 
Ambulances must not be delayed at the scene in order to obtain personal details of individual casualties which will be obtained by the Police Documentation Teams at the receiving hospitals
Informing Receiving Hospitals  
During a major incident all the hospitals likely to receive casualties from the incident would have already been placed on a Major Incident declared status and will be expecting triaged casualties using the P1, P2 and P3 categories.
Ambulance crews leaving the scene and conveying casualties to hospital should not pass an ASHICE, but should only communicate the Age, Gender and Priority of each casualty.
Casualty Dignity
A major Incident presents unique challenges to the responding clinicians due to the numbers of casualties and complexity of the incident, coupled with the potential for stretched resources at the scene.  However, while undertaking the care of the casualties it is important that we place their needs at the centre of our actions and as far as practicable be respectful of their dignity.
Cultural and Religious Diversity
Whilst the health and safety of casualties should be the paramount consideration at the scene of a major incident, it is important that staff should remain sensitive at all times to the concerns and requirements of different cultural and religious groups.


[bookmark: _Toc412646661]Children in Major Incidents 
Many Major Incidents can involve children. In some cases, children are the main casualties.
The Trust may be called upon to respond to a Major Incident:
Involving only children;
Resulting in both adult and child casualties;
[bookmark: _Toc322961740][bookmark: _Toc322962084][bookmark: _Toc322961741][bookmark: _Toc322962085][bookmark: _Toc322961742][bookmark: _Toc322962086][bookmark: _Toc322961743][bookmark: _Toc322962087][bookmark: _Toc322961744][bookmark: _Toc322962088][bookmark: _Toc322961745][bookmark: _Toc322962089]In which only adults are injured, but children need to be cared for
Children present unique challenges in the management of injury due to the differing anatomy and physiology of these patients, and some of these challenges can be, but are not limited to:
Airway management – smaller and differing anatomy. 
Differing drug absorption rates.
More susceptible to extremes of temperature. 
Age related communication difficulties.
Always try to accommodate parents’ wishes to remain with their children. Parents are likely to want to have close contact with their child, no matter how serious the injury may be. Attempting to stop parents seeing grossly disfigured or mutilated children is not appropriate.
If the Major Incident involves children on a school outing, then it may be necessary to liaise with the school and the Local Education Authority. Social Services Departments may also need to be involved in providing psychological and social support to children and their parents. 
Accidents involving children are very high profile in the media and therefore an Ambulance Media Officer should be appointed at an early stage.
Following a Major Incident, children will need comfort from familiar adults, and wherever possible, the family should be kept together. However, the medical needs of both adults and children are the overwhelming consideration when planning where casualties should be taken. 
It is essential that receiving hospitals are notified at the earliest opportunity that children may form part of the casualty numbers. As a general principle children involved and injured at a Major Incident will follow the Trusts ‘Adult Trauma Decision Tree’ and conveyed to the appropriate receiving hospital, as any of the Trauma Units and Trauma Centres can mount a clinical response to a sick child being conveyed to their department. 
The following diagram may assist in the development of CASEVAC plans on occasions when adults and children from the same family are involved in a Major Incident and the facilities for adults and children are in separate hospitals.
Anyone involved in the response to a Major Incident may suffer from stress. This is particularly important in incidents where children are involved. Ambulance staff and parents, as well as the children involved, may be greatly distressed, and counselling and support will be required.
 

Additional paediatric equipment is available on the Mass Casualty Equipment Vehicles and Incident Support Units.


[bookmark: _Toc412646662]Deceased Persons 
HM Coroner is responsible for all matters concerning deceased casualties, and the Police act under the instructions of the Coroner, taking temporary charge of the bodies. Other than to gain access to injured casualties, no deceased casualties should be removed without Police authority.
Patients are to be certified dead by a doctor, and a record made of the time and name of doctor certifying. This would normally take place at one of three locations:
At the site
Casualty Clearing Station
Receiving Hospital
Recognition of Life Extinct (ROLE)   may be performed by clinicians in accordance with Trust procedures.
If the site is out of the public view, then obvious fatalities should not be disturbed but left in situ to aid any Police investigation. If this is not practicable, then a Victim Holding Area, set up by the Police at the scene, should be used. Sympathetic handling is required when moving/transporting the deceased.
Patients found to be dead on arrival at the receiving hospital, will be dealt with in the normal manner.
Arrangements have been made in the Trust’s area to set up Emergency Mortuaries at key locations, details of which are restricted. The details will be made available by the Strategic Co-ordinating Group (SCG) in the event of an incident requiring their set up and use.


[bookmark: _Toc412646663][bookmark: _Toc318223098][bookmark: _Toc322961990][bookmark: _Toc324701109]Logistical Support to the incident 
Dependent on the size of the incident, consideration needs to be given to the resources required to sustain the Trust’s response. The nature of the resource will include medical supplies, staff, vehicles, refuelling, feeding, communications and any specialist items of equipment relating to the incident.
The Trust’s initial deployment to the incident may be made up of all, or any of the following:
Accident & Emergency Vehicles;
Patient Transport Vehicles;
Major Incident Command Vehicles(s);
Incident Support Unit(s) Equipment and/or Decontamination;
Air Ambulance;
Single Response Vehicles;
Fleet Maintenance Unit (Marshalling Area)
The person assuming the role of Ambulance Equipment Officer will review the requirements of the incident and arrange to secure additional resources as may be required.
The location of each Incident Support Units, Mass Casualty Equipment Vehicle and Major Incident Command Vehicle is shown in Appendix 5.   They are strategically located within the Trust.  
Incident Support Units (Equipment)
The Incident Support Vehicles are part of the Trust’s capability to respond to Major Incidents. These vehicles are stocked with enough equipment to establish a tented, heated casualty clearing station, external lighting, mass oxygen delivery system, patient handling equipment and additional clinical consumables
Mass Casualty Equipment Vehicles
The Mass Casualty Equipment Vehicles (MCEV) are part of the government’s capabilities programme.  Each vehicle contains enough medical equipment (clinical consumables and mass oxygen delivery system and drugs), to provide emergency treatment for, 100 x P1, 100 x P2, 250 x P3 casualties and based on planning assumptions of incidents involving 80% adults and 20% paediatrics casualties.
Major Incident Command Vehicles
The Major Incident Command Vehicles can be deployed to provide Communications and Command facilities on site.
Incident Support Units (Decontamination)
The decontamination vehicles are part of the Trusts capability to respond to HAZMAT/ CBRN incidents and form part of the Home Office counter terrorism CONTEST strategy through the delivery of a “Model Response” at major cities and transport hubs.  
These vehicles have enough equipment to establish an initial full Mobile Decontamination Unit (MDU) operational footprint to facilitate clinical decontamination of casualties. When deployed, consideration should be given to moving further Chemical Decontamination Units towards the incident to provide resilience for ongoing decontamination. 
A full list of the equipment carried is maintained on each of the specialist vehicles mentioned above.
Helicopters
The Ambulance Operational Commander may, as a result of circumstances, wish to employ the use of helicopters for either the conveyance of extra medical resources to the site or the evacuation of casualties.
Where an incident occurs which involves a very high number of casualties, it may be necessary for some of them to be conveyed to a hospital some distance from the scene. In such cases, the Emergency Operations Centre will liaise with the appropriate helicopter services, including the military.
The RAF Flight Information Publication provides details of all Hospital Landing Sites. 



[bookmark: _Toc412646664]Voluntary Aid Societies (VAS)
There are a number of voluntary agencies throughout the United Kingdom who are readily available to assist the medical services in an emergency situation
Throughout Kent, Surrey and Sussex, support can be requested from:
St John Ambulance;
British Red Cross;
The Women’s Royal Voluntary Service;
The Salvation Army;
Kent, Surrey and Sussex Air Ambulance/HEMS
The Trust will maximise the use of the support offered by the Voluntary Aid Societies (VAS) during a Major Incident.
St John Ambulance/British Red Cross are able to provide teams of trained personnel for duties both at the scene of a Major Incident and in support roles at hospitals, Survivor Reception Centres and Rest Centres.
Integrated VAS Response
The Trust will be able to alert St John Ambulance/British Red Cross simultaneously in time of need for the earliest activation of plans. The VAS will then set in operation their individual Stand By/Call out plans.
The initial contact will be with to one person in each of the VAS. Following the instigation of their individual call out, each organisation will initiate and maintain lateral communication by appointing a Combined Resources Officer.
St John Ambulance and British Red Cross will if required deploy a Liaison Officer to Ambulance Emergency Operations Centre to deal with management issues during VAS deployment.
Emergency Contact numbers for VAS are held by the Emergency Operations Centres and Clinical Scheduling Department
All members of the voluntary aid societies who attend a major incident must wear uniform, together with the appropriate protective clothing.
[bookmark: _Toc412646665]Media Liaison 
Even ahead of media representatives arriving at the scene; social media activity is likely to begin almost immediately after the incident has occurred/started. 
The media response; all supported by social media activity is likely to have three distinct phases:
An immediate response by regional press, radio and television, followed quickly by support from their parent offices;
A secondary response from the major United Kingdom outlets and news agencies;
Substantial foreign press interest, particularly if foreign nationals are amongst the casualties.
Media activity will be handled at three levels:
At sites such as the scene, hospitals, rest centres, etc.
The Media Centre, if appropriate, which is defined as a building mutually suitable to the media and to the Emergency Services and other agencies involved, for media briefing and co-ordination of the media response.
The Strategic Co-ordinating Group, where overall policy is determined.
Experience has shown that it is normally best to take and maintain the initiative by providing a regular flow of accurate information, rather than allow speculation to develop, which might cause public alarm, or adversely affect the management of the incident.
This is key to managing the organisation’s reputation and reassuring the public.
On-going situation reports and information should be made available, as required.
All Trust media statements should be copied to the Communications Manager of the NHS England Area Team and the Lead Clinical Commissioning Group in whose area the incident has occurred.
A short Initial holding statement should be available within 10-30 minutes for those fielding the first media calls, where appropriate.
The Trust will provide:
Factual details of the emergency response to the incident, i.e. numbers of ambulances, use of paramedics/doctors, etc. 
The Trust will also give consideration to providing the following, depending on the incident:
A Media Officer, identified with a tabard, at the Media Liaison Point;
A Media Officer, identified with a tabard, at the Media Centre;
For such duties as may be required, additional Media Officers as are available.
The Trust has a duty to provide information to the public before, during and post incident under the Civil Contingencies Act 2004 (Warning and Informing).
Pre-event information to the public is constantly accessible via the Trust’s website:  www.secamb.nhs.uk
It is the responsibility of the Head of Communications to ensure that the website contains appropriate and timely advice to the public.
It is also the responsibility of the Head of Communications to ensure that the Trust's social media channels are also up-dated appropriately.
Members of the Communications Department should refer to the department’s MI Communication tool kit in the event of an incident. This is located under policies and procedures on the communication section of SharePoint.


[bookmark: _Toc412646666]Post Incident Procedures 
Following the implementation of all or part of the Major Incident Plan, The Trust has a responsibility to ensure that a number of important activities take place. These are split into three groups:
Operational Activities
Debriefing
Post Traumatic Activities
Inter-agency issues relating to training and procedures arising out of an incident will be addressed through the respective Local Resilience Forum.
Operational Activities
Post Incident, the Trust has a duty to ensure that the Standard Operational Procedures are carried out to re-stock and refuel vehicles, in order to maintain the readiness of the Fleet.
Post Incident, the following operational activities will be carried out:
A ‘hot debrief’ immediately after the incident, chaired by the Ambulance Incident Commander;
Welfare advice  to all staff involved in the response;
The re-stocking of all Trust areas involved in the response, including the Emergency Operations Centre, Make Ready and Stores Department;
The re-stocking of all specialist response assets, including Major Incident Support Vehicles, Decontamination Units and Command Vehicles;
‘Stand Down’ time for staff involved in the response;
Feeding of staff, where necessary;
The collation of all paperwork, voice recordings and Emergency Operations Centre  Logs to form an initial response record;
[bookmark: _Toc322961650][bookmark: _Toc322961994][bookmark: _Toc322961651][bookmark: _Toc322961995][bookmark: _Toc322961652][bookmark: _Toc322961996][bookmark: _Toc322961653][bookmark: _Toc322961997][bookmark: _Toc322961654][bookmark: _Toc322961998][bookmark: _Toc322961655][bookmark: _Toc322961999][bookmark: _Toc322961656][bookmark: _Toc322962000][bookmark: _Toc322961657][bookmark: _Toc322962001][bookmark: _Toc322961658][bookmark: _Toc322962002][bookmark: _Toc322961659][bookmark: _Toc322962003][bookmark: _Toc322961660][bookmark: _Toc322962004][bookmark: _Toc322961661][bookmark: _Toc322962005][bookmark: _Toc322961662][bookmark: _Toc322962006][bookmark: _Toc322961663][bookmark: _Toc322962007][bookmark: _Toc322961664][bookmark: _Toc322962008][bookmark: _Toc322961665][bookmark: _Toc322962009][bookmark: _Toc322961666][bookmark: _Toc322962010][bookmark: _Toc322961667][bookmark: _Toc322962011][bookmark: _Toc322961668][bookmark: _Toc322962012][bookmark: _Toc322961669][bookmark: _Toc322962013][bookmark: _Toc322961670][bookmark: _Toc322962014][bookmark: _Toc322962015]All Major Incident functional managers to submit a report, in accordance with relevant job descriptions.
[bookmark: _Toc322962016]Debriefing Activities
[bookmark: _Toc322962017]The full debriefing process should include arrangements to hold In-Service, NHS and Inter-Agency debriefing to review the response overall, to identify any lessons learned, and any revision requirements to the Major Incident Plan.
[bookmark: _Toc322962018]The debriefing process will be documented and any actions identified through lessons learned will be processed through an Action Plan to ensure that any changes are implemented and the integrity of the Major Incident Plan is maintained.
[bookmark: _Toc322962019]The Head of Contingency Planning and Resilience will be responsible for initiating and documenting the debriefing process, and for incorporating resultant changes into the Major Incident Plan.
Post Traumatic Activities
Post incident, the Trust has a moral and legal duty to consider the psychological and emotional needs of staff following exposure to a potentially traumatic incident. 
Despite their training, ambulance personnel may be affected psychologically after a Major Incident. The intensity and duration of the traumatic event can, in turn, influence the development of a post-traumatic illness. Managers should be vigilant for symptoms of stress in staff who have participated in a Major Incident. 
Examples of psychological and behavioural signs can include: 
Clear signs of psychological distress that are not improving; 
Distressing feelings of having ‘changed’; 
Panic attacks; 
Vague signs of inexplicable physical illness that were not present prior to the traumatic event; 
Persistent sleeping difficulties, especially if sleep is disturbed by nightmares; 
Persistent verbal or physical aggression; 
Overwhelming emotions such as guilt, depression, anger or anxiety that are not improving with time; 
Problems in relationships that were positive or enjoyable, prior to the traumatic event; 
A persistent desire to avoid work, socialising and any activities that were previously enjoyable; 
Heavy drinking or abuse of other substances; 
Strong feelings that one cannot cope or go on 
Managers are also advised to be alert to staff booking sick and should arrange for immediate referral to Occupational Health if the reasons are related to stress, post-traumatic or otherwise, resulting from the incident.  Early referral offers a far higher chance of recovery.
The Human Resources Department will ensure the following actions are carried out: 


Provide all staff with welfare support and advice; 
Assist Line Managers with confirming the names of their staff involved in the incident; 
Ensure all staff are aware of access to counselling facilities through the Trust’s counselling provider.
Provide access to Occupational Health for Line Managers to make any necessary referrals.



[bookmark: _Toc412646667]Legal Aftermath 
The legal aftermath to any Major Incident can involve:
A Public Enquiry 
A Health & Safety Executive investigation 
An Inquest
A Civil Claim 
A Criminal Prosecution
Some of these will be completed in a matter of weeks or months, whilst others may well go on for many years. In addition to the legal aftermath, there is also “Trial by Media” which will follow the incident over a relatively short space of time. The Trust will become involved in the legal aftermath.
There are five “keys to liability”: Who, What, When, Where, Why. The first four are basically facts, although they might not all be evident at the time of the incident. It is important therefore that facts are reported and not assumptions. 
The fifth question, Why, is not factual but usually a matter of opinion and related to why the incident occurred. The media will ask “Why” within a matter of hours of the incident and it is important not to get involved into making assumptions or speculations.
Immediate Actions to Preserve Evidence
Immediate action needs to be taken to preserve documentary evidence. This will include letters, faxes, logs, minutes of meetings both at the time of the emergency and before, which relate to the incident. 
The immediate actions will include:
Suspend all document destruction and archiving procedures;
Notify all staff of the duty of preservation. Locate, Preserve and Safeguard documents.
Nominate an officer to co-ordinate the preservation of documentary evidence and collate the actions centrally.
Retrieve internal copies of relevant correspondence.
Documentary evidence includes computer data and anything received on electronic mail. 
Therefore:
Print relevant computer data (including electronic mail) to hard copy;
Secure relevant computer data (including e-mail) on disc or tape.
Follow Up Actions
The next step is a process of confirmation which includes:
Identifying any gaps in documentary evidence;
Explain any gaps. Do not make up evidence but rather try to identify where any missing documents are and recover them;
Establish the reasons for any loss of documentary evidence
The obligations in relation to documentary evidence will continue for many years and all staff must be aware of this.


[bookmark: _Toc412646668]Associated Plans and Documentation
The Major Incident Plan provides a generic system of managing any Major Incident and can be applied regardless of the cause.  
For further guidance and information this Major Incident Plan should be read in conjunction with the following supporting documentation: 
SECAmb Business Continuity Management Plan
National Ambulance Resilience Unit (NARU) Major Incident Action Cards
SECAmb Major Incident/ Action Cards.  
SECAmb Major Incident Communications Toolkit. 
Kent, Surrey and Sussex Resilience Forum Plans   
Kent, Surrey and Sussex Community Risk Registers
Core Standards for Emergency Preparedness, Resilience and Response (2014) NHS England
Command and Control Framework for the NHS during significant incidents and emergencies(2013) NHS England
Civil Contingencies Act 2004 
Emergency Preparedness (2005) HM Government 
Emergency Response and Recovery (2007/2009/2010) Cabinet Office  
National Resilience Planning Assumptions (2013) Cabinet Office 
Strategic National Guidance, The decontamination of people exposed to Chemical, Biological, Radiological or Nuclear (CBRN) substances or material, (2004) Cabinet Office 

This list is not exhaustive and further information and incident specific guidance can be found at:
NHS England: http://www.england.nhs.uk/ourwork/eprr/gf/
Cabinet Office:  https://www.gov.uk/
SECAmb:http://www.secamb.nhs.uk/staff_zone/my_secamb/contingency_planning.aspx

Lexicon of Terms
A comprehensive list of terminology and abbreviations can be found at: http://www.cabinetoffice.gov.uk/sites/default/files/resources/cplexicon2.0.1-18012011.xls



[bookmark: _Toc412646669]Appendix A:  Command Structure Options
Option 1 - is a standard Major Incident command structure with a single incident site, within one Local Resilience Forum (LRF) area.
[image: ]
Option 2 - is one incident with two related incident sites, within one Local Resilience Forum (LRF) area, being managed via one Tactical Commander.

[image: ]

Option 3 - is two unrelated incidents, within one Local Resilience Forum (LRF) area, being commanded by two separate Tactical Commanders, but one Strategic Commander.
[image: ]
Option 4 - is two unrelated incidents, within two Local Resilience Forum (LRF) areas, with separate Tactical Commanders, but one Trust Strategic Commander.  The second SCG would be attended by a strategic level liaison officer.
[image: ]
Major Incident Plan

[bookmark: _Toc322961905][bookmark: _Toc324701102][bookmark: _Toc412646670]Appendix B:  Pre-Determined Response Process 

In order to ensure that every incident is managed appropriately, as early as possible in the response a pre-determined response has been identified for incidents where the number and type of casualties threatens to overwhelm the service.

These may include incidents on the transport network, train crashes, CBRNe, active/marauding shooters etc. In addition there is an agreed pre-determined response for airport alerts and channel tunnel (refer to the site specific CAD SOP/action card). 

Variables that govern the level of response will include:

The complexity of the incident

The number of patients. 

Response Level

There are four levels of response: 

	Level 1
	Standard Response with DMA or SRV

	
	



	Level 2
	Standard Response with additional Commander or Specialist advisor

	
	



	Level 3
	Significant Incident requiring additional resources and Command Structure including mobilisation of Specialist vehicles

	
	



	Level 4
	Full Major Incident Command Structure with Additional Mutual Aid requested and Mobilisation of Specialist vehicles




To allow for the identification of the required PDA for the type of incident, a Response Matrix will be used to identify the response level for the incident.

[bookmark: _Toc322961906]Time to respond, treat and transport is another factor that will impact on patient care and normal service delivery. Therefore this will need to be taken into account in the decision making process.

Response Matrix 

	Number of Potential Casualties
	>51
	Level 4 
	Level 4  
	Level 4  
	Level 4  
	Level 4  

	
	
	
	
	
	
	

	
	40 to 50
	Level 4  
	Level 4  
	Level 4  
	Level 4  
	Level 4  

	
	
	
	
	
	
	

	
	30 to 40
	Level 3
	 Level 4
	Level 4  
	Level 4  
	 

	
	
	
	
	
	
	

	
	20 to 30
	Level 3 
	Level 3 
	Level 3 
	Level 3 
	

	
	
	
	
	
	
	

	
	10 to 20
	Level 2
	Level 3  
	Level 3 
	 Level 3
	

	
	
	
	
	
	
	

	
	<10
	Level 2 
	Level 2 
	Level 2 
	Level 3 
	

	
	
	
	
	
	
	

	
	<5
	Level 1
	Level 2 
	Level 2 
	Level 3 
	

	
	
	
	
	
	
	

	
	1
	Level 1
	Level 2 
	Level 2 
	Level 3 
	

	
	
	
	
	
	
	

	 
	 
	Simple
	Complex
	Significant
	 Major
	Mass Casualty Conventional or CBRN

	 
	 
	Type of Incident

	 
	 
	

	 
	 
	



	Type of Incident
	Explanation

	Simple
	Any normal incident involving medical or trauma with no hazards present or specialist rescue required 

	
	

	
	

	Complex
	An Incident requiring specialist advice or scene management. 
(entrapment RTC )

	
	

	
	

	Significant 
	An Incident of significant size or complexity that requires a large number of resources and extended command structure
 (hazardous ,environmental & security factors)

	
	

	
	

	Major 
	An Incident of significant size or complexity that requires a large number of resources and extended command structure requiring  declaration of a Major Incident and a need for mutual aid.

	
	

	
	

	Mass Casualty (Conventional or CBRN)
	An Incident of such size or hazard that requires the immediate declaration of a Major Incident and the request for large scale mutual aid.

	
	

	
	


Pre-determined Response

This response is to be deployed on identification of the incident(s) without waiting for reports from the scene.  The skill mix of DMA and the deployment of SRVs and specialist resources is to be considered at all levels.

It is essential to obtain an early METHANE report from the first crew at scene in order to confirm the response and identify if further  managers, resources are required in order to establish the command structure and major incident footprint

	Level
	Response

	
Level 1

	
Normal deployment procedures will apply  


	
Level 2

	2 x DMA 
1 x Manager.  
On call/duty silver to be informed. 
Consideration will also be given to the deployment of specialist  resources and incident support vehicles 

	

Level 3

	5 x DMA  
3 x Manager  
1 x Silver 
Inform tactical advisor
Consideration will also be given to the deployment of an incident support vehicle and an Incident command vehicle with support staff.  

	


Level 4

	10 x DMA  
5 x Managers 
1 x Silver  
Inform tactical advisor
1 x incident support vehicle 
1 x incident command vehicle with support staff.  
Hospital Ambulance Liaison Officers should be deployed to the appropriate hospitals.





[bookmark: _Toc412646671]Appendix C:  Receiving Hospitals and Trauma Network  
The existing Trust’s trauma triage tool should be utilised when managing casualty dispersal and transport.

Receiving Hospitals within the Trust’s region

	County
	Receiving Hospital
	Trauma Network Designation

	Kent
	Tunbridge Wells Hospital, Pembury 
	Trauma Unit 

	
	Maidstone Hospital  
	Local Emergency Hospital 

	
	Darent Valley Hospital, Dartford
	Local Emergency Hospital 

	
	Medway Maritime Hospital, Gillingham
	Trauma Unit 

	
	William Harvey Hospital, Ashford 
	Trauma Unit 

	
	QEQM Hospital, Margate
	Local Emergency Hospital 

	Surrey
	Royal Surrey Hospital, Guildford
	Trauma Unit 

	
	East Surrey Hospital, Redhill 
	Trauma Unit 

	
	Ashford & St Peter’s Hospital,  Chertsey
	Trauma Unit 

	
	Frimley Park Hospital 
	Trauma Unit 

	
	Kingston Hospital 
	Trauma Unit 

	Sussex
	St Richards Hospital, Chichester
	Trauma Unit 

	
	Worthing Hospital
	Trauma Unit 

	
	Royal Sussex County, Brighton
	Major Trauma Centre 

	
	Conquest Hospital, Hastings  
	Trauma Unit 

	
	Eastbourne District General Hospital
	Local Emergency Hospital 



Major Trauma Centres within the SE Trauma Network

	Royal Sussex County, Brighton
	Sussex Major Trauma Centre 

	St Georges Hospital, Tooting  London
	SW London & Surrey MTC 

	Kings College,  Denmark Hill London
	SE London & Kent & Medway MTC 

	Southampton  General Hospital 
	Wessex  MTC 






[bookmark: _Toc412646672]Appendix D: Major Incident Talkgroups

All Talkgroups in use at an incident must be monitored by an ICCS Operator in Emergency Operations Centre to ensure recording of all radio traffic.
 
All communication for major incidents will be ‘talk through’; therefore the ICCS Operator must ensure that Group Repeat is disabled. 

Specific use of the Major Incident talkgroups will be determined at the time of the incident, at the discretion of the Ambulance Incident Commander in liaison with the Emergency Operations Centre Manager.

SECAmb Major Incident Talkgroups

	Talkgroup  
	Talkgroup Name
	ODA 
	
	Talkgroup  
	Talkgroup Name

	MAJOR INCIDENT
	
	HAILING

	90
	MI General 01 
	Banstead 
	
	343
	S East Coast Hailing

	91
	MI General 02 
	Banstead 
	
	344
	S East Coast Sharer

	92
	MI General 03
	Coxheath
	
	351
	S East Coast Interagency 

	93
	MI General 04
	Coxheath
	
	69
	 National Ambulance

	94
	MI General 05
	Lewes
	
	AMBULANCE MUTUAL AID

	95
	MI General 06
	Lewes 
	
	345
	S East Coast MA01

	70
	MI Silver
	Banstead 
	
	346
	S East Coast MA02

	71
	MI Silver 
	Banstead
	
	347
	S East Coast MA03

	72
	MI Silver 
	Coxheath
	
	348
	S East Coast MA04

	73
	MI Silver 
	Coxheath
	
	349
	S East Coast MA05

	74
	MI Silver 
	Lewes
	
	350
	S East Coast MA06

	75
	MI Silver 
	Lewes 
	
	
	


If required further MI talkgroups are available on the ICCS

Multi-Agency Interoperability Talkgroups
	Function
	Kent Police
	Surrey Police
	Sussex Police

	 
	Talkgroup 
Name 
	Talkgroup Number
	Talkgroup Name 
	Talkgroup Number
	Talkgroup Name 
	Talkgroup Number

	Request for Interop 
	PKENTSHG1
	650
	PSYSHG1
	772
	PSXSHG1
	778

	Silver Interop 
	PKENT IC1
	651
	PSYIC1
	773
	PSX IC1
	779

	Bronze Interop 
	PKENT ES1
	652
	PSYES1
	774
	PSX ES1
	780

	General Interagency 
(all users)
	02KENTIAT1
	655
	02PSYIAT1
	777
	02SX IAT1
	783



[bookmark: _Toc412646673]Appendix E:   Logistical Support Vehicle Locations

[image: ]

	
	Incident Support
Unit
(Equipment )
	Incident Support
Unit
(Decontamination)
	Mass Casualty
Equipment Vehicle
	Major incident
Command Vehicle

	Ashford HART
	X
	X
	X
	

	Gatwick HART 
	X
	X
	X
	

	Brighton
	X
	X
	
	

	Chichester 
	X
	X
	
	

	Sittingbourne
	X
	X
	
	

	Banstead Office
	
	
	
	X

	Coxheath Office
	
	
	
	X

	Lewes Office 
	
	
	
	X




If Adults and Children are seriously injured


Separate facilities may need to be used, but a balance needs to be struck between the benefits to children of being kept close to their parents and their distress at seeing severely injured parents


If the Adults are seriously injured, but the Children have only minor injuries or are uninjured


Then the family should be taken to the hospital for Adults, where arrangements for the care of the Children should be made


If the Children are seriously injured, and the Adults are uninjured or have only minor injuries


Then the family should be taken to the appropriate hospital, where one exists, where the adults can be treated and help in the children’s care
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