




































MINUTES OF EVIDENCE

TAKEN BEFORE THE COMMITTEE OF PUBLIC ACCOUNTS

WEDNESDAY 27 NOVEMBER 2002

Members present:

Mr Edward Leigh, in the Chair

Geraint Davies Mr Gerry Steinberg
Mr Brian Jenkins Jon Trickett
Mr George Osborne Mr Alan Williams
Mr David Rendel

Mr Tim Burr, Deputy Comptroller and Auditor General and Dr James Robertson, Director, National
Audit OYce, further examined.

Mr Rob Molan, Second Treasury OYcer of Accounts, further examined.

REPORT BY THE COMPTROLLER AND AUDITOR GENERAL

Facing The Challenge: NHS Emergency Planning in England (HC36)

Examination of Witnesses

Mr Nigel Crisp, Permanent Secretary and NHS Chief Executive, Dr David Harper CBE, Chief Scientist
and Branch Head, Environment and Health, Public Health and Clinical Quality Directorate; and
Mr Alan Doran, Director of Operations, Directorate of Health and Social Care, examined.

(Mr Crisp) Do you mean by ourselves?Chairman

Yes, building on existing NHS plans to assess the1. Welcome to the Public Accounts Committee.
overall adequacy and distribution of resources.Today we are considering a very important report,

the response of acute trusts and health authorities to (Mr Crisp) The Department meets Regional
major incidents. Once again, we welcome Mr Nigel Health Emergency Planning Advisers monthly and
Crisp, the Permanent Secretary of the Department of separately meets the Regional Directors of Public
Health. Could you introduce your team, please? Health. That is how we have been doing our risk

(Mr Crisp) This is Dr David Harper who is assessment. We will be doing a more formal audit in
responsible for the emergency planning and co- preparation for the establishment of the Health
ordination unit in the Department of Health. He is Protection Agency which starts up in April next year.
the Chief Scientist so he is handling all the issues to We have been doing a continuing risk assessment but
do with public health and so on. On my right is Mr we want to do a formal one in the early part of next
Alan Doran who is director of operations and year so that the new body starts oV with a clear remit.
therefore he plays a role in holding trusts to account.

5. If we look at some of these figures, we see that
2. You have read the report. From reading the the percentage of acute trusts are prepared or well

report, you will know that there is a worryingly large prepared for diVerent kinds of major incident, for
number of acute trusts and hospital authorities instance, in the West Midlands, you only have 36%
which are not well prepared to deal with chemical or prepared for a nuclear incident, the south east, 44%,
nuclear attack. Are you happy with their level of North and Yorkshire, 42%, and the north-west 35%.
preparedness? This is rather worrying, is it not, especially in the light

(Mr Crisp) If you read this report, it says that the of the Prime Minister’s timely warnings?
NHS has a very good past record with many very (Mr Crisp) If you look at those figures you will see
good examples drawn out in the report. It also says that for emergency incidents people are recording
there have been considerable improvements made high levels of being well prepared and that is based
since 11 September last year. It also says there is still on their past experience. For the new sorts of threatsmore to do. We have made a lot of progress on a of which people have less experience, people arewhole range of issues, including introducing the naturally being much more cautious about how wellguidance, working with others, more equipment, prepared they are. Subsequently, after themore training and setting up the Health Protection

publication of the report, we have been able toAgency to drive this whole area forward, but there
identify the trusts who have shown themselves as notare a whole series of areas where we have more to do
well prepared which I hasten to add is not notand we have it in hand.
prepared; it is not well prepared, so we can identify
and understand why they were saying that about3. Do you think it is time now to develop a national

risk assessment? themselves.
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6. When might we get some action so that the the creation of PCTs. We have put all that guidance

together, telling people it is there and that it is apublic can be reassured that all our acute trusts and
all the future primary care trusts (PCT) are going to comprehensive package. We have put that onto the

emergency planning co-ordination unit’s website asbe prepared or well prepared to deal with a possible
threat, which we hope will never happen of course? well.

(Mr Crisp) The acute trusts issue, when we have
analysed what they are saying and why, has mostly

10. It was because it was sent out piecemeal?been around aspects to do with equipment, which is
(Dr Harper) That must be part of the reason. Webeing rolled out across the country. It is in areas

sent things out as we were able to, bearing in mindwhere they have not yet received all their equipment
that we were producing guidance at quite a rate ofor they are worried about future supplies.
knots immediately after September 11. We were(MrDoran) We learned of 58 trusts, 48 acute trusts
building on the 1998 major incident guidance which,and ten ambulance trusts, that had described
according to the report, was very well received. Whatthemselves as not well prepared. For 48 of those, 38
we put out was additional guidance on some of theacute trusts and ten ambulance trusts, the provision
newer threats.of equipment in the shape of personal protective

equipment suits and decontamination units was a
critical factor in their self-assessment as not being

11. You are confident now that the guidance iswell prepared. The personal protective equipment
going out that these PCTs will have the right peoplesuits are now virtually with all trusts. There is a small
in the right place with the right skills to understandnumber still to arrive. With decontamination units
it, process it and deliver it in terms of action, are you?we are well on the way but they require a production

(Mr Crisp) That is the intention of the 73 leadschedule, as you can imagine. We expect them all to
PCTs. We clearly have more work and training to dobe in place and training to have begun by the end
but it is not that it is being neglected. It is taking timeof January.
and we are continuing to do it.

7. You are working on this as a matter of great
urgency, are you?

(Mr Doran) We are. The manufacturers of the 12. Part four is a worrying part of this report. It
decontamination units have accelerated their shows, if we look at acute trusts, that there are
production schedule. serious deficiencies in their major incident planning.

Can you tell us a bit about the plans and timetables
8. Part three of the report tells us there are a you have to try and improve the situation?

number of concerns about quality of major incident
(Mr Crisp) There are some people who are clearlyplanning, about health authorities. Can you reassure

the outliners on this in terms of the tables shown. Weus that primary care trusts will be any better?
have done a number of reviews during the course of(Mr Crisp) You asked about risk assessments the year as to our belief as to the adequacy of plans.earlier. One of our early risk assessments after 11 We are sending out new criteria and we will beSeptember was that people were concerned about carrying out a full audit in the next few months soprimary care trusts within the system and the fact that the Health Protection Agency, when it starts up,that we were changing the management will be in a position to have a good base. There arearrangements. We have therefore done an enormous some individual trusts within that which wereamount of work over this summer, bearing in mind identified as of concern by the NAO and therefore wePCTs only came properly into existence on 1 followed them up individually.October. You will see the product of some of that in

(Mr Doran) The one that is referred to specificallythis document, including the fact that we have
is the Queen’s Medical Centre (QMC) indecided to have a number of lead PCTs rather than
Nottinghamshire, whose plan was not rated verygiving every PCT the same level of responsibility. We
highly. This was a source of some puzzlement. Myhave done a lot of training with them and they have
understanding now is that the reason for it is simplyall now brought forward their plans which are based
that the 1998 plan rather than the then current plan,on the previous health authority plans. There was not
the 2000 version, was the one made available to thea gap between the two, but we do need to do more
team who were doing the analysis. The second reasontraining because we want tomove everyone to the left
why it was a source of some puzzlement is that, inhand side of this chart showing that everyone is well
their own self-assessment form, QMC ratedprepared.
themselves as very well prepared. They answered 37

9. Where you come in is guidance from the centre. of the 40 questions at average or better. We have
The NAO have found that as regards guidance 20% followed this up because we think we need to learn
of health authorities and 27% of ambulance trusts from it. We have had discussions with the trust and
thought the guidance you gave them poor or very they are clear that they are revising their plan yet
poor. Is that something you are satisfied with? again. The revised version will be available in

January. They have training schedules and that is the(DrHarper) No, that is not something we would be
satisfied with. We issued a whole lot of guidance kind of process we will be following up with all the

trusts because, even if you assess yourself as wellimmediately in the aftermath of September 11 2001.
Partly in order to get the information out to the prepared, we want to see you to continue to improve.

This is not getting there and stopping; this ispeople who needed to see the guidance, we put it out
piecemeal. We recognised that fairly early on and as continuing to react to the surroundings, to the

changing nature of challenges and improving overpart of the plans we have been making since then we
have reissued all of the guidance updated to reflect time.
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13. I am particularly worried about London, of (Mr Crisp) I am responsible overall and there is a

management line down to the chief executives in eachcourse. According to this report, a third of acute
trusts and the London Ambulance Service are not trust who are responsible for the readiness of their

individual organisations.well prepared for radioactive incidents, a significant
challenge to the NHS. Can you reassure us on this? 18. What is a lower region?

(Mr Crisp) There is a degree of subjectivity in the (Mr Crisp) There is not such a region any more. I
way people have answered these questions. The have people who are part of the national setting
report itself says that. There have not been any clear called Directors of Health and Social Care who are
criteria about what is well prepared, prepared or not accountable to me so individual organisations are
well prepared. It does not surprise me that people accountable to health authorities; they are
have marked themselves down to a degree on accountable to the Department of Health. All the
whether or not they would be well prepared to deal way down, responsibility is lodged with chief
with something they have never encountered before. executives.

14. You will understand that is rather a worrying 19. What is your statutory duty in this matter?
answer for us because we are trying to get an idea of (Mr Crisp) I need to check the exact details.what is going on on the ground. Are you now driving

20. You do not think you should know?a stake through the heart of this report, saying that it
(Mr Crisp) How I understand it and how weis all subjective and we should not be as worried as

interpret it is to make sure that we are ready towe might be?
respond to incidents of an emergency nature(MrCrisp) No. What I am doing is what the report
throughout the country.itself does. It is paragraph four in the summary and

recommendations. 21. What is the Department’s statutory duty in
relation to this matter? If you do not know, just say15. I was going to refer to that just now:
you do not know.“. . . remaining weaknesses in planning and testing

(Mr Crisp) Let me give you chapter and verse onmajor incident plans, both in respect of the type of
that at a later date.1events experienced to date and for the newer threats

of mass casualty, and biological, radiological and 22. The Committee will note that you have come
nuclear incidents.” It is not a great paragraph for you to the Committee and you do not know what your
to pray in aid. statutory duty is at this stage. In terms of the regional

(Mr Crisp) That is not the one I was referring to. discrepancies, I accept that there is some subjectivity
in all surveys but nevertheless there are very16. What about these regional variations in the
significant discrepancies. I come from the north ofhealth authority and their trusts’ readiness? Are you
Yorkshire which I want to focus on. Why have youworried about that?
allowed these discrepancies to emerge, which are(Mr Crisp) Let me make the point I was trying to
startling?make a moment ago. There is a degree of subjectivity,

(Mr Crisp) Let me start oV with paragraph 1.11 ofas the report admits, because it does not spell out
the report which I have finally found, which says:precisely the criteria for well prepared, prepared or
“There may therefore be a degree of subjectivity innot well prepared and it also makes it clear that not
the self-assessments of readiness reported to us inwell prepared does not mean not prepared. However,
particular . . . were not defined precisely.”the report shows that there are areas that we should

be concerned about. What we have therefore done 23. I have just accepted that.
with the report is follow up those areas where there (Mr Crisp) It is an important point though. That
is information that we should be concerned about. In means that these show that there is an indication
London as elsewhere, we have followed up with the rather than precise numbers. In terms of our risk
trusts and asked them questions about why they assessments, we have assessed where the risks are. We
thought they were not well prepared and therefore have therefore made sure that we have sent in the
what we should be doing about it. We have done resources and done the planning on the basis of two
precisely that with the London Ambulance Service major criteria. One is population density and the
which I am sure was one of the ones that you wanted second is where we assess that the threat is most
particularly to raise. likely.
Chairman: I am getting a bit worried about this

24. Would you say that the north of Yorkshire hasbecause the whole point of these hearings is that we
less threat of nuclear incidents than the rest of thehave to have an agreed report to base all our
country?discussions on. If we are going to have a long

(MrCrisp) That is not for me to say precisely. Youargument about what people meant when they said
would understand that we would want to start oVthey were prepared or well prepared, we are not
with two areas. One is London. If I talk about areasgoing to have as eVective a hearing as one would
which have the highest population density, we starthave hoped.
there. Secondly, we deal with all ambulance trusts.

25. I will come to the North and Yorkshire
Jon Trickett ambulance service in a moment. As an incidental

point, it seems to me that the risk of nuclear incidence17. In terms of responsibility, it seems to me there
did not emerge post-September 11. Would you agreeare three levels of responsibility here, the national
with that statement?level which you represent, the regions and then the

trusts themselves. Who is responsible and what is the
1 Ev 6statutory context for the responsibility?
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(Mr Crisp) Nor did our planning for it. it turns out that the Ambulance Service is very hard

pressed and over-stretched. The reason why the fire
26. In a sense, the Department has no defence in engines were attending medical casualties is because

saying, “We are getting ourselves organised with it was a hot night and the ambulances were over-
suits and things now that 11 September has stretched because there was too much heat in July
occurred.” In north Yorkshire, table 24 is showing and August. I noticed that in the north of Yorkshire
that only 42% of the acute trusts were prepared for the ambulances are not doing very well in
nuclear incidents. You said that you had a strategic preparation for nuclear incidents and radiological
view of the nation in terms of density and likelihood incidents either. What comment do you have in
of risk. Therefore, your view was that London was a relation to the fact that the Ambulance Service
higher priority than the north of Yorkshire. Those of cannot deal with warm summer nights?
us who live in the north of Yorkshire know that there (Mr Crisp) You will have to give me the courtesy
are a number of targets, particularly Fylingdales, the of letting me investigate that incident.2
early warning system there, which clearly must be

31. It was in all the national media.one of the highest strategic targets not only in Britain
(Mr Crisp) That was not the subject of this reportbut across the western world, given the functions

but I am very happy to come back to you.which are performed there, right in the heart of
Yorkshire. That has been a target ever since the Cold 32. The Ambulance Service is not ready for nuclear
War began and this site was constructed, has it not? incidents. It is not even ready for warm summer

(MrCrisp) As the report makes clear, our planning nights.
started before 11 September. What happened after 11 (Mr Crisp) I contest the warm summer nights.
September is we spent the next month or so doing Jon Trickett: That was a statement made by thesome very quick replanning and reprovisioning of NHS at the time.stocks in various places. It was acknowledged but Chairman: You will do a note for us.what happened from September 11 is that the level of
awareness and the level of risk appeared to have got
higher so we needed to do more about it. That is why

Jon Trickettwe have spent so much time doing that since and we
have paid a great deal of attention to it. Your point 33. Even though the Ambulance Service looked
about northern Yorkshire and Fylingdales is slightly better than the acute trusts, no account had
absolutely true. I refer you to the answer that Mr been taken of the fact that a major incident could
Doran gave about when we looked at why damage communications and transport in relation to
organisations reported themselves as not well the Ambulance Service plans. It is extraordinary,
prepared. It was mostly to do with decontamination since ambulances depend on the ability to move
equipment and personal protection equipment. That across road services and so on, that none of the plans
can be rectified and is being rectified. has taken that into account. More importantly, there

was no mutual aid arrangement between one27. Are you able to demonstrate that there was
Ambulance Service and another. I live at thesome objective analysis done by yourselves which
conjunction of west and south Yorkshire and that isdemonstrated that they were being rather modest or
where the particular problem I had with myperhaps depressed about their state of readiness?
unfortunate constituent. Why have we not taken any(Mr Crisp) We only got the names very recently.
account of the fact that bombs can cross countyTherefore, we have contacted them very recently and
boundaries?Mr Doran does have a big list of what people have

(Mr Doran) I cannot speak for the particular tworesponded to.
ambulance trusts. I know one of the general concerns

28. I want to ask about targeting by possible enemy of ambulance trusts is with regard to radiological and
powers or terrorists. What discussions have you had nuclear. That has conditioned their self-assessments.
in terms of potential targets and therefore risk of It has been that they feel relatively well prepared to
massive casualty with other departments? deal with what you might call an accident, say,

(MrCrisp) That is not a matter for me overall. This involving a research laboratory or a medical incident
is also about the NHS, not so much about what the with nuclear materials. What they did not feel well
Department may or may not have been doing. We prepared for at the time the assessment was carried
are fully integrated into all the government planning out was with regard to delivery of the dirty bomb
across departments. scenario, which would challenge most health care

systems. It presents threats that people are beginning
29. Can I conclude that the government as a whole to understand after September 11, the deliberate

has decided that the north of Yorkshire is not a very release of a dirty bomb. It is that which has figured in
high target at the moment, rather than that you have their thinking. They see the provision of equipment
just decided it is not? and decontamination units and the training that goes

(Mr Crisp) No. Speaking as somebody who comes with it, which is not simply ambulance trust alone
from northern Yorkshire, I ought to say that it does training; it is training on an integrated basis with
not altogether surprise me that London would be other organisations like the Fire Service, the police
considered by most people to be where we should and other local government organisations, because
start. Your Chairman started oV making that point. you are looking at a scenario in which a part of the

country is contaminated. They are beginning to30. It is not that the nuclear risk is something new.
develop those techniques. It was the realisation onDuring the summer, I had an incident where a fire

engine attended a man who was dying in my
2 Ev 6constituency because there were no ambulances and
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their part that they faced a diVerent kind of 38. You are talking about PCTs having a plan. I

thought it was the trusts that had the plans.challenge, that they needed to mount a new training
programme to build on the integration and links they (Mr Doran) Each organisation has a plan.
already had with local bodies that has led them to 39. Who assesses the trusts’ plans?score themselves in that way. (MrDoran) The lead PCT will work with the PCTs

in its group to assess and work on the trust plan.34. With all due respect, that was not in any way
an answer to the point I made which was to do with 40. Can you explain about working with the other
the fact that incidents, dirty bombs or whatever, will PCTs? If you have nine PCTs all interested in one
cross county boundaries with no respect to trust, how can they all work together to assess the
ambulance service divisions. There was no plan?
arrangement whatsoever for mutual aid between (Mr Doran) They do it across a whole range ofambulance services in the case of an incident. activities in the NHS. For example, all nine will have

(Mr Crisp) You are referring to the bit here which their patients use the services of the trust. They will
says that the plans show there were no mutual aid work with each other on—
arrangements.

41. Are you saying that nine people will come from
35. It says “non-existent”. all the trusts into a big meeting and all assess the plan
(Mr Crisp) That is what it says and that was the together?

assessment of the plans. I ought to reassure you on (Mr Doran) I am sure they take a practical,
two points. Firstly, in practice, as you know, pragmatic approach to it.
ambulance services co-operate over county

42. In practice, the lead PCT will assess the planboundaries very regularly. That is very important.
and report to the others and say, “Have you anyThe point that the plans did not cover that, even if the
comments?”reality was that it happened, is unsatisfactory and

(Mr Doran) Exactly.that is why the plans have to be improved.
(Mr Crisp) It is annex B, the second page, that

shows the build up from NHS trusts and the linkages.

43. What extra management resources will go toMr Rendel
the lead PCT?

36. Can I declare my usual interest in that I have a (Mr Doran) We have left that entirely to local
wife who is a GP and who is on the board of a PCT. discussion. We have not specified or mandated what
I understand I have another interest in that Mr Crisp it should be.
is one of my constituents so I have to be careful what

44. How do they get the money? Who is providingI say to him. Can I ask about the lead PCTs? PCTs
the money to these PCTs who are going to do thenow have the responsibility for assessing the trust
extra work?plans regularly. If I can take you to a local example

(Mr Doran) They get mainstream allocations thatwhich you will know about, in the case of something
they will use for this purpose.like the Royal Berks Trust, in the middle of a series of

small PCTs, all of which might be said to have some 45. You are saying they will not get any extra
dealings with it, who has become the lead primary money.
care trust there and what responsibilities do the other (Mr Crisp) In any area, diVerent PCTs take the
PCTs still have? lead on diVerent issues. One will take the lead on

(Mr Crisp) We have a chart in the paper which negotiation with the Royal Berks about contracts;
picks this up. one will take the lead on emergency planning and so

(MrDoran) I cannot tell you which individual PCT on. They will pay for that within their normal
it is.3 allocation. They have discretion to spend as much of

their normal allocation on it as is appropriate.37. How would you choose which is the lead PCT
for a particular trust? 46. This is an added responsibility for PCTs which

(Mr Doran) We did not choose. What we said we has been thrown at them but they have not been given
wanted to see was local agreement about one of the any extra resources?
six, seven, eight or nine trusts that linked into a major (Mr Crisp) It was part of their foundation. They
acute centre agreeing to take on the lead. Often, it is would be expected to make the appropriate
a trust which has staV who have moved from a health management at the time available. That is reviewed
authority with particular expertise or particular by the strategic health authorities and those in turn
interest in it. The basic idea is that each PCT has its higher up the system.
own plan and in order to develop that plan it needs to (Mr Doran) Most PCTs welcome it because one of
work with neighbouring PCTs and with the hospitals the questions they raise with us is how can nine of us
that its population go to. However, when you look at work with the local trusts.
the management of an incident, you cannot set up a

47. It has been thrown at all of them together.control that has seven, eight or nine diVerent PCTs.
Between them, they have to find the managementWhat we are looking to is where one PCT carries out
time and resources.that function on behalf of the others. The two key

(Mr Crisp) They are replacing health authoritiesaspects are that the PCT in the lead is trained and
on a whole range of diVerent things.develops its plan on the basis that it will be a lead

organisation. 48. I understand that and I am also very aware that
PCTs have very little money to do all the jobs they are

3 Ev 17 asked to do. I am worried that this seems to be yet
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another responsibility which I am not sure they (DrHarper) There is a lot of collaborative working
necessarily have the resources to deal with. Can I amongst the services and agreements at local level, all
move to the south-east region’s preparedness for the way up through the sort of levels we have been
nuclear disaster? Mr Crisp will be well aware that we talking about, regional level and national level. Very
have not just somewhere like Fylingdales which recently, there was testing involving the London
might be hit by a nuclear bomb but we have Underground which involved the range of
Aldermaston, which has nuclear materials on site emergency services and the emergency services are
which cause concern. The south-east region is said to working very closely together.
have less than 50% preparedness for nuclear disaster.

53. Turning to rail emergency, because sadly weDoes the Royal Berks have proper preparedness?
had one recently near Paddington which involved(Mr Crisp) I am not sure whether it was on the list
some of my constituents, clearly railways are fairlyof the 48 but where we have looked at the ones at the
infrequent beasts. There are not many railways inbottom end of the list we have all their responses.
each area but most areas have one railway

49. Nuclear sites are not everywhere. There is only somewhere near them. It seems to me that you are
a fairly small number of nuclear sites spread across quite likely to find that a railway emergency will not
the country. Have you checked to see whether the happen in your area for many years but will happen
trusts which are closest to the nuclear sites have fully in some area on a reasonably regular basis. It is
prepared plans? interesting to know to what extent the lessons learned

(Mr Crisp) We have this regular meeting between by one area will be transferred to all other areas,
the local emergency planners who cover a region and because any other area might have a railway
the Department of Health and we look at local issues emergency close to it.
and the readiness within that. (Dr Harper) I agree absolutely. One of the points

(Dr Harper) The planning for nuclear incidents that is made very clearly here is that we need to do
goes back many years. What we are talking about more to disseminate good practice. That is the
here are additional measures that have been taken challenge we are faced with. One of the diYculties is
since 11 September. The plans that are in place that that at the moment we have confidential debriefing so
are cross-government and cross-agency plans are that people locally can learn from an incident. The
tested regularly under the nuclear emergency side of very fact that it is confidential and that it is a no
things. What we have been doing here is looking at blame culture and so on is one of the challenges we
additional requirements and plans, specifically in need to grapple with so that we can at the same time
acute trusts, ambulance trusts and the health service. encourage anonymised information to come back
Those will be in place and tested and we will have centrally and to be kept in the database, to be
audited this, at least for the first time, by the end of analysed and disseminated as part of good practice.this financial year. We will then be giving that
responsibility to the Health Protection Agency.

50. That does not tell me explicitly whether those
Mr Steinbergtrusts which are closest to areas where you are likely

to have a nuclear problem are those which are 54. When I read this report I did not know whether
properly prepared. to take it seriously because I thought if there is a

(Dr Harper) Those are the trusts that are involved nuclear attack on Durham or somebody dropped a
generally in the planning and the exercising. Where bomb it would not matter whether a hospital was
we have looked at counter measures over the years, prepared or not really, would it? We appear to come
these were located primarily around nuclear from the region least prepared and not only are we
installations. The plans that include Health least prepared for a nuclear attack or a biological
Department testing are focused on the nuclear attack or a radiological attack, whatever that is; we
installations. What we have done since then is look to are also not prepared for a major incident. If youupscale that activity and provide more counter look at the traYc light graph, North and Yorkshiremeasures and so on. The trusts and the health health authorities were the least prepared for acommunities around nuclear power stations have major, general incident. You seem to concentrate onbeen the ones that have been preparing for this sort the fact that we are talking about decontamination.of eventuality, for a nuclear incident, for many, I am not sure you need to be decontaminated if youmany years. have been in a rail crash or not. That is irrelevant.

Then we look at the acute trusts and again they are51. We were told earlier that there is a problem
the least prepared all over the country for a general,with decontamination and so on. Are you saying also
major incident. What does that mean to mythat those trusts are being given extra resources to
constituents?deal with that?

(Mr Crisp) These are pointing us to issues that we(Dr Harper) They are being given extra resources
now need to look at, to find out why people have saidin line with the criteria that we have set across the
that. I do not know if Mr Doran can comment on thecountry in terms of population density and so on.
general, major incidents, because that is clearly the

52. Can I ask you about co-ordination between one that is the lowest.
diVerent emergency services because obviously a lot

55. That is the most likely, I would have thought.of incidents are going to need more than one
For example, the main coast east line railway comingemergency service. What sort of testing are you doing
through and there are two viaducts in theof the co-ordination between the diVerent

emergency services? constituency which could be used for a terrorist
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attack. Are you saying that the health authorities and very serious but you seem to be saying that, yes, this

is very serious but we do not know what the problemthe acute trusts in my areas are not prepared for such
is or how to put it right.an incident?

(Mr Crisp) We do not see the information on the(Mr Crisp) I am not saying they are not prepared.
trusts involved in that until after the report isThey are not well prepared and that is their self-
published and when we see that we then need toassessment. It is an entirely appropriate question that
follow it up and investigate. Particularly for generalyou and we should ask: why people are saying they
incidents, the NHS has an exemplary record and itare not well prepared.
has been improving, as this report says. There has

56. In the west Midlands, they are tip-top, 100% at been an enormous amount of work going on, but we
everything. What diVerent treatment would my need to continue and keep improving on this. We
constituents get than the constituents of an MP for need to know if there is a problem and we need to sort
the west Midlands get if there was a major incident? it out.

(Mr Crisp) The NHS has dealt with emergencies,
61. Paragraphs 3.12 and 3.13 deal with not allwith its partners in the other emergency services, very health authorities’ staV being adequately trained towell over recent years. You all know examples, deal with major incidents. Even before September 11,happily not everywhere in the country because we 33% of health authorities believed their training washave not had them everywhere in the country. This is insuYcient. What has been done to rectify that?

building on strength. Where this report has identified (Mr Crisp) There were training programmesthat people are saying to us they do not think they are underway then. There are further training
as well prepared as they would want to be, we have programmes following 11 September and we have
to ask them the question and we have to resolve it. now appointed a new co-ordinator for the training

programme to make sure that we are rolling that out57. What should the PCTs and the acute trusts in
in a consistent way around the country, because onemy area and Jon Trickett’s area do?
of the points made here is about the consistency of(Mr Crisp) Firstly, provided we have the names of
that training and the point was made earlier by Mrpeople who are saying they are not well prepared,
Trickett about the consistency of training acrossthey should tell us why they are saying they are not
boundaries and so on.well prepared for a general incident, because this is

not about decontamination equipment and the roll 62. What struck me was that I thought if the
authorities who were not satisfied were the sameout of that. Then they should tell us what they are
authorities who were ill prepared for major incidents,going to do about that and we should work together
at least we know and can do something about it.on that.
What if it was the ones who were insuYciently

58. What also tickled my fancy a little bit was the trained; yet, they believed they were able to handle a
fact that, when I looked at the ambulance trusts, I see major incident? What is the situation there?
in the North and Yorkshire we are performing very (MrCrisp) That is again why we are going through
well indeed, 100% on general, major incidents. Are the training programme consistency across the
we saying that if there was a general, major incident country and also the audit which I mentioned earlier,
in my constituency the ambulance would get them to and also making sure that, for the first time, we have
hospital but once they got to hospital they would be the Health Protection Agency which comes into
knackered? existence in April next year, which will pull all this

together in a tighter way across the country as a(Mr Crisp) No. We only had this information
whole.relatively recently and we do not know the answer to

your question. I am very happy to try and find out the 63. Will you be able to know if it was those
answer, provided we hear from the NAO which authorities who were not up to scratch who were not
trusts we are talking about. fully trained as well?

(Mr Crisp) In future, absolutely.59. Perhaps the NAO could answer this question
because they are the ones who produced the report. 64. The only way in which the plans of any
Are they saying that in Durham, if there was a major authority or acute hospital can be tested is if there is
incident, you found our ambulances would get them an incident. The next best thing is, I assume, to
to the hospital but the hospitals could not cope? regularly test those plans. I thought it was quite

(Dr Robertson) We are not saying that. It is very worrying to see that in paragraph 3.15 only 60% of
health authorities ensured that their trusts exerciseddiYcult to speculate about any given incident. When
their plans regularly. 72 acute trusts and 32we looked at individual health authorities, some were
ambulance trusts were unable to tell whether a majorbetter than others. When we looked at acute trusts,
incident plan had been tested or not. That seemssome were better than others. When we looked at
absolutely ludicrous: that they have a plan there andambulance trusts, some were better than others. It is
72 acute trusts and 32 ambulance trusts did not knowa question of taking all that response together on the
whether the plan would work or not because they hadday. As Mr Crisp has said, the performance to date
never tested it. It is absolutely crazy.has been good. What we are pointing out is that there

(MrCrisp) You are quite right that the best way toneed to be improvements in all these organisations.
test it is in reality. One thing this report does not

60. This report when it hit the press a fortnight ago bring out is that since 11 September we have had
was one of the biggest splashes I have seen for an many hundreds of white powder incidents, including
NAO report. Not only was it national news; I think one in the Department of Health, which have been

handled very eVectively by some of the people whoit even led the news on the day. People regard this as
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say they are not well prepared. We are dealing with scenarios, get people together and work through

them much more than we do at the moment. We havehighly professional people trained to make decisions
on the spot. This is taken extraordinarily seriously. done some of this.
On the second point about testing, I agree with you. 67. Do you make assumptions like: what wouldHowever, I ought to point out that this survey took happen if the local hospital had been attacked or theplace one month before the health authorities were ambulance control centre had been wiped out? Thatabolished. If in that month a health authority said it would not happen in a rail crash.was unable to tell you whether 72 of the trusts had (Mr Crisp) We have to do all of those things. Wetested or not, there may be lots of reasons. That is not have to think of the absolutely unthinkable andan excuse for not testing, but we have to be a little depress ourselves thoroughly and work through allcautious about how we treat that. We need to make those options. That is what has changed sincesure that people test; we need more scenario testing, September 11. The range of options we need to lookmore table top exercises, particularly for the even at has become greater. We have lookedmore worrying things than train crashes. Your point internationally at how people have handled theseis entirely well made, but these are people who are incidents and we are well plugged in internationally.delivering these services with a lot of experience.

68. You talk about the international lessons. What
was the single thing you took from the way New
York dealt with September 11 in terms of itsMr Osborne
medical services?

65. You are right to talk about the experience of (Mr Crisp) There were relatively few casualties.
the NHS and you are right also to say that they have There were high levels of fatalities.
tended to cope with major incidents very well, but (Dr Harper) One of the things that took a lot ofthere is a part of this report which talks about the people by surprise was that local people, firstlessons to be learned from actual incidents at page 31, responders, found it almost impossible toparagraph 5.16. There are some areas of concern communicate, not least because many of thehere. It is really about the NHS at the coal face of the transmitters for mobile phones were on the twindisaster. It says, “The NHS response lacked eVective towers themselves. We have been looking at takingleadership and co-ordination and there were out key parts of the infrastructure in terms of thecommunications problems within the lead resilience. This is something not just being done onambulance service, between the lead ambulance the health side but across Whitehall, across theservice and the surrounding ambulance services, and agencies, looking, for example, specifically atbetween the ambulance service and local hospitals. resilience in London. What would happen if a largeThere was confusion as to who was in control at the part of London became unusable? We would movescene, duplication of eVort, and lack of eVective use people away; we would move resources and weof local receiving hospitals. There were too many would back up with mutual aid. We have beencontrols within the lead . . . No single oYcer liaised looking at that on the health side but this isand co-ordinated the eVorts of neighbouring something that goes on across Whitehall.ambulance services.” What do you say to some of

69. Do your plans take account of massthese criticisms of real events?
evacuations, because you would have a displaced(Mr Crisp) What we try and do in confidential
population of maybe many hundreds of thousandsdebriefings is take what has been a successful event—
of people.and these have been successful events—and

(Mr Crisp) I do not think it is our responsibility toencourage people to be as honest and as critical as
go into that, because it is a much bigger issue for thethey possibly can be so you can find the weaknesses
Cabinet OYce.and learn from them. It is very diYcult to comment

on this set of comments without seeing what the 70. You would have to provide health services to a
context was. Was this a successfully managed displaced population.
operation in which there were moments of (Mr Crisp) We are fully part of cross-governmentconfusion? There would be moments of confusion. planning and we are alive to the sets of issues. ThatHow do we reduce those for the future? is why so much eVort has gone into this. It is also why

66. The diVerence between a rail crash and an 11 some of our people will have said they are not yet well
September kind of incident is that the September 11 prepared, because this takes time.
incident might well seriously damage the 71. The only trouble with that is that the incidentsinfrastructure of the NHS. Howdo you take that into can happen in a moment.account in your planning? (Mr Crisp) Of course they can. The point that was(Mr Crisp) There are some things that have not made earlier was that we reacted very quicklyhappened that do help us. If I take the Paddington after 11 September. We immediately spent a largerail crash, it was remarkable that 350 beds were sum of money on counter measures of various sortscleared in local hospitals within 90 minutes. When which had not previously been budgeted for and weyou look at the mass evacuation and casualties, that sent out the intermediate guidance that Dr Harperis quite an impressive figure and that gives me some talked about in order to move us on.reassurance that in London, if we have done it once,
we can do it again. The white powder incidents I have 72. Could I turn to one bit of this report which

most concerned me, which was the spot checks donetalked about are also like that. Beyond that, there is
a scale of incident that you cannot respond to. In by the NAO in October. They found areas of some

general improvement but there were some areasbetween, we have to do many more table top
exercises. We have to work on all the possible where things had got worse. Is that because the more
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people thought about these problems the more they (Mr Crisp) There was the Paddington rail crash
felt they were ill prepared or were there other actual and the example I was giving of clearing 350 beds in
deteriorations of service provision? 90 minutes.

(MrCrisp) I suspect there may be an element of the
78. There are 28 London acute trusts and there isfirst, but it is jolly hard to quantify.

concern, if there was a major incident, explosion or(Mr Doran) It is that they have begun to
fall-out of biochemicals or nuclear attack, all theseunderstand the nature of the kinds of challenges that
trusts should be working together as one and inyou have just described. I was working in a health
particular there is enormous displacement of theauthority on 11 September and our hospitals had
population. Are you happy that there are diVerentmajor accident plans, but we had not envisaged a
standards of delivery across London in diVerentsituation in which the entire hospital was in some
trusts?way taken out.

(Mr Crisp) There is a co-ordinated structure. All73. Presumably over the last 50 years quite a lot of the trusts are accountable to the five healththis kind of planning must have been done in the
authorities and the five health authorities areevent of a nuclear attack?
accountable to us centrally, so we have a very clear,(Mr Crisp) Undoubtedly there has been lots of
very short structure there. We need to identify thoseplanning. I do not want to get into what is happening
who believe they have problems and perhaps theat a national level. There is a big body of experience
most important point is that we made sure that wehere in the NHS, people who regrettably over time
paid a great deal of attention to the Londonhave had to deal with these incidents. The front page
Ambulance Service.of the report shows the number of diVerent sorts of

incidents that have happened around the country. 79. It is all very well having acute trusts in certainThere is a depth of experience to build on. We are not areas of London but if there is some drop of thestarting de novo, but we do need to refresh what we plague, for instance, it is going to spread acrossare doing as a result of 11 September and the bigger
diVerent acute trust areas and there needs to be afocus that that brings.
consistent approach to cope with that. It seems to me

74. Has anyone gone to New York and talked to diVerent trusts have diVerent levels of preparedness
the ambulance service or the health service or and diVerent management systems.
hospitals there? (Mr Crisp) The two points are slightly separate.

(Mr Crisp) We have had a range of international Firstly, they are co-ordinated in that they are
contacts. accountable to the health authority which, as this

(Dr Harper) Yes. We have had visits to says, has the responsibility for the south west of
Washington, multi-agency visits, including police London. It is a concern that individuals within that
and health people going to discuss lessons with their may be reporting diVerent levels of preparedness and
people, face to face. we need to look at that and understand why there is

a diVerence there and make it good.75. Rather than the people in Washington who saw
it from a distance, you have talked to people on the

80. In other words the rumour of a nerve gas orground who have said, “The real problemwe had was
biochemical attack on the Tube was perhaps withoutthat mobile phones had run out of battery”, that kind
foundation but clearly that is a credible risk. To whatof practical experience?
extent are we prepared for that?(DrHarper) Yes. During the immediate aftermath,

(Mr Crisp) The point about what we are preparedthere was frequent, regular telephone contact as
for is in these various categories of chemical,things were unfolding, particularly between our
biological, radiological and nuclear and there arepublic health services and their opposite numbers in
diVerent ways in which you deal with diVerent sortsthe CDC and in the New York public health service.
of incidents. That was what people were being asked
to assess themselves against, the range of potential
threats.Geraint Davies

76. I am a London MP and obviously the main 81. Yes, but in terms of the list of preparedness that
focus of terrorist attacks would be London. You was objectively defined, if there was an incident on
have mentioned the priority of London but in the the Tube what had been judged was not how quickly
rankings, in terms of acute trusts, there are very high we could get in there, get people out, get them
proportions of trusts that do not seem to be in a state treated. It was more whether we had some
of preparedness for even mass casualty incidents, decontamination equipment and some protective
14%, let alone chemical, biological, radiological and clothing for people in the hospital. That is not an
nuclear incidents. Does this cause you some concern? assessment of preparedness at a major incident.

(Mr Crisp) It causes enough concern to make sure (Mr Crisp) I will ask Dr Harper to explain the
that we went back and found out why they had precise roles here, but the first role in such an event is
reported that. the Ambulance Service. The Ambulance Service has

very good experience of a whole range of diVerent77. In terms of mass casualty incidents, we realise
incidents and very good experience therefore ofthat September 11 will have refocused minds on
taking casualties to the range of diVerent hospitals.priorities that were not as immediate as waiting lists
That is what happens with any of these incidents and,perhaps in terms of nuclear fall-out, but in terms of
as I say, in the example of Paddington we have got amass casualty incidents, incidents of those sort do

occur from time to time, do they not? good track record as well as learning from all that.
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82. The Ambulance Service seems to score quite (Mr Crisp) That is not a question for me. Our

responsibility is about the NHS; our responsibility iswell other than on radiological and nuclear incidents.
What does that mean? Does it mean that they have about making sure that should one of these highly

unlikely events happen we are able to deal with it.not got the equipment to protect themselves or they
could not go into the area because they would be 86. The possibility would be that more people werecontaminated? being burnt and necessarily therefore brought into

(Mr Crisp) We have talked to the London your hospitals and could you cope with treating
Ambulance Service again having seen how they had that many?
comported themselves within this. (Mr Crisp) Our role is looking after people in

(Mr Doran) They do regard themselves as well whatever eventuality, any event of any sort that may
prepared for chemical and biological and they have be happening.
laid stress themselves on working with partner

87. But the quantum, I presume, of health careagencies which is the very point that you put. On
would need to be increased?radiological and nuclear, they regard themselves as

(Mr Crisp) The point I kept making about theready for what they call the accidental scenario
Paddington crash was that we were able to clear 350whereby perhaps a small piece of radioactive
beds in 90 minutes. There are a lot of people inmaterial in a university lab caused a problem. They
hospitals who are there for elective reasons andcould handle that. It would be the dirty bomb or the
therefore they can be moved out relatively easily anddeliberate contamination which would have been the
we can redeploy our staV, and staV have always beendiYcult scenario. For that they were dependent on
very good at that.receiving the suits which they now have. They have

the decontamination units which they needed. They 88. On page 4 it mentions some of the nerve agents,
have their training in place. They regard themselves plague, smallpox, and other things that might
as ready to produce a plan which they will do at the suddenly arrive, and also we have talked about
end of next week. nuclear weapons and about bombs. I am surprised

that on page 22 in table 15 it says that good practice83. As you have mentioned it, if there is a dirty
identified by acute trusts is helping to improve thebomb, a nuclear device, blown up in the middle of
major incidents planning process, and the last bulletLondon, and this is contaminating thousands and
points says to “make it fun and almost routine”. Dothousands of people, what you are really saying is
you not think it surprising to be planning for a massthat the ambulancemen will arrive with suits on to
disaster in a way that makes it “almost routine”?protect themselves and would be attempting to take

(MrCrisp) The point I would make here, and I didthese people away and presumably the Health
not write this, is that we are talking here aboutService could not cope with that.
extremely unlikely events, but nevertheless we(Mr Crisp) The report says that there is a scale of
absolutely have to plan for these events.incident which is going to be a problem for anybody.

What has been taken by the Ambulance Service is all 89. One has just happened in Bali, has it not? These
reasonable precautions and they are able to deal with are current events and we are at the forefront of anti-
and will respond to incidents. They are obviously terrorism.
continually doing what Mr Osbourne talked about (Mr Crisp) The point is that we have to keep the
earlier, making sure that they play out diVerent importance of people dealing with these issues up.
scenarios and they see what it will look like in the We have to make it routine. We have to make it part
future, but they now have the decontamination of the job. We have to make people want to do it.
equipment and they are working with their partners

90. I think your last point is of key importance.on these issues.
What I am interested in knowing from your last

84. I realise that, but if there was a September 11 comment, which was that this is extremely unlikely,
incident in the middle of London, for instance, where is what real priority is this alongside other pressing
literally thousands of people were being killed and priorities, waiting lists, cancer, heart, all the rest of it,
there were many thousands of casualties, it might be if you are saying it is unlikely at a time when we have
a more conventional way, which September 11 was in seen a whole pattern of terrorist attacks and Britain
a sense, or it might be biochemical or bacteriological is very much at the forefront of arguing against
or whatever. Are we seriously saying that we can terrorism and taking action?
scope with that? (Mr Crisp) The questions you are trying to ask me

(Mr Crisp) All of those diVerent sorts of events are not properly for me. There are other people you
needs to be planned for and prepared for. This report should be asking about that.
I earlier said was subjective but the reason that we

91. But in terms of your management in-tray howhave talked about prepared or not is that you have to
much time are you giving to this as opposed to othermake a judgement as to whether you are prepared for
priorities?these events because until they happen you do not

(Mr Crisp) Let me pick up the priority issue. Weknow, do you? This is about them saying to us that
are giving a good level of priority to this. As you say,they are prepared for this, that they are continually
there are very many things that we have to deal with.planning, that they are continually working with
We have invested more money. We reactedpeople.
immediately afterwards. I personally have picked up
the issue with a whole range of chief executives. For85. Changing the subject, how concerned are you

that there might be a major terrorist attack at a time example, I mentioned earlier that we were concerned
to make sure that there is straight continuity betweenthat the firefighters are on strike and what impact

would that have on the Health Service? health authorities and primary care trusts. I
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personally wrote to all the primary care trusts and incident? Is it a red incident? Is it a black incident?

How does the information transport down thestressed the importance of this set of issues alongside
all the other things on what are very busy agendas. system that we have got a major incident?
We are giving it a good level of priority that matches (DrHarper) The first thing that would happen, and
the seriousness of the potential situation. I will generalise because I think it is the only way we

can do this service. If we take the example of the92. And in January you will be at a high level of London Underground, the staV of the Londonpreparedness? Underground would be monitoring platforms and
(MrCrisp) In January we will be where we want to would be looking for unusual incidents and there is a

be as far as equipment is concerned and we will be trigger point there. One person collapsing might well
rolling out the training programme further. This will be an accident, somebody falling over and so on, but
be a continuing issue. We will be continually needing they have their own criteria for distinguishing if there
to update and that is why I believe it has been written is an incident or what looks like an incident, and the
down here that this should be routine and fun for police will be called and they would be the first
people to want to do it. response. They would carry out their own risk

assessment and in the meantime would be contacting93. It seems to me that you can never be too
the Fire Service, the Ambulance Service, who wouldprepared for one of these enormous catastrophes and
arrive and establish a rendevous point at the controlthere is always more that one can do.
centre or whatever you like to call it. The assessment(Mr Crisp) That is why this report is a positive
is continued at that point. If it looked appropriate,report in terms of the strength of the underlying
public health experts would be drafted in and othersystem and the fact that there have been
experts as well, a multi-agency approach. It would beimprovements. There is more to do. We do need to
assessed as it developed. The public health peoplekeep improving. We do need to keep focused on it.
would trigger the communication chain on theWe do need to make it routine.
health side.

96. And this is all left to individuals within the
network? On page 21, 4.3, and I am not reading thisMr Jenkins
right obviously because it cannot be true, halfway

94. I am very fortunate; I live in StaVordshire. It down it says, “Those responsible for the review were
has the Ambulance Service which has the best mainly individuals directly responsible for planning
response time in Europe. It is the finest Ambulance but included a small number unlikely to have any real
Service in the country, but I know that the insight into major incident planning procedures,
Ambulance Service in my county is no diVerent from such as a switchboard supervisor and a patient
the Ambulance Service in any other country in that records manager.” Are they the key people in the
it is short of that one vital resource: money, and to do chain of response and activity?
anything else and put more pressure on requires (Mr Crisp) There are two diVerent issues. The
manpower and funding. I am always mindful that point you were asking about, who triggered the
maybe we take these things on the cheap and we are major incident, was the answer that Dr Harper was
trying to impose something on the cheap and it is giving. This is actually about who initiated the review
always a diYcult balancing act. I have read the report of the plan.
and I have looked at diVerent incidents. What do you

97. So I presume the person who is in charge of thethink is an incident?
review of the plan is in charge of the plan itself?(Dr Harper) In the sense of the report it covers all

(Mr Crisp) Not necessarily.the areas that we have been discussing from what had
traditionally been described as a major incident 98. So the person in charge of the plan does not get
which would have been typically a road or rail crash the review information?
or an air crash, but it is extended in this case to (Mr Crisp) No.
include the newer threats, which would be CBRN,4 (Mr Doran) There are two levels of review for an
which would involve the scaling up in terms of mass NHS acute hospital trust. They will have a chief
casualties. We created the term mass casualties after executive and board colleagues, one of whom will be
September 11 to distinguish between what we would responsible for annually looking at the plan they
have had as a normal major incident and already have, deciding whether it needs to be
something bigger. changed, looking at whether it has stood the test of

time, talking to partner agencies. This paragraph95. So we have got from minor incidents to major
seems to be entirely unacceptable if that kind ofincidents. When I was in the police headquarters one
serious review is left to a switchboard operator.day the board went red and they had 300 telephone

calls on 999. A swan had landed on the motorway 99. I find this totally unacceptable.
and drivers going past thought, “I will phone the (Mr Doran) The other part of the existing
police up”, and the police are now in a situation arrangement of course is that prior to the
where we can get 300 phone calls reporting an establishment of PCTs the local health authority was
accident but we do not know whether it is one responsible itself, which is a separate organisation,
accident reported 300 times or 300 individual for looking at the plans of acute trusts and for
accidents. How do you start to trigger the response? reviewing them, so there is if you like a double
Who triggers the response to a situation where you process. There are two bodies involved. The acute
get there and there is an incident? Is it a green trust, the hospital itself, needs to look at its own plan

internally and ask itself questions. That in turn is
4 Chemical, biological, radiological and nuclear reviewed by the health authority.



minutes of evidence taken beforeEv 12

Mr Nigel Crisp, Dr David Harper CBE27 November 2002] [Continued
and Mr Alan Doran

[Mr Jenkins Cont]
(Mr Crisp) But your point is, reading this as it is (Mr Crisp) Yes, but it is also healthy. I am

delighted to know that ambulance trusts want to getwritten, that this is not right.
that feedback because that is the best way to learn,

100. The point is that somebody responsible must and if they feel they are not getting enough then we
be in charge and be able to activate it. need to make sure those confidential briefings work.

(Mr Doran) Yes.
107. I think it would be even healthier if we had 3%

101. And clear beds and so on. Also, somebody rather than 30%. The last thing is the need for
must be in charge when they co-ordinate their ability information, covered in 3.11 in this report.When you
with the next one down the line, such as the have a major incident we have got problems in this
Ambulance Service so that plans will be sent down country, as any other country has. We have people
the line to somebody so that they can co-ordinate the who go to a major incident and really what we have
activity, but according to 4.4 it does not happen in to say is, “Keep away from this major incident”.
many cases. There should be information via the media to the

(Mr Crisp) I think this one is about reviewing the public to keep away from the scene or what action to
plan, not about initiating the plan or making the take, not to develop the situation into a much more
decisions when it is happening. There are two serious one.
separate points there. (Mr Crisp) I agree with you, and again I think the

point is well made that this is one of the issues that102. I think you have to be careful. If you do not need some attention as a result of this report.have the knowledge of reviewing the plan you might Mr Jenkins: I think it needs a lot of attention andbe working to an out of date plan and that is I think we really have to get our act together on thatdangerous in itself. one. It is diYcult because with our media, as you(Mr Crisp) As it is written here this is wrong. know, the reporter is the second on the scene and
maybe we could use them for first aid or getting some103. On other thing: we have, as you know, county
life-saving technology, they and the photographers,emergency headquarters in areas like StaVordshire
because they will step over the dying to take picturesand we linked these in as quickly as possible. Now
for the front page, and they will carry any story andwith the primary care trusts we have got a diYcult
they can misinform the public, so I think it would beenough job setting that up without hearing all this. I
better to make sure we do get the right story outthink the additional responsibility is such that
immediately.although you are only answerable for the Health

Service you appreciate that the Health Service fits
into a larger pattern and it is your ability to fit into

Jon Trickettthat larger pattern that causes me some concern since
you are lacking at the moment the integrated 108. In the earlier questioning in response to
communications necessary within the organisation, almost all members, you have relied to some extent
let alone outside the organisation. Am I right to feel on the defence that this was a subjective
that there is a bit of concern with your ability to questionnaire and you hinted that perhaps some
communicate on a wide regional capacity? people were being modest about how well prepared

(Mr Crisp) If you look at Annex B, second page, or not they may have been. You have referred to
which describes the responsibilities, you will see, for paragraph 1.11. That paragraph only gives you a
example, and perhaps I will just read it, “The lead partial defence because it is quite clear in 1.11, and
primary care trust is represented at police gold also in the previous paragraph, that a variety of
command”, so it is linked into the whole of the local methodologies have been used, some of which were
network, and that is a responsibility to do that. These objective. You have accepted the report as a whole, I
organisations, as you know, took on this think. One of them says that there was a correction
responsibility from October 1. We are yet to review built into this report because other methodologies
how well that is working but that is part of the order were used. I have not got time to go through them all
we will be picking up on. but Part 3 refers to an objective analysis done by, I

think, a consultant on the quality of plans. This you104. And you feel comfortable that the
cannot say was in any way subjective and I ratherinformation should go upwards rather than
think you did skate rather quickly over this part. Idownwards? have noticed in paragraph 3.3 a series of quite(Mr Crisp) Yes. worrying failures. For example, there was only 53%
compliance in relation to a required practice in terms105. I feel that, when you have a major incident,
of plans being prepared. Paragraph 3.4, a quarterthe major incident room should be at some command
had failed to include arrangements for a masscentre in the region and they should be co-ordinating
casualty incident in their plans. Paragraph 3.5, healththe activities of all the services and calling upon the
authorities scored poorly in terms of updating theirHealth Service to perform to an agreed plan.
plans and in terms of relations with external(Mr Crisp) Dr Harper was describing the
organisations. A third of the sample cored zero. Forescalation process. If it is a swan on a motorway it is
example, in paragraph 3.7, less than 10%—in otherone thing. If it is something else—
words 90-odd % of health authorities had failed in

106. In 5.10 it says at the end there that 30% of taking any note of radiological or nuclear incidents,
ambulance trusts said they were not satisfied with the by which I gather that probably 54 million people
feedback they got from other parties in the briefing may not be covered by updating plans in relation to
mainly because they received very little feedback. Is radiological and nuclear path. These are significant

objective tests which show failures. I know you dothat worrying for you?
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not know what your statutory duty is just now; you Mr Steinberg
cannot give it a position, but are you not presiding

113. When I read the report I got the impression,over a chaotic system here?
following on from what I was asking before, that(Mr Crisp) Certainly not.
basically what had been happening—and I may be

109. Are you not responsible for that? wrong—was that trusts and health authorities were
(MrCrisp) Certainly not. It is not a chaotic system paying lip service, frankly, to the problem, but then

and I think the reasons are very clear, because their minds were very much centred on the
experience has been thoroughly good. We have very September 11 incident and things may well have
well experienced people out there in the NHS, very changed. When I read the report I got the impression
professional people. This report shows frankly that they were not really taking it seriously.
improvement. Even the paragraphs you show at the Mr Jenkins pointed out that a switchboard
beginning of 33 show that the plans have improved supervisor and a patient records manager were in
in quality since they received the guidance. Progress charge of reviewing the plan, but that does not seem
has been made, but I am not remotely saying that to me to be particularly taking it very seriously. What
there is not further progress to be made and there will I really thought they were not taking all that seriously
be further progress after that. This is about was when I read 4.9 on page 22 because it appeared to
continually responding, this is about continually me that the things where there were specific problems
improving the quality of what is already a good were the actual things which were vital in terms of a
service. plan. Let us just go through them: “Though acute

trusts had almost all carried out some kind of risk110. I have great confidence in the doctors, nurses analysis, they were not based on suYcient andand the manual staV of the Health Service. I have no comprehensive hazard and risk assessment; mutualdoubt they will respond as they always have done in aid arrangements to enable trusts to work inthe past, but you are required, I think, to take an collaboration with others were missing in theobjective view. My view is that it is patchy at best and majority of plans reviewed; communications andchaotic if you want to perhaps slightly overstate the transport disruption or failure was not addressed incase. What is your objective assessment of your the plans; in the majority of cases examinedcompliance with your statutory duty as a department Emergency Planning Co-ordination Unit guidancein relation to this matter? was used as annexes to plans rather addressed within
(Mr Crisp) As I explained earlier, we do a very the plan itself; the majority of plans did not address

regular risk assessment and testing of what is internal major incidents; and few plans addressed
happening on a monthly basis, Dr Harper and chemical, biological and radiological incidents.” In
colleagues regionally make sure that we understand other words, frankly, they were not taking it very
what is going on, to make sure we know what the seriously at all. It was lip service. They may well be
issues are and to make sure that there is appropriate taking it seriously now because of events that have
guidance out there. It has also been brought out in happened throughout the world since the plans were
the course of this hearing that during this year the first envisaged, but plainly they were not taking it
people who have been responsible have changed very seriously if they had a patient records manager
from health authorities to PCTs, we have big training and a switchboard supervisor looking after them and
programmes on the way, we have a great deal of these were missing from the plans in the first place.
activity under way. We are building on a good (Mr Crisp) I make no defence of the point that Mrfoundation is my objective assessment and we are Jenkins and you are making about who appearedalso bringing external people in to help us with our from that paragraph to have been responsible forown assessments. This is one assessment based very reviewing the plans and, if that is the case, that is notlargely on people’s self-assessment against a set of acceptable.criteria. My point about saying that that was
subjective was to say that, whether it is a figure of 57 114. But the plans themselves, Mr Crisp.
or 65, it is within the margins of doubt but (Mr Crisp) Let me go on to the second point, the
nevertheless I think these figures are important for us plans themselves. There are clearly some weaknesses
to look at, to understand why people are saying they in here; let us be clear about that. Again, the point I
are not well prepared. need to make is that where we identify those

weaknesses let us then deal with them.

115. If we could be given a guarantee that those
Chairman sorts of things are now being addressed and that they

are going into the plans and that they are taking the111. I am not sure you answered Mr Trickett’s
plans seriously and that there are people lookingpoint that this was not a subjective test. Paragraph
after the plans who are reasonably senior in the trusts3.10, page 17, is saying, “Our review of those
and in the PCTs, then we can be satisfied, but if it isproduced showed that quality was generally
still going on in the same old way— For example, inpoor, . . .”.
figure 18 some acute trusts revised major incident(Mr Crisp) This is about debriefing reports.
plans’ scores. One trust had below 10% whereas
another one had close on 80%, so some clearly take112. Yes.
it seriously but others do not.(Mr Crisp) Dr Harper said earlier that debriefing

reports are handled locally. We need to find ways to (Mr Crisp) The two examples we picked up about
who appeared to be reviewing the plan are obviouslymake sure that the lessons from debriefing reports

are shared nationally. That is a very clear point and wrong. That should not be happening, but this is out
of 650 organisations so that is not, I assume, theone we should accept.
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norm; otherwise it would have been pointed out to Mr Davies
us. The second point that I would make is about one
or two of the very low scores we have looked at, and 120. On September 11 when the tragedy occurred,
it is very evident that there has been some mis- were we at the level of preparedness of the emergency
communication here between the individual services as the Health Service were in London as they
organisations and the NAO reviewers. In one were at that time in New York, do you feel?
particular case, when we looked at it the trust had (Mr Crisp) I do not know that we have any basis
actually sent it (because these were done as a paper for answering that.
exercise as I understand it) some distance and had
sent a summary of the plan rather than the plan itself. 121. Is there a meaningful answer to that or not, or
There were some areas like that within the system. do you not know?
Having said that, there are some clear areas where we (DrHarper) Comparing London and New York is
need more work to be done. However, I do think very diYcult. What I can say is that in terms of the
people take this very seriously. What has happened infrastructure generally in terms of the sort of
since September 11 is that before that a lot of people incident that we are talking about, release of
took this enormously seriously, including people chemical and biological agents, the US—and we
such as both Dr Harper and Mr Doran, but since have been in close contact with them—were envious
then it has become higher up the agenda of all of us, of the structure that we had in place in the UK.
as Mr Davidson drew out.

122. Before September 11?
(DrHarper) Before September 11 and immediately

following September 11 in terms of surveillance and
Mr Jenkins reporting.

116. You have just done something which is not
123. What I am more interested in is the situationuncommon, unfortunately, in front of this

now vis-a-vis New York, and obviously they haveCommittee. You have just said that obviously there
been moving forward in the same way as we have.is a mistake with the report by the NAO, but you had
Have you been conferring with them? Have you gota copy in your department workplace, so why did
similar strategies? Are we at similar levels ofyou not go back to the trust concerned and clarify the
preparedness or are they a mile ahead of us or wemis-communication so that the report would have
ahead of them? What is the situation in Londonbeen accurate before it came before you and got
versus New York?signed oV?

(Dr Harper) It is near impossible to draw a direct(Mr Crisp) Let me be clear. We do not always
comparison because of the diVerent structures andknow in advance of the report’s publication what
the diVerent service provision elements.individual organisations have said. We see it after the

report has been published so that we can then pick it
124. But are you in contact? Do you know whatup and investigate it. That is the way it generally

they are doing?works.
(Dr Harper) I am in contact with the public health

117. Can I ask the NAO then, if we have got a side of the organisation in the US, particularly
situation where there is obviously something that through Washington. I am not personally directly in
looks dramatically wrong, why do we go to the contact with the service providers in New York.
department? Why do we not go back and
doublécheck that we do not have a mis- 125. Do you think it might be a good idea to go out
communication and the report looks worse than the there, to see on the ground what their multi-agency
real situation? approach is and how it fits together and where there

(Mr Burr) If the audited body has any diYculty are lessons to be learned and, if there is another big
about our findings the normal way to deal with that catastrophe, how they would work through that,
would be to challenge those and challenge us to how quickly they would do it and what lessons we
produce the evidence. can learn from that?

(Dr Harper) Our operational people have been in118. So the information is seen by the department contact with their opposite numbers in New Yorkbefore the report is compiled? and have been discussing and learning from the(Mr Burr) The department can have any lessons. As I said earlier, there have been teamsinformation that they wish to have to satisfy visiting the US.themselves that the report is accurate.

126. Can you give us examples of two or three
lessons that you have learned from what they are
doing in New York or do you not know?Mr Steinberg

(Dr Harper) I picked up earlier the
communications issue but that was at a more119. It would be easy to name each one of those
strategic level.hospitals on the graph so that we knew which ones we

were talking about and then we would know exactly Mr Davies: I would be interested. Perhaps I am
which hospitals were performing and which were not. wrong but I do not get the impression that you have
Perhaps you are not allowed to do that. got on the tip of your tongue what you have learned

from it. It is vague connections. Maybe we could(MrBurr) We are allowed to do it. We chose not to
do it because we wanted to focus on the general issue. have a note on what we understand is happening in
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this catastrophe control and management in New 129. Can I ask one last question of the Treasury?

Mr Crisp said that we had to spend sums of moneyYork versus here or what we are learning or
exchanging.5 after September 11 not previously budgeted for. Can

you tell us a bit about how the budgeting works?Chairman: I think it is a very fair question. I do not
Presumably you can reassure us, because they dosee why we should not ask for more information
involve potential casualties, that the Healthabout international comparisons.6 After all, it is not
Department have all the resources they need andjust New York. It is Paris, Berlin, Rome, all our
there would not be any budgetary constraints forallies. They are all facing this terrorist threat. Surely
what they need to do?it would be useful to know what these great cities of

the world are planning and how they are going to (Mr Molan) This is something we expect
departments to deal with as part of their mainstreamcope. It is all interesting stuV.
planning. Similarly with NHS, we would expect them
to carve out from their allocation from the Treasury
suYcient resources to prepare for such incidents.Mr Davies

130. So no extra money is made available to them?127. And the quantum of resource, obviously.
(Mr Molan) We just had a spending review which(Dr Harper) I could certainly say that we are in

was concluded this summer. Like all departments,much closer contact in the operational sense with our
the plans which have been set for the next three yearsEuropean colleagues and are working through the
have been set at a level which should allow the DoHEuropean Commission meetings, looking again
and other departments to plan accordingly forspecifically at issues related to CBRN, the subject of
incidents like this.the report, chemical, biological, radiological,

nuclear, those particular types of hazards, rather
than the focus of the discussions being on what I Mr Steinbergwould call traditional major incidents like road and

131. That is rubbish, is it not, to be honest? If werail crashes; focusing on the newer threats. We are
had a major incident in Durham and 300 people wereworking very closely with Paris, with our German
injured in a major incident are you saying that nocolleagues, with our European Union colleagues and
extra money would be made available because thewith other international groups to exchange good
spending plan said there could not be? That is crazy.practice, but that is not comparing London and
How can the Health Authority fund something likeNew York.
that?Chairman: We are not asking you to compare

(Mr Molan) I think if there was a particularLondon and New York but it would be useful to have
incident—a note on your researches because it would make our

report a lot more interesting if we knew what they 132. That is what we are talking about.
were doing and what lessons we could learn from (Mr Molan)—there would be an issue as to
them. whether the DoH could initially find the resources. If
Mr Davies: But I am interested in New York as they could not, there would be a possibility of the

well. Given their appalling experience on the ground Treasury providing money from the contingency
it would be surprising to learn that they are not ahead reserve depending on the local need, and the
of us and that there are lessons to be learned. Department of Health’s overall spare resources. For

example, the Department of Health does have an
unallocated reserve so there is some spare capacity
for special incidents. If it was a very pressing matterChairman
and money had to be spent to help people locally,

128. Just one point which I did not raise in my then obviously the Treasury could discuss with the
earlier questions; there was no time. In paragraph 20, Department the need to provide resources necessary
page 6, in the recommendations, it is recommended from the contingency reserve.
that the Department of Health should pursue
options for better knowledge management for
planning for and reporting on major incidents and Chairman
that this should include better collection and

133. So although Mr Crisp has done a lot moredissemination of good practice and a national
work and spent a lot more money after September 11,incident database. When can we expect to see these
you are saying he just has got to find that from withinimprovements in place?
his budget. That begs the question, Mr Crisp, what(DrHarper) We have been looking at this, the best
else are you going to cut to make up for the shortfall,type of database, for some time now. I would expect
or is there suYcient leeway?to see some results certainly by the end of the

(MrCrisp) There are two points, are there not? Thefinancial year. Part of the diYculty is identifying
first bit is what we did last year we managed to fundexactly what is required so that, looking to the
within our overall expenditure. The Treasury is quiteHealth Protection Agency at the start of the next
right. We have then subsequently had a spendingfinancial year, we have something that we are able to
review which was settling our allocation for the nexthand over to them because we would be looking to
five years and which was meant to deal withthe Health Protection Agency to have this
everything.responsibility in the future.

134. And you can reassure us of course that it does?
5 Ev 17–18 You can remain silent and take the fifth amendment.

We do not mind.6 Ev 17–18
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(Mr Crisp) I think we are extremely grateful for a Prime Minister’s statement, just how seriously the

public take these matters. We do not want to alarmvery healthy settlement within the NHS which will
enable us to make very significant improvements in the public. We have to do our duty to try and

encourage better and greater eVorts and I think youthis area and in our health services over the next few
years, and that is what we are going to use it for. yourself have acknowledged it and are now moving

it further up the agenda in your evidence today and,Chairman: Thank you very much, gentlemen, for
whilst there may be shortcomings, we look for someappearing in front of us. As Mr Steinberg said, this
major improvements. Thank you very much forreport did get a huge amount of national publicity a
appearing before us. We are very grateful.few weeks ago. I think it has shown, following the

APPENDIX 1

Supplementary memorandum submitted by the Department of Health

Question 21: What is the Department’s statutory duty in relation to emergency planning?

The Secretary of State’s duty to undertake health related emergency planning stems from section 1 of the
National Health Service Act 1977 which imposes a duty on the Secretary of State to “continue the promotion
in England of a comprehensive health service designed to secure improvement (a) in the physical and mental
health of the people of [that country] and (b) in the prevention, diagnosis and treatment of illness, and for
that purpose to provide or secure the eVective provision of services in accordance with this Act.”

Consistent with that general duty, other provisions of the 1977 Act give the SoS more detailed functions
and powers, including a power to direct Strategic Health Authorities and Primary Care Trusts to exercise any
functions of his, including health related emergency planning functions. The most relevant provision relating
to accountability is s17 which gives SoS a general power to direct health service bodies about the exercise of
their functions.

Under the National Health Service and Community Care Act 1990, Primary Care Trusts are able to
contract with NHS trusts for the latter to provide services relating to emergency planning, at the hospitals or
other facilities run by the trusts.

Question 30: What comment do you have in relation to the fact that the Ambulance Service cannot deal with
warm summer nights?

We believe Mr Trickett’s concern was prompted by a lengthy delay in responding to a 999 call at 0247 on
29 July in the Hemsworth area. As West Yorkshire Metropolitan Ambulance Service NHS Trust (WYMAS)
had no vehicle immediately available in that area, assistance was requested from the South Yorkshire
Ambulance Service (SYMAS) at 0251. Mutual assistance arrangements are in place between all ambulance
services but SYMAS was also experiencing similar diYculties at that time.

The first available ambulance was despatched but in order to provide faster help one-oV assistance was
requested from the West Yorkshire Fire Service whose fire crews are trained in resuscitation and carry a
defibrillator. The fire crew arrived at 0317 but could find no signs of life. The ambulance—which was sent
from Dewsbury hospital when it became available at 0311—arrived at 0327 and its crew confirmed that
regrettably the patient had died.

A subsequent investigation confirmed that emergency demand was higher than would normally be
expected for that time of day and that some operational crew shortages had also contributed to this
unacceptable delay. Due to the unpredictable nature of demand every emergency service finds that it has
insuYcient resources on some occasions, but its resource and deployment plans aim to keep those to a
minimum. As a consequence of this incident WYMAS has reviewed its cover against revised demand levels.

By definition ‘major incidents’ exceed the local resources immediately available to deal with them. An
eVective response therefore relies on special arrangements—particularly calling in oV duty staV, re-
prioritising routine work and invoking wider mutual aid arrangements. Occasional instances where demand
exceeds capacity are not therefore indicators that an ambulance service does not have the capacity or
capability to respond to major incidents.

West Yorkshire Ambulance Service generally performs well against national response time standards.
Experience in recent years has shown that its plans, procedures or resources are eVective in providing an
adequate and eVective response to major incidents.
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Question 36: Which PCT has become the lead PCT for the area in which Royal Berkshire Trust is a part, and
what responsibilities do the other PCTs still have?

The lead Primary Care Trust (PCT) that relates specifically to the Royal Berkshire Hospital is Reading
PCT. The PCTs within the Thames Valley Strategic Health Authority have developed a PCT Emergency
Planning partnership agreement to maximise joint working.

The Royal Berkshire Hospital recently took part in an exercise with the Atomic Weapons Establishment
involving a mock radiological spillage and rehearsed their decontamination procedures. This was favourably
reported in the Reading Chronicle on 10 October 2002.

Question 126 (i): What lessons have we learnt from, or are exchanging with, New York?

The Health Emergency Planning Department of the DH London Directorate of Health and Social Care
was represented in two oYcial visits to New York in November 2001 and 2002. The following points are
highlighted as key observations.

Health services in New York did not come under sustained or overwhelming pressure as a result of the
September 11 attack. It produced high numbers of fatalities. The majority of casualties sustained minor
injuries.

Had the Twin Towers not collapsed, much higher numbers of casualties would have been likely, many of
whom would have suVered severe burns. Bellevue Hospital in New York reported that it could create capacity
for up to 200 burns casualties through transferring suitable existing patients to non-trauma hospitals to
achieve this. Severe burns treatment capacity however is dependent on the availability of critical care facilities
as many of these patients require ventilation for long periods. Surge capacity for the treatment of severe burns
therefore needs to be set in this context and plans developed accordingly.

New York emergency services did not report having an agreed strategy for the joint management of the
scene of a major incident—unlike established practice in the UK, described in the Home OYce publication
“Dealing with Disaster”. During the last year, New York has strengthened its co-ordination of the response
to an incident through the OYce for Emergency Management (OEM). However, New York does not have
anything like the London Emergency Services Liaison Panel (LESLP).

This was established in 1973 and consists of representatives from the Metropolitan Police, The London
Fire Brigade, City of London Police, British Transport Police, London Ambulance Service and local
authorities. The group meets once every three months under the chair of the Metropolitan Police. Its purpose
is to ensure a partnership approach between all the relevant agencies in the planning for, and the response
to, a major incident of whatever kind. This could be anything from a terrorist attack to a natural disaster such
as a severe flood, which may occur within the Greater London area.

The main emergency response organisations in New York have adopted management software that allows
key information to be recorded during an incident in a common format and this may promote inter and intra
agency co-ordination and the management of critical information. Work has also progressed on the provision
of secure communications that allow the emergency services to talk to each other.

The Rand Science and Policy Institute and the National Academy of Sciences both reported on the
importance of front-line emergency worker safety. This translates into the need for quickly gaining control
of the disaster scene itself with eVective on-site safety management. Interagency training and exercises can
instil safety practices. The use of standardised and inter-operable equipment can improve the combined
emergency response.

Question 126 (ii): What are the great cities of the world planning and how are they going to cope?

The Department has been busy since September 11 contributing to an international dialogue on emergency
preparedness. This includes playing a lead role with a number of international bodies including the World
Health Organisation (WHO) and the G7 ! Mexico group as well as the European Union (EU) and NATO.

The structure of health services varies throughout the EU and this influences arrangements for the
management of major incidents and disasters in member states. This is reflected in the organisational
structure of planning and response at national, regional and local levels. The following examples of
arrangements in France, Germany, the Netherlands and Belgium are presented briefly to highlight points
of interest.

Civil protection arrangements in France are the responsibility of the Ministry of the Interior, which
manages the national rescue service, and the overall response to a large scale major incident or disaster. Local
responses are co-ordinated at the level of the Prefect drawing together the means of aid supplied by the
Gendarmerie, Police Force and Health Service. There is a national diploma in major incident medicine, the
“capacité de médicine de catastrophe’ which is mainly obtained by doctors working in the hospital emergency
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services and with the fire brigade. This point was noted when the head of the DH Emergency Planning Co-
ordination Unit visited the Paris Fire Brigade in January 2002 (which for historical reasons, along with the
Marseilles Brigade, is a military unit).

In Germany, the Federal Government complements the resources of the 16 Länder (states) in the areas of
fire protection, health and welfare and Nuclear, Biological and Chemical (NBC) protection. The country has
suVered extensive flooding during the last year and a high speed train rail disaster in 1998. The German system
relies on close collaboration between the private and public sector and there are many private associations
involved in the management of major incidents that are recognised by the State. These include major
healthcare providers such as the Deutsches Rotes Kreuz (German Red Cross) which run hospital and
ambulance services. The airborne unit of the Federal Border Police (BGS) can be called upon to provide civil
protection helicopter cover and the Federal Army can also be called upon for assistance, as happened during
the recent floods. In the 1998 rail disaster, over forty helicopters operated in the vicinity of Celle transporting
casualties to hospitals. This posed challenging conditions for pilots to avoid collision but meant that some
patients could be flown 250km to specialist units in Hamburg and Kassel, relieving pressure on local units.
DH senior oYcials have developed close working relationships with German emergency preparedness
counterparts during 2002.

There are many features of the health service in the Netherlands that are similar to the NHS e.g. the role
of general practitioners. Financing of the system is diVerent, however, and is through an insurance
mechanism. The project for Medical Assistance in Accidents and Disasters has led to enhancements in the
organisation of medical assistance. Major incident and disaster planning involves the 26 regions. The regional
medical oYcial is responsible for planning and bringing together public health, primary care, hospital and
ambulance services to achieve this. Co-ordination at a major incident scene involves a medical and an
ambulance service co-ordinator being sent to the scene. This is similar to the response within the NHS
whereby an Ambulance Incident OYcer and Medical Incident OYcer are despatched to the major incident.

The approach to major incident planning and response in Belgium attempts to retain flexibility e.g.
regarding mobilising personnel and resources, whilst also placing clear expectations on healthcare staV to
fulfil legally defined missions. The Belgian health system is based on private healthcare provision, mainly
funded by a National Insurance mechanism. Thismeans that there are many healthcare providers e.g. in 1999,
there were at least 25 ambulance services and 15 hospitals serving Liège (which has about 1 million
inhabitants). These have to operate together in the event of a large scale major incident. At the national level
the Ministry of the Interior is responsible for co-ordinating the entire rescue services, but in the provinces,
governors co-ordinate the response of the lower tier of planning led by burgomasters (mayors).

In a wider context, the Department has continued to play a full part in the EU High Level Committee on
health security. This has a programme of co-operation on preparedness and response to biological and
chemical agent threats and DH is considered to be a leading player within this. The Department’s Chief
Scientist is leading work on chemical incidents and key contributions are also being made in other areas.
These include the development of rapid alerting methods for member states regarding attacks and threats and
the creation of appraisal and modelling tools to gauge the possibility or probability of spread of disease or
contamination.
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