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PATIENT NUMBERS / TYPES:

Incident Impact Assessment Model

ACTO

SAFETY: SERVICES, PUBLIC OR OTHER

This risk should reflect the actual or
potential number of patients
involved and the ability to manage
the incident.

Whether an inner cordon has been
established by LFB will inform the risk
associated. STEP 123, staff fatigue,
building structures, weapons etc will
inform this rating.

NEED FOR SPECIALIST ASSETS

MEDIA OR REPUTATION SENSITIVITY

Specialist assets are attending or
actively in use, such as HART, LAA
(HEMS), Decon, Public Order/MRT,
Central Ops.

One of these = medium assessment
(min.)

Where an incident or event occurs that
may, does, or will attract media
attention or pose a potential exposure
of the Trust. These may include
transportation network incidents,
firearms, clinical incidents, VIPs,
‘celebrities’.

PROTRACTED : LIKELIHOOD

RESOURCE FACTORS

RESOURCES : VOLUME
REQUIREMENTS

Incidents such as fires, entrapments,
hostage, HAZMAT or CBRNe, hostile
activity

Where the incident requires multiple
core resources or that will tie up
specialist assets for exceptionatl
periods of time.

Step 1]

R O
—~—PATIENT NUMBERS / TYPES:

Incident Impact Assessment Model 5

O O A

SAEETY: SERVICES, PUBLIC OR OTHER

(HIGH ) MEDIUM Low

@GD MEDIUM LOW

D FOR SPECIALIST ASSETS

MERIA OR REPUTATION SENSITIVITY

HIGH ) MEDIUM LoW

(HIGH ) MEDIUM LOW

RESOURCE FACTORS - TAKE THE

PROTRACTED : LIKELIHOOD

fy——

HIGHEST SCORE FROM THIS AXIS

RESOURCES : VOLUME
_~—~~_ REQUIREMENTS

NHS EXISTING OR FORSESEEABLE
PRESSURES

[9POIAl JUSLWISSAsSY 1oedwi] JUapiduj

LAS: EXISTING OR FORESEEABLE
PRESSURES

Where hospital delays are evident or
likely, such as winter pressures or
where the specialist units, such as
Major Trauma Centres are under
pressure.

Consider REAP level, DMP level,
operational demand and resourcing or
other known pressures that exist at
the time.
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RECORD INCIDENT ASSESSMENT - REVIEW REGULARLY
TIME LEVEL TIME LEVEL
CONTINOAY —=> HICH .
ESCALATION BASED ON INCIDENT IMPACT ASSESSMENT
38
= ot —
£ 2 |MEDIUM  [Request EOC to notify LAS Tactical Commander
m w»n
LOowW LAS Operational Commander to continue to manage
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Incident Impact Assessment Model

PATIENT NUMBERS / TYPES:

O
SAFETY: SERVICES, PUBLIC OR OTHER

This risk should reflect the actual or
potential number of patients
involved and the ability to manage
the incident.

Whether an inner cordon has been
established by LFB will inform the risk
associated. STEP 123, staff fatigue,
building structures, weapons etc will
inform this rating.

NEED FOR SPECIALIST ASSETS

MEDIA OR REPUTATION SENSITIVITY

Specialist assets are attending or
actively in use, such as HART, LAA
(HEMS), Decon, Public Order/MRT,
Central Ops.

One of these = medium assessment
(min.)

Where an incident or event occurs that
may, does, or will attract media
attention or pose a potential exposure
of the Trust. These may include
transportation network incidents,
firearms, clinical incidents, VIPs,
‘celebrities’.

PROTRACTED : LIKELIHOOD RESOURCES : VOLUME

REQUIREMENTS

hostage, HAZMAT or CBRNe, hostile
activity

Incidents such as fires, entrapments,

Where the incident requires multiple
core resources or that will tie up
specialist assets for exceptional
periods of time.

NHS EXISTING OR FORSESEEABLE
PRESSURES

LAS: EXISTING OR FORESEEABLE
PRESSURES

likely, such as winter pressures or
where the specialist units, such as
Major Trauma Centres are under
pressure.

Where hospital delays are evident or

Consider REAP level, DMP level,
operational demand and resourcing or
other known pressures that exist at
the time.

Incident Impact Assessment Model
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oG9y INVH1IN

METHANE Report

LAS Command Role Allocation

1st Report OB 255 .

Time:

2nd Report

Time:

Role Name, Rank &
Time Commenced Role

Name, Rank &
Time Commenced Role

Gold (Remote)

Significant Incident / Major
Incident. Or omit if not

AEEAD

Significant Incident / Major
Incident. Or omit if not

Silver (Remote)
Incident Commander

hALCENTE
IONNCATA -

Tactical Advisor (Remote) | (ETF— (TNCT|

1 «Z =

Femaley €D

) LOCIeTONR]
O&.’Dj 1.

Exact Location of Incident

Exact Location of Incident

Bronze Medic P
Scene Commander

Bronze Parking

Bronze Safety

Bronze Equipment

Type Of Incident
Include descriptions of numbers and types of
buitdings/vehicles involved

e

Type Of Incident
Include descriptions of numbers and types of
buildings/vehicles involved

Bronze Sector 2

Bronze Triage (SIEVE) | TR (e 4l

Bronze Extraction Hpge o

Hazards
Present and Potential

Hazards

Present and Potential

Bronze Patient Liaison

Bronze Clearing

Bronze Triage (SORT)

e .

BPns, Fee,

oK E (INH,

BULDN_ G CULARE
Access

Provide details of the best access and egress
routes

A= ARSIT

Provide details of the best access and egress
routes

Bronze Loadind@)euf\v&‘ m mg

Bronze Sector
{As Required)

uonedo||y ajoy puewwo) Sy

Bronze Triage (SIEVE)

Number and Type of Casualties
P1/P2, P3 and Dead

X A PSS

Number and Type of Casualties
P1/P2, P3 and Dead

Bronze Extraction

Bronze Patient Liaison

Tactical Advisor (Scene)

Incident Support Officer

Emergency Services

Who is on scene, who is required
Share your report with other agency
commanders

DWAL XITO

Emergency Services

Who is on scene, who is required
Share your report with other agency
commanders

Command Support Team

Medical Advisor

CCS Medical Lead

5

ontinue to provide updated report to Red Base at least every 30 minutes

Brief staff as they are appointed - Ensure they use the Action Cards
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Decision Making Log

Decision Log
Number 1

Date & Time of
Decision

OB 20 =44,

| Information and

[What happened?
What do we know
so far?]

Al K\ + SCCTOR EEA
intelligence VW‘G DO j %{_7' /T-

Where can | get it
from? What could

bl /<5, CLEae DISTEESED AL

r i Wl O\VAUUNATE ALCES/cores SHET.

STt O /STIINCE THAT (S INCEIAGLE S

Ll <+ CT)RLLE . INHERE 2e I NOpN
moror> [

SITUATELD NICaD
go wrong?] / GC'/ 77 WM“' « |7 ﬂO&S/\fl/é

3) Consider Powers

807 Sunje uoisidaqg

Procedures

Policies & M% 5 p@,\/@g

LAS MANGA

contingencies

NS
Al LUTY .
P ewid |- WA

Rkl /. | \/Z/ ACTTVE OUT OF ConTiEdl 171ec,

What options are 8,{6),{’6/ 'TC}(//\S / /\/ ﬁm 3 %EELS =

open to me?

Consider immediacy |ad STﬂL’/ WH—EZ{ [/\}é ﬁ'ﬁé .

of any risk/threat,

limits of information [ MC“\/€ FIAQWC‘:C &CA’L .

etc]

ALl ST R eD WHEPE NE WS NEAZ.
Record the decision ﬂz"ﬁ-«”\fﬁ” C)]& F73 I/’\H“IKKE. 6&23
%&W@AOT@A%/M&W
‘ e CGJ/ TEE
MEaNT ACEL . DMAS QOLIECT Ficd
ﬂmcw @/LCC[C‘U\J &N

el 27 )

TP SN A

s veziv Eéur%\f'

LAY |1

‘ Name of Person Making Decision

Name of Person Recording Decision

Y

a&% 'f“”%“i‘i

NG .

Decision Making Log

Decision Log
Number

1) Gather

Information and
intelligence
[What happened?
What do we know
so far?]

2) Assess risks &
Develop a working
strategy

[Do I need to take
action immediately?
Do | need to seek
more information?
Where can | get it
from? What could
go wrong?}]

3) Consider Powers
Policies &
Procedures

4) Options &
considerations
What options are
open to me?
Consider immediacy
of any risk/threat

etc]

5) Decision &
Rationale

Record the decision
made and the
rationale

6) Review what
happened

2 [ 05 40 15+

CHI03 s /Ox DMAS |
o eGuand TO HELD /NG z‘lkﬁﬂm

BT HAMAELS I TTH HASF [0 Q.
I N SECTEE Z.!—H //5'

limits of information [ t ( /¢ QO .

HAD DISCuss: oAl WITH HEMS +
| THiIinNkK EPGH e Y22 +
BEONE FREILING - @ PTS
IN CCS, 5 C/VaN 7O US
N /%C,GS ~ ( FR LoD FIRID

2 N BO/CDING
%/%2) /C\—;V{I;Ec/ LR q—f—m:af

NOAE GHAISTED .
' g\{al HIE .Ur_,_éé):l

TAARNAT TV

"

8?1 Sup|ew uoIs|d

kKeer Al |15
- NECTOATE NOMBERS TOEE
;chg%éb.

CAVE I BACH IO CHITS .
SILVaEZ, ONKYON THE
RAasis THAT | Was CUAGA TEED

| AAILED jATE £ TUE N OF NUNBEES

SHOULD A TH IV
AT A/—f'rmﬁ?’,?/ i Cpphaa e

/& HAW DED RACK

Name of Person Making Decision M ' C_@LM i

Name of Person Recording Decision M « (¢ ,/\_,L/E[_jé
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Vehicle Movement Log

Call Fleet | Arrived | Depart | Crew Names & ISSI | Casualties
Sign | Number
Incl Skl Level

Casualty Tracking

Triage Time Seen Time Left Transport | Transported
Category Call Sign To
1230

;7
/ Q
7
1 =
s —
/] <
q
Q)
(@]
A,
= i o i :
sl Y, oa

807 JUBWIANOIA BIY3A

AN
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Multi Agency Contacts

Agency and Role

Name & Time

Contact Number / ISSI

Bsics .

A AT

DI S5D

P

/

>
Time of Next Location / Type Attended By Red Base
Meeting Updated
//
il
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After Action Review Guidelines

Debriefing is a subsequent examination of the incident and is necessary to:

«  (Critically examine the incident

»  Record successful actions and techniques, for inclusion in future plans and
training

. Evaluate what went wrong, so that it won’t happen again

«  Solicit suggestions for improvement and consider valid criticisms

o Identify any need for welfare assistance or support, and provide that assistance

if required. LINC counseliing NG, - > TGN

After Action Review Key Features

. Held immediately after the incident response, event or exercise

. Allows a rapid ‘off-load’ of a variety of issues and concerns

. Should address key health and safety issues

«  Provides an opportunity to thank staff and provide positive feedback

«  May be facilitated by a number of people from within the organisation

« A number of After Action Reviews may be held within an organisation
simultaneously following an incident

. Each department/unit may wish to hold their own hot debrief to identify key
Issues within their locality

It is important to explain that this is a quick and dirty process aimed at gaining the
immediate concerns or issues that could be classed as dangerous if not rectified
immediately. If this is a large incident then an organisational structured debrief will
be held by EPRR at a later date.

Conducting an After Action Review
«  Should take place as soon as possible after the incident.
«  All who played a key role in the incident should be present

. Keep a record of those who attended the After Action Review

SaUI|apIND M3IINDY UOKIY JYY

o  Open the AAR with a Thank you to all involved and provide any additional
information received about the incident.

. Discuss what people expected to happen, based on information available,
training and procedures

o  Discuss what actually happened

»  Discuss any differences between expectations and what actually happened

. Discuss the main learning

Thank those involved for their honesty and offer welfare and support — Linc scheme,
TRIM practitioners, counselling, Employee Assistance programme

Record the details and submit all logs to Department for Emergency Preparedness
Resilience & Response

18
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After Action Review Record Sheet

Cad Nuimber Location

NonTE .
NONE

Date & Time

Chaired By:

Those Present:

Details of Incident

CATASTROAHIC INCIDENIT .

QU g CAME BACIL [NTD INDRL AFEZ
A CETTING HOME 0D 1215 for 19C0,

SHIULD HAVE. BEN Sitod “DOWN)
( NHILE TEAD AND HAD A WNELIACE
DC“BEZI&F JﬁcL MY (.,C f\.C{’;‘}L (/\Eiuf;;gﬁ
B

LLT Det ui NT luCEAGE £ HOPC 00

Rist.. DIDNT gecc YoNALSE HOWD
T\““?\ FEeect NG-GE HELD ExHAUSTED
WAS.

A MA@& 3@ THPE CF 1INCIDERST

What did happen ?

——

-_ i

. T g = —
Was it different ? If so why

NAS NOT A NELEEE DEBREICHE .
NS COMNODUCTED Lot tH THE PEST
| Nen§T oM

What is the main learning for

future incidents ? U\ﬁ;ﬁa’& pLﬁM Q/(T , N 2 ACE
TO B¢ ADDEPTD THE
WOD pAacee S
SOMECNE. HELD Q&‘Fbwsw:m
Tl AL STAFP SWARP OUTS A
Return Completed Report to EPRR
Hepua & IWNELUIBET NG,
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Metropolitan Pollce Station
Exhibit No. Cust No. Serial No.

mac/ 1 MPSZ13185431

Ex. Book No. ocu: Other Stn. Ref. | Lab Ref. No.
204/1»
Description of exhibit: ....Q¢Ision. log. o Macla.......
......... Conyers... from... Goeagell. Tawer. 2082 6AS...
.;...A.(....E.q.qb.....:L;.a;..uzx)..:....C.gpy ...........................................

Taken by: ._0¢....Langden Date:.A3......18... Time: 1510, ..

Sealed by:...Q.(«......(:R.’.'gé:t\.........Date: 13.°% 1%, Time: IS0

1 IDENTIFY THIS EXHIBIT AS THAT REFERRED TO IN
MY STATEMENT

Signature: /téfd(é&/baﬁ

Signature(s) ({Epﬁditional witness(es)

MP 1404/04 " MPSZ13185431 Form 4208

NN MRV
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