


















 
 

 

unscheduled care. This related to the number of patients waiting 
more than 12 hours in ED for admission. JH added support would 
be provided by the Emergency Care Improvement Support Team 
(ECSIT) before the winter. 
 
JH stated the Trust was in the process of implementing a number 
of actions to support the delivery of the agreed financial plan 
following an external Cheshire and Merseyside ICS review of all 
providers. JH added the Trust was exploring with PWC and the 
ICB options for additional support.  
 
JH explained in line with guidance from the Joint Committee on 
Vaccination and Immunisation (JCVI) from mid-September all 
those pregnant will be offered the Pertussis vaccine and the RSV 
vaccine from 28 weeks.  
 
JH referenced that the Wirral Research and Innovation Centre 
had launched at Clatterbridge on 12 September. JH stated this 
was a positive achievement and would support the Trust further in 
delivering the research and innovation agenda.  
 
JH highlighted the Darzi Review, an independent investigation of 
NHS in England, had been published and a detailed report would 
be presented later in the meeting.  
 
JH summarised the recent meeting of the Cheshire and 
Merseyside Acute and Specialist Trust Board (CMAST) on 6 
September, noting a key area of discussion was CMAST Annual 
Plan which outlined the main achievements for 2023/24 and 
priority areas for 2024/25. JH added during the meeting there was 
also an update on the system financial position and the measures 
to increase greater financial grip and control. 
 
LD queried about the key achievements from a CMAST 
perspective during 2023/24. 
 
JH stated the delivery of the elective recovery programme, which 
was a key collaboration of system partners to reduce the overall 
waiting list and winning the HSJ award for Provider Collaboration 
of the Year. 
 
LD commented these successes would be good to communicate 
with members of the public and stated greater visibility of those 
would be welcomed.  
 
JH stated successes were regularly communicated in the news 
bulletin and on social media. JH agreed to feed this back to the 
next CMAST meeting about the publication of good news stories 
with members of the public.  
 
The Board NOTED the report. 
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8 Lord Darzi Independent Investigation of the NHS 
 
MS provided a summary of the report, indicating in early 
September the Darzi Review, an independent investigation of 
NHS in England, was published after being commissioned by the 
Secretary of State for Health and Social Care in July.  
 
MS highlighted the review undertook a rapid investigation of the 
state of the NHS, assessing patient access, quality of care and 
the overall performance of the health system. 
 
MS added the report includes detailed findings and the key drivers 
of performance as well as a number of themes on how to repair 
the NHS.  
 
Members discussed the report and acknowledged the findings 
and conclusions would be used to form the next NHS 10 Year 
Plan, due for publication in 2025. 
 
The Board NOTED the Lord Darzi Independent investigation of 
the NHS in England Report. 

 

9 Board Assurance Reports 
 
9.1) Chief Finance Officer Report 
 
MC reported at the end of August (month 5) the Trust was reporting 
a deficit of £14.7m, an adverse variance against plan of £5.0m. MC 
added there was significant risk to the Trust delivering the agreed 
annual deficit of £16.3m which is being managed through an NHSE 
process supported by PWC. 
 
MC set out the key drivers of this forecasted variance and the 
internal risks to achievement, including full delivery of elective 
activity, CIP, maintaining expenditure on urgent care within planned 
levels and delivering planned integration benefits.  
 
MC highlighted the Trust remained fully engaged with the NHSE 
and ICB finance review to plan actions to reduce expenditure to 
mitigate against these risks, noting full implementation of these 
actions would reduce the unmitigated forecast deficit to £23.3m 
 
MC provided an update on the statutory key financial risks for 
month 5, noting the RAG rating for each, highlighting that financial 
stability, agency spend, financial sustainability and financial 
efficiency was rated red, and capital was green. 
 
MC stated cash RAG rating was amber, explaining that the Trust 
would receive deficit funding of £9.668m and that this would be 
reflected in a revised plan submitted to NHSE. 
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the standard of 75% and continued to maintain progress for 62 day 
treatment/waiters and 104 day long waiters.  
 
NS reported the DM01 performance standard was 96.1% in July 
and highlighted there were challenges regarding increases for 
endoscopy and Dexa scanning.  
 
NS reported in August type 1 unscheduled care performance was 
43.83% and remains a significant challenge. NS stated the Trust 
with Wirral Place system partners have agreed four workstreams 
to improve performance. NS added the review carried out by Aqua 
would be shared with the Finance Business Performance 
Committee in October.  
 
NS stated ambulance handover performance continues to be a 
high priority for improvement and in August performance was back 
in line with other Trusts in Cheshire and Merseyside. 
 
NS reported the number of patients not meeting the criteria to 
reside at the hospital remained low, however, the demand for 
patients attending the ED with mental health conditions remained 
at lower levels than previously. 
 
The Board NOTED the report. 
 
9.3) Integrated Performance Report 
 
NS highlighted the number of patients recruited to NIHR studied 
remained below Trust trajectory and the Research and Innovation 
Team continued to have a strong focus on improving the position.  
 
SI queried about the Research and Innovation Strategy KPIs and if 
these could be shared with the Board to understand overall 
performance.  
 
NS stated KPIs were in place and work remained ongoing to ensure 
the KPIs were well defined. NS agreed to provide Board with 
greater visibility of performance against those KPIs.  
 
SW reported there had been a reduction of C Diff on the previous 
month and this was encouraging. SW added there had been good 
engagement from high prevalence wards with best practice being 
shared from wards with lower cases. SW explained following a 
mattress audit 50 mattress had been replaced.  
 
SW highlighted the number of 1 level informal concerns was above 
threshold and the number of formal complaints received was in line 
with Trust target. 
 
DS explained mandatory training compliance continues to be 
achieved at 93%. Sickness absence remains above target at 6.17% 
and is an area of concern. The top three reasons for absence for 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dr Nikki 
Stevenson 
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CC queried if the 40 working day performance metric was realistic 
and if it was right to have this metric if it was not being achieved.  
 
NS stated the reason for the delay was due to the time taken for 
Divisions to provide full, detailed, and evidenced responses. NS 
added the Patient Experience Team regularly kept individuals up to 
date on the progress of their complaint.  
 
JH suggested reviewing this performance metric and to move 
towards a timescale based on the complexity of the complaint.  
 
NS agreed to consider if the 40 working day performance metric 
remained suitable and provide an update on the outcome at the 
next Board meeting.  
 
RM queried about the involvement of Healthwatch in Trust activity.  
 
NS stated Healthwatch were involved in some areas of the Trust 
activity. NS added Healthwatch were previously invited to observe 
Quality Committee prior to the pandemic but agreed to extend an 
invitation to future meetings.  
 
The Board NOTED the report. 

 
 
 
 
 
 
 
 
 
 
 
Dr Nikki 
Stevenson 
 
 
 
 
Dr Nikki 
Stevenson 

12 Safeguarding Annual Report 
 
SW provided an overview of the report, summarising the national 
and local context for safeguarding and the current Trust position. 
SW added the Trust continued to meet its statutory obligations 
and national safeguarding standards.   
 
SW highlighted the various safeguarding activity undertaken 
including progress made against the objectives set out in the 
2023/23 Safeguarding Annual Report.  
 
SW explained the Trust safeguarding priorities for 2024/25, noting 
this included the roll out of the Oliver McGowan mandatory 
training which had already launched and had a good completion 
rate.  
 
LD queried about the safeguards in place for human trafficking. 
 
SW stated this was a key component of the Protecting Vulnerable 
People mandatory training.   
 
The Board NOTED the report. 

 

13 Managing Conflicts of Interest Update 
 
DM summarised the report, explaining 1550 staff were within the 
categories outlined in the Trust policy, and 1147 of those have 
completed their annual declaration for this financial year.  
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SI reported the Committee received three internal audit reports, two 
were of substantial assurance and one moderate assurance 
opinions.  SI added the Committee were provided with the Audit 
Tracker and noted good progress continued to be made embedding 
audit recommendations.  
 
The Board NOTED the report. 
 
16.2) People Committee 
 
LD explained there were numerous workstreams as part of the 
People Strategy which were intended to deliver positive outcomes. 
Committee looked forward to seeing the impact of this work to 
ensure it was making the intended difference.  
 
LD stated Committee were updated on the rise in race related 
employee relations cases following the recent civil unrest during the 
summer. LD added the relevant HR team were monitoring these 
and any future related cases closely.  
 
LD highlighted the Committee discussed the Safe Staffing Report, 
noting the ward based nursing acuity review was overdue by 12 
months. LD set out the reasons for the delay and indicated the 
Chief Nurse expected the results of the review to be ready for 
December at the earliest.  
 
The Board NOTED the report. 
 
16.3) Research and Innovation Committee 
 
NS stated she and Chair had given apologies for this Committee 
meeting and SR, the meeting Chair, was not present to provide an 
update on the meeting.  
 
The Board NOTED the report. 
 
16.4) Quality Committee 

 
SW reported the Committee discussed the ongoing concerns 
regarding C Diff and the focussed work of the Infection Prevention 
and Control Team to reduce cases within the hospital. SW added 
good progress had been made to focus on C Diff rates in the 
community through the work of the Wirral Place Quality 
Performance Group, noting a four pillar plan was being developed 
with Wirral system partners.  
 
SW explained a recent national quality audit report showed the 
Trust was achieving lower reported delirium screening rates than 
expected. SW added this continued to be monitored and plans 
were in place to address this. 
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SW highlighted there remained three overdue risks on the Care 
Quality Commission action plan and Committee requested further 
assurance on the residual risks for each.   
 
The Board NOTED the report.  

17 Questions from Governors and Public 
 
SH queried about the BBC News article regarding the North West 
Ambulance Service (NWAS) paramedic concerns about the delays 
in ambulance handovers.  
 
DS stated at the time this media enquiry had not provided the 
complete detail to allow the Trust to respond fully. DS added the 
Trust was developing its winter plan and this would be 
accompanied by a comms plan.  
 
NS explained the Trust aimed to release ambulance crews as soon 
as possible to ensure patients were cared for within the Trust. This 
resulted in corridor care which was considered lower risk than 
unattended patients in the community.  
 
NS added the Trust also had a good relationship with NWAS and 
representatives from both organisations were scheduled to meet in 
due course.  

 

18 Meeting Review 
 
No comments were made.  

 

19 Any other Business 
 
No other business was raised.  
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Action Log 
Board of Directors in Public  
6 November 2024 

 

No. 
Date of 

Meeting 

Minute 

Ref 
Action By Whom Action status Due Date 

1.  2 October 
2023 

4 To provide further information in 
relation to how end of life patients 
can access the numerous end of 
life services 

Jo Chwalko Complete. Briefing note appended to 
action log. 

November 
2024 

2.  2 October 
2024 

9.3 To provide greater visibility of 
performance against the research 
and innovation KPIs 

Dr Nikki 
Stevenson 

Complete. KPIs are to be discussed 
at the Research and Innovation 
Committee and visibility of 
performance will be included in the 
chairs report.  

December 
2024 

3.  2 October 
2024 

11 To consider if the 40 working day 
performance metric for complaints 
remained suitable and provide an 
update on the outcome at the next 
Board meeting 

Dr Nikki 
Stevenson/Sam 

Westwell 

Complete. The Medical Director and 
Chief Nurse have discussed the 
performance metric in different 
forums and a decision has been 
made not to amend the metric, but to 
agree a target of >=80% response 
rate within 40 days.  

November 
2024 

4.  2 October 
2024 

16.4 To extend an invitation to 
Healthwatch to observe future 
Quality Committee meetings 

Dr Nikki 
Stevenson 

Complete. Healthwatch invited to 
future Quality Committee meetings. 

November 
2024 
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Response Meeting report and investigate under the PSIRF to identify learning and 
improve patient safety. 
  
There was one Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations (RIDDORs) reportable events reported in September. All RIDDORs 
reportable events are subject to a Health and Safety Local Review investigation to 
ensure causes are identified and to ensure improvements are made to reduce the risk 
of a similar event occurring. 

1.2  News and Developments 
 
Visit from Matthew Patrick, MP for Wirral West 
 
The new MP for Wirral West Matthew Patrick visited the Trust on 27 September and 
during his visit we discussed the innovation work happening across the organisation. 
Matthew also had a tour of the Transfer of Care Hub at Arrowe Park Hospital, which 
has significantly reduced the number of patients in hospital who no longer require a 
hospital stay, ensuring patients are home or back in the community as soon as they are 
fit and well. 
 
Visit from Chris Hopson, NHS England Chief Strategy Officer 
 
The Trust also welcomed Chris Hopson on 25 October. During his visit he received a 
tour of the Clatterbridge campus, including the Cheshire and Merseyside Surgical 
Centre and Community Diagnostic Centres. Discussions also took place surrounding 
the Wirral System Review and the integration opportunities to improve patient care. 
Following this Chris received a tour of the Urgent and Emergency Care Upgrade 
Programme (UECUP).   
 
Launch of Change NHS: help build a health service fit for the future 
 
On 21 October NHS England launched a national engagement exercise to develop the 
next 10-Year Health Plan and to deliver an NHS fit for the future. In September, Lord 
Darzi published his independent review of the NHS, which was intended to start an 
open and honest conversation about the state of our health and service and the 
reforms needed. 
 
Over the coming months, NHS England want to hear from staff and patients to help co-
design the new 10-Year Health Plan. There is a national portal found at 
www.change.nhs.uk to share experiences and ideas. A series of face-to-face 
engagement events will take place across the regions early next year.  
 
Emma James Wins RCN Impact Award 
 
Emma James has been awarded the 2025 RCN Impact Award. Emma received a grant 
from the Royal College of Nursing (RCN), which allowed her to study the CPCAB Level 
3 Certificate in Counselling Studies. Upon completing the course, Emma submitted a 
report to the RCN detailing how she utilised the grant, what she learned, and how she 
has applied these new skills in her role. 
 

Overall page 22 of 122

http://www.change.nhs.uk/




   
 

two programmes in the portfolio reporting red, three reporting amber and the rest 
reporting green. 
 
The Board also received an update on Unscheduled Care Improvement Programme. 
The programme has been refreshed and continues to make significant progress 
delivery and improve patient experience for Wirral residents.  
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CQC Domain : Use of Resources CQC Domain : Use of Resources
Sep-24 Sep-24

-£12.5m £7.5m
Variance Variance

Position worse Position worse
than plan than plan

Target Target
-£5.2m £11.2m

CQC Domain : Use of Resources CQC Domain : Use of Resources
Sep-24 Sep-24
£4.8m £1.4m

Variance Variance
Position worse Position worse

than plan than plan
Target Target
£5.0m £1.6m

CQC Domain : Use of Resources
Sep-24
3.20%

Variance
Position not worse

than plan
Threshold

3.2%

Chief Finance Officer
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Risks to position 
 
The main risks to the I&E position are: 
 

- The Trust fails to fully deliver the recurrent Cost Improvement Programme. 
- The Trust fails to fully deliver the Elective Activity plan. 
- The Trust fails to manage urgent care expenditure within planned levels.  
- The Trust fails to fully implement the approved mitigation plan. 

 
Actions: 

- Full identification and delivery of CIP schemes. 
- Maximising elective capacity and recovery. 
- Urgent care improvement plan. 
- Full delivery of agreed mitigation plan. 
- Each division to be set a control total for H2. 

 
 

Cumulative CIP 
Narrative:  
 
The Trust has transacted £7.5m of CIP at M6 which is £3.7m behind plan. The Trust has risk adjusted our CIP forecast to recurrent £19.5m with a full 
year effect of £26.3m, an in-year shortfall against (recurrent) target of £9.4m and a recurrent gap of £2.6m  
 
The Trust does not classify non-recurrent underspends as CIP but the forecast under-delivery of CIP is fully mitigated by non-recurrent underspends. 
 
Risks to position: 

- That the gap between target and identified schemes is not reduced. 
- That the momentum on delivery of schemes is not sustained. 
- That the capacity of the Trust is not sufficient to deliver across all improvement agendas.  

 
Actions: 

- Continuation of the Productivity and Improvement Programme.  
- Implementation of the Board approved mitigation plan which includes acceleration of enhanced controls over variable expenditure. 
 
 

Elective Activity 
Narrative:  
The Trust delivered elective activity to the value of £8.2m in M6 and £50.8m YTD, an adverse variance of £8.9m for the year. This is primarily driven by 
underperformance in respect of the Cheshire and Merseyside Surgical Centre (CMSC), a shortfall of elective and day cases in Surgery and by a lower 
case mix within the Division. 
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Narrative:  
The cash balance at the end of M6 was £1.4m.  Although this position is in line with plan, the reduction in the cash balance has a direct impact on the 
Better Payment Practice Code (BPPC) performance by volume and value.  The year-to-date position of bills paid within target stands at 74.5% which is 
20.5% lower than the national target of 95%.  In M6 the Trust paid 47.1% of invoices received within the BPPC timeframe.  
 
The Trust has applied for cash support for Q3 (£4.0m) and further cash support will be required in Q4 (£13.5m). 
 
 Risks to position: 

- Management of the cash trajectory is impacting BPPC performance. 
- Failure to achieve the full recurrent CIP plan would mean that the cash trajectory cannot be achieved. 
- The low level of cash headroom that the Trust is working within increases the impact of any delayed payment of income due to the Trust. 

 
Actions: 

- Continued daily monitoring and forecasting of the Trust cash position and PSPP performance. 
- Monitoring and escalation of any aged debt delays. 
- Discussions with ICB around mitigations for cash position and process for applying for cash support. 
- Submission of request for additional cash support from October 2024 (Q3) 
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Governance journey 

Date Forum Report Title Purpose/Decision  

This is a standing report to Board 

 

1 Introduction / Background 

1.1 As with all acute providers there is a significant backlog of patients waiting for elective 
treatment following the impact of the Covid-19 pandemic.  
 
WUTH has full visibility of the volume of patients waiting at every point of care, enabling 
robust recovery plans which are reviewed on a weekly basis at the executive led 
Performance Oversight Group.  
 
Urgent and emergency care performance remains a challenge, and there is an internal 
improvement plan with steps to improve waiting time performance with a significant 
increase in internal scrutiny to ensure delivery of timely ambulance handover. The Trust 
has also been supported by AQuA on improving the 4 hour performance standards and 
there are clear steps in place to improve to achieve the year end trajectory agreed with 
NHS England.   
 

 

2 Planned Care 

2.1 

 
 

 
 
 

 
 
 

 
 
 

Elective Activity 
 
In September 2024, the Trust attained an overall performance of 99.04% against plan 
for outpatients and an overall performance of 92.73% against the plan for elective 
admissions, as shown in the table below:  
 

 
 
The Trust underachieved plan for both outpatient new appointments and elective 
inpatients / daycase.  
 
The under delivery of new appointments was seen across Surgery and Diagnostics and 
Clinical Support.  Surgeries under delivery was related to Upper GI where there was 
shorter new patient waits and capacity converted to support follow-up pressures and 
vacancies in Orthopaedics. DCS under delivery related to vacancies, with activity 
subsequently seen to start to increase. 
 
Under achievement of plan for elective inpatients / daycase activity at Divisional level is 
largely attributed to Surgery, with underperformance in Orthopaedics relating to the 
surgical centre plans, sickness and theatre staffing and Urology where there was a 
reduction in additional activity and sickness.  
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3.2 Transfer of Care Hub and No Criteria to Reside (NCTR)  
 
The number of NCTR remained at an average of 115-120 patients in September, which 
is 30 patients away from the target. Some of the challenges faced by the Transfer of 
Care Hub (ToCH) relate to patients requiring more complex support on discharge, such 
as high levels of care packages or placement in care homes requiring higher nurse to 
patient ratios. The Trust is leading on identifying the capacity and needs required by the 
system to meet the targets for each discharge pathway (pathways 1-3). Local authority 
and community trust colleagues are focusing on how to reduce the number of NCTR 
patients in line with the trajectory. 
 
ToCH is also focusing on how patients can be discharged at the lower level of 
additional care, which should reduce the number of patients waiting on pathways 2 and 
3 and move them onto pathway 1.  
 

 
 

3.3 Mental Health 
 
Demand for patients presenting to the ED with mental health conditions remains high, 
with peaks and troughs in demand for admission to specialist mental health beds. 
 
Due to the increasing number of patients who have NCTR within an inpatient mental 
health bed, there have been long waiting times for patients with regular escalations 
through to the ICB.  
 
The Trust is currently working with the mental health provider to develop a workforce 
model that includes RMNs for the new mental health rooms due to be completed in Q2 
2025/26. 
 

3.4 Risks and mitigations to improving urgent care performance 
 
The Trust continues to make progress in implementing the actions from the improvement 
plans for each of the urgent care quality standards with the ongoing collaboration with 
ECIST.     
 
There remains a risk that the continued high level of attendances and acuity will 
challenge the improvement plans and actions, in particular with the continued high levels 
of ambulance conveyances.  
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Grouping the metrics by CQC domain shows the following breakdown for the most 
recently reported performance: 
 
Summary of latest performance by CQC Domain: 
 

 
 

Further metrics are shown under the Chief Information Officer (CIO) relating to the 
Digital Healthcare Team. 

 

2 Implications 

2.1  Implications for patients, people, finance, and compliance, including issues and actions 
undertaken for those metrics that are not meeting the required standards, are included 
in additional commentaries and reports. 

 

3 Conclusion 

3.1  Monitoring of the key performance metrics will be continued monthly within the Integrated 
Performance Report, and at the regular operational meetings with the Clinical Divisions. 
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Integrated Performance Report - October 2024
Approach
The metrics for inclusion have been reviewed with the Executive Director team.
Performance is represented in SPC chart format to understand variation, and a summary table indicating performance against standards.
The metrics are grouped into Executive Director portfolios, with individual metrics showing under their CQC Domain.
Commentary is provided at a general level and by exception on metrics not achieving the standards set.

Key to SPC Charts:

Summary of latest performance by CQC Domain:

CQC Domain Number achieving Number not achieving Total metrics
Safe 5 2 7
Effective 0 1 1
Caring 2 2 4
Responsive 6 17 23
Well-led 1 2 3
Use of Resources 2 3 5
All Domains 16 27 43

Issues / limitations
SPC charts should only be used for 15 data points or more.
SPC format does not support including a target where it is variable over time, eg a reducing trajectory for long waiters.
Alternative formats of charts are included where they are more appropriate.

Changes to Existing Metrics:

Metric Amendment
Clostridioides difficile (healthcare associated) National threshold target for 2024/25 is not yet confirmed - internal maximum set at 108 cases for the year.
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Risks to Trust financial management, quality, patient safety and operational performance due to the cost of high Turnover and the expense of bank and 
agency cover should also reduce as Turnover improves over time. 
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Operational Capacity Service responsiveness
Sep-24 Sep-24
12.5% 100%

Variance Type Variance Type
Special cause Common cause

variation - concerning variation
Threshold Threshold

<=6.5% 100%
Assurance Assurance

Hit & miss target subject to 
random variation

Performance consistently 
achieves the target

Service responsiveness Service responsiveness
Sep-24 Sep-24
3.0% 95.4%

Variance Type Variance Type
Common cause Special cause

variation variation - improving
Threshold Threshold

<=5% >=95%
Assurance Assurance

Hit & miss target subject to 
random variation

Hit & miss target subject 
to random variation

Service responsiveness Service responsiveness
Sep-24 Sep-24
1507 295

Variance Variance
Total requests waiting Completed requests

worse than target worse than target
Threshold Target

738 384

Chief Information Officer
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Appendix 1 - Perinatal Clinical Surveillance Quality Assurance Report Sept 2024
Theme Area requiring further enquiry or shared intelligence Outlier Evidence

Outlier for rates of stillbirth as a proportion of births No No escalation from SCN / LMNS on outlier report; internal thematic review being undertaken; NW region outlier report no longer published and NW Regional dashboard now available however discusssed regionally as Data to and decision awaited on key reporting metrics and also data collection methodology; all users 
requested access accoringly; awaiting feedbeck when dashboard will be able to be utilised; external review requested to support rise in still birth rate; no further trends identified as an outlier in 2024; new C&M data provided and validity underway in October 2024

Outlier for rates of neonatal deaths as a proportion of birth na No escalation from SCN / LMNS on outlier report; internal thematic review  undertaken and shared with BoD; Decision awaited on key reporting metrics and also data collection methodology; all users requested access accoringly; awaiting feedbeck when dashboard will be able to be utilised.
Rates of HIE where improvements in care may have made a difference to the outcome na Very low rates of HIE, sitting way below the lower control limit for the region. No current cases
Number of PSII's na No PSSI's reported in September 2024
Progress on SBL care bundle V3 no SBLv3 launched and continued to be a key safety action of MIS Year 5 which was signed off as complaint meeting 81% (>70% was the requirement); Audits and evidencecontinue to be submitted for LMNS review and achieved complaince as at Q1 (April-June 2024) of 97%; compliance will be monitored by LMNS quarterley 

and updates provided to BoD quarterley
Outlier for rates of term admissions to the NNU na The rate of avoidable term admissions; regular multi-disciplinary reviews of care take place; NW region outlier report no longer published and awaiting national guidance on monitoring processes

MNVP or Service User concerns/complaints not resolved at trust level no Not an outlier regarding the number of complaints; to date all complaints have been addressed for maternity in the target timeframesand there is nil to escalate
Trainee survey no No update this month
Staff survey no Trust Staff Survey completed and divisional response has included staff engagement and continuation with the Pulse surveys; Score survey completed for MatNeo and cultural conversations commencing over x 4 sessions; Requirement to report to BOD Feb 2024 which was completed and evidence within meeting minutes
CQC National survey no Published Feb 2024 and included within BoD report March 2024; action plan progressing; Sample provided for 2024 survey to be pulished early 2025
Feedback via Deanery, GMC, NMC no Nil to esclate
Poor staffing levels no Current vacancy rate is >1%; all new qualified midwives commenced in Sept 2024
Delivery Suite Coordinator not super nummary no Super nummary status is maintained for all shifts

New leadership within or across maternity and/or neonatal services no Nil of note; full establishment; governance structure review and revised structure implemented to meet requirements and maternity self assessment tool and continue to meet Ockenden Part 1
Concerns around the relationships between the Triumvirate and across perinatal services no Good working relationship between the teams /Directorates
False declaration of CNST MIS no MIS Year 5 submission and declaration submitted by 12 noon on 1st  February 2024 - complaince met; MIS Year 6 publication published April 2024 included within BoD report updates.
Concerns raised about other services in the Trust e.g. A&E no Nil of note
In multi-site units - concerns raised about a specific unit i.e. Highfield/CoC teams no Nil to report this month; funding options explored; 5 teams in total and two approach model in place; comparison data / research underway; one team disbanded in July 2024

Lack of engagement in MNSI or ENS investigation no Good engagement processes in place with north west team leader. Monthly reports received of ongoing cases and recent discussions regarding the process of arbitration with regional lead. Quarterly regional meetings arranged with excellent MDT attendance. Quarterley meetings held with MNSI
Lack of transparency no Being open conversations are regularly had and 100% compliance with duty of candour evident 
Learning from PSII's, local investigations and reviews not implemented or audited for efficacy and impact no Robust processes following lessons learned from all PSSI's, local reviews, rapid evaluations of care, complaints and compliments. Engagement with staff to assess and improve how learning is shared. Patient experience strategy in progress. 
Learning from Trust  level MBRRACE reports not actioned no All reports receive a gap analysis to benchmark against the recommendations
Recommendations from national reports not implemented no All reports receive a gap analysis to benchmark against the recommendations. No exceptions to report. Three year single delivery plan for maternity and neonatal services published 31th March 2023 - gap analysis in progress and will monitored via WUTH CG structure and BoD; CQC National Maternity Report published 

20/09/24 reviewed and gap analysis prepared - to be shared with BoD at next quarterley meeting 

Low patient safety or serious incident reporting rates no Consistent rates of reporting across the speciality groups. Regular training takes places on the importance of incident reporting, underpinning the Trust stance of safe reporting and non-punitive culture
Delays in reporting a PSSI where criteria have been met no Robust PSIRF framework followed with timely reporting of all cases that meet the PSSI framework; PSIRF with effect from 1/9/2023
Never Events which are not reported no No maternity or neonatal never events in September 2024
Recurring Never Events indicating that learning is not taking place no N/a
Poor notification, reporting and follow up to MBRRACE-UK, NHSR ENS and HSIB no Excellent reporting within the required timescales

Unclear governance processes Clear governance processes in place that follow the PSIRF framework - Within division there is maternity and neonatal review of governance processes: 3 separate meetings. Staff are informed of top risks and incident themes. Governance notice boards updated and newsletters disseminated. Additional quality assurance 
framework agreed with effect from June 2023 to give the BoD addiitonal assurances in monitoring of MIS, Three year delivery plan etc.  Governance structure strengthened

Business continuity plans not in place no Business continuity plans in place
Ability to respond to unforeseen events e.g. pandemic, local emergency no Nil to report this month

DHSC or NHS England Improvement request for a Review of Services or Inquiry no Nil to report this month
An overall CQC rating of Requires Improvement with an Inadequate rating for either Safe and Well-Led or a third domain no CQC reports published for maternity sites Seacombe Birth Centre and APH site for the domains Safe and Well led; both sites were rated 'GOOD'
An overall CQC rating of Inadequate no N/a
Been issued with a CQC warning notice no N/a
CQC rating dropped from a previously Outstanding or Good rating to Requires improvement in the safety or Well-Led domains no N/a
Been identified to the CQC with concerns by HSIB no N/a
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Board of Directors in Public      Item 9.1 

06 November 2024  

 

Title  Emergency Preparedness, Resilience and Response (EPRR) Annual 
Report 2023/24 

Area Lead  
Hayley Kendall, Accountable Emergency Officer and Chief Operating 
Officer 

Author  Steve Povey, Head of Emergency Preparedness 

Report for  Information 

 

Executive Summary and Report Recommendations  

The Emergency Preparedness Annual Report for 2023-24 is a review of the year from the 
perspective of Emergency Preparedness, Resilience and Response (EPRR). The report 
provides assurance as to the EPRR position for the Board of Directors and covers the core 
elements of a robust and reliable EPRR framework.  

 

It is recommended that the Board: 

�x Note the report 

 

Key Risks  

This report relates to these key risks: 

�x There are no significant risks directly associated with this report. Failure to produce it 
or for it to be an agenda item at a public board will result in a non-compliant element to 
the annual core standards. The report is designed to provide assurance to the public 
board for the EPRR readiness position of the trust. 

 
Contribution to Integrated Care System objectives (Triple Aim Duty):  

Better health and wellbeing for everyone  No 

Better quality of health services for all individuals  Yes 

Sustainable use of NHS resources  Yes 
 

Contribution to WUTH strategic objectives : 

Outstanding Care:  provide the best care and support No 

Compassionate workforce:  be a great place to work No 
Continuous Improvement:  maximise our potential to improve and deliver 
best value Yes 

Our partners:  provide seamless care working with our partners Yes 

Digital future:  be a digital pioneer and centre for excellence No 

Infrastructure:  improve our infrastructure and how we use it. Yes 
 

1 Narrative  
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1.1  The Emergency Preparedness Annual Report for 2023-24 is a review of the year from 
the perspective of Emergency Preparedness, Resilience & Response. The report 
contains details of the Trust performance for the EPRR Annual Core Standards, exercise 
outcomes including communications exercises and externally managed events. 

 

2 Implications  

2.1  Patient s  

No direct implications for patients 

2.2  People  

Report outlines the key areas for compliance with emergency preparedness and duties  
under the NHS contract, NHS EPRR framework and Civil Contingencies Act. Staff input 
and actions are crucial to the success of EPRR. 

2.3  Finance  

No direct finance impact from the annual report. 

2.4  Compliance  

The continued compliance with EPRR standards is crucial to meeting the trusts legal 
obligations under the Civil Contingencies Act and NHS guidance it is required to 
implement.  
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1. Executive Summary  
 
The Civil Contingencies Act (CCA) (2004) requires category one responders, to show that they can deal with 
incidents while maintaining services to patients.  As a category one responder under the Act, the Trust has a 
duty to develop robust plans to respond effectively to emergencies, to assess risks and develop plans in 
order to maintain the continuity of our services in the event of a disruption. 
 
The Trust has the required Accountable Emergency Officer (AEO), supported by the Emergency 
Preparedness Officer (EPO) along with the appropriate emergency planning meeting structure. 
 
All of the mandated emergency plans to respond to a major incident are in place and published on the Trust 
emergency planning intranet page. 
 
2. Introduction  

 
The NHS needs to be able to plan for, and respond to, a wide range of incidents that could impact on health 
or patient care.  These could be anything from extreme weather conditions, an outbreak of an infectious 
disease, or a major transport accident.  A significant incident or emergency is any event that cannot be 
managed within routine service arrangements.  It requires the implementation of special procedures and 
involves one or more of the emergency services, the NHS or a local authority. 
 
The Civil Contingencies Act (CCA) (2004) requires category one responders, to show that they can deal with 
such incidents while maintaining services to patients.  As a category one responder under the Act, the Trust 
has a duty to develop robust plans to respond effectively to emergencies, to assess risks and develop plans 
in order to maintain the continuity of its services in the event of a disruption.   
 
3. Purpose  

 
The purpose of the annual report is to: 
 

�x Provide an overview of the emergency preparedness arrangements within Wirral University 
Teaching Hospital NHS Foundation Trust (WUTH) 

�x �'�H�V�F�U�L�E�H���W�K�H���7�U�X�V�W�¶�V���U�H�V�S�R�Q�V�H�V���W�R���L�Q�F�L�G�H�Q�W�V���W�K�D�W have occurred during 2023-24 
�x Outline the work that has been undertaken in this area during the past 12 months 
�x Summarise the planned work streams and priorities for the year ahead 

 
4. Emergency Preparedness Structure  

 
4.1 Lead Officers  

 
Accountable Emergency Officer (AEO) 
 
The NHS Act 2006 (as amended) places a duty on providers to appoint an individual to be responsible for 
discharging their duties.  This individual is known as the AEO.  For the period covered in this report, the 
AEO was: 
 

Hayley Kendall Chief Operating Officer  01/04/23 �± 31/03/24 

 
 
Emergency Planning Officer 
 
The AEO is supported in this role with the role of Emergency Planning Officer (EPO).  For the period 
covered in this report, the EPO was: 
 

Steve Povey  01/04/23 �± 31/03/24 
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4.2 Meeting  Structure  
 

In �R�U�G�H�U�� �W�R�� �G�L�V�F�K�D�U�J�H�� �W�K�H�� �7�U�X�V�W�¶�V responsibilities effectively under the Civil Contingencies Act (2004), 
emergency preparedness arrangements have been embedded into the T�U�X�V�W�¶�V���R�S�H�U�D�W�L�R�Q�D�O structure.   
 
Trust wide ad-hoc planning meetings are initiated for any required emergency planning such as large scale 
community events, planned IT downtime planning, bank holiday planning, service/ward change or other 
operational pressure where services may be affected.  Section 9 details the events that have been formally 
planned for during this period. 
 
4.2.1 EPRR meeting structure: 

 
�x The Local Health Resilience Partnership (LHRP) meetings provide a forum to ensure that planning 

is not be conducted in isolation by a single organisation, but is undertaken in partnership with other 
local responders and commissioners.  There are 2 levels of LHRP meetings; Strategic and 
Practitioner. 

�x The AEO, or their representative, attends the Strategic LHRP meetings for Cheshire & Mersey.  
These meetings are held three times a year at Strategic Level.   

�x A Deputy Executive Director, Deputy Chief Operating Officer or the EPO attends the Cheshire & 
Mersey LHRP Strategic LHRP meetings on behalf of the AEO should they be unavailable.   

�x The EPO attends the Cheshire & Mersey LHRP Practitioner level meeting.   
�x During the course of the report both the Strategic and Practitioner Level LHRPs meetings were 

regularly attended by a WUTH representative.  
�x Attendance at these meetings is required to comply with NHS Core Standards for EPRR. 

 
4.3 Out of Hours Arrangements  
 
4.3.1 On-call rota 
 
The Trust operates an on-call rota which is on a 24/7/365 basis and ensures that 1st On Call Managers and 
2nd On Call Directors are contactable at all times and are able to respond quickly to a major or serious incident 
at any given time.  This structure is supported by specific clinical and departmental on-call rotas which are 
designed to respond to local service-related operational issues.  There is central coordination of these rotas.  
 
4.3.2 On-call booklet 
 
The Hospital Manager/Executive On-call booklet is regularly reviewed and updated to ensure that current 
information is to hand for any operational issue and risk assessment forms for major incidents.  
 
4.3.3 On-call training 
 
Induction meetings are in place for members of the on-call executive director and manager rota, this includes 
major incident training.  The on-call managers hold quarterly on-call forums where on-call issues, new 
guidance, updates and major incident refresher training is held. 
 
NHS England and the Cheshire and Mersey ICB host Principles of Health Command Training throughout the 
year. Attendance on this course is mandatory for all oncall managers and directors with compliance 
measurable and part of the NHS England Cores Standards for EPRR response. 
 
5. Risk Register (LHRP)  

 
The Cheshire & Merseyside LHRP maintains a register of risks which are likely to present a threat to the 
wider community.  These risks are updated at the LHRP quarterly meetings and provide the basis for setting 
the planning agenda and establishing emergency preparedness work plans for the Cheshire & Merseyside 
region.   
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6. Exercises  and Training  
 

The Civil Contingencies Act (2004) outlines the organisational responsibility to exercise plans.  Under the 
Act, all NHS organisations are required to undertake: 
 

�x Live exercises (or incident) every three years 
�x Table top exercises annually 
�x Communications exercises every 6 months 

 
Given the Trust and the NHS has been operating in an emergency state for the last two years through the 
COVID-19 pandemic, in line with national guidance, all EPRR exercises and training were stood down. 
 
In May 2023, the response to Covid-19 was stepped down to allow the re-commencement of normal training 
and exercising. It should be noted that as the Trust was under a command structure for the entirety of the 
�S�D�Q�G�H�P�L�F���W�K�H���7�U�X�V�W�¶�V���(�3�5�5���Z�D�V���W�K�R�U�R�X�J�K�O�\���W�H�V�W�H�G���� 
 
6.1 Live exercise  (or incident)   
 
6.1.1 COVID 19 Pandemic 

 
The Trust continued to run in a command and control structure in response to the national Level 4 incident - 
COVID-19 Pandemic. This meets the requirements of the three yearly live exercise. It is anticipated that an 
EMERGO exercise to coincide with the new Emergency Department opening will be the next live exercise. 
 
6.1.2 Level 1 Business Continuity Incident 

 
During the year the Trust experienced a number of incidents which involved an EPRR Response, these 
included live responses aswell as full EPRR Command & Control be stood up to deal with trust responses to 
known events. 
 

Incident  Overview  Declared Date  Stepped Down Date  

Clatterbridge  
Site Threat  

Threat received by CWP which 
was taken as credible by Police 
and resulted in site lockdown for all 
trusts. 

26/04/2023 26/04/2023 

Clatterbridge 
Transformer 
Upgrades 

Major power off events which 
required generator provision 
during duration of works 

April & May April/May  
on completion of works 

M53 Bus Incident Incident on motorway involving bus 
crash with children onboard 

29/09/2023 29/09/2023 

UECUP  
Power Upgrades 

Power upgrades and connections 
for UECUP project involving 2 days 
and overnight loss of mains power 
to a number of areas including ED 

20/01/2024 21/01/2024 

WAFU Fire Fire involving patient and oxygen 
supply 

28/01/2024 28/01/2024 

Industrial Action Command & Control in place 
during all events of Industrial 
Action by RCN, UNISON, & BMA 

April 2023 March 2024 

 
6.2 Table top exercise   
 
In line with the national guidance, exercises were stood down during the pandemic period and the Trust 
continued to run in line with command and control until May 2023 and have subsequently begun planning for 
the re-introduction of exercises. 
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6.3 Communications  
 
The major incident contact list for in and out of hours was successfully tested during 2023/24 as outlined in 
the table below: 
 

OUT OF HOURS 

 
04/11/2023 

 
IN HOURS 

 
 

29/09/2023 
 

 
 
In addition the regional ICB also conducted communications exercises into trusts which WUTH were part of, 
these were: 
 

Exercise Hedwig  

 
30/06/2023 

 
Exercise Hermes  

 
13/04/2024 

 
 
 
7. External Review  

 
7.1 NHS England Assurance for EPRR 

 
The NHS England Core Standards for EPRR are the minimum standards which NHS organisations and 
providers of NHS funded care must meet. 
 
The Trust self-assessed against these standards between July and September 2023.  Following assessment, 
the organisation self-assessed as demonstrating partial compliance level.   
 
The process for Core Standards was changed during the year and a new set of criteria was published part 
way through the core standards assessment period. The revised guidance included a vast number or very 
specific requirements which trusts across the region had not been requested to demonstrate previously and 
resulted in WUTH along with a large number of other trusts being declared non-compliant by NHSE following 
review.  
 
Following a challenge process between trusts and NHSE, WUTH made cases for a number of the standards 
in a bid to increase the compliance rating but all were rejected by NHSE. 
 
Concern over the process that took place, its content and timing has been raised from a number of sources 
and the ICB EPRR Team have been working with trusts on the process for future submissions but there are 
still a number of concerns with the 2024/25 standards release approaching. 
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Core Standards  
Compliance Level  

Evaluation and Testing Conclusion  

Full 
Arrangements are in place that appropriately addresses all the core standards 
that the organisation is expected to achieve. The Board has agreed with this 
position statement. 

Substantial  
Arrangements are in place however they do not appropriately address one to five 
of the core standards that the organisation is expected to achieve. A work plan 
is in place that the Board has agreed. 

Partial 
Arrangements are in place, however they do not appropriately address six to ten  
of the core standards that the organisation is expected to achieve. A work plan 
is in place that the Board has agreed. 

Non-compliant 

Arrangements in place do not appropriately address 11 or more  core 
standards that the organisation is expected to achieve. A work plan has been 
agreed by the Board and will be monitored on a quarterly basis in order to 
demonstrate future compliance. 

 
A copy of this assessment along with the declaration of the level of compliance achieved was taken to the 
Public Board of Directors in September 2023.  
 
 
8. Reports  to Committee and Public Board  

 
EPRR Reports to Board/Committee were presented on the following dates: 
 

Item 
Risk 

Management 
Committee  

Public Board 
of Directors  

EPRR Annual Report 2023/24 N/A tbc 

EPRR Core Standards 2023/24 Compliance Report May 2023 tbc 

Quarterly EPRR Report to Risk Management Committee May 2023  

Quarterly EPRR Report to Risk Management Committee August 2023  

Quarterly EPRR Report to Risk Management Committee November 2023  

Quarterly EPRR Report to Risk Management Committee February 2024  
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9. Event Planning  

 
During 2023-24 planning meetings supported by EPRR have taken place to ensure that safe robust plans 
were in place for the following events: 
 
Event  Summary  
Half Term/ Bank Holiday Planning  
 
Easter, early and late May, August, 
October Half -term, Christmas/New 
Year period , February Half -term  

Trust wide plans are developed to outline the arrangements that 
are put in place in the Trust and within key partner organisations in 
preparation for the Bank Holiday and selected Half Term periods.  
They provide assurance to the Wirral system and describe 
initiatives that have been put in place to maintain safe patient flow 
during a period of known increased demand. They provide robust 
plans for internal oncall teams to follow through the oncall 
structure. 
 
The planning also ensures that the process for bank holiday 
reporting to NHSE/I (NHSE daily operational pressures and NHSI 
SITREP) is in place during the bank holiday weekend period. 
 

Trust  wide Wirral Millennium 
planned upgrades/ downtime:  
 

Planned �:�L�U�U�D�O�� �0�L�O�O�H�Q�Q�L�X�P�� �µ�G�R�Z�Q�W�L�P�H�¶ and system upgrades 
requires trust wide planning to ensure that issues/risk and actions 
have been identified and that staff in all areas are aware of the 
formal downtime process to follow to maintain patient safety.  The 
EPO coordinates all such responses with leads from the specialty 
area.  The EPO agrees all potential disruption plans with the AEO.  
 

Multiple estates planning events:  
 
Projects supported during this 
period included the Trust UECUP 
programme  surveys, planned 
power outages at APH and CBH . 
 

Planned Estates projects that affect the Trust operationally require 
careful planning with key stakeholders to ensure that risk is 
identified and mitigation put in place to ensure patient and staff 
safety.  The EPO is involved in the planning of all such events and 
approves the progression of such events with the AEO.  

 
10. Work undertaken in 20 23-24 

 
The following work-streams were completed during the year under review: 
 

�x Provided assurance for NHS England Core Standards for EPRR 
�x Facilitated internal communication exercises, plus the end of the declared pandemic, that tested 

alerting procedures as part of incident response procedures 
�x Delivered major incident training to new on-call managers and directors 
�x Developed Trust wide plans for planned events such as IT planned downtime, Bank Holiday/Half 

Term periods and multiple estate projects 
 
11. Prog ress with work programme for 202 3-24 
 
All actions are complete as detailed in appendix 2, these were the improvement actions from the 2021/22 
plan. 
 
12. Work programme for 20 24-25 

 
Work streams have been developed using recommendations from the Local Health Resilience Partnership.  
They will be undertaken during the 2023/24 financial year.  Please refer to the plan in appendix 3. 
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Appendix  One 
 

 
EPRR Statement of Compliance  

 
Wirral University Teaching Hospital, NHS Foundation Trust has a duty to protect the health of our 
community.  This duty extends to times of emergency. 

 

The purpose of this Major Incident Plan is to outline how we will respond in the event of an emergency, 
meet our responsibilities as a Category 1 Responder and comply with relevant guidance and legislation. 

 

The Major Incident Plan is built on the principles of risk assessment, co-operation with partners, emergency 
planning, communication and information sharing.  It is essential that we are prepared to look beyond a 
major incident, and put in place business continuity management arrangements, to secure the day to day 
running of the organisation. 

 

The Management Team within Wirral University Teaching Hospital NHS Foundation Trust has an important 
role in ensuring we respond professionally to an emergency whilst maintaining vital services.  It is essential 
that you are familiar with how the Trust will operate during such an event, what role you may play and the 
role of the other organisations we will be working with. 

 

A Major Incident can take place at any time day or night and it may be necessary for staff to work in 
unfamiliar environments for flexible / extended periods.  The plan will be subject to an annual test.   

 

This Plan includes the provision of action cards for the different roles that may be involved. 

 

 

 

 

 

Janelle Holmes  

Chief Executive  
Wirral University Teaching Hospital  
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Appendix 2  
 

Progress with 2023/2024 Improvement  Plan 
 
Lead:  Steve Povey, Head of EPRR 
 

 
 

Recommendation /Issue  (in line with EPPR Framework)  
By end of 
Quarter 
2023-24 

Progress  

Produce an annual report on Emergency Preparedness 2023/24 to Risk Management Committee September 2024 Q2 Complete 

Undertake the self-assessment for the 2023/24 EPRR assurance process Q3 Complete 

�8�Q�G�H�U�W�D�N�H���D���µ�'�H�H�S���'�L�Y�H�¶���L�Q�W�R���W�K�H���S�U�H�S�D�U�H�G�Q�H�V�V���R�I���W�K�H���7�U�X�V�W���I�R�U���W�K�H���V�S�H�F�L�I�Led subject  Q3 Complete 

Ensure RMC and the Public Board of Directors (BoD) has sight on the level of compliance against the 2020/21 
revised process for the revised EPRR assurance 

Q3 Complete 

Carry out a Communication Exercise at a 6-month interval Q3 & Q4 Complete 

Carry out the 3-yearly review of all relevant emergency plans and note at BoD Q4 N/a 

Develop and deliver strategic refresher Major Incident Training to on-call Hospital Managers, Hospital Clinical 
Coordinators and Executives 

Q4 Complete 

Participate in multi-agency EPRR training and exercises in collaboration with partner organisations and the Cheshire 
& Merseyside LHRP �± N/a for this period 

Q4 N/a 

Develop specific plans for all relevant local events in order to address potential demand management pressures in 
the health care system 

Q4 Complete 
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Recommendation /Issue (in line with EPPR Framework)  

By end of 2023/24 

Undertake a table top exercise �± Proposed July 2024 Q4 

Produce an annual report on Emergency Preparedness 2023/24 to Risk Management Committee (RMC) May or 
September 2024 and ensure noted at the Public Board Meeting 

Q3 

Undertake the self-assessment for the 2024/5 EPRR assurance process Q2 

�8�Q�G�H�U�W�D�N�H���D���µ�'�H�H�S���'�L�Y�H�¶���L�Q�W�R���W�K�H���S�U�H�S�D�U�H�G�Q�H�V�V���R�I���W�K�H���7�U�X�V�W���I�R�U���W�K�H���V�S�H�F�L�I�L�Hd subject Q3 

Carry out a communication exercise at a 6-month interval Q1& Q3 

Ensure the Board of Directors (BoD) has sight on the level of compliance achieved, the results of the 2024/25 self-
assessment and the improvement plan for the forthcoming period 

Q3 

Carry out the 3-yearly review of all relevant emergency plans and note at BoD, where required Due 2025 

Update and deliver strategic refresher major incident training to on-call hospital managers, hospital clinical 
coordinators and executives, review On Call Training and re-publish On Call handbook. 

All Quarters 

Participate in multi-agency EPRR training and exercises in collaboration with partner organisations and the Cheshire 
and Merseyside LHRP 

Q4 

Develop specific plans for all relevant local events in order to address potential demand management pressures in 
the health care system 

Q4 
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Appendix 3  

2024/25 Work Plan  

Activity  Review Date due  Progress  

EPRR Annual Report to RMC September 2024 Complete 

NHSE Core Standards to RMC/BoD September 2024 To Board meeting on xx October 

Update report to RMC March 2025 Date tbc 

Plans   

Severe Weather Plan March 2025 Brought forward for Core Standards �± tbc 

Pan Flu Plan March 2025 Brought forward for Core Standards - tbc 

Evacuation Plan March 2025 Brought forward for Core Standards - tbc 

Major Incident Plan & Action Cards March 2025 Brought forward for Core Standards - tbc 

CBRN Plan March 2025 Brought forward for Core Standards - tbc 

Power Failure Action Cards September 2024  

Business Continuity Plans September 2024  

Fuel Plan December 2024  

Comms Tests (requirement 6-monthly)  

Out of Hours Comms Test July Q2  
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November Q3  

In Hours Comms Test April Q1 Complete 

February Q4  

Training & Exercising   

On-Call Training 1:1 At induction Refer to on-call spreadsheet 

Via On-call Forum �± ad-hoc June/Sep/Dec/Mar Managed via Paul McNulty 

On Call Competencies Portfolios December 2024  

Tabletop Exercise �± Cyber with DHT July 2024  

Tabletop Exercise �± Winter Preparations October 2024  

Meetings   

LHRP Strategic Mar, July, Nov 
Reported in Annual Report 

LHRP Practitioner May/Jul/Sep/Nov/Jan/Mar 

CBRN training    

CBRN Train the trainer 2026 NWAS Course dates released 

PRPS Training for ED Staff April 2024 �± July 2024 Ongoing 

Contact Numbers   

On-call staff update to Switchboard January 2025  

Loggists Q3 2024 Sessions to be programmed 
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Board of Directors in Public      Item 9.2 

06 November 2024  

 

Title  EPRR Core Standards 2024/25 

Area Lead  Hayley Kendall, Accountable Emergency Officer 

Author  Steve Povey, Head of EPRR 

Report for  Information 

 

Executive Summary and Report Recommendations  

The Department of Health and Social Care and NHS England require all Trusts to undertake 
an annual assessment of their Core Standards for Emergency Preparedness, Resilience and 
Response (EPRR). For any standard that is not fully compliant the required actions to improve 
its position are added to the action plan which is contained within the core standards 
spreadsheet. 
 
Trusts are required to complete their core standards assessment and submit to a central 
repository on Resilience Direct by the 27th September 2024.   Following this the ICB reviewed 
six standards per Trust with one standard being the same for all Trusts for benchmarking. 
Responses were received w/c 14th October 2024. 
 

Significant work has been undertaken since the last core standards submission in ensuring 
compliance with the recommendations.  Through Industrial Action the Trust has utilised its 
command and control structure and BCP and these have been well tested. The assessment 
identified a number of areas for the Trust to develop the EPRR response and these have been 
included within the action plan attached at appendix 1 that will be monitored through Executive 
and Assurance Risk Committee.   

 

It is recommended that the Board: 

�x Note the self-assessment and the action plan developed to act on the areas highlighted 
for improvement.  

 

Key Risks  

This report relates to these key risks: 

�x BAF Risk 11- �µ�5�L�V�N���R�I���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���D�Q�G���W�K�H���7�U�X�V�W�V���(�3�5�5���D�U�U�D�Q�J�H�P�H�Q�W�V���L�Q���W�K�H��
�S�U�R�Y�L�V�L�R�Q���R�I���F�O�L�Q�L�F�D�O���V�H�U�Y�L�F�H�V���G�X�H���W�R���D���F�U�L�W�L�F�D�O���L�Q�I�U�D�V�W�U�X�F�W�X�U�H�����F�\�E�H�U�����V�X�S�S�O�\���F�K�D�L�Q���R�U��
�H�T�X�L�S�P�H�Q�W���I�D�L�O�X�U�H���W�K�H�U�H�I�R�U�H���L�P�S�D�F�W�L�Q�J���R�Q���W�K�H���D�E�L�O�L�W�\���W�R���G�H�O�L�Y�H�U���V�H�U�Y�L�F�H�V���W�R���S�D�W�L�H�Q�W�V�¶ 

 
Contribution to Integrated Care System objectives (Triple Aim Duty):  

Better health and wellbeing for everyone  No 

Better quality of health services for all individuals  Yes 

Sustainable use of NHS resources  Yes 
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Contribution to WUTH strategic objectives : 

Outstanding Care:  provide the best care and support Yes 

Compassionate workforce:  be a great place to work Yes 
Continuous Improvement:  maximise our potential to improve and deliver 
best value 

Yes 

Our partners:  provide seamless care working with our partners Yes 

Digital future:  be a digital pioneer and centre for excellence No 

Infrastructure:  improve our infrastructure and how we use it. Yes 
 

1 Narrative  

1.1  Core Standards Board Report  

 

This paper provides a high level overview which is reviewed by the Board of Directors 
before being disseminated to any other committee.  As part of the core standards 
declaration the standards are required to be signed off by the trust Accountable 
Emergency Officer (AEO) and Chief Operating Officer (COO), Hayley Kendall, then 
presented to a Public Board Meeting, the date of which needs to be documented on the 
Trust declaration. 

 

EPRR core standards consist of 66 standards, of which 62 are applicable to WUTH, the 
standards are spreadsheet based with columns for standard detail, supporting 
information examples and organisational evidence along with RAG Status and actions 
to be taken. The Trust uploaded 135 supporting documents to the central repository with 
some documents being reference in multiple standards. 

 

Following the change of approach to core standards in 2023 by NHS England which 
resulted in much discussion, the 2024 process is now led by the Cheshire and Mersey 
ICB EPRR Team. The methodology involved Trusts submitting their self-assessment 
with the ICB EPRR team then reviewing six standards, five randomly selected and one 
standard which was used for benchmarking across all regional trust responses. 

 

For 2024/25 the Trust has declared 84% - �µpartially c�R�P�S�O�L�D�Q�W�¶����The declaration identified 
full compliance with 52 of the 62 standards. For standard 16 �± evacuation and shelter all 
Trusts have recorded partially compliant as the working group for the subject has been 
paused with no guidance available to Trusts.  

 

At a Peer Review event for acute Trusts, ahead of standards completion, the acute Trusts 
present suggested they were heading towards a range of compliance from 51% to into 
the 80%.  Post completion during review discussions C&M ICB indicated that WUTH 
were positioned in the middle of all regional responses. 

 
Standards 2, 4, 17, 20, 32 & 52 were reviewed from the WUTH submission and a 
summary of the assessment is provided below: 

 

�x Standard 2 covers the EPRR policy statement within the EPRR policy, 
observations for this standard included some referencing needing updating along 
with further information on the types of debrief, KPI updating relating to debriefs 
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and partner consultation. Reference was made to supplier and contractor 
assurance which is contained in another plan (the Trust Business Continuity Plan) 
and partner consultation which is being met by a partner viewable page on 
Resilience Direct. 

�x Standard 4 referenced a more detailed annual plan including RAG rating. The 
Trust response is that for the 2025 standards there will be in place a dedicated 
Training and Exercising Plan for EPRR which will include the recommendations. 

�x Standard 17 relates to lockdown and is a Security Policy. The 2023 return 
recommended some updates which were included in a revised policy submitted 
this year. Further observations have been made this year regarding terminology 
which will be addressed in the revised policy which is due shortly. Security and 
lockdown action cards will be submitted as further evidence to support the policy. 
Proof of use/test of the policy provided for credible threat incident at Clatterbridge 
in April 2023. 

�x Standard 20 covers on call and the use of command and control.  The Trust has 
submitted additional information supporting the use of command and control 
within the trust Major Incident Plan. The submitted on call handbook v34 is 
currently under review along with on call training and the creation of an On Call 
Policy for the Trust which will further enhance our response in future years. 

�x Core Standard 32 covers access to information on the response to chemical, 
biological radiological and nuclear incidents. The Trust were found to be fully 
compliant with no recommendations required. 

�x Core Standard 52 relates to business continuity.  There is an observation that 
continued improvement has limited reference, however, it is referenced and the 
plan is based on an NHS England template. The plan is in use but was not clear 
on the document front page which has been updated. 

 

Going forward the action plan for all standards will be worked through by the Head of 
EPRR who will identify any additional resources required to ensure that the Trust 
continue to evolve and improve its position for emergency preparedness.  Regular 
updates will be provided through the Executive Assurance Risk Committee (EARC).  

1.2  In addition to the main core standards, this �\�H�D�U�¶�V deep dive investigation focused on 
cyber security with a score of 82%. The deep rive is a focus area with 11 standards and 
is not formally rated and does not count towards the main Core Standards compliance 
rating. The full cyber deep dive is available at appendix 2.  

 

2 Implications  

2.1 Patient s  

�x There is no direct link to patient safety or experience. Failure to prepare for an 
emergency and therefore not be ready to respond is when patients may be 
impacted. 

2.2 People  

�x In the event of a major emergency staff will be pivotal to the response. There are 
specific action cards in place to follow that show how roles may vary and evolve 
during a response. 

�x External stakeholders are integral to the trust preparedness and response and 
are included in the regional planning for incidents 

2.3 Finance  
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�x Financing of the EPRR function is done within the trust budget. Any specific or 
additional resources required will be subject to a business case. Response to a 
major incident has set procedures within the trust policies. 

2.4 Compliance  

�x Achieving compliance with the EPRR core standards will ensure the trust meets 
the requirements of its NHS contract and also the requirements of the NHSE 
Framework for EPRR, thereby leading to meeting its obligations under the Civil 
Contingencies Act. 
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Cheshire and Merseyside  Local Health Resilience Partnership (LHRP)  
Emergency Preparedness, Resilience and  Response (EPRR) assurance 2024-2025  

 
STATEMENT OF COMPLIANCE  

 
Wirral University Teaching Hospital has undertaken a self-assessment against required areas of 
the EPRR Core standards self-assessment tool. 
 
Where areas require further action, Wirral University Teaching Hospital will meet with the LHRP to 
review the attached core standards, associated improvement plan and to agree a process 
ensuring non-compliant standards are regularly monitored until an agreed level of compliance is 
reached. 
 

Following self-assessment, the organisation has been assigned as an EPRR assurance rating of 
Partial (from the four options in the table below) against the core standards. 

 

I confirm that the above level of compliance with the core standards has been agreed by the 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V board / governing body along with the enclosed action plan and governance deep 
dive responses. 
 

________________________________________________________________ 

Signed by the �R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V Accountable Emergency Officer 

 
 

27/09/2024 

Date signed 

06/11/2024 06/11/2024 ____________________________ 
Date of Board/governing body 

meeting 
Date presented at Public Board Date published in organisations 

Annual Report 
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Appendix 1 WUTH Core Standards Self assessment October 24 - Final

Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

Domain 1 - 
Governance

1 Governance Senior Leadership

The organisation has appointed an Accountable Emergency 
Officer (AEO) responsible for Emergency Preparedness 
Resilience and Response (EPRR). This individual should be a 
board level director within their individual organisation, and have 
the appropriate authority, resources and budget to direct the 
EPRR portfolio. 

Evidence 
�‡���1�D�P�H���D�Q�G���U�R�O�H���R�I���D�S�S�R�L�Q�W�H�G���L�Q�G�L�Y�L�G�X�D�O
�‡���$�(�2���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V���L�Q�F�O�X�G�H�G���L�Q���U�R�O�H���M�R�E���G�H�V�F�U�L�S�W�L�R�Q

Section 3 of the Trust EPRR Policy (WUTH001) identifies the Chief 
Operaating Officer as the Accountable Emergency Officer for EPRR 
and outlines their duties and responsibilities as role holder.

Fully compliant

2 Governance EPRR Policy Statement 

The organisation has an overarching EPRR policy or statement 
of intent.

�7�K�L�V���V�K�R�X�O�G���W�D�N�H���L�Q�W�R���D�F�F�R�X�Q�W���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V��
�‡���%�X�V�L�Q�H�V�V���R�E�M�H�F�W�L�Y�H�V���D�Q�G���S�U�R�F�H�V�V�H�V
�‡���.�H�\���V�X�S�S�O�L�H�U�V���D�Q�G���F�R�Q�W�U�D�F�W�X�D�O���D�U�U�D�Q�J�H�P�H�Q�W�V
�‡���5�L�V�N���D�V�V�H�V�V�P�H�Q�W���V��
�‡���)�X�Q�F�W�L�R�Q�V���D�Q�G�������R�U���R�U�J�D�Q�L�V�D�W�L�R�Q�����V�W�U�X�F�W�X�U�D�O���D�Q�G���V�W�D�I�I���F�K�D�Q�J�H�V��

The policy should: 
�‡���+�D�Y�H���D���U�H�Y�L�H�Z���V�F�K�H�G�X�O�H���D�Q�G���Y�H�U�V�L�R�Q���F�R�Q�W�U�R�O
�‡���8�V�H���X�Q�D�P�E�L�J�X�R�X�V���W�H�U�P�L�Q�R�O�R�J�\
�‡���,�G�H�Q�W�L�I�\���W�K�R�V�H���U�H�V�S�R�Q�V�L�E�O�H���I�R�U���H�Q�V�X�U�L�Q�J���S�R�O�L�F�L�H�V���D�Q�G���D�U�U�D�Q�J�H�P�H�Q�W�V���D�U�H���X�S�G�D�W�H�G�����G�L�V�W�U�L�E�X�W�H�G���D�Q�G��
regularly tested and exercised
�‡���,�Q�F�O�X�G�H���U�H�I�H�U�H�Q�F�H�V���W�R���R�W�K�H�U���V�R�X�U�F�H�V���R�I���L�Q�I�R�U�P�D�W�L�R�Q���D�Q�G���V�X�S�S�R�U�W�L�Q�J���G�R�F�X�P�H�Q�W�D�W�L�R�Q��

Evidence 
Up to date EPRR policy or statement of intent that includes:
�‡���5�H�V�R�X�U�F�L�Q�J���F�R�P�P�L�W�P�H�Q�W
�‡���$�F�F�H�V�V���W�R���I�X�Q�G�V
�‡���&�R�P�P�L�W�P�H�Q�W���W�R���(�P�H�U�J�H�Q�F�\���3�O�D�Q�Q�L�Q�J�����%�X�V�L�Q�H�V�V���&�R�Q�W�L�Q�X�L�W�\�����7�U�D�L�Q�L�Q�J�����(�[�H�U�F�L�V�L�Q�J���H�W�F��

Document WUTH001 is the Trust EPRR Policy and is subject to an 
approval and consultation process with ratified, published and review 
dates along with version control. Section 1 includes WUTH's 
commitment as a Category 1 responder to assess risks, develop and 
maintain plans, share information and co-operate on civil contingency 
response matters. Section 4 of document WUTH001 identifies the 
EPRR arrangements including resourcing commitments and access to 
funding. Sections 1, 2, 3 & 4 outl;ine the coommittment to EPRR and 
section 6 for training and exercising. The trust commitment to Business 
Continuity is within document WUTH002 - Business Continuity Policy.

Fully compliant

3 Governance EPRR board reports

The Chief Executive Officer ensures that the Accountable 
Emergency Officer discharges their responsibilities to provide 
EPRR reports to the Board, no less than annually. 

The organisation publicly states its readiness and preparedness 
activities in annual reports within the organisation's own 
regulatory reporting requirements

These reports should be taken to a public board, and as a minimum, include an overview on:
�‡���W�U�D�L�Q�L�Q�J���D�Q�G���H�[�H�U�F�L�V�H�V���X�Q�G�H�U�W�D�N�H�Q���E�\���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q
�‡���V�X�P�P�D�U�\���R�I���D�Q�\���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\�����F�U�L�W�L�F�D�O���L�Q�F�L�G�H�Q�W�V���D�Q�G���P�D�M�R�U���L�Q�F�L�G�H�Q�W�V���H�[�S�H�U�L�H�Q�F�H�G���E�\���W�K�H��
organisation
�‡���O�H�V�V�R�Q�V���L�G�H�Q�W�L�I�L�H�G���D�Q�G���O�H�D�U�Q�L�Q�J���X�Q�G�H�U�W�D�N�H�Q���I�U�R�P���L�Q�F�L�G�H�Q�W�V���D�Q�G���H�[�H�U�F�L�V�H�V
�‡���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�
�V���F�R�P�S�O�L�D�Q�F�H���S�R�V�L�W�L�R�Q���L�Q���U�H�O�D�W�L�R�Q���W�R���W�K�H���O�D�W�H�V�W���1�+�6���(�Q�J�O�D�Q�G���(�3�5�5���D�V�V�X�U�D�Q�F�H��
process.

Evidence
�‡���3�X�E�O�L�F���%�R�D�U�G���P�H�H�W�L�Q�J���P�L�Q�X�W�H�V
�‡���(�Y�L�G�H�Q�F�H���R�I���S�U�H�V�H�Q�W�L�Q�J���W�K�H���U�H�V�X�O�W�V���R�I���W�K�H���D�Q�Q�X�D�O���(�3�5�5���D�V�V�X�U�D�Q�F�H���S�U�R�F�H�V�V���W�R���W�K�H���3�X�E�O�L�F���%�R�D�U�G��
�‡���)�R�U���W�K�R�V�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���W�K�D�W���G�R���Q�R�W���K�D�Y�H���D���S�X�E�O�L�F���E�R�D�U�G�����D���S�X�E�O�L�F���V�W�D�W�H�P�H�Q�W���R�I���U�H�D�G�L�Q�H�V�V���D�Q�G��
preparedness activities.

The trust EPRR function produces a quarterly report to Risk 
Management Committee which are then sent to trust Board (document 
WUTH003) . In addition an annual report is produced (WUTH004) 
which goes to the Board, Minutes/Agenda to show this will be in the 
Board Meeting agenda for the 6th November 2024.. The trust annual 
assurance core standards are taken as a seperate item to the trust 
board and will be on the agenda for the meeting on the 6th November.

Fully compliant

4 Governance EPRR work programme 

The organisation has an annual EPRR work programme, 
informed by:
�‡���F�X�U�U�H�Q�W���J�X�L�G�D�Q�F�H���D�Q�G���J�R�R�G���S�U�D�F�W�L�F�H
�‡���O�H�V�V�R�Q�V���L�G�H�Q�W�L�I�L�H�G���I�U�R�P���L�Q�F�L�G�H�Q�W�V���D�Q�G���H�[�H�U�F�L�V�H�V��
�‡���L�G�H�Q�W�L�I�L�H�G���U�L�V�N�V��
�‡���R�X�W�F�R�P�H�V���R�I���D�Q�\���D�V�V�X�U�D�Q�F�H���D�Q�G���D�X�G�L�W���S�U�R�F�H�V�V�H�V

The work programme should be regularly reported upon and 
shared with partners where appropriate. 

Evidence
�‡���5�H�S�R�U�W�L�Q�J���S�U�R�F�H�V�V���H�[�S�O�L�F�L�W�O�\���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���V�W�D�W�H�P�H�Q�W
�‡���$�Q�Q�X�D�O���Z�R�U�N���S�O�D�Q

The EPRR Annual Plan is part of its quaterly report (WUTH003)

Fully compliant

5 Governance EPRR Resource
The Board / Governing Body is satisfied that the organisation 
has sufficient and appropriate  resource to ensure it can fully 
discharge its EPRR duties.

Evidence
�‡���(�3�5�5���3�R�O�L�F�\���L�G�H�Q�W�L�I�L�H�V���U�H�V�R�X�U�F�H�V���U�H�T�X�L�U�H�G���W�R���I�X�O�I�L�O���(�3�5�5���I�X�Q�F�W�L�R�Q�����S�R�O�L�F�\���K�D�V���E�H�H�Q���V�L�J�Q�H�G���R�I�I���E�\��
the organisation's Board
�‡���$�V�V�H�V�V�P�H�Q�W���R�I���U�R�O�H�������U�H�V�R�X�U�F�H�V
�‡���5�R�O�H���G�H�V�F�U�L�S�W�L�R�Q���R�I���(�3�5�5���6�W�D�I�I�����V�W�D�I�I���Z�K�R���X�Q�G�H�U�W�D�N�H���W�K�H���(�3�5�5���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V
�‡���2�U�J�D�Q�L�V�D�W�L�R�Q���V�W�U�X�F�W�X�U�H���F�K�D�U�W��
�‡���,�Q�W�H�U�Q�D�O���*�R�Y�H�U�Q�D�Q�F�H���S�U�R�F�H�V�V���F�K�D�U�W���L�Q�F�O�X�G�L�Q�J���(�3�5�5���J�U�R�X�S

The trust EPRR Policy (WUTH001) identifies the resources required 
within section 4 'EPPRR arrangements' to respond to an incident along 
with the roles of EPRR and wider staff in the event of a major incident 
within section 3. Document WUTH005  is the job descrition and person 
specification for the Head of EPRR role. Structure for EPRR reporting 
is contaained within documnet WUTH006

Fully compliant

6 Governance Continuous improvement 
The organisation has clearly defined processes for capturing 
learning from incidents and exercises to inform the review and 
embed into EPRR arrangements. 

Evidence
�‡���3�U�R�F�H�V�V���H�[�S�O�L�F�L�W�O�\���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���V�W�D�W�H�P�H�Q�W��
�‡���5�H�S�R�U�W�L�Q�J���W�K�R�V�H���O�H�V�V�R�Q�V���W�R���W�K�H���%�R�D�U�G�����J�R�Y�H�U�Q�L�Q�J���E�R�G�\���D�Q�G���Z�K�H�U�H���W�K�H���L�P�S�U�R�Y�H�P�H�Q�W�V���W�R���S�O�D�Q�V���Z�H�U�H��
made
�‡���S�D�U�W�L�F�L�S�D�W�L�R�Q���Z�L�W�K�L�Q���D���U�H�J�L�R�Q�D�O���S�U�R�F�H�V�V���I�R�U���V�K�D�U�L�Q�J���O�H�V�V�R�Q�V���Z�L�W�K���S�D�U�W�Q�H�U���R�U�J�D�Q�L�V�D�W�L�R�Q�V

Section 6.4 of the EPRR Policy (WUTH001) contains the trust position 
for  'Learning from Exercises and Incidents'. In addition sections 3.10 & 
3.11 of the Major Incoident Plan (WUTH007) has details of Major 
Incident Stand Dodown and debried & Purpose of the debrief 
respectively. Document WUTH008 - Exercise Calliope internal trust 
debrief is a completed example of the trust approach.

Fully compliant

Domain 2 - Duty to 
risk assess   

7 Duty to risk assess Risk assessment

The organisation has a process in place to regularly assess the 
risks to the population it serves. This process should consider all 
relevant risk registers including community and national risk 
registers.  

�‡���(�Y�L�G�H�Q�F�H���W�K�D�W���(�3�5�5���U�L�V�N�V���D�U�H���U�H�J�X�O�D�U�O�\���F�R�Q�V�L�G�H�U�H�G���D�Q�G���U�H�F�R�U�G�H�G
�‡���(�Y�L�G�H�Q�F�H���W�K�D�W���(�3�5�5���U�L�V�N�V���D�U�H���U�H�S�U�H�V�H�Q�W�H�G���D�Q�G���U�H�F�R�U�G�H�G���R�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���F�R�U�S�R�U�D�W�H���U�L�V�N��
register
�‡���5�L�V�N���D�V�V�H�V�V�P�H�Q�W�V���W�R���F�R�Q�V�L�G�H�U���F�R�P�P�X�Q�L�W�\���U�L�V�N���U�H�J�L�V�W�H�U�V���D�Q�G���D�V���D���F�R�U�H���F�R�P�S�R�Q�H�Q�W�����L�Q�F�O�X�G�H��
reasonable worst-case scenarios and extreme events for adverse weather

Document WUTH010 shows a series of screenshots showing EPRR 
risks on the trust risk register, these are subject to periodic review as 
per the trust Risk Management Policy (WUTH009). As part of the trust 
LHRP attendace the regional risk register is referenced and aligned to 
trust risks and local risks relevant to the trust.

Fully compliant

8 Duty to risk assess Risk Management
The organisation has a robust method of reporting, recording, 
monitoring, communicating, and escalating EPRR risks internally 
and externally 

Evidence
�‡���(�3�5�5���U�L�V�N�V���D�U�H���F�R�Q�V�L�G�H�U�H�G���L�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�
�V���U�L�V�N���P�D�Q�D�J�H�P�H�Q�W���S�R�O�L�F�\��
�‡���5�H�I�H�U�H�Q�F�H���W�R���(�3�5�5���U�L�V�N���P�D�Q�D�J�H�P�H�Q�W���L�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�
�V���(�3�5�5���S�R�O�L�F�\���G�R�F�X�P�H�Q�W��

The trust has a dedicated Risk Management Policy (WUTH009) and 
within the EPRR Policy sections 1 & 4 (WUTH001), in particular 
section 4.3. the trust risk matrix is within WUTH091.

Fully compliant

Domain 3 - Duty to 
maintain Plans

9
Duty to maintain 

plans
Collaborative planning

Plans and arrangements have been developed in collaboration 
with relevant stakeholders  including emergency services and 
health partners to enhance joint working arrangements and to 
ensure the whole patient pathway is considered.

Partner organisations collaborated with as part of the planning process are in planning 
arrangements

Evidence
�‡���&�R�Q�V�X�O�W�D�W�L�R�Q���S�U�R�F�H�V�V���L�Q���S�O�D�F�H���I�R�U���S�O�D�Q�V���D�Q�G���D�U�U�D�Q�J�H�P�H�Q�W�V
�‡���&�K�D�Q�J�H�V���W�R���D�U�U�D�Q�J�H�P�H�Q�W�V���D�V���D���U�H�V�X�O�W���R�I���F�R�Q�V�X�O�W�D�W�L�R�Q���D�U�H���U�H�F�R�U�G�H�G

The WUTH approach to sharing information with partners is via 
Resilinece Direct (Screenshot on document WUTH133), this is 
currently  a page under construction with invites to request access to 
be shared by the WUTH AEO when it is complete). All WUTH plans are 
consulted upon following committee approval (WUTH011) as identified 
within the 'Policies & proedures (trust-wide) - Development & 
Management Policy (WUTH012). The trust works with partners in other 
speciaities where patients may attend rtthat have specialst needs, 
training has been provided by CWP re Mental Health patients 
(WUTH099 (attendance in WUTH124)) and the Prometheus Service 
spec is within WUTH100. The Cheshire & Mersey system mutual aid 
agreement is in document WUTH111. the trust shares details with 
other local organisations which are collated in the MRF contacts 
directory (WUTH112).

Partially compliant

The trust will be consulting with 
partners and making the trust 
policies available on a Resilience 
Direct Landing page to ensure all 
policy contents are available

S Povey Apr-24

10
Duty to maintain 

plans
Incident Response

In line with current guidance and legislation, the organisation has 
effective arrangements in place to  define and respond to 
Critical and Major incidents as defined within the EPRR 
Framework.

Arrangements should be: 
�‡���F�X�U�U�H�Q�W�����U�H�Y�L�H�Z�H�G���L�Q���W�K�H���O�D�V�W���������P�R�Q�W�K�V��
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

The Trust Major Incident Response is documented within policy 
WUTH007 - Major Incident Plan, this follows current guidance in line 
with the NHSE EPRR Framework and is in line with risk assessments 
documented within the trust risk management system (summary 
WUTH010). Activation of the policy is tested  with in and out of hours 
communications tests (WUTH013 & 014) , along with activations for 
genuine events e.g. M53 Bus incident . Training is covered by section 4 
of the plan with training for switchboard (WUTH015) and both internal 
and external training for on call managers and directors (WUTH016 & 
WUTH017). Equipment required as part of a major incident response is 
identified within the policy and the trust major incident room has a pre-
populated cupboard containing key resources which are managed by 
the tust EPO. The trust has a patient safety incident response plan and 
policy (WUTH100 & WUTH101). The trust cyber security incident 
response is contained within WUTH115. the Trust Fire Safety Policy is 
within document WUTH129 and the nedical gas policy in WUTH130

Fully compliant
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

11
Duty to maintain 

plans
Adverse Weather

In line with current guidance and legislation, the organisation has 
effective arrangements in place for adverse weather events. 

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���8�.���+�H�D�O�W�K���6�H�F�X�U�L�W�\���$�J�H�Q�F�\�����8�.�+�6�$�����	���1�+�6���J�X�L�G�D�Q�F�H���D�Q�G���0�H�W���2�I�I�L�F�H��
or Environment Agency alerts 
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��
�‡���U�H�I�O�H�F�W�L�Y�H���R�I���F�O�L�P�D�W�H���F�K�D�Q�J�H���U�L�V�N���D�V�V�H�V�V�P�H�Q�W�V
�‡���F�R�J�Q�L�V�D�Q�W���R�I���H�[�W�U�H�P�H���H�Y�H�Q�W�V���H���J�����G�U�R�X�J�K�W�����V�W�R�U�P�V�����L�Q�F�O�X�G�L�Q�J���G�X�V�W���V�W�R�U�P�V�������Z�L�O�G�I�L�U�H����

The trust has an Adverse Weather Plan (WUTH018) based upon the 
UKHSA Adverse Weather and  Health Plan 2024/25 2nd Edition 
(WUTH019). The policy considers the risks from adverse weather and 
climate change  within the trust risk management sysstem (WUTH009). 
Trust EPRR are registered with the Met Office and receive  Heath 
Health & Cold Weather Planning advise directly whilst also being a 
registered user of Met Office Hazard Manager.. Major weather alerts 
are passed directly to teams  that may be affacted (email to 
departments re a weather warning example within WUTH020). A link to 
the Met Office weather warnings page is included  within the weekend 
plan for on call managers and directors to use, example slide within 
WUTH021. the policy is circulated across the trust and is held on the 
EPRR intranet pages along with being in the managers and directors on 
call teams groups. A C&M update on climate adaption is included in 
WUTH109.

Fully compliant

12
Duty to maintain 

plans
Infectious disease

In line with current guidance and legislation, the organisation has 
arrangements in place to respond to an infectious disease 
outbreak within the organisation or the community it serves, 
covering a range of diseases including High Consequence 
Infectious Diseases.

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

Acute providers should ensure their arrangements reflect the guidance issued by DHSC in relation 
to FFP3 Resilience in Acute setting incorporating the FFP3 resilience principles. 
https://www.england.nhs.uk/coronavirus/secondary-care/infection-control/ppe/ffp3-fit-testing/ffp3-
resilience-principles-in-acute-settings/ 

�:�H���F�X�U�U�H�Q�W�O�\���K�D�Y�H�������‡���,�Q�I�H�F�W�L�R�Q���F�R�Q�W�U�R�O���W�H�D�P���W�K�D�W���L�V���U�H�D�F�W�L�Y�H���W�R���F�X�U�U�H�Q�W��
guidance and legislation
�‡���,�Q�I�H�F�W�L�R�Q���S�U�H�Y�H�Q�W�L�R�Q���'�U
�‡���:�H�H�N�O�\���0�S�R�[���P�H�H�W�L�Q�J�V
�‡���2�X�W�E�U�H�D�N���S�R�O�L�F�\�����:�8�7�+���������	���:�8�7�+�������D��
�‡���:�H�H�N�O�\���W�D�V�N���D�Q�G���I�L�Q�L�V�K���J�U�R�X�S���O�R�R�N�L�Q�J���D�W���)�)�3�����U�H�V�L�O�L�H�Q�F�H
�‡���,�V�R�O�D�W�L�R�Q���S�R�O�L�F�\���L�Q�F���V�L�G�H���U�R�R�P���S�U�L�R�U�L�W�L�V�D�W�L�R�Q�����:�8�7�+��������
�‡���5�H�J�X�O�D�U���F�O�L�Q�L�F�D�O���D�G�Y�L�V�R�U�\���J�U�R�X�S���P�H�H�W�L�Q�J�V���Z�L�W�K���V�H�Q�L�R�U���O�H�D�G�H�U�V���W�R���G�L�V�F�X�V�V��
new and emerging threats and sign of local plans
Close liaison with Occupational health should vaccinations be required 
following local alerts i.e Pertussis, RSV, Measles. The trust PPE Policy 
is available in WUTH075 and contains details of the wearing of masks 
and respirators. the trust oandemic flu plan is within document 
WUTH104. The trust policy for the management of suspected or 
confirmed MPox cases is in document WUTH122. the trusy norovirus 
outbreak policy is document WUTH128 

Fully compliant

13
Duty to maintain 

plans
New and emerging 

pandemics  

In line with current guidance and legislation and reflecting recent 
lessons identified, the organisation has arrangements in place to 
respond to a new and emerging pandemic 

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

We currently have an Infection Control Policy (WUTH028) along with 
an
�‡���,�Q�I�H�F�W�L�R�Q���F�R�Q�W�U�R�O���W�H�D�P���W�K�D�W���L�V���U�H�D�F�W�L�Y�H���W�R���F�X�U�U�H�Q�W���J�X�L�G�D�Q�F�H���D�Q�G��
legislation
�‡���,�Q�I�H�F�W�L�R�Q���S�U�H�Y�H�Q�W�L�R�Q���'�U
�‡���:�H�H�N�O�\���0�S�R�[���P�H�H�W�L�Q�J�V
�‡���2�X�W�E�U�H�D�N���S�R�O�L�F�\�����:�8�7�+���������	���:�8�7�+�������D��
�‡���:�H�H�N�O�\���W�D�V�N���D�Q�G���I�L�Q�L�V�K���J�U�R�X�S���O�R�R�N�L�Q�J���D�W���)�)�3�����U�H�V�L�O�L�H�Q�F�H
�‡���,�V�R�O�D�W�L�R�Q���S�R�O�L�F�\���L�Q�F���V�L�G�H���U�R�R�P���S�U�L�R�U�L�W�L�V�D�W�L�R�Q�����:�8�7�+��������
Regular clinical advisory group meetings with senior leades to discuss 
new and emerging threats and sign off local plans. The trust PPE Policy 
is available in WUTH075 and contains details of the wearing of masks 
and respirators. PRPS buddy ytaining details are in WUTH105. Daily 
trustwide sagety huddle where any new or emerging threats can and will 
be raised.

Fully compliant

14
Duty to maintain 

plans
Countermeasures

In line with current guidance and legislation, the organisation has 
arrangements in place 
to support an incident requiring countermeasures or a mass 
countermeasure deployment

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

Mass Countermeasure arrangements should include arrangements for administration, reception 
and distribution of mass prophylaxis and mass vaccination. 

There may be a requirement for Specialist providers, Community Service Providers, Mental Health 
and Primary Care services to develop or support Mass Countermeasure distribution arrangements. 
Organisations should have plans to support patients in their care during activation of mass 
countermeasure arrangements. 

Commissioners may be required to commission new services to support mass countermeasure 
distribution locally, this will be dependant on the incident.

We currently have
�‡���,�Q�I�H�F�W�L�R�Q���F�R�Q�W�U�R�O���W�H�D�P���W�K�D�W���L�V���U�H�D�F�W�L�Y�H���W�R���F�X�U�U�H�Q�W���J�X�L�G�D�Q�F�H���D�Q�G��
legislation
�‡���,�Q�I�H�F�W�L�R�Q���S�U�H�Y�H�Q�W�L�R�Q���'�U
�‡���:�H�H�N�O�\���0�S�R�[���P�H�H�W�L�Q�J�V
�‡���2�X�W�E�U�H�D�N���S�R�O�L�F�\�����:�8�7�+���������	���:�8�7�+�������D��
�‡���:�H�H�N�O�\���W�D�V�N���D�Q�G���I�L�Q�L�V�K���J�U�R�X�S���O�R�R�N�L�Q�J���D�W���)�)�3�����U�H�V�L�O�L�H�Q�F�H
�‡���,�V�R�O�D�W�L�R�Q���S�R�O�L�F�\���L�Q�F���V�L�G�H���U�R�R�P���S�U�L�R�U�L�W�L�V�D�W�L�R�Q�����:�8�7�+����������
Regular clinical advisory group meetings with senior leades to discuss 
new and emerging threats and sign of local plans

�‡���$�Q�Q�X�D�O���Y�D�F�F�L�Q�D�W�L�R�Q���S�O�D�Q�V���I�R�U���&�2�9�,�'���	���,�Q�I�O�X�H�Q�]�D���O�H�G���E�\���W�K�H��
Occupational Health dept
�‡���0�R�Q�W�K�O�\���P�H�H�W�L�Q�J�V���Z�L�W�K���W�K�H���F�R�P�P�X�Q�L�W�\���,�3�&���W�H�D�P��������������������������������������������������������
Countermeasures led by the Pharmacy team will utlisie the NHSE 
Countermeasures guidance (WUTH131)                                            
Pharmacy resources  and stock requests are in documents WUTH125 
& Wuth126                                  

Partially compliant

Further work is required to ensure 
that arrangements are fully in place 
and tested. S Povey will liaise with 
Pharmacy and IPC to ensure plans 

are linked and consulted on.

S Povey Apr-25

15
Duty to maintain 

plans
Mass Casualty 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to incidents with 
mass casualties. 

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

Receiving organisations should also include a safe identification system for unidentified patients in 
an emergency/mass casualty incident where necessary. 

The Royal Liverpool Hospital is the Mass Fatalities centre for the 
region. All casualties would be sent directly to the mortuary at Liverpool 
who would co-ordinate the DVI. WUTH may be asked to supply 
mortuary staffing to assist and this would be co-ordinated the the 
Merseyside LRF (MRF) MRF Policies (WUTH024 & WUTH025) 
contain the details. The regional mass casualty distribution plavs are in 
WUTH092. Document WUTH113 is the NHSE Concept of operations 
for managing mass casualties which is used in planning at C&M level. 
The trust PREVENT policy is contained in document WUTH116. The 
trust has a major trauma SOP which is contained in document 
WUTH127 

Partially compliant

Review of ED Plans and Action 
Cards is required to ensure they are 

up to date and include al elements 
that are required of the standard

S Povey Mar-25

16
Duty to maintain 

plans Evacuation and shelter

In line with current guidance and legislation, the organisation has 
arrangements in place to  evacuate and shelter patients, staff 
and visitors.    

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

Email to ICB 18th June, repeat request made.     RESPONSE:  Hi 
Steve,
Short answer is nothing as such. The group is paused currently whilst 
we wait for the core standards period to pass, and the draft the regional 
evacuation framework.
Regarding SMART Evac, the group thought it had benefit, but the 
feeling was not strong enough to really support it fully. Discussed at 
Peer Review, all trusts are awaiting updaated guidance and have 
questions about the scope ofwhat needs to be covered. I have 
contacted Wirral Council contact who set up the joint council and NHS 
group to discuss such matters aand these meetings are being 
resurrected.

Partially compliant

This was discussed at the Core 
Standards Peer Review Meeting. As 
the Evac & Shelter working grup has 

been paused there is no further 
actions that trusts can take. This 

subject is to be further investigated 
by all trusts together post the 
standards being completed

S Povey Timescale to be agreed
Awaiting next LHRP 
meeting to discuss 

further.

17
Duty to maintain 

plans
Lockdown

In line with current guidance, regulation and legislation, the 
organisation has arrangements in place to control access and 
egress for patients, staff and visitors to and from the 
organisation's premises and key assets in an incident. 

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

The Trust Lockdown Policy (WUTH026) contains the required 
elements.

Partially compliant

Policy needs to be consistent with 
Trust MI Policy for command and 

control and policy needs to 
reference Action cards. A test of the 

plan needs to take place at APH 
following a Lockdown Incident at 

Clatterbridge in April 2023

18
Duty to maintain 

plans
Protected individuals

In line with current guidance and legislation, the organisation has 
arrangements in place to respond and manage  'protected 
individuals' including Very Important Persons (VIPs),high profile 
patients and visitors to the site. 

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

The trust has A VIP, celebrity & media representative policy 
(WUTH027), in addition the Major Incident Plan (WUTH007) section 
2.6 is a section relating to visits by VIP's and the need for co-ordination 
with an executive director. The trust also has policies in place: 
Chaperone Policy (WUTH029), for during downtime periods: 
Safeguarding Adults (WUTH030), Safeguarding Children (WUTH031), 
safeguarding maternity (WUTH032) also a Safeguarding referral 
SOP(WUTH042)and a Social Media Policy (WUTH033).

Fully compliant

19
Duty to maintain 

plans
Excess fatalities 

The organisation has contributed to, and understands, its role in 
the multiagency arrangements for excess deaths and mass 
fatalities, including mortuary arrangements. This includes 
arrangements for rising tide and sudden onset events.

Arrangements should be: 
�‡���F�X�U�U�H�Q�W
�‡���L�Q���O�L�Q�H���Z�L�W�K���F�X�U�U�H�Q�W���Q�D�W�L�R�Q�D�O���J�X�L�G�D�Q�F�H
in line with DVI processes
�‡���L�Q���O�L�Q�H���Z�L�W�K���U�L�V�N���D�V�V�H�V�V�P�H�Q�W��
�‡���W�H�V�W�H�G���U�H�J�X�O�D�U�O�\
�‡���V�L�J�Q�H�G���R�I�I���E�\���W�K�H���D�S�S�U�R�S�U�L�D�W�H���P�H�F�K�D�Q�L�V�P
�‡���V�K�D�U�H�G���D�S�S�U�R�S�U�L�D�W�H�O�\���Z�L�W�K���W�K�R�V�H���U�H�T�X�L�U�H�G���W�R���X�V�H���W�K�H�P
�‡���R�X�W�O�L�Q�H���D�Q�\���H�T�X�L�S�P�H�Q�W���U�H�T�X�L�U�H�P�H�Q�W�V��
�‡���R�X�W�O�L�Q�H���D�Q�\���V�W�D�I�I���W�U�D�L�Q�L�Q�J���U�H�T�X�L�U�H�G��

WUTH mortuary manager is part of the MRF group which forms the 
multi agency response for the regions excess deaths policy. This group 
monitors capacity to prompt contingency measures such as increased 
cremations and additional storage. Excess deaths mnagement has 
been tested during the covid pandemic  without any areas of concern in 
the North West,. See also Core Standard 15. Fully compliant

Domain 4 - 
Command and 

control
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

20
Command and 

control
On-call mechanism

The organisation has resilient and dedicated mechanisms and 
structures to enable 24/7 receipt and action of incident 
notifications, internal or external. This should provide the facility 
to respond to or escalate notifications to an executive level. 

�‡���3�U�R�F�H�V�V���H�[�S�O�L�F�L�W�O�\���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���V�W�D�W�H�P�H�Q�W
�‡���2�Q���F�D�O�O���6�W�D�Q�G�D�U�G�V���D�Q�G���H�[�S�H�F�W�D�W�L�R�Q�V���D�U�H���V�H�W���R�X�W
�‡���$�G�G���R�Q���F�D�O�O���S�U�R�F�H�V�V�H�V���K�D�Q�G�E�R�R�N���D�Y�D�L�O�D�E�O�H���W�R���V�W�D�I�I���R�Q���F�D�O�O
�‡���,�Q�F�O�X�G�H���������K�R�X�U���D�U�U�D�Q�J�H�P�H�Q�W�V���I�R�U���D�O�H�U�W�L�Q�J���P�D�Q�D�J�H�U�V���D�Q�G���R�W�K�H�U���N�H�\���V�W�D�I�I��
�‡���&�6�8�V���Z�K�H�U�H���W�K�H�\���D�U�H���G�H�O�L�Y�H�U�L�Q�J���2�2�+�V���E�X�V�L�Q�H�V�V���F�U�L�W�L�F�D�O���V�H�U�Y�L�F�H�V���I�R�U���S�U�R�Y�L�G�H�U�V���D�Q�G��
commissioners

The Trust has a two tier on call system. 1st on call (manager) and 2nd 
on call (Director). Command and Control and On Call Arrangemnts 
along with the on call rota and contact details are in section5 of the 
EPRR policy (WUTH001). To support the on call function a 
Manager/Director On Call Handbook is published (WUTH034) 
(currently under review). All documents are available on the trust 
intranet (screenshot WUTH035) and also in the On Call Teams Groups 
(WUTH036). The trust on call rota is published quarterly with version 
control in place for any changes/swaps etc. (WUTH037 & WUTH038). 
Major Incident switcboard policies are in WUTH106 and WUTH108

Fully compliant

21
Command and 

control
Trained on-call staff

Trained and up to date staff are available 24/7 to manage 
escalations, make decisions and identify key actions

�‡���3�U�R�F�H�V�V���H�[�S�O�L�F�L�W�O�\���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���R�U���V�W�D�W�H�P�H�Q�W���R�I���L�Q�W�H�Q�W

The identified individual:  
�‡���6�K�R�X�O�G���E�H���W�U�D�L�Q�H�G���D�F�F�R�U�G�L�Q�J���W�R���W�K�H���1�+�6���(�Q�J�O�D�Q�G���(�3�5�5���F�R�P�S�H�W�H�Q�F�L�H�V�����1�D�W�L�R�Q�D�O�����0�L�Q�L�P�X�P��
Occupational Standards) 
�‡���+�D�V���D���V�S�H�F�L�I�L�F���S�U�R�F�H�V�V���W�R���D�G�R�S�W���G�X�U�L�Q�J���W�K�H���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J��
�‡���,�V���D�Z�D�U�H���Z�K�R���V�K�R�X�O�G���E�H���F�R�Q�V�X�O�W�H�G���D�Q�G���L�Q�I�R�U�P�H�G���G�X�U�L�Q�J���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J��
�‡���6�K�R�X�O�G���H�Q�V�X�U�H���D�S�S�U�R�S�U�L�D�W�H���U�H�F�R�U�G�V���D�U�H���P�D�L�Q�W�D�L�Q�H�G���W�K�U�R�X�J�K�R�X�W��
�‡���7�U�D�L�Q�H�G���L�Q���D�F�F�R�U�G�D�Q�F�H���Z�L�W�K���W�K�H���7�1�$���L�G�H�Q�W�L�I�L�H�G���I�U�H�T�X�H�Q�F�\��

The EPRR training process is included in section 6.1 of the trust EPRR 
policy (WUTH001) with reference to compliance with NOS standards, 
the trust EPRR Training Needs Analysis (WUTH039) details the 
sessions required by role within an emergency with timescales. the 
training slides for On Call Managers and Directors is in WUTH044 and 
is also currently under review. All on call staff are trained in the 
Principles of Health COmmand (also see Core Standard 20 &22). the 
POHC Learner Handbook is in WUTH045. Specific AEO training ins 
included in WUTH046

Fully compliant

Domain 5 - Training 
and exercising

22
Training and 
exercising

EPRR Training 
The organisation carries out training in line with a training needs 
analysis to ensure staff are current in their response role.

Evidence
�‡���3�U�R�F�H�V�V���H�[�S�O�L�F�L�W�O�\���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���R�U���V�W�D�W�H�P�H�Q�W���R�I���L�Q�W�H�Q�W
�‡���(�Y�L�G�H�Q�F�H���R�I���D���W�U�D�L�Q�L�Q�J���Q�H�H�G�V���D�Q�D�O�\�V�L�V
�‡���7�U�D�L�Q�L�Q�J���U�H�F�R�U�G�V���I�R�U���D�O�O���V�W�D�I�I���R�Q���F�D�O�O���D�Q�G���W�K�R�V�H���S�H�U�I�R�U�P�L�Q�J���D���U�R�O�H���Z�L�W�K�L�Q���W�K�H���,�&�&��
�‡���7�U�D�L�Q�L�Q�J���P�D�W�H�U�L�D�O�V
�‡���(�Y�L�G�H�Q�F�H���R�I���S�H�U�V�R�Q�D�O���W�U�D�L�Q�L�Q�J���D�Q�G���H�[�H�U�F�L�V�L�Q�J���S�R�U�W�I�R�O�L�R�V���I�R�U���N�H�\���V�W�D�I�I

The use of the training needs analysis is within section 6.1 of the EPRR 
Policy (WUTH001). Training is recorded within individual folders within 
Microsoft Teams, a screen shot of the traning repositry is within 
WUTH040 and WUTH041 and the Training Needs Analysis is 
available in WUTH039. The same repository is where invidual 
portfolios are held, secreenshots are within WUTH040 and WUTH041 
and the completed portfolios for Steve Povey (WUTH043) are 
included. Training for a major incident which is available to divisions is 
in document WUTH103.

Fully compliant

23
Training and 
exercising

EPRR exercising and 
testing programme 

In accordance with the minimum requirements, in line with 
current guidance, the organisation has an exercising and testing 
programme to safely* test incident response arrangements, (*no 
undue risk to exercise players or participants, or those  patients 
in your care)

Organisations should meet the following exercising and testing requirements: 
�‡���D���V�L�[���P�R�Q�W�K�O�\���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���W�H�V�W
�‡���D�Q�Q�X�D�O���W�D�E�O�H���W�R�S���H�[�H�U�F�L�V�H��
�‡���O�L�Y�H���H�[�H�U�F�L�V�H���D�W���O�H�D�V�W���R�Q�F�H���H�Y�H�U�\���W�K�U�H�H���\�H�D�U�V
�‡���F�R�P�P�D�Q�G���S�R�V�W���H�[�H�U�F�L�V�H���H�Y�H�U�\���W�K�U�H�H���\�H�D�U�V��

The exercising programme must:
�‡���L�G�H�Q�W�L�I�\���H�[�H�U�F�L�V�H�V���U�H�O�H�Y�D�Q�W���W�R���O�R�F�D�O���U�L�V�N�V
�‡���P�H�H�W���W�K�H���Q�H�H�G�V���R�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���W�\�S�H���D�Q�G���V�W�D�N�H�K�R�O�G�H�U�V
�‡���H�Q�V�X�U�H���Z�D�U�Q�L�Q�J���D�Q�G���L�Q�I�R�U�P�L�Q�J���D�U�U�D�Q�J�H�P�H�Q�W�V���D�U�H���H�I�I�H�F�W�L�Y�H��

Lessons identified must be captured, recorded and acted upon as part of continuous improvement. 

Evidence
�‡���(�[�H�U�F�L�V�L�Q�J���6�F�K�H�G�X�O�H���Z�K�L�F�K���L�Q�F�O�X�G�H�V���D�V���D���P�L�Q�L�P�X�P���R�Q�H���%�X�V�L�Q�H�V�V���&�R�Q�W�L�Q�X�L�W�\���H�[�H�U�F�L�V�H
�‡���3�R�V�W���H�[�H�U�F�L�V�H���U�H�S�R�U�W�V���D�Q�G���H�P�E�H�G�G�L�Q�J���O�H�D�U�Q�L�Q�J

The trust holds six monthly communication tests for both in hours and 
out of hours, latest tests are available in WUTH013/014. The need for 
a live exercise and command post exercise was met with Covid 
reponse with further exercises sheduled for 2025/6. The exercise and 
training schedule is within WUTH047. Exercises have taken place in 
2024 (Cyber in September, reportnot yet available. Comms Exercises 
are in WUTH008.. Discussion at Peer review about the inclusion of 
Covid as part of response. ICB indicated real response can be included 
as a test and offficial stand down of covid response was May 2023. Fully compliant

24
Training and 
exercising

Responder training

The organisation has the ability to maintain training records and 
exercise attendance of all staff with key roles for response in 
accordance with the Minimum Occupational Standards.

Individual responders and key decision makers should be 
supported to maintain a continuous personal development 
portfolio including involvement in exercising and incident 
response as well as any training undertaken to fulfil their role

Evidence
�‡���7�U�D�L�Q�L�Q�J���U�H�F�R�U�G�V
�‡���(�Y�L�G�H�Q�F�H���R�I���S�H�U�V�R�Q�D�O���W�U�D�L�Q�L�Q�J���D�Q�G���H�[�H�U�F�L�V�L�Q�J���S�R�U�W�I�R�O�L�R�V���I�R�U���N�H�\���V�W�D�I�I

Training for responders is within their individual  evidence files, 
screenshots in WUTH040 and WUTH041 and evidence for Steve 
Povey include within WUTH043. Training is ongoing over a three year 
cycle and is on target.

Fully compliant

25
Training and 
exercising

Staff Awareness & 
Training

There are mechanisms in place to ensure staff are aware of 
their role in an incident and where to find plans relevant to their 
area of work or department.

As part of mandatory training 
Exercise and Training attendance records reported to Board

Staff awareness of their roles in an incident is within the training for on 
call staff and within departmental training for other areas including the 
Emergency Department, Switchboard, Digital, Estates & Security as 
examples. Training is referenced within the EPRR quarterly report. On 
Call staff are required to attend Principles of Health Command Training 
and maintain a training portfolio which is located on Teams (screenshot 
on WUTH040 and WUTH041. The trust EPRR Policy (WUTH001), 
section 3 contains details of roles within an emergency. SLides on 
Induction referring to EPRR are in document WUTH114.

Partially compliant

EPRR does not currently have a 
section in induction training, it is 

mentioned in Induction slides but we 
will investigate whether additional 
information needs to be included. 

S Povey Mar-25

Domain 6 - 
Response 

26 Response
Incident Co-ordination 

Centre (ICC) 

The organisation has in place suitable and sufficient 
arrangements to effectively coordinate the response to an 
incident in line with national guidance. ICC arrangements need to 
be flexible and scalable to cope with a range of incidents and 
hours of operation required.

An ICC must have dedicated business continuity arrangements 
in place and must be resilient to loss of utilities, including 
telecommunications, and to external hazards.

 ICC equipment should be  tested  in line with national guidance 
or after a major infrastructure change to ensure functionality and 
in a state of organisational readiness.

Arrangements should be supported with access to 
documentation for its activation and operation.

�‡���'�R�F�X�P�H�Q�W�H�G���S�U�R�F�H�V�V�H�V���I�R�U���L�G�H�Q�W�L�I�\�L�Q�J���W�K�H���O�R�F�D�W�L�R�Q���D�Q�G���H�V�W�D�E�O�L�V�K�L�Q�J���D�Q���,�&�&
�‡���0�D�S�V���D�Q�G���G�L�D�J�U�D�P�V
�‡���$���W�H�V�W�L�Q�J���V�F�K�H�G�X�O�H
�‡���$���W�U�D�L�Q�L�Q�J���V�F�K�H�G�X�O�H
�‡���3�U�H���L�G�H�Q�W�L�I�L�H�G���U�R�O�H�V���D�Q�G���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V�����Z�L�W�K���D�F�W�L�R�Q���F�D�U�G�V
�‡���'�H�P�R�Q�V�W�U�D�W�L�R�Q���,�&�&���O�R�F�D�W�L�R�Q���L�V���U�H�V�L�O�L�H�Q�W���W�R���O�R�V�V���R�I���X�W�L�O�L�W�L�H�V�����L�Q�F�O�X�G�L�Q�J���W�H�O�H�F�R�P�P�X�Q�L�F�D�W�L�R�Q�V�����D�Q�G��
external hazards
�‡���$�U�U�D�Q�J�H�P�H�Q�W�V���P�L�J�K�W���L�Q�F�O�X�G�H���Y�L�U�W�X�D�O���D�U�U�D�Q�J�H�P�H�Q�W�V���L�Q���D�G�G�L�W�L�R�Q���W�R���S�K�\�V�L�F�D�O���I�D�F�L�O�L�W�L�H�V���E�X�W���P�X�V�W���E�H��
resilient with alternative contingency solutions. 

The location of the trust ICC's is within section 2.2 of the trust Major 
Incident Plan (WUTH007), this identifies a primary location and two 
back up locations. The ICC does not have any equipmnt that needs to 
be physically tested, all equipment to be used is provided by responders 
who bring their own equipment. Training is identified in the Training 
Needs Analysis within WUTH039. Action Cards are maintained for all 
areas, a screen shot of cards are available in WUTH048 & WUTH 
049. An example of a completed action card is in WUTH050. The 
primary ICC is within a secure room and is able to be locked down. In 
the event of loss of voip telecommunications the room has two pstn 
lines with identical numbers for incoming and outgoing calls and plug in 
handsets in the Major Incident store cupboard.  which also contains 
paper forms for essential information, patient transfer forms, site plans 
and aerial photograpghs, a stationarty store with 
paper/pens/markers/flipchart/camera/incident commander and hi viz 
tabards/log books/policies/laminated action cards. Also included is a 
sealed box for NWAS response and a box file with Communications 
response and lanyards with press ID. The room has 4 large screens 
that can be connected to the trust network, have an external source 
connected independant of the network and  a connection to live tv & 
radio. There are no windows to the room. Major Incidet Switchboard 
policies and call priorities are contained within WUTH106 & 
WUTH108. The trust attends the Wirral Events Safety Advisory Group, 
the latest agenda for this is in WUTH107. For major incident 
nootification the trusts uses the JESIP M/ETHANE form conatvcined 
within WUTH121

Fully compliant

27 Response
Access to planning 

arrangements

Version controlled current response documents are available to 
relevant staff at all times. Staff should be aware of where they 
are stored and should be easily accessible.  

Planning arrangements are easily accessible - both electronically and local copies 

All trust EPRR policies are on the intranet (screenshot of landing page 
WUTH051), within the Director Manager On Call S drive folder and on 
the On Call Teams groups for Managers & Directors (WUTH036). Fully compliant

28 Response
Management of business 

continuity incidents

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to a business 
continuity incident (as defined within the EPRR Framework). 

�‡���%�X�V�L�Q�H�V�V���&�R�Q�W�L�Q�X�L�W�\���5�H�V�S�R�Q�V�H���S�O�D�Q�V
�‡���$�U�U�D�Q�J�H�P�H�Q�W�V���L�Q���S�O�D�F�H���W�K�D�W���P�L�W�L�J�D�W�H���H�V�F�D�O�D�W�L�R�Q���W�R���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���L�Q�F�L�G�H�Q�W
�‡���(�V�F�D�O�D�W�L�R�Q���S�U�R�F�H�V�V�H�V

Business continuity response plans have an intranet page within the 
EPRR pages (screenshot WUTH035) and contain phased response 
and escalation arrangements. The trust has begun the roll out of a new 
BCP plan with selected departments and a full roll out to the new policy 
is taking place Q4 of 2024. The plan uses Plan, Do, Check, Act over a 
cycle period identified with the BCP rollout plan (WUTH132) and is in 
progress and on target. Examples on Trust BCP's are in 
WUTH052/053/054/055/056/057/058. The trust has a Full Capcity 
Protocol (WUTH089) which is used for  clinical pressures.

Fully compliant

29 Response Decision Logging

To ensure decisions are recorded during business continuity, 
critical and major incidents, the organisation must ensure:
1. Key response staff are aware of the need for creating their 
own personal records and decision logs to the required 
standards and storing them in accordance with the 
organisations' records management policy.
2. has 24 hour access to a trained loggist(s) to ensure support 
to the decision maker

�‡���'�R�F�X�P�H�Q�W�H�G���S�U�R�F�H�V�V�H�V���I�R�U���D�F�F�H�V�V�L�Q�J���D�Q�G���X�W�L�O�L�V�L�Q�J���O�R�J�J�L�V�W�V
�‡���7�U�D�L�Q�L�Q�J���U�H�F�R�U�G�V

The trust has trained loggists that may be called upon to assist in an 
incdient response, training attendance from an in house course is in 
WUTH059, further training through external providers is evidenced in 
WUTH060  for the most recent recruit. Section 3.3.1 of the major 
incident plan (WUTH007) refernces the Loggist Action Card 
(WUTH061), Log books, call out procedure and information on the use 
of Loggists.

Fully compliant
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

30 Response Situation Reports

The organisation has processes in place for receiving, 
completing, authorising and submitting situation reports 
(SitReps) and briefings during the response to incidents 
including bespoke or incident dependent formats.

�‡���'�R�F�X�P�H�Q�W�H�G���S�U�R�F�H�V�V�H�V���I�R�U���F�R�P�S�O�H�W�L�Q�J�����T�X�D�O�L�W�\���D�V�V�X�U�L�Q�J�����V�L�J�Q�L�Q�J���R�I�I���D�Q�G���V�X�E�P�L�W�W�L�Q�J���6�L�W�5�H�S�V
�‡���(�Y�L�G�H�Q�F�H���R�I���W�H�V�W�L�Q�J���D�Q�G���H�[�H�U�F�L�V�L�Q�J
�‡���7�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���K�D�V���D�F�F�H�V�V���W�R���W�K�H���V�W�D�Q�G�D�U�G���6�L�W�5�H�S���7�H�P�S�O�D�W�H

Within the trust major incident plan (WUTH007), section 3.14 
references the procedures for SitReps and section 3.14.1 details the 
approval process, Appendix 13 of the policy has the SitRep template. In 
addition to this SitReps may also be distributed and collected via the 
Strategic Data Collection Service (SDCS). SitReps through SDCS are 
submitted via a specific teemplate which is MS Excel based and 
submitted by the BI department or additional named individuals given 
access to SDCS. An example of an SDCS SitRep ready for upload is 
within WUTH090

Fully compliant

31 Response

Access to 'Clinical 
Guidelines for Major 
Incidents and Mass 

�&�D�V�X�D�O�W�\���H�Y�H�Q�W�V�¶

Key clinical staff (especially emergency department) have 
�D�F�F�H�V�V���W�R���W�K�H���µ�&�O�L�Q�L�F�D�O���*�X�L�G�H�O�L�Q�H�V���I�R�U���0�D�M�R�U���,�Q�F�L�G�H�Q�W�V���D�Q�G���0�D�V�V��
�&�D�V�X�D�O�W�\���H�Y�H�Q�W�V�¶���K�D�Q�G�E�R�R�N��

Guidance is available to appropriate staff either electronically or hard copies

Copies of this are available elctronically along with hard copies in the 
Emergency Department. The document is also stored in the CBRN 
folder of the On Call Manager and On Call Director MS Teams group. Fully compliant

32 Response
�$�F�F�H�V�V���W�R���µ�&�%�5�1���L�Q�F�L�G�H�Q�W����
Clinical Management and 

�K�H�D�O�W�K���S�U�R�W�H�F�W�L�R�Q�¶

�&�O�L�Q�L�F�D�O���V�W�D�I�I���K�D�Y�H���D�F�F�H�V�V���W�R���W�K�H���µ�&�%�5�1���L�Q�F�L�G�H�Q�W�����&�O�L�Q�L�F�D�O��
�0�D�Q�D�J�H�P�H�Q�W���D�Q�G���K�H�D�O�W�K���S�U�R�W�H�F�W�L�R�Q�¶���J�X�L�G�D�Q�F�H�������)�R�U�P�H�U�O�\��
published by PHE)

Guidance is available to appropriate staff either electronically or hard copies

Copies of this are available elctronically along with hard copies in the 
Emergency Department. The document is also stored in the CBRN 
folder of the On Call Manager and On Call Director MS Teams group. Fully compliant

Domain 7 - Warning 
and informing

33
Warning and 

informing 
Warning and informing

The organisation aligns communications planning and activity 
�Z�L�W�K���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���(�3�5�5���S�O�D�Q�Q�L�Q�J���D�Q�G���D�F�W�L�Y�L�W�\��

�‡���$�Z�D�U�H�Q�H�V�V���Z�L�W�K�L�Q���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���W�H�D�P���R�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���(�3�5�5���S�O�D�Q�����D�Q�G���K�R�Z���W�R���U�H�S�R�U�W��
potential incidents.
�‡���0�H�D�V�X�U�H�V���D�U�H���L�Q���S�O�D�F�H���W�R���H�Q�V�X�U�H���L�Q�F�L�G�H�Q�W�V���D�U�H���D�S�S�U�R�S�U�L�D�W�H�O�\���G�H�V�F�U�L�E�H�G���D�Q�G���G�H�F�O�D�U�H�G���L�Q���O�L�Q�H���Z�L�W�K��
the NHS EPRR Framework.
�‡���2�X�W���R�I���K�R�X�U�V���F�R�P�P�X�Q�L�F�D�W�L�R�Q���V�\�V�W�H�P�����������������\�H�D�U���U�R�X�Q�G�����L�V���L�Q���S�O�D�F�H���W�R���D�O�O�R�Z���D�F�F�H�V�V���W�R���W�U�D�L�Q�H�G��
comms support for senior leaders during an incident. This should include on call arrangements.
�‡���+�D�Y�L�Q�J���D���S�U�R�F�H�V�V���I�R�U���E�H�L�Q�J���D�E�O�H���W�R���O�R�J���L�Q�F�R�P�L�Q�J���U�H�T�X�H�V�W�V�����W�U�D�F�N���U�H�V�S�R�Q�V�H�V���W�R���W�K�H�V�H���U�H�T�X�H�V�W�V���D�Q�G��
to ensure that information related to incidents is stored effectively. This will allow organisations to 
provide evidence should it be required for an inquiry. 

The trust Major Incident Plan (WUTH007) contains a dedicated 
section, 5, that is dedicated to Communications and the media and was 
co-written with the Communications Department to ensure compatability 
with communiations expectations. Sub sections includes: 5.1 overview, 
5.2 internal Communications, 5.3 Key Internal Audiences, 5.4 Key 
communications channels, 5.5 briefings to staff, 5.6 guidance for staff, 
5.7 working with the media, 5.8 external communications including sub 
sections fpr key audiences, key communication channels, vulnerable 
groups, interpreting services, out of hours cover & access to 
secured/preferred routes. 5.9 communications in an emergency 
including overview, NHS Incident levels, communications during a major 
incdent, local and national media, VIP visits, local and national media 
during a major incident, key methods for communication messages, 
helpline, further information, Major Incident Communications Plan. the 
plan also includes appendix 4 - message recording sheet & appendix 6 - 
communication cascade. Document WUTH062 contains contact 
details for out fo hours media support via a slide within the weekend 
plan. This has been briefed seperately to all 1st and 2nd on call staff.

Fully compliant

34
Warning and 

informing 
Incident Communication 

Plan
The organisation has a plan in place for communicating during 
an incident which can be enacted.

�‡���$�Q���L�Q�F�L�G�H�Q�W���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���S�O�D�Q���K�D�V���E�H�H�Q���G�H�Y�H�O�R�S�H�G���D�Q�G���L�V���D�Y�D�L�O�D�E�O�H���W�R���R�Q���F�D�O�O���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V��
staff
�‡���7�K�H���L�Q�F�L�G�H�Q�W���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���S�O�D�Q���K�D�V���E�H�H�Q���W�H�V�W�H�G���E�R�W�K���L�Q���D�Q�G���R�X�W���R�I���K�R�X�U�V
�‡���$�F�W�L�R�Q���F�D�U�G�V���K�D�Y�H���E�H�H�Q���G�H�Y�H�O�R�S�H�G���I�R�U���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���U�R�O�H�V
�‡���$���U�H�T�X�L�U�H�P�H�Q�W���I�R�U���E�U�L�H�I�L�Q�J���1�+�6���(�Q�J�O�D�Q�G���U�H�J�L�R�Q�D�O���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���W�H�D�P���K�D�V���E�H�H�Q���H�V�W�D�E�O�L�V�K�H�G
�‡���7�K�H���S�O�D�Q���K�D�V���E�H�H�Q���W�H�V�W�H�G�����E�R�W�K���L�Q���D�Q�G���R�X�W���R�I���K�R�X�U�V���D�V���S�D�U�W���R�I���D�Q���H�[�H�U�F�L�V�H��
�‡���&�O�D�U�L�W�\���R�Q���V�L�J�Q���R�I�I���I�R�U���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���L�V���L�Q�F�O�X�G�H�G���L�Q���W�K�H���S�O�D�Q�����Q�R�W�L�Q�J���W�K�H���Q�H�H�G���W�R���H�Q�V�X�U�H��
communications are signed off by incident leads, as well as NHSE (if appropriate). 

The Incident Communications Plan is within section 5 of the trust major 
incident plan (WUTH007), in addition an action card is available on the 
trust intranet pages (WUTH048). The plan includes updating NHSE & 
Cheshire & Mersey ICB (section 5.8.1). Sign off for communications is 
detailed within the different sections according to the incident level and  
agencies involved (the trust response may be to refer to NHSE, C&M 
ICB, Police etc. ) as per section 5.9.1. The trust shares its information 
with others in the MRF contacts directory (WUTH112).

Fully compliant

35
Warning and 

informing 
Communication with 

partners and stakeholders 

The organisation has arrangements in place to communicate 
with patients, staff, partner organisations, stakeholders, and the 
public before, during and after a major incident, critical incident 
or business continuity incident.

�‡���(�V�W�D�E�O�L�V�K�H�G���P�H�D�Q�V���R�I���F�R�P�P�X�Q�L�F�D�W�L�Q�J���Z�L�W�K���V�W�D�I�I�����D�W���E�R�W�K���V�K�R�U�W���Q�R�W�L�F�H���D�Q�G���I�R�U���W�K�H���G�X�U�D�W�L�R�Q���R�I���W�K�H��
incident, including out of hours communications
�‡���$���G�H�Y�H�O�R�S�H�G���O�L�V�W���R�I���F�R�Q�W�D�F�W�V���L�Q���S�D�U�W�Q�H�U���R�U�J�D�Q�L�V�D�W�L�R�Q�V���Z�K�R���D�U�H���N�H�\���W�R���V�H�U�Y�L�F�H���G�H�O�L�Y�H�U�\�����O�R�F�D�O��
Council, LRF partners, neighbouring NHS organisations etc) and a means of warning and informing 
these organisations about an incident as well as sharing communications information with partner 
organisations to create consistent messages at a local, regional and national level.
�‡���$���G�H�Y�H�O�R�S�H�G���O�L�V�W���R�I���N�H�\���O�R�F�D�O���V�W�D�N�H�K�R�O�G�H�U�V�����V�X�F�K���D�V���O�R�F�D�O���H�O�H�F�W�H�G���R�I�I�L�F�L�D�O�V�����X�Q�L�R�Q�V���H�W�F�����D�Q�G���D�Q��
established a process by which to brief local stakeholders during an incident
�‡���$�S�S�U�R�S�U�L�D�W�H���F�K�D�Q�Q�H�O�V���I�R�U���F�R�P�P�X�Q�L�F�D�W�L�Q�J���Z�L�W�K���P�H�P�E�H�U�V���R�I���W�K�H���S�X�E�O�L�F���W�K�D�W���F�D�Q���E�H���X�V�H�G�������������L�I��
required 
�‡���,�G�H�Q�W�L�I�L�H�G���V�L�W�H�V���Z�L�W�K�L�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���I�R�U���G�L�V�S�O�D�\�L�Q�J���R�I���L�P�S�R�U�W�D�Q�W���S�X�E�O�L�F���L�Q�I�R�U�P�D�W�L�R�Q�����V�X�F�K���D�V���P�D�L�Q��
points of access)
�‡���+�D�Y�H���L�Q���S�O�D�F�H���D���P�H�D�Q�V���R�I���F�R�P�P�X�Q�L�F�D�W�L�Q�J���Z�L�W�K���S�D�W�L�H�Q�W�V���Z�K�R���K�D�Y�H���D�S�S�R�L�Q�W�P�H�Q�W�V���E�R�R�N�H�G���R�U���D�U�H��
receiving treatment. 
�‡���+�D�Y�H���L�Q���S�O�D�F�H���D���S�O�D�Q���W�R���F�R�P�P�X�Q�L�F�D�W�H���Z�L�W�K���L�Q�S�D�W�L�H�Q�W�V���D�Q�G���W�K�H�L�U���I�D�P�L�O�L�H�V���R�U���F�D�U�H���J�L�Y�H�U�V��
�‡���7�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���S�X�E�O�L�F�O�\���V�W�D�W�H�V���L�W�V���U�H�D�G�L�Q�H�V�V���D�Q�G���S�U�H�S�D�U�H�G�Q�H�V�V���D�F�W�L�Y�L�W�L�H�V���L�Q���D�Q�Q�X�D�O���U�H�S�R�U�W�V���Z�L�W�K�L�Q��
the organisations own regulatory reporting requirements

Section 5.9 of the trust Major Incident Plan (WUTH007) includes all 
communications routes, key methodology is demonstrated in section 
5.9.7. Individual divisions have within their BCP's the procedure for 
contacting patients regarding the status of any of their appointments. 
Contact details for partner organisations are held within the Merseyside 
Resilience Forum Contacts Directory, copies of which are held within 
the On Call Directors Teams group and a hard copy in the trust major 
incident room. ELected officials and union contact details are held by 
the HR department. Patient relatives contact details are within section 
5.2. External communications to get messages out to a wider audience 
is within section 5.8.

Fully compliant

36
Warning and 

informing 
Media strategy

The organisation has arrangements in place to enable rapid and 
structured communication via the media and social media

�‡���+�D�Y�L�Q�J���D�Q���D�J�U�H�H�G���P�H�G�L�D���V�W�U�D�W�H�J�\���D�Q�G���D���S�O�D�Q���I�R�U���K�R�Z���W�K�L�V���Z�L�O�O���E�H���H�Q�D�F�W�H�G���G�X�U�L�Q�J���D�Q���L�Q�F�L�G�H�Q�W�����7�K�L�V��
will allow for timely distribution of information to warn and inform the media 
�‡���'�H�Y�H�O�R�S���D���S�R�R�O���R�I���P�H�G�L�D���V�S�R�N�H�V�S�H�R�S�O�H���D�E�O�H���W�R���U�H�S�U�H�V�H�Q�W���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���W�R���W�K�H���P�H�G�L�D���D�W���D�O�O��
times.
�‡���6�R�F�L�D�O���0�H�G�L�D���S�R�O�L�F�\���D�Q�G���P�R�Q�L�W�R�U�L�Q�J���L�Q���S�O�D�F�H���W�R���L�G�H�Q�W�L�I�\���D�Q�G���W�U�D�F�N���L�Q�I�R�U�P�D�W�L�R�Q���R�Q���V�R�F�L�D�O���P�H�G�L�D��
relating to incidents.
�‡���6�H�W�W�L�Q�J���X�S���S�U�R�W�R�F�R�O�V���I�R�U���X�V�L�Q�J���V�R�F�L�D�O���P�H�G�L�D���W�R���Z�D�U�Q���D�Q�G���L�Q�I�R�U�P
�‡���6�S�H�F�L�I�\�L�Q�J���D�G�Y�L�F�H���W�R���V�H�Q�L�R�U���V�W�D�I�I���W�R���H�I�I�H�F�W�L�Y�H�O�\���X�V�H�����V�R�F�L�D�O���P�H�G�L�D���D�F�F�R�X�Q�W�V���Z�K�L�O�V�W���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q��
is in incident response 

Sections 5.9.3 & 5.9.4 of the trust major incident plan (WUTH007) 
considers communications during a major incident and local and 
national media respectively alonmg with 5.9.6 local and national media 
during a multi agency incident and 5.9.7 Key methods for 
communication messages which is a table of who does what in and out 
of hours. Section 5.9.10 includes the role of Trust Spokesperson. The 
trust has a specific policy for Social Media use (WUTH033).

Fully compliant

Domain 8 - 
Cooperation 

37 Cooperation LHRP Engagement 

The Accountable Emergency Officer, or a director level 
representative with delegated authority (to authorise plans and 
commit resources on behalf of their organisation) attends Local 
Health Resilience Partnership (LHRP) meetings.

�‡���0�L�Q�X�W�H�V���R�I���P�H�H�W�L�Q�J�V
�‡���,�Q�G�L�Y�L�G�X�D�O���P�H�P�E�H�U�V���R�I���W�K�H���/�+�5�3���P�X�V�W���E�H���D�X�W�K�R�U�L�V�H�G���E�\���W�K�H�L�U���H�P�S�O�R�\�L�Q�J���R�U�J�D�Q�L�V�D�W�L�R�Q���W�R���D�F�W���L�Q��
accordance with their organisational governance arrangements and their statutory status and 
responsibilities.

The trust has been represented in 50% of the last 6 strategic meetings 
and 75% of the lat 4 tactical meetings. Attendances are recorded in 
WUTH063 & WUTH064 Partially compliant LHRP Meetings to be attended or 

appropriate deputy sent.
H Kendal,          S 

Povey
Sep-24

38 Cooperation LRF / BRF Engagement

The organisation participates in, contributes to or is adequately 
represented at Local Resilience Forum (LRF) or Borough 
Resilience Forum (BRF), demonstrating engagement and co-
operation with partner responders. 

�‡���0�L�Q�X�W�H�V���R�I���P�H�H�W�L�Q�J�V
�‡���$���J�R�Y�H�U�Q�D�Q�F�H���D�J�U�H�H�P�H�Q�W���L�V���L�Q���S�O�D�F�H���L�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���L�V���U�H�S�U�H�V�H�Q�W�H�G���D�Q�G���I�H�H�G�V���E�D�F�N���D�F�U�R�V�V���W�K�H��
system

The trust is represented at LRF (Mersey Resilience Forum) by NHS 
Cheshire & Mersey with an agenda item at LHRP Strategic and 
Tactical meetings to cascade subject matter. Please see Strategic and 
Tactical minutes/agenda on WUTH065 & WUTH066 to see LRF as 
discussed items. The Cheshire Resilience Forum Concept of 
Operations which confrim this is in WUTH088.

Fully compliant

39 Cooperation Mutual aid arrangements

The organisation has agreed mutual aid arrangements in place 
outlining the process for requesting, coordinating and 
maintaining mutual aid resources. These arrangements may 
include staff, equipment, services and supplies. 

In line with current NHS guidance, these arrangements may be 
formal and should include the process for requesting Military Aid 
to Civil Authorities (MACA) via NHS England.

�‡���'�H�W�D�L�O�H�G���G�R�F�X�P�H�Q�W�D�W�L�R�Q���R�Q���W�K�H���S�U�R�F�H�V�V���I�R�U���U�H�T�X�H�V�W�L�Q�J�����U�H�F�H�L�Y�L�Q�J���D�Q�G���P�D�Q�D�J�L�Q�J���P�X�W�X�D�O���D�L�G��
requests
�‡���7�H�P�S�O�D�W�H�V���D�Q�G���R�W�K�H�U���U�H�T�X�L�U�H�G���G�R�F�X�P�H�Q�W�D�W�L�R�Q���L�V���D�Y�D�L�O�D�E�O�H���L�Q���,�&�&���R�U���D�V���D�S�S�H�Q�G�L�F�H�V���W�R���,�5�3
�‡���6�L�J�Q�H�G���P�X�W�X�D�O���D�L�G���D�J�U�H�H�P�H�Q�W�V���Z�K�H�U�H���D�S�S�U�R�S�U�L�D�W�H

WUTH has a mutual aid agreement in place with the Spire Murrayfield. 
Across the LHRP a Memeorandum of Understanding was signed 
across all trusts in 2024 and is referenced in WUTH067, this is 
available to on call teams via their respective Teams groups. 
Additionally WUTH works with system partners at Super MADE events, 
SCC co-ordination meetings, Mental Health co-ordination. the process 
for making MACA requests is in section 3.13 of the Major Incident 
Policy (WUTH007)

Fully compliant

43 Cooperation Information sharing 

The organisation has an agreed protocol(s) for sharing 
appropriate information pertinent to the response with 
stakeholders and partners, during incidents.

�‡���'�R�F�X�P�H�Q�W�H�G���D�Q�G���V�L�J�Q�H�G���L�Q�I�R�U�P�D�W�L�R�Q���V�K�D�U�L�Q�J���S�U�R�W�R�F�R�O
�‡���(�Y�L�G�H�Q�F�H���U�H�O�H�Y�D�Q�W���J�X�L�G�D�Q�F�H���K�D�V���E�H�H�Q���F�R�Q�V�L�G�H�U�H�G�����H���J�����)�U�H�H�G�R�P���R�I���,�Q�I�R�U�P�D�W�L�R�Q���$�F�W���������������*�H�Q�H�U�D�O��
Data Protection Regulation 2016, Caldicott Principles, Safeguarding requirements and the Civil 
Contingencies Act 2004

Information is available to on call staff in the on call teams groups for 
Information Sharing in an Emergency (WUTH068/069/070). The trust 
has also signed the C&M memorandum of understanding between 
trusts (WUTH067)The trust has in place a structure in relation to 
Freedom of Inforomation requests (WUTH071 & 072). WUTH - How 
we use your information is availble via this link 
https://www.wuth.nhs.uk/about-us/how-we-use-your-information/       
Trust senior roles in data protection is available on 
https://www.wuth.nhs.uk/your-wuth/trust-guidance-and-
documentation/information-governance/data-protection/senior-roles-in-
data-protection/     IG information is on: https://www.wuth.nhs.uk/your-
wuth/trust-guidance-and-documentation/information-governance/

Fully compliant

Domain 9 - 
Business Continuity
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

44 Business Continuity BC policy statement

The organisation has in place a policy which includes a 
statement of intent to undertake business continuity.  This 
includes the commitment to a Business Continuity Management 
System (BCMS) that aligns to the ISO standard 22301.

The organisation has in place a policy which includes intentions and direction as formally expressed 
by its top management.
The BC Policy should:                              
�‡���3�U�R�Y�L�G�H���W�K�H���V�W�U�D�W�H�J�L�F���G�L�U�H�F�W�L�R�Q���I�U�R�P���Z�K�L�F�K���W�K�H���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���S�U�R�J�U�D�P�P�H���L�V���G�H�O�L�Y�H�U�H�G��������������������������������������������������������������������������������������������������������
�‡���'�H�I�L�Q�H���W�K�H���Z�D�\���L�Q���Z�K�L�F�K���W�K�H�����R�U�J�D�Q�L�V�D�W�L�R�Q���Z�L�O�O���D�S�S�U�R�D�F�K���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\����������������������������������������������
�‡���6�K�R�Z���H�Y�L�G�H�Q�F�H���R�I���E�H�L�Q�J���V�X�S�S�R�U�W�H�G�����D�S�S�U�R�Y�H�G���D�Q�G���R�Z�Q�H�G���E�\���W�R�S���P�D�Q�D�J�H�P�H�Q�W������������������������������������������
�‡���%�H���U�H�I�O�H�F�W�L�Y�H���R�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���L�Q���W�H�U�P�V���R�I���V�L�]�H�����F�R�P�S�O�H�[�L�W�\���D�Q�G���W�\�S�H���R�I���R�U�J�D�Q�L�V�D�W�L�R�Q������������������������������������������������
�‡���'�R�F�X�P�H�Q�W���D�Q�\���V�W�D�Q�G�D�U�G�V���R�U���J�X�L�G�H�O�L�Q�H�V���W�K�D�W���D�U�H���X�V�H�G���D�V���D���E�H�Q�F�K�P�D�U�N���I�R�U���W�K�H���%�&���S�U�R�J�U�D�P�P�H��
�‡���&�R�Q�V�L�G�H�U���V�K�R�U�W���W�H�U�P���D�Q�G���O�R�Q�J���W�H�U�P���L�P�S�D�F�W�V���R�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���L�Q�F�O�X�G�L�Q�J���F�O�L�P�D�W�H���F�K�D�Q�J�H���D�G�D�S�W�L�R�Q��
planning

The trust has a Business Continuity Policy (WUTH002) which is 
adaopted from the NHSE Business Continuity Toolkit, this identifies the 
strategic direction within section 1 and its approach within section 6. 
The plan is approved by the trust Risk Management Committee to 
demonstrate the trust commitment. Section 4 of the policy  is based 
upon Risk Assessment and how divisions will identify BC risks through 
the risk process.

Fully compliant

45 Business Continuity

Business Continuity 
Management Systems 

(BCMS) scope and 
objectives 

The organisation has established the scope and objectives of 
the BCMS in relation to the organisation, specifying the risk 
management process and how this will be documented.

A definition of the scope of the programme ensures a clear 
understanding of which areas of the organisation are in and out 
of scope of the BC programme.

BCMS should detail: 
�‡���6�F�R�S�H���H���J�����N�H�\���S�U�R�G�X�F�W�V���D�Q�G���V�H�U�Y�L�F�H�V���Z�L�W�K�L�Q���W�K�H���V�F�R�S�H���D�Q�G���H�[�F�O�X�V�L�R�Q�V���I�U�R�P���W�K�H���V�F�R�S�H
�‡���2�E�M�H�F�W�L�Y�H�V���R�I���W�K�H���V�\�V�W�H�P
�‡���7�K�H���U�H�T�X�L�U�H�P�H�Q�W���W�R���X�Q�G�H�U�W�D�N�H���%�&���H���J�����6�W�D�W�X�W�R�U�\�����5�H�J�X�O�D�W�R�U�\���D�Q�G���F�R�Q�W�U�D�F�W�X�D�O���G�X�W�L�H�V
�‡���6�S�H�F�L�I�L�F���U�R�O�H�V���Z�L�W�K�L�Q���W�K�H���%�&�0�6���L�Q�F�O�X�G�L�Q�J���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V�����F�R�P�S�H�W�H�Q�F�L�H�V���D�Q�G���D�X�W�K�R�U�L�W�L�H�V��
�‡���7�K�H���U�L�V�N���P�D�Q�D�J�H�P�H�Q�W���S�U�R�F�H�V�V�H�V���I�R�U���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���L���H�����K�R�Z���U�L�V�N���Z�L�O�O���E�H���D�V�V�H�V�V�H�G���D�Q�G��
documented (e.g. Risk Register), the acceptable level of risk and risk review and monitoring 
process
�‡���5�H�V�R�X�U�F�H���U�H�T�X�L�U�H�P�H�Q�W�V
�‡���&�R�P�P�X�Q�L�F�D�W�L�R�Q�V���V�W�U�D�W�H�J�\���Z�L�W�K���D�O�O���V�W�D�I�I���W�R���H�Q�V�X�U�H���W�K�H�\���D�U�H���D�Z�D�U�H���R�I���W�K�H�L�U���U�R�O�H�V
�‡���D�O�L�J�Q�P�H�Q�W���W�R���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���V�W�U�D�W�H�J�\�����R�E�M�H�F�W�L�Y�H�V�����R�S�H�U�D�W�L�Q�J���H�Q�Y�L�U�R�Q�P�H�Q�W���D�Q�G���D�S�S�U�R�D�F�K���W�R���U�L�V�N������������������������������������������������������������������������������������
�‡���W�K�H���R�X�W�V�R�X�U�F�H�G���D�F�W�L�Y�L�W�L�H�V���D�Q�G���V�X�S�S�O�L�H�U�V���R�I���S�U�R�G�X�F�W�V���D�Q�G���V�X�S�S�O�L�H�U�V����������������������������������������������������������������������������
�‡���K�R�Z���W�K�H���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���%�&���Z�L�O�O���E�H���L�Q�F�U�H�D�V�H�G���L�Q���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q��

The trust Business Continuity Plan (WUTH002), adopted from the 
NHSE toolkit includes section 9 on external suppliers and contractors 
and identifies roles, responsibilities and resources within section 3. the 
associated templates to the plan identify key areas to consider with 
regard to business continuity to allow divisions to consider all parts of 
their function and ensure arrangements are in place and are scaleable. 
the trust Risk Management policy (WUTH009) states the roles and 
responsibilities in relation to risk. Section 2 of the Major Incident Plan 
(WUTH007) references responsibilities.

Fully compliant

46 Business Continuity
Business Impact 

Analysis/Assessment 
(BIA) 

The organisation annually assesses and documents the impact 
of disruption to its services through Business Impact 
Analysis(es).

The organisation has identified prioritised activities by undertaking a strategic Business Impact 
Analysis/Assessments. Business Impact Analysis/Assessment is the key first stage in the 
development of a BCMS and is therefore critical to a business continuity programme.

Documented process on how BIA will be conducted, including:
�‡���W�K�H���P�H�W�K�R�G���W�R���E�H���X�V�H�G
�‡���W�K�H���I�U�H�T�X�H�Q�F�\���R�I���U�H�Y�L�H�Z
�‡���K�R�Z���W�K�H���L�Q�I�R�U�P�D�W�L�R�Q���Z�L�O�O���E�H���X�V�H�G���W�R���L�Q�I�R�U�P���S�O�D�Q�Q�L�Q�J��
�‡���K�R�Z���5�$���L�V���X�V�H�G���W�R���V�X�S�S�R�U�W��

The organisation should undertake a review of its critical function using a Business Impact 
Analysis/assessment. Without a Business Impact Analysis organisations are not able to 
assess/assure compliance without it. The following points should be considered when undertaking a 
BIA:                                   
�‡���'�H�W�H�U�P�L�Q�L�Q�J���L�P�S�D�F�W�V���R�Y�H�U���W�L�P�H���V�K�R�X�O�G���G�H�P�R�Q�V�W�U�D�W�H���W�R���W�R�S���P�D�Q�D�J�H�P�H�Q�W���K�R�Z���T�X�L�F�N�O�\���W�K�H��
organisation needs to respond to a disruption.
�‡���$���F�R�Q�V�L�V�W�H�Q�W���D�S�S�U�R�D�F�K���W�R���S�H�U�I�R�U�P�L�Q�J���W�K�H���%�,�$���V�K�R�X�O�G���E�H���X�V�H�G���W�K�U�R�X�J�K�R�X�W���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q��
�‡���%�,�$���P�H�W�K�R�G���X�V�H�G���V�K�R�X�O�G���E�H���U�R�E�X�V�W���H�Q�R�X�J�K���W�R���H�Q�V�X�U�H���W�K�H���L�Q�I�R�U�P�D�W�L�R�Q���L�V���F�R�O�O�H�F�W�H�G���F�R�Q�V�L�V�W�H�Q�W�O�\���D�Q�G��
impartially. 

The trust Business Continuity Plan (WUTH002) adopted from the 
NHSE toolkit contains section 5 on Business Impact Analysis, this 
includes  consideration of the Maximum Tolerable Period of Disruption 
(MTPD) and Recovery Time Objectives (RTO). Roll ot across all 
departments of the NHSE toolkit methods ensures consistency in the 
approach to BIA's.this is underway and on target

Fully compliant

47 Business Continuity
Business Continuity Plans 

(BCP)

The organisation has  business continuity plans for the 
management of incidents. Detailing how it will respond, recover 
and manage its services during disruptions to:
�‡���S�H�R�S�O�H
�‡���L�Q�I�R�U�P�D�W�L�R�Q���D�Q�G���G�D�W�D
�‡���S�U�H�P�L�V�H�V
�‡���V�X�S�S�O�L�H�U�V���D�Q�G���F�R�Q�W�U�D�F�W�R�U�V
�‡���,�7���D�Q�G���L�Q�I�U�D�V�W�U�X�F�W�X�U�H

Documented evidence that as a minimum the BCP checklist is covered by the various plans of the 
organisation.
  
Ensure BCPS are Developed using the ISO 22301 and the NHS Toolkit.  BC Planning is 
undertaken by an adequately trained person and contain the following:                                                           
�‡���3�X�U�S�R�V�H���D�Q�G���6�F�R�S�H������������������������������������������������������������������������������������
�‡���2�E�M�H�F�W�L�Y�H�V���D�Q�G���D�V�V�X�P�S�W�L�R�Q�V����������������������������������������������������������
�‡���(�V�F�D�O�D�W�L�R�Q���	���5�H�V�S�R�Q�V�H���6�W�U�X�F�W�X�U�H���Z�K�L�F�K���L�V���V�S�H�F�L�I�L�F���W�R���\�R�X�U���R�U�J�D�Q�L�V�D�W�L�R�Q��������������������������������������������������������������������������������������������������������������
�‡���3�O�D�Q���D�F�W�L�Y�D�W�L�R�Q���F�U�L�W�H�U�L�D�����S�U�R�F�H�G�X�U�H�V���D�Q�G���D�X�W�K�R�U�L�V�D�W�L�R�Q��������������������������������������������������������������������������������������������������
�‡���5�H�V�S�R�Q�V�H���W�H�D�P�V���U�R�O�H�V���D�Q�G���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V��������������������������������������������������������������������������������������
�‡���,�Q�G�L�Y�L�G�X�D�O���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V���D�Q�G���D�X�W�K�R�U�L�W�L�H�V���R�I���W�H�D�P���P�H�P�E�H�U�V��������������������������������������������������������������������������������������������������������
�‡���3�U�R�P�S�W�V���I�R�U���L�P�P�H�G�L�D�W�H���D�F�W�L�R�Q���D�Q�G���D�Q�\���V�S�H�F�L�I�L�F���G�H�F�L�V�L�R�Q�V���W�K�H���W�H�D�P���P�D�\���Q�H�H�G���W�R���P�D�N�H����������������������������������������������������������������������
�‡���&�R�P�P�X�Q�L�F�D�W�L�R�Q���U�H�T�X�L�U�H�P�H�Q�W�V���D�Q�G���S�U�R�F�H�G�X�U�H�V���Z�L�W�K���U�H�O�H�Y�D�Q�W���L�Q�W�H�U�H�V�W�H�G���S�D�U�W�L�H�V����������������������������������������������������������������������
�‡���,�Q�W�H�U�Q�D�O���D�Q�G�����H�[�W�H�U�Q�D�O���L�Q�W�H�U�G�H�S�H�Q�G�H�Q�F�L�H�V����������������������������������
�‡���6�X�P�P�D�U�\���,�Q�I�R�U�P�D�W�L�R�Q���R�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���S�U�L�R�U�L�W�L�V�H�G���D�F�W�L�Y�L�W�L�H�V��������������������������������������������������������������������������������������������������
�‡���'�H�F�L�V�L�R�Q���V�X�S�S�R�U�W���F�K�H�F�N�O�L�V�W�V��������������������������������������������������������
�‡���'�H�W�D�L�O�V���R�I���P�H�H�W�L�Q�J���O�R�F�D�W�L�R�Q�V����������������������������������������������������������������������
�‡���$�S�S�H�Q�G�L�[���$�S�S�H�Q�G�L�F�H�V��

All divisions within WUTH  are required to have in place appropriate 
business continuity plans, this is facilitated by using the NHSE toolkit. 
The trust has undertaken a pilot scheme to commence the roll out of 
this with continued roll out taking place. There is a schedule in place 
following approval of the policy for training, divisional & dep[artmental 
completion of Impacts and contingencies through to testing and 
exercising. This is in place and on target. Exisinting BCP's are in place 
and examples are available in WUTH052/053/054/055/056/057/058. In 
addition Cyber related plans are available in the Deep Dive sectio in 
WUTHDD01/02/03/04/05/06/07/08/09/1012. Training for divisions is in 
document WUTH087. The outgoing template for BP's is within 
WUTH093. the trust escalation policy is document WUTH118 and the 
maternity version in WUTH119. The response to bombs and suspect 
packages is within WUTH120.

Partially compliant

Full compliance will be achieved as 
the new policy is fully implemented 
with plans in place available to test 
and audit. The new policy seeks to 
increase the number of areas with 

specific Business Impact 
Assessments and Business 

Continuity Plans.

S Povey Aug-25

48 Business Continuity Testing and Exercising

The organisation has in place a procedure whereby testing and 
exercising of Business Continuity plans is undertaken on a 
yearly basis as a minimum, following organisational change or 
as a result of learning from other business continuity incidents.

Confirm the type of exercise the organisation has undertaken to meet this sub standard:                         
�‡���'�L�V�F�X�V�V�L�R�Q���E�D�V�H�G���H�[�H�U�F�L�V�H����������������������������������������������������������������������������������������������������������������
�‡���6�F�H�Q�D�U�L�R���(�[�H�U�F�L�V�H�V��������������������������������������������������������������������������������������
�‡���6�L�P�X�O�D�W�L�R�Q���(�[�H�U�F�L�V�H�V��������������������������������������������������������������������������������
�‡���/�L�Y�H���H�[�H�U�F�L�V�H������������������������������������������������������������������������������������������������������
�‡���7�H�V�W��������������������������������������������������������������������������������������������������������������������������������������
�‡���8�Q�G�H�U�W�D�N�H���D���G�H�E�U�L�H�I

Evidence
Post exercise/ testing reports and action plans

The trust has in place a schedule (WUTH132) of the implementation of 
new business continuity plans and testing and exercising which are 
subject to exercise planning, implementation and learning, including 
debriefing. This has followed the writing of a new dedicated Businss 
Continuity Management Policy which divisions and departments are 
following. A timeline with milestones is available within WUTH132 and is 
in progress as part of the Plan-Do-Check-Act process which is running 
into 2025 in its first stage. The trust has continued to undertake 
exercises whilst the new BCS has been introduced with a Cyber 
exercise in September (Report not yet available) along with 
Communications tests in April and August, August report is in 
WUTH008

Fully compliant

49 Business Continuity
Data Protection and 

Security Toolkit

Organisation's Information Technology department certify that 
they are compliant with the Data Protection and Security Toolkit 
on an annual basis. 

Evidence
�‡���6�W�D�W�H�P�H�Q�W���R�I���F�R�P�S�O�L�D�Q�F�H
�‡���$�F�W�L�R�Q���S�O�D�Q���W�R���R�E�W�D�L�Q���F�R�P�S�O�L�D�Q�F�H���L�I���Q�R�W���D�F�K�L�H�Y�H�G

The trust has met the requiremnst of the Data Protection and Security 
Toolkit, the report is available within WUTH073. Fully compliant

50 Business Continuity
BCMS monitoring and 

evaluation 

The organisation's BCMS is monitored, measured and 
evaluated against established Key Performance Indicators. 
Reports on these and the outcome of any exercises, and status 
of any corrective action are annually reported to the board.

�‡���%�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���S�R�O�L�F�\
�‡���%�&�0�6
�‡���S�H�U�I�R�U�P�D�Q�F�H���U�H�S�R�U�W�L�Q�J
�‡���%�R�D�U�G���S�D�S�H�U�V

The trust business continuity plan includes  quarterly reporting via the 
EPRR assurance report and continuous monitoring through the Plan, 
Do, Check, Act (PDCA) cycle. The plan is a new plan and is on target. 
The timeline for revisoin on BIA and BCP  followed by testing and 
exercising is in WUTH132

Fully compliant

51 Business Continuity BC audit

The organisation has a process for internal audit, and outcomes 
are included in the report to the board.

The organisation has conducted audits at planned intervals to 
confirm they are conforming with its own business continuity 
programme. 

�‡���S�U�R�F�H�V�V���G�R�F�X�P�H�Q�W�H�G���L�Q���(�3�5�5���S�R�O�L�F�\���%�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���S�R�O�L�F�\���R�U���%�&�0�6���D�O�L�J�Q�H�G���W�R���W�K�H���D�X�G�L�W��
programme for the organisation
�‡���%�R�D�U�G���S�D�S�H�U�V
�‡���$�X�G�L�W���U�H�S�R�U�W�V
�‡���5�H�P�H�G�L�D�O���D�F�W�L�R�Q���S�O�D�Q���W�K�D�W���L�V���D�J�U�H�H�G���E�\���W�R�S���P�D�Q�D�J�H�P�H�Q�W��������������������������������������������������������������������������������������������������������������
�‡���$�Q���L�Q�G�H�S�H�Q�G�H�Q�W���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���P�D�Q�D�J�H�P�H�Q�W���D�X�G�L�W���U�H�S�R�U�W������������������������������������������������������������������������
�‡���,�Q�W�H�U�Q�D�O���D�X�G�L�W�V���V�K�R�X�O�G���E�H���X�Q�G�H�U�W�D�N�H�Q���D�V���D�J�U�H�H�G���E�\���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�
�V���D�X�G�L�W���S�O�D�Q�Q�L�Q�J���V�F�K�H�G�X�O�H���R�Q���D��
rolling cycle.    
�‡���(�[�W�H�U�Q�D�O���D�X�G�L�W�V���V�K�R�X�O�G���E�H���X�Q�G�H�U�W�D�N�H�Q�����L�Q���D�O�L�J�Q�P�H�Q�W���Z�L�W�K���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���D�X�G�L�W���S�U�R�J�U�D�P�P�H

The annual report for EPRR will contain a section on Business 
Continuity preparedness and the rollong schedule of testing and 
exercising. Please note that this will only commence in the report 
published in 2025. At present with a new dedicated policy the cycle has 
not yet fully completed to the audit stage.

Partially compliant

Full compliance will be achieved as 
the new policy is fully implemented 
with plans in place available to test 

and audit

S Povey Aug-25

52 Business Continuity
BCMS continuous 

improvement process

There is a process in place to assess the effectiveness of the 
BCMS and take corrective action to ensure continual 
improvement to the BCMS. 

�‡���S�U�R�F�H�V�V���G�R�F�X�P�H�Q�W�H�G���L�Q���W�K�H���(�3�5�5���S�R�O�L�F�\���%�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���S�R�O�L�F�\���R�U���%�&�0�6
�‡���%�R�D�U�G���S�D�S�H�U�V�����V�K�R�Z�L�Q�J���H�Y�L�G�H�Q�F�H���R�I���L�P�S�U�R�Y�H�P�H�Q�W
�‡���$�F�W�L�R�Q���S�O�D�Q�V���I�R�O�O�R�Z�L�Q�J���H�[�H�U�F�L�V�L�Q�J�����W�U�D�L�Q�L�Q�J���D�Q�G���L�Q�F�L�G�H�Q�W�V
�‡���,�P�S�U�R�Y�H�P�H�Q�W���S�O�D�Q�V���I�R�O�O�R�Z�L�Q�J���L�Q�W�H�U�Q�D�O���R�U���H�[�W�H�U�Q�D�O���D�X�G�L�W�L�Q�J
�‡�&�K�D�Q�J�H�V���W�R���V�X�S�S�O�L�H�U�V���R�U���F�R�Q�W�U�D�F�W�V���I�R�O�O�R�Z�L�Q�J���D�V�V�H�V�V�P�H�Q�W���R�I���V�X�L�W�D�E�L�O�L�W�\��

Continuous Improvement can be identified via the following routes:                                                                     
�‡���/�H�V�V�R�Q�V���O�H�D�U�Q�H�G���W�K�U�R�X�J�K���H�[�H�U�F�L�V�L�Q�J����������������������������������
�‡���&�K�D�Q�J�H�V���W�R���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���V�W�U�X�F�W�X�U�H�����S�U�R�G�X�F�W�V���D�Q�G���V�H�U�Y�L�F�H�V�����L�Q�I�U�D�V�W�U�X�F�W�X�U�H�����S�U�R�F�H�V�V�H�V���R�U��
activities.                                     
�‡���&�K�D�Q�J�H�V���W�R���W�K�H���H�Q�Y�L�U�R�Q�P�H�Q�W���L�Q���Z�K�L�F�K���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q���R�S�H�U�D�W�H�V����������������������������������������������������������������������������������
�‡���$���U�H�Y�L�H�Z���R�U���D�X�G�L�W������������������������������������������������������������������������������������������������
�‡���&�K�D�Q�J�H�V���R�U���X�S�G�D�W�H�V���W�R���W�K�H���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���P�D�Q�D�J�H�P�H�Q�W���O�L�I�H�F�\�F�O�H�����V�X�F�K���D�V���W�K�H���%�,�$���R�U��
continuity solutions.                                            
�‡���6�H�O�I���D�V�V�H�V�V�P�H�Q�W����������������������������������������������������������������������������������������������������������������
�‡���4�X�D�O�L�W�\���D�V�V�X�U�D�Q�F�H����������������������������������������������������������������������������������������������
�‡���3�H�U�I�R�U�P�D�Q�F�H���D�S�S�U�D�L�V�D�O������������������������������������������������������������������������������
�‡���6�X�S�S�O�L�H�U���S�H�U�I�R�U�P�D�Q�F�H����������������������������������������������������������������������������������
�‡���0�D�Q�D�J�H�P�H�Q�W���U�H�Y�L�H�Z����������������������������������������������������������������������������������
�‡���'�H�E�U�L�H�I�V������������������������������������������������������������������������������������������������������������������������
�‡���$�I�W�H�U���D�F�W�L�R�Q���U�H�Y�L�H�Z�V������������������������������������������������������������������������������������
�‡���/�H�V�V�R�Q�V���O�H�D�U�Q�H�G���W�K�U�R�X�J�K���H�[�H�U�F�L�V�L�Q�J���R�U���O�L�Y�H���L�Q�F�L�G�H�Q�W�V��������

The trust Business Continuity Plan (WUTH002) which uses the NHS 
England Business Continuity Toolkit. includes continuous review of the 
policy and of business continuity plans in divisions. This is an ongoing 
process through the life of the policy which is currently within its first 
year. All of the required elements are included in the dedicated 
Business Continuity Plan and continuous improvement included. The 
plan is in place and on target.

Fully compliant
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

53 Business Continuity
Assurance of 

commissioned providers / 
suppliers BCPs 

The organisation has in place a system to assess the business 
continuity plans of commissioned providers or suppliers; and are 
assured that these providers business continuity arrangements 
align and are interoperable with their own. 

�‡���(�3�5�5���S�R�O�L�F�\���%�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���S�R�O�L�F�\���R�U���%�&�0�6���R�X�W�O�L�Q�H�V���W�K�H���S�U�R�F�H�V�V���W�R���E�H���X�V�H�G���D�Q�G���K�R�Z��
suppliers will be identified for assurance
�‡���3�U�R�Y�L�G�H�U���V�X�S�S�O�L�H�U���D�V�V�X�U�D�Q�F�H���I�U�D�P�H�Z�R�U�N
�‡���3�U�R�Y�L�G�H�U���V�X�S�S�O�L�H�U���E�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\���D�U�U�D�Q�J�H�P�H�Q�W�V

This may be supported by the organisations procurement or commercial teams (where trained in 
BC) at tender phase and at set intervals for critical and/or high value suppliers

The trust Business Continuity Plan (WUTH002) section 9 specifically 
includes external suppliers and contractors to consider their own 
resilience and arrangements to ensure continued  supply to the trust. 
Centrally procured suppliers/items are monitored by NHS Supply Chain 
with locally procured goods subject to checks through divisions and 
trust procurement. This is in progress as the policy is within its first year 
and on target. Procurement state that the process for procurement 
checks is based on the contract value: The process does depend on 
�W�K�H���Y�D�O�X�H���D�V���S�H�U���W�K�H���7�U�X�V�W�¶�V���6�)�,�¶�V�����$�G���K�R�F���S�X�U�F�K�D�V�H�V���E�H�O�R�Z���…���N���Z�R�X�O�G��
not be subject to these checks, official quotations (£5,001 to £30k) 
that were conducted by Procurement would have certain checks 
dependent on the requirement. Tenders (£30,001 to PCR Threshold) 
and PCR Tenders would require cyber essentials as minimum and 
also request business continuity plans. This is quite a broad 
statement as it does always depend on the requirement.

Partially compliant

EPRR are currently liaising with 
procurement to implement the 

structure within the trust Business 
Continuity Policy (WUTH002) which 
is based upon the NHSE Business 

Continuity Toolkit. We will be looking 
at contrac value and a tiered 

approach towards  assurance 
information from suppliers that are 

not covered by NHS Supply 
Chain/central procurement.

S Povey Apr-25

Domain 10 - CBRN

55 Hazmat/CBRN   Governance

The organisation has identified responsible roles/people for the 
following elements of Hazmat/CBRN:
- Accountability - via the AEO
- Planning
- Training
- Equipment checks and maintenance 
Which should be clearly documented

Details of accountability/responsibility are clearly documented in the organisation's Hazmat/CBRN 
plan and/or Emergency Planning policy as related to the identified risk and role of the organisation

The trust CBRNe plan (WUTH074) identifies the specific actions1.7, 
training & 1.8 maintenance, The Trust EPRR Policy (WUTH001) 
section 2, identifies the  Accountable Emergency Officer for the 
succesful implementation of Emergency Preparedness, Resilience & 
Response and the assessment of EPRR risks. 

Fully compliant

56 Hazmat/CBRN   
Hazmat/CBRN risk 

assessments 

Hazmat/CBRN risk assessments are in place which are 
appropriate to the organisation type

Evidence of the risk assessment process undertaken - including - 
i) governance for risk assessment process
ii) assessment of impacts on staff
iii) impact assessment(s) on estates and infrastructure - including access and egress
iv) management of potentially hazardous waste
v) impact assessments of Hazmat/CBRN decontamination on critical facilities and services

Document WUTH010 shows the EPRR risks on the trust risk register. 
The process uses the trust Risk Mangement Process as identified in 
policy WUTH009. The trust CBRNe plan (WUTH074) details the 
procedure for hazardous waste. The trust has a COSHH policy for 
hazardous substance management which is document WUTH117. The 
trust radiation safety policy is document WUTH123 

Fully compliant

57 Hazmat/CBRN   
Specialist advice for 

Hazmat/CBRN  exposure

Organisations have signposted key clinical staff on how to 
access appropriate and timely specialist advice for managing 
patients involved in Hazmat/CBRN incidents

Staff are aware of the number / process to gain access to advice through appropriate planning 
arrangements. These should include ECOSA, TOXBASE, NPIS, UKHSA

Arrangements should include how clinicians would access specialist clinical advice for the on-going 
treatment of a patient

The ED accesses advice and information on a Hazmat/CBRN advice 
line and had has access to the National Poisins Information Service,  
Toxbase and UKHSA the following links are availbale for staff fo 
advice: https://www.wuth.nhs.uk/media/9062/cbrn-handbook-2018.pdf 
,https://www.wuth.nhs.uk/media/9709/nhse-managing-mass-
casualties.pdf and the trust CBRNe plan (WUTH074)                                
The ED department uses and has displayed the IOR remove guidance 
shown in WUTH094/095/096/097/098.Specialist advice for nerve 
agents is in document WUTH110.

Fully compliant

58 Hazmat/CBRN   
Hazmat/CBRN    planning 

arrangements 

The organisation has up to date specific Hazmat/CBRN plans 
and response arrangements aligned to the risk assessment, 
extending beyond IOR arrangements, and which are supported 
by a programme of regular training and exercising within the 
organisation and in conjunction with external stakeholders

 Documented plans include evidence of the following:
�‡���F�R�P�P�D�Q�G���D�Q�G���F�R�Q�W�U�R�O���V�W�U�X�F�W�X�U�H�V��
�‡���&�R�O�O�D�E�R�U�D�W�L�R�Q���Z�L�W�K���W�K�H���1�+�6���$�P�E�X�O�D�Q�F�H���7�U�X�V�W���W�R���H�Q�V�X�U�H���+�D�]�P�D�W���&�%�5�1���S�O�D�Q�V���D�Q�G���S�U�R�F�H�G�X�U�H�V���D�U�H��
�F�R�Q�V�L�V�W�H�Q�W���Z�L�W�K���W�K�H���$�P�E�X�O�D�Q�F�H���7�U�X�V�W�¶�V���+�D�]�P�D�W���&�%�5�1�����F�D�S�D�E�L�O�L�W�\
�‡���3�U�R�F�H�G�X�U�H�V���W�R���P�D�Q�D�J�H���D�Q�G���F�R�R�U�G�L�Q�D�W�H���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���Z�L�W�K���R�W�K�H�U���N�H�\���V�W�D�N�H�K�R�O�G�H�U�V���D�Q�G���R�W�K�H�U��
responders
�‡���(�I�I�H�F�W�L�Y�H���D�Q�G���W�H�V�W�H�G���S�U�R�F�H�V�V�H�V���I�R�U���D�F�W�L�Y�D�W�L�Q�J���D�Q�G���G�H�S�O�R�\�L�Q�J���+�D�]�P�D�W���&�%�5�1���V�W�D�I�I���D�Q�G���&�O�L�Q�L�F�D�O��
Decontamination Units (CDUs) (or equivalent)
�‡���3�U�H���G�H�W�H�U�P�L�Q�H�G���G�H�F�R�Q�W�D�P�L�Q�D�W�L�R�Q���O�R�F�D�W�L�R�Q�V���Z�L�W�K���D���F�O�H�D�U���G�L�V�W�L�Q�F�W�L�R�Q���E�H�W�Z�H�H�Q���F�O�H�D�Q���D�Q�G���G�L�U�W�\���D�U�H�D�V��
and demarcation of safe clean access for patients, including for the off-loading of non-
decontaminated patients from ambulances, and safe cordon control
�‡���'�L�V�W�L�Q�F�W�L�R�Q���E�H�W�Z�H�H�Q���G�U�\���D�Q�G���Z�H�W���G�H�F�R�Q�W�D�P�L�Q�D�W�L�R�Q���D�Q�G���W�K�H���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J���S�U�R�F�H�V�V���I�R�U���W�K�H��
appropriate deployment
�‡���,�G�H�Q�W�L�I�L�F�D�W�L�R�Q���R�I���O�R�F�N�G�R�Z�Q���L�V�R�O�D�W�L�R�Q���S�U�R�F�H�G�X�U�H�V���I�R�U���S�D�W�L�H�Q�W�V���Z�D�L�W�L�Q�J���I�R�U���G�H�F�R�Q�W�D�P�L�Q�D�W�L�R�Q
�‡���0�D�Q�D�J�H�P�H�Q�W���D�Q�G���G�H�F�R�Q�W�D�P�L�Q�D�W�L�R�Q���S�U�R�F�H�V�V�H�V���I�R�U���F�R�Q�W�D�P�L�Q�D�W�H�G���S�D�W�L�H�Q�W�V���D�Q�G���I�D�W�D�O�L�W�L�H�V���L�Q���O�L�Q�H���Z�L�W�K��
the latest guidance
�‡���$�U�U�D�Q�J�H�P�H�Q�W�V���I�R�U���V�W�D�I�I���G�H�F�R�Q�W�D�P�L�Q�D�W�L�R�Q���D�Q�G���D�F�F�H�V�V���W�R���V�W�D�I�I���Z�H�O�I�D�U�H
�‡���%�X�V�L�Q�H�V�V���F�R�Q�W�L�Q�X�L�W�\�����S�O�D�Q�V���W�K�D�W���H�Q�V�X�U�H���W�K�H���W�U�X�V�W���F�D�Q���F�R�Q�W�L�Q�X�H���W�R���D�F�F�H�S�W���S�D�W�L�H�Q�W�V���Q�R�W���U�H�O�D�W�H�G���D�I�I�H�F�W�H�G��
by the Hazmat/CBRN incident, whilst simultaneously providing the decontamination capability, 
through designated clean entry routes
�‡���3�O�D�Q�V���I�R�U���W�K�H���P�D�Q�D�J�H�P�H�Q�W���R�I���K�D�]�D�U�G�R�X�V���Z�D�V�W�H
�‡���+�D�]�P�D�W���&�%�5�1���S�O�D�Q�V���D�Q�G���S�U�R�F�H�G�X�U�H�V���L�Q�F�O�X�G�H���V�X�I�I�L�F�L�H�Q�W���S�U�R�Y�L�V�L�R�Q�V���W�R���P�D�Q�D�J�H���W�K�H���V�W�D�Q�G���G�R�Z�Q���D�Q�G��
transition from response to recovery and a return to business as usual activities
�‡���'�H�V�F�U�L�S�W�L�R�Q���R�I���S�U�R�F�H�V�V���I�R�U���R�E�W�D�L�Q�L�Q�J���U�H�S�O�D�F�H�P�H�Q�W���3�3�(���3�5�3�6�������E�R�W�K���G�X�U�L�Q�J���D���S�U�R�W�U�D�F�W�H�G���L�Q�F�L�G�H�Q�W��
and in the aftermath of an incident

Command & Control structures are identified within section 5.2 of the 
trust EPRR policy (WUTH001). Collaboration with NWAS is met 
through sharing of the relevant trust policies and a site visit is also 
scheduled or 15th October 2024 to further discuss this and the trust 
MoU under section 4.3.3 of the CBRNe Plan (WUTH015). The CBRNe 
plan (WUTH074 relates to the following sections: Details of alerting 
other stakeholders (via the ROCC) is within section 4.3  of the CBRNe  
plan. Declaration and activation are in sections 3 and 4 of the CBRNe 
plan. The location of the decontamination units is within Appendix 6 of 
the CBRNe plan which has space for two aire shelters and one aire 
shower which are aligned to ensure a flow from the 'dirty' end to the 
'clean' end and beyond for treatment. the designated area is away from 
the ambulance arrival zone and inbetween the ED entrance and the 
mainentrance/outpatients entrance which could be used as a receiving 
area once dencontamibation has been completed. the are has fitted 
running (hot/warm) water and a fixed electrical supply to supply power to 
equipment. the policy includes  decontamoination probedures within 
section 5.4  for 5.4.1 dry dentamination and 5.4.2 wet decontamination. 
Sectoin 5.2 details cordons for patients awaiting decontamination and 
access through the cordons. Sections 5.5 Mass decontamination, 5.6 
waste management, 5.7 removal and disposal of contaminated waste, 
5.8 decontamination run off, 5.9 external triage, 5.10 people requiring 
treatment, 5.11 decontaminating live patients, 5.12 decontaminating 
deceased, 5.13 deceased decontaminated patients, 5.14 living 
contaminated patients, 5.15 people not requiring treatment, 5.16 trust 
holding area - all day walk in centre and 5.17 recovery add to the 
information held within the policy. Sections 4 and 5.15 relate to 
activation of plans and recovery.Business continuity arrangements and 
considerations are contained within section 3.7.1 of the trust major 

Fully compliant

59 Hazmat/CBRN   
Decontamination 

capability availability 24 /7 

The organisation has adequate and appropriate wet 
decontamination capability that can be rapidly deployed to 
manage self presenting patients, 24 hours a day, 7 days a week 
(for a minimum of four patients per hour) - this includes 
availability of staff to establish the decontamination facilities

There are sufficient trained staff on shift to allow for the 
continuation of decontamination until support and/or mutual aid 
can be provided - according to the organisation's risk 
assessment and plan(s)

The organisations also has plans, training and resources in 
place to enable the commencement of interim dry/wet, and 
improvised decontamination where necessary.

Documented roles for people forming the decontamination team -  including Entry Control/Safety 
Officer
Hazmat/CBRN trained staff are clearly identified on staff rotas and scheduling pro-actively 
considers sufficient cover for each shift
Hazmat/CBRN trained staff working on shift are identified on shift board

Collaboration with local NHS ambulance trust and local fire service - to ensure Hazmat/CBRN 
plans and procedures are consistent with local area plans

Assessment of local area needs and resource

The trust has recently completed a full training schedule for all ED staff 
with an ongoing schedule for new staff or those requiring refresher 
training, training details are available in WUTH076 & WUTH077). The 
docontamination equipment includes a control board on which the 
designated roles v person fulfilling are documented, this also includes 
spaces to document times within PRPS suits for staff.. the trust has 
MoU's in place with MFRS and NWAS. EPRR risk assessments 
identify local hazards (WUTH010). An audit of equipment initiated by 
NWAS is available in WUTH078. The inventory of PRPS suits and their 
service status is within WUTH079.

Fully compliant

60 Hazmat/CBRN   Equipment and supplies

The organisation holds appropriate equipment to ensure safe 
decontamination of patients and protection of staff. There is an 
accurate inventory of equipment required for decontaminating 
patients. 

Equipment is proportionate with the organisation's risk 
assessment of requirement - such as for the management of 
non-ambulant or collapsed patients

�‡���$�F�X�W�H���S�U�R�Y�L�G�H�U�V�������V�H�H���(�T�X�L�S�P�H�Q�W���F�K�H�F�N�O�L�V�W����
https://www.england.nhs.uk/wp-content/uploads/2018/07/eprr-
decontamination-equipment-check-list.xlsx 
�‡���&�R�P�P�X�Q�L�W�\�����0�H�Q�W�D�O���+�H�D�O�W�K���D�Q�G���6�S�H�F�L�D�O�L�V�W���V�H�U�Y�L�F�H���S�U�R�Y�L�G�H�U�V������
see guidance 'Planning for the management of self-presenting 
patients in healthcare setting': 
https://webarchive.nationalarchives.gov.uk/20161104231146/htt
ps://www.england.nhs.uk/wp-content/uploads/2015/04/eprr-
chemical-incidents.pdf

This inventory should include individual asset identification, any applicable servicing or maintenance 
activity, any identified defects or faults, the expected replacement date and any applicable statutory 
or regulatory requirements (including any other records which must be maintained for that item of 
equipment).

There are appropriate risk assessments and SOPs for any specialist equipment

Acute and ambulance trusts must maintain the minimum number of PRPS suits specified by NHS 
�(�Q�J�O�D�Q�G�����������������������7�K�H�V�H���V�X�L�W�V���P�X�V�W���E�H���P�D�L�Q�W�D�L�Q�H�G���L�Q���D�F�F�R�U�G�D�Q�F�H���Z�L�W�K���W�K�H���P�D�Q�X�I�D�F�W�X�U�H�U�¶�V��
guidance. NHS Ambulance Trusts can provide support and advice on the maintenance of PRPS 
suits as required.

Designated hospitals must ensure they have a financial replacement plan in place to ensure that 
they are able to adequately account for depreciation in the life of equipment and ensure funding is 
available for replacement at the end of its shelf life.  This includes for PPE/PRPS suits, 
decontamination facilities etc.

The trust has an inventory of all CBRNe equioment held by it along with 
risk assessments along with  planning for the replacement of equipment 
within the trust CBRNe plan (WUTH074). PRPS suits are maintained 
under a service contract and kept in secure storage. Next service visit 
is scheduled for  the 4th November 2024. The Emergency Department 
has Risk Assessments in place for the department. An audit of 
equipment initiated by NWAS is available in WUTH078. The inventory 
of PRPS suits and their service status is within WUTH079

Fully compliant
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Ref Domain
Standard name Standard Detail

Supporting Information - including examples of evidence
Organisational Evidence	

Self assessment RAG

Red (not compliant) = Not compliant with the core standard. The 
�R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���V�K�R�Z�V���F�R�P�S�O�L�D�Q�F�H���Z�L�O�O���Q�R�W���E�H���U�H�D�F�K�H�G��

within the next 12 months.

Amber (partially compliant) = Not compliant with core standard. However, 
�W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���Z�R�U�N���S�U�R�J�U�D�P�P�H���G�H�P�R�Q�V�W�U�D�W�H�V���V�X�I�I�L�F�L�H�Q�W���H�Y�L�G�H�Q�F�H���R�I��

progress and an action plan to achieve full compliance within the next 12 
months.

Green (fully compliant) = Fully compliant with core standard.

Action to be taken Lead Timescale Comments

61 Hazmat/CBRN   
Equipment - Preventative 

Programme of 
Maintenance

There is a preventative programme of maintenance (PPM) in 
place, including routine checks for the maintenance, repair, 
calibration (where necessary) and replacement of out of date 
decontamination equipment to ensure that equipment is always 
available to respond to a Hazmat/CBRN incident.

Equipment is maintained according to applicable industry 
�V�W�D�Q�G�D�U�G�V���D�Q�G���L�Q���O�L�Q�H���Z�L�W�K���P�D�Q�X�I�D�F�W�X�U�H�U�¶�V���U�H�F�R�P�P�H�Q�G�D�W�L�R�Q�V

The PPM should include where applicable:
- PRPS Suits
- Decontamination structures 
- Disrobe and rerobe structures
- Water outlets
- Shower tray pump
- RAM GENE (radiation monitor) - calibration not required
- Other decontamination equipment as identified by your local 
risk assessment e.g. IOR Rapid Response boxes

There is a named individual (or role) responsible for completing 
these checks

Documented process for equipment maintenance checks included within organisational 
Hazmat/CBRN plan - including frequency required proportionate to the risk assessment
�‡���5�H�F�R�U�G���R�I���U�H�J�X�O�D�U���H�T�X�L�S�P�H�Q�W���F�K�H�F�N�V�����L�Q�F�O�X�G�L�Q�J���G�D�W�H���F�R�P�S�O�H�W�H�G���D�Q�G���E�\���Z�K�R�P��
�‡���5�H�S�R�U�W���R�I���D�Q�\���P�L�V�V�L�Q�J���H�T�X�L�S�P�H�Q�W
Organisations using PPE and specialist equipment should document the method for it's disposal 
when required 

Process for oversight of equipment in place for EPRR committee in multisite organisations/central 
register available to EPRR

Organisation Business Continuity arrangements to ensure the continuation of the decontamination 
services in the event of use or damage to primary equipment 

Records of maintenance and annual servicing

Third party providers of PPM must provide the organisations with assurance of their own Business 
Continuity arrangements as a commissioned supplier/provider under Core Standard 53

The trust has a routine plan to check equipmet and identoify any issues 
or shortfallswithin the CBRNe policy (WUTH074). Equipment is 
managed by the ED Stoes keeper. PRPS suits are maintained on a 
service contract (next visit 4th November 2024) from the suit 
manufacturers to ensure competency. An audit of equipment initiated 
by NWAS is available in WUTH078. The trust has more suits available 
than the designated amount to ensure continuity in the event of any 
damage. The inventory of PRPS suits and their service status is within 
WUTH079. A full audit of equipment including tents and shelters is 
within WUTH082.

Fully compliant

62 Hazmat/CBRN   
Waste disposal 
arrangements

The organisation has clearly defined waste management 
processes within their Hazmat/CBRN plans

Documented arrangements for the safe storage (and potential secure holding) of waste
Documented arrangements - in consultation with other emergency services for the eventual 
disposal of:
- Waste water used during decontamination
- Used or expired PPE
- Used equipment - including unit liners

Any organisation chosen for waste disposal must be included in the supplier audit conducted under 
Core Standard 53

The trust SOP for removasl of contaminated waste is in document 
WUTH080 Contaminated waste is held in the Waste compound in 
estates pending removal under the contract with Veolia (WUTH081) 
which is managed by NWAS and audited by them. Any contaminated 
waste is stored in the designated area in the estates waste compound 
pending collection.

Fully compliant

63 Hazmat/CBRN   
Hazmat/CBRN    training 

resource

The organisation must have an adequate training resource to 
deliver Hazmat/CBRN training which is aligned to the 
organisational Hazmat/CBRN plan and associated risk 
assessments

Identified minimum training standards within the organisation's Hazmat/CBRN plans (or EPRR 
training policy)

Staff training needs analysis (TNA) appropriate to the organisation type - related to the need for 
decontamination

Documented evidence of training records for Hazmat/CBRN training - including for:
- trust trainers - with dates of their attendance at an appropriate 'train the trainer' session (or 
update)
- trust staff - with dates of the training that that they have undertaken

Developed training programme to deliver capability against the risk assessment

The trust has 8 trainers to deliver hazmat training, as per section 1.7 of 
the CBRNe plan (WUTH074). Details of training are within 
WUTH083/084/085. The trust has a sufficient number of training 
and/or decommissioned suits for training and have hosted two courses 
for NWAS using the trust resource. The training delivered is within 
WUTH077 and the lesson plan to accompany in WUTH076.

Fully compliant

64 Hazmat/CBRN   
Staff training - recognition 

and  decontamination

The organisation undertakes training for all staff who are most 
likely to come into contact with potentially contaminated patients 
and patients requiring decontamination.

Staff that may make contact with a potentially contaminated 
patients, whether in person or over the phone, are sufficiently 
trained in Initial Operational Response (IOR) principles and 
isolation when necessary. (This includes (but is not limited to) 
acute, community, mental health and primary care settings such 
as minor injury units and urgent treatment centres)

Staff undertaking patient decontamination are sufficiently trained 
to ensure a safe system of work can be implemented

Evidence of trust training slides/programme and designated audience
Evidence that the trust training includes reference to the relevant current guidance (where 
necessary)
Staff competency records

The training delivered to staff used the training material within 
WUTH076 & WUTH077. For Staff traiing ALL  ED staff have been re-
trained between February and July 2024. NHS England guidance 
(WUTH086) on the initial guidance for self presenters is followed 
should any self presenters arrive outside of a main incident scene who 
have missed decon at scene.

Fully compliant

65 Hazmat/CBRN   PPE Access

Organisations must ensure that staff who come in to contact 
with patients requiring wet decontamination and patients with 
confirmed respiratory contamination have access to, and are 
trained to use, appropriate PPE. 

This includes maintaining the expected number of operational 
PRPS available for immediate deployment to safely undertake 
wet decontamination and/or access to FFP3 (or equivalent) 24/7

Completed equipment inventories; including completion date 

Fit testing schedule and records should be maintained for all staff who may come into contact with 
confirmed respiratory contamination

Emergency Departments at Acute Trusts are required to maintain 24 Operational PRPS

All ED staff have been trainied in the use of PRPS suits and all staff are 
required to  be trained in the use of two different FFP3 masks. This is 
an ongoing process and has been reinformed in preparations for  a 
possible Mpox outbreak. The trust currently has a programme of  
ensuring all required staff have the training in the use of two FFP3 
models and that they rotate usage. To facilitate this the trust has 7 
portacount machines to assist with staff training. In addition for bearded 
staff the trust has powered hoods for staff with beards that mean a 
face fit seal is not possible for masks. Additional stocks of these are 
also being procured.

Fully compliant

66 Hazmat/CBRN   Exercising
Organisations must ensure that the exercising of Hazmat/CBRN 
plans and arrangements are incorporated in the organisations 
EPRR exercising and testing programme

Evidence
�‡���(�[�H�U�F�L�V�L�Q�J���6�F�K�H�G�X�O�H���Z�K�L�F�K���L�Q�F�O�X�G�H�V���+�D�]�P�D�W���&�%�5�1���H�[�H�U�F�L�V�H
�‡���3�R�V�W���H�[�H�U�F�L�V�H���U�H�S�R�U�W�V���D�Q�G���H�P�E�H�G�G�L�Q�J���O�H�D�U�Q�L�Q�J

Hazmat exercising has taken place between April and July 2024 to 
ensure that all ED staff have been trained in Hazmat response, the 
schedule of training attendance is being completed following the last 
training session and a programme of ongoing training is being 
confirmed in a meeting on Friday 4th October.

Fully compliant
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Ref Domain Standard Deep Dive question Supporting evidence- including examples of evidence

Organisational Evidence - Please provide details 
of arrangements in order to capture areas of 
good practice or further development. (Use 

comment column if required)

Self assessment RAG

Red (not compliant) = Not evidenced in 
EPRR arrangements.

Amber (partially compliant) = Not 
evidenced in EPRR arrangements but have 

plans in place to include in the next 12 
months. 

Green (fully compliant) = Evidenced in 
plans or EPRR arrangements and are  

tested/exercised as effective.

Action to be taken Lead Timescale Comments

DD1 Deep Dive  
Cyber Security

Cyber Security & IT related incident 
preparedness

Cyber security and IT teams support the organisation's 
EPRR activity including delivery of the EPRR work 
programme to achieve business objectives outlined in 
organisational EPRR policy.

-Cyber security and IT teams engaged with EPRR governance 
arrangement and are represented on EPRR committee 
membership (TOR and minutes)
- Shared understanding of risks to the organisation and the 
population it serves with regards to EPRR - organisational risk 
assessments and risk registers
-Plans and arrangements demonstrate a common understanding 
of incidents in line with EPRR framework and cyber security 
requirements. 
-EPRR work programme
-Organisational EPRR policy                                                                                                                                                                      

The Digital Team have a Major Incident Departmental Plan 
WUTHDD01) along with a sries of Action Cards (WUTHDD02). 
For Cyber security incidents the is a Cyber Security Incident 
Procedure (WUTHDD03) and a Cyner incident Emergency 
Contacts List (WUTHDD04). The Trust Risk Register includes 
cyber and digital risks (WUTHDD14). The trust has an 
overarching EPRR Policy (WUTHDD15) and work programme 
(WUTHDD16). the Trust has an Information Assett Database 
which covers testing and exercising of all Level 3 and 4 assets 
(WUTHDD11)

Fully compliant

DD2 Deep Dive  
Cyber Security

Cyber Security & IT related incident 
response arrangements

The organisation has developed threat specific cyber 
security and IT related incident response arrangements 
with regard to relevant risk assessments and that 
dovetail with generic organisational response plans.

Arrangements should:
-consider the operational impact of such incidents
-be current and include a routine review schedule
-be tested regularly
-be approved and signed off by the appropriate governance 
mechanisms
-include clearly identified response roles and responsibilities
-be shared appropriately with those required to use them
-outline any equipment requirements 
-outline any staff training needs
-include use of unambiguous language
-demonstrate a common understanding of terminology used 
during incidents in line with the EPRR framework and 
cybersecurity requirements.'

Trust has a cyber incident policy, perform cyber exersices local 
and in the regionally (ICS Exercise debrief - WUTHDD08). The 
Trust cyber position is reviewed yearly within national audit 
DSPT/ CAF. Issues from audits are added to the cyber 
programme for remediation. In the event of an incident the trust 
has a number of templates that can be followed to ensure 
consistency, Major Incident Call procedure advice (WUTHDD05) , 
Major Incident Floorwalknig Log (WUTHDD06) and Major 
Incident Form Call Logging (WUTHDD07).Exercise reports for 
trust exercises are available in WUTHDD09 & 10. A report into 
WUTH IT Disaster recovery exercises is contained within 
WUTHDD12

Partially compliant

Update IT related 
incident action cards and 
ensure common 
terminology consist with 
EPRR plans/policies. A 
regional cyber exercise 
follow up in November 
2024 will test the revised 
regional plan and allow 
trusts to complete their 
own plans. Digital Team Mar-25

DD3 Deep Dive  
Cyber Security

Resilient Communication during 
Cyber Security & IT related 
incidents

The organisation has arrangements in place for 
communicating with partners and stakeholders during 
cyber security and IT related incidents.

Arrangements should consider the generic principles for 
enhancing communications resilience:
1. look beyond the technical solutions at processes and 
organisational arrangements
2. identify and review the critical communication activities that 
underpin your response arrangements
3. ensure diversity of technical solutions
4. adopt layered fall-back arrangements
5. plan for appropriate interoperability

https://www.england.nhs.uk/wp-content/uploads/2019/03/national-
resilient-telecommunications-guidance.pdf

There are regional and national communications within IT teams 
, what's app group, ICB. The national CSOC has a hotline number 
for cyber management support. In addition the trust EPRR Policy 
and major Incident Plan have sections dedicated to 
communications in an emergencyboth internal and external.

Fully compliant

DD4 Deep Dive  
Cyber Security

Media Strategy The organisation has Incident communication plans 
and media strategies that include arrangements to 
agree media lines and the use of corporate and 
personal social media accounts during cyber security 
and IT related incidents

- Incident communications plans and media strategy give 
consideration to cyber security incidents activities as well as 
clinical and operational impacts. 
- Agreed sign off processes for media and press releases in 
relation to Cyber security and IT related incidents. 
- Documented process for communications to regional and 
national teams
- Incident communications plan and media strategy provides 
guidance for staff on providing comment, commentary or advice 
during an incident or where sensitive information is generated. 

The Media Strategy is in section 5 of the trust Major Incident 
Plan (WUTHDD17) covers all aspects of communications

Fully compliant

DD5 Deep Dive  
Cyber Security

Testing and exercising The exercising and/ or testing of cyber security and IT 
related incident arrangements are included in the 
organisations EPRR exercise and testing programme.

- Evidence of exercises held in last 12 months including post 
exercise reports
- EPRR exercise and testing programme 

Regional exercise 21st March, report in WUTHDD08 and local 
cyber exercises have occurred and planned, see 
WUTHDD08/09/10. A trust exercise also took place on Friday 
6th September, the report for this should be available soon.

Fully compliant

DD6 Deep Dive  
Cyber Security

Continuous Improvement The organisation's Cyber Security and IT teams have 
processes in place to implement changes to threat 
specific response arrangements and embed learning 
following incidents and exercises

- Cyber security and IT colleagues participation in debriefs 
following live incidents and exercises
- lessons identified and implementation plans to address those 
lessons
-agreed processes in place to adopt implementation of lessons 
identified
- Evidence of updated incident plans post-incident/exercise

Updated regional policy from the last exercise on 21st March 
WUTHDD08 and the follow up exercise scheduled for 21st 
November . RCA occur for all major incidents within IT. Post 
exercsie reoport axamples are in WUTHDD 09/10. The exercise 
report for Friday 6th September will also cover this wehen 
available.

Fully compliant

DD7 Deep Dive  
Cyber Security

Training Needs Analysis (TNA) Cyber security and IT related incident response roles 
are included in an organisation's TNA.

- TNA includes Cyber security and IT related incident response 
roles
- Attendance/participant lists showing cybersecurity and IT 
colleagues taking part in incident response training.

The trust has a training needs analysis matrix, a future 
devleopment is to have a seprtate EPRR Training and Exercising 
Policy, the current matrix is within WUTHDD18 Partially compliant

Training Needs Analysis 
to be included in the  
new trust Training & 
Exercising Plan which is 
scheduled for 
introduction in 2025. EPRR May-25

DD8 Deep Dive  
Cyber Security

EPRR Training The oranisation's EPRR awareness training  includes 
the risk to the organisation of cyber security and IT 
related incidents and emergencies

-Cyber security and IT related incidents and emergencies 
included in  EPRR awareness training package

EPRR training is given to key staff in departments and to staff on 
the on call rotas Fully compliant

DD9 Deep Dive  
Cyber Security

Business Impact Assessments The Cyber Security and IT teams are aware of the 
organisations's critical functions and the dependencies 
on IT core systems and infrastrucure for the safe and 
effective delivery of these services

-robust Business Impact Analysis including core systems
-list of the organisations critical services and functions
-list of the organisations core IT/Digital systems and prioritisation 
of system recovery

DHT holds an Asset database for ALL IT assets. It has service 
owners and suppilers. IT has a restore order for servers which is 
in the process of being reviewed. Please see WUTHDD11 for the 
assett database. Level 4 is Trust wide assest, level 3 is division 
wide asset. 

Fully compliant

DD10 Deep Dive  
Cyber Security

Business Continuity Management 
System

Cyber Security and IT systems and infrastructure are 
considered within the scope and objectives of the 
organisation's Business Continuity Management 
System (BCMS)

-Reflected in the organisation's Business Continuity Policy
-key products and services within the scope of BCMS
-Appropriate risk assessments

The trust has adopted a new Business Continuity Pan 
(WUTHDD13) which has been introduced and has been the 
subject of a pilot in three divisions. The rollout of the plan trust 
wide is schedulled and on time

Fully compliant

DD11 Deep Dive  
Cyber Security

Business Continuity Arrangments IT Disaster Recovery arrangements for core IT 
systems and infrastructure are included with the 
organisation's Business Continuity arrangements for 
the safe delivery of critical services identified in the 
organisation's business impact assessments

- Business Continuity Plans for critical services provided by the 
organisation include core systems
-Disaster recovery plans for core systems
-Cyber security and IT departments own BCP which includes  
contacts for key personnel outside of normal working hours                                                                                                     

Cyber incident plan within major incident documemtation on all 
DJT desktops. This has all contract details to support an incident. 
The digital team have plans in place for the main It 
infrastructure,as demonstrated in WUTHDD01 and WUTHDD03. 
Divisions and depaartments reinforce this with their own plas at 
local level.

Fully compliant

Deep Dive - Cyber Security and IT related incident response (NOT INCLUDED WITHIN THE ORGANISATION'S OVERALL EPRR ASSURANCE RATING)
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Board of Directors in Public    Item 10.1 
6 November  2024 
 

Report Title  
�&�R�P�P�L�W�W�H�H�� �&�K�D�L�U�¶�V�� �5�H�S�R�U�W�V �± Finance Business Performance 
Committee 

Author  Sue Lorimer, Chair of Finance Business Performance Committee 

 
Items for Escalation/Action   

�x The Committee approved a business case to make recurrent the non-recurrent investment 
in ED staffing enabling the recruitment of 25wte registered nurses and 20wte clinical support 
workers at a cost of £1,030,000. This will represent a saving of £300,000 on the current cost 
of temporary staffing although the Committee noted that there was no funding in the plan to 
support this. The investment was approved on the grounds of clinical quality and safety and 
compliance with recommended staffing ratios. The Committee noted that no �.�3�,�¶�V���Z�H�U�H��
included in the case. Therefore, the team was requested to provide details of target 
improvements in safety and quality indicators so that benefits from the investment can be 
measured. There was agreement to a formal review in 6 �P�R�Q�W�K�V�¶���W�L�P�H.  
 

�x The Committee received an update on the Finance Risk and Recovery Plan together with a 
copy of the PwC report on trust finances commissioned by the ICB. It was noted that the 
trust is under significant scrutiny from the ICB resulting from its variance from the financial 
plan. The team had advised a likely £15m variance but have now identified mitigating 
actions of £8m resulting in a variance of £7m. This has not been approved by the ICB who 
wish to see a forecast in line with original plan, but any further improvement is unlikely 
without impacting on clinical quality or elective activity throughput.  The Committee asked for 
clearer reporting on workforce numbers as this is critical to the financial position. Mitigating 
actions are expected to �V�W�D�U�W���W�R���P�D�N�H���D�Q���L�P�S�D�F�W���L�Q���2�F�W�R�E�H�U�¶�V���S�R�V�L�W�L�R�Q�� The PwC report 
included a number of recommendations and offers of consultancy support which are 
currently under review by the trust. 

 
�x The Committee received a report on the performance of the Cheshire and Merseyside 

Surgical Centre (CMSC). At month 5 daycase and elective activity income is forecast as 
£13m behind plan and is the major cause of the adverse financial variance to plan. The 
Committee acknowledged the forensic detail behind the paper and the work involved in 
tracking activity against initial assumptions. The key issues identified were: 
 

�x New consultants did not work solely in theatre as assumed but also undertook 
outpatient sessions which generate less income; 

�x Urology consultants operate 37 weeks and not 45 weeks pa as planned due to urgent 
cover requirements; 

�x T&O activity has not transferred to the trust at the volume anticipated; 
�x Activity transferred in both T&O and Urology comprises lower casemix than assumed 

in the business case. 
 

3 mitigations were agreed as follows: 
�x Stop plans to appoint to 45 posts approved in the business case; 
�x 210 mutual aid procedures to be reinstated 
�x Reduce theatre capacity on the Arrowe Park Hospital site.  
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�x The Committee were informed that the actions identified above would return the CMSC to 
the level of contribution originally planned. The Committee agreed that work should continue 
on clarification of wider elective capacity and delivery of elective activity. 
 

�x The Committee reviewed and approved a business case for an additional Urology 
Consultant with an interest in Robotics. This would expedite the treatment of Cancer cases 
both locally and potentially further afield. The trust has problems with waiting times currently 
and is using additional sessions at premium rates to try to maintain waiting time standards. 
The cost in 2024/25 is £150,000 and will be funded by income from the Cancer Alliance. 
Thereafter the full year cost will be funded by additional income and a reduction in premium 
rate activity.  

New/Emerging Risks  

�x Achievement of the mitigated forecast of £7m adverse variance to plan continues to present 
a risk.  
 

�x Cash balances continue to present a risk and there has been no confirmation of cash 
support from NHSE as yet. 

Overview of Assurances Received and Committee Activity   
 

�x The PWC report received by the Committee did not identify any significant gaps or areas 
which the trust is not already undertaking work in.  

 
Other comments from the Chair  
 

�x The Committee was impressed to see the continued appetite and drive expressed by the 
team to improve the financial position in a sensible and sustained manner.  
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