
 

 

 

 

MAJOR INCIDENT – FLOODING 

JANUARY 2022 REPORT 

INTRODUCTION 

On Friday 7th January 2022, at 06.50am the On-call Executive (OCE) with agreement from the Chief Executive 

Officer (CEO), declared an Major Incident due to burst water piper which caused flooding of clean water to 

Wards A5, A6 & A8. The decision to declare a Major Incident was taken as the water supply to over 600 

patient beds in the PFI building needed to be turned off to stop the water escaping from the broken pipework 

and so support the repair and there wasn’t a clear understanding of how long the repair would take, if there 

was further problems with the pipework which could affect other areas of the Trust and to ensure those 

patients being cared for within the hospital, were safe and without having the flooded wards available, patient 

flow around the Trust was compromised. The decision to declare the Major Incident was not taken lightly as 

the request to our partners was to divert ambulance conveyances to neighbouring hospitals unless the 

emergency was “life or limb” so would put more pressure on them, which has been high due to extreme high 

levels of attendances to all Emergency Departments over several months. 

BACKGROUND 

The Trust is comprised of two building joined up, one being the old building dating back from 1962 and the 

new building being built in 2005 and they have two separate systems for delivering clean water to their areas. 

The old has a tank system which stores the water, and the pipework delivers this when required so isn’t under 

pressure, where the new building is fed directly from the mains supply and is under pressure. When the new 

build was completed there were several incidents where there were water leaks/pipe bursts, but these were 

in the early stages when there is expected snagging issues but since then, there has not been any significant 

water leaks. 

INCIDENT 

The Incident was called as a Major Incident on Friday 7th January at 06.50am by the OCE with agreement by 

the CEO but the flooding was detected at 04.46am as the fire team had been mobilised to investigate a firm 

alarm activation in ward A5 area and when they arrived, they identified a significant water leak from the 

ceiling, causing flooding to the corridor. The amount of water coming from the leak was later identified at 

being around 7bar as it was coming straight from the mains supply, which is a very high volume of water.  

As this was a significant leak, the CSM contacted the On-call Manager (OCM) at 5.05am, who intern contacted 

the OCE to advise of what was happening, so both started to make their way into the Trust. The OCE 

contacted the CEO to advise what they had been told and would give an update once onsite. As the OCM & 

OCE were making their way in, the fire team including the Clinical Site Manager (CSM agreed that as this was 

significant water leak, Hampshire/Isle of Wight Fire & Recuse (HIWFRS) would be needed to support so 



 

 

switchboard was asked to make contact at 05.10am and as the fire alarms were still in activation, the Trusts 

security team were requested to silence the alarms. HIWFRS arrived and advised their control of the wards 

under around an inch of water and would be supporting the teams from the Trust with pumping out the 

water. 

To ensure patients were safe, it was agreed to commence the evacuation of the ward and to open the 

discharge lounge however the CSM was aware that ward D1 was not in use, so patients were transferred to 

this ward instead. The firm team quickly isolated the water supply to the ward (05.35am) however there was a 

firm alarm being sounded in ward A8, so they went to investigate and found it had a water leak, so the ward 

staff started to evacuate the patients to the now opened discharge lounge with support from the porters, 

domestics and estates staff who had been summoned to the area to support with what was required. 

When the OCE arrived onsite, they inspected the areas impacted and were advised by the EQUANs engineer of 

what had happened and that the water has been isolated in these areas.  

As the water had affected the electrics it was not known if this would involve the fire alarms not working 

correctly so the instruction was given to the security team to commence fire watch patrols and to open the 

paediatrics area on A level as the doors had failed.  

Due to the nature of the leaks and the pressure it was decided by the EQUAN’s engineer to isolate the cold 

water booster pumps to support with having no more leaks but this would mean the whole PFI building water 

supply would not be available until the leaks were repaired so around 600 patients would be affected. There 

were discussions on the time scale for repairs but no firm commitment on when the water supply would be 

switched back on and also the cause of the incident was not known so even if the repairs were completed 

quickly, it wasn’t know if this would not happen again.  

The decision to declare a Major Incident was made by the OCE after discussions with the CEO to support the 

care needed to patients already in the Trust and to prevent more patients coming in to the Trust through an 

Ambulance divert, as the flow would be compromised due to having wards not available at 06.50am and the 

CEO agreed to contact the HIOWICS to advise of the declaration whilst the OCE organised a meeting for the 

Tactical team at 7am, to get an update of the situation, next steps and that a Major Incident had been 

declared. At this meeting it was clarified that the water supply had been turned off to prevent further damage 

and to organise the repairs required, and to have all areas checked around the hospital for further leaks. 

Those areas/departments without water were to be informed by the Deputy Chief Operating Officers via 

visiting them so the message was concise and consistent. It was advised contractors were called by EQUAN’s 

to assist with the repair of pipework, the clean and the lifts as these had been affected by the electrical issues 

from water ingress. As areas/departments were without water, bottled water was handed out to support with 

hand washing and drinking water and standalone sinks were to be organised.  

It was agreed at this first Tactical meeting to meet again at 8.15am to get an update of the situation and the 

next steps for the Trust on managing the Incident. 

A HIOW ICS System call was held at 7.30am for PHU to update system partners on what was happening and a 

request for Ambulance diverts apart from “life or limb” patients as the patient flow within the hospital was 

compromised and to stop patients being treated in the Emergency Department without being able to move 



 

 

them on for further treatment and this could lead to ambulances being held. It was also discussed that at 

present the hospital did not require patients to be evacuated to other NHS facilities, but this was still being 

monitored as the reason for the pipe bursts had not been identified. There were no other requests from 

partners at this time but PHU would update partners if things changed. 

The EQUAN’s team started to distribute standalone sinks to affected wards as directed by clinical staff and had 

completed a check on the Trusts fire alarm system and it was working as intended so the fire watch teams 

were recalled. The HIWFRS had completed their support with the pumping out of water so left site and those 

wards affected were now being supported by the Deputy Divisional Nurse and senior matron in keeping 

patients and staff safe and looking at what resources were needed. The above was from 07.30am to 8am. 

At 8am The Deputy Chief Operating Officer requested the IT team to send a message to all staff via text to 

inform of the Major Incident declaration and another HIOW ICS system meeting was held for PHU to give an 

update of the situation and at this meeting University Hospital Southampton (UHS) and Hampshire Hospitals 

(HHFT) advised they were in a difficult position in terms of patient numbers and bed capacity but would help 

as much as possible. PHU advised that ambulances were still arriving at the Trust with patients that were not 

“life and limb”. 

At the Tactical meeting at 8.20am it was agreed to cancel elective procedures and outpatient clinics except for 

urgent surgical cases including CPOD, Trauma and “c” sections in maternity, and Renal and Interventional 

Radiology as these clinics are in the old building which had a water supply. This meant the Care Groups had to 

call patients directly to inform them that their appointments were being cancelled however some patients 

were already on-route so the security team at the main entrances were advised to inform the patients 

arriving. The Infection Control Team were out with staff on all wards affected with having no water to support 

with infection prevention which included hand hygiene. It was agreed to hold the next Tactical meeting at 

9.15am with an update of the situation. 

At 9am there was a PHU Strategic meeting held with all the executives to update them on the incident, and 

this was part of the HIOW ICS system meeting. No further information could be provided by PHU but UHS said 

they were on a Critical Incident footing without calling an incident and HHFT had declared a Major Incident. 

This led to the HIOW ICS declaring a Major Incident.  

As patients were arriving for cancelled appointments due to not being informed, their consultants were called 

to meet them and a “face to face” consultation was given which identified if urgent care is required or if the 

appointment could be rescheduled. This action gave patients confidence that they were at the heart to 

decisions being made and something which needs to be part to the learning from this incident. 

At the 9.15am Tactical meeting the Silver Commander needed to ensure just those needed at the meeting 

were to be in attendance, so several members of staff left the room. At this meeting the Trusts estates team 

gave an update that the pipe in ward A8 had been repaired and water was being turned back on in a 

controlled way with staff checking for any leaks but ward A5 was still isolated to complete the repair. It was 

advised the clean-up was progressing well but a time for when the affected wards could be ready for 

population could not be given at this time and staff from outpatient clinics that had been cancelled were being 

re-deployed to support other wards. It was agreed to hold the next Tactical meeting at 10.30am. 



 

 

A PHU Strategic meeting was held at 9.4oam for Silver to give an update and it was agreed to circulate internal 

communications reiterating discharge information and the external communications that originally were sent 

out by the communications team advising the public and patients on what was happening was to be added to 

the Trusts web site. It was also agreed to add that the messaging was not just for outpatient clinic 

cancellations but to update that there was significant impact across the hospital due to the flooding and to 

reassure the public that urgent care was still being given and the maternity, dialysis and chemo departments 

remain open. It was identified that there was a problem with the data base system however this was possibly 

unrelated to the flooding, but more investigations would be made. 

The PHU Tactical meeting at 10.30am identified the incident was a result of a power supply surge from the 

substation in Cosham to the water pumps and estates were investigating if they could prevent this occurring 

with installing a censor and they advised the water was back on in the whole hospital including ward A5 as 

that pipe had been repaired. The estates team said the clean-up on ward A8 had been completed and are 

checking on the electric system in ward A5 so should be available for patients by late afternoon. The Silver 

Commander requested that a sign off sheet needs to be completed by all wards to ensure there are no 

identified water/electric issues, so this was tasked to the Deputy Chief Nurse. As it was looking like the Trust 

was in a better position, it was requested that extra staffing was looked at to support the recovery and the 

patients that were going to be arriving once the stand down was given, so to meet back at 12pm with an 

update. 

At the same time (10.30) there was a meeting held with the NHSE/I team by the ICS to advise what the 

situation was. At this meeting ambulance diverts was discussed, six and a half hours after the request from 

PHU. 

At 11am the Trust held a Strategic meeting to agree the next steps for the incident and it was agreed that 

outpatient clinics would remain closed until then end of the day and the patients cancelled, are to be booked 

into an appointment at the earliest opportunity. The communications team advised they had organised a 

zoom call with Meridian TV and Radio Solent so the CEO could advise the public what we are doing and the 

affect of the incident on the Trust and the communication team would circulate which services would be 

running in the afternoon.  

At the same time the ICS lead was advising our partner organisations (Police, Fire, Council, etc.) on the 

incident and what support could be provided via a Partner Activation Meeting, and at present no further 

support would be needed however partners would be kept updated as and when circumstances changed. A 

follow up meeting was planned to be held at 3.30pm, if required. 

At 12pm the PHU Tactical team met up and were advised by the estates team that ward A5 had been cleaned 

and no electrical issues were found and the sign off sheets from other wards had been collected and no water 

or electrical issues had been identified however it was agreed that until the Trust was back to Business as 

Usual, the Incident would not be stood down. The decision to cancel outpatients by the Strategic team was 

cascaded at this meeting and another meeting was organised for 2.30pm. 



 

 

1pm brought a HIOW ICS meeting which PHU gave an update of the situation and advised it was confident that 

it was ready to receive patients into the Emergency Department, so the ambulance divert was stood down. At 

the same time as this meeting ward A8 was given to go ahead to receive patients. 

The PHU Tactical meeting at 1.30pm was advised the ambulance diverts had been stood down and from the 

data, patients had been arriving into the Emergency Department and ward A5 requires sign off from the Chief 

Nurse which was agreed. The Estates team said the censor to stop this incident occurring with the power 

surge to the water pumps will be in place by the end of the day and were confident no further issues have 

been identified. It was advised the Emergency Care Centre would stay open until 12am (normally closed at 

8pm) to support incoming patients and extra resources had been identified to help the Emergency 

Department going into the night. It was identified that 31 patients had been diverted to other hospitals so it 

was agreed that over the weekend the repatriation of patients from other Trusts who had support PHU would 

be a priority. The next meeting for the Tactical team would be 4pm and this would look at if the Trust could be 

stood down from the Major Incident. 

At 2pm PHU was advised that UHS had stood down from its Critical Incident footing. 

The PHU Strategic meeting at 2.30pm was advised that patient appointments cancelled for today had been 

rearranged and communications agreed to be circulated internally to thank staff for their response to the 

incident from the CEO via the weekly message and an update to the non-executive directors and board 

members, which to include external partners and the members of parliament. 

Ward A5 was signed off by the Chief Nurse so was ready for patients at 3pm. 

The HIOW ICS meeting held at 3.30pm was to get an update of the situation and was advised PHU was in a 

good position to stand down from the Major Incident so agreement was that at 4pm, if no further 

communications were given, the incident would be stood down.  

The PHU Tactical meeting at 4pm was informed that the incident was stood down and the commander 

thanked all those involved for their response and how fast they got the Trust back to normal, with caring for 

the patients. As the patients from ward A5 had been moved on their beds, the need to put beds back into the 

ward was apriority but no issues around finding available beds was raised. It was agreed that wards would 

monitor their areas over the weekend to ensure no further water leaks were identified and if found, to 

escalate to EQUANS as soon as possible. 

At 4.30pm there was the last PHU Strategic meeting which the Silver Commander gave an update of the 

situation and that all wards would be monitored over the weekend and wards would use the sign off sheets 

for this. No further actions were required. 

The HIOW ICS stood down from their Major Incident as HHFT had reduced its alert level to Critical Incident and 

HHFT did not stand down from this level until the next morning. 

COMMAND & CONTROL 

As the fire alarms were activated in ward A5 the fire team which includes the CSM were the first to arrive on 

scene and quickly took control of the situation which included the decisions to look at the evacuation of 



 

 

patients, request support from HIWRFS and to contact the OCM, who informed the OCE, which was the 

correct decisions. The CSM also supported the ward staff who are not experienced, to ensure patients were 

not at risk and to look at evacuating them as soon as possible. 

The CSM stayed as the point of contact until the OCE arrived onsite and they took over overall command of 

the incident, with technical information from the EQUAN’s team and advising the CEO of what was happening 

via telephone calls. The OCE took up the role of Silver Commander and linked into the CEO as the Gold 

Commander as per the Trust Incident Response Plan with loggists once the CEO arrived at the Trust, to 

capture decisions made and the rational. This worked well and part of the feedback from those involved in the 

incident was that the Command teams, led by the COO and CEO, identified what was happening, what was 

needed to support those managing the situation and had a robust plan for managing the incident and the 

recovery, without putting pressure on the EQUAN’s team who were doing the repairs and kept everyone 

updated on the response, internally and externally. 

The Bronze Commanders who were supporting the operational response ensured they kept Silver updated on 

the progress of their teams (repairing the pipes, the cleaning of wards affected, identifying the resources 

required for later in the day, etc) which was used to keep internal staff and external partners updated on the 

incident via the communications team.  

DEBRIEFING 

There were several departmental debriefs held as well as the Trusts Emergency Planning Lead holding a 

specific meeting with the EQUAN’s and PHU estates team who were instrumental in carrying out the repairs 

and clean up, and a meeting with those involved with the Command team. The discussions gave an overall 

picture and timelines to the incident and what went well and things to consider, to improve the response if a 

similar incident occurred in the future. 

The agreed points are as follows: 

Best Practice: 

• Teamwork from all in an extremely testing environment 

• Initial decisions at the start of the incident to the developing situation by both PHU and EQUAN’s staff 

to reduce the impact of the flooding to patients and the infrastructure 

• Identified Command structure with agreed battle rhythm which were well led 

• Having the Subject Matter Experts (SME) providing technical and operational advice 

• Operational teams being able to undertake work without undue pressure from senior management 

• All decisions and actions were patient focused 

• Senior management at the main entrance greeting patients and advising on the situation 

• Consultants being available to do face to face consultations with those patients who weren’t told that 

clinics were cancelled 

• Kept at Major Incident declared until the Trust was in the position to return to “normal” business 

• Staff being flexible to support with the response to ensure patients are not put at risk 



 

 

• Staffing being available for later in the day, once the incident had been stood down, to manage 

incoming patients. 

• Power surge issue identified and a “fix” (censor) put in place on the same day. 

Learning: 

No. CONCERNS IDENTIFIED ACTIONS LEAD DATE COMPLETED 

1. Well meaning staff/helpers going 
to the affected wards causing 
some chaos 

Early comm’s to advise only 
those requested to go to 
the wards 

Comm’s 
team 

If similar incident 
occurs 
30th April 2022 

2. Clear identification/allocation of 
staff bathrooms available in the 
old building 

Instruction/paper copy of 
available rooms in the Trust 

Estates 
Team 

30th April 2022 

3. Not enough temporary hand 
basins available to support 
Infection Control, especially in 
COVID area 

Look at allocation via 
clinical leads  

IPC team 30th April 2022 

4. Mixed communications of which 
clinics were to continue (Renal & 
Interventional Radiology)  

Agreed actions to be clear 
before meetings are closed 
so this needs to be 
Highlighted in the agenda 
template 

EPRR Lead 1st April 2022 

5. Senior PHU estates managers not 
informed of incident for several 
hours 

EQUAN’s to have a clear 
escalation process in place 

EQUAN’s 
team 

1st April 2022 

6. Same issue (power surge) has 
caused several incidents  

EQUAN’s and PHU estates 
team to follow up on how 
to prevent this occurring  

EQUAN’s 
and Estates 
team 

Ongoing 

7. Roles and expectations of 
individuals attending Gold 
meetings 

Training to be provided to 
new in post staff at Silver & 
Gold level 

EPRR Lead June 2022 

8.  Major Incident Plan not available Where the plans can be 
found to be discussed with 
individual 

EPRR Lead 1st February 2022 

9. No On-call pack EPRR Lead to issue Aid 
Memoir to Silver and Gold 
for Major Incident 
information but On-call 
pack as such is an 
operational function 

EPRR Lead June 2022 

10. No specific “Teams” channel set 
up to cascade information 

To be added as an action to 
the Incident Response Plan 
but also for comm’s team 
to set up 

EPRR Lead 
& Comm’s 
team 

May 2022 

11. Switchboard not informed of 
what was happening through the 
day 

EQUAN’s to keep their 
teams updated 

EQUANS’s 
team 

April 2022 



 

 

12. Request for Ambulance diverts 
early into the incident but not 
agreed at region until several 
hours later, so Ambulances still 
arriving at Trust 

PSEH & ICS to agree 
escalation process and 
early decision making 

PSEH & ICS 
Leads 

April 2022 

 

Some of the points raised in the table above are in regards training and access to the Incident Response Plan 

(IRP) so these can be completed quickly however it’s a concern by the EPRR Lead that those in a position to be 

Silver and Gold Commanders, have not sought support or training before or when they have taken up their 

roles.  

CONCLUSION 

The response to this incident was exceptional and to have the Trust back to “normal” business within 11 hours 

was an extraordinary achievement, having an extreme amount of water flooding wards. The care given 

throughout the day to patients showed all the decisions were made to ensure they were kept safe and 

requesting an ambulance divert was again to ensure those requiring treatment, were not put at risk. It needs 

to be highlighted that those who supported with the repairs and clean-up of areas, did a great job and are a 

credit to the Trust and the NHS. 

It has been identified that having a well led command structure which did not put pressure on the operation 

team supported the time it took to return to normal and this included having the experts available when 

needed. 

The PHU team would also like to thank supporting Trusts in receiving patients so it could manage the situation. 

There was best practice and learning identified which can only support the Trust in managing similar situation 

in the future. 

 

 

 

 

 

 

 

 

 



 

 

Appendix A: Incident Time-line 
 

Date/Time EVENT ACTIONS TAKEN 

07/01/2022   

04:46 Power outage/surge  

04:52 Fire alarm activated in A5 corridor Fire team sent to investigate 

04:56 Fire response team identify water leak  

05.00 CSM calls On-call Manager to inform of incident  

05.05 On-call Manager call On-call Executive to inform 
of incident 

 

05:10 CSM identifies HIWFRS needed to support 
flooding 

CSM requests switchboard to 
contact HIWFRS 

05:25 Fire alarms still being activated CSM request security to silence 
fire alarm 

05:27 CSM commenced evacuation of patients  8 patients moved to ward D1 
from ward A5 

05:30 Major flood reported in A5 – across all parties  

05:35 EQUANs escalation notified Switchboard cascade  

05.35 On-call Executive arrives onsite and investigates 
incident and takes up responsibility 

 

05.36 A5 pipework isolated  

05:42 Security confirm A8 has water leak  

05:42 EQUANs request all staff to assist with flood 
(portering, domestics, Estates) 

 

05.45 On-call Executive call Chief Executive Officer to 
inform of incident 

 

05:47 Patients from affected wards to be moved to the 
discharge lounge (ward A5 moved to ward D1 
and not the discharge lounge 

Security open discharge lounge 

05:47 HIWFRS advise their command whole ground 
floor flooded to depth of around 1inch 

Support with pumping out 
water 

05:56 Issue escalated to EQUANs senior managers  

06:05 Update - HIWFRS advise impact to Children’s 
Assessment Unit A8 and ward A5, flooding from 
ceiling 

 

06.10   

06:15 Major flood reported/confirmed in A8  

06:22 EQUAN’s team called out for fire alarm  

06:30 EQUAN’s managers arrive on site  

06:30 Update – Internal flooding from water pipes Crews assisting to prevent 
further flooding 

06:35 Door Access failed to paediatrics Security on A Level open door 

06:35 Cold booster water pumps turned off and 
isolated 

 

06:37 EQUAN’s manager arrives on site  

06:40 EQUANs staff continue to clear up  

06:45 EQUANs senior managers arrive on site  



 

 

07:00 Site meeting held in ops room chaired by PHU  
COO. Advised water supply has been turned off 
in New Building to reduce damage and to 
organise the repair. 

Major Incident declared 
Specialist teams requested to 
support with clean up.  
Agreed divert of patients by 
Ambulance 

07:00 All areas being checked for further leaks  

07:00 Identified by EQUAN’s that water could impact 
with electrics and fire alarms 

Security commence fire watch 
patrols 

07:05 EQUANs team called for lift investigation  

07:07 Allflow called in to assist with pump set  

07:10 Thyssens called to investigate lifts  

07:13 Update – PHU declared Major Incident, isolated 
all water to hospital. No main water supply so 
using reserve tank supply. Flooded areas are day 
wards so no evacuation of patients at this time 

 

07:25 Ward A8 attendance for pipe repair  

07:26 Limburns contacted to support pipe repair  

07:30 Access is obtained to Sub S, ICT suite – water 
impress limited 

 

07:30 HIOW ICS System call SITREP given 
Ambulances still on-route to 
PHU 
PHU still able to accept Trauma 
patients 

07:33 Update – PHU have held Strategic meeting and 
no further action for HIWFRS at this stage 

Completing hand over to PHU 

07:36 Standalone sinks deployed as directed by PHU 
Clinical Leads 

 

07:40 EQUAN’s team confirm fire alarms working as 
intended 

 

07:45 Update – Incident handed over to PHU Property 
Services Management 

HIWFRS leave site 

08:00 Major Incident cascaded via text messaging to 
staff 

 

08:00 HIOW ICS System call Update given. 
UHS & HHFT in difficult 
position. 

08:20 PHU Tactical meeting Agreement to cancel outpatient 
clinics and identify immediate 
patients for discharge 

08.45 UHS stood up to Critical Incident footing and 
HHFT declare Major Incident 

 

08:45 Pipe in Ward A8 repaired  

09:00 Water turned back on in a controlled manner  

09:00 HIOW ICS System call Update given 

09.00 Strategic Huddle. Site operating but unsure of 
cause for incident . Look at restoring wards 

 



 

 

09:05 All areas checked for water leaks (Ward A5 
remains isolated whilst repair is undertaken) 

 

09:15 PHU Tactical meeting with update of situation. 
Cold water being turned on and checking for 
water leaks. Clean up in progressing well in 
affected wards. Staff being re-deployed from 
outpatient clinics and security advised that 
outpatient clinics are cancelled except Renal and 
Interventional Radiology 

Security updated to advise 
outpatient clinics are cancelled 
except Renal and Interventional 
Radiology 

09:20 Ward A5 repair completed  

09:31 Ward A5 de-isolated and system fully pressurised  

09:40 PHU Strategic meeting with update of situation. 
 

Internal Comm’s to be 
circulated reiterating discharge 
information, staff concerns on 
toilet and water facilities and to 
request support for staff in 
clinical teams. 
External comm’s originally 
circulated to be added to PHU 
website. 
To also add about Major 
Incident and ensure message is 
not just about outpatient 
cancellations, meaning 
significant impact across the 
site. Also to reassure the Public 
that maternity, dialysis and 
chemo departments remain 
open. 
COO to clarify if Radiotherapy 
and Haemodialysis remain 
open. 
Medical Director to move 
Clinical huddle to 11.30am. 
Director Strategy & 
Performance waiting update 
regarding possible unrelated 
incident in the data centre 

09:45 Commenced electrical testing of areas   

10:30 PHU Tactical meeting with update of situation. 
Identified that power surge caused water pumps 
to surge so Estates team looking at a censor to 
stop this occurring in the future. Hot water as 
well as cold water available and teams 
monitoring for water leaks but as yet, none 
found. Clean up compete for Ward A8 and 
electrics being checked on ward A5 so maybe 
available late afternoon. Sign off sheet for all 

Sign off sheet for all wards to 
be cascaded to ensure no water 
issues identified. 
Extra staff to be identified to 
support incident recovery 



 

 

wards to be cascaded to ensure no water issues 
identified and extra staff to be identified to 
support incident recovery 

11:00 PHU Strategic meeting with update of situation. 
Continue with the closure of outpatients for 
remainder of the day and support with 
discharging patients. No decision around surgery 
until HIOW ICS System call at 1pm. Maternity 
appointments to continue.  

CEO to pre-record on zoom for 
media (Meridian & Radio 
Solent).  
External comm’s to be 
circulated to advise on which 
services are running this 
afternoon.  
Internal comm’s to be 
circulated. 

11:00 Partner Activation meeting held with update 
from ICS.  

 

12:00 PHU Tactical meeting with update of situation. 
Ward A5 cleaned and electrics tested with no 
issues so available around 3pm. Sign off sheets 
for wards cascaded and no issues identified. 
Agreement that incident is not stood down until 
Trust is ready to get back to BAU. Outpatient 
clinics cancelled for the afternoon 

 

12:45 PHU Strategic meeting with update of situation. 
Agreement to cancel diverts by Ambulance, to be 
given to the HIOW ICS System call at 1pm. 
Discuss if PHU can accept Renal patients at 1pm 
HIOW ICS System call. Agree planned Endoscopy 
activity to proceed on Saturday. 

Water leaks to be monitored 
over the weekend.  
 

13:00 HIOW ICS System meeting with update of 
situation. PHU confident that Trust is ready to 
receive Emergency patients so divert has been 
stood down. 

 

13:00 Ward A8 handed back to PHU for population  

13:30 PHU Tactical meeting with update given. All 
wards are ready to be used but Ward A5 requires 
sign off from Chief Nurse. Censor for the water 
pumps to be in place by end of play today to stop 
another power surge. Emergency Care Centre 
will be open until midnight to support with 
incoming patients and resources extended in the 
Emergency Department. 31 patients have been 
diverted so the ops team will support with 
repats. Ambulance diverts has been stood down 
but incident still continuing. 

Ward A5 requires sign off from 
Chief Nurse. 
Ops team to support with 
repats 

14:00 UHS stood down from Critical Incident footing  

14:30 PHU Strategic meeting with update of situation. 
Process to be put in place to ensure today’s 
cancelled patients are rescheduled. Comm’s to 
be circulated internally and a thank you to staff 

Process to be put in place to 
ensure today’s cancelled 
patients are rescheduled. 



 

 

to be included in the CEO weekly message. 
Update to be sent to non executive directors and 
board members. Internal and external partners 
to be updated and to members of parliament.  

Comm’s to be circulated 
internally and a thank you to 
staff to be included in the CEO 
weekly message.  
Update to be sent to non 
executive directors and board 
members.  
Internal and external partners 
to be updated and to members 
of parliament. 

15.00 Ward A5 handed back to PHU for population  

15.30 HIOW ICS System update of situation  

16:00 PHU Tactical meeting with update of situation. 
Ward A5 has been signed off and snags are being 
fixed but no beds in the ward as patients were 
moved out on them. Major Incident stood down 
and Command team thanked all participants for 
their support. 

 

16.30 PHU Strategic meeting with update of situation. 
To communicate to the HIOW ICS System that 
PHU would be standing down. Periodic safety 
checks need to be undertaken across the site 
over the weekend and all wards have their check 
list available. Internal and external comm’s to be 
circulated ahead of the weekend to include ICS 
and non executive directors. Ceiling in Ward B4 
to be checked. 

communicate to the HIOW ICS 
System that PHU would be 
standing down.  
Periodic safety checks need to 
be undertaken across the site 
over the weekend and all wards 
have their check list available. 
Internal and external comm’s 
to be circulated ahead of the 
weekend to include ICS and non 
executive directors.  
Ceiling in Ward B4 to be 
checked. 

18.00 HHFT Stood down from Major Incident but still at 
Critical Incident. HIOW ICS system stood down 
from Major Incident 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Appendix B SBAR form     
 
 

SBAR Report form: 
 

Date: 07/01/2022 Time: 0700 

Completed by: EPRR Team Title: EPRR Business Continuity  

Telephone 
number: 

 Email 
address: 

 

Approved for 
release by: 

AEO Title: Deputy Chief Executive / Chief 
Operating Officer 

 

CRITICAL INCIDENT – SBAR REPORT 

SBAR is a structured method for communicating critical information requiring immediate attention and 
action contributing to effective escalation and increased patient safety.  Please note: A critical incident 
is any localised incident where the level of disruption results in the organisation temporarily or 
permanently losing its ability to deliver critical services, patients may have been harmed or the 
environment is not safe requiring special measures and support from other agencies, to restore normal 
operating functions. 
(NHS England EPRR Framework 2015) 

Incident Declared by: Portsmouth Hospitals University NHS Trust 

1. S   

Situation 
Describe situation/incident 
that has occurred. 
 

 
Burst water pipes causing significant high-pressure flooding of 
wards A5 and A6. Other areas affected A8 & C5 – kitchen.  
To reduce damage and to investigate the root cause there is a 
requirement to turn the water off to whole of the “PFI build” 
extension to main hospital. This is approximately 60% of the 
acute site and include c.600 in-patient beds. 
 

2. B   

Background 
Explain history and impact 
of incident on services / 
patient safety. 
 

A power surge at approximately 4:46am at the off-site electric 
substation has affected on-site pumps of direct feed water to 
“new build” section of hospital.  This resulted in increased 
water pressure found which found weaknesses in areas of 
plumbing causing them to burst and subsequent flooding.  
Patients on A5 had to be urgently evacuated and moved to 
safe areas and water turned off throughout.   



 

 

3. A   

Assessment 
Confirm your understanding 
of the issues involved. 
 

New build has no water storage tanks as it is a direct feed 
from the mains so when water is turned off there is no 
residual for sinks, drinking, toilets – impact on current patients 
and staff. Clinical areas affected include; in-patient wards / 
beds, critical care, theatres, NICU and Cardiology day unit.  
Need to reduce public attendance as no toilets or drinking / 
washing water available.   
Need to review scheduled elective activity including in-patient 
and out-patient planned work. 
Investigation of water system and pressure to avoid further 
issues elsewhere in new build. 

4. R   

Recommendation 
Explain what you need, 
clarify expectations and 
what you would like to 
happen. 

Full divert of ambulances to reduce number of ED 
attendances as inability to flow out into the new build. 
Assistance from CCG and ICS to support this divert. 
Cancel all out-patient clinics to reduce footfall, aided with 
assistance from social media and local media. 
Review of scheduled operations with view to postponing until 
safe to undertake. 
Identify need of wards for drinking and bottled water in the 
interim. 
Gold command established within PHU, PSEH and HIOW to 
support the major incident. 
 

Send to:  

NOTE - If reporting an incident 
please then return the SBAR to 
NHS England and NHS 
Improvement via normal incident 
reporting procedures. 

 

 

 

        

 

 

 

 

 

 

 

 



 

 

Appendix C: Debrief notes Gold & Silver 

Portsmouth Hospitals University NHS Trust – Major Incident 7th January 2022 

Meeting date and time Thursday 3rd February 2022 

Location Microsoft Teams  

Facilitator  

Present: 

 
 

 

 
Details Attachments Actions 

 

 

1.   Welcome and Introduction 

• SCo welcomed everyone to the meeting and introduced 
PH Head of Emergency Preparedness, Resilience and 
Response for HSIOW CCG who would be facilitating the 
debrief meeting. 

  

2. Outline of Incident – timeline 

• SCo went through the timeline of the incident on 7th 
January 2022 collated from: individual contributions from 
those involved; Emergency Logbooks completed by 
Loggists on the day; logs from HIOWFRS and other 
records.  The timeline gave a breakdown of how the 
incident progressed, timing of meetings held, decisions 
made, and update reports of repairs undertaken. 

• PH invited JG, who was the CSM at the time of the 
incident, to advise as to how the situation was initially 
discovered and then developed.  JG reported that they 
received a bleep via the Fire Alert system that fire alarms 
had been set off in the vicinity of A5/A6.  They attended 
as part of the Fire Response team and found that staff 
from Estates were already there.  It was quickly 
established there was no fire but that burst pipes were 
causing serious flooding to the area.  JG advised that they 
called the On-call Silver (RA) and then called the On-call 
Gold (CE).  Request was put in to turn off the water in the 
area and then decisions made to move patients to a safe 
location.  As some of the patients were C19 positive, a 
decision was needed as to where to group these patients 
to try and avoid further spread of infection, but the priority 
was to always ensure patient safety.  JG advised that the 
FRS arrived to assist with pumping out water and more 
staff arrived to assist with patient moves.  It was noted 

 
 

 
CE requested 
that calls to 
Silver and 
Gold On-call 
be included 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

that although the Discharge Lounge had initially been 
considered for patient moves, it was considered that D1 
would be more appropriate.  JG emphasised the speed at 
which teams responded to the incident, that patients were 
moved safely and that everyone had been very 
supportive. 

• CL advised the meeting of the layout of the affected areas 
and that the ward teams on duty that night and early 
morning were very junior members of staff but dealt with 
the incident in a very professional manner.  

• JC was invited to give their first impression and 
experience and advised that he received his call around 
7am.  He got to the hospital around 8am and that the floor 
was still flooded at that time.  They found a large number 
of domestic staff already carrying out mopping up and 
cleaning up work. They advised the meeting of what 
appeared to have occurred regarding the burst pipes and 
some of the damage done to flooring and light fittings.  
They commented that it was a better situation that the 
flooding was clean fresh water rather than sewage which 
would have impacted greatly on how fast the wards and 
corridors could be cleaned and turned around for patients 
to return.   JC also commended that fact that there were 
staff available 24/7 who could respond in good numbers 
so quickly.  

• PH invited TN to comment from an Equan’s (aka Engie) 
point.  TN advised that Equan’s domestic staff leaders are 
on site from 4am so were able to respond quickly. 

• CE advised the group on their timeline of contact and 
arrival at QA.  They had been contacted by the On-call 
Silver RA at just before 5am and arrived on site by 
5.35am.  As the affected wards were near the East 
Entrance, They were able to undertake an initial 
assessment of the scale of the situation and assess the 
numbers of staff who were already there.  CE advised that 
they then spoke to PE to make them aware of the situation 
and then to give them a further update as the affected 
areas increased from the original A5/6 to then include A8 
and areas in Paediatrics.  In response to a question from 
PH, CE advised that the 7am meeting was held to get the 
right people together to organise the response and get up 
to date progress reports. 

• PH asked at what time the Major Incident was declared.  
PE advised that it was declared to HIOW at 6.51.  This 
decision was reached once it was decided that it would 
be necessary to turn off the water to the whole of the PFI 
building rather than the initial localised turn off.   
PE advised that it was important to note that the impact 
of the lack of water to the PFI build on patients, staff and 
services affected the decision to call a Major Incident 
rather than a Critical Incident.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

PH asked how this decision was then conveyed to staff 
around the hospital.  CE advised that the On-call Silver 
and both of the Deputy COOs went around the building, 
floor by floor, telling as many people as possible of the 
situation and the shutting off of water.  This was done 
twice and then he spoke to LW to arrange for both internal 
and external comms. 
The meeting noted the impact the lack of water had on 
those affected wards in the PFI build – no water for hand 
washing, toilets, and drinking.  The wider implication, 
which was also taken into consideration when deciding to 
call a Major Incident, was the impact on ED and taking in 
new patients.  If patients were being decanted out of the 
PFI build, any potential beds would be taken up in the 
older part of the building which would mean there were no 
beds available at all for new patients.  There was also the 
impact on Theatres and Critical Care and core functional 
services in this part of the hospital.  MN confirmed that the 
water supply to the PFI build was by pump and if these 
were turned off, to affect a repair to the damaged pipes, 
this part of the building would have no water supply at all.  
Unlike the older part of the building which had water tanks 
which held several hours supply.   

• PE confirmed that the hospital could not continue to take 
new patients if they were about to decant up to 600 
patients from the PFI area.  Running and incident but also 
involved in HIOW incident.  HIOW were informed of the 
situation at QAH before 7am however, a divert for 
ambulances did not actually take place until 9am. 
PE also advised that along with the face-to-face comms 
and the internal/external comms arranged by the 
Communications Team, there were a number of 
WhatsApp group messages going around to let senior 
managers and groups know of the situation as it was 
unfolding. 

• PH asked what had taken place at the 7am meeting and 
why this time had been chosen.  CE advised that by this 
time, there were several key people involved and some 
clarity was coming out of the situation as to the extent of 
damage and what would need to be done.  They felt that 
7am was a key time, after two hours of the incident, to call 
this meeting to get those people together.  Discussing 
damage limitation, areas affected, supplies of bottled 
water needed and where to.   Timings of meetings were 
agreed to allow staff to get on and get the task they were 
undertaking either completed or make good progress. 

• PH then invited CL to report to the meeting how the wards 
and staff were situated by 7am.    CL advised on roles 
taken by key members of staff to support not only the 
incident but also business as usual with emphasis on 
patient safety.    CL advised of the use of WhatsApp group 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

messaging to keep everyone notified.  CL also advised 
that the Deputy Divisional Nurse was based on A6 to 
provide support, particularly to the large number of junior 
staff. Good feedback on how tasks were allocated and 
quickly taken up. 

• PH invited MS to comment from Theatres.  MS advised 
on the number of theatres including CPOD and trauma 
theatres located in the PFI build which needed to be 
moved to the older building where there was still a fresh 
water supply.  They advised that a decision was made to 
stand down some of the elective activity but to continue 
with the CPOD lists and trauma surgeries.  Bottled water 
was sent to ITU and then portable sink units   arrived very 
quickly so the ITU teams felt they were safe to continue 
without moving. 
MS then reported on the decision to cancel all outpatient 
clinics and the need to convey this message to all those 
patients who were either due in that day or even already 
on their way. All staff from both clinical and administration 
were involved in contacting as many patients as possible 
to advise that clinics were closed due to incident and that 
appointments would be rescheduled as soon as possible.  
MS felt that the whole incident felt controlled, with good 
comms and good Command and Control in place.  

• PH invited JB to comment from Surgery.  JB referred to 
the difficulty around the elective lists which included a 
large number of cancer patients and long waits.  Some 
surgeries could go ahead in the old building where the 
water supply was not affected but this also created some 
difficulties as to discussing which ones would go ahead in 
these theatres.  

• PH invited SC to comment from Networked Services.  SC 
advised that some of the communications came via the 
WhatsApp groups by 7am. By 8 to 8.30am they just 
needed to ensure that emergency C-Sections could take 
place.  NICU had raised concerns around water 
availability so as to ensure hand hygiene but portable sink 
units were supplied very quickly. 

• PH confirmed that Divisions were feeding back all 
discussions and decisions were passed through CE as 
Incident Commander.  CE confirmed also that Gold 
Command was set up in Trust HQ chaired by PE so that 
all decisions and progress were reported up 
appropriately.PE confirmed that decision made after 
8.30am meeting with HIOW to set up clearly separated 
Silver and Gold roles.  PE commented that it should be 
noted QAH is a Renal Regional facility but as this was 
based in the older part of the building it was not affected 
by the water loss. 

• PH then invited LW to comment on the incident from a 
Comms point.  LW was alerted at 7am and let the team 
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know straight away and was involved with the executive 
meetings.  Involved with letting the public know, via varies 
media outlets of the impact of the incident on outpatient 
clinics and that these were all closed.  Dealt with media 
interest and also arranged for PE to record some 
interviews to update the public.    EA commented on good 
communications including involvement with ICS.  Used 
Facebook and other outlets to try and get message out as 
far and wide as possible to try and prevent patients 
coming into the hospital for appointments which were 
cancelled.  Need to get message out that the flood was 
quite serious and not a minor issue and had good 
response from the public, who for the most part were very 
supportive and understanding. 

• PH invited LR to comment.  LR spoke of the need to 
ensure patient safety being the main priority. They 
advised of the existing IPC issues within the hospital and 
impact of moving patients from current C19 wards.  LR 
informed the group of the ward checklists which were 
completed during the day to ensure everyone was ok. 
Checks were also carried out again later.   

• PH opened the conversation around Outpatients and the 
need to cancel these clinics.  CE advised about the 
situation and some possible confusion as to what was 
happening, and clinics being closed.   Some clinics in the 
old part of the building who still had water supplies felt it 
was possible to continue to run these, however the 
decision came out from Incident Command that all 
Outpatients clinics should be closed until further notice.  
PE commended the role of CE as Silver Command and 
the control   8.15 decision, 8.45 comms from the Exec 
meeting, 11am revisiting.  Some confusion between 
information coming out of 8.15 and 8.45 meetings.   JB 
commented on the problems of patients already on the 
way or had already arrived.  MS – learning around 
patients already here who had to be turned around.  How 
do we capture those already here?  However general 
public were very receptive.  SC commented that they 
were based at the main entrance to speak to patients 
arriving to apologise and send them back.  Good practices 
– consultants and CLSs met specific patients at front door 
and liaised for postponed clinic or collect patients for 
exceptional list.  Reception staff took copies of 
appointment letters so they could be recorded as having 
attended. 

• PH asked estates about progress at 8.45am.  JC advised 
that the issue had identified, and that the pipework could 
then be isolated with controlled shutdown. Repairs could 
be made quite simply.  MN also commented on the set up 
of the three partners involved with the hospital estate. On 
the repairs to ceiling and replaced where needed.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Equans carried out testing and replacement of electrics 
and lighting. MN also commented that at this stage, it was 
still unclear what had caused the pipework to burst or the 
surge to the pumps.  Work needed to be carried out to 
avoid this happening again and a sensor switch was 
installed that same day.     TN commented on the 
equipment available to assist with the clean-up including 
and that current available equipment was probably not 
suitable for this level of flooding and a review would be 
taking place to look at some upgrades. 

• PH returned to the Command-and-Control role and what 
were now the priorities.  CE advised that they were now 
looking at a return to business in a controlled manner 
bearing in mind the environmental issues involved for 
example the clearing up.  They advised that they also 
needed to be looking at patient flow around ED and what 
could be reinstated going into the afternoon.    
PE commented that at the 9.30 meeting there were 
discussions taking place as to possibility of standing the 
incident down.  Testing of the water systems were already 
quite positive but there was still a concern that patients 
and staff should be safe from further possible issues. A 
cautious approach was being adopted in returning to 
normal business too soon if the water system in the PFI 
build was still at risk.  Need for assurance of resilience.    
PE also advised that a number of people had been moved 
from the affected wards and before anything else, those 
patients needed to be returned to their original locations 
where possible. At 9.30, the originally affected ward was 
not yet available for use. 
CE advised that these pointers when used for the 
10.30am meeting and set the “drumbeat” for restoration, 
resilience, and capacity.   
JC commented on some general nervousness around 
possible further water leaks.  MS advised that staff were 
based on each floor with radios to monitor for any leaks 
and as the water was turned back on, they were checking 
on each floor. 

• PH asked the group at what time was assurance received 
that Estates had isolated the problem and it was now safe 
to return.  CE advised that at 12.45 Gold meeting 
conversations took place around whether the hospital 
was still in a major incident, about the ambulance divert.  
It was agreed at this time that the divert should cease and 
this was conveyed to HIOW ICS at the 1pm meeting.    

• PH asked PE about the wider system arrangements.  PE 
explained how the incident was initially managed with CE 
on site as Incident Commander and PE making the calls 
to HIOW Gold.  PE raised the point about how the 
structures both internally and also the wider system 
structures were created.  PE advised that the more 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

flexible set up of the Gold and Silver meetings meant that 
these made the ability to respond to the changing events 
and eventually to stand down the Incident.   PE advised 
that HIOW had to declare a major incident so that they 
could support this trust and get the ambulance divert in 
place.  PE felt our practices of more flexible meetings 
meant that they fitted into the system meetings more 
easily.    However then within this area, other trusts then 
also called incidents because of PHUs MI.  PH 
commented that challenges were felt across the HIOW 
region with other trusts also very stretched.  However, it 
did mean that the ICS was able to call upon mutual aid 
from other areas to support PE advised that there were 
some conflicts in roles within the PSEH in trying to support 
PHU and the HIOW region. 

• PH invited the group to add any final comments. PE felt 
there were huge amounts of positive outcomes from this 
incident.  Commended CE for getting structure in place to 
control all aspects of the incident, particularly allowing PE 
to deal with the media aspects.   

• CE commented on the phenomenal response from all on 
site. Some learnings around how to get information 
across to other partners and message across. 

• EA commented experiences from the day around other 
meetings and trying to get others to share the messages 
coming from PHU.  Advised on good relationship this time 
with HIOWFRS and liaison around joint messages and 
media going out around the incident.  EA raise the point 
around terminology, in particular around the different 
names given to parts of the hospital site.  A concern was 
how confusing this could be in any comms going out and 
making sure the correct part of the trust was identified 
correctly.   

• PE talked about getting an effective message across, and 
that she had to eventually refer to the number of beds 
involved, in this case 600 out of 1000, rather than 
referencing one or two wards having the flood so as to get 
a better understanding from outside of the trust as to the 
impact on hospital and why a major incident had been 
called.  PH confirmed that once he had heard that 600 
beds had been affected, he then had a far better picture 
of the situation QAH was experiencing.   
LW commented that they felt that by communicating the 
incident internally as affecting 600 beds (out of 1000) also 
gave a more effective message to staff.  LW advised that 
some staff based in the older part of the hospital felt that 
clinics could carry on regardless as their water had not 
been affected and there was perhaps some lack of 
understanding of the impact to the hospital as a whole.  
There was also some lack of understanding by partners 
as to why the flood in one part affected ED and why 
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ambulances had to be on divert to avoid new patients 
coming on site and keeping them safe.   
PE commented on getting the message across as to “why 
does this matter”? Identifying in communications that it 
might not matter about the leak, but it does matter about 
keeping patients safe.  The regular patient checklists 
were completed during the day to ensure that actions 
taken were able to support this.  Clinical safety and risk.  
Possible learning should be around communicating the 
risk.  
LR commented that there was a lot to learn from this 
incident and to share with other organisations.  Patient 
safety was paramount.  LR commented that they felt that 
a lot of the response was “intuitive on the day”.  
PE commented CE for his role and organisation on the 
day which played a huge part of how smoothly the 
incident was responded to and how effectively teams 
were able to play their part.  PE felt that there were 
definitely some learning to be had from the day for others 
who may find themselves in such a situation in future.  
What is written down and what is embedded in processes.  
PH agreed that it was important to undertake training for 
this in future.  

• PH invited CL to comment in summary.  CL commented 
on need to discuss the maintenance and normal working 
business.  CL referred to the move of the discharge 
lounge which worked effectively and having someone 
focussed on the normal business of the wards, once they 
were available for patients, there would be no delay in 
discharges.  

• PH invited MS for final comments in summary.  MS 
commented on how well the command structure worked 
and how quickly the MI was de-escalated.  That everyone 
worked exceptionally well together. 

• PH invited JB for final comments. JB commended those 
who reorganised cancelled appointments quickly and 
reprioritised. 

• PH invited JC for final comments.  JC felt that the whole 
situation was very well controlled, with no one panicking 
and allowing people to get on with their tasks without 
feeling pressured.  Able to feed back to the C & C in Ops 
Centre 

•  PH invited TN for final comments. TN involved in clear up 
and commended the support from Command and that 
they were not being continually pressured to finish work 
and get ward back in service.  The impact of this meant 
that staff got the clear up completed much more quickly.   

• PH invited JG for final comments.  JG advised this was 
the first time they had been involved in a major incident 
and found that everyone was calm and very helpful and 
supportive. 

 
 
 
 

 



 

 

• PH invited SCo to advise on Next Steps.  SCo thanked 
PH for stepping in at short notice to support this debrief.  
SCo advised that a report would be completed to capture 
and that it will be going to the Region for the wider debrief.  
SCo asked for support with any Actions identified be 
followed up.  SCo also advised that the IRP was still being 
updated and that this debrief would feed into the updated 
MI plan which is included in the IRP.  Training will be 
identified as a follow up. 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Appendix D: PHU Estates & EQUAN’s Debrief Notes 

Attendee’s:  

Best Practice: 

• Exemplary response from the Estates and EQUANS teams to respond and recover from the incident 

• Strong and calm Command from the Trust without pressure to restore services 

• Regular updates (battle rhythm) with Subject Matter Experts (SME) advising on the progress 
 

Learning: 

• Time to inform Senior PHU Estate managers of Incident (EQUANS to conduct review of triggers/flow 
chart and escalation with EPRR support) 

• Clinical Site Manager (was DHM) who attends incident to escalate severity to get the call to put Trust 
on “standby” via switchboard, so staff are ready 

• Senior clinician/manager advising when staff can collect personal equipment as ward was “closed” 
 

(Facilities Manager/Lead Engineer responding to Incident) 

Best Practice: 

• Small Command team with direct information being passed 

• Strong leadership from COO/CEO with no pressure 

• Support from HIOWFRS with clean up 

Learning: 

• Radio in Ops room so direct contact with response team not used (channel 5) 

• Some areas could have been used e.g. stopped Cath labs and theatres) 

• Comm’s from incident meetings to departments was slow (look at intercom for all area



 

 



 

 

 

 

 

 

 

 


