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1. SITUATION/BACKGROUND

1.1 In March 2018, Lord Kerslake published a report following an initial review of the emergency response to the Manchester Arena bombing. 

1.2 In June 2021 and November 2022, The Hon Sir John Saunders published reports from the Manchester Arena Public Inquiry. Three separate volumes have now been published. 

1.3 The WAST Emergency Preparedness, Resilience & Response (EPRR) team will need to develop the capacity to receive, review, consider and plan a response to the 149 recommendations contained in volumes 2 and 3 of the report. 

1.4 The Inquiry recommendations are clear that ambulance trusts should make recommendations to NHS commissioners about additional resources required to ensure an effective response to mass casualty incidents.

2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING (ASSESSMENT) 

2.1	On 22 May 2017, twenty‑two innocent people were murdered in Manchester at the end of a music concert. In addition, hundreds were injured. Many suffered life‑changing physical harm, many others psychological trauma.

2.2	The explosion was caused by detonating a bomb in the City Room, an area close to one of the exit doors from the Arena. The attacker chose a place where members of the audience were meeting up with parents and others who had come to collect them. The audience was principally made up of young people. The attacker killed himself in the explosion, but he intended that as many people as possible would die with him.

2.3	In March 2018, the Kerslake Report into the Manchester Arena attack was published. This report was an independent review of the response to the attack, not an Inquiry. Most of the recommendations relate to collaborative working with Local Resilience Forums (LRF) partners. The WAST EPRR team are fully embedded with the four (LRFs) across Wales and since the report have been working closely with partners on training and exercises. There is an outstanding recommendation to all emergency services to 	make basic frameless canvas stretchers available to their staff. This will require renewed attention as soon as capacity permits. 
2.4	The Public Inquiry’s terms of reference required an assessment of the impact of any inadequacies in the planning and preparation by the emergency services, and in the emergency response. This includes whether any inadequacies undermined the ability of the response to save life or contributed to the extent of the loss of life.

2.5	The Inquiry Report is published in three volumes:
· Volume 1 addresses the security arrangements at the concert. It identifies the missed opportunities for detecting and stopping the attacker or reducing the harm caused. This was published in June 2021, so that recommendations could be considered as soon as possible.

· Volume 2 deals with the emergency response to the attack. It examines the planning and preparation by the responders to an attack of the type which took place. It looks at what happened once the bomb had been detonated and how the response unfolded. It assesses the adequacy of the response. Volume 2 was published in November 2022.

· Volume 3 considers whether the Security Service and Counter Terrorism Police could and should have prevented the attack. It examines whether and, if so, how the attacker became radicalised. It sets out the steps which led to him being outside the concert with an improvised explosive device and what opportunities there may have been to disrupt, deter or divert him. Volume 3 was also published in November 2022. 

2.6	Volume 1 considers the security of the arena. The recommendations are geared toward stadiums and arenas that host events for the public. The WAST EPRR team has been working with stadium owners across Wales through the Safety Advisory Groups (SAG), particularly those for the stadiums WAST provides medical cover for such as the Principality Stadium. In addition, the EPRR team has been working with stadium owners on their Protect Duty and ensuring emergency access is maintained whist protecting the public at their venues form attack. There is now additional ongoing engagement required to sustain improvement and partnership working. 

2.7	Volumes 2 and 3 are of most interest to WAST and the Inquiry Report contains 149 recommendations. Not all are directly applicable to ambulance services; however, all recommendations require full consideration for applicability, potential learning and then action planning. 
2.8	Since the Inquiry Report publication in November 2022, the WAST EPRR team have been consumed by other priorities including seasonal planning, industrial action planning, and responding to the significant operational pressures. There is concern that lack of meaningful progress to receive, review, consider and plan a response to these recommendations places WAST and its commissioners in a vulnerable and untenable position. 
2.9	Attention is specifically drawn to recommendations R105 and R106:
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2.10	To make progress, WAST will need to find more resource to support an appropriate review of the recommendations. Following this work and development of an implementation plan, EASC will be re-engaged to consider the response to recommendation 106 and others.
1.1 
1.2 
1.3 
1.4 
1.5 
1.6 

3 KEY RISKS/MATTERS FOR ESCALATION TO THE COMMITTEE

3.1 EASC is asked to note that the requirement for WAST to receive, review, consider and plan a response to all recommendations relating to the Manchester Arena Inquiry so that meaningful and timely progress can be evidenced. WAST will need to resource the review.  WAST will need to engage with the CASC and his team on this work and brings forward a further report/reports on the outputs from reviewing the relevant Inquiry recommendations.

4 IMPACT ASSESSMENT

	Quality/Safety/Patient Experience implications 
	Yes (Please see detail below)
	
	Identified within the report

	Related Health and Care standard(s)
	Timely Care
	
	And all health and care standards

	Equality impact assessment completed
	Not required

	Legal implications / impact
	Yes (Include further detail below)
	
	Included within the body of the report

	Resource (Capital/Revenue £/Workforce) implications / 
Impact
	Yes (Include further detail below)
	
	Included within the body of the report

	Link to Main Strategic Objective

	The Committee’s overarching role is to ensure its Commissioning Strategy  for Emergency Ambulance Services utilising the five step patient pathway outlined within the National Collaborative Commissioning Quality and Delivery Agreement and the related outcomes for each care standard aligned with the Institute of Healthcare Improvement's (IHI) ‘Quadruple Aim’ are being progressed. 
This report focuses on all the above objectives, but specifically on providing strong governance and assurance and safe and effective patient care

	Link to Main WBFG Act Objective

	Service delivery will be innovative, reflect the principles of prudent health care and promote better value for users


5 RECOMMENDATION 

5.1	The EASC Committee is asked to:

· NOTE that WAST will need to resource, receive, review, consider and plan a response to all recommendations relating to the Manchester Arena Inquiry, in a timely manner.
· NOTE that the Inquiry recommendations are clear that ambulance trusts should make recommendations to NHS commissioners about additional resource required to ensure an effective response to mass casualty incidents.
· [bookmark: _GoBack]AGREE that WAST collaborate with the CASC and the team and bring forward recommendations to EASC.
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R105 | Ambulance service trusts should review their capacity to
respond to a mass casualty incident. That should include
an assessment of whether they have an adequate number
of trained specialist personnel to respond effectively to a
mass casualty incident.
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R106

Having carried out that review, the trusts should make
recommendations to their NHS commissioners about the
additional and/or different resources they require in order
to ensure that they are able to respond effectively to a
mass casualty incident in the numbers required
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