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UK COVID-19 INQUIRY

WITNESS STATEMENT OF SIMON CLARKE

I, Simon Clarke, will say as follows: -

1. I make this statement in response to a request under Rule 9 of the Inquiry Rules
2006 received from the UK COVID-19 Public Inquiry (“the Inquiry”), asking for
information from University Hospital Birmingham NHS Foundation Trust (UHB) for the
purpose of Module 5 of the Inquiry, about events between 1 January 2020 and 28
June 2022, and about the impact of the COVID-19 pandemic on UHB’s procurement

of equipment and supplies during the relevant period.

2. 1 have not been asked to provide a corporate statement on behalf of UHB. However,
where matters have been raised in the Inquiry’s request which are outside of my
personal knowledge, | have consulted with colleagues. This statement reflects my
own experience of managing UHB’s procurement response to the COVID-19
pandemic, but has been contributed to by many professionals across UHB. | am
grateful to these individuals who are identified in exhibit SC01 (INQ000506805). The
Chief Executive Officer (CEO) for UHB between September 2018 and December
2022 (Professor David Rosser) has now left UHB. It has been approved by the
current CEO, Mr Jonathan Brotherton.
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My role at UHB

3. 1 hold the position of Managing Director of Procurement for the Birmingham & Solihull
Integrated Care System, hosted by UHB from November 2019. Prior to that | held the

role of Director of Procurement for UHB since April 2017.

4. In accordance with the expectations of this role, | also sit on numerous NHS England
{NHSE) Commercial Function Groups, the NHS Supply Chain (NHSSC) Regional
Advisory Board and | am the West Midlands National Council member for the
Healthcare Supply Association (HCSA).

5. During COVID-19, | was responsible for the sourcing of all Personal Protective
Equipment (PPE) and Equipment to ensure staff and patient safety at UHB and
across the sites supported by the ICB’s procurement collaborative. Furthermore, |
was responsible for the sourcing of all equipment, services and consumables to
ensure the opening of the Birmingham Nightingale Hospital which was constructed

and commissioned by UHB.

Overview of UHB and the population it serves

6. UHB is one of the largest NHS trusts in the UK, serving a regional, national, and
international population. More than 2.6 million patients are treated across UHB’s
multiple sites each year, including the Birmingham Chest Clinic (BCC), Birmingham
Heartlands Hospital (BHH), Good Hope Hospital (GHH), the Queen Elizabeth
Hospital Birmingham (QEHB), and Solihull Hospital.

7. The Health Foundation, an independent charity, has identified the Birmingham and
Solihull population to be the most deprived Integrated Care System (ICS) in England
with almost 50% of the population falling in the lowest Index of Multiple Deprivation
(IMD) quintile. The local population faces significant health challenges and poor
health outcomes. In 2019 Birmingham City Council published the Birmingham Health
Profile, highlighting that overall life expectancy in Birmingham is lower than the
national average by approximately two years for men and women, but with significant
variation across the city. The local population faces a high burden of chronic,
non-communicable diseases including coronary artery disease, chronic respiratory

diseases, diabetes mellitus and higher-than-average prevalence of obesity. These
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conditions have relevance for patients with COVID-19, as they are associated with

poor health outcomes.

8. In Birmingham, the 2011 and 2021 censuses identified that 9.4% of households were
overcrowded. These households have at least one bedroom too few for the number
of people living in the household and intergenerational living is common. The 2021
Census also describes that a significant proportion of our local population do not
have English as a first language (15.3%), with the commonly spoken languages
including Urdu (2.9%), Punjabi (2.1%), Bengali (1.4%), Pakistani Pahari (1.1%),
Polish (0.9%), Somali (0.8%), Arabic (0.7%), Pashto (0.6%) and Chinese languages
(0.6%).

9. In addition to secondary care for the people of South and Central Birmingham, QEHB
provides tertiary services across a wide range of sub-regional to supra-regional
specialities and is a busy major trauma centre. Approximately 130 beds are typically
occupied by patients who are emergency transfers from other centres, in addition to

those admitted directly to tertiary services.

10. QEHB is located next to and is closely associated with the University of Birmingham
(UoB). UoB has a medical school within its College of Medical and Dental Sciences
which employs 1,000 substantive academic staff. It teaches 2,000 medical students
across a five-year MBChB programme.

11. COVID-19 was first identified in December 2019, and during this period, UHB faced

unprecedented challenges. Treating over 46,000 COVID-positive patients, it was the

hardest hit Trust in the country.

Working with national bodies: UHB’s experience of procurement and distribution of

key medical equipment and supplies

Guidance

12. Throughout the pandemic, when procuring key medical equipment and supplies,

UHB followed national guidance. When this involved the procurement of PPE,

national Infection Prevention and Control (IPC) guidance was followed.
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13. Between 1 January 2020 and 28 June 2022, UHB received 2361 pieces of
non-clinical guidance and information into the UHB Covid Coordination inbox from
NHSE as detailed in the attached document [exhibit SC02 (INQ000506806)]. 307 of
those were related to IPC, PPE, oxygen, ventilators and testing. 298 pieces of clinical
guidance were also received, 21 of which were specific to PPE and IPC [exhibit
SC03 (INQ000506807)]. The guidance often arrived late on a Friday evening which
increased the pressure for the Trust to be able to provide a timely response. The
amount of guidance issued at the beginning of the period was, as expected, far

higher than later in the pandemic.

14. It was a huge impact on the Trust to manage, review, disseminate and implement
almost 2700 pieces of clinical and non-clinical information during the pandemic. The
UHB Covid Coordination Centre tock responsibility for the receipt and recording of
the information and guidance before sending it to the relevant recipients within the
Trust. The UHB Covid Coordination Centre was managed by the Trust Emergency
Preparedness, Resilience and Response (EPRR) team, and relied upon corporate
staff from throughout the organisation to be redeployed to cover the influx of
information and guidance from early in the morning until late at night, seven days a

week.

15. In addition to the management of information and guidance, the UHB Covid
Coordination Centre also had to manage the large number of requests for situational
reports (sitreps). These requests for information to be provided to NHSE included
standard data sets, such as numbers of patients with Covid in the Trust, and specific
data requests, such as destruction of waste. It took time to set up the data collection
tools, and often the data set being requested would change very regularly, with the
Trust only given two days to make the changes to the data collection tools. Along
with receiving the information and guidance, the constant request for data

submissions added to the impact on EPRR and corporate staff.

16. UHB developed a “policy tracker” living document, recognising that central policy and
Public Health England (PHE) (now UK Health Security Agency (UKHSA)) advice
would and did evolve rapidly. Each time new Infection Prevention and Control (IPC)
or PPE guidelines were published for NHS teams by UKHSA, UHB updated its IPC
standard operating procedures and controlled documents to ensure these were
aligned. This role was overseen by the IPC team within UHB. This team provided

seven-day working cover throughout pandemic peaks.
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17.

18.

19.

20.

One of the challenges during the COVID-19 pandemic was ensuring hospital
processes were aligned to the rapidly evolving national IPC guidance (which was
dependent on both emerging knowledge of COVID-19 and the changing national
picture of infections and hospitalisations) at a time of considerable strain on
healthcare provision. To address this fast-changing environment the Trust had
regular strategic and operational COVID-19 meetings in 2020/21, continued in
2021/22; held on a daily basis during peak periods and three times a week outside
these times. The strategic group was chaired by the Chief Executive and members of
the group included the Chair of the Trust, all the executives (Chief Medical Officer,
Chief Nurse, and Chief Operating Officer), Deputy Director IPC and Lead Infection
Control Doctor. Here, rapid decisions were made in response to the pandemic. As
mentioned previously, the Trust had appointed Senior Responsible Officers (Medical
SROs; Deputy Associate Directors of Nursing) who supported COVID-19 outbreak
management in conjunction with IPC leads. The primary role of the SRO was to

provide clinical leadership, allocating resource and supporting staff.

UHB took a multi-faceted approach to the dissemination of IPC guidance and
COVID-19 guidance in general, including email, regular staff briefings using Teams,
cascaded communications through clinical leadership teams and ward champions,
posters and social media campaigns. However, the most effective/popular was a
dedicated microsite in which local and national guidance was made available
alongside summary information in the form of infographics developed by members of

the University of Birmingham academic teams and informaticians within UHB.

The COVID-19 microsite included an easily accessible and searchable gateway to
166 controlled documents. There were more than 4 million unique page views
between March 2020 and June 2022 with a maximum number of visits in a day of
23,000 (with the majority of activity taking place during the peaks of the pandemic).
This was both within and outside UHB. The associated infographics for IPC, mask
wearing, and self-testing were reported widely and disseminated locally, nationally
and internationally. They included links to the full controlled document which itself

included links to underlying national policy.

UHB undertook multiple pieces of communication during the pandemic that touched

on IPC, from weekly Chief Executive bulletins to daily and weekly communications
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provided during the pandemic to staff and patients. The dedicated COVID-19 intranet

pages were regularly updated with new information and guidance for all staff.

PPE supplied by the UK government / DHSC

21. During the pandemic, UHB needed to procure huge volumes of goods at pace, using
new emergency procurement regulations, in a highly competitive international
market. UHB sourced PPE from three sources, NHS Supply Chain (NHSSC), NHSE
‘push’ stock and any organisation that could supply PPE when shortages and
inadequate supplies started to be received via the NHS route. ‘Push’ stock is defined
as supplies that were centrally managed by NHSE and "pushed" out to hospitals and
healthcare providers across the UK with the aim of ensuring that they had the
necessary resources. The push stock and NHSCC goods were frequently from
suppliers with which UHB had not previously engaged.

22. This stock of key equipment included personal protective equipment, such as
medical masks, gowns, aprons, gloves, shoe covers and eye protection. In addition,
equipment such as ventilators, respirators, Continuous positive airway pressure
{CPAP) machines, oxygen cylinders and masks, testing kits, hand sanitiser and
laboratory equipment were needed. Prior to the pandemic, UHB did hold some
stocks of this equipment, but not enough to respond to the emerging and continuing
needs of patients and staff.

23. Despite the measures outlined to disseminate new and evolving IPC guidelines,
there were some difficulties when implementing IPC guidance. Some of this related
to the supply of equipment, and it was evident at the start of the pandemic that there
would be issues with the quantity of PPE that would be available due to the volatility
in international markets, so the Trust implemented a strategic PPE group to manage
all PPE issues. The PPE group attendance included the Trust Deputy Chief Nurse, a
representative from clinical microbiology, the Clinical Director of Infection Prevention
and Control, and procurement staff. The PPE group was able to introduce several

practices at pace to respond to emerging needs.
24. Because UHB was receiving goods centrally which had been supplied to NHSE from

companies with which UHB did not have any previous contracts, this created the

need to evaluate and secure the source of any products as quickly as possible to
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ensure appropriate/safe products were available for our workforce. Therefore, UHB
worked with other NHS organisations (if they were utilising the same supplier) for
references, and finally all products were evaluated by the BSOL Procurement
Collaborative Clinical Nurse Specialist (CNS) team to ensure the products suitability

prior to release into the hospitals.

25. When PPE arrived, if it was from a supplier already known to UHB, it would be
circulated as due diligence had already been undertaken on them. However, if it was
an unknown supplier, it would be ‘quarantined’ in the warehouses, which meant that it
would not be circulated to staff until it was deemed safe. The CNS team would review
the product, check that it had the necessary Medicines & Healthcare products
Regulatory Agency (MHRA) or alternative accreditation and test it. At times, this was
difficult to manage when the information accompanying the product, such as
certification, was in another language. The CNS team worked in 12 hour shifts and
were based in the warehouses to ensure that no inappropriate stock entered

circulation.

26.If a product was found to be unsafe, either by the CNS team or through
communication channels with other NHS Trusts, UHB would contact the central NHS
Supply Chain Product Queries inbox with the reasons why UHB, and other Trusts in
the Procurement Collaborative, would not be circulating the stock. However, even
when UHB alerted NHSSC, timely action to prevent further central circulation of the

stock was not always taken by NHSE.

27. One example of this was surgical facemasks provided from NHS push stock. UHB
became aware via the CNS team, and through an injury to a staff member, that there
was an issue with the masks shedding and the ties unexpectedly snapping, therefore
putting staff and patients at risk. UHB emailed the Supply Chain Product Queries
inbox on the 11" and 12" May 2020 to explain the issue and ask that other NHS
Trust be warned of a problem with the masks. These masks were not recalled by
NHSE until 26" June 2020 [exhibit SC04 (INQO00506808)]. Fortunately UHB, and
other Trusts with which it was in contact, had already stopped circulating these
masks. However, estimates at the time suggested there were 63 million made

available to the NHS before being recalled.

28. One of the measures introduced related to making sure that Filtering Facepiece 3

(FFP3) masks procured were safe for staff to use. FFP3 Masks supplied to the Trust
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29.

30.

31

32.

by NHSCC and push stock were often poorly constructed with visible faults. It was
unclear what checking mechanisms were in place centrally to ensure the quality of
equipment during procurement. If similar experience was replicated across all
centres, there is a strong argument that better central quality control would have
been more efficient and safer. Those in stores described their frustration at being
unable to provide necessary equipment to protect clinical staff and patients. In order
to overcome the continued supply issues, the Trust independently sourced more than
1000 hoods to ensure safe, fit-for-purpose protective equipment was always
available to staff. The hoods were procured from 3M Full Support (Tornado Hoods)

and Arco (Centurian Hoods)

A novel fit testing team was also created, involving trained healthcare assistants
within Infection Prevention and Control to deliver fit testing to our staff. The
expansion of fit testing is documented from 3™ February 2020. Despite this new team
being in place, lack of availability of a consistent supply of FFP3 masks and fit testing

solutions meant that fit testing could not be delivered at the ideal pace and scale.

Issues arose when new types of masks were sent to UHB which had not been
previously fit tested by staff. For example, this meant that if a member of staff had
been fit tested on three masks, and one was found to be safe, if a new type was
introduced from NHSCC or push stock, then the member of staff would have to be fit

tested again.

. It was also evident at an early stage that the standard PPE distributed did not meet

the requirements for some staff groups. Ventilator hoods did not adequately fit staff
with braids, fit mask testing often highlighted issues with PPE for people wearing
turbans or hijabs, and mask fitting was difficult for people with different nose shapes,
including flatter noses. UHB therefore worked to locally develop and source a range
of options outside NHSCC and push stock that responded to surgical face masks
from push stock to the particular requirements of certain staff groups. Further details
of how this was achieved are described below.

The Trust experienced many issues with the ordering and distribution systems for
PPE and other equipment. Each day the Trust was required to input information into
the NHS National Data Platform provided by Palantir. This information included how
much PPE and medical supplies the Trust had used, patient numbers and how much

it was anticipated would be needed based on those numbers.
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33. Despite providing information about how much PPE and other supplies, such as
ventilators, was needed, there was no guarantee that the products would be
delivered. Although the request was submitted, until a delivery truck arrived, the Trust
would not know exactly what was going to be delivered. For example, if the Trust had
expressed the need for 200 FFP3 masks, perhaps only 20 would be delivered. A
request would then have to be submitted via the urgent NHS central helpline, and
then any additional products could be delivered at any time of day or night. This
meant warehouses had to be available for deliveries at all hours of the day. Staff
were also frustrated when having to justify to the emergency helpline why supplies
were needed. On one occasion, the Trust was asked why staff in the intensive care
unit required more than one FFP3 mask in a day, when it was clear that guidelines
required frequent changes of mask. Regardless of the patient numbers, it appeared
that the allocation of stock was the same across the country, despite UHB being one

of the largest and hardest hit Trusts with acutely unwell Covid patients.

34. Details of the stock returned to central NHSE sources can be found at exhibit SC05
(INQO005068089).

Procurement by UHB and supply chains

35. In August 2019, the Birmingham and Solihull Integrated Care System Procurement
Collaborative (Collaborative) was created with the aim of being responsible for
procurement over and above that which was made available by the UK government,
the Department of Health and Social Care, the NHS and any other body. At the start
of the pandemic in January 2020, the Collaborative included UHB, Birmingham
Women’s and Children’s Hospitals and the Royal Orthopaedic Hospital, and was
hosted by UHB with myself as the Managing Director.

36. The Collaborative was created to oversee the strategic development of the service,
ensuring adherence to the agreed commercial model, effective use of resources and
efficiency opportunities. It aimed to ensure that the benefits, key targets, and
objectives, including financial savings as agreed in the accountability agreement,
were delivered. This ICS-wide Collaborative meant that at the start of the pandemic,
the three acute Trusts already had an agreed and functioning framework in place,
meaning that the response to obtaining PPE from other sources during a time of

high-need was more coordinated.
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37. The Collaborative realised early in April 2020 that access to enough PPE to protect
staff and patients would present a huge challenge to UHB. In order to make sure that
staff had a safe environment in which to work, and to ensure that Covid 19 would not
be passed to patients, UHB ordered 1000 respiratory hoods. These hoods are a type
of Respiratory Protective Equipment (RPE) designed to provide protection for the
respiratory system by covering the head, face, and neck, and often extends over the
shoulders, creating a barrier against airborne contaminants. This supply meant that if
any risks arose to accessing other PPE, such as face-masks, or if the PPE supplied

was inappropriate, staff would be able to use respirator hoods.

38. When the scale of the problems with the lack of central PPE, the poor quality of the
stock sent out by central NHSE, and the failure of available stock to reflect cultural
needs were identified, the Collaborative began taking proactive steps to ensure that
staff and patients could be kept safe, without relying upon NHSE. A Midlands PPE
Cell was created by the Collaborative and included local businesses and suppliers
who were currently not manufacturing their usual products due to the pandemic, but
who wanted to support the efforts of the NHS.

39. The Midlands PPE Cell had a number of successes, one of which was the
development and creation of gowns to protect medical staff. The Collaborative
agreed the necessary specifications for gowns, as defined by the MHRA to ensure
appropriate quality. The specifications and supply proposal at exhibit SC06
(INQOO0506810) were sent to a number of businesses who had expressed an
interest in assisting the NHS. The businesses had been identified by the West
Midlands Combined Authority after the Collaborative approached Andy Street, the
Metro Mayor of the Authority, to raise a ‘call to arms’ for suppliers that wanted to help.

40. When the supply proposals were returned by suppliers to the Collaborative, they
were assessed, and businesses who might have the relevant capabilities were
shortlisted. They were then invited to the Gown Manufacturing Group where they
worked collectively with the Collaborative on the design, purchase of materials and
manufacture of the product. It was important that they worked as a collective so that
competition between the suppliers did not create a lack of stock or artificially raise
prices. As a result of this work, around 1 million gowns were produced. As well as
utilising them in the Trusts covered by the Collaborative, the gowns were also shared
throughout the regional community in a number of ways, including through mutual aid

and to support care homes and hospices.
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41. Another important success for the Collaborative was the procurement of culturally
sensitive headwear and FFP3 masks. UHB staff represent the famously diverse
community of Birmingham, and it was essential that the Trust was able to respond to
their individual needs. The Collaborative quickly identified that protective headwear
and FFP3 masks did not provide adequate protection for all staff groups. UHB
therefore met with local organisations to develop, test and produce a product that
met the needs of staff.

42. The Collaborative also identified that the types of face masks provided via the central
channels prevented effective communication with patients who were deaf of hard of
hearing, or those with dementia or other conditions. As a result, work was undertaken
to identify what other options were available to the Collaborative. Work was
completed with suppliers to make sure the MHRA standards were met, and the

transparent facemasks were procured.

43. The procurement staff that were involved in awarding contracts to suppliers were all
fully trained to do so in accordance with the Public Contract Regulations 2015.
Additional training was not required as the Regulations were aiready met. it was
quickly identified that it was a very pressurised environment for procurement staff
during the pandemic, particularly during the hard times of severe shortages of PPE.
The staff were supported by being able to fully utilise the well-being offer provided by
the Trust.

44. Throughout the pandemic, the Trust was approached constantly with offers of PPE
and donations, and all donated stock went through the same checks as any stock
received via central NHS sources. No home-made PPE was ever introduced into the

Trust.

45. Reusable PPE was used at the start of the pandemic, such as gowns, respirator
hoods and face shields, but due to the donning & doffing requirements, reusable
products often got destroyed, and entered the waste stream. To reduce the need for
FFP3 masks, and to manage the constant lack of availability of FFP3 masks, the
Trust relied upon the respirator hoods that had been procured at the beginning of the

pandemic.

46. Throughout the pandemic, the Trust maintained that to protect staff and patients,

appropriate PPE had to be available to all people working on the site, whether or not
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they were direct employees of UHB. This included contractors, cleaners, security
staff, locum doctors, agency nurses and carers and staff who worked for

sub-contracted organisations delivering NHS services.

47. Details of the contractors and suppliers to whom UHB awarded contracts for PPE
can be found at exhibit SC07 (INQ000506811).

Ventilators

48. In the first phase of the pandemic, the availability of suitable ventilators to manage
patients with COVID-19 was a particular concern and, initially, a number of unsuitable
machines were delivered from central procurement. These were portable/mobile
ventilators, normally used for temporary patient transfers and not suitable for
long-term patient use.

49. During the first wave of Covid, the increase in ventilated patients was easy to predict
several days in advance. It became apparent in early April 2020 that the Trust's
ventilator supply may be exhausted within a couple of days. Additional ventilators
were requested from central NHSE, but the equipment provided was absolutely not
suitable. They consisted of portable ventilators that were usually used for temporary
patient transfers between intensive treatment units (ITUs), rather than for long-term
use. They were plastic products which had to be put together by staff. Fortunately
these were not needed, but in the absence of any other equipment being provided,
the Trust had to actually plan to use these if absolutely necessary. It is thought that
the lockdown that occurred a couple of weeks before the start of April slowed the ITU
admissions, meaning that the Trust was able to manage with the equipment already

in situ.

50. Due to the lack of ventilators, at some points during the pandemic, consideration was
even given to the need to train medical staff to deliver manual ventilation. This would
have involved providing breathing support to a patient using a self-inflating manual

resuscitator bag or mouth-to-tracheal tube ventilation.

51. Although the plastic ventilators or manual ventilation was not needed, the fear of it

was present during the pandemic. This placed a huge amount of stress on the staff
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trying to procure the equipment, and the staff delivering the direct care to exiremely

unwell patients.

52. It was an extremely difficult situation because the UK did not manufacture ventilators
and was therefore reliant upon foreign imports, which were of course in
extraordinarily high demand, particularly at the start of the pandemic. This was
exacerbated when a number of countries who produced ventilators put an immediate
stop on exports at the outbreak of the pandemic. The Trust notes that the efforts of
national procurement to respond to the issue of lack of ventilators were appreciated,
and going into the January 2021 peak, there was a reasonable reserve of usable

ventilators.

Oxygen

53. QEHB is a largely modern hospital and the oxygen supply is therefore well specified
to most parts of the new building. The capacity of the QEHB’s vacuum insulated
evaporator (VIE) storage for oxygen (a form of pressure vessel that allows the bulk
storage of cryogenic liquids including oxygen) was significant and well monitored with
the BOC (medical gas supplier) system in place, which included central alarm
systems and dashboards displaying information on liquid level and tank pressure. As
the pandemic grew and capacity was managed, there was careful monitoring of
supplies in the Heritage Building (legacy estate), which required upgrades to flow

monitoring.

54. The primary concern with respect to oxygen supplies lay in UHB’s other hospitals,
where the estate is significantly older and where hospitals had lower oxygen carrying
capacity. This resulted in careful planning of where patients would be cared for, using

QEHB to mitigate the risk at times of peak demand.

Testing

55. It was recognised that testing symptomatic patients and screening asymptomatic staff
and patients (or those with atypical symptoms) was the most important means of
protecting people from nosocomial spread of infection. In 2020/21, the most
frequently identified root cause for the outbreaks was transmission from
asymptomatic patients placed within a bay who subsequently tested positive on their

routine admission screening.
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56.

57.

58.

59.

60.

Central to preventing transmission was the early identification of patients with
COVID-19 through timely screening. At the start of the pandemic only symptomatic
patients were tested on arrival to QEHB and laboratory turnaround time was initially
slow (5-7 days). The only method of testing available at the time was polymerase
chain reaction (PCR). Patients were triaged and cared for, based on an assumed

diagnosis until the results of tests were reported.

The most significant intervention to reduce nosocomial cases of COVID-19 in
2020/21 was therefore implementation of Point of Care Testing (POCT) laboratories
in Accident and Emergency. Laboratory-based PCR turnaround times had ranged
from 24-72 hours. COVID-19 POCTs implemented from autumn 2020 eventually
allowed results to become available within an hour. This led to patient allocation and

bed utilisation within the hospital to reduce the risk of nosocomial transmission.

In 2021/22, testing capacity was increased further which allowed increased screening
of asymptomatic patients not only on admission, but at day three, day five, day
seven and every three days thereafter, further reducing the risks of undetected

infection.

As staff testing became available it was initially focused on frontline clinical areas.
However, as more was learned of asymptomatic carriage, and as staff outbreaks
were an apparent source of transmission, increased staff screening capacity was
implemented hospital-wide, irrespective of role. High-risk speciality staff were
screened weekly by PCR. All staff were required to undertake lateral flow tests at
least twice weekly. During outbreaks, staff were screened weekly via PCR and daily
via lateral flow tests. The rapidly evolving national guidelines pertaining to staff and
patient screening were continually reviewed and implemented as relevant for each
patient and staff group. The frequency of this screening regime was determined by a

combination of test availability and national guidance.

UHB did not experience shortages of centrally managed reagents but did depend on
their ‘just-in-time deliveries’. With the support of central teams, we were able to
increase testing capacity and create point-of-care solutions within the Accident and
Emergency Department to introduce more testing opportunities, to optimise patient

flows.
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Lessons Learned

a. Any examples of good practice from the point of view of UHB that might be

used to inform the response to any potential further pandemic;

During the pandemic, UHB created its own warehouse facility. This enabled UHB to source
enough equipment and consumables to support the challenges faced. Given the ongoing
issues of national and international consumable shortages, the warehouse has allowed
increased storage capacity, knowing how much inventory we have, efficient order fulfilment,
reduced transportation costs, improved customer service, and enhanced supply chain
flexibility. The facility not only ensured that there was enough space for the stock needed
across UHB and the wider integrated care system, but it also enabled the trust to achieve
competitive commercial benefits. The new facility gave UHB the resilience to support patient

and staff safety.

b. Any challenges experienced, from the point of view of UHB, in the
procurement of key medical equipment or supplies during the relevant period,

and if there were any, how these were overcome; and

UHB experienced numerous challenge due to the lack of appropriate consumables and
equipment from the centre and NHSSC and overcame these challenges by utilising
incumbent contracts and relationships and by setting up the Midlands PPE Group which

enabled UHB to get PPE locally manufactured to support local demands.

¢. Any lessons learned from the procurement of key medical equipment or

supplies during the relevant period.

A key lesson learnt was the utilisation of established contracts and relationships, giving
assurance of supply for UHB. The creation of a warehouse facility also allowed the
opportunity to secure bulk purchases at competitive prices. More importantly, the
establishment of the Midlands PPE Group utilised local manufacturing and skills to produce
quality products, and helped to grow the local economy and create community spirit during
very difficult times. A recommendation would be the re-establishment of Make UK which
would grow the UK economy and ensure an established local and national supply resilience
for any future pandemic or national emergencies.
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Statement of Truth

| believe that the facts stated in this witness statement are true. | understand that
proceedings may be brought against anyone who makes, or causes to be made, a false

statement in a document verified by a statement of truth without an honest belief of its truth.

Personal Data

Signed:

Dated: 7" November 2024
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