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PREAMBLE: CONSTITUTIONAL BASIS

This Framework is a Constitutional Framework Instrument of the Civic Commonwealth of the British
Isles, established under the authority of the National Sortition Assembly (NSA) and binding upon all
civic agencies, regional bodies, and operational authorities within the health system.

It exists to resolve an inherent tension in democratic governance: that genuine health emergencies
require faster action than deliberative assemblies can provide in real time, while pre-authorised
technocratic power without enforceable limits produces a different and equally serious threat — the
guiet, administrative accumulation of authority outside civic accountability.

This Framework is the architectural answer to that tension. It creates a pre-engineered system of
bounded speed: authority sufficient to save lives, constrained by law, time-limited by design, and
accountable to sortition assemblies by obligation — not convention. Speed can be engineered
through pre-authorisation. Legitimacy must be built before the crisis arrives, through preparation,
transparency, and visible resident authority. Accountability must be guaranteed by structure that
makes evasion impossible.

PART I: DEFINITIONS AND LEGAL TRIGGER CONDITIONS

Section 1.1 — Core Definitions

Section 1.2 — Legal Trigger Conditions

A Health Crisis is legally declared when any TWO of the following nationally verified thresholds are
simultaneously met, or when ONE threshold is met and the IES validates a trajectory indicating a
second threshold will be reached within 72 hours.

PART Il: CRISIS TYPOLOGY AND RESPONSE PROFILES

A declared crisis is assigned a Type on declaration. Multiple Types may be co-declared where a crisis
has compound characteristics. The assigned Type governs which operational capabilities are
immediately activated.

PART Ill: CRISIS DECLARATION MECHANISM

Section 3.1 — The Declaration Verification Panel (DVP)

The DVP is permanently constituted and able to convene within two hours of notification.
Composition: three IES members; two RHCU Directors (from non-requesting regions); one ECRP
member; one Civic Advocate. The DVP may: confirm the declaration (crisis powers activate
immediately); request IES re-validation within 30 minutes; or reject the declaration (NHEA may
resubmit if new threshold data emerges).

Section 3.2 — Emergency Pre-Declaration Powers

The NHEA Director may authorise Class A actions for a period not exceeding four hours prior to DVP
confirmation, to prevent harm during the verification window. These actions are automatically
reviewed by the DVP and either ratified or reversed. Reversed actions must be documented.
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Section 3.3 — Regional Declaration

Where trigger thresholds are met regionally but not nationally, a Regional Crisis Declaration may be
made by the RHCU Director, validated by the IES Regional Epistemic Team and a Regional DVP.
Regional declaration activates Class A and B powers at regional level only. Class C requires RSA
approval.

Section 3.4 — Public Notification

Within one hour of declaration confirmation, the NHEA Director issues a public notification stating: the
type of crisis declared, trigger conditions met, powers activated, oversight bodies engaged, initial time
limit, and date of first mandatory review. Simultaneously transmitted to NSA Speaker, all RSA Chairs,
IES Director, and ECRP Convenor.

PART IV: INSTITUTIONAL ARCHITECTURE

Section 4.1 — National Health Emergency Authority (NHEA)

Conflict of Interest Rules: All NHEA members must declare any financial interest in pharmaceutical,
medical device, or health service companies on appointment and annually. Members with declared
relevant interests are recused from directly benefiting decisions. No NHEA member may take
employment in the private health sector for three years following their term. Declarations are
published on the SDN.

Section 4.2 — Three-Tier Resident Oversight Structure

4.2.1 — Tier 1: Emergency Civic Review Panel (ECRP) — Fast Oversight (0-72
hours)

The ECRP provides real-time civic oversight without requiring full Assembly convening. Composition:
fifteen members drawn by sortition from the NSA membership register, with a standing reserve of five
trained alternates who can be activated within six hours. Membership requirements include at
minimum three members with verified health literacy, two with legal or civic advocacy background,
and one from each of the four nations of the British Isles. Members are on standing on-call rota,
ensuring 24/7 availability.

Powers during a declared emergency:

» Review and ratify or veto Class B actions within 72 hours of action.

» Request urgent IES analysis on any NHEA decision.

« Summon the NHEA Director for emergency hearing within 12 hours.

» Issue a Civic Concern Notice flagging a decision as requiring full NSA review.

« Emergency veto of any Class A or B action found to breach the Civic Floor rights, by majority vote,
within 48 hours.
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4.2.2 — Tier 2: National Crisis Oversight Assembly (NCOA) — Strategic
Authority (72h+)

Composition: 120-180 residents drawn by stratified sortition from the NSA membership register.
Fixed term during crisis period (minimum three months, non-rotating). Pre-selected residents
complete mandatory crisis briefing training before activation. The NCOA functions as the NSA in
emergency session when the NSA cannot convene within required timeframes.

Powers:

« Approve extensions of emergency powers beyond the initial 30-day period.
« Authorise Class C decisions requiring NSA approval.

 Ratify or reject Class B actions escalated from ECRP.

« Initiate formal investigation into agency conduct.

« Issue binding Civic Directives to the NHEA on constitutional compliance matters.

4.2.3 — Tier 3: National Sortition Assembly (NSA) — Constitutional Authority

The full NSA retains ultimate constitutional authority. It approves Class C actions requiring legislative
authority, votes on power extensions, and may override NCOA decisions by supermajority. The
NSA's direct role during acute crisis phases is constrained by convening timescales, which is why the
ECRP and NCOA provide the operational resident interface. The NSA is the constitutional backstop
that can never be bypassed for Class C actions.

Section 4.3 — Independent Epistemic Secretariat: Health Crisis Role
« Validates all crisis trigger data before formal declaration.

« Maintains the Mandated Challenger System (MCS) on all major NHEA decisions — appointing an
independent scientific challenger within 24 hours of any significant Class B or above decision.

» Publishes a daily IES Crisis Bulletin on the SDN summarising findings, challenges issued, and
status of challenged decisions.

« Operates the Contested Science Protocol: publishes the range of credible scientific positions and
flags which position the NHEA has adopted and why. Never suppresses minority scientific views.

« Administers the National Decision Ledger, National Health Data Dashboard, and Equity Monitor.

« The IES may not itself make operational decisions. Its role is epistemic, not executive.

Section 4.4 — Regional Health Command Units (RHCUS)

One RHCU per defined geographic region. Led by a Regional Director appointed on professional
merit and confirmed by the relevant RSA. Reports to NHEA in real time via the National Health Data
Dashboard. May declare Regional Crises independently. Accountable to both NHEA (operationally)
and RSA (civically).

Section 4.5 — Chain of Command

PART V: DECISION CLASSES

All NHEA actions during a declared emergency are classified into three Decision Classes.
Classification is mandatory; unclassified actions are void. The NHEA Duty Registrar assigns class on
issuance and records it in the Crisis Decision Log within 15 minutes.
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PART VI: TIME LIMITS, MANDATORY REVIEW, AND
DE-ESCALATION

Emergency powers auto-expire 30 days from declaration. Extension requires NSA/NCOA vote by
simple majority. Each subsequent extension is limited to 30 days and requires a fresh vote.

Section 6.3 — De-escalation Criteria

De-escalation is triggered when: all active trigger thresholds have been below declaration level for 14
continuous days; AND the IES has validated no trajectory evidence of re-escalation within a 30-day
forward horizon; AND the NHEA Director formally recommends de-escalation to the ECRP.

De-escalation is blocked where: the IES identifies a significant risk of second wave within 30 days; or
the ECRP identifies unresolved systemic vulnerabilities. On de-escalation, Class A and B powers
cease immediately. Class C authorisations cease within seven days. Post-crisis accountability
processes initiate within 14 days of full de-escalation.

PART VII: OPERATIONAL CAPABILITIES

Section 7.1 — Surge Capacity System

Surge capacity is pre-built and maintained in continuous readiness during non-crisis periods.
Standing inventory: modular field hospital units (minimum 5,000 bed-equivalent rapid-deployment
capacity); 20% ICU bed reserve above normal operational capacity at all times; mobile treatment
units; pre-signed Defence Command standing agreements; minimum 90-day pharmacy stockpiles
with rolling replacement.

Section 7.2 — Workforce Expansion Protocol

Stage 1 — Internal Reallocation (at declaration): Task-shifting and extended scope of practice for
nurses, paramedics, and allied health professionals under emergency licencing.

Stage 2 — Reserve Mobilisation (Class A, within 24 hours): Retired staff recall register activated.
Final-year and recently qualified practitioners activated under supervised practice.

Stage 3 — External Augmentation (Class B, within 72 hours): Emergency licensing of qualified
foreign nationals through pre-built fast-track pathway. Mutual aid requests to international partners.

All staff under emergency redeployment are entitled to: full legal protection for good faith actions
within their scope; welfare and psychological support access; return to their substantive role on
de-escalation without penalty.

Section 7.3 — Resource Allocation Framework: Triage Priorities

PART VIII: DATA, INTELLIGENCE, AND EPISTEMIC INTEGRITY

The National Health Data Dashboard is administered by the IES — not owned by NHEA — and
accessible in real time to the NHEA, ECRP, NCOA, NSA, all RSAs, and the public (in de-identified
summary form) via the SDN. Mandatory data streams updated hourly: bed capacity; workforce status;
mortality rates; infection metrics; supply levels; system activity; surge capacity status; workforce
expansion stage; mental health demand.
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Section 8.2 — Epistemic Integrity Rules
« All decisions in the Crisis Decision Log must reference the specific data point on which they rely.

» Data submitted by RHCUs is automatically cross-validated against national baselines before use
in public communications.

« Any data anomaly triggers an automatic IES data integrity review within six hours.

Section 8.3 — Contested Science Protocol

The IES publishes the range of credible scientific positions on key questions, identifying which
position NHEA has adopted and why. The Mandated Challenger System requires at least one
qualified dissenting view before any Class B+ decision. If IES cannot reach internal consensus, it
publishes a split opinion. Where a Contested Science Flag is issued, all resident tier briefings must
include both positions before any vote is taken.

Section 8.4 — Dual-Channel Information Requirement

Every major briefing to a resident tier must include: (A) Official Analysis — NHEA data, IES validation,
and operational recommendation; and (B) Independent Counter-Analysis — a separate expert panel
challenging key assumptions and conclusions. No vote may be taken on a Class B or Class C action
until both channels have been presented.

Section 8.5 — Disinformation Countermeasures

The NHEA publishes corrections to materially false information. The IES operates a rapid-response
science integrity function, publicly correcting inaccurate factual claims within 24 hours. No restriction
on free expression is permitted — the response is transparency, not suppression. The ECRP and
NCOA are formally notified when major misinformation trends emerge that could corrupt resident
deliberation.

PART IX: NON-PHARMACEUTICAL INTERVENTIONS
FRAMEWORK

Section 9.2 — Proportionality Test

No NPI may be imposed without a formal Proportionality Assessment completed by NHEA and
reviewed by IES, demonstrating: the specific harm being addressed with quantified evidence; why
less restrictive alternatives are insufficient; the specific population affected and duration; the evidence
base for effectiveness; and identified adverse effects (economic, social, mental health) and their
mitigation. Proportionality Assessments are published in full on the SDN when the NPI is announced
and presented to the relevant resident tier before any vote.

Section 9.3 — Rights Protection During NPIs
» The Civic Floor is inviolable: the Thirty Inviolable Rights cannot be suspended by any NPI.

« NPIs must include: clear scope, duration, and enforcement mechanism; legal basis; individual
right of exemption request to the Civic Advocate Service (not to NHEA); and a plain-language
public explanation.

« NPI enforcement is the responsibility of civic enforcement agencies, not health agencies. The
NHEA recommends; it does not enforce.
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« Exemptions must be accessible, timely, and not subject to bureaucratic delay that renders them
meaningless.

PART X: PHARMACEUTICAL AND TREATMENT AUTHORISATION

Section 10.1 — Emergency Use Authorisation (EUA)

During a declared crisis, the NHEA may activate Emergency Use Authorisation (EUA) for medicines,
biological products, and medical devices. EUA operates under a dedicated fast-track framework with
specific safeguards.

EUA Conditions — ALL must be met:
« A serious or life-threatening condition exists for which no adequately approved and available

alternative exists.

« Available scientific evidence indicates benefits outweigh known and potential risks for the
intended use.

« The IES has reviewed the evidence and published its assessment, including any significant
uncertainty.

+ The NHEA Chief Medical Officer has signed the authorisation.

« Authorisation is time-limited to the duration of the crisis plus 30 days, unless converted to
standard regulatory approval.

EUA Safeguards:

« All EUA products are subject to mandatory pharmacovigilance from the point of administration.

« EUA does not waive informed consent. Individuals must be informed of EUA status before any
product is administered.

« Any serious adverse event triggers an automatic IES safety review within 48 hours.

« EUA may be revoked by the NHEA Director at any time; revocation is immediate.

Section 10.2 — Emergency Vaccination Programmes

Emergency vaccination programmes are Class C — they require NSA/NCOA approval before
commencement. Vaccination is presumptively voluntary. Mandatory vaccination requires an
additional NSA vote by two-thirds supermajority, a full Proportionality Assessment, and specific legal
basis citing the Civic Floor rights framework. Vaccine programmes must include: a publicly accessible
Plain Language Summary; adverse event reporting mechanism; exemption process; and equitable
access provisions prioritising vulnerable populations.

Section 10.3 — Clinical Research Fast-Track

The NHEA, in coordination with the IES, may activate a Clinical Research Fast-Track enabling
accelerated ethics review for crisis-related clinical trials (target: 72-hour review); adaptive trial
protocols subject to IES oversight; and emergency data sharing between research institutions for
crisis research purposes. Fast-track means faster review, not lower ethical standards.
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PART XI: PUBLIC COMMUNICATION PROTOCOL

Section 11.1 — Communication Authority and Governance

Public communication during a health crisis is handled exclusively by the NHEA through its
designated Crisis Communication function. Political bodies do not make authoritative statements
about crisis operational status, clinical guidance, or public health measures without explicit NHEA
endorsement. This is not censorship of opinion; it is the governance principle that a single
authoritative operational voice prevents conflicting public guidance.

Section 11.2 — Mental Health Communication

No communication uses language designed to maximise fear as a compliance tool. Every crisis
briefing after day 7 includes a mental health support signposting section. The NHEA Mental Health
Lead has a standing right to review crisis communications from a psychological impact perspective
before publication.

PART XlI: VULNERABLE POPULATION PROTECTIONS

Health crises do not affect populations uniformly. The elderly, disabled people, children, those with
pre-existing conditions, economically marginalised communities, and ethnic minority populations
consistently experience disproportionate harm. This Framework embeds structural protections to
address this.

Section 12.1 — Vulnerable Population Register

The NHEA maintains a Vulnerable Population Register: a pre-identified list of individuals requiring
priority contact, welfare support, or clinical intervention on declaration. Built from existing health and
social care records, and voluntary registration. Activated on crisis declaration. Every registered
individual receives direct contact within 24 hours (or sooner in Type Delta events). Maintained with
consent and reviewed every six months.

Section 12.2 — Equity Monitoring

The IES operates an Equity Monitor during all declared crises, producing a report every seven days
on: differential mortality and morbidity by age, disability, ethnicity, and geography; differential access
to care; adequacy of communication accessibility; and any evidence of non-clinical triage grounds.
Reports are published on the SDN. Identified disparities trigger a mandatory NHEA response plan
within 48 hours.

Section 12.3 — Children and Young People
« School closures are Class C actions requiring NSA/NCOA approval.

» Any school closure activates an automatic welfare check system for children on existing at-risk
registers.

« Children's education and social development interests are explicitly weighed in all Proportionality
Assessments.
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Section 12.4 — Care Settings

Care settings receive priority access to PPE, testing, and clinical support teams from day one. A
dedicated Care Setting Liaison reports directly to the Deputy Director (Clinical). Visitor restrictions
must be proportionate, reviewed every 7 days. Blanket indefinite bans are not permissible without
ECRP ratification.

PART XllI: MENTAL HEALTH INTEGRATION

Mental health is not an ancillary consideration in a health crisis — it is a parallel public health
emergency. This Part ensures mental health is embedded throughout the crisis response, not added
as an afterthought.

Section 13.1 — Mental Health Operational Structure

+ A Mental Health Crisis Lead (senior clinical psychologist or psychiatrist) is appointed within NHEA
at declaration, with direct access to the NHEA Director.

+ Regional Mental Health Leads are appointed in each RHCU within 24 hours of declaration.

« Mental health service demand is tracked on the National Health Data Dashboard as a mandatory
data stream.

Section 13.2 — Population Mental Health Response

« Crisis mental health helplines are activated on declaration with guaranteed answer times (target:
under 5 minutes).

« Community mental health outreach is activated for populations experiencing mass bereavement,
displacement, or prolonged isolation.

« Every 14 days, the NHEA Mental Health Lead publishes a population mental health status report
on the SDN.

Section 13.3 — Workforce Psychological Support
« Peer support networks activated in all clinical facilities from day one.

« Confidential psychological support services made available to all health workers within 24 hours of
declaration.

» Rest and recovery rotas: no clinical worker may be required to work more than [12 hours per shift /
60 hours per week] without NHEA Director specific authorisation.

« Post-crisis psychological support programme: all staff who worked through a declared emergency
are offered structured psychological support in the 90-day post-crisis period.

PART XIV: FINANCIAL ARCHITECTURE

Emergency financial authority must be pre-defined, bounded, and auditable. Undefined financial
powers are a vector for waste, corruption, and abuse that ultimately undermines the legitimacy of the
crisis response itself.

Specific financial thresholds are set by the NSA at enactment and reviewed every five years. They
are published as a Financial Annex to this Framework.

Page 12 of 20



NATIONAL HEALTH CRISIS RESPONSE & ACCOUNTABILITY FRAMEWORK DDSA-NHCRP-001

Section 14.2 — Emergency Procurement Standards

» All emergency contracts are published on the SDN within 72 hours of signing, including supplier
identity, contract value, goods or services, and basis for selection.

« Market testing: at least two competitive quotes must be sought for any contract above the
single-contract threshold unless the NHEA Director certifies that genuine operational urgency
prevents it and records the certification.

« Conflicts of interest: any procurement officer with a personal or financial connection to a supplier
must be recused. Enforced by the Real-Time Audit Unit.

» All emergency procurement is subject to full post-crisis audit by an independent body appointed
by the NSA.

PART XV: CROSS-SECTOR INTEGRATION

The following cross-sector coordination arrangements are pre-authorised and activate automatically
on crisis declaration:

PART XVI: INTERNATIONAL COORDINATION

The Civic Commonwealth does not face health emergencies in isolation. Communicable disease
recognises no borders; supply chains are international; expertise is globally distributed. This Part
establishes the international coordination framework, anchored in the International Civic Compact.

PART XVII: LEGAL AND RIGHTS BOUNDARIES

Section 17.1 — The Civic Floor: Inviolable Rights

The following rights cannot be suspended, modified, or overridden by any health crisis declaration,
any NHEA directive, any ECRP decision, or any NSA vote:

« The right not to be subjected to medical treatment without informed consent.

« The right not to be tortured or subjected to degrading treatment.

« The right to equality before the law and non-discrimination in access to health care.

« The right to know the legal basis for any restriction imposed on individual liberty.

« The right of access to a Civic Advocate when subject to mandatory individual measures.

« The right to challenge any mandatory individual measure through the Civic Consequence Hearing
system.

+ The right to a time-limited and reviewed mandatory measure — no open-ended individual
restriction is permissible.

Section 17.2 — Individual Legal Remedies
» Right of exemption application to the Civic Advocate Service — to be determined within 48 hours.

« Right of legal challenge to any mandatory individual measure through the Civic Consequence
Hearing system, with a hearing to be held within 7 days of application.

+ Right of compensation where mandatory measures are subsequently found to have been
unlawful.
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PART XVIII: IN-CRISIS ACCOUNTABILITY ARCHITECTURE

Section 18.1 — Crisis Decision Log

Every decision made by the NHEA during a declared crisis is entered into the Crisis Decision Log
within 15 minutes of the decision. The Log records: the decision made; the Decision Class assigned;
the individual who made the decision; the data or evidence relied upon; the time and date; and any
challenge received and its outcome. The Crisis Decision Log is real-time and accessible to the ECRP,
IES, and Civic Advocate Liaison. A public version is published on the SDN and updated every 24
hours.

Section 18.2 — Real-Time Audit Unit
An independent Real-Time Audit Unit (RTAU) is embedded within NHEA — organisationally separate
from its operational structure and reporting directly to the ECRP, not to the NHEA Director.

* Monitors the Crisis Decision Log continuously for anomalies, misclassifications, and apparent

breaches.

« Audits all procurement over the single-contract threshold.

« Produces a daily Audit Summary published on the SDN.

» Flags concerns to the ECRP within two hours of identification.

« May suspend an individual decision (not an entire operational stream) pending ECRP review.
Section 18.3 — Legal Liability Framework

Section 18.4 — Whistleblower Protections

Any NHEA member, RHCU member, or health system worker who in good faith reports a concern
about a potential breach — including data manipulation, illegal instruction, misclassification, or
corruption — is afforded: immediate referral of the concern to the RTAU and ECRP; full legal
protection against dismissal, demotion, or harassment; anonymity of identity until formal proceedings,
with individual consent required before identity is disclosed; and a nhamed ECRP contact point as a
direct reporting route, bypassing NHEA management.

PART XIX: FAILURE SAFEGUARDS

Section 19.2 — System Integrity Triggers

The following events trigger automatic escalation to NSA emergency session, irrespective of review
schedule:

« RTAU or IES identifies evidence of deliberate data suppression or manipulation.

« NHEA Director fails to comply with an ECRP direction.

« Mortality or system capacity data shows rapid unexpected deterioration beyond declared crisis
parameters.

« Any action is taken by NHEA that the Civic Advocate Liaison formally certifies as a Civic Floor
violation.
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PART XX: TRAINING, SIMULATION, PREPAREDNESS, AND
LEGITIMACY PREPARATION

This Framework is only as effective as the people trained to operate it. Preparedness is a continuous
institutional obligation. Crucially, legitimacy during a crisis is not created during the crisis — it is
borrowed from preparation and maintained through honesty. If residents believe they were informed,
had real authority, and the system played fair, they will accept hard decisions. If not, compliance
collapses under pressure.

Section 20.1 — Mandatory Simulation Exercises

Section 20.2 — Resident Crisis Briefing Programme (Mandatory)

Legitimacy depends on informed residents. Random selection alone is insufficient — residents
serving on the ECRP, NCOA, or NSA must complete a mandatory Crisis Briefing Programme before
activation, covering:

» Risk interpretation — probability, uncertainty, and the limits of modelling.

« Trade-off analysis — how to weigh life, capacity, economic harm, and rights against each other.

« Misinformation detection — identifying manipulated data and false scientific claims.

« Crisis decision simulations — working through past or hypothetical cases under time pressure.

« Constitutional boundaries — understanding precisely what resident tiers can and cannot direct.

Untrained residents in real-time crisis oversight create two failure risks: emotional decision-making
amplified by fear, and exploitation by experts operating in bad faith. The briefing programme
addresses both.

Section 20.3 — Pre-Approved Ethical Frameworks

Residents agree in advance on the key ethical frameworks that will govern crisis decisions — before
a crisis creates pressure to make them for the first time. Frameworks to be pre-agreed by NSA and
published:

 Triage principles and their ethical basis.

» Resource allocation rules and priority criteria.

» The defined limits of emergency state power and the conditions for their extension.

» The ethical basis for mandatory individual measures and the threshold for their imposition.

Pre-agreed ethical frameworks prevent the dangerous situation where major value decisions are
made ad hoc under time pressure, with neither public legitimacy nor principled grounding.

Section 20.4 — Asset Maintenance and Audit

« Surge capacity assets (field hospitals, reserve beds, stockpiles) are audited every six months.
Reports are published on the SDN.

« Stockpile medicines and consumables are rotated on a first-in-first-out basis. Expiry is a managed
process, not a crisis discovery.

+ Retired staff on the recall register are contacted at minimum annually to verify willingness,
availability, and maintained competence.
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PART XXI: STRUCTURAL INTEGRITY PROTOCOL

This Framework functions only if the following structural conditions are maintained. These are
necessary preconditions — not aspirational goals. Where they are not met, the system produces one
of two failure states.

Section 21.3 — Annual Framework Health Check

Every year in which no crisis is declared, the NHEA Director must submit an Annual Framework
Health Check to the NSA Health Committee and ECRP, covering: status of all preparedness assets
and audit findings; findings and lessons from simulation exercises; assessment of whether the
institutional preconditions in Section 21.1 are being met; and any proposed amendments with
reasoning.

PART XXIl: AMENDMENT AND REVIEW

This Framework is a living constitutional instrument. The following amendment process balances
institutional stability with adaptive capacity:

» Proposals for amendment may be submitted by: the NHEA Director; the IES Director; the ECRP
(by majority resolution); any NSA member (with 10 co-signatories); or the Post-Crisis Inquiry
Assembly.

« All proposed amendments are reviewed by the IES for evidential basis and by the Civic Advocate
Service for rights compliance.

« Proposed amendments are published on the SDN for a minimum 30-day public comment period.

« Amendments are approved by NSA simple majority vote, except amendments affecting the Civic
Floor rights framework, which require a two-thirds supermajority.

« This Framework is subject to a comprehensive scheduled review every five years, irrespective of
crisis activity.

Following every declared crisis, the Post-Crisis Inquiry Assembly (Part XXIII) produces findings on

Framework performance. The NSA Health Committee must respond formally to each finding within 60

days: either implementing the recommendation, commissioning further review, or rejecting it with
stated reasoning. Rejected recommendations are published alongside the rejection reasoning.

PART XXIIl: POST-CRISIS ACCOUNTABILITY DOCTRINE —
NATIONAL CRISIS INQUIRY ARCHITECTURE

Section 23.1 — Legal Status and Automatic Trigger

The National Crisis Accountability Doctrine is: statutorily mandated and constitutionally protected;
automatically triggered after any declared health crisis; and binding on all agencies, officials, and
associated bodies. Its purpose is to ensure that every material decision is examined, every failure is
identified, every responsible party is held to account, and every lesson is converted into structural
reform.
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Section 23.2 — National Crisis Inquiry Assembly (NCIA)

The NCIA is the primary accountability body. It is constituted after each declared crisis, has no
overlap with crisis-time assemblies, and is entirely fresh — insulated from the decisions it is
examining.

Section 23.3 — Independent Counsel Office (ICO)

The Independent Counsel Office is a permanent, expert legal and investigative unit supporting the
NCIA. Its role:

« Prepare evidence and compile full case files for each major decision under review.

« Conduct examinations and cross-question witnesses under structured adversarial procedure.

« Ensure procedural rigour throughout the inquiry process.

The ICO operates entirely independently of government and NHEA. This independence is
non-negotiable and constitutionally protected.

Section 23.4 — Technical Review Panels (TRPSs)

Multiple domain-specific Technical Review Panels provide competing expert assessments to the
NCIA. They do not produce a single narrative — they produce adversarial technical analyses that the
NCIA interrogates. Panels covering:

« Clinical care and clinical decision-making.

« Epidemiology and modelling.

« Logistics and infrastructure.

« Data systems and data integrity.

« Ethics and triage.

« Communications and public information.
Section 23.5 — Evidence Control System

23.5.1 — Total Record Preservation (Mandatory)

Immediately upon inquiry trigger, total record preservation is activated:

« All communications preserved: emails, messages, internal memos, decision logs.

« Data snapshots locked.

23.5.2 — National Decision Ledger (NDL)

Every crisis decision is already recorded in the National Decision Ledger (see Section 18.1),
timestamped, attributed by coded identity, and linked to data inputs and outcome metrics. The NCIA
uses the NDL as the backbone of its investigation. The IES administers the NDL and maintains its
integrity throughout the inquiry period.

Section 23.6 — Scope of Investigation

Section 23.7 — Hearing Structure

Phase 1 — Evidence Assembly: The ICO compiles full case files. The TRPs produce independent
adversarial reports. The National Decision Ledger is reviewed in full. This phase is conducted before
any public hearings begin.
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Phase 2 — Public Hearings: Adversarial, not ceremonial. Witnesses examined under oath.
Evidence tested in real time. Witnesses include: NHEA leadership; Regional Directors; senior
clinicians; data officers; procurement officials; external experts. Hearings are publicly accessible and
published on the SDN.

Phase 3 — Closed Technical Sessions: For sensitive data, national security overlap, and personal
medical confidentiality. Findings from closed sessions are still incorporated into the final report in
appropriately de-identified form.

Section 23.8 — Resident Deliberation Process

NCIA members are: fully briefed by competing TRP panels; required to question witnesses directly;
and supported by neutral facilitators who do not steer deliberation. Each major issue is resolved via
defined questions, evidence mapping, and structured voting. No vague conclusions are permitted.
Every finding must be classified.

Section 23.9 — Findings Classification

Section 23.10 — Sanction Mechanisms
Professional Sanctions: Removal from role; disqualification from future public office; licence review
(medical, administrative). Applied to individuals found to have made Negligent (C) or worse decisions.

Civil Liability: Financial penalties where applicable; institutional penalties for systemic failures.

Criminal Referral: Automatically triggered for data falsification; wilful misconduct; gross negligence
causing death. Referred to independent prosecutors. The NCIA recommends referral; it does not
itself prosecute.

Section 23.11 — Reform Enforcement

The NCIA can issue Binding Reform Orders mandating: structural changes; framework rewrites;
personnel changes; system upgrades. Reform Orders are assigned to civil service units and
monitored by a Reform Oversight Board (ROB), which reports to the NSA Health Committee.
Deadlines:

« Immediate reforms: 0-3 months.

* Medium-term reforms: 3—12 months.

« Long-term reforms: 1-3 years.

Missed deadlines trigger automatic escalation to the NSA. The ROB publishes quarterly progress
reports on the SDN.

Section 23.12 — Protection Against Whitewash

» Adversarial design: multiple competing TRP panels, independent counsel, resident questioning,
and the dual-channel evidence requirement prevents any single narrative dominating.

« Minority reports are permitted and published. Forced consensus is not acceptable.

« Optional external audit by international observers or independent review bodies where the NCIA
determines it appropriate.

* No political or administrative body may instruct the ICO, direct TRP composition, or review NCIA
findings before publication.
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Section 23.13 — Protection Against Witch Hunts

« Good faith decisions are protected. The classification system (Section 23.9) explicitly
distinguishes sound decisions from negligent ones — no retrospective standard-shifting.

« Context is always considered. The standard is: what was known and knowable at the time, not
what was discovered later.

» Individuals are entitled to legal representation throughout the inquiry process.

» NCIA findings are not sentencing — they are classification and recommendation. Sanctions are
applied through separate legal processes with appropriate procedural protections.

Section 23.14 — Mandatory Integration into Doctrine

All validated NCIA findings must feed into: updated crisis doctrine (this Framework); training
programmes for NHEA, RHCU, and resident tier members; and simulation scenarios for future
exercises. The cycle of crisis = inquiry = doctrine revision — preparation is the institutional learning
mechanism that compounds civic competence over time.

Section 23.15 — Failure Modes and Hard Fixes

Section 23.16 — Constitutional Backstop

If the accountability system itself fails — if the NCIA is captured, delayed, or obstructed — the
National Constitutional Assembly may: dissolve the inquiry body; reconstitute the process under
direct NSA supervision; and trigger a national constitutional intervention. This backstop is the final
guarantee that accountability cannot be permanently evaded.

CONCLUSION: WHAT THIS FRAMEWORK ACHIEVES

This Framework does not eliminate the difficulty of health crisis management. It eliminates the
unnecessary difficulty — the confusion of authority, the absence of pre-built capacity, the ad hoc
accountability that arrives too late, the indefinite emergency that outlasts its justification, and the
legitimacy collapse that occurs when residents feel bypassed.

END OF FRAMEWORK DOCUMENT

NHCRP-001 (Master Edition) | Civic Commonwealth of the British Isles

Honest Critiques and Potential Failure Modes:

No design survives first contact with reality unchanged. Here are some tension areas:
A. Sortition Scalability and Competence

The ECRP (15 members, 72-hour review) and NCOA (120-180 members) are feasible in theory, but
in a genuine Type Alpha pandemic the cognitive load is immense. Even with training, random
residents will face 24/7 pressure, media scrutiny, and family stress. Burnout or “sortition fatigue” is
real. Your standing reserve and remote convening help, but you may need explicit term limits or
rotation within the crisis period (e.g., 30-day staggered panels) to prevent capture by the most
motivated/ideological participants.

B. Time-Limit Realism
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30-day auto-expiry with NSA/NCOA votes for extension is constitutionally pure but could create
repeated political theatre during a multi-wave pandemic (think 2020-21). If extensions become
routine, legitimacy erodes. Consider a tiered system: first 60 days easier to extend, subsequent
extensions require higher thresholds or additional IES “second-wave risk” certification.

C. Class C Bottleneck

National NPIs, school closures, and vaccination programmes all requiring NCOA/NSA approval is
correct in principle. But in a fast-moving variant surge, 72-hour provisional ECRP authorisation may
not be enough if the NCOA cannot convene quickly. The document assumes sortition readiness; real
life may require tighter integration with pre-trained “crisis-ready” sub-registers.

D. Edge Cases Not Fully Stress-Tested
Hybrid threats (state-sponsored cyber + biological, or disinformation + supply-chain attack).

Long-duration slow-burn crises (chronic climate-health emergencies that never quite hit two triggers
but grind the system).

International divergence (e.g., a neighbour declares a crisis and closes borders while your IES says
the data do not justify it).

Good-faith vs. bad-faith grey zones (a decision that was reasonable on incomplete data but later
looks reckless). Your classification system (A—E) handles this well, but the NCIA will still face
immense pressure to scapegoat.

E. Implementation Preconditions

Section 21 is brutally honest about the two failure states (paralysis vs. authoritarian drift). You
correctly note that the design only works if institutional competence, data integrity, IES independence,
and civic trust already exist. In a newly formed Civic Commonwealth this will require years of
non-crisis investment and cultural shift. Sortition without a high-trust baseline can amplify polarisation
rather than resolve it.

Minor Suggestions for Refinement (Master Edition — Next Iteration)

Financial thresholds: The placeholders ([X]%, [2X]%) should be concretised in the Financial Annex
with inflation indexing and explicit NSA review triggers.

Whistleblower anonymity: Add a “safe harbour” digital reporting portal administered by the ICO, not
RTAU, to reduce internal intimidation risk.

Sunset clause on the entire Framework: After 10 years or three crises, require a full constitutional
convention re-ratification to prevent entrenchment.

— END OF DOCUMENT —
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