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Part 1: Statement of quality from our Chief Executive
During 2015/16 North East Ambulance Service NHS Foundation Trust
(NEAS) has continued to focus on the delivery of high quality care and
treatment for patients whilst faced with mounting pressure arising
from the demands of the Urgent and Emergency Care system in the
North East.
It has been over a year since I joined NEAS and in that time I have witnessed such high
quality care, compassion and commitment, amidst relentless pressure that is placed upon
our staff and volunteers. We are on a challenging journey, but I am proud that our
commitment to patient care always overrides those woes and challenges and I can be
confident in the care that is provided as over 85% of our patients across all services have said that they would
recommend the Trust to their friends and family.
Over the last year we have seen the acuity of our patients increase which has placed immense pressure on
our Emergency Care operations to be able to respond within such rigorous timeframes. Our performance does
not compare well with our historical performances and is reflective of a national deterioration of performance in
the ambulance sector. A significant amount of work continues to be undertaken to reduce pressure in the
system by managing demand through the use of alternative pathways. We are dealing with many more
patients at the point of contact which is evidenced in our Hear & Treat rates. Our Integrated Care and
Transport (ICaT) transformational programme was extended last year and our Advanced Practitioners, and
core Paramedics trained in Enhanced CARe, are now dealing with many more patients on scene, close to, or
at home. We have taken more than 5,000 fewer patients to hospital this year compared to last. I have seen
some great innovation in NEAS too, including our End of Life Dedicated Transport Service, which has helped
so many people in such as short space of time.
Whilst we are helping to alleviate some pressure in the system, we continue to be impacted by hospital delays
and service configurations which means that we have to travel further with our patients and take longer to get
them to where they need to be. Keeping patients safe is our number one priority and the news that we had
successfully secured the UEC Vanguard for the region was welcomed, as only with collaboration with our
partners can we start to improve the Urgent and Emergency Care System for patients here in the North East.
I am pleased that we are well underway with our own transformational agenda which also involves upskilling
our workforce. Given the national shortage of Paramedics, in the short term we have had to go as far as
Poland to increase our Paramedic numbers, albeit a small number. In the longer term we have built solid
alliances with our local universities and we have jointly increased the number of student paramedic
placements from 2015/16 onwards. This will increase our potential recruitment pool and create more
opportunities for progression within NEAS. We have also secured Advanced Practitioner training placements
which will commence in 2016/17.
In the last year we have also held a number of listening exercises with our employees, and continue to do so
to ensure we put their welfare at the heart of patient care. Staff are being personally supported on a routine
basis with immediate welfare checks, and we have made a number of pledges and commitments to continue
to support them with their own health and well-being.
As an organisation, we have streamlined and strengthened our governance arrangements. We are much more
assured regarding the embedding of compliance and regulatory requirements that help keep our patients safe
and our commitment to their safety is steadfast, further enforced by our most recent commitment to the
national ‘Sign up to Safety’ campaign.
This quality report for 2015/16 serves as an assessment of how we have improved as an organisation
culturally, with solid foundations now in place to move forward at pace, and I am proud that I can say we can
demonstrate our commitment to continue do the right things for patients, and to make NEAS a better place to
work for all of our employees and volunteers.
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To the best of my knowledge, the information in this document is accurate of the outcome and achievement.

Yvonne Ormston
Chief Executive
North East Ambulance Service NHS Foundation Trust
th

24 May 2016
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About our Quality Report
Quality Accounts are annual reports to the public from us about the
quality of the healthcare services that we provide. They are both
retrospective and forward looking as they look back on the previous
year’s data, explaining our outcomes and achievements, look forward to
define our priorities for the next year to indicate how we plan to achieve
these and quantify their outcomes.
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Part 2: Our Quality Priorities for Improvement in 2016/17

Following discussion with the Board of Directors, the Council of Governors, patient representatives, and
clinicians, the following priorities for 2016/17 have been set. We have also given consideration to the feedback
received from patients, staff and the public. Presentations have been provided at a range of fora with the
opportunity to comment on the priority topics.
Progress against our priorities will be monitored through our Quality Governance Framework and reported to
our Quality Governance Group and Quality Committee.

Quality priorities 2016/2017

1. Clinical effectiveness - To improve the early recognition of Sepsis.
2. Patient safety - To reduce avoidable harm through our commitment to Sign up to Safety.
3. Patient safety – To work more closely with partners to help improve and promote falls prevention.
4. Patient experience - Enhance the care provided to patients who are at the end of their life and require
transport to their preferred place to die.

5. Patient experience - Continue to improve the number of patients who can be safely and appropriately
treated and cared for at, or closer to home.

Clinical effectiveness

1. To improve the early recognition of Sepsis.
Sepsis is a life-threatening condition which can occur as part of the body’s response to infection. It is vitally
important for prompt recognition of sepsis and rapid initiation of treatment.
The issue of a patient safety alert by NHS England started to raise the awareness of sepsis and to help
signpost clinicians. It was estimated back in 2014 that 11,000 lives a year could be saved through:


Timely recognition and diagnosis.



Fast administration of intravenous antibiotics.



Quick involvement of experts including intensive care specialists.

Driving best practice in sepsis care
The Trust is in the process of improving the recognition of sepsis through training and developing pathways
with our partners. The Trust is committed to developing wider awareness of Sepsis to ensure patients are prealerted to hospitals and optimising the patient’s chance of survival.
Additional funding is included within our 2016/17 financial plan to enable NEAS to deliver targeted training on
sepsis, and it is one of our key commissioner requirements.
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Patient Safety

2. To reduce avoidable harm through our commitment to Sign up to Safety.
The ‘Sign up to Safety’ Campaign is a National campaign which aims to save 6,000 lives and reduce
avoidable harm by 50%. NEAS first made a commitment to Sign up to Safety in September 2014. The
campaign was re-launched on 2nd February 2016 and in doing so we have committed to the five pledges:

1. Put safety first. Commit to reduce avoidable harm in
the NHS by half and make public the goals and plans
developed locally.

2. Continually learn. Make their organisations more
resilient to risks, by acting on the feedback from
patients and by constantly measuring and monitoring
how safe their services are.

3. Honesty. Be transparent with people about our
progress to tackle patient safety issues and support
staff to be candid with patients and their families if
something goes wrong.

4. Collaborate. Take a leading role in supporting local collaborative
learning, so that improvements are made across all of the local
services that patients use.

5. Support. Help people understand why things go wrong and how to
put them right. Give staff the time and support to improve and
celebrate the progress

Safety improvement plan
Our Safety Improvement Plan has been developed in response to our Sign up to Safety pledges and sets out
the following five aims.


To improve the reporting culture within the Trust.



Ensure learning from themes and trends are implemented to reduce potential for harm.



Work collaboratively with acute trust partners to reduce incidence of pressure sores.



Ensure better outcomes for those patients presenting with Sepsis.



Encourage staff to share ideas for innovation and service improvement and ensure they feel
supported to do so.

We will measure our success in this by:


Improving our incident reporting by 5% and reducing the incidents that are graded as moderate or
above by 5%.



Hold learning events and publish a quarterly learning bulletin.



Improve early recognition of patients at risk of pressure damage.



Launch ‘Bright Ideas’ where staff can raise suggestions to improve quality and safety of care.
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Safety culture
Our recent culture survey highlighted that overall it was felt that the organisation’s safety culture was a positive
one. The overall quality of care and safety seems well embedded in the culture and staff told us that learning
from incidents had led to positive changes in practice.
However some areas were highlighted which we can learn from and aim to address as part of Sign up to
Safety, including how we involve and feedback to staff on reported patient safety incidents. Staff also
highlighted implementing innovations and ideas as an area we could improve upon. We are therefore actively
encouraging staff to send us their individual pledges for Sign up to Safety and have also launched a ‘Bright
Ideas’ scheme where staff can email us their ideas to improve quality or safety.
As part of developing our plan for the campaign we have base-lined our current safety data. Work has already
started on the plan and had some early successes at the end of 2015/16. This includes:


The promotion of the Head Injury card, for patients and relatives introduced as a result of learning
from incidents.



Over 35 individual Sign up to Safety pledges from staff as a result of our promotional campaign – key
themes include raising and highlighting patient safety issues, encouraging and supporting staff to
improve patient safety, and supporting an open culture.



We have improved our management of serious incidents and Root Cause Analysis (RCA) process,
receiving encouraging feedback from staff who have recently been invited to take part in our RCA
meetings who have told us that they felt supported and that their experiences were positive.



Involvement of operational managers in divisional Clinical Governance meetings which are a new
mechanism for supporting managers and sharing learning.

Our programme over the coming year will also drive the improvement in the identification and management of
pressure ulcers and the process for circulation and monitoring of patient safety alerts.

3. To work more closely with partners to help improve and promote falls

prevention.
Falls and fall related injuries are among the most serious and common medical problems experienced by older
adults. Nearly one-third of older persons fall each year, and half of them fall more than once. Because of
underlying osteoporosis and decreased mobility and reflexes, falls often result in hip fractures and other
fractures, head injuries, and even death.
For a number of years a range of fall referrals protocols have existed across our region but in recent years we
have seen a significant rise in falls related incidents.
During 2015/16 we continued to audit against our care bundle for falls. We began some engagement work
with the fire service to carry out a falls risk assessment as part of their home fire risk visits.
Falls related emergency incidents

Falls are likely to continue to
increase as we have an elderly
population with co-morbidities
and it is likely to take a number
of years for the various public
health initiatives to have the
desired impact.
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We are committed to working more closely with partners to improve the quality of our referrals and to introduce
more robust monitoring to measure the impact of promotion and prevention strategies. We have also
developed a falls care bundle to enhance the quality of the referral for us to embed use during 2016/17.

Patient Experience
4. Enhance the care provided to patients who are at the end of their life and

require transport to their preferred place to die.
In recent years there has been a welcomed focus on improving the quality and people’s experience of end of
life care and there has been recent focus on the failures of transport services.
In 2015/2016, NEAS, working with commissioners and other stakeholders, put in place a transport trial and
provision was made for a dedicated transport service. Demand has increased as the service establishes itself,
and by 31st March 2016 it had transported 1,037 patients. A majority of these were from hospital with a net
outflow of patients into the Community of 471.
We will aim to continue to optimise our transport service availability and support many more patients who
choose to die at home and require transport. In relation to service provision for 2016-17, an agreement has
been reached with Commissioners regarding funding.

5. Continue to improve the number of patients who can be safely and

appropriately treated and cared for at, or closer to home.
This is an extension of the Quality Priority in place for 2014/15 and 2015/16. As we continue to transform
ambulance services nationally to meet the needs of today’s population, we have started to release some of the
pressure that is being placed on our Emergency Departments (EDs) by managing some patients in different
ways such as providing more treatment and care on scene or referring them to alternative pathways.
Over the last two years we have been working through a programme of transformation which has included:


Training and equipping our Paramedic workforce to be able to care and treat more people at, or closer
to home.



Introducing a new Advanced Practitioner role with an increased scope of autonomous practice



integrating our Emergency Care and Patient Transport Services to offer more flexibility to aid
appropriate conveyance and make the most efficient use of ‘999’ resources.



Increasing our focus on clinical triage through clinical hub development to improve hear and treat but
also ensure patients receive the most appropriate response based on clinical presentation.

The work we are doing will be extended this year; aiming to increase the volume of direct referral routes for
our paramedics to utilise, and to improve access to up to date information regarding how to access alternative
services (subject to vanguard funding and mobile directory of services).
More training is planned for our employees and in 2016/17.
We are aiming to keep a further 5,000-8,000 patients from needing to go to an Emergency Department.

Advanced Practitioners in Sunderland
Our Advanced Practitioners have started a trial to work as part of a multi-disciplinary team, co-located in
the Leechmere Centre in Sunderland with other community services. The role still requires some
embedding and there is still a pull on the team members to support core emergency work during times of
pressure. The local network has facilitated access to numerous pathways which is a great start to
integration supporting safe and appropriate care.
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Part 2: Statements of assurance from the board



During 2015/16 the North East Ambulance Service NHS Foundation Trust (NEAS) provided and/or
sub-contracted three “relevant” health services.



NEAS has reviewed all the data available to them on the quality of care in all three of these “relevant”
health services.



The income generated by the relevant health services reviewed in 2015/16 represents 96% of the total
income generated from the provision of “relevant” health services by NEAS for 2015/16.

High level indicators of quality and safety are routinely reported to the Board and Council of Governors and
our Quality Report reports information under the headings of patient safety, clinical effectiveness and patient
experience, measuring areas of compliance, progress and improvement throughout the financial year.
Performance is also compared to local and national standards where these are available.
All members of the Board regularly undertake Quality Walkarounds and report issues and concerns into
individual Directorates as and when necessary.

National Clinical Audits and National Confidential Enquiries



During 2015/16, 55 national clinical audits and no national enquiries covered the relevant health
services that NEAS provides.



During 2015/16 NEAS participated in 100% of national clinical audit and 100% of national confidential
enquiries of the national clinical audits and national confidential enquiries it was eligible to participate
in.



The National Clinical Audits NEAS participated in and eligible to do so during 2015/16 were as follows:

National Clinical Audits NEAS participated in and eligible to do
Apr
15

May 15

Jun
15

Jul
15

Aug
15

Sept 15

Oct
15

Nov
15

Dec 15

Jan 16

Feb
16

Mar
16

National Clinical Performance Indicators (collection period and sample size)


Asthma




Single limb fracture




Febrile convulsion



Elderly Falls*



Mental Health Self
Harm*
Ambulance Clinical Quality Indicators (AQIs)





STEMI







Stroke

















Cardia Arrest

















National out of
hospital Cardiac
Arrest Registry







Other National Clinical Audit




*Elderly Falls and Mental Health were set up as pilots during 2015/16
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National clinical audits
STEMI – This audit has two elements; investigating
Single Limb Fracture - Extremity fractures are
those suffering from acute ST-elevation myocardial
commonly seen in pre-hospital care. They
infarction who are transferred to a centre capable of
demonstrate a wide variety of injury patterns which
delivering primary percutaneous coronary
depend on the patient’s age, mechanism of injury
intervention (PPCI) and receive angioplasty within
and other contributing illnesses. This audit has four
150 minutes of emergency call; and those patients
elements and looks at whether two pain scores
who receive an appropriate care bundle in patients
have been recorded, whether analgesia has been
with ST segment elevation myocardial infarction. The administered, the recording whether the limb has
delivery of rapid assessment and treatment is crucial been immobilised for example through the use of a
to the cardiac care pathway which aims to restore
splint, and the assessment of circulation distal to the
coronary blood flow. The pre-hospital clinical
fracture.
impression of STEMI should be confirmed by 12 lead
ECG and this audit examines whether this has been
undertaken by ambulance staff.
Stroke - This audit has two elements; investigating
Asthma - Over 5million people in the UK have
those patients who are FAST positive and deemed to asthma and there are almost 4million consultations
be potentially eligible for thrombolysis to arrive at a
and 74,000 hospital admissions for asthma each
hyper acute stroke centre within 60 minutes of the
year in the UK. On average four people per day or
999 call; and patients with suspected stroke
one person every six hours dies from asthma. It is
(including unresolved transient ischaemic attack)
estimated that approximately 90% of these deaths
who receive an appropriate care bundle. Stroke is
could be prevented if the patient, carer or health
the third most common cause of death in the UK,
care professional had acted differently. The audit
after heart disease and cancer. The majority of
has five elements, respiratory rate assessment,
strokes are caused by cerebral infarction and
peak expiratory flow rate, oxygen saturation level
thrombolytic treatment to dissolve the clot must be
assessment, recording of treatment given and
undertaken early to be successful. The care bundle
administration of oxygen.
for stroke includes whether the FAS Test has been
undertaken, this looks at facial symptoms, arm
weakness and slurred speech, whether the blood
glucose has been measured and that the full blood
pressure has been recorded.
Cardiac Arrest - this looks at all patients presenting
Out of Hospital Cardiac Arrest Outcomes
with cardiac arrest in a pre-hospital setting who have (OHCAO) – this looks at all patients presenting with
received CPR by crews. This audit looks at whether
cardiac arrest in a pre-hospital setting. The data
there was return of spontaneous circulation upon
from the Cardiac Arrest AQI is used to correlate
arrival at hospital and survival to discharge.
demographic and clinical data along with survival to
discharge information that is provided by hospitals.
This dataset is sent to Warwick Clinical Trials unit
who collate the data nationally.
Elderly Falls - Patients 65 years or over who have
Mental Health Self Harm - looks at those patients
fallen from a height less than two metres who are not presenting as intentionally self-harmed and is
transported to hospital. Falls and fall-related injuries
defined ‘as the intentional, direct injuring of body
are a common and serious problem for older people. tissue most often done without suicidal intentions’.
The human cost of falling includes distress, pain,
The patients presenting as such must receive
injury, loss of confidence, loss of independence and
physical risk assessment, nature of injury and
mortality. This audit looks at the following; whether
history leading up to self-harm recorded
primary observations have been recorded,
assessment of the cause, documenting recent
history of falls, 12 lead ECG assessment,
assessment of mobility, referral or sharing of
information with other health or social care provider.
Febrile Convulsion - looks at paediatric patients (<
5 yrs of age) with a pre-hospital clinical impression of
febrile convulsion which is a seizure associated with
fever occurring in a young child. This indicator looks
at whether the blood glucose has been recorded,
oxygen saturation recorded, the administration of an
anticonvulsant, temperature management and
appropriate discharge pathway recorded.
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The national clinical audits NEAS participated in, and for which data collection was completed during
2015/16, are listed below alongside the number of cases submitted to each audit as a percentage of
the number of registered cases required by the terms of that audit.

National Clinical Audits NEAS participated in with number of cases submitted
Apr
15

May 15

Jun
15

Jul
15

Aug
15

Sept
15

Oct
15

Nov
15

Dec 15

Jan 16

Feb
16

Mar
16

National Clinical Performance Indicators (collection period and sample size)
Asthma

125

Single limb fracture

197
68

Febrile convulsion

89
28

Elderly Falls

92
300

Mental Health Self
Harm

300
Ambulance Clinical Quality Indicators

STEMI

71

68

57

72

61

48

73

75

Stroke

377

368

354

389

413

355

426

395

Cardiac Arrest

149

129

138

119

142

130

149

154

National out of
hospital Cardiac
Arrest Registry

446

427

403

409

Other National Clinical Audit
427

378

Source NCPI data is sourced from subject specific reports issued by the national Ambulance Service Clinical Quality
Group.
Audit sample sizes
For NCPIs the sample for NEAS was 100%. The maximum amount of records to be included in each audit is 300, however for some
audits the qualifying patient cohort does not reach this size.
For the ACQIs the sample size is 100%. Reporting of the ACQIs is at least three months behind therefore the information for January,
February and March is not yet available.



The reports of the 55 national audits were reviewed by NEAS in 2014/15 and NEAS intends to take
the following actions to improve the quality of healthcare provided:
o

o

o

o

o
o



Following on from the creation of a new Clinical Audit Dashboard which shows all of the national
audits on one page benchmarked against the national position, we intend to continue to improve
this as an information and quality improvement tool. Information is provided via the dashboard in
graphical and narrative format. The dashboard is easy to view and cascaded to staff via
operational leads.
We are making national audit results available to Operational Managers at a more local level ie
station/individual level to identify where they may need to provide additional clinical support or
education.
We plan to identify more innovative ways to promote best practice and embed a quality
improvement culture across the Trust with the introduction of Quality Improvement Workshops in
2016/17.
We are currently developing a more efficient way of auditing clinical records with collaboration
between our Clinical and Informatics departments. This will increase the capacity for quality
improvement activities based on audit findings to further improve the quality of care delivered.
The clinical audit and quality improvement team will continue to recommend changes to clinical
practice where necessary to improve the care we provide.
In addition to the AQI and NCPI audits previously mentioned, we will continue to actively
participate in the National Out-of- Hospital Cardiac Arrest Registry to optimise all learning. No
results have yet been shared.

The reports of four local clinical audits were reviewed by the provider in 2015/2016 and NEAS intends
to take the following actions to improve the quality of healthcare provided. Some audits provided
assurance:
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o

o

We will continue to audit and feedback on the quality of documentation of the paper Patient
Report Forms (PRF) not just for NEAS staff, but for all third party providers so that we are
confident we are delivering consistent care to all patients. This is to aid in improving the quality
and level of information captured. The volume of paper and electronic PRFs will be reported on a
monthly basis and will support operational managers in identifying which stations may be having
issues with e-PRF. This is to ensure that the compliance with Information Governance protocols
are adhered to. This is in addition to improving the length of time taken to be received into the
department. Quality improvement will be targeted around accurate and complete documentation
of patient records. Often it is clear that a clinician has carried out the appropriate assessments in
line with clinical guidelines but has just failed to document them.
Children under 2 years not conveyed to a receiving unit has been a key safeguarding audit for
NEAS for three years and provides assurance that we are managing this vulnerable patient group
effectively and safely. We will be using our e-PRF reporting system to produce such reports so
that operational managers can drill down to station and individual level to target where feedback
or additional training may be required when managing this group of patients at home. The audit
undertaken this year for patients treated in December was taken to the Clinical Advisory Group
for dissemination and learning regarding the levels of risk identified in those patients who were
not transported as measured against the National Patient Safety Agency Risk Matrix to discern if
there were any cases that should have been transported.
Local clinical audits

Response times over 8 minutes for Red
categorised incidents. The purpose of this report is
to carry out a clinical review of a sample of Red 1
and Red 2 incidents where the response time
exceeded 8 minutes, to assess the potential impact
of the delay on patient outcome. This was
undertaken twice, looking across various clinical
impressions and then more specifically those
presenting with chest pain.

Patient report forms. The documentation of patient
records reflects the standard of care delivered to
patients, therefore and audit is undertaken twice
yearly to look at the accuracy of record keeping and
particular the compliance of documenting
demographic data, whether a handover signature
was documented if conveyed to hospital.

Children under 2 not conveyed. This audit is for
those patients aged 2 or under who were not
subsequently taken to hospital by paramedic crews,
looking at the chief complaint, whether treatment was
given and who made the decision not to transport, for
example parent/guardian or paramedic. We also look
at whether there was a re-contact for the patient
within 24 hours. This information is used in
conjunction with the National Patient Safety Agency
Risk Matrix to assess the level of risk of leaving each
patient at home.

Airway management. For best practice,
paramedics should follow a stepwise approach to
airway management in order to minimise risk to the
patients whilst obtaining highest possible chances
of success. This audit reviewed the clinical data of
patients presenting with cardiac arrest to assess
which techniques were used and whether there was
evidence that the less invasive adjuncts were
considered first and thus whether the clinicians are
following the JRCAL (Joint Royal Colleges
Ambulance Liaison Committee) guidelines.

To improve the visibility of all audit results a new Clinical Audit Dashboard was created and made available to
all employees during 2015/16, providing national and station level benchmarking. Performance is shown
graphically and in a narrative format so that it can be understand by the widest audience possible.
The use of clinical and data quality audits are part of a quality improvement process used to identify areas of
best practice and those areas for improvement, whether this relates to the recording of information or to the
delivery of care provided as measured against a set of standards. Through systematic review, the results and
subsequent analysis are then shared via Trust boards and with operations and area managers to cascade to
operational staff in order to implement change and continually drive improvement in the quality of care that is
provided.
In the past clinical audit has been used as a tool for providing quality assurance and recommendations for
improvement in trauma care. The results have been taken by our Major Trauma Paramedics to further develop
our Pre-Hospital Knowledge in Trauma (PHKiT) workshops, they have published case studies in professional
journals and evaluated trauma equipment and presented at national conferences to demonstrate the good
practice on how we manage major trauma here in the North East.
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Patient participation in research

 The number of patients receiving relevant health services provided and sub-contracted by NEAS in
2015/16 that were recruited during that period to participate in research approved by a research ethics
committee was 332.
The Trust is committed to continue to improve pre-hospital care and is very active in research, and is involved
in a number of national trials.
We are very proud of our research as it plays a vital part of developing advanced treatments in pre-hospital
care, improving outcomes for patients. It provides opportunities for our employees to become involved in
research activity and this year one of our paramedics become the first in the UK to undertaken specialist
research work for the Stroke Association.
This year, with the help of funding from the Academic Health Science Network, we hosted the 999 EMS
Research Forum annual conference which is dedicated to pre-hospital care. It was attended by over 100
medical delegates, including paramedics, doctors, nurses, health service managers, policy makers and
academics.

Stroke Association research
NEAS paramedic Graham McClelland is the first in the UK to undertake specialist research work for the
Stroke Association.
Graham was awarded a prestigious research fellowship by the Stroke Association to undertake a PhD at
the Institute of Neuroscience, Newcastle University. Each year the Stroke Association awards
prestigious research fellowships to outstanding candidates from the stroke research community across
the UK. Stroke is the fourth single largest cause of death in the UK and the largest cause of complex
disability. Someone has a stroke every three and a half minutes in the UK.
This year, Graham was one of just two postgraduate fellowships awarded, and is the first paramedic
ever to be recognised at this level by the Stroke Association.

Commissioning for Quality and Innovation (CQUIN)

The Commissioning for Quality and Innovation (CQUIN) payment framework is designed to support the
development of quality initiatives.


A proportion of NEAS income in 2015/16 was conditional on achieving quality improvement and
innovation goals agreed between NEAS and its commissioners, for the provision of relevant health
services, through the Commissioning for Quality and Innovation payment framework.

Full payment of £2,352,000 was allocated under a local agreement which first commenced in 2014/15 to
support the transition to a new operational model – Integrated Care and Transport (ICaT). This funding
continued in 2015/2016 with the addition of Sepsis.
Over the last few years our CQUIN has been focussed on locally agreed schemes, with the exception of last
year when two nationally mandated schemes were introduced.
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At the time of writing no CQUIN scheme has been agreed but we expect to continue with the Friends and
Family Scheme, our ICaT programme and also the new indicator mandated for 2016/17 which is NHS staff
health and well-being and is a three part scheme:


Introduction of health and well-being initiatives



Healthy food for NHS staff, visitors and patients



Improving the uptake of the flu vaccinators for frontline staff

Integrated Care and Transport (ICaT).
In 2014/15 a proof of concept model was set up to start to integrate our emergency care and patient
transport services. It was becoming more challenging to achieve response performance targets and to
continue to offer high levels of response to patients with less urgent need, therefore it was planned to
integrate the services to start to create capacity that would enable improved responses to ‘urgent’
patient groups and is a high priority for the organisation and our quality priorities will start to enable us to
start an improve these response for the higher priority ‘urgents’.
The model also introduced the use of Advanced Practitioners within our workforce in line with the
national direction of travel to upskill the workforce. These were based on our rural locations,
Northumberland and Durham, Darlington, Easington, Sedgefield, and also in Sunderland.
Additional multi-purpose vehicles were added to the fleet and the resource was deployed to support
patient conveyance and free up our qualified paramedics to respond to the next emergency incident.
The 2015/16 expansion of the ICaT model was successful, extending the Advanced Practitioners and
additional transport resource into North Tyneside, Newcastle, Gateshead, South Tyneside, Darlington,
Hartlepool and North Tees and South Tees. The impact of the model is evident in the growth of See &
Treat activity from October 2015.
“Sunderland CCG has commissioned NEAS to provide an additional 3.5 Advanced Practitioners to
operate in the Sunderland area.
The aim of the Advanced Practitioners was to provide a higher skill set of ambulance clinician to
increase the amount of patients who were managed in the community, reducing unnecessary
Emergency Department attendances.
Activity data collected by NEAS has demonstrated that the Advance Practitioners are a achieving a see,
treat and refer rate that greatly supersedes what is being achieved by the core service.
The Advanced Practitioners have worked well in collaboration with City Hospital Sunderland setting up
direct admission rights through the surgical and Ambulatory Emergency Care units and further work is in
progress to integrate the Advanced Practitioners with Sunderland Community Nursing Teams.”
Ann Fox, Director of Nursing, Quality and Safety
Sunderland Clinical Commissioning Group.
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Care Quality Commission registration and rating



NEAS is required to register with the Care Quality Commission and its current registration status is
Registered Without Conditions. The Trust is registered with the Care Quality Commission to deliver
three regulated activities.



The Care Quality Commission has not taken enforcement action against the Trust during 2015/16.
The Trust is not subject to provider reviews by the CQC.



The Trust has not participated in any special reviews or investigations by the Care Quality
Commission during the reporting period.

CQC rating
The North East Ambulance Service NHS Foundation Trust does not currently have a rating under the CQC’s
new inspection regime. Under the CQC’s previous regime, the Trust was inspected in February 2014. An
action plan was put in place to deal with the shortfalls identified, which was closed out in agreement with the
CQC in May 2015.
The Trust was inspected under the new regime between 18th and 22nd April 2016. The trust at the time of
writing, is in the process of collaborating with the CQC over the provision of information in order to ensure a
full picture is gained for analysis and assessment. We are expecting a report of our planned inspection in 3-6
months. No serious issues however were raised at the time of inspection.
As the Trust has not yet been afforded ratings under the new regime, we have completed a self-assessment
against the CQC standards and key lines of enquiry (KLOE). The results of the self-assessment are detailed
below.
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Key Lines of Enquiry
We are safe

We are effective

We are caring

We are responsive

We are well-led

Trust Response


Incident Reporting has increased showing that the reporting culture is
improving



Lessons are learned and improvements are made when things go
wrong



Medicines management has been subject to a full review and we are
undergoing pilots for new systems



Equipment and environment are safe and appropriate for the service
delivered



Training for driving duties and manual handling is in place and robust



The major incident plan and business continuity plans are in place and
robust



QIA are completed on CIP and other service improvements



We are compliant with national guidelines (NICE/ JRCALC etc.)



We practice evidence based care demonstrated through care pathways,
care planning, health records etc.



Performance is monitored through our dashboard in comparison to
other ambulance providers



Training and development opportunities are available for staff



The appraisal process was reviewed and a quality checking process
introduced



Supervision has been reviewed and all staff receive regular one to ones
etc.



The trust participates in a range of partnership working and arrangements
with other providers etc.



Improvements in staff survey and friends and family test results



Patients are treated with privacy, dignity and respect



Confidentiality is respected at all times



Staff strive to ensure that patients are comfortable, and when
experiencing pain or distress, it is handled in a compassionate manner



Staff are always willing to help ensure that patients are informed in their
decision making and that emotional support is provided



Service planning and delivery increasingly takes account of meeting
spiritual, ethnic and cultural needs and supporting the needs of people
in vulnerable circumstances and their protected characteristics –
(Stonewall top 100)



A successful end of life transport service pilot



Improving relationships with commissioners, other providers and
stakeholders



Listening, responding to and learning from complaints and concerns has
been reviewed in full with improvements made to response times and the
number of extensions being agreed



A new mission, vision and values has been launched



Executive visibility has increased



Governance arrangements have been improved through a full review of
governance and associated action plans



Engagement has improved with staff, patients and the public



The trust is committed to sustaining quality of care through continuous
learning and improvements
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Data quality



NEAS did not submit (and is not required to submit) records during 2015/16 to the Secondary Uses
service for inclusion in the Hospital Episode Statistics which are included in the latest published data.



NEAS’ Information Governance Assessment Report overall score for 2015/2016 was 85% and was
graded Green. Level 2 was achieved for all of the requirements. An action plan is in place to progress
to set our target for 2016/17 and is being monitored by the IM&T Strategy Group.

Over the last year we have been working on the data capture of the NHS Number for our patients and based
on recent sampling we hold a high proportion for PTS and 111 (before use of the Batch Tracing Service):


99.5% for Patient Transport patients



24.5% for Emergency Care patients



96.9% for NHS 111 patients

We are also now able to complete a Batch Trace on e-PRF data for Emergency Care which increases capture
to c50%.

Our ongoing actions to continuously improve data quality have included the following.


We have undertaken a significant data cleansing exercise of our Patient Transport Service core
system, including alignment to contracts, which has enabled a full analysis to be undertaken of all
activity, supporting the development of demand modelling to inform future service provision.



All patient flags (or special patient notes) for our core 999, PTS and 111 systems have been reviewed
and updated and synchronised across all systems – over 12,000.



NEAS was not subject to the Payment by Results clinical coding audit during 2015/16 by the Audit
Commission.



NEAS will be taking the following actions to improve data quality:
o
o

o

Free text fields on data entry systems continue to be removed and replaced with drop down
categories to ease analyses on PTS, which will extend to 999.
Our data warehouse will be further developed - added to and tested as new data is added,
building data quality controls in, and where appropriate added to our data quality dashboards
series which is available in real time.
A more recent development is the introduction of a new Change Approval Board for 2016/17
which will ensure that all system changes are thoroughly reviewed and managed to ensure
the impact on reporting is understood and reports are adjusted to ensure they continue to be
accurate.
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% and graded Green,
Part 2: Reporting against core indicators
NHS Foundation Trusts are required to report performance against a core set if indicators using data available
by the Health and Social Care Information Centre (HSIC). Trusts are required to report on the indicators that
are only relevant to the services they provide or sub-contract. For ambulance services, including NEAS, these
include the speed of response performance and clinical indicators.

Speed of response indicators

Our national targets, National Ambulance Quality Indicators (AQIs) are set as:


To respond to life threatening emergencies categorised as Red 1, within 8 minutes 75% of the time.



To respond to life threatening emergencies categorised as Red 2, within 8 minutes 75% of the time



To respond to all Red categorised emergencies within 19 minutes 95% of the time.

The national year to date positions for each of our three targets are shown in the graphs below.
Category A
Telephone calls
(Red 1 calls)
resulting in an
emergency
response by the
Trust at the scene
of an emergency
within 8 minutes
of receipt of that
call during the
reporting period.

Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
Note: Data has been produced in line with standard national definitions
This symbol means that the 2015/16 data has been subject to audit.
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Category A
Telephone calls
(Red 2 calls)
resulting in an
emergency
response by the
Trust at the scene
of an emergency
within 8 minutes
of receipt of that
call during the
reporting period.

Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
Note: Data has been produced in line with standard national definitions

Category A
Telephone calls (all Red calls) resulting in an emergency response by the Trust at the scene of
an emergency within 8 minutes of receipt of that call during the reporting period.

Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
The Trust uses the following criteria for measuring the indicator for inclusion in the Quality Report:


The indicator is expressed as the percentage of Category A calls which have received an emergency
response within 8 minutes (irrespective of location);



The numerator is the number of Category A calls which have received an emergency response within 8
minutes (8 minutes and zero seconds);



The denominator is the number of Category A calls received (where more than one is received for the
same incident, this should be counted as one only);



Clock start time for Category A, Red 1 calls is the Call Connect Time;



Clock start time for Category A, Red 2 calls is the earliest of:
- The time at which the chief complaint of the call has been identified;
- A vehicle has been assigned to the call; or
- A 60 second cap from the Call Connect time;



Category A incidents are those that are presenting as immediately life threatening; and



Clock stop point is when the first emergency response vehicle arrives at the scene of the incident. A
legitimate clock stop position is when the vehicle arrives at a previously determined pre-arrival
rendezvous point when one has been determined as appropriate for the safety of ambulance staff
when this has been agreed with the control room.

Note: From October 2015 further change was made to Clock Start for Red 2 and Red 19 for those in the
ARP trial to account for the additional triage time.
The clock start from October is when either a) the triage system has determined the priority, b) after 180
seconds - whichever is the sooner.. Red 1 calls continue to be allocated a resource straightaway as
previously reported.
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Category A
Telephone calls
resulting in an
emergency
response by the
Trust at the scene
of an emergency
within 19 minutes
of receipt of that
call during the
reporting period.

Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
The Trust uses the following criteria for measuring the indicator for inclusion in the Quality Report:





The indicator is expressed as the percentage of Category A calls for which an Ambulance response
vehicle has arrived within 19 minutes (irrespective of location);



The numerator is the number of Category A incidents which resulted in a fully equipped vehicle
(ambulance or car) arriving at the scene within 19 minutes of the request in which to transport the
patient in a clinically safe manner;



The denominator is the number of Category A calls received resulting in an Ambulance able to
transport the patient arriving at the scene of the accident;



Clock start time is the time the request for an Ambulance response vehicle has been received;



Category A incidents are those that are presenting as immediately life threatening; and



Clock stop point is when the first emergency response vehicle arrives at the scene of the incident. A
legitimate clock stop position is when the vehicle arrives at a previously determined pre-arrival
rendezvous point when one has been determined as appropriate for the safety of ambulance staff
when this has been agreed with the control room.

North East Ambulance Service NHS Foundation Trust (NEAS) considers that this data is as described
for the following reasons:
o
o
o

o

National guidance and definitions for KA34 submissions to the NHS Information Centre when
producing category-performance information.
This information is published every month on the DH statistics web pages as part of the AQIs.
Ambulance trusts review each other’s AQI definitions interpretations and calculations as part of
the yearly workload of the NAIG (National Ambulance Information Group) to make sure that all
are measured consistently.
We are aware through peer review audits that are some variances in the way other Trusts are
reporting.

Comparison with similar providers
The mounting pressure that is placed on urgent and emergency care systems up and down the country is
evident in national ambulance benchmarking data with only one ambulance service able to achieve its national
targets during 2015/2016.
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National benchmarking

Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/

Actions for improvement
The North East Ambulance Service has taken the following actions to improve response times, and so the
quality of its services by:


A recovery action plan was devised to increase front-line capacity; increasing the use of third party
providers and reducing time spent at hospitals through the development of local action plans with
acute trusts to improve hospital handover times.



Newcastle Alcohol Reception Centre. This multi-agency initiative was set up to support both police
and ambulance services on a weekend to deal with patients who have incurred an injury whilst
drinking on a night out. The service has prevented up to 10 conveyances each weekend since it
started with our input. It has been operational for some years operating as a safe haven/drop in facility
for vulnerable individuals.



Development of the Hospital Ambulance Liaison Officer (HALOs) role. Appointed HALOs, (and our
Emergency Clinical Care Managers who have been taking on the HALO role when necessary), have
been working in our local Emergency Departments during times of pressure. They liaise with hospital
personnel, NEAS operational and control staff to facilitate handover and turnarounds to keep any
delays to a minimum, to provide regular situation reports about patient flow and incoming emergencies
and they also manage patients (where clinically able to do so) to free up our crews to respond to the
next emergency.



Ambulance Resource Assistants (ARAs).ARAs have been supporting front-line emergency and PTS
crews through restocking of drugs and equipment and cleaning of vehicles at hospitals and on stations
which reduces the need for crews to undertake this work. The ARAs are mobile and also reduce the
need to for crews to travel back to station to restock and it means that there can be a swift start of shift
as vehicles are being prepared before the start of the next shift by the ARA.



Flightdeck and diversion of patients – The Flightdeck has been developed in collaboration with North
of England Commissioning Support Unit, to provide real-time visibility of system capacity and
indicators of pressure. We gather intelligence from our local hospitals about current bed status and
share information about potential patients we may need to bring into hospital. The Flightdeck
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complements the Regional Divert Policy where NEAS is able to manage some of the system pressure
and proactively diverting patients as soon as there is risk of potential delays and queuing at any one
particular hospital site. The diversion of patients is aimed to be kept at a minimum as the repatriation
of patients to their own local hospital can cause anxiety for patients and family members.


ARP. During Quarter 3, the Trust commenced with a new trial, the ‘Ambulance Response Programme’
whereby the Trust alongside four other ambulance trusts, started to trial and evaluate an alternative
approach to response performance standards.



Ambulance trusts have for a long time now been measured by the speed of response, and this new
trial has enabled us to start to measure the quality of response by taking more time to effectively triage
a patient, determine their clinical need(s), and then send an appropriate resource, rather than just the
closest. However, our immediate life threatening incidents (Red 1s) continue to receive a rapid
response.

STEMI & Stroke Indicators

Our national targets, National Ambulance Quality Indicators (AQIs) are set as:


Patients with a pre-existing diagnosis of suspected ST elevation myocardial infarction who received an
appropriate care bundle from the Trust during the reporting period.



Patients with suspected stroke assessed face to face who received an appropriate care bundle from
the trust during the reporting period

NEAS AQIs: Patients with a pre-existing diagnosis of suspected ST elevation myocardial infarction who
received an appropriate care bundle from the trust during the reporting period.
Financial
year

NEAS
Performance

National
Average

2013/14

85.9%

80.1%

2014/15

89.7%

80.0%

2015/16

86.9%*

78.3%*

Trust with lowest
South Central
Ambulance Service
68.0%
South Central
Ambulance Service
65.6%
South Central
Ambulance Service
66.5%*

Trust with highest
South Western Ambulance Service
89.6%
North East Ambulance Service
89.7%
North East Ambulance Service
86.9%*

* Data for April-15 to Dec-15 year to date.

Patients with suspected stroke assessed face to face who received an appropriate care bundle from the
trust during the reporting period.
Financial
year

NEAS
Performance

National
Average

2013/14

98.5%

96.4%

2014/15

97.9%

97.1%

2015/16

97.8%*

97.6%*

Trust with lowest
South East Coast
Ambulance Service
92.4%
West Midlands
Ambulance Service
94.0%
West Midlands
Ambulance Service
95.9%*

Trust with highest
North West Ambulance Service
99.5%
North West Ambulance Service
99.5%
North West Ambulance Service
99.6%

* Data for April-15 to Dec-15 year to date.

Actions for improvement
The North East Ambulance Service has taken the following actions to improve sepsis identification and
management, and so the quality of its services by:
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The identification of Sepsis champions and development of an awareness programme in 2015/16.
This will be further developed in 2016/17 as one of our Quality Priorities.



North East Ambulance Service NHS Foundation Trust (NEAS) considers that this data is as described
for the following reasons:
o
o
o

NEAS considers that the data is as described in line with the standard national definitions.
Source: http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
This information is published every month on the DH statistics web pages as part of the AQIs.
Ambulance trusts review each other’s AQI definitions interpretations and calculations as part of
the yearly workload of the NAIG (National Ambulance Information Group) to make sure that all
are measured consistently.
We are aware through peer review audits that are some variances in the way other Trusts are
reporting.

Patient Safety

Reported patient safety incidents 2014/15-2015/16
Degree of harm

2013/14
Total
% of
incidents
incidents

2014/15
Total
% of
incidents
incidents

2015/16
Total
% of
incidents
incidents

Near miss

120

11.0

189

10.0

235

10.2

No harm

457

42.0

1082

57.0

1694

73.2

Low

267

24.5

492

25.9

339

14.6

Moderate

200

18.4

94

5.0

21

0.9

Severe

17

1.6

18

0.9

4

0.2

Death

27

2.5

23

1.2

22

1.0

Total

1,088

100.0

1,898

100.0

2315

100.0



North East Ambulance Service NHS Foundation Trust (NEAS) considers that this data is as described
for the following reasons:
o
o
o

We use the Ulysses Safeguard system for reporting and managing all adverse events.
We use the system to create reports and add data to the National Risk Learning System (NRLS)
and other external agencies such as NHS Protect and the Health and Safety Executive (HSE).
The categories have been updated since the Quality Report 2014/15 as a result of national
changes by the NRLS.

Actions for improvement
The North East Ambulance Service has taken the following actions to improve our safety culture, and so the
quality of its services by:


Delivering our safeguard system to enable the analysis of much more granular data and subsequently
improve awareness and learning around the issues being reported



Improving our reporting culture is part of our ‘Sign up to Safety’ Campaign and pledges launched in
February 2016. We have recently made further improvements to the incident reporting on line form
and further refinements are being planned for during 2016/17.
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When an incident is reported, feedback is now provided to the reporter automatically via email from
the Ulysses system on completion of the investigation when the incident is closed. Themes, trends
and learning are reported in the monthly ECLIPS report (Experience, Complaints, Litigation, PALS)
reported to the ECLIPS group and feeds into Quality Governance Group. Work is continuing to ensure
service and divisional level reporting, themes trends and learning is automated monthly through the
Ulysses system to operational managers.

The work has led to a 127% increase in overall incident reporting from 2010/11 to 2015/16.
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Part 3: Overview of quality of care in 2015/2016
The information provided in Part 3 is a presentation of the information that has been
monitored throughout 2015/16 by the Trust Board, Quality Committee, Council of
Governors and Quality Governance Group, which has included a regular review of
progress against the agreed Quality Priorities set for 2015/16.
The majority of this report represents information from across the organisation that has been reported and
monitored in a variety of forums. It includes five Quality Priorities that were selected for 2014/15 following
discussion by the Trust Board following a consultation with members of the public and local committees to
ensure that the focus of the indicators were what the public expected. They cover the areas of clinical
effectiveness, patient experience and patient safety.

Clinical effectiveness

Priority 1. Where appropriate, improve the use of alternative treatment other than
conveyance to an Emergency Department. We will set out to undertake an
increased proportion of Hear & Treat and See & Treat activity. See, Treat and
Convey currently accounts for 62.7% of our activity. We aimed to reduce this by 2%.



Partially
achieved

Providing a timely and appropriate response to a patient is paramount to achieving the best clinical outcome
for the patient and that may mean utilising alternative services other than paramedic services. It is important to
us to be able to send the right response first time and if a paramedic crew is attending a patient who could
have accessed the services they needed from an urgent care centre, we may not be able to provide a clinical
response if it was needed and was critical for the next patient.
To optimise best use of our front-line clinical resources we are continuing to develop and make use of
alternative pathways in the Directory of Services (DoS) and use the skills of clinicians within our Clinical Hub
to help safely direct patients to alternatives or to dispatch our Advanced Practitioners. Our Advanced
Practitioners can address the more ‘urgent’ needs of a patient such as ear, nose and throat problems, a
blocked catheter or an allergic reaction.
Our Hear and Treat figures continue to increase. We started to expand our clinical hub from October 2015 to
further enhance earlier clinical triage and decision making.
Our See & Treat activity has also increased. We have trained a further 58 Paramedics (core) in enhanced care
which extends their scope of practice to deal with more acute primary care illnesses and we now have 16
Advanced Practitioners with increased autonomous practice to deal with many more conditions suitable for
home management.
NEAS Emergency Care Activity 2013/14-2015/16 (FOT)
2013/14

2014/15

2015/16

Variance %

Hear & Treat

12,278

18,057

19,949

+10.48 %

See & Treat

80,133

81,990

85,021

+3.70%

See, Treat and Convey total

308,640

302,687

295,213

-2.47%

See, Treat and Conveyed to ED

250,209

247,847

245,820

-0.82%

* The data in the above table is based on local definitions. Whilst similar to the national AQI definitions, they are not subject to
the changes that have been applied to the national definitions over previous financial years. Using the local indicators allows
for distinct comparisons to be made across the years.
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Last year we reported an increase in the conveyance rate, however this did not take account of the Hear &
Treat activity. For monitoring this year we have now taken this into account in the calculation.
During 2015/16 we have positively reduced conveyances to Emergency Departments (EDs) by 0.82%, and
overall conveyances to ED accounted for 61.2% (FOT at end Jan16) of the activity. Whilst we have not
achieved the set target (60.7%), we have actively reduced conveyances by 5000. There continues to be
progress made to reduce the volume of patients taken to ED with a more appropriate response being
provided.
The volume of conveyances to alternatives has also reduced, however this is more likely due to the increase
of Hear & Treat and See & Treat and therefore reducing the potential for use of the existing alternative
pathways and it will also be partially due to changes in the way patients are coded when arriving at one of our
local EDs which changed its configuration at the end of 2015 and all arrivals are counted as arriving at a
Type 1 or 2 ED.

Percentage of Hear & Treat

Percentage of See & Treat

Percentage of conveyance to other

Percentage conveyance to Emergency
Departments

* The data in the above graphs is based on local definitions. Whilst similar to the national AQI definitions, they are not subject
to the changes that have been applied to the national definitions over previous financial years. Using the local indicators allows
for distinct comparisons to be made across the years.
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Patient experience



Priority 2. Improve the average hospital turnaround time at target hospitals

Not achieved

The Trust experienced a significant improvement in reducing the volume of turnarounds that were taking over
60 minutes during the early part of 2015/16. However, during the latter half of the year the Trust experienced
an increase in hospital pressures, which led to an annual increase in turnaround delays.


There has been an increase of 8.9% of turnarounds taking over 60 minutes.



There has been an increase of 13.4% of turnarounds taking over 120 minutes.

Turnaround times at hospital
2014/15
(Apr- Mar)

2015/16
(Apr – Mar)

Variance %

Turnaround over 60 minutes

6,112

6,653

+8.9%

Turnaround over 120 minutes

441

500

+13.4%

* handover and turnaround times are measured using guidelines contained with the Everyone Counts: Planning for Patients 2014/15 –
2018/19: Technical Definitions. Source: https://www.england.nhs.uk/wp-content/uploads/2014/01/ec-tech-def-1415-1819.pdf

There was a significant peak of delay during the winter of 2014/15, with over 2,000 arrivals at hospital taking
more than 60 minutes to be turned around (in December and January). This was reduced by 8% for the same
months this financial year. Unfortunately this has not been sustained and volumes rose significantly in
February and March, with over 2,700 turnaround delays over 60 minutes in these two months.

Figure 6: Volume of long delays, 60 and 120
minutes

Figure 7: Percentage of 30 minute turnarounds

The capacity of front-line crews is dramatically reduced when we face delays at hospital and the patient
experience can be poor if they are kept waiting on the back of an ambulance or on a trolley in a corridor. The
reduction in long delays has led to a saving of 495 hours in 2015/16 compared to 2014/15.
An average 10 minute delay over the 30 minute target results in 1,381 hours lost queuing. This deterioration
has led to an unacceptable increase in the average time waiting, from 14:47 minutes in 2014/15 to
15:33 minutes in 2015/16. Whilst this is minimal it is a disappointing increase none the less.
There have been a number of activities to support improvement activity including a ‘Perfect Shift’, where all
hospital activity was observed and this has helped to identify examples of best practice. This work is being
reported into the Urgent and Emergency Care (UEC) Vanguard and a dedicated project group is now tackling
this issue as a priority.
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Friends and Family Test

Our Friends and Family Test survey mechanism is now embedded into Trust practices and our wider patient
experience survey collection takes place across PTS, 111 and ECS to ‘see and treat’ patients.
We undertake monthly analysis of Friends and Family Test and share it with service line managers and staff.
We also undertake more comprehensive analysis on a quarterly basis measuring a greater range of survey
metrics and ask a wider range of questions about staff attitude and behaviours, timeliness, vehicles and the
care we provided.
Information is discussed at service line meetings, committees and shared with staff and the public via our
Intranet and website. The information has become embedded in our wider patient experience work and regular
“You said, We did” communications has been included on our website for patients to see how their feedback
has impacted on service change. A summary of our 2015 patient surveys considered feedback via a range of
different mechanisms, post, face-to-face, online, QR code and others.

Feedback was good with most areas scoring over 90% when rating our services very
or fairly good and several questions scored over 95%.
We routinely utilise other results to triangulate all feedback. Our patient survey results indicate we have more
work to do in our Patient Transport Service to improve the safety of the vehicle. Our Friends and Family Test
Score (85.9%) has also fluctuated over the year, partly due to a change in data collection. We do continue to
improve pick up times post appointment, scoring well for this.
We score over 85% in most areas for our NHS 111 service - rating our services very or fairly good. We have
work to do on improving the relevance of questions and ensuring callers understand the reason for asking
them and giving advice/care that resolves or improves more problems for callers. The percentage of patients
likely to recommend the service improved slightly to 87.3%.
We like other ambulance providers are struggling with response rates for the requirement to collect FFT data
for ECS See and Treat patients but we do have one of the highest in the country. For the feedback we do
receive we are consistently in the top three performing ambulance services with an average FFT score of
94.9%.
The Trust monitors and responds to feedback on websites such as NHS Choices, local Healthwatch groups,
our own website and we use Facebook and Twitter to communicate with patients. We have well established
links with local Healthwatch groups through our Ambulance Healthwatch Forum and liaise with
Commissioners, Overview and Scrutiny Committees and a range of other local community stakeholders to
listen to people that use our services and their representatives.

“Stacey was amazing. She’s like a hero in this house.

Right from walking through the door and calling 999 until Stacey left us at
the hospital, the professionalism and care that Devon and Gracie had
was second to none.”
Lorraine Gaunt on the support her daughter received by paramedic Stacey Hilton
after her daughter went into labour at home. Stacey Hilton joined NEAS in 2012
as an Emergency Care Worker and qualified as a paramedic in April 2015. Baby Gracie was her first
delivery.
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Complaints

There were 673 written complaints received during the year ending March 2016 representing a 7.81%
decrease over the previous year. In 2015/16 our rate of complaints per 1,000 calls answered was 0.39. In
2015/16 seven closed complaints were referred to the parliamentary ombudsman, compared to 12 last year.
Patient experience and the feedback patients provide to us about their care are vital in helping to develop our
services. To understand what our patients think of our services the Trust uses a variety of collection methods
to enable patients to easily give feedback on the services that we provide. In addition to the Friends and
Family Test that we introduced last year, we have strengthened the collaborative working with the Patient
Advice and Liaison Service (PALS) which has improved the use of this channel to raise issues, concerns and
complaints.
Timeliness of responses, the quality of care and staff attitude are the three most common reasons for making
a complaint which can lead to an overall poor patient experience even when the patient’s care was found to be
excellent.
The Trust achieved 60.8% compliance for the year ending 2015/16 in respect of providing a written response
to the complainant within their individually negotiated or renegotiated timescale. Our rate of complaints (based
on those we receive direct) continues to be low per patient contact 0.39 per 1,000 calls answered compared to
0.43 reported in 2014/15.
As a result of complaints and concerns raised over the past year a number of initiatives have been
implemented. Since October 2015 the Patient Experience Team has been able to record the lessons learned
in the Safeguard Ulysses system. This has proven to be an extremely useful tool which has allowed the
sharing of information relating to mistakes and their future prevention at all levels of the Trust; lessons learned
from complaints are shared at the monthly ECLIPs (Experience, Complaints, Litigation, Incidents and PALs)
Group meeting via the ECLIPs Integrated Report and exceptions are escalated to the Quality Governance
Group.
Additional support was given to areas of the Trust with a backlog of complaints to improve response times and
improve our performance against response time targets. Currently we only have one overdue response and
are on track to meet our response time targets.
Lessons identified through complaint investigations are utilised to improve provision of care for our patients
and to ensure the risk of recurrence is minimised. The lessons learned are used in training, result in memos,
changes in practice and improved communication.
Actions for improvement


Complaints in relation to ambulance delays, especially for elderly patients who experience late
ambulance attendance whilst on the floor after a fall have brought about the introduction of a new
standard operating procedure that supports an upgrading of the call to a quicker response.



In relation to complaints linked to “Timeliness of response” it was found that in the majority of cases,
the availability of clinical resource was the reason for the delay. Actions being taken, which are
ongoing include:
o
o
o
o

National and international recruitment of qualified paramedics
Extension of our clinical hub and team of clinicians who are able to keep in contact with patients
who are awaiting a response and can upgrade a response if clinically necessary.
Establishment of a co-responding pilot with our local Fire & Rescue Services.
Establishment of a robust future pool of student paramedics.



As a result of insufficient probing around blood loss during call triage, a ‘Hot Topic’ on Assessing
Blood Loss has been uploaded to the Contact Centre’s communication forum ‘The Lamp’ and it has
been discussed in employee one-to-ones.



A major modification was introduced in the Contact Centre computerised system to ensure that if
multiple calls come in for the same patient on both the 111 and 999 lines within a set timeframe, the
call handler is alerted to the fact that the patient has already been in touch and the call is escalated to
a clinician for contact with the caller.



We have established routine submission of patient stories to our Trust Board, both positive and
negative, with assurances provided of all learning undertaken as a result.
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Successful co-responding pilot
We have recently joined forces with the four Fire and
Rescue services based in the North East region and
launched the North East Emergency Medical Responder
scheme (EMR).
This six month trial which is due to conclude in June
2016, sees suitably trained EMRs from the Fire and
Rescue service being dispatched to life threatening
emergencies at the same time as the ambulance. They
have been trained to enhance their existing medical care
knowledge, including basic life support by managing a
patient’s airway, giving oxygen therapy, including
assisted ventilation, delivering cardio-pulmonary resuscitation (CPR) and defibrillation using a semiautomatic automated external defibrillator (AED) and controlling blood loss.
They are equipped with a kit which includes oxygen and an (AED) to help patients in a medical
emergency such as a heart attack, collapse or breathing difficulties.
The location of EMRs within local communities also means they are nearer to the scene and can deliver
lifesaving care in those first critical minutes of the emergency until an ambulance clinician arrives.

Patient safety

Priority 3. Embed systems in the Trust to demonstrate all compliance and
regulatory requirements are being met that could impact on the safety of patients
and staff.



Achieved

A significant amount of work has been undertaken to internally review compliance and regulatory processes
such as employee disclosure and barring service (DBS) checks, audit practice and to provide information to
support both internal and external assurance process. The work has involved a complete review of key
guidance, policies and procedures across the organisation to ensure they are up to date, of consistent quality,
are user friendly, easily accessible and reviewed regularly. We have invested in a new document management
system - Q-Pulse, which ensures that all final versions of policies and procedures are held centrally and are
accessible to all employees.
DBS checks

We now have an e-ledger reporting compliance
levels with key checks such as DBS which is in
real-time and is supported by exception reporting
on individual circumstances for non-compliance.
We have invested in the use of our Continuity2
system which is a technical aid to help assess and
monitor compliance and progress against the latest
CQC’s Key Lines of Enquiry framework.
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Other strands of work have included:


External governance review completed and recommendations implemented – some still ongoing



Fit and proper persons processes are now routine (Board, Executives)



Enhanced procedures in place for carrying out quality checks on vehicles, tail lift inspections (linked to
an HSE report), equipment testing, ATS vehicle checking



Skill enhancements of employees in Fleet through training established with Mercedes (vehicle
supplier)

Throughout the year there has been a number of challenges and external audit that have provided us with
positive assurances in areas of compliance and regulation.

Duty of Candour
In 2013 as a result of the introduction of the duty of ‘being open’, the Trust established a new role: a Family
Liaison Officer (FLO). This role is now fully embedded with 22 active FLOs working in the Trust acting as the
point of contact for families who have been affected by an untoward or serious incident involving a family
member.
We have invested in a range of training which has included developing an understanding of the grieving
process, recognition of personal and professional boundaries, good interview techniques and record keeping.
Those undertaking the role have also been afforded the opportunity to meet with HM Coroners, media and
legal advisors as part of the training course.
We apply the principles of Duty of Candour to all serious and moderate harm patient safety cases and these
are monitored and reported through the our Ulysses Safeguard system which has been adapted for this area
of compliance.

Priority 4. Take a lead in transforming pre/out of hospital care for those patients
with long term conditions to make sure they receive the appropriate care in the most
appropriate place to meet their needs.



Achieved

There a number of ways in which we have been enhancing patient safety through the care and treatment we
can provide. The areas of focus for this priority have been:


Improved management of patients who frequently contact our services.



Improved accuracy regarding the information that we hold about patients.



Targeted use of Advanced Practitioners as part of our Integrated Care and Transport programme.



Improved transport pathway for patients at the end of their life.

Frequent users
Through identification of frequent users, those who phone us five times or more in a month, or 12 or more
times over a rolling three month period, our Customer Care Team are able to initiate multi-disciplinary team
meetings for patients, working closely with primary care and other service providers and professionals
involved in their care. Patients are ‘flagged’ on our system and we are able to follow bespoke care plan
instructions. We have a number of success stories where patients are more actively managing their own care
and pain.
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Integrating care through All Together Better in Sunderland
A multi-disciplinary meeting was coordinated for Linda who was frequent user of the 999 service since
2010. She was also a regular attender at her GP surgery and A&E. The meeting involved the A&E
Consultant, her GP, community carers, as well as NEAS. A management plan was put in place to
enable her to more effectively deal with her own pain. As a team we have worked in an integrated way
to achieve:
 Daily checking of the patient through a Telehealth solution
 Training of the lady’s husband to administer pain relief at onset
 A co-ordinated response should the patient present at 999 or A&E
Linda no longer contacts emergency care providers and the GP as often as she did, and her quality of
life has improved.
For more information on this story please visit:

http://www.atbsunderland.org.uk/2016/01/05/new-support-is-all-together-better-for-linda/

Holding of patient information
Over the last few years we have seen increasing volumes of ‘special patient notes’ (SPNs) that we hold to
inform decision making regarding patients’ care and treatment. We continue to manage, through a manual
process, the receipt of over 100 SPNs or care plans every day. During 2015/16 we undertook a significant
cleansing exercise, reviewing over 12,000 flags across both our 999 and NHS 111 systems. Nearly 500 flags
were reviewed in Patient Transport Services system.
We have trialled and rolled out a new on-line form with our local hospitals and to make submission and the
holding of the information much simpler. This will also be rolled out to GPs surgeries during May and June
2016. We anticipate that the new form will be fully live across the region by 1 July 2016.
We have also consolidated the categories we use from the cleansing exercise; End of Life, Caution,
Safeguarding, Bariatric, Transplant, Infectious, Pain Management, Laryngectomy, MARAC, Violence and
Medical (covering dementia, mental health statuses).
We have used this work to assess what additional actions we will need to undertake for the forthcoming
Accessible Information Standard, which is to be implemented from 31 July 2016.

Targeted use of Advanced Practitioners
Our ICaT programme was brought in during 2014/15 to enable us to enhance responsiveness and therefore
patient safety, through more effectively matching the demand we are facing, in terms of acuity and need, with
a more targeted clinical skill-set and vehicle resource type.
As part of the development we extended ICaT from October 2015 providing Advanced Practitioner coverage
across each locality. We also extended the intermediate tier resource which actively supports the
conveyancing of patients which frees up our APs and other qualified paramedics.
We have now successfully recruited 16 APs and planning to introduce a new AP student programme for
2016/17.
The AP was a new role and work has been ongoing throughout the year to enhance the deployment protocols
to ensure optimisation of the skills of the APs. Since April, over 4,000 patients have been cared for by APs and
through effective targeting of their skills they have a high rate of managing patients at or close to home, with
almost 2,300 not requiring any conveyance.
During 2015/16, 54.19% of those patients seen by an Advanced Practitioner were discharged on scene
following the care provided to them.
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Number of referrals to Advanced Practitioners and percentage
of patients where care was discharged on scene.

* there are no national definitions or benchmark data for data collection and data is only available from April 2015 onwards. The data is
sourced from local NEAS systems and uses resource on scene identifiers along with incident outcome data.

End of life dedicated transport
There is now great emphasis on developing robust integrated care pathways for patients. In the past care has
been too fragmented when it should have been co-ordinated around the needs of the patient, with
professionals working together. One area that we have tackled in the last year is the provision of dedicated
transport to provide a timely response for patients with palliative and end of life care needs, enabling them to
be cared for and die in the place of their choice.
NEAS launched The End of Life Transport Scheme on 5 October 2015 to provide a responsive and timely
patient transport across the NEAS region for patients with palliative and end of life care needs, enabling them
to be cared for and die in the place of their choice.
This project was funded as a six months pilot through winter resilience funding of £300,000. The pilot aimed to
deal with conflicting priorities about allocation of vehicles between life threatening incidents and end of life
transport to ensure the best possible outcome for all patients.
Demand has increased as the service establishes itself, and by 31st March 2016 it had transported 1,037
patients. A majority of these were from hospital with a net outflow of patients into the Community of 471.
NEAS has been successful in reaching 56% of patients in less than or on 60 minutes and a further 7% within
61-70 minutes. 80% of patients were reached within the 100 minute tolerance level and this has been steadily
increasing.
As part of the evaluation process a survey was sent out to the Health Professionals who booked the service:


91% of survey respondents rating the booking process as excellent or good.



97% of survey respondents stated the service was either very high or high quality.



91% of Health Professionals using the service said they would definitely recommend it.

NICE estimate the savings of a patient dying in the Community rather than Hospital is £958. A further
efficiency saving of at least £100 per patient transfer can be made due to a faster and dedicated transport
service which frees up resources across the board. The total net saving to the NHS service in the North East
of England for the six months pilot is assessed at a minimum of £254,918, a Return on Investment of 85%.
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End of Life Transport – trial feedback
“First I must say the palliative ambulance transport service has been a positive experience for all
patients I know who have used it. The response times have been much faster with discharge and
admission to preferred place of care. There have been several examples whereby the ambulance
attendants have gone way beyond what would normally be expected.”
Robert McCoy, Macmillan Clinical Nurse
“This service has been the best advert for NEAS in many a year, and I think that’s a universally held
opinion across all stakeholders in palliative care.”
James Ellam, Chief Executive St Oswald’s Hospice.
“Just wanted to thank you and your team for this new initiative. As a palliative care nurse specialist for
the last seven years I feel that service provision for ambulance transfers for our patients is the best it
has been and hope that the new initiative is carried on after March”.
Jacqui Stuart, Nurse Specialist Palliative Care, Royal Victoria Hospital

Staff welfare

Priority 5. Put our staff and their welfare at the heart of patient care.



Achieved

Evidence has shown that staff morale has a direct impact on quality of care delivered and work has been
ongoing throughout 2015 through a series of listening events and ongoing engagement and involvement of our
employees to inform the development of a comprehensive programme of support.
The Culture Climate Survey which was undertaken in July provided excellent insight to help prioritise issues.
These included:


Quality and safety is embedded in NEAS culture, yet understanding of guidance and priorities needs
attention with more positive learning from incidents.



Employees feeling that innovation and service improvement are low priorities.



High level of organisational pride yet a lower level of attention to employee welfare.

There has been a series of ‘You said, We did’ publications which addresses these priority issues.

Recruitment
Our staff-in-post figures have significantly improved during 2015/16.


Our contact centre and PTS services have been operating close to full establishment for the majority
of 2015/16.



We have closed our Paramedic vacancy gap from a peak of 25% in 2014/15 down to 20% and we are
successfully recruiting qualified paramedics through both direct entry and international recruitment
(with our partner HMA). Vacancies forecast at end of March are down to 103 FTE.



32 student paramedics successfully qualified on our student programme with Teesside University and
we anticipate a further 21 qualifying in September and 56 in February 2017.
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To eradicate paramedic vacancies and future risk, during 2015/16 we have developed a strong paramedic
recruitment pipeline for 2016/17 and beyond. We expect to be recruiting 40-60 students every year to keep
pace with both progression and attrition.

Career progression and opportunities
We have introduced the new Advanced Practitioner (AP) role offering attractive career progression for those
who work in emergency care and we intend to launch an AP training programme in 2016/17 offering further
progression opportunities. Ambulance services are now being recognised nationally for the role they can play
in the urgent and emergency care system and upskilling the workforce is a key factor to be able to
successfully contribute.
We are supporting flexible working (step down) through retire and return and redeployment opportunities.
We are offering ‘Candidate zones and interview skills development’ and have launched a refreshed training
prospectus for 2016.

Investors in People
As part of our commitment to make NEAS a better place to work we have committed to achieving Investors in
People status. This is providing the organisation with a framework of good practice to work towards.

MIND Blue Light Campaign
EAS is taking part in this national campaign which is designed to support the Mental Health of all employees.
Stress is one of the biggest causes of sickness absence and MIND provides access to a range of support
alongside our own Occupational Health Service, counselling provision and access to clinical psychologists.

Embedding the role of the Emergency Care Clinical Manager (ECCM)
The new ECC Manager, amongst many other duties, provides immediate welfare support to staff when it is
required.

Staff morale
We have based our measurement of staff morale, on those ‘motivational’, ‘job satisfaction’ and ‘views on the
organisation’ scores of the latest national staff survey.
NEAS morale, job satisfaction scores 2015
NEAS 2015
%
% saying they are enthusiastic about their job
% satisfied or very satisfied with recognition for
good work
% satisfied or very satisfied with support from
immediate manager
% satisfied or very satisfied with opportunities to
use skills
% satisfied or very satisfied with extent to which
organisation values the work undertaken
% satisfied or very satisfied with level of pay
% satisfied or very satisfied with opportunities for
flexible work patterns
% agreeing /strongly agreeing with care of patients
being top priority
% agreeing /strongly agreeing with standard of care
provided for a friend or relative
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69
32




Average % for
ambulance
trusts
69
32

NEAS
2014
%
52
23

62



56

51

61



61

59

26



26

18

22



27

16

33



33

-

59



59

45

66



65

50

Overall, of the 60 questions that were directly comparable with the 2014 survey the response to 27 areas were
significantly better than last year, one was significantly worse and there was no significant difference on 32.
For those selected to support assessment of this priority, 12 out of 13 questions have improved. These staff
survey results clearly demonstrate improvement in areas where there has been focussed action, and on the
whole are reflective of the journey that NEAS is on to improve culture and to build on the new values of the
organisation.
Health and well-being
The health and well-being of all employees has been a high priority during 2015/16; from active recruitment to
reduce shortfalls through to the development of a whole suite of support - including counselling and immediate
debrief and welfare support. There have been many changes made to improve sickness absence and learning
taken from West Midlands Ambulance Service NHS Foundation Trust who has the lowest rate of absence.
The Trust has a target to first lower absence to 5%.
The table below relates to sickness absence rates for NHS staff calculated from the Electronic Staff Record
(ESR). Rates have been calculated by dividing the “Full Time Equivalent (FTE) Number of Days Sick” by the
“FTE Number of Days Available” from the absence dimension on the ESR Data Warehouse.

Loss of work data (rate)

Apr-15

May15

Jun-15

Jul-15

Aug15

Sept15

North East Ambulance Service NHS Foundation Trust

6.24%

5.93%

6.42%

6.44%

6.5%

6.73%

East Midlands Ambulance Service NHS Trust

6.18%

5.69%

5.69%

6%

5.75%

6.4%

East of England Ambulance Service NHS Trust

5.05%

4.66%

4.61%

4.8%

5.4%

5.35%

London Ambulance Service NHS Trust

5.89%

5.79%

5.73%

5.25%

5.29%

4.92%

North West Ambulance Service NHS Trust

6.92%

6.16%

5.98%

5.97%

5.78%

5.43%

South Central Ambulance Service NHS Foundation
Trust

6.53%

6.03%

5.81%

5.69%

6.04%

6.52%

South East Coast Ambulance Service NHS Foundation
Trust

4.69%

4.64%

4.29%

4.8%

5.59%

5.18%

South Western Ambulance Service NHS Foundation
Trust

5.56%

5.13%

4.9%

4.63%

4.79%

5.02%

West Midlands Ambulance Service NHS Foundation
Trust

3.69%

3.66%

3.33%

3.29%

3.46%

4%

Yorkshire Ambulance Service NHS Trust

5.24%

5.29%

5.28%

5.35%

5.76%

5.5%

Source HSCIC Sickness absence rates

The Trust’s flu vaccination programme was more effective this year, achieving a take-up of 47.7% compared
to 34.5% in 2014/15.
The NHS target is 75% and work is underway to evaluate the campaign in preparation for 2016/17 and set a
higher target moving closer to 75%.
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NHS Staff Survey

The NHS Staff Survey was sent to all employees in 2015. Previously the survey was sent to a random sample
of approximately 850 Trust employees. As a result of sending to all employees, 888 employees participated in
the survey this year, a response rate of 36.9%. Overall the results indicated that as a Trust we have made
some very positive progress. We reported significant improvement in a number of areas compared to last
year, and in a small number we were better than the national average for Ambulance Trusts in England.
Out of the 60 questions asked both last year and this year, NEAS was:


Significantly BETTER on 27 questions



Significantly WORSE on only 1 question



Showing no significant difference on 32 questions

When compared against other Trusts, NEAS was:


Significantly BETTER than average on 20 questions



Significantly WORSE than average on 9 questions



Average on 57 questions.

There is always room for improvement and a DRAFT action plan had been developed, prioritising the following
ambitions:


Improve overall staff engagement score from current 3.39 (68%)



Continue to make improvements in leadership and management scores throughout the survey



Reduce the percentage of staff/colleagues reporting most recent experiences of harassment, bullying
or abuse



Survey question KF27 shows a significant rise in the percentage of staff reporting experience of
harassment, bullying or abuse.



Improve the management of and learning from incident reports



Improve work life balance for staff across the Trust



KF19 - A new survey question measurement in 2015 provides us with a baseline that will help us
monitor how we improve the work life balance for our employees and evaluate the support that has
been and continues to be put in place to support their health and well-being.



Increase percentage of staff believing that the organisation provides equal opportunities for career
progression or promotion.



KF21 – The Trust scored comparatively low for this particular question, and through other surveys and
feedback mechanisms this is an area of dissatisfaction amongst staff.

This last survey question is an area that is monitored proactively through our Equality Delivery System 2 and
the Workforce Race Equality Standard and is reported through the Equality Diversity Group, Together @
NEAS and Workforce Committee.
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Staff survey results 2015
2014

2015

National
average
for
ambulance
trusts

Overall staff engagement score (out of 5)

3.08

3.39

3.39

KF27. % reporting most recent experience of harassment, bullying or abuse

30%

43%

32%

KF21. % believing that trust provides equal opportunities for career
progression or promotion

62%

63%

71%

Involvement and engagement - Equality and Diversity
In the last 12 months we have set up staff networks for BAME and LGBT staff, introduced an Equality and
Diversity Stakeholder Group, undertaken an assessment against the Equality Delivery System 2 with staff and
stakeholders (improving in 10 of the 18 objectives and only declining in one).
We have reviewed our approach to equality, introduced a more robust system for equality analysis
assessments and significantly improved our Stonewall Workplace equality index ranking by 176 places. We
th
are currently ranked 46 in their top 100 employers list.
We have appointed a Board Champion for Equality and Diversity and all of our Board members have
undertaken equality and diversity refresher training.
In addition, we met the new Workforce Race Equality Standard requirements and our report is published in full
on our website. Our Trust Board have approved the areas for improvement and will monitor these throughout
2016/17.
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Annex 1: Feedback from our stakeholders

We continue to hold a quarterly Health Watch Ambulance Forum to link with local groups and link with
Councils and other agencies through Overview and Scrutiny Committees and a range of other regional fora
and groups to obtain feedback and input from our stakeholders.
We provide a range of involvement opportunities for patients and our governors to get involved in and actively
encourage governor participation in quality walkabouts and other activities in their local communities.
We have attended a range of events across the region over the last 12 months including Newcastle, Durham
and Sunderland Prides, Melas, Agricultural shows, Sunderland Air Shows and Community events and school
visits to ensure we can reach out to the community and promote ourselves as an employer and service
provider.

Quality Report 2015/2016 consultation
In line with Monitor’s quality report guidance, we have asked for comments on our draft Quality Report.
We sent our Quality Report consultation to 294 stakeholders in NHS (commissioners, providers in North East
and ambulance trusts in England); North East MPs and all North East local authorities (Overview & Scrutiny
Committees) and HealthWatch.
Of the 294 emails sent to stakeholders, 290 were delivered and four bounced back. Our consultation email
was opened by 104 stakeholder groups (35.9%) and read by 1,161 people (i.e. some groups like Healthwatch
and OSC shared with their wider membership in consulting on our QA). We received a response from:

South Tyneside Council Overview and Scrutiny Committee

20 April 2016

Lead North East Clinical Commissioning Groups

6 May 2016

North East Regional Joint Health Scrutiny Committee

6 May 2016

Northumberland County Council Care and Wellbeing Overview and Scrutiny Committee

6 May 2016

Durham County Council’s Adults Wellbeing and Health Overview and Scrutiny Committee

9 May 2016

Healthwatch South Tyneside

9 May 2016

Healthwatch Northumberland

13 May 2016

Healthwatch Newcastle

13 May 2016

Newcastle City Council Health Scrutiny Committee

16 May 2016

Healthwatch Gateshead

18 May 2016

We include overleaf the following responses we have received. In addition, Sunderland City Council Scrutiny
Committee responded to say they had no comment.

Response to stakeholders following consultation
We would like thank all of our stakeholders for taking the time on feeding back their views on our draft Quality
Report. Although we cannot address all the questions raised, the following points highlight how our final report
has been changed to address some of the main comments raised.
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Comment

NEAS response

Concern that two out of the five
priorities for 2016/17 are subject to
funding, and would want to know
whether there are other priorities which
will replace these should funding not be
available?

Both of these priorities have subsequently been funded
through our 2016/2017 contract.

The CCGs note that formatting of the
Report is disjointed and all of the
required information is not included in
the relevant section and would like to
suggest that this is revised.

The final report has been amended to be structured in line
with Monitor’s guidance.

We would like to highlight that whilst
the clinical audit information provides
actions to improve records
management and sharing it does not
demonstrate how the quality of
healthcare will be improved as a result
of the audits.

This section of the report has been updated to show how
audits will impact the quality of healthcare.

Disappointed that priority four is subject
to funding as current patient experience
would indicate that “end of life”
transport is not always provided within
the time frames indicated.

In our draft issued for consultation, this priority was subject to
funding which has subsequently been confirmed.

Interested in patient satisfaction in
relation to the Hear and Treat, See and
Treat activities.

This data is collected by CQC as part of the national
ambulance survey. Unfortunately this is only carried out once
every four years. The last survey was conducted in 2014.
NHS England’s guidance re Family and Friends Test
collection specifies that see and treat data only is collected in
relation to emergency care.

Interested to know how many PTS
patients deemed ineligible appeal; and
how many decisions are not upheld at
appeal (both in numbers and as a
percentage).

Eligibility criteria was introduced by NHS Commissioners in
2014. All appeals are managed by North East
Commissioning Support Unit (NECS) on behalf on the North
East’s CCGs. We are happy to pass on any queries or
concerns to NECS.

The need to divert ambulances to Red
calls has a knock on effect on non-life
threatening calls meaning that we have
many examples of people having to
wait for extended periods of time for an
ambulance, quite often in some
considerable distress.

NEAS is equally concerned about the knock-on effect that
the increased volumes of red calls have on our ability to
respond to lower acuity calls in a timely manner. There are
no national or local commissioned standards for Green calls,
although we do aim to get to Green 1 in 20 minutes, Green 2
in 30 minutes (both of these are blue light responses) and
Green 3 in 60 minutes.
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Comment

NEAS response

It also leads to Police officers who are
“on the ground” inappropriately
conveying patients to hospital when
they are anxious about their welfare.

NEAS has never requested that the Police convey patients to
hospital. Our response to patients is based on clinical need
rather than the person making the call. We have worked
closely with all three forces in our area to reduce the need for
them to call an ambulance when alternatives are available.

Would like to see a focus in the Quality
Account on recruitment and retention of
staff and a comparison of figures with
other ambulance trusts and the private
sector in relation to recruitment and
retention.

Recruitment is the Trust’s top priority and we have made
staff welfare one of our three key strategic objectives in
developing the organisation.

Disappointed to see that the 2016/17
priorities do not include proposals that
are aimed at addressing the ongoing
difficulties in respect of hospital
turnaround times and the impact of this
on response times for Category Red
calls.

There have been a number of activities to support
improvement activity including a ‘Perfect Shift’. During this,
all hospital activity was observed and this helped to identify
examples of best practice.

We feel that having started this work and embedded it into
how NEAS recruits and retains its staff, its ongoing
implementation and monitoring is measured elsewhere. Of
course, we are happy to continue to report on progress to the
Overview & Scrutiny’s committees.

This work is being reported into the Urgent and Emergency
Care (UEC) Vanguard and a dedicated project group is now
tackling this issue as a priority. NEAS will continue to focus
on this issue because of its impact on response times.
However, after two years, the new Quality priorities
consulted upon are aimed at improving other areas of patient
care that currently do not have the same level of focus and
attention that hospital handover times will continue to have.
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Lead Commissioner’s feedback
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Healthwatch feedback

46

47

48

49

50

51

Overview and Scrutiny Committee feedback
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DURHAM COUNTY COUNCIL ADULTS WELLBEING AND HEALTH OVERVIEW
AND SCRUTINY COMMITTEE
COMMENTS ON NORTH EAST AMBULANCE TRUST QUALITY ACCOUNT FOR
2015/16
The Committee welcomes North East Ambulance Service NHS Foundation Trust’s
Quality Account and the opportunity to provide comment on it. The Committee are
mindful of their statutory health scrutiny role and the need to demonstrate a robust
mechanism for providing assurance to the residents of County Durham that health
service provision is efficient and effective. The quality account process provides the
Committee with one such mechanism.
The Committee has engaged with the Trust on a number of issues during the course
of 2015/16 including the Trust’s ambitions for emergency care; its emergency
ambulance performance within County Durham, especially across the Durham
Dales, Easington and Sedgefield Clinical Commissioning Group locality and the
Trust’s inspection by the Care Quality Commission.
The Committee considers that the Quality Account is clearly set out and
acknowledges up front that performance during 2015/16 has again been challenging,
set against a context of a considerable increase in demand for the service both
regionally and nationally.
In commenting upon the Quality Account, the Committee:




note that whilst the Trust has missed its targets for Priority 1, reducing
conveyance rates to Emergency Departments, it has actually reduced the
volume of such conveyances by over 5000;
are very pleased with the work undertaken within the Trust to address Priority
3 to put “staff and their welfare at the heart of patient care” particularly in
respect of staff recruitment initiatives, training and retention. The Committee
welcomes the reduction in the Trust’s paramedic vacancy gap together with
the Mind Blue Light Campaign to challenge mental health stigma and promote
positive wellbeing within the service;
note that whilst performance has improved in reducing the longer turnaround
times of over 60 and 120 minutes, the % of hospital turnarounds completed
within 30 minutes has deteriorated by over 10%.

The Committee continue to have concerns about hospital turnaround delays/
ambulance queuing at Accident and Emergency Departments and emphasise the
importance of this work as a key factor in improving red incidents response times.
Evidence received during some of the Committee’s meetings during the past year
indicates that ambulance response times within County Durham remain well below
national targets and the Trust average and that this is in a lot of cases due to the
length of time taken within University Hospital North Durham A&E department to
handover patients.
The Committee consider that from the information received from the Trust, the
identified priorities for 2016/17 are clearly expressed and will contribute to
improvements in the healthcare system generally. However, members are
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disappointed to see that the 2016/17 priorities do not include proposals that are
aimed at addressing the ongoing difficulties in respect of hospital turnaround times
and the impact of this on response times for Category Red calls. This issue is of
particular concern within County Durham and one that Committee is highlighting
within its responses to both NEAS and County Durham and Darlington NHS
Foundation Trusts’ draft Quality Accounts.
Finally, in order to ensure that it continues to provide a robust Health scrutiny
function and assurances in this respect to the residents of County Durham, the
Committee will continue to receive and consider performance overview information.
As in previous years, the Committee would request a six monthly progress report on
delivery of 2016/17 priorities and performance targets in October 2016.

58

59

60

61

62

63

Annex 2: Statement of directors’ responsibilities for the
Quality Report
The Directors are required under the Health Act 2009 and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and content of annual quality
reports (which incorporate the above legal requirements) and on the arrangements that NHS foundation
trust boards should put in place to support the data quality for the preparation of the quality report.
In preparing the Quality Report, Directors are required to take steps to satisfy themselves that:


the content of the Quality Report meets the requirements set out in the NHS Foundation Trust Annual
Reporting Manual 2015/16 and supporting guidance



the content of the Quality Report is not inconsistent with internal and external sources of information
including:











board minutes and papers for the period April 2015 to May 2016
papers relating to Quality reported to the board over the period April 2015 to May
2016
feedback from commissioners dated 6 May 2016
feedback from governors dated 25 April 2016
feedback from local Healthwatch organisations dated 9 May 2016 & 13 May 2016
feedback from Overview and Scrutiny Committee dated 14 April 2016, 20 April, 6
May 2016, 9 May 2016,
the trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009 dated 14 March 2016
the latest national patient survey 2014
the latest national staff survey 2015
the Head of Internal Audit’s annual opinion over the trust’s control environment
dated May 2016.



the Quality Report presents a balanced picture of the NHS foundation trust’s performance over the
period covered



the performance information reported in the Quality Report is reliable and accurate



there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Report, and these controls are subject to review to confirm that they are
working effectively in practice



the data underpinning the measures of performance reported in the Quality Report is robust and
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review and



the Quality Report has been prepared in accordance with Monitor’s annual reporting guidance (which
incorporates the Quality Accounts regulations) as well as the standards to support data quality for the
preparation of the Quality Report.
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The Directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.
By order of the Board

Ashley Winter
Chairman

Yvonne Ormston
Chief Executive

th

24 May 2016
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Annex 4: Abbreviations

Abbreviations
AED

Automated External Defibrillator

AP

Advanced Practitioner

ARA

Ambulance Resource Assistant

ARP

Ambulance Response Programme

AQIs

Ambulance Quality Indicators

BAME

Black, Asian & Minority Ethnic

CARe

Care and Referral

CQC

Care Quality Commission

CCG

Clinical Commissioning Group

CPR

Cardiopulmonary Resuscitation

CQUIN

The Commissioning for Quality and Innovation

DBS

The Disclosure and Barring Service (DBS)

DoS

Directory of Services

ED

Emergency Department

EMR

Emergency Medical Responder

EoLC

End of life care

ESR

Electronic staff record

e-PRF

Electronic Patient Report Form

FOT

Forecast Outturn

FTE

Full Time Equivalent

HALO

Hospital Ambulance Liaison Officer

HENE

Health Education North East.

HSE

Health and Safety Executive

ICaT

Integrated Care and Transport

LGBT

Lesbian, Gay, Bisexual and Transgender

NCA

National Clinical Audit

NEAS

North East Ambulance Service NHS Foundation Trust

NHS

National Health Service

PALS

Patient Advice and Liaison Service

PbR

Payment by Results

PHKiT

Pre-Hospital Knowledge in Trauma

QGG

Quality Governance Group

RCA

Route Cause Analysis

SPN

Special Patient Note

UEC

Urgent & Emergency Care
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Annex 5: Glossary of Terms

Term

Definition

Accessible Information
Standard

The Accessible Information Standard aims to make sure that disabled
people have access to information that they can understand and any
communication support they might need and all organisations must follow
this standard in full by 31st July 2016.

Advanced Practitioner

An Advanced Practitioner provides advanced primary care skills. May be a
paramedic or a nurse with advanced skills.

Ambulance Quality
Indicators

These are the Ambulance sectors national quality indicators.

Ambulance Response
Programme

NHS England is conducting a programme of work that is exploring strategies
to help ambulance services reduce operational inefficiencies whilst
remaining focused on the need to maintain a very rapid response to the most
seriously ill patients and improve the quality of care for patients, their
relatives and carers.

Demographic Batch
(Tracing) Service

The Demographics Batch Service (DBS) allows NHS staff and systems to
verify or find a patient’s NHS number. It does not let you discover anything
confidential, such as medical history, care records or hospital visits.

Care bundle

A care bundle is a group of between three and five specific procedures that
staff must follow for every single patient. The procedures will have a better
outcome for the patient if done together within a certain time limit, rather than
separately.

Care Quality
Commission

The independent regulator of all health and social-care services in England.
The commission makes sure that the care provided by hospitals, dentists,
ambulances, care homes and services in people’s own homes and
elsewhere meets government standards of quality and safety.

Category A8

A life-threatening 999 call that must be responded to within eight minutes for
75% of these cases.

Category A19

If a category-A patient needs transport, this should arrive, 95% of the time,
within 19 minutes of the request for transport being made.

Clinical Commissioning
Groups

Clinical Commissioning Groups are NHS organisations set up by the Health
and Social Care Act 2012 to organise the delivery of NHS services in
England.

Clinical audit

A clinical audit mainly involves checking whether best practice is being
followed and making improvements if there are problems with the way care
is being provided. A good clinical audit will find (or confirm) problems and
lead to changes that improve patient care.

Clinical effectiveness

Clinical effectiveness means understanding success rates from different
treatments for different conditions. Methods of assessing this will include
death or survival rates, complication rates and measures of clinical
improvement. This will be supported by giving staff the opportunity to put
forward ways of providing better and safer services for patients and their
families as well as identifying best practice that can be shared and spread
across the organisation. Just as important is the patient’s view of how
effective their care has been and we will measure this through patient
reported outcomes measures (PROMs).

Commissioning for
Quality and Innovation
(CQUIN) payment

The Commissioning for Quality and Innovation (CQUIN) payment framework
means that a part of our income depends on us meeting goals for improving
quality.
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framework
Contact centre

The first point of contact for 999, 111 and Patient Transport Services
patients who need frontline medical care or transport.

Core services

Our core services are accident and emergency, NHS 111, Community First
Responders, the patient transport service and emergency planning.

Disclosure and Barring
Service

The Disclosure and Barring Service (DBS) helps employers make safer
recruitment decisions and prevent unsuitable people from working with
vulnerable groups, including children. It replaces the Criminal Records
Bureau (CRB) and Independent Safeguarding Authority (ISA)

Directory of services

Once we have decided on the appropriate type of service for the patient – so
that we can direct them to a service which is available to treat them – we use
a system linked to a directory of services. This directory contains details of
the services available, their opening times and what conditions and
symptoms they can manage, within an area local to the patient.

End-of-life patients

Patients approaching the end of their life.

Enhanced CARe

Enhanced Care and Referral is the name of our training provided to core
paramedics to enable them to deliver a higher level of care than a
traditionally trained paramedic using additional skills, patient pathways and
they will carry in excess of 30 additional drugs.

e-ledger

An electronic report that that logs and tracks in one centralised location all
checks required across the Trust. The aim of the first phase of development
focused on compliance checks relating to staff.

eSR system

Electronic staff record system used in the Trust to hold personnel related
information.

Enforcement action

Action taken against us by the Care Quality Commission if we do not follow
regulations or meet defined standards.

e-PRF

Electronic Patient Report Form uses laptops to replace paper patient report
forms. Ambulance staff attending calls can now download information on the
way, access patients’ medical histories, enter information in ‘real time’ and
send information electronically to the accident and emergency department
they are taking the patient to and to the patient’s GP practice.

Foundation trust boards

These make sure that trusts are effective, run efficiently and manage
resources well and answer to the public.

Governors

Foundation trust members have elected a council of governors. The council
is made up of 21 public governors and four staff governors, plus nine
appointed governors.

Governor Task and
Finish Group

A group set up to identify which priority areas and risks should be included in
a specific document, such as the annual plan or quality account.

Handover and
turnaround process

Handover is the point when all the patient’s details have been passed, faceto-face, from the ambulance staff to staff at the hospital, the patient is moved
from the ambulance trolley or chair into the treatment centre trolley or waiting
area and responsibility for the patient has transferred from the ambulance
service to the hospital.
Turnaround is the period of time from an ambulance arriving at hospital to an
ambulance leaving hospital.

Health Act 2009

An act relating to the NHS Constitution, healthcare, controlling the promotion
and sale of tobacco products, and the investigation of complaints about
privately arranged or funded adult social care.

Hear and Treat

A triage system designed to assess patients over the phone and to provide
other options in terms of care, where appropriate, for members of the public
who call 999.

Health Education North
East

Health Education North East. Supports Health Education England to ensure
local workforce requirements are met and there is a supply of a competent,
compassionate and caring workforce to provide excellent quality health and
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patient care.
Lamp (The)

This has is a bespoke Microsoft SharePoint site which has been developed
for us in our Contact Centre as a communication tool, sharing information
and learning etc.

Major trauma

Major trauma means multiple, serious injuries that could result in death or
serious disability. These might include serious head injuries, severe gunshot
wounds or road-traffic accidents.

Monitor

The independent regulator of NHS foundation trusts

National ambulance
quality indicators

Measures of the quality of ambulance services in England, including targets
for response times, rates when calls are abandoned, rates for patients
contacting us again after initial care, time taken to answer calls, time to
patients being treated, calls for ambulances dealt with by advice over the
phone or managed without transport to A&E, and ambulance emergency
journeys.

National clinical audit

National clinical audit is designed to improve the outcome for patients across
a wide range of medical, surgical and mental-health conditions. It involves all
healthcare professionals across England and Wales in assessing their
clinical practice against standards and supporting and encouraging
improvement in the quality of treatment and care.

National confidential
enquiries

Investigations into the quality of care received by patients to assist in
maintaining and improving standards.

NHS (Quality Accounts)
Regulations 2010

Set out the detail of how providers of NHS services should publish annual
reports – quality accounts – on the quality of their services. In particular, they
set out the information that must be included in the accounts, as well as
general content, the form the account should take and when the accounts
should be published, and arrangements for review and assurance. The
regulations also set out exemptions for small providers and primary care and
community services.

NHS Foundation Trust
Annual Reporting
Manual 2014/15

Sets out the guidance on the legal requirements for NHS foundation trusts’
annual report and accounts.

Pathways

A system developed by the NHS which is used to identify the best service for
a patient and how quickly the patient needs to be treated, based on their
symptoms. This may mean the patient answering a few more questions than
previously. All questions need to be answered as we use them to make sure
patients are directed to the right service for their needs. Types of service
may include an ambulance response, advice to contact the patient’s own GP
or the out-of-hours service, visit the local minor injury unit or walk-in centre or
self-care at home.

Patient Advice and
Liaison Service

The Patient Advice and Liaison Service (PALS) offers confidential advice,
support and information on health-related matters. They provide a point of
contact for patients, their families and their carers.

Patient experience

This includes the quality of caring. A patient’s experience includes how
personal care feels, and the compassion, dignity and respect with which they
are treated. It can only be improved by analysing and understanding how
satisfied patients are, which is measured by patient experience measures
(PREMS).

Patient report forms

An up-to-the-minute record of a patient’s history, assessment and treatment
provided by our staff.

Patient safety

Makes sure the environment the patient is being treated in is safe and clean.
This then reduces harm from things that could have been avoided, such as
mistakes in giving drugs or rates of infections. Patient safety is supported by
the National Patient Safety Agency ‘seven steps to patient safety’.

Payment by Results

The aim of Payment by Results is to provide an open, rules-based system
for paying trusts. It will reward efficiency, support patient choice and diversity
and encourage shorter waiting times. The Payment by Result tariffs system

73

means funding is fair and consistent rather than relying on past budgets and
the negotiating skills of individual managers.
Peri-arrest

The peri arrest period is the recognized period, either just before or just after
a full cardiac arrest, when the patient's condition is very unstable and care
must be taken to prevent progression or regression into a full cardiac arrest.

Quality Committee

This committee gives the Board an independent review of, and assurances
about, all aspects of quality, specifically clinical effectiveness, patient
experience and patient safety, and monitors whether the Board keep to the
standards of quality and safety set out in the registration requirements of the
Care Quality Commission.

Quality dashboard

An easy-to-read, often single-page report showing the current status and
historical trends of our quality measures of performance.

Quality Governance
Group

This is a core management group which has the primary purpose of
operationalising the Trust’s Quality Strategy and managing all aspects of
safety, excellence and experience. The QGG directs the programmes and
performance of the quality working groups that report to it.

Quality Strategy

Describes the Trust’s responsibilities, approach, governance and systems to
enable and promote quality across the Trust whilst carrying out business and
planned service improvements.

Red 1 Call

Red 1 calls are the most time critical and cover cardiac arrest patients who
are not breathing and do not have a pulse, and other severe conditions such
as airway obstruction.

Red 2 Call

Red 2 calls are serious but less immediately time critical and cover
conditions such as stroke and fits.

Red 1 Performance

The number of Category A (Red 1) calls resulting in an emergency response
arriving at the scene of the incident within 8 minutes.

Red 2 Performance

The number of Category A (Red 2) calls resulting in an emergency response
arriving at the scene of the incident within 8 minutes.

Red 19 Performance

The number of Category A (Red 1) and Category A (Red 2) calls resulting in
an ambulance arriving at the scene of the incident within 19 minutes.

Relevant Health
Services

Services provided by the Trust – Emergency Care, Patient Transport and
111.

Research Ethics
Committee

This committee helps to make sure that any risks of taking part in a research
project are kept to a minimum and explained in full. Their approval is a major
form of reassurance for people who are considering taking part. All research
involving NHS patients has to have this approval before it can start.

SharePoint

SharePoint is a software package that can be sued to create websites. This
can then be sued as a secure place to store, organise, share and access
information.

See and Treat

A face-to-face assessment by a paramedic that results in a patient being
given care somewhere other than an A&E department.

Special reviews or
investigations

Special reports on how particular areas of health and social care are
regulated.

Urgent and Emergency
Care Vanguard

The NHS Vanguard Programme was launched in 2015 to help speed up
innovation and improvement across the NHS. The North East made a
successful application to become a regional vanguard site to improve Urgent
and Emergency Care.
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Your feedback
We welcome feedback on this report. You can provide your comments and suggestions in writing to the following
email address: Email: publicrelations@neas.nhs.uk . Or visit the NHS Choices website at:
http://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=29237

Support is available to access this ‘Quality Account’ in in a range of other
formats on request including large print, Braille, audio, and other languages.

Your feedback and further information
If you would like to know more about our Quality Report or plans, please visit our website www.neas.nhs.uk or contact:
Caroline Thurlbeck, Director of Strategy, Transformation and Workforce
North East Ambulance Service NHS Foundation Trust
Email: caroline.thurlbeck@neas.nhs.uk / Tel: 0191 430 2000
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