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1. Introduction to our plan 

This is our operational plan for 2017-19 setting out our planning assumptions and priorities for the coming 
two years, reflecting the Five Year Forward View, the Urgent and Emergency Care Review and the challenges 
of the two developing Sustainable Transformation Plans (STPs) for the North East. 
 

The plan sets out our activity, quality, workforce and financial assumptions and articulates how the Trust 
intends to build on our ‘Good’ assessment from the Care Quality Commission (CQC). Our aim is to move closer 
to an enhanced integrated clinical delivery model for urgent and emergency care that delivers improvements 
to the overall system, and most importantly delivers excellent patient outcomes and experience. 
 
Key messages 

 Rated ‘Good’ by CQC in 2016, we intend to continue building on this success. 

 We continue to out-perform the national average for many of the key ambulance quality indicators, 
and services are consistently rated highly through patient feedback. 

 We continue to work hard to recover our national response targets, through internal efficiencies and 
service model improvements.  

 Additional investment received will be targeted at maintaining levels of patient safety, improving our 
response times as well as achieving CQUIN targets.  
 

The Trust 
We are one of ten ambulance services in England and cover Northumberland, Tyne and Wear, County Durham 
and Teesside – an area of around 3,230 square miles. We employ 3,500 people including our valued 
volunteers and serve a population of 2.71 million people.   
 

We provide successfully integrated Emergency Care services, Patient Transport Services, the regional NHS 111 
service, out of hours care, and deliver specialist response services such as the Hazardous Area Response Team 
(HART) to give a seamless access point for patients. 

Strategic and local context 
North East Ambulance Service NHS Foundation Trust (NEAS) is engaged in the development of the two 
Sustainable Transformation Plans (STPs) for the North East and our plans are aligned. The STPs provide 
significant opportunity to deliver system-wide changes, which NEAS can contribute towards through our role 
as the out of hours gateway, as well as helping manage flow through hospitals both by reducing conveyance 
to Emergency Departments (EDs) and facilitating timely discharge.  
 

In order to fully realise the benefits of this approach we must however ensure that unintended consequences 
of service reconfiguration do not negatively impact on our ability to deliver a quality and responsive service. 
Agreement on the specific costs and the impact of that on this plan will need to be agreed after the 
publication of the plan and will require variations to our contract and funding. 
 

There must be recognition as the STPs are developed further that there is likely to be an impact on NEAS 
which cannot be absorbed within our current operating costs. There is also a great opportunity for NEAS to be 
the coordinator of out of hospital care to enable the right care, at the right time, in the right place. 
 

Caring for and treating more patients closer to home continues to be at the heart of our plans and we have 
made great strides in reducing the number of patients we take to EDs over the last two years, using the 
Directory of Services (DoS) through NHS 111 to avoid emergency admissions. 
Analysis of current provision shows that we are not able to meet our response targets due to the significantly 
increased Red incident volumes and extended job cycle times, coupled with a shortage of staff over a lengthy 
time period.  
 

However, there is a lot to be optimistic about: 

 Our clinical performance has remained strong, continuing to out-perform the national average for 
many of the key ambulance quality indicators; 

 Patient feedback shows that services are consistently of a high quality; 

 NHS 111 and 999 call answer performances continue to meet standards; 

 Patient transport services continue to sustain improved quality standards, and 
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 We have embarked on integrating our emergency care and transport services through our Integrated 
Care and Transport (ICaT) programme. 

 

2. Activity planning 
 

In recognition that, as an ambulance trust, there is a significant opportunity for us to support STPs and help 
moderate demand for emergency care and acute services, work will continue to develop models of care based 
on providing treatment on scene wherever clinically appropriate, avoiding admissions to EDs and supporting 
effective discharge. We will also continue embedding our Clinical Hubs which provide telephone assessment 
and advice, reducing the number of patients being recommended to attend ED, preventing the dispatch of an 
emergency response, and further supporting reduced conveyance to ED.  
 

In order to deliver these changes to our operating model, meet national response targets and maintain 
patient safety effectively with the forecast level of activity and acuity, additional and higher skilled resource 
will be recruited.  
 

Emergency Care activity is forecast to grow during the next two years with both call and incident volume 
increasing, as shown in the table below. We are forecasting: 

 an increase in the number of Hear and Treat outcomes as a result of increasing the clinical capacity 
within our clinical hub; 

 a significant increase in the See and Treat rate and a corresponding reduction in our See, Treat and 
Convey outcomes as a result of an additional 12 whole time equivalent (WTE) Advanced Practitioners 
(APs); 

 a significant reduction in the number of See, Treat and Convey to ED as a result of improved 
pathways, and 

 a reduction in estimated time of arrival (ETA) calls as a result of improved response times. 

Table 1: Emergency Care Activity 2013/14-2018/19 forecast 

Activity 2013/14 2014/15 2015/16 
2016/17 
forecast 

2017/18 
forecast 

2018/19 
forecast 

999 call volumes 443,399 486,645 502,510 505,192 508,345 512,817 

ETAs 32,682 47,264 53,093 51,664 46,498 45,246 

Total incidents 389,832 384,677 380,876 381,448 382,367 383,746 

Conversion rate (calls to 
incidents) 

1.14:1 1.27:1 1.32:1 1.32:1 1.33:1 1.34:1 

Incidents by category:     

Hear and treat 12,302 18,144 19,949 26,521 28,821 30,548 

See and treat 80,248 81,990 85,021 87,412 95,824 96,166 

See, treat and convey 308,884 302,009 295,213 293,422 285,889 285,260 

-  Other 58,675 54,162 49,393 52,200 63,552 63,413 

-  EDs 250,209 247,847 245,820 241,222 222,337 221,847 

Neonatal 700 678 642 654 654 654 

Urgent incident demand:     

1 hour 34,032 28,826 25,440 23,031 20,850 19,863 

2 hour 13,452 11,741 10,446 9,892 9,367 9,118 

4 hour 1,885 1,801 1,831 1,860 1,889 1,918 

Emergency Care response performance is forecast to improve throughout 2017/18 and 2018/19. This 
improvement will be supported by the investment in an additional 7 Double Crewed Ambulances (DCAs) 
which are forecast to be in place by February 2018. The forecast performance trajectory based on these 
additional resources is set out in Table 2 below. 
 
The additional performance improvement needed to achieve the national targets will be achieved through 
both internal and external efficiencies including: 

 a reduction in the time spent at hospital, 
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 a reduction in job cycle times, linked to our work to implement the recommendations of the Carter 
review and Transformation programme to more closely align appropriate resources to clinical 
demand, increasing the productive time of our frontline staff, and  

 a reduction in staff sickness. 

 

Table 2: Emergency Care Response Performance 2017/18 – 2018/19 forecast 

 
  

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 
Yearly 

Average 

2
0

1
7

/1
8

 Red 1  68.93% 66.91% 65.82% 65.34% 68.49% 63.56% 66.49% 73.92% 69.33% 72.14% 72.10% 70.04% 68.49% 

Red 2  69.94% 70.43% 66.38% 63.80% 65.33% 65.74% 64.24% 69.37% 66.32% 67.42% 70.36% 68.81% 67.29% 

Red 19  92.94% 93.36% 88.22% 85.01% 87.09% 87.25% 85.64% 92.62% 88.31% 90.03% 92.92% 91.58% 89.51% 

2
0

1
8

/1
9

 Red 1 71.97% 69.84% 69.05% 68.26% 71.92% 66.47% 69.57% 77.36% 72.42% 75.32% 75.11% 73.27% 71.61% 

Red 2  74.64% 74.98% 70.88% 68.40% 70.11% 70.20% 68.83% 73.99% 70.83% 72.14% 74.95% 73.22% 71.87% 

Red 19  97.88% 98.06% 93.87% 90.95% 93.36% 93.06% 91.60% 96.84% 92.40% 95.50% 96.53% 96.21% 94.63% 

 
NHS 111 call volumes have been forecast to rise following national marketing of the service, which is reflected 
by the higher forecast volumes in 2016/17. Overall call volumes are expected to continue to rise steadily 
during 2017/18 and 2018/19. 
 
Table 3:  NHS 111 2013/14-2017/18 forecast 

Activity 2013/14 2014/15 2015/16  2016/17 
FOT 

2017/18 
forecast 

2018/19 
forecast 

Call volumes 561,175 618,968 663,382 722,322 719,442 727,356 

 
Patient Transport Activity 
Patient Transport Service (PTS) core contract activity is expected to remain static in 2017/18 and 2018/19, 
with changes in activity forecast resulting from changes to other key PTS contracts. These changes include: 

 Increase in discharge activity following the introduction of the Durham Discharge Service in 2016. 

 Overall reduction in Durham Urgent Care Transport activity following changes to geographical 
coverage and additional repatriation journeys. 

 

Table 4: Patient Transport Services Activity 2014/15 - 2018/19 

Activity 2014/15 2015/16 2016/17 FOT 2017/18 FOT 
2018/19 
FOT 

Core Contract 794672 640673 627617 627617 627617 

 - Core - Planned 708228 558207 547347 547347 547347 

 - Core - Same Day 86444 82466 80270 80270 80270 

Other (DUCT, Mental Health, 
Renal, Durham Discharge) 82863 50605 76556 84772 84772 

Total 877535 691278 704173 712389 712389 

% same day 10.9% 12.9% 12.8% 12.8% 12.8% 

Additional in year changes to activity will be monitored linked to potential changes to eligibility criteria, the 
impact of 7 day services and further development of discharge transport. As the model for 7 day services is 
developed, and the changes to eligibility criteria agreed, the impact on PTS will need to be understood and 
NEAS reimbursed for any additional resource requirements. 
 

PTS will continue to be integrated with emergency care service to deliver a more responsive and patient 
focused service. 
 

3. Quality planning  

The quality standards are clearly set out in the NHS Constitution and CQC fundamental standards.  In order to 
achieve these we have developed four quality priorities for the next two years which are set out in our quality 
improvement plan as an integral part of delivering our quality strategy. 
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Approach to Quality Improvement 
The Director of Clinical Care and Patient Safety is the Executive Lead for quality improvement and has 
developed a robust quality governance framework to support and monitor delivery of the quality 
improvement plan to ensure the board and stakeholders are aware of and engaged in progress. 
 
The Trust was recently awarded a ‘Good’ rating from its CQC inspection in April 2016 with all services given 
the good rating.  NEAS is one of only two ambulance trusts nationally to have achieved this standard. Plans 
are now in development to continuously improve quality in order to progress from a good to an outstanding 
rating, addressing recommendations from the CQC. These plans will inform the development of the revised 
quality strategy for the next 3 years, in line with the NHS Outcomes Framework.  
 
The delivery of the Quality Improvement Plan (QIP) and the quality priorities are closely monitored through 
the Trust’s quality governance framework.  The framework is made up of 3 subgroups: Patient Experience, 
Patient Safety and Clinical Effectiveness. Outcomes from these groups report into the Quality Governance 
Group (QGG) where risks and assurances are reported and discussed and senior leaders are held to account 
for delivery. Outcomes from the QGG are reported into the Board level Quality Committee.   
 
Quality Improvement capacity and capability has been enhanced across all levels of the Trust through the roll-
out of Lean methodologies. Staff from across the organisation have been trained in quality improvement 
techniques with many becoming certified leaders. This is further supported by the launch of the trusts ‘bright 
ideas’ and ‘innovations hub’ where staff can submit ideas for improvements to patient care and staff welfare. 
 
Quality measures that track delivery against plan are reported to the bi-monthly Quality Committee, which 
include progress against quality priorities and delivery of the Quality Strategy monitored through a Quality 
Dashboard. Quality priorities within the quality account are based on the national CQUIN indicators and areas 
of delivery from our overall trust strategy.  
 
These are:  

 to improve the early recognition of sepsis; 

 to reduce avoidable harm through our commitment to ‘Sign up to Safety’; 

 to work more closely with partners to help improve and promote falls prevention; 

 to enhance the care provided to patients who are at the end of their life and require transport to their 
preferred place to die; and 

 to continue to improve the number of patients who can be safely and appropriately treated and cared 
for at, or closer, to home. 

 
Quality Improvement Plan 
Our Quality Improvement Plan has been developed through engagement with key stakeholders, analysis of 
trends and lessons learnt as well as local and national initiatives. Our plan focusses on the following areas 
which align to the direction set by the STPs as well as delivering against the requirements of the NHS 
constitution and CQC standards. 

 Improve performance against national ambulance quality indicators - We have identified two areas to 
focus on: Return of Spontaneous Circulation (ROSC) and Survival to Discharge. Improvement activity 
includes investment in new defibrillators, which have the ability to monitor and track effectiveness of 
Cardiopulmonary Resuscitation (CPR) and will inform development and training needs for staff.  The pilot 
scheme of the cardiac arrest car will also improve these two national indicators by providing specialist help 
at scene. The pilot has produced excellent results but will require additional investment to roll out. 
 

 Enhanced skill mix and safe staffing - Informed by the strategic direction set by the two STPs, we are 
developing our operational model to become a mobile assessment and treatment service, providing care 
as close to home as possible and only transporting patients if the clinical presentation requires it. In order 
to change our ways of working and deliver these system-wide benefits we will be working to deliver an 
enhanced skill mix, providing senior clinical decision makers on scene to accurately assess patients’ needs 
and deliver on scene treatment where appropriate. 
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Additional clinical modelling is being commissioned to help us align patient need with clinical resource, and 
the additional investment in staffing will help us move towards this model of care.  
 

The Trust is in the process of implementing the requirements of the Safe and Sustainable Staffing report 
(2016). However, there are currently no tools available nationally to assist in the assessment of skill mix or 
staffing numbers for Ambulance Trusts and Care Hours Per Patient Day does not lend itself to this purpose.  
 

The Trust will review its staffing and skill mix every 6 months against activity. To date, the Trust has used 
the recommendations from the national guidance to determine staffing and skill mix requirements which 
has seen us benchmark against other organisations using the paramedic per head of population and 
paramedic per square mile comparators along with professional judgment of patient acuity and expected 
outcomes. 
 

We are also in the process of rebuilding our e-rostering system to ensure it reflects the requirements in the 
‘good rostering guide’ 2016 alongside ensuring our Trust policies and business rules also reflects the 
requirements. 
 

 Mortality Review and Serious Incident investigation and subsequent learning - The Trust has embraced 
the requirements set out in the publication of the new Serious Incident(SI) Framework (2015) and fully 
reviewed its policies and processes in line with the requirements.  This includes the improvement in the 
identification, reporting and learning from SIs.  Through robust Root Cause Analysis (RCA) process, the true 
root causes of an incident are identified and actions taken to prevent recurrence.  The process has been 
well received by staff and partners and is a part of the open, transparent and learning culture of the Trust. 
Themes and trends are reviewed along with action plans and an effectiveness review.   Learning from all 
incidents, complaints and SIs are reported on the Trusts learning from listening intranet page and 
highlights form the content of a quarterly learning bulletin. 
 

 Risk management - The Trust has carried out significant improvements in the management of risks, and 
has developed a risk management strategy with associated delivery plan for the next three years.  This has 
resulted in improved awareness, risk maturity, better use of the Board Assurance process, and a recent 
internal audit has provided significant assurance.  We will continue with this improvement trajectory over 
the next two years. 

 

 Developing and embedding a Falls Strategy - The Trust undertook a Rapid Process Improvement 
Workshop (RPIW) to look at falls in partnership with stakeholders and local vanguard projects.  Falls have 
now become the fourth highest cause of generating an emergency 8 minute response for NEAS and this is 
only set to increase.  Based on the recommendations from the RPIW NEAS is developing a falls strategy, 
and within this will make proposals to improve services for those at risk and experiencing falls, in 
partnership with other providers. 

 

 Infection Prevention and Control (IPC) - NEAS has been involved in a national programme to assess the IPC 
practices and their effectiveness within Ambulance Trusts.  The outcomes will be included in the overall 
quality improvement plan.  Measurement of IPC improvement through audit continues within the Trust, 
confirming delivery of high levels of assurance across Intravenous Cannulation (IV), Bare Below the Elbows 
(BBE) and use of Personal Protective Equipment (PPE). 
 

 Sepsis - All clinical staff will receive Sepsis training as part of their Statutory and Mandatory training to 
ensure early recognition of Sepsis cases. In addition to this, the Trust is working with local acute providers 
to improve treatment provided to suspected Sepsis patients. Sepsis champions have been identified within 
each division, a revised Sepsis screening tool has been launched, and all staff have access to a Sepsis e-
learning tool. The Trust has worked with NHS Pathways to improve the recognition of patients with 
suspected Sepsis by call handlers. 
 

 Patient experience - The Trust demonstrates positive patient experience outcomes and will continue to 
develop this work through the Friends and Family Test (FFT) and annual patient surveys.  The outcomes are 
reported through the patient experience group and outcomes inform the quality strategy. We have 
implemented the Accessible Communications Standard and the Trust is in a position to offer 
communication in a range of formats on request, and has also added an accessibility tool to our website. 
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National CQUINs for 2017-19: 

 Staff health and well-being – we will have a focus on improving the health and wellbeing of our staff, 
through flu vaccination campaigns, healthy eating programmes and continued support with emotional 
and mental health issues. 

 Ambulance conveyance – our aim to reduce ambulance conveyance to emergency department is linked to 
our focus on enhancing the skill mix of our workforce. Detailed clinical modeling of current and future 
demand against care packages and pathways will inform our future workforce plan and operational model 
to achieve this target. 

 NHS 111 referrals to ED – work to enhance the clinical expertise within our clinical hub will reduce NHS 
111 referrals to ED by providing care and treatment as early as possible and/or to accurately signpost 
patients to the most appropriate service. 

 
Quality Impact Assessment Process 
NEAS has a robust approach to carrying out quality impact assessments (QIAs) which is supported by a 
standard operating procedure (SOP) in line with guidance from the National Quality Board.   
 

The Transformation Programme Office (TPO) manages the process and a QIA is developed alongside the 
development of new initiatives.  The QIA considers the three core quality domains of patient safety, clinical 
effectiveness and patient experience as well as any impacts on operational effectiveness.  All QIAs are signed 
off by the relevant Directors and the QIA includes additional information around any monetary contribution 
to the Cost Improvement Programme (CIP) as well as risk scores.  It is recognised that not all impacts are 
negative. 
 

The TPO is responsible for monitoring and reporting QIAs.  Where QIAs have provided key performance 
metrics, these are collated and reviewed on a regular basis and used as early warning indicators. A formal 
report is submitted to the Quality Governance Group and to the Quality Committee.  External reporting on 
the QIA process is also provided to our commissioners via the Quality Review Group. 
 

Triangulation of quality, finance and workforce 
Financial, staffing and quality data is regularly triangulated and reported through the governance framework, 
with a focus on the impact on safety of our Cost Improvement Programme and Safer Staffing analysis. The 
Integrated Quality and Performance Report brings together performance, quality, workforce and financial 
indicators, and is considered by the Board and Quality Committee.  

4. Workforce planning  

Our vision is to see our ICaT model implemented across the North East, providing effective, evidence based 
interventions that meet patients’ needs quickly and safely, as close to home as possible. To do this, we have 
identified an operational strategy that aligns our current and future workforce requirements with our vision 
and objectives and the broad objectives of the STPs. This has been developed in consultation with staff and 
continues to evolve as we evaluate the changes we are putting in place. 
 

The following sets out the key workforce developments we have planned and the impact this will have; 

 Continue to embed the new workforce structure which has been designed to enhance management 
resilience and maintain patient safety. This will further support the integration of Emergency Care and 
Patient Transport Services providing a strengthened 7 day services model particularly out of hours and at 
weekends; and a strengthened capacity and capability to participate in the wider health economy 
addressing some of the shortfall in our capacity identified by our CQC inspection.  
 

 Employ a broader range of clinical staff to support the expanded clinical hub including support to out-of-
hours contracts for various CCGs. This will help to increase the number of calls we’re able to resolve with 
telephone advice as well as reducing the number of patients advised to attend ED. 
 

 Increase our establishment of frontline qualified staff. Additional paramedics will be focused on 
improving our response rates, getting to those patients most in need as quickly as possible. An additional 
42 wte paramedics and 42 wte emergency care assistants will be recruited during 2017/18 in two phases. 



7 of 16 

 

The additional 12 wte Advanced Practitioners referred to above will be recruited to increase the number 
of patients we are able to treat without the need to transport to hospital, minimising the impact on the 
rest of the system as well as improving the experience for the patient. The APs will also be phased in to 
minimise the effect it may have on other frontline roles. 
 

 Increase the proportion of Qualified Clinicians as a percentage of the overall frontline workforce. Whilst 
increasing our establishment we are also seeking to increase the skill mix of our frontline workforce as 
part of our work to implement the requirements of the Safer and Sustainable Staffing Report. We will 
continue to develop our workforce plan, monitoring demand on the service and using clinical modelling to 
align demand to ideal skill sets.  

We will continue to develop our workforce to become more agile and responsive, becoming increasingly 
professional and multi-professional, providing greater career progression opportunities for staff. Roles will 
diversify and become more specialised, enabling staff to deliver more bespoke care to both high and low 
acuity patients. 

 Continue to utilise volunteers wherever appropriate and to draw upon our partners such as the Fire and 
Rescue Service to help us deliver the care needed for patients. 

Staff will further be supported by alternative responders where clinically appropriate. This resource will 
be made up of co-responding emergency services, community first responders, volunteer drivers, porters 
and other provision, dedicated to community based healthcare. 

 Continued focus on staff health and well-being. Staff well-being and support is critical for the delivery of 
better patient outcomes. We are focused on tackling issues which our staff have told us affects them 
most; missed mealbreaks and late finishes being two most frequently cited concerns. We have already 
piloted new approaches to this and continue to engage nationally to identify best practice. In addition 
reducing staff sickness also remains a key priority, helping staff to stay well, minimising the pressures that 
the job places on them and supporting them to return to work as soon as they are able to. 
 

 We commit to fostering a compassionate culture that nurtures learning, emphasises quality and 
safety and encourages transparency, engagement and trust. 

 

5. Financial planning  

The Trust’s underlying financial position as forecast for the 2016/17 year-end is a deficit of -£2.256m against a 
control total of -£2.90m, £0.64m better than planned, mainly due to staff vacancies. As a result of the intense 
capital programme and the continued deficit the cash position has deteriorated in 2016/17 with a forecast 
outturn position of £7.1m.  
 

Our relative cost base is low in comparison to other Ambulance Trusts for the tenth consecutive year and 
benchmarking against other Ambulance Trusts shows NEAS as having one of the lowest ratios of paramedics 
per square mile and per 10,000 of the population impacting upon the ability to deliver to performance and 
quality standards (see Appendix 1). This continues to have a significant bearing on our sustainability and 
ability to deliver further efficiencies. We have had three years of planned deficit, this position continues for 
the next two years with the control totals issued by NHS Improvement (NHSI) for 2017/18 and 2018/19 of -
£1.423m and -£0.255m respectively. 
 

The 2016/17 end of year forecast position includes reinvestment of financial penalties incurred for failing our 
three national targets. There was also an accumulation of penalties incurred amounting to £0.214m for NHS 
111 performance.  A pressure remains on our Emergency Care budget due to ongoing use of third party 
providers and overtime. The net impact is a forecast over-spend of £1.985m in 2016/17. 

Financial planning assumptions 
 
Inflation 
The NHS income inflator - is assumed to be 2.1% for both years. After application of tariff efficiency of 2.0%, 
the inflator applied to fixed price contracts is 0.1%. Our HART and Emergency Planning contracts are exempt 
from efficiency requirement, so these have been uplifted by the full 2.1%. 
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Control totals have been set for 2017/18 and 2018/19 of -£1.423m and -£0.255m respectively, and an 
additional efficiency of 0.9% has been assumed in arriving at the control totals, increasing the inherent 
efficiency for NEAS prior to incremental drift. However, increases in CNST premium and CQC fees, further 
clinical hub investment, medical director and other developments contribute to an overall efficiency target for 
NEAS of 6.2% of turnover. 
 

Pay inflation reflects the application of assumptions from latest pay guidance that a 1% ‘Cost of Living’ uplift is 
applied to all staff. Additionally, an incremental drift of 0.82% accounts for increments across all pay bands 
this year.  
 
This incremental drift excludes a further pay pressure arising from a national agreement to re-band 
paramedics from band 5 to band 6 under Agenda for Change. Modelling undertaken by NHSI identifies that re-
banding will increase our pay cost by £0.543m in 2017/18 and £1.237m in 2018/19 and this has been 
separately included within our overall pay cost. It is assumed in the plan that income from NHS England will 
be available to fund this pressure. Overall, our pay inflation pressure in 2017/18 is 1.8%, excluding these 
paramedic re-banding costs. 
 

Non-pay inflation is at 1.5% and 1% respectively over the two years of the plan, including CNST uplift. A CQC 
fee increase adds £0.070m in 2017/18 and likely fuel price increases are also included. 
 

Future tariff development 
The Trust is still actively engaged within the North East Network Urgent & Emergency Care Vanguard in 
developing alternative payment processes, which dependent upon system wide agreement, could be 
introduced during the 2017/19 planning and contract horizon. 
 

Agency spend 
NHSI set a ceiling for all organisations to manage their agency spend below, and NEAS has a cap of £0.647m 
for both 2017/18 and 2018/19. There is minor provision for spend on agency staffing in 2017/18 (£0.050m), 
but none in 2018/19, which reflects planned recruitment to establishment early in 2017/18.  
 

Consultancy spend 
There is some planned spend on consultancy relating to work on researching organisational forms in 2017/18. 
 

Fines and penalties 
We are not planning to receive any sanctions or mandatory fines for 2017/18 or 2018/19 in respect of our 
core contract. However, we have planned for some under-achievement against our NHS 111 key performance 
metrics to a forecasted value of -£0.212m in the year.  
 

We have also modelled for the loss of -£0.250m income against the national flu vaccination target as part of 
CQUIN, whilst our assumption regarding the new Apprenticeship Levy is that the £0.4m cost will be fully 
recouped in both years through draw down of apprenticeship funding. 
 

Sustainability Transformation Fund 
NHSI have provided the Trust with control totals that assume some element of STF being made available to 
the Trust. NEAS have agreed to accept the controls totals of £1.423m in 2017/18 and £0.255m in 2018/19 
which will result in the Trust receiving for both years STF of £0.713m. 

Efficiency savings for 2017/18 to 2018/19 
The Cost Improvement Plan (CIP) complements the strategic transformation programmes of work. It is set to 
deliver savings of £7.585m in 2017/18 and £4.120m in 2018/19, inclusive of £0.605m and £0.314m in revenue 
generation schemes respectively.  
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The Trust’s key schemes for 2017/18 & 2018/19 are set out in the summary table below: 
 
Table 5: Scheme Description 

 
Scheme  

Bal to FYE 
from 

2016/17 
 (£m) 

2017/18 
new 

schemes 
(£m) 

2017/18  
Bal to FYE 

  
(£m) 

2018/19  
new  

schemes  
(£m) 

Carter – Procurement - 0.044 - 0.048 

Carter – Estates & Facilities - 0.070 0.008 - 

Urgent & Emergency Care 0.189 0.183 0.134 0.037 

Increase Emergency Care staffing up to 
full establishment by April 2017 

0.540 2.576 - - 

Productivity Improvement project - 0.471 - 0.048 

Integrated Care & Transport project - 0.256 0.097 0.099 

Demand Planning & Resource 
Optimisation project 

- 0.633 - 0.154 

Reduction in medical and non-medical 
absences to reduce overtime payments 

0.242 - - 0.160 

Non-recurrent savings targets across the 
organisation 

- 0.338 (0.338) 0.361 

Other schemes 0.575 1.468 0.151 0.450 

Unidentified - - - 2.763 

Totals 1.546 6.039 0.052 4.120 

Our CIP targets for 2017/18 and 2018/19 represent 6.12% and 3.3% respectively of the planned operating 
expenditure in each year. This is significantly higher than the 2% efficiency requirement laid out in the NHS 
Forward View guidance and the subsequent 2.9% identified by NHSI that the Trust needs to achieve to meet 
the notified control total. This CIP requirement is reflective of our historical funding position. The reference 
cost comparison for 2015/16 indicates a funding gap of £9.7m away from the national average. Delivery of a 
CIP that is 4.12% above the national efficiency requirement is required to meet our agreed control total 
deficit. It is also forecast that we would need to continue to deliver savings well in excess of the national 2.0% 
requirement in future years to return to financial balance. This places achievement of the Trust’s control total 
at risk.  
 
The risk profile associated with the CIP is as set out below: 
 
Table 6: Risk category 

Risk category 2017/18 (£) 2017/18 (%) 2018/19 (£) 2018/19 (%) 

Very Low 926,407 12.21% 143,955 3.49% 

Low 1,445,974 19.06% 118,460 2.88% 

Medium 3,894,059 51.34% 889,318 21.58% 

High 1,318,422 17.38% 205,215 4.98% 

Unidentified 0 0.00% 2,763,369 67.07% 

Total 7,584,862 100.00% 4,120,316 100.00% 

The above demonstrates the challenge that the Trust is facing to continue to deliver savings without 
impacting on the safety and quality of front line services.  
 
The recent exercise to benchmark back office functions across the Northumberland, Tyne & Wear STP 
footprint has demonstrated that NEAS, when compared to other provider organisations has a favourable 
average cost per WTE, however due to the economies of scale achieved for larger organisations the cost as a 
percentage of turnover is only comparable to the next smallest Trust (South Tyneside FT). The cost 
comparison can be found in table 7 within appendix 1. 
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We continue to protect front-line resource with our only workforce savings focussed on the reduction of 
overtime costs through a movement to full establishment by the elimination of vacancies, lowering sickness 
absences and by increasing productivity.  

Statement of comprehensive income (SOCI) 
Financially the Trust plans to make an adjusted deficit for the period of -£1.420m in 2017/18 and -£0.240m in 
2018/19 which is in line with our notified Control Totals for those years.  
This is subject to: 

 Penalties being reinvested in support of our recovery plan/no financial sanctions applied. 

 Income of £0.543m for 2017/18 and £1.2379m for 2018/19 being made available by Commissioners, via 
NHSE, to fund the re-grading of paramedics from band 5 to band 6 

 Income of £1.2m is available recurrently in 2017/18 from commissioners to fund additional resources 
needed to hit national performance trajectories. In 2018/19 a further £2.7m is planned, representing the 
full year impact of these resources and taking the recurrent income up to £3.9m. If this funding is not 
made available the Trust will not hit the 75% performance standard. The activity section above details 
the trajectories assumed showing the performance with or without this investment. 

 Contract funding of £1.7m for the full year impact of implementing our Integrated Urgent Care clinical 
hub, currently funded through the North East UEC Vanguard stream. 

 CCG funding of £1m included within our core contract for the expansion of our Advanced Practitioner 
role in order to improve our see and treat rate and reduce conveyance to ED. 

Furthermore, NEAS has invested in and will absorb the cost of a number of developments that were identified 
by the CQC inspection report this year but which commissioners were unable to fund. These include: 

 An additional 10.4 B6 clinicians within our Operations Centre clinical hub – at a cost of £0.4m in 2017/18 
(FYE of £0.558m in 2018/19). 

 Additional investment to our Medical Director role of £0.090m per annum, allowing additional capacity in 
this role following CQC recommendations that the role be enhanced. 

 Investment in additional clinical audit support of £0.035m per annum. 

 
Our 2017/18 SOCI therefore shows a turnover forecast of £122.7m and an increase in operating expenditure, 
which delivers an overall operating deficit of -£1.234m. Non-operating costs excluding depreciation are -
£1.183m in 2017/18, reflecting finance lease costs and increased PDC payable as cash reduces from capital 
investments, whilst we also forecast profit on asset disposals of £0.712m in the year. 
 
This delivers a deficit for the period, before adjustments, of -£1.705m for 2017/18 (reducing to -£0.486m for 
2018/19). Adjusting for planned impairments of £0.285m and -£0.246m in 2017/18 and 2018/19 respectively 
means our adjusted deficit for 2017/18 will be -£1.420m and in 2018/19 will be -£0.240m. 
 
Statement of financial position 
In 2017/18, the Trust plans to show a fall in Total Assets Employed from £38.6m at 31 March 2017 to £36.9m 
by 31 March 2018. The fall can be mainly be attributed to Adjusted Deficit described above. In 2018/19, the 
Total Assets Employed will fall slightly further to £36.7m by 31 March 2019, attributable to the deficit 
described above. 
 
The planned sale of Fulbeck Grange in 2016/17 was delayed, this is now progressing and assumed to impact in 
2017/18 therefore non-current assets held for sale are due to fall out of the balance sheet by month 5 of 
2017/18 due to the disposal of two Trust sites. 
 
Statement of cash flows 
The Trust is planning to start 2017/18 with £7.1m of cash, the main reductions to this balance during 2017/18 
being due to the operating deficit of £1.2m and a negative movement of cash due to a £1.62m use of cash 
reserves for capital funding. However, £0.91m of this cash use is being funded through the use of a finance 
lease for defibrillator purchases, of which £0.14m will be due as a first cash payment in 2017/18. Movements 
on working capital balances £0.789m in-year are beneficial but the Trust cash flow balance is £5.1m by 
31 March 2018. The forecast cash position for the end of 2018/19 is £5.2m.  
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The Trust is planning to receive £1.215m from capital receipts in Month 4 of 2017/18. These are expected 
disposal values but there is still uncertainty on timing of receipts and there could be an impact to 2017/18 
out-turn cash position subsequently impacting on 2018/19. 
 
Reserves 
Movements on reserves are due to the revaluation reserve balances falling by £0.275m due to the planned 
depreciation of the assets held within the reserve. This increases the I&E reserve by the same value. 
 
Use of Resources Metric (UoR) 
We have no long-term loans or significant long-term liabilities and the cover we have against our debt in the 
balance sheet is significant due to the assets we carry. Phasing of capital plans and cash flows will have a 
negative impact on our Capital Service cover metric with cover of around 5.4x the servicing of capital costs 
from the end of quarter 1 2017/18 falling to 2.7x then recovering in 2018/19 to 3.2x. 
 
Our liquidity metric is expected to reduce gradually from the end of Q1 2017/18 from 4.2 days and will 
become negative by August 2017. This reflects the impact on cash balances of the planned deficit this year 
and the over-shoot on capital resources to fund our capital schemes in year. Consequently, our Liquidity 
metric score is expected to reduce from 1 in quarter 1 to become a score of 3 by quarter 4 but recovering to a 
score of 2 in 2018/19.  
 
I&E Margin Variance from Plan metric is consistent at 0% (scoring 1) throughout the year. Our planned deficit 
for 2017/18 of -£1.420m is an I&E Margin of -1.2% which means actual I&E Margin will be lower than -1% and 
score 4 by year-end, though recovering to a 3 in 2018/19. We have no planned agency spend and will 
therefore remain within our cap, scoring 1 in both years. 

Capital Planning 

The Trust maintains a five year capital programme which plans to fulfil the following requirements; i) ensure 
appropriate replacement of assets in line with designated asset lives, ii) enable delivery of transformation 
programmes through providing resources for investment in new development assets, and iii) retain 
contingency sums to ensure that any new statutory requirements can be fulfilled and iv) is cognisant of the 
implications on future cash flows of the organisation. The Trust’s capital programme comprises the following 
types of assets; i) Vehicles and associated equipment, ii) IM&T and iii) Estates. 
 
The Trust’s Finance Committee maintains the forward plan, and monitors the expenditure that is generally 
committed by the Trust’s Fleet, IM&T and Estates Managers respectively on behalf of the range of services 
within the Trust. The five year programme can be summarised as per the following table. 
 
Table 7: Five year programme services 

£m 2017/18 2018/19 2019/20 2020/21 2021/22 

Vehicles and associated equipment 6.483 3.987 4.820 3.847 3.694 

IM&T  0.809 0.611 0.500 0.185 0.158 

Estates - Maintenance/replacements 1.338 0.784 0.618 0.770 0.618 

Estates – Developments 0.535 0.500 0.500 0.500 0.500 

Replacement Plant & Machinery 0.020 0.020 0.020 0.020 0.020 

Total capital expenditure 9.185 5.902 6.458 5.322 4.990 
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The above requirements will be funded via the following resources: 
 
Table 8: Five year programme resources 

£m 2017/18 2018/19 2019/20 2020/21 2021/22 

Depreciation (net of finance leases) 6.245 6.550 6.815 6.726 6.754 

New finance leases 910 - - - - 

Sale proceeds 1.325 - - - - 

Working balances 8.480 6.550 6.815 6.726 6.754 

Impact on cash availability -0.705 +0.648 +0.357 +1.404 +1.764 

In 2017/18 our capital plans provide for expenditure of £9.185m which is £0.705m above the cash financing 
expected to be available.  This is due to investment in additional vehicles for i) the additional EC crews being 
funded from Commissioners and for ii) other Urgent Care contracts recently secured from Commissioners. 
This will cause a temporary reduction in cash resources available, which will be recovered in later years 
through careful tailoring of the future capital expenditure plans. For example, in 2018/19 the resource 
requirement is £5.902m which is £0.648m below the expected cash available. If additional requirements are 
identified as a result of STP future reconfigurations a separate funding source will need to be identified.   

Strategic initiatives and enablers  

We continue to innovate and have a number of planned service developments/strategic initiatives, some of 
which already feature in our capital and cost improvement programmes. 
Specific Developments included in this plan include: 

 Additional 7 DCA resource to address performance gain issues in the patch – described above 

 Additional Advanced Practitioner roles to enable increased See and Treat rates and reduce conveyances 
to Type 1 and Type 2 emergency departments 

 Vanguard-led clinical hub development (including GPs, pharmacy and other clinical roles)  to help 
transform Urgent and Emergency Care service in the local economy 

 Urgent care delivery models with GP partners in North and South Tees localities 

 Provision of dedicated discharge transport service in County Durham 

 
Financial risks to our plan 

The key risks that would destabilise our financial plan and route to sustainability are: 

 Insufficient funding from commissioners to address the CQC recommendations, some have been funded 
through increasing the Trust CIP target to 6.2%%. 

 Insufficient funding from commissioners to maintain performance standards impacting on NEAS ability to 
respond and on patient safety. Funding has been agreed to start to bridge the gap with recruitment being 
planned in October 2017 and February 2018. This risk will however continue if the inefficiencies across the 
whole health economy are not addressed collectively. 

 Inability to recruit to revised qualified paramedic numbers. 

 Inability to recruit to clinicians to support the vanguard pilot for the clinical hub beyond April 2017. The 
plan assumes the full year effect of the costs for reduced service identified as part of the contracting 
discussions is provided by the commissioners.  

 The CIP continues to be a challenge with percentages being significantly higher than national expectations 
for delivery. 

 A significant element of the CIP in year 2 is still high/very high risk and is challenging to deliver recurrently, 
given our already low cost base (as evidenced by our Reference Cost Index). 

 We continue to plan for a shift in our incident activity profile that benefits the system, some resources 
have been identified by commissioners to move towards the agreed targets, however this will put 
continued pressure on NEAS if commissioners don’t fund in total the incremental cost of see and treat v 
see and convey. 
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 Whole system and process efficiencies are not achieved (e.g. handover delays), and increases in activity 
and performance requirements cannot be operationally or clinically sustained without additional 
resource. 

 Incremental changes continue across the system to centralise hospital services without the impact on 
journey times and patients safety being considered 

 Commercial revenue streams are not secured to financially support the organisation and reinvest in areas 
of patient care and staff health and well-being. 

 Failure to complete on the sale of Fulbeck Grange will require a revision of our capital plan in order to 
manage any negative cash flow implications.  
 

6. Link to the local Sustainability and Transformation Plan  

The STPs provide a real opportunity for change, re-designing patient pathways across the whole system to 
deliver the best outcomes possible for patients as well as maximising use of resources. NEAS is perfectly 
placed, with the right investment, to take a lead role regionally in delivering out of hospital care, delivering 
care as close to the patient as possible, and becoming the gateway for urgent and emergency care services in 
the North East. NEAS has been part of the STP discussions and contributed to the future development of 
services. 
 
The key aims of enhancing prevention and advocating self-care are already well embedded within our plans 
for the NHS 111 service. Through this service and the development of the regional clinical hub NEAS will 
continue to support patients, providing signposting, self-care advice and access to primary health care across 
the region. 
 
We have already shown that we can successfully reduce hospital admissions through increased provision of 
telephone advice and delivery of treatment for patients in their own homes, avoiding the need for 
transportation. Our work on the clinical hub, aligns with the STP aims, and is helping to coordinate and lead 
out of hours services and we are ideally placed to support the wider health economy to treat patients in the 
right place at the right time and avoid unnecessary and costly admissions.  
 
We see the STPs as a great opportunity to expand beyond our core 999, NHS 111 and PTS services, to design 
even more excellent services such as end-of-life-care and better integration with mental health services to 
reduce ED admissions. We plan to rebalance our workforce skill mix, aligning patient demand to the 
appropriate level of clinical skill, ensuring that all patients where it is clinically appropriate to provide 
treatment out of hospital this service is available. Enhancing the clinical skills available will deliver improved 
patient experience as well as improved outcomes, supporting the STP aims of reducing admissions and 
managing demand. 
 
Our Patient Transport Service is already established as the leading provider of patient transport in the region 
and will be central to ensuring that reconfigurations are joined up with excellent discharge processes/ 
experiences and that the impact on the families of patients is also considered where patients are taken 
further from home for treatment than might previously have been the case. 
 
Overall, NEAS is a mobiliser of better clinical care, a key player in managing flow through the whole system, 
reducing demand on secondary care services as well as supporting patient flow through streamlined discharge 
processes.  
 
Whilst the work of the STPs provides significant opportunities for NEAS, it is also important to recognise that 
any service reconfigurations will have an impact on service performance. Any changes will need to be 
thoroughly modelled to understand the potential impact of individual as well as cumulative changes. We have 
already been affected by significant reconfigurations such as those of the Northumbria NHS Foundation Trust 
and changes to ED provision at Bishop Auckland which have impacted job cycle time, but have not been 
recognised financially in our budget allocation.  
 
As the detailed consultation has not yet begun for either STP, we are not in a position to share estimated 
impact costs on the provision of service. These will be shared to inform the debate when required and 
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discussions will be required with commissioners and CCGs to agree the way in which service changes will be 
funded. 

7. Membership and elections  

During 2016/17 Governor elections were held for 13 public Governor positions. There were 11 positions filled 
from the elections, two vacancies continue to be held. Elections were also held for two staff Governor 
positions, both of which were filled. 
 
We have seen a number of changes in stakeholder Governors during 2016/17, as individuals have experienced 
changes in their commitments or left their employment at partner organisations. We are working with 
partners to fill the remaining vacancies. A further round of elections will be held in 2017/18 as eight public 
Governors will reach the end of their current terms, along with two staff Governors. 
 
A robust programme of training and development is in place for Governors. New Governors are invited to a 
full day induction session aimed at introducing them to the Trust and providing a detailed explanation of their 
role and how this fits within the Trust’s governance structures. 
 
During 2016/17 a quarterly Governor development programme has been in place, covering such topics as: the 
work of the Board committees; how the Trust monitors and manages performance; the new structures of the 
NHS; and an overview of each of the Trust’s key services.  
 
To support Governors in their role of holding Non-Executive Directors to account for the performance of the 
Board a number of measures have been taken to increase Governor and Non-Executive Director interaction. 
These include observing the full Board at public Board meetings and accompanying Non-Executive Directors 
on quality walkarounds to meet front line staff at hospital sites. 
 
Following a governance review, the membership and engagement strategy was revised by governors and a 
toolkit was developed to equip the Council with the information they need to be able to engage with the 
public and seek their views. The membership and engagement strategies are reviewed every three months by 
governors, who have also been supported to attend a number of community events such as Pride, Mela 
multicultural gatherings and agricultural shows.  
 

Contact: Caroline Thurlbeck 
Director of Strategy, Transformation and Workforce, North East Ambulance Service  
caroline.thurlbeck@neas.nhs.uk  

  

mailto:caroline.thurlbeck@neas.nhs.uk
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Appendix 1 
 
Table 9:  Reference Cost Index 2006/7-2015/16  

Trust 2006-07 2007-08 2008-09 2009-10 2010-11 2011-12 2012-13 2013-14 2014-15 2015-16 

NEAS 84 85 88 85 90 85 85 85 87 89 

NWAS 90 88 89 91 93 95 95 96 93 91 

WMAS 87 90 90 96 95 98 97 96 94 93 

SECAS 115 104 107 102 103 107 101 102 103 102 

SCAS 113 110 113 111 112 110 108 104 104 102 

EMAS 107 101 96 95 98 97 100 100 99 103 

SWAS 111 100 109 104 107 107 100 106 104 103 

EEAS 107 106 109 112 108 112 112 111 110 104 

LAS 124 108 95 100 95 91 97 97 103 105 

YAS 111 104 118 111 111 109 104 102 102 106 

 
Table 10: Paramedic per square mile 

 
 
 
 
Table 11: Paramedic per 10,000 population 

 
 
 
 

 
 

Data Source: Paramedic number - Health and Social Care Information Centre Provisional Monthly Workforce Statistics. Qualified Ambulance 
Paramedics and Emergency Care Practitioners in England by specified organisation as at 28 February 2015. Square Miles – Ambulance Service 
Annual Plans 

 
 

  

Data Source: Paramedic number - Health and Social Care Information Centre Provisional Monthly Workforce Statistics. Qualified Ambulance 
Paramedics and Emergency Care Practitioners in England by specified organisation as at 28 February 2015. Approx. population figures – 
Ambulance Service Annual Plans 
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Table 12: Trust Turnover 

Trust Turnover 
£m 

WTE Total  
Back Office  

Ave 
£/WTE 
(£000) 

Cost % 
Turnover 

Cost per 
WTE (£000) 

 
  WTE £000    

Northumbria 
498 7,572.24 496.7 23,340 47.0 4.7% 3.1 

Gateshead 
223 3,021.44 202.43 9,405 46.5 4.2% 3.1 

Sunderland 
340 4,769.42 313.96 11,632 37.0 3.4% 2.4 

South Tyneside 
201 3,722.15 293.67 13,255 45.1 6.6% 3.6 

NEAS 
118 2,571.00 164.77 7,003 42.5 6.0% 2.7 

Newcastle 
990 13,061.00 556.86 31,675 46.9 3.2% 2.4 

NTW 
317 6,185.53 314.66 15,629 49.7 4.9% 2.5 

Total 
2,687 40,902.78 2,343.05 111,939 47.8 4.2% 2.7 

 


