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• We have 4 quality priorities identified with the aim of 
improving patient safety, patient experience and 
clinical effectiveness

• We are required to report on progress of each quality 
priority in the Quality Report 17/18, which is included 
in the Quality Accounts

• We welcome feedback on quality priorities for 18/19 

Quality Priorities 
Current position



• Sepsis is a life-threatening condition which can occur 
as part of the body’s response to infection. It was 
estimated in 2016 that there are around 150,000 
cases of sepsis every year resulting in 44,000 deaths, 
claiming more lives than bowel, breast and prostate 
cancer combined. The ambulance service can play a 
key role in improving outcomes for patients with 
sepsis through accurate, early identification and 
appropriate treatment.

Priority 1: Early recognition of sepsis
Why sepsis?



Latest reported 
position

Target

% eligible staff trained 
(Dec 17)

81.6% 95%

% compliance with Sepsis 
Care Bundle (Dec 17)

61% 40%

Priority 1 – Early Recognition of Sepsis
On Track to achieve 

• Additional communication with crews has been undertaken
• Continued engagement through regional network



• Develop a paediatric sepsis recognition tool
• Develop a maternity sepsis recognition tool
• Determine the sensitivity and specificity of the adult 

sepsis recognition tool
• Look at how well we use the national early warning 

score
• Take part in the national sepsis audit

Priority 1 – Early Recognition of Sepsis
We want to do more…!



• It is well known that survival for patients experiencing 
a cardiac arrest is dependent on their receiving 
treatment within a very short time frame. Early 
recognition and access to treatment, early 
cardiopulmonary resuscitation (CPR) and early 
defibrillation are all key to survival. The ambulance 
service plays a key part in the chain of survival 
through the timeliness and quality of interventions 
provided.

Priority 2: Cardiac arrest
Why this?
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• Review the Resuscitation Academy’s ‘10 steps’ and 
develop an action plan to improve outcomes for 
patients.

• Embed the use of new technology which provides live 
feedback on the quality of CPR delivered.

• Further develop cardiac arrest data set to identify 
training needs.

• Develop and implement resuscitation checklists to 
support clinicians when managing cardiac arrest.

Priority 2: Cardiac arrest
What are we doing?
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The resuscitation 10 steps includes Cardiac arrest registry – we are part of the national cardiac arrest audit, spanning pre hospital, hospital and post discharge careEnsure dispatch staff are well trained to provide instruction to members of the public in effective CPREnsure high performance  / high quality CPR by our staffRapid dispatch of suitably qualified staffData on the resuscitationEstablished AED programme for First respondersUse smart technologies to extend CPR & identify AED locationsMake CPR / AED training mandatory in schools and communitiesWork towards accountability – openness and transparencyWork toward a culture of excellenceWe have Zoll defibrillators in all DCA’s



Priority 2 – Cardiac Arrest
Partially On Track to achieve 

The volume of successful ROSC/ROSC Utstein has increased 
significantly, however the volume of attempted ROSC/ROSC Utstein has 
also increased leading to challenges in meeting the proportional target.

• Dec 2015 – November 2016 (baseline) there were 
304 successful Return of Spontaneous Circulation 
(ROSC) 

• Dec 2016 – August 2017 there were 394 successful 
ROSC

• On average an additional 10 successful ROSC’s 
every month has been achieved



• Implement a cardiac arrest strategy
• Audit the resuscitation checklists in place
• Roll out Zoll defibrillators further – with real time 

feedback on effective cardiac compressions
• Evaluate the ‘10 steps’ action plan   
• Strengthen the mortality review process for cardiac 

arrest deaths whilst the patient is under our care

Priority 2: Cardiac arrest
We want to do more….



• Over the last 18 months all ambulance services have 
seen a deterioration in national response times 
resulting from increasing demand, staffing pressures, 
increased travel times and waits resulting from 
increased pressure across the health system. While 
we are working hard to recover our performance 
targets we also know that there are patients who are 
waiting an unacceptable length of time for an 
ambulance response. 

Priority 3: Long waits
Why this?



• Develop an escalation plan which highlights those patients 
experiencing waits and ensure these are passed to the clinical 
hub for review - completed

• A pilot will be carried out to improve clinician input into the 
allocation of vehicles to support the efficient use of resources 
available and further enhance our Integrated Care and Transport 
delivery – completed 

• Regular audit of ambulance waits to determine whether the 
patient came to any harm as a result – clinical reviews 
undertaken

• Develop and implement improvement actions based on the audit 
findings - ongoing

Priority 3: Long waits
What are we doing?
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Priority 3 – Long Waits 
Partially On Track to achieve 

Review of Harm Latest reported 
position 

(YTD 29 Oct 17)

2016/17 
Baseline

Red waits over an hour 10 Near Misses 151 50

Green waits over 8 hours 1 Near Miss 94 105

Urgent waits over 12 hours 78 166
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• Enhance the use of real time performance feedback in 
EOC through use of a dashboard, pulling a range of 
information together 

• Review the process for managing patients who fall and 
experience long delays  

• Implement the CARE platform to provide feedback to 
paramedics regarding their contribution to providing timely 
responses for patients 

• Refine our process to review delays in order to maintain 
patient safety / improve patient experience, through 
triangulation with complaint & incident / SI reporting 

We want to do more….

Priority 3: Long waits



• Submitting appropriate and complete safeguarding 
referrals is key to ensuring that vulnerable individuals 
receive the care and support that is needed in an effective 
and efficient manner.

• Improving the quality of our safeguarding referrals will 
ensure that the right information is shared to deliver 
improved outcomes for our patients.

Priority 4: Safeguarding referrals
Why this?



• Regularly review sample of cases to identify improvements 
that can be made to the referrals submitted, and feedback 
shared with individuals – partially achieved

• Develop and implement safeguarding tool to support 
clinicians’ decision making – delayed 

• Develop and implement improvement actions based on the 
referral review findings - ongoing

Priority 4: Safeguarding referrals
What are we doing?



Priority 4 – Safeguarding Referrals
Partially on track to achieve 

Safeguarding Audit Results Latest reported position Target 
Improvement against 

baseline

Appropriateness of referral 100% 100%

Accuracy of referral
Q3 accuracy (short audit)

55%
85%

60%

Audit shows improvement in quality of referrals, with learning being fed 
back in to Statutory and Mandatory Training.
The CWILTED tool is soon to be included to ePCR to aid staff when 
completing referrals.
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We are pleased to note that we are making appropriate safeguarding referrals when we have reviewed cases through audit.We have undertaken deep dive audits on small numbers of cases and in q3 have looked at 200 cases to ensure our basic information and referral’s are going to the correct place. Where issues have been identified this has been addressed.CWILTED is an assessment tool to ensure all key information is considered from a safeguarding perspectiveC – condition (area of the pain / problem)W – witness (who saw the incident)I – incident (description / mechanism of injury)L – location (where it happened) T – timeE – escort (it shouldn’t be assumed that an accompanying adult is a parent / parental responsibilityD – description (has the voice of the child been heard / considered? How are they behaving? Social services involved           



• Enhance the audit process for Safeguarding Referrals, and 
act on findings

• Develop and deliver, in partnership with the Training 
school sessions on Mental Capacity Act and Mental Health 
Act and how it is applied in practice

• Develop a pool of safeguarding champions across the 
organisation

• Develop and implement a model of safeguarding 
supervision for the safeguarding champions

Priority 4: Safeguarding Referrals
We want to do more….



Patient Safety Experience Effectiveness
Sign up to Safety Learning from complaints Clinical Ambulance Quality 

Indicators
Improving recognition of 
sepsis

Longest waits Cardiac arrest

Keeping vulnerable 
children, young people & 
adults safe

End of life care Learning from deaths

Frailty National Audits & 
Confidential Enquiries

Infection prevention & 
control

NICE Guidance & Quality 
Standards

Pressure ulcer prevention Research & Development
Medicines governance

Quality Strategy 2017 - 2020
To care, to see, to learn, to improve  
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Our new Quality Strategy 2017 –2020 is based on improving patient safety, clinical effectiveness and patient experience, wherever possible, recognising we may be treating patients in traumatic circumstances.We have a number of areas we are keen to improve quality for the patients we care for and these are the areas we have focussed work planned over the duration of the strategy.



• Continuing with the work on sepsis, cardiac arrest and 
delays, with a focus on patient who fall have received 
some initial support 

• Other opportunities such as:
- improving mental health pathways
- improving end of life care 
- the frailty agenda i.e. falls, dementia & 

Emergency Health Care Plans  

Quality Priorities 2018/19
Building on what we’ve achieved
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Initial feedback from internal stakeholders has identified a real passion to continue to focus on sepsis, cardiac arrest and delays, though focussing this work on patients who fall. There are other areas such as improving mental health pathways, working with our Mental Health trust colleagues and improving the knowledge and skills of our front line staff in caring for people with mental health needs, including those with mental capacity issues.We can build on our work on end of life care, as we recently won a McMillan bid to have specialist palliative care nurses to join NEAS.We recognise that more work needs to be done generally regarding patient’s who fall, people with dementia and those who have emergency health care plans.    
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