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1.0 Introduction
In September 2017 the Board of Directors approved the Safeguarding Strategy 2017
– 2020 for the Trust. This Annual Report for Safeguarding Children and Adults seeks
to inform the Trust Board of the work undertaken in 2017 – 18 to support the
implementation of year one of the strategy by outlining the safeguarding activities
and progress made during the period 1st April 2017 to 31st March 2018. The report
describes the existing arrangements for safeguarding within the trust, safeguarding
governance and the achievements and challenges encountered during a period of
instability for the Safeguarding team during 2016/17. Finally the report highlights
areas of ongoing work and new challenges, which have informed the Safeguarding
programme for 2018/19.
2.0 Safeguarding Activity
2.1 Safeguarding referrals
Safeguarding activity across the Trust continues to develop in volume and
complexity. Safeguarding concerns are being recognised more frequently across
clinical areas, though there are concerns about the low referral rate from scheduled
care (previously known as Patient Transport Service (PTS) staff.
Chart 1: Volume of safeguarding referrals since 2014/15
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In the year 2017-18, the number of safeguarding referrals has continued to rise.
There were a total of 10,523 adults safeguarding referrals and 2,529 Children’s
safeguarding referrals. This represents a total of 13,052, an 11% rise on the
previous year’s figure of 11,670. To put some context to these figures, this
represents approximately 0.5% of all 999 calls or 0.25% of all 111 calls received by
NEAS. The North of the NEAS footprint continue to make more referrals that the
southern footprint, perhaps explained by the geography.
Chart 2: Safeguarding referrals by Division / Service
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As would be expected the primary areas of referrals come from emergency care and
the Emergency Operations Centre. It is notable that the patient transport service
make very few referrals, this has been highlighted to the Strategic Heads of
Operations in the North and South Division for action within their teams.
When a safeguarding referral is made by a member of NEAS staff a process is in
place by which we inform the relevant Local Authority Safeguarding service in order
that they can respond. This referral process is managed within the Ulysses
Safeguard system, with electronic notification to the Local Authority, or where there
are high level concerns telephone contact will be made. This service is available 24
hour a day, 365 days per year.
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Monitoring of safeguarding activity is undertaken by the Designated Leads for
Safeguarding in each Clinical Commissioning Group (CCG), Table 1 provides a
breakdown of referrals by CCG in 2016/17 and 2017/18.
Table 1: Safeguarding Referrals by CCG

CCG

Number of
CHILD
Referrals
2016/2017

Number
of ADULT
Referrals
2016/2017

Number of
CHILD
Referrals
2017/2018

Number of
ADULT
Referrals
2017/2018

Darlington

70

351

82

326

Durham

522

1611

511

1718

Teesside

497

1645

561

1855

Newcastle

289

908

310

992

North Tyneside

157

810

156

883

Northumberland 204

976

191

975

Sunderland

255

1150

271

1307

Gateshead

180

847

161

1001

South Tyneside

147

774

170

937

Unknown

-

-

108

521

Out of area

-

-

24

23

SUB TOTAL

2321

9072

2528

10523

TOTAL

11393

13039

This indicates a significant rise over the last 12 months as detailed above.
There have been concerns raised about the appropriateness of some referrals from
Local Authority Safeguarding services. Work is ongoing, particularly within the
revised training programme, to ensure that staff embrace a holistic approach to
safeguarding, which encompasses the ‘think family’ agenda and ‘making
safeguarding personal’. As an inherent aspect of safeguarding, trust staff should
consider that there is a child behind every parent and a parent behind every child.
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2.2 Types of referrals
When a safeguarding referral is made it requires the referrer to identify the type of
abuse they believe may be occurring.
For children, neglect is the biggest reason for referrals (48%), followed by self-harm
(14%) and Mental Health (8%) – see chart 3.
For adults, welfare referrals make up a total of 74% of all safeguarding referrals,
which compares to the next highest categories of concern, Mental Health and SelfNeglect which both account for 5% each of the total number of referrals – see chart
4.
Chart 3: Reported Categories of Abuse for Children
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Chart 4: Reported Categories of Abuse for Adults
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It is acknowledged that further work is required to ensure we provide high quality
information within the referral to assist the Local Authority Safeguarding teams to
respond appropriately and proportionately. With the high volume of referrals
regarding welfare / neglect we are working with trust staff to request they clearly
identify whether it a welfare concern (adults) / child in need or a safeguarding
concern. The former is likely to be managed outwith of safeguarding, working with
individuals and families to review and instigate a care package. This would ensure
where genuine safeguarding concerns are raised this will be dealt with as a priority.
The Safeguarding Lead Professionals are currently working with Durham Local
Authority to explore the potential for welfare / child in need concerns to be streamed
and managed appropriately.
The Safeguarding Team are working with key leads in the Emergency Operations
Centre to review the quality of referrals and regular audit work undertaken in 2017 /
18 has supported a review of systems, processes, knowledge and skills, alongside
revising training materials for 2018/19 to promote high quality referrals.
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3.0 Safeguarding Team
3.1 Staffing
The Trust continues to demonstrate strong commitment to safeguarding with the
recruitment of two band 8a Lead Professional posts to lead the team, both of whom
came into post in September 2017, which replaced the two Band 7 posts. A Band 6
Safeguarding Advisor has also been recruited to in December 2017 to support the
team and organisation in fulfilling its statutory responsibilities relating to; Quality
Assurance Audits, Safeguarding Training and the Mental Capacity Act (MCA). The
safeguarding administration function includes a substantive Band 3 Safeguarding
Administrator and Band 4 Safeguarding Officer.
Long term sickness and absence within the Safeguarding team throughout the last
year has been a challenge, however, this has been managed and relevant support
measures put into place to maintain service provision and to enable service
development and innovation.
3.2 Supervision
Both named safeguarding leads participate in regular supervision with the
designated nurses from Durham and Darlington (lead CCG) as well as regular one to
ones with the Deputy Director of Quality & Safety (Lead Nurse).
3.3 Table 2: Key achievements of the team
Developing Training and Education


Designed training packages for Mental Health Awareness, Dementia
Awareness, Mental capacity Act and DoLS.



Delivered Mental Capacity Act basic training to new frontline staff.



Arranged ‘Dealing with Difficult Cases’ training with Ben Troke, Browne
Jacobsen LLP and developed bespoke Mental Capacity Act and Mental
Health Act Interface sessions with Clinical Care Managers.



Completed an audit of Mental Capacity Assessment forms (NEAS 084) and
created a new NEAS 084 for consultation with a view to rolling out to
frontline crews.
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Attendance at training to ensure ongoing compliance in terms of safe
recruitment processes, training and policies and managing safeguarding
allegations against staff.



Safeguarding Named Lead for Children has attended level 4 and 5
safeguarding conferences and training.



Appointment of Band 6 adults safeguarding advisor with a focus on training
and audit.



Complete revision of safeguarding children’s and adults training programme
to meet the competency requirements of the intercollegiate document over
a three year period including the addition of local examples.



Domestic Abuse training has been delivered by the Safeguarding team to
the Occupational Health team in 2017.

Engaging Others with Safeguarding


Contributed to the preparation for the forthcoming CQC ‘well lead’
Inspection.



Collaborated with Human Resources on several Allegations against Staff
investigations and in revising the Allegations against Staff Policy.



Contributed to the Safeguarding elements of the 111 Project bid.



Development work with Local Authorities around the quality of referrals and
referral route mapping.



Progressed with CP-IS to the point where we now are waiting to hear from
NHSD and NHSE regarding next steps.



Change to the safeguarding referral requiring referrer to indicate level of
concern following consultation with colleagues in the local authority.



Supported clinical and HR colleagues with a disciplinary hearing.



Now part of the National Ambulance Safeguarding Group.

Achievements working with the Operations Directorate



Led on compliance with national PREVENT Training Targets and
Performance reporting.
Every call handling team now has a safeguarding champion trained to level
3, and team leaders are also trained to level 3
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Article included in the Pulse to ’meet the team’ including training links to
online nationally recognised Child Sexual Exploitation (CSE) training.



CWILTED mnemonic now incorporated into the ePCR and further
development on this once Cleric is able to continue with the projects of their
predecessor. This will enable and support practitioners to fully explore the
factors surrounding their contact with the patient, including the voice of the
child.



Identified the need to reduce the frequent caller’s threshold for children and
worked with the frequent caller’s team / special patient notes team to
implement this.



Intranet updated with relevant safeguarding information for ease of access.



Patient Care Updates (PCU) sent to relevant staff regarding safeguarding
acronyms and changes to making safeguarding referrals.

3.4 Key challenges
Challenges / Risks








The need to get the new electronic safeguarding referral process up and
running – this has been delayed due to a change in the provider of the ePCR.
This is now being delivered by Cleric in although there is still no identified
timescale for this.
There have been some challenges regarding the child death process in
Gateshead, South Tyneside and Sunderland which have resulted in NEAS not
being invited to various child death meetings and more recently two Rapid
Response meetings. This means that information from the start of the
patients’ journey is missing. The background to this is that the child death
process will be changing (as discussed in the section on legislative changes)
and there is a temporary coordinator in place until certainty about the coming
changes. There has been a recent meeting with South of Tyne and we are
awaiting an update from this.
The quality and appropriateness of safeguarding referrals need to be
improved, primarily from EOC; where they do not contain adequate and
appropriate information there is a risk that children’s social care do not have
enough information to act on and/or the child having a record created when
there is no safeguarding risk. This is a piece of work requiring dedicated time
and support from the Named Lead Professionals for Safeguarding.
Whilst the banding of the named professionals has been uplifted in line with
other NHS Trusts from a 7 to 8a there is limited hierarchical structure for
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delegation which creates high work pressures within the team as they hold
responsibility for strategic and operational activity across a wide footprint. This
means that work is being constantly prioritised and re prioritised and
completion of any project is challenging to follow up or to maintain
momentum.
3.4 Feedback from CCG Designated Safeguarding Leads re Children and
Adults
In order to gain an external independent view of how well NEAS Safeguarding Team
have performed over the last year we asked for feedback from CCG Named Leads
for Safeguarding Children and Safeguarding Adults. This identified key themes which
were:
3.4.1 What we have done well:
A recurrent theme in the feedback is about improved communication and
increased confidence in the NEAS Safeguarding Team. Improvements to
Quality Dashboards and in training on key areas such as PREVENT, MCA
and the Voice of the Child have been noted.
3.4.2 Areas for Improvement:
A common theme was around the quality of information included in
Safeguarding referrals, especially around Welfare Concerns/Early Help
referrals. A wish to see more partnership working was also highlighted as
work in progress.
Feedback has been provided in full in Appendix 1.

4. Work plan evaluation: 2017/18
An extremely ambitious safeguarding work plan was developed by the interim Heads
of Safeguarding for 2017/18 and this was aligned with other plans which had been
developed in 2016/17. Whilst progress has been made in many areas throughout
2017/18 there have been a number of actions which have not been fully achieved,
some of which due to external factors outside the Trust. An update is provided as
follows:


Detailed work plan including the actions from the section 11 audit, Quality
Assurance Framework for Adults and the Not Seen, Not Heard CQC
document has been developed and will form the basis of the development
work for the safeguarding team within the forthcoming financial year. Achieved
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Work closely with NHS-Digital with a view to NEAS becoming a pilot site for
CP-IS implementation within an ambulance service. – Close working
achieved, NWAS already implemented as pilot site.
Allegations against staff training has been arranged between the Gateshead
Local Authority Designated Officer (LADO) and the HR team to increase
awareness of the interagency information sharing process. - Achieved
A further additional level 3 safeguarding training update will be provided to all
111 clinicians within the current financial year, which is above minimum
national requirements.- Achieved
Development of a Chaperone Policy in light of recommendations from the
Goddard and Bradbury Inquiries.-Awaiting ratification
Implementation of a robust safeguarding audit programme. – continuing
2018/19

Review of actions from annual plan not fully achieved.
Both safeguarding adults and children’s named lead professionals commenced
September 2017 and arrived at a time of considerable change and flux within the
safeguarding team. Both leads have had to find their feet within the organisation
whilst developing the team and meeting legislative requirements, the plan for 17/18
was optimistic given the fragility of the team due to staff changes and sickness
however much of what was set out to be achieved has been . For those actions not
fully achieved there has still been significant pieces of work instigated as discussed
below.




Health services prioritise meeting the needs of children through early
intervention, RAG rated as amber. Following meeting with Durham multi
agency safeguarding hub (MASH) it was agreed to incorporate into the
referral whether it is a safeguarding referral or a referral for early help (welfare
in the case of adults) and this has been implemented with all local authorities
and is now required of all staff submitting a referral. Whilst it is acknowledged
that a more specific referral pathway to services other than only children’s
services would be preferable this would be a significant project and one that
we can tackle if resources are available.
All areas have compatible electronic systems that are able to reliably
flag concerns and share information about vulnerable children and
families across sites and agencies. In unscheduled care services, this
should include implementing the Child Protection – Information Sharing
(CP-IS) project. RAG rated as amber. I have coordinated a meeting between
NHS Digital, NHS England and key personnel within NEAS as well as
submitting an IT change request for the necessary changes to be made to
Cleric. Until we get the go ahead from NHSD and NHSE we have done all that
can be done for the time being.
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NEAS currently commission services from St Johns Ambulance and the
Red Cross therefore clarity is required whether these organisations are
compliant with s11. The section 11 audit is due 2019 and this will be
incorporated into that then.
There is an effective complaints policy in place across the organisation
however the procedures need to be reviewed to ensure that they are
suitable for use by children/young people when appropriate. This is RAG
rated as amber and was delayed whist waiting for patient experience manager
to be in post. An initial meeting has occurred and a further meeting to include
the lead for equality and diversity is in place to this will be continued in 18/19.
Safeguarding Children Policy will be amended to include explicit
sections on e- safety and missing children. This is to be incorporated into
the policy review 2019.
Ensure that the Safer Triage system reflects the needs and requirements
in relation to safeguarding in order to better support individual
practitioners. This will be completed once the new owners of the software
company are able to incorporate it, the safeguarding leads will maintain
contact with them regarding a timeline.
Develop a consistent approach to receiving MARAC and MAPPA
information from all police force areas (Northumbria, Durham and
Cleveland Constabularies) to ensure the electronic flagging system
within NEAS is as robust as possible. This is currently being worked on.

5.0 Safeguarding Children update
5.1 Legislative and statutory guidance changes
The Wood Review
Alan Wood’s review of the role and functions of Local Safeguarding Children Boards
(LSCBs), published in May 2016, found widespread agreement that the current
system of local multi-agency child safeguarding arrangements needed to change. He
proposed a new model that would ensure collective accountability across local
authorities, the police and health. He also recommended a new system of local and
national reviews, to replace serious case reviews; and new arrangements for child
death reviews.
The review’s key recommendations are now included in the Children and Social
Work Act 2017.
Working Together to Safeguard Children
As a result of the above act a consultation was held Oct – Dec 2017 regarding
proposed changes to the current statutory guidance ‘Working Together to Safeguard
Children’ and the revised document is due for publication in June/July 2018. The key
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areas will be that the Secretary of State will establish a National Child Safeguarding
Practice Review Panel and the previous (current) model of local safeguarding
children boards (LSCBs) will be replaced. Under the new provisions, safeguarding
partners for a local authority area are named as the local authority, clinical
commissioning group and police, it is likely that health i.e. CCGs will be the lead
partner. In addition to this, arrangements for monitoring and reviewing child deaths
will change including creating a larger footprint so that each CDOP (child death
overview panel) reviews a minimum of 60 child deaths each year as well as reporting
to a national panel. The impact of this on NEAS is not yet clear but may mean less
CDOP panels within our footprint but due to numbers of case discussions possibly
longer or more frequent meetings. The updated Child Death Review Statutory
Guidance is due for publication July / August 2018.
Intercollegiate Document for roles and responsibilities.
This is also currently out for consultation and the National Ambulance Safeguarding
Group has submitted a joint response; the updated document is due to be published
July / August 2018 and is likely to identify that safeguarding children learning is a
continuum and that minimum levels are suggested but as staff progress through
roles and responsibilities so should their learning.

5.2 Serious Case Reviews (SCR)
Serious case Reviews are held for every case where abuse is known or suspected
and either:



A child dies; or
a child is seriously harmed and there are concerns about how organisations
or professionals worked together to safeguard the child.

Table 3: Serious Case Review by CCG area
CCG

Number

Comments

Darlington

1

Due for publication

Durham

4

In progress

TOTAL

5

20% increase

This table represents only those SCRs where NEAS is inputting to the review and
does not reflect the total number being conducted by the various LSCBs.
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There are five SCRs that have been initiated in 2017/18. Darlington is due to be
published and is referred to as Child C. NEAS had attended this child and made a
referral into children’s social care.
The remaining four are being completed in a shortened format by integrating all
agencies chronologies and are in early process. There are no obvious omissions
from NEAS.
No specific learning been identified for NEAS however it was acknowledged that in
relation to Child C (due for publication) we acted in a timely and appropriate way
including referral to children’s services. In addition to this we had already identified
the need to hear and record the voice of the child and to continue to pursue the
implementation of CP-IS.

5.3 Child Deaths
When a child death occurs the child death coordinator for the area in which the child
died initiates a rapid response meeting of all relevant organisations and
professionals involved within 24 hours of the child’s death (or next working day) to
consider any immediate lessons that can be learnt or actions that need to be taken
to ensure the safety of other children. Agencies may have actions to take from this
meeting including sourcing additional information. Following the collation of all
information including post mortem results there will be a local case discussion and at
this meeting professionals present completed Form C which summarises the case
and includes consideration of any factors that were modifiable in the death. This form
C is then presented at Child Death Overview Panel in an anonymised format – see
below for CDOP processes.
The Child Death Overview Panel (CDOP) meetings discuss all child deaths that
occur in the area where the child is usually resident and if appropriate deaths in the
area where the child is not usually resident in order to learn lessons for the
prevention of future child deaths. All cases reviewed are anonymised and the
meetings are attended by senior professionals across agencies; the purpose of the
panel is to provide scrutiny that due process has been followed and that where
modifiable factors have been identified that these are shared. CDOPs are required to
report specified data on child death review to the Department of Health and once
operational, they will submit data directly to the National Child Mortality Database.
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Table 4: Child deaths by CCG area
CCG

Number
of
Deaths

Rapid
Response
Meetings

Local Case
Discussions

Darlington

1

Durham

14

Meeting per
incident.

Teesside

15

Newcastle

8

North
Tyneside

4

Meeting per
1
incident
Attended by
Named Lead 1
for
Safeguarding 1
Children.

Northumberla
nd

4

Sunderland

3

Gateshead

3

South
Tyneside

3

TOTAL

55

Attended by
CCM or
Named Lead
for
Safeguarding
if no crew
available

CDOP
Groups

Completion
of form C
required.

Child Death
Overview
Panel
Meeting
approx.
quarterly per
CDOP.
Attended by
Named Lead
for
Safeguarding
Children.

1

2017-18 child deaths are counted by deaths where NEAS have attended and
therefore have something to contribute to the child death process as last year’s
figures were totals for all CCGs but gave an inaccurate overview of NEAS input into
individual meetings,

6.0 Safeguarding Adults Update
6.1 The Prevent Strategy
The Counter-Terrorism and Security Act 2015 contains a duty on specified
authorities to have due regard to the need to prevent people from being drawn into
terrorism. This is also known as the Prevent duty.
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In March 2015, Parliament approved guidance issued under section 29 of the act
about how specified authorities are to comply with the Prevent duty. Specified
authorities must have regard to this guidance when complying with the Prevent duty.
The NHS is a key partner in delivering the Prevent strategy across all health care
areas. The strategy promotes collaboration and co-operation among the public
sector to ensure individuals are diverted away from a ‘pre-criminal space’ – before
any crime is committed.
The Safeguarding Lead for Adults is the Prevent Lead in the Trust and radicalisation
has been added into the Trust’s Safeguarding policy. Awareness of this issue
continues to be raised via an NHS England approved E-Learning Package delivered
as part of the Trust Mandatory Training programme and via Corporate Induction.
In December, 2017, NEAS joined the list of NHS Trusts that were required to make
quarterly returns around its’ PREVENT training and referral processes to NHS
England, originally via UNIFY 2 and now via NHS Digital platforms. This standard
reporting requires NEAS to evidence that a minimum of 85% of frontline staff receive
Level 3 PREVENT training and 85% of all staff receive at least Level one Basic
Prevent Awareness Training by the end of March 2017. NEAS exceeded these
targets by achieving 92% for Level 3 and 91% for Level 1 respectively.
NEAS Named Lead for Safeguarding Adults has also attended two regional Silver
Contest Panels and two regional PREVENT forums as well as attending the NHS
England PREVENT conference in Harrogate in December 2017.
6.2 Mental Capacity Act 2005
The Mental Capacity Act 2005 [The Act] was implemented in 2008. It introduced a
framework for assessing mental capacity and making best interest decisions for
those unable to make their own decisions around care and treatment or finance and
property decisions. The Act applies to everyone in England and Wales who is over
16 years of age. The Act also created several mechanisms for delegated decision
making and advance decision making which apply to those over 18 years of age.
Scotland has its’ own Adults with Incapacity Act 2000, which provides a similar
framework for decision-making.
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6.2.1 Mental Capacity Training and Audit:
Basic Mental Capacity Awareness training was delivered as part of Statutory and
Mandatory training for all frontline staff throughout 2016-17. From 2017-18, all new
frontline staff receive this training. In addition, there has been an additional half day
session for Clinical Care Managers to ensure where crews were involved in complex
cases, they could seek advice from their line managers, who have been trained to a
higher level. There is a plan to further role out these sessions in 2018.
Where expert external training was commissioned from Browne Jacobson Solicitors,
the focus was changed to explore difficult cases, such as when patients refuse
treatment for an overdose, self-neglect or DNACPR issues arise. This course will
give a legal perspective of the interface issues between the Act and The Mental
Health Act 1983. Winter pressures and staff shortages meant this training had to be
delayed until May 2018.
In March 2018, the Safeguarding Adults Advisor carried out an Audit of Mental
Capacity Assessment forms. A 10% sample was chosen over a three month period
(approximately 90 per month from an average of 900 forms per month). Whilst the
numbers of completed forms was some evidence of the effectiveness of basic
awareness training, it also highlighted a need to improve the quality of mental
capacity assessment and identified a need to improve the current NEAS 84 Mental
Capacity Assessment form. New forms have been developed and will be rolled out
in 2018 via a series of workshops, written practical guides and bespoke question and
answer sessions.
6.3 Deprivation of Liberty Safeguards 2009 (DoLS)
DoLS was a framework created to ensure that anyone deprived of their liberty in a
hospital or care home, had independent scrutiny of the restrictions in their care, to
ensure they were the least restrictive way of meeting the person’s needs in a safe
environment and that such arrangements were in their best interest. The Safeguards
only apply to those over 18 who lack the mental capacity to consent to their care and
accommodation and do not authorise treatment.
Though DoLS was introduced in 2009, it was possible for the Court of Protection to
authorise a deprivation under the Mental Capacity Act. In 2014, a landmark ruling in
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the Supreme Court, often referred to as the ‘Cheshire West’ case, attempted to
address the uncertainty of who was deprived of their liberty. This case established
the so called ‘acid test’, which comprised of the following;
1. The person must lack the mental capacity to consent to their care and
accommodation.
2. The person must be under continuous supervision and control of staff.
3. The person must not be free to leave and live elsewhere.
As NEAS is not a registered care home or hospital, it can never be the Managing
Authority to make a Stand Authorisation request under DoLS. It is also highly
unlikely that NEAS will be depriving a patient for a ‘not negligible period of time’
whilst conveying a patient to hospital, hence and application to the Court of
Protection would only be needed in highly exceptional circumstances.
The impact of ‘Cheshire West’ was that the numbers of those who met the definition
of deprived of their liberty rose dramatically. The changes introduced by the Police
and Crime Act, implemented in 2017, meant that those who died subject to a
Standard Authorisation or Court Authorisation, are no longer considered to be ‘in
state detention’ and as such, do not automatically need an inquest with a jury and
potential post mortem, required of other such deaths in state detention. NEAS has
gained agreement with all three local Police Forces on the reporting of a death of
those subject to a Standard Authorisation.

6.4 Domestic Homicide Reports / Safeguarding Adults Reviews
During the financial year 2017-2018, the Safeguarding Team has provided
Chronologies and Individual Management Reports for the following Domestic
Homicide Reviews (DHRs) and Safeguarding Adults Reviews (SAR’s), as well as
attending the relevant meetings around these multi-agency investigations;
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Table 5: DHR/SARs by Local Authority Area.
Area

SAR/DHR

Name

Northumberland

DHR

SARAH

Sunderland

DHRs

3&4

North Tyneside

DHR

5

Northumberland

SAR

Adult P

Chart 5: Serious Adults Review / Domestic Homicide Review by Local Authority

SAR/DHR by Local Authority
Northumberland
SAR
20%
Norhtumberland
DHR
20%

Sunderland DHRs
40%

North Tyneside
DHR
20%

Key Lessons learned from these enquiries were used to inform key changes to the
Safeguarding Training. For example, where training would include Domestic
Violence, we now highlight the significance when identifying potential perpetrators of
Domestic Violence, we should be mindful that this can include children over 16 years
old, from the DHR ‘Sarah’, who was killed by her 16 year old son. Also, we explore
Domestic Violence and Abuse in same-sex relationship, such as was a key factor in
DHR 5.
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7. Safeguarding Allegations against Staff
During 2017/18 there have been eight safeguarding allegations against staff that the
safeguarding team are aware of, seven of these have been in respect of children and
one in relation to vulnerable adults. Of the ones regarding children five were
investigated, managed and closed retaining the staff at NEAS, one staff member
was dismissed and the remaining case remains open, there has been a risk
assessment and the staff member remains at work and the case is likely to be closed
by the Local Authority Designated Officer (LADO) in due course. The LADO
coordinates the information from all agencies in relation to safeguarding allegations
and also offers support and guidance to organisations. There is also one ongoing
allegation regarding vulnerable adults, the staff member has resigned although the
investigation and disciplinary process are continuing.
The Named Safeguarding professionals have also been asked to support with a
number of other staff allegations that are not of a safeguarding child or vulnerable
adult’s nature.
8. Policies
In light of the Goddard Inquiry (December 2016) and the investigation into the
actions of Myles Bradbury at Addenbrooke’s hospital, the Chaperone policy has now
been written, disseminated for comments and is due to go to the Quality Committee
for ratification.
The Safeguarding Allegations against staff policy is being reviewed in line with NHS
England’s policy to ensure robust processes are in place and is now currently in draft
form. The process of developing this has already improved the coordination and
management of this between relevant personnel and business units.
Other polices are currently up to date and due for review in 2019.
9. Training
We have a safeguarding training programme which is in line with the intercollegiate
document guidelines.
Overall safeguarding training compliance for both adults and children is at 89.25%
and this represents a 7% reduction from the previous year. There are three notable
areas that have influenced this and the plan for 2017/18 is to have the safeguarding
named leads copied in to monthly training figures by directorate and to monitor this
closely throughout the year to support all managers in all directorates’ areas to be
compliant.
The Safeguarding Children and Young People roles and competencies
intercollegiate document is in its final stages of consultation and NEAS are
supporting the National Ambulance Safeguarding Group (NASG) recommendations
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in relation to wording to reflect levels and responsibilities of the different ambulance
staff and paramedics.
See Appendix 3 for details of training compliance by directorate and required
learning levels.
10. Audit Programme
The 2017/18 Safeguarding audit programme was developed and delivered around
the quality of referral information. (Appendix 4). This was one of the Trust’s Quality
Priorities for 2017/18 to improve the appropriateness and quality of safeguarding
referrals. There were two types of safeguarding referral audit, one was a high level
audit looking at essential information included in the referral in order for the relevant
safeguarding local authority to progress with organising a safeguarding strategy
meeting, if this was indicated. The other being a ‘deep dive’ audit looking critically at
the information provided within the whole safeguarding referral. The results of the
audits are identified that all safeguarding referrals audited were appropriate below:

Safeguarding Audit results

Appropriateness of referral
Accuracy of referral

Latest
reported
position

Target
Improveme
nt baseline

100%

100%

Q2 - 55%

60%

Q3 - 85%

80%

Deep dive
High level audit

Q4 - 87%

The findings of the audits have been acted upon, ranging from individual feedback to
reviewing referral processes and procedures. We also developed a bespoke
safeguarding training programme for our call handling team to ensure they are aware
of their key role in recognising potential safeguarding issues as part of their clinical
assessment process.
The Safeguarding Team had an additional part-time resource for several months to
support the audit programme measuring the quality of referrals and assisting in the
delivery of the Safeguarding Training Programme
The Safeguarding team would like to thank them for their contribution to audit and
training, the latter, being particularly well evaluated.
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A new audit programme has been developed for 2018-2019 and is included in
Appendix 5.
11. Governance
The Executive Lead for Safeguarding is Joanne Baxter, Director of Quality and
Safety (Executive Nurse) and the Non-Executive Director Lead is Helen Suddes.
Both Named Safeguarding Leads are active with both the safeguarding operational
and strategic meetings within the trust and quarterly reports are produced for
scrutiny and assurance at both meetings.
The Strategic Safeguarding meeting is on a quarterly basis and is chaired by the
Director of Quality and Safety. In addition to the Trust Safeguarding Leads, it is
attended by the Deputy Director of Quality and Safety and the Designated Nurses
from all relevant CCGs.
The Safeguarding Operational Group meets bimonthly with representation from key
stakeholders across the trust and by our third party providers.
The Trust is also represented at the external Strategic Safeguarding Group which
has Directors of Nursing from the North of the patch meeting to explore current
issues, share best practice and challenges.
Both Named Safeguarding Leads have become members of the National Ambulance
Safeguarding Group and it is anticipated that attendance at these meetings will
commence from September 2018.
Diagram 1: Governance Structure:
Trust Board
Chaired by non-exec director

Quality Committee
Chaired by non-exec director

Strategic Safeguarding Meeting
Meets quarterly, attended by CCGs
Chaired by Joanne Baxter Director
of Quality and Safety
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Safeguarding Operational Group
Internal bi-monthly meeting
Chaired by Debra Stephen Deputy
Director of Quality and Safety.

12. Interagency Working
Working across 11 Clinical Commissioning Groups, 12 Local Safeguarding
Children’s Boards, 9 Local Safeguarding Adults Boards and the 12 Local Authorities
for each children and adults social services departments as well as liaising with
Named Nurses from all the other NHS Trusts within our patch is a considerable
piece of work due to the high level of appropriate and legitimate information
exchange required between partners.
In order to ensure NEAS is seen as a partner across all of those agencies and
Boards we have a Memorandum of Understanding in place.

Memorandum of Understanding
As a result of linking with the large number of Clinical Commissioning Groups, Local
Safeguarding Children Boards (LSCBs) and Safeguarding Adult Boards (SABs) it
was therefore agreed between NEAS and the CCGs that the Designated
Professionals would act as the conduit between the Safeguarding Boards and the
NEAS.
The safeguarding boards all meet separately on at least a quarterly basis and it is
not be possible for the safeguarding team to attend all of these on a consistent basis.
This agreement was initially implemented in November 2013 and the MOU was
reviewed in July 2016, with all CCGs signing up to this. As part of this agreement
NEAS are expected to receive the minutes from these meetings, however results
from a recent audit indicate that other than 3 CCGs this rarely happens. This will be
reviewed at the Strategic Safeguarding meeting in August 2018 and agreement
sought as to the most efficient route for updates.
13. The NEAS ‘Golden Thread’ of Safeguarding
Safeguarding is everyone’s business. In order to demonstrate this we have a
number of examples in Appendix 2 which have been gathered from a range of staff
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across the organisation. This demonstrates how departments work together to help
ensure the rights and safety of patients is at the forefront of what we do as a Trust.
14. Priorities for April 2018 – March 2019
We want to continually improve our approach to safeguarding across the
organisation and recognise the growing complexity and volume of work we
undertake to keep patients safe. We are aware that our Safeguarding Team provide
specialist support to staff at all levels across the organisation and externally and are
constrained in being able to progress with developing our service in line with other
trusts due to the resources available within the team.
Our 2018 – 19 plan can be found in Appendix 3.
15. Conclusion
This report outlines the activity and progress made in safeguarding children and
adults across our regional service in 2017 – 18, which is underpinned by the
Safeguarding Strategy which was updated and approved by the Board in September
2017.
The number of safeguarding referrals continues to increase year on year which is in
part due to the confidence of staff recognising needs through internal training; there
does however have to be more work in relation to the quality and content of these as
safeguarding becomes increasingly complex.
The Safeguarding Team has been strengthened with the appointment of two new
named safeguarding leads in September 2017, and whilst it has been a challenging
time great progress has been made and a lot has been achieved.
A strong foundation has been established for continuing to strengthen safeguarding
within the Trust and we have outlined our plans for audit and service developments
for 2018 – 19.
There are growing challenges faced day to day in meeting our legislative, external
stakeholder and internal requirements due to the regional footprint of our service and
the number of local authorities and CCG’s we work with. This will be reviewed over
the coming year.
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Appendix 1: Feedback from CCG Designated Safeguarding Leads re Children
and Adults
In order to gain an external, independent view on how well NEAS Safeguarding
Team have performed over the last year, we contacted CCG Named Leads for
Safeguarding Children and Safeguarding Adults. Of those who responded, replies
have been recorded below in terms of what we have done well and what they see as
the key challenges for further improvement.
What we have done well:
Named Lead

CCG

Adults/

Comments

Children
Howard

Newcastle/

Stanley

Gateshead

Trina Holcroft

Hartlepool

Adults

‘…, worth noting the huge achievement
in terms of Prevent Training’.

Children

‘I feel the safeguarding meetings are

and

becoming more established (and more

Stockton

robust training) and having you and
Karen in post (both for children and
adults) helps us to have that contact for
each speciality appreciating there will be
overlap sometimes. I am also pleased
you are going to ask the data people to
look at separating the Teesside data so
we can drill down to our localities which
will be useful. Having regular sight of the
dashboard is very useful’.

Gordon
Bentley

South Tees Adults

‘I think there is a more transparent and
open dialogue between NEAS and the
CCG’s with clear reporting lines for
Adults and Children’s safeguarding
issues/concerns. There has been work
done around improving training levels

27 | P a g e

and understanding of safeguarding with
the crews’
Heather

North

McFarlane

Durham

Children

‘With the safeguarding Team in the
structure of NEAS it has allowed more
focused work to improve outcomes for
safeguarding Children. Additionally it has
provided opportunities for NEAS to be
involved in a more collaborative joined up
approach with health partners in the
multi-agency safeguarding settings.
The safeguarding team have contributed
significant information to SCR and LLR
in both Durham and Darlington.’

Margaret

Northum-

Children

‘It’s been useful to receive quarterly

Tench

berland

Adults

assurance which is shared and

& Fiona Kane

discussed at the CCG’s internal
safeguarding meeting.
Fiona Kane attends the safeguarding
committee on behalf of the CCG and she
feels it is collaborative and open to
challenge. She reports the achievement
regarding Prevent training is excellent.

Sue Nuttall

North

Adults



Durham

‘Closer working relationship, better
awareness of what’s going on
around activity



Improved dashboard, but more
narrative required



Improvement in Prevent training
figs’

Tracey Doran

North
Durham

Adults

‘From my point of view it’s very useful to
have a direct link, someone we know,
who can guide us in the right direction
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when we need to make enquiries etc. as
in the past we were unsure who to
contact regarding safeguarding related
issues, as such a large organisation’.
Sharon

South

Thompson

Tyneside

Adults

‘An area that I notice is improved
communications and engagement with
the CCG - with and from neas on
safeguarding adult issues. Partnership
working is enhanced by the open
engagement’.

Judith

Newcastle

Corrigan

Gateshead

Children

‘Last year’s work plan was modelled on
the audit NEAS completed relating to the
CQC report Not Seen Not Heard. I think
that this was very positive and
strengthened focus on the client’s voice
and expectations.
I think that this work has continued since
you both came into post.’

Richard Scott

Sunderland Adults

‘The Strategic Safeguarding meetings
are developing a more focussed agenda
and provide a useful forum to share
information with NEAS about local
SSAB. Would also like to acknowledge
the work completed by the new leads in
relation to training particularly in relation
to MCA and Prevent. The Appointment
of new leads has meant that NEAS is
now engaged at key safeguarding forums
and can be seen to be taking key areas
of work forward. Positive steps to
engage with partners in relation to
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systems mapping is welcome particularly
as the approach is person centred and
taken forward with a positive can do
attitude.’

Areas for Improvement:
Named Lead

CCG

Adults

Comments

or
Children
Howard

Newcastle/

Stanley

Gateshead

Adults

‘I think there is a rapid increase in
DHR/SAR which makes you very thinly
spread. I think capturing the volume of
cases and the volume of work required
is very important’.

Trina Holcroft

Hartlepool

Children

‘We are also going to commence

and

telephone calls with yourselves and

Stockton

our SGA and SGC team which will be
good. For future progress, to maintain
those lines of communication’.

Gordon Bentley South Tees Adults

‘…however there is still some work to
do on the level of detail at times on the
safeguarding adult concerns sent to
the LA’s’.

Margaret

Northu-

Children

‘In light of priorities such as sexual

Tench

mberland

Adults

exploitation and modern slavery, it

& Fiona Kane

would be useful to have a picture of
vulnerable people to whom an
ambulance is called but decline
hospital attendance eg how do they
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present? Is it because of injuries,
substance misuse etc’.
.
Sue Nuttall

North

Adults

Durham

Improved updates around SARS
How to work more closely across the
region, greater connectively regionally

Sharon

South

Thompson

Tyneside

Adults

‘An area to prioritise would be welfare
concern notifications to the LA and
working with the LA to enhance clarity
on a safeguarding concern or a welfare
issue’.

Richard Scott

Sunderland Adults

‘The work on systems mapping and
working with crews to facilitate direct
referral should continue and this will
improve the quality of referral, making
safeguarding personal and the
appropriateness of response/risk
management by Local Authorities.’
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Appendix 2: The Golden Thread of Safeguarding
Feedback from a number of teams across NEAS to demonstrate Safeguarding
is everyone’s business
Alan Gallagher, Head of Risk
The work of the Risk and Regulatory Services Department supports the
safeguarding agenda in a number of respects, for example;
Creation of training for our Emergency Operations Centre Call Handlers and
Dispatch staff, specifically (THRIVE) Threat Harm Risk Investigation Vulnerability
Engagement which is a process used by Police colleagues in their control rooms.
This has provided another aspect to our telephone triage process and picks up
specific vulnerability’s.
Other aspects of the collaboration work relates to the Safe Haven vehicles in
Newcastle City Centre which operates during weekend night time economy and
other peak times such as bank holidays. This service provides valuable support for
people who may have either a physical and/or welfare need. The facilities are joint
operated between the Trust and Northumbria Police linking in with other partners.
The department manages the Coroners cases involving the Trust with some of these
involving Safeguarding issues. In all cases we work in partnership with our
Safeguarding Department and other relevant parties. The main focus being learning
and helping the Coroner ensure the families are placed at the centre of the process,
this is supported by the Trusts approach to the Duty of Candour. In serious cases
involving issues on behalf of the Trust we appoint a dedicated Family Liaison Officer.
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Overall the work of the Risk and Regulatory Services Department spans many
functions, such as Patient Experience, Health and Safety, Coroners and Claims, and
Security Management. These specialist areas often overlap with the Safeguarding
Department supporting their essential work.

Gayle Fidler, Frequent Caller/SPN Team Manager
The Frequent Caller and SPN team have close links with the Safeguarding
department and often work together in the management of cases. Special Patient
notes is the flagging of patients who are either at risk or may be a risk. This includes
safeguarding alerts, MAPPA and Marac alerts, which are entered onto the control
cleric system by the SPN team. The Safeguarding team have contributed towards
the development of the new SPN policy.
The management of frequent callers often requires close working relationships with
the Safeguarding team. Children under the age of 18 who are identified as a
Frequent Caller to either 999 or 111 will be discussed with the Safeguarding lead if
any concerns are raised following discussion with the patients GP, the same process
is also followed for adults. The safeguarding team are always available to offer
advice and support in the management of frequent callers. The team have
contributed and supported during the development of the Frequent Caller
management process trial that is currently underway.

Adam Henderson, Patient Safety Manager
There has and always will be a close link between safeguarding and Patient Safety
within NEAS. Some Serious Incidents have, at the heart of them, a vulnerable
person and it is vital that they are identified and protected. Often, the Safeguarding
team need to be involved from the beginning and throughout the Serious Incident
investigation.
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In recent cases the Safeguarding team have been involved from reporting the
incident and offer sound advice at the beginning and throughout. Some cases are
raised by the Safeguarding team which then are heard at Clinical Review due to a
possible error or learning possibility for the Trust. If the incident meets the Serious
Incident criteria, it is reported as such and the investigation begins. Safeguarding are
included in all following Root Cause Analysis meetings and provide their invaluable
input in the report completion.

Paul Smith, Clinical Care Manager
Firstly thanks for all your support you have given the CCMs this past year including
the bespoke one day training you delivered and the one day training from the
solicitor you organised too. This was regarded as the best advice on mental health
act and mental capacity act we had ever been taught.
I really don’t fully understand what the safeguarding team do within the organisation
or what they do for operational staff so I find it hard to comment on anything else
except from what you have told me we need many more people like you to bring
NEAS up to speed on mental health matters and keep our patients safe.
We as a trust, especially operational staff need much more training to be able to
safely manage patients with mental health in the community. It is bad enough getting
advice and assistance during the day however, during the OOH periods we have
nobody to assist and advise us.
As CCMs we give clinical advice to staff on a daily basis and I feel we should have
superior knowledge to road staff to allow us to give the correct advice to safely
manage patients without the need to take them to the ED which is completely the
wrong place unless they have physical issues too. As I discussed with you last week,
as the amount of mental health call increase, I feel we should have staff from a
mental health background out around the divisions to support staff on scene with
complex cases. This would free up crews on scene from long downtimes and get the
patient the correct care quicker and safer.
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I think the logistics desk are part of your team. This was one of the best ideas NEAS
has had in recent years and they have become a victim of their own success, hence
the long delays in getting an answer from them. If this was extended to meet
demand downtime for crews would improve. If they take the desk away and rely on
crews to make referrals I am positive many staff would fall back to the old ways and
referrals would be missed. If they did do a referral this would definitely increase
downtime considerable as many staff are slow at typing and surely not be as slick as
those in EOC with the documentation.

Ruth Jackson, Contact Centre Investigation Officer
I currently hold the position of Complaints Investigations Officer and work on a small
team within NEAS HQ.
As part of the services provided by the team, Investigation reports are completed for
Safeguarding for cases that involve both children and vulnerable adults.
The investigation report cover from the moment a call is received in control for both
111 and 999, and end when a patient has been handed over to the safest and most
appropriate service.
When completing a report, the first information provided is a detailed timeline. The
time line starts when a call is received and will cover significant details of the call
content, such as the time the call was received, the triage conducted and the time
the call was prioritised, ensuring the level of care provided is correct for the patient.
When a triage results in Health Care professional contact required, the systems are
checked to ensure the patient details were passed to the most appropriate source of
care and that appointments etc. are booked correctly. If the outcome of a triage
results in an ambulance disposition, then the investigation will check the resources
assigned to the patient are appropriate for the patient’s requirement, are assignment
in an appropriate timeframe, and where delays are identified, ensure there were no
missed opportunities to have a resource with the patient earlier.
Once the detailed timeline is completed the report will then deliver a description of
the events for the patient’s interactions with NEAS. At this time a resource status
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report will be carried out to ensure dispatch were assigning all local resources in
accordance with operating procedures.
On completion of the investigation, if any learning or recommendations have been
identified, these will be highlighted to the safeguarding team. The learning and
recommendations will then be passed to the appropriate manager in order to have
appropriate actions completed for service improvement.

Dave Morgan, Clinical Care Manager
Currently staff will only receive feedback from safeguarding that may have been due
to an incident of a more serious nature. With the work in excellence reporting
The trust is looking to utilise a piece of bespoke software developed thorough
Operational and informatics to be able to show at a granular level the safeguarding
Individuals are putting in. This will be bench marked against the areas and type of
safeguarding to highlight area that may require staff training or organisational area of
safety. Staff will now be able to review and reflect on their safeguarding referrals and
feel more involved with the process.

Sam Myers, Operations Centre Trainer
The training team are working alongside NEAS safeguarding leads to ensure that
training is current, effective and engaging.
This year we have updated materials to highlight the importance of differentiating
between safeguarding and early help / welfare referrals. We have included an
activity within health advisor training to create a discussion regarding previous
referrals. This activity focuses on what could have been added to improve the
quality of information passed on to social services and whether the referral could
have been an early help or safeguarding referral.
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Logistics training has been developed significantly over the past year and now we
are able to spend more time focusing on staff who pass referrals on from ambulance
crew to social services. The training has been extended by half a day which has
allowed us to add learning activities where staff can watch a video which highlights a
type of abuse and practice passing and receiving a referral. This gives logistics
officers an appreciation of sometimes how difficult it can be for ambulance crew
members to describe over the phone a situation.
We have put in place an specific ‘buddy’ week where new logistics staff have direct
support when submitting referrals for 3 shifts within the Emergency Operations
Centre.
Gill Hunter, Senior Human Resources
Over the last twelve months the HR and Safeguarding Team have developed a
strong working relationship to ensure we protect our patients and colleagues.
In order to do this we have introduced internal case conferences where subject
matter experts meet to discuss and review new or ongoing cases and take the
appropriate steps.
The Teams have also taken part in a number of training initiatives including a
session delivered by the safeguarding experts from Gateshead Council in relation to
allegations against staff and another session delivered by NACRO in relation to DBS
and the appropriate risk assessment process.
By raising the HR Teams awareness and understanding of the importance and
breath our safeguarding remit we hope to ensure we keep staff and patients safe.
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Appendix 3: Safeguarding Learning Compliance
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Appendix 4: Safeguarding Annual plan 2018 - 19

Key

Not achieved and now overdue
Risk of non-achievement
On track for achievement

Action
Number

Completed
Priority and Reason

Action required (examples)

By whom

Timeframe

Evidence /Outcome

1

Safeguarding team has gone through
an unsettling period including team
and management changes. There is
a need to work together to develop
into a highly functioning department
with clear roles and responsibilities to
meet the requirements of all
stakeholders internally and
externally.

Liaise with OD to facilitate a
team time day out to build
relationships.

Whole team led by
KA and SD

August 2018

Planned date in diary and
attendance of all team
members at away day.

RAG

Action required/Update
Time out day 30/05/18

Four out of five appraisals completed.
Development of a team plan.

Use of appraisals to ensure job
roles are clear.

Agreed actions on the
team plan.

Team members satisfied
regarding their individual
and shared roles and
responsibilities as
evidenced through
appraisals.

Team meetings in diary.

Monthly team meetings and
one to ones.

Training department
figures reflect completion.

Stat and man training upto
date.
Embedding the Trust
values and behaviours
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2

Implementation of Child Protection
Information Sharing (System) CP-IS.
To help clinicians in unscheduled
care settings identify vulnerable
children and provide contact
feedback to local authorities when a
child on a plan accesses
unscheduled care supporting early
detection and intervention in cases of
potential or actual abuse.

Request Cleric changes from
IT to accommodate new
infrastructure.

KA

Oct 2018

IT request written and
submitted

Most recent communication from NHS
Digital with possible start date June
2018.

Cleric changes made
To contact them for further update.

To liaise with IT re progress with Cleric

To liaise with GH re SOP

SOP for 111/999 call handlers
regarding how to respond to

3

Ensure staff have accurate and up to
date guidance and policies in relation
to safeguarding procedures.

All policies to be reviewed in
timeframe

SOP written and available
on the Lamp and Q-Pulse

Gerardine Hope
and KA
KA and SD

March 2019

Policies up to date and
available on Q-Pulse.

Chaperone policy written,
Safeguarding allegations against staff
policy in progress.
Modern day slavery statement up to
date.
Consent Policy Due November 2018

SG children and vulnerable adults polies
due by March 2019

Action
Number
4

5

There is an effective complaints
policy and system in place across the
organisation; however the
procedures are not child orientated or
adapted to their needs, which needs
to be addressed.

Liaise with patient experience
manager and lead for equality
and diversity.

KA to liaise, Karla
Santon to progress

March 2019

Local Authorities to receive accurate
and timely safeguarding referrals.

Intranet up to date with
supporting guidance re making
a safeguarding referral.

KA and SD

March 2019

System developed for
receiving feedback from
children and young
people.

Initial meeting 20/06/18

Thresholds document for
making a safeguarding
referral available on the

Thresholds document uploaded and PCU
sent out May 2018

Follow up to be arranged
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intranet for all staff to use
as a guide.

PCU sent out to all clinical
staff, including EOC and
logistics.
Guidance on referral content in
Safeguarding Training for
frontline staff and
Safeguarding Slots inserted in
the 999 training programme
module for Call Handlers

Audit on three monthly
cycles to evidence
improvement.

Work with Local Authorities to
identify most appropriate
routes for Welfare concerns
and with Mental Health Trusts
for Mental Health related
referrals.

6

Appraisals to include a section
requiring each member of staff to
sign and confirm they are up to date
with their safeguarding training
appropriate to their role. Everyone
taking responsibility for evidencing
their safeguarding knowledge is
current.

Liaise with HR and senior
managers to seek approval
and amend current appraisal
paperwork.

Ensure lessons are learned from
regional and national incidents and
investigations, such as, Domestic
Homicide Reviews, Serious Case
reviews and Safeguarding Adults
reviews

Ensure lessons learned or
incorporated into the
Safeguarding Training by
regularly reviewing content, to
ensure local, contemporary
examples are used.

KA and SD

March 2019

Ensure all Safeguarding
Concerns receive
appropriate, proportionate
and timely interventions.

SD has met with Local Authorities
Business Managers and NTW senior
management to create dialogue around
potential solutions.

Appraisal paperwork
signed by employee

Not started

Safeguarding training
figures correlate with self
reporting.

Action
Number
7

External services with
specialist knowledge are
brought in to bespoke
Development sessions to

KA and SD

March 2019

New revised Safeguarding
Training package to be
delivered then evaluated.

Staff will positively
evaluate external training.

Ready to be rolled out to Workforce
Development via a Train the Trainer
exercise

SE and HT Sessions arranged for 12th &
20th
July 2018
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share learning from a wider
perspective, eg. Operation
Sanctuary for Sexual
Exploitation and Human
Trafficking Sessions. More
topics to follow throughout the
year.

SD

Specialist Legal Training for
Operational staff from Browne
Jacobson LLP. These
sessions to cover ‘Difficult
cases’ where mental health
and mental capacity legislation
may apply.
SD

Improved knowledge of
Operational Staff on the
legal issue around Mental
Capacity Act, Deprivation
of Liberty and The Mental
Health Act.

First session had to be postponed twice
but did take place on 29th May 2018. Ben
Troke, Browne Jacobson LLP to develop
On-line bespoke ‘bitesize’ training
packages that can be accessed 24/7.

Mental Health and Dementia training
packages have been created and shared
with Workforce Development.
Explore safeguarding in a
wider context, including
prevention by creating training
around related topics such a
Dementia and Mental Health.

Increase specialist knowledge
on Mental Capacity Act and
Mental Health Act through
targeted training for CCMs and
COMs. Continue to provide
Basic MCA training to new
Operational Staff.

One Advanced session with CCM and
COM staff has been facilitated with more
to be arranged.
Improved knowledge
around Mental Health and
Dementia for Operational
Staff.

Basic sessions on an As required basis.

SD

CCM and COM staff feel
better supported to
provide advice and
practice guidance to their
teams.
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SD

8

Create an Annual Audit Plan with
regular audits of referral quality and
themed Deep Dive Audits. Ensure
learning is then shared internally and
externally with commissioners.

Assurance around the
effectiveness or current
policies and procedures can
be given to internal and
external partners.

SD, KA and JK

June 2018

A clear plan of routine and
theme audit topics across
the year. Lessons learned
will influence change in
practice.

MCA Quality Audit completed highlighted
a need for an improved Mental Capacity
Assessment Form (NEAS 084), will has
been developed an will be rolled out in
Autumn 2018 along with the revised
Consent Policy.

9

Review the resources and activity
undertaken by the Safeguarding
Team to ensure it meets the
requirements internally and externally
in line with legislation in order that we
can drive change.

Comparisons with other
Ambulance trusts.
Demonstrate increased
workload. Identify benefits and
link to CQC compliance.

SD, KA & DS

March 2019

The Safeguarding Team
will be able to fulfil
statutory functions and
lead change to improve
safeguarding practice
across the Trust.

Comparison with other Ambulance Trust
and increase in number of referrals has
already been identified.
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Appendix 5 Annual Safeguarding Audit Programme 2017/18

Audit of
Referral Quality

April 17

May 17

June 17

July 17

Aug 17

Sept 17

Oct 17

Nov 17

Dec 17

Jan 18

Feb 18

March
18

X

X

X

X

X

X

X

X

X

X

X

X

(Children and
Adults)
Section 11 of
the Childrens
Act 2004
Chapter 3 of
the DfE
guidance
‘Working
Together to
Safeguard
Children’
2015 states that
Local
Safeguarding
Children Boards
(LSCBs) have a
statutory duty
to assess how

X
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well, and to
what level, its
partners are
fulfilling their
obligations to
safeguard and
promote the
welfare of
children under
Section 11 of
the Children Act
2004.
Section 11 of
the Children Act
2004 places
duties on a
range of
organisations
and individuals
to ensure their
functions, and
any services
that they
contract out to
others, are
discharged
having regard
to the need to
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safeguard and
promote the
welfare of
children.
This
requirement is
carried out
through a
regular cycle of
auditing of
partners'
safeguarding
effectiveness.
Safeguarding
Audit
(children)
Joint audit with
two local
authorities to
ascertain
appropriateness
of NEAS
referrals

X

X

(Children and
Adults)
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LSCB and LSAB
Minutes Audit

X

X

Children and
Adults)
Annual
Safeguarding
Adults Audit

X

Audit of
complaints with
safeguarding
component to
ensure
compliance
with process

X

Audit of
allegations
against staff to
ensure
compliance
with process
Audit of
children under
18 seen and
left at home

X

X

X
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Appendix 6: Annual Safeguarding Audit Programme 2018/19

Audit of
Referral Quality
(Children and
Adults)

April 18

May 18

June 18

July 18

Aug 18

Sept 18

Oct 18

Nov 18

Dec 18

Jan 19

Feb 19

March
19

X

X

X

X

X

X

X

X

X

X

X

X

Run

Quality
Update
Report

Run

Quality
Update
Report

Run
Data
Report

Quality
Update
Report

Data
Report
Self-Neglect
Referral.

Data
Report

Run
Data
Report

X

(Durham)
PREVENT

X

(Durham
Constabulary)
Sexual
Exploitation
and Human
Trafficking

X
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Mental
Capacity Act
Under 18 Not
Transported

X

X

Domestic
Violence
Under 2 Not
Transported

X

X
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