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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors’ Meeting – 29/11/2018 
Report title: Staff Story 

Purpose of report: The purpose of the report is to provide the Board with a reflection of our service 
delivery through a patient experience or staff perspective, with a view to use these 
experiences to continually improve the services delivered 

Key issues: 
(key points of the paper, how this supports the 
achievement of the Trust’s corporate 
objectives, overview of risk implications, main 
risk details on page 2) 

In this blog Clinical Operations Manager, Phil Blance, has shared his experience 
and best practice when carrying out investigations into complaints received by the 
trust. 

Phil talks about the importance of keeping the patient or the person acting on 
behalf of the patient updated throughout the investigation process and also the 
importance of supporting the staff members who are subject to the complaint. 
Staff support is not exclusive to investigations into complaints and should be 
provided for any form of investigation, such as incident investigation and for those 
cases determined to be a serious reportable incident. 

In addition, Phil discusses the changes for process in relation to the Clinical 
Review Group and Root Cause Analysis Panels and the impact the culture 
change, from what was perceived by staff as a blame culture, to a supportive 
learning and coaching culture and the value of being included in all aspects of the 
investigative process. 

The aim of Phil sharing his experiences is to embed best practice and reassure 
staff involved in an investigation that the process is open and they will be treated 
fairly and consistently. Assurance can also be gained that the culture change is 
being acknowledged by staff who have participated in Clinical Review Group and 
Root Cause Analysis Panel. 

This report also demonstrates how well the teams within the Quality and Safety 
Directorate work seamlessly together to the benefit of staff and highlighting and 
investigating patient safety concerns. 

Issue previously considered by: N/A 

Recommended actions: The board is asked to review the Blog and take assurance that changes in 
processes promotes and open and fair culture.   

Sponsor / approving director: Director of Quality and Safety  

Report author: Gillian Summers, Complaints Manager, Patient Experience Team 
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(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

      

The improved management of complaints and incident investigations, and 
specifically the changes in the way we involve staff, supports the trust’s just 
culture and ensuring staff feel they are treated fairly and consistently. Early 
contact with investigating officers demonstrates responsibility and accountability, 
respect and compassion for those patients and families involved. 

Any relevant legal / statutory 
issues? 
(Such as relevant acts, regulations, national 
guidelines or constitutional issues to consider) 

N/A 

Equality analysis completed 
If this is not relevant please explain 
why: 
 

Yes No Not Relevant 

     

An equality analysis is a review of a policy, function or significant service 
change which establishes whether there is a positive or negative impact 
on particular social groups 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

Not applicable 

Please specify any Financial 
Implications 
Please explain whether there are 
any associated efficiency savings 
or increased productivity 
opportunities? 

Not applicable 

Are any additional resources 
required e.g. staff capacity? Not applicable 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Improved both patient / complainant and staff experience through the complaints 
process and incident investigation process.   

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Blog to be shared via Comms Team for publication in The Summary 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 
(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 
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Board Meeting 
Staff Story  

29th November 2018 
 

My name is Phil Blance and I am a Clinical Operations Manager the South Division. I’ve 
currently been in post for eighteen months. Part of our role is to complete investigations and 
we work closely with the Patient Experience Team and the managers in the department. We 
seek advice around timescales and any training development needs we may have while we 
are doing the investigations. We have to set strict timelines around compliance to the 
complainants at the outset as we don’t want to go back to the complainants and extend the 
timeframes. 

On a personal level, I find that going out to see the patients and the family members more beneficial. I think NEAS 
need to be more proactive in face to face meetings because we get a better feel of how the incident has affected 
the family and patient rather than over the telephone or by email. As Clinical Operations Managers we complete 
Family Liaison training which gives us the skills to face difficult situations. As a frontline paramedic we deal with 
that all the time so that comes quite naturally too. I think dealing with family members on a face to face basis gives 
us a more personal touch. 

A lot of the complaints vary from verbal to written complaints. In written complaints the Clinical Care Managers, for 
their development, would be asked to go and collate statements from the staff. That might include going to third 
party providers, hospitals, nursing homes or even family members or members of the public. 

During the complaints process the main focus is to keep all the family members, the staff members and the patient 
up to speed regarding the investigation. That could be doing a home visit or a phone call and this establishes a 
connection between the Investigating Officer and the complainant. I recently had somebody in Germany and he 
asked would I just keep in touch by text and then by Skype which was beneficial because he was then being put at 
ease keeping him informed and involved with all the processes and where I was with the investigation.  At the 
forefront of our work is good communication.  

Part of the complaints process, which I have been involved in lately, was to attend a local resolution meeting which 
was multi-disciplinary, where we had lots of different clinicians around the table from Consultants, to Physios, 
Dieticians and Paramedics. Sometimes we need to do this so that the family get some resolution. It’s quite an 
emotional time for example, in my instance, there was a picture of the family member and the family were quite 
upset and the meeting was bringing that emotion to the forefront. These local resolution meetings do make a 
difference for the family and that is the main thing at the end of the day, we need to make sure the family, wherever 
possible get the answers that they are looking for 

As part of their development we involve the Clinical Care Managers with the investigation process. There is quite a 
bit of detective work needed, for example retrieving the call logs, collating statements and taking photographs of 
incidents. Investigations into complaints and reported incidents can sometimes lead to the investigation being 
reviewed at a Clinical Review Group, which is held weekly and facilitated by the Patient Safety Department. We 
collate all the information, with support from the Clinical Care Managers and present the case to the Clinical 
Review Group which comprises of a panel of clinicians and representatives from the Patient Experience Team, 
Risk Department and Emergency Operations Centre. We also invite the staff involved in the incident along so they 
are included in the process so they are fully aware of all the steps throughout the investigation process.  We 
discuss the case and if we need to put measures in place such as coaching or other learning. We might also 
decide to declare an SI [serious incident] or a near miss. It’s a very robust meeting which aides with the 
investigation process. 

If the decision is a reportable SI or Serious Leaning Event then this will move forward through a root cause 
analysis process and the root cause report will be presented at a specific case Root Cause Analysis Panel. That’s 
a panel of clinicians and again representatives from other areas of the service as appropriate to the incident.  
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We will discuss all the information that’s been collated and will go through the full root cause to develop and 
establish better learning techniques. Root Cause Analysis incidents have changed dramatically over the last 2 to 3 
years. In the past it has been seen as very much a blame culture by staff, where we would sit there and discuss 
everything but it would be behind a closed door. Now we have a more open and honest approach, where we invite 
lots of multi-disciplinary teams, that might be the staff member, it could be the patient or the patient’s GP or 
hospital staff. We involve staff in the process because we have moved from a blame culture to a more coaching 
and learning culture. 

Bringing staff into the Root Cause Analysis Panel and Clinical Review Group has developed it dramatically to the 
point where staff now have a full understanding of the investigation. They don’t feel they are getting totally blamed 
for the incident and we offer Occupational Health support leading into the reviews and explain all of the processes 
taking place. The staff understand what’s happening in other parts of the organisation so they will see the demand 
on the day, they will see the hospital delays, they will be involved and it gives them a better understanding. On a 
personal level I’ve brought a few staff in  to Root Cause Analysis Panel and Clinical Review Group who have come 
out of the reviews there and said thank you very much for inviting us into the process because they found it quite 
beneficial to their practice and it wasn’t what they were expecting.  

As I have said, in the past staff involved in incidents were not invited to the Clinical Review Group of Root Cause 
Analysis Panel and this has been a major culture change for NEAS as staff can now be fully involved, if they so 
wish. It remains a choice for staff but we try to encourage involvement. Initially staff were really apprehensive about 
the process and they felt they were going to get the blame, that’s completely gone and we have totally diminished 
that. The staff come out and feel quite relieved, alongside Occupational Health support I, as a Clinical Operations 
Manager, will also offer support alongside the Clinical Care Managers; so there is a great network. 

Alongside this the Patient Experience Team offer a lot of support; they will come and explain the process at 
Provisions Meetings and they will meet with the staff one to one to go through it. I’ve seen a huge difference in staff 
when they have left Clinical Review, they feel more relieved, it’s not a blame culture,  they have been involved in 
the process and I think that’s because of the joint working between the Operations and the Patient Experience 
Team, we all link together to support the staff during the process. 

During the process the Patient Safety Team play a vital part in this as well; they share lots of relevant information 
between all departments. That could be in finance, the Emergency Operations Centre, the Patient Experience 
Team, Operations; it varies because of the geographical patch and depending on what the incident applies to. I 
think all of the teams work very very closely together to have the patient focus at the main point and to support the 
staff through the process. 

As part of the SI or Root Cause Analysis the learning is shared between the different divisions at provisions 
meetings. So now moving away from the blame culture we learn more and use more coaching techniques. We 
want staff to feel supported and if we have a newly qualified paramedic (NQP) who has just been involved in the 
process and they have made a small mistake, we don’t want that to negatively impact on their career all the way 
through so what we will do is help them to learn from this  . That could be along the lines of action plans, remedial 
training around some clinical practice or if there is any other external courses that we can offer the paramedics, 
Emergency Care Technicians or Emergency Care Assistants we do that. We want to be more supportive with 
coaching and learning as opposed to a blame culture. 

Phil Blance 
Clinical Operations Manager 
 
Plan to share learning / information: 
 

• Share this Blog with all staff through The Summary to raise awareness and encourage staff involvement at 
Clinical Review and Root Cause Analysis. 

• Continue to promote best practice and responsibilities through Manager Essentials training programme 
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