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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors – 29/11/2018 
Report title: Recent national publications and implications for the Trust     

Purpose of report: 

There have been a number of national publications on a range of topics 
relating to patient safety and AHP leadership which will impact on the 
trust. This paper provides a high level summary of these and outlines 
how they are being further considered or addressed by the organisation.  
 

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) 

There are three important documents relating to safeguarding practice, 
a Trust self- assessment relating to Quality Improvement and a 
publication relating the AHP leadership which are outlined in the paper.  
 
Adult Safeguarding: Roles and Competencies for Health Staff 
Intercollegiate Document (August 2018)  
 
This outlines the requirement to align safeguarding adults training to 
level three for all healthcare professionals including paramedics. 
Training at this level requires 8 hours of training in the first year of 
employment, then a total of 8 hours over a 3 year interval. The training 
must be delivered by a safeguarding specialist.  
This in recognition of the importance in having a workforce with 
underpinning knowledge and skills to recognise safeguarding in their 
everyday practice, with a broader understanding of what this means for 
the patient, service and system. 
 
The impact of this document will be considered by the Safeguarding 
Operational Group, Safeguarding Strategic Group, Workforce 
Committee and Quality Committee over the next coming months. 
 
Decision-Making and Mental Capacity Guidance – NICE guidance 
(October 2018)       
 
This NICE guidance underpins what is required in law and covers the 
following: 

1. The Overarching Principles 
2. Supported Decision Making 
3. Advanced Care Planning 
4. Assessment of Mental Capacity 
5. Best Interest Decision-making 

This outlines the need to provide training at a level which underpins 
clinical decision making, with specialist support for those cases which 
are complex. It also identifies where we need to review the information 
we have relating to decision making and those with advanced care 
planning and directives in line with individual wishes. Understanding the 
law and best interest decision making, being able to evidence that in 
clinical practice and supporting staff with complex areas such as levels 
of restraint to support the duty of care we have to patients are areas 
which require focus. This will then further improve patient care, improve 
staff confidence in dealing with these cases and reduce lengthy times of 
scene. 
 
The NICE baseline assessment will be considered by the Safeguarding 
Operational Group, Safeguarding Strategic Group and Quality 
Committee in the coming months. 
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Working together to Safeguard Children (August 2018) 
         
Working Together to Safeguard Children was published in 2015 and is a 
guide to inter-agency working to safeguard and promote the welfare of 
children. This has been updated in 2018. 
 
Whilst previously the responsibility to lead this area was with local 
authorities in the new arrangements there will be three partners; local 
authorities, chief officers of police and clinical commissioning groups. It 
is the responsibility of the three safeguarding partners to make 
arrangements to work together to safeguard children, it is vital that all 
organisations from the people leading them to the practitioners working 
with children and families and parents and carers are aware of, promote 
and comply with those arrangements. 
 
The Local Children’s Safeguarding Boards (LSCB’s) are to be replaced 
with the three local safeguarding partners (LA, CCG and Police). They 
will have a duty to make arrangements to work with relevant agencies of 
which NEAS is one, to safeguard children in their area. At present it is 
not known what the transition from 12 LSCBs currently in the NEAS foot 
print to the new arrangements will look like but NEAS would continue to 
engage in any new requirements and the new safeguarding partners will 
have to ensure there is independent scrutiny. 
 
The Child Death Review (CDR) is part of the Working Together to 
Safeguard Children 2018 however a separate more detailed statutory 
and operational guidance has been published October 2018. 
 
The geographical and population ‘footprint’ of CDR partners will be 
locally agreed, but it is expected that such geographical populations 
would translate to reviewing 80-120 deaths a year.  
At present the Named Lead Professional for Safeguarding Children 
attends 4 Child Death Overview Panels (CDOPs) across the North East, 
which in turn report to the Local Children Safeguarding Board LSCB). It 
is not yet known if this will remain as it is or whether any of the Panels 
will merge – this is for partner agreement i.e. LA and CCG. There is also 
likely to be more themed panels e.g. neonates, suicides where co-opted 
experts are invited to attend. 
From 29th June 2018, local authority areas must begin their transition 
from LSCBs to child death review partner arrangements. The transition 
must be completed by 29 September 2019. Discussions are underway 
across the region currently as to what the new arrangements will be. 
 
This will be considered by the Safeguarding Strategic Group and Quality 
Committee as the outcome of the discussions by Local Authorities, 
CCG’s and Police is known.  
 
Assessing Quality Improvement in a Healthcare Provider (March 
2018) 
In March 2018 the CQC produced guidance regarding their CQC 
inspection process which is to include assessing the presence and 
maturity of a quality improvement (QI) approach within a provider 
organisation. 
 
Of the prompts to identify a developing approach to quality improvement 
across the organisation NEAS met 6/7 (86%) standards. The area not 
met was:  

• Lack of a single quality improvement method and language 
across the organisation 
 

When reviewing the prompts relating to signs of a mature quality 
improvement approach across the organisation NEAS self-assessment 
identified 5/12 (42%) standards were met, with 6/12 partially met (50%) 
and 1 not met (8%). The area not met was: 
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• A majority of staff across multiple areas of the organisation and 
from a variety of backgrounds are able to talk about the 
provider’s quality improvement approach, how they have been 
involved and the difference it has made. 

 
Following this self-assessment the QI strategy has been shaped and a 
range of actions to support the Trusts QI journey have been developed. 
This plan will be monitored through the Transformation Board. 
 
Allied Health Professions’ Leadership in NHS Trusts in England 
(March 2018) 
 
In March 2018 a report was published by Kingston University, London; 
commissioned by NHS Improvement, to understand what matters and 
what exists regarding Allied Health Professions’ (AHP) leadership 
across England. 
 
The purpose of the report was to look at organisational governance 
structures for AHP’s and what is the impact on service provision, 
productivity and quality alongside the key skills and attributes of 
effective AHP leaders. 

 
The report identified that currently there are varied arrangements for 
AHP leadership across NHS Trusts. There is a sense that the 
contribution of AHPs is becoming more recognised. Traditional role 
specifications sometimes exclude AHPs from applying for posts creating 
a poverty of opportunity for AHP leadership progression. 
 
The skills and attributes of AHP leaders identified a strategic 
appreciation of the wider health and social care system often gained 
from a diverse portfolio of health and social care career experiences. 
 
Whilst the report identified that Ambulance Trusts were included there 
was no reference to the Consultant Paramedic role and AHP leadership 
this brings and was more focused on AHP’s being the minority within 
acute trusts. 
 
NEAS needs to be cognisant that there will be a broader range of 
professionals employed by the Trust and therefore ensure effective 
leadership development is in place to maximise the contribution they 
can make. 
 
This report will be considered by the Workforce Committee. 
 
Assurances 
 
 There is a process in place to review these documents and the 

implications for the Trust at the relevant Board Sub Committee 
 We will comply with the requirements as they stand in delivering 

the level 3 Safeguarding Adults training, to meet national 
requirements  

Risks 
 
 There will be additional abstraction of paramedics to attend the 

training, which may impact on performance, however a flexible, 
modular approach to training is currently being discussed which 
reduces impact on this. 

 If we do not invest in robust training and support regarding mental 
capacity and complex cases encountered regularly by frontline 
staff there will be continue to be extended time on scene, when 
for many cases this could be reduced.   

Issue previously considered by: 
Quality & Safety Directorate 
QI Department 
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Recommended actions: The Board is asked to note the content of the reports and outline their 
requirement for feedback on each area. 

Sponsor / approving director: Director of Quality and Safety  

Report author: 
Deputy Director of Quality & Safety 

 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Organisational 
Sustainability 

Improving 
Quality & 

Safety 

Workforce 
& Investors 
in People 

Clinical Care 
& Transport 

NHS 111 & 
Clinical 

Assessment 
Service 

Comms & 
Engagement 

      

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

     

Link to Trust values: 
(please tick) 
 
 
 
 
 
(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

Pride Strive for 
excellence Respect Compassion 

Take 
responsibility 

& be 
accountable 

Make a 
difference – 
day in & day 

out 

      

The reports span all of the trust values. 

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

Compliance with the Mental Capacity Act, 2005, which includes best interest 
decision making 

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: 

 

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

Investment will be required for a specialist safeguarding trainer 
 
Abstraction rates will increase in line with the delivery of additional 
safeguarding training  

Are any additional resources 
required e.g. staff capacity? As above 
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Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

 Improved patient safety / experience 
 

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) 

No 

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 

    
Proactive Reactive Internal External 
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