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Board of Directors  

Recent national publications and implications for the Trust 

 

1. Introduction 

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.  

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.  

2. Safeguarding patients 
 

2.1 Adult Safeguarding: Roles and Competencies for Health Staff - Intercollegiate 
Document (August 2018)  

NHS England published its long-awaited Role and Competencies framework for Safeguarding 
Adults working in the healthcare sector. A similar framework for Safeguarding Children is due 
to be published later this year. The purpose of the document is to set out a minimum 
competency training framework which all healthcare staff will be measured against.  Whilst it 
does not carry the weight of law, it is how CQC and Commissioners will judge our compliance 
going forward. 

The Intercollegiate Document outlines significant areas of change in terms of the level of 
training NEAS currently provide and what will be required by the new framework. It identifies 
that paramedics will now require level 3 safeguarding adults training in line with other 
professional groups such as registered nurses. Training to meet level 3 competencies equates 
to 8 hours in the first year of employment and then 8 hours over a 3 year period. Currently 
safeguarding adults training for paramedics is at level 2 in NEAS and is delivered by e-learning 
package taking approximately 1 – 2 hours. There is an opportunity to create a modular 
approach to training to negate the need to have a block of time for abstraction.    

It is also important to note that level 3 training must be delivered by qualified safeguarding 
professionals. In order to implement this consideration would be required for training school 
to either backfill resource into Safeguarding team to allow them to deliver the training or recruit 
a safeguarding professional into the training school.   A detailed briefing document has been 
prepared for consideration by the Workforce Committee and Quality Committee in January 
2019     

 

2.2 Decision-Making and Mental Capacity Guidance – NICE guidance (October 2018) 

Decision-Making and Mental Capacity Guidance has been published by NICE in October 2018 
to outline best practice and how this should be applied to decision making with patients over 
16 years of age, in line with the Mental Capacity Act 2005. 

The guidance makes recommendations and how these may be applied in practice covering: 

1. The Overarching Principles 



2 
 

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

The guidance has been reviewed by Stephen Down, Mental Capacity Act lead for the Trust 
and the following are areas for consideration and action by the Trust: 

Training: 

The report places a great emphasis on the need for continued and effective training.  
Training needs to be targeted at specific roles and their unique requirements.  Audit of 
the effectiveness of training is encouraged.  There is also emphasis placed on Multi-
Agency training and on the value of using ‘Experts by Experience’ in our training 
delivery models. Currently we do not have MCA training on the Essential Annual 
Training Programme though it will be from April 2019.  Further bespoke sessions at a 
higher skill level are being developed for the Clinical Care Managers, though this is not 
in place as yet. 

There are numerous occasions where frontline crews are faced with complex situations 
where the patients capacity to make decisions regarding their care is of concern. This 
often leads to extended time on scene whilst seeking support from a Clinical Care 
Manager as to how best to manage the situation. Providing enhanced training to 
support effective decision making on scene will also release time to care. West 
Midlands Ambulance Service provides 2 days MCA training in comparison to 2 hours 
training we have provided in the past.     

Advanced Decision Making: 

NEAS currently has no provision for recording Advanced Decisions to refuse Medical 
Treatment (ADRT) [other than perhaps flags for DNACPR which are NOT technically 
Advance Decisions].  We need to explore how we can have access to such information 
where it relates to urgent and emergency care arrangements.  Similarly, the role of 
crisis plans for mental health patients or Advanced Statements of wishes and feelings 
that practitioners should take into account when making best interest decisions. 

Audit Activity: 

Currently NEAS Safeguarding Team has completed one audit of the quality and 
quantity of NEAS 084 forms (mental capacity assessment forms).  This led to a 
redesign of the forms which will be rolled out as part of the review of the Consent Policy 
in Autumn 2018 and added into EAT training on MCA in the next financial year.  We 
will audit the effectiveness of the new forms to support clinical decision making 
regarding the patients capacity. Similarly, we should audit the effectiveness of ADRT 
and other forward planning arrangements when these are in place. 
 

Access to Specialists: 

The report stresses the need to access ‘expert advice’ when completing complex 
mental capacity assessment and suggests support from Speech and Language 
Therapist, Psychologists etc. This is impractical in an emergency situation but we can 
provide advice sheets for staff on common issues ahead of such incidents that can 
then be utilised as required, particularly when working with patients with long-term 
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conditions.  Bespoke training for CCM’s has been identified as a need and the Quality 
& Safety Directorate are developing a bespoke programme to support the CCM’s in 
this and other areas of their role.  
 

Recording Best Interest Decisions: 

Currently decision-making is recorded on Electronic Patient Care Record, though 
prompts to ensure key information is recorded to underpin Best Interests decisions 
taken on behalf of the patient when they lack capacity. Crews need to be trained to 
demonstrate how they have supported the patient to make a choice, including the 
merits or otherwise of family and others offering support and clearly indicate the 
options available, not just whether or not the patient agreed with the advice of our 
crews. 
 

Proxy Decision Makers: 

NEAS do not currently have a system in place to capture the details of Attorneys and 
Deputies who hold registered powers to make decisions around the health and welfare 
needs of our patients. Such a register would improve legal compliance, reduce the 
likelihood of complaints and protect the choices and legal rights of vulnerable adults. 

The Decision Making and Mental Capacity NICE guidance and baseline assessment will be 
discussed and reviewed at the Safeguarding Operational Group in November 2018 and 
Safeguarding Strategic Group in February 2019. Following this a report will be taken to the 
Quality Committee for consideration in March 2019.   

 

2.3. 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. 

The changes made are as a result of the Children and Social Work Act 2017 of which 
significant changes have been made to the following sections of Working Together to 
Safeguard Children: 

Chapter 3: Multi agency safeguarding arrangements 

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 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. 
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Chapter 4: Improving child protection and safeguarding practice  

Assessing need 

The core requirements remain broadly the same. The safeguarding partners will consider what 
local training needs are to support practitioners; the challenge for NEAS remains the 
abstraction of staff to attend multi-agency training. Internal training will incorporate areas 
identified as needing greater emphasis such as children and young people missing or absent 
from home, misuse of drugs, county lines and alcohol, trafficking and exploitation.  

The importance of taking the child’s views and wishes into account is repeated but clearly an 
important element of any assessment of need in relation to Early Help or Safeguarding. Whilst 
NEAS are not (to date) invited to strategy discussions this may increase for those instances 
where we have had significant input. 

Where staff are concerned that a child may be a potential victim of modern slavery or human 
trafficking then a referral should be made to the National Referral Mechanism. This will be 
addressed through training and a patient care update as well as information being provided 
on the safeguarding intranet. 

GDPR has been given consideration and there is a section on information sharing advice for 
practitioners. 

We are awaiting national guidance relating to safeguarding children training. 

Chapter 5: Child Death Reviews (October 2018) 

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 guidance acknowledges that the death of a child is a devastating loss that profoundly 
affects all those involved. The tragedy is that many child deaths are preventable and every 
preventable death is one death too many. The process of systematically reviewing all 
children’s deaths is grounded in respect for the rights of children and their families, with the 
intention of learning what happened and why, and preventing future child deaths. The review 
should, keep an appropriate balance between forensic and medical requirements, learning 
lessons, and supporting the family at a difficult time.   

The child death review partners consist of local authorities and any clinical commissioning 
groups for the local area and they are responsible for making arrangements to review child 
deaths as a statutory requirement. 

All agencies have a responsibility to inform the CDR partners of the death of any child of which 
they become aware. In NEAS the safeguarding team are usually pre alerted to any known or 
anticipated child death e.g. paediatric cardiac arrest. Once we are aware that a death has 
occurred we contact the local child death coordinator for the specific area to ensure they are 
aware. 

CDR partners may request any practitioner or organisation to provide relevant information to 
enable or assist the reviewing and or analysis of each child's death. Practitioners and 
organisations must comply with these requests. 

The geographical and population ‘footprint’ of CDR partners will be locally agreed, but it is 
expected that such geographical populations would translate reviewing 80-120 deaths a year.  
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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 
them 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. 

Appendix 1 provides more detail on the Child Death Review process and provides a case 
study to illustrate the role NEAS undertakes. 

Transition to new arrangements 

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. 

LSCBs will continue to ensure that the review of each death of a child normally resident in the 
LSCB area, is undertaken by the established child death overview panel (CDOP), until the 
point at which new child death review partner arrangements are in place. 

The latest date for completion of any review is 29th January 2020. 

 

3. Quality Improvement 

3.1 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. It outlined a list of evidence required to determine this. 

The QI Lead and Director of Quality & Safety completed the self-assessment against the 
evidence criteria, which focused on strategic recognition that QI was integral to the business, 
whether a specific team and resources were available and the extent in which the whole 
organisation was on the QI journey.  

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: 

• 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. 
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4. 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’ leadership across England. 

This report sets out findings in relation to two key questions:    

 
1. What organisational leadership governance structures exist for Allied Health 

Professional (AHP) service provision and what is the impact of them for the quality and 
productivity of care delivery in NHS provider organisations in England?  
 

2.  What are the characteristics, key skills and attributes, of effective AHP leaders, and 
how are these gained through professional development during an AHPs career? 

The findings are based on data collected between December 2017 and March 2018 in relation 
to AHP leadership arrangements across NHS provider Trusts in England.    

There were 14 professional groups included in the study of which the paramedic profession 
was included. There was limited focus or recognition that within the ambulance sector this is 
the predominant professional group in the workforce, nor an acknowledgement of the 
established Consultant Paramedic role. 

A number of key findings of the report are: 

Overall, AHP leadership has been found to vary widely across the NHS in England.    

There is a sense that the contribution of AHPs is becoming more recognised.   

There is some indication that higher banded posts increase AHP visibility, influence and the 
engagement of the AHP workforce in improving services. 

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 were identified as follows: 

• A strategic appreciation of the wider health and social care system often gained from 
a diverse portfolio of health and social care career experiences. 

• The ability to work with and influence high level Trust decision makers;  mapping and 
demonstrating impact in relation to Trust and national service delivery drivers 

• The ability to connect with and represent a wide range of diverse AHP professional 
identities and interests.   

• A proven track record in health and social care delivery and innovation. 

The report identified some areas for action: 

• Improving visibility and influence between Trust Boards and their AHP workforce, and 
vice versa.  

• Providing opportunities associated with increased visibility and influence to propose 
new models of care which capitalise on the AHP contribution to hard-to-solve 
productivity, efficiency and quality challenges.   

• Improving the extent to which AHPs perceive they are able to contribute to Trust and 
service improvement.  
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• Where traditional approaches have already been applied to address service quality, 
efficiency and productivity challenges without delivering the aspired to improvements, 
AHPs may offer service and patient benefits through alternative, new models of 
service delivery.    

The report concluded that: 

Currently there are varied arrangements for AHP leadership.  A best solution or configuration 
for AHP leadership has not been identified, although there are some preliminary indicators 
that establishing formal AHP leadership at 8c and above can enhance AHP influence and 
make the AHP contribution more visible.   

There is a sense of increased recognition of the contribution of AHPs which provides a 
rationale for developing greater clarity and reducing complexity around AHP leadership 
solutions so as to capitalise on this recognition.  

There are already AHPs of high calibre providing leadership for AHPs and the wider health 
and social care system.  

There is more to be done to facilitate AHP development in leadership and to sustain existing 
leaders.   

Implications for NEAS  

This report identifies the need to look at AHP contribution and the leadership role they have 
in influencing strategically and operationally to develop new models and pathways of care for 
patients. 

We have a recently approved clinical career development policy for the clinical workforce 
which includes the development of support roles through to Lead Consultant. There is clear 
evidence of Board to frontline links for Paramedic AHP’s. 

In building the workforce with a broader clinical professional base the opportunities for AHP’s 
will need to be considered, in order that leadership development can be nurtured and 
opportunities to impact on the strategic direction of the trust to shape new services is enabled. 
It is proposed that this area of AHP Leadership will be considered by the Workforce 
Committee. 

5. Conclusion 

This paper provides the Board with a summary of the national reports and guidance published 
recently and how they will impact the Trust in delivering high quality patient care. It provides 
assurance that key areas within the reports are being reviewed by the appropriate groups or 
committees within the organisation and feedback to the Board of Directors will be provided 
where this is appropriate. 

   

 

  



8 
 

 

Appendix 1: Child Death Review Process 

Introduction 

The Child Death Review is part of the Working Together to Safeguard Children 2018 
however a separate more detailed statutory and operation guidance has just been published 
October 2018. 

The paper acknowledges that the death of a child is a devastating loss that profoundly 
affects all those involved. The tragedy is that many child deaths are preventable and every 
preventable death is one death too many. The process of systematically reviewing all 
children’s deaths is grounded in respect for the rights of children and their families, with the 
intention of learning what happened and why, and preventing future child deaths. The review 
should, keep an appropriate balance between forensic and medical requirements, learning 
lessons, and supporting the family at a difficult time.   

Under the Children Act 2004 as amended by sections 24-28 of the Children and Social Care 
Act 2017 the child death review partners consist of local authorities and any clinical 
commissioning groups for the local area and they are responsible for making arrangements 
to review child deaths as a statutory requirement. 

Purpose 

The purpose of a review and/or analysis is to identify any matters relating to child deaths, 
that are relevant to the welfare of children in the area or to public health and safety, and to 
consider whether action should be taken in relation to any matters identified. If child death 
review partners find action should be taken by a person or organisation, they must inform 
them of this. 

NEAS requirement 

All agencies have a responsibility to inform the CDR partners of the death of any child of 
which they become aware. The safeguarding team are usually pre alerted to any known or 
anticipated child death eg paediatric cardiac arrest. Once we are aware that a death has 
occurred we contact the local child death coordinator for the specific area to ensure they are 
aware. 

Overview of the Child Death Review Process 

CDR partners may request any practitioner or organisation to provide relevant information to 
enable or assist the reviewing and or analysis of each child's death. Practitioners and 
organisations must comply with these requests. 

The geographical and population ‘footprint’ of CDR partners will be locally agreed, but it is 
expected that such geographical populations would translate reviewing 80-120 deaths a 
year. At present the Named Lead professional for safeguarding children attends 4 CDOPs 
across the North East, it is not yet known if this will remain as it is or whether any of them will 
merge – this is for partner agreement i.e. LA and CCG. There is also likely to be more 
themed panels eg neonates, suicides where co-opted experts are invited to attend. 

Some terminology is changed but the meeting processes are largely similar in terms of 
purpose and timescales and a joint agency response is triggered if a child’s death  

• is or could be due to external causes; 
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• is sudden and there is no immediately apparent cause  

• occurs in custody, or where the child was detained under the Mental Health Act;  

• where the initial circumstances raise any suspicions that the death may not have been 
natural; or  

• in the case of a stillbirth where no healthcare professional was in attendance. 

Case example  

A three-month-old infant is put down to sleep by his mother in the middle of the day. When 
she checks on her child two hours later, she finds him cold and unresponsive in the cot. She 
calls 999. The child is rushed to the Emergency Department where sadly resuscitation is 
unsuccessful.  

Immediate decision making – NEAS involved 

The emergency department team quickly decide that the case meets the criteria for a Joint 
Agency Response and referral to the coroner. A quick background check reveals that the 
mother’s other child is subject to a child protection plan. The team contacts the on-call health 
professional, police investigator, and duty social worker and requests they come into the 
hospital.  

Investigation and information gathering – NEAS involved 

The coroner undertakes an investigation and a post mortem is carried out. A Joint Agency 
Response is coordinated by the lead health professional and a Reporting Form is completed.  

Involving and supporting the family  

The family are assigned a key worker. The child death review process is explained, the 
parents are informed of the planned Joint Agency Response, and given the details of the 
coroner’s officer. They are informed of the need for further tests including a post mortem 
examination, and the rationale for a home visit is explained. The timing of this is then 
agreed.  

The child death review meeting (final case discussion) – NEAS involved 

 The post-mortem examination has been concluded and the coroner has given permission 
for it to be shared with professionals and the family. The Joint Agency Response lead health 
professional organises the final case discussion, to occur at the local GP surgery. The 
following professionals attend: paramedics, police, social worker, GP, health visitor, 
pathologist, ED staff.  Contributory factors and learning are discussed and a draft Analysis 
Form completed.  

Involving and supporting the family  

The family has already had several meetings with professionals and the results on the post-
mortem examination has been fed back to them. At the child death review meeting’s 
conclusion, arrangements are made to offer to meet again with the parents.   

The Child Death Overview Panel meeting – NEAS involved 

The CDOP was notified of the case at the time of death. The CDOP office has received the 
draft Analysis Form from the child death review meeting, and the coroner’s verdict. A 
standard CDOP panel is attended by the coroner’s officer and senior representatives from 
the health visiting team, social work and police. Panel deliberations The panel reviews all the 
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information provided to them and, in this case, take a different view from the local child death 
review meeting, in relation to the importance of the child’s social environment. The Analysis 
Form is amended. Data are entered on the National Child Mortality Database once it is 
operational.  
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Transition 

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. 

LSCBs will continue to ensure that the review of each death of a child normally resident in the LSCB area, is 
undertaken by the established child death overview panel (CDOP), until the point at which new child death 
review partner arrangements are in place. 

The latest date for completion of any review is 29th January 2020. 


