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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 17th January 2019, 09:30 Fulbeck Room (Room14), HQ 
Present: 
 
 
 

Mrs H Suddes, Non-Executive Director (Chair) 
Dr G Morrow, Non-Executive Director (Vice Chair) 
Mr P Liversidge, Chief Operating Officer 
Mrs S Dyson, Head of Patient Safety 
Mr P Aitken Fell, Consultant Paramedic 
Dr M Beattie, Medical Director 
Ms C Thurlbeck, Director of Strategy, Transformation and Workforce  

In Attendance: Mr A Hopper, obo Mr A Gallagher 
Minute-taker: Mrs A Ward, PA to Director of Quality & Safety, & Medical Directorate 

 
No.   Action by  
1 Apologies for Absence   
 Apologies were received from:  

 
Mrs J Baxter, Director of Quality & Safety 
Mr D Morgan, Quality Improvement Manager 
Mr A Gallagher, Head of Risk and Regulatory Services 

 

2 Declaration of Interests  
 Members were advised that anyone who was aware of a conflict of interest relating to 

any item on the agenda would be required to disclose it at this stage.  Members 
confirmed that there were no conflicts of interest. 

 

   
3 Minutes of the Previous Meeting   
 The Committee reviewed the minutes from the previous meeting and they were accepted 

as a true record of the business undertaken. 
 

   
4 Matters Arising   
 There were no matters arising.  
   
5. Rolling Action Tracker   
    
 207 Safeguarding Annual Report 

S Tucker to discuss safeguarding with Operation Managers to identify how Ops 
staff can become more engaged with safeguarding issues 
 
There has been a lot of engagement with Ops and Scheduled Care Managers. 
Safeguarding Leads have delivered Level 3 training to Ops staff. P Liversidge 
confirmed a report will be available at the May meeting. 
 
Action to remain open 

 
 
 
 
 
 
 
 
S Tucker  

    
 211 Mental Health Strategy  
  M Beattie apologised for the delay in providing the Mental Health Strategy but this 

was due to the interim Mental Health Lead leaving the Trust.   The job description 
is finalised and the post is going to advert soon as a Band 8a.  A draft Strategy 
has been written, the Delivery Plan will be developed once the Mental Health Lead 
is in post. The Strategy will be presented at the March meeting. 
 
Action to remain open 

 
 
 
 
M Beattie 
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 212 Quarterly Board Development Day  
  J Baxter discussed with J Boyle, and looking to ensure the review of SI’s and 

complaints are scheduled for quarterly Board development days.   
 
J Baxter also suggested that completed RCA reports are to be a standing item at 
this meeting.   
 
Item now added to the standard agenda.  Discussions took place and sessions to 
be scheduled. 
 
Action to be closed. 

 
 
 
 
 

    
 218 HASU response times  
  A report from Informatics looking at data from individual hospitals over the past 

seven years is almost complete.  A deep dive carried out on stroke over a four 
week period was presented to CEG, which is also going to the QGG.  A paper will 
be presented to the Committee at the January meeting. 
 
An item on the agenda under item 8.5 
 
Action to be closed 

 
 
P Aitken-
Fell 

    
 224 Quality Dashboard Complaints  
  The Chair and J Marshall met with the Complaints team.  Quality of reports, 

turnaround time of reports and the sign of process were highlighted.  Chair to 
circulated feedback to the Committee. 
 
H Suddes explained that specific, positive and constructive feedback had been 
shared with P Liversidge, J Baxter and the Non Exec Directors.  The information 
will also be shared with the Executive Team and an improvement meeting that is 
scheduled.   
 
The cause of delays was highlighted by the Complaints team with the two most 
common themes being; the quality of any underpinning investigation, and the lack 
of timeliness in responding to complaints by managers.  P Liversidge raised his 
concern around the timeliness to respond to complaints as he had scrutinised the 
weekly report from October and there was only 1 week where there were 2 
complaints out of time.  P Liversidge to speak to the team to present this challenge 
to understand the reasons. 
 
H Suddes explained the dashboard showed more complaints that were out of time.  
This was not necessarily due to complex cases.  The south of the patch was 
experiencing higher delays due to capacity issues and a suggestion was for 
mutual aid between teams to share good practice to carry out investigations. 
 
The process was scrutinised at a recent RPIW meeting and an agreement was 
that an IO will provide the information to the Complaints team.  D Stephen and P 
Liversidge to meet to discuss the content of the weekly report in detail. 
 
Action to be kept open 

 
Chair 
 
 
 
 
 
 
 
 

  PAF left the meeting at 09:45 as he was covering on call and had to join a 
teleconference. 

 

    
 225 Quality Dashboard  
  NQPs do not receive the same level of support as other health professionals in 

their first year.  The organisation is looking at how they can better support NQPs.  
A report will be presented to the Committee at the January meeting. 
 
D Stephen, P Aitken Fell and D McDougall are to meet in January and February 
to discuss NQPs and will feedback to the Committee.  
 
Extensive work is being done around NQP’s with the first cohort ready to start their 
consolidation of learning. 

 
 
 
 
D Stephen 
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M Beattie suggested monthly audits could be carried out over a 12 month period 
focussing on specific illnesses, which would identify areas for improvement.  
Paramedics would then receive the correct education and training and ultimately 
would not result in a SIs being reported.  The Committee were supportive of this 
idea. 
  
Action to be kept open 

    
 226 Annual Quality of Education Training Report 

 
Update will be provided at the May meeting. 
 
Action to be kept open. 

 
 
C 
Thurlbeck 

    
 227 Quality Account Progress Delivery – Quality Priorities  
  This was on the agenda at item 7.7. 

 
Action to be closed. 

 

    
 228 Interim Review of Quality Strategy 2017-2020: Risks    
  This was on the agenda at item 7.9. 

 
Action to be closed. 

 

    
 229 Serious Incident Report  
  The Chair asked when the meeting to agree categorisation of SIs and learning 

from deaths would take place between Joanne Baxter, Gerry Morrow and herself.  
A recommendation would then be made to the Private Board meeting to ensure 
there was cooperate oversight, ensuring these are carried out in line with NRLS 
Guidance to guarantee the organisation reports acutely.  
 
To be added to the action log.  
 
Completed RCA’s now come to this meeting as a regular standing item for 
information.  Quarterly scrutiny at Board Development day of RCA reports. 
 
A meeting was held recently to discuss the triangulation of SI data to identify links 
to the categorisation of the disposition.  There is still an issue around cleric not 
being able to link patient calls.   S Dyson will work with the audit team to look into 
this further.  S Dyson suggested that when a case goes to clinical review the 
patients call disposition journey could be made available to the meeting.  
 
Action to be closed 

 

    
 230 Learning from Deaths Report  
  This was on the agenda at item 8.3.  
    
 231 Quality Committee Policies and Progress Report – Research Passport 

Policy 
 

  P Aitken Fell confirmed the policy had been signed off. 
 
Action to be closed 

 

    
 232 Risks identified during the meeting (BAF)  
  H Suddes suggested this item was discussed in item 9.9 but noted to the 

Committee that additional controls need to be considered.   H Suddes, G Morrow 
and J Baxter to meet and discuss this further and feedback at the March meeting. 
 
Action to be kept open 

Chair 
 

    
6. Board Assurance Framework  
 This item was discussed at item 9.9.   
   
7. QUALITY  
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7.1 Quality Governance Group Assurances, Risks and minutes  
 M Beattie explained there was no minutes or assurances as the December meeting 

was cancelled due to the meeting not being quorate. 
 

   
7.2 Quality Dashboard  
 D Stephen took the group through the Quality Dashboard for December 2018, noting 

that further work is being done to the dashboard to align to the CQC domains. 

Incident reporting 

• When looking at the trend line for patient safety incident reporting over the year 
it is noted there has been no spike in incidents in Dec 18, which was apparent 
in Dec 17. The number of patient safety incidents reported in Dec 18 was 236. 
It was 214 in Dec 17, which was the highest month for patient safety incident 
reporting that calendar year. 

• A spike in incidents where severe harm has been identified in closed incidents 
is noted in October, however a review of these incidents is presented in a 
separate paper.     

 
C Thurlbeck noted there is a change to the reporting process and requested clarification 
if we are reporting on when the incident closes or when the incident happens.  D Stephen 
confirmed that the data referred to reports on incidents received. 
 

• It has previously been reported in October there was 5.5% (8/144) of closed 
incidents which were moderate harm or above (November dashboard). This was 
above the 4% threshold we have set in the Quality Strategy measures. However 
work has been undertaken to ensure the harm identified on closure of the patient 
safety incident reflects the outcome of the investigation undertaken. This has 
meant that we have seen a significant reduction in cases moderate harm or 
above which have been caused as a result of the patient safety incident.  
     

Patient safety incidents - types 
• The top three patient safety incidents are: 111 triage (n=48), NEAS treatment or 

procedure issue (n=26) and 999 Triage (n=17) are identified. 
• A review of the 111 triage incidents reported in November identified that many 

were not directly attributed to that service. 
 

Incidents beyond 28 days 
There are 184 incidents open past their timescale (excluding SI’s), which is a reduction 
from 193 in November and of those the top three service lines are: 

• 84 (90 in November) are from Emergency Care 
• 49 (52 in November) are from EOC 
• 25 (29 in November) are from Scheduled Care 

 
There have been tentative discussions regarding the management of no harm / low harm 
incidents where thematic analysis would be undertaken, rather than them be managed 
on an individual basis. However further consideration of this needs to be given, including 
identifying and learning from other organisations who have taken this approach.      
  
Serious incidents – there were 2 SI’s reported in November (however the dashboard 
identifies 1, which is an error). This has yet to be corrected. 
There were no SI’s reported in December 2018. 
 
The year to date position is 11 SI’s. 
 
Duty of Candour (DoC) 

• In November compliance with enactment is reported at 40%. There were 5 cases 
identified as requiring DoC and of those 2 were completed, 1 was a failed contact 
and 2 were not enacted. On further investigation it has been identified that one 
case was submitted by scheduled care but does not contain any information 
within it and is in a holding file. The other incident was reported on the 30th 
November, investigation is ongoing. Enactment within 28 days is 100% for 
November 2018.  
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Non patient safety incidents 

• The top three non-patient safety incidents are violence/ assault/aggression 
(n=53), in December 17 there were 37 incidents, contact with a material / object 
(n=26)  and Information, instruction, training, supervision (n=24) 

• When reviewing the third highest category – Information, instruction, training, 
supervision it is apparent: 

• 2 are communication failures for other providers 
• 22 are communication failure within NEAS 
• Of the twenty two reviewed ten of those relate to staff being removed from RRV’s 

to a DCA. 
 

There have been discussions with operational managers and union representatives 
regarding how best to manage this as they do not appear to be incidents.  

 
There were 5 cases relating to staff on scene not being made aware by Control of specific 
risks or patient information, which would have raised awareness of potential scene safety 
issues or additional information to support clinical care decision making.  
   

• It is noted there were only 20 vehicle incidents reported this month, there were 
37 vehicle incidents reported in Dec 17 

• The Body Cam trial continues has been extended to the end of February 2019.  
 

Medication incidents 
• There were 2 drug discrepancies – pharmacy incidents. One related to a yellow 

drugs bag shortage and the other drug bag had 8 ibuprofen and 8 paracetamol 
missing. 
 

Complaints  
• There has been an increase in complaints received in December (n=52), which 

is the highest in 11 months. There has been a significant increase in the volume 
of complaints relating to EOC, which appears to be the pattern last winter also 

 
H Suddes asked why there was an increase in complaints relating to EOC.  M Beattie 
explained that call handlers have been under a huge amount of pressure due to the lack 
of nurse resources.  Winter pressures increase the volume of calls, which causes delays, 
which can result in more complaints. 
 

• It is noted that in December 17 there were 57 complaints received.  
• Performance in responding to complaints, initial letter has been maintained at 

100%, and performance has improved to 95%. The average days to respond to 
the complainant has dropped to 24 days, which is excellent. 

• Of the complaints completed in December 18 (41%) were not upheld, 15 (34%) 
were upheld and 11 (25%) partially upheld.  

• Quality of care remains the highest complaint type this month (38.5%), followed 
by delays (26.9%) then staff attitude (13.5%).  

 
H Suddes asked when the report will be available from the recent RPIW meeting.  D 
Stephen is meeting A Gallagher in February and an Action Plan will be available for the 
March meeting. 

 
Clinical practice  
 

• IPC audits - In November a new IPC audit platform was launched, which 
included revised audit tools. The reporting function of the new platform is not 
pulling data through to the quality dashboard and this work is likely to take some 
development time to fix. However IPC audits are being carried out and the IPC 
manager is able to view results to ensure compliance is being monitored.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
D Stephen 

   
7.3 CQUIN – Delivery Progress Report  
 C Thurlbeck introduced the report giving the position of CQUIN: 

 
Development of STPs: £1,072,400 
Funding is made available to providers making the required contribution to STP/ICS 
transformation initiatives and engaging in local STP initiatives. NEAS continues to work 
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in partnership with other STP and ICS organisations in ongoing schemes and is fully 
involved in NE and Cumbria system efforts to attain pilot ICS status. 
 
NHS staff health and well-being: £402,150 
The focus of this target is to achieve a 5% improvement in two out of the three questions 
in the NHS annual staff survey relating to health and well-being, musculoskeletal (MSK) 
and stress. The 5% improvement is to be achieved over a period of two years, with the 
results from the 2016 staff survey used as the benchmark to compare to 2018. 
Publication of the NHS Staff Survey 2018 results are expected in March 2019. 
  
Achieving an uptake of flu vaccinations by frontline clinical staff of 75%: 
£402,150  
Guidance from NHS England has precluded commissioners from agreeing local 
variations to the target set for full achievement of this scheme, although targets for partial 
achievement of the scheme are agreed as: 

• 50% or less – no payment 
• 50% up to 59.99% - receives 25% payment 
• 60% up to 64.99% - receives 50% payment 
• 65% up to 74.99% - receives 75% payment 

 
A reduction in the proportion of ambulance 999 calls that result in transportation 
to a type 1 or type 2 A&E Department: £804,300. 
In the meantime, performance trajectories continue to be monitored on a monthly basis. 
Against the new NHSE baseline we would be above target by 3.32%, as the table 
overleaf shows. 
 
However, if NEAS’ own baseline calculation of 58.20% is used then as at November 
2018 our actual YTD conveyance rate of 58.42% would only 0.22% above target. 
 
Reduction in proportion – reduction in baseline by 3%, funding is secured.   
H Suddes asked if commissioners don’t agree with our baseline how achievable is this.  
C Thurlbeck explained it is unlikely to be achievable with the current skill mix but this will 
not affect the funding.   
 
P Aitken Fell re-joined the meeting at 10:20 

   
7.4 Quality Review Group Update  
 D Stephen explained the next QRG meeting is 25th January and an update will be 

provided at the March meeting.  
 

   
7.5 IQPR Report  
 C Thurlbeck introduced the November report and explained that the December report 

was not available as it had not been to the Board. 
 

• Finance is on target. 
• Waiting periods - growth in C3 waits in line with expectations. 
• C2s pushed out in December and into January. 
• Challenges for call answer for the 999 and 111 service.  This will continue to 

fluctuate.   Service failures at other Ambulance Trusts had impacted on NEAS 
recently.  

• Clinical input – still challenging but clinician numbers are increasing. 
• Agreed with the Commissioners that the trajectory would seek to keep within 

whilst moving through the 4 year programme. C2 is only one out of kilter.  Will 
work internally and with CCGs on this issue. 

• The number of C2’s increased significantly from October and this has impacted 
on overall delivery.  

• Workforce – main challenges are around statutory mandatory training and 
appraisals. 

• Sickness is higher than the organisation would like but there has been a 
reduction each month for the past 10 months.  Christmas 2018 sickness is 
significantly better than 2017. 

 
P Liversidge commented that the issues raised by the CQC are being picked up 
separately in an action plan to respond back to the CQC by 8th February. 

 



7 
 

No.   Action by  
 
H Suddes commented that sickness is an issue, C Thurlbeck reiterated that a 10 month 
decline is still an improvement.   

   
7.6 Clinical Audit Dashboard  
 P Aitken-Fell took the Committee through the report noting that: 

 
In June the Trust performed above the national average in the following indicators: 
• Cardiac Arrest, ROSC at hospital (Utstein group)  
• Cardiac Arrest, Survival to Discharge from hospital (Utstein group) 
• Sepsis Care Bundle 
• STEMI mean average time from call to catheter insertion 
• Stroke mean average call to hospital time  
 
In June the Trust performed below the national average in the following 
Indicators : 
• Cardiac Arrest, ROSC at hospital (All patients) 
• Cardiac Arrest, Survival to Discharge from hospital (All patients) 
 

 

An appointment was made to the Clinical Audit Manager post recently and the postholder 
will evaluate the dashboard as improvements are needed. 
 
The Committee discussed the issue around the definition of how to assess when CPR 
is carried out. P Aitken Fell confirmed that work is in progress to identify when CPR is or 
is not carried out. The national definition at present is if CPR is started then it is counted. 
It is very important that paramedics are supported so that they can have difficult 
conversations with families to explain why they will not carry out CPR on a deceased 
family member. 
 
Stroke mean average call to hospital time is 1 hr 13 mins, NEAS are at 1hr 8 mins placing 
the organisation in 2nd place. 
 
H Suddes said work needs to be done on the data so that it can be presented in a more 
useful format.  
 
M Beattie commented that the hospital pre alerts recorded for sepsis skews the figures. 
H Suddes said it is important to report nationally on pre alerts but more importantly we 
need to be aware of what we want to achieve as an organisation.  A local and national 
report will need to be produced.  

 
 
 
 
 

   
7.7 Quality Priorities Update  
 D Stephen introduced the update and explained that following concerns around delays 

raised at the November meeting six elements were identified to deliver for this quality 
priority: 
 
Quality Priority 1: Early recognition of sepsis 
• Sepsis training to continue to be developed and delivered as part of core Statutory 

and Mandatory training programme for 2018/19 – compliance at the end of 
November is 94% on track to deliver 95% compliance by year end.  

• Determine the sensitivity and specificity of the adult sepsis recognition tool – delayed 
against plan, due to resource constraints at James Cook University Hospital & 
NEAS. To review progress in Q4 

• Develop a paediatric sepsis recognition tool – use of the Sepsis Trust tool has been 
agreed & work underway to include the tool in the electronic Patient Care 
Record. The training package is being developed and will be included in the 
2019/20 statutory and mandatory training  

• Develop a maternity sepsis recognition tool – use of the Sepsis Trust tool has been 
agreed & work underway to include the tool in the electronic Patient Care 
Record. The training package is being developed and will be included in the 
2019/20 statutory and mandatory training  

• Audit our compliance with the national early warning score – monthly audit 
established and reviewed in Clinical Excellence Group baseline in 2017/18 – 
40% compliance increased to 61.4% in October 18 18/19 (target 75%) 
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• Take part in the national sepsis audit - audit commenced in Sept 18, Q1 data shows 

76% compliance with national audit criteria (target 80%). It should be noted that 
the national audit uses a different audit criteria to that which was used by NEAS 
in 2017/18 

 
Quality Priority 2: Cardiac arrest – improving survival 
• Develop and implement a cardiac arrest strategy – a draft is under development, 

which will be reviewed by Quality Committee in January 2019.  
• Evaluate the Resuscitation Academy’s ‘10 steps’ action plan and agree and develop 

an new action plan aligned to the Cardiac Arrest Strategy – a range of actions have 
been undertaken, in line with the ’10 steps’ approach. This includes NHS 
Pathways upgrade implementation, which ensures prompt start of cardio 
pulmonary resuscitation, where it is difficult to determine whether a patient is 
breathing, close monitoring of how long it takes for call handlers to identify 
cardiac arrest and providing feedback on this, ensuring training is updated to 
reflect local learning following incidents.   
The draft Cardiac Arrest Strategy is complete and will go to CEG and QGG for 
approval then tabled at the March meeting.  

• Roll out the new defibrillator technology to a wider group of clinicians, which provides 
live feedback on the quality of CPR delivered – these are currently being fitted into 
RRV’s, 13 had been fitted by October 2018 with all 50 being fitted by end of 
December 2018.   There is a delay in circulating the defibrillators until the end of 
January due to 8 being faulty.  They are now with the Estates department for testing.  

• Audit the resuscitation checklists used by staff to determine their benefit – this will 
be undertaken in Q4. We will seek feedback from staff on the use of these 
checklists. 

• Strengthen the mortality review process for cardiac arrest deaths whilst patients are 
under our care – this has progressed though Board reporting on Learning from 
Deaths outcomes, from November 2018. It should be noted this is not 
currently mandated for Ambulance Trusts.   

• Purchasing Community Public Access Defibrillators, through our NEAS Trust Fund to 
place in areas we feel would benefit most, based on our local intelligence – approval 
has been given by the Charitable Funds Committee and the locations are 
currently being considered.   

 
Longest waits for patients who fall 
Enhance the use of real time performance feedback in EOC through use of a dashboard, 
pulling a range of information together to really focus on those patients with a long delay 
who have fallen – a real time dashboard is available to manager external to the EOC. 
 
H Suddes asked that CPADS and Zoll defibrillators are actioned by March to ensure the 
quality strategies are met, as the Board did raise this as a concern.  M Beattie highlighted 
there is a potential risk with the adult sepsis tool as we will be working with an external 
provider 
 
P Liversidge explained that 60 locations had been identified for the CPADs.  Packs are 
currently being developed which will be circulated to businesses but unable to gauge the 
response.  Meetings are held weekly and a plan will be implemented dependant on 
feedback. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
P Aitken 
Fell 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
7.8 Draft Quality Development Report – Proposals 2019/20  
 D Stephen introduced the report and the Committee were supportive of the proposals 

for 2019/20. 
 
External Audit Requirements  
There is a requirement to gain external assurance on the content of the quality report, 
with a detailed review of two indicators (from a choice of three) as follows: 
 

1. Category 1 (C1) – life – threatening calls – mean response time 
2. Category 2 (C2) – emergency calls – mean response time 
3. Stroke 60 minutes: proportion of FAST positive patients (assessed face to 

face) potentially eligible for stroke thrombolysis within agreed local guidelines 
arriving at hospital with a hyper acute stroke centre within 60 minutes of call 
connecting to the ambulance service 
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The C1 and C2 indicators above will be actioned. 
 
D Stephen asked the Committee for suggestions of any other quality priorities for 
2019/20.  No further priorities were suggested from the Committee.  H Suddes 
commented that it is important to focus on the priorities already identified.  
P Aitken Fell queried where the external audit Category 1, 2 and 3 Stroke came from.  D 
Stephen explained this was a national requirement. 

   
7.9 Interim Review of Quality Strategy 2017-20: Risks Action Plan  
 D Stephen explained that a strategy paper was discussed at the November meeting with 

the main focus being on slippage and delivery.  This was due to a reduction of staff 
resources within the Medical and Quality & Safety Directorates. 
 
D Stephen gave assurance that any slippages this year will be actioned.  The 2019/20 
work plan will be tabled at the March meeting.   

 
 
 
 
D Stephen 

   
7.10 Deep Dive Analysis of Incident Reporting on Severe Harm   
 S Dyson explained that between 1st April 2018 and 30th November 2018 Ulysses 

captured 49 incident reports where the initial level or harm is recorded as severe. 
Following review only 11 incidents are recorded as having a severe harm level (22%), a 
further 8 incidents could be further reduced leaving 6% of the initial severe harms with 
the same residual grading. 
 
The 49 initial severe harm cases have been reviewed to inform this report with 
attention paid to; 

• origin of the report 
• cause group – high level area of concern 
• cause 1- more specific sub category of cause group 
• actions taken 
• appropriateness of the initial and final grading 
• Identification of any emerging themes and trends 

 
Results 
49 incidents broken down by division: 
North division reported 14 incidents, with Monkton as the highest reporting station; at 
cause group level there were 3 x 999 triage issues; however no cause 1 or incident 
information presented any themes. There were also 3 x NEAS treatment incidents at 
cause group level with three linked cause 1 issues of inappropriate treatment or 
assessment. The incident information revealed that the three incidents had no other 
correlating themes. 
 
South division reported 18 incidents, with Stockton and Lanchester Road equally 
reporting 4 incidents each; within this there were 3 x 999 triage issues and 4 x NEAS 
treatment. Within cause 1, four reports had corresponding issue of inappropriate 
treatment or assessment. On reviewing the incidents content the issues were not 
related. A further theme of equipment failure emerged with 4 incidents however no 
direct link could be identified. 
 
4 incidents from South division related to external provider concerns and delay in 
accessing clinical services. The incident information revealed two incidents related to 
concerns regarding care homes and a failure to escalate care concerns, the reviewer 
was unable to see safeguarding forms attached to the incidents. The access delays 
both related to protracted delays in trying to gain admission to UHND ward 2 stroke 
unit. 
 
EOC reported 11 incidents: within these, 5 cause group categories related to 111 
triage, however no themes emerged within cause 1 groups for these incidents. 
HART reported 3 incidents all related to vehicle collisions or incidents 
 
3 further incidents were reported under HQ, External report( EXT) and Third Party 
Provider(TPP); these included an IG breech, issue raised by the British Red Cross and 
failure of an ED to be ready for a pre –alerted patient. 
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Non patient safety incidents (5) 

• 1 x Theft of staff bike from HQ- property not retrieved however not residual 
severe harm 

• x HART staff injuries from collisions- within reports both staff fully recovered in 
short period of time therefore – suggest moderate harm residual grading 

• 1 x IG breach- residual severe grading appears appropriate 
• 1 x Environmental- staff spat on by Hep C patient-advised low risk from blood 

tests, however final outcome not known yet as time for re-test not yet elapsed 
not treated with PEP– therefore medium harm more appropriate. 

• Therefore in 4 out of 5 non patient safety incidents the residual grading 
appears too high. 

 
Suggested actions for improvement 

• Ensure promotion of NRLS guidelines without decreasing reporting of incidents 
• Look at ways to increase PTS reporting 
• Promote review of residual harms from managers prior to closure 
• Promote use of harms not related to NEAS grading initially where appropriate 

to reduce inappropriate generation of DOC requirements 
 
S Dyson explained that work needs to be carried out with the PTS as only one SI 
report was received from the service.  Feedback from PTS staff is they do not find the 
system easy or accessible to use.   
 
H Suddes felt helpful assurances were given in the report.  The categorisation of 
incidents need to be more robust and H Suddes and G Morrow are keen be involved in 
this.  Having more granular categorisation would also be more helpful. 

   
7.11 NQP Report  
 D Stephen explained this was discussed in item 225 of the action log.  
   
7.12  Quality Improvement Strategy 2019-2022  
 C Thurlbeck introduced the report noting that it had been to QGG and Transformation 

Board.   
 
H Suddes said this was a very good report and asked how the improvements would be 
monitored and measured, and also what was the reporting process. C Thurlbeck 
explained the reporting process would be via Transformation Board, with monthly 
updates provided by the team.  The team have met and identified how quality 
improvement benefits will be identified. 
 
The Committee ratified the strategy and agreed it would be useful to have an update on 
the position of the strategy at a future meeting. 

 

   
8 SAFETY   
   
8.1 Serious Incident Report   
 S Dyson introduced the report informing the Committee that: 

 
As of the 31st October 2018, the Trust currently has 5  open  cases; there are  11 SI’s 
declared YTD : 

• X 1 April  
• X 4 May 
• X 2 June 
• X 0 July 
• X 2 August 
• X 0 September 
• X 0 October 
• X2 November 
• X0 December 

 
S Dyson explained that 1 SI reported in November covered 2 incidents.  Both were 999 
triage pathways but in ARP suicide with a plan generates a C3.  The other SI report was 
that of a lady with a suicide plan and DNAR in place.  This has been logged nationally 
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on ARP and is showing as under investigation.  H Suddes questioned if the national team 
would change incidents if they are flagged.   P Liversidge explained that the national 
team receive reports from NHS pathways from a number of organisations with the same 
issues but they are reluctant to change incidents.  NEAS have a workaround in place. 

   
8.2 Minutes from SI Review Group  
 D Stephen introduced the minutes noting that a report is being prepared for the next 

SIRG meeting which will look at SIs that were reviewed externally by Diane Monkhouse, 
Medical Examiner.  The report will be available at the March meeting. 
 
Of the 27 cases reviewed 17 were unable to be graded due to the level of information 
available.  Coroners are reluctant to give information around cause of death.  From 
March reporting will be available in Ulysses with limited reporting rights.  
 
H Suddes queried Terrafix and mapping as there had been a number of incidents 
accessing patients.  P Liversidge gave assurance that following a presentation from P 
Nicholson at ET this week the process in place covers both vehicles and the Operation 
Centre to the best of our ability.   The presentation will also be delivered to the Board. 

 
 
D Stephen 
 
 

   
8.3 Learning from Deaths Report  
 M Beattie introduced the report highlighting that the report shows dual data until the end 

of March but from April there will live or the previous month data only. 
 
June 2018 data 

Themes 
• Commencement of resuscitation when inappropriate including paediatric 

cases 
• Unnecessary post ROSC intubations 
• Incorrect Management of Hypothermic Arrests 

 
Actions identified  

• Directorate notice – Hypothermic cardiac arrests circulated  
• Medical directorate notice – Post ROSC airway management circulated 
• Feedback provided to staff  
• Develop guidance and support document for ROLE when Resuscitation is 

inappropriate 
 
July 2018 data 

Themes 
• Inappropriate transportation of patients in cardiac arrest 

 
Actions identified  
• Medical directorate notice – ROLE criteria circulated ( from previous meeting)  
• Medical directorate notice – Transporting cardiac arrest circulated 
• Provide feedback to staff  

 
M Beattie explained that the newly appointed Clinical Audit Manager will look at how 
learning information will be feedback to crews. 
 
S Dyson gave assurance that the auditors have re-audited some of the themes after the 
PCU had gone out and there has been a decrease with inappropriate activity.   
 
H Suddes and G Morrow thanked the team for a very good report which will be useful 
when the guidance is published. 
 
D Stephen suggested the Learning from Deaths process will be included in the Quality 
report this year. 

 
 
 

   
8.4 Strategic Health & Safety Group – Assurances, Risks and Minutes  
 A Hopper confirmed that as the Health & Safety Committee meet quarterly the report 

was a duplicate of the one tabled at the last Quality Committee meeting.   
 
A Hopper assured the Committee that the risks had been actioned.  
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D Stephen to speak to the Chair of the group to ensure that escalation issues are being 
addressed and request that the report includes who is accountable for escalation items. 

 
D Stephen 

   
8.5 HASU Report  
 On behalf of the Committee H Suddes thanked M Beattie, P Aitken Fell and D Haworth 

for a very good report.  The report will go to the Board and a presentation will be delivered 
to QRG on 25th January. 
 
P Aitken Fell took the Committee through the report noting that: 
 

• The report is broken down into: 
- Length of time take to get to patients who have been identified as a 

potential stroke 
- The amount of time spent on scene 
- Perceived in HASUs agreeing to take patient 

• We are seeing broadly similar numbers of patients who are identified as 
  having a stroke with a 14% increase in 2017.  

• This is a national trend but what differs for NEAS is our start and end position. 
All trust have seen a decline but NEAS’ has been more dramatic than other 
trusts. 

• There has been an increase in mean call to arrive time from 2015-2017. 
• An increase in number of calls Cat A/R2 from 2011-2017. 
• The amount of time we are spending on scene has increased from an average 

of 23 minutes to 32 minutes. 
• A challenge we have faced is the time it take to get a patient into a stroke unit. 
• Travel time to hospital from scene has increased but this can be due to a 

number of hospital services now discontinued. 
 

H Suddes noted the action plan is complete for staff on scene time but how would the 
impact or improvements be monitored.  P Aitken Fell explained that data collected over 
a 2 year period in ARP will be available in November 2019 with a report tabled at the 
January 2020 meeting.    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
P Aitken 
Fell 

   
9 GOVERNANCE  
   
9.1 Internal Audit Reports  

D Stephen confirmed that Internal Audit gave substantial assurance on the 
Decontamination and Infection Control reports.  

 

   
9.1.1 Decontamination Report  
 No comments on the report from the Committee.  
   
9.1.2 Infection Control Report  
 No comments on the report from the Committee.  
   
9.2 Internal Audit Programme year ahead recommendations for 2019/2020  
 D Stephen explained the draft report had been to Audit Committee. The 

recommendations identified for 2019/20 are: 
 

• Risk management 
• Freedom to speak up arrangements 
• Safety and quality performance 
• Human Resources including ESR and DBS checks 
• Statutory Mandatory Essential training 
• Care bundles 
• EPCR 
• Record Management 

 
The Audit Committee suggested some changes to the report. H Suddes asked that the 
Audit Committees updates are circulated to the Committee for their comments and 
forwarded D Stephen.  The report will go back to the Audit Committee in April for 
ratification.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
All 
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9.3 Quality Committee Policies and Progress Report  
 D Stephen introduced the report and the Committee noted:  

• Research Passport will be tabled at the March meeting. 
• Visitor Policy has merged with another policy and will be tabled at the March 

meeting. 
• Claims Handling was on the agenda at item 9.4. 
• Capacity to Consent to Examination or Treatment is in draft format and will be 

tabled at the March meeting. 
• Development, Management and Authorisation of Policies – this has been 

deferred as the new intranet will impact on how policies will be approved. 
• Safeguarding Adults will be tabled at the March meeting. 

 
D Stephen commented there are a number of amber policies due at the March meeting.  
H Suddes noted the policies can be taken together as long as there is assurance that 
they have been through the correct process.  If there are any potential areas of risk from 
the policies these are to be highlighted to the Chair and Deputy Chair. 

 
 
 
 
 

   
9.4 Policies for Ratification   
 
 
9.4.1 
9.4.2 
 
 
 

The Committee discussed the policies tabled at the meeting: 
 

• Surveillance Camera Policy 
• Claims Handling Policy 

 
The above policies were ratified by the Committee. 

 
 
 

   
9.5 External Reviews and Reg 28’s   
 There was no External Reviews and Reg 28’s to discuss.  

   
9.6 Quality Committee/Workforce Committee – themes – assaults, outcomes, training  
 D Stephen explained the will be discussed at the Delivering Consistently meeting in 

February.  Any issues raised at the meeting will be discussed at the Quality Committee 
meeting in March. 

 

   
9.7 Root Cause Analysis Report   
 S Dyson explained that the report was for information only.  
   
9.8 Summary of Assurances Gained   
 Assurances gained from the meeting were: 

 
• Engagement with Ops Managers and Scheduled Care around Safeguarding 
• Internal audit reports  
• HASU report 
• Learning from deaths report - re-audited some of the themes and found a 

decrease in inappropriate activity. 
• Quality Strategy 2017-20: Risks Action Plan – due to reduction in resources in 

Medical and Quality & Safety Directorates – any slippages will be actioned this 
year. 

• Deep dive analysis of incidents of severe harm. 
• Terrafix and maps software has been fixed. 

 
 
 

   
9.9 Risks Identified during the meeting (BAF)  
 H Suddes explained that additional controls need to be added to the BAF.  H Suddes, G 

Morrow and J Baxter are to meet and discuss this further with feedback provided at the 
March meeting. 
C Thurlbeck explained the BAF was discussed in detail at the recent ET meeting where 
a number of changes were suggested.  An email from J Boyle showing the amendments 
will be shared with the Committee. 
 
H Suddes said the amendments will be added to the BAF, as there are gaps in control 
which affect response times these will also be added and the score will then be reviewed.  
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9.10 AOB  
 There was no other business discussed.  
   
9.11 Clinical Audit Strategy 2018-2020  
 S Dyson commented that the title should read Clinical Audit Strategy.   

 
The Committee ratified the strategy. 

 

   
9.12 Review of Meeting   
 G Morrow suggested changing the agenda title Review of Meeting to ‘What have we 

learnt’. 
 
The Committee learnt: 
 

• SI report and look at residual harm was informative 
• Analysis of stroke very useful 
• Learning from Deaths 
• Seeing strategy work for QI shows good framework and governance 

 

   
9.13 Date and time of next meeting  
 Thursday 21st March 2019, 0930-1200, Fulbeck Room (Room 14), HQ  

 
 
 
 
 


