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CATEGORY OF PAPER 

Specific action required:  Provides Assurance:  For Information:  

 

Board of Directors’ Meeting – 28/02/2019 

Report title: Patient / 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) 

This report highlights how the Frequent Caller and Special Patient Notes (SPN) 
team improves outcomes for patients.  Manager, Gayle Fidler, has shared her 
experience in developing the Frequent Caller and SPN team and describes one 
case study to demonstrate the positive impact for patients. 

 

Gayle talks about the successes, through engagement with patients and other 
healthcare providers, the team have achieved in ensuring patients receive the 
appropriate care and support for their specific needs.  

The aim of Gayle sharing her teams and personal achievements is to demonstrate 
the benefits our patients have experienced in improved care and the benefits for 
the trust and wider healthcare and emergency services in working together. 

Issue previously considered by: N/A 

Recommended actions: 
The Board is asked to review the report and take assurance that the work of the 
Frequent Caller and SPN team is essential in improving patient care and 
experience when accessing healthcare.   

Sponsor / approving director: Director of Quality and Safety (Executive Nurse) 

Report author: Gillian Summers, Complaints Manager, Patient Experience Team 

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 

      

Management of frequent callers shows we are responsive to patient’s needs, 
taking responsibility to ensure patients have access to the appropriate care 
pathway for their individual needs, which is not always through the emergency 
or 111 services.  In freeing up resources, this in turn improves the service for 
other patients. 
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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? 

Continued improvement to the care and experience for those patients with specific 
medical needs and frequent callers that do not require ambulance attendance or 
intervention. 

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 

    

Proactive Reactive Internal External 

    

Bog to be shared vi 

 
 
 
  

mailto:publicrelations@neas.nhs.uk
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Board Meeting 

Staff Story  
28th February 2019 

 

My name is Gayle Fidler and I am the Frequent Caller and Special Patient Notes (SPN) 

Manager for NEAS. The Frequent caller / SPN team was established in December 2017 and 

is based in the Emergency Operations Centre at Bernicia House and work with people who 

call 999 and 111 with unmet needs. These could be patients who ring for a variety of reasons 

including social isolation, mental health problems and alcohol dependence. 

Over a period of time I have built up close working relationships with other agencies to reduce the amount of calls, 

requests for ambulance attendances, Emergency Department attendances and Police call outs. While working with 

other agencies and building our current model for how we manage frequent callers, the individual patient’s 

interests  has always been at the heart of what we aim to achieve. 

Working with other agencies has raised the profile of the trust both within the North East and nationally and this led 

me to become one of the founder members of the Frequent Caller National Network (FreCaNN) It was from this 

national group that we established the national definition of a frequent caller to ambulance services, of 5 999 calls 

in a month or 12 calls in a 3 month rolling period. We have also worked with the NEAS Patient Safety Group to 

alter the threshold for 111 callers to 8 calls a month. Through work with patients, we felt that the higher threshold of 

5 calls a month was much more sustainable and realistic. 

In order to gain a greater insight into some of the fantastic work the team has undertaken, I have provided an in 

depth case study, followed by some briefer studies to demonstrate how we work as a team to improve patient care 

and support people within the community. 

Mrs A is a 78 year old lady who lives alone. The Frequent Caller Team was contacted by a Paramedic who had 

raised a safeguarding referral due to concerns regarding medication and amount of calls.  The Frequent Caller 

Team contacted the patients GP and raised initial concerns over the amount of calls that were being received. The 

GP stated he felt Mrs A’s social needs were not being met and this was exacerbating her calls to 999 and 111. It 

was agreed to arrange a multi-disciplinary meeting (MDT).   

The MDT was held with the GP, Frequent Caller Team and Social Services and it was confirmed the patient paid 

for private care. Social Services had undertaken an assessment and were satisfied that the patient’s care needs 

were being met by the carers. As such they would not have any further intervention. 

With agreement at the MDT, the Frequent Caller Team visited Mrs A and it was established that Mrs A suffers from 

chronic pain and loneliness.  She sometimes forgot to take the pain medication so a plan was agreed that if she 

contacted 111 or 999, a clinician would probe as to whether she had taken her prescribed pain relief. A medication 

review was arranged with the GP and paracetamol was place in her dosset box.  The Frequent Caller Team 

contacted a local day centre with Mrs A’s consent and made a referral for her to attend. The carers were also 

contacted with her consent and a discussion was held around helping her take her medication in a timely manner. 

The patient’s calls to 999 and 111 have significantly reduced as shown in the graph below. The calls received in 

January were appropriate 999 calls. 
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S&T = See and Treat 

S&C = See & Convey 

H&T = Hear & Treat. 

 Patient B is a 51 year old man with mental ill health and alcohol dependence. He also has a number of chronic 

medical problems. The patient was receiving multiple ambulance attendances per day. The team contacted the 

patient’s GP to make them aware of the escalating calls to the ambulance service. The GP agreed to give the 

patient daily open access to the surgery, as such the calls to NEAS have reduced and the patient is now 

receiving more appropriate treatment for his needs. 

 

 Patient C is a 59 year old man who began making multiple calls per day with no identified medical need. The 

team contacted the patient’s GP and it was discovered the patient’s partner had recently passed away and this 

had exacerbated the patient’s mental ill health problems. The GP agreed to make regular contact with the 

patient and the calls to NEAS have now ceased. 

Identifying and managing frequent callers to ensure they received the appropriate care and support benefits the 

patients foremost in ensuring they receive the care and support they need specific to the individual patient. 

Reporting systems are now in place so that the team can run a regular report to identify frequent callers rather than 

relying on receiving information from crews. This impacts on all our patients who have a medical need, in that we 

can manage patient calls more quickly at point of contact as Health Advisors are more readily available and also 

attend those patients that require an ambulance response in a more timely fashion as crew are not being sent to 

patients that do not require medical assistance from an ambulance crew. 

The team has recently been supplemented by 2 alternative duty paramedics over a six month period, whose 

knowledge has proved invaluable to patient care when discussing and providing clinical advice to GP’s resulting in 

agreed appropriate pathways of care for individual patients.   

The other aspect of the team’s role is in managing Special Patient Notes that are added to our system to highlight 

specific patient needs. This is currently a manual process and only actioned when a request is received from a 

healthcare professional responsible for the patient. I am currently looking at potential technology solutions to 

enhance access to the Special Patient Notes service to automate the system for healthcare professionals. 

Working with other teams and organisations to improve patient care: I mentioned earlier that previous 

engagement with other organisations led me to become one of the founder members of the Frequent Caller 

National Network. This engagement started in 2010, when in conjunction with Cleveland Police we won the Home 

Office Tilley awards. I have listed below the highlights of the work undertaken in the past and moving forward so 

you can see   ---- 

 2011; North East region for multiagency work with one frequent caller and was a finalist in the Emergency 

Service awards for ambulance innovation and the management of frequent callers. 

 

 2012; finalist in the Problem Orientated Partnerships Multi Agency Partnership working to Manage Frequent 

Callers in the Community – Police and Communities Together.  

 

 We now have engagement with many stakeholders in the community and have attended over 57 individual 

multi-disciplinary meetings since July 2018. 

 

 We have worked with our colleagues in safeguarding to develop a reporting system, working with our 

informatics team, to identify frequent callers aged under 18 with an alternate threshold of 3 calls in a month or 

7 calls in 3 months. No other ambulance services are currently undertaking this work and it is hoped that once 

the reporting system is complete this could shape national guidance. 

 

 In January 2018, I became part of the High Intensity User project which is a joint initiative between Durham 

Dales, Easington and Sedgefield Clinical Commissioning Group (DDES CCG) and North Durham CCG which 

hopes to reduce the number of patients who regularly attend accident and emergency services. 

The scheme focuses on those individuals who often present at emergency departments with a need which 

cannot be treated medically, such as anxiety, unemployment, homelessness or depression and aims to change 
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the way they are supported. Through this initiative we have worked to support a cohort of patients who would 

not have received social support. This led to me to identify a gap within services for patients whom are socially 

isolated and I am now working with the NEAS Volunteer development team and a Community Paramedic to 

pilot a befriending scheme for isolated frequent callers. 

 

 The team hosted the national FreCaNN group in October; myself and a Senior Lecturer of Public Health from 

Northumbria University gave a presentation on a proposed funding application we are submitting for research 

to study, why frequent callers discontinue calling. We are also hoping to undertake joint research on social 

prescribing. 

Gayle Fidler 
Frequent Caller and Special Patient Notes Manager 
 
Plan to share learning / information: 
 

 Share this report with all staff through The Summary to raise awareness and encourage staff to contact the 
Frequent Caller /SPN team to highlight or discuss any concerns they have when attending patients on a 
regular basis that have not been identified through the criteria set. 
 

 Continue to promote the work carried out by the trust, alongside other organisations, to improve patient 
care and experiences in identifying and addressing the needs of frequent callers to emergency and other 
healthcare organisations. 
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