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Introduction 
 
The purpose of the paper is to highlight learning identified through the investigation of issues, themes and trends and 
the actions being taken or completed as a result of. This report brings together information from the following sources: 
 

 Complaints 
 Adverse Events, including patient safety/non-patient safety incidents 
 Serious Incidents 
 Reports by external agencies 

 
The report covers the period 1st April 2018 until 31st March 2019. The report particularly highlights where common 
themes are identified across more than one source. 
 
Executive Summary 
 
The overall level of incident reporting during 2018/2019 has increased against the totals for 2017/2018. During 
2018/2019 the Trust has reported 2017 patient safety incidents against a total of 1986 the previous year. In relation to 
non-patient safety incidents reported during 2018/2019, the Trust reported 2702 incidents against 2464 incidents 
during 2017/2018. 
 
Whereas the clearly identified themes and trends from 2016/2017 and 2017/2018 clearly showed a triangulation 
towards ‘delayed ambulance response’ being the highest cause of concern for patient safety.  This trend has shifted 
during 2018/2019 which is pleasing to note and likely impacted upon by the extensive work undertaken to tackle this 
matter. The introduction of the Ambulance Response Programme must be considered within this change. 
 
The main learning points show ‘training refresher’ and .human/behavioural factors’ are identified in the majority of 
cases. This demonstrates the shift from ambulance delays which resulted in a high proportion of learning falling under 
the category of ‘additional resources’ during 2017/2018. This report provides details of the steps being taken by the 
Trust in this area. The work in this area provides mitigation for adverse events, complaints, patient experience and 
regulation 28 reports. 
 
Turning towards the non-patient safety incidents, the highest cause of staff related incidents falls within ‘violence and 
aggression’ faced by staff, by patients/relatives. The main categories for non-patient safety learning falls  under 
‘human/behavioural factors’ and ‘communications internal’  
 
Overview of Learning from Incidents 2018/2019 
 
The top five corporate learning themes for 2018/2019 are very similar to previous years with the exception that 
‘additional resources’ has dropped from the top five. It is however important to note that the use of ‘no lessons 
learned’ is in the top five. This requires further investigation to ensure that investigators are not just selecting this 
category inappropriately. This may also be the cause of the deterioration in identified lessons during the latter months 
for 2018/2019. Analysing the top 5 lessons learned themes against the top 5 incident cause groups shows that the 
contact centre identifies the majority of learning relating to refresher training as a result of 999 and 111 triage related 
incidents.  
 

1. Training – refresher 
2. Human/behavioural factors 
3. Communication – internal 
4. Changes to work practices 
5. No lessons identified 

 
During 2017/2018 the top five corporate lesson learned themes are as follow; 
 

1. Training - Refresher 
2. Human/Behavioural Factors 
3. Additional Resources 
4. Communication - internal 
5. Changes to Work Practices 



Figure 1, below provides an overview of lessons identified each month during the financial year, 2018/2019. During the financial year a total of 990 areas of learning were 
identified, this is a decrease against the previous financial year with 1143 lessons identified. Overall the highest degree of learning has resulted from patient safety incidents 
with 524 identified areas of learning, with 466 identified learning for non-patient safety incidents. During the previous financial year, the figures stood at 662 for patient safety 
incidents and 481 for non-patient safety incidents. The reduction in identified learning compared to the previous financial year can be mostly attributed to the last 3 months of 
the financial year, in total the reduction in this period is 122 fewer identified areas of learning. Further work needs to be undertaken to understand the reduction. 
 
Figure 1: Lessons Identified by Month 2018/2019 
 

 
 
 
 
 



Figure 2, below shows the overall corporate themes of learning for the financial year. The highest degree of learning falls under the corporate themes of ‘training-refresher’ 
and human/behavioural factors’. This demonstrates the shift from ambulance delays which resulted in a high proportion of learning falling under the category of ‘additional 
resources’ during 2017/2018. This trend can be triangulated against the shift in the cause of patient safety incidents and complaints which clearly shows a reduction of 
incidents and complaints relating to delayed ambulance response. 
 
Figure 2: Learning from All Adverse Events 2018/2019 – Corporate Themes Overview 
 

 
 
 
 



Learning from Patient Safety Incidents – 2018/2019 – see figure 3, 4, 5 and 6 below 
 
The highest cause of patient safety incidents in the 2018/2019 period fall within the heading 111 triage. This replaces ‘dispatch’ in 2017/2018 which related to delayed 
ambulance response. This shift may provide some assurance that the actions and measures taken to improve dispatch response time and address resource issues is 
showing a reduction in the number of dispatch related indents. It can be seen that the dispatch and delays/difficulties in obtaining clinical assistance theme, whilst cannot be 
solely attributable to ‘time to arrive’ delays, does still feature in both incidents and serious incidents at smaller levels than in previous years. Drilling down into the learning for 
cause 1 the clear themes relate to ‘incorrect use of NHS Pathways’ and ‘inappropriate disposition (too low)’.  
 
The Trusts 111 service receives more calls than the 999 service, and within the past financial year has taken over provision of a number of new contracts. The EOC are the 
Trusts highest self-reporting area demonstrating an open honest culture, however increased call volumes and higher reporting will necessarily see this area of the service with 
the most reported incidents and learning. There has also been an increase in incidents related to NEAS treatment or procedure; greater understanding of the contents and 
rationale for this increase is required. 
 
Furthermore it has been identified that the introduction of human factors in patient safety and better understanding of impact the organisational systems have on individuals, 
may allow greater understanding and sophistication in both reporting and analysis of incidents and learning going forward.   
 
Steps Being Taken to Address Learning 
 

 Increased recognition of good practice identified during investigations continues to be promoted, and excellence reporting was launched and is gathering momentum 
 

 The remit and membership of Clinical Review Group and RCA’s has been widened, with participation and engagement improving consistently 
 

 The organisation has a good open reporting culture, evidence through consistence levels of reporting and the results within the staff survey, in late 2018 the Trust 
began its journey toward developing, embedding and maintaining a just culture and a number of initiatives have been undertaken and further work is planned 
 

 Introduction of true human factors analysis using SEIPS 2.0 model in investigations to ensure fair consistent treatment of staff but also to allow the organisation to 
address system issues to reduce patient safety incidents through systemic improvements 
 

 Promoting clinical record keeping standards in line with professional responsibility and accountability, a task and finish group has been convened to identify 
improvement measures 
 

 Recruitment of additional clinicians to cope with the surge in demand on NHS111 to increase hear and treat 
 

 A full review of the RCA process, documentation and action planning is to be undertaken in the 2019-2020 period to ensure the process is streamlined and user 
friendly 
 

 Greater understanding of themes and trends from incidents throughout the year alongside annual analysis. This is to be achieved through monthly thematic analysis 
for high volume incidents which occur in the no harm, low harm and near miss categories 
 

 
 
 
 
 
 



Figure 3: Learning from Patient Safety Adverse Events - 2018/2019  
 

 
 
 
 



Figure 4: Learning Themes for Patient Safety Adverse Events by Cause Group 2018/2019 - Top Ten 
 

 

 

 

 



Figure 5: Learning Themes for Patient Safety Adverse Events by Cause 1 2018/2019 - Top Ten 
 

 

 

 

 



Figure 6: Learning Themes for Patient Safety Adverse Events by Area 2018/2019  
 

 



Learning from Non-Patient Safety Incidents 2018/2019 – see figure 7 below 

Turning towards the non-patient safety incidents, the highest cause of staff related incidents falls within ‘violence and aggression’ faced by staff, by patients/relatives. This is a 
long standing trend which must be considered alongside the previously referenced work regarding reporting cultures. It is difficult to state if the increase is as a result of 
reporting cultures or whether instances of violence and aggression have increased. The staff survey results provide some assurances that systems are improved which would 
support more confidence in reporting. In considering the main learning themes from violence and aggression the highest number of learning outcomes fall under the corporate 
theme of ‘communication – internal’ and ‘improved information’.  
 
The main categories for non-patient safety learning fall under ‘human/behavioural factors’ and ‘communications internal’. The forerunner for learning within the non-patient 
safety sphere is Emergency Care North followed by Emergency Care South. It is however not a surprise considering the nature of the Emergency Care (Unscheduled 
Care) role against that of the other areas. 
 
Steps Being Taken to Address Learning 
 

 The organisation has a good open reporting culture, evidence through consistence levels of reporting and the results within the staff survey, in late 2018 the Trust 
began its journey toward developing, embedding and maintaining a just culture and a number of initiatives, actively encouraging staff not to accept certain work 
related risk exposure, i.e. violence and aggression; 
 

 Introduction of excellence reporting to promote a process for reporting good practice therefore supporting learning; 
 

 Body Worn Video trial undertaken, now progressed to business case a a national pilot based upon the work of NEAS; 
 

 Vehicle CCTV upgrade proposal approved; 
 

 Introduction of restorative justice meetings alongside police colleagues; 
 

 Revamped health and safety training for statutory and mandatory sessions and management essentials; 
 

 Delivered specific health and safety training programme for managers within operations and emergency operations centre; 
 

 Business case written to replace safety helmets for operational staff; 
 

 Formal agreement between the Trust, Northumbria Police, Tyne and Wear Fire and Rescue and Northumberland Fire and Rescue in relation to collaboration. This 
includes a joint health and safety working group; 

 
 On-going work regarding vehicle design and improvements; 

 
 Improved process for investigation and management of road traffic collisions, links with just culture; 

 
 
 
 
 
 
 



Figure 7: Learning from Non-Patient Safety Adverse Events - 2018/2019  
 

 
 
 
 



Figure 8: Learning Themes for Non-Patient Safety Adverse Events by Cause Group 2018/2019 - Top Ten 
 
 

 
 
 



Figure 9: Learning Themes for Non-Patient Safety Adverse Events by Cause 1 2018/2019 - Top Ten 
 

 
 



 
Figure 10: Learning Themes for Non-Patient Safety Adverse Events by Area 2018/2019  

 

 



 
Learning from Serious Incidents 
 
The process of understanding how we can learn and shape systems from the information taken from SIs is becoming embedded within the organisation.   
 
In late 2018 the organisation introduced the NHSi Just Culture framework, further work and understanding how our open honest reporting culture evolves into a just culture is 
now underway. The use of the SEIPS 2.0 model has been introduced into RCA meetings to better understand where systems and processes may not have provided 
individuals with optimum conditions to make the best decisions. To further this, the organisation has taken a number of steps including setting driving forward the just culture 
agenda as a quality priority for 2019-2020. 
 
2018-2019 saw a significant reduction in the number of serious incidents reported. This does represent an improvement in reducing the number of incidents meeting the 
serious incident framework, however the significant drop may have been further influenced by external review and guidance received. 
 
It was brought to NEAS attention in mid-2018 that compared to other ambulance services our reported rate of ‘deaths’ as a harm level was high. Many of these reported 
deaths constituted the serious incidents for the organisation. The Trust commissioned and external review of 27 of these by a medical examiner. 
Of 27 RCA reviewed the external reviewer found learning and actions from the RCA to be appropriate, The reviewer also identified the difficulty ambulance services 
experience in having sufficient information prior to and after significant incidents, making grading incidents challenging. 
The review used two recognised scoring systems to look at factors that influence an organisations view when grading the severity of the harm caused and preventability 
(NCEPOD and HOGAN) these are scored from 0-5 with 5 representing greatest harm and most preventability. Whilst it was acknowledged that the grading and views were 
subjective, of the 27 cases externally reviewed, which  were reported out as serious incidents,  only 4 cases were graded by the external reviewer as a NCEPOD 5 and only 
two cases as a Hogan 5.  
 
This report undoubtedly has influenced the process of determining where incidents fit the Serious Incident framework; however it should be noted that all incidents where 
moderate harm or over received a full and thorough investigation and often identify learning and action plans. 
 
The learning from Serious Incidents is then shared at SIRG before the report is ‘signed off’. This sharing process is now being extended to include cases meeting moderate 
harm threshold and enactment of Duty of Candour. 
 
The Trust share learning in many different ways including; 

 
 Emergency Operations Centre of ‘The Lamp’, a Microsoft SharePoint site specially tailored for the sharing of information and learning. Share point sites will be more 

widely available toward late 2019 and opportunities for wider use of this tool for sharing learning explored 
 Distribution of Patient Care Updates by the Clinical Care and Patient Safety team through the PSA system 
 Use of the Trust’s internet and intranet sites  
 Use of the staff magazine (The Pulse) 
 Distribution of Risk, Health Safety and Security bulletins/alerts (now via Ulysses Safeguard) by the Trust’s Risk and Regulatory Services Team 
 Topics shared for inclusion in Statutory and Mandatory Training 
 Topics shared for targeted learning by Divisional Education Leads 
 Coaching and mentoring 
 Learning shared at Governance Meetings 
 Introduction of lessons learned as a standing item on Patient Safety Group Agenda 

 
(List not exhaustive) 
 
 



In the 2018-2019 period NEAS has investigated 12 serious incidents; 
 
3 involved triage errors 
2 related to location issues 
3 related to an ARP disposition for attempted suicide 
3 related to clinical care 
1 multi agency RCA  
 
Broad themes identified from root causes 
 

• The three triage errors had no themes 
• The two location errors had no connection 
• The three clinical care concerns were unrelated 
• The three suicide concerns were related to an ARP disposition where attempted suicide generates a C3 disposition which in the three incidents was too low for the 

patients. NEAS have introduced a workaround to minimise the risk of a reoccurrence and fed back concerns to national pathways team. 
 

In 2017-2018 the top four themes were 
 

 Insufficient resources 
 Call Handler error 
 Failure to escalate to clinician 
 Poor crew documentation 

 
A number of actions resulted from these serious incidents and some assurance can be taken from the change in themes alongside the reduction in the number of SI’s. All 
cases closed in 2018-2019 have been reviewed and monitored via the Serious Incident Review Group, action plan implementation is monitored by the patient safety team. 

8. Learning from Complaints 
 
During 2018/2019 the Trust has implemented a number of organisational, department and individual changes as a result of learning from complaints. The below provide a 
number of examples: 

 Procedure to be amended to ensure that when a call is made to establish whether the patient's condition has changed, and there is a NEAS resource/medical 
professional on scene, the Health Advisor/Clinician speaks to the crew/medical professional prior to deciding not to continue with the assessment; 

 A review will be carried out of the times the dedicated Palliative Care crews operate; 
 Standard Operating Procedure required ensuring escalation of delays is communicated to the Duty manager; 
 Introduced calls scripts following introduction of ARP as a result of complaints; 
 Service Improvement Event held regarding complaints management; 
 Introduced new Patient Experience and Engagement Group (replaced ECLIPs Group); 
 Improved complaint response letters; 
 Re-designed posters and leaflets regarding raising complaints/concerns 
 Further joint work with PALS service; 
 Regular attendance at provisions meetings and liaison with management teams; 
 Introduced service users into vehicle design meetings; 
 Delivered essential management training; 



9. Report from External Agencies/Regulators 

Coroners Regulation 28 Report – Prevention of Future Deaths 

During 2018/2019 the Trust received one Regulation 28 Report - Prevention of Future Deaths. This related to HMC1735 and challenges relating to the translation service 
used by the Trust. The matters of concern highlighted the report were: 

1. Unsuccessful attempts by the call handler to source a Lithuanian interpreter. 

2. An earlier 999 call on 11 August 2017 made by the family where it was noted that there was no Lithuanian interpreter available at Language Line  

3. A Lithuanian interpreter was not available at the time of the first 999 call. 

4. Incorrect prioritisation of an emergency ambulance following the first 999 call.  

The learning included: 

The process regarding access to translators was updated. If Language Line cannot get a translator in real time to support the triage of calls or cannot be reached after 2 
attempts, then the call will be changed to attend incident. Where there is now a new option for “Cannot Access a Translator” which creates a C2 response (18 minute 
ambulance response) unless the ‘module zero’ triage generates a C1 response (7 minutes). 

The Trust introduced a Communications Support Guide during November 2018. The information provided helps staff to understand more about what to do for people with 
different needs. This guide is useful to use with people with a range of communication needs including people with a learning disability, people with a hearing impairment, 
people for whom English is not their first language and people who have acquired communication difficulty through injury; 

The Trust reviewed potential alternative providers for translation services, including the option of potentially running more than one contract to provide resilience. The 
overall review of translation services includes an evaluation of the potential use of electronic solutions where feasible. 

Parliamentary and Health Service Ombudsman  

No learning identified as a direct result of PHSO cases 

Care Quality Commission  

The Trust maintained a rating of ‘good’ in the CQC Inspection undertaken. A full action plan was developed to address any areas of improvement, being monitored at a 
Trust Board level. In addition the Trust has developed an action plan to work towards achieving an ‘outstanding’ rating. 

Health and Safety Executive  

None received during the reporting period. The Trust is however awaiting feedback from a visit to review arrangements within NEASUS regarding the management of 
reporting of cases of hand arm vibration. 

 


