
 

                       

 
AGENDA  

 
Title of Meeting: Board of Directors 

 

Date, Time and Venue: 
 

Thursday, 12th December 2019, 1300 hours  
Board Room at Winter House, Unit 7, Wynyard Business Park, Billingham, TS22 5FG 
 

Membership: Mr P Strachan, Chair  
Mrs C Young, Non-Executive Director  
Mr J Marshall, Non-Executive Director  
Dr G Morrow, Non-Executive Director  
Mr D Taylor, Non-Executive Director 
Mrs H Suddes, Non-Executive Director 
Mrs C Peacock, Non-Executive Director  
 
Mrs H Ray, Chief Executive  
Mr P Liversidge, Chief Operating Officer 
Mrs J M Baxter, Director of Quality & Safety 
Mrs C Thurlbeck, Director of Strategy, Technology & Transformation  
Dr M Beattie, Medical Director  
Mr K Scollay, Group Director of Finance & Contracting  
Mr J Emerson, Interim Director of People & Development  
 

In attendance: 
 

Mr C Fairs, Associate Non-Executive Director 
Miss J Boyle, Trust Secretary 
Mr M Cotton, Assistant Director of Communications & Engagement 
Mrs T Mullen, Assistant Trust Secretary 
 
 

 
Agenda Items: 
 

No.  Time Mins Description Corporate 
Priorities 

Attachment 
✓ 

Raised by 

1. 1300 1 Apologies - DT    

2.  1 Declaration of Interests - any Board Member who is aware of a conflict of 
interest relating to any item on the agenda will be required to disclose it at 
this stage or when the conflict arises during consideration of the item 

  All 

  

3.  3 Open Forum    P Strachan 

4.  1 Minutes of Trust Board Meeting held on 26th September 2019  ✓ P Strachan 

5.  3 Action Log   ✓ P Strachan 

6.  1 Matters Arising    P Strachan 

7.  5 Chair’s update All Verbal P Strachan 

8.  5 Chief Executive’s update  All Verbal H Ray 

 

 Quality, Safety & Patient Experience   

9. 1320 5 Quality Committee (21.11.19) 1 ✓ H Suddes  

10.  10 Staff or Patient Story                                        Deferred 

11.  5 Quality Dashboard Report                                            1 ✓ J Baxter  

12.  5 Clinical Audit Dashboard                              1, 3 ✓ M Beattie 

 

 Assurances from Board Committees  

13. 1345 5 Executive Risk Management Group (10.10.19)        All ✓ J Baxter  

  



 Performance Reporting 

14. 1350 10 Performance & Finance Board Report – October 2019     All ✓ C Thurlbeck 
K Scollay 

 

 Workforce  

15. 1400 5 Workforce Committee (18.11.19)  4 ✓ C Peacock  

16.  5 Staff Engagement & Communications update  4, 5 ✓ M Cotton  

17.  5 Freedom to Speak up (6-monthly update) All ✓ J Boyle  

 

 Regulatory  

18. 1415 10 Meeting our Corporate Objectives Q2 update  All ✓ C Thurlbeck 

19.  5 Board Assurance Framework All  ✓ J Boyle  

20.  5 Organisational Risk Register – high-level risks  All  ✓ J Baxter  

21.  10 Care Quality Commission – Improvement Plan  All ✓ J Baxter 

22.  5 NHS Improvement Quarterly Review Meeting All ✓ H Ray 

23.  5 Schedule of Board Meeting 2020/21 All ✓ P Strachan 

 

24. 1500 5 Any Other Business  
 

  P Strachan 

25.  5 Key Messages to communicate to staff  All Verbal M Cotton  

26.  5 Next meeting to be held at 1230 on Thursday, 26th March 2020 Board 
Room at Winter House, Unit 7, Wynyard Business Park, Billingham,  
TS22 5FG 

   

27. 1515  Review of Meeting (was it productive, respectful, courteous, supportive,  
right level of challenge) 

 Verbal P Strachan 

 
 
 

Corporate Priorities:   
 
1. Improving Quality and Safety 

2. NHS 111 and Clinical Assessment Service 

3. Clinical Care and Transport 

4. Developing a Sustainable Workforce 

5. Communication and Engagement 

6. Organisational Sustainability  
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MINUTES OF MEETING  
 

Meeting: 
 

Meeting of the Board of Directors in Public Session 

Details: Thursday 26th September 2019, 1130 hours  

Board Room at Winter House, Unit 7, Wynyard Business Park, Billingham, TS22 5FG.  
 

Present:  
 
 
 

Mr P Strachan, Chairman  
Mr J Marshall, Non-Executive Director  
Mrs C Young, Non-Executive Director 
Mr D Taylor, Non-Executive Director 
Mrs C Peacock, Non-Executive Director  
Dr G Morrow, Non-Executive Director  
Mrs H Suddes, Non-Executive Director  
 
Mrs H Ray, Chief Executive  
Mr P Liversidge, Chief Operating Officer 
Mrs J Baxter, Director of Quality & Safety 
Mrs C Thurlbeck, Director of Strategy, Technology & Transformation 
Mr K Scollay, Group Director of Finance & Contracting 
Mr J Emerson, Interim Director of People & Development  
Dr M Beattie, Medical Director  
 

In attendance: 
 
 

Mr C Fairs, Associate Non-Executive Director 
Miss J Boyle, Trust Secretary 
Mr M Cotton, Assistant Director of Communications & Engagement  
Mrs T Mullen, Assistant Trust Secretary 
Mrs G Summers, Complaints Manager (item 10)  
 
Mr A Murray, Public Governor  
Mrs V Rook, Public Governor  
Mr A Eales, Public Governor   
Mr D Bramley, Public Governor  
Mr R Rook, Member of the Public  
 

 
No.   ACTION BY  

 The meeting was opened and the Chairman welcomed all in attendance.  A special 
welcome was made to Helen Ray, Chief Executive and Chris Fairs, Associate Non-
Executive Director.  

 

   

1. Apologies for Absence   

   

 There were no apologies for absence on this occasion.   

   

2. Declarations of Interests  

   

 P Strachan and J Marshall declared their interests as Directors and J Boyle as Trust 
Secretary of the Trust’s subsidiary company, NEASUS (North East Ambulance Service 
Unified Solutions). 

 

   

3. Open Forum   

   

 D Bramley informed he had recently attended his local Patient Participation Group and 
was pleased to report references to NEAS had been in a positive manner. 
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He was also pleased to announce he had taken the opportunity to distribute membership 
forms across the Northumberland area.   

   

 A Eales queried the date of the next public Board Meeting and it was clarified this would 
be Thursday, 12th December 2019 due to the recent change to hold meetings on a bi-
monthly basis.  

 

   

4. Minutes of the Trust Board Meeting held on 25th July 2019  

   

 The Minutes of the previous meeting held on 25th July 2019 were agreed to be a true 
record. 

 

   

5. Action Log  

   

 The contents of the Board Action Log were reviewed.  It was requested that all those 
responsible for outstanding actions as detailed in the Log should review and close out 
these actions where possible.  

 
ALL TO NOTE 

   

6. Matters Arising   

   

 There were no matters arising on this occasion, other than those items to be closed-out as 
detailed in the Action Log.   

 

   

7. Chairman’s Update  

   

 The Chairman provided members with an update of his recent activities and key areas, 
informing he had: 
 

 Attended the Northern Ambulance Alliance Board Development day with the Chief 
Executive.  The key focus of the event was to agree a refreshed agenda and future 
work plan.     

 Held one-to-one introductory sessions with the newly elected governors.  

 Attended the NHS Providers’ Chief Executive and Chairs meeting held in London 
earlier in the month.  

 Participated in an observation shift with a crew from Hartlepool North Station.  There 
had been a good mix of acuity cases across the area.  The Chairman paid credit to 
the crew members for the excellent demonstration of care provided to patients.   

 

   

8. Chief Executive’s Update   

   

 The Chief Executive provided members with an update on her activities since joining the 
Trust, covering the following points: 

 

   

  This was the Chief Executive’s 10th day in post and it had been a great start.  She 
had been made extremely welcome and it was clear there was a dedicated and 
committed workforce in place.  Her first 100 days plan had been set, after which she 
would be reflecting on the current position and at the mid-year point she would talk to 
Board Members and Governors and discuss the ambitions for the following year.    

 Together with the interim Chief Executive, she had attended the Association of 
Ambulance Chief Executives’ meeting in London. It had been an extremely 
informative meeting with excellent presentations.  Discussions had identified a 
number of potential opportunities to undertake joint working with partner 
organisations across the patch.  An announcement had been made regarding central 
funding in relation to mental health conveyance.  P Liversidge would be looking at 
the structure to identify how the funding could best support patients suffering from 
mental health illnesses.  

 Executive Team colleagues had participated in the NHS Improvement Quarterly 
Review Meeting on 25th September 2019.  NHSI colleagues were pleased with the 
way NEAS was progressing and had relaxed the monthly monitoring notice against 
the Cost Improvement Programme position.    

 

   

QUALITY, SAFETY & PATIENT EXPERIENCE  
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9. Quality Committee (19.09.19)  

   

 The Chair of the Quality Committee, H Suddes, presented the Minutes of the Meeting held 
on 19th September 2019, highlighting the key items of assurance and risk articulated in the 
summary report.   

 

   

 Particular attention was drawn to the following points:  

   

  The 111 reporting of call backs was not yet available, but good progress was 
being made to restore the data.  

 The 111 service appears to be working very well Sunday to Friday, but at peak 
times and during the weekend the service does come under pressure.  A number 
of pieces of work were underway to help understand the impact on patients and 
address any areas of concern. 

 The Trust had held a risk with regard to the call audit function for 111, 999 and 
clinician calls and non-compliance with the NHS Pathways Licence. The Board 
had requested the Quality Committee to monitor the position and the Chair of the 
Quality Committee was pleased to report that a deep-dive exercise had been 
undertaken and confirmed that at no point was the Trust at risk of losing the 
licence.  Members agreed this was good to hear and was assured that work was 
ongoing to establish full compliance.  

 The Learning from Deaths meetings had resumed in July 2019 and good 
intelligence was being gathered.  

 

   

 The Board reviewed the Minutes and noted the key risks and assurances outlined in the 
document. 

 

   

10. Staff or Patient Story  

   

 The purpose of the report was to provide the Board with a reflection of the service delivery 
through a patient experience or staff perspective, with a view to using these experiences 
to continually improve the services delivered.  

 

   

 The Complaints Manager, G Summers, provided the background to this story, confirming it 
had previously been presented to the Board in May 2019.  It summarised the story 
regarding the experience of the patient and her family following a delay in Palliative Care 
transport for an end of life patient to be taken home.  This resulted in an action plan being 
developed to improve the experience of those patients using the service and the report 
detailed the progress and improvements made as a result of the complaint. 

 

   

 Also presented were two appreciations, from families, received via the Macmillan service.  
Whilst the appreciations were not directed specifically to the end of life service, they 
illustrated the care and compassion shown by ambulance crews from the core service and 
demonstrated the impact the service has on patients and their families.  

 

   

 The report provided assurance that the Trust had acted on the learning identified from the 
case to improve the service and experience for other patients and their families when 
accessing the palliative care transport.  In addition, assurance was gained from the 
appreciations of the positive impact core crews provide during the most difficult time for all 
involved.  

 

   

 H Suddes stated the ‘story’ demonstrated the strength of the service provided by NEAS 
and commended those involved in providing excellent care to patients.   

 

   

 Members agreed that given the exemplary level of care this report demonstrated it should 
be shared to a wider audience.  It was recognised that the showcase presentations – 
‘Developing our falls services’ and ‘Macmillan palliative care service’ – being aired at the 
Annual General Meeting in the afternoon session, would further enhance the excellent 
work and ambitions of the Trust for the benefit of its patients.  

 

   

 P Liversidge reinforced it was always a challenge to meet the needs of palliative care 
patients given they are not categorised as emergency cases but the importance of these 
patients being treat in a caring and compassionate manner was essential and needed to 
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be highlighted to commissioners to ensure they understand the importance of this 
dedicated service. 

   

 The Board reviewed the report and gained assurance from the content.   

   

11. Quality Dashboard Report   

   

 The monthly Quality Dashboard report provided an oversight on high level quality and 
safety performance information to ensure any issues or concerns were identified and 
addressed and that good practice and performance was recognised and any issues were 
referred to the Quality Committee or escalated to the Trust Board.  

 

   

 J Baxter provided an overview of the key areas of assurance and risk articulated in the 
report, highlighting the key performance areas.  

 

   

 G Morrow referred to the medicines incidents and queried the detail behind the incidents 
reported in graph form.  In providing an explanation, J Baxter informed that as part of the 
Ulysses re-categorisation work, the incidents will be explained in a more detailed way in 
the future.    

 

   

 In referring to ‘complaint responses’, which require Chief Executive sign-off, H Ray 
informed that the standard of complaints provided by the Trust was of an excellent 
standard, and provided due balance of being open and honest.  The patient experience 
team was commended for their work in ensuring NEAS was an exemplar organisation in 
this area.    

PET TEAM 

INFORMED 

   

 The Board noted the contents of the report.   

   

12. Clinical Audit Dashboard   

   

 This report provided assurance on the Trust’s performance in respect of the nationally 
published Ambulance Quality Indicators (AQI).  

 

   

 M Beattie provided a detailed overview of the content, providing a breakdown of 
performance.  

 

   

 In noting the work being progressed within the Research department, H Ray informed of a 
potential risk around excess treatment costs being applied to some of the research work 
which could be circa £13k.  The Association of Ambulance Chief Executives (AACE) made 
a pitch to be exempt from the costs as they seemed disproportionate in comparison to 
acute providers, but this had proved unsuccessful.  NEAS will continue to lobby as it is 
important to continue to undertake research as part of its clinical development work.  

 

   

 G Morrow referred to the Stroke and Sentinel Stroke National Audit Programme (SSNAP) 
Statistical Process Control (SPC) data and queried whether it would be worth recognising 
NEAS’ national performance in future reports.  M Beattie agreed to add the national 
targets to future reports.    

M BEATTIE 

   

 In noting this was the first time the call audit and clinical call audit information had been 
presented in SPC format, which would demonstrate any long term trends which had 
otherwise gone unnoticed, HS queried whether any trends had been identified.  M Beattie 
informed that whilst the clinical audit team had not yet reached full establishment, 
colleagues were working with the Emergency Operations Centre staff to ensure any areas 
of concern were highlighted and investigated and assured that no areas of concern had 
been identified from the small numbers audited.  As Chair of the Quality Committee, H 
Suddes felt it would be worthwhile for the Committee to receive an assurance report at 
some point in the future when more robust data was available.   

 
 
 
 
 
M BEATTIE  
(H SUDDES)  

   

 The Board noted the content of the report.   

   

ASSURANCES FROM BOARD COMMITTEES  

   

13. Executive Risk Management Group (08.08.19 & 09.09.19)    
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 The Minutes from the August and September Meetings were presented to the Board, and 
the key items of assurance and risk articulated in the summary report were noted. 

 

   

 Attention was drawn to ORR-57 - inability to recruit in line with the workforce plan for the 
trust for Scheduled Care, Unscheduled Care, Operations Centre and Corporate Services – 
and it was noted the risk had been devolved between service lines and managers would 
be sighted on their own areas of risk.  

 

   

 The Group acknowledged the key risks identified from the Meetings and the progress 
made as follows: 

 

   

  There was still no audit process in place for GPs and clinical advisers however 
there was ongoing work into the matter.  

 Compliance with the Hazardous Area Response Team (HART) National 
Standards for Estates – Comments were made following the National Ambulance 
Resilience Unit (NARU) audit as NEAS was non-compliant in some areas 
however an options appraisal had been carried out.  

 The risks rated a score of 12 and above which were not on the Organisational 
Risk Register were presented to the Group for consideration around whether they 
should be upgraded to feature on the Organisational Risk Register. There were no 
risks upgraded.  

 

   

 The Board reviewed the Minutes from the Meetings held in August and September 2019.  

   

            PERFORMANCE REPORTING 

   

14. Performance & Finance Board Report – August 2019  

   

 The Board received this report which updated on key performance and finance for August 
2019.  It provided a detailed overview of the current position, key risks and improvement 
plans. 

 

   

 C Thurlbeck highlighted the key performance targets, achievements and challenges which 
were detailed within the report.  August 2019 response times remained high and above 
the mean although showing an improved position from July, with only C1 national and 
local response targets being achieved.  Incident demand had continued to increase 
through July and August 2019, however overall demand remained in line with the 
Operational Research in Health review forecast levels.  

 

   

 In referring to the performance levels, J Marshall (Chair of the Performance Task and 
Finish Group) assured members that the recently established Group continued to review 
and monitor performance improvement plans in continued efforts to improve the current 
positions.  He took the opportunity to commend colleagues on see and treat performance 
which was alleviating pressure on the system.   

 

   

 D Taylor noted the sickness absence rate which had deteriorated since December last 
year and queried whether the interim dedicated resource allocated to the sickness 
improvement plan had ceased.  Whilst disappointing, Members’ noted the Trust was not 
an outlier in this area within ambulance sector.  In response, J Emerson confirmed the 
interim post had ended but a new plan and initiative had been developed and would be 
implemented soon and he was hopeful it would improve the current position. He added, 
there was a significant amount of support available for Clinical Care Managers from HR 
Business Managers.  The Sickness Policy was being revisited to ensure it was fit for 
purpose and monitoring any trends and identifying ‘hot spot’ areas.   

 

   

 J Baxter added that she had recently attended a ‘Just Culture Training’ event along with 
colleagues and some of the learning would inform policies and procedures and target 
sickness absence.  Progress on this work will be reported through the Workforce 
Committee.   
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 K Scollay provided an overview of the current financial position, confirming that the year-
to-date underspend had reduced in Month 05 from £0.930m to £0.773m. The current 
underspend against plan is however forecast to be eroded over the remaining months of 
this financial year but the Trust still expects to meet its financial plan at this stage of the 
financial year.  It was noted that the year-to-date Cost Improvement Programme position 
had deteriorated since last month however, it is anticipated to over-deliver by £0.25m 
against the annual plan target at the year-end.  

 

   

 The Board noted the report.   

   

WORKFORCE  

   

15. Workforce Committee (16.09.19)  

   

 The Chair of the Workforce Committee, C Peacock, presented the Minutes of the Meeting 
held on 16th September 2019, highlighting the key items of assurance and risk, articulated 
in the summary report.   

 

   

 The Committee received a report on the Disclosure and Barring Service (DBS) 
Streamlining Process.  In June 2018, the Trust agreed to sign up to the DBS on-line 
service but the national and regional recommendation was to not move to this service due 
to a number of administrative difficulties. NHS England, the DBS and the Department of 
Health were considering the related issues.   The Trust would review its current DBS 
Policy, in particular the three year rolling programme to repeat DBS checks for identified 
posts.  The Board would be kept informed of developments.   

J EMERSON 

   

 In noting the flu campaign was due to launch on 1st October 2019 and in order to reach 
the national target of 80% of frontline staff, detailed planning had taken place and a 
comprehensive implementation plan prepared. J Baxter acknowledged the contribution 
from J Emerson, adding his work and knowledge had been a significant help.  

 

   

 In noting a business case for a Mental Health Lead business case had been approved in 
principle, subject to funding, J Marshall referred to the point referenced in the Minutes ‘the 
biggest reason for sickness absence in the Trust was mental health related reasons’, and 
stated it was difficult to put a cost on the post, especially if it reduced the number of cases.  
It was important to think of the role in the context of the benefits it would bring.  

 

   

 H Ray explained that whilst she was assured the post would fund itself she required 
evidence and had asked for the business case to go through due process, highlighting the 
anticipated benefits and associated costs.   

 

   

 The Board reviewed the Minutes and noted the key risks and assurances outlined in the 
document. 

 

   

            REGULATORY 

   

16. North East & North Cumbria Integrated Care System – Memorandum of 
Understanding sign-off  

 

   

 The Memorandum of Understanding (MoU) between the North East and North Cumbria 
NHS partners within the Integrated Care System (ICS) was presented to the Board for 
review and approval.  

 

   

 Through the Memorandum the Partners in the NE&NC ICS committed to working together 
in partnership to realise their shared ambitions to improve the health of 3.1 million people 
who live the area and to take a collaborative approach to improving population health, and 
to ensure the quality and sustainability of their health and care services.  

 

   

 In providing views, the Chief Executive informed she had no issues with the proposal, 
stating it was relatively symbolic of trusts signing up to the Memorandum and she 
recommended NEAS committed to the proposal.  
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 The Chairman added he was pleased NEAS had a place in the system as a Partner 
organisation and also recommended NEAS’ commitment to the Memorandum.  

 

   

 In response to a query from H Suddes, the Chief Executive confirmed that the Trust’s 
regulatory reporting to NHS Improvement will not change as a result of the Memorandum 
to become a Partner of the ICS and will not change the sovereignty of the Trust and its 
Board.  It was highlighted that there could be potential ‘asks’ to commitments which would 
come to the Board for approval.  

 

   

 Given the potential increase on Executive Directors in terms of time and meeting 
commitments, the Non-Executive Directors offered their support given the wider patch 
coverage.  The Chief Executive thanked colleagues for their helpful offer.   

 

   

 After due consideration, the Board committed to the MoU on behalf of the Trust.  

   

17. Care Quality Commission – Update Report   

   

 This report provided the Board with an update in relation to the unannounced inspection 
which took place in the Emergency Operations Centre on 3rd June 2019.  The inspection 
was in response to patient safety concerns that the Care Quality Commission (CQC) 
directly received and which related to the management of medicines, staff competencies, 
appropriate triaging, training and alleged poor culture.    The draft report was received on 
21st August for factual accuracy checking and it was pleasing to note that the allegations 
made to the CQC had been unfounded.  The focussed inspection provided assurance that 
the service was safe, effective and well-led.  There were two areas of improvement 
identified from the inspection and the Trust has developed action plans to address these 
areas. 

 

   

 The Board reviewed the report, agreeing it provided good assurance that the Trust 
provided a safe and effective service to patients.   

 

   

18. Any Other Business   

   

  The annual statutory requirement for the Trust to undertake a self-assessment against 
the NHS England Emergency Preparedness, Resilience and Response (EPRR) 
Core Standards had been completed and the action plan will be monitored by the 
EPRR Group, reporting to the Executive Risk Management Group and subsequently 
to the Trust Board for approval.  The Board had reviewed the document and approved 
the document for submission to NHS England. 

 

   

  The Trust would commence its ‘Restart a heart campaign’ for 2019 in October to raise 
awareness of the importance of basic life-saving skills.  The Trust will be visiting 
schools across the region and supporting teachers to train their pupils.  The 2018 
campaign managed to reach around 4000 pupils.  If colleagues were interested in 
supporting the campaign, they were encouraged to get in touch with the Trust’s 
Community Development Officer, Alex Wheeler or C Thurlbeck.     

 
 
 
 
 
TO NOTE 

   

19. Key Messages to Communicate to Staff  

   

 M Cotton summarised the key messages to be communicated to staff: 
 

 Despite the key challenges in operational performance, the quality and clinical 
indicators and the patient story demonstrated a high level of patient care by 
front line and Emergency Operations Centre staff. 

 The Care Quality Commission report from the recent un-announced visit to the 
Emergency Operations Centre also identified a high-level of care.  

 North East & North Cumbria Integrated Care System – it was important to 
highlight to staff that the Trust Board approved the Memorandum of 
Understanding and there will be a commitment to a system of joint working for the 
benefit of patients and staff.  

 On 11th October 2019 the Trust will be holding the ‘Beyond the Call of Duty’ 
awards to celebrate the long service and achievements of employees.  Staff were 
nominated in 14 different categories by their colleagues and the general public.  
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Guests at the ceremony will be greeted by the ‘mini-medics’.   

   

20. Date and Time of Next Meeting  

   

 The next meeting of the Trust Board to be held in public on Thursday, 12th December 
2019 at Winter House, Unit 7, Wynyard Business Park, Billingham, TS22 5FG (time to be 
confirmed).  

 

   

21. Review of Meeting   

   

 Members felt the meeting had been productive with a good level of challenge and 
assurance being gained.  

 

 



 AGENDA ITEM 5.0

Trust Board Rolling action tracker 

PUBLIC 

Not achieved and now overdue

Risk of non-achievement 

On track for achievement 

Completed 

# Rationale for action Date Raised
Agenda 

item ref
Reportable C'tee Owner Target date Resource required Measure of Success Progress to Date Status Agreed Future Actions

224 Re the Stroke and Sentinel Stroke 

National Audit Programme 

(SSNAP) Statistical Process 

Control (SPC) data it was queried 

whether it would be worth 

recognising NEAS’ national 

performance in future reports.  

M Beattie agreed to add the 

national targets to future 

reports.   

26.09.19 12 Board M Beattie 12.12.19 None Future Reports to 

include national targets

225 As this was the first time call audit 

and clinical call audit information 

had been presented in SPC format, 

which would demonstrate any long 

term trends which had otherwise 

gone unnoticed, it would be 

worthwhile for the Quality 

Committee to receive an assurance 

report at some point in the future

An assurance report would be 

presented to the Quality 

Committee when more robust 

data was available 

26.09.19 12 Board M Beattie            

(H Suddes) 
Jan-20 None Report presented to 

QC in future

226 The Trust would review its current 

DBS Policy, in particular the three 

year rolling programme to repeat 

DBS checks for identified posts.  

The Board would be kept 

informed of developments.  
26.09.19 15 Board J Emerson 12.12.19 None Board informed of 

developments

Key

Actions 
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Summary of Assurances, Risks and Items for Escalation from Quality Committee meeting on 21/11/2019 

Key items considered by the 
committee / group: 
[Summarise the main points on the 
agenda including anywhere the 
committee was unable to obtain 
assurance or there may be an adverse 
impact for the Trust (e.g. potential impact 
on: strategic progress, compliance or 
patient safety). 
Consider whether the agenda fit for 
purpose – e.g. linked to the terms of 
reference and the work plan for that 
month] 
 

The meeting reviewed and discussed the following: 

 

• Medical Director Update - National Pathways are being 
updated and improved and NEAS is contributing to this work 

• Director of Quality and Safety Update - More granular 
reporting will be available from Ulysses system which will 
help with the analysis of the themes and trends 

• Quality Dashboard - Duty of Candour compliance is 100%. 

• Quality Governance Group Assurances, Risks and Minutes –
Hygiene audits have fallen below the Trusts standard, but it 
should be noted that this is based on a very small number of 
audits 

• A mock-up version of the Quality Dashboard was reviewed by 
the group and agreed 

• Medical Directorate Dashboard - Stroke Care Bundle at 
100%, national standards or AQIs have been stood down, 
however the team will continue to monitor these 

• Health Advisor Audits are increasing, and pass rates have 
improved. All staff who have not passed their audit have 
individual action plans in place that are being monitored 

• Performance Dashboard – There was considerable concern 
from the group in relation to delays and increasing turnaround 
times – An operational forum and a Holding to Account 
meeting has been set up to address this 

• Annual Quality of Training Report - a very detailed and helpful 
report was received by the committee that provided good 
assurance in relation to our Education and training 

• Serious Incident Report – Decision still to be reached as to 
which organisation will lead the investigation of the Never 
Event that took place at CDDFT  

• Minutes from SIRG 

• Safe Staffing Report – In the future this report will only report 
the ORH staffing levels which are the staffing levels we are 
aiming to achieve. Triangulation with incidents and 
complaints is still under development and is more complex 
than first envisaged 

• Clinical Audit Plan Delivery, Progress and Outcome Findings  
Learning from Deaths- A learning from Deaths report will be 
reviewed at the next committee, there has been a delay in 
reporting due to staffing issues. The audit program is 
progressing but remains behind, but a committee were 
assured it will be on track for March 2020 

• 111 Call Back – Long Waits – we remain unable to report this 
accurately work is ongoing 

• Internal Audit Report: Risk Based Audit of Health and Safety 
and Fire – Overall this report provided a good level of 
assurance, but fire alarm testing is not in place everywhere 
an action plan has been developed and will be monitored by 
the Committee 
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• Policies for ratification – No Send Procedure – this policy was 
approved, and a monitoring process agreed that will be 
reported to the Committee 

• Reg 28 – 1 report has been received and will be submitted at 
the next meeting 

• BAF – assurances were taken for the Annual training reports, 
the FFT results, Complaint management and AQI outcomes. 
Risks identified included lack of data for 111 clinical call back, 
The risk in relation to recruitment  

• to the Operations Centre was increased to 2 and 
performance issues were increased to 20 

• Clinical Risks Associated with Long Waits - An excellent 
paper was received that identified a clear link between delays 
and patients harm this is going to be shared with 
Commissioners. 

 

Items for escalation: 
[Describe the reason for the item being 
escalated, where it has been escalated to 
and what action this committee / group 
needs to take as a result. This may 
include for example: 

- Outstanding actions where limited 
progress has been made] 

 

• Response times and delays continue to be a concern and the 
Trusts performance has deteriorated 

• Turnaround times are increasing 

 

Key decisions made: 
[Concise bullet points describing the key 
decisions made and the responsible 
owners] 
 

• No Send Procedure and a monitoring process were agreed 

Highlights from sub-groups reporting 
into this committee / group: 
[Short synopsis of any key successes / 
risks highlighted by the sub-groups 
Outline any key projects delegated, e.g. 
task and & finish exercise on a specific 
issue] 
 

• More granular reporting will be available from Ulysses system 
which will help with the analyse of these and trends around 
incidents 

• Duty of Candour compliance is 100% 

• Hygiene audits have fallen below the Trusts standard, but it 
should be noted that this is based on a very small number of 
audits 

 

Key risks identified: 
[Concise bullet points describing the 
most significant risks identified including 
agreed actions 
For the Board committees only please 
reference any work undertaken in relation 
to allocated Board Assurance Framework 
risks] 
 

• Currently the trust is unable to provide meaningful feedback 
on clinician call back in 111. The performance team are 
connitnuing to work hard to address this. 
 

Meeting details:   

 
Number of apologies: 

1 

Quorate: 
[i.e. was the 
committee / 
group 
quorate?] 
 

Yes No 

✓   
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 21st November 2019, 0930-12:00, Fontburn Room, HQ 

Present: 
 
 
 

H Suddes, Non-Executive Director (Chair) 
Dr G Morrow, Non-Executive Director (Vice Chair) 
H Ray, Chief Executive  
J Baxter, Director of Quality & Safety  
Dr M Beattie, Medical Director 
J Emerson, Director of People and Development 
P Aitken Fell, Lead Consultant Paramedic 
D Stephen, Deputy Director of Quality & Safety 
K Roberts, Deputy Director of Quality & Safety 
C Thurlbeck, Director of Strategy, Technology and Transformation   

In Attendance: V Court, Deputy Chief Operating Officer OBO P Liversidge 

Minute-taker: L Clarke, PA to Medical Director and Director of Quality & Safety  

 

No.   Action by  

1.  Apologies for Absence   

 Apologies were received from:  
Mr P Liversidge, Chief Operating Officer 

 

   

2.  Declaration of Interest  

 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 transacted. 

 

   

4.  Matters Arising   

 There were no matters arising.  

   

5.  Rolling Action Tracker   

 The Action Tracker was reviewed and updated.  

   

6.  Update from Medical Director  

 Dr Beattie gave an update explaining that he had recently attended a number 
of national meetings including the UKSAR and Operational Network Group. In 
addition and of particular relevance to the Quality Committee, Dr Beattie also 
attended the National Pathways Clinical Governance Group, where it was 
confirmed that a number of different Pathways are being looked at that could 
have an impact on performance for the Trust. All updates would mean positive 
improvements for the ambulance service; in particular there was discussion 
around developing bespoke advice on abdominal and chest pain.  The Chair 
thanked Dr Beattie and noted the assurance provided in relation to the 
Pathways update. 
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7.  Update from Director of Quality & Safety (Executive Nurse)  

 J Baxter provided an update and explained that she had attended a national 
CQC event for Executive Reviewers; where a potentially new approach to 
inspections was discussed, this would be focused on two main components: 
firstly; leadership and engagement, secondly; governance and processes 
within Trusts. 
 
J Baxter also discussed the work being undertaken by the Ulysses 
Engagement Group which is focused on making incident forms more 
accessible in order to provide more granular data, it is hoped that this will go 
live in April 2020. 
 
J Baxter finished her update by explaining that since the last meeting, there 
had been a time out session to develop a joint Quality and Clinical Strategy 
and that this is continuing to be progressed collaboratively by both the 
Medical and Quality & Safety Directorates. 

 
 
 
 
 
 

   

8.  QUALITY  

   

8.1 Quality Governance Group Assurances, Risks and Minutes, TOR and 
COB 

 

 J Baxter gave a brief update and requested that the Committee note the 
following key risks and assurances which were as follows: 
 
Assurances: 
 

• Assurance provided by CQC Unannounced Inspection of EOC in 
terms of culture within the organisation and medicines management 
which were reported as being extremely positive  

 

• CQC Relationship meetings are progressing again, with meetings 
diarised 

 

• Annual Quality of training report was well received:  hard work 
undertaken by the Training team during the Ofsted inspection and also 
the work undertaken with the Universities of Teesside and Sunderland 
was noted and praised 

 

• Positive Position in terms of AQIs – with no action required  
 

• Complaints have reduced by 19.5% against April-August 2018 (177 in 
total for April-August 2019) 
 

• Management of complaints remaining extremely positive YTD 
 

Risks: 
 

• Organisation is at REAP 3  
 

• Patient harm identifying C2 Delays as an emerging theme since July 
2019 

 

• Manager Vacancies in Emergency Care  
 

• Open incidents past timescale in the EOC, however, action is taking 
place for this to be addressed so that high level risks can be dealt with 
in a timelier manner 
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• Changes to staffing in the HART Team  
 

• Clinical Audit Plan - due to staff shortages and reliance on re-deployed 
staff there is a significant risk that we may not complete all audits.  The 
business case for additional clinical audit staff has been approved and 
the recruitment process is ongoing    

 
The Chair thanked J Baxter for the update and noted from the minutes that 
the Patient Safety Group had not been quorate and asked whether any action 
had been taken around this.  J Baxter explained that support services had 
been present at the meeting, but apologies had been received from a number 
of operational colleagues due to the organisation being at REAP 3.  The Chair 
thanked J Baxter for this explanation.  

   

8.2 Quality Dashboard (to include clinical audit)  

 Quality Dashboard  
 
J Baxter provided an update and asked that the Committee note the following 
in terms of patient safety incidents:  
 

• Reporting of patient safety incidents have currently plateaued, 
however this month’s figures are higher than the same period last 
year. Statistical Process Charts displaying this would enable tracking 
of this and whether variation is statistically significant. Work continues 
with informatics to consider this 

 

• 111 triage, violence and aggression and dispatch the top three 
incidents reported in October 2019 

 

• Year to date position of patient safety incidents which are deemed to 
cause moderate harm or above is 1.1%. It is noted however that 4.5% 
of incidents closed in October 2019 were classed as moderate or 
above, the highest it has been in 12 months  

 

• Duty of Candour compliance is 100% with one incident being 
untraceable 
 

 
There was 1 SI reported in October 2019. The year to date total as of 31st 
October 2019 is 8.   
 
The number of complaints received in October 2019 has decreased to 38 
from 44 the previous month. 100% are responded to within 3 days and 97.7% 
of complaints have been responded within the agreed timeframe. PTS have 
struggled to meet the timeframe agreed with the complainant. 
 
Appreciations have increased to 123 in October from 113 in September, the 
highest received over the past 9 months 
 
In terms of risk; hygiene audits fell below the expected standard of 95% 
however this was based on just 44 audits.  PPE for aprons and gloves fell just 
short of 95% but was based on very small numbers. 
 
The Chair asked if any progress had been made to log SIs to categories and 
delays.  J Baxter explained that numbers are small and that it would be more 
appropriate to link to moderate harm.  The Chair requested an update at the 
January meeting.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JB / SD 
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The Chair also commented on the visibility of the axis on the severe harm and 
deaths graph within the dashboard and asked if these could be made clearer. 
J Baxter highlighted the Axis used to be different, however, a request from the 
Audit Committee Chair at a previous Board meeting asked for the axis to be 
made the same to allow for easy interpretation of the differences in levels of 
harm.  J Baxter suggested the axis remain the same and the numbers added 
on the higher graded incidents to inform the Committee. 
 
G Morrow noted the drop in safeguarding referrals and asked if there was an 
explanation for this.  D Stephen commented that she felt this was the result of 
a data glitch in Ulysses.  D Stephen to review and inform the Committee of 
actual numbers  
 
Medical Directorate Dashboard  
Dr Beattie provided some highlights from the dashboard; the Stroke Care 
Bundle achieved 100% and this will be monitored to ensure high standards 
continue.  All national standards for AQIs have now been retired; however, 
there is a commitment to continue to bring down times. 
 
It is expected that by Christmas the Trust will be fully compliant on Health 
Advisor audits.  As the number of audits have increased, improved pass rates 
have been highlighted.  The clinical audit team are working closely with the 
EOC to ensure staff are hitting performance targets.   There has been an 
influx of new clinicians join the EOC and therefore there has been some 
acceptance that performance may deteriorate until they are fully integrated.  
All staff that have failed audits have been placed on individual action plans 
and the clinical audit team are working closely with S Tucker and S Holliday to 
monitor this.  The Chair commented that the Committee had noted a 
sustained downward trend and would like an additional level of assurance on 
this.  H Ray added that it would be useful to have a presentation on the Call 
Handler Non – Compliance audit at the January meeting and it was requested 
that P Aitken – Fell take an action to arrange this. 

JB 
 
 
 
 
 
 

 
DS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PAF 
 
 

   

8.3 Quality Dashboard Mock Ups   

 C Thurlbeck explained that the template was developed in line with the 
specifications drawn up by Quality and Safety team, with topics realigned to 
reflect the CQC domains. 
 
The Chair noted the progress made and felt the template was informative.   
The Chair asked if the dashboard could include a judgement or narrative field 
and be populated with data when brought back to the January meeting. 
 
J Baxter added that she felt all of the information is now contained within the 
dashboard, it is important for it to have a corporate look and be linked with the 
IQPR.  J Baxter also highlighted some of the specification is still missing from 
the effective domain which didn’t allow for the AQI’s to be reported therefore 
not providing full compliance with the domain. 
 
P Aitken – Fell explained that effectiveness is not monitored through Ulysses.  
C Thurlbeck suggested while development continues that the Quality and 
Medical directorate dashboards remain separate. J Baxter and M Beattie to 
discuss outside of the meeting. 

 
 
 

 
CT 

   

8.4 Performance Dashboard  

 C Thurlbeck took the Committee through the performance dashboard 
highlighting the key issues. 
 
C2 and C3 response times remain a concern, with times in September 2019 
in excess of times seen in winter 2018, and benchmark position second worst 
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and worst for these categories. 
 
Long waits remain a concern with 157 patients waiting over 2 hours for a C2 
and 206 patients waiting over 6 hours for a C3 in September 2019. 
 
Acuity of demand, particularly C1, has seen a further increase following the 
implementation of NHS Pathways v18.5, moving case mix further away from 
the ORH baseline position. 
 
ORH efficiencies are not expected to be met which will leave a gap between 
demand and capacity resulting in non-achievement of response time 
standards: 
 

• Turnaround time is increasing rather than reducing leading to 
deterioration in response performance 

 
 

• Some improvement has been seen in See and Treat, however the 
Q4 target for conveyance reduction is not expected to be met 
 

V Court added that there has been a change in coverage against ORH which 
is shown in the safer staffing report.  Although there are vacancies, it is hoped 
that static engagement with third parties and over-time will fill the gaps.   
 
The Chair commented that she felt performance was a real concern and 
asked H Ray if there was anything more the Board could do to support the 
Trust with challenges.  H Ray explained that she had addressed this question 
at the Board and stressed that it was important that different committees 
reviewed performance appropriately.  An operational forum and a holding to 
account meeting have been set up to understand in significant detail the 
drivers in the deterioration of performance.  In addition P Liversidge and  
V Court have developed a performance action plan and C2 plan.  Work has 
also been undertaken with commissioners and the Trust has been awarded 
full winter funding.  The Chair asked if going forward the performance report 
could include structured information; on not only the Trusts performance 
position, but also measure the safety attached to it and highlight the work 
being undertaken to improve the position. 
 
C Thurlbeck explained that 111 call handling for calls abandoned and call 
answer performance has been challenging due to higher than forecast 
volumes of 999 calls. Due to our integrated model this has resulted in a 
negative impact on 111. 
 
C Thurlbeck also highlighted that following a review of clinician call back 
times, a number of data quality issues have been found, indicating that 
reported performance does not accurately reflect call back times. Further work 
is being undertaken by operations to review process and identify data quality 
improvements. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

CT 
 
 
 
 
 
 
 
 
 
 
 

PL 

   

8.5 Annual Quality of Training Report   

 J Emerson asked the Committee to note the quality assurance provided by 
the Annual Quality of Training Report: 
 
The department had its first Ofsted inspection as an employer provider on the 
10th, 11th & 12th July 2019.  The visit covered three main themes; leadership, 
safeguarding and quality of education.  The Trust achieved “significant” which 
is the highest result, for all three categories.  
 
Reapplication of employer provider status is required every 2 years and we 
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have successfully completed this application with the EFSA. As an 
organisation we have to reapply for our employer provider status to the EFSA 
via the Register of Apprenticeship Training Provider (ROATP), this had to be 
submitted at the end of October and was successfully submitted on time. The 
outcome is expected within the following 6 weeks however we are aware that 
other organisations have had to wait significantly longer. We are confident 
that we have all of the required evidence to support the renewal of the 
application. NEAS will be subject to and EFSA financial audit during the next 
12 months. 
 
The department received confirmation of the Continuous Workforce 
Development fund from HEE of £35K. In addition the Trust received 
confirmation of £100K investment to support the further delivery of the DipHE 
programme commencing in March 2020. Meetings are planned with HEE, 
Finance and the WFD team to look to review further investment for the CCA, 
CPD and other education across the organisation. 
 
The Trust is required to provide assurances to HEE on plan against target for 
CWD, paramedic upskilling and also the funding for the DipHE. All 
submissions of assurance have been submitted and accepted by HEE, NEAS 
is on target to deliver all that is commissioned, and HEE have just reapproved 
the CWD allocation on that basis. 
 
J Baxter commented that the introduction of evaluation of training will provide 
good assurance of the quality of the training in next year’s report.  The Chair 
agreed and added that from the perspective of the Quality Committee 
information on learner satisfaction would be useful. 
 
The Chair and Vice Chair praised the report and noted the assurance 
provided.   

   

9 SAFETY   

9.1 Serious Incident Report   

 J Baxter explained that the Trusts management of SIs is much improved and 
the synopsis of the SIs are detailed within the report. 
 
The only thing to note is in relation to the never event in County Durham and 
Darlington, a joint meeting is being arranged to decide who the investigation 
will be assigned to. 
 
The Chair commented that it would be useful to receive information within the 
report on learning and changes undertaken by the Trust when SIs are closed 
out.  J Baxter to ensure these are included in future reports 

 
 
 
 
 
 
 

JB 

   

9.2 Minutes from SI Review Group  

 J Baxter introduced the minutes noting they were for information.    

   

9.3 Safe Staffing Report  

 J Baxter explained that going forward the report will only include the detail of 
the ORH rota as the new rotas were implemented in October 2019.  
 
 
The Chair asked when the report will include clear triangulation on patient 
safety incidents and staffing and performance.  J Baxter and C Thurlbeck 
agreed to meet outside of the meeting and consider a way to provide the 
Committee with this information. 

 
 

 
 
 

CT / JB 

   

9.4 Clinical Audit Plan Delivery, Progress and Outcome Findings  

 Dr Beattie explained that there are 16 clinical audits planned as part of section  
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1 of the audit programme. 2 of these have been completed and the remaining 
14 are ongoing as these are reported monthly/quarterly throughout the year.  
 
Section 2 of the audit programme outlined 12 audits to be completed. 2 have 
been completed, 5 are ongoing and 5 have not been started. Informatics 
requests are outstanding for 3 of the audits that have not been started. This 
level of work has only been achieved by a number of alternate duties staff 
temporarily made available.  
 
In addition to the planned audit activity there have been an additional 9 clinical 
audits undertaken of which 6 were completed by the clinical audit team. 8 of 
these have been completed and 1 is ongoing. The additional work has been 
completed over the planned work due to access to information.   
 
The Chair recognised the progress made, but felt the audit programme was at 
risk of slippage and the ongoing recruitment issues within the team were of 
increasing concern.  Dr Beattie explained that if additional audits such as the 
C2 audit and long waits audit hadn’t been undertaken, the team would be 
better placed to deliver the section 2 audits.  The Chair felt sufficient space 
had been left within the audit programme to allow for such audits to be 
undertaken. Dr Beattie felt that although space had been built in for additional 
audits, he did not feel this was sufficient and that in order to show that the 
organisation is safe, as many additional audits as possible should be 
conducted.  The Chair asked whether the recruitment issues within the team 
had been resolved.  P Aitken – Fell explained that the final vacancies had 
been filled.  P Aitken – Fell pointed out that it had been agreed that section 2 
audits would be completed when the team was at full capacity and that  
S Woodhouse felt confident that all of the audits will be completed by the end 
of the year.  The Chair asked when the close out report would be submitted to 
the Committee and P Aitken – Fell confirmed that this would be formally 
submitted in May in line with the cycle of business.  J Baxter asked the 
question whether it was felt the current audit plan addressed some of the 
clinical risk the trust was now facing and could the Committee consider any 
areas they would wish to replace.  It was agreed by the Committee that they 
felt it did and therefore the currently planned audits would go ahead. 
 
The Vice Chair made reference to the Shortness of Breath Audit which was 
showing as being deferred and P Aitken – Fell agreed to take an action to 
look into this. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

PAF 

   

9.5 Learning from Deaths   

 There was no report available for discussion.   
 
Dr Beattie explained as a result of the CAD merge, all of the LFDs information 
was lost, the group then prioritised the backlog of the AQIs that had to be 
submitted nationally, there were also capacity and recruitment issues as the 
contract ended in March.  The Learning from Deaths Review Group work has  
re-commenced reporting its first meeting in September.   In January the report 
will reflect 3 full months of Stage 1 and Stage 2 reviews. 
 
The Chair stressed the importance of a full report on Learning from Deaths 
being brought to the January Committee. 

 
 
 
 
 
 
 
 
 

MB / LC 

   

9.6 111 Call Back – Long Waits   

 C Thurlbeck gave an update explaining that following queries raised through 
Quality Committee regarding performance against IUC KPI 3, percentage of 
clinician call backs completed within 10 minutes, further work has been 
undertaken to understand in more detail the distribution of call back times. 
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The national KPI definition is based on the time taken from the point at which 
a clinical call back requirement has been reached to the time of the first 
attempted call back. Where more than one clinical call back is required per 
call, only the latest call back is reported for the measure, i.e. if a Health 
Advisor reached a ‘speak to clinician from our service immediately’ 
disposition, and following the clinical call back a clinical advisor reaches a 
‘speak to primary care’ disposition and is called back by an APP, the APP call 
back would count towards the measure. 
 
Clinician call backs are required for a variety of reasons and cover a range of 
clinical timescales, with national clinical thresholds aligned to call back 
timeframes within the national IUC specification ranging from 15 minutes to 6 
hours. 
 
Following investigation of case level information, data quality errors have 
been identified which show that: 
 

• Not all clinician call backs are captured and reported  

• The reported call back time does not always reflect the first call back 
attempted 
 

The result of these data quality errors is that it is not possible to accurately 
report clinician call back times, and any analysis of current data will not 
necessarily provide a true reflection. 
 
The Chairs concern was that the Trust went live with the 111 service but was 
unable to fully recruit into it, so in the absence of this data the Committee has 
no way of being assured the service is safe. 
 
The Chair asked when accurate data would be available, C Thurlbeck 
explained that the absence of data is a people error, rather than a process 
error and that S Tucker would be able to give an update on timescales as this 
ultimately sits with Operations.   J Baxter agreed to follow this up.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JB 

   

10 GOVERNANCE  

   

10.1 Internal Audit Reports –  
The Committee reviewed the Risk Based Audit of Health and Safety and Fire. 
 
The Chair commented that through the reports from the Health and Safety 
Committee the impression had been given that more progress had been 
made in terms of fire alarm testing.  J Baxter explained that as a result of the 
audit report, although the Health and Safety Committee meets quarterly, and 
is well attended, a decision has been made for the Health and Safety 
Committee to be Chaired by the Deputy Director of Quality and Safety.  In 
addition  
J Baxter has asked for monthly updates on the outcome of inspections and 
will feed this information into ET.  The Chair thanked J Baxter for the update 
and was happy that this had been tightened up.  H Ray commented that the 
audit report overall was not a worrying a report.  The Chair agreed, but 
explained that it was important for good housekeeping around fire alarm 
testing. 

 
 
 
 
 
 
 
 
 
 

   

10.2 Quality Committee Policies Progress Report  

 The group reviewed the report and it was requested that the following policies 
be presented for ratification at the January Committee: 
 
Visitor Access Policy  
Development, Management and Authorisation of Policies Policy  

 
 
 
 

LC 
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Surveillance Camera Policy  
End of Life Conveyance  
Safety Alerts Policy  
 
It was agreed that as a result of the Ulysses Development Project the Ulysses 
Safeguard Administration Policy be extended until April. 

   

10.3 Policies for Ratification  

 The Committee formally approved the No Send Policy in principle and the risk 
base around it.  It was agreed that the Committee would continue to monitor 
the implementation of the procedure.  An update on re-contact rates should 
be brought to the Committee in January. 

 
 

PL 

   

10.4 External Reviews and Reg 28’s   

 There was a Regulation 28 submitted to the Committee for information 
purposes. 
 
J Baxter assured the Committee that the response would be submitted in 
December as requested and any learning will be implemented. 

 

 

   

10.5 Summary of Assurances Gained  

 Annual Education and Training Report  
FFT results  
Good complaints management  
Effective AQI outcomes 

 

   

10.6 Risks identified during the meeting  

 Lack of data for 111 Clinician  
Performance  
Levels of harm in October around moderate harm and above  

 

   

10.7 Board Assurance Framework  

 The following changes were made to the BAF were made: 
 

• The final year of the 3 year Quality Strategy will be delivered 17-20 
delivering key trajectories against improvements for all quality and 
safety metrics – to be changed to 20 
 

• Inability to recruit in line with the workforce plan for the trust for 
Scheduled Care, Unscheduled Care, Operations Centre and 
Corporate Service – to be changed to assured 
 

• Clinical Audit Dashboard to be changed to assured  
 

• Strategic Safeguarding Group Membership to assured  
 
In terms of Risks: 
 
Inability to recruit in line with the workforce plan for the trust for Scheduled 
Care, Unscheduled Care, Operations Centre and Corporate Service to be 
changed to 16  
 
Performance issues are already highlighted as a risk already and rag rated as 
red and it was agreed to change this to 20  

 

   

10.8 What have we learnt from the meeting:  

 Education and Training report was really informative and provided lots of 
assurance. 
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No Send Procedure was well received and accepted. 
 
The Chair commented that for the Committee reporting needs to be focused 
less on the operational detail of the problems faced with providing data, rather 
it should be focused on action plans, details of the work being undertaken and 
likely timescales for completion.  H Ray as an observer of the Committee was 
in agreement with this. 

 

   

10.9  Referrals / Escalations to other Committees / Executive Team  

 There were no referrals, but the Board will be sighted on the risks and 
assurances. 

 

   

10.10  Items to be added to the next agenda or CoB  

  

• LFDs report to contain outcomes 
 

• Mental Health Strategy  
 

• D Monkhouse, Medical Examiner to attend January meeting 
 

• Call Handler Non – Compliance audit – Presentation 
 

• No Send Re-contact Rates  

 
 
 
 

 

   

10.11 Any other business  

 Clinical Risks Associated with Long Waits  
Dr Beattie asked the group to note the report, the purpose of which was to 
highlight concerns identified through Learning from Deaths in relation to 
patient deaths, when there has been a delay in their care.  There has been an 
increase in the number of cardiac arrest patients that are associated with 
delays for lower category calls. These are predominantly associated with 
category 2 calls.    
 
The Vice Chair thanked Dr Beattie and asked him to pass on the Committees 
thanks to S Woodhouse for producing the report.  The Vice Chair added that 
he felt C2 was too big a category to define as the Trusts problem category, 
rather sub-categorisation would provide better insight.  Dr Beattie felt that this 
would only be possible with further research to appropriately and safely sub-
categorise patients. 
 
H Ray commented that the report should be utilised to inform the strategy for 
the quality and safety platform.  In addition H Ray added that she like to see 
the report presented regularly. 
 
Dr Beattie concluded the discussion by explaining that he wanted to share the 
report with the Committee and provide the data in an open and honest way. 
The next steps would be to share the information with commissioners and the 
wider health care economy. 

 

   

10.12 Date and time of next meeting  

 Thursday 16 January 2020, 09:30 – 12:00, Fontburn Room, HQ  
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors - 12th December 2019 
Report title:  Item 11: Quality Dashboard – October 2019 

Purpose of report: 
The Quality Dashboard is produced monthly and enables oversight on high level 
quality and safety performance information to ensure any issues or concerns are 
identified and addressed, that good practice and performance is noted and 
where issues remain a concern that actions are identified.  

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 covers a rolling 12 month period up to 31th October 2019. However 
the Friends and Family Test are reported up to 30th September 2019.  

Key areas to highlight:  

Safe domain 

Patient safety incidents  

• Reporting of patient safety incidents have currently plateaued, however 
this month’s figures are higher than the same period last year. 
Statistical Process Charts displaying this would enable tracking of this 
and whether variation is statistically significant.  
 

• 111 triage, violence and aggression and dispatch the top three 
incidents reported in October 2019 

 
• Year to date position of patient safety incidents which are deemed to 

cause moderate harm or above is 1.1%. It is noted that 4.5% of 
incidents closed in October 2019, the highest it has been in 12 months  

• Duty of Candour compliance is 100% with one incident being 
untraceable 

Non patient safety incidents  
 

• The top three reported incidents relate to violence, assault and 
aggression, vehicle incidents and Information, Instruction, Training 
supervision 
 

• There has been a slight increase in violence and aggression from 
September 2019 

 
• Vehicle incidents have decreased since September 2019 

 
 
Serious incidents – There was 1 SI reported in October 2019. Year to date 
total as of 31st October 2019 is 8   
 
Case 1: 
Call came into 999 at 00:59 on 12 October 2019 and was triaged to a C2 
disposition for a 74 year old male patient with diabetes who was complaining of 
chest pain and shortness of breath. An ETA call was received at 01:47 with 
worsening symptoms, re-triaged to same C2 disposition. Further ETA call made 
to 999 at 02:20 and it was confirmed that the patient was unconscious; the 
disposition was upgraded to C1. This represents a 121 minute delay from the 
time from the time of initial C2 disposition. The concerns were raised via an 
internal incident report from the dispatch team. 
 
Responsive domain 
 
Patient experience  

• The number of complaints received in October 2019 has decreased to 
38 from 44 the previous month. 100% are responded to within 3 days 
and 97.7% of complaints have been responded within the agreed 



 Page 2 of 5  

timeframe. PTS have struggled to meet the timeframe agreed with the 
complainant.  
 

• The average days to respond to a complaint has decreased from 30 
days to 27 days this month 

• Quality of care, timeliness of response and staff attitude, remain the top 
three complaint types.  

• We have had 0 PHSO case requests in October 2019 
• We have had 4 reopened complaints in October 2019 
• Appreciations have increased to 123 in October from 113 in 

September, the highest received over the past 9 months 
• Friends & family test: reporting is back on line, following a gap due to 

the integration of the cleric system which impacted on 111 and 
scheduled care reporting. The 85% national threshold has been met for 
see & treat, 111 & scheduled care as displayed below. 

 
Effectiveness domain 
 
Clinical practice  
 
IPC 
Hand Hygiene audits fell below the expected standard of 95% however this was 
based on just 44 audits 
PPE for aprons and gloves fell just short of 95%  but again based on very small 
numbers 
 
Medicines  
No unaccounted for losses reported 
 
Well led domain 

Incidents beyond 28 days (patient safety and non-patient safety) 

There has been a decrease in incidents open beyond 28 days. Work across all 
services and support services in ongoing to improve this further and to provide a 
new report to more closely track improvement and compliance with the new 
policy target of 85% which was approved by QC last month 

 

The patient safety overdue incidents are being tracked monthly and reviewed as 
part of the CQC action plan delivery. 
 

Assurances 

• Duty of Candour compliance is 100% with one non enactment due to 
lack of traceability 

• Moderate harm and over incidents YTD 1.1% (<3%) 
• Excellent Friends and Family Test (FFT) results for see & treat 
• Emergency Care, PTS and Support Services have achieved 100% 

compliance in responding to complaints within timeframe 
• Decrease in complaints 
• 100% of complaints acknowledged within 3 days 
• 97.7 % of all complaints completed within agreed timescales 
• 100% ANTT for cannulation aseptic technique 

 
Risks 

• Patient safety incidents closed in October where moderate harm or 
above is identified has increased to 4.5% (out with the 3% trust 
threshold) 

• Overdue patient safety incidents continue to be a challenge, particularly 
in EOC however have reduced with work ongoing to improve reporting 



 Page 3 of 5  

and closures 
• Very low numbers of IPC audits are visible on the dashboard. Hand 

hygiene and PPE compliance continues to be a challenge  
 

In summary 
It is noted that patient safety incident reporting has plateaued however there has 
been an increase in moderate harms and over reported and proceeding to full 
RCA. There is an emerging theme of delays which will be further investigated 
and monitored. There has been 1 SI reported in October 2019.  
 
There are challenges closing down incidents within 28 days, with noticeable 
pressure in EOC due to vacancies in clinician and Manager cover in the service. 
A proposal submitted to Quality Committee in October 2019 regarding incident 
management in line with the national patient safety strategy was approved. The 
policy has been updated and the new report will outline compliance with this. 
This report will implemented as soon as possible.  
      
 

Issue previously considered by: 
Quality Governance Group receives the quality dashboard bi monthly, Quality 
Committee receives it bi monthly and the Board of Directors receive the quality 
dashboard monthly. 

Recommended actions: The Group is asked to note the content of the report and pay particular attention 
to strategic risks. 

Sponsor / approving director: Director of Quality and Safety  

Report author: 
Deputy Director of Quality & Safety 

 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Organis
ational 

Sustaina
bility 

Improving 
Quality & 

Safety 

Workfor
ce & 

Investor
s in 

People 

Clinical Care 
& Transport 

NHS 111 
& 

Clinical 
Assess

ment 
Service 

Comms & 
Engagem

ent 

      

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 
responsi
bility & 

be 
account

able 

Make a 
difference 
– day in & 

day out 

      

The various areas of compliance/performance covered within this report cross 
into each value, for example complaints and appreciation cover all of the above. 

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

Duty of Candour compliance 

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 
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Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

The main risk relates to delayed ambulance response and is captured within; 

ORR-41, failure to deliver ambulance KPI’s 

ORR-45, links in STP’s and the impact on servicer delivery 

ORR-46, failure to meet various KPI’s resulting in long delays 

ORR-51, insufficient resources to meet demand 

 

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

Currently no financial implications have been identified; however failure to enact 
Duty of Candour may result in financial penalties. 
 

Potential further savings as a result of reduced litigation, excess payments and 
premiums 

 

Are any additional resources 
required e.g. staff capacity?  

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

 Delayed ambulance response and associated impact on care; 
 Delay in investigating patient safety incidents may cause harm  
 Delay in applying Duty of Candour; 
 Vehicle incidents may have an impact on patients, staff, fleet availability and 

insurance claims  
 Violence and aggression may result in higher levels of sickness absence. 

This in turn impacts on service delivery. 
 

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) 

The report is produced by the Quality and Safety Directorate and shared with 
the Quality Governance Group, Quality Committee, Board of Directors and 
Quality Review Group. The information is considered by relevant groups, such 
as Patient Safety Group. 

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 
    

      

 
 
 
 

 

 

 

 

 

 

 

mailto:publicrelations@neas.nhs.uk
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Top 10 Incident Causes (Oct-2019) Patient Safety Non Patient Safety Total % of Total + / - Last Month

111 Triage 52 0 52 12.3%

Violence/Assault/Aggression 0 51 51 12.0%

Dispatch 29 0 29 6.8%

Vehicle Incident 0 23 23 5.4%

Equipment Issue 2 19 21 5.0%

999 Triage 20 0 20 4.7%

Information, Instruction, Training, Supervision 0 20 20 4.7%

Access, Admission, Delay, Transfer, Discharge 19 0 19 4.5%

Contact With Material/Object 0 19 19 4.5%

NEAS Treatment Or Procedure Issue 17 2 19 4.5%

Total 139 134 273 64.4%

Service Line (Oct-2019) Patient Safety Non Patient Safety Total % of Total + / - Last Month

Emergency Care 65 152 217 51.2%

Operations Centre 106 17 123 29.0%

Patient Transport Service 16 35 51 12.0%

Support Services 7 8 15 3.5%

Unknown 7 8 15 3.5%

Emergency Care HART 0 3 3 0.7%

External/Other 0 0 0 0.0%

Total 201 223 424 100.0%

IPC (Oct-2019) Observed Compliance % Rating

BBE 44 44 100.0%

GEL 44 43 97.7%

Hand Hygiene (Unscheduled Care) 44 38 86.4%

IV Cannulation 10 10 100.0%

PPE: Aprons 19 18 94.7%

PPE: Gloves 38 36 94.7%

% of Closed Patient Safety Incs * Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 YTD

LowHarm/No Harm/Near Miss% 98.1% 98.9% 97.0% 97.7% 99.4% 98.6% 98.5% 100.0% 98.7% 100.0% 99.4% 98.5% 95.5% 98.9%

Mod Harm/Severe Harm/Death % 1.9% 1.1% 3.0% 2.3% 0.6% 1.4% 1.5% 0.0% 1.3% 0.0% 0.6% 1.5% 4.5% 1.1%

* Excludes incidents where harm not related to NEAS

Actual Harm  (the charts below relates to closed incidents *)Incidents Received

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 07 Nov 2019 - 23:50:05

Quality Dashboard  -  Oct-2019



Top 5 Nature Of Abuse (Adult - Current Month) Cases
% of Adult 

Total

Adult - General Welfare 334 72.9%

Adult - Neglect Or Acts Of Omission 28 6.1%

Adult - Mental Health Issues 27 5.9%

Adult - Self-Neglect 22 4.8%

Adult - Domestic Violence Or Abuse 10 2.2%

Total 421 91.9%

Top 5 Nature Of Abuse (Child - Current Month) Cases
% of Child 

Total

Child - Neglect 51 39.2%

Child - Mental Health Issues 21 16.2%

Child - Self-Harm 20 15.4%

Adult - General Welfare 10 7.7%

Child - Emotional Abuse 6 4.6%

Total 108 83.1%

Complaints Appreciations

Service Line (Oct-
2019) Complaints % of Total

+ / - Last 
Month Appreciations % of Total

+ / - Last 
Month

Emergency Care 9 23.7% 83 67.5%

EC HART 0 0.0% 1 0.8%

External/Other 1 2.6% 2 1.6%

Operations Centre 21 55.3% 13 10.6%

PTS 6 15.8% 20 16.3%

Support Services 1 2.6% 0 0.0%

Unknown 0 0.0% 4 3.3%

Total 38 100.0% 123 100.0%

% Complaints Completed <= agreed date

Service Line (Oct-2019) % of Total

Emergency Care 100.0%

Operations Centre 95.0%

PTS 100.0%

Support Services 100.0%

Total 97.7%

Appreciations 120 116 85 96 77 100 100 82 91 92 103 114 123 705

Complaints/Appreciations Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 YTD Trend

Number of Complaints 40 51 53 58 51 32 31 50 32 43 37 46 38 277

Acknowledged <= 3 days 39 51 53 58 50 32 30 50 31 41 36 46 38 272

% Acknowledged <= 3 days 97.5% 100.0% 100.0% 100.0% 98.0% 100.0% 96.8% 100.0% 96.9% 95.3% 97.3% 100.0% 100.0% 98.2%

1 Extension agreed 2 0 3 2 1 0 1 0 2 2 0 0 0 5

2+ Extensions agreed 0 0 0 0 0 0 0 0 1 1 0 0 0 2

Avg Days to Respond 30 26 24 30 25 38 28 25 32 30 22 30 27 28

Minimum Days to Respond 2 2 2 4 2 4 2 1 1 3 2 2 2 1

Maximum Days to Respond 98 69 87 153 48 89 59 78 83 87 55 96 65 96

% Completed <= agreed date 97.5% 89.7% 95.6% 97.9% 95.1% 85.2% 90.0% 93.8% 86.1% 91.8% 94.6% 93.3% 97.7% 92.4%

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 07 Nov 2019 - 23:50:05

Quality Dashboard  -  Oct-2019
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors’ Meeting – 12.12.19  
Report title: Clinical Audit Dashboard 

Purpose of report: This report combines the data presented at Clinical Effectiveness Group in 
September 2019, the Quality Committee in November 2019 and summarises the 
work of the medical directorate.  

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) 

Action required : 

• Clinical Call Audit: NHS Pathways clinician pass performance 
• Clinical Call Audit: NHS Pathways clinician average audited call 

performance 

No action required:  

• Clinical Audit: ROSC at hospital (All patients)  
• Clinical Audit: ROSC at hospital (Utstein)  
• Clinical Audit: Survival to discharge (All patients)  
• Clinical Audit: Survival to discharge (Utstein)  
• Clinical Audit: Stroke care bundle  
• Clinical Audit: Stroke timing (mean average call to hospital)  
• Clinical Audit: STEMI timing (mean average call to hospital)  
• Call Audit: NHS Pathways health advisor pass performance 
• Call Audit: NHS Pathways health advisor call pass performance 
• Call Audit: NHS Pathways average audited call performance  
• Clinical Call Audit: NHS Pathways clinician pass performance 

Issue previously considered by: Clinical Effectiveness Group 

Recommended actions: Information only  

Sponsor / approving director: Mathew Beattie (Medical Director)  

Report author: Shane Woodhouse (Clinical Audit & Effectiveness Manager)  

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 

      

Please enter how this paper supports the trusts values 

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

N/A 



 Page 2 of 7  

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 a particular 
social group 

 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

N/A 

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

N/A 

 

Are any additional resources 
required e.g. staff capacity? N/A 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Provides assurances in the quality of care provided and clinical outcomes 
against the ambulance quality indicators measured.  

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) 

N/A 

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 

        

 Please enter key points for the communications team     

 
 

 
 
  
 
 

mailto:publicrelations@neas.nhs.uk
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Research & Development August 
2019 

19/20 YTD 

Active studies NIHR Portfolio studies: 

Rapid response falls service, Eco Mist, SATIATED2, 
Openness study, RSAH, Care Home Project 

Other Research studies: 

EWOK, PAIN 

External studies NEAS is supporting: 

Critical Illness study, Staff Wellbeing in Ambulance 
Personnel, Exilens, Emergency Health Care Plans, Acute 
Home Visiting in Primary Care, SPRUCE, Impact of 
Paramedic Prescribing in the North East of England 

15  

Studies in 
development 

HEART Score, SMRF, PRISM, PREDICT,  4  

Completed studies   3 

Publications McClelland G, Flynn D, Rodgers, H, Price CIM. (2019) 
Development and validation of a pragmatic prehospital 
tool to identify stroke MIMIC patients. EMJ. 36: e1. 
http://emj.bmj.com/content/36/1/e1.1  

1 7 

 

http://emj.bmj.com/content/36/1/e1.1
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Document Information 
 
Author Name: Lauren O’Donnell 

Summary of Assurances, Risks and Items for Escalation from Executive Risk Management Group 
meeting on 10/10/2019 

Key items considered by the 
committee / group: 
[Summarise the main points on the agenda 
including anywhere the committee was unable to 
obtain assurance or there may be an adverse 
impact for the Trust (e.g. potential impact on: 
strategic progress, compliance or patient safety). 
Consider whether the agenda fit for purpose – e.g. 
linked to the terms of reference and the work plan 
for that month] 

• Assurance report from EPRR 
• Business Continuity report 
• Review of Chief Executive Directorate risk register 
• Risk Dashboard which highlighted 

o Outstanding Risk Reviews 
o Outstanding Risk Actions 
o Closed Risks with Outstanding Actions 

• Trust’s Top 3 security Risks 
• Organisational Risk Register 
• Risk Management Strategy 
• Board Assurance Framework 
• Cycle of Business for 2019 – 20  

 

Items for escalation: 
[Describe the reason for the item being escalated, 
where it has been escalated to and what action 
this committee / group needs to take as a result. 
This may include for example: 

• Outstanding actions where limited 
progress has been made] 

 

• There were no items to be escalated 

Key decisions made: 
[Concise bullet points describing the key decisions 
made and the responsible owners] 
 

• Meetings to be held bimonthly  

Main sources of assurance:  
[Concise bullet points describing any key sources 
of assurance which are relevant to the Trusts 
strategic risks] 
 
 

• There were no risks for consideration for the ORR 
• There were no closed risks with outstanding actions  
• There is ongoing training for a register of loggists for the Trust 

Key risks identified: 
[Concise bullet points describing the most 
significant risks identified including agreed actions 
For the Board committees only please reference 
any work undertaken in relation to allocated Board 
Assurance Framework risks] 
 

• There were no significant risks to highlight 

Meeting details:   

 
Number of apologies: 

5 

Quorate: 
[i.e. was the 
committee / 
group quorate?] 
 

Yes No 

   

 
Chair: 

 Joanne Baxter, Director of 
Quality & Safety  Lead Director:  Joanne Baxter, Director of 

Quality & Safety  
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MINUTES OF MEETING  
 

Meeting : 
 

Executive Risk Management Group 

Details:  Tuesday 10th October 2019 @ 09:30, Fulbeck Room, NEAS HQ 
 

Present: 
 
 

Mrs J Baxter, (JBAX), Director of Quality and Safety (Chair) 
Mr K Scollay, (KS), Group Director of Finance & Contracting 
Mrs C Thurlbeck, (CT), Director of Strategy, Technology & Transformation 
Dr M Beattie, (MB), Medical Director 
 

In Attendance: 
 

Mr A Gallagher, (AG), Head of Risk & Regulatory Services 
Mr S K Swallow, (SKS), Head of Resilience & Special Operations  
Mr M Cotton, (MC), Assistant Director of Communications & Engagement  
 

Minute-taker: Miss L O’Donnell, Chief Executive Administrative Assistant  
 

 
 
No.   Action by  
1.  APOLOGIES FOR ABSENCE   
   
 Apologies for absence were received from H Ray, J Emerson, P Liversidge, J 

Boyle and A Hopper. 
 

   
2.  MINUTES OF PREVIOUS MEETING HELD ON 9th SEPTEMBER 2019  
   
 The minutes of the previous meeting were agreed to be a true and accurate 

record. 
 

   
3.  REGISTER OF ACTIONS  
   
 The actions register was reviewed and on-going progress noted. Those actions 

which had been completed were closed. The register would be updated to reflect 
discussions and distributed prior to the next meeting. 

 

   
 Action 12) EOC Servers – Paper going to next Trust Board, close.  

 
Action 17) Risk 205 to be look into as to why on the ORR – leave on register. 
   
Action 18) Risk 205 needs more actions to show mitigations on risk register – 

to be updated when J Boyle present.       
 
Action 19) Risk parameters for ORR to be lowered to 12 - complete                                   

 
  

   
4.  MATTERS ARISING   

   
 There were no matters arising   
   

5.  ASSURANCE FROM SUB-GROUPS:  
   
 5.1. EPRR 20.09.2019  
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No.   Action by  
   
 SKS stated there was nothing to discuss by exception however the action plan 

had been submitted in regards to the core standards. The plans had been ratified 
for annual assurance. 

 

   
 CT highlighted that she believed more evidence could have been added and SKS 

assured that he had taken CT’s comments on board and updated the plans.  
 

   
 JBAX raised a query regarding the 28 trained Loggists and SKS confirmed there 

would be a register however there was more training ongoing with a job 
description being drawn up for on-call Loggists.  

 

   
 In response to a query from CT, SKS explained that NEASUS are highlighted as 

they currently do not have a Business Continuity Plan in place however L Keen 
and S Mulligan are progressing this work but it is a big job. NEASUS currently 
have no relocation strategy however L Keen will attend the NEASUS board to 
highlight. It was noted that there is no generator on site.   

 

   
 5.2. BUSINESS CONTINUITY 09.09.2019  
   
 JBAX highlighted the risks that were on the register since 2015 and queried 

whether they needed to be accepted and closed out.  
 

   
 CT shared that there was a regional plan for all Occupational Health departments 

to move onto the same system however NEAS’ position would need to be clarified 
with J Emerson.  

 

   
 JBAX queried whether the changes to the mailroom at HQ were still going ahead 

as this had been highlighted by the CQC.  
 

   
 AG stated that the process was ongoing and the plan was to tie the mailroom 

changes in with the renovation of the reception area however KS was to clarify 
with C Armstrong. 

 
K Scollay 

   
 SKS was to investigate whether there were continuity plans in place for drug 

lockers at each station as the report only identified Blucher as being without.  
S K Swallow 

   
6.  DIRECTORATE RISK REVIEW – CHIEF EXECUTIVE  
   
 MC introduced the CEO risk register and gave an update on the risk changes: 

• Risk 240 related to the changes in the composition of the Executive arm of 
the Board. Significant change within a short period could result in capacity 
and continuity risks. This risk has reduced in score since the Committee 
last received the full CEO risk register. The score had reduced from 12 to 
9 since April 2019. This reflects a number of developments, including the 
appointment of Executive Directors and the CEO. JBAX suggested 
leaving the risk on the register for another month and then lowering the 
risk after the Board Development Day. 

• Risk CE11 related to the ability of the Trust to achieve compliance with 
NHS Improvement’s Single Oversight Framework (SOF). This risk had 
increased in score from 9 to 12 since the risk register was presented to 
ERMG in April 2019. There were two key reasons behind this, namely the 
challenges the Trust is facing in respect of performance and the fact that 
the agency cap for the year had been breached. 

• Risk CEO05 related to the risk that Freedom to Speak Up (FTSU) is not 
robustly implemented within the Trust. The current score of this risk was 9 
with a target of 6. A number of actions have been taken to continue to 
embed FTSU and this is monitored by the Workforce Committee on a bi-
monthly basis. JBAX suggested that this risk be closed down due to new 
guidance being in place and a new risk opened regarding the new 
guidance  

• Risk CEO08 related to risks associated within the transition of policies and 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Boyle 
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No.   Action by  
procedures from Q-Pulse to SharePoint. The launch date of the new 
intranet is scheduled for 21st October however the risk remained at 12 due 
to ongoing testing.  

• Risk CEO284 related to ongoing concerns around social media use in the 
organisation without an appropriate system for governance and control. 
The business case scored low on the prioritisation rankings by SMT in 
relation to other priorities. This has been mitigated by a non-recurrent 
availability of funding from the Global Digital Exemplar project. This will 
see a system in place, hopefully, by 1st December 2019 for 12 months. 
Once in place, this will see the risk temporarily reduced and the business 
case up for re-consideration in 2020-21. 

   
 MC highlighted the risk surrounding staffing changes within the Communications & 

Engagement team. MC said the impact of staffing changes would mean that the 
EDI work plan timescales would not be achieved and would need careful 
management.  

 

   
   
   
  

  
 

  
  

  
 

 
  

  
  

 
  

  
  

 

 
 
 
 
 
 

C Thurlbeck 

   
7.   RISK DASHBOARD AND HEAT MAP  
   
 AG shared that the management of risks remained good and although there were 

several risks without actions, this was thought to be a basic admin problem.  
 

   
 It was noted that from the report of risks residing at 12 or above, there were no 

risks to be escalated to the ORR. 
 

   
  

   
 

   
 KS highlighted that the risks within IG need changed from Finance to Strategy, 

Technology & Transformation 
A Gallagher 

   
 7.1. OUTSTANDING RISK ACTIONS  
   
 The contents of the report were noted.   
   
 7.2. OUTSTANDING RISK REVIEWS  
   
 The contents of the report were noted.  
   
 7.3. CLOSED RISKS WITH OUTSTANDING ACTIONS  
   
 There were no closed risks with outstanding actions.  
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No.   Action by  
   
8.  TOP 3 SECURITY RISKS  
   
 CT assured that there had been no changes within the risks since their previous 

presentation. 
 

   
9.  ORGANISATIONAL RISK REGISTER (ORR)  
   
 JBAX queried if the Executive Directors were happy with the ORR and the 

following updates were noted: 
• 249 – CT recommended the risk be lowered as 2 quarters had been 

secured.  
• 263 – It was suggested that the initial risk rating be raised to 16 and the 

residual risk rating be raised to 12 due to this being a CQC requirement.  
• 280 – JBAX explained there had been a lot of progress with Just Culture. 
• 301 – A lot of work had went into this risk and although it related to a 

corporate objective, the risk could be lowered 
• 302 – MB would ask E Hutton to look into reframing this risk to move away 

from Alliance  
• 303 – It was suggested this risk be moved to the Medical register  
• EOC19 , MED05, ORR41 and ORR45 were to remain on the risk register 
• ORR57 – CT stated this risk would be higher than a 9. 

 
 
 

P Liversidge 
 
 
 
 
 
 
 

M Beattie 

   
10.  RISK MANAGEMENT STRATEGY – QUARTER 2 UPDATE  
   
 The report was presented for information and there were no questions raised from 

the group. AG shared the report was presented at Audit Committee on the 
previous day and they had been assured.  

 

   
11.  BOARD ASSURANCE FRAMEWORK (BAF)  
   
 JBAX explained that she would be carrying out a focused piece of work with each 

Director to review their BAF as it needed to be more strategic and condense. 
 

   
 JBAX requested all updates from committees to be forwarded to CA McLachlan in 

readiness for presentation at the Trust Board. 
 

   
12.  CYCLE OF BUSINESS FOR 2019-2020  
   
 The cycle of business was introduced for review and JBAX queried the members 

position on the meeting being reduced to bi-monthly due to good compliance and 
ongoing governance work designed to make the best use of colleagues’ time.    

 

   
 There was agreement from the members to move the meetings to bi-monthly and 

monitor the impact, if any, on compliance.  
 

   
13.  ANY OTHER BUSINESS  
   
 No other business was discussed.  
   
14.  ITEMS FOR ESCALATION  
   
 There were no items for escalation to the Board.  
   
15.  DATE AND TIME OF NEXT MEETING  
   
 Date and Time of next meeting: Monday 9th December 2019, 13:30, Fulbeck room   
   
 
 



   

 Page 1 of 3   

CATEGORY OF PAPER 

Specific action required:  Provides Assurance:  For Information:  

 

Board of Directors’ Meeting – 12/12/2019 

Report title: Integrated Quality & Performance Report (IQPR) – October 2019 

Purpose of report: To provide the Board with an overview of key performance metrics for October 
2019. 

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) 

Key issues are noted below, with further detail available for review in the data 

report. 

 Response performance has deteriorated further in October 2019 for C2 

and C3.  

 The increase in demand seen from July 2019 has continued with 

volumes 2.1% higher than those in October 2019 and 1.4% YTD.  

 Categories 1 and 2 continue to see a greater volume increase (C1 

19%, C2 15% compared to October 2018). These increases are in part 

due to changes implemented with NHS Pathways v18.5. 

 Turnaround times in October significantly increased with over 4000 

hours lost to turnaround, 1079 above the average, the equivalent of 3 

shifts a day. 

 Increased response times have led to increases in long waits with 212 

patients waiting over 2 hours for a C2 and 286 patients waiting over 6 

hours for a C3 in October 2019. 

 The revised rosters were implemented on 7 October 2019 and were 

expected to support improvements in response times. This has not yet 

been seen due to the variance in demand from ORH baseline and our 

position against the ORH efficiencies calculated as part of the staffing 

required. 

 In addition, changes to ARP national guidance have been implemented 

removing the ability to re-start the clock start for C2-4 following an 

upgrade. This is expected to have had a negative impact on response 

times, however further work is ongoing to understand the full impact. 

 111 call handling for calls abandoned and call answer performance has 

been challenging due to higher than forecast volumes of 999 calls. Due 

to our integrated model this has resulted in a negative impact on 111. 

 Following a review of clinician call back times, a number of data quality 

issues have been found indicating that reported performance does not 

accurately reflect call back times. Further work is being undertaken by 

operations to embed revised process and improve data quality.  

 Compliance against Statutory and Mandatory Training, and Appraisal 

completion shows improvement, however both remain below the 85% 

target set. 

 The Single Operating Framework Use of Resources score remains at 

3, due to the current agency expenditure overspend, and will remain at 

this level for the remainder of the year. 

Issue previously considered by: 
Performance Task and Finish Group 

Recommended actions: Board members are asked to note monthly performance in October 2019.  

Sponsor / approving director: Caroline Thurlbeck, Director of Strategy, Technology and Transformation  

Report author: Hannah Winney, Planning and Performance Manager 

Governance and assurance 
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Link to Trust Priorities: 
(please tick) 

Improving 

Quality and 

Safety 

NHS 111 

and CAS 

Clinical 

Care and 

Transport  

Developing a 

Sustainable 

Workforce 

Communication 

and 

Engagement  

Organisational 

Sustainability 

      

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 

        

This paper ultimately links to all of our values, but particularly strong linkages 
can be seen in respect of taking responsibility and being accountable (i.e. 
demonstrating how the Trust is performing, both in respect of identifying issues 
and also highlighting areas of positive progress, which link directly to patient 
care. The paper enables the Board to hold the Directors to account for core 
aspects of delivery).  

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

A number of targets are nationally set (ambulance response) and others, such as 
the Scheduled Care targets, are locally agreed. Performance against these 
targets is a core part of monitoring by our regulators. 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

   

This is not a policy review or major service change and therefore does not 
require an equality analysis to be completed. 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

ORR-41 – risk of failure to deliver ambulance KPIs in relation to response times. 

ORR-51 – risk of insufficient manpower resources and inability to recruit to 
vacancies impacting on financial and performance targets. 

ORR-55 – risk of inability to develop, spread and embed a robust quality 
improvement culture impacts on the ability to drive continuous improvement in 
patient safety, effectiveness and experience. 

Please specify any Financial 
Implications 

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

Performance information is used to inform contracting and commissioning 
meetings, with the Conveyance rate target linked to financial payments on a 
quarterly basis. Non-achievement of this target would have financial implications 
for the Trust. 

Are any additional resources 
required e.g. staff capacity? None identified. 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Monitoring the metrics contained within this report, identifying good practice and 
areas for improvement are critical to ensuring that we continue to strive to 
deliver high quality patient care.  
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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) 

Not applicable to this paper. 

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 

     

This paper is shared with the public, Governors and staff, demonstrating 
transparency on performance. 
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NarrativeGraphIndicator

Category 2 response times for both Mean and 90th Centile have continued to deteriorate 

further and have now been greater than both mean averages and response time standards 

since November 2018.

Category 2 long waits performance has remained consistently above mean for the same 

period with the daily average number of Category 2 incidents waiting longer than the 90th 

Centile having remained high since November 2018.

Cat 2 Mean

Cat 2 90th Centile

PTS performance continues to consistently achieve target and has now remained above 

mean average since March 2019.

Statutory and Mandatory training compliance has continued to decrease for a number of 

consecutive months; and whilst performance remains above the mean average for the period 

the local target of 85% compliance has not been achieved since May 2019.

 See and Treat outcomes have remained consistently above mean average since February 

2019

See and Convey to non-ED outcomes have improved in October, but have remained below 

mean average since December 2018.

Time on Vehicle <60 

(PTS)

Statutory & Mandatory 

Training - all staff

See & Convey - 

nonED%

Cat 2 Long Waits

See & Treat %

1. SPC Summary



Following review, a number of data quality issues have been identified which indicate that reported performance does not accurately reflect call back 

times. Further work is being undertaken by operations to embed revised processes and identify data quality improvements.

A potential data quality issue has been identified with PTS Time on Vehicle which is currently being investigated further.

Response time performance remains challenging across all categories, with the exception of C1 and has deteriorated further in Categories 2 and 3 in 

October 2019, Category 2 response times in October have reached a high point for both Mean and 90th centile performance. Although an improved 

position is seen at Cat 4 and Cat 1 response times, which have maintained a similar level of performance to last month. Local 2019/20 response targets 

are not expected to be achieved at the year end.  

The increase in incident demand seen from July 2019 has continued into October 2019 with volumes 2.1% higher than those in October 2019, and 1.4% 

higher YTD. Categories 1 and 2 continue to see greater increase, with an increase of 19% in C1 volumes and 15% in C2 volumes seen in October 2019 

compared to October 2018. This has adversely impacted on both response times and subsequently long waits across all categories. These increases are 

in part due to changes implemented with NHS Pathways 18.5, as well as the introduction of additional Category 1 Dx codes for severe anaphylaxis, the 

release of Pathways 18 has led to a temporary increase in Category 2 Dx0114 aortic dissections – this issue may be rectified with the introduction of 

Pathways 18.5.3 in mid-November.

Linked to the deterioration in response times, the volume of  long waits has also increased with 212 Category 2 patients waiting over 2 hours, and 286 

patients waiting over 6 hours at Category 3.

Another factor which has impacted response performance in October 2019 has been a significant increase in turnaround times, with all hospitals 

experiencing pressure unusual for the time of year. Over 4000 hours were lost to turnaround, 1079 hours above the average, the equivalent of an 

additional 3 shifts a day.

Overall 111 call handling performance remains challenging, in part due to higher than forecast volumes at 999. Due to the nature of the integrated 

model this increased demand has resulted in a negative impact on 111. 

See and Treat rates have decreased further in October, however these continue to remain above the mean average and sustained improvements have 

been seen as part of the wider work to reduce overall conveyance rates; with further improvements initiatives planned for the remainder of the year. 

Updated ARP guidance is now being reflected within the data warehouse and will have an impact on clock restart processes when an incident is re-

graded. Clock start times do not re-start for upgrades to Categories 2, 3 or 4 (although clocks will continue to re-start for upgrades to Category 1). Work 

is on-going to quantify the potential impact. 

The phased implementations of the new rosters is now complete, with Phase 4 having been in place since early October. Performance will continue to be 

monitored, however whilst additional staffing, vehicles and new rosters aligned to demand will deliver improvements, the changes seen in acuity levels 

alongside unusually high hospital turnaround times mean that the scale of improvement required in the next year may not be achieved.

2. Key Messages



All processes have variation and SPC charts help us to understand when this variation is normal and when it is unusual (Special Cause). Special Cause 

variation occurs when there is an unusual event or when there has been a change in the indicator being measured.

Why SPC?

Lower Limit

High or Low Point
A high or low point in the data set; these are extreme data points that fall outside of the process limits and are 

exceptions which may need to be investigated further as they fall outside of normal variation

The average point of the data, calculated by the sum of all numbers divided by the count of data points (for the 

previous 24 months)

National Target The national standard for the indicator being measured; where applicable

Local Target The local standard for the indicator being measured; where applicable

Symbol Measure Description

Indicator Performance indicator being measured; see title above chart for details of metric

Mean

Special Cause - Above

Upper Limit
Limits represent the range of normal variation for the indicator being measured. Upper and Lower Limits are 

calculated by adding or subtracting 3x Sigma (standard deviation) from the Mean, based on 24 months data

A run of 7 or more consecutive data points either above or below the mean average for the data set, i.e. a period 

of performance consistently either above or below the expectation based on past performance. These special 

causes are statistically significant and may suggest that a change has occurred which could require further 

investigationSpecial Cause - Below

Trend
A run of 7 or more consecutive increases/decreases in the data set. These trends are statistically significant and 

may suggest that a change has occurred which could require further investigation

3. SPC Guide





4. Response Times
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5. Outcomes
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6. Call Demand
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* Insufficient data points for SPC control limit calculations.

7. Long Waits - waits greater than 90th centile
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8. Long Waits - distribution
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9. 999 Benchmarking - response times
0 0 0 0 0 0 0 0 0 0 0

.0
0

4
6

2
9

6
3

0 0 0 0 0 0 0 0 0 0 0
00:00

02:00

04:00

06:00

08:00

10:00

Io
W

Eo
E

E
M

A
S

SE
C

A
M

B

N
W

A
S

SC
A

S

YA
S

LA
S

W
M

A
S

SW
A

S

N
EA

S

Category 1 Response Times - Mean response 
(min:sec) - October 2019-20

0 0 0 0 0 0 0 0 0 0 0
.0

0
7

9
2

8
2

4
1

0 0 0 0 0 0 0 0 0 0 0

00:00

02:00

04:00

06:00

08:00

10:00

12:00

14:00

16:00

18:00

Io
W

Eo
E

SE
C

A
M

B

EM
A

S

SC
A

S

SW
A

S

N
W

A
S

YA
S

W
M

A
S

LA
S

N
EA

S

Category 1 Response Times - 90th centile 
response (min:sec) - October 2019-20

0 0 0 0 0 0 0 0 0 0 00 0
.0

2
2

4
1

8
9

8
1

0 0 0 0 0 0 0 0 0

00:00

05:00

10:00

15:00

20:00

25:00

30:00

35:00

EM
A

S

N
EA

S

E
o

E

SW
A

S

N
W

A
S

Io
W

YA
S

SE
C

A
M

B

SC
A

S

LA
S

W
M

A
S

Category 2 Response Times - Mean response 
(hour:min:sec) - October 2019-20

0 0 0 0 0 0 0 0 0 0 00 0.
04

59
49

07
4

0 0 0 0 0 0 0 0 0

00:00

10:00

20:00

30:00

40:00

50:00

00:00

10:00

20:00

EM
A

S

N
EA

S

Eo
E

SW
A

S

N
W

A
S

Io
W

YA
S

SC
A

S

LA
S

SE
C

A
M

B

W
M

A
S

Category 2 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

0 0 0 0 0 0 0 0 0 0 00.
18

64
58

33
3

0 0 0 0 0 0 0 0 0 0

-

0:30:00

1:00:00

1:30:00

2:00:00

2:30:00

3:00:00

3:30:00

4:00:00

4:30:00

5:00:00

N
EA

S

E
o

E

EM
A

S

SE
C

A
M

B

N
W

A
S

SW
A

S

Io
W

SC
A

S

LA
S

YA
S

W
M

A
S

Category 3 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

0 0 0 0 0 0 0 0 0 0 00 0 0 0 0 0 0
.1

3
6

7
8

2
4

0
7

0 0 0 0

-
0:30:00
1:00:00
1:30:00
2:00:00
2:30:00
3:00:00
3:30:00
4:00:00
4:30:00
5:00:00
5:30:00
6:00:00

SE
C

A
M

B

E
o

E

Io
W

EM
A

S

SC
A

S

N
W

A
S

N
EA

S

SW
A

S

W
M

A
S

LA
S

YA
S

Category 4 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

6:
40

00:00

02:00

04:00

06:00

08:00

10:00

Io
W

Eo
E

EM
A

S

SE
CA

M
B

N
W

A
S

SC
A

S

YA
S

LA
S

W
M

A
S

SW
A

S

N
EA

S

Category 1 Response Times - Mean response 
(min:sec) - October 2019-20

11
:2

5

00:00

02:00

04:00

06:00

08:00

10:00

12:00

14:00

16:00

18:00

Io
W

Eo
E

SE
CA

M
B

EM
A

S

SC
A

S

SW
A

S

N
W

A
S

YA
S

W
M

A
S

LA
S

N
EA

S

Category 1 Response Times - 90th centile 
response (min:sec) - October 2019-20

0:
32

:1
7

00:00

05:00

10:00

15:00

20:00

25:00

30:00

35:00

EM
A

S

N
EA

S

Eo
E

SW
A

S

N
W

A
S

Io
W

YA
S

SE
CA

M
B

SC
A

S

LA
S

W
M

A
S

Category 2 Response Times - Mean response 
(hour:min:sec) - October 2019-20

1:
06

:1
0

00:00

10:00

20:00

30:00

40:00

50:00

00:00

10:00

20:00

EM
A

S

N
EA

S

Eo
E

SW
A

S

N
W

A
S

Io
W

YA
S

SC
A

S

LA
S

SE
CA

M
B

W
M

A
S

Category 2 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

4:
28

:3
0

-

0:30:00

1:00:00

1:30:00

2:00:00

2:30:00

3:00:00

3:30:00

4:00:00

4:30:00

5:00:00

N
EA

S

Eo
E

EM
A

S

SE
CA

M
B

N
W

A
S

SW
A

S

Io
W

SC
A

S

LA
S

YA
S

W
M

A
S

Category 3 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

3:
16

:5
8

-
0:30:00
1:00:00
1:30:00
2:00:00
2:30:00
3:00:00
3:30:00
4:00:00
4:30:00
5:00:00
5:30:00
6:00:00

SE
CA

M
B

Eo
E

Io
W

EM
A

S

SC
A

S

N
W

A
S

N
EA

S

SW
A

S

W
M

A
S

LA
S

YA
S

Category 4 Response Times - 90th centile 
response (hour:min:sec) - October 2019-20

Calculated using NHS England published AQI data and may be subject to periodic revision. NB. Response times may be different to published AQI data.



10. 999 Benchmarking - outcomes
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* Insufficient data points for SPC control limit calculations.
** From April 2019; the definition of KPI 1 has changed. There have also been improvements to the reporting methodologies used for KPIs 3 and 15.

12. NHS111 KPIs
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14. Scheduled care - timeliness
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15. Scheduled care - planned vs. same day
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16. HR
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Aug-19 Sep-19 Oct-19 YTD

4.1 3.9 3.6

23.3 22.2 20.0

0.6% 0.5% 0.2%

1.4% 1.1% 0.7%

119.0% 121.0% 128.0%

3.0 3.0 3.0 PSF / FRF 674 673 (1) 1,495 1,495 0

10,833 10,833 9,653

16,195 13,920 13,616

CIP

10,960

8,856

The year to date (YTD) SOCI underspend has reduced further in month 07 from £0.743m to £0.613m. 

The current underspend against plan is still forecast to be eroded over the remaining months of this 

financial year (as additional third party provider resources have been included within the forecast for 

the remainder of the year) and therefore the forecast outturn (FOT) remains unchanged as the Trust 

still expects to meet its financial plan at this stage of the financial year.

 

The YTD CIP position has deteriorated since last month (from +19.9% to +4.5%). The FOT CIP position 

has marginally improved by a further £0.04m and it is now anticipated to over-deliver by £0.69m 

(11.0%) against the annual plan target. There remain no unidentified sums within the future forecasts. 

There is an increase in the recurrent full year effect (FYE) savings forecast from £3.72m to £3.90m this 

month.

Capital expenditure is marginally closer to the YTD plan. However, there is still significant expenditure 

(of circa £4.9m) planned over the next 3 months. The forecast outturn capital expenditure is still £0.56m 

below the annual plan as per last month. 

The YTD cash position is higher than plan due to the 2018/19 Provider Sustainability Fund (PSF) income 

received earlier this financial year, although it has reduced this month due to significant capital 

expenditure.

The agency cap has been exceeded as £1.04m has been incurred during the first 7 months (as compared 

to the annual cap of £0.60m). This has triggered a rating of 4 for the agency metric. However, an action 

plan is being implemented and the monthly run rate has reduced. The current FOT is now £1.66m (as 

increased from £1.60m last month). Therefore, the agency score is anticipated to remain at 4 for the 

rest of this financial year. 

Due to the current agency expenditure overspend, this has triggered an overall YTD metric of 3. This will 

continue at a 3 for the remainder of this financial year, entirely due to the agency score of 4.

FOT - % 

Variance 

from Plan
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YTD - % 
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Non recurrent

-32.6%3,6305,382-43.4%1,6752,961Recurrent

279.4%3,313873212.7%2,134683

Capital

11.0%6,9436,2554.5%3,8093,644Total efficiencies
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Plan (£k)
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Gross capital expenditure (558)11,53512,093(2,937)4,7967,733
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Actual
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performance surplus / 

(deficit) [incl. PSF / FRF]

(420) 193 613 75 176
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1(1,419)(1,420)614(480)(1,094)
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Liquidity days YTD

Capital service capacity (times)

17. Finance
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Summary of Assurances, Risks and Items for Escalation from Workforce Committee on 18th November 
2019   

Agenda item     

Key items considered by the 
committee / group: 
[Summarise the main points on the agenda 
including anywhere the committee was unable to 
obtain assurance or there may be an adverse 
impact for the Trust (e.g. potential impact on: 
strategic progress, compliance or patient safety). 
Consider whether the agenda fit for purpose – e.g. 
linked to the terms of reference and the work plan 
for that month] 
 

• Register of Actions 
Action 193: A report concerning the DBS streamlining project was not 
received. The committee have asked for it to be presented at the 
January 2020 WFC. 
Action 246: This action was closed on the basis of the employee ‘Just 
Culture’ story. However, the NHSE/I report as presented to the July 
WFC has not yet been addressed as agreed and set out in the 
September WFC minutes, item 18. 

• Employee Story. An example of how a ‘Just Culture’ approach was 
successfully used to resolve a potential disciplinary situation was 
discussed. 

• The BAF was reviewed and updated. 

• Freedom to Speak Up. There has been one new case since the last 
report.  The total number of cases for 2019/20 is five.  
NEAS has been named as one of the ten most improved trusts in the 
NGO FTSU index.  
Policy ratified. 

• WF/Training/Recruitment Plan. 
September 2019 with forecast vacancies as at end of March 2020. 
- Overall vacancy position:  
-193.53 WTE.  
Forecast -120.45.  
CCA recruitment planned for February and March 2020 has been 
deferred to April. This has increased the end of year position. 
ii. Unscheduled care:  
Paramedics  
Vacancies -33.13 WTE.  
Forecast -13.45 
CCA’s  
Vacancies -138.64 WTE.  
Forecast -91.68 
iii. Emergency Operations Centre (EOC): 
Vacancies -10.37 WTE.  
Forecast -6.99 
Clinicians (B6) -33.77 vacancies against an agreed establishment of 
77.68 WTE.  
Currently 17.06 WTE Band 5 Clinicians in post. 
iv. Community Services Special Business Unit (CSSB): 
APP vacancies -20.24WTE against an establishment of 59.40 WTE.  
Forecast -0.90  
v. Scheduled Care: 
Vacancies -14.01WTE.  
Forecast -16.83 
 VI. Student Paramedics 
Year 1. One cohort of 20 WTE due to commence training March 2020. 
Year 2.  37 WTE students due to graduate by January 2020.  

• WF Metrics and Assurance. 
i. Sickness absence; statutory and mandatory training and 
performance appraisals - see below. 
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ii. The CAS recruitment campaign is continuing. 
iii. Professional registration and DBS checks are ongoing with no 
concerns. 
iv. Turnover, retention & stability.   
Average monthly turnover rate is 0.88%. This is below the monthly 
target of 1.25%.  
The overall headcount has increased by 96 over the last 12 months.  
Twelve Australian paramedics have completed assessments. 
Anticipated recruitment will commence from April 2020. 
NEAS is the 2nd best ambulance trust for retention.  
WEF December all leavers will receive an electronic exit questionnaire. 
v. Employee relations. Over the last 12 months 32 staff have 
been dismissed.  

• Equality Analysis Assessment Policy 
95% of the 43 policies reviewed during 2018/19 have an 
updated EAA - See below. 

• Talent Management 
a comprehensive report was presented outlining suggested 
actions to enable talent management activities. To be further 
considered by the ET and Board as part of the overall strategic 
planning process. 

• JCC sub-group has been re-established to consider out of 
date and new policies. 

Third Party/Volunteer Assurance - see below. 

Items for escalation: 
[Describe the reason for the item being escalated, 
where it has been escalated to and what action 
this committee / group needs to take as a result. 
This may include for example: 

- Outstanding actions where limited 
progress has been made] 

 

 • Sickness Absence. Target 5% 
% 12 month rolling                  6.13%. 
% September                          6.08% 
% short term September         2.01% 
% long term September          4.07% 
WTE days lost September.     4630.53 
Estimated cost                         £352,989    
 
Top Six Absence Reasons 
Anxiety/stress/depression/other psychiatric illnesses.   31.9% 
Other MSK problems.                                                     17.9% 
other known causes - not elsewhere classified.             9% 
Back problems.                                                               6.8%  
gastrointestinal problems.                                              6.6%  
Unknown causes/not specified.                                      4.8%                       
 
Actions 
Individual cases discussed at provisions meetings. 
Occupational Health provide a range of specialist services with no 
waiting lists. 
New managing absence policy, manager tool-kit and training in 
consultation.  
Work underway to identify the ‘unknown’ causes of absence and 
correct them. 
 

 • Statutory & Mandatory Training & Appraisal Deep Dive.  
At 21 October 2019:  
Statutory & Mandatory Training - 80.97%. Target 85% 
Information Governance and Data Security - 79.47%. Target 95% 
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Appraisal Compliance. - 74.42%. Target 85%  
 
Actions 
Proactive targeting of staff and managers. 
Additional support and training for staff and managers. 
Additional information on ESR. 
Weekly standing item on SMT and SLT. 
Completion whilst attending training events. 
 

 • Equality analysis Assessment Policy 
Quality of the EAAs originally submitted was very poor. Further 
action is required to ensure we meet our legal responsibilities.  
Action 

Committee chairs are asked to consider the equality implications when 
ratifying policies.   
 

               
 

Key decisions made: 
[Concise bullet points describing the key decisions 
made and the responsible owners] 
 

• Action Register 

• Action 193: A report concerning the DBS streamlining project was not 
received. The committee have asked for it to be presented at the 
January 2020 WFC. 
Action 246: This action was closed on the basis of the employee ‘Just 
Culture’ story. However, the NHSE/I report as presented to the July 
WFC has not yet been addressed as agreed and set out in the 
September WFC minutes, item 18. 
 

• Freedom to Speak up Policy ratified. 

Main sources of assurance:  
[Concise bullet points describing any key sources 
of assurance which are relevant to the Trusts 
strategic risks] 
 
 

Bi-annual report received to provide assurance DBS checks, driving license 
checks, induction and statutory and mandatory training for third party 
providers and volunteers was appropriately managed. 

Highlights from sub-groups reporting 
into this committee / group: 
[Short synopsis of any key successes / risks 
highlighted by the sub-groups 
Outline any key projects delegated, e.g. task and 
& finish exercise on a specific issue] 
 

 • Equality & Diversity Group. 
Minutes of meeting held on 4 September 2019 received, including: 
Disability Confident Assessment: The DWP confirmed NEAS have leader 
status for three years. This requires NEAS to act as a community leader with 
other organisations in addition to proactively supporting our workforce. 
Message in a Bottle: In partnership with the Lions Club UK. 1500 bottles 
distributed to vulnerable members of the public. An application has been made 
to the Charities Committee to support this initiative. 
Staff Network Groups: Able, Proud and Together. At different stages of 
development. Able and Together particularly are struggling with membership 
and attendance. 
PRIDE report: Five events attended.  
EDI Officer: Jamie Conway is moving onto a new challenge with another 
organisations.  
Events Vehicle: Business case being developed for a dedicated events vehicle. 

 • Organisational Development Group. 
Minutes not received. 

• Workforce Strategy Group. 
Minutes not received. 
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Key risks identified: 
[Concise bullet points describing the most 
significant risks identified including agreed actions 
For the Board committees only please reference 
any work undertaken in relation to allocated Board 
Assurance Framework risks] 
 

 • Sickness Absence - 
 
Not achieving target of 5%. 
 
 • Statutory and Mandatory Training and Performance Appraisals – 

Not achieving internal targets or CQC requirements. 

Meeting details:   

 
Number of apologies: 

3 

Quorate: 
[i.e. was the 
committee / 
group quorate?] 
 

Yes No 

   

 
Chair: 

Carolyn Peacock 
Lead 
Director: 

 Jason Emerson 



Page 1 of 9                                                                                    
 

 

  

                 

 

MINUTES OF MEETING  
 

Meeting: Workforce Committee  

Details: Monday 18
th
 November 2019, @ 13:30, Fulbeck Room, NEAS HQ.  

Present: 
 
 

C Peacock, (CP), Non-Executive Director, CHAIR 
J Marshall, (JM), Non-Executive Director, Vice Chair 
J Emerson, (JE), Interim Director of People and Development  
H Ray,  (HR), Chief Executive 
P Liversidge, (PLL), Chief Operating Officer / Deputy Chief Executive 
J Baxter, (JMB), Director of Quality and Safety  
J Boyle, (JB), Trust Secretary 
G Knight, (GK), Strategic OD Lead 
M Johns, (MJ), Equality, Diversity, Inclusion and Engagement Manager  
M Redhead, (MR), Deputy Director of Finance 
 

In attendance: C Young, (CY), Non-Executive Director 
C Fairs, (CF), Associate Non-Executive Director  
A Rubbi, (AR), Clinical Operations Manager  

Minutes: A Snowball, (AS), Personal Assistant to Director of People and Development 

No.  Action by 

1.  Welcome  

   

 CP welcomed the Committee and Introductions were made.  

   

2.  Apologies  

   

 Apologies were noted from Gill Hunter, Karen Gardner, Lesley Ellison.  

   

 JE took the opportunity to explain to the committee KG was absent from the Committee 
due to travelling back from Las Vegas, USA after her team competed in the ITLS World 
Championships and successfully came 1

st
 in the world.  

 

   

 The Committee thanked JE for the update and passed on congratulations to KG and the 
ITLS team.  

 

   

3. Declarations of Interest   

   

 There were no declarations made.  

   

4. Minutes of Meeting held on 18
th

 September  

   

 The minutes of the meeting were reviewed and CP asked for an update on Page 7 for 
the mental health update.  

 

   

 JE explained there was additional work to be completed for the business case and this 
would be presented at the senior leadership meeting.  
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5. Matters Arising and Register of Actions    

   

 193) DBS Streamlining Report CP, explained she had requested a report on the position 
of the Trust, however, was disappointed to see this had not been received.  JE explained 
this would be picked up outside of the meeting.  JM asked if the Trust were waiting for 
answers from the wider system.  JE confirmed this information has been received and 
the Trust now need to make a decision on which format to follow.  It was agreed the 
action would remain open and the Committee would receive a report back on the 
position in January 2020. 

 

   

 236) It was agreed this action would be closed as this was on the agenda.   

   

 246) Improving our peoples practices – It was agreed this would be included on the 
Cycle of Business to ensure no reports were presented at the Trust Board before 
Workforce Committee, however, a report would be presented to this Committee in 
January 2020. It was agreed the action would be closed.  

 

   

 247) MJ explained progress had been made with the procurement team and a new 
framework had been developed. It was explained by CY the action would be discussed 
at the Finance Committee later in that week, following a cross committee referral.  

 

   

 248) It was agreed the action would be closed.   

   

 250) The Statutory and Mandatory Training report had been received and would be 
presented on the agenda, therefore, it was agreed the item could be closed.  

 

   

6. Employee Stories – Just Culture (Improving our Peoples Practices)  

   

 AR explained he was asked to attend the Committee Meeting today to highlight the 
effects of having and implementing a Just and Restorative Culture.  JMB explained there 
was two events held internally in the past year and on joint training event with the Queen 
Elizabeth Hospital in Gateshead as they have embarked on the same journey, it was 
explained that each organisation took 15 people and all took part in the fully accredited 
programme and AR was one of the few members of Operational staff who attended. 

 

   

 AR  explained he had been managing a case with a paramedic and a crew which had 
not responded to a call and instead returned to station, there was no patient harm 
involved in the incident. It was confirmed that this type of case would usually have 
disciplinary involvement. AR explained there was acknowledgement made from all 
members involved it was further explained the paramedic involved had no sickness 
issues, and was a dedicated member of staff and brilliant mentor to peers and was in the 
selection process for a Clinical Care Manager role. A strategy meeting was held and this 
showed the affects this was having on the paramedic, it was at this point the Trust 
decided to implement the Just and Restorative Culture process.  

 

   

 AR advised on how the process could work, and confirmed that this could still result in a 
sanction, however this was more a conversation and would not include a full disciplinary 
panel and would not include HR or Union involvement. It was explained this can work 
well as previous effects on members of staff have involved, weight loss, lack of sleep 
and suffering from depression / anxiety. AR explained he had other members of staff 
approach him thanking for how well the situation had been dealt with.  

 

   

 AR further mentioned that the Trust were not looking to punish members of staff and are 
instead are looking for reflection following a mistake. It was confirmed there was nothing 
set in a policy at the moment and the Trust needed to identify how this can be brought 
into and included in policies.   
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 JMB advised it was important to inform the Committee that what was being done before 
was not wrong, this is just a different approach and this does not mean that all cases 
would have the Just Culture approach. It was explained the Trust will be embarking on a 
journey to take a cultural change with the help of Organisational Development, with the 
15 people that are trained being set up as ambassadors.  AR noted this had caused less 
tension with members of the Trade Unions. 

 

   

 CP asked what the impact was on the specific paramedic mentioned and the members 
of staff involved and if as a manager this provided more tools.  AR confirmed the 
paramedic has now applied and successfully been appointed as a specialist urgent 
paramedic. It was explained one of the hidden benefits of this was as an operational 
manager there was previously no power to impose a sanction, and they would now have 
a level of responsibility. 

 

   

 JM thanked AR for the update and case example provided and explained this was a 
strong articulation for Just Culture and how this shows the effects in practice.  

 

   

 CP thanked AR for the update and advised it was good to hear a positive story of people 
being treat fairly.  

 

   

7. Board Assurance Framework (BAF)  

   

 CP thanked JMB and JE for helping to recreate the Board Assurance Framework.   

   

 The following Changes were agreed:  
 

- Objective 4.1 ‘unknown’ be changed to ‘none known’  
- Objective 4.1 Mitigation in gaps to be updated to apprenticeships training plan 

for 2020 to go through Workforce Strategy Group and then Workforce 
Committee for 2020. 

- Metrics report be updated to fully assured.  
- Workforce Recruitment plan to stay as fully assured.  
- Workforce Strategy Group Minutes to be moved to partially assured.  
- Workforce Safeguard is not presented at this meeting.  
- Talent Management to be moved to partially assured.  
- Organisational Development Group to remain at partially assured.  
- Equality and Diversity information to remain at fully assured. 
- Freedom to Speak Up to remain as fully assured.  

 

   

8. Freedom to Speak Up (FtSU) Update  

   

 JB advised the Committee one more Freedom to Speak Up case had been reported to 
the Committee which was relating to Social Media use, JB informed the Committee the 
issue was addressed informally and had been resolved, however, would be showing as 
an open case on the reports in the pack provided.  JB explained there was an update 
from the National Guardians Office regarding Staff Survey questions, it was confirmed 
that NEAS were listed as one of the most 10 improved. 

 

   

 JB informed the Committee she had recently undertaken a Quality Walk around with 
Kevin Scollay, Group Director of Finance and Contracting, where it was identified that 
some frontline members of staff were not aware of the process therefore this would be 
something the team would be looking to promote the service differently.  

 

   

 The Committee were advised that FtSU was awaiting a new national policy and that JB 
had spoken with the NGO and had updated NEAS policy Checklist, and made some 
interim updates whilst waiting for the new policy. It was confirmed that this policy was 
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presented at the JCC Policy Sub group and was approved there.  

   

 JB advised the EAA could be strengthened in some ways and it would be re circulated.   

   

 CP was happy with the recommendations made to the committee and accepted the 
changes.  

 

   

9.  Workforce / Training / Recruitment Plan  

   

 MR advised the committee the report received was the September position and there 
was updates to be included from the month of October.  It was noted that there was 
plans for the CCA recruitment for February and March 2020 which had been deferred to 
April 2020, due to third party resources which would not provide a benefit to the 
operations team and would incur an additional cost. 

 

   

 CP asked if Operations and Training had agreed to this and had the capacity to 
complete this in the April.  PLL agreed with MR and advised Operations would not see a 
benefit to these members of staff to help operational performance. 

 

   

 MR explained there was a vacancy factor with the Advanced Practioner’s, which was 
due to Paramedics not wanting to take on the AP role, due to rotational working.  JMB 
confirmed she was leading on this with Steve Adams, as the Trust need stabilisation on 
the matter and this needed to managed sensitively. 

 

   

 CY asked if there was a mechanism in place to recall the training cost from the members 
of staff that had already completed the training but were not completing the role.  It was 
confirmed the training costs would not be recalled due to the Trust not specifying this 
prior to undertaking the training. 

 

   

 PLL explained the role has been advertised as more accurate representation of hours 
that would be involved in the EOC.  JM confirmed that this matter was not due to the 
work in the EOC it was the extent of doing this work. 

 

   

 MR confirmed the Finance team were working on the Workforce Plan and were looking 
for this to be signed off soon, as the final version would be presented at the January 
2020 Committee meeting. It was explained there was a number of changes included in 
the new workforce plan, involving the ongoing work for the CCA’s and Advanced 
Practioner’s, it was explained there was a need to look at the expectation of 
development for the Advanced Practioner’s due to not having contracts in place.  

 

   

 JMB confirmed the business model needed to be decided, and she had been asked to 
complete a presentation for the Senior Leadership team, however, the Trust would 
require more training and this needed to be confirmed with KG.  

 

   

 CP requested a further update on this at the January Committee. J Baxter  

   

 MR confirmed that the Paramedic recruitment was less than in the plan and when 
student paramedics are recruited this will exceed the requirement.  

 

   

 PLL did note that the Trust would still need to consider internal development for 
members of staff. It was explained there was an issue with recruitment in the south.  JE 
confirmed this was being reviewed and data was being analysed to improve the strategy. 

 

   

10.  Workforce Metric and Assurance   

   

 JE explained he had presented a template at the September 2019 Committee and this 
report included the template and the use of this, JE explained he was looking for 
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feedback. It was confirmed the details of the first two pages of the report had already 
been discussed.  

   

 It had been agreed earlier in the meeting the Workforce Plan would be presented at the 
Workforce Strategy Group before the next Workforce Committee.  

 

   

 JE talked through the report provided and advised there had previously been issues with 
Australian paramedic pilot assessment, however, everything had now been completed 
with a potential start date of April 2020.  CP asked who paid for the paramedics to be in 
the UK.  MR confirmed NEAS have to locate sponsorships for this, however, this was 
normal practice and is usually included in budgets. 

 

   

 JE advised the CAS continued to be an issue for recruitment and the team were looking 
for different options to support this. It was explained JE was looking at an online platform 
where all GP’s could sign up and the Trust would post vacant shifts directly, this would 
not be a agency the GPs would be employed on a contract. 

 

   

 HR asked if the Trust allowed clinicians to work from home for agile working.  JMB 
confirmed this was not in place due to infrastructure, but it was something the Executive 
Team were keen to look at.  HR explained previously there was an evaluation of 
radiological services which only happened due to agile working, it was suggested to 
have an escalation strategy in place whereby between certain hours we would contact 
clinicians and ask them to log on remotely from home. 

 

   

 JMB confirmed that Paul Nicholson, Chief of Information and Technology was looking 
into this.  

 

   

 It was agreed agile working should be a part of the Workforce Strategy Group and 
progress of this would be feedback at the next Committee Meeting.  

J Emerson 

   

 JE explained the time to hire target had remained at a similar place. It was explained 
overtime usage was high in certain areas of the Trust, however, this was due to 
recruitment challenges and it had been requested to staff completing overtime than 
agency work.  It was noted there was confusion from the Committee around where this 
target had been decided, however, this had been in place since earlier in the year, and 
the assumption was made this had been advised by Finance. 

 

   

 JE agreed to break the table down to show where the overtime was coming from in 
frontline operations.  CY asked if the Trust paid double time on bank holidays.  It was 
confirmed this was a part of Agenda for Change. 

J Emerson 

   

 CY asked why December overtime forecast was lower, when there are more bank 
holidays.  

 

   

 HR confirmed this was due to staff members not committing to overtime over the festive 
period.  JE agreed to complete a deep dive into overtime throughout the year.   

J Emerson 

   

 JM requested this information be provided regularly at Finance and Workforce 
Committee. 

 

   

 JE explained an automatic checking system had been implemented in ESR for HCPC 
and GMC registrations providing assurance that the Trust do not have any members of 
staff working who’s registrations have expired. JE further explained that turnover and 
retention rates were stable and the Trust currently rank 2

nd
 for retention rates, JE 

confirmed he had joined the Northern Ambulance Alliance retention programme and the 
group were looking at creating an online platform for leavers which would automate a 
process for leavers for exit interviews, but would also allow the Trust to extract data and 
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look for common themes and trends, which would allow the Trust to look at prevention 
and a work life balance.  

   

 JMB suggested the Trust should look to see if there was a correlation in long term 
sickness absence and disciplinary cases.  HR confirmed there was none and she had 
been to two provisions meetings and the majority of cases were anxiety or depression 
caused by bereavement and could have been recorded as compassionate leave. 

 

   

 JE confirmed the biggest classification for sickness absence was unknown, which had 
been caused by issues in reporting the medical reasons from the Occupational Health 
Doctor.  

 

   

 CF asked if the Self Certificate could ascertain more reasons for absence.   

   

 JE explained in certain instances the self cert has identified a medical or underlying 
condition, JE explained a change in culture may needed in the Trust. HR agreed that this 
was making it harder for the teams to manage.  

 

   

 A detailed discussion was held around the confidentiality aspect of the Occupational 
Health Consultant role.  

 

   

 CF asked if mental health had a large impact on absence in the Trust.  JE confirmed that 
it does, however, if the staff member discloses a mental health problem to first care  the 
occupational health team will aim to call them on the same day to refer onto appropriate 
services. 

 

   

 JE confirmed the HR team were looking at the new sickness absence policy and looking 
at when the appropriate time to contact people was, they were also looking at setting 
boundaries and expectations on this.  

 

   

 PLL noted there was a positive position on frontline provision, however, agreed there 
was members on alternate duties, PLL further advised he believed it to be beneficial to 
have members of staff on alternate duties as it was better to have members of staff at 
work if appropriate rather than not.  

 

   

 JE advised there would be a possibility of looking at ensuring the alternate duties were 
time limited and reviewed throughout to ensure that members of staff were in their 
substantive roles. It was explained the sickness policy was currently out for consultation, 
which included a manager toolkit and a letter template.  

 

   

 JM agreed there was a large amount of effort being put in by the HR team to help 
change the culture, he suggested that the communications were sent out clearly 
explaining the expectations with a simple clear message.  HR explained there was a 
large increase in long term sickness, and low short term sickness, it was the belief some 
of the issues were in the Trusts gift to change, due to the policies being open for 
interpretation. 

 

   

 CY asked if the Trust could re instate annual leave when on sick leave.  JE confirmed 
that this already being completed and explained if a member of staff was entitled to 33 
days and on sick leave this could be reduced to 28 days. 

 

   

 The committee asked if random drug and alcohol tests were completed.  JE confirmed 
this was not completed, but was happy to feed this in as a comment.  A discussion was 
held with members of the Committee around whether the policy was still left to 
interpretation and allowed members of staff to ‘play the system’.  JE confirmed that 
within the new policy there was no right of appeals other than against dismissal and 
members of staff could be placed on a monitoring stage. 
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 CP thanked JE for the update   

   

11. Equality and Diversity Update  

   

 MJ explained there was 43 EAA’s reviews and 2 outstanding which were due to be 
returned. MJ raised concerns with the quality of the assessment’s and advised additional 
support had been offered throughout the Trust, it was raised that some were missing 
signatures. It was explained further training could be offered to the Trust. MJ requested 
that members of staff that are required to sign off EAA’s check the quality of this, to 
ensure the most robust evidence and data is there.  

 

   

 JE explained this would be monitored in the JCC policy Sub Group.   

   

 JMB explained that a discussion was held around improving the governance around 
policies, as the Trust are held to account from regulators.  

 

   

 MJ explained he was reviewing the uniform policy with others across the country and 
would be able to make a number of recommendations following this.  CP asked if the 
future actions were achievable and if MJ needed the committee to approve anything. 

 

   

 MJ he felt the actions were achievable and would hope to have all reviewed before the 
end of the year. MJ also notified the group that Jamie Conway, Equality, Diversity and 
Inclusion Officer was leaving the Trust to move into a new role.  

 

   

 The Committee wished to pass on thanks to Jamie Conway for the time effort and 
dedication into the role.  

 

   

 MJ suggested that any recommendations that were on the list should be considered by 
the policy owner at the start of the process.  CP requested MJ share the spreadsheet 
around all Committee Chairs.  JB advised of the new system share point and explained 
there was a button on there for EAA and this would automatically bring up a template, 
and it has been requested that all policies go to MJ before submission. 

 

   

12. Talent Management  

   

 GK advised the report that was provided was detailed but purposeful and this was in 
order to have a discussion around the current strategic approach to people. GK 
highlighted there was pivotal changes coming into place nationally and wanted to ensure 
members of the committee were aware of these changes and what the proposal was.  

 

   

 GK explained that the Trust created the OD strategy of where NEAS wanted to be in 
2016 which concludes in March 2020. It was the aim to look at people vision and create 
the next 5 year plan.  

 

   

 It was explained that one of the core changes taking place was the national talent 
agenda, as talent encompasses a large proportion of the Trust and it is an aspiration for 
NHS Trusts to change how we look after talent and be able to grow this to its full 
potential. GK explained this would change the way we are looking at leadership as a 
manager, agile working, looking at being more cohesive. It was suggested that the 
Committee and Trust Board could take part in development.  

 

   

 JMB noted that the CQC look at this as part of their framework and as a Trust Board it 
would be expected to formally have talent management discussions, JMB offered her 
support.  GK advised the starting point was timely as NEAS’ current strategy comes to a 
close in March and it is important to get the correct balance and have the tangible 
evidence and striving for the CQC outstanding grade. It was confirmed that the changes 
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should be made within 12-18 months. 
   

 CF asked if the Trust had considered taking the talent discussions out of the appraisal.   

   

 GK confirmed there was currently an ongoing challenge with appraisals, therefore the 
idea would be a ‘let’s talk about you session’ in order to start the conversation. As 
Appraisal release was not happening due to time constraints was the reason the Trust 
decided to leave it in the appraisal as one will happen and one will fail.  

 

   

 CP explained she felt this was intangible and this should be a part of lateral 
development.  JMB explained the framework had been agreed for Paramedics and 
health care professionals and felt this should be further looked at in support services.   
CP asked how this was identified and measured currently. 

 

   

 GK explained there was currently nothing in place or tracked and therefore the Trust 
would need to start from the beginning.  JM asked if the wider ambulance sector were 
going through the same process.  GK confirmed the Trust were the same as other 
ambulance services, which was in its infancy, therefore support discussions were being 
held as the leadership approach was regional. 

 

   

 CP recommended starting the discussions at a Trust Board Development session.   

   

 HR explained she felt it would not be appropriate to be presented at Board level whilst in 
its infancy and would like to wait until her review of the Trust had been completed, but 
thanked GK for the hard work and paper.  

 

   

 CP accepted the report however it was agreed to defer the decision until early 2020.  

   

14. DBS Streamlining Report  

   

 CP it was noted that the DBS Streamlining report had not been received and would be 
discussed outside of the meeting.  

 

   

15. Statutory and Mandatory Training / Appraisals Deep Dive Report  

   

  JE explained the report showed a breakdown by directorate, however, it was noted that 
the report was produced on the 24

th
 October and the position may have changed by this 

point. JE advised that the compliance rate was 85% and it was identified that a lot of 
appraisals had bene done but not recorded in the correct way. JE explained the follow 
up of appraisals and statutory and mandatory training was being completed differently 
and the PA’s and Education team were working together to send out the information, 
however, it was not just emails phone calls and face to face reminders were also being 
completed.  

 

   

 CY asked if the figure shown meant that the Trust would fail to meet the IG target. HR 
confirmed it would. JE explained he was happy to involve the training team in ensuring 
that this was picked up and would be raised at provisions meetings. HR explained that 
the IG module is usually completed at induction and felt the outstanding sections should 
be checked in case this hasn’t been updated.  

J Emerson  

   

 CY asked if it was possible to break this down into directorate office rather than the 
module. HR confirmed this information is passed on to the Executive Team. CY asked if 
written warnings could be completed. JE confirmed that from 2020 it would be a part of 
the NHS pay deal that all members of staff would need to be fully up to date on Statutory 
and Mandatory training to receive pay increments. It was explained that a lot of the 
modules are not statutory or mandatory and were more role specific. It was explained if 
the role specific modules were taken out of E-Learning target the Trust would be nearly 
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on target. HR agreed that the modules were still important and should be measured but 
not mandated. JM asked if once leaving the training school if it was harder to get 
modules completed when at ambulance stations. PLL agreed he was going to pick this 
up and look into the time that was built in for this and whether it was appropriate.  

 
 

P Liversidge 

   

 CP explained she was looking for further assurance with an action plan of dates. JM 
asked if the non-essential roles could be removed and a position be provided at this 
point. JE explained KG has set up a Statutory and Mandatory training group and it was 
hard to change a report through the financial year but the team have generated a new 
report and this will start to run alongside the current report towards the end of the 
financial year. HR agreed that if the compliance rates had not increased by January 
2020 then an action plan needs to be completed and the Committee should be 
concerned.  

 

   

 CP thanked JE for the update provided and thanked KG for the hard work and effort 
included in the report.  

 

   

16. Third Party Providers – Assurances  

   

 PLL advised the team were working on an annual basis and the live document was 
updated. It was confirmed the Volunteer team developed a robust compliance framework 
to provide assurance that the third parties were working with the correct checks in place.  

 

   

 CP thanked PLL and agreed the document provided good assurance.   

   

17. Volunteer Assurance Update (bi-annually  

   

 PLL advised the report had been included for information.   

   

 There was no comments or questions from the Committee.   

   

18. Summary of Assurances and Risks from Sub Groups  

   

 CP advised all of the E&D meeting minutes had been included. It was asked if the 
Organisational Development group and Workforce Strategy Group had met.  

 

   

 JE advised the groups had met but the minutes were not ready on this occasion.   

   

19.  Any other business  

   

 JE requested that two members of the senior team in his directorate were added to the 
terms of reference, the deputy head of HR and the Strategic OD lead.  

 

   

 The committee agreed to the changes.   

   

 JMB advised the Trust that the Flu response rate was at 48% with 5-6 weeks left to run.   

   

20. Review of Meeting  

   

 The Committee agreed the meeting was productive.  

   

21. Date & time of the next meeting  

   

 Wednesday 15
th
 January 2020, 14:00, Kielder Room, NEAS HQ.  
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors’ Meeting – 12/12/2019 

Report title: Staff Engagement and Communications Update 
 

Purpose of report: 
This report provides an overview and update of ongoing activity in 
Staff Engagement and communications and is intended to provide 
assurance to the Board and highlight any issues of concern when 
considering the quarterly return to NHS Improvement. 

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) 

The paper provides feedback on key areas of activity such as the 
quality Walkround, staff FFT scores and communications team 
activity. 

Issue previously considered by: Executive Team 

Recommended actions: • To note the results of the report, and 
• To continue to support the Quality Walkround programme 

Sponsor / approving director: Chief Executive 

Report author: Assistant Director of Communications & Engagement 

Governance and assurance 
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Equality analysis completed 
If this is not relevant please explain 
why: 
 
 

     

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: 

None identified 

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

None identified 

Are any additional resources 
required e.g. staff capacity? None identified 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

No direct impact on patient experience, although this report 
reflects the views of staff who are employed to deliver patient 
outcomes and quality.  

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 

x  x  
Proactive Reactive Internal External 

x  x   

 

 
 
 
 
 
 
 
 
 
 
 

 

mailto:publicrelations@neas.nhs.uk
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Trust Board meeting 
Staff Engagement and Communications Update 

12 December 2019 
1. Quality Walkround 

1.1. Directors heard from at least two scheduled care crews who felt that the allocation of patients 
resulted in long travelling distances and inefficiencies in use of time; and a poor patient experience. The 
scheduled care review project is expected to address some of these issues. 

1.2. Several unscheduled care staff reported they were happy with the new rosters. Some were coming 
off permanent relief and others felt the shift patterns were better. Some still had concerns about relief 
overall and the 25mile rule, but acknowledged that once ‘fully staffed’ that they would be less likely to 
travel as far. 

1.3. One paramedic, previously employed at another ambulance trust, felt that the ePCR needed 
updating, including reducing the use of free-text fields to save time.  

1.4. Staff said they were clear on the handover process, but some referenced Darlington as still being a 
site where they try to take the PIN early.  

1.5. At another hospital in the north, more than one crew cited concerns about patient dignity with 
handover in the corridor taking place without sufficient respect of individual privacy. One paramedic 
stated that they would prefer the hospital to stream at the front door, but that they preferred to see each 
in chronological order.  

1.6. Crews across a few hospital sites said they rarely saw their named CCM. There was 
acknowledgement that there is a CCM available at all times, but not regular access at a local level. 

2. Friends and Family Test 
 
2.1. The staff FFT survey is usually carried out among operational crews during their training courses at 

Moongate and Lanchester Road.  
 
2.2. Staff FFT is not promoted in Quarter 3 because of the annual NHS Staff Survey is active. However, 

although we do not promote NEAS staff FFT survey during this time, we also do not “turn off” the 
questionnaire. This means that some employees choose to complete the survey. Up to the end of 
November 2019, we had received 68 responses. The full staff FFT for quarter 3 will be available in the 
NHS Staff Survey results published in 2020. 
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 Extrem

ely 
likely 

Likely 

N
either likely 

nor unlikely 

U
nlikely 

Extrem
ely 

unlikely 

N
ot answ

ered 

How likely are you to recommend NEAS to friends and family if they needed care 
and treatement 

 
52 

 
15 

 
0 

 
0 

 
0 

 
1 

How likely are you to recommend NEAS to friends and family as a place to work  
48 

 
17 

 
2 

 
1 

 
0 

 
0 

 
2.3. Most staff who commented on the care and treatment provided were NEAS were extremely positive: 
 

o Excellent care received when I've needed an ambulance 
o Patient focused compassionate service 
o All staff are friendly, welcoming and eager to help. 
o High standard of training and delivery of the courses 
o Patient focus 
o They are very committed to their patients 
o Very caring and compassionate. 
o All colleagues work to an amazing standard 
o The main priority is patient care. 
o Everyone I have met is kind and caring 
o It's a safe and effective organisation 

 
There was one negative comment regarding vehicle cleanliness: 
 

o NEAS image is disappointing. Vehicles are constantly filthy and I believe that portrays that (sic) 
cleanliness, infection control and professionalism is not a priority. If I was a member of the public I 
would view the crews are lazy and would not want my family travel with them. 

 
2.4. Comments from staff about recommending NEAS as a place to work were more varied. While most 

comments remained positive: 
 

o Excellent development and learning opportunities 
o Great team feel 
o Nice people and good team work 
o Feel so proud to now work for NEAS, a really exciting time 
o Very professional, knowledgeable and patient focused 
o I have enjoyed coming to work every day and learning new skills and my confidence has went (sic) 

up day by day. 
o Caring, professional and compassionate staff who go out their way to deliver excellent patient care 
o Staff at NEAS are passionate about their roles and responsibilities. 

 
There was a common theme throughout the negative comments relating to re-location: 
 

o I have had a lot of problems when starting. I moved 250 miles from Shropshire to be told when I 
started that I didn't qualify. Finance department have been little to no help, messing up my wages. 

o Good start so far. This will need to be reviewed regularly. NEAS need to ensure the relocation 
package is as per initial application. 

o Support and information has been great, except recruitment team 
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3. Communications 

3.1. Media activity remains steady, with between 90-100 inquiries each month generating 60-80 stories 
published in print and broadcast. 

 

3.2. The top stories rpeorted here are captured from 1 July to 30 November, to cover the period since 
the last media rpeort to the Board. 

3.3. In total, the media team have dealt with 328 stories published, of which 79 related to incidents 
attended and are not inlcuded in this summary. 
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3.4. NEAS spend on taxis and private ambualnces was first reported by the Press Association and 
syndicated to all national and regional media in August. It reported that a national shortage of 
paramedics has led to £92 million being spent each year across the country on private ambulances. In 
the North East, £2.6m was spent on private ambulances in 2018/19, compared to £3.1m the previous 
year. But spending on taxis rose from £684,000 to £775,000. The biggest spending rise came in the 
East of England, where the ambulance service spent £9.5m on private ambulances for 999 and non-
urgent work in 2018/19, double the £4.7m the year before, blaming the dramatic rise on "challenges" in 
recruiting trained staff 

3.5. With a high level of positive press coverage, the sentiment of media stories was significantly more 
positive and balanced; as rated by our independent media monitoring firm, Kantar Media. 

 

3.6. The negative coverage, reported in early November 2019 in regional print media, related to an 
inquest hearing into the death of a 61-year-old man who suffered serious injuries to his arm when he fell 
on a glass cabinet at his Washington home. The inquest heard that a series of errors and a breakdown 
in communication meant paramedics did not enter the home until an hour after his initial call. He later 
died in hospital as a result of injuries which the inquest was told would have been 'survivable' had he 
been treated sooner. NEAS issued an apology to the family. 

 

https://www.chroniclelive.co.uk/all-about/washington
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information:   

 

Board of Directors 12.12.19 

Report title: Freedom to Speak Up Update 

Purpose of report: To provide the Board of Directors with an update on Freedom to Speak 
Up activity from 1 April 2019 to 30 November 2019. 

Key issues: 
(key points of the paper, how this supports the 
achievement of the Trust’s corporate 
objectives, overview of risk implications, main 
risk details on page 2) 

There have been six Freedom to Speak Up (FTSU) concerns received 
between 1 April 2019 and 30 November 2019. There are no consistent 
themes or clear hotspots identified. This is a larger case volume than in 
the previous year. 
 
A number of actions have been taken to ensure that the Trust is 
compliant with emerging requirements from the National Guardian’s 
Office, including: 

• Redevelopment of the FTSU statutory and mandatory training 
package;  

• Revising the Trust’s FTSU policy; and 

• Reviewing the NGO’s case studies to ensure that 
recommendations relevant to NEAS are identified and 
implemented. 

 
The Workforce Committee has received regular updates from the 
Guardian regarding FTSU activity, including promotional work 
undertaken. 
 
The Trust was named as one of the most improved Trust on the NGO’s 
FTSU Index Report 2019 (although we recognize that the indicators 
used by the NGO are influenced by many factors, not just FTSU).  
 
Further work will be undertaken during the remainder of 2019/20 to: 

• Embed the network of champions, including incorporating the 
Just Culture champions into the network.  

• Increase promotion to staff, particularly front line staff (following 
quality walkround observations by the Guardian). 

• Refresh and relaunch the FTSU Strategy. 

• Undertake bespoke FTSU training with the Board in February 
2020. 

 

Issue previously considered by: Workforce Committee 

Recommended actions: 

The Board of Directors is requested to: 

• Note the increase in the case volume compared with the 
2018/19 total; 

• Take assurance from NEAS’ improved position in the NGO’s 
FTSU index (recognising that the data this was derived from is 
not solely attributable to FTSU); and  

• Be assured that the FTSU Guardian and Executive Lead are 
working to enhance the prominence of FTSU in NEAS, as 
outlined within the paper.  
 

Sponsor / approving director: Joanne Baxter, Director of Quality and Safety / Executive Lead for FTSU 
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Report author: Jennifer Boyle, FTSU Guardian 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Improving 

Quality and 

Safety 

NHS 111 

and CAS 

Clinical 

Care and 

Transport  

Developing a 

Sustainable 

Workforce 

Communication 

and 

Engagement  

Organisational 

Sustainability 

✓     ✓ ✓   

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 

✓ ✓ ✓ ✓ ✓ ✓ 

Ensuring that staff feel able to raise concerns which will be investigated 
appropriately is an important part of developing the Trust’s culture. Each 
of the values links to this issue as it enables staff to feel that they are 
able to make a difference and deliver high quality work which ultimately 
results in better patient care. 

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

The Freedom to Speak Up Guardian role is nationally mandated and now features 
as part of the Well-Led domain assessed by CQC. 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

  ✓   

This is not a new policy or a new service, but assurance is provided that the 
Freedom to Speak Up Guardian seeks to engage with staff with protected 
characteristics and ensure that FTSU is an inclusive process. 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

Risk CEO05 on the CEO Directorate risk register  

Please specify any Financial 
Implications 

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

None 

Are any additional resources 
required e.g. staff capacity? 

Time commitment from the Guardian and other key individuals involved in 
Freedom to Speak Up 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Ultimately there should be a positive impact on patient experience and quality if 
staff feel that they can raise issues of concern through this mechanism.  
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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) 

Engagement with different staff groups has been undertaken and another round 
of face-to-face promotion is planned 

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 

✓  ✓   

Staff need to be assured that they can raise concerns which are then 
appropriately investigated. 

 
  

mailto:publicrelations@neas.nhs.uk
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Board of Directors 
Freedom to Speak Up – Update Report 

12 December 2019 
 

1. Introduction 

1.1. The role of the Board in relation to Freedom to Speak Up is key. It is the expectation of the National 
Guardian’s Office, CQC and NHS Improvement that senior leaders are knowledgeable on Freedom 
to Speak Up matters and work in partnership with the Freedom to Speak Up Guardian to actively 
shape the speaking up culture.  
 

1.2. The Board receives formal updates twice a year as part of its cycle of business, with more regular 
updates being provided to the Workforce Committee. The Workforce Committee oversees the 
Trust’s Freedom to Speak Up activity, including themes, trends, learnings and outcomes. The 
Committee also seeks assurance that the Trust has developed a culture in which staff feel safe and 
able to raise concerns. 
 

1.3. The report provides the Board with a summary of the Freedom to Speak Up activity and findings 
from 1st April 2019 to 30 November 2019. 

2. Case volume, themes and trends 

2.1. The following table summarises the cases raised for the year to-date and their current status: 

 Case theme Actions  Status Learnings / 
assurances 

Would the 
individual who 
raised the 
concern speak 
up again? 

1 Concerns 
regarding the 
process 
followed to 
investigate an 
issue (Q1) 

The concern was 
independently 
investigated and it was 
found that due process 
had been followed 

Closed Assurance that the 
process for 
investigations had 
been appropriately 
followed 

No (feedback 
was that this 
should have 
been addressed 
through normal 
management 
structures)  

2 Concerns 
regarding 
staff attitude 
and 
behaviour 
(Q1) 

A course of action has 
been agreed between the 
parties. The case will be 
closed once it has been 
confirmed that the action 
has been completed. 

Ongoing  Not yet 
applicable – 
case ongoing 

3 Multiple 
concerns 
raised 
including 
patient safety 
issues, 
bullying and 
harassment 
and the 
process 
followed by 

This case was 
independently and 
externally investigated 
and no patient safety 
concerns were identified. 
In addition the 
investigator determined 
that there was no causal 
link between the patient 
safety concerns raised 
and the termination of 

Closed Assurances were 
obtained that there 
were no unresolved 
patient safety issues 
and that the Trust 
had acted 
appropriately in 
respect of a contract 
termination.  

No (complex 
case which has 
previously been 
escalated to the 
Board of 
Directors) 
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 Case theme Actions  Status Learnings / 
assurances 

Would the 
individual who 
raised the 
concern speak 
up again? 

the Trust to 
terminate a 
contract of 
service. (Q1) 

contract. Due process 
had been followed. 

Bullying and harassment 
concerns were not 
investigated due to a lack 
of evidence provided by 
the person raising the 
concerns (they were 
provided with multiple 
opportunities to engage).  

Some learnings 
identified including: 

• A need to 
ensure that 
evidence of 
management 
looking into 
patient safety 
concerns is 
documented 
and retained. 

• A need to 
ensure that 
individuals 
with a 
contract of 
service can 
access the 
Trust’s 
incident 
management 
system 

4 Concerns 
regarding 
staff attitude 
and 
behaviour 
(Q2) 

This has been addressed 
by the team manager 
through additional 
promotion of the values 
and behaviours 
framework. 

This was handled 
sensitively to protect the 
identity of the person 
raising the concerns.  

Closed Assurance that the 
behaviours and 
values have been 
used appropriately 
to promote positive 
and respectful 
behaviour. 

Yes – positive 
feedback 
received 

5 Concerns 
regarding 
social media 
usage (Q3) 

The concern has been 
investigated.   

Closed Individual issue and 
therefore no wider 
learnings to share.  

Feedback 
requested. 

6 Concerns 
regarding 
staff attitude 
and 
behaviour 
(Q3) 

The concern has been 
investigated. 

Open - - 
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2.2. The case volume is higher than in the previous year (18/19 – 4 cases) and there is no consistent 
themes and trends in respect to the nature of the concerns or the areas in which the concerns have 
arisen. 

2.3. The Workforce Committee has continued to oversee the implementation of the FTSU action plan, 
which has been developed based on new national guidelines, as well as internal learnings. Most 
actions have been completed, with 3 actions remaining open at this time (attendance at the Together 
staff network group, further embedding of the champions model and sharing of an anonymised case 
study with the Board (planned for February 2020 Board development)). 

3. Guardian activity 

3.1. The Trust identified an action from the previous CQC visit in respect of growing the network of FTSU 
Champions. The Guardian met with one of the Senior Health Advisors (SHAs) within the Emergency 
Operations Centre (EOC), who was very passionate about the possibility of building the Champion 
role into their new peer support package for staff. The SHA will be inviting the Guardian to attend a 
team meeting to present more information about the role to colleagues. In addition, it has also been 
agreed that the staff trained in the Just Culture methodology will also act as FTSU Champions. 

3.2. The Guardian met with the newly appointed National Guardian’s Office (NGO) regional liaison lead 
for the North East and Yorkshire. The regional liaison lead visited NEAS to gain a greater 
understanding of how FTSU has been implemented within the Trust.  

3.3. October 2019 was national FTSU month. The FTSU Guardian participated in a quality walkround to 
promote FTSU amongst front line Scheduled and Unscheduled Care crews. The FTSU Guardian 
visited North Tees, Darlington Memorial and James Cook hospitals. This was a valuable activity 
which provided an insight into awareness of FTSU. Whilst some staff were aware of FTSU (and could 
reference the modules relating to it on statutory and mandatory training), a number were not aware of 
it. This indicates that more work needs to be undertaken to promote FTSU in different ways in order 
to gain assurance that staff understand what FTSU is and how to utilise it. 

3.4. The new intranet page for FTSU was launched in late October 2019 as part of the overall launch of 
Siren. The new webpage makes it easier for staff to find the contact details of the FTSU leads, as well 
as sharing national updates through linkage to the NGO Twitter account. 

3.5. The FTSU policy was due for review in May 2019. The Guardian had been awaiting the new version 
of the national FTSU model policy prior to reviewing the NEAS policy, but the national policy has 
been further delayed. As such, the review of the NEAS policy has been undertaken, using a policy 
content checklist provided by the NGO. The revised policy was ratified by the Workforce Committee 
at its November 2019 meeting.  

3.6. The Guardian has attended a number of regional FTSU meetings so far this year and dialled in to the 
last FTSU National Ambulance Network meeting in November 2019.  

3.7. The Guardian has updated the content of the FTSU modules on statutory and mandatory training 
ready for launch in 2020/21.  

3.8. The Guardian and Executive Lead for FTSU have met regularly to discuss emerging NGO guidance 
and requirements as well as the approach to investigating incoming FTSU cases. 

3.9. The Guardian has also attended a meeting of Able@NEAS, the Trust’s disability staff network group, 
to promote FTSU.  

4. National Guardian’s Office (NGO) update and publications 

4.1. The NGO launched a new dedicated website - https://www.nationalguardian.org.uk/. The website 
includes a wealth of information on FTSU with a number of resources for people wishing to speak up, 
Guardians and organisations.  

https://www.nationalguardian.org.uk/
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4.2. Some new NGO reports have been published since the last update to the Board of Directors. They 
include the Freedom to Speak Up Index Report 2019. This report is based on staff survey results for 
four questions (organisational responses to concerns raised, errors and incidents, alongside reporting 
unsafe clinical practice). The index ranks sectors and individual trusts. The sector results are 
replicated below: 

 

4.3. The ambulance sector as a whole still scores lowest on the index, but it does show the greatest 
percentage improvement from 2015 to 2018 and also from 2017 to 2018. This gives assurance that 
whilst there is still work to do, the sector is progressing positively and is now only 3% lower than the 
acute sector on the FTSU index. 

 

4.4. NEAS is listed as one of 10 trusts nationally with the greatest improvement in the FTSU index score 
(London Ambulance Service shows the greatest increase across all trusts and is featured as a case 
study in the report). This improvement is predominantly driven by the significant improvement in our 
staff survey scores in the four questions reviewed by the NGO.  

https://www.nationalguardian.org.uk/wp-content/uploads/2019/10/ftsu-index-report-2019.pdf
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4.5. Whilst the staff survey results reviewed by the NGO do not solely refer to concerns raised through 
FTSU (with FTSU being only one element of raising concerns), they provide some good assurance 
regarding our improving organisational culture and confidence in the mechanisms in place for raising 
and responding to concerns.  

4.6. The NGO has published a number of case review reports in 2019/20. The Workforce Committee has 
received summaries of the findings from the case reviews, including any learnings or 
recommendations applicable to NEAS. The case reviews can be found here: 
https://www.nationalguardian.org.uk/case-reviews/  

4.7. A number of new reports / guidance material have been published by the National Guardian’s Office 
(NGO) in 2019/20. They include: 

• Revised Guidance for Boards on Freedom to Speak Up - 
https://www.cqc.org.uk/sites/default/files/FTSU_guidance_0.pdf  

• National guidelines on Freedom to Speak Up training - 
https://www.cqc.org.uk/sites/default/files/20190812%20-
%20National%20guidelines%20on%20Freedom%20to%20Speak%20Up%20training%20in%
20the%20health%20sector%20in%20England.pdf  

4.8. The Executive Lead for FTSU, Joanne Baxter, has met with the FTSU Guardian to discuss the 
content of the reports and agree some actions to take forward. The agreed priorities include: 

• Delivery of bespoke FTSU training for the Board, which has been scheduled for the Board 
development session in February 2020. This will include refreshing the Board’s self-
assessment against the Board-level FTSU competencies (as referenced in the revised 
guidance); 

• Delivery of training for the Governors – to be added to a Governor development session in 
2019/20 / early 2020/21; and 

• Relaunching the NEAS FTSU Strategy. 

5. Recommendations 

5.1. The Board of Directors is requested to: 
 

o Note the increase in the case volume compared with the 2018/19 total; 
 

o Take assurance from NEAS’ improved position in the NGO’s FTSU index (recognising that 
the data this was derived from is not solely attributable to FTSU); and  
 

o Be assured that the FTSU Guardian and Executive Lead are working to enhance the 
prominence of FTSU in NEAS, as outlined within the paper.  

https://www.nationalguardian.org.uk/case-reviews/
https://www.cqc.org.uk/sites/default/files/FTSU_guidance_0.pdf
https://www.cqc.org.uk/sites/default/files/20190812%20-%20National%20guidelines%20on%20Freedom%20to%20Speak%20Up%20training%20in%20the%20health%20sector%20in%20England.pdf
https://www.cqc.org.uk/sites/default/files/20190812%20-%20National%20guidelines%20on%20Freedom%20to%20Speak%20Up%20training%20in%20the%20health%20sector%20in%20England.pdf
https://www.cqc.org.uk/sites/default/files/20190812%20-%20National%20guidelines%20on%20Freedom%20to%20Speak%20Up%20training%20in%20the%20health%20sector%20in%20England.pdf
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:  For Information:   

 
Trust Board – 12/12/2019 

Report title: 2019/20 Corporate Priorities Q2 Update 

Purpose of report: To provide the Trust Board with an update on delivery of the Corporate 
Objectives for 2019/20.  

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) 

The 2019/20 Corporate Priorities and related sub-objectives were 
approved by Trust Board in February 2019, with actions and timescales 
agreed in May 2019. These actions and timescales will be used as the 
mechanism to track progress through the year. 

Progress is underway to deliver the agreed objectives with most actions 
either in progress or delivered, and almost a quarter identified as either 
an area for additional focus or slipped against plan and an area for 
concern.  

Key points to note: 

• The Quality Strategy and all Quality Priorities are on track to be 
delivered by the end of the year.  

• Delivery of the CQC improvement plan is at risk as a result of 
challenging performance against outstanding actions including: 
appraisal, statutory and mandatory targets and open incident 
management. 

• Implementation of new ORH rosters is now complete with the 
final phase in place from early October 2019. 

• Staffing vacancies, changes in demand and delays to delivering 
efficiencies, internally and externally, mean that the full benefit 
of the new rosters will not be realised at the point of 
implementation. 

• Challenges in recruiting NHS 111 clinicians create a risk for the 
service in managing current activity. 

• Options to replace System One are being reviewed, a decision 
is needed to inform future system development. 

• Lack of progress in delivery of the Alliance model continues to 
provide a challenge to the Trust externally 

• Following delays linked to completion of Office 365 migration, 
the new intranet is due to launch at the end of October 2019. 

• The development of the Community Service Directorate 
business case continues. 

• The Trust’s sickness absence target of 5% is not expected to be 
achieved this financial year. 

• The Trust’s forecast outturn CIP position is expected to 
overachieve this year against the annual plan target. 

• Preliminary analysis has been undertaken to understand the 
impact of proposed changes through Phase 2 Path to 
Excellence.  

• The ICP/ICS 5 year plans have been developed but represent 
no significant change for NEAS. 

 

Issue previously considered by: 
Senior Leadership Team 

Senior Management Team and Priority Owners 
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Recommended actions: The Board is asked to note progress in delivery of the Corporate Priorities 
for 2019/20.  

Sponsor / approving director: Caroline Thurlbeck, Director of Strategy, Technology and Transformation 

Report author: Hannah Winney, Planning and Performance Manager 

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 

           

This paper has strong linkages in respect of taking responsibility and being 
accountable (i.e. demonstrating how the Trust is performing, both in respect of 
identifying issues and also highlighting areas of positive progress, which link 
directly to patient care). The paper enables the Board to hold the Directors to 
account for core aspects of delivery.  

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

None identified.  

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 a particular 
social group 

 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

The risks for the Corporate Objectives are documents in the BAF as well 
as on the risk register. 

 

The key risks are: 

Improving Quality and Safety 

ORR-41, ORR-55, ORR-57, CE11 

NHS111 and Clinical Assessment Service 
ORR-57, NHS18 

Clinical Care and Transport 
ORR-41, ORR-45, ORR-50, ORR-57 

Workforce and Investors in People 

ORR-35, ORR-50, ORR-57, WD14, ORR-15 

Communications and Engagement 

ORR-15, ORR-45, CEO08, CEO284 
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Organisational Sustainability 

ORR-50, ORR-57, CE11, CIP57, FM13, FM15, FM17, SCR0002, FM16 

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

There are no immediate financial implications. 

Are any additional resources 
required e.g. staff capacity? 

Objective owners are working through the resource implications for each area, in 
order to align capacity with the scope of each objective. 

Delivery of the CAS operational model is dependent on agreement by 
commissioners to the revised contract. 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

The corporate objectives will drive the strategic aims of the organisation 
to: 
Do what we do well 
Look after our employees 
Develop new ways of working. 

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) 

Corporate objectives and associated sub objectives have been widely 
shared internally. 

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 

    

This paper is shared with the public, Governors and staff, demonstrating 
transparency on progress. 

 
 

 
 
 
  

mailto:publicrelations@neas.nhs.uk


 Page 4 of 13  

 
Trust Board 

2019/20 Corporate Priorities Q2 Update  
12 December 2019 

 

Introduction  
The six Corporate Priorities have been carried forward into 2019/20, with updates made to the specific objectives to 
be delivered.  

 
Objectives are designed to provide a clear focus for the organisation on the ‘must do’s’ for the year. This is not 
designed to be a comprehensive list of each directorate’s plans. 

 
The diagram below shows the draft Objectives against the 6 Corporate Priorities. An additional objective has been 
added to the Communication and Engagement Priority to provide a focus on work to improve equality and diversity. 

 

Summary 

The 2019/20 Corporate Priorities and related sub-objectives were approved by Trust Board in February 
2019, with actions and timescales agreed in May 2019. These actions and timescales will be used as the 
mechanism to track progress through the year. 

Progress is underway to deliver the agreed objectives with most actions either in progress or delivered, and 
almost a quarter identified as either an area for additional focus or slipped against plan and an area for 
concern.  
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Key points to note: 

• The Quality Strategy and all Quality Priorities are on track to be delivered by the end of the year.  
• Delivery of the CQC improvement plan is at risk as a result of challenging performance against 

outstanding actions including: appraisal, statutory and mandatory targets and open incident 
management. 

• Implementation of new ORH rosters is now complete with the final phase in place from early 
October 2019. 

• Staffing vacancies, changes in demand and delays to delivering efficiencies, internally and 
externally, mean that the full benefit of the new rosters will not be realised at the point of 
implementation. 

• Challenges in recruiting NHS 111 clinicians create a risk for the service in managing current activity. 
• Options to replace System One are being reviewed, a decision is needed to inform future system 

development. 
• Lack of progress in delivery of the Alliance model continues to provide a challenge to the Trust 

externally 
• Following delays linked to completion of Office 365 migration, the new intranet is due to launch at 

the end of October 2019. 
• The development of the Community Service Directorate business case continues. 
• The Trust’s sickness absence target of 5% is not expected to be achieved this financial year. 
• The Trust’s forecast outturn CIP position is expected to overachieve this year against the annual 

plan target. 
• Preliminary analysis has been undertaken to understand the impact of proposed changes through 

Phase 2 Path to Excellence.  
• The ICP/ICS 5 year plans have been developed but represent no significant change for NEAS. 
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1. Improving Quality and Safety 

1.1. Delivery of the Quality Strategy 

Progress is being made across all Quality Priorities and delivery of the third year of the existing strategy, 
which are all on track to be achieved by the year end and progress, assurances and risks reported to the 
Quality Committee Bi-monthly. Monthly operational meetings have been established to monitor deliver 
and progress through the year. 

The national Patient Safety Strategy has now been published and will be considered at Quality 
Committee in September 2019. This will help shape elements of the Quality Strategy development for 
2020-23. 

1.2. Route to Outstanding 

Delivery of the CQC improvement plan identified at the 2018 well led inspection is noted at risk due to 
challenges in achieving key performance standards including appraisal and statutory and mandatory 
compliance. Work is on-going to address these issues and findings of non-compliance relate mostly to 
reporting issues in which actions are underway to resolve. The route map to outstanding has now been 
developed and discussed and agreed at SMT and ET.  It is very much aligned to the corporate priorities 
and sub objectives and the approach is to ensure that the CQC standards become part of everyday 
business delivery.  The delivery of the standards will be mapped to board and committee level reporting 
as part of the quality dashboard and IQPR to allow for easier self-assessment. A pilot of CQC 
inspections will commence in November 2019. 

A revised Quality Dashboard is in development to align reporting with the Key Lines of Enquiry and 
Fundamental Standards, however this has been on hold whilst the focus has been on performance 
reporting, however will resume once this is back up and running. 

1.3. Improving Clinical Outcomes 

The community services business unit is well underway, there is a project plan and associated work 
streams which is overseen by a programme board chaired by the Director of Quality and Safety.  
Discussions have taken place with NHSI/E and HEE and we are working collaboratively with the ICS in 
order to address the risks to paramedic retention from the NHS plan. 

1.4. Improving the safety culture 

Work is on track with the introduction of the Just Culture programme, with 15 places secured on the 
training programme with Northumbria University, commencing in September 2019. This consists of 4 
days of study in total, to help build our understanding and knowledge of implementing a just culture and 
restorative culture. A robust delivery plan for delivery is in development. 

The new National Patient Safety Strategy has been published early July and this will inform the Trusts 
approach to patient safety over coming months. 

Incident cause groups have been reviewed and refined as part of the Ulysses project to assist with 
more accurate reporting. A draft clinical bulletin is being developed to demonstrate positive learning 
from incidents, the bulletin content has now been developed and is expected to be completed by the 
end of October for circulation in November. 
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Ref. Sub-Objective/ Milestone Timescales Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
1.1 Delivery of Quality Strategy
1.1.1 Quality strategy delivery is monitored via quality committee via quality dashboard Mar-20
1.1.2 Develop Trusts Quality Strategy for 2020-23 Mar-20
1.1.3 Quality priorities for 19/20 is delivered and outcomes achieved Mar-20

1.2 Route to Outstanding
1.2.1 Deliver the improvement plan identified at the 2018 well led inspection Dec-19
1.2.2 Develop day to day and board  performance reporting in line with Key lines of enquiry/Fundamental standards Dec-19
1.2.3 Quality dashboard reporting in line with Key lines of enquiry/Fundamental standards Aug-19
1.2.4 Develop internal peer review assurance programme for assessing ongoing delivery of Fundamental standards in service lines Sep-19
1.2.5 Peer review assurance programme piloted in service line with outcomes reported to inform planning Jan-20

1.3 Improving Clinical Outcomes 
1.3.1 Implementation of pathfinder, through Statutory and mandatory training Mar-20
1.3.2 To work with all CCG's and community providers to develop alternative pathways to initially support the pathfinder model (with the 

exception of North Tees / South Tees, North Tyneside and Northumberland) Mar-20
1.3.3 To expand the community home visiting model in North Tyneside Dec-20
1.3.4 Establish community services directorate to utilise junior practitioners and advanced practitioners across the organisation, through 

rotational working Mar-20
1.3.5 To work with HEE to develop an Advanced Practice programme to meet the needs of the Trust Mar-20
1.3.6 To model the workforce requirements to meet the needs of the newly formed community service Sep-19
1.3.7 To identify specialist paramedic roles required in the organisation Dec-19
1.3.8 To increase the number of research studies / research paramedics in 2019/20 Mar-20

1.4 Improving the safety culture
1.4.1 Introduce Just culture work within the Trust - programme of workshops engaging a broad range of staff Mar-20
1.4.2 Develop metrics to monitor impact - e.g. staff survey results, number of formal investigations, suspensions and length of same Jul-20
1.4.3 Review policies to ensure just culture approach is explicit within these Mar-20
1.4.4 Implement Ulysses project - incident reporting Jul-19
1.4.5 Develop clinical bulletin to demonstrate positive learning from incidents Jul-19
1.4.6 Ensure human factors training is available for clinical managers Mar-20

Not commenced yet or no rating for this period
Missed deadline and/or area of concern
Area for increased focus, potential to be an area of concern
On track / within tolerance, no concerns or expected concerns at time of reporting
Achieved / completed

Improving Quality and Safety
Safe / Effective / Well-led
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2. NHS 111 and Clinical Assessment Service 

2.1. NHS 111 and IUC CAS 

The NHS 111 CAS programme has now been closed and moved to business as usual, following 
achievement of the original recruitment plan. The revised recruitment plan for non-clinical staff has been 
completed with health advisors at full establishment from September 2019, however challenges to 
recruitment to clinical posts mean that full establishment is not forecast until 2020/21, with a forecast year 
end position of -5. 

Alternative options to System One for non-Pathways clinicians working in the CAS continue to be reviewed. 
Demonstrations by Adastra have been undertaken, which would also provide a solution to the electronic 
prescribing process, not currently supported by Cleric.  

A full review of the service against the national NHS 111 specification is underway to identify gaps and 
confirm progress to date.  

2.2. Development of the North East Provider Alliance 

Establishing the Alliance as part of the Urgent and Emergency Care Network has not been possible due to 
changes in governance structures linked to establishment of ICS groups. Lack of progress in this area 
continues to be an area of challenges for the Trust externally. 

Work is progressing with four of the five projects initially identified through the Alliance working group. The 
safe streaming to primary care pilot which had been set up with Gateshead FT has now been stood down, 
a solution is to be developed by Gateshead without the need to involve NHS 111. 

Progress of the two mental health projects identified have been delayed due to competing demands of the 
mental health ICS work stream, task and finish groups are in the process of being developed. 

2.3. Development of Clinical Modelling 

The workshop originally planned for May to agree the single type of presentation for review has now been 
held with Newcastle University, with chest pain selected. A feasibility study will now be undertaken along 
with university to analyse data, which will inform next steps for the project. The ultimate aim of the project is 
to support more targeted dispatch for specific conditions. 

Progress through the summer has been delayed while awaiting the outcome of a NECS funding decision, 
to fund the data analysis phase. Approval to proceed to the business case stage has now been received, 
however the project overall remains delayed as a result. 
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3. Clinical Care and Transport 

3.1. Unscheduled Care Service Transformation 

The phased implementation of new rosters has commenced, with phase three live from early September 
2019. The final stage of the rosters went live on 7 October 2019.  

Implementation of auto dispatch has been delayed as a result of implementation of the combined CAD in 
as well as the new rosters. This is due to be trialled in a specified geographical area within the next 4-6 
weeks to understand the operational implications for full roll-out.  

3.2. Scheduled Care Service Transformation 
Contract discussions continue with lead commissioners every two weeks, with a current focus on now 
defining the contract in three sections: PTS core planned service model, PTS same day discharge service 
model, and PTS dialysis service model. The SDIP is now aligned to these three models, with discussions 
regarding suitable operating hours, KPIs etc. happening for each. 

Workshop has taken place with colleagues from Operations, Finance and other areas to review our current 
rotas, specifically reviewing the number of current rundowns we have in scheduled care. The workshop 
highlighted a number of key areas for further review; annual leave planning, relief cover and 
apprenticeships. These are now being progressed. 

Meal break project now beginning, which is a combined project between both scheduled and unscheduled 
care. Working group and Project Board have both been scheduled. 
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4. Developing a Sustainable Workforce 

4.1. Develop and deliver the Workforce Plan 

The need for a more focused approach to joined-up workforce planning had been identified and followed up 
with a workforce planning audit. 

The workforce plan for 2020/2021 is being developed jointly by finance, human resources, operations, 
quality /safety, recruitment, education, organisational development and occupational health.  The plan is 
due to be signed off early 2020, amendments after this time, will follow a specific change and approval 
process.  

4.2. Develop and deliver Leadership and Progression Opportunities 

The Management Essentials programme, a suite of 5 essential modules for managers and team leaders, 
co-delivered by Organisational Development and in-house subject matter experts is available for all new 
and existing managers across the trust.  

A draft Talent Management Strategy was created in April 2019, however subsequently, national and 
regional talent and succession planning and process guidance has been issued. In response, the 
Organisational Development Department are reviewing the NEAS Talent Management Strategy to ensure it 
is reflective of national requirements, mapped to local process and the practical application needs are clear. 
The strategy must also be inclusive of a NEAS succession planning approach. To facilitate this, business 
critical roles are being identified, and a Talent Forum developed, to provide an underpinning framework to 
inform the wider succession planning and talent management framework. 

4.3. Strengthen Organisational Health and Wellbeing 

Reducing sickness absence continues to be a challenge. There is a managing attendance plan in place 
which includes the development of a commercially focused policy to tackle attendance management.  This 
is currently out to consultation will go live early 2020, training to be provided jointly with staff side 
colleagues. 

 
  

Ref. Sub-Objective/ Milestone Timescales Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
4.1 Develop and Deliver the Workforce Plan
4.1.1 Implement appropriate processes to ensure the trust can achieve compliance with the Trust’s Workforce safeguards Action plan Mar-20
4.1.2 Agree a corporate workforce and training plan for 2020/2021 Jan-20
4.1.3 Develop an effective recruitment strategy to fulfil the corporate workforce plan Jan-20
4.1.4 Take action to respond to the impact of BREXIT Jul-19
4.1.5 Implement an approach to secure the pipeline for qualified Paramedics into the future, acknowledging the change to entry level qualifications etc Mar-20
4.1.6 Ensure the culture of the organisation is such that the Trust continues to be seen as a “good employer” and can recruit and retain the right staff with the right skills at the right time. Mar-20
4.1.7 Continue with the expansion of Apprenticeships within NEAS Nov-19

4.2 Develop and Deliver Leadership and Progression Opportunities
4.2.1 All existing managers/leaders 7-8b) through Compass programme Mar-20
4.2.2 All managers/leaders Bands 5-6 through Leadership Essentials Mar-20
4.2.3 Internal/external leadership programme alumni  knowledge captured to shape  leadership & management development Jan-20
4.2.4 Conduct in-depth evaluation of longer-term benefits of Compass programme Oct-19
4.2.5 Schedule career essentials workshops to meet demand Mar-20
4.2.6 Continue to schedule Management Essentials throughout year for new and existing managers Mar-20
4.2.7 Update Talent Management Strategy to reflect national and local development needs Mar-20
4.2.8 Implement process for all staff to have a talent conversation to identify those exceeding objectives and behaviours (role models) Jul-19
4.2.9 Identify business critical roles as priorities for succession planning Jul-19
4.2.10 Establish Talent Forum to review potential of role model employees and readiness for succession planning Oct-19
4.2.11 Succession plan in place for all business critical roles Nov-19
4.2.12 Clear plan in place for internal career progression within clinical roles May-19
4.2.13 Publish explicit career pathways for all clinical staff May-19

4.3 Strengthen Organisational Health and Wellbeing
4.3.1 Achieve sickness absence target of 5% Mar-20
4.3.2 Implement HWB Strategy Mar-21
4.3.3 Develop Chaplaincy provide a multi-faith chaplain  Mar-20
4.3.4 Participate in AACE: Mental Health Strategy: Produce Mental Health Strategy for staff within the Trust Mar-20
4.3.5 Promotion of First Aid Training: Programme to be developed for non-clinical staff Mar-20
4.3.6

Upskill Staff & Line Managers: Provide information in varying formats on: Reasonable adjustments, Equality Act (2010), Phased return, Redeployment /Alternative duties / Access to Work Mar-20

Not commenced yet or no rating for this period
Missed deadline and/or area of concern
Area for increased focus, potential to be an area of concern
On track / within tolerance, no concerns or expected concerns at time of reporting
Achieved / completed

Workforce and Investors in People
Safe / Effective / Well-led
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5. Communication and Engagement 

Intranet development remains on-track, however the launch will be postponed to await completion of Trust-
wide migration to Office 365.  

Focus groups have been held with operational staff through provisions meetings to generate feedback and 
suggestions on how to improve internal communications for front line staff, this replaced the RPIW 
approach initially planned. This, along with analysis from the communications satisfaction data from the 
staff survey and benchmarking information from other Ambulance Trusts will be used to develop an action 
plan to drive improvement. 

A 12 month pilot to extend our use of social media is being designed, and expected to be live from 
December 2019.  
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6. Organisational Sustainability 

6.1. Achieving the Financial Plan 
The year to date (YTD) SOCI underspend has reduced marginally in Month 06 from £0.773m to £0.743m. 
The current underspend against plan is still forecast to be eroded over the remaining months of this 
financial year (as additional third party provider resources have been included within the forecast for the 
remainder of the year) and therefore the forecast outturn (FOT) remains unchanged as the Trust still 
expects to meet its financial plan at this stage of the financial year. 

The YTD CIP position has improved since last month (from +10.4% to +19.9%). The FOT CIP position has 
improved by a further £0.40m and it is now anticipated to over-deliver by £0.65m (10.4%) against the 
annual plan target. 

Due to the current agency expenditure overspend, this has triggered an overall YTD metric of 3. This will 
continue at a 3 for the remainder of this financial year, entirely due to the agency score of 4. 

6.2. Supporting development of Integrated Care System (ICS) and Associated integrated Care 
Partnerships (ICPs) 

Preliminary analysis has been undertaken to understand the impact of proposed changes through Phase 2 
Path to Excellence.  

The ICP/ICS 5 year plans have been developed but represent no significant change for NEAS. 

6.3. Delivering Digital Enablers 
SCR, NHSN, MIG are all live in CAD and have been developed and tested within ePCR, with deployment 
planned for September 2019.  
 
Pathfinder application has been developed and tested with deployment to ePCR planned for September 
2019. Zoll integration / live streaming has now been deployed. Work progressing with NTH on phase 1 
transfer of care utilising the TIE. 
 
111/999 Snomed coding remains a concern. NHSP and the newly proposed ambulance dataset both 
incorporate SNOMED coding however timescales are still unclear. DOS has been integrated into the ePCR 
and is planned for deployment during September 2019. Video conferencing capability between ePCR and 
Control is progressing with a trial due to commence by the end of October 2019. 
 
Clarity around the requirements for RFID and medicines barcoding is progressing but some concern that 
the scope may be greater than initially proposed. 

 

 

 

 

Ref Sub-Objective/Milestone Timescales Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
6.1 Achieving the Financial Plan
6.1.1 Delivering against NHSI control total Mar-20
6.1.2 Maintain a healthy liquidity ratio - not exceeding score of 2 Mar-20
6.1.3 Delivering against Cost Improvement Programme (CIP) target Mar-20
6.1.4 Delivering within capital plan value Mar-20
6.1.5 Delivering against monthly use of resources rating agreed with NHSI Mar-20

6.2 Supporting development of Integrated Care System (ICS) and associated integrated care partnerships
6.2.1 Southern ICP modelling and impact assessment Oct-19
6.2.2 Sunderland/South Tyneside modelling (Phase 2) and impact assessment Jul-19
6.2.3 Northern ICP assessment and impact assessment Jan-20
6.2.4 North Cumbria modelling and impact assessment Mar-20
6.2.5 Central ICP (inc DDES)  impact assessment Mar-20
6.2.6 5 year plan development - plan submitted to Board Sep-19

6.3 Delivering Digital Enablers
6.3.1 Improving the Electronic Health Record - SCR,NHSN, 111/999 CADS, CPIS, MIG and Mental Health data Mar-20
6.3.2 Integration of data in place - pathfinder, zoll blue tooth integration and Transfer of Care data to primary care Mar-20
6.3.3 Interoperability - 111/999 snomed coding, epcr video to EOC, DOS integration and video's to homecare Mar-20
6.3.4 Asset Management - RFID and medicines barcoding Mar-20

Organisational Sustainability
Responsive / Well-led
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7. Recommendations  
The Board is asked to note progress in delivery of the Corporate Priorities for 2019/20.  
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information:   

 

Board of Directors – 12 December 2019 

Report title: Board Assurance Framework 

Purpose of report: To present the current version of the Board Assurance Framework 
(BAF) 

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) 

In considering the Board Assurance Framework as at 2 December 2019, 
the majority of the assessed adequacy of assurance shows either 
‘partially assured’ or ‘fully assured’.  
 
There is only one control which has been rated as ‘not assured’ and this 
relates to the Workforce Committee receiving the minutes of the Health 
and Wellbeing Group. This control is linked to the organizational risk 
around sickness absence (ORR-35) which is currently rated as 9 
(amber).  
 
It is noted that the Workforce Committee receives regular reporting on 
sickness absence and therefore there are other controls in place in this 
area with partial assurance.  
 
Board committees, the Executive Risk Management Group and the 
Executive Team meetings have reviewed the BAF or relevant extracts 
regularly to ensure that the document remains a live and dynamic 
assessment of controls and assurances within our governance structure.  
 

 

Issue previously considered by: 

Board committees 

Executive Team 

Executive Risk Management Group 

Recommended actions: 

The Board of Directors is requested to review the BAF and seek 
assurance that the information reviewed as part of the Trust’s 
governance structure is appropriate in respect of the management of the 
strategic risks / achievement of the corporate objectives.  

Controls and assurance adequacy should also be triangulated with the 
assurances received at Board level.  

Sponsor / approving director: Joanne Baxter, Director of Quality and Safety 

Report author: 
Jennifer Boyle, Trust Secretary 

Alan Gallagher, Head of Risk and Regulatory Services 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Improving 

Quality and 

Safety 

NHS 111 

and CAS 

Clinical 

Care and 

Transport  

Developing a 

Sustainable 

Workforce 

Communication 

and 

Engagement  

Organisational 

Sustainability 

✓ ✓ ✓ ✓ ✓ ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓ 

Link to Trust values: Pride Strive for Respect Compassion Take Make a 



 Page 2 of 2  

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

excellence responsibility & 

be accountable 

difference – 

day in & day 

out 

✓ ✓ ✓ ✓ ✓ ✓ 

The Board Assurance Framework is an essential element of business 
management, linking directly with all of the Trust’s values. 

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

Inadequate consideration of the Board Assurance Framework could 
result in a failure to effectively manage identified risks, whilst impede 
achievement of compliance with the Trust’s objectives thus creating 
unnecessary risk exposure. 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

    ✓ 

      

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

The report contains the various risks captured within the organisational 
risk register. They are clearly referenced within the BAF itself. 

 

Please specify any Financial 
Implications 

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

The report itself does not pose any financial implications. The individual 
specific risks will however cover any specific issues. 

Are any additional resources 
required e.g. staff capacity? 

None specifically identified within the report, individual risks and 
associated actions may however involve additional resources 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

If the risks and actions are not managed/monitored in line with the target 
dates, this may lead onto a negative impact. Failure to effectively 
manage risks is more likely to result in the realization of the risk and 
subsequent impacts. 

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) 

Each risk is owned and assessed by the relevant 
department/directorate. The identified risks, where appropriate, have 
been shared with key internal and external stakeholders. 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

✓   ✓   

Proactive Reactive Internal External 

✓ ✓ ✓ ✓ 
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 01 - Improving Quaility And Safety
Enabling Strategy:Quality Strategy

Monitoring Group:Quality Governance Group

Lead Director:Joanne Baxter

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

1.1 The final year of the 3
year Quality Strategy will
be delivered 17-20
delivering key
trajectories against
improvements for all
quality and safety
metrics.

P
artially A

s
su

red

Key Control 01                                    
Quality dashboard is reported to the
board and Quality Committee at each
meeting - showing key progress on
Quality Metrics / Trajectories

Quality dashboard needs further
refinement to include all items and be
aligned to CQC KLOE and
trianagulate performance staffing with
quality and safety

Performance on IPC audits,
incident reporting, levels of
harm, serious incidents, duty of
candour, complaints,
safeguarding

Annual Reports

01        
Full review and
rebuild of Quality
Dashboard required

29/02/2020 01        
Register to be
developed and
ongoing monitoring
improved

29/02/2020
Quality Review Group,CQC and
NHSI QRM also review Quality
Dashboard Metrics

CQC Good rating

Internal audit report providing
significant assurance on risk
management, SI, Incident
Management Processes and
Patient Safety Alerts

Triangulation with staffing and
performance needs developed

P
artially A

s
su

red

Key Control 02                                    
Quality impact assessment process in
place and reported to QC through
QGG - monitors delivery of CIP,
service change and service
improvement against key quality
metrics

Register of all trust QIA's no yet in
place and governance of internal
service chhanges needs improvement

Changes do not adversely
affect patients

02        
Register to be
developed.

29/02/2020

02        
Improved clinical
governance process
under development

29/02/2020

02        
The process in under
full review and a
Clinical governance
and change approval
form is under
development

29/02/2020
Monitored by Clinical

Quality Review Group and CQC
Engagement meeting

Not all service changes are
undergoing QIA

F
u

lly A
ssu

red

Key Control 03                                    
Serious Incident report and Incident
levels of harm report, by service and
location is received by Quality
Committee

None Identified Themes and Trends relating to
type, location, level of harm
tracked and reported in SI
report

Annual learning report -
incidents, SI's & Complaints

Serious Incident Report
including minutes from Serious
Incident Review Group (SIRG)

Monitored by Clinical

Quality Review Group and CQC
Engagement meeting

Internal audit report on serious
incident providing significant
assurance

None Identified

P
artially A

s
su

red

Key Control 04                                    
Clinical Audit Dashboard reported to
Quality and Committee and board at
every meeting showing delivery of
Clinical Outcomes

Full clinical audit dashboard
highlighting all outcomes from clinical
audit to provide a fuller picture on
quality of care delivered against KPI's

Performance against National
AQI's and care bundles are
above national average and on
increasing trajectory

Clinical Audit Plan Delivery
progress including Outcome
Findings

Interim review of Quality
Strategy & Quality Report
progess delivery 19/20

Clinical Advisory Group -
Minutes including Assurances
and Risks

04        
Work underway to
integrate quality
dashboard and
clinical audit
dashboard and
ensure outcomes
from all audit activity
is reported

29/02/2020 04        
Clinical Audit
dashboard in
development

29/02/2020
Benchmarked nationally with
other ambulance trusts

On National ambulance
scorecard

Monitored by Clinical

Quality Review Group and CQC
Engagement meeting, NHSI
and QRM

Not all clinical activity currently
reported to committee

P
artially A

s
su

red

Key Control 05                                    
Strategic Safeguarding Group
established and assurances and risks
are reported to the Quality Committee
directly

None Identified Minutes, assurances and risks
and reported directly to Quality
Committee

Monitored by Clinical

Quality Review Group and CQC
Engagement meeting.

Strategic Safeguarding Group
membership includes regional
designated nurses.

None Identified

O
R

R
-41

Failure to deliver our
Ambulance KPI's in
relation to our
performance trajectory
agreed by our lead
Commissioners.
Response times for
category 2 and long waits
for category 3 and 4.

53 15

O
R

R
-45

System change.  The
NHS and social care
economy in the North
East is undertaking
Sustainability and
Transformation Planning,
alongside the
development of Integrated
Care Partnerships and an
Integrated Care System.
The risk is of these
changes affecting
response performance
and the clinical safety of
patients affected, or
potentially affected by
these changes

34 12

O
R

R
-57

Inability to recruit in line
with the workforce plan for
the trust for Scheduled
Care, Unscheduled Care,
Operations Centre and
Corporate Services.  

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 01 - Improving Quaility And Safety
Enabling Strategy:Quality Strategy

Monitoring Group:Quality Governance Group

Lead Director:Joanne Baxter

F
u

lly A
ssu

red

Key Control 06                                    
Safe staffing report is provided to the
quality committee each meeting
highlighting clinical vacancies against
establishment alongside fill rates

None Identified Staff are deployed effectively
against plan and risks to patient
safety through gaps in
establishment are visible and
mitigation to reduce the risk in
place

ORH report identifies staffing
requirements

Learning for Deaths Report
(previous 6 month review)

Safe staffing report to the board
on a monthly basis and QRG

Reported to CQC at relationship
meetings.

None Identified

P
artially A

s
su

red

Key Control 07                                    
Performance Report Performance report requires review to

align to CQC KLOE
Performance report including
delays

07        
Review of
performance report
using SPC underway

29/02/2020 07        
Performance
Improvement Plan to
be in place.

29/02/2020
Report presented to
Contractural Group

Performance Improvement Plan
underway

Risk and Regulatory Services - BAF Version 5 Page: 2 of 20Date Printed: 02/12/2019



Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 01 - Improving Quaility And Safety
Enabling Strategy:Quality Strategy

Monitoring Group:Quality Committee

Lead Director:Joanne Baxter

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

1.2 Plans will be developed
to ensure our journey to
Outstanding is realised.

P
artially A

s
su

red

Key Control 01                                    
CQC good rating - inspection report Actions from 2018 inspection

outstanding
Monitored through quarterly
Board Reports quarterly

01        
Action plan
developed and
improvement
monitored.

29/02/2020 01        
Plan monitored by
SMT / ET

29/02/2020
Current Good Rating in place
and Monitored by CQRG and
CQC Engagement Meeting

Actions incomplete

P
artially A

s
su

red

Key Control 02                                    
Ongoing compliance with the CQC
Fundamental Standards is clearly
mapped to existing governance
framework Committee reporting
requirements for each appropriate
KLOE is clear

Ongoing business as usual against
the KLOE's is not currently in place on
quality dashboard or IQPR

CQC compliance is Monitored
by separate reports to Board
level committees

02        
Improvement
required to map
delivery of business
as usual quality and
performance
reporting to the CQC
KLOE to allow for
ease of self
assessment.

29/02/2020
Monitored by Clinical

Quality Review Group and CQC
Engagement meeting, NHSI
and QRM

Unknown at this time

C
E

1
1

Ability to achieve
adequate NHS
Improvement compliance
in challenging times in
accordance with the
requirements of the
Single Oversight
Framework (quality,
performance, finance,
well-led and strategic
progress).

43 12
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 01 - Improving Quaility And Safety
Enabling Strategy:Quality Strategy

Monitoring Group:Quality Committee

Lead Director:Joanne Baxter

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

1.3 Improving The Safety
Culture.

F
u

lly A
ssu

red

Key Control 01                                    
Staff survey results report None Identified Monitored through Board

Reports
Current Good rating in place
and monitored by CQRG and
CQC Engagement meeting

None Identified

F
u

lly A
ssu

red

Key Control 02                                    
Quality Dashboard showing open
reporting

None Identified Number of SI's, incident
reporting figures and levels of
harm monitored through Patient
Safety Group

Internal audit report on serious
incident providing significant
assurance

None Identified

F
u

lly A
ssu

red

Key Control 03                                    
Excellence Reports  reported to QC
through QGG

None Identifed Volume of excellence reports
including themes and trends
monitored via Patient Safety
Group and Quality Committee

CQC Engagemement meetings

Quailty Review Group.

None Identified

280 Implementation of 'Just
Culture' principles within
the organisation in order
to support improvements
in patient safety and staff
health and wellbeing may
not be realised unless
embraced and supported
from board to front line

43 12
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 01 - Improving Quaility And Safety
Enabling Strategy:Quality Strategy

Monitoring Group:Quality Committee

Lead Director:Joanne Baxter

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

1.4 Improve Clinical
Outcomes.

P
artially A

s
su

red

Key Control 01                                    
Scope of project developed and in
place. Community Services and
Rotational Working project board
established.  

Update on developments reported to
community

Management structure is yet to be
developed

None Identified
01        
Clinical Services
Manager currently
working with project
manager.

29/02/2020 01        
Systematically meeting
with each PCN across
the region to
understand needs and
ensuring workforce risk
is on ICS agenda

29/02/2020
Recent Good grading from CQC
Well Lead Inspection

Numbers of Likely numbers of
paramedics required unknown

M
E

D
05

The potential loss of
skilled clinical workforce
due to requirements
highlighted in the NHS
plan regarding the
employment of
Paramedics into Primary
care Networks 

35 15
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 02 - NHS 111 And Clnical Assessment Service
Enabling Strategy:Clinical Strategy

Monitoring Group:Finance Committee

Lead Director:Paul Liversidge

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

2.1 Develop and Implement
IUC operational model.

F
u

lly A
ssu

red

Key Control 01                                    
Project highlight report. None Identified. Project delivery to timescales.

Recruitment to vacant posts.

Contract review group.

Performance target reports
discussed with Commissioners.

Meetings OOH / contract
providers to established the
integration of services and
identify shortfalls/gaps in cover.

None

F
u

lly A
ssu

red

Key Control 02                                    
IQPR / KPI's on 111 and CAS. None identified. All reports monitored by SMT

and Delivering Consistantly.
Contract Meetings. None

O
R

R
-57

Inability to recruit in line
with the workforce plan for
the trust for Scheduled
Care, Unscheduled Care,
Operations Centre and
Corporate Services.  

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 02 - NHS 111 And Clnical Assessment Service
Enabling Strategy:Clinical Strategy

Monitoring Group:Finance Committee

Lead Director:Mathew Beattie

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

2.2 Integrate and work with
stake holders across the
integrated care systems
to improve pathway of
care

F
u

lly A
ssu

red

Key Control 01                                    
Provider Alliance meetings held
across the ICS and ICP's

Not currently occuring across all ICP
areas.

Learning report provided and
monitored by Delivering
Consistently Group.

LADB. None Identified.

F
u

lly A
ssu

red

Key Control 02                                    
Falls Pilot scheme extended in
Newcastle

Commission across the ICS for similar
schemes to replicate the successes
already achieved

Learning report reviewed by the
Transformation board.

02        
Working with
stakeholders across
all ICP's to enage in
working groups

29/02/2020
LADB

Network operations group.

HSJ nomination.

None identified.

F
u

lly A
ssu

red

Key Control 03                                    
Palliative care team - working across
the system to provide EOL Care

None Identified Quarterly Palliative meeting and
findings reported back to
Macmillan who provide the
funding

Regional Palitative Care Group
review and discuss continuing
care provodied.

Macmillian review of NEAS
internal findings.

None Identified

P
artially A

s
su

red

Key Control 04                                    
Mental health lead working with the
mental health trusts across the region
to improve integration between
services provided by NEAS and
Mental Health Trusts

None Identified Reports back to the
Transformation Group

04        
Mental Heath focus
group within the ICS

29/02/2020
None Identified No independant / external assurrance

F
u

lly A
ssu

red

Key Control 05                                    
Pathfinder team working across the
ICS in all CCG areas to develop
localised pathways of care

Funding gap - funding only available
for the next 18 months non re-current

Reports to the Transformation
Group

Reports to and monitored by
CCGs

None Identified

302 Inability to engage partner
agencies in line with the
North East provider
Alliance proposed as part
of the delivery of the 111
IUC Service.

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 02 - NHS 111 And Clnical Assessment Service
Enabling Strategy:Clinical Strategy

Monitoring Group:Finance Committee

Lead Director:Mathew Beattie

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

2.3 Development of Clinical
Modelling.

F
u

lly A
ssu

red

Key Control 01                                    
PID & Project highlight report. Project in the very early stages and

not fully mapped out.
Current highlight report
monitored via Transformation
Board.

NASMED

AACE

Findings reported NHS
Pathways national clinical
goverannce group

None.

303 Capability of intelligent
coding in regards to
current IT infrastructure.
this is in regard to
identifying the patient and
the correct response for
that condition. Within
NHS pathways this is not
currently done anywhere
in the UK 

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 03 - Clinical Care And Transport
Enabling Strategy:Performance Management

Monitoring Group:Quality Committee

Lead Director:Paul Liversidge

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

3.1 Unscheduled Care
Service Transformation.

P
artially A

s
su

red

Key Control 01                                    
Project board reporting and risk
management, escalation to
Transformation Board with risk
highlighted.  Monthly reporting to the
Finance Committee

None Identified Monthly project board meetings
are discussing this with a high
priority.  Meetings are taking
place between NEAS and
NEASUS to identify mitigations
in order to manage vehicle flow
for both new and existing
vehicles

Finance Committee over view

01        
New role in NEAS to
act as bridge between
organisations

31/10/2019
Commissioners receive monthly
progress reports with any key
areas of concern highlighted

Contracting meetings

Improved flow of information between
NEAS and NEASUS

F
u

lly A
ssu

red

Key Control 02                                    
Project board reporting and risk
management, escalation to
Transformation Board with risk
highlighted.  Monthly reporting to the
Finance Committee

None Identified A service reconfiguration group
has been formed to meet
regularly to discuss known and
potential service
reconfigurations.  This will look
at impacts holistically across
NEAS to better understand and
model any required changes

NEAS is also represented at
ICS and ICP level for
awareness of all potential
changes

Escalted to Transfirmation
Group on  a monthlyt basis

02        
Feedback on changes
will be channelled
through the SMT and
ET.

31/03/2020
Regular meetings with
commissioners on progress will
enable assurances or
escalations to be progressed
via this route.
ICS and ICP representation will
provide regular communication
routes for any changes to be
discussed

None Identified

F
u

lly A
ssu

red

Key Control 03                                    
Project board reporting and risk
management, escalation to
Transformation Board with risk
highlighted.  Monthly reporting to the
Finance Committee

None Identified A project plan is in place to work
on reducing conveyance which
covers front line and EOC
activities.  There are clear
activities for the clinical hub and
dispatch as well as training
opportunities. This will be
reported on monthly along with
progress against targeted levels

03        
Discussions with
Commissioners
scheduled.

31/07/2019
Commissioners receive monthly
progress reports with any key
areas of concern highlighted

External Influences.

F
u

lly A
ssu

red

Key Control 04                                    
Ongoing monitoring of
Non-conveyance

None Identified Contracting Report reviewed
monthly.

QRG

Contracting Report None Identified

223 There is a risk to the
successful
implementation of the
ORH recommendations
as a result of potential
reconfigurations within the
NHS across the North
East.  These are changes
outside of NEAS direct
control as they are
changes to acute
provision but there
several that could
progress which may
require changes in NEAS
provision in some areas
to meet demand. 

33 9

249 If NEAS do not meet
performance targets set
for increasing Hear and
Treat & See and Treat
and a reduction of overall
conveyance by DCA
vehicles then the funding
approved for EOC staffing
model will be revoked or
finacial penalties applied. 

44 16

O
R

H
15

That some, or all of the
thirteen DCAs due for
delivery by the end of
March 2019 to increase
the fleet size will not be
available because of
delivery delays. 

54 20
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 03 - Clinical Care And Transport
Enabling Strategy:Performance Management

Monitoring Group:Quality Committee

Lead Director:Paul Liversidge

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

3.2 Scheduled Care Review
Implementation.

F
u

lly A
ssu

red

Key Control 01                                    
Business case created and submitted
which proposes the solution to this
risk. If agreed, the outcome of the
business case will have a huge
positive impact upon this risk and
allow for successful project
implementation

Potential for business case not being
approved

Monthly programme board
meetings are discussing this
risk and potential ways to
overcome this for the project. A
business case has also been
submitted to the Trust and is
currently being assessed

Discussed potential timescales
for elements of the work
streams that are jointly owned
by NEAS and Commissioners,
and NECS are assessing
whether they can free up some
capacity in their Business
Analyst department to support
project

None Identified

F
u

lly A
ssu

red

Key Control 02                                    
Programme Board reporting and risk
management, escalation to
Transformation Board with risk
highlighted

None Identified Monthly programme board
meetings are discussing this
risk and potential ways to
overcome this for the project. A
business case has also been
submitted to the Trust and is
currently being assessed

Discussed potential timescales
for elements of the work
streams that are jointly owned
by NEAS and Commissioners,
and NECS are assessing
whether they can free up some
capacity in their Business
Analyst department to support
project

None Identified

F
u

lly A
ssu

red

Key Control 03                                    
Fortnightly PTS Sub Group meetings
arranged and ongoing, which consist
of key NEAS colleagues and lead
Commissioners for scheduled care

None Identified Monthly programme board
meetings to discuss outcomes
of discussions with
Commissioners, and review
overall project plan

Fortnightly PTS Sub Group
meetings with Lead
Commissioners to develop the
Service Development and
Improvement Plan for
scheduled care

None Identifed

268 Limited capacity in the
forecasting and modelling
role within scheduled care
means creating an
evidence base for each
recommendation is at
risk. 

24 8

269 Some scheduled care
review recommendations
are dependent on
decisions made
externally, mainly with
Commissioners to allow
for efficiencies.

22 4
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 04 - Developing A Sustainable Workforce
Enabling Strategy:Performance Management

Monitoring Group:Workforce Committee

Lead Director:Jason Emerson

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

4.1 Develop and deliver the
workforce plan.

F
u

lly A
ssu

red

Key Control 01                                    
The Workforce Metrics report is
presented to the Workforce
Committee at each meeting showing
key demonstration progress on key
metrics.

Unknown

WFC metrics report to be produced
on a monthly basis.

All Metrics related to workforce. Monitored by the Clinical Quality
Review Group.

None Identified

F
u

lly A
ssu

red

Key Control 02                                    
Workforce Plan, Recruitment Plan and
Training Plan are presented to the
Workforce Committee on a bi-annual
basis and are reviewed by the
relevant sub-groups at each meeting.

Unknown The workforce plan is robust
and meets the needs of the
Trust.

The Trust is registered is a
sponsoring organisation for
non-EU nationals.

None Identified

P
artially A

s
su

red

Key Control 03                                    
Workforce strategy group was
established and reports to Workforce
Committee at each meeting.

Unknown Business being conducted
progress assurance and risks
communicated.

Unknown Unknown

P
artially A

s
su

red

Key Control 04                                    
National Workforce safeguard
requirements

All requirements of the standards are
not currently in place and reported to
the committee.

Compile National workforce
Safeguard Standard.

04        
Plan to be developed
and ratified by
Committee.

29/02/2020 04        
Committee to receive
plan.

29/02/2020
Unknown Compliance Unknown.

O
R

R
-57

Inability to recruit in line
with the workforce plan for
the trust for Scheduled
Care, Unscheduled Care,
Operations Centre and
Corporate Services.  

33 9

W
D

14

Risk of not being able to
recruit Paramedics to
align with the outcomes of
the ORH report and the
contractual agreement
with commissioners for
2018/19, 2019/20,
2020/2021 and 2021/2022
(Risk originally opening in
2017/18 - wording update
to reflect current position).

33
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 04 - Developing A Sustainable Workforce
Enabling Strategy:Performance Management

Monitoring Group:Workforce Committee

Lead Director:Jason Emerson

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

4.2 Develop and deliver
Leadership and
progression
opportunities.

P
artially A

s
su

red

Key Control 02                                    
Summary of Assurance and Minutes
of the Organisational Development
Group presented to each Workforce
Committee.

Unknown Progress on delivery of
Leadership and Development
Programme

Investors in People (IIP)
Developed standards awarded
to the Trust in July 2017.

The Trust is seeking to reach IIP
"High Performing"  standard by 2021

P
artially A

s
su

red

Key Control 03                                    
NHS Staff Survey Results and Action
Plans presented to the Workforce
Committee on an annual basis and
monitored by the Organisational
Development Group.

Unknown Unknown Annual NHS Staff Survey Unknown

P
artially A

s
su

red

Key Control 04                                    
Investors In People progress report Unknown Progress against IIP 9

standards
Audits undertaken by
accreditation agencies.

Unknown

154 There is no dedicated
leadership for the
Specialist Skills Team
currently.  Due to capacity
constraints, there is
minimal attention being
paid to this team.

43 12

325 Leadserhip and
Progresion Opportunities
alongisde Talent
Management not realised.

44 16
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 04 - Developing A Sustainable Workforce
Enabling Strategy:Performance Management

Monitoring Group:Quality Committee

Lead Director:Jason Emerson

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

4.3 Strengthen
Organisational Health
and Wellbeing.

P
artially A

s
su

red

Key Control 01                                    
Health and Wellbeing Strategy and
Action Plan presented to the
Workforce Committee.

Delivery of the strategy of plan not
reported to committee

Clear plan to improve health
and wellbeing. 

01        
Business Case has
been developed for
the role

30/09/2019

01        
2019/20 plan is in
development.  Flu
Planning Group
established.

30/06/2019

01        
Content of the IQPR
currently under
review

30/04/2019

Unknown Unknown

P
artially A

s
su

red

Key Control 02                                    
Annual Flu Campaign Updates
presented to the Workforce
Committee bi-annually.

2019/20 plan needs to be developed. Weekly monitoring during the
Flu Campaign period.

Unknown Unknown

N
o

t A
s

su
red

Key Control 03                                    
Health and Wellbeing Group
established.  Summary of assurance
and minutes to be presented to each
Workforce Committee.

Unknown Unknown Unknown Unknown

P
artially A

s
su

red

Key Control 04                                    
Integrated Quality & Performance
Report (IQPR) is reported to the
Board at each meeting.

Integrated Quality & Performance
Report (IQPR) is reported to the
Board at each meeting.

Unknown NHSI and NHSE benchmarking
with other ambulance trusts.

Unknown

O
R

R
-35

High levels of sickness
absence is adversely
impacting on the
workforce and the
organisations ability to
deliver quality care and
required performance
standards

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 05 - Communication And Engagement
Enabling Strategy:Communications Strategy

Monitoring Group:Executive Team

Lead Director:Helen Ray

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

5.1 Driving improvement of
internal
communications.

F
u

lly A
ssu

red

Key Control 01                                    
Communications and Engagement
Strategy in place. Media management

There needs to be greater assurance
within the operations directorate that
key messages are being received on
the frontline.

Strong staff survey results in
2018 with an action plan in
place to ensure that NEAS
continue to listen and respond
to staff feedback.

Workplan in place containing 17
actions relating to internal
communications which is
monitored on a quarterly basis
at ET.

Quarterley report to ET
regarding media coverage.

Independant external evaluation
of media coverage highlights
positive coverage and complies
with the Francis Report
recommendations from
Mid-Staffs.

None Identified

F
u

lly A
ssu

red

Key Control 03                                    
Corporate chanels in place and
working - Summary, Board Brief,
Pulse and Staff App and newly
released Siren

Systems and processes need to be
reviewed to ensure two-way
communications.

EDS2 grading exercise
demonstrates improvements
made.

Staff FFT results show high
level of NEAS as a
recommended place to work.

03        
Project started with
operations, PMO and
OD group support,
including team brief
review.

29/02/2020
Benchmark of NHS staff survey
results and national peer group
surveys high scores for NEAS.

None Identified

F
u

lly A
ssu

red

Key Control 04                                    
Board and senior leader visibility
throughout Quality Walkrounds,
station visits and observations.

Systems and processes need to be
reviewed to ensure two-way
communications.

Assurances provided to ET and
individual activity recorded in
individual diaries.

04        
Project started with
operations PMO and
OD group support,
including team brief
review.

29/02/2020
Benchmark of NHS staff survey
results and national peer group
surveys shows high scores for
NEAS

None Identifed

O
R

R
-45

System change.  The
NHS and social care
economy in the North
East is undertaking
Sustainability and
Transformation Planning,
alongside the
development of Integrated
Care Partnerships and an
Integrated Care System.
The risk is of these
changes affecting
response performance
and the clinical safety of
patients affected, or
potentially affected by
these changes

34 12
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 05 - Communication And Engagement
Enabling Strategy:Communications Strategy

Monitoring Group:Quality Governance Group

Lead Director:Helen Ray

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

5.2 Introduce new intranet
on SharePoint  to create
a collaborative digital
environment that
supports agile working.

F
u

lly A
ssu

red

Key Control 01                                    
Project to replace intranet with
SharePoint platform to allow a
gateway to all other NEAS systems.

Continuing development of tools on
Siren to facilitate collaboration and
engagement

Lack of engagement from certain
areas of the Trust to not provide New
Intranet Authors.

Project is being managed
through project group with
oversight from SMT and ET.

Business case approved and
funding available to procure the
system and resources to build.

Siren now launched and live

Internal Digital Comms business
case approved

Third Party Provider support
offered by AMT Evolve.

None Identified

183 Delay in Office 365
implementation

32 6
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 05 - Communication And Engagement
Enabling Strategy:Communications Strategy

Monitoring Group:Quality Governance Group

Lead Director:Helen Ray

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

5.3 Develop and support
NEAS presence on
Social Media.

P
artially A

s
su

red

Key Control 01                                    
Social Media policy and guidance is
widely used and reviewed.

None Identified On-call communication is in
place to horizon scan potential
criticisms, advise SMT on
repution and respond when
needed.

12 month social media
enterprise platform granted

01        
Business case to be
written in the next 12
months following an
evalution of the piolit.

29/02/2020 01        
Training programme
developed.

29/02/2020
NACOM guidance approved by
AACE to support enahnced
social media use.

Weakness exists in training staff and
overall awareness of social media
pitfalls.

F
u

lly A
ssu

red

Key Control 02                                    
Funding via Global Digial Exempler for
a 12 months has been granted

None Identified. Communications &
Engagement workplan contains
3 actions.

Social Media utilisation focus
groups, where feedback will
inform training and guidance.

National Ambulance
Communications Group.

None Identified.

284 Social Media platform
Business Case has been
and still waits approval.

33 9
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 06 - Organisational Sustainability
Enabling Strategy:

Monitoring Group:Finance Committee

Lead Director:Kevin Scolley

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

6.1 Achieving the Financial
Plan.

F
u

lly A
ssu

red

Key Control 01                                    
Monthly Financial Performance report
and dashboard presented to the
Finance Committee and Trust Board

Report details:

* Key variance from Plan
* Remedial actions being undertaken
* Key risks against Plan delivery
* Contracting issues including delivery
against   conveyance rate trajectory
* CIP progress
* Capital Programme position
* Cash Flow position
* NEASUS SOCI position plus Group
position   reported
* Corporate Priorities update report
presented   monthly.

None Identified Delivering Consistently -
monthly financial position and
key issues reported by service
line

Transformation Board - monthly
detailed analysis of scheme
delivery and forecast outturn
review; Future CIP planning
report presented from Q1 with
iterative review in-year for
future schemes

SMT Update - Presentation of
monthly financial performance
to group

Workforce Committee and
Workforce Planning &
Development Group - Monthly
update of WF Plan and
Recruitment Plan delivery

Quality Committee - CQUIN
performance update (quarterly)
identifying areas of concern

IQPR - Finance Metric reporting

Business Cases - Prioritisation
process, FM team support for
managers, Training for
managers

Losses and Special Payments
updates to Audit Committee

NEASUS - 6-monthly contract
review presented to Finance
Committee including
performance against KPIs

NEASUS - Monthly report
detailing SOCI, Cash Flow,
SOFP and loan position
presented to NEASUS Board
meeting

NEASUS Contract meeting
monthly

NEASUS - Quarterly financial
performance update presented
to Investment Committee

Quarterly Specialist Skill
business unit report presented
to FC, supported by Annual
Outturn report and future
planning reports

The Committee also receives
Quarterly Procurement update
reports

01        
Vehicles/ Eqpt. - To
report into Delivering
Consistently and
NEASUS Contracting
Group.

31/07/2019

01        
All estates schemes'
capital progress to be
reported to ECSG.

30/09/2019

01        
Additional reporting to
DC, NEASUS
Contracting Group and
ECSG.

30/09/2019
Internal Audit reports on system
and process control adequacy

Local counter fraud requests
and investigations

External audit reporting on
NEAS and NEASUS position

NHSI Monthly Monitoring
reporting on financial, CIP and
workforce plan delivery

NHSI QRM financial overview
slides

Contract Review Meetings -
identify potential issues that
may have financial
consequences to be managed

None Identified

273 Failure to deliver our
agreed NHSI Control
Total, CIP, Workforce and
Capital Plan for 2019/20

32 6
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 06 - Organisational Sustainability
Enabling Strategy:

Monitoring Group:Finance Committee

Lead Director:Kevin Scolley

P
artially A

s
su

red

Key Control 02                                    
Finance Committee also receives
Quarterly update reports on our
Capital Programme

Whilst IT scheme progress is reported
and monitored at internal group, there
is no similar reporting and monitoring
of Estate and Vehicle/ Eqpt schemes

IM&T Strategy - Capital plan
progress and future planning

Estate 'Invest-to-Save' scheme
updates presented to
Environmental Compliance and
Sustainability Group

Quarterly review of Capital Plan
undertaken through in-year
reviews of progress with capital
scheme managers

NHSI Monthly Monitoring
reporting on capital plan
progress and forecast outturn

NHSI QRM financial overview
slides

Communication of issues with
scheme delivery is not fully visible
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 06 - Organisational Sustainability
Enabling Strategy:

Monitoring Group:Finance Committee

Lead Director:Kevin Scolley

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

6.2 supporting development
of Integrated Care
System and associated
Integrated Care
Partnerships.

F
u

lly A
ssu

red

Key Control 01                                    
Contracting Update reported monthly
to Finance Committee - identifying
any known or potential reconfiguration
/ system changes having a likely
financial consequence

Annual Review of contracts register to
FC in Q1 each financial year

Proposals for contract negotiations for
the following year presented
September and final proposed
contract agreement position
presented for approval by FC in Q4

None Identified Per Corporate Objective update
to FC, progress against
sub-objectives is monitored
through RAG rating reporting

Service Reconfiguration Group
meets monthly to review
position and is providing wider
internal engagement and
assurance on changes across
the region. Areas of concern are
flagged at this Group and
actions allocated to identified
system change owners within
the Group

Joint NEAS/Commissioner post
appointed (Senior Programme
Lead for UEC) adding additional
participation and influence at
system transformational events/
groups

SRG members have been
allocated areas of coverage and
are required to attend external
reconfiguration meetings and
feedback

Executive Team members
attend System Transformation
Boards, LADB, NE UECN
meetings, etc.

Monthly Contract Review Group
meetings with NECS as well as
contract management meetings
in respect of non-core contracts
(such as S Tyne OOH/Home
Visiting)

QRG meeting attended by
Clinical and Medical Directorate
leads.

None Identified

O
R

R
-45

System change.  The
NHS and social care
economy in the North
East is undertaking
Sustainability and
Transformation Planning,
alongside the
development of Integrated
Care Partnerships and an
Integrated Care System.
The risk is of these
changes affecting
response performance
and the clinical safety of
patients affected, or
potentially affected by
these changes

34 12
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Board Assurance Framework 2019 - 2020

Strategic Objective:2018-19 06 - Organisational Sustainability
Enabling Strategy:Information Governance

Monitoring Group:Finance Committee

Lead Director:Caroline Thurlbeck

R
efe

ren
ce

Sub Objective
Description

R
isk R

eg R
e

f

What may prevent the
Objective being met?
(Linked Risk) S

eve
rity

Likeliho
od

T
o

tal 
S

core

Current Level of 
Risk A

ssurance
A

deguacy

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

6.3 Delivering digital
enablers.

F
u

lly A
ssu

red

Key Control 01                                    
Quarterly report produced for the
Finance Committee on IM&T related
progress, escalation of risks and
issues

All IM&T projects monitored and
prioritised in the bi monthly IM&T
Strategy Group. Risks and issues are
also reviewed

All GDE projects reported into
bi-monthly programme group which
has external (NHSD/E) representation
for oversight.  Risks and issues are
also reviewed

External Independent Network
Penetration Testing undertaken
annually

DSPT (former IG toolkit) Annual
Workplan requirements

Monthly budget meetings for general
and GDE related spend

Regular dialog and meetings with
Communications team

DSPT Annual Workplan did not result
in a score over 95%

All new IM&T related projects to
be evaluated against the new
business case prioritisation by
the SMT and subsequently
agreed with ET

IM&T / GDE spend reported up
to Finance Committee

Communications plans, and
engagement events being held
with staff and communications
team

Regular GDE / IT updates in
Pulse, Intranet and summary

Information Security Working
group meets monthly to review
security issues and related new
requests

Audit reports for remedial action
overseen through Audit
Committee

DSPT Annual Workplan
developed and monitored
through the IGWG

Top 3 IG/IT related issues
overseen and monitored by the
Finance Committee

DSPT Annual recovery action
plan monitored monthly by
Assistant Director of IM&T 

01        
DSPT recovery
action plan devised
and agreed with
NHSE

31/12/2019
Annual plan of IM&T related
audits produced by AuditOne in
collaboration with the Audit
Committee and Assistant
Director of IM&T

DSPT Annual submission
audited by AuditOne and
remedial actions reported

Annual Network penetration
testing and remedial actions
reported

High severity security issues
reported to NHSE and or ICO

DSPT Annual recovery action
plan monitored by NHSE

None Identified

266 The Data Protection and
Security Toolkit has a
status of ''Standards NOT
met'' as the Toolkit
submission fell short of 19
mandatory evidence
items. 

34 12
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CATEGORY OF PAPER 

Specific action required: ✓ Provides Assurance:   For Information: ✓ 

 

Board of Directors’ Meeting – 12th December 2019 

Report title: Organisational Risk Register 

Purpose of report: 

The report is to provide information to the board relating to the strategic 
risks identified to the delivery of the corporate objectives but also the 
operational delivery of Key performance indicators. 

 

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) 

  
 

The Organisational Risk Register for 2019/2020 is presented to the 
board of directors to discuss and review the content, seek / clarify the 
level of assurances provided and ensure that the risks captured are 
relevant as well as correctly risk rated against the current organisational 
position. 
 
The below provides an overview of the risks and current position as of 
2nd December 2019;  

The Organisational Risk Register currently contains 11 specific risks; of 
these, 4 risks show a residual ‘red’ rating, scoring 16 (N=2) and 15 
(N=2) all but one of the other ORR risks show a residual risk rating 
within the ‘amber’ category (between 8 and 12).  One risk is scored as 6, 
this risk has been reviewed and if the risk scoring remains the same and 
assurance is obtained, it will be moved back to the departmental risk 
register.  

All identified risks are within their review date and have assigned 
controls and additional mitigation actions. 

The Organisational Risk Register has increased in size during 2019/20 
following reviews of all risks residually scored at 12 and above in 
Executive Risk Management Group in June and September 2019 All on-
going actions are within target date at the time of writing this report. 

The highest residual risk rating (16) relates to the following risks: 

• EOC19 - During planned EOC failover works it was discovered that 
there are issues with regards to the way in which the servers react 
during failure situations. 

• 249 - If NEAS do not meet performance targets set for increasing 
Hear and Treat & See and Treat and a reduction of overall 
conveyance by DCA vehicles then the funding approved for EOC 
staffing model will be revoked or financial penalties applied. 

 

Two Risks are residually scored as 15 

• MED05 – The potential loss of skilled clinical workforce  due to 
requirements highlighted in the NHS plan regarding the employment 
of Paramedics into Primary care Networks 

• ORR-41 - Failure to deliver our Ambulance KPI's in relation to our 
performance trajectory agreed by our lead Commissioners.  
Response times for category 2 and long waits for category 3 and 4. 

All other risks show a residual risk rating between 6 and 12. 
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In December 2019 Executive Risk Management Group, Consideration to 
ORR-41 was recommended to review the current residual scoring due to 
a close correlation with patient safety risk CLA000004 regarding delays. 

The risks captured cover legal, financial and moral implications for the 
Trust and our stakeholders. 
 

Issue previously considered by: 
The Executive Risk Management Group in December  2019 

Recommended actions: 
The Board of Directors is asked to review the Organisational Risks and 
determine if they are a true reflection of the current Organisational 
position.  

Sponsor / approving director: Joanne Baxter, Director of Quality and Safety 

Report author: Adam Hopper, Risk Manager 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Improving 

Quality and 

Safety 

NHS 111 

and CAS 

Clinical 

Care and 

Transport  

Developing a 

Sustainable 

Workforce 

Communication 

and 

Engagement  

Organisational 

Sustainability 

✓ ✓ ✓ ✓ ✓ ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓ 

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

Pride 
Strive for 

excellence 
Respect Compassion 

Take 

responsibility & 

be accountable 

Make a 

difference – 

day in & day 

out 

✓ ✓ ✓ ✓ ✓ ✓ 

The identification and management of risks is an essential element of 
business management, linking directly with all of the Trusts values. 

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

Inadequate consideration of the Organisational Risk Register could result in a 
failure to effectively manage identified risks, whilst impede achievement of 
compliance with the Trust’s objectives thus creating unnecessary risk exposure. 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

    ✓ 

      

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

The report contains the various risks captured within the organisational 
risk register  
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Please specify any Financial 
Implications 

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

The report itself does not pose any financial implications. The individual 
specific risks will however cover any specific issues. 

Are any additional resources 
required e.g. staff capacity? 

None specifically identified within the report, individual risks and 
associated actions may however involve additional resources 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

If the risks and actions are not managed/monitored in line with the target 
dates, this may lead onto a negative impact. Failure to effectively 
manage risks is more likely to result in the realization of the risk and 
subsequent impacts. 

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) 

Each risk is owned and assessed by the relevant 
department/directorate. The identified risks, where appropriate, have 
been shared with key internal and external stakeholders. 

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 

✓ ✓ ✓ ✓ 

      

 
 

mailto:publicrelations@neas.nhs.uk


Risk Register

Organisational

Current ActionsRef Risk Description

Assessor

Owner

Initial Rate

C L CxL

Mitigation

C L CxL

Current Rate

L CxLC

Target RateDate

2434205

Paul Liversidge

Victoria Court

12The risk is that the extended loss of
access to EOC facilities at Bernicia House
would cause severe disruption to
contracted service delivery which may
create patient safety issues.

Currently the EOC facility at  Bernicia
house provides 150 active seats for
NHS111, 999 and scheudled care service
delivery and we do not have instant
access to enough extra seats at the
Russel house and Winter House facilities
to cover such a loss on anything longer
than a 24 hour basis.

New national standards make this facility a
requirement for ambulance services and
NHS 11 national contingency does not
account for extended service access,

8
Initial plan is that full Dispatch facility could be accommodated at
Russell House with limited room for inbound call taking, then all out
bound clinical work could go to Winter House

Initial review of issue discussed by SMT

Options appraisal drafted by SMT

Identify executive sponsor to set up workstream

Set up project team and create brief for team to work to

Progress options appraisal to establish brief for project team

1 2203/01/2019

4444249

Victoria Court

Susan Tucker

16If NEAS do not meet performance targets
set for increasing Hear and Treat & See
and Treat and a reduction of overall
conveyance by DCA vehicles then the
funding approved for EOC staffing model
will be revoked or finacial penalties
applied.

16
Performance Management made Corporate Prioirty for SMT.
Performance attainment is objective for S Tucker as Head of EOC.

Staffing increase in EOC should help increase opportunities for Hear
and Treat to be undertaken

Hear and Treat improvement is contained in EOC performance
improvment plan which is updated and discussed monthly at the
EOC performance meeting

Once informatiacs back to full service productivity after data ware
house rebuild work to develop individual performance metrics

Introduce Mnahcester Traige System for calls in dispatch queue
and train Specilaist paramedics in telephone triage with
Manchester triage in attempt to increase hear and treat
resources available in EOC above current establishment in EOC
in an expedient but safe manner

2 8406/04/2019

3232263

Jason Emerson

Karen Gardner

6The trust did not meet the internal target
for all staff to have an appraisal during
2018/19.  There is a risk that this will also
be the case in 2019/20 unless remedial
action is taken.

6
From 2019/20 for new starters and 2020/21 for existing staff
progression up the pay band scales will include a requirement for an
appraisal to be completed during the last 12 months

Introduction of manager self service will enable managers to track
appraisals more effectively

Review of reporting and inclusion criteria complete and reported
weekly to SMT

new report in place and new threshold to be introduced after
agreement at WFC

controls in place

threshold reduced

3 6223/04/2019

4344280

Jason Emerson

Joanne Baxter

16Implementation of 'Just Culture' principles
within the organisation in order to support
improvements in patient safety and staff
health and wellbeing may not be realised
unless embraced and supported from
board to front line

12
strategy meeting implemented collaborativley with HR and quality
and safety

developed the fitness to practice policy

senior oversight of all disciplinary cases

All HR policies and patient safety policies to be reviewed to
ensure just and restorative and learning culture principles are
reflected

content of above to be reviewed to reflect the just,m restorive
and learning culture approach

commenced just culture programme with both senior managers
and colleagues

partner with QE Hospital to procure training module with
Northumbria University

3 9307/06/2019
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Risk Register

Organisational

organisational development approach to be commenced utilising
the Ambassadors who have received the training

4344301

Paul Aitken-Fell

Mathew Beattie

16Inability to continually develop clinical skills
of the workforce to support the reduction
of conveyance to hospital and increase
care in the community.

12
New Career framework developed in line with college of paramedics
guidance

developed the specialist paramedic role and model for rotation in
order to develop skills

Advanced practice development positions developed and
recruitment in progress and course secured with HEI

meet with HEE apprenticeship leads to secure funding required

overarching workforce plan to be developed to include clincians
for ARP delivery, advanced practice and rotational/PCN model to
inform HEE of training place requirement sin order to fill gaps

develop a workforce strategy with key roles and benefits
realisation to support the delivery of the trust strategy and NHS
forward view

3 9318/07/2019

3344302

Edward Hutton

Mathew Beattie

16Inability to engage partner agencies in line
with the North East provider Alliance
proposed as part of the delivery of the 111
IUC Service.

9
Proposal for developing potential sub-contractual arrangements with
OOH providers - discussed at SMT / SLT in September 2019.

Procurement advice sought on ability to outsource any elements of
the 111 IUC service.

Proposal from Vocare has been developed - not yet sighted.
Awaiting meeting with Vocare Regional Director in the coming
weeks to explore viability.

Single Point of Access developments: work underway with North
Tees FT and CDDFT to develop pathway integration between 111
IUC and locally commissioned SPoA services, enabling transfer of
calls to be managed within local services.

This is a proof of concept workstream, following which we would
seek to roll our more widely across the region.

Healthcare Professional support via FTs (e.g. direct line to ED
consultants or ambulatory care consultants to provide paramedic
decision support).

Discussions with Northumbria are developing.

- To engage with each OOH provider to confirm willingness to
provide 111 IUC services as a sub-contractor and determine the
scale of geographical / resource gaps.
- Determine affordability of arrangements
- Enlist commissioner support to broker negotiations where
necessary
- For identified gaps, determine level of in-house capacity
required to maintain service delivery in those areas

3 9318/07/2019

4444EOC19

Susan Tucker

John Rowland

16During planned failover works it was
discovered that there are issues with
regards to the way in which the servers
react during failure situations.

16
The IT department are currently investigation all of the issues
surrounding this problem. This is very complex and the team are
working in conjunction with the EOC to actively resolve this problem.

As per December update issue regarding resilience will not be
rectified until the new integrated system is implemented into the
live environment. Plans to release the integrated system into the
"live" databases is currently scheduled for April 2019

1 1113/08/2018

3545MED05

Stephen Adams

Joanne Baxter

20The potential loss of skilled clinical
workforce  due to requirements highlighted
in the NHS plan regarding the employment
of Paramedics into Primary care Networks

15
Updated deployment plan now operational, currently on version 8
with some additions from previous versions due for review end of
December 2016 - there is at least 1 AP on duty each day.

work commenced to map out full workforce requirements to meet
both ARP and requirements of PCN's and work with HEI's and HEE
to agree forward workforce plan for delivery to be agreed as part of
the ICS

development of the community services directorate and subsequent
career framework and model for delivery

plans to develop the rotational paramedic model underway

recruit to the advanced practice vacancies

as above

devise a performance report to monitor individual advanced
practitioenr activity and patient outcomes and conveyance rates
both whilst in hub, CC&T and GP practices so return on
investment and  benefits realisation can be readily available

Communication take splace with PCN's and CCG's and ICS
colleagues to support the rotational approach

consider managment structure required to manage the day to
day delivery of the directorate, including rostering, management
of staff, deployment, reporting, apprasisals and business
development

3 9315/04/2016
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Risk Register

Organisational

5345ORR-41

Victoria Court

Paul Liversidge

20Failure to deliver our Ambulance KPI's in
relation to our performance trajectory
agreed by our lead Commissioners.
Response times for category 2 and long
waits for category 3 and 4.

15
Performance improvement action plan

Weekly performance meeting

Board reports (including performance report)

Delivering consistently and service line meetings

Daily performance report electronically sent out to operations and
others

Transformation projects

External scrutiny to review our improvement plans and offer further
advice on improvement initiatives

Weekly HR provisions meetings held in all three Divisions,
attendance management is a standing agenda item.
New attendance management policy introduced.

Regular commissioning meetings and discussions

reports circulated each week on forecast staffing.

workforce plan and the review thereof through our internal
Governance arrangements

Full implementation of the Ambulance Response Programme will
reduce the numbers of calls categorised as Red

Organisation restructure

Implementation of the demand and capacity review

Ambulance response programme (ARP) implemented

Implementation of the single pin arrangement to ensure accurate
patient hand over information.

Update and present financial and operational benchmarking
information to commissioners and NHS Improvement detailing our
relative position within the sector on reference costs, staffing skill
mix, vehicle numbers etc and the scale of comparative under
funding and investment required to meet our ongoing financial
challenge

Recent discussions with commissioners have resulted in an agreed
investment plan over 4 years to meet the standards 2018/19 £2.6m,
2019/20 31.5m, 2020/21 £1.4 and 2021/22 £1m. Commissioners
have agreed to develop a joint communication making it explicit that
the trust is not commissioned to meet new standards

New 111 performance measures announced nationally do not align
with the performance measures the trust responded to in the 111
tender.  The trust and the commissioners have raised the issue at a
national level.

Board approval for the use of £300k for Winter resilience.  There is
also a further £350k available in £50k increments for further use
depending on winter pressures, this will require further Board
approval

Development of a standard operating procedure for use when we
are experiencing long waits for patients

Monitor and report turnaround delays both internally and
externally and take action where necessary

In view of delays to the delivery of new vehicles agree and deliver
a contingency plan

Standard operating procedure in place

Review the impact of the changes to operational rosters

Complete an implementation plan

Use working time solutions to aid the implementation of the
operational rosters

Compile and communicate an engagement plan for the
introduction of the demand and capacity review

Implement the outcome of the spring review

ensure processes in place for clinical hub to re triage patients
waiting an ambulance to either look for alternative services,
monitor patient acuity and up grade ambulance requests where
necessary

ensure there is a clinical audit programme in place to monitor the
outcome of long delays for patients requiring an ambulance
repsonse

Utilise a further £300k for providing winter resilience where it will
have the most impact.  Consider the use of a further £350k
during the winter period

Implement plan in line with our trajectory.  Meet our agreed
efficiencies.

4 12313/10/2015
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Risk Register

Organisational

Safer staffing report submitted to the Trust Board on a monthly
basis

4 year plan agreed by our lead commissioners for implementation of
our demand and capacity review

Hospital turnaround delays impacting on operational response time
performance

Capital plan and procurement process for the delivery of new
vehicles

3444ORR-45

Graham Tebbutt

Caroline Thurlbeck

16System change.  The NHS and social care
economy in the North East is undertaking
Sustainability and Transformation
Planning, alongside the development of
Integrated Care Partnerships and an
Integrated Care System. The risk is of
these changes affecting response
performance and the clinical safety of
patients affected, or potentially affected by
these changes

12
Director  and Snr Mgt engagement with STP development for both
NTW and North Durham and Darlington and Tees

Director and Snr Mgt engagement in ACO development

Director engagement in NECA and Health and Social Care
Commission work

NEAS have undertaken internal modelling and have supported the
modelling work being undertaken by the South STP.

A regional STP comms group has been established and Mark
Cotton is representing the trust

North Tyneside ACO put on hold as a result of organisation going in
to special measures

A meeting has been arranged within NEAS by C. Thurlbeck to
consider how we model the impact of smaller scale changes to the
health economy rather than the big estate reconfigs we've looked at
previously

CEO is a member of the health strategy group and CT attending the
Optimising Health Services Programme Board

set up reconfiguration group

Agree funding for Sunderland/ South Tyneside Phase 1 changes

3 9321/09/2016

3344ORR-57

Jason Emerson

Gillian Hunter

16Inability to recruit in line with the workforce
plan for the trust for Scheduled Care,
Unscheduled Care, Operations Centre and
Corporate Services.

9
Recruitment programme for natiional and international paramedics
in plan

4 year workforce plans in place for Scheduled and Unscheduled
Care

NEAS has secured sponsoring organisation status

Home working trial completed and technology proven

Improvement event to be scoped
3 9316/07/2018
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information: ✓ 

 

Trust Board Meeting – 12/12/2019 

Report title: CQC Improvement Action Plan Report 

Purpose of report: 
The purpose of the report is to provide the Board with an update in 
relation to progress made in relation to the 2019/2020 CQC 
Improvement Action Plan.  

Key issues: 
 

The action plan was designed to address the areas for further 
improvement identified by the CQC following the 2018 inspection.  
 
NEAS was issued with two Requirements Notices:- 
 
Regulation 12 HSCA 2014  – Safe Care and Treatment  
Regulation 18 HSCA 2014 – Staffing.    

 
A number of actions have been identified that we MUST take in order to 
comply with our legal obligations and a number of actions have also 
been identified that we SHOULD take in order to comply with minor 
breaches (but did not justify regulatory action). 
 

• The Trust MUST have a system in place to reduce the levels of 
overdue patient incidents requiring review and the levels of incidents 
identified to have been caused by human error and to share any 
organisational learning expeditiously.  Overall there has been a 
decrease in the number of patient safety incidents which are outwith 
the 28 day target across all service lines (91 in October to 76 in 
November). 

 

• The Trust MUST improve systems to ensure that the service can 
deliver NHS 111 local and national performance targets.   
 
➢ % Calls Answered within 60 seconds for October 2019 is at 

81%.  This is below the 95% target. 
➢ % Calls Abandoned for October 2019 is 5.79%.  This is above 

the <5% target.  
➢ % Clinical Call Backs (50% in 10 mins) for October 2019 is at 

23%.  This is below the 50% target.   Discussions are taking 
place both with commissioners and nationally regarding the 
appropriateness of this target for all call backs. 

 

• The Trust MUST ensure that Clinical Advisors are available to meet 
patient demand.  We have successfully recruited to our 
establishment plans as at the time of the CQC inspection 
(September/October 2018).   However, with effect from 1st April 
2019, we now have a new increased establishment agreed and are 
working towards meeting the new establishment numbers.  The new 
establishment is planned to be achieved by March 2020.   
 

• The Trust MUST have effective systems in place to achieve the 
85% target for staff appraisal compliance.  Overall trust-wide 
compliance is below the 85% target (75.57%) 
 

• The Trust SHOULD have a system in place to achieve Statutory 
and Mandatory and Safeguarding training targets. Overall trust-wide 
compliance is below the 85% target (81.47%, however we are on 
track for delivery). 
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The Care Quality Commission carried out an unannounced Responsive 
Inspection of the Emergency Operations Centre (Bernicia House and 
Russel House) on Monday 3rd June 2019.  This inspection was in 
response to patient safety concerns that they had directly received and 
which related to the management of medicines, staff competencies, 
inappropriate triaging, training and poor culture.     
 
The final report has been received and it was pleasing to note that the 
allegations made to the CQC had been unfounded.   
 
However, the following 2 areas of improvement were identified by the 
inspection team: 
 
Action the Trust MUST take to improve:- 
 
Under the Health and Social Care Act 2008 Regulation 19 1(b), 2:- Fit 
and Proper Persons 

 

• The inspection team found that the clinical job descriptions, rotas 
and clinical staff list did not reflect the new integrated role for GPs 
and doctors in CAS due to the incorrect usage of the GP job title.  
It was requested that the Trust amend the clinical job description 
and all related documents to reflect the integrated clinical role. 

 
This action has been completed and copies of all updated 
documentation have been shared with the CQC. 
 

Action the trust SHOULD take to improve: 
 

• The Trust should ensure that all staff are following North East 
Ambulance Service standards during break periods. 

 
This action has been completed and an update provided to the 
CQC. 

 

Issue previously considered by: Senior Management Team / Executive Team  

Recommended actions: 
The Board is asked to note the report for information and assurance. 
 

Sponsor / approving director: J Baxter, Director of Quality and Safety 

Report author: P Gent, CQC Monitoring and Compliance Lead 

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) 
 
 
 

Pride 
Strive for 

excellence 
Respect Compassion 

Take 

responsibility 

& be 

accountable 

Make a 

difference – 

day in & day 

out 

✓ ✓ ✓ ✓ ✓ ✓ 

Any relevant legal / statutory 
issues? 
 

Registration with the CQC as a regulatory body requires compliance 
with the Fundamental Standards.  Failure to meet these regulations 
could result in the CQC exercising its Enforcement powers. 
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Equality analysis completed 

If this is not relevant please explain 
why: 

Yes No Not Relevant 

    ✓ 

      

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

 

• Appraisal compliance overall is not meeting our internal target. 

• Statutory and Mandatory training compliance overall is not meeting 
our internal target. 

• % Calls Answered within 60 seconds for October 2019 is at 81%.  
This is below the 95% target. 

• % Calls Abandoned for October 2019 is 5.79%.  This is above the 
<5% target.  

• % Clinical Call Backs (50% in 10 mins) for October 2019 is at 23%.  
This is below the 50% target 
 

Please specify any Financial 
Implications 

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

None identified 

 

Are any additional resources 
required e.g. staff capacity? None identified 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Quality of services and experiences/outcomes will be enhanced and 
improved for patients (in terms of patient safety, clinical effectiveness, 
patient experience) in line with the achievement of a Good or 
Outstanding CQC Inspection result. 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 

Engagement and collaborative working has been carried out with core 
service leads from within the organisation. 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

Yes No Positive Negative 

 ✓   

Proactive Reactive Internal External 

✓  ✓   
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CQC Improvement Action Plan Update 
Trust Board Meeting 

December 2019 
 

1. Introduction  
 
The purpose of the report is to provide the Board with an oversight on the high level performance 
information relating to those CQC ‘Must Do’ and ‘Should Do’ Actions for which data is currently captured 
and reported. 

 
2. Executive Summary 
 
The overall action plan has been designed to address the areas for further improvement identified by the 
CQC following the 2018 inspection.  
 
NEAS was issued with two Requirements Notices:- 
 

• Regulation 12 HSCA 2014  – Safe Care and Treatment  

• Regulation 18 HSCA 2014 – Staffing.    
 
A number of actions have been identified that we MUST take in order to comply with our legal obligations 
and a number of actions have also been identified that we SHOULD take in order to comply with minor 
breaches (but did not justify regulatory action). 
 
A number of supporting actions (46 in total) have also been identified and these are included within the 
detailed CQC Improvement Action Plan.  
 
The Senior Management Team is the key vehicle for scrutiny and challenge and will seek assurance that 
the relevant actions within the wider CQC Improvement Plan have been implemented before approving 
submission to the joint Executive Team / Senior Management Team meeting on a monthly basis.  
 
 
3. Key issues 

 
The below provides an overview of progress made against the Improvement Action Plan.  

 

The Trust MUST have a system in place to reduce the levels of overdue patient incidents requiring 
review and the levels of incidents identified to have been caused by human error and to share any 
organisational learning expeditiously. 

 
Overall there has been a decrease in the number of patient safety incidents which are outwith the 28 day 
target across all service lines (91 in October to 76 in November). 
 
In particular, at the point of the inspection in September 2018, the CQC report notes that there were 102 
open incidents in the EOC and of those, 52 were overdue.  45 of these related to patient safety.   There has 
been a decrease within the EoC from 56 incidents in October to 53 incidents in November > 28 days.  
 
The Trust is currently considering thresholds to acknowledge that some of the more complex investigations 
take longer than 28 days.  These will be applied to the policies and criteria of what is deemed as complex.  
 
The Trust is also implementing a change in the way in which we manage ‘no harm’ incidents in order to 
focus on themed learning and action rather than individual investigation and closure of incidents, this is in 
line with the recommendations within the recently published National Patient Safety Strategy.  This will 
significantly reduce the burden on managers and allow investigations to focus on those moderate harm and 
above. 
 
One of the Trusts corporate priorities is the adoption of a Just Culture approach alongside the 
implementation the SEIPS 2.0 (System Engineering in Patient Safety) model/approach.   
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This will focus on looking at systems and processes that may contribute or enable human error rather than 
individuals themselves and this will support the reduction in human factors errors.  This is a culture change 
and will be monitored through the corporate priorities actions. 
 
 

The Trust MUST improve systems to ensure that the service can deliver NHS 111 local and national 
performance targets 

 
% Calls Answered within 60 seconds for October 2019 is at 81%.  This is below the 95% target. 
 
% Calls Abandoned for October 2019 is 5.79%.  This is above the <5% target.  
 
% Clinical Call Backs (50% in 10 mins) for October 2019 is at 23%.  This is below the 50% target.   
Discussions are taking place both with commissioners and nationally regarding the appropriateness of this 
target for all call backs. 
 
 

The Trust MUST ensure that Clinical Advisors are available to meet patient demand 

 
The vacancies shown in the attached table represent the difference against establishment compared to 
staff in post identified each month for this position title in ESR. Where vacancies are identified, the EOC 
has been covering shifts through a combination of overtime and agency clinician cover. 
 
We have successfully recruited to our establishment plans as at the time of the CQC inspection 
(September/October 2018).   
 
However, with effect from 1st April 2019, we now have a new increased establishment agreed and are 
working towards meeting the new establishment numbers.  The new establishment is planned to be 
complete by March 2020.   
 
 

The Trust MUST have effective systems in place to achieve the 85% target for staff appraisal 
compliance.   

 
The following areas are meeting the 85% internal target:- 
 

• Chief Executive – 100% 

• Quality and Safety – 86.94% 

• Strategy, Technology and Transformation – 93.55% 
 

The following areas are not currently meeting the 85% internal target:- 
 

• Trust Wide – 75.57% 

• Finance – 81.82% 

• Medical – 62.50% 

• Community Services – 35.14% 

• Operations Management – 75.58% 

• People and Development – 69.86% 

• Resilience / HART – 70.83% 

• EOC Clinical Services – 79.75% 

• EOC Dispatch – 68.33% 

• EOC Call Handling – 72.56% 

• Operations North – 80.62% 

• Ops South – 72.30% 
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At their meeting on Monday 22nd July, the Workforce Committee reviewed the trust threshold for 
compliance for Appraisal based on benchmarking data both within the ambulance sector and regionally and 
it was agreed that the NEAS internal target would be reduced to 85%. The policy is being amended to 
reflect this. 
 
 
The content below provides an update on the ‘Should Do’ Actions that were identified by the CQC:- 
 

The Trust SHOULD have a system in place to achieve Statutory and Mandatory and Safeguarding 
training targets (85%) 

 
The following areas are currently meeting the 85% internal target:- 
 

• Quality and Safety – 95.45% 

• Finance – 97.28% 

• People and Development – 93.05% 

• EOC Dispatch – 95.96% 

• Medical – 87.42% 

• Strategy, Technology and Transformation – 96.06% 

• EOC Call Handling – 90.57% 

• Resilience / HART – 86.67% 
 

The following areas are not currently meeting the 85% internal target:-   
 

• Trust-wide – 81.47%, however we are on track for delivery. 

• Chief Executive Directorate – 82.19% 

• Operations Management – 80.29% 

• Operations North – 79.42% 

• Operations South – 74.97% 

• EOC Clinical Services – 80.97% 

• Community Services – 75.24% 
 
At their meeting on Monday 22nd July, the Workforce Committee reviewed the trust threshold for overall 
compliance based on benchmarking data both within the ambulance sector and regionally and it was 
agreed that the overall NEAS internal target would be reduced to 85%. The policy is being updated to 
reflect this.   
 
It should be noted, however, that compliance at some subject levels would remain at 95%, ie, IG training. 
 
 
 
 
 
In order to facilitate team meetings, rota discussions are currently being progressed with union colleagues 
and positive feedback has been received to date.   
 
The decision has been taken to implement these new rotas from April 2020 to align with the annual leave 
year.   
 
 
 

 
 

A Senior Management Team meeting was held and it was agreed that work in relation to Hebburn/Russell 
House would form part of a wider estates work stream programme.   
 
A formal programme under an executive sponsor (Chief Operating Officer) is due to commence, with the 
outcome being the development of an options appraisal on the potential solutions. 

The Trust SHOULD hold team/shift meetings with Call Taking staff 

The Trust SHOULD identify measures to reduce the noise levels in Russell House 



 Page 7 of 8  

 
 
 
 

 
 

NHS Pathways may be changing to more regular formal system updates which would influence this.    
Updates are not only emailed out to staff but are also now included on the SharePoint system which has 
the functionality to ‘log’ who has read and acknowledged these updates.  
 
S Tucker (Head of EOC) attended the recent NHS Pathways user group at NEAS.  A shared NEAS NHS 
Pathways email group has been established to make sure information is shared around NEAS more 
consistently. 

 
 

4. Summary of Progress – Detailed CQC Improvement Action Plan 
 
The attached document (Appendix 1) outlines the progress made against the detailed CQC Improvement 
Action Plan.  
 
The following actions have fallen outwith the original target date:- 
 

• (Must Do) Action 1 – Reduce number of patient safety incidents overdue. 

• (Must Do) Action 24 – Appraisal compliance overall is not meeting our internal target. 

• (Should Do) Action 40 – Statutory and Mandatory training compliance overall is not meeting our internal 
target. 

 
5. Unannounced Responsive Inspection 

 
The Care Quality Commission carried out an unannounced Responsive Inspection of the Emergency 
Operations Centre (Bernicia House and Russel House) on Monday 3rd June 2019. 
 
This inspection was in response to patient safety concerns that they had directly received and which 
related to the management of medicines, staff competencies, inappropriate triaging, training and poor 
culture.     
 
The final report has been received and it was pleasing to note that the allegations made to the CQC 
had been unfounded.   
 
However, the following 2 areas of improvement were identified by the inspection team: 
 
Action the Trust MUST take to improve:- 
 
Under the Health and Social Care Act 2008 Regulation 19 1(b), 2:- Fit and Proper Persons 
 

• The inspection team found that the clinical job descriptions, rotas and clinical staff list did not reflect 
the new integrated role for GPs and doctors in CAS due to the incorrect usage of the GP job title.  
It was requested that the Trust amend the clinical job description and all related documents to 
reflect the integrated clinical role. 

 
This action has been completed and copies of all updated documentation has been shared with the 
CQC. 

 

Action the trust SHOULD take to improve: 
 

• The Trust should ensure that all staff are following North East Ambulance Service standards during 
break periods. 

 
This action has been completed and an update provided to the CQC. 

The Trust SHOULD develop a system to monitor that staff have been made aware of and 
understand interim Pathways updates. 
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6. Risks 
 

• Appraisal compliance overall is not meeting our internal target. 

• Statutory and Mandatory training compliance overall is not meeting our internal target. 

• % Calls Answered within 60 seconds for October 2019 is at 81%.  This is below the 95% target. 

• % Calls Abandoned for October 2019 is 5.79%.  This is above the <5% target.  

• % Clinical Call Backs (50% in 10 mins) for October 2019 is at 23%.  This is below the 50% target.    
 
 
7. Recommendations  
 
The Board is asked to note the content of the report. 
 
 
Paula Gent 
CQC Monitoring and Compliance Lead 
26th November 2019 



CQC Improvement Plan 2019 / 2020 Page 1 
 

Appendix 1 - Summary of Progress 

The following section contains a summary of progress against the plan; 

 Total No. of Actions Total Completed Total In Progress Total At Risk Total Delayed 

MUST DO ACTIONS 

REG 12 – Safe Care and Treatment 

Reduce number of patient safety incidents overdue for review 4 3   1 

Reduce number of incidents identified as being caused by Human Error 4  4   

Timely sharing of individual and organisational learning. 5 2 3   

Meeting local and national performance targets 10 5 5   

TOTAL 23 10 12  1 

REG 18 - Staffing 

Compliance - Staff Appraisal 4 3   1 

Increase number of Clinical Advisors within the 111 service 7 6 1   

TOTAL 11 9 1  1 

SHOULD DO ACTIONS 

Team/Shift Meetings should be held with Call Taking Staff (EoC and 111) 1 1    

Noise levels should be reduced in Russell House 1  1   

Achieve Statutory and Mandatory and Safeguarding training targets 4 3   1 

Develop a system to monitor that staff have been made aware of and understand interim 
Pathways updates 

1 1    

TOTAL  7 5 1  1 

INTERNAL ACTIONS IDENTIFIED 

Concerns and complaints are not always completed within the specified agreed timescales. 1 1    

Establish a robust network of FTSU champions. 1  1   

Lack of BME representation on the Trust Board. 1  1   

Language Line – policy to be updated and contract arrangements to be reviewed. 1  1   

Learning from Deaths policy – template to be included and consistently applied. 1  1   

TOTAL  5 1 4   

 OVERALL TOTAL  46 25 18  3 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information: ✓ 

 

Board of Directors’ Meeting – 12/12/2019 

Report title: 
NHS Improvement – Outcome of the Quarterly Review Meeting held on 25th 
September 2019 

Purpose of report: 

The purpose of the Quarterly Review Meeting is to allow NHS Improvement and 
the Trust to have a meaningful discussion about the current situation of the Trust, 
the key challenges it is currently facing and how these might be addressed, and 
to review the progress the Trust has made over the past 3 months.  

 

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) 

The Trust remained categorised within Segment 2 (with 1 being the best and 4 
the worst). 
 
During the meeting the Trust provided updates in respect of quality, finance, 
operational performance and other key issues and reported on the key 
challenges it was facing and how these are being addressed. 
 
 

Issue previously considered by: The letter has been reviewed and discussed by the Executive Team.  

Recommended actions: The Board is asked to review and discuss the QRM outcome report. 

Sponsor / approving director: Helen Ray, Chief Executive 

Report author: Tracey Mullen, Assistant Trust Secretary 

Governance and assurance 

Link to Trust corporate objectives: 
(please tick) 

Improving 

Quality & 

Safety 

NHS 111 

and CAS 

Clinical 

Care & 

Transport  

Developing 

a 

sustainable 

workforce 

Communication 

& Engagement 

Organisational 

Sustainability 

✓ ✓ ✓ ✓ ✓ ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓   

Link to Trust values: 
(please tick) 
 
 

Pride 
Strive for 

excellence 
Respect 

Compassio

n 

Take 

responsibility & 

be accountable 

Make a 

difference – 

day in & day 

out 

✓ ✓ ✓ ✓ ✓ ✓ 

 

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

 

NHS Improvement is the regulatory body and can exercise its powers. 

 

Equality analysis completed 

If this is not relevant please explain 
why: 

Yes No Not Relevant 

    ✓ 
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Key considerations Details 

Confirm whether any risks that have 
been identified have been recognized 
on a risk register and provide the 
reference number: 

Risk CE11 on the Organisational Risk Register is in relation to regulatory 
compliance with the Single Oversight Framework. 

Please specify any Financial 
Implications 

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

Financial sustainability is critical for compliance with our licence requirements. 

Are any additional resources required 
e.g. staff capacity? 

Not specifically in relation to this return but it is the responsibility of all staff to 
contribute towards improving our performance and recovering our financial 
position wherever possible. 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Improved response times will ultimately result in better patient outcomes. 

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) 

Not applicable 

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 

     

It is important that this letter is made publicly available in the interests of 
transparency.  

 
 

 

mailto:publicrelations@neas.nhs.uk


 

 
NHS England and NHS Improvement 

NHS England and NHS Improvement 
  

Cumbria and the North East 

Waterfront 4 
Goldcrest Way 

Newburn Riverside 
Newcastle upon Tyne, NE15 8NY 

 
T: 0300 123 2229 

E: rob.robertson@nhs.net 
W: improvement.nhs.uk 

 
18 October 2019 

 

Helen Ray 

Chief Executive  

North East Ambulance Service NHS Foundation Trust  

 
 

Dear Helen, 

Outcome of the Quarterly Review Meeting (QRM) held on 25 September 2019 
  
I am writing to confirm the outcome of the QRM held on 25 September 2019. As you are 

aware, the purpose of the QRM is to enable us to jointly review the current progress of the 

Trust in terms of quality, performance, finance and other key issues, discuss the key 

challenges it is currently facing and how these are being addressed and consider what 

additional support may be required. As ever, I am grateful to you and the team for the open 

and transparent manner in which this conversation was held. 

  

SOF Segmentation 

  

North East Ambulance Services NHS Foundation Trust remains categorised in Segment 2 of 

the Single Oversight Framework, largely because the Trust is currently not achieving the core 

ambulance performance standards. Whilst we continue the long-term aspiration of supporting 

all Trusts to achieve Segment 1 status, we noted the remarkable achievement of the Trust in 

maintaining this position given the current challenging operating environment. NHS England 

and NHS Improvement teams will continue to work with the Trust to help achieve both short 

and longer term aims.   

Quality of Care 

 

It was noted that five Serious Incidents had been reported YTD as at end August 2019 and 

the Trust provided a helpful overview of the recent Never Event that had been reported. You 

described the robust RCA process around patient safety incidents which includes scrutiny 

from an external examiner. 

The Trust confirmed that the Learning from Deaths policy had been updated in line with the 

ambulance guidance. It was encouraging to hear that you had been at the forefront of this 

improvement work with earlier implementation in line with acute timescales.    

mailto:rob.robertson@nhs.net
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It was pleasing to hear that the Trust is well engaged with ‘Just Culture’ and was recently 

involved in a 4-day programme with Gateshead Health NHS Foundation Trust.  

You helpfully described key headlines from this year’s Flu Campaign which was due to launch 

on 1 October with the desired outcome of 80% vaccination of frontline staff.  There is a clear 

comms plan, real time reporting, and incentives for staff such as “get a jab, give a jab”, joining 

with UNICEF UK.  

Following a national issue involving independent ambulances we discussed the associated 

governance process at NEAS. You explained that any third-party provision is managed 

through the COO directorate and that there are robust internal governance arrangements to 

manage provision including audits which are done on a regular basis. However, it was noted 

that there is further work underway to link with HR which will be taken through the workforce 

committee.  

Operational Performance 

  

The Trust outlined response times for August 2019, with only C1 national and local response 

targets being achieved. The Trust highlighted the continual pressures that were experienced 

over summer months, particularly around category 2 response times and the challenges with 

getting back onto trajectory. Analysis showed the reasons in to deteriorating category 2 

performance correlated with reduced levels of category 3 activity and overall increases to 

patient acuity. A performance improvement plan has been introduced via the operational team.  

There was a query raised around patient safety in the context of response times. The Director 

of Nursing fed back that there is a robust governance structure in place to monitor patient 

harm. This is managed by clinicians in the Trust Emergency Ops Centre (EOC) who monitor 

the stack and when delays occur will initiate call-backs to monitor patient conditions and/or re-

triage to manage clinical priority. Routine clinical audits and learning from deaths etc. are 

routinely undertaken to improve the Trusts own standards of care. In addition, Trust staff are 

undertaking further scenario-based training to improve preparedness and resilience. We also 

discussed the need for a longer-term piece of work with Urgent Care Boards across the ICS 

around intelligence sharing and managing patient-flow into A&E.   

The conveyance rate of 66% is slightly above Q2 target and the Trust noted that there are 

plans to deliver the continued improvements through targeting clinical resource. 

Improvements seen in both Hear and Treat and See and Treat however mindful that the DOS 

is key in this and needs to be maintained which can be challenging over winter period where 

DOS affected by other services not able to maintain service provision.  

The average handover to clear time remains above target, and we noted the Trust concerns 

around the year-end target of 17 minutes which is becoming increasingly challenging. ECIST 

are due to commence work with the aim of reducing handover delays following positive work 

in the North West. There is a timetable of when individual Trusts are engaged, the Trusts 

involved in this work are South Tyneside and Sunderland, County Durham and Darlington and 

Northumbria Healthcare.  

You provided a helpful update against the Four-Year Plan noting your concern with regards to 

whether the plan will achieve its objectives considering changes in the system. You explained 

that ORH are reviewing the plan to understand the impact of variances and hopefully give an 
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indication of where these may be positive or negative to aid discussions and planning going 

forward. We were pleased to hear that there is open dialog with commissioners who are 

supportive of this work. It would be helpful if you could please share outputs of the ORH reports 

with the team so that NHSE/I are also kept informed of progress and any issues.   

You summarised your preparations for winter around best- and worst-case scenarios based 

on the previous 5 years to understand potential implications on resource and finances. This 

ongoing piece of work is due to be presented to the Board in October. The Trust has also 

communicated with neighbouring organisations regarding winter and planning discharge 

resource, particularly stressing its importance in order to maintain flow. You advised that 

Northumbria Healthcare NHS FT has helpfully provided funding to support with discharge 

capacity. Similarly, if any other additional monies were available via CCGs further discussion 

on a wider footprint to determine how best to utilise funding would be helpful to ensure best 

used to help the wider system. We note our NHSE/I teams are happy to support any 

conversations locally where this would be beneficial.   

Finance and Use of Resources 

 

The Trust is ahead of plan YTD, reporting a £320k surplus against a deficit plan of £500k. 

Although there has been a slight deterioration in M05 vs M04, as expected, the Trust 

continues its forecast to meet plan. You also highlighted several risks which are currently 

expected to be managed. The Trust is seeking capital to support ARP and mitigate 

conveyance income risk of £1.3m through performance. It would be helpful to see a one-

page risk assessment of various scenarios that could impact on finance throughout winter if 

don’t achieve anticipated performance.   

 

As at M05 CIP performance has identified £6.2m against plan, which should mitigate some 

risk, however, note that there is still £3m non recurrent identified for this fiscal year and will 

need to be carried forward in to next year’s target.  

 

CIP planning process is well embedded and focuses on forward management of the CIP 

pipeline. We were pleased to confirm that due to showing good improvement the Trust would 

no longer be subject to enhanced monthly monitoring for CIP.  

 

Capital expenditure is currently below planned levels noting that the original plan was based 

on the now outdated vehicle delivery schedule. Forecast is now based on the updated 

schedule for which vehicles have started to arrive. Significant increase in expenditure 

expected as these arrive.  

 

In terms of the YTD position, it would be helpful if the team could please prepare narrative 

around why the position is expected to deteriorate between now and year end in context of 

performance YTD. It’s important that we are able to articulate this given the financial 

pressure in the system. 

 

We discussed the agency cap which has been breached for the year (M05 YTD £0.8m vs 

cap of £0.6m), predominantly relating to agency and locum costs associated with the 111 

contract, as raised at the last QRM. We discussed the potential offer of support via the 

Agency Intelligence Team who have scheduled visits throughout November, however 
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appreciate that there has already been substantial work in this area and focus on grip and 

control may not be beneficial. There is an action plan in place to address the high agency 

expenditure, and we discussed key areas such as improved communication (including 

enhanced reporting and targeted support), exerting controls over new agency expenditure 

and established exist strategies.  

 

Leadership and Improvement  

You provided a brief update on the leadership and improvement work. The Trust continue to 

support staff to fulfil and realise their full potential through a range of talent management 

activities and leadership programmes. The Staff Survey lunched on 19 September with a 

mixed mode methodology of online and paper-based in order to capture as many views as 

possible.   

We noted the changes to Board level leadership since our last meeting, which include you 

commencing your role as Chief Executive on 16 September and appointment of Chris Fairs, 

Associate NED, who is contracted to 1-2 days per month and started in post on 1 September. 

Strategic Change 

 

The Trust raised primary care networks (PCNs) and potential recruitment of paramedics as a 

significant risk for the Trust currently, this is a shared view across ambulance services 

nationally. You gave an indication as to the potential impact on workforce based on internal 

analysis and although recognise the direction of travel towards blended workforce in primary 

care, we agree that this needs to be done in a structured and controlled way due to the 

possible financial and clinical implications. It was helpful to understand that NEAS colleagues 

are in discussion with developers of PCNs to understand the individual requirements whilst 

aiming to work collaboratively. You described ongoing impact analysis and it would be helpful 

if this work could be shared with NHSE/I in order to escalate as required and offer support 

towards achieving a standardised model.  

Additional items 

Our next QRM will be held in three months. If you would like to discuss the contents of this 

letter further, please do not hesitate to get in touch. 

Yours sincerely, 

 

Rob Robertson 

Head of Delivery and Improvement 

NHS England and NHS Improvement – (North East and Yorkshire) 
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CATEGORY OF PAPER 

Specific action required: ✓ Provides Assurance:   For Information: ✓ 

 

Board of Directors’ Meeting – 12/12/2020 

Report title: Schedule of Trust Board Meetings 2020/21 

Purpose of report: 
For the Board to approve the proposed Schedule of Meetings for 2020/21. 

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) 

To ensure good information flows and timely reporting within the Board 
and its Committees, the Board prepares its Schedules of Meetings 
ahead of all other forums. 

Board Committees, and groups reporting thereto, are then required to 
align their meeting dates accordingly. 

Additional meetings may be scheduled throughout the year. 

Attached is the suggested Schedule for 2020/21.  

 

Issue previously considered by: 
The Schedule has been prepared in liaison with the Chairman and Chief 
Executive.  

Recommended actions: 
The Board is asked to consider the Schedule and agree the dates, 
following which it will be widely publicized and venues shall be 
confirmed. 

Sponsor / approving director: Trust Secretary 

Report author: Assistant Trust Secretary 

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 

✓ ✓ ✓ ✓ ✓ ✓ 

Through its business, the Board will ensure the Trust’s values are applied. 

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 

    ✓ 

The Schedule of Meetings does not require an equality analysis as it 
does not have a positive or negative impact on any particular social 
groups. 
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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? 

Not applicable  

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) 

Patient story to be shared via Comms Team for publication in The 
Summary or PULSE  

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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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2020/21 TRUST BOARD MEETINGS 

 

 

DATE 

 

VENUE 

 

TIME 

Thursday 30th January 2020 

 

Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours 

 

Thursday 26th March 2020 

 

Board of Directors’ Private Meeting   

+ Public Meeting  

Venue: Winter House, Wynyard 

1000 hours  

1230 hours  

Thursday 30th April 2020 Board of Directors’ Private Meeting  

Venue:  Winter House, Wynyard 

1000 hours  

Wednesday 27th May 2020 Board of Directors’ Private Meeting 

+ Public Meeting  

Venue: Bernicia House, Newburn 

1000 hours 

1230 hours  

Thursday 25th June 2020 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 30th July 2020 Board of Directors’ Private Meeting   

+ Public Meeting  

Venue: Winter House, Wynyard 

1000 hours 

1230 hours  

Thursday 24th September 2020 Board of Directors’ Private Meeting   

+ Public Meeting  

+ AGM & Members Meeting 

Venue: Winter House, Wynyard 

TBC 

Thursday 29th October 2020 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 10th December 2020 Board of Directors’ Private Meeting 

+ Public Meeting  

Venue: Winter House, Wynyard 

1000 hours 

1230 hours  

Thursday 28th January 2021 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 25th February 2021 Board of Directors’ Private Meeting  

+ Public Meeting  

Venue: Winter House, Wynyard 

1000 hours  

1230 hours 

Thursday 25th March 2021 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  
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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2020/21 TRUST BOARD MEETINGS HELD IN PUBLIC  

 

 

DATE 

 

VENUE 

 

TIME 

Thursday 26th March 2020 

 

Board of Directors’ Public Meeting  

Venue: Winter House, Wynyard 

1230 hours  

Wednesday 27th May 2020 Board of Directors’ Public Meeting  

(to adopt Annual Report & Accounts) 

Venue: Bernicia House, Newburn 

1230 hours  

Thursday 30th July 2020 Board of Directors’ Public Meeting  

Venue: Winter House, Wynyard 

1230 hours  

Thursday 24th September 2020 Board of Directors’ Public Meeting  

+ AGM & Members Meeting 

Venue: Winter House, Wynyard 

TBC  

Thursday 10th December 2020 Board of Directors’ Public Meeting  

Venue: Winter House, Wynyard 

1230 hours  

Thursday 25th February 2021 Board of Directors’ Public Meeting  

Venue: Winter House, Wynyard 

1230 hours  
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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2020/21 TRUST BOARD MEETINGS HELD IN PRIVATE  

 

 

DATE 

 

VENUE 

 

TIME 

Thursday 30th January 2020 

 

Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours 

Thursday 26th March 2020 

 

Board of Directors’ Private Meeting   

Venue: Winter House, Wynyard 

1000 hours  

Thursday 30th April 2020 Board of Directors’ Private Meeting  

Venue:  T Winter House, Wynyard 

1000 hours  

Wednesday 27th May 2020 Board of Directors’ Private Meeting  

Venue: Bernicia House, Newburn  

1000 hours  

Thursday 25th June 2020 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 30th July 2020 Board of Directors’ Private Meeting   

Venue: Winter House, Wynyard 

1000 hours  

Thursday 24th September 2020 Board of Directors’ Private Meeting   

Venue: Winter House, Wynyard 

1000 hours  

Thursday 29th October 2020 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 10th December 2020 Board of Directors’ Private Meeting  

Venue: Winter House, Wynyard 

1000 hours  

Thursday 28th January 2021 Board of Directors’ Private Meeting  

Venue: TBC 

1000 hours  

Thursday 25th February 2021 Board of Directors’ Private Meeting  

Venue: TBC 

1000 hours  

Thursday 25th March 2021 Board of Directors’ Private Meeting  

Venue: TBC 

1000 hours  
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