
 

                       

 
AGENDA  

 
Title of Meeting: Board of Directors (Public Meeting) 

 

Date, Time and Venue: 
 

Thursday, 24th September 2020 1230 hours (1430 finish) 
Mircrosoft Teams  
 

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 
Dr M Beattie, Medical Director  
Mr K Scollay, Group Director of Finance & Contracting  
Miss K O’Brien, Director of People & Development  
Mrs S Rushbrooke, Director of Quality, Patient Safety, Innovation & Improvement 
 

In attendance: 
 

Ms D Stephen, Deputy Director of Quality & Safety (on behalf of Mrs S Rushbrooke) 
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 
 
Mr M Gill, NHS Providers (observing) 

 
Agenda Items: 
 

No.  Time Mins Description Corporate 
Priorities 

Attachment 
✓ 

Raised by 

   Rules of Engagement  All  P Strachan 

1.  1 Apologies – SR    

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.  5 Open Forum    P Strachan 

4.  3 Minutes of Trust Board Meeting held on 25th June 2020  ✓ P Strachan  

5.  5 Action Log   ✓ P Strachan 

6.  2 Matters Arising    P Strachan 

7.  5 Chair’s update All Verbal P Strachan 

8.  10 Chief Executive’s update  All Verbal H Ray  

 

 Assurances from Board Committees by Exception   

9.  5 Executive Management Group    All Verbal H Ray 

10.  5 Quality Committee (10.09.20) 1 ✓ H Suddes 

11.  5 People & Development Committee (16.09.20) All ✓ C Peacock 

12.  5 Performance & Finance Committee (18.09.20) All Verbal C Young 

 

 Quality, Safety & Patient Experience   



13.  10 Patient Story                                1 ✓ D Stephen 

14.  10 Quality Dashboard Report                    1 ✓ D Stephen 

15.  10 Medial Dashboard Report                  1, 3 ✓ M Beattie 

 

 Performance Reporting 

16.  10 Integrated Quality & Performance Board Report – August 2020   All ✓ P Liversidge/ 
K Scollay 

 

 Regulatory  

17.  5 Care Quality Commission Improvement Action Plan  All ✓ D Stephen 

   i. Covid-19 Infection Prevention & Control Assurance Report All  ✓ D Stephen 

18.  5 Organisational Risk Register (high-level risks)  All ✓ M Beattie 

19.  5 2020/21 Corporate Priorities Q1/2 Update   All ✓ K Scollay  

 

 Annual Reports for Ratification  

20.  5 Patient Experience Annual Report 2019/20 All ✓ D Stephen 

21.  5 Safeguarding Annual Report 2019/20 All ✓ D Stephen 

22.  5 Equality & Diversity Annual Report 2019/20 4 ✓ M Cotton / 
K O’Brien 

23.  5 Infection, Prevention & Control Annual Report 2019/20 All ✓ D Stephen 

 

 Board Committee Minutes for Information   

24.  - Quality Committee (10.09.20) 1 ✓ H Suddes 

25.  - People & Development Committee (16.09.20) All ✓ C Peacock 

       

26.  5 Any Other Business     

27.  5 Key Messages to communicate to staff  All Verbal M Cotton  

28.   Next meeting to be held on Thursday, 10th December 2020 (details to  
be confirmed) 

   

29.   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 25th June 2020, 1030 hours  
Teleconference  
 

Present:  
 
 
 

Mr P Strachan, Chairman  
Mr J Marshall, Non-Executive Director  
Mrs C Young, Non-Executive Director 
Mrs C Peacock, Non-Executive Director  
Dr G Morrow, Non-Executive Director  
Mrs H Suddes, Non-Executive Director  
Mr D Taylor, Non-Executive Director 
 
Mrs H Ray, Chief Executive  
Mr P Liversidge, Chief Operating Officer 
Mr K Scollay, Group Director of Finance & Contracting 
Dr M Beattie, Medical Director  
Miss K O’Brien, Director of People & Development  
Mrs D Stephen, Joint Acting Director of Quality & Safety 
 

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 
 
Mr S Walford, Lead Governor 
Mrs V Rook, Public Governor 
Mr M McNulty, Public Governor  
 

 
No.   ACTION BY  
   
 The Chairman opened the meeting via ‘Teams’ and welcomed all in attendance, 

particularly the lead and deputy lead governors.   
 

   
1. Apologies for Absence   
   
 Apologies for absence were received from Mr P Aitken-Fell, Joint Acting Director of 

Quality & Safety.  
 

   
2. Declarations of Interests  
   
 H Ray 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   
   
 S Walford thanked the Chairman for the opportunity to join the virtual Board Meeting. It 

was good to receive the papers and the assurance they provided.  He felt there was a 
clear sense from the papers that the Trust was clearly aiming to be rated an ‘outstanding’ 
organisation from its regulator, Care Quality Commission.  For this to happen, the Trust 
needed to be performing over and above good performing standards, but he welcomed 
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the good evidence identified within the reports.  
   
 M McNulty referred to agenda items 10 and 12 relating to Patient Experience and 

Complaints, and stated he was anticipating a discussion on the reports, particularly the 
complaints themes and the fact most incidents related to quality of care and staff attitude.  
He was particularly concerned around staff attitude given the Trust’s values included 
pride, respect, and compassion. This would be discussed further under the relevant 
agenda items. 

 

   
 V Rook thanked the Executive Directors for the reports submitted, they provided 

assurance and valuable information.  She took the opportunity to formally thank the Trust 
for its work during such challenging times, it had demonstrated tremendous efforts.  The 
whole of the NHS had done outstanding work and NEAS had played its part. 

 

   
4. Minutes of the Trust Board Meeting held on 26th March 2020  
   
 The Minutes of the previous meeting held on 26th March 2020 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   
   
 H Suddes referred to the increase in ‘see and treat and ‘hear and treat’ rates that had 

been identified at the last meeting, and informed that the Quality Committee had received 
assurance there were no emerging patient incidents from the review into the cases.   

 

   
7. Chairman’s Update  
   
 The Chairman provided members with an update of his recent activities and key areas, 

informing he had: 
 

• Spent a lot of time involved in the recruitment process for a replacement Director 
of Quality & Safety, and from talking to candidates, he was confident the Trust 
was recruiting from a strong field.  The stakeholder event had taken place earlier 
in the week and an announcement on the successful candidate would be made in 
due course.  

• The Chairman had remained in touch with governors via the Lead Governor, 
Simon Walford.    

• In respect of the Northern Ambulance Alliance, the Chairman had spoken to the 
new Manging Director, Carol Weir, who he was confident would be a good driver 
of the work programme.  

• The Chairman continued to participate in the virtual monthly meetings with the 
North Integrated Care Partnership Chairs. It was an interesting group and the 
collaboration was working well.   

 

   
8. Chief Executive’s Update including COVID-19  
   
 The Chief Executive provided members with an update on her activities: 

 
• Understandably, the key focus over the last few months had been on the Covid 

pandemic, and the significant challenges it had presented. The Chief Executive 
recognised and applauded the efforts of her executive team colleagues and wider 
organisation who continued to work under challenging and rapidly changing 
circumstances. 

• The Chief Executive attended the Integrated Care Partnership (ICP) forum 
sessions, meeting regularly with the other Chief Executives.  The Trust had 
secured a firm footing in the North, South and Central ICPs. 

• The Chief Executive had been involved in the process for appointing a new Chair 

 



Page 3 of 8                                                                          Trust Board Meeting - Public Session 
    25.06.20 

 

 

for the Association of Ambulance Chief Executives and reported that Darren 
Mochrie from the North West Ambulance Service had been appointed on a 3-year 
term to replace Anthony Marsh.  There would be handover period between the 
outgoing and ingoing Chair.  The Chief Executives would continue to focus on the 
national agenda.    

• The review on staff requirements for social distancing would continue to be 
monitored against national guidance.  There was in excess of 140 staff who had 
been ‘shielding’ and colleagues were now looking at how they could support these 
staff members to return to work safely.  Colleagues would be working with 
individuals over the next month to support their return.  

   
QUALITY, SAFETY & PATIENT EXPERIENCE  

   
9. Patient Story  
   
 This patient story focussed on the maternity care provided to two mothers by the 

Emergency Operations Centre and operational staff.   The appreciations received outlined 
the traumatic events surrounding the births of two babies, one requiring resuscitation by 
the father and one born in the back of the ambulance whilst travelling to hospital.   

 

   
 The Joint Acting Director of Quality & Safety was proud to reiterate that both stories were 

excellent examples of how the staff, from the first contact with the Health Advisors, to the 
care provided by the attending crews, demonstrated that patient care was at the forefront 
of everything they do.   

 

   
 The Chief Executive stressed the point the Joint Acting Director of Quality & Safety made 

was very important to note and added that whilst the national lens had been pointed at 
Covid over the last few months, this story demonstrated how the teams had continued to 
support other patients through exceptional circumstances.  The phenomenal impact the 
teams had on the two families was acknowledged by the Board.  

 

   
 The Board appreciated this was a truly exceptional patient story that demonstrated 

extraordinary wrap-around support and thanked all those involved.  
 

   
10. 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.  

 

   
 In respect of the ‘staff attitude’ point made under item 3, the Joint Acting Director of 

Quality & Safety believed that all staff strived to deliver high quality care in line with the 
Trust’s values, explaining that unfortunately whilst this was a theme experienced by all 
organisations, NEAS continued to monitor it.  She explained that staff were focussed on 
delivering care in often highly pressurised circumstances and it was important to take this 
into context whilst addressing the issue.  She assured that colleagues do a lot of self-
reflective work with staff and monitor the data for repeated instances.  It was emphasised 
that the number of complaints against the Trust represented a very small number against 
the number of cases responded to, so it was important to note in the balance the actual 
small proportion of cases.  

 

   
 The Chief Operating Officer referred to the second point on the cover sheet – patient 

safety incidents relating to access, admission, delay, transfer and discharge – and in 
noting there had been a 6.5% increase in cases within this category with the main 
emerging theme relating to external incidents where concerns had been highlighted 
regarding the destination for patients presenting with potential Covid symptoms, he 
provided assurance that the Trust had worked hard to respond quickly to changes in 
guidance.  The Trust had found that some external organisations were not keeping pace 
with the guidance which had thus contributed to the complaints.   

 

   
 C Young felt it would be useful to note how many times the Trust had contact with the 

same patients – this would provide helpful context. 
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 H Ray referred back to the point made earlier on the Trust’s values, reinforcing the 
message that the Trust hold its values very close as an organisation and this drives how 
complaints are managed.  The Chief Executive informed she signs-off every letter of 
response to a complaint and looks to identify any themes and learnings.  This process 
provided assurance that complaints were escalated to the highest point in the 
organisation.  

 

   
 J Marshall queried if any themes had been identified relating to equipment failures.  In 

response, it was noted there was no correlation to one specific piece of equipment and 
reassurance was provided that each incident was reviewed to identify any themes and 
ensure due process was being followed in terms of the clinical use of equipment.  

 

   
 C Peacock referred to violence, assault and aggression incidents and expressed further 

concern that the night time economy was due to re-open next week and queried if it would 
be worth providing additional briefings on personal safety for colleagues working in that 
environment.  The Joint Director of Quality & Safety would pick up this action with the 
Health & Safety and Communications teams.   

 
 
D STEPHEN 

   
 H Suddes reported that the Quality Committee had undertaken a deep-dive into staff 

attitude themes and trends.  She informed that no themes had been identified from the 
review and the incidents had related to extremely challenging circumstances. A follow-up 
review was planned at some point in the future.   

 

   
 H Suddes made a note of data inaccuracies within the report and in order to address this it 

was agreed she would contact the Joint Acting Director of Quality & Safety outside of the 
meeting to communicate the discrepancies.  

H SUDDES 

   
 The Board noted the contents of the report.   
   
11. Clinical Audit Dashboard   
   
 The report confirmed that all national Ambulance Clinical Quality Indicators had been 

suspended for the duration of the Covid pandemic.  As a result, the report was not 
presented in the normal format with the national performance indicators.  A summary of 
the stroke, ST-Elevation Myocardial Infarction (STEMI) and sepsis most recent audited 
data was provided.   

 

   
 The Medical Director was pleased to report the data identified the Trust was maintaining a 

high standard of performance during the challenging Covid period, particularly against the 
stroke indicator.   

 

   
 The Board reviewed the contents of the report.   
   
12. Patient Experience update   
   
 This report provided an overview of complaint and appreciation themes during the Covid 

pandemic to provide information and assurance about public experience of accessing 
NEAS services.  The report focussed on the period February 2020 to May 2020.  The Joint 
Acting Director of Quality & Safety provided an overview of the key findings detailed within 
the report.  

 

   
 J Marshall queried how the Trust could shift public attitude in terms of the strong 

expectation that calling NEAS will result in an ambulance conveyance.  He noted that it 
would be helpful to remind the public that it would be possible and, in some cases, 
probable that they would be left safely at home.  The Joint Acting Director of Quality & 
Safety felt public attitude was starting to change and believed it was in the Trust’s gift to 
ensure front-line staff have the ability to make clinical assessments and were confident to 
leave patients at home whilst recording the rationale for the decision.   

 

   
 The Medical Director added it was in the Trust’s interests to strongly promote the skills 

paramedics have, reiterating they were healthcare professionals with the skills to ‘see and 
treat’ patients.  It was important to promote what ambulance services were capable of 
now, they were no longer a ‘scoop and run’ provision, but an organisation that can provide 
excellent care within the home setting and this needed to be communicated wider.  
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 The Chief Executive agreed this was absolutely the right thing to do and it was important 

for the public and the Board to ensure what it was doing was safe.  It would be useful to 
benchmark NEAS ‘see and treat’ and ‘hear and treat’ rates nationally with what other 
ambulance services do to compare the data.  

 

   
 As Chair of the Urgent & Emergency Care (UEC) Network the Chief Executive would 

investigate the possibility of doing some of this work via the Directory of Services (DoS), 
recognising it was owned by other providers, but it would add benefit to be used in a more 
wrap-around care system.   The Chief Executive will feed into the next UEC meeting.  

 
 
H RAY 
 

   
 The Medical Director informed there was a team within NEAS that was formed to work on 

‘Pathfinder’ that community paramedics can tap into and had started spreading across the 
organisation – they were used to identify all community resources and have a map of all 
the services so can be easily accessed.  Any referrals can be challenged, and confidence 
can be built to ensure patients are well looked after. 

 

   
 The Assistant Director of Communications & Engagement referred to J Marshall’s point 

and provided assurance that his team had ran a number of campaigns via social media on 
how the public should use the Service and what to expect from it and would continue to 
reinforce the message.   The Integrated Care System was working much closer together 
to educate and help patients to understand the services and options available.  

 

   
 The Chairman queried whether the crew members made the decision to leave a patient at 

home on their own initiative or with backup from Clinical Assessment Service (CAS) 
colleagues and appreciating that some patients have a strong view they want to go to 
hospital, what was the advice to crews if this happens.  In response, it was noted 
paramedics were confident to make their own clinical assessments and delivery of 
treatment.  This was an element that could be addressed with the universities providing 
the student paramedic courses and internally with workforce learning.   

 

   
 The Medical Director stressed that paramedics need to make sure patients were socially 

safe to be left at home and not just clinically safe.  The Trust needs to work with crews to 
build their confidence and make sure they have the right support to leave people in the 
community.  How the Trust can further support crews together with the ethical decision 
making involved would be an element of continuous review.    

 

   
 The Chairman summarised the debate with the agreement of two actions: 

• To undertake a benchmarking exercise on non-conveyance rates with other 
ambulance trusts. 

• To continue to provide public messaging around public expectations when calling 
999. 

 
P LIVERSIDGE 
 
M COTTON 

   
            PERFORMANCE REPORTING 
   
13. Performance & Finance Board Report – May 2020  
   
 The Board received this report which updated on key performance standards for May 

2020.  It provided a detailed overview of the current position, key risks and improvement 
plans. 

 

   
 The Chief Operating Officer highlighted the key performance targets, achievements and 

challenges which were articulated within the report.  He informed that operational pressure 
was returning to a pre-Covid level, although a wide variation in incident rates was being 
experienced. 

 

  
 

 

 The Group Director of Finance & Contracting provided an overview of the financial 
position.  He confirmed the standard financial metrics remained suspended in the system.  
The Trust would continue to receive the Covid top-up funding each month until July and 
was currently in a break-even position.  The additional funding provided to source extra 
resources had helped improve the Trust’s performance position significantly.  The cost 
improvement programme work was on-going, and the cash position remained very high in 
historical comparison.    
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 The Board reviewed the report and noted the performance positions.   
   
            REGULATORY 
   
14. Care Quality Commission Improvement Action Plan  
   
 The purpose of the report was to provide the Board with an update in relation to progress 

made against the 2018 Care Quality Commission Action Plan.  
 

   
 The Joint Acting Director of Quality & Safety provided an overview of the progress made 

against the action plan and explained that the Trust was challenged to sustain some of the 
areas due to Covid pressures.  She confirmed additional information would be added to 
the next iteration of the report around the learning and monitoring that was taking place.  

 

   
 Members discussed the ‘must-dos’ to ensure that the Service can deliver NHS 111 local 

and national performance targets and noting the percentage of clinical call backs was 
below target, H Suddes informed that the Quality Committee had discussed this in detail at 
a previous meeting but felt it would be useful to discuss further to identify how long people 
were waiting for a call-back.  This information would be presented to the Quality 
Committee and subsequently Trust Board.  

 
 
 
 

   
 C Peacock referred to the appraisals and statutory and mandatory and safeguarding 

training targets and noted that although the percentages had deteriorated over the last 
month or so, the targets had not been achieved pre-Covid and this needed to be 
considered further.  It was noted that a specific piece of work was planned to address this 
as part of the Review and Rebuild Cell work programme.  A progress update report would 
be presented once the work had been completed.    

 
 
 
 

   
 C Young felt it would be useful if future iterations of the report identified the progress made 

since 2018 within the final appendix, with an explanation as to why the action had not 
been completed or delayed. 

 

   
 The Chairman referred to the Clinical Assessment Service (CAS) staffing figures and felt 

there could be a discrepancy within the data.  The data would be checked for accuracy. 
The Chief Operating Officer clarified there were currently 20 substantive vacancies within 
the CAS and this should be more accurately reflected within the Report. 

 

   
 The Medical Director reported that he had spoken to colleagues in the Emergency 

Operations Centre (EOC) earlier in the week and they were feeling the benefits of the 
additional resources within the EOC and had seen a boost in performance and the ability 
to achieve performance, alongside their front-line colleagues.  This positive news would be 
highlighted to commissioners.  

 

   
 In summary the following actions were agreed: 

• Future iterations of the report would include a greater focus on learning, as well as 
clearly articulating the progress made since the last inspection in 2018. Clear 
explanations would be included as to why actions had not been completed or 
were delayed. The report would also include corrected information on the CAS 
staffing figures.  

• The Quality Committee and then the Board would be provided with further 
information on the plans to increase the compliance with the clinical call-backs 
target. 

• The Board would be presented with a report on the output of the Review and 
Rebuild Cell, including an update on statutory and mandatory training and the 
plans in place to achieve the targets set. 

 
D STEPHEN 
 
 
 
 
D STEPHEN 
 
 
K SCOLLAY / K 
O’BRIEN 

   
15. Board Assurance Framework – Quarter 1 2020/21  
   
 The Trust Secretary presented the Board Assurance Framework (BAF) for quarter 1 of 

2020/21. She explained that at this point in the year the Board would normally receive a 
document that had been realigned to refreshed/revised corporate objectives but as the 
objectives had remained the same due to the impact of Covid on the planning cycle, the 
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content of the BAF was largely unchanged. 
  

 
 

 It was noted that one ‘not assured’ rating related to the Quality Dashboard due to the 
current data quality issues in relation to this document and the work that was underway to 
address this. This issue had been escalated to the Board previously and referred to earlier 
in the meeting.  

 

   
 In terms of assurance, it was noted the Board-level Committees and the Executive 

Management Group had reviewed the BAF, or relevant extracts, regularly to ensure that 
the document remained a live and dynamic assessment of controls and assurances within 
the governance structure however, further changes would be required to reflect the new 
governance structure and revised cycles of business over the next couple of months.  

 

   
 The Board reviewed the document and noted the changes to be made in the next quarter.   
   
16. Organisational Risk Register – high-level risks   
   
 The report provided 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.  

 

   
 The Medical Director provided an overview of the content, confirming the ORR contained 

9 specific risks and of these 5 risks showed a residual ‘red’ rating, and the other risks 
showed a residual risk rating within the ‘amber’ category.  

 

   
 In referring to ORR-57 – inability to recruit in line with the workforce plan for the trust - the 

Chairman queried whether colleagues got any sense that staff wanted to move to 
alternative organisations.  In response, it was noted that Covid had not had a particular 
impact on staff leakage, especially given primary care organisations were experiencing the 
same pressures at this time.  This would be an area which the Trust would remain 
focussed on in the coming months 

 

   
 The Board reviewed the Organisational Risk Register and the current risk position.   
   
17. 2019/20 Corporate Priorities Quarter 3/4 update  
   
 This report provided the Board with an update on delivery of the Corporate Objectives for 

2019/20. 
 

   
 Whilst progress and delivery of objectives could be evidenced in some areas of the Trust, 

there were a number of objectives that had not been achieved, including some which had 
been carried forward from the previous year.  Delivery of several of the objectives had 
been impacted by Covid.  The outstanding actions to be carried forward would be 
reviewed as part of the work of the Review and Rebuild Cell work, which will develop 
revised plans for the remainder of 2020/21 and beyond.  

 

   
 C Young asked for a progress update of what was happening around the 111/CAS and 

organisational sustainability priority and in response it was noted that the objective was 
not being considered for the time being as work was being undertaken on the ‘Talk before 
you walk’ initiative. 

 

   
 The Chairman referred to the Scheduled Care sub-objective and the significant piece of 

work that had been carried out pre-Covid, stressing he was keen not to lose the good work 
that had been undertaken.  The Chief Operating Officer explained there had been some 
delays in specific areas, but the team were now in a position to re-look at the project plan 
and set a new timeframe for completion. An update report would be presented at the next 
meeting. 

 
 
 
 
P L LIVERSIDGE 

   
 The Board noted the report and progress made against the objectives.   
   
18. Review of the Constitution and Standing Orders   
   



Page 8 of 8                                                                          Trust Board Meeting - Public Session 
    25.06.20 

 

 

 
 This report provided an overview of the proposed changes to the Constitution and 

associated documents for approval.   
 

   
 The report informed that a full review of the Constitution, Standing Orders (SOs) and 

Reservation and Delegation of Powers documents was undertaken by the Trust Secretary 
in Autumn 2019.  This review was more comprehensive than the previous annual updates 
and involved a comparison against the model NHS Foundation Trusts (FTs) Constitution 
as well as a comparison against the Constitutions and SOs of other FTs.  This paper 
highlighted the key changes for the consideration of the Board.  It was noted that the 
Reservation and Delegation of Powers will require further changes to reflect the 
governance structure and will therefore be presented separately to the Board for approval 
at a future time. The Audit Committee had reviewed the proposed changes at its meeting 
in October 2019 and the Council of Governors approved the proposed changes to the 
Constitution and annexes at its meeting in January 2020. 

 

   
 The Board reviewed and approved the proposed changes to the Constitution, Board’s 

Standing Orders and annexes. 
 

   
19. Register of Sealings 2019/20  
   
 This report provided assurance to the Board that there was an effective system and 

register in place for recording the use of the corporate seal. 
 

   
 The report detailed the documents to which the Trust Seal had been affixed by the Trust 

Secretary during the period 1st April 2019 – 31st March 2020.  There were 5 returns for the 
reported period.  

 

   
 The Board reviewed the report which was available for public inspection.   
   
20. Any Other Business   
   
 There was no other business raised on this occasion.   
   
16. Key Messages to Communicate to Staff  
   
 In summing up the key messages to communicate to staff, the Assistant Director of 

Communications and Engagement had identified three key themes from the discussion: 
 

• The Board’s appreciation for the excellent patient care that had been delivered 
form both front line and Emergency Operations Centre staff. 

• The Integrated Quality & Performance Report provided very clear evidence of 
good performance as a result of the additional resources through increased 
investment and the Board’s commitment to continue to have discussions with 
commissioners.  

• Public expectation around patients being left at home and the options available 
and variations in certain areas was important information for front line crews to be 
able to relay.  

 

   
17. Date and Time of Next Meeting  
   
 The next meeting had been planned to take place on Thursday, 24th September 2020. 

Details to be confirmed nearer the time.  
 

   
18. Review of Meeting   
   
 The Chairman hoped Governors had enjoyed joining the meeting and thought it had 

worked well.  Members felt the meeting had been productive with a good level of 
challenge and assurance being gained. They agreed holding the meeting via Microsoft 
Teams had its merits and was an efficient method given the current restrictions.  

 

   
 

 



 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

229 To provide additional briefings on personal safety for colleagues 
given the night time economy was to re-open

Acting Director of Quality & 
Safety to pick up action with 
the Health and Safety and 
Comms teams 

25.06.20 10 Board D Stephen 24.09.20 Support from H&S 
and Comms teams

Briefings to be drafted 
and released

230 To discuss and address the data inaccuracies within the report 
outside of the meeting

Non-Executive Director, H 
Suddes, to pick up with the 
Acting Director of Quality & 
Safety

25.06.20 10 Board H Suddes 24.09.20 None Data inaccuracies 
corrected 

231 The Chief Executive would investigate the possibility of doing
some of the work around the public's expectation of dialling NEAS
and having an ambulance conveyed and highlighting the skillset
of paramedics, via the Directory of Services (Dos). 

The Chief Executive will feed 
into next UEC meeting. 

25.06.20 12 Board H Ray 24.09.20 None UEC to help address 
the work

24.09.20 update - Has been discussed 
and is part of regional action plan

232 To undertake a benchmarking exercise on non-conveyance rates 
with other ambulance trusts.

Chief Operating Officer to pick 
up

25.06.20 12 Board P L Liversidge 24.09.20 Support from 
Performance team

Benchmark exercise 
completed 

233 To continue to provide public messaging around public 
expectations when calling 999.

Assistant Director of 
Communications & 
Engagement to pick up 

25.06.20 12 Board M Cotton 24.09.20 None Message to public to 
be continued 

234 Future iterations of the CQC Action Plan report would include a
greater focus on learning, as well as clearly articulating the
progress made since the last inspection in 2018. Clear
explanations would be included as to why actions had not been
completed or were delayed. The report would also include
corrected information on the CAS staffing figures. 

Acting Director of Quality & 
Safety to pick up action with 
CQC lead 

25.06.20 14 Board D Stephen 24.09.20 CQC lead to amend 
report accordingly

Future reports to 
include points made 

235 The Quality Committee and then the Board would be provided
with further information on the plans to increase the compliance
with the clinical call-backs target.

Acting Director of Quality & 
Safety to pick up action 

25.06.20 14 Board D Stephen 24.09.20 None Quality Committee and 
Board provided with 
information

Verbal update to be given to the Board 
in September 2020

236 The Board would be presented with a report on the output of the 
Review and Rebuild Cell, including an update on statutory and 
mandatory training and the plans in place to achieve the targets 
set.

The Group Director of Finance 
& Contracting and Director of 
People & Development to 
develop report

25.06.20 14 Board K Scollay / K 
O'Brien

February 2021 
deadline

None Board presented with 
report

To be presented in chunks at Board 
Development Sessions between now 
and February 2021

237 An update report on the Scheduled Care work would be 
presented at the next meeting.

The Chief Operating Officer to 
produce report 

25.06.20 17 Board P L Liversidge 24.09.20 None Report developed It has subsequently been agreed that 
the report should be presented to the 
EMG and not the Trust Board.  

Key

Actions 
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Summary of Assurances, Risks and Items for Escalation from Quality Committee meeting on 10/09/2020 

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   
• Director of Quality & Safety (Executive Nurse) Update 
• Quality Dashboard 
• Mock-up of Quality Dashboard and Development of IQPR 
• Medical Directorate Dashboard   
• Performance Dashboard 
• Serious Incident  
• Quality Priorities 
• 111 Clinician Call Back / Long Waits Report 
• Infection Prevention Control  Annual Report 
• External Review and Reg 28’s  
• Internal Audit Reports and Action Plans  
• Minutes from Serious Incident Review Group 
• Board Assurance Framework and Organisational Risk 

Register 

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] 

 
• Assurance given through the IPC annual report, In addition 

good feedback from the CQC had also been received in 
relation to the work the Trust has undertaken in this area, but 
capacity within the team has been highlighted as an issue, a 
business case to be developed to be considered by EMG 

 

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

     

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] 
 

 
• Good progress has been made around our mental health 

services, but the progress made is dependent on non-
recurring funding, this has been highlighted through the 
commissioning round. 

• The EOC now use ‘what three words’ this will help us to find a 
patients location, delays in doing so has contributed to a 
number of Sis, this will improve patient safety and provides 
positive assurance 

• A report was received around clinician call backs and long 
waits, this data has not been available in the past. Although 
not yet compliant with the target this enables us to monitor 
the activity and track improvements. No Sis had been linked 
to clinician call back delays 

• The organisation continues to respond positively to COVID 19 
with much of the organisation now returning to BAU 

• The implementation of Steri-7 in a response to staff welfare 
was also noted. 



  Page 2 of 2   
 

 
 
 
Document Information 
 
Author Name: Helen Suddes 
Author Title: Non-Executive Director  
 
Sponsor Name:  
Sponsor Title:  
 
Last Saved: 17.09.20 
Save Location: N:\Board Level Meetings\3.0 Quality Committee\2020\09 November \03 QC Minutes 

DRAFT 12.09.2020 V2.docx2 
 

Word Count:  
 

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] 
 

 
• We remain non-compliant with NHS Pathways licencing, but 

good progress is being made to rectify this.  
• Data presentation continues to be an area of risk for the 

Trust, but good progress is now being made 
• NICE Guidance – There are several pieces of NICE guidance 

where the organisation is not yet compliant. A report has 
been requested by the committee to identify these and the 
potential risk this presents for the organisation.  

• Internal audit reports – The Committee has sought assurance 
around outstanding open items, this is well managed within 
the Trust but not currently shared with the Committee 

 
 

  
 
Number of apologies: 

1 

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

Yes No 

✓   

 
Chair: H Suddes, Non-

Executive Director 
Lead 
Director: Director of Quality and Safety 
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People & Development Committee 
16 September 2020 

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 
 

• Listening to our People 
 

• Health Education England CPD Plan 
 
• Staff Flu Vaccination Plan 2020/21 

 
• Workforce Metrics as at 31/08/2020 

 
• Occupational Health & Wellbeing Assurance Report 

 
• Policy Position 

 
• Board Assurance Framework 

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] 

• Appraisal completion is at 72.5% (Target 85%) 

• Information Governance & Data Security Training compliance is at 82.4%. 
(Target 95%). 
Executive Directors are asked to encourage completion of appraisal and IG 
training  
The deadline to achieve the 95% target for IG training is 30/09/2020. 

• Sickness Absence . 
Absence in August remains above target at 5.77%. Excluding Covid 19 would 
reduce to 5.69%. 
Absence over the last 12 months is at 6.52%. 
 
               
 

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

• The NHS England Assurance best practice management checklist 
for the Flu Immunisation Programme 2020/21, was agreed on behalf of the 
Board and will be published on the Trust Website. 

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

 

• A member of the HR team together with an operational colleague shared 
their experience of Covid Shielding which gave us insight from a personal 
perspective, assurance management actions had been delivered, and some 
learning for the future. 
 

• A comprehensive Flu vaccination plan is in place with the campaign to 
commence on 5th October 2020. 
 

• Occupational Health provided a report of activity undertaken between 
01/01/2020 - 31/08/2020. 
 

• The review of People Policies is on target.  
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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] 

• Appraisal completion remains below target. 
• Information Governance Training is significantly below target. 
• Sickness Absence remains above target. 

Meeting details:   

 
Number of apologies: 

One 

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

Yes No 

   

 
Chair: 

Carolyn Peacock 
Lead 
Director: 

Karen O’Brien 

 

 
 
 

Document Information 
 

Author Name:  

Author Title:  

 
 

Sponsor Name:  

Sponsor Title:  

 
 

Last Saved: 2020-05-21 12:43:00 

Save Location: \\ad.neas.nhs.uk\home$\NEAS\Abbie.Snowball\Desktop\Templates\Summary of Assurances.docx 

Word Count:  
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:   For Information: ✓ 
 

Board of Directors’ Meeting – 24/09/2020 

Report title: Patient Story 

Purpose of report: 
The purpose of the report is to provide the Board with a reflection 
of our service delivery through a patient experience or staff 
perspective, with a view to use these experiences to continually 
improve the services delivered 

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

This paper focusses on the experience of trying to arrange care for 
a non-verbal patient with learning disabilities who later was 
confirmed to have a fractured hip.  

• The patient lives in supported accommodation and the triage 
was conducted with his carers, as he is non-verbal.  

• There were many stages to the process of arranging 
assessment for the patient, and review of each stage found 
errors with many facets of the process. 

• The patient waited more than 12 hours for an ambulance to 
attend and transport him to hospital.  

• The patient, unfortunately, experienced further issues once at 
hospital which resulted in a larger complaint being made to the 
Acute Trust.  

• The Acute Trust in question had an error with their internal 
processes and did not notify NEAS of the concerns relating to 
our management of triage and dispatch of ambulance until 
eight months after the complaint was received. 

  

Issue previously considered by: N/A 

Recommended actions: 
The Board is asked to review this paper and take assurance the 
staff involved used their skills to turn a poor patient experience 
into a positive patient experience and ensured no further 
compromise to patient care.  

Sponsor / approving director: Deputy Director of Quality and Safety  

Report author: 
Hannah Marshall 
Patient Experience Manager, Patient Experience Team 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

 

 

 

Organisational 
Sustainability 

Improving 
Quality & 

Safety 

Workforce 
& Investors 
in People 

Clinical Care 
& Transport 

NHS 111 & 
Clinical 

Assessment 
Service 

Comms & 
Engagement 

  

✓ ✓ ✓     ✓ 
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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 actions of the Patient Experience Team (and wider Trust in 
accepting responsibility and responding to complaint) 
demonstrate all the Trust values and in particular compassion, 
making a difference, striving for excellence and taking 
responsibility.  

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

N/A 

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

Yes No Not Relevant 
    ✓ 

An equality analysis is a review of a policy, function or significant 
service change which establishes whether there is a positive or 
negative impact on particular social groups 

Key considerations Details 

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

Not applicable 

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

Not applicable 

Are any additional resources 
required e.g. staff capacity? Not applicable 

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

Improved patient experience and safety 

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 

Yes No Positive Negative 
✓  ✓  
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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) 

Proactive Reactive Internal External 
✓  ✓  

Bog to be shared vi 

 
  

mailto:publicrelations@neas.nhs.uk
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Board Meeting 
Patient Story 

24 September 2020 
 

As the patient is non-verbal and has significant learning disabilities, his mum (who made the complaint about 
his care) has consented to her son’s experience being used as a Patient Story. The patient will be referred 
to as John (not his real name) to preserve anonymity.  

1. Background 

05 August 2020: The Patient Experience team received a complaint from an Acute Trust, containing details 
of a poor episode of care for John, some of which related to the North East Ambulance Service NHS 
Foundation Trust. Unfortunately, John had this poor experience on 21 December 2019, however, due to an 
error within the Acute Trust they had not notified NEAS of the complaint elements relating to the ambulance 
service.  

The Patient Experience Team quickly made contact with John’s mum, who had raised the complaint, to 
understand the concerns.  

• John’s mum highlighted that John had significant learning disabilities and was non-verbal but lived 
well in supported accommodation where he was mobile and cared for by a team of carers.  

• Early morning on 21 December 2019 John’s carers found him unable to mobilise, unable to weight-
bear on one leg, and in pain. John was not able to tell his carers whether he had suffered a fall, or 
what his injury or level of pain was.  

• John’s carers contacted NEAS for assessment but met several barriers to triage as John was non-
verbal and not able to articulate what had happened or what his injury was.  

• John’s mother was alerted to John’s condition by his carers and travelled to be with John. As they 
waited for an ambulance to arrive John became increasingly distressed, was in what appeared to be 
severe pain, and had been doubly incontinent (which was normal for him) but due to his discomfort 
would not allow carers to change his incontinence pads, resulting in him becoming more distressed.  

• John had reverted to a position he adopted since being a child of sitting cross-legged, which his mum 
explained allows him to rock and this is self-soothing to John.  

• John waited more than 12 hours for an ambulance to arrive to assess him, where he was taken to 
hospital for definitive diagnosis of his injury (a hip fracture). 

• John’s mum was very passionate about NEAS learning from John’s experience to try to safeguard 
other non-verbal patients and those with learning disabilities from having a similar poor experience in 
future. She felt that the triage process was not suited to those who were not neurotypical or those 
who could not express their injuries. John’s mum stated that the triage was like a ‘crib sheet’ and 
described her son as, “in a very sorry state” by the time NEAS arrived.  
 

2. Action Taken Initially: 
• The Patient Safety Team submitted a patient safety incident about John’s care.  
• The incident was taken to SEACARE (NEAS’ internal incident review group for incidents where harm 

may have been caused to patients) for review.  
• The Patient Experience Manager made contact with John’s mum to apologise for the delay she had 

experienced in getting a response to her complaint, advising that NEAS had only received it in August 
2020. John’s mum was offered some initial information about John’s case: it was clear from cursory 
review of call records that John had waited more than 12 hours for assistance from the first call, and 
the Patient Experience Manager apologised sincerely for this, and explained that a full investigation 
would be conducted to find out what had gone so wrong, and how we might do better in future.  
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3. Timeline of Events: 
 

• 04:08 John’s carers contacted 111. As John was non-verbal and his potential injury could not be 
clarified, the call was passed to a Clinician to triage further. This should have been a warm-transfer, 
but no Clinicians were available, so instead a Clinician would call back as soon as possible.  

• Shift Coordinator reviewed John’s case notes and determined he could be placed in a queue to be 
called back within one hour.  

• 07:44 a nurse called John’s carers. As John was sitting cross-legged the nurse believed he was 
unlikely to have a hip fracture and passed his case to the Clinical Assessment Service to call back 
and arrange a home visit.  

• 08:34 an Advanced Practitioner contacted John’s carers. They determined that a home visit would 
not be able to diagnose whether there was a fracture, and that an ambulance was required.  

• 08:35 Category 3 ambulance requested (aiming to arrive within two hours). 
• 13:38 Call-back attempted to explain how busy the service was. Answerphone message left with 

worsening advice.  
• 14:05 John’s carers called back, asked where ambulance was.  
• 14.21 John’s ambulance response was upgraded to a category 2 (aiming to arrive within 18 minutes 

or no longer than 40 minutes on 90% of occasions). 
• 16:27 Ambulance arrived on scene. 
• 17:00 Ambulance left scene to take John to hospital.  
• 17:34 Ambulance arrived at hospital. 

 
4. What Went Wrong: 

When looking at the episode of care for John, disappointingly, there were many compounding errors. The 
Trust’s response was wholly inadequate and unacceptable, especially when considering John’s vulnerability 
in having a learning disability and not being able to understand what was happening or why help was delayed. 
In summary: 

• When the triage was not able to be completed, the call was not able to be warm-transferred 
immediately to a clinician.  

• The clinician call-back arranged for John was not the highest priority call-back, which it should have 
been given the inability for the triage to be completed with a Health Advisor on the initial 999 call.  

• It took over three hours for a clinician to call back after receiving the first 999 call, when a call-back 
should have happened within one hour.  

• The clinician who made the first call-back should have arranged an emergency ambulance, but 
instead requested a clinician from the Clinical Assessment Service to call back to arrange a home 
visit. A home visit would only add delay as a visiting clinician would not be able to make a diagnosis.  

• We arranged a two-hour ambulance response following the call from the Clinical Assessment 
Service, but more than five hours later John’s carers had to call back as the ambulance had still not 
arrived.  

• We then arranged an 18-minute response, but this took more than two hours to arrive.  

• There was an opportunity to allocate an emergency ambulance to John which may have arrived 
approximately 16 minutes earlier than the crew which attended.  

• In total from the first 999 call received at 04:08 John waited more than 12 hours for an ambulance to 
arrive to assess him.  
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5. What Went Right: 

The Advanced Practitioner contacted John’s carers within the agreed timeframe (one hour) and recognised 
that an emergency ambulance crew would be necessary to transport John to hospital for a definitive diagnosis 
of his injury.  

John’s mum was very impressed with the attending ambulance crew, who she felt treated John with 
compassion and were very attentive.  

The Patient Experience Manager agreed to contact John’s mum to discuss the findings of his case before 
sending the written response, and this provided an opportunity to offer more explanation and answer John’s 
mum’s questions.  

6. Learning for NEAS: 

John’s case is included in the Trust-wide Patient Safety and Patient Experience Learning Bulletin for 
September 2020 to highlight the learning for all Trust staff.  

• Patients who are non-verbal and/or with learning disabilities may not be able to be triaged by a Health 
Advisor: When looking at the care arranged for John, it was clear that a triage by a Health Advisor 
using NHS Pathways would not be appropriate as John would not be able to answer the questions, 
and his carers would not know the answers on his behalf as they had not witnessed the cause of 
injury. Our NHS Pathways training team will use John’s case in training for both clinicians and non-
clinicians to compliment training around patients who require reasonable adjustments. They have also 
added information to their training newsletter since this incident around understanding and making 
reasonable adjustments for patients with learning disabilities, released in the July 2020 newsletter.  

• Patients with learning disabilities may present in non-typical ways: The Nurse who initially called 
John’s carers to complete his 999 triage was distracted by the fact he could cross his legs, which was 
interpreted as being unlikely to represent a hip fracture. Sitting cross-legged is John’s self-soothing 
behaviour which he may revert to for comfort, however, this non-typical presentation was not factored 
into the assessment fully.  

• A lower threshold of risk is needed for patients with learning disabilities: lower threshold of risk is 
required especially if the patient is unable to articulate their symptoms or cause of injury.  

• Clinical Audit Team starting audit programme around cognitive impairment, pain assessment and 
management: the findings should guide which pain assessment tool may be most useful for patients 
with cognitive impairment going forward.  

• Complaints involving patients with learning disabilities continue to be monitored: the Patient 
Experience Team monitor complaints to ensure that any themes are addressed and opportunities 
for improvements or reasonable adjustments are recognised.  

 
7. Assurances: 

 
The Board can take assurance from the management of this complaint that NEAS are offering a 
personalised and heartfelt apology when things go wrong, as well as a transparent and full explanation of 
events. Learning has been swiftly identified and implemented as above.  

 
Document Information 
Author Name: Hannah Marshall  
Author Title: Patient Experience Manager 

 
Sponsor Name: Debra Stephen  
Sponsor Title: Deputy Director of Quality and Safety 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors – 24th September 2020  
Report title:  Quality Dashboard – August 2020 

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.  

 

This report covers a rolling 12 month period up to 31st August 2020. The Friends 
and Family data, whilst not showing on the dashboard is now available for 
Emergency services – see and convey and see and treat and for 111 hear and 
treat. Scheduled care services reporting is not available for this dashboard.  

 

Activity in August 2020: 

Call volumes offered 111 – 111,863 
Call volumes Answered 111 – 79,094 
Call volumes offered 999 – 40,621 
Call volumes Answered 999 – 40,336 
 
Hear and treat - 7.03% (2,552) 
See and treat – 28.62% (10,391) 
See and Convey to ED - 56.14% (20,383)  
See and Convey to Non-ED – 8.21% (2,982)  
See & Convey total – 64.35% (23,365) 
 
Ambulance dispatch – 33,756 (Incident demand) 
 
Key areas to highlight:  
Safe domain 

 Patient Safety Incidents: 

 
The total number of patient safety incidents reported in August 2020 was 194. 
This is an increase of 1 case when compared to August 2019 where 193 cases 
were reported. 
 
The top 3 causes of incidents reported in August 2020 are: 111 Triage, 999 Triage 
and NEAS Treatment or Procedure Issue. 
 

1) 111 Triage: The highest category of patient safety incidents reported is 
111 Triage. There has been a 33% decrease of incidents reported within 
this category; reducing to a total of 32 cases submitted in August 
compared to 48 for the previous month.  
 

2) 999 Triage: There has been an 18% increase of incidents reported within 
this category; rising to 26 cases submitted compared with from 22 cases 
for the previous month. 
 

3) NEAS Treatment or Procedure Issue: There has been a 21% decrease 
of incidents reported within this category; reducing to 26 cases submitted 
in August compared to 33 for the previous month.  

 
 
Incidents Open Over 28 Days:  
 
The total number of patient safety incidents, excluding serious incidents, open 
over 28 days for August 2020 is 106; this is 14 more than the previous month 
and represents a 15% increase. The challenge to oversee and support safe 
closure of incidents by the patient safety team is recognised and work is in 



 Page 2 of 6  

progress to increase the visibility of open incidents with respective service lines, 
to support operational managers with this. 
 
 
Duty of Candour  
 
Duty of Candour compliance for August 2020 = 100%  
 
 
Serious Incident’s 
 
There were 2 Serious Incidents declared during August 2020. A brief summary 
is provided below: 
 
 
1) On the 27th July 2020 in the early hours, a 999 call was received for a 70-

year-old male who reported symptoms of breathlessness. The call was 
triaged as a Category 2 and the crew arrived on scene 23 minutes later. 

The responding ambulance crew experienced difficulties locating the 
patients address and gaining entry to the property, which was a flat within a 
communal building.   

 The Fire Brigade were requested to gain access to the property, however it 
took time to gain access to the property. Sadly the patient was 
unresponsive and not breathing and despite best efforts to resuscitate the 
patient they died at the scene.  

2) On the 29th December 2019, a 999 call was received for a 71-year-old 
female who was reported as experiencing symptoms of a stroke. The 
patient was described as conscious and breathing, had slurred speech and 
was lying on the on the floor, unable to mobilise.  
 
The call was triaged as a Category 2 response, however, the Trust were 
under significant demand at the time of the call and a delay dispatching a 
resource subsequently occurred and the crew arrived on scene 1 hour 46 
minutes.  
 
The patient was conveyed by emergency transfer to a specialist stoke ward  
where she was diagnosed as having sustained a stroke resulting with life 
changing/debilitating symptoms. Awareness of the incident occurred 
through the complaints process after concerns were raised by the patient’s 
husband in August, due to the extent of the delay and the potential negative 
impact that this had on his wife’s condition and recovery. 
 

 
We have reported 7 SI’s between April – August 2020.  

 

Non Patient Safety Incidents   
 

• Violence Assault and Aggression remain the highest reported – 67 
incidents, a slight decrease from the previous month (72). 

 
There were 13 of these incidents reported at moderate harm and verbal abuse 
and intimidating behaviour being the highest reported type (29)  
 
Patient factors continue to be drugs, alcohol flowed by patients with mental 
health issues.  
 
Reports relate to incidents between 6pm – 6am. 
 

• Vehicle Incident – 31 Incidents, which is the same as the previous 
month 

 
All incidents are graded No Harm (N= 29), Low Harm (N=2), with vehicle 
reversing or a manoeuvre being the highest causes with many (10) occurring 
between 12pm – 6pm. 
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• Equipment Incidents – 33 incidents, which is the same as the previous 
month 

 
Predominant cause is lack of availability of equipment (11) and equipment 
failure (17) – Blood glucose monitoring machines, broken keys and damaged 
controlled drug vials are reported this month. 
 
There were 3 incidents identified as moderate harm, however these should be 
downgraded.  
 
The times of reporting are between 6pm – 12am and 12 pm - 
6pm. 
 
 
Safeguarding  
 
There has been a slight decrease in the number of referrals made in August (-
36) in comparison to July, however the figure still shows an increase in referrals 
from the same period last year.  
 
The majority of referrals for adults remain around concerns for assessment of 
need, whilst child at risk and child early help referrals are virtually equal in 
numbers this month. 25.3% of all referrals made this month have been as a 
result of safeguarding concerns.  
 
All multi agency meetings continue virtually with NEAS attendance ensuring 
compliance with our statutory duties. Independent review of a case open to 
Safeguarding Adult Review processes has highlighted good practice from a 
NEAS perspective.  
 
Tragically, there were 5 child deaths in August which required submission of 
reports and the Trust was represented at Joint Agency Review meetings by the 
Safeguarding team.   
 
Responsive domain  
 
Patient Experience 
 

• During August 2020 the Trust received only 17 complaints, which is 
46% fewer than in August 2019. 

• Complaints reduced from 25 received in July 2020.  
• 100% of complaints were acknowledged within 3 days, as per the 

legislative requirement. The acknowledgement rate is 100% for the 
financial year so far. 

• 99.1% of complaint responses YTD were within the agreed timeframe. 
• The average days to respond to a complaint was 35, with the maximum 

response 99 days (one complaint which was extended due to COVID-
19 and agreed with the complainant who preferred to extend the 
deadline to ensure a staff account could be taken). 

• Staff Attitude and Timeliness of Response were the top complaint types 
in August 2020 (6 complaints each).  

• There has been one reopened complaint and no PHSO cases.   
• 74 appreciations have been logged on this month’s dashboard, on par 

with the previous 12-month average of 75. 
• Friends and Family Test results are now available (excluding schedules 

care as follows:  

 
999 See and Convey – 269 responses, good 93.3%, poor 4.1% (online only 
responses)  
 
999 See and Treat – 5 responses, 100% good (only online responses) 
  
111 - 79 responses, 88.6% good, 2.5% poor (online only responses) 
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Effectiveness domain 
 
Clinical practice  
 
Infection Prevention and Control 
 
Clinical Care Managers (CCM’s) are reporting crew having excellent hand 
hygiene, being bare below the elbow and having alcohol gel as well as using 
glove and aprons correctly.   
 
CCM’s had completed 118 observational audits in August with excellent results 
as follows: 
 

Intravenous cannulation –  (20 staff) 100% 
Bare below the elbows – (118 staff) 98% 
Hand gel (118) – 99% 
Hand hygiene (118 staff) 99%  
PPE gloves (119 staff) 97% 
PPE Aprons (110 staff) 97% 
 

Daily Vehicle cleaning compliance is 86% for unscheduled care, though a review 
of data quality is underway. 
 
Medicines Management  
 
There are no specific issues to highlight in this report.  
 
 
Assurances 

• Patient safety incident reporting has been sustained despite 
responding to Covid -19 

• Duty of Candour compliance is 100%  
• No patient safety incidents closed in August were categorized 

as moderate harm or above 
• Moderate harm and over incidents closed YTD 0.6%  
• 100% of complaints acknowledged within 3 days and 100% 

responses were within agreed timescales 
• Excellent Friends and Family results 
• IPC practice audits have recommenced with excellence 

compliance 
 
Risks 
 

• 2 Serious incidents reported in August, year to date = 7 
• Incidents open beyond 28 days do not currently meet the 85% 

standard 
• Compliance with daily vehicle cleaning, whilst improving is at 

86% for unscheduled care, reporting is being developed for 
scheduled care  (though may be data quality issue)  

  
 
In summary 
 
It is noted that patient safety incident reporting has continued to be sustained 
during the pandemic, with frontline staff continuing to report incidents despite the 
current challenges.  
 
There has been 2 SI’s reported in August, which is a total of 7 reported year to 
date. It is noted that one of the SI’s occurred in December 2019. 
 
Sadly violence, assault and aggression continues as the highest volume of non- 
patient safety incidents reported.  
 
Positive feedback from patients using the service is noted through appreciations 
and Friends and Family data. 
 
IPC practice audits have restarted, with excellent compliance noted.  
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Issue previously considered by: 
Clinical 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 note the assurances 
and risks identified. 

Sponsor / approving director: Director of Quality, Patient Safety, Innovation and Improvement  

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 

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 

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 
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or increased productivity 
opportunities? 

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 
 Poor compliance with IPC requirements in response to covid -19 may put 

patients and staff at risk of transmission and illness   
 

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


Top 10 Incident Causes (Aug-2020) Patient Safety Non Patient Safety Total % of Total + / - Last Month

Violence/Assault/Aggression 0 67 67 14.6%

Equipment Issue 0 33 33 7.2%

111 Triage 32 0 32 7.0%

Vehicle Incident 0 31 31 6.7%

999 Triage 27 0 27 5.9%

NEAS Treatment Or Procedure Issue 26 0 26 5.7%

Access, Admission, Delay, Transfer, Discharge 24 0 24 5.2%

Enviromental Factors 1 19 20 4.3%

Information, Instruction, Training, Supervision 0 20 20 4.3%

Slips, Trips And Falls 13 6 19 4.1%

Total 123 176 299 65.0%

Service Line (Aug-2020) Patient Safety Non Patient Safety Total % of Total + / - Last Month

Emergency Care 60 207 267 58.0%

Operations Centre 95 22 117 25.4%

Patient Transport Service 21 20 41 8.9%

Unknown 4 7 11 2.4%

Support Services 5 5 10 2.2%

External/Other 9 0 9 2.0%

Emergency Care HART 0 5 5 1.1%

Total 194 266 460 100.0%

% of Closed Patient Safety Incs * Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 YTD

LowHarm/No Harm/Near Miss% 98.2% 97.8% 97.1% 99.5% 98.1% 97.2% 98.8% 95.5% 100.0% 99.3% 99.3% 98.6% 100.0% 99.4%

Mod Harm/Severe Harm/Death % 1.8% 2.2% 2.9% 0.5% 1.9% 2.8% 1.2% 4.5% 0.0% 0.7% 0.7% 1.4% 0.0% 0.6%

* Excludes incidents where harm not related to NEAS

Deaths

No Incidents have been closed as 'Actual 
Harm' Death during this period

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 Sep 2020 - 23:50:07

Quality Dashboard  -  Aug-2020



Top Reported Nature Of Abuse (Adult - Current 
Month) Cases

% of Adult 
Total

Adult - General Welfare 789 80.0%

Adult - Mental Health Issues 56 5.7%

Adult - Neglect Or Acts Of Omission 40 4.1%

Adult - Self-Neglect 32 3.2%

Adult - Domestic Violence Or Abuse 21 2.1%

Total 938 95.1%

Top Reported Nature Of Abuse (Child - Current 
Month) Cases

% of Child 
Total

Child - Child Early Help 137 50.2%

Child - Neglect 61 22.3%

Child - Self-Harm 20 7.3%

Child - Mental Health Issues 17 6.2%

Child - Physical Abuse 14 5.1%

Total 249 91.2%

Friends and Family Test - One Month in Arrears

Friends and Family testing has moved to a new system from 
February 2020.
This reporting is currently being distributed by Mark Johns until a 
supporting datamart is set up

Complaints Appreciations

Service Line (Aug-
2020) Complaints % of Total

+ / - Last 
Month Appreciations % of Total

+ / - Last 
Month

Emergency Care 6 35.3% 55 74.3%

EC HART 0 0.0% 0 0.0%

External/Other 0 0.0% 4 5.4%

Operations Centre 11 64.7% 6 8.1%

PTS 0 0.0% 7 9.5%

Support Services 0 0.0% 0 0.0%

Unknown 0 0.0% 2 2.7%

Total 17 100.0% 74 100.0%

% Complaints Completed <= agreed date

Service Line (Aug-2020) % of Total

Emergency Care 100.0%

Operations Centre 100.0%

PTS 100.0%

Total 100.0%

Appreciations 82 83 100 77 75 76 89 61 64 50 64 96 74 348

Complaints/Appreciations Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 YTD Trend

Number of Complaints 37 46 41 47 36 39 35 29 11 17 24 25 17 94

Acknowledged <= 3 days 37 46 41 47 35 39 35 29 11 17 24 25 17 94

% Acknowledged <= 3 days 100.0% 100.0% 100.0% 100.0% 97.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

1 Extension agreed 2 3 3 5 1 2 0 2 0 0 1 3 0 4

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

Out of Time 2 2 3 2 0 1 0 0 0 0 0 0 0 0

Avg Days to Respond 22 30 27 36 29 28 37 28 28 23 27 34 35 31

Minimum Days to Respond 2 2 2 2 2 3 10 4 1 3 5 5 6 1

Maximum Days to Respond 55 96 65 110 62 58 93 57 61 42 95 62 99 99

% Completed <= agreed date 94.6% 93.3% 97.7% 93.9% 89.7% 100.0% 98.1% 100.0% 97.1% 100.0% 100.0% 100.0% 100.0% 99.1%

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 07 Sep 2020 - 23:50:07

Quality Dashboard  -  Aug-2020
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CATEGORY OF PAPER 
Specific action required:  Provides Assurance: ✓ For Information: ✓ 

 

Board of Directors’ Meeting - 24th September 2020 

Report title: Medical Directorate Dashboard 

 
 

 

Provide an overview of the national ambulance clinical quality 
performance indicator compliance, as well as the work of the clinical care 
teams within the 
medical directorate. 

 
This report combines the work of the clinical care teams within the 
Medical Directorate. Included in this month’s papers: 

 Ambulance clinical quality indicators 
 Clinical audit programme 
 Learning from deaths 

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) 

NICE guidelines 

NHS Pathways: Health 

advisor NHS Pathways: 

Clinicians 

Research & development 
 Paramedic pathfinder 
 Trauma 
 Statistical process control charts are used to measure compliance and 

performance. A key has been used to demonstrate and explain what the 
chart is showing. 

Issue previously considered by: Clinical advisory cell. 

Recommended actions: None. 

Sponsor / approving director: Medical Director 

Report author: 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) 

 
Pride 

 

Strive for 
excellence 

 
Respect 

 

Compassion 

Take 
responsibility 

& be 

Make a 
difference – 
day in & day 

(Please explain how this paper supports the application of 
the Trust’s values in practice) 

    accountable out 

  
✓ 

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

None. 

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: 

None. 

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? 

 

None. 

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

 

 

Patients who receive the complete care bundles are associated with 
improved clinical 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) 

 

 

 

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 
    

 

mailto:publicrelations@neas.nhs.uk
mailto:publicrelations@neas.nhs.uk


Page 3 of 3  

 



 

August 2020 

 

 

 

Medical Directorate Clinical 
Care Team Update 

Clinical Quality Governance Group     
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Introduction  
____________________________________________________ 
   

This document combines the work of the clinical care teams within the Medical Directorate. 

Included in this month’s papers: 

Ambulance clinical quality indicators 

Clinical audit programme 

Learning from deaths 

NICE guidelines 

NHS Pathways: Health advisor 

NHS Pathways: Clinicians 

Research & development  

Paramedic pathfinder 

Trauma  

 

Statistical process control charts are used to measure compliance and performance. A key has 

been used to demonstrate and explain what the chart is showing.  
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Ambulance Clinical Quality Indicators 
____________________________________________________ 
 

ACQI Result SPC 

Return of spontaneous circulation  32.9% 
 

Return of spontaneous circulation (Utstein)  47.8% 
 

Survival to discharge 4.3% 
 

Survival to discharge (Utstein)  11.8% 
 

Sepsis care bundle 85.7% 
 

Stroke care bundle - - 
STEMI care bundle - - 
Post-ROSC care bundle  - - 

STEMI timing (average call to hospital) 02:23 
 

Stroke timing (average call to hospital) 01:45 
 

 

Summary 

 The data above represents the nationally submitted data for December 2019 which was delayed due to 

COVID-19.  

Assurances  

 When applying the local sepsis screening tool and care bundle, performance increases to 86.4%.  

 Despite the increase in job cycle times for stroke patients, the care bundle was not affected with 99.6% 

of patients receiving the care bundle.  

 NEAS remains the highest performing Trust for matching stroke patients for the SSNAP.  

Risks identified  

 Special cause variation was identified for the stoke average call to hospital timing and this reflect the C2 

performance during this period.  

 There were 10 patients that we were not able to match outcomes for and this is due to hospitals not 

providing this information to NEAS. We have raised with NHS England that this information is captured 

and should be returned to us to improve consistency and accuracy of reporting, this is ongoing.   
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 The STEMI timing based on the MINAP submission information is not accurate. MINAP only identified 

56/105 patients that we attended. This is a national issue and relies on the hospital entering their data 

in a timely manner.  

Items for escalation 

 The ambulance scorecard RAG rating should be interpreted with caution. The STEMI average call to 

hospital times are not accurate and do not reflect local practice.  

 Informatics are currently developing a clinical effectiveness dashboard which will allow us to report the 

previous months ACQI information which will reflect contemporaneous performance. The national 

performance could then be reported via the ambulance scorecard when the data is available 4-6 

months later.   
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Clinical Audit Programme 
____________________________________________________ 
 

Clinical Audit Reports 

 None included this month.   

Summary 

 There were 20 clinical audit projects identified for the clinical care team on the Trust programme. 7 of 

the are the nationally reported ACQI which are continuous throughout the year.  5 of the projects are 

ongoing and 3 are on track to be completed at the end of September. There is an informatics request 

outstanding for 1 project.  

 There have been 6 local audit projects approved and 1 of these has been completed and the remaining 

5 are ongoing. The local audit projects are being undertaken by operational staff.   

 Testing is complete for the Ulysses audit module, there are some system changes that need to be 

made and then this can be rolled out. The system changes required are dependent on the Ulysses 

team and not the clinical audit team.  

Assurances  

 Despite the interruption of COVID-19 we have maintained national reporting for ACQIs.   

 There has been an increase in requests from operational staff to complete audit projects.  

Risks identified  

 There is a risk of not achieving all the clinical audit projects due to 4 months being lost to COVID and 

staffing within the clinical audit team from December onwards. This will be evaluated at the end of 

quarter 2 and an update provided.    

Items for escalation 

 Please note the risk to completing the clinical audits aspects of Trust programme.  

Further information 

[https://ulysses.neasft.uk/auditcase/audit/Sg30.aspx?sid=427F49DD41ACCA4920846BD88AB066E2CC0C

9FFCF55ECF03#] 
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Learning from Deaths 
____________________________________________________ 
Quarter 1 2020/21summary 
  

 
Attendances – total cardiac arrests attended. Deaths – total that died. Crew CPR –resus attempted by NEAS. Stage 1 or 2 –reviews completed.  

 
Stage 1 inclusion criteria 

Summary 

 All deaths are reviewed the next working day by paramedic clinical auditors.  
 Total deaths are returning to expected figures following COVID019. Despite the increase in deaths 

attended in April and May, the number of patients with resuscitation attempted remained consistent.  
 Patients that die under the care of NEAS are separated into 5 different phases. We learnt that patients 

dying before ambulance arrival or whilst the crew were on scene account for most of these criteria. 
 Improvements in operational performance correlated with a reduction in C1/C2 response delays and 

patients dying within our care whilst waiting for an ambulance response.  
 We identified variation around the management of drug overdose cardiac arrests, the management of 

patients with a DNACPR who also a reversible cause for the cardiac arrest and patients who have 
compromised airways. We have agreed a standard of care expected by NEAS and will be creating local 
guidelines. In addition to this we will challenge national guidelines with the evidence we have collated.  

 1 incident was subsequently reported as a serious untoward incident and the learning from this is linked 
to the changes we are making to local guidelines.  

Assurances  

 We reviewed all the cases between Jan – Jun 2020 where we have identified clinical concerns and 
learnt that there is no themes or trends identified between these cases. This analysis included both 
clinical and operational aspects of care and will be submitted as a paper for journal publication.  

 We have seen an increase in the naloxone administration for drug overdose cardiac arrests.  
 When patients are dying in our care there has been no significant learning identified, this suggests that 

triage, dispatch and clinical care is safe and accurate.  
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Risks identified  

 We identified that the skill level for staff is not always accurate and will ensure this is amended for 
ePCR version 2 implementation.  

Items for escalation 

 The chair agreed that rather than reviewing all patients that die in the care of NEAS we will now monitor 
the frequency by phase of care and instead start reviewing patients who attend hospital alive but 
subsequently die shortly after handover. We anticipate that reviewing the care of patients before they 
die may help prevent future deaths.  

Further information 

https://neasft.sharepoint.com/sites/MedicalDirectorate/SitePages/Learning-from-deaths--lessons-learnt.aspx 
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NICE Guidelines 
____________________________________________________ 
 

NICE Guidelines  
Awaiting Baseline 

Assessment 
Relevant Compliant 

344 22 76 45 
 

 

Summary 

 Information here 
 An action plan will be presented in September to Clinical Quality Development Forum to review the 

outstanding actions for guidance that we are non-compliant with a view to making recommendations for 
outcomes to the Clinical Quality Governance Group.  

 The implementation of best practice policy is currently being reviewed and updated to ensure there are 
robust processes and current practice is reflected within this policy.  

Assurances  

 All non-compliant guidelines have an action listed.  

Risks identified  

 None identified. 

Items for escalation 

 None identified. 

Further information 

https://neasft.sharepoint.com/sites/MedicalDirectorate/Lists/NICE%20Guidelines/AllItems.aspx 
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NHS Pathways: Health Advisor 
____________________________________________________ 

 

    

 

 

  

Summary 

 The data presented is based on July 2020 audits for both 999 and 111 skillsets.  
 To achieve full compliance in a call triaged through NHS Pathways a score of 86% and above needs to 

be achieved. 
 251 Health Advisors (HA’s) were audited of which 53.4% fully achieved all their calls, 32.7% achieved 

all bar one call and 13.9% failed 2 or more of their calls. Overall pass rate for July is 86.1% 
 813 calls were audited of which 78% achieved a score of 86% or more 
 71 calls achieved a score of 100% (or equivalent for the Low Acuity Audits) 
o Financial year to date, 4960 calls have been audited of which 78.4% achieved a score of 86% or more 
o 8.6% or 426 calls audited have achieved a score of 100% (or equivalent for Pathways Lite)  
o 285 performance plans have been actioned so far with 96.5% of plans being successfully completed. 
o 44 calls have been appealed (0.9% of total calls audited) of which 0.1% have had their initial score 

overturned to a compliant call 

Assurances  

 Assurances can be provided through the significant proportion of Health Advisors who have achieved 
compliance, those who have not are being supported and monitored through the Call Auditing 
Performance Management Framework  

Risks identified  

 We are currently non-compliant with the NHS Pathways end user license agreement which is listed on 
the organisational risk register – 409. This is temporary and was due to the additional staff that were 
recruited during COVID-19 to help with operational pressures requiring audits in addition to the core 
workforce. 
 

Items for escalation 

 None identified.  

0
50

100
150
200
250

Stg 1
Coaching
Session

Stg 2
Coaching

Plan

Stg 3
Training

Stg 4
CAP1

Stg 5
CAP2

Stg 6
CAP3

Call Audit Performance Management 
Framework

ACQI Result SPC 

Call pass performance  78%  

Health advisor pass performance   86.1%  

 

90% 

Average score 
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NHS Pathways: Clinicians 
____________________________________________________ 

 
 

 

 

 

Summary 

 The data presented is based on July 2020 audits for the NHS Pathways Clinicians. 
 At the time of the report there were 72 NEAS clinicians in establishment, and 31 agency clinicians doing 

shifts in the EOC. 
 There were 77 clinicians audited in July, 56 NEAS staff and 21 agency staff.  16 NEAS clinicians were 

not audited due to sickness, annual leave, training, maternity or secondment. 
 Each clinician had between 1 to 4 calls audited, depending on shift pattern, annual leave or sickness. 
 There were 283 calls audited, of which 266 achieved a score of 86% or above. 
 The average score for all calls was 94.8%. 
 74 out of 77 (96.1%) of the clinicians audited were compliant in their audits, failing no more than one of 

their calls.  The three staff who were non-compliant comprised of 2 NEAS clinicians and 1 agency 
clinician.  This means that 54 out of 56 (96.4%) of NEAS clinicians were compliant with their audits, as 
well as 20 out of 21 (95%) of the agency clinicians. 

  
Assurances  

 96.1% of clinicians audited were compliant, with the average score for all calls being 94.8%, well above 
the national benchmark of 86%. 

Risks identified  

 We are currently non-compliant with the NHS Pathways end user license agreement which is listed on 
the organisational risk register – 410. This is due to vacancies within the clinical call audit team. We are 
working with EOC and exploring the implication of moving the MTS may have on this risk. 

Items for escalation 

 None identified. 

 

  

ACQI Result SPC 

Call pass performance  93.9%  
Clinician pass performance   96.1% 

 

 

98% 

Average score 
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Paramedic Pathfinder 
____________________________________________________ 
 

 

% of See and Treat in 
June 

England Average YTD 
NEAS Previous Year 

average 

31.3% 33.8%   

 

Pathways 
Pathways in 
development 

Pathfinder trained  Utilisation  

100 10 97% 87% 

 

Summary 

 Pathfinder is an effective and safe clinical decision-making support tool designed to help identify when a 
patient is suitable for referral to an alternative care provider. 

 Pathfinder training formed part of the NEAS essential annual training (EAT) for the year 2019/20 and all 
Paramedics and Advanced Technicians who have completed their EAT have been trained in Pathfinder.  

 Following the introduction of Pathfinder into all operational areas of the NEAS footprint, the Urgent Care 
Pathways Development (UCPD)Team continues to work collaboratively with external stakeholders and 
partners to develop additional referral pathways for NEAS clinicians to utilise. 

Assurances  

 With the constant cycle of change throughout the wider NHS, the UCPD team will continue to work with 
our partners in the NHS north east locality to ensure that our patients receive the right care, in the right 
place, at the right time delivering safe care closer to home. 

Risks identified  

 The teams current funding runs out at the end of March 2021, with uncertainty around the long-term 
security of the team as part of ‘business as usual’ within the organisation. 

 Data reports from the Pathfinder project have been limited, with on-going internal reporting issues 
arising from the internal Pathfinder app. This is having a significant impact on the team’s ability to 
provide accurate data both internally and externally on accepted and refused referrals by external care 
providers.  

Items for escalation 

 None identified.  
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance: ✓ For Information:   

 
Trust Board – 24/09/2020 

Report title: Integrated Quality & Performance Draft Report (IQPR) – August 2020 

Purpose of report: To provide the Quality Committee with an overview of key performance metrics 
for August 2020. 

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 time performance has increased month on month from June 
across all categories, with only C1 and C4 targets achieved for August. 
This is linked to a reduction in vehicle hours and increasing handover 
delays. 

• See and Treat continues to show a positive comparison against 
historical performance of +3%, although this is continuing to reduce, 
with increases also reported for Hear and Treat. NEAS conveyance 
rate remains the highest nationally. 

• Increases in calls offered to 111 has increased by 15.09% compared to 
last year, resulting in increases in call abandonment. Increases have 
also been reported nationally and it is not believed that the impact of 
the Talk Before You Walk pilot has yet been realised. 

• The number of clinical callbacks completed in 10 minutes continues to 
show improved performance compared to 2019/20 data, however 
remains below the 50% target.  

• The proportion of 111 calls with clinical input has reduced further to 
below 30%. This has been impacted by clinical activity for Out of Hours 
Speak to Primary Care call backs being undertaken by OOH providers 
as part of Talk Before You Walk, along with the continuation of the 
national CAS picking up covid clinical assessments.  

• All Scheduled Care KPIs continue to be achieved.  
• Sickness for August MTD has increased to 5.77% and while above the 

Trust 5% target reflects an improvement against August last year 
• Statutory and Mandatory training compliance target has been achieved, 

supported by the reintroduction within operations. Appraisal compliance 
continues to fall below the 85% target at 73.45% for August 2020. 

Issue previously considered by:  

Recommended actions: Board members are asked to note monthly performance for August 2020.  

Sponsor / approving director: Kevin Scollay, Director of Finance and Contracting  

Report author: Hannah Winney, Planning and Performance 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 

  
✓  ✓   
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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.)  

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? 

No financial penalties are currently in place for achievement of performance 
targets. 

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.  

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)? 

Yes No Positive Negative 

 ✓   
Proactive Reactive Internal External 
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(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) 
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PTS - On 
Time 
Arrival 
Time  %

The percentage of completed same day booking has remained above the moving average for 
11 consecutive months. In comparison to 2019, rates are up by 5.1% on August 2019. 

NarrativeGraphIndicator

PTS - Collection within 
60 Mins

See & Convey - non 
ED%

The percentage of patients collected in 60 minutes has remained above the upper control 
limit, although is reducing as the volume of journeys completed continues to increase month 

on month, toward pre-Covid-19 levels. 

Conveyance rates to non-ED have continued to reduce and are currently 1.83% below the 
moving mean. Although total conveyance rates are currently 2.73% below the moving mean.

PTS arrivals on time has continued to increase from April 2020 and is 6.6% above the 
2019/20 fiscal year mean.

Completed Journeys - 
Same Day

1. SPC Summary



Unscheduled Care
• All response categories for August 2020 show an improvement against August 2019. However, performance has reduced across all categories in August for the second 

consecutive month, following a reduction of vehicle hours and increasing handover delays at NSECH & James Cook. Nevertheless, performance against the C1 targets have 
consistently been achieved, and C4 performance continues to be maintained.

• Ambulance demand for August shows a 2.5% increase compared to the same month last year, with continued high demand in Sunderl and (+7.6%) and South Tyneside 
(6.9%).

• Hear & Treat rates increased to 7% in August, raising 1.3% on the previous month. Whereas, See & Treat rates reduced by 1.9% to 28.6%, continuing to reduce month on 
month from the peak seen in April at 38.3%. See & Convey outcomes increased 0.7% from July 2020, although they are currently 8.1% down YTD on the same period last 
year. The NEAS benchmark position remains the highest reported nationally.

• The average turnaround time for August 2020 remained unchanged from July 2020, despite a 2% increase in hospital arrivals. Th is was supported by further improvements 
in handover to clear times, aided by the continuation of the performance review desk in dispatch. 

• Hospital handover times at James Cook increased for the fifth consecutive month, with the average handover increasing to 27 m inutes 21 seconds, against the 15 minute 
target . This resulted in 175 operational hours lost across the month at this single site. 

111
• 111 Call demand increased by 15.09% on August 2019, with South Tyneside reporting the highest increase on the previous month for triaged calls. This increased pressure 

on the service has also led to increases in call abandonment, along with reduced call answer performance.
• Clinician call back time improved to 35.19% within 10 minutes, which is a 10% improvement on August 2019. This had a positive effect on the average time to clinical 

assessment reducing to 37 minutes 59 seconds. There has also been a reduction of call transferred to 999, with ambulance resp onse dispositions reducing to 13.8%, the 
lowest level since April 2019.

• All appropriate ED dispositions were revalidated in August, based on the locally agreed profile, with over 50% of revalidatio ns downgraded. This local profile is being 
reviewed as part of the Talk Before You Walk programme to assess whether it can be expanded.

• The C3/4 revalidation rate has continued to reduce and remains the lowest ranked nationally.
• Clinician input continued to reduce this month to 29% as the effects of the local clinical model take effect. Reductions rela ted to changes in management of OOH Speak to 

Primary Care dispositions within the North ICP, along with calls streamed to the National Covid Clinical Assessment Service, bypassing our internal clinicians.

Scheduled Care
• Scheduled Care KPIs continue to be achieved for August 2020. The volume of completed journey’s reduced 0.35% on the previous month and are still low in comparison to 

August 2019, with volumes down 56%, due to the reduction in face to face outpatient appointments across secondary care.

Workforce
• Sickness for August MTD has increased to 5.77% and while above the Trust 5% target reflects an improvement against August las t year
• Statutory and Mandatory training compliance target has been achieved, supported by the reintroduction within operations
• Appraisal compliance continues to fall below the 85% target at 73.45% for August 2020.

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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7. Long Waits - waits greater than 90th centile
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* watermark's refer to previuos years data

8. Long Waits - distribution
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9. 999 Benchmarking - response times

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



11. 111 Benchmarking - KPI's July 2020

These statistics are classified as experimental and should be used with caution. Experimental statistics are newly developed or innovative statistics. These are published so that users and stakeholders 
can be involved in the assessment of their suitability and quality at an early stage. More information about experimental statistics can be found on the UK Statistics Authority website. Data is 
published a month in arrears.



12. 111 Benchmarking - KPI's July 2020

These statistics are classified as experimental and should be used with caution. Experimental statistics are newly developed or innovative statistics. These are published so that users and stakeholders 
can be involved in the assessment of their suitability and quality at an early stage. More information about experimental sta tistics can be found on the UK Statistics Authority website. Data is 
published a month in arrears.
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13. Handovers
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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.

14. NHS111 KPIs
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KPI 1 Calls abandoned**
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KPI 3 Clinician call backs**
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KPI 2 Calls answered in 60 seconds
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KPI 15 Clinical Input**
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KPI 6 Cat 3 & 4 revalidations
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15. Scheduled care - timeliness
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Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20
37045 44163 39444 34935 41377 38213 30074 9642 9301 12799 15571 16010

4996 5659 5401 4966 5474 4421 4357 3206 3281 3934 4202 3833

46758 49822 44847 39901 46851 42634 34431 12848 12582 16733 19773 19843All (Core Hours)

Planned (Core Hours)

Same Day (Core Hours)

Completed Journeys

16. Scheduled care - planned vs. same day
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Completed Journeys - Planned
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17. HR
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Statutory and Mandatory Training - all staff
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Sickness MTD - all staff
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PSF, FRF and MRET funding

Adjusted Financial Surplus/(deficit)

18. Finance
This report outlines our financial performance in the context of the ongoing requirements of the
revised NHS financial regime introduced as a response to the Covid-19 (CV19) pandemic in March
2020. These arrangements (including the ‘top-up’) are in place for the first six months of this
financial year.

The report gives a high-level summary of our SOCI (Statement of Comprehensive Income)
including identifying the level and impact of CV19 response spending to August 2020 and a SOCI
forecast for the full 2020/21 financial year. It also presents the capital expenditure position (YTD
and FOT) and a summary of our cash position at Month 05.

Due to the emergency financial arrangements introduced into the NHS in response to the CV19
pandemic it still does not report upon:

• CIP; with a suspension of efficiency savings reporting still in place.
• NHSEI financial metrics.

Cost Improvement Programme delivery

Due to the suspension of CIP activity and reporting by NHSEI, no assessment is
included within this report.

Capital Expenditure

7.1 The forecast outturn remains at £8.349m.

7.2. This month, there has been £0.202m expenditure incurred on the following
schemes; i) £0.199m for replacement SANs (Storage Area Networks), ii) £0.027m on
other IM&T schemes, iii) £0.006m on residual medical equipment for the 8 pre-
owned DCAs and iv) £0.015m on Estates H&S requirements. There has also been a
transfer of £0.044m in respect of GDE (Global Digital Exemplar) project related
salaries, which are now included within revenue expenditure.

7.3. The revised expenditure profile for 2020/21, demonstrates that the additional
funds allocated (of £0.660m) during July 2020 will be spent during the remainder of
this financial year.

7.4 In response to the CV19 pandemic NHS organisations could bid for pandemic-
related capital investment, which was in three phases. NEAS submitted bids within all
phases (as reported previously) and is still awaiting decisions and submitted a capital
bid of £1.032m (through the CV19 route) for costs associated with the ‘Talk Before
You Walk’ (TBYW) development, though initial assessment of success in this bid
seems remote.

7.5. The new Capital Management Group is due to meet for the first time this month
to ensure current slippage against capital plans and existing schemes, is appropriately
redirected and future plans are adjusted to mitigate this risk inyear.

NHSI ‘Use Of Resources’ KPI Performance
We are not currently required to report NHSEI metrics’ delivery but we will
commence again in the future, in line with NHSEI requirements.
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance: ✓ For Information: ✓ 

 
Board of Directors’ Meeting – 24/09/2020 

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 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 an increase in the number of patient safety 
incidents which are outwith the 28 day target across all service lines 
(42 in May to 46 in June). 
 
All documentation has been reviewed and amended to support the 
Just Culture principles and Human Factors approach. All related 
policies and procedures are also currently under review to ensure 
congruity with the National Patient Safety Strategy 2019. 
 

 
• 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 June 2020 is at 83%.    

This is below the 95% target. 
 
➢ % Calls Abandoned for June 2020 is 9.17%.  This is above the 

5% target.  
 
➢ % Clinical Call Backs (50% in 10 mins) for June 2020 is at 34%.  

This is below the 50% target.  
 

Appendix 3 provides a more detailed update on this action. 
 

• 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.   
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• The Trust MUST have effective systems in place to achieve the 85% 

target for staff appraisal compliance.   
 
Trust-wide compliance is currently at 72.83% against a target of 85% 
 

• The Trust SHOULD have a system in place to achieve Statutory and 
Mandatory and Safeguarding training targets.  

 Overall trust-wide compliance is at 85.99% against a target of 85%. 

 
• The Trust SHOULD hold team/shift meetings with Call Taking 

staff 
 
 In order to facilitate team meetings, rota discussions have taken place 

with staff and union colleagues.  The decision has been taken to 
implement these new rotas from April 2020 to align with the annual 
leave year.   

 
• The Trust SHOULD identify measures to reduce the noise levels 

in Russell House 
 

We have mitigated as best we can the noise levels in Russel House, 
however we acknowledge the design and numbers of staff working 
have a tendency to increase noise levels.  It is for this reason we have 
decided to include this in our Estates Strategy going forward and seek 
an alternative venue that is fit for purpose, increases capacity and 
improves the environment and working conditions for staff. 

 
• The Trust SHOULD develop a system to monitor that staff have 

been made aware of and understand interim Pathways updates 
 

All staff are required to confirm they have read and understood the 
training materials when a new NHS Pathways before a release has 
been deployed and records of this are kept by the EOC training team.  
 
In support making this easier, we continue to explore the SharePoint 
and other technical options to support oversight of this.  Currently the 
module in SharePoint is only set up for medicines management but 
we are exploring how that can have its use widened to include clinical 
system updates. 
 
We also now have new information boards in the EOC that can be 
used to prompt people to check the latest updates.  

 
 

 

Issue previously considered by: Executive Management Group  

Recommended actions: The Board is asked to note the report for information and assurance. 
 

Sponsor / approving director: S Rushbrooke, Director of Quality, Patient Safety, Innovation and 
Improvement 

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 

✓ ✓ ✓ ✓ ✓ ✓ 
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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. 

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: 

• There has been a slight increase in the number of Patient Safety 
incidents overdue for review. 

• Appraisal compliance overall is not meeting our internal target. 
• Information Governance compliance overall is not meeting the 95% 

target. 
• % Calls Answered within 60 seconds is below the 95% target. 
• % Calls Abandoned is above the 5% target. 
• % Clinical Call Backs (50% in 10 mins) 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 

✓  ✓   

 

 



CQC Improvement Action Plan Update 
Board Meeting 

24th September 2020 
 
 

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). 
 
 
3. Key issues 

 
The attached KPI document (Appendix 1) provides an overview of compliance in relation to the Must 
Do Actions and one of the Should Do Actions. 
 

 
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. 

 
1.  Reduce the levels of overdue patient incidents requiring review (narrative produced by Sue Tucker 

and Shelley Dyson) 
                                                                                                
Overall there has been an increase in the number of patient safety incidents which are outwith the 28 
day target across all service lines (42 in May to 46 in June). 
 
The Trust has been considering thresholds to acknowledge that some of the more complex 
investigations take longer than 28 days.  These thresholds have now been applied and the policy has 
been updated and ratified to reflect that compliance has been reduced from 100% to 85% 
 
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. 
 
At the end of 2019, the patient safety team undertook a focused piece of work regarding incidents open 
beyond 28 days.  This included development of a new report via Athena in conjunction with the Trusts 
Informatics team.   Previous internal data reports circulated were based on an ‘open incident report’ 
that captured ALL incidents open at the time of the report being run- not just those open beyond 28 



days.  Therefore previously reported figures have appeared higher than actual number of incident open 
over 28 days.  
 
With effect from January 2020, this has been rectified within the new reporting system and future reports 
will reflect the correct figures.  Associated training and education has taken place across all service 
lines regarding the timely closure of incidents.  The result is that since the New Year the Trust has 
achieved an overall compliance rate of 85% of all incidents being reviewed, actioned and closed within 
28 days.    
 
As part of support services response to supporting front line services during the response to COVID -
19, the Patient Safety Team undertook to review and close lower acuity incidents where possible, going 
out to service lines for specialist advice where needed.  
 
It was also anticipated that incident reporting may drop during the first wave of the pandemic, however 
reassuringly this has not been the case. Patient safety incident reports increased 11% in April, 37% in 
May and 6% in June when compared to the same time periods in 2019.  
 
This increase combined with capacity issues due to unplanned sickness within the Patient Safety Team 
has unfortunately meant that the compliance with an 85% target for all incidents to be closed within 28 
days had slipped to 52% at the end of June 2020. 
 
This position has now started to recover with the compliance currently sitting at 60% and a robust plan 
in place to recover 85% in the coming weeks. 
 
 
With regards to the Emergency Operations Centre, the rate of incidents closed within 28 days is running 
at 67%.   
 

Operations Centre Harm Not Related To NEAS 2 0 2 

 No Harm 6 5 11 

 Near Miss (Incident Prevented) 1 1 2 

 Low Harm (Minimal Harm/Minor Treatment) 5 2 7 

 
Moderate (Significant Non Permanent 
Harm) 2 0 2 

Operations Centre Total  16 8 24 
 
 
 

2.  Reduce the levels of incidents identified to have been caused by human error (narrative produced 
by Sue Tucker and Shelley Dyson) 

                                                                                                 
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.   
 
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 SEIPS 2.0 model is now used at all RCAs and the action plans for Moderates and over rarely focus 
on human error, but on ensuring the systems support people to do their best jobs. 
 
All documentation has been reviewed and amended to support the Just Culture principles and Human 
Factors approach. All related policies and procedures are also currently under review to ensure 
congruity with the National Patient Safety Strategy 2019. 
 
Within the Emergency Operations Centre, the Call Handling Team adjusted the Call for Review form 
used in the service to follow a Just Culture and Human Factors approach. They also had the process 
for completion changed where by the form was mainly blank at the start of the review session and 



completed in partnership with the staff member. Previously it was drawn up and prepped ready “to 
deliver the feedback about the error” and be signed.  
Now the focus is much more exploration of the situation and understanding of the staff members 
perspective of the event and influencing factors that caused them to respond in the way they did at that 
time.  

New Call For 

Review Form 19062019.docx 
 
We have asked our colleagues in the Patient Safety Team to meet and review the last 12 months.  
 
 
 
3.  Share any organisational learning expeditiously (narrative produced by Sue Tucker and Shelley 

Dyson) 
 
Work has been undertaken to produce a learning bulletin which contains both learning from incidents 
and complaints, and each monthly edition is circulated across the organisation for staff to read at their 
convenience. 
 
Work is also underway to ensure the outputs from ‘shifting the mindset’ and increasing public awareness 
of the changes made to improve service and safety are more widely available. 
 
Work has restarted on a ‘you said, we did’ approach to sharing improvements both internally and 
externally. 
 
The Trust has invested in an action planning module for its incident reporting system ‘Safeguard 
Ulysses’. All actions identified via investigations including Serious Incidents are now added to the 
system ensuring improved accountability, visibility and tacking. The introduction of the Clinical Quality 
Development Forum provides an opportunity for  
 
The introduction of the Clinical Quality Development Forum, which was established in August 2020, 
provides an opportunity for shared organisational learning as doe the introduction of clinical governance 
meetings in the North and South Divisions, which is planned for October / November 2020. 
 
Further work is ongoing to ensure that that focus on learning and system improvements referenced in 
the NHS patient safety strategy, PSIRFS and anticipated complaints standards underpins work on 
organisation wide learning 
 
 
 

The Trust MUST improve systems to ensure that the service can deliver NHS 111 local and 
national performance targets (narrative produced by Sue Tucker)  

 
% Calls Answered within 60 seconds for June 2020 is at 83%.    This is below the 95% target. 
 
% Calls Abandoned for June 2020 is 9.17%.  This is above the 5% target.  
 
% Clinical Call Backs (50% in 10 mins) for June 2020 is at 34%.  This is below the 50% target.  
    
 
Please see Appendix 3 regarding a detailed overview in relation to Clinical Call Backs. 
 
The plans for deploying the Manchester Triage Telephone Tool are progressing.  A Task and Finish 
Group has been established and given PMO Support. The first EOC based MTS TTA trainers have 
been trained and registered, and the Trusts first internal course is scheduled for 18th September 2020, 
with a second cohort of trainers to come online in October. This will allow the training of new recruits in 
a shorter timeframe than is currently possible with those who only use NHS Pathways.  



This will also support the MTS practitioner training to be run across the Senior Clinical Advisors already 
in post, giving a wider range of tools for the staff to use in their call management. 
 
During June, we saw continuing fluctuating call volumes on 111 and 999 from between -15.37% and + 
8.20% against forecast on 111 and -20.56% to +31.77% against forecast on 999. We saw sustained 
peaks on 999 of +31.77%, +16.52% and +18.81% on 24th to 26th June 2020 due to the good weather 
– calls were around breathing difficulties, heatstroke and collapses. (During some intervals on these 
days, we saw increases of 100% against forecast). Consequently, 111 was impacted as we tried to 
protect 999 wherever possible. 
 
An issue which had a smaller impact was the identified issue with increased ETA calls on 999 in the 
early hours of weekdays as a result of the ORH shift changes. 
 
We still have 25 health advisors shielding at home and we do not have the facility to allow this staff 
group to work from home, many of these are experienced staff and covered currently by either new 
starters or agency who can only take the low acuity and urgent calls.  
 
We know with experience also comes speed and reducing your experience pool always impacts call 
answering ability. Whilst we have been able to retain some of the agency staff - recruited during the 
pandemic – a number of others have left as the North East starts to open up again and whilst those that 
remain can handle urgent calls and low acuity, they are not fully pathways-trained leaving smaller 
number on duty to answer 111 and 999 calls. Shift changes are being made to those who agency staff 
are still with us to improve overnight cover, but this will still have limited impact. 
 
There were 12 occasions of national contingency during June where we were offered OOA calls in 
addition to regional work and many of these calls can take longer to complete. The take up of this work 
is not optional and whilst planned work is usually done at lowest points of impact, we do see numerous 
unplanned national contingency activations occurring at weekends where it has the largest impact our 
organisational performance.  
  
The improvement in clinical call back in May 2020 up to 37% was due to the reduced general health 
service activity and a large increase in clinical support availability but as above as the rest of the health 
services and work places return to normal  the access to that support  in those volumes has reduced 
back to more normal levels but the team are looking at what was possible in those months of pandemic 
high activity and how that gain can be maintained .   This will include looking at the variety of clinical 
support approaches we can access both internal to NEAS and external. For example, using Paramedics 
on a rotational model from the road to support the dispatch teams using Manchester Triage rather than 
NHS Pathways freeing up clinicians trained in NHS Pathways to deal with the workflow nearer the initial 
point of contact to increase response to call back times and Hear and Treat Rates. 
 
 

The Trust MUST ensure that Clinical Advisors are available to meet patient demand (narrative 
produced by Sue Tucker)  

 
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 clinicians staffing level remains a challenge for both NEAS and other telephony-based providers 
across England and this risk is listed as a moderate risk on the NEAS risk register and is reviewed 
monthly. 
 
There are currently an additional x10 Band 6 Clinical Advisors who have been recruited and are due 
to undergo Pathways training through from August through to October.   



 
Work is ongoing with regards to clinician recruitment and a full review of recruitment processes has 
been implemented. There are plans to recruit rotational Paramedics into the EOC and to provide a 
more flexible approach to recruitment of clinicians externally by the introduction of an alternative 
triage algorithm, the Manchester Triage System (MTS).  

 
 

The Trust MUST have effective systems in place to achieve the 85% target for staff appraisal 
compliance (narrative produced by G Knight) 
  

 
We complete detailed reports for appraisal compliance across the organisation to provide good data for 
managers to adequately manage their compliance within their own areas. 
 
Trust-wide compliance is currently at 72.83% against a target of 85%.The Trust saw an increase in the 
earlier part of the year to over 80% however this has been affected since by COVID-19. 
 
Appraisal Compliance  
 
• Provide weekly reports on compliance broken down to clusters at operational level which are 

managed through the Performance Group (EMG if necessary) and overseen by People & 
Development Committee 

• The Digital Education Lead has produced a manager dashboard where managers can easily track 
their staff members compliance 

• Support managers by providing details on the managers dashboard for staff that will become non-
compliant within next 3 months 

• All student initial appraisals will be completed by education staff to ensure compliance 
• Regular communication is sent to all staff and managers to promote the importance of appraisals 
• Line managers are encouraged and required to dedicate time with staff members within workings 

days/rotas 
 
Appraisal content, resources, development and campaign 
 
• New appraisal documentation launched across the organisation in May 2020, places greater 

emphasis on the role and contribution of the appraiser before, during and after the appraisal 
conversation. The campaign ‘Let’s talk about you’ is live.  

• This new documentation and process was developed to align with the Trust’s values and behaviours. 
Employees must demonstrate how they ‘bring the values to life’ in their everyday practice, to capture 
and celebrate how employees live these behaviours and to discuss areas where this may need 
improvement or support.  

• The new documentation is people-centric, focusing on quality conversations between appraisee and 
appraiser. It was tested and shaped by a range of employees, with all directorates represented in 
these test groups. A section is specifically dedicated to Health and wellbeing so a holistic approach 
to work life is offered.  

• Talent management conversations are part of this discussion too. This builds/shapes the 
foundations of the talent management work we are intending to begin.   

• Weekly appraisal webinars are available to managers to understand what’s new about the process 
and documentation  

• Work in progress to ensure appraisers at all levels across the organisation have access to 
compliance data to support them to manage appraisal recording via ESR 

• Role objectives for roles with multiple postholders are being reviewed to then become available for 
appraisers to access via the Sharepoint/Siren Intranet 

 
 
 
 
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%) (narrative produced by Karen Gardner)  

 
• Trust-wide compliance is currently at 85.99% against a target of 85%.   

 
It should be noted, however, that compliance at some subject levels would remain at 95%, ie, IG 
training.  This is currently at 82.03% 
 
The internal audit report (22nd May 2020) for Statutory and Mandatory training outlined that governance, 
risk management and control arrangements provided substantial assurance that the risks identified 
were managed effectively.  Compliance with the control framework was found to be taking place.  
 
In July 2019 a Statutory and Mandatory subject matter expert group was set up with representatives 
from every directorate to fully review the current and new content and to plan for the 20/21 year. The 
group initially reviewed all of the current content; both the face to face and e learning to remove what 
was not  required/not legislative, and reviewed each role within the organisation to ensure content was 
specific to the role.  
 
We also took the opportunity to review the frequency of renewal dates required for each competency 
and ensured that these matched the legislative requirements.   
 
Our intention is to complete this review with the subject matter experts each year to ensure the content 
is correct, meets all legislation and mandated requirements, protects the Trust, our patients and also 
our colleagues. 
  
A deep dive was also completed in 2019 looking specifically at compliance. Information was reviewed 
within departments, individuals and leads to understand the process and why certain areas were not 
compliant.   We also looked at how to resolve this and ensure that the Trust achieved the required 
compliance levels. The reasons that individual departments were not meeting compliance (excluding 
operations) were diverse and varied, however the conclusion is all areas are able to achieve the 
required standard of compliance.  For example within EOC there have been challenges to set aside 
time for staff to complete their online learning, however, once this was identified this was addressed 
and specific time was built into the WFM system for staff to have dedicated time. 
 
The caveat this year is going to be the effect that the COVID-19 response has and will have on our 
compliance.  However, a revised plan is now in place and has commenced from August 2020 to provide 
training across a 7-day period, and cover frontline staff in the next 4 months 
 
Reports are produced weekly detailing compliance levels and areas for improvements and shared 
across all management groups. This provides a focused look at compliance each week and effective 
system to support achievement of the statutory and mandatory training targets.  
 
 
 
 
 
 
In order to facilitate team meetings, rota discussions have taken place with staff and union colleagues.  
These new rotas have been implemented from April 2020 to align with the annual leave year.   
 
The shift patterns and spread out locations have always provided challenges for the manager to hold 
team meetings. Many versions of drop in and catch up sessions have been tried, set at various hours 
of the day and repeated over different days but with little attendance or effectiveness.  
 
Since the Trust has moved to Microsoft teams and everyone has become more comfortable with online 
interactions, we have commenced holding online meetings with managers via Microsoft teams in the 
last month and these are not only accessible from home and work but also are recorded to be played 
back at anyone’s convenience. Early feedback has been positive. 
 

The Trust SHOULD hold team/shift meetings with Call Taking staff (narrative produced 
by Sue Tucker) 



In addition to Microsoft Teams the Trust has also invested in Workplace by Facebook to boost trust 
communications. This also can host Q&A sessions create polls and set up groups and team chats within 
a protected work focused environment.  
 
Both resources are extremely valuable now we have social distancing requirements to contend with 
also and it means any staff restricted from being in the actual workplace doesn’t have to be restricted 
from the meetings and conversations. 
 
 
 

 
 

 
We have mitigated as best we can the noise levels in Russel House, however we acknowledge the 
design and numbers of staff working have a tendency to increase noise levels.  It is for this reason we 
have decided to include this in our Estates Strategy going forward and seek an alternative venue that 
is fit for purpose, increases capacity and improves the environment and working conditions for staff. 
 
 
 
 

 
 

All staff are required to confirm they have read and understood the training materials when a new NHS 
Pathways before a release has been deployed and records of this are kept by the EOC training team.  
 
Whilst we explore the development of the Trust SharePoint system to add this functionality, we have 
explored the use of Microsoft Forms as a method of sending updates and recording when they have 
been acknowledged, and where required, follow up none responses. In August we worked with the 
Trusts IG lead to establish the IG requirements and these have now been checked and passed.  A 
policy for the use of this Microsoft feature, including retention of the records, is being developed in 
September.  
 
We also now have new information boards in the EOC that can be used to prompt people to check the 
latest updates.  
 
 
4. Summary of Progress – Detailed CQC Improvement Action Plan 
 
The attached document (Appendix 2) outlines the progress made against the detailed CQC 
Improvement Action Plan.  
 
Out of the 46 individual actions we identified, 34 have been closed out, 8 have been delayed and 4 are 
in progress.     
 
A more focussed piece of work is underway to address the delayed and outstanding actions (being led 
by S Tucker). 

 
 

5. Risks 
 
• There has been a slight increase in the number of Patient Safety incidents overdue for review. 
• Appraisal compliance overall is not meeting our internal target. 
• Information Governance compliance overall is not meeting the 95% target. 
• % Calls Answered within 60 seconds is below the 95% target. 
• % Calls Abandoned is above the 5% target. 
• % Clinical Call Backs (50% in 10 mins) is below the 50% target.    
 
 
6. Recommendations  

The Trust SHOULD identify measures to reduce the noise levels in Russell House 
(narrative produced by Sue Tucker) 

The Trust SHOULD develop a system to monitor that staff have been made aware of and 
understand interim Pathways updates (narrative produced by Sue Tucker) 



 
The Board is asked to note the content of the report. 
 
 
Paula Gent 
CQC Monitoring and Compliance Lead 



 
 
 
 
 
 
 
 
Reduce number of Patient Safety incidents overdue for review  (incidents beyond 28 day) 
 
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 related to patient safety and 7 related to non-patient safety. 
 
 

 Jan  
20 

Feb  
20 

Mar 
20 

Apr 
20 

May 
20 

June 
20 

July 
20 

     

 
Emergency Care 
 

1 5 13 9 7 6 
      

 
Operations Centre 
 

14 9 32 16 14 14 
      

 
PTS 
 

3 2 3 9 1 0 
      

 
Support Services 
 

1 1 2 5 3 5 
      

 
External / Other ** 

 
x x 1 3 14 19       

 
Unknown 

 
x 1 1 3 3 2       

 
Total 
 

19 18 52 45 42 46 
      

 
**  External / Other - received from external providers and logged by the Patient Safety Team.  When the Patient Safety Team have 
taken over the logging of external incidents, the category inputted on Ulysses is likely different to what the incident was previously 
documented as.   For example, a case has been logged as external (where the report has come from) rather than against one of the 
Service Lines.  
 
 
 
 
 
 
 
 

 Jan 
2020 

Feb 
2020 

Mar 
2020 

Apr 
2020 

May 
2020 

June 
20 

July  
20 

      

% Call 
Answered within 
60 seconds 
(KPI Indicator 
95%) 

89% 81% 55% 87% 87% 83% 

       

% Call 
Abandoned 
(KPI Indicator 
<  5%) 

4.09% 8.10% 34.74% 6.42% 4.69% 9.17% 

       

% Clinical Call 
backs 
(50% in 10 mins) 
 

28% 26% 18% 33% 37% 34% 

       

 
 
 
 

 
 
 
 
 
 
 
 
 
Increase number of Clinical Advisors 
 

           

 

Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

June 
20 

July 
20 

     

Establishment 
Figures 77.68 77.68 77.68 77.68 77.68 77.68       

Vacancy Factor 18.88 19.83 19.56 18.33 19.59 20.17 
      

Vacancy Rate % 24.31 25.52 25.18 23.60 25.21 25.97       

Vacancy Increase - 
Month on Month 4.69 0.95 -0.27 -1.23 1.25 0.59       

Vacancy Rate 
Increase (Monthly 
%) 

33.06 5.01 -1.35 -6.27 6.84 3.00 
      

 

       
 

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. 

The Trust MUST improve systems to ensure that the service can deliver NHS 111 local and national performance targets 

The Trust MUST ensure that Clinical Advisors are available to meet patient demand. 

Appendix 1 



 
 
 
 
 
 
 

Appraisals Jan-20 Feb-20 Mar-20 Apr-20 May-20 June-20 July 20       ↓↑ Last 
Month 

Trust Total 78.62% 81.31% 78.87 77.35% 75.42% 72.83% 71.80%       
 

 

Directorate of Chief Executive 90.48% 90.91% 47.62% 45.45% 33.33% 59.09% 86.36%       
 

Directorate of Finance 89.13% 82.98% 75.79% 69.47% 66.67% 63.27% 69.07%       
 

Directorate of Medical Services 79.41% 73.53% 79.07% 68.18% 60.87% 65.22% 52.27%        

Directorate of Operations (Management) 78.19% 81.04% 78.90% 77.86% 76.19% 73.50% 72.08%       
 

Directorate of People and Development 74.67% 85.53% 86.96% 85.54% 82.28% 80.72% 82.93%        

Directorate of Quality and Safety 88.89% 91.67% 87.88% 84.38% 80.65% 57.58% 51.52%       
 

Support Services Total 81.61% 83.23% 78.63% 72.27% 69.26% 67.49% 69.78%       
 

EOC Clinical Services 67.50% 64.20% 62.65% 62.50% 61.11% 54.22% 51.28%       
 

EOC Dispatch 75.38% 87.60% 90.70% 89.06% 89.06% 94.12% 92.70%       
 

EOC Call Handling 77.93% 76.68% 74.09% 74.83% 70.97% 66.44% 71.33%       
 

Emergency Operations Centre Total 75.70% 77.53% 76.23% 75.99% 73.55% 71.68% 73.96%       
 

Operations North Division 81.71% 81.35% 80.94% 78.07% 76.32% 70.87% 68.89%       
 

Operations South Division 77.75% 84.29% 79.83% 80.09% 78.78% 77.31% 73.44%       
 

Operations North and South Total 79% 82.16% 79.93% 78.53% 77.03% 74.02% 71.33%       
 

Operations Resilience Total 75.56% 77.27% 71.74% 75.56% 75% 75% 78.85%       
 

 
  

The Trust MUST have effective systems in place to achieve the 85% target for staff appraisal compliance.   
 
 



 
 
 
 
 

Statutory & Mandatory Training  Jan-20 Feb-20 Mar-20 Apr-20 May-20 June-20 July 20       Last 
Month 

Trust Total 88.36% 89.90% 90.16% 90.15% 88.77% 85.99% 84.83%       
 

 

Directorate of Chief Executive 90.13% 94.29% 90.15% 89.37% 92.86% 95.10% 91.55%       
 

Directorate of Finance 98.73% 99.65% 95.92% 97.09% 96.68% 95.74% 94.24%       
 

Directorate of Medical Services 95.74% 91.33% 93.18% 93.39% 94.58% 91.26% 89.49%       
 

Directorate of Operations (Management) 87.38% 89.14% 89.76% 89.67% 88.15% 85.30% 84.14%         

Directorate of People and Development 97.17% 96.70% 93.77% 94.58% 94.88% 93.12% 92.07%       
 

Directorate of Quality and Safety  95.29% 93.16% 96.50% 97.80% 95.45% 90.73% 92.87%       
 

Support Services Total 95.75% 95.97% 94.47% 95.15% 95.32% 93.52% 92.26%       

 

EOC Clinical Services 92.63% 94.38% 90.98% 89.66% 89.63% 87.44% 86.44%       
 

EOC Dispatch 96.69% 98.48% 98.22% 95.78% 96.89% 96.36% 96.79%       
 

EOC Call Handling 95.96% 94.41% 91.80% 93.60% 93.72% 93.07% 94.40%       
 

Emergency Operations Centre Total 95.56% 95.46% 93.37% 93.44% 93.73% 92.93% 93.71%       
 

Operations North Division 85.97% 88.45% 90.14% 89.65% 87.05% 83.69% 82.40%       
 

Operations South Division 83.58% 86.04% 86.71% 86.99% 85.71% 81.91% 80.51%       
 

Operations North and South Total 85.14% 87.50% 88.87% 88.73% 86.85% 83.62% 82.10%       
 

Operations Resilience Total 92.24% 93.90% 94.10% 93.66% 92.53% 89.27% 88.57%       
 

 
 

Information Governance Compliance 
 
95% 

87.57% 88.41% 88.68% 86.96% 84.81% 82.03% 82.09%         

 
 

The Trust SHOULD have a system in place to achieve Statutory and Mandatory and Safeguarding training targets of 85%  
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Appendix 2 - 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 4    

Reduce number of incidents identified as being caused by Human Error 4 3   1 

Timely sharing of individual and organisational learning. 5 4   1 

Meeting local and national performance targets 10 6   4 

TOTAL 23 17   6 

REG 18 - Staffing 

Compliance - Staff Appraisal 4 3   1 

Increase number of Clinical Advisors within the 111 service 7 6   1 

TOTAL 11 9   2 

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 4    

Develop a system to monitor that staff have been made aware of and understand interim 
Pathways updates 1 1    

TOTAL  7 6 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 2 3   

 OVERALL TOTAL  46 34 4  8 

 



CATEGORY OF PAPER 
Specific action required:   Provides Assurance: ✓ For Information:   

 
APPENDIX 3 – Click Here to Enter a Date 

Report title: Clinician Callback Performance   

Purpose of report: 
The purpose of this report is to report on progress regarding clinician call 
back delays, further to this having been raised in November 2019, whereby 
assurance around performance monitoring due to data equality issues was 
flagged as a risk.  

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 aligns with trust objectives 1, 4 and 6 and provides an 

overview as to the current performance and those data issues 
affecting clinician call back reporting. 

• Waits in clinicians assessing calls ultimately delays patients being 
sign posted appropriately to the correct service. This presents a risk 
to the safe management of patients calling for advice. 

• Clinician call back times reporting has been flagged previously as an 
issue, whereby the first call back time has not been recorded 
correctly and thereby the accuracy of reporting has not provided 
assurance to the Committee. 

• The report provides an overview as to the mitigating actions 
introduced to reduce the risk and outlines plans to improve both data 
quality and call back delays. 

 

Issue previously considered by: Previously discussed at Quality Committee November 2019 and updated 
report presented March 2020. 

Recommended actions: 

 
Recommended actions from this report are: - 

• Continue to monitor Clinical Advisor / CAS call back performance. 

• Model performance against the new KPIs from September 2020.  

• Ensure data is robust with regard to how clinicians enter call back 
times and how we measure these. 

• EOC Performance Group to oversee a review of the workflows and 
touch points with regard to capturing the data accurately.  

• Continue to track clinician recruitment and monitor unfilled hours 
and agency use due to impact on call back times. Continue to 
progress the MTS project to assist in clinician recruitment 

 

Sponsor / approving director: Paul Liversidge  

Report author: Clare Bannister  

Governance and assurance 

Link to Trust corporate objectives: 
(please tick) 

1 2 3 4 5 6 

✓ ✓ ✓ ✓ ✓ ✓ 

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 

  ✓ ✓ ✓ ✓ ✓ 

Striving for excellence - with regard to achieving KPI / performance target for 
111 clinicians call backs. 
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Any relevant legal / statutory issues? 
(Such as relevant acts, regulations, national 
guidelines or constitutional issues to consider) 

111 KPIs around clinician callback dispositions  

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: 

Those risks regarding clinician recruitment and the current vacancy factor are 
on the corporate risk register as high risk.  

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

To note that the contingency to staff CAS to compensate for Clinician cover 
incurs additional cost as Advanced Practitioners and GPs are used to 
undertake this work and incur higher costs. 

Also to note the reliance on Band 6 clinician agency and overtime incurs 
additional costs  

Budgets are being monitored and offset against vacancies. 

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

No additional outwith current staffing plans.  

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

Reducing clinician call back times provides a more reactive process for 
patients, improving the quality of our service, thereby reducing risk and 
enhancing patient experience.  

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) 

      

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 

✓ ✓ ✓ ✓ 

Performance relating to waiting times to be communicated to commissioning 
bodies. 

 
*The Trust corporate objectives are: 
 

1. To continuously improve the quality and safety of our services, ensuring the CQC fundamental standards are 
achieved and patient outcomes are improved. 

2. To achieve financial break-even position in 2017/18. 
3. To improve organisational culture, aligned to Trust mission, vision and values to achieve delivery of our strategy. 
4. Develop a future workforce with the correct staffing levels and skill mix across both clinical and non-clinical 

functions to support safe, effective and compassionate care and employee well-being. 
5. To deliver the agreed Transformational and Vanguard programmes. 
6. To plan, agree and implement a front line operational delivery model aligned to current and future need and 

planned performance improvement. 

 

mailto:publicrelations@neas.nhs.uk
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Report Template  

 
Quality Committee 

Clinician Callback Performance  
10th September 2020 

1. Introduction  

1.1. This report follows a discussion regarding Clinical Advisor call back times at the Quality Committee 
in November 2019 where issues were raised with regard to data quality errors affecting the reporting of 
actual performance against this target.  

1.2. The committee raised concerns that the result of these data quality errors meant that it is not 
possible to accurately report clinician call back times so the data does not therefore provide a true 
reflection. As a result, the Committee had no way of being assured that the service is safe. A further 
report advising on progress was therefore requested.  

1.3. This report provides an overview as to the current performance around clinician call backs, including 
an update on data quality, other factors affecting performance, and actions being undertaken to mitigate 
any risk. 

2. Executive Summary 

2.1. Clinician call back delays provide a level of risk within the organisation with regard to ensuring 
patients are being managed safely to ensure they undergo a robust assessment within a specified 
timeframe to enable an appropriate care or treatment plan to be agreed. 

2.2. Delays in clinicians call backs may result in patients not being sign-posted to the correct care 
pathways effectively and may cause deterioration in a patient’s condition that could have been avoided. 
Patients may also ring 999 or self-present at EDs or UTCs as a result of being delayed in receiving a 
clinician call back.  

2.3. The quality of the data reported on call backs has historically been an issue in terms of how the data 
is being captured around first call backs being recorded accurately. Assurance has therefore been 
questioned as to the actual timeliness of call backs being undertaken. This paper outlines those 
measures being taken to ensure data is accurately recorded. 

2.4. This report also outlines the proposed changes to the KPI measures from September 2020 and the 
potential effect of this on our performance. 

2.5. Those other factors affecting call back times are predominantly around clinician availability and 
workload. This report describes the measures being taken to increase clinician numbers and instigate 
an effective recruitment programme. 

3. Key issues 

3.1. Current performance 

The streaming of calls from the Pathways accredited Clinician stack to CAS (non-Pathways 
accredited GPs and APs) is now applied as business as usual. This transfer of work assists with 
managing the long waits for Clinical Advisor call backs where activity is increased and there is not 
the capacity available to manage the numbers waiting effectively or without delay. Calls are now 
streamed at an earlier point, and the staff are more proactive in pre-empting capacity issues before 
long waits occur. 
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Performance for July demonstrates a marked improvement since March, although it is 
acknowledged that call volumes overall are reduced.  

Total volumes for Clinical Advisors from March to July increased by 8.9%, with the average call 
back time being 31.27% lower. 

Total volumes for other clinician call backs decreased by 24.43%, however the average call back 
was 75.98% lower for July, see below. 

Pathways Clinicians 

 

Non-Pathways Clinicians  

 

3.2        Performance monitoring and data quality  

Clinician call backs are required for a variety of reasons and cover a range of timescales, within the 
national IUC specification ranging from 10 minutes to 6 hours. The current 111 IUC KPI specifically 
relating to clinician call backs are: - 

• Proportion of calls where person was called back within 10 minutes by a clinician. 
• Proportion of calls assessed by a clinician. 

However, it should be noted that from September, changes to the clinician call back KPI have been 
agreed. The ten-minute call back has been replaced by the proportion of call backs by a clinician in an 
agreed timeframe.  

Targets relating to Clinical Advisor or clinician call backs offered will be: - 

• Number of calls where the person was offered a call back within 10 minutes (immediately) – 
99% target. 

• Number of calls where the person was offered a call back between 10 minutes and within 1 
hour inclusive – 99% target. 

• Number of calls where the person was offered a call back within a timeframe between 1 hour 
and 2 hours – 95% target. 

Immediate 8279 8736 5.52% Immediate 0:59:46 0:43:07 -27.85%

20m 79 29 -63.29% 20m 1:23:24 1:01:07 -26.72%

30m 47 53 12.77% 30m 1:31:29 0:44:30 -51.35%

1 hour 8 2 -75.00% 1 hour 0:41:02 0:10:19 -74.84%

2 hours 1390 1465 5.40% 2 hours 2:24:19 1:12:34 -49.71%

6 hours 4 1 -75.00% 6 hours 1:48:33 0:17:17 -84.08%

12 hours 128 93 -27.34% 12 hours 2:40:20 1:25:54 -46.42%

24 hours 64 55 -14.06% 24 hours 2:07:27 1:29:15 -29.98%

No specified time 1809 2425 34.05% No specified time 2:17:39 1:18:32 -42.95%

Total 11808 12859 8.90% Total 1:23:24 0:57:19 -31.27%

Volume Mar-20 Jul-20 % Difference Avg. call back Mar-20 Jul-20 % Difference

30m 1028 762 -25.88% 30m 00:26:55 0:13:08 -51.22%

1 hour 5122 4016 -21.59% 1 hour 01:11:34 0:19:47 -72.35%

2 hours 2042 2131 4.36% 2 hours 01:38:51 0:25:32 -74.17%

4 hours 255 27 -89.41% 4 hours 02:15:14 0:23:27 -82.66%

6 hours 1554 691 -55.53% 6 hours 02:59:57 0:32:39 -81.86%

12 hours 515 193 -62.52% 12 hours 03:15:55 0:43:09 -77.98%

24 hours 212 213 0.47% 24 hours 02:32:38 0:37:32 -75.41%

3 day 10 14 40.00% 3 day 00:41:24 0:22:00 -46.86%

No specified time 211 228 8.06% No specified time 01:39:22 0:42:08 -57.59%

Total 10950 8275 -24.43% Total 01:37:15 0:23:22 -75.98%

Mar-20 Jul-20 % DifferenceVolume Mar-20 Jul-20 % Difference Avg. call back
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• Number of calls where the person was offered a call back in a timescale over 2 hours – 95% 
target. 

 
An initial analysis of our current position demonstrates the following performance against the new KPIs.  
 

 
 

The table below highlights the Clinical Advisor Immediate category where contact was made and 
breaks it down into more detail. All CA immediate Dx codes here fall under the new KPIs in D13/D14. 
There are issues with those cases that are included in the above disposition list for 10-minute call 
backs, as some do not require such a call back time e.g. failed contraception or ETC 4 hour. We will be 
instigating some push back nationally against this target, along with other NHS 111 providers and will 
report back on progress in due course. 

 

 
 
 
It has also come to light that our reported data has included those call passed on to the Dental CAS 
(DX335), as we manage this contract. These calls will be excluded in future and the impact of this is in 
the process of being calculated. 

 
The national KPI definition is based on the clock starting 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 a GP, the second 
call back would count towards the measure. 

 
Further to a deep dive into the data, some anomalies have been identified that demonstrate that not all 
clinician call backs are captured and reported accurately on Cleric or SystmOne and therefore the 
reported call back time does not always reflect the first call back time.  
 
The absolute effect of this on performance cannot be quantified at present but will be affecting  
the accuracy of call back times. This is being looked into as part the work on data flows and system touch 
points to ensure users are entering data accurately and any system anomalies are addressed. Timescales 
for this are for completion of this work by the middle of October. This is being overseen through the EOC 
Performance Group and fed up to the Trust Performance Group.  

3.2. Clinician recruitment 

The recruitment of band 6 Clinical Advisors remains an issue and has an obvious affect on clinician call 
back times. The current vacancy factor stands at 20.84 wte. Figures show that the clinician numbers for 
June are lower than a year ago, despite a rolling programme of recruitment, along with a robust review 
of the recruitment process, see below.  
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There are currently an additional x10 Band 6 Clinical Advisors who have been recruited and are due to 
undergo Pathways training through from August through to October.   

Gaps in the rota as a result are monitored on a weekly basis and monthly figures produced for 
assurance purposes.  

In July the figures for unfilled hours and agency use are as below: - 

 

Work is ongoing with regards to clinician recruitment and a full review of recruitment processes has 
been implemented. There are plans to recruit rotational Paramedics into the EOC and to provide a more 
flexible approach to recruitment of clinicians externally by the introduction of an alternative triage 
algorithm, the Manchester Triage System (MTS).  

The potential introduction of MTS will enable a more flexible approach to clinician recruitment in that 
they will not be constrained so much by the Pathways license accreditation restrictions. As such, we are 
looking to appoint rotational Paramedics and more part-time external clinicians into the service to 
bolster numbers. An MTS Task & Finish group has been established to take this forward and will be 
taking recommendations through to the Clinical Quality Development Forum. 

3.3 Streaming 

There are those calls that undergo a Clinical Advisor (Pathways trained) assessment and those that are 
managed by the CAS that undergo a clinical assessment by other Clinicians i.e. GPs and APs who are 
non-Pathways trained. Activity is managed within both the Clinical Advisor and CAS stacks and calls 
are streamed from one to the other where clinically indicated to ensure capacity is fully utilised and 
activity is managed more effectively. Streaming of calls has now become business as usual. 

Staffing between CAS and the Clinical Advisors are now managed as one body of staff, in that where 
staffing is reduced in one area, additional staff are brought in to compensate.  Given the level of Clinical 
Advisor vacancies at present (20.84 wte) this is usually CAS (GPs and APs) staff bolstering the 
numbers, which has cost implications.  

4. Strategic impact  

4.1  Delays in clinician call backs has an impact on our ability to provide a service that provides 
assurance to our commissioners. We need to ensure that we can maintain the IUC 111 contract when the 
tender process starts again (due to commence in 2021) and we will need to demonstrate that our service is 
high quality, safe and effective service and fulfils those criteria set out in the service specification. In order 
to do so we need to demonstrate a robust model of clinician cover and proven contingencies for managing 
those periods of surge that affect our clinical assessment call back times. 

5. Assurances 
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5.1. Call back times are monitored each month. Clinician recruitment is also tracked and reported each 
month. Gaps on the clinician rota along with agency usage are tracked by the CQGG. 

6. Risks 

6.1.  All relevant risks are on the risk register. The band 6 clinicians vacancy factor is on the 
organisational risk register as a high risk and is monitored and reported on each month.  

7. Recommendations  

The CQGG is asked to accept those recommendations from this report as below: - 
• Continue to monitor Clinical Advisor / CAS call back performance. 

• Model performance against the new KPIs from September 2020.  

• Ensure data is robust with regard to how clinicians enter call back times and how we measure 
these. 

• EOC Performance Group to oversee a review of the workflows and touch points with regard to 
capturing the data accurately.  

• Continue to track clinician recruitment and monitor unfilled hours and agency use due to impact on 
call back times.  

• Continue to progress the MTS project to assist in clinician recruitment. 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors – 24/09/2020  

Report title: 
COVID - 19 Infection Prevention and Control Board 
Assurance 
 

Purpose of report: 
The purpose of this report is to provide assurance to the Board regarding the 

Infection Prevention and Control measures in place to manage the COVID - 19 

pandemic. 

Key issues 

The Board has received updates regarding the measures put in place to manage 

COVID - 19 across the organisation, with each Director providing the Board with 

updates from their services. 

 

This report provides an overview of the work carried out in response to the 

pandemic from an Infection prevention and Control perspective.  

It highlights the importance of multi-disciplinary team working across the 

organisation to ensure patients receive safe care and staff are equipped to deliver 

that care, whilst keeping themselves safe also. 

 

The report includes the following: 

- An overview of work carried out in response to the vast amount of 

national guidance produced, often at pace and how this was 

implemented. 

- The IPC Board Assurance Framework and any gaps identified and 

mitigating actions in place to address these 

- Feedback from the CQC who, through fortnightly updates and a detailed 

review of the IPC policies, processes and governance relating to the 

NEAS response to the pandemic provides further assurance to the 

Board. 

 

It is noted the Board are also receiving the IPC Annual Report 2019 -20 which 

outlines the initial work undertaken at the start of the pandemic.  

 

Issue previously considered by: 
Quality Committee – IPC Annual Report 2019 – 20 

Board of Directors  

Recommended actions: The Board of Directors are asked to note the response to COVID - 19 from an 
Infection Prevention and Control perspective and provide feedback on this. 

Sponsor / approving director: 
Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and 
Improvement, DIPC 

 

Report author:  Jacqui Mains, IPC Manager, Carole Clarke, IPC Nurse Specialist & Debra 
Stephen, Deputy Director of Quality & Safety. 
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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 response to COVID - 19 covered within this report crosses 
all directorates. 

 

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

      

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

Yes No Not Relevant 
     

An equality analysis is a review of a policy, function or significant service change 
which establishes whether there is a positive or negative impact on particular 
social groups 

Key considerations Details 

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

IPC Nurse Manager – lone IPC specialist 

IPC standards / PPE required – risk of transmission – documented in COVID - 19 
risk register 

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

Resource requirement to support IPC specialist activity / assurance audit work. 

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

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

- IPC measures must underpin safe care delivery during unprecedented 
times. 
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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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Coronavirus (COVID - 19) Board Assurance Report 

 
1. Executive Summary 
 

This report provides an overview of actions and activity in response to the 
COVID - 19 pandemic.  The Trust is managing these circumstances under 
Surge Emergency Planning and Emergency Infection Prevention Control 
measures through the Gold Command structure.  This process has ensured 
that we have been able to provide continuous daily updates to our workforce 
on the key issues and decisions relating to COVID - 19. 
 
Our priority has been to ensure we continue to provide safe, effective care 
and treatment to our patients, and to ensure any control measure protect 
patients and staff during the response.  As an organisation we have also 
supported the Integrated NE&C System in response to pressures in other 
sectors.  The Pandemic system approach has also highlighted the opportunity 
to deliver services differently, work differently and speed up collaborative 
responses. 
 
It is important to note that the response and assurances have continued to be 
delivered at pace, not only in response to the multiple changes in guidance 
and its relevance for NEAS, but to ensure a prompt system response.  
 
This report provides assurance to the Board of Directors on the actions taken 
by the Trust to ensure business continuity and the delivery of safe care and 
support for our service users, carers, local communities and staff. 

 
 
2. National update 
 

Since the beginning of the pandemic, government and scientific advice has 
changed, often daily, with the specific objective of combatting the virus with a 
focus on minimising transmission.  There has been a reduction in new positive 
cases of COVID - 19 both nationally and regionally. As a result, there has 
been an incremental release of lockdown measures. This has been enabled 
by the continued promotion of social distancing, the use of face coverings and 
face masks and effective hand hygiene. 

 
3. NEAS Update 
 

As part of the emergency planning arrangements, a ‘Gold Command’ was 
instituted, based in Bernicia House led by Simon Swallow, Strategic Head of 
Emergency Planning. Gold Command was supported by: 
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• COVID - 19 Strategic Cell 

• COVID- 19 Tactical Cell 

• COVID - 19 Trust-wide conference calls for service heads, to ensure 
sharing of practice and approaches across the wider system where 
appropriate to do so 

This process ensured business continuity and a rapid response to a changing 
national picture. The Executive team received daily updates and were able to 
make key decisions which were fed back promptly to the Strategic Cell. A 
COVID - 19 action log was maintained to ensure traceability of decisions and 
a COVID - 19 Risk register was established.  
 
Gold Command has now been disbanded, though the Tactical Cell and 
conference calls remain active. 
 
The main areas considered by the above structure were: 
 
• Infection Prevention and Control and PPE  

• Impact on Workforce 

• Communications 
• Antibody and Virology Screening and Testing 

• Test and Trace 
 

4. Quality  
 
a) IPC measures 

As the understanding of COVID - 19 has developed, guidance on essential 
infection prevention and control measures has been published, updated and 
refined by Public Health England. Trust guidance has been updated regularly 
to follow the national guidance, and this has been made available to staff 
through operational alerts and PCUs. Training videos have also been 
developed to assist staff in implementing practical guidance e.g. donning and 
doffing PPE. 
 
Siren has a COVID - 19 section with daily communications bulletins provided 
to ensure all staff have access to up to date information. The IPC page also 
has current COVID - 19 guidance available. Bespoke messages have also 
been sent via Terrafix to highlight areas of concern to operational staff. 
 

b) IPC team 
The workload of the IPC team has increased greatly during the pandemic. 
This has necessitated the provision of additional IPC personnel, which 
allowed the team to provide advice seven days a week during the height of 
the pandemic and provided some resilience within the team.  
 
The IPC manager is a member of the National Ambulance Service IPC group 
(NASIPCG). This group has commented collectively on much of the national 
guidance. The frequency of meetings being dictated by the frequency of 
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changes to national guidance. The network shares information, 
documentation and training resources to facilitate productive working. 

 
c) Personal Protective Equipment 

 
The national guidance for PPE use has evolved during the pandemic. Changes 
being attributed to greater knowledge of the routes of transmission, but also the 
potential for shortages and contingency arrangements. The National 
Ambulance Service Infection Prevention and Control Group (NASIPCG) were 
consulted about these changes.  
 
The trust developed its own contingency planning group which was led by the 
Deputy Director for Quality and Safety and agreed by Operational, IPC, Health 
and Safety, Risk and supplies staff. Trigger levels are currently set at one 
month’s supply for all items. The trust has so far, not been in a position where 
appropriate PPE has not been available. Indeed, we have delivered mutual aid 
to other NHS organisations. 
 
There have been challenges in ensuring adequate supplies of level 3 FFP 
respiratory equipment. Individuals must undergo “fit testing” of each 
make/model of this level of equipment. Initially staff were tested with disposable 
equipment in line with national guidance.  
 
Soon, a picture of decreasing national supplies of disposable equipment 
became apparent (exacerbated due to the embargo of export from the USA). 
This necessitated consideration of re-useable alternatives. A high percentage 
of staff having facial hair and therefore not able to be fit tested as well as FFP3 
not being functional for people with beards was an issue.  These staff were 
requested by the board to remove their facial hair during the Pandemic with a 
good response rate.  Staff with facial hair for religious or cultural beliefs are 
exempt from this request and are supplied with air powered respirators and 
hoods. 
 
National supplies of reusable FFP 3 masks were limited and strenuous efforts 
were made to source an adequate supply for our staff. These efforts were 
hindered by components being made in China (and therefore unavailable for 
export due to the origins of the pandemic) and most available equipment not 
being made for the healthcare market. Consequently, there was a lack of 
assurance regarding the ability to decontaminate this equipment, which is used 
in the most high-risk procedures. A Task and Finish group was brought together 
to discuss the implications of scarcity of resources and determine the safest 
way forward. Standard operating procedures were developed for all types of re-
useable equipment bought, which include the need to quarantine filters 
following use during aerosol generating procedures to conserve this scarce 
resource. Sites for decontamination rooms were identified and remedial work 
undertaken to make them fit for purpose. Further fit testing was performed by 
the Training and Health and Safety Teams for each type of FFP3 respirator in 
use.  
The Trust now has an adequate supply of FFP3 reusable respirators and 
associated accessories. Fit testing is above 70% and now being performed 
during annual update training, within the Training Department. 
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For those staff who are unable to wear an FFP3 mask we have purchased 
powered air respirator units. These afford the staff the same level of filtration 
provided by an FFP3 mask. They do require specific training on the safe use, 
including effective decontamination and maintenance. This type of equipment 
is therefore used only for those staff who require it, as it does take additional 
time to don and doff the equipment.  
 

5 Performance 
 
a)  Staff Testing 

 
National testing strategy 

The government’s testing strategy is framed around five pillars: 

1  Scaling up NHS swab testing for those with a medical need and where     
possible, the most critical key workers.   

2  Mass-swab testing for critical key workers in the NHS, Social Care and 
other sectors (including symptomatic children of critical key workers) 

3  Mass-antibody testing to help determine if people have immunity to 
coronavirus.   

4 Surveillance testing to learn more about the disease and help develop 
new tests and treatments.   

5  Spearheading a Diagnostic National Effort to build a mass testing capacity 
at a completely new scale.   

 NEAS has: 
 

• Implemented virology swabbing of staff and household members when 
symptomatic 

• Participated in antibody testing of staff – 1950 staff participated with 339 
having antibodies detected (17.4%) 

• Implemented Test and Trace processes for our staff  
 
 
 

Virology Swabbing 
We continue to run a Testing Team for virology swabbing of symptomatic staff 
and household index cases in collaboration with Gateshead NHS Foundation 
Trust laboratory services.   
The rate of infection for the trust appears to follow the national trend, and 
currently remains low.  
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It should be noted that this data only includes in-house testing and not that 
performed at other centres. 
 
The data show clusters* of COVID - 19 infection as follows: 
March – two stations 
April  - seven areas (including EOC) 
May – two stations 
June – one station  
July – none 
August (to 25th) – none 
(* A cluster being defined as two or more test-confirmed cases of COVID - 19 
among individuals associated with a specific non-residential setting with 
illness onset dates within a 14-day period and in the absence of detailed 
information about the type of contact between the cases). 

 
Test and Trace 

 
In line with national guidance, test and trace has been introduced and this 
work is led by the Tactical Cell. A Standard Operating Procedure has been 
developed to support this has been developed.  

Antibody Testing 
The intention of testing is to improve the understanding and data on COVID - 
19 as part of a national surveillance programme.  
There is also no firm evidence that the presence of antibodies means 
someone cannot be re-infected with the virus or will not transmit the infection. 
If someone tests positive, they still need to follow social distancing measures 
and appropriate use of PPE.  
NEAS participated in the national programme, with the Occupational Health 
Team, supported by Operational Staff, embarking on a course of phlebotomy 
sessions open to all members of all. This was a very successful drive, with 
1950 tests performed, of which 339 generated antibody positive results. 
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b) Managing staff absence during COVID - 19 
 

Since the start of the pandemic, the Trust experienced significant staff 
absence (including those staff who are shielding) with a peak in May and a 
decreasing trend since then.   
 
To support the proactive management of COVID - 19 related staff absence, 
FirstCare is utilised to manage the reporting of all staff absence across the 
Trust.   

  

Absence 
Reason 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

12 
Month 
total 

% of 
12 
Month 
total 

Avg 
Length 

RTW % 
last 3 
months 

RTW % 
last 12 
months 

Coronavirus: 
COVID19 
(Self-
Quarantined) 

262 150 55 46 39 552 9.46 13.76 85.4% 
(152/178) 

90.2% 
(378/419) 

Coronavirus: 
COVID19 
(Suspected) 

165 162 98 57 28 510 8.74 2.75 89.9% 
(187/208) 

91.4% 
(449/491) 

Coronavirus: 
COVID19 
(Confirmed) 

26 195 48 10 1 280 4.80 6.80 88.4% 
(152/172) 

91.3% 
(251/275) 

Coronavirus: 
COVID19 
Care of a 
Dependant 

25 17 5 6 1 54 0.93 7.54 84.0% 
(21/25) 

89.8% 
(44/49) 

Coronavirus: 
COVID19 
(Test and 
Trace) 

0 0 0 1 0 1 0.02 1.00 100.0% 
(1/1) 

100.0% 
(1/1) 

 
 
6 Service Change Process during the COVID - 19 Pandemic 
 

As the pandemic began to unfold it was evident that services would need to 
change quickly in order to comply with the new government guidelines and 
restrictions. The Trusts COVID - 19 response initially involved the Hazardous 
Area Response Team (HART), who was the first ambulance service in the 
country to transport patients with a confirmed diagnosis. HART then 
supported unscheduled care until such time as the expertise in caring for 
COVID - 19 patients was established and mainstreamed. Scheduled care 
services were reduced to essential activity onlyand, as routine outpatient 
activity ceased in acute hospital with their focus on caring for patients with 
COVID - 19. 
 
It was essential that a clear governance process was embedded to ensure 
that any changes to services were reviewed, agreed and communicated to 
staff, partners and regulators. The COVID - 19 Strategic Cell were responsible 
for this process and maintaining appropriate documentation to support 
decision making. An example of this was Scheduled Care Services working to 
discharge patients in line with the national guidance for hospitals. 
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As the pandemic surge has begun to ease it has become clear that acute 
trust’s would need to begin to stand up services. These would need to be 
delivered following the government restrictions, and national guidance has 
recently been updated to support this. Accompanying ambulance guidance is 
awaited, but work has already commenced on the service changes required to 
implement this.   

 
7 Impact on workforce 
 

We are supporting our workforce to ensure a balance between sustaining our 
services and supporting those members of staff who may be living with 
someone who may be symptomatic, or indeed may be symptomatic 
themselves. Staff who have been shielding are being supported on their return 
to duty.  
 
The volume of guidance and updated guidance has been developed at pace, 
which has been challenging for all.  

8 Being COVID – 19 Secure 
 

There has been a great deal of work undertaken to ensure our staff are 
supported in maintaining their health and safety whilst at work. Operational 
staff were provided with sufficient resources to maintain their safety whilst 
caring for patients. This included enhanced cleaning following every patient 
episode, and the introduction of ChlorClean (1,000ppm hypochlorite with 
surfactant) for daily decontamination of vehicles, at the end of February 2020. 
Cleaning staff were also instructed to commence daily cleaning with 
ChlorClean, in all buildings, to reduce the environmental load of COVID - 19.  

However, by the end of March 2020, the Occupational Health team stated that 
several operational staff were reporting adverse reactions which were 
attributed to ChlorClean use. The IPC and Risk Team undertook staff 
interviews to understand what the problems were and the timeline of events. 
Unfortunately, as some staff had also had a history of known/suspected 
COVID - 19 infection, it was impossible to determine causality of symptoms. 
Some usage issues were highlighted, and additional information regarding the 
extent of vehicle cleaning was produced. However, there were 2 staff 
members whose reaction to ChlorClean was so severe that RIDDOR reports 
were submitted to the Health and Safety Executive. The Trust has undertaken 
to remove ChlorClean from its premises and replace with a non-chlorine-
based product, which is currently used by a neighbouring ambulance trust 
with no adverse impact. A Task and Finish group has been established to 
implement the change as soon as practicable, with due regard for the 
provision of adequate training and supporting information. This group will also 
review the potential impact of providing a “misting” system for daily 
decontamination of vehicles and equipment. A paper will be submitted to the 
Executive Team on completion of this work. 

Following government guidelines, many of our non-clinical staff were advised 
to work from home (WFH) wherever possible. IMT resources were galvanised 
to facilitate this, through the provision of additional hardware and the 
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supporting software and capacity. The introduction of “Teams” meetings and 
conference calls has also assisted with the WFH initiative. 

It was recognised that EOC staff were particularly vulnerable, due to their 
inability to WFH and the close proximity of their work stations. IMT, Estates, 
Health and Safety, IPC and EOC staff worked together to provide an ability to 
maintain social distancing for the latter, with screens also being introduced to 
reduce transmission. A “Dump the Junk” initiative was launched to facilitate 
enhanced cleaning of the workspaces, and bespoke IPC guidance was 
provided for EOC staff alongside the promotion of hand hygiene for all staff. 
National communication and local communication resources were used to 
promote this. An increase in hand sanitisers were provided throughout the 
trust. 

Following the government’s announcement regarding the easing of lockdown 
restrictions, guidance has been published to ensure buildings are “COVID - 19 
secure”. The Estates and Health and Safety Teams are progressing risk 
assessment work and the mitigation needed throughout each building to 
operationalise this guidance e.g. the introduction of one-way systems, 
additional signage. This work has Executive Director oversight. 

9 COVID - 19 actions in relation to “At Risk” groups 
 

The following groups are currently identified as being ‘at risk’: 

• Black, Asian and minority ethnic (BAME) staff, aged over 55years and 
particularly those with co-morbidities  

• White staff aged 60 years and over 
• Individuals with underlying health conditions - Hypertension, 

Cardiovascular Disease (CVD), Diabetes, Chronic Kidney Disease (CKD), 
Chronic Obstructive Pulmonary Disorder (COPD), Obesity 

• Pregnant workers 
• Male staff, in comparison to female colleagues 

Since the start of the COVID - 19 pandemic the Trust has implemented a risk 
assessment and action card approach to ensure staff are supported to 
continue to do their role as safely as possible. Staff safety remains paramount 
so staff in an at-risk group, or who feel it would be beneficial to have a risk 
assessment have been encouraged to have a discussion with their line 
manager.  

The risk assessment process is confidential, and the focus is on supporting 
staff to stay safe, work safely and feel confident with the protection that is 
possible against COVID - 19.  The Trust made the decision that, given the 
potential increased risk to our BAME colleagues, the risk assessment was 
mandatory for all staff who fall into the BAME category.  The risk assessment 
was developed with input from HR, Risk, Equality and Diversity and 
Occupational Health and focusses on specific areas such as underlying health 
concerns, family/living circumstances, religious beliefs, etc, taking account of 
the national guidance regarding vulnerable groups, shielding requirements, 
etc.  The completed risk assessment signposts any specific support or 
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adjustments required.  Managers have also been asked to document where 
any BAME staff member declines the risk assessment, where it should be 
acknowledged that any support or adjustments may not be addressed.  

A letter was issued to those staff at the beginning of May who have identified 
their ethnicity as BAME to encourage them to have a discussion with their line 
manager as soon as possible to review any concerns or support required.  Line 
managers were asked to follow this up with all BAME colleagues where this 
discussion has not already taken place, and as part of this, managers will be 
completing a detailed individual risk assessment with staff.   

The Trust is aware that a number of staff have not disclosed their ethnicity, and 
some of these may fall into the BAME category. These staff have also been 
written to with a request to update their ethnicity on ESR, to allow mandatory 
risk assessment to take place. 
 
 
 

10  Communications 
 

The Trust recognises the importance of communication and transparency of 
working. The Communications Team has worked closely with the Strategic 
and Tactical Cells to ensure staff receive updated information promptly and in 
the correct format. This work has included the: 
 
• Introduction of a daily e-bulletin – including on-line links to new PCUs 
• Introduction of a weekly update for the Board 
• Development of a COVID - 19 specific intranet section which is a hub of 

information for all staff 
• Attendance of a communications representative at all COVID - 19 

meetings to advise and act on communications issues 
• Introduction of Workplace – an online engagement tool where staff and 

managers are now engaging 24/7 
• Introduction of monthly LIVE Q&A sessions with the Board for staff 
• Uploading public communication on the NEAS website, social media 

channels and engagement with regional media outlets to update the wider 
population on everything from assaults on staff through to COVID - 19 and 
public health developments 

 
Important messages/reminders for operational staff have also been broadcast 
via Terrafix. 

 
11  Governance and Assurance 
 

The Trust governance structure was described as ‘light touch’ in terms of 
formal meetings, however the sub committees of the Board continued to 
meet. The Board of Directors received an update from each director in terms 
of how the organisation was responding to COVID - 19. 
 
The IPC Board Assurance Framework (Appendix 1) outlines the range of 
measures in place to provide safe care for patients and staff and where there 
are any gaps in assurance the mitigating actions are identified. The actions 
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will be monitored by the Clinical Quality Governance Group and an update 
provided to Quality Committee on progress with this.  
 
The Care Quality Commission received the COVID - 19 Risk Register and 
had fortnightly telephone meetings with the Director of Quality & Safety. A 
fortnightly IPC update was provided in terms of Management of Covid -19 and 
a meeting took place to undertake an Infection Prevention Control 
Assessment on 8th August 2020 which concludes – ‘We have found that the 
board is assured that the trust has effective infection prevention and control 
measures in place’.   
 
As the Trust’s new governance structure is being implemented from 1st 
September 2020 this paper provides an overview of the work undertaken from 
an Infection Prevention and Control perspective to deal with the COVID - 19 
pandemic.  

 
  
12 Recommendation 
 

The Board are asked to receive this report for assurance on the measures 
taken to date. 
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Infection prevention and control board assurance framework – September 2020 
 
 
 

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk 
assessments and consider the susceptibility of service users and any risks posed by their environment and other 
service users 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 
Systems and processes are in place to ensure: 

• infection risk is assessed at the front 
door and this is documented in patient 
notes 

 

 

 

 

• patients with possible or confirmed 
COVID-19 are not moved unless this is 
essential to their care or reduces the 
risk of transmission 

 

 

• compliance with the national guidance 
around discharge or transfer of COVID- 
19 positive patients 

 

 

 
Identification of confirmed and 
suspected cases undertaken by 
EOC using NHS Pathways. CAS 
will record if Covid symptoms are 
apparent and paramedics on 
scene will record presenting 
symptoms which include 
evidence of considering Covid -
19. 
 
 
NEAS supports ED’s by 
identifying suspected and 
confirmed patients by pre 
alerting units before arrival. 
Evidenced in PCU for 
unscheduled care COVID -19. 
   
 
 
NHS Pathways established in 
EOC/CAS and Scheduled Care. 
Awareness of NHSI Discharging 
patients from hospital guidance. 
 
Established processes for 
transferring Covid-19 positive 

 
A formal IPC risk assessment 
tool is not included in the 
Electronic Patient Care Record 
(EPCR). This would enable a 
specific area of the record to 
document infection risk   
 
 
 
 
 
Nil 
 
 
 
 
 
 
 
 
Nil  
 
 
 
 
 
 

 
All clinical staff are aware of 
the need to assess patients 
Covid risk. EOC include 
asking questions regarding 
other household members 
and Covid risk  
 
An updated EPCR will be in 
place in October 2020 to 
include IPC risk assessment.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.gov.uk/government/publications/coronavirus-covid-19-hospital-discharge-service-requirements
https://www.gov.uk/government/publications/coronavirus-covid-19-hospital-discharge-service-requirements
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• all staff (clinical and non-clinical) are 
trained in putting on and removing PPE; 
know what PPE they should wear for 
each setting and context; and have 
access to the PPE that protects them for 
the appropriate setting and context as 
per national guidance 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

patients.  
 
 
 
Clinical staff have received 
training in donning and doffing of 
PPE.  Included in mandatory and 
induction Training.  Additional 
Covid -19 training sessions 
facilitated by clinical educators. 
PPE  Videos have been 
produced with viewing recorded 
on  ESR. Requirements of 
different levels of PPE required 
for various care settings have 
been described in PCU’s for 
scheduled and unscheduled care 
staff  
Information for correct use and 
donning and doffing of face 
masks and coverings on Siren 
for all staff. 
EOC staff have been provided 
with specific guidance from IPC. 
 
Patient Transport services – 
receive level 2 training. They 
have also received operational 
guidance specific to them  
 
 
Non clinical staff are aware of 
hand hygiene and social 
distancing. They do not require 
PPE. They receive level 1 IPC 
training 
 
 
 

 
 
 
 

Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
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national IPC guidance is regularly 
checked for updates and any changes 
are effectively communicated to staff in 
a timely way 

 

NEAS guidance reflects National 
PHE and NASIPC Group 
guidance and has been reviewed 
by the IPC Team  
IPC Manager has attended over 
90% of NASIPCG Team 
Meetings 
List of NEAS IPC 
PCU’s/SOPs/Alerts available 
IPC / Occupational Health 
Manager receive PHE 
Government alerts. 

Nil 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
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• changes to guidance are brought to the 
attention of boards and any risks and 
mitigating actions are highlighted 

 

 

 

 

 

 

• risks are reflected in risk registers and 
the board assurance framework 
where appropriate 

 

• robust IPC risk assessment processes 
and practices are in place for non 
COVID-19 infections and pathogens 

Executive Directors provide the 
Board with a monthly briefing on 
any changes to guidance and it’s 
impact on the organisation.  
Covid-19 Risk Register and 
action log 
IPC Annual Report 19/20 and 
Covid -19 Report presented to 
the Board in September. 
 
IPC risks through COVID tactical 
cell updated weekly  
 
 
Risk Register and Board 
Assurance framework includes 
risks relating to Covid-19 
 
 
 
Processes in place with PHE and 
NEAS to alert staff for known 
infectious patients. 
 

Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nil 
 
 
 
 
 
Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
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2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and 
control of infections 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 
Systems and processes are in place to ensure: 

• designated teams with appropriate 
training are assigned to care for and 
treat patients in COVID-19 isolation or 
cohort areas 

 

• designated cleaning teams with 
appropriate training in required 
techniques and use of PPE are 
assigned to COVID-19 isolation or 
cohort areas 

• decontamination and terminal 
decontamination of isolation rooms or 
cohort areas is carried out in line with 
PHE and other national guidance 

   
 
N/A as no isolation /cohort areas 
 
 
 
 
 
 
N/A 
 
 
 
 
 
Vehicle cleaning and 
decontamination guidance is in 
place, to ensure transmission 
risk is reduced. 
 
Should a member of staff be sent 
home with suspected Covid-19 
local arrangements are in place 
to ensure cleaning of desk space 
/ equipment / touch points   
   
External cleaning contract in 
place for all NEAS sites. This 
includes a process for enhanced 
cleaning and for additional 
cleaning to be undertaken if a 
staff member is found to test 
positive for Covid-19 

 
 
Nil 
 
 
 
 
 
 
 
Nil 
 
 
 
 
 
Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
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• increased frequency, at least twice 
daily, of cleaning in areas that have 
higher environmental contamination 
rates as set out in the PHE and other 
national guidance 

  attention to the cleaning of 
toilets/bathrooms, as COVID-19 has 
frequently been found to contaminate 
surfaces in these areas 

  cleaning is carried out with neutral 
detergent, a chlorine-based disinfectant, 
in the form of a solution at a minimum 
strength of 1,000ppm available chlorine, 
as per national guidance. If an 
alternative disinfectant is used, the local 
infection prevention and control team 
(IPCT) should be consulted on this to 
ensure that this is effective against 
enveloped viruses 

  manufacturers’ guidance and 
 recommended product ‘contact time’ 
must be followed for all cleaning/ 
disinfectant solutions/products 

  as per national guidance: 

o ‘frequently touched’ surfaces, eg 
door/toilet handles, patient call bells, 
over-bed tables and bed rails, should 
be decontaminated at least twice 
daily and when known to be 

Increased cleaning on all NEAS 
EOC sites to twice daily touch 
point cleaning.  Included touch 
point cleaning on all Ambulance 
Stations daily   
 
All bathrooms and toilets now 
cleaned with chlor-clean by 
Cordant operatives 
 
 
Chlor-clean was introduced to 
NEAS for environmental and 
vehicle cleaning in February 
2020 
Chlor-clean is being withdrawn 
from use for vehicle cleaning and 
environmental cleaning due to 2 
RIDDOR reportable incidents 
where 1 member of staff had a 
severe allergic reaction and a 
group of staff had developed 
sensitivity in using the product. 
  
Contact time of disinfectants 
included on instruction posters in 
all sluice areas and Alerts placed 
in all sluice areas follows 
national guidance. 
 
 All patient equipment and 
contact points are 
decontaminated by crew after 
every patient using Clinell Wipes. 
Daily vehicle and equipment 
clean introduced in March 2020 
using Chlor-clean.  

Nil 
 
 
 
 
 
Nil 
 
 
 
 
Introduction of a suitable 
alternative product - Steri-7 
planned to commence 
September 2020  
Steri-7 risk assessed as a good 
alternative to chlorine with 
sporicidal and viricidal 
properties. 
 
 
 
 
 
Nil 
 
 
 
 
 
Nil  

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
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contaminated with secretions, 
excretions or body fluids 

o electronic equipment, eg mobile 
phones, desk phones, tablets, 
desktops and keyboards should be 
cleaned at least twice daily 

 

o rooms/areas where PPE is removed 
must be decontaminated, timed to 
coincide with periods immediately 
after PPE removal by groups of staff 
(at least twice daily) 

• linen from possible and confirmed 
COVID-19 patients is managed in line 
with PHE and other national guidance 
and the appropriate precautions are 
taken 

• single use items are used where 
possible and according to single use 
policy 

• reusable equipment is appropriately 
decontaminated in line with local and 
PHE and other national guidance 

  review and ensure good ventilation in 
admission and waiting areas to minimise 
opportunistic airborne transmission 

 
 
 
Twice daily cleaning and end of 
shift cleaning of electrical 
equipment and desk spaces by 
EOC staff. SOP outlining this is 
in place. 
 
 
N/A  
 
 
 
 
No linen on NEAS sites. Linen is 
managed in line with PHE 
guidance and appropriate 
precautions taken at provider 
sites.  
 
 
In line with NEAS medical device 
policy and audited through 
Vehicle Audits showing excellent 
compliance  
Reusable equipment is cleaned 
after patient use Vehicle audits 
can provide evidence.  
 
N/A relates to admission and 
waiting areas 
Review of ventilation system in 
EOC undertaken by Estates 
March 2020 and reviewed by 
Working Safety Group led by 
H&S 

 
 
 
Nil 
 
 
 
 
 
 
Nil 
 
 
 
 
Nil 
 
 
 
 
 
 
Nil 
 
 
 
Nil 
 
 
 
Nil 
 

 

A

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
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3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and 
antimicrobial resistance 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 
 arrangements around antimicrobial 

stewardship are maintained 

 mandatory reporting requirements are 
adhered to and boards continue to 
maintain oversight 

 
Medicines Optimisation Group in 
place, which includes 
Antimicrobial Stewardship 
 
Antimicrobial resistance 
awareness training in place and 
increased compliance noted in 
2019 – 2020  
 
Patient Group Directions 
/Antimicrobial usage audits are 
identified, however the volume of 
audits is low.  
 
Audits require a manual trawl of 
records 
 
Mandatory reporting 
requirements to Board is not 
applicable to ambulance trusts. 
 
 
 
 
 
 
 
 
 
 

 
Volume of Antimicrobial 
compliance audits is low – due 
to resource constraints 
 

 
Increased volume of audits 
to be conducted in 2021/22 
to be identified in Trust audit 
plan. 
 
Deputy Medical Director 
taking a lead with clinicians 
in CAS to provide education 
on antimicrobial prescribing.  
 
Chief Pharmacist providing 
education to Advanced 
Practitioners 
 
ePCR upgrade will enable 
increased PGD auditing 
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4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with 
providing further support or nursing/medical care in a timely fashion 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• implementation of national guidance on 
visiting patients in a care setting 

• areas in which suspected or confirmed 
COVID-19 patients are being treated 
are clearly marked with appropriate 
signage and have restricted access 

• information and guidance on COVID-19 
is available on all trust websites with 
easy read versions 

 
• infection status is communicated to the 

receiving organisation or department 
when a possible or confirmed COVID-19 
patient needs to be moved 

 
 
 
NA 
 
NA 
 
 
 
 
Trust websites include COVID -
19 guidance, this includes easy 
read versions 
 
 
Crew pre-alert receiving units 
and follow care pathways for 
confirmed or suspected cases.   

 
 
 
Nil 
 
 
Nil 
 
 
 
Nil 
 
 
 
 
Nil 

 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0030_Visitor-Guidance_8-April-2020.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0030_Visitor-Guidance_8-April-2020.pdf
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5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely 
and appropriate treatment to reduce the risk of transmitting infection to other people 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• front door areas have appropriate 
triaging arrangements in place to cohort 
patients with possible or confirmed 
COVID-19 symptoms and to segregate 
them from non COVID-19 cases to 
minimise the risk of cross-infection, as 
per national guidance 

• mask usage is emphasized for 
suspected individuals 

 

• ideally segregation should be with 
separate spaces, but there is potential 
to use screens, eg to protect reception 
staff 

• for patients with new-onset symptoms, it 
is important to achieve isolation and 
instigation of contact tracing as soon as 
possible 

• patients with suspected COVID-19 are 
tested promptly 

• patients who test negative but display 
or go on to develop symptoms of 
COVID-19 are segregated and promptly 
re-tested and contacts traced 

 
 
NA to Ambulance Services 
however EOC and CAS use 
national pathways evidence of 
updates and reviews. NEAS 
have worked with acute trust 
providers to ensure we comply 
with their streaming of Covid and 
non Covid patient pathways.  
 
Face mask and face coverings 
has been emphasized in Alerts 
and Patient Care Updates 
 
Temporary bulkheads have been 
installed in all NEAS vehicles 
that transport patients including 
3rd party contractors and 
volunteers.  
 
N/A 
 
 
 
 
N/A 
 
 
N/A 

 
 
Nil 
 
 
 
 
 
 
 
 
Nil 
 
 
 
Nil 
 
 
 
 
 
Nil 
 
 
 
 
Nil 
 
 
Nil 
 

 

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
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• patients who attend for routine 
appointments and who display 
symptoms of COVID-19 are managed 
appropriately 

Included in PCU for Scheduled 
Care, Volunteers and 3rd Party if 
patients present with new 
symptoms to contact control  

Nil  

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their 
responsibilities in the process of preventing and controlling infection 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• all staff (clinical and non-clinical) have 
appropriate training, in line with latest 
PHE and other guidance, to ensure 
their personal safety and working 
environment is safe 

 

 

 

 

 

 

• all staff providing patient care are 
trained in the selection and use of PPE 
appropriate for the clinical situation, 
and on how to safely don and doff it 

• a record of staff training is maintained 

• appropriate arrangements are in place 

 
 
Covid secure workplace led by 
Health & Safety team with  
evidence of changes to the 
working environment which 
includes social distancing, safe 
pathways, safety check stations,  
screens for reception and EOC 
staff. Home working established 
rapidly for large numbers of 
support staff. 
 
 
PPE Covid Sessions for clinical 
staff  
Workplace provides information  
Information on Siren 
 
Training recorded via ESR for 
IPC level 1 and Level 2. 
Additional training developed for 
donning and doffing, including 
videos to support learning. 
 
 
There has been no requirement 
to reuse PPE due to shortages in 

 
 
Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nil 
 
 
 
 
Nil 
 
Nil 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877658/Quick_guide_to_donning_doffing_standard_PPE_health_and_social_care_poster__.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877658/Quick_guide_to_donning_doffing_standard_PPE_health_and_social_care_poster__.pdf
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so that any reuse of PPE in line with 
the CAS alert is properly monitored 
and managed 

• any incidents relating to the re-use of 
PPE are monitored and appropriate 
action taken 

 

• adherence to PHE national guidance 
on the use of PPE is regularly audited 

PPE supply. This CAS alert was 
removed on 9th September 20. 
 
 
This would be reported as an 
incident on the Ulysses system 
and managed through this 
process. 
 
 
PPE audits recommenced in 
August reporting excellent 
compliance with gloves and 
aprons = 97%   
Reports of crew not wearing face 
masks when driving reported to 
tactical cell evidence of 
messages to reinforce guidance 

 
 
 
 
Nil 
 
 
 
 
 
Auditing was discontinued in 
February 20 and recommenced 
in August 20, due to focussed 
efforts of CCM’s to respond to 
Covid-19. 
IPC capacity did not enable 
audits to be undertaken, with a 
small number of audits 
conducted in July and August 
20.  
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
The IPC team are 
developing a training session 
for key support staff to 
undertake PPE auditing at 
ED’s to provide assurance of 
adherence to national 
guidance and ensure IPC 
provide targeted support to 
those where an issue is 
identified. 
 
 
 
 
 
 

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
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• staff regularly undertake hand hygiene 
and observe standard infection control 
precautions 

 
 
 
 
 
 
 

  hand dryers in toilets are associated 
with greater risk of droplet spread than 
paper towels. Hands should be dried 
with soft, absorbent, disposable paper 
towels from a dispenser which is 
located close to the sink but beyond 
the risk of splash contamination, as per 
national guidance 

  guidance on hand hygiene, including 
drying, should be clearly displayed in 
all public toilet areas as well as staff 
areas 

 

• staff understand the requirements for 
uniform laundering where this is not 
provided on site 

 

• all staff understand the symptoms of 
COVID-19 and take appropriate action 
in line with PHE and other national 

Evidence HH audits carried out 
by IPC staff at ED HH audits for 
unscheduled care recommenced 
in August 2020 reporting 
excellent compliance = 99% 
 
 
 
 
 
 
 
Hand towels provided in all 
NEAS site toilets and 
washrooms, with the exception 
of Bernicia House. 
 
 
 
 
 
 
Hand Hygiene posters displayed 
are included in the bi-monthly 
Station audit with excellent 
compliance (No public toilets)  
 
 
 
Uniform laundering information  
with red alginate bag published   
also published on siren  
 
 
Covid-19 daily bulletins, Covid-
19 helpline and a programme of 
regular  communication both 
internally and externally have 

Auditing was discontinued in 
February 20 and recommenced 
in August 20, due to focussed 
efforts of CCM’s to respond to 
Covid-19. 
IPC capacity did not enable 
audits to be undertaken, with a 
small number of audits 
conducted in July and August 
20.  
 
 
Hand dryers are used in 
Bernicia House toilets. Paper 
towel dispensers are ordered. 
 
  
 
 
 
 
 
 
Nil 
 
 
 
 
 
 
Nil 
 
 
 
 
Nil 
 

The IPC team are 
developing a training session 
for key support staff to 
undertake Hand Hygiene 
auditing at ED’s to provide 
assurance of adherence to 
national guidance and 
ensure IPC provide targeted 
support to those where an 
issue is identified. 
 
 
Notice in place in all toilets to 
ask that people maintain 2 
metre distance when hand 
dryer in use. 
 
  

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
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guidance, if they or a member of their 
household displays any of the 
symptoms 

used national materials to 
reinforce correct messages for 
staff. Action cards have been 
developed to support 
Occupational Health and HR 
teams in advising staff of the 
correct actions and the Covid-19 
strategic and tactical cells 
supported this happening across 
the organisation. 
 
The Trust had undertaken staff 
swabbing in line with national 
guidance. 
 
 

https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
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7. Provide or secure adequate isolation facilities 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• patients with possible or confirmed 
COVID-19 are isolated in appropriate 
facilities or designated areas where 
appropriate 

• areas used to cohort patients with 
possible or confirmed COVID-19 are 
compliant with the environmental 
requirements set out in the current PHE 
national guidance 

• patients with resistant/alert organisms 
are managed according to local IPC 
guidance, including ensuring 
appropriate patient placement 

 
 
N/A 
 
 
 
 
N/A 
 
 
 
 
 
 
IPC Communicable Diseases 
SOP reviewed in March 2020  
 

 
 
Nil 
 
 
 
 
Nil 
 
 
 
 
 
 
Nil 

 

8. Secure adequate access to laboratory support as appropriate 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 
Systems and processes are in place to ensure: 

 
• testing is undertaken by competent and 

trained individuals 
 
 
 

• patient and staff COVID-19 testing is 
undertaken promptly and in line with 
PHE and other national guidance 

 
 
Training was provided for staff 
and a video was produced by the 
IPC and HART team to support 
this training. 
 
Internal Trust guidance 
developed through the COVID-
19 Strategic Co-Ordination 
Group based upon Public Health 

 
 
Nil 
 
 
 
 
Nil 
 
 
 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://www.gov.uk/guidance/coronavirus-covid-19-getting-tested
https://www.gov.uk/guidance/coronavirus-covid-19-getting-tested
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England (PHE) Guidance 
(gov.uk) updated in accordance 
with the latter (initially daily) 
 
Strategic Co-Ordination Group 
included IPC, Occupational 
Health and Risk Management, 
and worked collaboratively with 
regards to staff fitness to work 
 
Tactical Cell arranged for staff to 
access COVID-19 swab via 
HART or Occupational Health 
Service 
 
Staff also able to access regional 
services for swab tests 
 
Swabs undertaken in 
accordance with PHE guidance 
(i.e. swab format and PPE) 
 
For staff with resident 
family/resident household 
members with symptoms of 
COVID-19: As per “Staff with 
resident family/resident 
household members with 
symptoms of COVID-19” Action 
Card 
 
Tactical Cell arranged for 
family/resident household 
members with symptoms of 
COVID-19 to access COVID-19 
swab via HART 
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• screening for other potential infections 
takes place 

For identifying possible COVID-
19 pre-symptomatic staff: As per 
“SOP for Staff Safety” (attached) 
 
 
Occupational Health records 
screens for HCW’s including 
Hepatitis     
 

 
 
 
 
 
Nil 
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9. Have and adhere to policies designed for the individual’s care and provider organisations that will help prevent and 
control infections 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• staff are supported in adhering to all 
IPC policies, including those for other 
alert organisms 

• any changes to the PHE national 
guidance on PPE are quickly identified 
and effectively communicated to staff 

 

• all clinical waste related to confirmed or 
possible COVID-19 cases is handled, 
stored and managed in accordance 
with current national guidance 

 

 

• PPE stock is appropriately stored and 
accessible to staff who require it 

 
 
SOPs for other alert organisms 
are up to date.  PCU for 
influenza updated March 2020  
 
Communication by Patient Care 
Updates and Alerts has been 
multi-modal SIREN, Ulysses, 
Terrafix, logged by Covid Cell   
 
 
Evidence of IPC working with 
estates to manage increase 
waste generated and also at new 
sites, EOC and Testing 
information and Alert reflects 
national guidance 
 
 
Some evidence of stock 
depletion at multiple ambulance 
station sites  
PPE supplies are currently 
managed through CCM’s rather 
than Business As Usual 
processes 
 
 
 
 

 
 
Nil 
 
 
 
Nil 
 
 
 
 
 
Nil 
 
 
 
 
 
 
 
Storage of items by CCM’s are 
not in identified store rooms  
 
Pallion site has inadequate 
storage space 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Containers sourced for 
additional PPE stocks.   
 
Leasing of additional storage 
areas undertaken 
 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
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10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• staff in ‘at-risk’ groups are identified and 
managed appropriately, including 
ensuring their physical and 
psychological wellbeing is supported 

 

 

 

 

 

 

 

 

 

• staff required to wear FFP reusable 
respirators undergo training that is 
compliant with PHE national guidance 

 
 
Action Cards developed for 
those staff at most risk of 
COVID-19: Over 70, Pregnant 
ladies and staff with underlying 
medical conditions. 
 
BAME risk assessment 
completed. 
 
Risk assessments opened up to 
the wider workforce and can be 
completed on request. 
 
Daily internal communications 
sent out to 
Managers/Staff/Unions/HR by 
Comms to ensure that process 
on Action Cards followed. 
 
 
Training undertaken by Clinical 
Educators. 
Records maintained by 
Education & Training  
SOP developed working with 
IPC, Health & Safety, Training, 
Operational teams. 
 
A central decontamination area 
in HART is used currently for 
decontamination of powered 
respirator units. 

 
 
Nil 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Decontamination areas 
identified within the trust are 
being reviewed, with the 
potential to increase the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A multi-disciplinary group 
has been reconvened to 
review decontamination 
areas.  

https://www.hse.gov.uk/news/face-mask-ppe-rpe-coronavirus.htm
https://www.hse.gov.uk/news/face-mask-ppe-rpe-coronavirus.htm
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number of these to support a 
reduction in downtime for this 
process. 
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and a record of this training is 
maintained 

  consistency in staff allocation is 
maintained, with reductions in the 
movement of staff between different 
areas and the cross-over of care 
pathways between planned and 
elective care pathways and urgent and 
emergency care pathways, as per 
national guidance 

 

  all staff adhere to national guidance on 
social distancing (2 metres) wherever 
possible, particularly if not wearing a 
facemask and in non-clinical areas 

 

 

 

 

  consideration is given to staggering 
staff breaks to limit the density of 
healthcare workers in specific areas 

 

 staff absence and wellbeing are 
monitored and staff who are self- 
isolating are supported and able to 

 
 
 
Reduction of movement by 
crews managed by Operations 
as part of safety at work. This 
has included how the relief 
system is operated. 
 
 
 
 
 
 
Risk assessment and action 
regarding Covid secure work 
place undertaken for all areas 
ambulance stations, vehicles, 
staff at other provider sites, and 
EOC and training sites. This 
work has Director oversight by 
Sarah Rushbrooke, DIPC. 
 
 
 
 
Evidence of staff meal breaks 
being staggered by control and 
also staff put on standby (Off 
station and NHS Sites)  
 
Guidance established - As “Staff 
absent due to symptoms of 
COVID-19” Action Card  
 

 
 
 
Nil 
 
 
 
 
 
 
 
 
 
 
Nil 
 
 
 
 
 
 
 
 
 
 
 
Nil 
 
 
 
 
Nil 
 
 
 

 

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031
https://www.gov.uk/government/publications/staying-alert-and-safe-social-distancing/staying-alert-and-safe-social-distancing
https://www.gov.uk/government/publications/staying-alert-and-safe-social-distancing/staying-alert-and-safe-social-distancing
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access testing 

 

 

 

 

 

 

 

 Staff who test positive have 
adequate information and support to 
aid their recovery and return to work 

Reporting of staff absence into 
Covid strategic / tactical cell. 
 
HR lead for Covid – 19 
established.   
 
Established process for staff 
swabbing in place. 
 
Welfare calls by line managers in 
place. 
 
 
Welfare calls from Line Manager 
 
Referral to Occupational Health 
for further guidance and support 
as necessary 
 
Internal and external resources 
available to support staff 
recovery. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Nil 
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:   For Information:   
 

Board of Directors’ Meeting –24th September 2020 
Report title: Organisational Risk Register 

Purpose of report: To present Board with the current Organisational Risk Register. 

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 2020/2021 is presented to the 
EMG Members 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 presentation of the risk register has been amended to include the 
risk impact as well as the risk description. 
 
The below provides an overview of the risks and current position as of 
11th September 2020; It is important to note that this document is 
dynamic and therefore likely to change between writing and 
presentation.  

 

The Organisational Risk Register currently contains 10 specific risks; of 
these, 4 risks show a residual ‘red’ rating, scoring 20 (N=2) 16 (N=1) 
and 15 (N=1)  N=5 of the other ORR risks show a residual risk rating 
within the ‘amber’ category (between 8 and 12).   

One risk is scored as 6 and is maintained by the Director of People and 
Development 

The majority of identified risks are within their review date and have 
assigned controls and additional mitigation actions. However, 
compliance of the ORR continues to be substantial, only 1 risk has an 
overdue action 

The highest residual risk rating (20) relates to the following risks: 

• 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  

• 360 - Impact of COVID-19 (Coronavirus) on the safe and effective 
delivery of services – recent entry onto the ORR following the 
emergence of COVID-19. 

 

One Risks is scored at 16 

• 255 - The risk is that the CAS staffing level is not sufficiently 
complete enough to carry out the contracted NHS 111 IUC service 
activity impacting meeting KPI of call back times, ETC Validation for 
ED level disposition calls where only type 1 or 2 ED's have profiled 
to the Health Advisor from the DoS and Validation of C3 and C4 
ambulance responses. 

One Risk is 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 
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All other risks show a residual risk rating between 6 and 12.  

 

The risks captured cover legal, financial and moral implications for the 
Trust and our stakeholders. 
 

Issue previously considered by: 
The Executive Management Group  

Quality Governance Group  

Board 

Recommended actions: Review the ORR for content 

Sponsor / approving director: Dr Mathew Beattie, Medical Director  

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  

 

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. 
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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


5LVN� 5HJLVWHU

2UJDQLVDWLRQDO

&XUUHQW� $FWLRQV5HI 5LVN� 'HVFULSWLRQ

$VVHVVRU

2ZQHU

,QLWLDO� 5DWH

& / &[/

0LWLJDWLRQ

& / &[/

&XUUHQW� 5DWH

/ &[/&

7DUJHW�5DWH'DWH 5LVN� ,PDSFW

�������

&ODUH� %DQQLVWHU

&ODUH� %DQQLVWHU

��7KH� ULVN� LV� WKDW� WKH� &$6� VWDIILQJ
OHYHO� LV� QRW� VXIILFLHQWO\� FRPSOHWH
HQRXJK� WR� FDUU\� RXW� WKH� FRQWUDFWHG
1+6� ���� ,8&� VHUYLFH� DFWLYLW\
LPSDFWLQJ�PHHWLQJ� .3,� RI� FDOO� EDFN
WLPHV�� (7&� 9DOLGDWLRQ� IRU� ('� OHYHO
GLVSRVLWLRQ� FDOOV�ZKHUH� RQO\� W\SH� �� RU
�� ('
V� KDYH� SURILOHG� WR� WKH� +HDOWK
$GYLVRU� IURP� WKH� 'R6� DQG� 9DOLGDWLRQ
RI� &�� DQG� &�� DPEXODQFH� UHVSRQVHV�

��
,Q� RSHUDWLRQDO� HVFDODWLRQ�ZH� FDQ� VZLWFK�(7&�YDOLGDWLRQ
R I I

5HFUXLWPHQW� LV� OLVWHG� DV� ULVN� FF��� DQG� KDV� GHWDLOHG
DFWLRQV� WR� IXOILO� VWDIILQJ� UHTXLUHPHQWV

8VH� RI� DJHQF\� WR� FRYHU� YDFDQFLHV

6WDIILQJ� LQ�&$6� IRU�$3V� DQG�*3V� LV� EHLQJ� EROVWHUHG� WR
HQDEOH� VWUHDPLQJ� WR�EH�XQGHUWDNHQ��7KLV� LV� WR� WU\� DQG
UHGXFH� ORQJ�ZDLWV� IRU� FDOO� EDFNV�

$GG�DGGLWLRQDO� UHVRXUFH� LQ�FOLQLFDO�SRRO� LQ�(2&�E\
XVLQJ�SDUDPHGLFV�WUDLQHG� LQ�076�DQG�6HQLRU�FOLQLFLDQ
PRGXOH� IURP� 1+6� 3DWKZD\V

5HFUXLWPHQW� LQ� SURJUHVV�� VWDII� XQGHUJRLQJ
FOHDUDQFHV�DQG�EHLQJ�ERRNHG� LQWR� WUDLQLQJ�

/RRNLQJ� DW� URWDWLRQDO�� RSHUDWLRQDO� SRVWV�� 7KLV
ZLOO�EH�HQDEOHG�E\� WKH�XVH�RI� WKH�076�WULDJH
DOJRULWKP� LQVWHDG� RI� 3DWKZD\V�� 7DVN� DQG� ILQLVK
JURXS� HVWDEOLVKHG� WR� SURJUHVV�� 7LPHVFDOHV� WR
EH�DJUHHG�DV�SDUW� RI� WKLV�

*DSV� RQ� WKH� FOLQFLLDQ� URWD� DUH� EHLQJ� RIIVHW� E\
WKH� XVH� RI� DJHQF\� DQG� RYHUWLPH�� $GGLWLRQDO
&$6�VWDII� ��$3V�DQG�*3V� �� DUH�EHLQJ�GUDIWHG� LQ
WR� HQDEOH� VWUHDPLQJ� IRUP� FOLQFLLDQ� VWDFN� WR
DVVLVW�ZLWK�ZRUNORDG�DQG�FOLQLFLDQ�FDOO� EDFN
ZDLWV�

� ������������ 7KH� LPSDFW� LV� WKDW�FDOO�ZDLWLQJ
WLPHV�DUH�QRW�PHHWLQJ�.3,�DQG
VRPH� FDOOHUV� DUH� UHFHLYLQJ� D� GHOD\
LQ� UHVSRQVH� EHFDXVH� RI�ZDLWLQJ� IRU
DQ� � DYDLODEOH� FOLQLFLDQ�DQG� WKDW
FDOOHUV�ZLOO�EH�GLUHFWHG�WR�7\SH���RU
�� ('V� LPSDFWLQJ� RQ� V\VWHP� ZLGH
SHUIRUPDQFH� DQG� VXEVHTXHQWO\
ZLGHU� SDWLHQW� VDIHW\� DQG�ZHOO� EHLQJ�

$OVR� WKH� WUXVW� ORVHV� RSSRUWXQLWLHV� WR
UHGXFH� FRQYH\DQFH� UDWHV� E\� +HDU
DQG�7UHDW�

�������

.DUHQ�2
%ULHQ

3DXO� $LWNHQ�)HOO

��,PSOHPHQWDWLRQ� RI� 
-XVW� &XOWXUH

SULQFLSOHV�ZLWKLQ� WKH�RUJDQLVDWLRQ� LQ
RUGHU� WR� VXSSRUW� LPSURYHPHQWV� LQ
SDWLHQW� VDIHW\� DQG� VWDII� KHDOWK� DQG
ZHOOEHLQJ�PD\�QRW� EH� UHDOLVHG�XQOHVV
HPEUDFHG� DQG� VXSSRUWHG� IURP� ERDUG
WR� IURQW� OLQH

�
VWUDWHJ\� PHHWLQJ� LPSOHPHQWHG� FROODERUDWLYOH\� ZLWK� +5
DQG� TXDOLW\� DQG� VDIHW\

GHYHORSHG� WKH� ILWQHVV� WR� SUDFWLFH� SROLF\

VHQLRU� RYHUVLJKW� RI� DOO� GLVFLSOLQDU\� FDVHV

5HYLHZ� RI� ZRUNIRUFH� PHWULFV� DQG� UHSRUWLQJ
PHFKDQLVPV�

$OO� +5� SROLFLHV� DQG� SDWLHQW� VDIHW\� SROLFLHV� WR� EH
UHYLHZHG� WR� HQVXUH� MXVW� DQG� UHVWRUDWLYH� DQG
OHDUQLQJ� FXOWXUH� SULQFLSOHV� DUH� UHIOHFWHG

&RQWHQW� RI� DERYH� OHDGHUVKLS� GHYHORSPHQW
DSSURDFKHV� WR� EH� UHYLHZHG� WR� UHIOHFW� WKH� MXVW� 	
UHVWRULYH� DQG� OHDUQLQJ� FXOWXUH� DSSURDFK

2UJDQLVDWLRQDO� 'HYHORSPHQW� WR� UHYLHZ� WKH
VWUDWHJLF� SODQ� WR� HPEHG� D� MXVW� FXOWXUH� DFURVV
WKH� VHUYLFH�� $Q� DSSURDFK� WR� EH� FRPPHQFHG
XWLOLVLQJ� WKH� $PEDVVDGRUV� ZKR� KDYH� UHFHLYHG
WKH�WUDLQLQJ�ZLWK�WUDLQLQJ�H[SDQGHG�DQG
LQWHJUDWHG� LQWR� GDLO\� SUDFWLFH�

� ������������ 6WDII� IHHO� XQDEOH� WR� UHSRUW� HUURUV
GXH� WR� IHDU� RI� UHSULVDO� WKHUHIRUH
UHGXFLQJ� WKH� RSSRUWXQLW\� IRU
OHDUQLQJ�� � �
,QFUHDVHG� VWDII� VLFNQHVV�
VXVSHQVLRQV� DQG� SURWUDFWHG
DYRLGDEOH� GLVFLSOLQDU\� SURFHVVHV�
UHGXFHV� WLPH� DYDLODEOH� WR� FDUH��
6NLOO� DQG� FRQILGHQFH� HURVLRQ� ZKLOVW
DEVHQW�� �
7KH� SRWHQWLDO� IRU� WKH� GLJQLW\� RI
LQGLYLGXDOV� QRW� EHLQJ� UHVSHFWHG� LQ
OLQH�ZLWK� RXU� YDOXHV�� �
3HRSOH� DUH� QRW� WUHDWHG� IDLUO\� DQG
SRWHQWLDO� YDULDWLRQ� LQ� TXDOLW\� RI
LQYHVWLJDWLRQV�

�������

3DXO� $LWNHQ�)HOO

0DWKHZ�%HDWWLH

��,QDELOLW\� WR� FRQWLQXDOO\� GHYHORS
FOLQLFDO� VNLOOV� RI� WKH� ZRUNIRUFH� WR
VXSSRUW� WKH� UHGXFWLRQ� RI� FRQYH\DQFH
WR�KRVSLWDO�DQG� LQFUHDVH�FDUH� LQ� WKH
FRPPXQLW\�

��
1HZ�&DUHHU� IUDPHZRUN�GHYHORSHG� LQ� OLQH�ZLWK�FROOHJH
RI� SDUDPHGLFV� JXLGDQFH

GHYHORSHG� WKH� VSHFLDOLVW� SDUDPHGLF� UROH� DQG�PRGHO� IRU
URWDWLRQ� LQ� RUGHU� WR� GHYHORS� VNLOOV

$GYDQFHG� SUDFWLFH� GHYHORSPHQW� SRVLWLRQV� GHYHORSHG
DQG� UHFUXLWPHQW� LQ�SURJUHVV�DQG�FRXUVH�VHFXUHG�ZLWK
+(,

RYHUDUFKLQJ� ZRUNIRUFH� SODQ� WR� EH� GHYHORSHG� WR
LQFOXGH� FOLQFLDQV� IRU� $53� GHOLYHU\�� DGYDQFHG
SUDFWLFH� DQG� URWDWLRQDO�3&1� PRGHO� WR� LQIRUP
+((�RI� WUDLQLQJ�SODFH� UHTXLUHPHQW� VLQ�RUGHU� WR
ILOO� JDSV

GHYHORS� D� ZRUNIRUFH� VWUDWHJ\� ZLWK� NH\� UROHV� DQG
EHQHILWV� UHDOLVDWLRQ� WR� VXSSRUW� WKH� GHOLYHU\� RI
WKH� WUXVW� VWUDWHJ\� DQG� 1+6� IRUZDUG� YLHZ

� ������������ &RQWLQXDO� FRQYH\DQFH� WR� KRVSLWDO
DGGV�SUHVVXUH� WR�ERWK�1($6�DQG
$FXWH� VHUYLFHV� LQ� DQ� DOUHDG\� XQGHU
UHVRXUFHG� HQYLURQPHQW�

�������

(GZDUG�+XWWRQ

0DWKHZ�%HDWWLH

��,QDELOLW\� WR� HQJDJH� SDUWQHU� DJHQFLHV
LQ� OLQH�ZLWK� WKH�1RUWK�(DVW�SURYLGHU
$OOLDQFH�SURSRVHG�DV�SDUW� RI� WKH
GHOLYHU\� RI� WKH� ���� ,8&� 6HUYLFH�

�
3URSRVDO� IRU� GHYHORSLQJ� SRWHQWLDO� VXE�FRQWUDFWXDO
DUUDQJHPHQWV�ZLWK�22+�SURYLGHUV� �� GLVFXVVHG�DW�607
��6/7�LQ�6HSWHPEHU������

3URFXUHPHQW� DGYLFH� VRXJKW� RQ� DELOLW\� WR� RXWVRXUFH� DQ\
HOHPHQWV� RI� WKH� ���� ,8&� VHUYLFH�

3URSRVDO� IURP�9RFDUH� KDV� EHHQ� GHYHORSHG� �� QRW� \HW
VLJKWHG�� �$ZDLWLQJ�PHHWLQJ�ZLWK�9RFDUH�5HJLRQDO
'LUHFWRU� LQ� WKH� FRPLQJ� ZHHNV� WR� H[SORUH� YLDELOLW\�

6LQJOH� 3RLQW� RI� $FFHVV� GHYHORSPHQWV�� ZRUN� XQGHUZD\
ZLWK�1RUWK�7HHV�)7�DQG�&'')7� WR� GHYHORS�SDWKZD\
LQWHJUDWLRQ� EHWZHHQ� ���� ,8&� DQG� ORFDOO\� FRPPLVVLRQHG

� ������������ 8QDEOH� WR� DFFHVV� FOLQLFDO� FDSDFLW\
ZLWKLQ� ORFDOO\� FRPPLVVLRQHG� XUJHQW
FDUH� VHUYLFHV� �LQFOXGLQJ
RXW�RI�KRXUV� VHUYLFHV�� LQ� WHUPV� RI�
�� XWLOLVLQJ� FOLQLFDO� ZRUNIRUFH� LQ� WKH
XQGHUWDNLQJ� RI� WHOHSKRQH
DVVHVVPHQWV
�� HIIHFWLYH� UHIHUUDO� ULJKWV� LQWR
IDFH�WR�IDFH� VHUYLFH� SURYLVLRQ
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5LVN� 5HJLVWHU

2UJDQLVDWLRQDO

63R$� VHUYLFHV�� HQDEOLQJ� WUDQVIHU� RI� FDOOV� WR� EH
PDQDJHG� ZLWKLQ� ORFDO� VHUYLFHV�

7KLV� LV� D� SURRI� RI� FRQFHSW� ZRUNVWUHDP�� IROORZLQJ�ZKLFK
ZH�ZRXOG�VHHN�WR�UROO�RXU�PRUH�ZLGHO\�DFURVV� WKH
UHJLRQ�

+HDOWKFDUH� 3URIHVVLRQDO� VXSSRUW� YLD� )7V� �H�J�� GLUHFW
OLQH� WR� ('� FRQVXOWDQWV� RU� DPEXODWRU\� FDUH� FRQVXOWDQWV
WR� SURYLGH� SDUDPHGLF� GHFLVLRQ� VXSSRUW��

'LVFXVVLRQV� ZLWK� 1RUWKXPEULD� DUH� GHYHORSLQJ�

�������

3DXO� /LYHUVLGJH

$ODQ�*DOODJKHU

��,PSDFW� RI� &29,'���� �&RURQDYLUXV�
RQ� WKH� VDIH� DQG� HIIHFWLYH� GHOLYHU\� RI
VHUYLFHV

��
*RYHUQDQFH� VWUXFWXUH�� GDLO\� PHHWLQJV� ZLWK� GHGLFDWHG
LQIUDVWUXFWXUH� IRU� FRPPDQG� DQG� FRQWURO� SULQFLSOHV

'LUHFW� OLQNV� DW� UHJLRQDO� DQG�QDWLRQDO� OHYHO� WR� HQVXUH
PRVW� FXUUHQW� JXLGDQFH�LQWHOOLJHQFH� LV� PRQLWRUHG� DQG
DFWHG�XSRQ�DV�DSSURSULDWH

(PHUJHQF\� 2SHUDWLRQV� &HQWUH� �(2&�� ZRUNVWDWLRQV
DGMXVWHG� WR� LQWURGXFH� �P� VSDFLQJ� WR� KHOS� SUHYHQW
VSUHDG� RI� YLUXV�� )LUVW� IORRU�� ZHVW� ZLQJ� RI� +4� EHLQJ� XVHG
WR� DFFRPPRGDWH� (2&� VWDII� WR� SURYLGH� DGGLWLRQDO
VSDFH�

5HJXODU� FRPPXQLFDWLRQV�ZLWK� LQWHUQDO� ODQG� H[WHUQDO
VWDNHKROGHUV� WR� GLVFXVV� VHUYLFH� GHOLYHU\� DQG� PHDVXUHV
WR�PDQDJH� VLWXDWLRQ

([LVWLQJ� EXVLQHVV� FRQWLQXLW\� SODQV� IRU
GLUHFWRUDWHV�GHSDUWPHQWV�� 6SHFLILF� SODQV� FRQWDLQ� ZRUN
LQVWUXFWLRQV� UHOHYDQW� WR� HDFK� DUHD�

3HUVRQDO� 3URWHFWLYH� (TXLSPHQW� �33(�� LVVXHG� WR
RSHUDWLRQDO� VWDII� LQ� OLQH� ZLWK� JRYHUQPHQW� JXLGDQFH�

'HGLFDWHG� UHVRXUFHV�YHKLFOHV� XVHG� WR� WUDQVSRUW
FRQILUPHG� FDVHV� RI� &29,'����� +$57� WHDP� XVHG� IRU
WKHVH� FDVHV� WR� PLQLPLVH� ULVN� WR� VWDII�

(VFDODWLRQ� SODQV� HQDFWHG� DQG�PRQLWRUHG� YLD� WKH
JRYHUQDQFH� VWUXFWXUH�� 7KH� DFWLRQ� OLQNV� FORVHO\� ZLWK� WKH
FRPPXQLFDWLRQ� VWUDWHJ\� DQG� QDWLRQDO� DQG� UHJLRQDO
OLQNV�

0DLQWDLQ� VWURQJ� OLQNV� DW� JRYHUQPHQWDO�QDWLRQDO� OHYHO� WR
PRQLWRU� DQG�RU� HVFDOWH� FKDOODQJHV� UHODWLQJ� WR
&29,'���

(QVXUH� WKDW�DQ�DSSURSULDWH
LQIUDVWUXFWXUH�UHVRXUFHV� DUH� DYDLODEOH� WR
SURYLGH� FRQWLQXHG� VXSSRUW� IRU� ERWK
RSHUDWLRQDO�VXSSRUW�PDQDJHPHQW� VWDII� GXULQJ
WKH� GHYHORSLQJ� VLWXDWLRQ�� 6WDII� ZHOO�EHLQJ� PXVW
EH�FRQVLGHUHG�DW�DOO� VWDJHV��DQG� LQFUHDVHG�DV
WKH� VLWXDWLRQ� HVFDODWHV�

� ������������� 7KH� LPSDFW� LV�ZLGH� UDQJLQJ�DFURVV
DOO� DVSHFW� RI� WKH� VHUYLFH�� ERWK
RSHUDWLRQDO� DQG� VXSSRUW� VHUYLFHV
DQG�ZLGHU�VWDNHKROGHUV��7KH
LPSDFW� LQFOXGHV� PDQ\� VWDNHKROGHUV
ERWK� LQWHUQDOO\� DQG� H[WHUQDOO\� GXH
WR� WKH�XQSUHFLGHQWHG�JOREDO
SDQGHPLF�� )DFWRUV� VXFK� DV
SDWLHQW�VWDII� VDIHW\�� SDWLHQW
H[SHULHQFH�� SHUIRUPDQFH�
ILQDQDQFLDO� DQG� PRUDO� LPSOLFDWLRQV
IRU� GHFLVLRQV� EHLQJ�PDGH� WR� HQVXUH
VHUYFLHV� DUH� PDLQWDLQHG� IRU� WKH
PRVW� YXOQHUDEOH

�������

.DUHQ�2
%ULHQ

.DUHQ�2
%ULHQ

��,QGLYLGXDOV� ZLWKLQ� RXU� ZRUNIRUFH� ZLWK
FULPLQDO� FRQYLFWLRQV� WKDW� PD\� LPSDLU
WKHLU� DELOLW\� WR� VDIHO\� ZRUN� LQ� D
UHJLVWHUHG� KHDOWKFDUH� RUJDQLVDWLRQ�

�
'%6� (PSOR\PHQW� SROLF\

'%6� ULVN� DVVHVVPHQW� SURFHVV� LQ� SODFH� ZKHQ� SRVLWLYH
'%6� GLVFORVXUHV� UHFHLYHG�

'LUHFWRU� RI� 4XDOLW\� 	� 6DIHW\� VLJQLQJ� RII� DOO� SRVLWLYH� '%6
GLVFORVXUH� ULVN� DVVHVVPHQWV�

(YLGHQFH� RI� MRE� RIIHUV� EHLQJ�ZLWKGUDZQ� GXH� WR
XQVDWLVIDFWRU\� SUH�HPSOR\PHQW� FKHFNV� GXH� WR� '%6
GLVFORVXUHV

��\HDUO\� UROOLQJ� SURJUDPPH� RI� '%6� FKHFNV� IRU� H[LVWLQJ
VWDII� PHPEHUV

$XGLW� RI� DOO� '%6� ULVN� DVVHVVPHQWV� IRU� H[LVWLQJ
HPSOR\HHV�YROXQWHHUV� ZLWK� SRVLWLYH� GLVFORVXUHV

5HYLVLRQ� RI� ZRUNIRUFH� PHWULFV� WR� LQFOXGH
DVVXUDQFH� DURXQG� '%6� SRVLWLYH� GLVFORVXUHV
DQG� RXWFRPHV�

5HYLHZV� RI� (PSOR\PHQW� 5LVN� SROLF\

� ������������ 3RWHQWLDO� IRU� LQFLGHQWV�DFWLYLWLHV� WR
EH� UHSHDWHG� DQG� LQYROYH� SDWLHQWV�
FROOHDJXHV� RU� 7UXVW� SURSHUW\�
5HSXWDWLRQDO� ULVN� IRU� WKH
RUJDQLVDWLRQ�� 5HJXODWRU\� ULVN
WKURXJK� &4&�
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5LVN� 5HJLVWHU

2UJDQLVDWLRQDO

%RDUG� UHSRUW� JLYLQJ� FXUUHQW� VWDWH� RI� SOD\� 	� DVVXUDQFHV�
6KDUHG�ZLWK�&4&�

�������

6HHPD�6ULKDUL

6HHPD�6ULKDUL

��'XH� WR� WKH� &RYLG���� VLWXDWLRQ�� WKH
7RRONLW�ZRUN�ZKLFK�ZDV�GXH�WR�EH
FRPSOHWHG�E\�0DUFK���� � LV�QRW
FRPSOHWH��7KH�QHZ�GHDGOLQH�LV�6HSW
�����DQG� WKHUH�DUH���DVVHUWLRQV
ZKLFK�DUH�DW�D� ULVN�RI�QRQ
FRPSOHWLRQ�

�
,*:*� KDV� VLJKW� RI� WKH� FRPSOLDQFH� OHYHOV� DQG� WKH
WRRONLW� FRPSOLDQFH� LV� UHYLHZHG� EL�PRQWKO\�

���� RI� WHK� VWDII� WR� FRPSOHWH� DQQXDO� GDWD
VHFXULW\� DZDUHQHVV� WUDLQLQJ�

7KH� RUJDQLVDWLRQ� KDV� DSSURSULDWHO\� TXDOLILHG
WHFKQLFDO� F\EHU� VHFXULW\� VSHFLDOLVW� VWDII� DQG�RU
VHUYLFH�

7KH�+HDG� RI� ,7�� RU� HTXLYDOHQW�� WR� FRQILUP� WKDW
,7� DGPLQLVWUDWRU� DFWLYLWLHV� DUH� ORJJHG� DQG� WKRVH
ORJV� DUH� RQO\� DFFHVVLEOH� WR� DSSURSULDWH
SHUVRQQHO�

,6:*� WDVNHG� ZLWK� SURGXFLQJ� UHFRPPHQGDWLRQV

5HYLHZ� RI�PRQWLRULQJ� VROXWLRQV� �� ,6:*� WR� GR� D
JDS� DQDO\VLV

6XLWDEOH� EDFNXSV� RI� DOO� LPSRUWDQW� GDWD� DQG
LQIRUPDWLRQ� QHHGHG� WR� UHFRYHU� WKH� HVVHQWLDO
VHUYLFH� DUH� PDGH�� WHVWHG�� GRFXPHQWHG� DQG
URXWLQHO\� UHYLHZHG�� �� &OHULF� WR� EH� WHVWHG

6XLWDEOH� EDFNXSV� RI� DOO� LPSRUWDQW� GDWD� DQG
LQIRUPDWLRQ� QHHGHG� WR� UHFRYHU� WKH� HVVHQWLDO
VHUYLFH� DUH� PDGH�� WHVWHG�� GRFXPHQWHG� DQG
URXWLQHO\� UHYLHZHG�� �� &OHULF� WR� EH� WHVWHG

5HJLVWHU� ZLWK� DQG� XVHV� WKH� 1DWLRQDO� &\EHU
6HFXULW\� &HQWUH� �1&6&�� :HE� &KHFN� VHUYLFH
IRU� SXEOLFO\� YLVLEOH� DSSOLFDWLRQV�

7KH� ,QIRUPDWLRQ� $VVHW� 5HJLVWHU� QHHGV� WR� EH
SRSXODWHG� ZLWK� FRQWUDFWRU� GHWDLOV� DQG� FRQWUDFW
GXUDWLRQ

� ������������ 1RQ� FRPSOLDQFH�ZLWK� WKH�'63
7RRONLW

����0('��

6WHSKHQ� $GDPV

3DXO� $LWNHQ�)HOO

��7KH� SRWHQWLDO� ORVV� RI� VNLOOHG� FOLQLFDO
ZRUNIRUFH� � GXH� WR� UHTXLUHPHQWV
KLJKOLJKWHG� LQ� WKH�1+6�SODQ
UHJDUGLQJ� WKH� HPSOR\PHQW� RI
3DUDPHGLFV� LQWR� 3ULPDU\� FDUH
1HWZRUNV

��
8SGDWHG� GHSOR\PHQW� SODQ� QRZ� RSHUDWLRQDO�� FXUUHQWO\� RQ
YHUVLRQ� �� ZLWK� VRPH� DGGLWLRQV� IURP� SUHYLRXV� YHUVLRQV
GXH� IRU� UHYLHZ�HQG�RI�'HFHPEHU������ �� WKHUH� LV� DW
OHDVW� ��$3� RQ� GXW\� HDFK� GD\�

ZRUN� FRPPHQFHG� WR� PDS� RXW� IXOO� ZRUNIRUFH
UHTXLUHPHQWV� WR�PHHW� ERWK� $53� DQG� UHTXLUHPHQWV� RI
3&1
V�DQG�ZRUN�ZLWK�+(,
V�DQG�+((� WR�DJUHH� IRUZDUG
ZRUNIRUFH� SODQ� IRU� GHOLYHU\� WR� EH� DJUHHG� DV� SDUW� RI� WKH
,&6

GHYHORSPHQW� RI� WKH� FRPPXQLW\� VHUYLFHV� GLUHFWRUDWH
DQG� VXEVHTXHQW� FDUHHU� IUDPHZRUN� DQG�PRGHO� IRU
GHOLYHU\

SODQV� WR� GHYHORS� WKH� URWDWLRQDO� SDUDPHGLF�PRGHO
XQGHUZD\

&RPPXQLFDWLRQ� WDNH� VSODFH� ZLWK� 3&1
V� DQG
&&*
V� DQG� ,&6� FROOHDJXHV� WR� VXSSRUW� WKH
URWDWLRQDO� DSSURDFK

FRQVLGHU� PDQDJPHQW� VWUXFWXUH� UHTXLUHG� WR
PDQDJH� WKH� GD\� WR� GD\� GHOLYHU\� RI� WKH
GLUHFWRUDWH�� LQFOXGLQJ� URVWHULQJ�� PDQDJHPHQW� RI
VWDII�� GHSOR\PHQW�� UHSRUWLQJ�� DSSUDVLVDOV� DQG
EXVLQHVV� GHYHORSPHQW

UHFUXLW� WR� WKH� DGYDQFHG� SUDFWLFH� YDFDQFLHV

GHYLVH� D� SHUIRUPDQFH� UHSRUW� WR� PRQLWRU
LQGLYLGXDO� DGYDQFHG� SUDFWLWLRHQU� DFWLYLW\� DQG
SDWLHQW� RXWFRPHV� DQG� FRQYH\DQFH� UDWHV� ERWK
ZKLOVW� LQ�KXE��&&	7�DQG�*3�SUDFWLFHV�VR� UHWXUQ
RQ� LQYHVWPHQW� DQG� � EHQHILWV� UHDOLVDWLRQ� FDQ� EH
UHDGLO\� DYDLODEOH

� ������������ 7KH�SRWHQWLDO� LPSDFW�RQ� � WKH�DELOLW\
WR�PHHW� RXU� DPEXODQFH� .3,
V�
UHGXFHG� FRQYH\DQFH� WDUJHWV� DQG
GHOLYHU\� RI� $4,
V� DORQJ� ZLWK� WKH
UHGXFHG� FDSDELOLW\� IRU� FOLQLFDO
SODFHPHQWV� LQ� RUGHU� WR� VXVWDLQ
ZRUNIRUFH� QXPEHUV� LQ� WUDLQLQJ�
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5LVN� 5HJLVWHU

2UJDQLVDWLRQDO

����255���

9LFWRULD� &RXUW

3DXO� /LYHUVLGJH

��)DLOXUH� WR� GHOLYHU� RXU�$PEXODQFH
.3,
V� LQ� UHODWLRQ� WR� RXU� SHUIRUPDQFH
WUDMHFWRU\� DJUHHG� E\� RXU� OHDG
&RPPLVVLRQHUV�� � 5HVSRQVH� WLPHV
IRU� FDWHJRU\� �� DQG� ORQJ�ZDLWV� IRU
FDWHJRU\� �� DQG� ��

��
3HUIRUPDQFH� LPSURYHPHQW� DFWLRQ� SODQ

:HHNO\� SHUIRUPDQFH� PHHWLQJ

%RDUG� UHSRUWV� �LQFOXGLQJ� SHUIRUPDQFH� UHSRUW�

'HOLYHULQJ� FRQVLVWHQWO\� DQG� VHUYLFH� OLQH� PHHWLQJV

'DLO\� SHUIRUPDQFH� UHSRUW� HOHFWURQLFDOO\� VHQW� RXW� WR
RSHUDWLRQV� DQG� RWKHUV

7UDQVIRUPDWLRQ� SURMHFWV

([WHUQDO� VFUXWLQ\� WR� UHYLHZ� RXU� LPSURYHPHQW� SODQV� DQG
RIIHU� IXUWKHU� DGYLFH� RQ� LPSURYHPHQW� LQLWLDWLYHV

:HHNO\� +5� SURYLVLRQV�PHHWLQJV� KHOG� LQ� DOO� WKUHH
'LYLVLRQV�� DWWHQGDQFH� PDQDJHPHQW� LV� D� VWDQGLQJ
DJHQGD� LWHP�
1HZ� DWWHQGDQFH� PDQDJHPHQW� SROLF\� LQWURGXFHG�

5HJXODU� FRPPLVVLRQLQJ� PHHWLQJV� DQG� GLVFXVVLRQV

UHSRUWV� FLUFXODWHG� HDFK� ZHHN� RQ� IRUHFDVW� VWDIILQJ�

ZRUNIRUFH� SODQ� DQG� WKH� UHYLHZ� WKHUHRI� WKURXJK�RXU
LQWHUQDO� *RYHUQDQFH� DUUDQJHPHQWV

)XOO� LPSOHPHQWDWLRQ� RI� WKH� $PEXODQFH� 5HVSRQVH
3URJUDPPH�ZLOO� UHGXFH� WKH� QXPEHUV� RI� FDOOV
FDWHJRULVHG� DV� 5HG

2UJDQLVDWLRQ� UHVWUXFWXUH

,PSOHPHQWDWLRQ� RI� WKH� GHPDQG� DQG� FDSDFLW\� UHYLHZ

$PEXODQFH� UHVSRQVH� SURJUDPPH� �$53�� LPSOHPHQWHG

,PSOHPHQWDWLRQ� RI� WKH� VLQJOH� SLQ� DUUDQJHPHQW� WR
HQVXUH� DFFXUDWH� SDWLHQW� KDQG� RYHU� LQIRUPDWLRQ�

8SGDWH� DQG� SUHVHQW� ILQDQFLDO� DQG� RSHUDWLRQDO
EHQFKPDUNLQJ� LQIRUPDWLRQ� WR� FRPPLVVLRQHUV� DQG� 1+6
,PSURYHPHQW� GHWDLOLQJ� RXU� UHODWLYH� SRVLWLRQ� ZLWKLQ� WKH
VHFWRU� RQ� UHIHUHQFH� FRVWV�� VWDIILQJ� VNLOO� PL[�� YHKLFOH
QXPEHUV� HWF� DQG� WKH� VFDOH� RI� FRPSDUDWLYH� XQGHU
IXQGLQJ� DQG� LQYHVWPHQW� UHTXLUHG� WR�PHHW� RXU� RQJRLQJ
ILQDQFLDO� FKDOOHQJH

5HFHQW� GLVFXVVLRQV� ZLWK� FRPPLVVLRQHUV� KDYH� UHVXOWHG
LQ� DQ� DJUHHG� LQYHVWPHQW� SODQ� RYHU� �� \HDUV� WR�PHHW� WKH
VWDQGDUGV� �������� ����P�� �������� ����P�� �������
����� DQG� �������� ��P�� &RPPLVVLRQHUV� KDYH� DJUHHG
WR� GHYHORS� D� MRLQW� FRPPXQLFDWLRQ�PDNLQJ� LW� H[SOLFLW� WKDW
WKH� WUXVW� LV� QRW� FRPPLVVLRQHG� WR�PHHW� QHZ� VWDQGDUGV

1HZ� ���� SHUIRUPDQFH� PHDVXUHV� DQQRXQFHG� QDWLRQDOO\
GR� QRW� DOLJQ�ZLWK� WKH� SHUIRUPDQFH�PHDVXUHV� WKH� WUXVW
UHVSRQGHG�WR� LQ� WKH�����WHQGHU�� �7KH�WUXVW�DQG�WKH
FRPPLVVLRQHUV� KDYH� UDLVHG� WKH� LVVXH� DW� D� QDWLRQDO
OHYHO�

%RDUG� DSSURYDO� IRU� WKH� XVH� RI� ����N� IRU�:LQWHU
UHVLOLHQFH�� �7KHUH� LV�DOVR�D� IXUWKHU�����N�DYDLODEOH� LQ
���N� LQFUHPHQWV� IRU� IXUWKHU� XVH� GHSHQGLQJ� RQ�ZLQWHU

0RQLWRU� DQG� UHSRUW� WXUQDURXQG�GHOD\V�ERWK
LQWHUQDOO\� DQG� H[WHUQDOO\� DQG� WDNH� DFWLRQ� ZKHUH
QHFHVVDU\

FRPSOHWH� D�PLG�WHUP� UH�UHYLHZ� RI� WKH� GHPDQG
DQG� FDSDFLW\� UHYLHZ� WR� HQVXUH� RXU� SHUIRUPDQFH
WUDMHFWRU\� UHPDLQV� RQ� WUDFN

5HSRUW� LQWHUQDOO\� WKURXJK� QRUPDO� *RYHUQDQFH
DUUDQJHPHQWV�DQG�HQVXUH�DOO� VWDNHKROGHUV�DUH
DZDUH� RI� RXU� SUHVVXUHV� LQWHUQDOO\�

WUDFN� DQG� UHSRUW� HIILFLHQF\� LPSURYHPHQWV� DORQJ
ZLWK� WKH� DUHDV� WKDW� DUH� DIIHFWLQJ� RXU
SHUIRUPDQFH

'HYHORS� DQG� LPSOHPHQW� RXU�:LQWHU� SODQ� WR
PDLQWDLQ� DQ� RSHUDWLRQ� SRVLWLRQ� RI� VDIHW\� IRU
SDWLHQWV

,Q� YLHZ� RI� GHOD\V� WR� WKH� GHOLYHU\� RI� QHZ� YHKLFOHV
DJUHH� DQG� GHOLYHU� D� FRQWLQJHQF\� SODQ

6WDQGDUG�RSHUDWLQJ�SURFHGXUH� LQ�SODFH

5HYLHZ� WKH� LPSDFW� RI� WKH� FKDQJHV� WR
RSHUDWLRQDO� URVWHUV

&RPSOHWH� DQ� LPSOHPHQWDWLRQ� SODQ

8VH�ZRUNLQJ� WLPH�VROXWLRQV� WR�DLG� WKH
LPSOHPHQWDWLRQ� RI� WKH� RSHUDWLRQDO� URVWHUV

&RPSLOH� DQG� FRPPXQLFDWH� DQ� HQJDJHPHQW
SODQ� IRU� WKH� LQWURGXFWLRQ� RI� WKH� GHPDQG�DQG
FDSDFLW\� UHYLHZ

,PSOHPHQW� WKH� RXWFRPH� RI� WKH� VSULQJ� UHYLHZ

HQVXUH�SURFHVVHV� LQ� SODFH� IRU� FOLQLFDO� KXE� WR� UH
WULDJH�SDWLHQWV�ZDLWLQJ�DQ�DPEXODQFH� WR�HLWKHU
ORRN� IRU� DOWHUQDWLYH� VHUYLFHV�� PRQLWRU� SDWLHQW
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:  For Information:   

 
Trust Board of Directors – 24/09/2020 

Report title: 2020/21 Corporate Priorities M5 Update 

Purpose of report: To provide the Trust Board with an update on delivery of the Corporate 
Priorities 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) 

Development of the 2020/21 strategic priorities and organisational planning was 
interrupted by the onset of the coronavirus pandemic. As a result, it was agreed 
that outstanding actions from 2019/20 were to be carried forward for monitoring 
purposes.  

This report provides an update on those outstanding actions which have been 
carried forward into 2020/21, key issues include: 

• Progress against actions has been severely limited due to prioritisation 
of operational support for pandemic management 

It is not expected that priorities for the current year will be revisited, with work 
focused on setting the strategic direction of the Trust for 2021 onwards, which 
will determine the priorities for the next financial year.  

Issue previously considered by: 

Finance Committee 

Technology Committee 

Workforce Committee 
 

Recommended actions: The Board is asked to note progress.  

Sponsor / approving director: Kevin Scollay, Director Finance and Contracting 

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? 

None identified.  
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(Such as relevant acts, regulations, national 
guidelines or constitutional issues to consider) 
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 

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? 

Please enter any additional resource requirements 

 

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. 

Yes No Positive Negative 
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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) 

    
Proactive Reactive Internal External 

    

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

 
 

 
 
 
  

mailto:publicrelations@neas.nhs.uk
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Trust Board 

2020/21 Corporate Priorities M5 Update  
24 September 2020 

 

1. Introduction  
1.1. The internal planning round for 2020/21 to develop corporate priorities and associated plans was not completed 

due to the onset of the coronavirus pandemic. As a result, it was agreed that outstanding actions from 2019/20 
were to be carried forward for monitoring purposes. It is important to note that the monitoring plans included in this 
update do not necessarily reflect the current priorities of the Trust. 

1.2. It is not expected that priorities for the current year will be revisited, with work focused on setting the strategic 
direction of the Trust for 2021 onwards, which will determine the priorities for the next financial year. 

1.3. Progress against actions has been severely limited due to prioritisation of operational support for pandemic 
management. 

 
2. Summary 

• Many of the remaining corporate priorities carried forward from 2019/20 have been affected and overtaken by 
the ongoing pandemic in terms of changing national priorities and delaying on-going work to support 
operational delivery. Changes within the Executive Team has also led to the need to review and develop 
previous priorities and plans. These changes mean that the plans monitored in this report to do accurately 
reflect the current priorities of the Trust, with further work planned for the remainder of the year to focus on 
developing robust plans for 2021/22. 

• Work is on-going to develop the new Quality Strategy and People Strategy 
• The remaining Global Digital Exemplar projects are on track for delivery by March 2021 
• Auto dispatch for C1 calls has been successfully implemented 
• A Talk Before You Walk project group has been established to deliver the plans agreed through the ICS 
• NHSI financial metrics are yet to be reintroduced, however financial performance continues to be reported to 

Finance Committee 
• Work to improve internal communications including the introduction of director led Q&A sessions and 

Workplace have been completed. 

 
3. Quality and Safety 
3.1. Development of the new Quality Strategy was paused and will progress in Q4 2020/21 following the corporate 
strategy and clinical model development work. 

3.2. Many of the CQC actions have been delivered. There will be a meeting with CQC in October to discuss the 
improvements made and then move any ongoing actions into our BAU processes reporting into the relevant 
governance meeting. Key outstanding actions relate to EOC resilience, achievement of ARP standards, statutory and 
mandatory training compliance and appraisal compliance. 

3.3. Work continues to develop the IQPR in line with fundamental standards, with quality measures developed to 
feed into the new exception report process. 

3.4. The Just Culture programme has been paused while this work is transferred to a new Director lead. A number 
of HR policies have been reviewed and are awaiting approval in October 2020. 

3.5. The Uysses project requires system changes in order to progress, work has been paused until March 2021 to 
allow reporting to be established. The new reporting categorisation and e learning package is being developed to 
support this launch. 
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4. 111 IUC and CAS 
4.1. Actions to develop the service have now been overtaken by the Talk Before You Walk / 111 First 

programmes, therefore a full review of current actions has been required. Plans to develop the service have been 
built into the internal Talk Before You Walk project and will be managed through this forum. 

5. Clinical Care and Transport 
5.1. The only outstanding action to be carried forward as part of the Unscheduled Care Transformation was for the 

implementation of auto dispatch for C1. This has been live since July and audit work currently being undertaken to 
review a sample of cases for accuracy, initial feedback indicates this has proved to be a very positive change to 
working practice. 

5.2. The Scheduled Care Review has not been carried forward on the basis that this will not continue in its current 
form as a result of the pandemic.  

 
6. Workforce 
6.1. Workforce actions are being considered as part of the on-going People and Development review and 

development of the People Strategy. These will build on work already undertaken and focus on the development 
of our approach to: development of a corporate workforce and training plan, recruitment and retention strategy, 
approach to leadership development opportunities, talent Management and succession planning, career pathways 
for clinical staff, sickness absence plan, and Health and Well-being Strategy. 

 
7. Communications and Engagement 

Ref. Sub-Objective/ Milestone Timescales Apr-20 May-20 Jun-20 Jul-20 Aug-20
1.1 Delivery of Quality Strategy
1.1.2 Develop Trusts Quality Strategy for 2020-23 Mar-21

1.2 Route to Outstanding
1.2.1 Deliver the improvement plan identified at the 2018 well led inspection tbc
1.2.3 Quality dashboard reporting in line with Key lines of enquiry/Fundamental standards tbc
1.2.5 Peer review assurance programme piloted in service line with outcomes reported to inform planning Nov-20

1.3 Improving Clinical Outcomes 
1.3.2 To work with all CCG's and community providers to develop alternative pathways to initially support the pathfinder model Mar-21
1.3.5 To work with HEE to develop an Advanced Practice programme to meet the needs of the Trust Mar-21

1.4 Improving the safety culture
1.4.3 Review policies to ensure just culture approach is explicit within these Mar-21
1.4.4 Implement Ulysses project - incident reporting tbc

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

Ref. Sub-Objective/ Milestone Timescales Apr-20 May-20 Jun-20 Jul-20 Aug-20
3.1 Unscheduled Care Service Transformation
3.1.1 Auto dispatch implemented for C1 Calls

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

Clinical Care and Transport
Safe / Effective / Responsive

Ref. Sub-Objective/ Milestone Timescales Apr-20 May-20 Jun-20 Jul-20 Aug-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 tbc
4.1.7 Continue with the expansion of Apprenticeships within NEAS tbc

4.2 Develop and Deliver Leadership and Progression Opportunities
4.2.14 Develop a flexible suite of leadership development opportunities tbc

4.3 Strengthen Organisational Health and Wellbeing
4.3.1 Achieve sickness absence target of 5% Mar-21
4.3.2 Implement HWB Strategy Mar-21
4.3.6 Upskill Staff & Line Managers: Reasonable adjustments, Equality Act (2010), Phased return, Redeployment /Alternative duties / Access to Work tbc

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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7.1. Progress has been made on implementing actions focussed on improving internal communications which 
include the introduction of monthly live Q&A sessions with directors and the launch of Workplace which offers 
peer-to-peer communications and engagement. The weekly Summary has also been replaced with a daily bulletin 
on Siren, with increased use of Siren reported through the last six months as a ‘single point of truth’ for information 
and updates. 

 
8. Organisational Sustainability 
8.1. Reporting against NHSI financial metrics has been suspended, therefore no update is available for the year to 

date. Financial performance has continued to be reported through to Finance Committee during this period. 

8.2. All remaining Global Digital Exemplar actions are on track for delivery this year: 

• Pathfinder and Transfer of Care data to primary care have been completed with Zoll Bluetooth integration 
will be delivered as part of ePCR2, which is due to go live in October 2020. 

• Video consultation technology is live, with work ongoing to further expand this approach to Care Homes 
and other remote clinicians. Work to implement use of this technology operationally is on-going. Work 
continues with the national Pathways team for SNOMED coding of both 111 and 999 following delays 
due to COVID, this is now on track for achievement. 

• The inventory and medicines management system has been procured and we are now in the process of 
developing this with the system supplier and key NEAS areas. 

 
 

9. Recommendations  
• The Board is asked to note progress in delivery to date.  

 

Ref. Sub-Objective/ Milestone Timescales Apr-20 May-20 Jun-20 Jul-20 Aug-20
5.1 Driving improvement of internal communications
5.1.4 Implement and complete internal comms RPIW action plan Sep-20

5.4 Improving Equality and Diversity
5.4.1 Improve the organisations approach to bullying and harrassment tbc
5.4.3 Undertake an assessment against the ENEI Framework tbc
5.4.4 Submit the Workforce Race Equality Standard (WRES) Assessment tbc
5.4.7 Develop a new EDI Strategy and action plan tbc
5.4.8 Review our approach to assurance from suppliers about how they support us to meet our public sector equality duties tbc

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

Communications and Engagement
Well-led

Ref Sub-Objective/Milestone Timescales Apr-20 May-20 Jun-20 Jul-20 Aug-20
6.1 Achieving the Financial Plan
6.1.1 Delivering against NHSI control total Mar-21
6.1.2 Maintain a healthy liquidity ratio - not exceeding score of 2 Apr-21
6.1.3 Delivering against Cost Improvement Programme (CIP) target May-21
6.1.4 Delivering within capital plan value Jun-21
6.1.5 Delivering against monthly use of resources rating agreed with NHSI Jul-21

6.3 Delivering Digital Enablers
6.3.2 Integration of data in place - pathfinder, zoll blue tooth integration and Transfer of Care data to primary care Oct-20
6.3.3 Interoperability - 111/999 snomed coding, epcr video to EOC, DOS integration and video's to homecare Mar-21
6.3.4 Asset Management - RFID and medicines barcoding Oct-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

Organisational Sustainability
Responsive / Well-led
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CATEGORY OF PAPER 
Specific action required: ✓ Provides Assurance: ✓ For Information: ✓ 

 
Board of Directors’ Meeting – 24th September 2020  

Report title: Patient Experience Annual Report 2019/20 

Purpose of report: Review of work undertaken by Patient Experience Team during 2019/20, 
including complaints and appreciations. 

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 particularly supports the Corporate Objective ‘To continuously 
improve the quality and safety of our services, ensuring the CQC 
fundamental standards are achieved and patient outcomes are 
improved’. Highlights are: 
• 436 complaints received in 2019/20; a reduction of 11% on the 

previous year. 
• 914 appreciations received; an increase of 3% on the previous year. 
• Complaints received has continued to reduce year-on-year since 

2014/15. 
• The highest number of complaints related to EOC, with a focus on 

dispatch (delay in response). 
• Themes from complaints included complainants feeling the patient 

was not supported enough to mobilise or asked to mobilise 
inappropriately, that staff did not demonstrate the level of empathy 
or compassion they expected, that patients were made to feel like 
‘time-wasters’, and that the ambulance took too long to arrive. This 
should be balanced by the appreciation data which commonly states 
the opposite and praises the professionalism and compassion of the 
staff. 

• Previously patient experience information was reported bi-monthly to 
the Patient Experience and Engagement Group (PEEG), however 
there is a risk now this group is disbanded that information may not 
be monitored in a sufficiently timely way.  

• The report provides significant assurance that there is a high-quality 
service being provided by the Trust, which is evidenced by declining 
complaint numbers and increasing appreciations.  

 

Issue previously considered by: N/A 

Recommended actions: 

The Patient Experience Team has a renewed work plan for 2020/21, with a 
focus on the following: 
• Use learning from complaints to inform the Trust’s Quality 

Improvement agenda 
• Actively work collaboratively with the Trust’s Engagement, Diversity 

and Inclusion Manager to look to continually improve patient 
experience and consult with patients on what really matters to them. 

• Striving to reduce average response timeframes for complaints. 
• Drawing up training resources for complaint investigators. 
• Increased engagement with service lines, including feedback on 

themes and trends from new complaints received. 
• Reviewing Ulysses fields to better capture information about 

complaints to support understanding of themes. 
• Production of a regular learning bulletin to share information from 

the Patient Experience Team with the staff across the Trust.  
• Review of reports within Ulysses system to ensure data on Patient 

Experience is accessible and easily produced and understood to 
support optimum learning.  

• Monitoring and delivery of the Patient Experience Improvement 
Framework to put NEAS in the best position for an outstanding 
rating in any future CQC inspection. 
 

The Board is asked to ratify the Annual Report for 2019/20. 

Sponsor / approving director: Acting Director of Quality and Safety 

Report author: Patient Experience Manager 
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Governance and assurance 

Link to Trust corporate objectives: 
(please tick) 

1 2 3 4 5 6 

✓ ✓ ✓ ✓ ✓ ✓ 

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 report demonstrates commitment to understanding and 
improving the experiences of our patients and the public and striving 
to take action where it is needed to make improvements.   

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 
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: 

No risks 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? 

Patient Experience Team Workplan for 2020/21 aims to improve the patient 
experience as well patient safety by maximizing engagement work with the 
public, as well as continuing integrated working with patient safety to escalate 
safety concerns and take learning from these wherever possible.  

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 will be shared on the Trust website, as well as the intranet, and 
with Healthwatch and PALS.   
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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 

  ✓ ✓ ✓ 

The paper will be shared in its entirety 

 
 

 
  
 

 

 

 

mailto:publicrelations@neas.nhs.uk
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Outlook for 2020/21 

Patient Experience Annual Report 2019/20 
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Complaints, Lessons Learned, Themes and Trends – Executive Summary 
The Trust recognises the importance of feedback received from our patients, their family and carers 
as a vehicle to drive improvements to the service we provide. The aim is to ensure that patient 
experience is positive and exceeds where possible the expectations of the population we serve. To 
this end the Trust encourages our patients to share their experience with us and tell us when we 
have performed well and when we have not performed so well. Patients, their families and carers 
are able to provide feedback via a number of means: online, using our website, in person, by directly 
contacting our Patient Experience Team on the phone or in writing. Patients, families and carers 
can also get in touch through the Patient Advise and Liaison Service (PALS) or via the Independent 
Complaints Advocacy service (ICA).  We also measure patient experience through our Trust friends 
and family test and annual patient surveys. 
The Trust acknowledges that a culture of openness and honesty is key to improving patient safety, 
patient outcomes and overall patient experience. There are three key guiding principles for the 
management of complaints within the Patient Experience Team: 

• Proportionality 
• Transparency 
• Compassion 

Fundamental requirements of this approach are the offer of a sincere and heartfelt apology and a 
clear explanation of what happened. Where harm has occurred this approach can ensure that the 
patient or carer is fully informed of how they or their loved one has come to suffer harm as a result 
of their contact with our service. Learning from mistakes is key to achieving excellence in the field 
of pre-hospital care and improving the experience of those who use our services. The Ulysses 
Safeguard system continues to be updated and upgraded in order to meet the increasing 
requirements and allow us to learn lessons effectively. Lessons learned are a predominant feature 
of the bi-monthly Patient Experience and Engagement Group (PEEG) through which they are shared 
with the Service Lines. 
2019/20 Overview 

• Total complaints received: 436 
• Total complaint elements (separate concerns within each individual complaint): 641 
• Single biggest complaint element: quality of care. 
• Average days to respond to complaints: 30 
• Total appreciations received: 914 
• Total issues received by PALS: 623 
• Complaints as a proportion of total calls taken: 0.025% 

 
In the financial year 2019/20 we received 436 complaints compared to the 489 received during the 
previous financial year, a reduction of 11%. This decrease has been maintained since 2014/2015 
with a year on year improvement reported. 
We can also consider complaints by number of elements. Some complaints present multiple 
elements of concer; this means there are multiple facets of the interaction with NEAS that prompted 
service users to make a complaint.  During 2019/20 there were 641 individual elements recorded 
against 650 in 2018/19. ‘Quality of care’ remained as the element with the highest level of concerns, 
at 264, with ‘staff attitude’ second highest, with 140 concerns. This has overtaken ‘Timeliness of 
response’ as the second highest complaint element from 2018/19. 
There has been a decline of 9.6% in issues raised with PALS during 2019/20, which mirrors the 
decline in complaints received by the Trust directly (11%). In total, PALS dealt with 623 issues raised 
about NEAS, against 689 in 2018/19. 
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In the financial year 2019/20 the Trust received a total of 914 appreciations, which represents a 3% 
increase on the 883 received during the previous financial year.  
The patient experience data represents the high quality of care and service being delivered by the 
North East Ambulance Service throughout 2019/20. Despite resource pressures and increasing 
expectations of the general public the Trust retained low complaint rates, whilst receiving over 900 
appreciations.  
The Trust delivers a public service, and as such should expect and appreciate complaints as an 
opportunity to learn about the experience of patients. Complaint rates are very low when considered 
against the volume of patient contacts in total.  
1. Complaints Overview 

 
The Trust followed a trend from the last several years, with decreasing numbers of complaints and 
increasing numbers of appreciations received. During the financial year 2019/20 there were a total 
of 436 complaints received, this equates to a reduction of 11% against the previous financial year 
(489). Whilst the average number of days to respond to complaints in 2019/20 (30 days) has slightly 
deteriorated, this is influenced by a small number of complaints which, unfortunately, were extended 
and took many months to respond to, the maximum days to respond being 110 days in one case. 
This number does not include comments or queries received by the PALS service. Figure 1 shows 
the response time trend since 2014/15, with figure 2 showing the numbers of complaints and 
average days to respond.  
Figure 1: complaints and average response time by financial year 

 
Figure 2: Total complaints and average days to respond 
 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 
Total Complaints 730 674 618 526 488 436 
Average days to 
respond 

39 30 19 25 28 30 

 
Figure 3 shows a monthly breakdown of the complaints received during 2019/20. The highest 
numbers of complaints were received in May 2019, with further peaks in September and November. 
March 2020 saw the lowest number of complaints received, this may be because of COVID-19 
though the data from the following months would provide a more rounded picture of trends related 
to this.   
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Figure 3: Complaints by month for 2018/19 and 2019/20 

 
 
Figure 4: Complaints by element 

  
Driving 
Incident  

Quality of 
Care  

Quality of 
communicatio
n 

Staff 
Attitude  

Standards 
/ 
Complianc
e  

Timelines
s of 
Response Total 

2018/19 16 277 34 135 12 176 650 
2019/20 21 264 63 140 18 135 641 
Differenc
e +/- +5 -13 +29 +5 +6 -41 -9 
Differenc
e % +31.3% -4.7% +54% +3.6% +50% -23.3% -1.4% 

 
Overall, the total different elements to complaints received is on par with 2018/19. When looking at 
the complaint elements (the different facets of each individual complaint), figure 4 shows that 
complaints related to timeliness of response have reduced by the largest amount. This is particularly 
impressive when considering the resource pressures facing the Trust. It may also represent an 
improvement in management of expectations regarding response times.  Quality of care has 
remained the primary element of complaints received during 2019/20. Staff attitude is now the 
second highest element of complaints received.  
 
2. Complaints performance indicators for 2019/20 

 
As an NHS Trust, the Trust is held accountable for the management of all complaints via The Local 
Authority Social Services and National Health Service Complaints (England) Regulations 2009. This 
includes acknowledging all complaints within 3 working days and that complainants receive a timely 
and appropriate response.  
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Figure 5: Complaints Performance Indicators 
Performance Indicator 2018/19 2019/20 Difference 

+/- 

Complaints received (including those which 
require consent)  488 436 -11% 

Overall number of complaints including those 
with multiple aspects  650 641 -1.4% 

Acknowledged within 3 working days 98.8% 98.9% +0.1 
Complaints closed 473 392 -17.1% 
Closed within agreed timescale 429 443 +3.2% 

Complaints Upheld  193 181 -6% 

Not Upheld  159 194 +22% 

Part Upheld  90 111 +23% 

Awaiting outcome  15 5 -66% 
Withdrawn by Complainant /No consent received 
/Unable to process /Resolved with Complainant 

26 

0 
No longer 

recorded as 
logged a gen 

query until 
consent 
received 

Queries dealt with by PALS  689 623 -9.6% 

 
Figure 6: Complaint Indicators 

Complaint Indicator 2018/19 2019/20 Difference 
+/- 

Number of closed complaints reopened 18 26 +8 

Number of closed complaints reviewed by 
parliamentary ombudsman 5 3 -2 

 
As seen in Figure 6, there were only 3 complaints reviewed by the PHSO during 2019/20. The 
PHSO do not provide data on how many complainants approach them requesting that they 
investigate their case, only the cases that they agree to review.  
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Figure 7: Outcome of complaints referred to Parliamentary and Health Service Ombudsman 
(PHSO) 
Outcome 2018/19 2019/20 Difference +/- 

Awaiting decision 4 2 -2 
Complaints upheld 0 0 - 
Complaints not upheld 1 0 -1 
Complaint referred back for local 
resolution 0 0 - 

Declined to be investigated 0 1 +1 
 
All complainants are advised that they can approach the PHSO to ask for a review of their 
complaint.  
3. Appreciations Overview 

 
In 2019/20 the Trust received 914 appreciations, which was a 3% increase on 2018/19, with 885 
appreciations.  
Figure 8: Appreciations received by month 

 
The average number of appreciations received per month is 76.  
4. Complaints and appreciations by division 

 
Reviewing the complaints and appreciations received during 2019/20 shows the following changes: 
Figure 9: Complaints and Appreciations 2019/20 vs 2018/19 by Division 
 Appreciations 

2019/20 
Difference +/- 
from 2018/19 
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Difference +/- 
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Unscheduled Care 
North 

346 -7 77 0 

Unscheduled Care 
South 

263 +24 52 -33 

Scheduled Care 
North 

83 +36 14 -3 

Scheduled Care 
South 

42 +33 16 -2 

Other services 
 

57 -52 29 -4 

 
An analysis of the complaints received reveals that the Emergency Operations Centre and 
Unscheduled Care divisions received the highest volumes of complaints, receiving 243 and 129 
respectively. This is against respective totals of 283 and 162 during 2018/19. Emergency Operations 
Centre has therefore witnessed a reduction of 14.1% and Unscheduled Care a 20.4% decrease in 
complaints. The service receiving the highest volume of complaints was EOC Dispatch (86 
complaints during 2019/20).  
The area receiving the highest number of appreciations is Unscheduled Care, specifically the North 
Division (346), followed by the South Division (263) and then EOC (123). 
Figure 10: Total complaints by area 2019/20 
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Figure 11: Total appreciations by area 2019/20 

 
5. Analysis by area 

 
EOC 
 
The EOC received the highest number of complaints in total, with 243 complaints. From those 243 
complaints, the dispatch function received the highest number of complaints with 86 in total. These 
complaints relate to timeliness of arrival of resources. Although the complaint elements relating to 
timeliness of response have decreased throughout 2019/20, which may represent an improved 
management of expectations for callers, they are still a large source of concern for complainants.  
It is important to balance the complaint numbers against the number of total calls taken within the 
EOC, which is 0.025% for 2019/20. 
Many complaints will have several elements to them (for example: dissatisfaction with the 
disposition, then with the time taken for a resource to arrive, then with the call back from the EOC), 
and these several elements are represented below in figure 12. 
Figure 12: EOC complaint elements by category 2019/20

 
For the EOC it is expected that the appreciations received are not formally logged in many cases 
and are likely higher than the reported total (123).  
Unscheduled Care 
Unscheduled Care received a total of 129 complaints and 609 appreciations during 2019/20. 
Although operational staff are asked to notify the Patient Experience Team of any appreciations 
received, it is reasonable to expect that there will be appreciations which are not formally logged 
and therefore the appreciation rates are likely to be even higher.   
The most common cause of complaint was recorded as timeliness of response, followed by quality 
of care. Whilst Unscheduled Care do not manage the dispatch function, the timeliness of response 
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in complaints is assigned to Unscheduled Care rather than dispatch at the request of the 
performance team.   
 Figure 13: Unscheduled Care complaint elements 2019/20 

 
A review of complaints by station shows the highest number being received for crews based at 
Blucher station. Figure 14 shows the stations with the highest complaint rates.  
Figure 14: Stations with highest complaint element rates 2019/20 
Station Complaint elements 2019/20 
Blucher 17 
Wallsend 10 
Newton Aycliffe 9 
Prudhoe 8 

 Pallion 
Wideopen 
Debdon Gardens 
Blyth 
Backworth 7 
Gilesgate 
Rainton Bridge 
Hawkeys Lane 

 
Scheduled Care 
The Scheduled Care service received a total of 30 complaints during 2019/20 and 125 
appreciations, which provides a high level of assurance of a quality experience being provided. 
These figures do not include the volunteer Ambulance Car Service (ACS), which received a further 
18 appreciations.  
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Figure 15: Complaint elements in Scheduled Care 2019/20 

  
With more than three times the number of appreciations compared to complaints, an analysis of the 
station data shows that the largest number of appreciations are for staff based at Pallion station.  
Figure 16: Stations with highest appreciation volume 2019/20 
Station Appreciations 2019/20 
Pallion 59 
Blucher 29 
Stanley 27 
Ashington 25 

 
Monkton 21 
Middlesbrough 

 
6. PALS data 

 
All patients, carers, and relatives can approach the Patient Advice and Liaison Service (PALS) in 
the first instance who will listen to their concerns and resolve the issues quickly where possible. If 
there are patient safety concerns or a more in-depth investigation is required these can be referred 
to the Patient Experience Team. A breakdown of the information provided by PALS can be found 
below in figure 17. Overall there has been a 9.6% decrease in the amount of issues raised with 
PALS, with 623 cases received in 2019/20 against 689 during 2018/19. This mirrors the 11% 
reduction in complaints raised directly with the Trust.  
For 2019/20 a category was added to capture issues relating to Dispatch, and this is reflected in the 
large difference for the Scheduled Care service where these issues were previously captured.  
  

0

4 4
5

8

12

0

2

4

6

8

10

12

14

Quality of
Communication

Standards &
Compliance

Timeliness of
response

Driving Incident Staff Attitude Quality of Care

Scheduled Care complaint elements 2019/20



 Page 14 of 19  

Figure 17: PALS data 2019/20 
Division Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total Difference 

+/- 2018/19 
111 7 10 5 10 32 +1 
999 4 8 3 7 22 +1 
Dispatch 48 49 57 29 183 No previous 

data (new 
category) 

Unscheduled 
Care 

14 18 13 16 61 +4 

Scheduled 
Care 

37 40 50 59 186 -219 

General 29 48 41 21 139 -34 
Total 139 173 169 142 623 -66 

 
7. Complainant demographics 

 
During early 2019/20 complainant demographic collection was inconsistent initially as 
demographics were taken following the complaint being responded to. This changed in January 
2020 to asking the complainant demographic questions on the telephone when initially discussing 
the complaint and this has improved the capture. We collected a minimum of 35% to a maximum 
of 57% of all demographic categories for each respondent. The new process will support more 
consistent data capture in 2020/21. 

 
Complaints are often made by family members. Therefore, the data may not always relate to the 
patients, but instead may relate to the person making the complaint on their behalf. 
In the previous year there was no ability to effectively pull the data from the system used, 
however, this has now been rectified. The data is often partial, where complainants may only 
provide answers to some of the demographic questions rather than the whole set. The data 
demonstrates that for 2019/20 the majority of complainants who responded to demographic 
questions were female, Christian, and identified as White British. The majority of the complainants 
were aged 61 and over. 
 
Figure 18: Complainant religion 2019/20 

Religion/Belief 
Complainant volume 
2019/20 

Christian 106 
Prefer Not to Say 22 
Other 15 
Atheist 8 
Buddhist 2 
Hindu 1 
Grand Total 154 
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Figure 19: Complainant ethnic group 2019/20 

Ethnic Group 
Complainant volume 
2019/20 

White - British 164 
Any Other Ethnic 
Group 2 
Prefer Not to Say 2 
African 1 
Any Other Asian 
Background 1 
Any Other Black 
Background 1 
Any Other Mixed 
Background 1 
Bangladeshi 1 
Indian 1 
White - Irish 1 
Grand Total 175 

 
Figure 20: Complainant Gender 

Gender 
Complainant volume 
2019/20 

Female 158 
Male 89 
Unknown 1 
Grand Total 248 

 
 
Figure 21: Disability  

Disability  
Complainant volume 
2019/20 

Blind 6 
Deaf 2 
Hearing Impairment 4 
Learning Difficulty 2 
Mental Health Issue 7 
Other Disability 13 
Other Mobility 
Issues 19 

Prefer not to say  4 
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Physical Impairment 5 
Unseen Disability 7 
Visual Impairment 4 
Wheelchair Users 10 
Grand Total  82 

 
Figure 22: Sexuality 

Sexual Orientation 
Complainant 
volume 2019/20 

Bisexual 3 
Gay Man  3 
Heterosexual / 
Straight 130 
Other  4 
Prefer not to say  12 
Grand Total  152 

 
Figure 23: Age 

Age 
Complainant 
volume 2019/20 

0-17 21 
18-30 25 
31-45 35 
46-60 37 
61-75 70 
76+ 66 
Grand Total  254 

 
From July 2019 the Patient Experience Team also kept a log of complainant/patient types to try to 
understand the experience of different groups of people and whether NEAS’ services need to be 
different to accommodate different groups. The findings demonstrate the following: 
Figure 24: Log of Patient Cohort Types 
Patient Cohort Complaints 

Received 
ASD (Autism Spectrum Disorder)/ Learning Disability 
/ Disability 

3 

Bariatric 2 
Paediatric patient 7 
Dementia 7 
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Disability 2 
Ehlers Danlos Syndrome 1 
End of Life Patient 1 
Language barrier  3 
Maternity/ Pregnancy 2 
Mental Health Issues 1 
Visually impaired (blind) 1 
Grand Total 30 

 
When looking at the individual complaints underpinning the data there were some themes 
identified, albeit in the context of very small numbers of complaints for each patient cohort: 
 

• Patients with dementia – complaints related to non-conveyance to hospital, delays in 
ambulance arrival, and a patient with an EHCP being inappropriately conveyed to hospital. 
The Trust had developed a Dementia Strategy and will continue to further the aims of the 
strategy throughout 2020/21. During 2020/21 the Trust focused on training staff to be 
dementia champions, and also rolled out ‘Message in a bottle’: key patient information 
could be kept in a bottle in the patient’s fridge to ensure attending crews were aware of their 
medical needs.  

• Patient with ASD/learning disability/ disability – difficulties navigating the triage in NHS 111, 
difficulties providing a location for an ambulance attendance, and one complaint related to a 
patient being taken to the nearest ED despite advising the crew that a different hospital was 
required to provide specialist care for them.  

• Paediatric patients – two complaints related to paediatric patients being admitted to hospital 
after an ambulance had attended and not conveyed them originally.  

• Language barrier – one upheld complaint related to the attitude of the Health Advisor 
towards the caller, and one related to excessive call length (45 minutes) when having to 
engage an interpreter.  
 

8. Complaint themes 
 

Looking at complaints across 2019/20 there were several themes identified: 
• Complainants feeling the patient was not supported enough to mobilise or asked to mobilise 

inappropriately. 
• Complaints that staff did not demonstrate the level of empathy expected. This should be 

balanced by the appreciation data which commonly states the opposite and praises the 
professionalism and compassion of the staff. 

• Staff comments that indicated that they felt the patient was a ‘time waster’. 
• Perception that it took too long for a resource to arrive. 
• Frustration with the triage process, or the disposition of the call.  
• Delay in receiving call back from 111, or no call back received at all. 

 
9. Learning from complaints 
 
During 2019/20 the Trust has implemented several organisational, department and individual 
changes as a result of learning from complaints. This learning includes: 

• Improved provision for end of life care - the Trust has designated 3 vehicles for end of life 
care, including new guidance for health advisors, dispatch and healthcare professionals 
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about what the purpose of the vehicles is. This should ensure more appropriate transport 
for this cohort of patients.  

• Increased recruitment of clinicians and GPs to maximise the availability for timely call backs 
to patients.  

• In response to complaints where the incorrect vehicle assigned initially could not provide 
pain relief or oxygen, the script for healthcare professional calls now asks directly if any 
analgesia or oxygen is required. This should ensure the patient is assigned a crew who can 
give them the right care the first time. There is also a standard operating procedure for 
Scheduled Care staff to escalate patients who they believe are not appropriate for them to 
convey.  

• Introduction of the use of ‘What Three Words’ to help Health Advisors locate the patient as 
quickly as possible. This should help with callers trying to provide locations in rural areas 
where there are not many landmarks or street names available. 

• New guidance to all call handling staff regarding clinical observations provided, regardless 
of whether this is from a healthcare professional or a patient, and how this must be 
recorded within the call log. 

• Updated 'Failed Contact Procedure' to include searching online to confirm a number for a 
care home if no answer is received, to ensure every effort is made to make contact. 
 

10.  2019/20 Patient Experience Action Plan Update 
The Action Plan set in last year’s patient experience annual report has been monitored throughout 
the year at the Quality Governance Group. The majority of actions have been completed, or are in 
progress, with the highlights being: 

• Full review of complaint procedures and policy undertaken, with engagement from 
investigators and service lines. 

• Capture of complainant demographics to support better understanding of complainant 
profile. 

• Establishment of a Patient Experience and Engagement Group meeting bi-monthly to 
review complaint themes and data.  

• Engagement with the National Ambulance Service Patient Experience Group (NASPEG) 
and input into national benchmarking project. 

• Agreement not to take formal statements for every complaint, and to empower investigating 
officers to use discretion to deliver a proportionate investigation.  

• Increased investigation undertaken within the Patient Experience Team to minimise impact 
to operations and EOC. 

• Revised complaints paperwork to make investigations more straightforward and ensure the 
concerns are answered fully.  
 

11. Patient Engagement 
 
Throughout 2019/20 the Trust has been provided with monthly and quarterly reports on patient 
survey results, engagement activity and social media engagement for scrutiny and assurance. 
The Trust is currently between survey systems and methodologies and the data from the last three 
years is currently being inputted into the new system and should be available by the end of July 
2020. Once this data has been inputted a full report on patient engagement and survey results will 
be provided. 
NEAS meet regularly with Healthwatch groups and have improved attendance at the Healthwatch 
Ambulance Forum over the last year. The Trust has continued to work across the various regional 
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organisations including local acute hospital Trusts to maintain and build relationships and work in a 
collaborative way.  
The Trust maintained a busy schedule of public engagement work, including attending regional 
Pride celebrations, melas, school visits, agricultural shows and other events.  
12. 2019/20 Conclusions  

 
A general overview of the last 5 financial years indicates a downward trend in the number of 
complaints received. The high rate of appreciations received has also increased slightly. During 
2019/20 the management team for patient experience changed, and as a result the processes and 
procedures were also reviewed and changed. The changes to management and processes may 
have impacted on factors such as the average days to respond, which increased slightly, and the 
number of complaints which were not responded to within the original agreed timeframe. The new 
processes did require a period of embedding; however, this is now complete and should not impact 
on 2020/21 management of complaints. It is also worth noting that typically departments across the 
Trust provide 6-8-week response timeframes for complaints, which results in response times of 
around 2 months. For the average days to respond to be 30 days demonstrates the efficiency of 
staff across the Trust in returning complaint investigations in good time.  
The overall number of complaints received by the PET in the financial year 2019/20 must be 
balanced against the Trust high activity for the period in question, the current financial and staffing 
limitations and the pressures on the health service that have been so widely documented not just at 
local level but also nationwide.  
An analysis of the complaints received reveals that the Emergency Operations Centre and 
Unscheduled Care are the main areas which cause complainants to express their concerns with 
243 and 129 respectively. This is not unexpected and demonstrates a reduction in complaints 
received which is reassuring when considered against the challenges that the Trust has been facing 
in relation to performance, demand and availability of resources.  
13. Outlook for 2020/21 

 
The Patient Experience Team has a renewed work plan for 2020/21, with a focus on the following: 

• Use learning from complaints to inform the trusts Quality Improvement agenda 
• Actively work collaboratively with the Trust’s Engagement, Diversity and Inclusion Manager 

to look to continually improve patient experience and consult with patients on what really 
matters to them. 

• Striving to reduce average response timeframes for complaints. 
• Drawing up training resources for complaint investigators. 
• Increased engagement with service lines, including feedback on themes and trends from 

new complaints received. 
• Reviewing Ulysses fields to better capture information about complaints to support 

understanding of themes. 
• Production of a regular learning bulletin to share information from the Patient Experience 

Team with the staff across the Trust.  
• Review of reports within Ulysses system to ensure data on Patient Experience is 

accessible and easily produced and understood to support optimum learning.  
• Monitoring and delivery of the Patient Experience Improvement Framework to put NEAS in 

the best position for an outstanding rating in any future CQC inspection.  
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CATEGORY OF PAPER 

Specific action required: ✓ Provides Assurance: ✓ For Information: ✓ 
 

Board of Directors’ Meeting – 24th September 2020 
Report title: Safeguarding annual report 2019/20 

Purpose of report: To inform the Trust Board of the safeguarding activity during 2019/20 to provide 
assurance that we are meeting our statutory duties requirements. 

 

This report provides an opportunity to identify the work undertaken to safeguard 
patients. 
 
Key areas of the report are: 
 

• Safeguarding referals have continued to increase, year on year, there 
were 13,331 made, which is 711 more referrals made compared to the 
previous year. 

•  Adult referrals are predominantly made for general welfare, childrens 
referrals have predominantly made for child at risk 

• Safguarding training compliance for 19/20 was 91.58% 
• Prevent training compliance for 19/20 was 95.7% 
• Work has commenced to ensure we are able to implement 

Intercollegiate level 3 safeguarding training for children and adults, 
though support to do this will require additional investment into the 
Safeguarding team 

• Governance arrangements are in place from operational level to Board 
level regarding safeguarding 

• Improved relationships and team working has been developed across 
safeguarding, operations and human resources.  

• NEAS has continued to provide reports and information to Local 
Authorities across the geographical footprint to enable children and 
adults to be safeguarded. These requests are increasing and more 
complex. 

• NEAS are the first ambulance trust to introduce Child Protection 
Information System (CP IS) to improve safeguarding of unborn babies 
and those children on a Child Protection Plan      

• Modern Day Slavery is noted to be a largely hidden problem and we 
have reviewed our wok in that area and provided an updated statement 
regarding this, which is displayed on our Trust website 

• The report outlines key achievements and prioties going forward, 
including a delivery plan. 
 

 

Issue previously considered by: 
Quality Committee 

Strategic Safeguarding Group 

Safeguarding Operational Group 

Recommended actions: The Board is asked to ratify the Annual Report for 2019/20 and pay particular 
attention to the strategic risks. 

Sponsor / approving director: Joanne Baxter / Debra Stephen  

Report author: Jane Stubbings / Nichola Howard,   

Governance and assurance 

Link to Trust Priorities: 
(please tick) 
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✓ ✓ ✓ ✓ ✓ ✓ 

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 
responsibil

ity & be 
accountabl

e 

Make a 
difference – 
day in & day 

out 

✓✓✓✓✓ ✓✓ ✓✓ ✓✓ ✓✓ ✓✓ 

 

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

Care Act 2014 

Chilcdren/s Act  2004 (updated) 

Mental capacity Act 2005 

Human Rights Act 1998 

The Mental Health Act 1983 

Modern Day Slavery Act 2015 

Crime and Disorder Act 2015 

Female Genital Mutilation Act 2003 

Working Together to Safeguard Children 2018 

Intercollegiate documents 2018.2019 

Deprivation of Liberty Safeguards 2009 

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

Yes No Not Relevant 
    ✓ 

An equality analysis is a review of a policy, function or significant service change 
which establishes whether there is a positive or negative impact on particular 
social groups 

Key considerations Details 

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

Risk register numbers 398 / 344 / SG24 

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

Financial implication re business case to increase staffing which is an noted risk 
identified within the report 

Are any additional resources 
required e.g. staff capacity? As above  
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Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

Quality of referral has a direct impact on Local Authority response to the 
information shared with them. This can have a positive impact if the  information 
is robust and factually correct which allows for assessment of risk. If the 
information is of a poor quality this can have a negative impact for patients as 
social services may decline to undertake further enquiries based on limited 
information.  
Reputational damage re poor quality information being submitted. 

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) 

Report will be shared with the Designated Nurse for children and adults through 
the Strategic Safeguarding group. This will also be ahread with the relevant 
Safeguarding Boards via the designated nurses.  

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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1. Executive summary 

Welcome to NEAS annual safeguarding report for 2019/20. Whilst the team has undergone 
some changes in staffing over the last 12 months this has not detracted from the safeguarding 
arrangements NEAS has or the high importance it places on its safeguarding responsibilities. 

This report is an overview of safeguarding involvement from a NEAS perspective inclusive of 
referrals made by the organisation and the Trusts progress throughout the year and provides 
the board assurance that NEAS are confident that we are meeting our Statutory duties under 
the relevant legal frameworks. As a provider service, referrals can also be made about the care 
/ treatment we provide or in relation to the actions of staff we employ outside of their working 
practices. This prompts the need for internal enquiries under relevant legislative procedures 
and in some instances HR processes. The team provides detailed information regarding staff 
allegations in a yearly audit report.  

Our duties as a Trust for safeguarding are to ensure that we have effective and responsive 
systems and processes in place to safeguard the most vulnerable people in our society. Our 
duties are two-fold in that as a provider we must ensure our services are safe and of a high 
quality, whilst assuring our commissioners and regulators that the service is effective and safe.  

There are several legislative frameworks and guidance documents that NEAS needs to be 
compliant with when discharging our safeguarding duties.  

• The Mental Capacity Act 2005 
• The Care Act 2014 
• The Children’s Act 2004 (updated) 
• Human Rights Act 1998 
• The Mental Health Act 1983 
• Modern Day Slavery Act 2015 
• Crime and Disorder Act 2015 
• Female Genital Mutilation Act 2003 
• Working Together to Safeguard Children 2018 
• Safeguarding Children and Young People Competencies for Healthcare staff 2019 
• Adult Safeguarding: Roles and Competencies for Healthcare Staff 2018 
• Deprivation of Liberty Safeguards 2009 

The organisation is required to ensure that as a Trust the following is met: 

• The organisation has an identified named lead for safeguarding children and young 
people with a statutory role for managing children’s safeguarding allegations against 
staff. 

• Has an identified named lead for safeguarding adults along with an MCA lead. This must 
include the statutory role for managing adult safeguarding allegations against staff. 
Ambulance Trusts can appoint a named professional from any relevant health 
professional background. 

• Safe recruitment practices and arrangements for allegations against staff and a robust 
allegations against staff policy. 

• Provision of an Executive Lead for safeguarding children, adults at risk and Prevent 
• Annual report for safeguarding to be provided to the board. 
• Safeguarding policies and procedures which support multi agency safeguarding 

procedures inclusive of documentation / policies for consent to care and treatment in line 
with Mental Capacity Act 2005. 

• Effective training of all staff in line with their role and in accordance with the 
Intercollegiate Competencies documents. 
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• Safeguarding must be included in induction programmes. 
• Provision of safeguarding supervision arrangements for staff in line with role including 

for named professionals. 
• Developing an organisational culture which ensures all staff are aware of their 

responsibility for safeguarding and information sharing. 
• Develops and promotes a learning culture ensuring continuous improvement. 

NEAS continues to make a high number of referrals which is in line with the national picture for 
safeguarding adults and children across all Ambulance Trusts. This provides us, with as far as 
reasonably practicable, assurance that staff are recognising abuse and neglect and that staff 
are considering the need for early intervention by way of early help referrals and general welfare 
referrals.  

Organisationally we have introduced new referral forms for adults and children following some 
focused work with several local authorities to increase the quality and appropriateness of our 
referrals.  

The safeguarding team continue to work hard to support staff across the organisation whilst 
monitoring and reviewing safeguarding practice in line with legislation and the Trusts 
responsibilities.  

Governance arrangements: 

In order to provide the board with assurance regarding the Trusts safeguarding governance 
arrangements, listed below are the meetings which safeguarding reports to and participates in. 
Some of these meetings do include external stakeholders eg GNAS / BRC and the designated 
nurses from the CCG, whilst others are internal but do include a broad spectrum of attendance 
from staff in EOC / medical directorate / training and patient safety. This allows for breadth of 
discussion and appropriate professional challenge in all things safeguarding related.  

• Operational safeguarding group – internal and external membership. The members 
work jointly to look at practices and seek learning opportunities. It aims to share best 
practice and devise the Trusts safeguarding workplan and to identify any risks to the 
organisation in terms of safeguarding, whilst looking for resolution of these. 

• Strategic safeguarding group – internal and external membership attended by all 
CCG Designated nurses from across all CCG’s.  The meetings have the remit to 
discuss serious case reviews, provide oversight of audit requirements and 
feedback from safeguarding adult and learning boards.  They also provide support 
and challenge regarding safeguarding processes. 

• Clinical review group / SEACARE – internal membership. To review clinical incidents 
and from a safeguarding perspective to assure ourselves that any concerns relating 
to abuse / neglect are identified are reported in line with the Trusts duties. The group 
also offers oversight of any clinical concerns which have resulted in safeguarding 
enquiries allowing for wider debate and discussion prior to formal response to local 
authorities. Any staff statements are also reviewed mainly in relation to child death 
overview processes  

• Quality Committee – The committee oversees and approves the Trusts 
Safeguarding Strategy as well as providing oversight to the work of the Strategic 
Safeguarding group and receives audit reports e.g.  allegations against staff for 
scrutiny and assurance and receives safeguarding information on the quality 
dashboard 

• Executive  Management Group – sign off of MDS annual  statement and  
safeguarding strategy and annual report before Quality Committee and Board 
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Reporting arrangements: 

Dashboard data 

Assurance can be offered to the board in terms of reporting from an internal perspective in 
relation to dashboard data which gives a brief overview of referrals made externally and a 
breakdown of top 5 categories of abuse reported for both children and adults. It is noted that 
the categories of abuse reported do require some adjustment in line with current legislation and 
this is planned for 2020/21 to ensure reporting compliance. The dashboard also required further 
development to include allegations against staff data, again around categories of same and 
numbers made each year.   

Safeguarding annual report 

The annual report offers a more in-depth over review of safeguarding activity inclusive of our 
involvement and our statutory duty to submit formal reports in line with Local Children’s 
Safeguarding Practice Reviews, Serious Adult Reviews and Domestic Homicide Reviews. It 
should be noted that all such reports submitted as part of our statutory duties are scrutinised 
by an independent chair who has extensive knowledge in safeguarding and is in a position to 
further clarify our involvement and any organisational learning.  

Prevent data 

On a quarterly basis the Trust is required to report formally to NHS Digital regarding Prevent 
data and training of staff.   

Dashboard provided to safeguarding strategic group 

Offers an overview of referrals by CCG and can be broken down to categories of referral. This 
gives a broad overview ensuring policies and procedures are up to date and shows quarterly 
compliance with training across the organisation.  

Section 11 audit to SAB/LSCB 

On a yearly basis each partner is required to complete a section 11 audit for all SAB/LSCB to 
ensure compliance with statutory duties and assurance of systems and processes. Each audit 
is signed off prior to leaving the Trust by the Safeguarding Executive Lead. Given the number 
of SAB/LCSP’s  NEAS work in partnership with, we have agreement for completion of 1 audit 
tool for adults and 1 for children’s which can be provided as evidence across the entire patch.   
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2. Organisational Structure 
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3. Safeguarding Activity  

 
There has been an increase in the total number of referrals made by NEAS in the last 12 months. 
This is indicative of referral rates across the country and is the expected trend. This information 
has been extracted directly from Ulysses safeguarding module.  

The split between adult and child referrals continues to show a higher number of referrals for adults 
in comparison to children. The data does show that the majority of referrals relating to adults are 
in the main around general welfare concerns rather than safeguarding. Children’s data shows a 
higher number of referrals for a child at risk than a child/family in need of early help. 

Training over the next 12 months is focused on reinforcing what is true safeguarding as per Care 
Act and Children’s Act categories of abuse and what constitutes early help and general welfare. 
Intercollegiate documents do state that training for adults should be delivered by a registered 
professional and training for children’s safeguarding should be delivered by a registered health 
professional. Face to face training in the main is delivered by our training department staff but the 
content is devised by the safeguarding team.  

Over the year NEAS have been asked to supply information for 176 cases under section 42 of the 
Care Act along with 28 case under section 47 of the Children’s Act. NEAS have also received 24 
requests for information via court order which relate to child proceedings. 

The safeguarding team have identified some further changes which need to be made to the referral 
forms this was due to go live on the 1st April 2020. Unfortunately, due to Covid 19 this has had to 
be delayed. It is recognised that some categories of abuse currently reported by NEAS will also be 
removed from the system as they are not compliant with what is required to be reported under our 
statutory duties.  

NEAS will continue to monitor all activity and report quarterly to the Strategic Safeguarding Group 
in terms of external monitoring processes. Figures are monitored month on month and checked 
for internal dashboard reporting processes.   

During 2019/20 there has been improved working relationships and processes developed 
supporting a triumvirate approach across the quality and safety directorate, people and 
development and operations directorate in order to improve the safeguarding oversight of the 
management of allegations against staff and the DBS risk assessment process.  There is a 
requirement over coming months to review standalone HR and safeguarding policies and ensure 
that there are clear links and robust processes in place to further strengthen this work, particularly 
relating to recruitment processes. 
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4. Safeguarding work plan 2019/20 
 
Year on year NEAS produces a workplan agreed through the Operational Safeguarding 
Group and the Strategic Safeguarding Group which allows for key priorities to be identified 
and worked towards over the financial year.  

Key achievements: 

• Implementation of CP-IS reporting system which has ensured that NEAS staff have 
access to information relating to children who are subject to a child protection plan or 
unborn child protection.  A record of which organisations have viewed the indicator flag 
is also available to Local Authority Social Care.  This robust information sharing therefore 
supports with ongoing organisational oversight for our most vulnerable patients  

• All policies and procedures are up to date 
• New referral forms are available via Ulysses web reporting system for adults and 

children which separates referrals for early help from those with a safeguarding concern 
• Business case for additional children’s advisor at band 6 has been completed in order 

to strengthen the team in line with other organisations, provide an additional expert 
advisor for children’s safeguarding and ensure we can meet our requirements for training 
of staff  

• There has been an increase in referrals from scheduled care staff which has previously 
been noted as a gap for NEAS  

Priorities going forward: 

• Review allegations against staff and recruitment policies in partnership with the People 
and development directorate to further improve process and controls specifically in 
relation to regulation 13 and 19 of the Health and Social Care Act (2014) 

• Continue the monitoring and management of allegations against staff which have a 
safeguarding element. Improve board reporting and oversight at quality committee and 
workforce committee on Serious Case reviews and Allegations against staff as 
appropriate. 

• Embed Liberty Protection Safeguards  
• Mental Capacity Assessment forms to be available on the tough book 
• Front line crews to be able to complete referrals from Toughbook for safeguarding / early 

help / general welfare to reduce incidences of miscommunication and degradation of 
information when passed from frontline crews to logistics.  

• Consistent approach to special patients notes process – including removal of flags. 
• Exploring complaints procedure for children to ensure their voice is heard. 
• Ongoing monitoring of referrals for quality and audit. 
• Delivery of the competency-based framework for training as per Intercollegiate 

Guidance.  
• Increase staff engagement in relation to training and feedback of positive practice of 

areas for service improvement.  
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5. Audit  

 

NEAS seeks to assure itself, our commissioners and both children’s and adults 
safeguarding boards that safeguarding processes / policies and procedures are effective 
and in line with legislation. Audit is undertaken to ascertain what is working well and any 
key areas we need to improve upon.  Self-neglect has been a key area of concern across 
several local authorities and highlighted in a number of Serious Adult Reviews across the 
region.  

 

Key achievements:  
• Joint audit re self-neglect with South Tyneside Local Authority 
• Joint audit re self-neglect with Sunderland Local Authority 
• Joint audit re self-neglect with Newcastle Local Authority 
• Over view report identifies that NEAS has improved in relation to identified gaps 

during audits relating to self-neglect in Q1 & Q2  
• Mental capacity audit re completion of MCA form 1 
• Staff allegations audit in line with expected monitoring process identified in the NEAS 

policy. Audit report well received at Quality Governance Group – agreed to review 
policy re allegations against staff and make some slight amendments  

• Quality of referrals to local authorities – all referrals are checked daily and any 
additional learning identified for individuals and fed back 

• Compliance with completion of section 11 audit  
 
Priorities going forward: 

• Audit of domestic abuse referrals and outcomes for North Tyneside Local Authority 
as this was identified in a Serious Adult Review (Adult U) action plan 

• Quality of referral audit during Q2 and Q4 to assess the impact of this years training 
on referral  

• Section 11 audit completion as part of partnership with SAB and LSCB 
• Allegations against staff audit completion as per policy monitoring process 
• Non NEAS referrals audit to be completed to assess partnership working in line 

with legislation for safeguarding adults and children 
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6. Safeguarding Children 
 
In 2019, significant operational changes were made in relation to Local Safeguarding 
Children’s Boards with Local Authorities moving to new Safeguarding Children’s 
Partnerships with the aim to support key agencies to work more closely together to 
safeguarding vulnerable children.  This change saw many local authorities seek to 
strengthen their early help offers, NEAS has subsequently looked to reflect this in having 
separate referral forms for children’s safeguarding and early help. This work has helped to 
ensure that the concerns and required support for families are clear from the outset and is 
supporting continual improvement of our referral quality.  The Safeguarding team continues 
to work alongside our multiagency partners to support the implementation of new processes 
in relation to Safeguarding Practice Reviews and amalgamated Child Death Overview 
Panels to ensure that we meet national compliance and can implement any changes within 
the organisation to continue to build and strengthen our safeguarding children practice. 

Key achievements: 

• Implementation of the CP-IS module in the Emergency Operations Centre 
• Involvement and provision of expert advice to allegations against staff cases 
• Flag alerts for concerns relating to the unborn child 
• Child Named Lead Professional has been participated on panels relating to Serious 

Case Reviews  
• Referrals made in recognition of concerns relating to female genital mutilation 
• Referrals made relating to cases of child sexual exploitation  
• Attendance at annual safeguarding conference Sunderland 
• Separate referrals forms introduced for child at risk and early help 

Key priorities going forward: 

• Continue to raise awareness through training re CSE/CCE 
• Continue to raise awareness through training of FGM 
• Planned training to reinforce thresholds and consent in relation to early help and 

safeguarding with planned audit activity to assess outcomes.  
• Expansion of the use of the CP-IS flagging system to be accessible to front line 

practitioners. 
• Compilation of bespoke EOC and NQP safeguarding children training in order to fulfil 

ICD training requirements. 
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7. Child Death Process 

Each Local Safeguarding Children’s Partnership has a responsibility for ensuring a review of 
every child death within their locality through Child Death Overview Panels. Across the region 
there have been changes to the CDOP processes as we move to electronic reporting for child 
deaths. The statutory guidance in relation to child death review panels (CDOP) has advised 
that each panel should typically review at least 60 child deaths per year.  This will enable better 
thematic learning to identify potential safeguarding or local health issues that could be modified 
in order to protect children from harm. Therefore, as we move into 2020/21, we will see an 
amalgamation of CDOP groups to fulfil this requirement.  For NEAS this will continue to aid our 
ability to fully contribute to the child death process by reducing the level of meetings within the 
footprint and enable key themes to be communicated to our workforce.  

Staff support following child deaths is also an area of further development and raising the profile 
and presence of the safeguarding team within this area to support staff well-being is key area 
of interest for the forthcoming year.  

Key achievements: 

• NEAS continue to actively contribute to the child death process in attending Joint Agency 
Review meetings and CDOP meetings across our foot print.  

• Implementation and ongoing use of eCDOP as an electronic communication/notification 
system.  

• The child death process continues to feature within level 3 training, and this will be 
incorporated into the training proposal for EOC clinicians.  

• CPD training opportunity provided to staff in the South from local Child Bereavement 
charity to support staff resilience and wellbeing.  

Priorities going forward: 

• Raising the profile of the Safeguarding team as a support/ resource for questions for 
staff following child deaths to support staff wellbeing agenda.  

• Use of new 60 second bulletins to communicate any key trends/findings from child death 
reviews.  

• Implementation of amalgamated CDOP’s to meet national standards. 
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8. Prevent 

Terrorism remains one of the most direct and immediate risk to national security. CONTEST is 
the governments strategy and framework to counter terrorism with the overarching aim to 
reduce the threat to the UK.  

Key achievements: 

• New Prevent national referral form has been disseminated across the region  
• NEAS is a member on the Contest Board for Durham and Darlington  
• NEAS have 4 Prevent champions within the organisation 
• Prevent champions attended regional forums 
• NEAS had attendance at counter terrorism policing corporate regional engagement 

event  
• NEAS submits quarterly Prevent data to NHS digital 
• Completion of Prevent risk assessment in line with accreditation process for apprentices  
• NEAS have consistently been above the 85% target for BPAP and WRAP training 
• NEAS has membership at the NHS Prevent forum 

Key priorities going forward: 

• Continue to raise awareness regarding terrorism threat  
• Produce quarterly 60 second briefing notes to be sent out to staff and placed on Siren  
• Raise awareness of proscribed groups and recognition of flags and symbols through 

training 
• Continued submission of Prevent data to NHS digital 
• Continue to achieve above 85% target for training 

 

        

 

 

 

 

 

 

 

 

 

 

 

 

PREVENT 

Vulnerable people from 

being drawn into 

extremism  

PURSUE 

Terrorists and work to 

bring them to justice 

PROTECT 

The public and places 

from terrorist attacks 

PREPARE 

To respond to attacks 

and reduce the impact 
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9. Modern Day Slavery (MDS) 

MDS is a complex and largely hidden problem and has no place in society but can cross our 
path through a multitude of avenues from the items we contract through purchasing to the 
people we see and treat and sign post. Human rights are a basic need which should be afforded 
to everyone in society, NEAS are committed to ensuring our systems and processes take MDS 
into consideration and that staff are cognizant of the threat.  

Key achievements: 

• MDS is covered in our safeguarding training 
• Members of the safeguarding team are actively involved in the Cleveland Antislavery 

network which meets monthly 
• NEAS provided staff with a CPD event and presentation by the National Police 

Antislavery Co Ordinator in October 2019 
• Staff within the safeguarding team attended a two-day training event re Human 

trafficking  
• Attendance at the Modern-Day Slavery Partnership Conference in Birmingham 
• Referrals have been made to the local authority and police based on information given 

to frontline staff and observations made by frontline staff 
• Our internal recruitment processes are highly mature and adhere to safe recruitment 

principles. This includes strict requirements in respect of identity checks, work permits 
and criminal records.  

• Our pay structure is derived from national collective agreements and is based on equal 
pay principles with rates of pay that are nationally determined 

• Our suppliers are carefully selected through our robust supplier selection 
criteria/processes and ensure a human rights issue clause is included in specification 
and tender processes and documentation 

Key priorities going forward:  

• To ensure training delivered at Level 2/3 for both adults ands children’s safeguarding 
incorporates MDS 

• Source further MDS CPD events 
• Continued involvement in Cleveland Antislavery Network 
• Update MDS statement yearly  
• NEAS to produce quarterly 60 second briefings for staff available via Siren 
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10. Training  

NEAS offers training both face to face and online. The content of training is mapped and 
reviewed yearly to ensure compliance with the Intercollegiate document’s knowledge and skill 
requirements. NEAS also looks to incorporate CPD events relating to safeguarding topics and 
staff have access to all training delivered by the Local Authority.  

Key achievements: 

Prevent training 
figures 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

WRAP level 3 (target 
85%) 

91.2% 94.1% 94.1% 94.8% 

BPAT level 1&2 
(target 85%) 

96.1% 95.9% 95.7% 95.7% 

MCA training figures  Quarter 1 Quarter 2 Quarter 3 Quarter 4 

 88.3% 90% 93.6%  

Safeguarding 
training (target 85%) 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Directorate of 
Operations 

86.10% 83.33% 89.19% 92.2% 

Directorate Chief 
Exec 

76.12% 85.71% 90.48% 73.81% 

Finance / resource  89.02% 97.78% 98.94% 86.32% 

Medical services 92.59% 93.75% 96.88% 89.53% 

People and 
development 

83.56% 94,52% 89.33% 82.86% 

Quality & safety 94.12% 83.11% 100% 98.48% 

Technology & 
transformation 

90.32% 95.24% 96.67% N/A due to 
portfolio changes 

Overall  86.38% 84.38% 90.24% 91.58% 

 

Key priorities going forward:  

• Deliver training in line with Intercollegiate document at all levels 
• Devise bespoke training packages for staff within the Emergency Operations Centre  
• Offer CPD events  
• Maintain training compliance above 85% target  
• Devise a preceptorship package to support the 16 hours safeguarding training 

requirement within year 1 for NQPs  
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11. Domestic Homicide Review (DHR) 
 
NEAS works in partnership with the Community Safety Partnership and as such has a 
requirement to participate in DHR’s. The purpose of such reviews is to establish how 
agencies / organisations worked with individuals and as partners to safeguard victims of 
domestic abuse. Each organisation / agency identifies their own best practice and learning 
from such reviews and the chair has the responsibility for looking across all partnerships to 
understand the wider context and determine whether learning is required in terms of 
strategic policy.  
 

Facts relating to DHR’s which NEAS have been involved with: 

 

 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NEAS have been 

asked to 

participate in 7 

DHR in 2019/20 

The number of 

DHR’s NEAS have 

participated in has 

more than doubled 

in the last year 

In many cases DHR 

has commenced 

then been deferred 

due to criminal 

proceedings  

NEAS produces an 

independent 

management report 

for every DHR – 

identifying best 

practice and learning 

Substance misuse 

and mental 

health are key 

factors within the 

DHRs across this 

region 

In all but 1 case 

that NEAS has 

been asked to 

participate in the 

victims have been 

female  
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12. Serious Adult Reviews  
 
The Care Act 2014 places a statutory responsibility on Safeguarding Adults Boards to 
undertake a Safeguarding Adult Review If: 

• there is reasonable cause for concern about how the SAB, members of it or other 
persons with relevant functions worked together to safeguard the adult, and if either 
of the following are met: 

➢ the adult has died, and 
➢ the SAB knows or suspects that the death resulted from abuse or neglect 

(whether or not it knew about or suspected the abuse or neglect before the 
adult died). 

OR  
➢ the adult is still alive, and 
➢ the SAB knows or suspects that the adult has experienced serious abuse or 

neglect. 
 
Each member of the SAB must co-operate in and contribute to the carrying out of a review 
under this section with a view to— 
identifying the lessons to be learnt from the adult’s case, and 
applying those lessons to future cases. 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

There have been 2 

confirmed SARs in 

2019/20 which 

NEAS  participated 

in 

There has been 1 

appreciative enquiry 

undertaken which 

NEAS contributed to 

3 SAR reports from 

2018/19 across the 

NEAS region were 

released in the last 

year 

Referrals to safeguarding 

should be made regardless 

of on-going procedures 

and on every occassion 

In complex situations where 

capacity is considered it needs to 

be recorded whether assessment  

was undertaken or not and the 

rationale 

Needs to be increased 

awareness around fluctuating 

capacity and the impact of long 

term substance misuse on the 

brain 

Reporting safeguarding 

concerns to the police 

does not need 

authorisation of the local 

authority  
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Safeguarding risks: 

• There is an identified risk regarding staffing levels within the safeguarding team. Year 
on year referrals which often results in the requirement for attendance at 
safeguarding meetings and provision of written reports to Local Authorities. There 
are increased training requirements in line with ICD and there is an identified gap 
within the team regarding the fact there is no equivalent children’s advisor at band 6 

• Allegations against NEAS staff is an identified risk and has implications to 
reputational risk and financial cost to organisation along with operational risk if staff 
are unable to meet the requirements of their role during investigation processes. this 
places additional scrutiny on our ability to safeguard the public in line with our 
statutory and contractual responsibilities 

• Referral via third party has been identified as a risk our current process is for crews 
to ring Logistics desk relay information to the staff manning the phone who will 
complete the referral on the crew members behalf and send this to the local authority. 
There is risk of miscommunication and information degradation.  Capacity of 
operational workforce also adversely affected due to time taken to reach logistics 
team to make referrals. 

• Third party contractors – require assurance of robust assurance framework re 
safeguarding 

 

Safeguarding Strategic Group 

NEAS safeguarding senior team meet on a quarterly basis with the Designated Nurses from 
Clinical Commissioning Groups across the region. Whilst this is part of our governance 
arrangements it also offers a great platform for discussion and professional challenge from all 
parties present.  

Durham, Darlington, Easington and Sedgefield are out lead CCG and provide safeguarding 
supervision to both safeguarding leads within NEAS.  

The group is chaired by Joanne Baxter, Executive Director of Quality and Safety and follows a set 
agenda. Any actions noted within the meeting are added to an action log for resolution. The forum 
offers a platform to discuss regional and national updates and for monitoring of the workplan and 
audit cycle.  

The minutes of this group are submitted to the Quality Committee on a quarterly basis for overview 
and scrutiny. 
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Action 
Number 

Priority and Reason Action required (examples) By whom Timeframe  Evidence /Outcome  RAG Action required/Update 

1 

 

Embed Liberty Protection Safeguards within 
NEAS working systems and processes  

Review to Code of Practice (on 
release) and interpret how this will 
impact on scheduled and non-
scheduled care.  

Work with CCG’s and LA to 
determine how ambulance 
conveyance can be embedded 
within applications to the 
responsible body. 

Update training information to 
ensure staff know the legal 
parameters within which they are 
working.  

Send out a PCU at the relevant 
time to update all staff of any 
required changes. 

 

JS 

 

 

JS 

 

 

JS 

 

 

JS 

Oct 2021 Gap analysis paper to be 
presented to the board when the 
final code is issued 

Work through the LIN to embed 
conveyance within application 
process 

Training presentation updated to 
include the LPS changes and 
NEAS responsibilities to this 

Send out PCU when changes 
are due to commence  

   

2 

 

 

MCA form to be available on the tough book 
for completion by front line staff 

Meet with EPCR working group to 
ascertain how this can be 
achieved 

Complete paper re benefits / 
costs and present to group  

 

 

JS / JK / NH 

 

JS / JK / NH 

May 2021 

 

 

 

 

MCA will be available via the 
Toughbook  

  

3 Safeguarding referral form to be accessible 
via the tough book 

 

Meet with EPCR working group to 
discuss how this can be 
implemented going forward 

Meet with Cleric to ascertain the 
feasibility of this project  

Internally understand what this 
will look like and what needs to 
happen from a IT perspective / 
risk perspective and Informatics 
perspective 

 

JS / NH / JK 

 

JS / NH / JK – 
outside agency 

JS / NH / JK – 
internal staff  

 

 

Referral via the Ulysses web will 
be accessible to the frontline 
staff to allow for direct referral 
form completion rather than via 
logistics which will reduce the 
risk of miscommunication. 
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Action 
Number 

Priority and Reason Action required (examples) By whom Timeframe  Evidence /Outcome  RAG Action required/Update 

4 Special Patient Notes  MAPPA flag process for removing 
the flag when patients are no 
longer subject to MAPPA 

MARAC process to be reviewed 
as above 

Unborn child alerts – confirm 
process for all areas regarding 
how this information is received 
by NEAS and what we do with 
this 

 

 

JS / NH / GF 

 

JS / NH / GF 

 

JS / NH / GF 

December 
2020 

 

December 
2020 

December 
2020  

A robust process for flagging 
and deflagging within the Trust. 

A robust and regional agreed 
process for flagging in relation to 
the unborn child 

  

5 There is an effective complaints policy and 
system in place across the organisation; 
however the procedures are not child 
orientated or adapted to their needs 

Liaise with patient experience 
manager to agree how this can be 
achieved. 

NH to liaise, 
Hannah Marshall to 
progress 

September 
2020 

Additional section within 
complaints process which allows 
for the voice of the child to be 
heard and recorded and 
considers how feedback can be 
given re any concerns raised by 
the child.  

 

 

  

6 Local Authorities to receive good quality 
safeguarding referrals. 

Review information available for 
selection on Ulysses and remove 
drop down selections that are not 
consistent with Children’s Act / 
Care Act categories of abuse 

Training to reflect what 
constitutes abuse / risk of and 
what would be considered early 
help / general welfare and 
safeguarding 

Audit referral forms in quarter 2 
and quarter 4 

 

 

 

Safeguarding 
Team 

 

 

JS / NH  

 

 

JK / NH / JS 

March 2021 

On-going 

Twice yearly audit to be 
undertaken. 

Training to highlight difference 
between safeguarding and early 
help / prevention 

Ongoing review of referrals and 
highlighting any learning 
opportunities for referrer day to 
day 
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Action 
Number 

Priority and Reason Action required (examples) By whom Timeframe  Evidence /Outcome  RAG Action required/Update 

7 Additional operational resources for the 
Safeguarding Team to meet increasing 
demand and drive change. 

Business plan to be accepted and 
implemented 

JS / NH / DS April 2021 Agreement from the Trust for 
funding of an additional band 6 
children’s advisor  

  

8 Delivery of the competency based 
intercollegiate document for both adults and 
children’s across the Trust 

Training packages devised to 
meet level 3 training for frontline 
staff. 

Training packages to be devised 
to meet level 2 training 
requirements for frontline staff. 

Bespoke training packages for 
EOC at level 2 and 3 to be 
devised. 

Allocation of 2 hours 40 minutes 
for level 3 training to be built into 
the Stat and Mand timetable. 

Allocation of 80 minutes for level 
2 training to be built into Stat and 
Mand timetable. 

Extraction of staff from EOC to 
meet required level of face to face 
training. 

Bespoke training package for 
NQP to meet 8 hours each of 
training for adults and children 
within year 1 of being qualified 

Produce a Business Case to 
recruit safeguarding specialist to 
support and deliver level 3 
training to EOC staff, NQP’s and 
Managers   

 

 

JS / NH / JK / DS / 
training department 
/ EOC department  

Commence 
April 2020 

Training packages agreed and 
sent to training department. 

Train the trainer sessions 
agreed. 

Safeguarding team will continue 
to deliver training to NQPs / 
Newly appointed paramedics 
and newly appointed CCA staff. 

NQP face to face training 
packages at level 3 with 
additional preceptorship 
package encompassing 
reflective accounts 

EOC clinicians will receive level 
3 bespoke training delivered by 
safeguarding specialists 
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Action 
Number 

Priority and Reason Action required (examples) By whom Timeframe  Evidence /Outcome  RAG Action required/Update 

9 Monitoring and management of allegations 
against staff 

Annual audit to be completed to 
ensure compliance with policy 

Review policy and make 
amendments in line with any 
changes to process 

JS / NH 

 

NH / HR 
Department 

On-going 

 

December 20 

Audit report submission to 
quality review group 

Implementation of any changes 
to policy and submission to 
policy review group  

  

10  Raise profile of safeguarding through staff 
engagement in safeguarding  

Send out regular information via 
the Trust intranet site Siren 

Consider the use of a Twitter 
account 

Work with the National 
Ambulance Safeguarding Group 
to raise the profile through 
national projects i.e. safeguarding 
week 

Promote champions i.e. Prevent – 
attendance at annual conferences 

Undertake survey monkey with 
staff to find out what it is they 
want in relation to safeguarding 

 

Safeguarding team 

 

On-going 

Sept 2020 

 

On-going 

 

 

Ongoing 

October 2020 

 

Up to date intranet page 

Secure Twitter account and 
management of this day to day  

Attend quarterly NASaG and 
promote nationally agreed 
programmes of information  

Attendance at champions 
events  

Complete survey monkey  

  



22 
 

Appendix 3: Safeguarding Audit Plan for 2020/2021 

 

 

 

Topic April May June July August Sept. Oct. Nov. Dec. Jan. Feb. March 

Referral Quality, 
Children and Adults 

   X Q1 
referrals 

     X Q3 
referrals 

  

Domestic abuse referral 
audit 

X            

Section 11 audit        X      

Allegations against staff  X           

adult / child non NEAS 
referral 

     X       
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CATEGORY OF PAPER 
Specific action 
required: ✓ Provides Assurance: ✓ For Information: ✓ 

 
Board of Directors’ Meeting – 24th September 2020 

Report title: Equality and Diversity Annual Report 2019-20 

Purpose of report: To provide a summary of our work and progress on equality, diversity and 
inclusion over the last year and meet our legal and statutory requirements. 

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 report provides assurance against our annual statutory requirement to 
report on our progress with Equality Diversity and inclusion and for the first 
time incorporates our Workforce Race Equality Standard, Workforce 
Disability Equality Standard and Gender pay audit monitoring requirements 
in one report. 
The key findings are:  
Workforce Race Equality Standard (WRES)  

- Our staff profile remained at 1.5%   
- A reduction in BAME representation at Band 8+  
- Relative likelihood of appointment from shortlisting has remains 

good 0.99 (aiming for 1)  
- Relative likelihood of being involved in formal disciplinary 

process remains good 1.04 (aiming for 1) 
- BAME employees fair better than white employees in access to 

non-mandated CPD (0.47) 
- BAME people report good figures across most staff survey 

indicators, personally experienced discrimination from 
manager/team leader/other colleague improving but still greater 
numbers reporting issues compared to white employees 

- BAME staff feel we provide equal opportunities for employment 
and career progression 85.7% compared to white staff 73.8%) 

- No BAME board members 
 

Workforce Disability Equality Standard (WDES) 
- 6.1% of workforce identify as disabled (+0.3%) 
- Band 8+ disabled employees similar to last year, no clinical 

employees  
- Relative likelihood of appointment from shortlisting has 

declined, Non-disabled people are1.38 more likely to be 
employed compared to 1.06 last year  

- No disabled employees have been involved in formal capability, 
the same as last year 

- Disabled people less happy across more staff survey indicators, 
than other groups. Particularly, all bullying and harassment 
metrics, pressure to come to work when unwell, equal 
opportunities for career progression, work valued and 
engagement score  

- Decrease of 4.2% believing we have made adequate 
reasonable adjustments  

- No board members identify/declare as disabled  
- ESR data on declaration rates for disability could be improved 
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Gender Pay 
- More women in the Trust compared to last year, women 45.7% 

(42.8% 2018/19), men 54.3% (57.2% 2018/19) 
- Mean gender pay has reduced by 1% to 1.1% 
- Median gender pay increase from 0% to 0.4% 
- Pay quartiles 1, 2.5% more men – 53.6% 
- Pay quartile 2, 5.6% more women – 45.4% 
- Pay quartile 3, 4.3% more women - 49.2% 
- Pay quartile 4, 2.9% more women - 45.7% 

Staff Survey (8 EDI indicators) 
- 6 indicators have declined (mostly less than 1%) and 5 have 

improved. 
- All bullying and harassment indicators have declined. Public, 

+4.9%, managers +2.5%, colleagues +2/1% 
- Flexible working opportunities has declined 2.1% 
- Discrimination from the public has declined by 2.4% 
- Discrimination for colleagues has reduced by 1.3% to 7.3% 
- Employer making adequate reasonable adjustments has 

declined by 7% 
- Recommend as a place to work has declined by 7.3% to 49.2% 
- Would recommend treatment to friends/relatives has declined 

by 3.7% 
EDS2 

- We undertook a staff grading in 201 and are due another in 
2021 

- We continue to review patient facing and recruitment objectives 
with patients/stakeholders through the stakeholder EDI group 

- 3 areas have declined from achieving to developing, we need to 
focus work on demographics of complainants, procurement and 
access to screening, vaccination and health promotion services  

- 10 objectives are achieving, 1 split developing/achieving, 2 
developing and 4 objectives excelling.  

Demographic profile of service users  
- We continue to have limited data on the demographics of 

service users 
- Scheduled Care, direct comparisons cannot be made due to 

change in methodology. 21.7% of data on age, 15.4% gender 
and 99% on ethnicity unknown. Other data not collected.  

- 111 service good data on gender and age, some ethnicity data 
but this has reduced by over 10% this year as we have stopped 
asking the question and not rely on the system to auto generate 

- Unscheduled Care, data good for age and gender but data on 
other characteristics poor. We’re currently doing some work 
with managers through CARE to try to improve this 

- More work required to understand who uses our services and 
ensure clinical decision are informed on patient demographics. 

Patient survey data  
- Data not available this year due to change in provider and 

system, currently inputting previous data and we hope this will 
be available later in the year 

- Complaints 
- We have no data this year and this is an are for development. 

Collection and collation of this data has been an issue for the 
last four years 
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- Foundation Trust membership 
- Demographics of members is good, lower under 25’s and 

higher over 60’s as you’d expect. The profile of BAME 
members is similar to the regional profile and data on disability 
is limited as we did not collect this and other demographic data 
when the database was set up. Data is improving as we now 
collect all demographics 

Workforce data  
- Workforce profile, 3% more women, 0.7% more disabled 

employees, 1.4% less 46-60 year olds, 1.4% less Christians, 
and 0.4% more LGB people  

- Demographic profile of job applicants remains fairly static, small 
increases in over 60’s +1.3%; BAME +0.3%; disabled +0.5%; 
men +3.8%; and LGB people +1.1%; We have received less 
applications from under 25 -1.1%; White other -0.8%; women -
3.6%; faith has remained the same 

- People shortlisted has mainly reflected the applications we 
received across most characteristics, Women +1.4%; non-
Christian +1.5% and people over 60 -0.9% slightly worse.  

- Appointments – improvement for people aged 25-44, +6.3%; 
White British +1.1%; men +3.3%; non-disabled +1%; 
heterosexual +1.1%; atheist/no faith +5.3%. Fairing less well, 
under 25 -3.4%; people 45-59 -2%; White other -0.9%; women 
-3.6%; disabled -1.4%; LGB -1.8%; non-Christians faiths -
3.3%; and Christians -2.5% 

- Ending employment – men and women similar; 2.6% BAME 
(+0.6%); 6% disabled (-3%), 6% LGB (+3%)  

- Bullying and harassment data – we’re unable to undertake 
reliable analysis due to the low numbers 

- Formal disciplinary, men (71%) are more likely to be involved (-
5.5%); 7% involved a disabled person (-3%) 

- Information on bullying an harassment and flexible working is 
too few to meaningfully analyse data and identify trends 

- Non-mandated CPD training women +10.6%; BAME people 
+1.3%; 26-45 year +7.8%; Atheist/no faith +3.2% fair better; 
Men -10.6%; people aged over 61 -5.3% and White other -1.1% 
fair worse 

Next steps 
An action plan to address the key areas identified in this report will be 
developed and form the basis of our revised equality strategy for 2020-
2024. Once agreed by People Committee this will be monitored through 
the E&D group and committee.  
The report will be uploaded to our website and WRES, WDES and Gender 
national returns completed once agreed.  
The WRES and WDES data sets are based on 2019 templates and may 
be subject to small changes when the new templates are released in early 
July 2020. 
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Issue previously 
considered by: People Committee 

Recommended actions: The Board is asked to ratify the Annual Report for 2019/20. 

Sponsor / approving 
director: 

Karen O’Brien, Director of Workforce and Development  
Mark Cotton Assistant Director of Communications and Engagement  

Report author: Mark Johns, Engagement, Diversity and Inclusion Manager 

Governance and assurance 

Link to trust corporate 
objectives: 
(please tick) 

1 2 3 4 5 6 

    ✓     ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓ 

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

Equality Act, Accessible information Standard, Workforce Disability 
Equality Standard, Workforce Race Equality Standard, Gender Pay Audit 
Equality Delivery System 2 

Equality analysis 
completed 

Yes No Not Relevant 

    ✓ 

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: 

A number of risks and issues in relation to equality, diversity and inclusion 
have been identified and these will be managed and mitigated through the 
EDI action plan which will be monitored through the E&D group and 
Workforce Committee. This is included as a separate agenda item   

Please specify any 
Financial Implications Financial implications can be met out of the existing budgets 

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

The number of additional legal and statutory requirements since 2016 
including WRES, WDES, Gender Pay and Accessible Information 
Standard, in addition to forthcoming changes to the EDS2 framework and 
our planned move from the Stonewall to the ENEI framework will have an 
impact on the team and we are in the process of developing a business 
case to explore options.  

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

Actions to address issues highlighted in this report are likely to improve 
patient and staff experiences and help to contribute to organisational 
cultural change 

Specify whether 
appropriate clinical 
and/or stakeholder 

The report will be shared with the stakeholder equality group, our E&D 
group and will be made available publicly as statutorily required 
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engagement has been 
undertaken: 

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 N
o 

Positive Negative 

✓   ✓ ✓ 
Proactive R

ea
ct
iv
e 

Internal External 

✓   ✓ ✓ 

We will communicate the outcome of the report through our website, 
stakeholders and social media  

Document Information 
 
Author Name: Mark Johns 
Author Title: E&D Annual report cover sheet 2020 

 
Sponsor Name: Mark Cotton  
Sponsor Title: Assistant Director of Communications and Engagement  

 
Last Saved 11.06.20 
Save Location N:\Public\Equality and Diversity\Committees, Groups and Forums\Workforce  

Committee\2020/July 
Word Count 1,660 
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Introduction 
 
 

The North East Ambulance Service NHS Foundation Trust operates across Northumberland, Tyne and 
Wear, Durham and Teesside.  

We provide scheduled and unscheduled care and for an area of around 3,230 square miles, we 
manage the 111 non-emergency service and we employ more than 2,500 people who serve our 
population of approximately 2.7million people. We currently have 65 Trust locations, including 56 
emergency care ambulance stations. A number of these stations also house scheduled care 
employees and vehicles and we share some of our sites with the fire and rescue services.  

This report provides an overview of our progress and achievements during 2019/20 in relation to 
equality, diversity and inclusion. 
 
 
 
Our commitment to equality, diversity and inclusion  
 
We are committed to advancing equality and promoting social inclusion. We recognise our 
responsibility to provide equal opportunities, eliminate discrimination and foster good relations in our 
activities as an employer, service provider and partner. 
 
We consider equality to be part of the day job and an essential part of providing excellent services. 
 
 
 
Aim 

To provide enhanced and world class healthcare to patients and service users from all diverse 
communities, where people are provided with services and employment opportunities that meet their 
needs and recognise the contribution they make. 
 
 
 
Equality objectives 

1. Improve the consistency and accessibility of services and information for patients 

2. Engage with patients from all diverse groups who report positive experiences of our services 

3. Promote equality and inclusion through enhanced involvement with our community and 
stakeholders 

4. Develop a modern and diverse workforce that is inclusive and representative of the patients we 
serve 

5. Ensure our leadership is committed to creating an environment that promotes and values equality 
and diversity and this is embedded in all we do. 
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Our mission, vision and values  
 
Our mission - why we wear our badge. Safe, effective and responsive care for all. 
 
The pride we place in delivering our services marks us out as second to none in terms of reliability, 
professionalism and compassion. People rely on us for the responsive services we provide all day, 
every day, throughout the North East. 
 
Our vision - where our badge will take us. Unmatched quality of care, every time we touch 
lives. 
 
Even in the most challenging situations we will strive to perform to the highest professional standards 
in a spirit of collaboration and teamwork, no matter what the circumstances. We will be acknowledged 
as the leading specialist care provider when looking after the patients in our care. 
 
 

Our Values  
• Respect 
• Take responsibility and be accountable 
• Compassion 
• Pride 
• Strive for excellence and innovation 
• Make a difference – day in day out 

 
 
The public sector equality duty 
 
The public sector equality duty, which is set out in section 149 of the Equality Act, encourages us 
to engage with the diverse communities to ensure that policies and services are appropriate and 
accessible to all and meet the different needs of the communities and people we serve. 
 
It consists of a general duty and requires us to have due regard to the need to: 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by Act 

• Advance equality of opportunity between persons who share a relevant protected 
characteristic and persons who do not share it 

• Foster good relations between persons who share a relevant protected characteristic and 
persons who do not share it. 

 
Having due regard means that we must take account of these three aims as part of our decision-
making processes; in how we act as an employer; how we develop, evaluate and review policy; how 
we design, deliver and evaluate services; and how we commission and buy services. We have 
specific duties requiring us as a public sector organisation to publish relevant, proportionate 
information to demonstrate our compliance. This must include:  

• Information relating to employees who share protected characteristics  

• are affected by our policies and practices, who share protected characteristics   
 
This report and the information contained within it provides evidence of compliance with our Public 
Sector Equality Duties for 2019-20. 
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Meeting our duties 
 
Our equality commitments are embedded in our corporate objectives and governed through a number 
of committees including an equality and diversity group, the patient experience and engagement group 
and our workforce committee and Patient Advice and Liaison Service (PALS).  
 
An overarching equality and diversity work plan is available that maps all our activities and work. 
 
Our equality strategy and related policies set out our commitments and working practices. 
 
We meet our legal duties in relation to the public sector equality duty and our mandated requirements 
for the equality delivery system 2, workforce disability and race equality standards, gender pay audit 
and most of the requirements outlined in the accessible information standard. We are also members of 
Employers Network for Equality and Inclusion and submit to their annual benchmarking. In 2019 we 
were externally assessed as a Disability Confident Leader and we are committed to this scheme. 
 
 
 
 
Progress during 2019-20 
 
We have completed a range of actions and initiatives to strengthen our approach to equality for 
employees, patients and stakeholders. 
 
The information below provides a summary of some of our achievements against each of our equality 
objectives over the last 12 months. 
 
Equality objective 1 

 
 
 
 

Improve the consistency and accessibility of services and information for patients. 

We have: 
• Introduced an NHS 111 leaflet in a range of community languages 

• Worked with regional partners to identify and train a number of BAME ambassadors to 
raise awareness of the support available to access our services such as Language 
Line and Recite Me 

• Worked with community stakeholders and patients to review the vehicle specification and 
launched a new, more accessible and dementia friendly vehicle for both emergency care 
and patient transport services 

• Influenced and contributed to the national ambulance vehicle specification through our 
work with our vehicle redesign group 

• Worked with the national Lions charity and participated in the national message in a 
bottle scheme to help vulnerable people and individuals with communication needs to 
provide information on their medical needs and support our employees 

• Provided training to all frontline employees on how to use and access the 
communications support guide helping patients to access our services and supporting 
employees to communicate with people with a range of communication needs 

• Continued to work towards the requirements of the Accessible Information Standard. 
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Equality objective 2 

Patients from all diverse groups report positive experiences of our services and are engaged.  

We have: 
• Undertaken a number of targeted initiatives to BAME, disabled and LGBT people and 

collected feedback on their views of our services and employment opportunities 

• Appointed a new survey supplier, a key consideration in our decision was improving 
data we can collate on people with protected characteristics and making our surveys 
more accessible. Unfortunately, this change means we are unable to report on survey 
results by protected characteristics for the 2019/20. This will be reinstated for 2020/21 

• We have reviewed the demographic categories we used in our surveys and updated 
them to reflect the latest guidance; gender identity can also now be recorded.  

• Feedback from Pride was very positive with 95.4% of respondents saying they would 
recommend our services to friends and family and all other indicators scored above 95% 

• Feedback from Mela was also very positive, 96.6% of respondents said they would 
recommend our services to friends and family and all other indicators scored above 97%. 

• We continue to work with local community organisations and emergency and NHS 
services to explore opportunities for joint working with diverse communities and improve 
our reach to ensure diverse community voices are heard 

• Our HealthWatch and Stakeholder Equality forums have grown over the last 12 months 
and continue to be a valuable source of feedback and insight into community needs 

 
 

Equality objective 3 

Promote equality and inclusion through enhanced involvement of our community and 
stakeholders. 

We have: 
• Engaged 41 schools, colleges and other organisations in our Restart-A-Heart 

campaign and trained more than 5,600 people this year 
• Launched the mini medics outreach programme to link to primary school children and 

raise awareness and train young people about our services, health and first aid. We 
delivered more than 130 activities since its launch  

• Attended more than 125 events with diverse groups of people from across the region 
including Pride, Mela, BAME community events, schools, colleges, agricultural shows 
and defib and CPR awareness  

• Held a range of Diverse-i-tea events to talk to stakeholders across the region about 
services and employment, explore what works and to help identify improvements that 
could be made 

• Supported five regional Pride events in Northumberland, Sunderland, Durham, 
Darlington and Newcastle with employees and members of the Proud@NEAS group 

• Supported the two Mela events in Middlesbrough and Newcastle with employees and 
members of the Together@NEAS BAME group  

• Leaders, employee network members and other employees attended the national 
ambulance BAME and LGBT conferences 

• Worked with stakeholders to review two Equality Delivery System 2 objectives  
• Engaged with stakeholders on the Workforce Race Equality Standard, Workforce 

Disability Equality Standard, Gender Pay Audit and the Accessible Information Standard 
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Equality objective 4 

Develop a modern and diverse workforce that is inclusive and representative of the patients we 
deliver services to. 

We have: 
• Externally assessed as a DWP Disability Confident Leader for our work to make NEAS 

a better place to work for disabled people 

• Promoted employment opportunities to BAME and LGBT people through community 
events, outreach activities and universities 

• Undertook targeted recruitment activities with BAME communities and introduced 
specific job workshops to support BAME applicants   

• Held a joint NHS BAME recruitment event attracting more than 400 people and helping 
to raise awareness of our Trust as an inclusive employer 

• Reviewed our recruitment literature promoting our Trust as an inclusive organisation  
• Worked with the Employers Network for Equality and inclusion to transfer over to their 

fully inclusive improvement framework and benchmarking scheme  
• Continue to identify and train hate crime champions in the Trust. We now have 46 trained 

champions supporting victims of hate incidents 
• Held a range of lunch and learn sessions across the year including events on trans and 

non-binary identities, hate incidents, disability, dementia, HIV/Aids 
• Participated in a regional rainbow rounders event and developed our own activity 
• Supported our employees network groups, chairs and their events and activities to 

ensure employees voices are head and the groups are part of our wider communications  
• A number of improvements across our Workforce Race Equality Standard metrics 

• Participated in the York University study into LGBT networks using their video booth.  

 
Equality objective 5 

Ensure our leadership is committed to creating an environment that promotes and values 
equality and diversity and this is embedded in all we do. 

We have: 

• Our board equality, diversity and inclusion champion attended a range of local, 
regional and national events, championing the agenda at a senior level  

• We undertook a targeted campaign to attract more BAME and diverse board members. 
17% of applications were from BAME people, we did not appoint to one of the posts 

• Senior leaders and employees attend and contributed at national events including the 
national Ambulance LGBT and BAME Conferences and Project D (diversity) 

• The board receive regular updates on progress and challenges faced by the Trust  

• Equality induction has been reviewed and is delivered face to face to every new 
employee when they join the Trust  

• Half-day management equality, diversity and inclusion sessions continue to be delivered 
to all employees at band 7 and above as part of the Compass leadership programme 

• Met our mandated and legal requirements for the Public Sector Equality Duty, Workforce 
Race Equality Standard, Workforce Disability Equality Standard and Gender Pay Audit.  
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Managing equality, diversity and inclusion 

 
 
 
 
 
Community engagement 

 
 
We continue to attend a range of community events to ensure we can reach out to all communities 
across the region. In 2019/20 we attended more than 250 regional events and our mini medics 
attended nearly 70 additional activities - the most we have ever attended.  

Our community engagement activity in 2019/20 focused on raising awareness of our services, how 
people should use them correctly, employment opportunities, volunteering, defibrillator awareness and 
Foundation Trust membership. We also launched our mini medics programme. 
 
We have collected service user feedback from Pride and Mela events, answered a variety of questions 
about the service and employment opportunities and explored how people with various communication 
needs can access our services. In addition, we have reviewed our corporate survey approach and 
have started to introduce a new more accessible system which we hope will improve our ability to 
survey people from diverse communities.  
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Summary of Pride feedback 2019 
 

 
 
We attended five Pride events in Durham, Northumberland, Darlington, Newcastle and Sunderland in 
2019, one more than the previous year. We engaged with the people attending each event and 
collected 328 responses to our 2019 Pride survey, more than ever before and this showed an 
improved likelihood for LGBT people to recommend our services to friends and family. 
 
Friends and family test – 95.4% of people said that they would recommend our services to friends 
and families which is an increase of 5.9% compared with 2018. 1.5% (-1.8%) said neither and 3.1% 
are unlikely to recommend our services, a decrease of -4.1% compared to 2018. Positive themes from 
the free text responses included: “whenever I've required medical care the team have always been 
friendly and caring”; “inclusive and professional”; “because in my experience the service was top 
class”; “the staff were so kind and helpful”; “staff very helpful and friendly, genuinely caring”. 
 
Would you consider NEAS as an employer – 75.7% of respondents would consider working for us, a 
decrease of 4.9% compared to 2019. The reasons people indicated that they would work for us mostly 
related to our sector not being their chosen profession or not being qualified. No negative comments 
were received about the organisation or its reputation as an employer. 
 
Of the people who had not used our service:  

• 100% said that they would be able to access services 

• 100% said they felt they would be treated fairly 

• 100% said they thought employees would treat them with dignity and respect 

• 98.4% said they were confident we would keep them safe 

• 95.2% felt that our services would meet their needs 
 
Of the people who had used our service:  

• 99.2% would use the service again 

• 98.9% were confident in the ability of our employees 

• 98.1% said they were treated with dignity and respect 

• 100% were confident in the care and treatment provided 

• 99.2% said they felt they were treated fairly 

• 97.7% felt that our services met their needs 

The feedback was very similar to 2018 with most questions plus or minus 1%. 
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Summary of Mela feedback 
 

 
 
We attended both Newcastle and Middlesbrough Mela again in 2019.  
 
A total of 359 surveys were completed, considerably more than previous years. We received positive 
feedback from most respondents. 
 
Friends and family test – 96.6% of people are likely or very likely to recommend them to family and 
friends: a decrease of 3.4% from 2018. 
 
Would you consider NEAS as an employer – 75.7% of all respondents would consider us as an 
employer, a decrease of 24.3% compared to 2018. On a positive note there are no concerns 
highlighted in the reasons for not wanting to work for us.    
 
Which service have you used in the past - none 25.9% (up from 20.2%), More than one service 
15.9% (up from 12.1%), Patient Transport Services 3.3% (down from 6.1%), 111 Services 21.5% 
(down from 23.5%) and Ambulance/999 33.4% (down from 38.4%). 
 
Of the people who had not used our service:  

• 98.9% said they would be able to access services 

• 98.9% think that NEAS would meet their needs if they needed to use our services  

• 98.9% said they were confident we would keep them safe 

• 100% said they felt they would be treated fairly 

• 97.9% felt that our services would meet their needs 
 
Of the people who had used our service:  

• 97.7% were confident in the ability of our employees 

• 99.3% said they were treated with dignity and respect 

• 97.7% were confident in the care and treatment provided 

• 99.3% said they felt they were treated fairly 

• 99.6% thought the service met their cultural/faith needs 

• 98.9% said they would use the service again  

The feedback was very similar to 2018 with most questions plus or minus 1%. 
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Partnership Working 
 
We continue to work closely with a range of partners from the NHS, emergency services, local 
government, third sector and community organisations, to help us to understand patient experiences 
and issues.  
 
Some of the partners we have worked with on equality, diversity and inclusion activities over the last 
12 months include: 
 

Alzheimer’s Society Jewish Community Council of Gateshead 

African Community Advice NE Jewish Communities Hatzolah project 

Aapna Services LGBT Federation (The Fed) 

Apna Ghar Women’s Centre  Mental Health Matters South Tyneside 

Be Trans North  MESMAC 

Becoming Visible Mind 

Coalition of Disabled People National Ambulance Diversity Forum 

Deaflink New Horizons  

Durham Pride Newcastle Chinese Society 

Eldon Bureau Newcastle Disability Forum 

Empowerment CIC  Newcastle Vision  

Equality North East North East and Cumbria Learning Disability 
Network 

Gateshead and South Tyneside Sight Service North East Dementia Alliance 

Gateshead Carers Association North East Equality and Diversity 

Gateshead Muslim Society Northern Pride 

Guidepost NUR Fitness 

Hartlepool Deaf Centre Royal National Institute for the Blind (RNIB) 

Hart Gables Sight Service  

Health and Race Equality Forum South Tyneside Regional Equality Forum 

Health Service Equality and Diversity 
Regional Leads Network 

Stonewall  

HealthWatch groups across the region Sunderland Bangladeshi Centre  

Hillcare Home Group Sunderland Pride 

International Community Organisation 
Sunderland (ICIS) 

Young Asian Voices 

Jewish Community Council of Gateshead Your Voice Counts 
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Engaging with employees 
 
Equality and diversity (E&D) group 
The group continues to meet quarterly. It monitors our progress in meeting the public sector equality 
duty, equality delivery system (EDS) 2, workforce race and disability equality standards, gender pay 
audits and our progress meeting the equality objectives outlined in our strategy and action plan. 
Employee issues feed into the Workforce committee and patient issues are reported to the Quality 
committee.  
 
Proud@NEAS lesbian, gay, bisexual and transgender employee network 
The group is well-established in the Trust. The Facebook, Twitter and intranet pages continue to keep 
employees up-to-date with the work of the group. Members are heavily involved in our pride activities 
and deliver and support a range of activities for LGBT people and allies each year. The group 
appointed a new chair in 2019 and the membership has grown. It has 142 Facebook members and 814 
Twitter followers.  
 
Together@NEAS Black, Asian and minority ethnic employee network 
The group is small due to our low numbers of BAME employees in the Trust. However, it is effective 
and has supported the Trust at Mela events, helps us to communicate to BAME employees and 
communities and provides an employee perspective on a range of issues. Members also support the 
Trust with the workforce race equality standard and help explore the NHS staff survey satisfaction by 
ethnicity. The group uses its Facebook site and the intranet page to communicate with BAME 
employees and allies.   
 
Able@NEAS disability employee network  
The group has developed a brand and identity over the last year and has been active in improving its 
communication, helping the organisation understand the NHS staff survey and respond to the 
workforce disability equality standard. The groups chair and members have been very active over the 
last year, their Facebook page has over 200 members and their recently launched Twitter page has 96 
followers.  
The group is in the very early stages of development but has a core group, a chair and is exploring a 
range of objectives to focus on. 
 
Stakeholders equality and diversity group 
The group is made up of a range of governors and stakeholders who support people from seldom heard 
communities. Interest and attendance have improved over the last year and. We have been able to 
attract new members. The group continues to take an active role in our review of our equality delivery 
system 2 grading process, it has reviewed two areas in 2019/20. 
 
Regional and national events 
Employees get involved in many of our community engagement activities across the region, supporting 
us to reach out, but also coming together for mutual benefit and building relationships. 
 
We have held a range of events focusing on our diverse employees and their needs. We invited people 
from across the UK to speak to employees about key areas of work and held numerous lunch and 
learn sessions. We have also supported employees to attend a number of regional and national events 
on equality, diversity and inclusion including the national ambulance LGBT and BME conferences.  
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Accessibility  
 
We have a good track record of working with communities to ensure our services are accessible. We 
have worked with disabled people, the Deaf community and people with specific communication needs 
to support us to design our vehicles, easy read leaflets, the content of our community factsheets, 
equality training, a communications support guide and accessible information. 
 
Over the last 12 months, we have: 

• Trained front line employees on how to use and access our communications support guide 
• Worked with regional and national partners on the accessible information standard 
• Renewed the ‘Recite Me’ website accessibility tool  
• Launched our dementia friendly and accessible vehicles  
• Developed a 111 leaflet in 12 community languages 
• Liaised with BAME communities to promote our services and access to interpreters 
• Continued with our service level agreements with a range of accessible information and support 

services providers. 
 
All of our public buildings are accessible and we are able to make changes to work stations and 
buildings to meet employees’ needs as required. We also provide specific equipment and adaptations 
to support people to carry out their roles. 
 
We have a number of ways in which people can access information in other formats, including: 
 

Language line Telephone interpretation service in more than 200 languages. 

Text relay A text relay service for deaf, hard of hearing and speech impaired 
people. 

SMS emergency text An add-on to the existing 999 and 18000 services that is available 
in the UK. It is designed to support service users who cannot use 
a voice service. 

British Sign 
Language (BSL) 
relay 

A web-based BSL service was launched in 2015 and is now 
available for deaf and hearing impaired people to use when 
contacting the 111 or 999 services. 

Accessible literature Information is available on request in large print, Braille, audio, 
easy read and other languages on request. 
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Frontline employees can also access multilingual emergency phrasebooks, community handbooks and 
our emergency services ‘z’ cards which provide basic British Sign Language finger spelling guidance.  
 
Our website has attained level AA World Wide Web Consortium's (W3C's) web content accessibility 
guidelines. We have a toolbar called ‘Recite Me’ on our website which also improves accessibility. It 
allows users to:   

• Convert text to speech 
• Change the background, text and link colours 
• Use a reading ruler  
• Use a page magnifier 
• Change the font and text size of words on the screen 
• Access written translation of text in over 50 languages  
• Access spoken translation of text in over 40 languages  
• Convert pages to plain text 
• Adjust the text margins while in plain text mode 
• Download text as words into MP3 format. 
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Employment and recruitment 
 
 

We continue to ensure that recruitment and selection processes are fair and transparent, and that 
policies and procedures are reviewed and monitored. 
 
A range of positive action initiatives have been delivered over the last 12 months including: 

• Undertook an external assessment against the JobCentre Plus Disability Confident scheme and 
assessed as a ‘Disability Confident Leader’ organisation  

• Working with regional NHS to plan and deliver a recruitment event targeting BAME people – we 
attracted over 400 people to attend  

• Distributing our recruitment literature which branded ourselves as an inclusive organisation at 
wide range of events and activities targeting people from under represented communities  

• Sending direct communications about recruitment opportunities to support organisations that 
help and support people from under represented communities 

• Promoting vacancies at events and targeting under-represented communities at events such as 
Pride, Mela,   

• Raising awareness of the Trust as an employer through visits to community groups  

• Including a positive statement on our approach to equality and diversity in all job adverts 

• Providing specific adverts in BAME and LGBT media to promote the Trust as an inclusive 
organisation and promoting specific vacancies 

• Developed BAME targeted communications and an advert for our non-executive board role  

• Reviewed and redeveloped our guidance to managers on supporting people with dyslexia and 
put in place a system to support employees with basic and full assessments  

• Held a range of lunch and learn sessions across the year, including trans and non-binary hate 
incidents, disability, dementia, HIV and aids.  

• Organising senior leaders and employees to attend and contribute at national events on LGBT 
and BAME conferences and gender equality events  

• Launched the Able@NEAS employee disability network 

• Continuing to deliver our half day inclusive leadership course as part of the Compass 
programme 

• Piloted a community ambassadors programme to train people and reach out to BAME people to 
promote awareness of the Trust as an employer  

• Worked with the Employers Network for Equality and inclusion to work towards compliance with 
their fully inclusive improvement framework and benchmarking scheme  

 
 
Equality analysis assessments  
 
This is a way of considering the effects of our services, policies, processes and decisions on 
different groups of people who are protected from discrimination by the Equality Act. 
 
The analysis helps us to consider if there are any unintended consequences or adverse impacts on 
people from protected groups in the way we provide services or employment.  
 
We have worked with the governance team to make this process more robust. We conducted our 
annual audit in 2019 which suggested that the process is well embedded but additional training is 
required for some employees to improve quality. The will be built into corporate training.  
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Equality Frameworks 
 
Disability confident                                                                

 
In 2019 we undertook the higher-level assessment 
against the JobCentre Plus disability confident scheme. 
We have been externally assessed as a Disability 
Confident Leader. This required us to do a range of 
activities to support disabled people in the workplace 
and support organisations regionally on their offer for 
disabled people.  

 
 
 
Stonewall diversity champion  
We continue to sign up and pro-actively promote ourselves 
internally and externally as a Stonewall diversity champion, 
with 2019/20 being our eleventh year. 
 
We have however moved away from using the Stonewall 
Top 100 employers benchmarking scheme to a scheme that 
includes all protected characteristics. 
 
 
Employer Network for Equality and Inclusion (ENEI)  
We signed up to this framework in Spring 2019 and have 
been using it as a guide to help us to manage and progress 
our work on equality, diversity and inclusion alongside the 
NHS Equality Delivery System 2 (EDS2) and our mandated 
and legal requirements. 
 
We are submitting to their external benchmarking 
programme for the first time in May 2020 and we will report 
on our progress in the next annual report.  
 
 
Dementia Friends 
We continue to be a dementia friendly organisation and we have signed up and trained our employees 
as part of the Alzheimer’s Society Initiative. To date we have trained 2,916 people and every new 
employee becomes a dementia friend as part of their induction. In 2019 we took our commitment one 
step further by working with the Alzheimer’s Society and others to develop a dementia friendly vehicle. 
We have 46 emergency ambulance and 44 patient transport vehicles in operation that have been 
approved as dementia friendly spaces following an extensive consultation and development process.  
 

 
  

 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjn1efCpvvRAhVGVxQKHeQaAfMQjRwIBw&url=http://dev.healthylives.stonewall.org.uk/what-we-do/about-us/&psig=AFQjCNGGYcUCbF_8hxTlr8bsYUSkjVHtFw&ust=1486464656924079
https://www.google.co.uk/url?sa=i&url=https%3A%2F%2Fnews.derby.gov.uk%2Fcouncil-recognised-for-providing-disability-equality-in-the-workplace%2F&psig=AOvVaw239O1tnGwOXA1rryygw3wq&ust=1588416938889000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCLDI7q_AkukCFQAAAAAdAAAAABAD
https://www.google.co.uk/url?sa=i&url=https%3A%2F%2Fwww.rec.uk.com%2Fgood-recruitment-campaign%2Fsignatories%2Fenei&psig=AOvVaw2m_jBU5k5gTvpdVZKtlAoG&ust=1588417079542000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCNjsy_bAkukCFQAAAAAdAAAAABAD
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NHS staff survey results  
 

The survey allows us to assess our progress on a range of activities. Headline figures are very positive 
and overall for 2019 we were the best performing ambulance service. However, eight of the ten 
indicators have declined over the last 12 months. 
 

 
2017 

% 
2018 

% 
2019 

% 

Ambulance 
sector 

average % 
The organisation acts fairly with regard to career 
progression/ promotion, regardless of ethnic 
background, gender, religion, sexual orientation, 
disability or age 

68.3 67.2 69.4 74.4 

In the last 12 months have personally experienced 
harassment, bullying or abuse from 
patients/service users, their relatives or members 
of the public  

45.4 46 50.9 47 

In the last 12 months have personally experienced 
harassment, bullying or abuse from managers 12.8 11.6 14.1 15.2 

The last 12 months have personally experienced 
harassment, bullying or abuse from colleagues  13.1 14 16.1 18 

Satisfied with opportunities for flexible working 
patterns 33.3 32.6 30.5 36.9 

In the last 12 months have personally experienced 
experienced discrimination from patients/service 
users, their relatives or other members of the public  

8.3 7.3 9.7 12.4 

In the last 12 months have personally experienced 
experienced discrimination from manager/team 
leader or other colleagues 

9.4 8.6 7.3 9.4 

Your employer has made adequate adjustments to 
enable you to carry out your work 75 73.9 66.9 58.3 

Would recommend as a place to work 55.8 56.5 49.2 51.4 

If a friend or relative needed treatment I would be 
happy with the standard of care provided by this 
organisation 

75.3 79.4 75.7 73.5 

 
 
Procurement 
 
The Trust uses the NHS standard terms and conditions of contract, which include equality, diversity 
and human rights compliance.  All new contracts and service level agreements contain clauses and 
performance measures around duties and responsibilities under the Equality Act.  
 
We reviewed the process in 2019/20 following a poor return in 2019. We are asking contractors who 
procure over an agreed cost or those providing front facing services on our behalf to participate in this 
process and provide us with a range of data depending on the contract value/services they provide. 
 
The implementation of this process will be delayed due to our response to COVID-19 but we hope to 
implement it in 2020/21 financial year.   
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Equality Delivery System (EDS) 2 
 
We use this framework to assess our compliance against the Equality Act and meet the mandated 
requirements from NHS England. The new Equality Delivery System 3 (ED3) framework launch was 
delayed in 2019 and we expect it will be released in 2020. 
 
During 2019/20 the stakeholder equality group supported a review of two patient focused objectives:  
3.1  NHS recruitment and selection processes lead to a more representative workforce at all levels 
1.5  Screening, vaccination and health promotion services reach and benefit all local communities. 
 
Our year end 2019/20 position statement (objectives 3.1 – 4.3 reviewed with employees in 2018). 
 

 EDS2 Objective Grade 

1.1 Services are commissioned, procured, designed and delivered to meet the 
health needs of local communities.  Developing 

1.2 Individual people’s health needs are assessed and met in appropriate and 
effective ways.  Achieving 

1.3 Transitions from one service to another, for people on care pathways, are 
made smoothly with everyone well-informed.  Achieving 

1.4 When people use NHS services their safety is prioritised and they are free 
from mistakes, mistreatment and abuse.  Achieving 

1.5 
Screening, vaccination and other health promotion services reach and 
benefit all local communities. (Decision on grading was split, equal number 
of assessors graded us developing and achieving).   

Developing 

Achieving 

2.1 People, carers and communities can readily access services and should not 
be denied access on unreasonable grounds.  Achieving 

2.2 People are informed and supported to be as involved as they wish to be in 
decisions about their care.  Achieving 

2.3 People report positive experiences of the NHS. Achieving 

2.4 People’s complaints about services are handled respectfully and efficiently.  Developing 

3.1 Fair NHS recruitment and selection processes lead to a more representative 
workforce at all levels.  Achieving 

3.2 The NHS is committed to equal pay for work of equal value and expects 
employers to use equal pay audits to help fulfil their legal obligations.  Achieving 

3.3 Training and development opportunities are taken up and positively 
evaluated by all staff.  Achieving 

3.4 When at work, staff are free from abuse, harassment, bullying and violence 
from any source.  Achieving 

3.5 Flexible working options are available to all staff consistent with the needs of 
the service and the way people lead their lives.  Excelling 

3.6 Staff report positive experiences of their membership of the workforce.  Excelling 

4.1 Boards and senior leaders routinely demonstrate their commitment to 
promoting equality within and beyond their organisations.  Excelling 

4.2 Papers that come before the Board and other committees identify equality-
related impacts including risks and say how these risks are to be managed.  Excelling 

4.3 Middle and other line managers support their staff to work in culturally 
competent ways within a work environment free from discrimination.  Achieving 
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Workforce race equality standard 
 
We have met our mandated requirements outlined in the Workforce Race Equality Standard (WRES) for 
the fifth year running and continue to work towards the strengthened WRES for the ambulance sector. 
Data does not include NEASUS. 
 
We have proactively engaged with NHS England’s WRES department to undertake an assessment of 
current practice and explore how we can improve.   

 
More work has been undertaken in 2019/20 to progress equality for BAME people. This has included: 

• Leading on a regionwide BAME recruitment event with other NHS partners 

• Targeting recruitment activity to the BAME community including recruitment workshops, 
branding ourselves as an inclusive organisation and promoting opportunities via social media, 
radio and other events. Improved WRES metric, BAME people now equally likely to be 
appointed from shortlisting compared to white staff.  

• Attending regional events, Melas, Chinese New Year, African society annual event and other 
cultural, faith and community events 

• Recruited and trained 41 hate crime champions to improve support to employees 

• Supporting a member of the Trust to become a workforce race equality expert, one of only four 
in the North East. 

• Improving the number of BAME people who believe the Trust provides equal opportunities for 
career progression. This figure now exceeds white employees.  

• Improving our recruitment statistics, 0.7% more applications from BAME people  

• Worked with local BAME community organisations to raise awareness of ourselves as a service 
provider, employer and support available to access our services 

• Displayed posters of positive BAME role models, developed intranet and social media content 
and developed a month of activity for Black History Month  

• Data this year shows we continue to perform well in relation to BAME people moving from 
shortlisting to the appointment stage. We have seen more BAME people joining the Trust but 
we need to further work on retention of BAME employees.  

 
 
Comparing the data from 31st March 2020 to the previous year indicates: 

• Overall employee profile, we have seen a small decrease in the number of non-white people 
working for the trust 41 (1.5%) compared to 42 (1.5%) last year 

• BAME Employees at band 8+, we have seen a reduction in non-white people at band 8+ 
compared to last year 

• Relatively likelihood of BAME people being appointed from shortlisting compared to white 
people. We continue to perform well, BAME people are as likely to be appointed from 
shortlisting compared to White people, we have maintained our performance on this achieved 
last year (0.99)   

• Relatively likelihood of BAME employees entering the formal disciplinary process compared to 
white people.  We continue to perform well. Over the two-year period, BAME employees are as 
likely to be involved in this process as white employees (1.04) 

• Relatively likelihood of BAME employees accessing non-mandatory training, BAME employees 
fair better than White employees (0.47)  
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• Harassment and bullying from patients, relatives and the public. We have seen an increase for 
both BAME and white employees 44% of white employees reported bullying and harassment 
(41% in 2019) and 36.8% of BAME employees (28% in 2019)   

• Harassment and abuse from employee, we have seen an improving picture for BAME 
employees 21.1% compared to 33% in 2019. Percentages for white employees has increased 
to 23.9% from 20% last year   

• The Trust provides equal opportunities for career progression, BAME employees 85.7% (79%, 
2019) report higher levels of satisfaction than white employees (73.8% (73%, 2019). Work 
ongoing to promote opportunities for career progression to this group is having a positive 
impact.  

• Have you personally experienced discrimination from manager/team leader/other colleague, in 
the last 12 months, BAME employees 15.8% (22%, 2019) showing an improving picture but still 
higher than white employees 6.8% (7%, 2019)  

• All board members identify as white. We have undertaken work over the last year to recruit to 
one non-executive director (NED) and introduced two associate NED positions and actively 
targeted recruitment to BAME people. Although we received high levels of interest, we were not 
able to secure a BAME appointment to either position. 
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Workforce race equality standard report 2020 
 

    2019 2020 

INDICATOR DATA 
ITEM   MEASURE WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
            

1 

Percentage of staff in each 
of the AfC Bands 1-9 OR 
Medical and Dental 
subgroups and VSM 
(including executive Board 
members) compared with 
the percentage of staff in the 
overall workforce 

  1a) Non-clinical workforce         

1 Under Band 1 Headcount 6 0 0 0 0 0 
2 Band 1 Headcount 0 0 0 20 0 0 
3 Band 2 Headcount 52 2 3 62 3 1 
4 Band 3 Headcount 383 6 6 121 4 8 
5 Band 4 Headcount 102 0 15 60 1 5 
6 Band 5 Headcount 119 3 10 113 0 7 
7 Band 6 Headcount 54 1 6 55 1 4 
8 Band 7 Headcount 38 2 2 41 3 3 
9 Band 8A Headcount 20 2 2 17 2 2 
10 Band 8B Headcount 10 0 0 13 0 0 
11 Band 8C Headcount 8 0 0 8 0 0 
12 Band 8D Headcount 2 0 1 3 0 1 
13 Band 9 Headcount 0 0 0 0 0 0 
14 VSM Headcount 6 0 0 7 0 0 

  1b) Clinical workforce of which non-medical 

15 Under Band 1 Headcount 14 0 0 0 0 0 
16 Band 1 Headcount 2 0 0 0 1 0 
17 Band 2 Headcount 448 2 3 365 4 21 
18 Band 3 Headcount 412 6 6 726 10 22 
19 Band 4 Headcount 52 0 15 118 0 10 
20 Band 5 Headcount 296 3 10 273 6 9 
21 Band 6 Headcount 533 1 6 562 6 49 
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   2019 2020  

DATA 
ITEM   MEASURE WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
BME 

23 Band 8A Headcount 59 2 2 65 0 7 
24 Band 8B Headcount 3 2 2 4 0 0 
25 Band 8C Headcount 2 0 0 1 0 0 
26 Band 8D Headcount 1 0 0 2 0 0 
27 Band 9 Headcount 0 0 1 0 0 0 
28 VSM Headcount 0 0 0 0 0 0 
  Of which medical & dental     

29 Consultants Headcount 1 0 0 2 0 0 

30   of which Senior medical 
manager 

Headcount       0 0 0 

31 Non-consultant career grade Headcount 11 7 0 7 0 0 
32 Trainee grades Headcount 0 0 0 0 0 0 
33 Other Headcount 0 0 0 1 0 0 

2 
Relative likelihood of staff 
being appointed from 
shortlisting across all posts 

34 Number of shortlisted applicants Headcount 2548 118 22 2477 115 26 

35 Number appointed from 
shortlisting Headcount 346 18 3 363 147 4 

36 Relative likelihood of 
shortlisting/appointed 

Auto 
calculated 0.14 0.15 0.14 0.15 0.15 0.15 

37 
Relative likelihood of White staff 
being appointed from shortlisting 
compared to BME staff 

Auto 
calculated 0.89     0.99   

3 

Relative likelihood of staff 
entering the formal 
disciplinary process, as 
measured by entry into a 
formal disciplinary 
investigation 
 
Note: indicator based on a 
two year rolling average  

38 Number of staff in workforce Auto 
calculated 2641 42 170 2646 41 149 

39 Number of staff entering the 
formal disciplinary process Headcount 120 1 5 186 3 6 

40 Likelihood of staff entering the 
formal disciplinary process 

Auto 
calculated 0.05 0.02 0.03 0.7 0.7 0.4 

41 
Relative likelihood of BME staff 
entering the formal disciplinary 
process compared to White staff 

Auto 
calculated   0.52     1.04  
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    2019 2020 

  DATA 
ITEM   MEASURE WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 

4 
Relative likelihood of staff 
accessing non-mandatory 
training and CPD 

42 Number of staff in workforce 
(White) 

Auto 
calculated 2641 42 170 2646 41 149 

43 
Number of staff accessing non-
mandatory training and CPD 
(White): 

Headcount 1219 19 85 1211 36 56 

44 
Likelihood of staff accessing 
non-mandatory training and 
CPD 

Auto 
calculated 0.46 0.45 0.50 0.51 1.09 0.36 

45 

Relative likelihood of White staff 
accessing non-mandatory 
training and CPD compared to 
BME staff 

Auto 
calculated 1.02    0.47   

5 

KF 25. Percentage of staff 
experiencing harassment, 
bullying or abuse from 
patients, relatives or the 
public in last 12 months  

46 

% of staff experiencing 
harassment, bullying or abuse 
from patients, relatives or the 
public in last 12 months  

Percentage 41 28   44 36.8  

6 
KF 26. Percentage of staff 
experiencing harassment, 
bullying or abuse from staff 
in last 12 months  

47 
% of staff experiencing 
harassment, bullying or abuse 
from staff in last 12 months  

Percentage 20 33   23.9 21.1  

7 
KF 21. Percentage believing 
that trust provides equal 
opportunities for career 
progression or promotion 

48 
% staff believing that trust 
provides equal opportunities for 
career progression or promotion 

Percentage 73 79   73.8 85.7  

8 

Q17. In the last 12 months 
have you personally 
experienced discrimination 
at work from any of the 
following? b) Manager/team 
leader or other colleagues 

49 

% staff personally experienced 
discrimination at work from 
Manager/team leader or other 
colleague 

Percentage 7 22   6.8 15.8  
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    2019 2020 

  DATA 
ITEM   MEASURE WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 
WHITE BAME 

ETHNICITY 
UNKNOWN 

/NULL 

9 

Percentage difference 
between the organisations’ 
Board voting membership 
and its overall workforce 
 
Note: Only voting members 
of the Board should be 
included when considering 
this indicator 

50 Total Board members Headcount 13 0 0 13 0 0 

51  of which: Voting Board 
members 

Headcount 13 0 0 13 0 0 

52 :Non-Voting Board 
members 

Auto 
calculated 0 0 0 0 0 0 

53 Total Board members Auto 
calculated 13 0 0 13 0 0 

54  of which: Exec Board 
members 

Headcount 6 0 0 7 0 0 

55 :Non-Executive Board 
members 

Auto 
calculated 7 0 0 6 0 0 

56 Number of staff in overall 
workforce 

Auto 
calculated 2641 42 170 2646 41 149 

57 Total Board members - % 
by Ethnicity 

Auto 
calculated 100% 0.0% 0.0% 100% 0.0% 0.0% 

58 Voting Board Member - % 
by Ethnicity 

Auto 
calculated 100% 0.0% 0.0% 100% 0.0% 0.0% 

59 Non-Voting Board 
Member - % by Ethnicity 

Auto 
calculated 100% 0.0% 0.0% 100% 0.0% 0.0% 

60 Executive Board Member 
- % by Ethnicity 

Auto 
calculated 100% 0.0% 0.0% 100% 0.0% 0.0% 

61 Non-Executive Board 
Member - % by Ethnicity 

Auto 
calculated 100% 0.0% 0.0% 100% 0.0% 0.0% 

62 Overall workforce - % by 
Ethnicity 

Auto 
calculated 92.6% 1.5% 6.0% 92.6% 1.3% 6.1% 

63 Difference (Total Board -
Overall workforce ) 

Auto 
calculated 7.4% -1.5% -6.0% 7.4% -1.3% -6.1% 
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Workforce Disability Equality Standard Summary 2020 
 
Summary  
We have met our mandated requirements outlined in the Workforce Disability Equality Standard 
(WDES) for the second year running and continue to work towards the strengthened WDES for the 
ambulance sector. 
  
We have proactively engaged with NHS England’s WDES department to undertake an assessment of 
current practice and explore how we can improve.  Data does not include NEASUS. 

 
More work has been undertaken in 2019/20 to progress equality for disabled people. This has 
included 

• Launching and branding our Able@NEAS disability staff network  

• Training all front-line staff on the Communications Support Guide to assist a range of people 
with additional communication needs 

• Recruited and trained 41 hate crime champions to improve support to employees  

• Becoming a Disability Confident leader organisation  

• Undertaken consultation events with a range of disability groups to understand their needs 
and raise awareness of the support that is in place to assist people 

• Continue to use the ‘ReciteMe’ tool bar on our website to make it more accessible to people 
with a range of needs 

• Supporting people in the Trust with a range or reasonable adjustments to support them at 
their workstation and offer flexibility in the way they do their role  

• Reviewed our Dyslexia Guidance and put new systems in place to ensure employees can 
have an external assessment by a regional body 

 
 
Comparing the data from 31st March 2020 to the previous year indicates: 

• 6.1% of our workforce identified as being disabled the 0.3% more than the previous year 

• The number of disabled employees at band 8+ in non-clinical grades is similar to our 
organisation profile and last year, no clinical employees at band 8+ identify or declare as 
disabled 

• The relatively likelihood of disabled and non-disabled people being appointed from 
shortlisting has declined this year. Non-disabled employees are 1.38 times more likely to be 
appointed compared to 1.06 last year  

• No disabled employees have been involved in formal capability over the last two years. All 
involved in this process were non-disabled  

• Harassment, bullying and abuse from patients, disabled employees report higher levels 
48.4% (44.4, 2019) compared to non-disabled employees 42.3% (39.3%, 2019) 

• Harassment, bullying, abuse from managers, disabled employees report higher levels 19% 
(16.5%, 2019) compared to non-disabled employees 10.9% (8.8%, 2019) 

• Harassment, bullying, abuse from colleagues, disabled employees report higher levels 
24.8% (19.1%, 2019) compared to non-disabled employees 13% (12.1%, 2019) 
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• Disabled employees 47.3% (43.3%, 2019) are more likely to report harassment, bullying and 
abuse if they experienced it in the last 12 months than non-disabled employees 41.1% 
(43.3%, 2019)  

• Disabled employees 69.3% (68.5%, 2019) believe that the Trust provides equal opportunities 
for career progression or promotion. This has increased slightly but remains lower than non-
disabled employees 75.7% (74.4%, 2019) 

• A greater number of disabled employees 40.5% (39.1%, 2019) state they feel pressure to 
come to work when unwell compared to non-disabled employees 27.6% (32.6%, 2019) 

• Disabled employees 32% (33.6%, 2019) are less satisfied with the extent the organisation 
values their work compared to non-disabled employees 35% (37.9%, 2019) 

• 73.5 (77.7%, 2019) of disabled employees say that we have made adequate reasonable 
adjustments; a drop of more than 4% 

• Disabled employees 6.1 (6.3, 2019) have a lower engagement score than non-disabled 
employees 6.4 (6.7, 2019) and overall 6.4 

• No board member has declared a disability  

• We could improve disclosure rates in relation to disability on the ESR system, more than 
11% of employees have not answered the disability question or preferred not to say, 
compared to 5% for ethnicity.  
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Workforce disability equality standard report 2020 
             

Metric indicator Item  Descriptor 

2019 2020 

Disabled Non-
disabled 

Disability 
unknown 

Overall 
staff Disabled Non-

disabled 
Disability 
unknown 

Overall 
staff 

Total % Total % Total % Total Total % Total % Total % Total 

1 

Percentage of staff 
in AfC paybands 
or medical and 
dental subgroups 
and very senior 
managers 
(including 
Executive Board 
members) 
compared with the 
percentage of staff 
in the overall 
workforce. The 
data for this Metric 
should be a 
snapshot as at 31 
March 2019 

   1a) Non Clinical staff             

1 Bands 1  1 17% 5 83% 0 0% 6 0 0% 4 100% 0 0% 4 

2 Bands 2 5 9% 48 83% 5 9% 58 5 8% 57 86% 4 6% 66 

3 Bands 3 35 9% 339 86% 19 5% 393 12 9% 108 81% 13 10% 133 

4 Bands 4 8 7% 92 78% 18 15% 118 3 5% 55 83% 8 12% 66 

5 Bands 5 9 7% 97 75% 23 18% 129 10 8% 89 74% 21 18% 120 

6 Bands 6 3 5% 49 78% 11 17% 63 4 7% 49 82% 7 12% 60 

7 Bands 7 1 2% 36 88% 4 10% 41 1 2% 41 87% 5 11% 47 

8 Bands 8a 0 0% 21 95% 1 5% 22 1 5% 18 86% 2 10% 21 

9 Bands 8b 2 20% 6 60% 2 20% 10 2 15% 9 69% 2 15% 13 

10 Bands 8c 1 13% 7 88% 0 0% 8 1 13% 6 75% 1 13% 8 

11 Bands 8d 0 0% 2 100% 0 0% 2 0 0% 4 100% 0 0% 4 

12 Bands 9 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 

13 VSM 0 0% 6 100% 0 0% 6 0 0% 7 100% 0 0% 7 

14 Other 0 0% 0 0% 0 0% 0 0 0% 1 100% 0 0% 1 

15 Cluster 1 (Bands 1 - 4) 49 9% 484 84% 42 7% 575 20 7% 224 83% 25 9% 269 

16 Cluster 2 (Band 5 - 7) 13 6% 182 78% 38 16% 233 15 7% 179 79% 33 15% 227 

17 Cluster 3 (Bands 8a - 8b) 2 6% 27 84% 3 9% 32 3 9% 27 79% 4 12% 34 

18 Cluster 4 (Bands 8c - 9 & VSM) 1 6% 15 94% 0 0% 16 1 5% 17 89% 1 5% 19 

  



34 
North East Ambulance Service NHS Foundation Trust – Equality, Diversity and Inclusion Annual Report 2019-20 
              

Metric indicator Item  Descriptor 

2019 2020 

Disabled Non-
disabled 

Disability 
unknown 

Overall 
staff Disabled Non-

disabled 
Disability 
unknown 

Overall 
staff 

Total % Total % Total % Total Total % Total % Total % Total 

1. 

Percentage of staff 
in AfC paybands 
or medical and 
dental subgroups 
and very senior 
managers 
(including 
Executive Board 
members) 
compared with the 
percentage of staff 
in the overall 
workforce. The 
data for this Metric 
should be a 
snapshot as at 31 
March 2019 

  1b) Clinical staff 
19 Bands 1  1 5% 18 95% 0 0% 19 1 6% 16 94% 0 0% 17 
20 Bands 2 19 4% 399 84% 59 12% 477 16 4% 324 83% 50 13% 390 
21 Bands 3 23 5% 366 84% 48 11% 437 51 7% 650 86% 57 8% 758 
22 Bands 4 4 8% 41 77% 8 15% 53 8 6% 101 79% 19 15% 128 
23 Bands 5 27 9% 260 82% 29 9% 316 25 9% 235 82% 28 10% 288 
24 Bands 6 26 4% 460 78% 104 18% 590 34 6% 483 78% 100 16% 617 
25 Bands 7 0 0% 57 86% 9 14% 66 0 0% 62 86% 10 14% 72 
26 Bands 8a 0 0% 5 71% 2 29% 7 0 0% 4 100% 0 0% 4 
27 Bands 8b 0 0% 2 100% 0 0% 2 0 0% 1 100% 0 0% 1 
28 Bands 8c 0 0% 0 0% 2 100% 2 0 0% 1 50% 1 50% 2 
29 Bands 8d 0 0% 1 100% 0 0% 1 0 0% 0 0% 0 0% 0 
30 Bands 9 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 
31 VSM 0 0% 7 100% 0 0% 7 0 0% 7 100% 0 0% 7 

32 Medical & Dental Staff, 
Consultants 0 0% 1 100% 0 0% 1 0 0% 2 100% 0 0% 2 

33 Medical & Dental Staff, Non-
Consultants career grade 1 6% 16 94% 0 0% 17 0 0% 0 0% 0 0% 0 

34 Medical & Dental Staff, dental 
trainee 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 

35 Other 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 
36 Cluster 1 (Bands 1 - 4) 47 5% 824 84% 115 12% 986 76 6% 1091 84% 126 10% 1293 
37 Cluster 2 (Band 5 - 7) 53 5% 777 80% 142 15% 972 59 6% 780 80% 138 14% 977 
38 Cluster 3 (Bands 8a - 8b) 0 0% 7 78% 2 22% 9 0 0% 5 100% 0 0% 5 
39 Cluster 4 (Bands 8c - 9 & VSM) 0 0% 8 80% 2 20% 10 0 0% 8 89% 1 11% 9 

40 Cluster 5 (Medical & Dental 
Staff, Consultants) 0 0% 1 100% 0 0% 1 0 0% 2 100% 0 0% 2 

41 
Cluster 6 (Medical & Dental 
Staff, Non-Consultants career 
grade) 

1 6% 16 94% 0 0% 17 0 0% 0 0% 0 0% 0 

42 
Cluster 7 (Medical & Dental 
Staff, Medical and dental trainee 
grades) 

0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 
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Metric indicator Item  Descriptor 

2019 2020 

Disabled Non-disabled Disability 
unknown 

Overall 
staff Disabled Non-

disabled 
Disability 
unknown 

Overall 
staff 

Total % Total % Total % Total Total % Total % Total % Total 

2 

Relative 
likelihood of 
Disabled staff 
compared to non-
disabled staff 
being appointed 
from shortlisting 
across all posts.  
 
 

43 Number of shortlisted 
applicants 153 5.7% 2535 94.3%    168  2414 

    

44 Number appointed from 
shortlisting 22 6% 345 94%    18  357 

    

45 Relative likelihood of 
shortlisting/appointed 0.14       0.11  0.15  

   

46 

Relative likelihood of Disabled 
staff being appointed from 
shortlisting compared to Non-
Disabled staff 

1.06       1.38    

   

  47 Number of staff in workforce 166 5.8% 2341 82.1% 344 12.1% 2851 174 6.1% 2334 82.3% 328 11.6% 2836 

3  

48 Number of staff entering the 
formal capability process 0 0 6 100%    0 0 8 100% 

   

49 Likelihood of staff entering the 
formal capability process 0  0     0  0  

   

50 

Relative likelihood of Disabled 
staff entering the formal 
capability process compared to 
Non-Disabled staff 

  0       0  

   

4 

a) Percentage of 
Disabled staff 
compared to non-
disabled staff 
experiencing 
harassment, 
bullying or abuse  
  
b) Percentage 
saying that the 
last time they 
experienced 
harassment, 
bullying or abuse 
at work, they or a 
colleague 
reported it.  

51 

% of staff experiencing 
harassment, bullying or abuse 
from patients/service users, 
their relatives or other 
members of the public  

261 44.4% 901 39.3%    308 48.4% 898 42.3% 

   

52 
% of staff experiencing 
harassment, bullying or abuse 
from managers  

260 16.5% 896 8.8%    306 19.0% 897 10.9% 
   

53 
% of staff experiencing 
harassment, bullying or abuse 
from other colleagues  

257 19.1% 892 12.1%    303 24.8% 895 13.0% 
   

54 

% of staff saying that the last 
time they experienced 
harassment, bullying or abuse 
at work, they or a colleague 
reported it  

118 44.9% 356 43.3%    165 47.3% 389 41.1% 
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Metric indicator Item  Descriptor 

2019 2020 

Disabled Non-
disabled 

Disability 
unknown 

Over
all 

staff 
Disabled Non-

disabled 
Disability 
unknown 

Overall 
staff 

Total % Total % Total % Total Total % Total % Total % Total 

5 

Believing that the 
Trust provides 
equal opportunities 
for career 
progression or 
promotion.  

55 

% of staff believing that the 
Trust provides equal 
opportunities for career 
progression or promotion. 

181 68.5% 628 74.4%    218 69.3% 614 75.7%    

6 

Felt pressure from 
their manager to 
come to work, 
despite not feeling 
well enough to 
perform their 
duties.  

56 

% of staff saying that they 
have felt pressure from their 
manager to come to work, 
despite not feeling well enough 
to perform their duties. 

207 39.1% 487 32.6%    242 40.5% 497 27.6%    

7 
Satisfied with the 
extent to which 
their organisation 
values their work. 

57 

% staff saying that they are 
satisfied with the extent to 
which their organisation values 
their work. 

262 33.6% 902 37.9%    312 32.0% 901 35.0%    

8 

Employer has 
made adequate 
adjustment(s) to 
enable them to 
carry out their 
work. 

58 

% of disabled staff saying that 
their employer has made 
adequate adjustment(s) to 
enable them to carry out their 
work. 

166 77.7%       196 73.5%      

9a 

a) The staff 
engagement score 
for Disabled staff, 
compared to non-
disabled staff and 
the overall 
engagement score  

59 

The staff engagement score 
for Disabled staff, compared to 
non-disabled staff and the 
overall engagement score for 
the organisation. Average 6.6 

265 6.3 904 6.7    313 6.1 903 6.4   6.4 

9b 

b) Has your Trust 
taken action to 
facilitate the voices 
of Disabled staff in 
your organisation   

60 

Has your Trust taken action to 
facilitate the voices of Disabled 
staff in your organisation to be 
heard? (yes) or (no)  

Yes      Yes      
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Metric indicator Item  Descriptor 
2019 2020 

Disabled Non-Disabled Disabled Non-Disabled 

10 

Percentage 
difference between 
the organisation’s 
Board voting 
membership and 
its organisation’s 
overall workforce, 
disaggregated: 
 
• By Voting 
membership of the 
Board 
The data for this 
metric should be a 
snapshot as of 
31st March 2019 

61 Total Board members 0 13 0 13 
62  of which: Voting Board members 0 13 0 13 
63  : Non-voting Board members 0 0 0 0 
64 Total Board members 0 13 0 13 
65  of which: Exec Board members 0 6 0 6 
66  : Non-Executive Board members 0 7 0 7 
67 Number of staff in overall workforce 166 2341 174 2334 

68 Total Board members - % by 
disability 0% 100% 0% 100% 

69 Voting Board Member - % by 
disability 0% 100% 0% 100% 

70 Non-voting Board Member - % by 
disability 0% 0% 0% 0% 

71 Executive Board Member - % by 
disability 0% 100% 0% 100% 

72 Non-Executive Board Member - % by 
disability 0% 100% 0% 100% 

73 Overall workforce - % by disability 6% 82% 6% 82% 

74 Difference (Total Board - overall 
workforce) -6% 18% -6% 18% 

75 Difference (Voting membership - 
overall workforce) -6% 18% -6% 18% 

76 Difference (Executive membership - 
overall workforce) -6% 18% -6% 18% 
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Gender pay audit 2020 
 
 
The data was collected on 31st March 2020. This national report has slightly different parameters to 
our workforce data and indicates we have 2,797 (24 fewer than we report elsewhere in this 
document). This shows our workforce consisted of 1,279 (45.7%) females and 1,518 (54.3%) males. 
Data does not include NEASUS. 
 
Summary  
 
Comparing 2019/20 data with 2018/19, this indicates:  

• The mean average pay differential has reduced by 1% to 1.1%  

• The median average pay differential has increased from 0 to 0.7% 

• 46.4% of women feature in quartile 1 compared to 53.6% of men, 2.5% more men compared 
to 2019 

• 45.4% of women feature in quartile 2 compared to 54.6% of men. 5.6% more women are in 
this quartile compared to 2019 

• 49.2% of women feature in quartile 3 compared to 50.8% of men, 4.3% more women are in 
this quartile compared to 2019 

• 42% of women feature in quartile 4 compared to 58% of men. 3.7% more women are in this 
quartile compared to 2019 

• Women represent 45.7% of our workforce and men 54.3%, 2.9% more women in the 
workplace than the previous year. 

 
Quartile - four equal groups into which our whole staff profile can be divided 

 
 
Mean and median rates   
The mean hourly rate is calculated for each employee based on 'ordinary pay', which includes basic 
pay and any shift pay and allowances.  

 

Gender 
2020 2020 2019 2019 

Mean Hourly 
Rate 

Median Hourly 
Rate 

Mean Hourly 
Rate 

Median Hourly 
Rate 

Male £13.40 £11.79 £11.98 £10.15 

Female £13.25 £11.70 £11.72 £10.15 

Difference 0.1 0 0.3 0 

Pay Gap % 1.1 0.7 2.1 0 

 

 

 
 
 
 
 
 
 

Mean = 1.1% 

Median = 0.7% 
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Quartile analysis of hourly rates  

The data below ranks our full-pay employees from highest to lowest paid, divided this into four equal 
parts (quartiles) and then works out the percentage of men and women in each. 

 

 2020 2019 

Quartile Female % Male % Female % Male % 

1 46.4 53.6 49 51 

2 45.4 54.6 39.8 60.2 

3 49.2 50.8 44.9 55.1 

4 42 58 38.3 61.7 

 
 
 
 

 
 
 
 
Bonus payments 
 
No bonus payments were made in 2019/20. 
 
 
Conclusions 
 
The data over the last four years suggest we have made significant progress towards employing an 
equal level of men and women across our pay quartiles. We have improved our mean pay again, 
however we have seen a small increase in our median pay differential. We will continue to take steps 
to reduce our mean pay gap and continue to explore best practice across the sector and beyond. 
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Challenges for the year ahead 
 
We have identified a number of challenges for the year ahead. These include: 

• Review our equality, diversity and inclusion objectives 

• Develop activity to build on the developing areas outlined in the EDS2 gradings 

• Improve knowledge and access to reasonable adjustments for disabled people 

• Improve access to Board membership for under-represented groups 

• Improve the Trust’s approach to bullying and harassment  

• Improve data and analytics about how people from diverse group fare in the recruitment 
process 

• Continue to target promotion of recruitment opportunities to under represented groups  

• Explore reasons for higher levels of BAME people leaving the Trust 

• Explore the issues for BAME, LGBT and disabled employees highlighted in the NHS staff 
survey  

• Improve data on the demographic profile of service users 

• Review our approach to assurance from suppliers about how they support us to meet our 
public sector equality duties 

• Deliver a comprehensive engagement programme for seldom heard communities 

• Review the learning from our first Employers Network for Equality and Inclusion (ENEI) 
framework submission and make recommendations to the Trust 

• Explore the impact of the Equality Delivery System 3, develop a new grading framework and 
integrate this into our equality, diversity and inclusion work 

• Review the communications support guide with employees and patients 

• Improve employee personal details declaration rates on our HR system 

• Provide managers at all levels with access to EDI training  

• Implement the new survey system and develop reports to highlight how people from diverse 
communities’ fare 

• Review and update equality analysis assessment training and provide sessions to completing 
officers 

• Develop prayer and wellbeing facilities 

• Support the Trust to change its culture and embed organisational values. 
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Equality Analysis Data  

2019/20 

Published June 2020 
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North East Profile 
 

North East population density: by local or unitary authority 2010 
The North East has more than 2.6 million residents which equates to five per cent of the population of 
England and Wales.  
 

 
 
 
 
Regional/national demographic breakdown (census 2011) 
 
The table below provides a summary of the 2011 census. This is broken down by particular 
demographic information relating to those groups of people protected by the Equality Act.  This 
information will help to provide context to the report both in the region as well as England and Wales 
as a whole. 
 
Information on sexual orientation is not collected through the census profile. Stonewall, a national 
charity supporting lesbian, gay and bisexual (LGB) people, suggests 5-7% of the population are LGB. 
A Home Office funded study estimate the number of trans people in the UK is between 300,000 - 
500,000 (0.05% to 0.09% of the population. 
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Characteristic North East England and Wales 

Male 48.9 50.8 

Female 51.1 49.2 

White British 93.6 79.8 

White Other 1.7 5.7 

Black, Asian, Minority Ethnic  (BAME) 4.7 14.5 

Age 0-15 years 12.4 11.9 

Under 25 years 17.8 18.9 

25 – 44 years 25.2 27.5 

45 – 59 years 20.7 19.4 

60 – 74years 15.7 14.6 

75 years + 8.1 7.8 

Disabled 22 18 

Non-disabled 78 82 

Christian 67.5 59.4 

Other faiths (non-Christian) 3 8.9 

No Faith or belief 23.4 24.7 
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The demographic profile of the North East (2011 census) informs us: 
• The region’s population is older than the national average. The median age in the region was 

41, which is two years higher than the England and Wales average. 
• The North East had 22 per cent of people whose day-to-day activities were limited by a long-

term health problem or disability, 11 per cent limited a lot and 11 per cent limited a little. This 
compares with 18 per cent for England and Wales. 

• The North East had the highest proportion of Christians of all regions in England and the 
lowest proportion of Buddhists and Hindus (0.2 and 0.3 per cent). There was a decrease of 13 
percentage points in the North East in the proportion of people who stated their religious 
affiliation as Christian 

• We have a less ethnically diverse population than the national average with a much larger 
proportion of the region identifying as white British. 
 

The North East has the lowest proportion of people identifying as mixed/multiple ethnic group (1 per 
cent) or Black/African/Caribbean/Black British (0.4 per cent). 95 per cent of the population declare 
their ethnicity as white; 94 per cent were white English/Welsh/Scottish/Northern Irish /British. Redcar 
and Cleveland was the local authority with the highest proportion of white British residents (98 per 
cent) in England and Wales. 
 
Ethnicity Number Percentage 

White 2,475,567 95.3 
White: English/Welsh/Scottish/Northern Irish/British 2,431,423 93.6 
White: Irish 8,035 0.3 
White: Gypsy or Irish Traveller 1,684 0.1 
White: Other White 34,425 1.3 
Mixed/multiple ethnic groups 22,449 0.9 
Mixed/multiple ethnic groups: White and Black Caribbean 5,938 0.2 
Mixed/multiple ethnic groups: White and Black African 3,549 0.1 
Mixed/multiple ethnic groups: White and Asian 8,022 0.3 
Mixed/multiple ethnic groups: Other Mixed 4,940 0.2 
Asian/Asian British 74,599 2.9 
Asian/Asian British: Indian 15,817 0.6 
Asian/Asian British: Pakistani 19,831 0.8 
Asian/Asian British: Bangladeshi 10,972 0.4 
Asian/Asian British: Chinese 14,284 0.6 
Asian/Asian British: Other Asian 13,695 0.5 
Black/African/Caribbean/Black British 13,220 0.5 
Black/African/Caribbean/Black British: African 10,982 0.4 
Black/African/Caribbean/Black British: Caribbean 1,193 0.0 
Black/African/Caribbean/Black British: Other Black 1,045 0.0 
Other ethnic group 11,051 0.4 
Other ethnic group: Arab 5,850 0.2 
Other ethnic group: Any other ethnic group 5,201 0.2 
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North East Household languages   

Main Language Number % 

All people aged 16 and over in household have English as a main 
language  1,093,614 96.8 

At least one but not all people aged 16 and over in household have 
English as a main language  15,024 1.3 

No people aged 1 and over in household but at least one person aged 
3 to 15 has English as a main language  2,887 0.3 

No people in household have English as a main language  18,410 1.6 

Qualifications 
The North East has the highest proportion of people aged 16 and above showing an apprenticeship 
as their highest level of qualification (five per cent). South Tyneside was the local authority with the 
second highest proportion of this group in England and Wales (six per cent). 
 

 

 

Qualification Number % 

No qualifications 565,208 26.5 

1-4 O levels/CSE/GCSEs (any grades), entry level, foundation 
diploma 739,262 34.6 

NVQ level 1, foundation GNVQ, basic skills 240,734 11.3 

5+ O level (passes)/CSEs (grade 1)/GCSEs (grades A*-C), school 
certificate, 1 A level/2-3 AS levels/VCEs, higher diploma, welsh 
baccalaureate intermediate diploma 

650,935 30.5 

NVQ level 2, intermediate GNVQ, city and guilds craft, BTEC 
first/general diploma, RSA diploma 393,843 18.5 

Apprenticeship 179,420 8.4 

2+ A levels/VCEs, 4+ AS levels, higher school certificate, 
progression/advanced diploma, welsh baccalaureate advanced 
diploma 

307,783 14.4 

NVQ level 3, advanced GNVQ, city and guilds advanced craft, ONC, 
OND, BTEC national, RSA advanced diploma 279,634 13.1 

Degree (for example BA, BSc), higher degree (for example MA, PhD, 
PGCE) 267,687 12.5 

NVQ level 4-5, HNC, HND, RSA higher diploma, BTEC higher level 104,566 4.9 

Professional qualifications (for example teaching, nursing, 
accountancy) 260,277 12.2 

Other vocational/work-related qualifications 383,460 18.0 

Foreign qualifications 50,045 2.3 
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Health inequalities 
 
National health profile 
Nationally the general health of the population is improving; however, there are still disparities 
related to financial wealth. Those who are less well-off have a shorter life expectancy in comparison 
to those with more financial means. From an equality perspective everyone should have the same 
opportunity to live a long and healthy life, therefore there is a need to understand the health 
inequalities in more detail and identify any course of action our service should consider. It is well 
researched and evidenced that inequalities in health experience greatly differ dependent on gender, 
ethnicity, different social and economic group and geographical locations. 
 
North East health profile 
The health of people in the North East when compared to the rest of England is significantly worse 
especially in relation to levels of deprivation and life expectancy. The North East also has the 
highest rate of early deaths from cancer. Whilst the figures remain high, there has been significant 
progress in addressing health inequalities and figures are declining on a faster rate in comparison to 
the national figure for death rates from heart disease and cancer. 
 
Health and provision of unpaid care 
This region had 11 per cent of its people providing unpaid care for someone with an illness or 
disability (10 per cent for England and Wales as a whole). In 2011 the North East had the lowest 
proportion of people rating their health as ‘very good’.  
 

 
 

  

North East  
2010 health 
profile 
 
Source: 
Department 
for Health 
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Demographic profile of service users 
 
Unscheduled care – 999 incidents 

We receive, prioritise and respond to more than half a million emergency and urgent incidents a year. 
However, we are unable to collate full demographic information on the profile of our patients and 
currently have limited data. Our electronic patient care record system has place holders to enable us 
to collect data but completion of some of these fields is poor.  

Data inputting of patients’ demographics is not compulsory, data over the last three years suggests 
that most employees do not complete wider demographic data and further work is required. 
 
Summary  

• Comparison with previous years can not be made due to change in methodology  
• 4.3% of calls involved a young person under 15 years old  
• People over 60 years represent 44.9% of all calls  
• People aged 25-59 years old represent 23.3% of calls  
• Similar figures for men and women  

 
Age 

Age 2019-20 
Count 

2019-20 
% 

2018-19  
% 

2017-18 
 % 

Under 15 years old 15,820 4.3 6.7 7.4 
15 - 24 years old 17,737 4.8 7.6 7.8 
25 – 44 years old 44,219 12.0 17.3 16.5 
45- 59 years old 41,411 11.3 15.7 15 
60 – 74 years old 60,107 16.4 19.7 19.2 
75 – 89 years old 85,240 23.2 26.7 27.3 
90 years + 23,313 6.3 6.4 6.6 
Unknown 79,581 21.7   0.3 
Total 367,428    327,730  320,905 

 

* Age data has been calculated differently in 2019/20 
 

Gender 
 

 
   
 
  

 

 
* Gender data has been calculated differently in 2019/20 

 
Ethnicity  
Over 99% of the data is missing in this field so we are unable to provide reliable data on the ethnic 
profile of people calling the 999 servce . Of the data that we have on 0.6% of users, 95.3% are White 
British 1.4% are White Other categories and 2.8% identify as BAME. 

Gender 2019-20 
Count 

2019-20 
% 2018-19 % 2017-/18 

Male 155,016 42.4 48.4 46.2 
Female 155,737 42.2 51.6 50.8 
Non binary/trans/intersex 0  0 0.03 
Not specified 56,675 15.4 0 3 
Total 367,428   327,730 320,905 
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Scheduled care 
 
The service managed more than 600,000 journeys and planned nearly one million in 2019/20. The 
service facilitates vital access for many patients requiring healthcare or treatment services at 
outpatient appointments who have a variety of health and mobility needs. 
 
Summary 

• 2% of journeys involved a young person under 25 years old (0.4% more than 2018/19) 
• People aged 25-60 years old represent 22.4% of patients (0.8% more than 2018/19) 
• People over 61 years represent 75.6% of all incidents (1.2 less than 2018/19) 
• Slightly more men (50.3%) used the service (1.6% less than 2018/19)  
• 40.1% of patients made us aware that they had a disability (1.3% less than 2018/19) 
• Wheelchair users, Diabetic, Visual impaired and hearing-impaired people were the disabilities 

most prevalent amongst patients 
 

We have limited other demographic data on service users. Data is collected via several systems and 
we continue to work to bring the data together into a central system. 
 
Age 

 2019-20 
Count 

2019-20 
% 

2018-19  
% 

2017-18  
% 

Under 25 years old 12,770 2 1.6 1.6 
25 – 45 years old 37,845 6 5.5 5.5 
46- 60 years old 104,239 16.4 16.1 15.3 
61 – 80 years old 287,555 45.2 45.2 30.8* 
80+ years old 193,500 30.4 31.6 46.6** 
Total 635,909  616,903 700,174 

*data only 60- 75 years; ** data from 75 years 
 

Gender 

 
2019-20 
Count 

2019-20 
% 

2018-19  
% 

2017-18  
% 

Male 319,759 50.3 51.9 50.9 
Female 294,986 46.4 48.1 48.9 
Unknown 21,164 3.3  0.2 
Total 635,909     

 

 
Disabled 

 
2019-20 
Count 

2019-20 
% 

2018-19  
% 

2017-18  
% 

Disabled * 255,001 40.1 41.4 n/a 
Non-Disabled  380,908 59.9 51.9 n/a 
Total 635,909     
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Disability - most prevelant disabilities (patients can have multiple disabilities)  

Gender 2019-20 
Count 

2019-20 
% 

None recorded 369,748 40.7 
Wheelchair user 140,466 15.5 
Diabetic 136,685 15.0 
Visually impairment 86,744 9.5 
Hearing impairment 78,586 8.6 
Amputee 35,660 3.9 
Speech impediment 22,552 2.5 
Learning Disability 17,724 1.9 
Epilepsy 17,193 1.9 
MRSA 3,752 0.4 
Totals 909,110  

 
111 service 
 

Our 111 service provides non-emergency advice to people who require urgent medical help or advice 
in a non-life-threatening situation. We managed 862,849 calls in 2019-20, a decrease of 58,000 calls 
compared to 2018/19.  
 
Summary 

• 19.7% of calls related to people under 15 years old (0.4% less than 2018-19) 
• 31.3% of calls related to people over 60 years old (4.5% more than 2018-19) 
• People aged 25-59 years old represent 37.8% of patients (0.2% more than 2018-19) 
• Women (53.2%) continue to be more likely than men (40.3%) to use the service, a slight 

decrease in both genders and more unknowns this year 
• There continues to be a decrease in the data we record on patients’ ethnic origin. In 2017/18, 

45.2% of data was unknown compared to 55.9% in 2018/19 and 62.5% in 2019-20 
• Data collected (excluding unknowns) suggests a small decrease in the number of BAME 

people accessing the service (-0.3%). If we include unknowns, it shows a decrease from 1.7 to 
1.3% 

• Data collected on the number of white Irish/other people accessing the service shows this has 
remained the same as the previous year 1.4% excluding unknowns 

• BAME people continue to access the service in significantly lower proportions than white 
British people and are not reflective of the regional population. We continue to undertake 
outreach work with BAME people to raise awareness of the service. Although we undertook 
considerable effort to raise awareness of the 111 service with BAME people through 
community ambassadors and wider BAME engagement this data suggests that this has not 
proven to be successful. However, we should also consider that the data below only 
represents a third of 111 patients. 
 

Gender 

Gender 2019/20 
Count 

2019/20 
% 

2018-19 
Count 

2018-19  
% 

2017-18  
% 

Male 347,914 40.3 394,776 42.9 40.5 
Female 459,386 53.2 526,077 57.1 54.7 
Unknown 55,549 6.4     4.9 
Total 862,849   920,853     
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Age 

Age 2019/20 
Count 

 2019/20 
% 

2018-19 
Count 

2018-19  
% 

2017-18  
% 

Under 15 years old 169,712  19.7 184,683 20.1 19.6 
15 - 24 years old 113,415  13.1 120,523 13.1 12.5 
25 – 44 years old 219,356  25.4 224,733 24.4 22.9 
45- 59 years old 106,903  12.4 121,915 13.2 12.6 
60 – 74 years old 89,216  10.3 103,710 11.3 10.6 
75 – 90 years old 86,160  10.0 111,480 12.1 12.2 
90 years + 24,330  2.8 30,957 3.4 3.4 
Unknown 53,757  6.2 22,852 2.5 6.2 
Total 862,849    920,853     

 

 
Ethnicity 

Ethnicity  
2019-20 2018-19 2017-18 

Count % Excluding 
unknown % Excluding 

unknown % Excluding 
unknown  

White British 307,370 35.6 95.1 41.8 94.8 52.1 95.1 
White other groups 4,477 0.5 1.4 0.6 1.4 0.7 1.3 

BAME (Black, Asian and 
minority ethnic) 11,423 1.3 3.5 1.7 3.8 1.9 3.5 

Unknown 539,579 62.5   55.9   45.2   
 

                    

2019-20 2018-19  2017-18 

Count % Count % Count % 
White British                    307,370 35.6 385,275 41.8 490,486 52.1 
White Other                      775 0.1 4,659 0.5 5,571 0.6 

White Irish                      3,702 0.4 1,058 0.1 1,294 0.1 
Asian Pakistani                  1,692 0.2 2,832 0.3 3,520 0.4 

Asian Other                      2,024 0.2 2,508 0.3 2,721 0.3 
Asian Indian                     1,007 0.1 1,370 0.1 1,576 0.2 

Asian Bangladeshi                616 0.1 1,137 0.1 1,352 0.1 
Black African                    644 0.1 847 0.1 865 0.1 

Black Other                      476 0.1 531 0.1 510 0.1 
Black Caribbean                  109 0.0 140 0.0 177 0.0 

Mixed Other                      1,602 0.2 2,035 0.2 2,489 0.3 
Mixed White Asian                956 0.1 1,417 0.2 1,660 0.2 

Mixed White Black African / 
Caribbean       808 0.1 1,237 0.1 1,430 0.2 

Other Chinese                    308 0.0 399 0.0 535 0.1 
Other                      1,181 0.1 1,069 0.1 1,332 0.1 

Unknown 538,761 62.4 510,731 55.5 420,993 44.7 
Not Stated                       818 0.1 3,608 0.4 4,389 0.5 

Grand Total 862,849   920,853   940,900  
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Patient experience 
 

Due to changes to systems and suppliers we are unable to collate reliable data for patient experience 
by demographics for 2019-20.  

 
We are exporting last year’s data into the new system to allow analysis to be undertaken, but at the 
time of publication this was not available.   

We do however continue to collect patient experience data via a variety of different mechanisms 
including: postal, online, electronic tablets and text surveys; direct feedback at events; PALS, 
community visits, HealthWatch, the stakeholder equality group and through employees and third 
parties liaising with the public at locations across the region. This data helps us to understand how 
our services impact on patients overall and patients with protected characteristics. 

We continue to meet our mandatory friends and family test requirements. We are the top performer 
nationally for see and treat response rates and are regularly in the top three for the number of people 
that would recommend services to friends and family. Our responses to the scheduled care survey 
have declined over the last 12 months which is part of the reason for our change in supplier and 
methodology for 2020-21.   

We go beyond our mandated requirements for 111, unscheduled care (PTS) and scheduled care 
(see and treat) and this year we will be introducing a scheduled care see and convey survey to 
ensure we have a comprehensive survey system that provides us with feedback to inform service 
provision across a wider range of services.  

Reporting on patient experience is now embedded in the Trust and we regularly reported to internal 
committees, service line managers and stakeholders. 

 
Complaints 
 
In 2019/20 we received 436 complaints compared with 488 the previous year. Every complaint is 
provided with a follow up letter and a request for the demographic profile information.  
 
During early 2019/20 complainant demographics collection was inconsistent this has now been 
resolved. We collected between 35%-57% of demographic information across all categories. The new 
system and process will ensure more consistent data is captured in 2020/21. 
 
Complaints are often made by family members. Therefore, the data may not always relate to the 
patients, but instead may relate to the person making the complaint on their behalf. From the data we 
have, the profile is as follows: 

• Gender (248 responses) - 63.7% women, 35.9% men  
• Ethnicity (175 responses) - 93.7% White British, 0.6% White other categories and 4.6% 

identified as black Asian of minority ethnic 

• Faith/religion or belief (154 responses) - 68.8% Christians, 11.6% non-Christian faiths, 5.2% 
atheist/no faith  

• Disability (81 people declared) - 18.8% of complainants declared a 
disability                                                 

• Sexual orientation (152 responses) - 6.6% identified as lesbian, gay or bisexual and 85.5% 
identified as heterosexual or straight 

• Age: 1-17,8.2%; 18-29, 9.8%; 30-45, 17.6%; 46-60, 14.5%; 65-75, 27.4%; 76+ 25.8% 
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Foundation Trust membership  
 
Our public membership level at 31 March 2020 was 9,056 members.  
  
Public membership has decreased by 76 people over the last 12 months. We continue to make 
efforts to maintain a membership of 9-10,000 people, representative of the communities we serve.  
  
Our membership is split into four public constituencies which match the old operating divisions of our 
Trust; these are: North of Tyne, South of Tyne, Durham and Teesside. 

Limited data is captured on membership relating to protected characteristics.  
 
Age                 0.3% of members are aged 21 and under, this group are under-represented compared 

to the regional profile. However, it should be noted that membership can only start at 
age 16. People aged 60+ are significantly over represented. It is difficult to make 
comparisons with the other age groups as they don’t match census categories. 

 
Disability       The number of disabled members is significantly fewer than the regional average. Only 

1.9% of members identify as having a disability compared to 22% regionally. This 
characteristic was not collected until 2015, hence the low numbers of returns 

 
Gender           We continue to have 1.8% more female members than the regional profile.  
 
Ethnicity Black, Asian and minority ethnic profile of our membership database is 4.6%, this 

reflects the regional profile. We have increased BAME representation by 0.1% 
compared to the previous year. Our White other categories are 0.7% lower than the 
regional profile  

  
  2019/20 

2019/20 
Members % 

2018/19 
Members % 

North East % 
(Census 2011) 

0 - 21 19 0.2 0.3 6.0 

22 – 39 years 1,499 16.6 17.2 22.9 

40 – 59 years 2,817 31.1 31.5 25.8 

60 – 74 years 2,332 25.8 25.7 17.4 

75 years + 1,633 18.0 17.0 8.9 

Disabled 172 1.9 1.9 22 

Non-disabled     90.9 78 

Disability unknown 8,884 98.1 7.3   

Male 4,239 46.8 46.8 49.1 

Female 4,761 52.6 52.6 50.9 

Gender Other 0 0  0   
White British 8,304 91.7 91.7 93.6 

White Other groups 90 1 1 1.7 
Black, Asian and Minority 
Ethnic (BAME) 414 4.6 4.5 4.6 

*Census comparisons differ from Trust data, they are five years out for ages 25-44 and 45-59 years 
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Workforce Equality Analysis 
   
The Trust collates workforce information on the ethnicity, gender, disability, age, sexual orientation 
and religion/belief of our employees. The People and Development Committee receives regular 
updates on these statistics through the quarterly metrics report.  
 
As of 31st March 2020, 2,812 people worked at the Trust, 35 fewer than in 2018/19. 
 
Key Findings 

• Workforce profile: No change in our BAME workforce profile 1.5%; 3% more women; 0.7% 
more disabled employees; 0.4% more LGB employees; a slightly larger profile of 26-45 year 
olds (+1.3%) and a drop in 46-60 year olds (-1.4%); 1.4% less Christians, no change in non-
Christian faiths 7.1% and an increase in Atheists/no faith of 2.4% 

• Less BAME people in bands 8+; women in bands 8+ has increased by 5.5%; people aged 
26-45 at bands 8+ has decreased by 5.8%; Disabled people in bands 8+ has decreased by 
1.2% and increase by 1.1% in bands 5-7; less Christian people across all bands and 3.3% 
less non-Christian faiths in bands 8+. Atheist/no faith has also decreased in bands 8+ by 
4.3% and increased in bands 5-7 (+2.4%) and bands 1-4 (+2.8%); little change for LGB 
people. 

• Recruitment, the profile of applicants has remained static. Compared to the previous year 
we’ve seen an increase in applications from over 60’s by 1.3%; BAME by 0.3%; disabled 
0.5%; men 3.8%; and LGB people 1.1%; We have received less applications from under 25 -
1.1%; White other -0.8%; women -3.6%; faith has remained constant  

• The number of people shortlisted mainly reflected the applications we received across most 
characteristics, Women +1.4%; non-Christian +1.5% fared better and people over 60 -0.9% 
slightly worse.  

• Appointments, people more likely to be appointed compared to applications are aged 25-44, 
+6.3%; White British +1.1%; men +3.3%; non-disabled +1%; heterosexual +1.1%; atheist/no 
faith +5.3%; the people less likely to be appointed compared to the proportion of applications 
are people under 25,  -3.4%; people 45-59 -2%; White other -0.9%; women -3.6%; disabled -
1.4%; LGB -1.8%; non-Christians faiths -3.3%; and Christians -2.5% 

• Leavers, a similar number of men and women left the Trust, a higher number of BAME people 
2.6% left, higher than our employee profile and 0.6% more than last year; 6% of people 
leaving identified as disabled, 3% lower than last year and similar to our employee profile; 9% 
of non-Christian faith left, 1% less than last year but 2% higher than our employee profile; 6% 
of leavers identified as LGB, 3% higher than last year and 1.6% higher than our employee 
profile   

• We are not able to report on trends in bullying and harassment cases due to the low numbers, 
this could indicate that employees are not aware/confident with this process or that we have 
very few incidents. Checks against NHS staff survey data would suggest like many 
Ambulance trusts we have work to do in this area 

• Grievances, more White British people were involved in all stages compared to the previous 
year, disciplinary +4%, grievance +14.5% and bullying/harassment +2%; Men continue to be 
more likely to be involved in formal disciplinary process 71%, 6% less than last year. 7% of 
formal disciplinaries involved a disabled person 3% less than last year 

• Training and CPD, compared to our employee profile, the people that are more likely to 
receive CPD include women +10.6%; BAME people +1.3%; 26-45 year +7.8%; Atheist/no 
faith +3.2%. The group of people less likely include men,10.6%; people aged over 61 -5.3% 
and White other-1.1%. 
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Workforce summary by protected characteristic 
 
The 2019/20 report indicates the following characteristics about our workforce: 
 
Age 
The profile of our workforce remains static across all age categories. We have a slightly larger profile 
of 26-45 year olds (+1.3%) and a drop in 46-60 years (-1.4%).  

 
 
 
 
 
 
 

 
 
Ethnicity 

• No change in BAME profile 1.5% 
• Our White Irish/ Other/Gypsy/Traveler workforce has increased to 2.3% 
• 5.1% of the workforce have not provided data or preferred not to say, an improvement of 1%  
• Our non-White British profile of 3.8% has improved slightly up 0.2% but is still a long way off 

the regional profile of 6.4% of the North East population (Census 2011). 
 

Ethnic group Headcount 2019/20 % 2018/19 % 
White English/Welsh/Scottish/ Northern 
Irish and British 2,561 91.1 89.3 
White other (other, Irish, gypsy, traveller) 65 2.3 2.1 
Black, Asian and minority ethnic  41 1.5 1.5 
Prefer not to say 145 5.1 6.1 
Total 2,812  2,847 

 
 
Gender 

• The gender split of the workforce is 47.9% women and 52.1% men. Women in our workforce 
continues to increase. We have 3% more women compared to 2018/19.   

 
  
 
 
 
 
 
 

Age group Headcount 2019/20 % 2018/19 % 
25 and under 242 8.6 8.3 
26 - 45 1,352 48.1 46.8 
46 – 60 1,015 36.1 37.5 
61 and over 203 7.2 7.4 
Total 2,812  2,847 

Age group Headcount 2019/20 % 2018/19 % 
Female 1,346 47.9 44.9 
Male 1,466 52.1 55.1 
Total 2,812  2,847 
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Sexual orientation 
• 4.4% of the workforce identify as lesbian, gay or bisexual. 0.4% more than in 2018/19 
• 3.6% identify as lesbian/gay an increase of 0.2% 
• 0.9% identify as bisexual an increase of 0.2% 
• 13% of the workforce have not provided data or preferred not to say, an improvement of 1.3%. 

 
 
 
 
 
 
 
 
 
 

*indicates less than 5 responses 

 
Disability  

• 6.6% of the workforce identify as disabled, 0.7% more than in 2018/19 
• 11.3% have not provided data or preferred not to say, an improvement of 0.7%. 

 
 
 
 
 
 
 
 

Faith, religion or belief 
• 49.5% identify as Christian, 1.4% less than in 2018/19 
• 7.1% identify as non-Christian faith the same as 2018/19 
• 23% identify as atheist or no faith, an increase of 2.4%  
• 20.4% have not provided data or preferred not to say, an improvement of 1%. 

 
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*indicates less than 5 responses 

 

Sexual orientation Headcount 2019/20 % 2018/19 % 
Heterosexual 2,320 82.5 81.7 
Lesbian / gay 100 3.6 3.4 
Bisexual 22 0.8 0.6 
Undecided * * 0 
Other Orientation  * * 0 
Prefer not to say 366 13 14.3 
Total 2,812  2,847 

Disabled  Headcount 2019/20 % 2018/19 % 
Yes 186 6.6 5.9 
No 2,308 82.1 82.1 
Prefer not to say 318 11.3 12 
Total   2,847 

Faith  Headcount 2019/20 % 2018/19 % 
Buddhist 8 0.3 0.3 
Christian 1,393 49.5 50.9 
Hindu * * 0.2 
Jewish  0 0 0 
Muslim 8 0.3 0.3 
Sikhism * * * 
Other faiths 176 6.3 6.3 
Atheism /no faith 647 23 20.6 
Prefer not to say 575 20.4 21.4 
Total 2,812  2,847 
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Employees profile by pay band 
 
Summary  
Comparing 2019/20 data to 2018/19 this tells us: 

• People aged 26–45 in bands 5-7 has increased by 1% and decreased by 5.8% at bands 8+ 

• A decrease in BAME people in bands 8+, little change in White other  

• Women in all bands have increased with an increase of 5.5% in bands 8+ 

• Small increases +0.4% in LGB people in bands 1-4 and 5-7  

• Disabled people in bands 5-7 increased by 1.1% but declined by 1,2% in band 8+ 

• Less Christian people across all bands, 3.3% less non-Christian faiths in bands 8+ and no 
faith increases for bands 1-4 (+2.8%) and 5-7 (+2.4%) but decline at bands 8+ (-4.3%). 

 
 
Age 

• People aged 26–45 at band 5-7 has increased by 1% to 6.8% compared to 218/19 
• People aged 26–45 in bands 8+ has decreased by 5.8% and people aged 46-60 has 

increased by 9.1% compared to 2018/19. 
 

Pay band Headcount 
25 and 

under (%) 
26-45 
 (%) 

46-60  
(%) 

61+ 
(%) 

Band 1-4 1,545 10.4 44.5 34.5 10.6 
Band 5-7 1,196 6.8 53.5 36.6 3.1 
Band 8+ 71 0.0 36.6 62.0 * 

 
Ethnicity 

• BAME people in bands 8+ has decreased and White British has increased by 11.5%  
• A 0.5% increase in White British people in bands 1-4 compared to 2018/19 
• 0.6% increase in White other categories in bands 5-7 compared to 2018/19. 

 

Pay band Headcount White British 
(%) 

White Other 
(%) 

BAME 
(%) 

Band 1-4 1,545 82.3 0.5 1.5 
Band 5-7 1,196 87.2 4.8 1.3 
Band 8+ 71 91.5 * * 

  
Gender 

• Women at bands 1-4 has increased by 2.3% compared to 2018/19 
• Women at bands 5-7 has increased by 2.4% compared to 2018/19 
• Women at Band 8 or above has increased by 5.5% compared to 2018/19. 

Pay band Headcount Males (%) Females (%) 

Band 1-4 1,545 49.4 49.4 
Band 5-7 1,196 55.4 44.6 
Band 8+ 71 52.1 47.9 
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Sexual orientation  

• LGB people at bands 1-4 and 5-7 has increased by 0.4% compared to 2018/19.  
 

Pay band Headcount Heterosexual 
(%) LGB (%) 

Band 1-4 1,545 84.3 4.9 
Band 5-7 1,196 79.8 4.1 
Band 8+ 71 88.7 * 

 
 
Disability  

• Disabled people in bands 1-4 has increased by 0.4% compared to 2018/19 
• Disabled people in bands 5-7 has increased by 1.1%  
• Disabled people in bands 8+ has dropped by 1.2%. 

 

Pay band Headcount Disabled 
(%) 

Non-Disabled 
(%) 

Band 1-4 1,545 6.6 83.9 
Band 5-7 1,196 6.6 79.6 
Band 8+ 71 7.0 84.5 

 
 
Faith Religion or Belief 

• Christian people, 2.2% less in bands 1-4 and 0.9% less in bands 5-7 and 3.3% less in bands 
8+ compared to 2018/19 

• Non-Christian’ religions/faith or beliefs 0.5% less in bands 1-4, 0.6% more in bands 5-6 and 
3.3% less in bands 8+ compared to 2018/19 

• Atheist/no faith’ in bands 1-4 increased by 2.8%, 5-7 increase by 2.4% and 8+ 4.3% decrease 
compared to 2018/19. 

 

Pay band Headcount Christian 
(%) 

Non-Christian 
(%) 

Atheist /No 
Faith (%) 

Band 1-4 1,545 50.7 7.4 23.0 
Band 5-7 1,196 47.4 6.4 23.4 
Band 8+ 71 60.6 8.5 16.9 
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Recruitment  

 
We analysed our recruitment data at point of application, shortlisting and appointment.   
 
Summary  
 

Comparing 2019/20 data to 2018/19 we: 
• Managed 3,741 job applications (22 more than 2018/19) 
• Shortlisted 2,624 applications (66 fewer than 2018/19) 
• Appointed 384 people (17 more than 2018/19) 
• The number of people under 25 appointed decreased by 6.9% 
• Applications from BAME people have increased this year by 0.7% but we have seen a small 

decline in appointments  
• The number of disabled applicants has increased again by 0.7% in 2019/20 to 6.1% however, 

appointments fell to 4.7 a drop of 1.3% 
• The number of women applicants has decreased by 9.7% this year to 60.4% and the number 

appointed has dropped by 3.6% to 61.6%  
• The number of LGB applicants has also increased by 1.4% to 8.8% however there has been a 

slight drop in appointments by 0.3% 
• The number of people from a Christian faith and non-Christian faith appointed has declined in 

2018/19 but the number appointed who are atheist/no faith has increased 
• Appointments of people from Christian faiths has increased by 2.3% to 44.5%, non-Christian 

faith appointments have improved by 2.1% to 14.4% but does not reflect the number of 
applications 17.7%. 

 
Age 

• The number of people aged 24 and under appointed has decreased by 6.9% from last year 
• People aged 25-44 are the largest group for all stages 61%, 3% more than last year 
• More people aged 60+ were appointed (2.3%) compared to last year, up 1.5%  
• 19.2% of people aged 45-59 were appointed 2.6% more than last year  

 
Ethnicity  

• The number of BAME applicants has increased by 0.7% to 4.6% compared to last year with 
the same percentage shortlisted 4.4% and a 0.6% drop in appointments to 4.4% 

• Number of white other (Irish, Gypsy, Traveller, other) appointed has increased by 0.3% to 
1.6% but applications are down 0.8% to 2.5% and shortlisting is down 0.8% to 2.6% 

• White British applicants are marginally more likely to get appointed with 93% being appointed 
compared to 91.9% applying and 92.3% shortlisted. 

 Headcount 24 and under 
(%)  

25-44 
(%) 

45-59 
(%) 

60+  
(%) 

External applications 3,741 20.8 54.7 21.2 3.4 
Shortlisted 2,624 22 54.3 21 2.5 
Appointed 384 17.4 61 19.2 2.3 

2020 
Headcount White British 

(%) 
All other white 
categories (%) 

BAME 
(%) 

External Applications 3,741 91.9 2.5 4.6 
Shortlisted 2,624 92.3 2.6 4.4 
Appointed 384 93 1.6 4.4 
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Gender 
• Number of female applicants appointed has decreased this year by 9.7% to 56.8%. 60.4% of 

applications were from women (-3.6%) and 61.6% of people shortlisted were women (-1.8%) 
• 29.4% of applications were from men (+3.8%), men were slightly less likely to be shortlisted 

37.9% (+1.9) but more likely to be appointed 42.7% (+9.2%). 
 

 
 
 
 
 

 
Disabled  

• 0.5% more disabled people applied for positions this year 6.1%. 0.7% more were shortlisted 
6.4%. However, 1.3% less were appointed 4.7%  

• We have seen a steady increase in applications over the last 3 years, more needs to be done 
to understand why less disabled people have been appointed this year.  

 
 
 
 

 
Sexual orientation 

• The number of LGBT applications have increased again this year by 1.4% to 8.8%. 9.3% were 
shortlisted (+2.2%) and 7% were appointed (-0.4%) 

• 88.5% of applications were from heterosexual people (-0.5), 87.8% were shortlisted (-1.6%) 
and 89.6% appointed (-0.3%). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Faith/Religion 

• Applications from Christians has remained static 47% (-0/1%) slightly more were shortlisted 
47.1% (+0.4%) and more appointed 44.5% (+2.3%) compared to last year 

• 17.7% of applications were from people of non-Christian faith the same as last year. 16.9% 
were shortlisted (-0.4%) and 14.4% were appointed (+2.1%) 

• The number of Atheists/no faith applying was similar to last year 26% (-0.4%) with a similar 
number shortlisted 27.5% (+0.3%). However, 31.3% were appointed (-5.5%). 

 Headcount Male (%) Female (%) 
External Applications 3,741 39.4 60.4 
Shortlisted 2,624 37.9 61.8 
Appointed 384 42.7 56.8 

 Headcount Disabled (%) Non-Disabled (%) 
External Applications 3,741 6.1 92.4 
Shortlisted 2,624 6.4 92 
Appointed 384 4.7 93.2 

 Headcount Heterosexual (%) LGB (%) 
External Applications 3,741 88.5 8.8 
Shortlisted 2,624 87.8 9.3 
Appointed 384 89.6 7 

 Headcount Christian (%) Non-Christian 
(%) 

Atheist/        
no faith  

External Applications 3,741 47 17.7 26 

Shortlisted 2,624 47.1 16.9 27.5 

Appointed 384 44.5 14.4 31.3 
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Leavers  
 

Summary 
• 266 people left the Trust in 2019/20, 37 less than the previous year.  

• Gender – A similar number of men (50.4%) and women (49.6%) left the Trust, similar to 
2018/19 

• Ethnicity – 2.6% identified as BAME, higher than our employee profile and 0.6% more than 
2018/19 

• Age – people aged 26-45 left the trust in the greatest numbers 40.2%, 6.8% less than 2018/19 
and lower than our employee profile   

• Disabled – 6% of people leaving identified as disabled, 3% less than last year and similar to 
our employee profile  

• Faith/Religion – 48.9% of people identifying as Christian left, similar to the employee profile 
and 1.1% less than last year; 9% of non-Christian faith left, 1% less than last year but 2% 
higher than our employee profile; 24% of Atheists/no faith left, 0.8% less than last year and 
higher than our employee profile e   

• Sexual orientation – 6% of leavers identified as LGB, 3% more than 2018/19 and higher than 
our employee profile.   

 
 
Leaver demographic profile 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* indicates less than 5 people 

Group of employees 2019/20 Number 2019/20 % 2018/19 % 

Male 134 50.4 51 

Female 132 49.6 49 

White British 249 93.6 87 

White other  * * 5 

BAME 9 2.6 2 

25 and under 51 19.2 11 

26 - 45 years 107 40.2 47 

46 – 60 72 27.1 31 

61+ 32 13.5 11 

Disabled 16 6 9 

Non-disabled 229 86.1 80 

Christian 130 48.9 50 

Non-Christian faiths 24 9 10 

Atheist / no faith 66 24.8 24 

Heterosexual 223 83.8 86 

Lesbian, gay or bisexual 16 6 3 
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Grievance, disciplinary, bullying and harassment  
 
Summary 
 
When comparing the 2019/20 data to 218/19 we found: 

• 23 more formal disciplinary processes 

• Three fewer grievances 

• Three more bullying and harassment cases 

• A greater number of White British people were involved in all stages compared to the previous 
year, disciplinary +4%, grievance +14.5% and bullying/harassment +2% 

• Greater numbers of people aged 26-44 involved in all stages compared to the previous year, 
disciplinary +37% and grievance and bullying/harassment also significant increases; 
employees aged 45-60 has declined for disciplinary -24%, but increased for grievance +21, 
bullying/harassment also increased 

• Men are more likely to be involved in formal disciplinary processes (71%), 6% fewer than last 
year but other figures are comparable  

• 7% of disciplinaries involved disabled people, 2% fewer than last year; however, 40% of those 
involved this data was unknown.  

• 26% more grievances involved a non-disabled person this year, however a similar level of 
data on the profile of respondents was missing last year.  

• 4.5% more disciplinaries, 16.5% more grievances and 8% fewer bullying and harassment 
cases involved heterosexual people. However nearly 20% of data on sexual orientation was 
unknown last year 

• Fewer non-Christians were involved in formal disciplinary processes, but more in grievances 
than in 2018/19; Atheist/no faith more likely to be involved in disciplinaries + 6% and 
grievances +13.6% 

• Protected characteristic analysis on bullying is unreliable due to low numbers  
 
 

 
 
 
 
 
 
 
 

 
 
Ethnicity  

 

 
 
 
 
 

 
 

Process 
2019-20 

number of 
incidents 

2018-19 
number of 
incidents 

Subject to formal disciplinary 91 68 
Grievance 24 27 
Bullying and harassment 13 10 

 White British 
(%) 

All other white 
categories (%) 

BAME 
(%) 

Disciplinary 89 7 * 
Grievance 96 * 0 
Bullying and harassment 92 0 * 
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Age 

 
 
Gender  

 
 
 
 
 
 

 
Disability  

 
 
 
 
 

 
Sexual orientation 

 
 
 
 
 
 

 
 
Faith, religion or belief 

 
* indicates less than 5 people 
 

 

 25 and 
under (%) 

26-44 
(%) 

45-59 
(%) 

60-74 
(%) 

Subject to formal disciplinary * 45 36 * 
Grievance 0 42 54 * 
Bullying and harassment * 38 54 0 

 Female (%) Male (%) 

Subject to formal disciplinary 29 71 
Grievance 50 50 
Bullying and harassment 62 38 

 Disabled % Non-Disabled % 
Subject to formal disciplinary 7 53 
Grievance * 96 
Bullying and harassment 0 * 

 Heterosexual (%) LGB (%) 
Subject to formal disciplinary 75 * 
Grievance 96 * 
Bullying and harassment 62 * 

 Christian 
(%) 

Non-Christian 
(%) 

Atheist /no 
Faith (%) 

Subject to formal disciplinary 45 6 19 

Grievance 46 33 21 

Bullying and harassment 0 0 * 



 

66 
 

Training 
 

We processed 1,304 training requests in 2019/20, 18 less than 2018/19. This does not include 
statutory and mandatory training, it includes additional non-mandated training such as enhanced and 
clinical skills and a range courses and training. 
 
 
Summary 
 
The data mostly reflects the workforce of our profile. People that are more likely to receive CPD 
include men, BAME people, 26-45 years old. People less likely to receive CPD include women, 
people aged 61+ and White other. 
 
 

Characteristic Workforce profile 
% 

2019-20 CPD and 
training % 

2018/19 CPD and 
Training % 

Male 52.1 41.5 49.6 

Female 47.9 58.5 50.4 

White British 91.1 91.6 89.8 

White other 2.3 1.2 2.4 

Black, Asian, minority ethnic (BAME) 1.5 2.8 1.4 

Under 25 years 8.6 7.3 7.5 

26 – 45 years 48.1 55.9 54.2 

46 – 60 years 36.1 34.8 37.6 

61 and over 7.2 2 0.8 

Disabled 6.6 6.4 6.9 

Non-disabled 82.1 82.4 81.8 

Christian 49.5 47.2 49.8 

Other faiths (non-Christian) 7 6.4 6.9 

No faith or belief 23 26.2 23.8 

Heterosexual 82.5 83.5 83 

Lesbian, gay or bisexual 4.4 5 4.7 
 
 
 
Author: 
 
Mark Johns 
Engagement Diversity and Inclusion Manager 
0191 430 2009 
Email: diversity@neas.nhs.uk 
 

mailto:diversity@neas.nhs.uk
mailto:diversity@neas.nhs.uk


 

67 
 

2019/20 workforce data summary  
 

 
Count 

Male Female White 
British 

White 
other BAME 

25 
and 

under  
26-45 46-60 61+ Dis-

abled 

Non 
dis-

abled 

Chris-
tian 

Non 
Chris-
tian 

Atheist 
/No 

Faith  

Hetero 
sexual LGB 

  % % % % % % % % % % % % % % % % 

All employees 2,812 52.1 47.9 91.1 2.3 1.5 8.6 48.1 36.1 7.2 6.6 82.1 49.5 7 23 82.5 4.4 

Workforce Band 1-4 1545 49.4 49.4 82.3 0.5 1.5 10.4 44.5 34.5 10.6 6.6 83.9 50.7 7.4 23 84.3 4.9 

Workforce Band 5-7 1196 55.4 44.6 87.2 4.8 1.3 6.8 53.5 36.6 3.1 6.6 79.6 47.4 6.4 23.4 79.8 4.1 

Workforce Band 8+ 71 52.1 47.9 91.5 * * 0 36.6 62 * 7 84.5 60.6 8.5 16.9 88.7 * 

Band 1 19 * 78.9 94.7 0 * 63.2 * * 0 * 94.7 57.9 0 42.1 94.7 * 

Band 2 448 68.8 31.3 93.1 * 1.6 8 22.3 45.1 24.6 4.7 83.5 54.7 5.4 18.3 84.6 2.9 

Band 3 883 42.7 57.3 94.8 0.6 1.6 11.6 52.4 31.6 4.4 7.7 84.6 48.9 9.2 24.9 84.5 6.1 

Band 4 195 40 60 92.8 0 * 5.6 61.5 25.1 7.7 6.2 80.5 48.7 5.1 23.1 82.1 4.1 

Band 5 391 49.6 50.4 89.3 5.6 1.5 16.9 59.1 21.0 3.1 9.5 79.5 43.2 7.7 30.4 82.9 5.6 

Band 6 682 59.2 40.8 86.1 4.8 0.9 2.2 49.3 45.2 3.4 6.0 78.4 48.5 5.4 19.9 76.8 3.5 

Band 7 123 52 48 87.0 * * 0 59.3 39 * * 86.2 54.5 7.3 20.3 86.2 * 

Band 8A - D 54 51.9 48.1 90.7 0 * 0 40.7 61.1 0.0 9.3 79.6 55.6 11.1 14.8 85.2 * 

Executive 17 52.9 47.1 94.1 5.9 0 0 23.5 64.7 11.8 0 100 76.5 0 23.5 100 0 

Volunteers 312 82.1 17.9 68.6 * * 9 20.8 32.7 28.2 6.4 45.5 34.9 4.5 12.2 58 2.2 

External Applications  3,741 39.4 60.4 91.9 2.5 4.6 20.8 54.7 21.2 3.4 6.1 92.4 47 17.7 26 88.5 8.8 

People Shortlisted 2,624 37.9 61.8 92.3 2.6 4.4 22 54.3 21 2.5 6.4 92 47.1 16.9 27.5 87.8 9.3 

Appointed 384 42.7 56.8 93 1.6 4.4 17.4 61 19.2 2.3 4.7 93.2 44.5 14.4 31.3 89.6 7 

Ending their employment 266 50.4 49.6 93.6 * 2.6 19.2 40.2 27.1 13.5 6 86.1 48.9 9 24.8 83.8 6 

Subject to formal disciplinary 91 71 29 89 7 * * 45 36 * 7 53 45 6 19 75 5 

Grievance 24 50 50 96 * 0 0 42 54 * * 96 46 33 21 96 * 

Bullying and harassment 13 38 62 92 0 0 * 38 54 0 0 * 0 0 * 62 * 
Flexible Working 30 30 70 97 0 * 0 60 33 * 0 100 30 0 70 90 * 

Training CPD 1,304 41.5 58.5 91.6 1.2 2.8 7.3 55.9 34.8 2 6.4 82.4 47.2 6.4 26.2 83.5 5 

* Indicates data that equal less than 5 occurrences, data has been removed to ensure it is not identifiable 
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Support is available to access this document in a range of other 
formats on request including large print, Braille, Audio, and other 
languages. 
 
Tel: 0191 430 2099 

Email: publicrelations@neas.nhs.uk 

Fax: 0191 430 2086 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information: ✓ 
 

Board of Directors’ Meeting – 24/09/2020  

Report title: Infection Prevention and Control Annual Report 2019 -20 
 

Purpose of report: 

The purpose of this report is to inform the Trust of the progress made against the 

Care Quality Commissions standards (Outcome 8, Regulation 12) and the 

Department of Health ‘Health and Social Care Act’ 2008 (amended 2010) during the 

period 1 April 2019 to 31 March 2020 

Key issues 

This has been an extremely challenging year to deliver the IPC annual work 

programme and annual audit plan. 

 

Audit assurance 
In 2019 -20 Clinical Care Managers completed 519 IPC observational practice audits 

and reported 97% compliance with the 5 moments of hand hygiene and 96% 

compliance with Aseptic Non-Touch Technique during Intravenous cannulation 

providing excellent IPC assurance.  

 

Station Support Officers completed 383 station cleanliness audits reporting good 

assurance of cleanliness and clinical waste management.  Scheduled Care Team 

Managers reported 96% vehicle cleanliness and 99% of staff complaint with BBE.   

 

The IPC team have worked across the whole region conducting verification audits 

including 55 station reporting 86% compliance and 196 vehicles audits reporting 84% 

compliance. 

 

Cleanliness 
The IPC team commenced Adenosine Triphosphate  (ATP) swabbing of vehicles in 

2019 as a means of monitoring cleanliness, and have continued to work closely with 

vehicle and station cleaning contractors to ensure NEAS premises and vehicles 

reflect NHS Standards of Cleanliness.  

 

IPC Education 
IPC Level 1 e-Learning compliance has improved to 97% following a score of 95% in 

the two previous consecutive years 2017/18 and 2018/19. This provides assurance 

that support staff have received training in IPC. IPC Level 2 has increased to 81% 

from 70% in 2018 /19 this remains below the required level of 85% compliance 

required by the Trust.   

Antimicrobial Resistance (AMR) e-learning was introduced in 2018/19 with an overall 

compliance from Advanced Practitioners of 69%. This learning was opened to 

operational staff and a 90% compliance was achieved in 2019/20 an increase of over 

20%.  
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IPC Research 
The IPC manager worked with the NEAS Research Team to carry out a randomised 

trial of cleaning procedures on vehicles. This study has been presented in a poster at 

a regional Paramedic conference and published in March 2020 in The British 

Paramedic Journal.   

 

Hygiene Code compliance 
 

IPC have completed a Hygiene Code Self Assessment in December 2019 with 

compliance at 82% and developed an action plan to address areas identified, which 

was presented to Quality Governance Group in February 2020. 

 

Patient feedback 
There have been no formal complaints relating to infection prevention and control 

during 2019/20 this is taken to reflect positive patient experience.  

 

Covid-19 Pandemic 
 

January 2020 saw the emergence of a novel coronavirus SARS-Cov 2, known as 

Covid-19 resulting in an ongoing Pandemic that has seriously impacted across the 

whole UK population and health economy including a UK quarantine lockdown.   

 

Guidance 
NEAS has responded in progressing their Infection Prevention & Control Strategies 

assisted through guidance provided by Public Health England, NHSI, NHSE, 

NASMED and National Ambulance Service IPC group to protect the public and staff 

by minimising cross transmission risks enabling the Trust to maintain emergency and 

a reduced level of scheduled care services throughout.   

 

From February to March 2020 there were 11 Patient Care Updates provided and 10 

Operational Alerts to assist staff in care delivery.  

 

Personal Protective Equipment 
Covid-19 was initially classified as a High Consequence Infectious Disease (HCID) 

requiring airborne transmission based precautions. NEAS staff have 

been provided with Coveralls, Eye, Face Protection and fluid resistant surgical face 

masks, and FFP3 respirators. This required a huge multi-disciplinary effort to 

ensure the appropriate PPE was sourced and available.   
 

Vehicle and Environmental cleanliness  
The introduction of daily cleans for all vehicles in use was undertaken at pace, in line 

with guidance. Chlorclean was introduced in line with national guidance. 

Increased station / headquarter cleaning regime also introduced.  

 

The IPC Manager and the Environment Sustainability and Facilities Manager have 
continued to work with Cordant to monitor station cleanliness.  Cleaning of all NEAS 
estate was increased during the Pandemic and provision for post staff case has 
been introduced to help minimise the cross-transmission risk.  

IPC team 
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The IPC team is made up of a Band 7 IPC Manager and a Band 4 IPC Officer. It was 

recognised early that further support was required due to the intense IPC  activity. To 

ensure IPC practices are embedded in practice requires the IPC team to work closely 

with Operational colleagues. To support this work an IPC Specialist nurse was 

recruited into the team, funded centrally through external Covid-19 funds. It is 

recognised that a lone specialist in this area is a risk to the organisation and a 

business case will be prepared to outline the need for an additional substantive post.  

 

Challenges: 
• Fast pace changes in national guidance 

• Reduction in volume of audits undertaken due to ride outs ceasing linked to 

REAP level and pandemic 

• IPC team absence therefore reducing capacity to undertake planned 

development work  

• Assurance audits undertaken by IPC team demonstrate reduced 

compliance with vehicle and station cleanliness  

 

Key achievements: 
• Ensuring the correct IPC measures are introduced, often in challenging 

circumstances 

• Working at pace to support Operations to respond to patients safely  

 

The report outlines key achievements, risks and mitigations alongside the 2020 – 21 

work programme and audit programme. 

 

A separate report is being developed which will focus on the Covid -19 response from 

an IPC perspective.  

Issue previously considered by: 
Quality Committee 

 

Recommended actions: The Board is asked to note the content of the IPC Annual Report for 2019/20. 

Sponsor / approving director: 
Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and Improvement 

 

Report author: Jacqui Mains, IPC 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) 
 
 
 

Pride Strive for 
excellence Respect Compassion 

Take 
responsibility 

& be 
accountable 

Make a 
difference – 
day in & day 

out 

✓✓✓✓✓ ✓✓ ✓✓ ✓✓ ✓✓ ✓✓ 
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(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

The various areas of compliance/performance covered within this report crosses all 
directorates. 

 

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

      

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

Yes No Not Relevant 
    ✓ 

An equality analysis is a review of a policy, function or significant service change 
which establishes whether there is a positive or negative impact on particular social 
groups 

Key considerations Details 

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

IPC Nurse Manager – lone IPC specialist 

IPC standards / PPE required – risk of transmission – Covid risk register 

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

Additional funding required to support business case 

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

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

- IPC measures must underpin safe care delivery during unprecedented 
times. 

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) 

- It has been essential to work with a range of staff across the organisation 
and externally. 

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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Executive Summary 
 

The purpose of this report is to inform the Trust of the progress made against the Care Quality Commissions standards (Outcome 8, 

Regulation 12) and the Department of Health ‘Health and Social Care Act’ 2008 (amended 2010) during the period 1 April 2019 to 

31 March 2020. 

January 2020 saw the emergence of a novel coronavirus SARS-Cov 2, known as Covid-19 resulting in an ongoing Pandemic that 

has seriously impacted across the whole UK population and health economy including a UK quarantine lockdown.  NEAS has 

responded in progressing their Infection Prevention & Control Strategies assisted through guidance provided by Public Health 

England, NHSI, NHSE, NASMED and National Ambulance Service IPC group to protect the public and staff by minimising cross 

transmission risks enabling the Trust to maintain emergency and a reduced level of scheduled care services throughout.  Initially 

Covid 19 was classified as a High Consequence Infectious Disease (HCID) requiring a response by HART working to PHE guidance 

that stipulates level 3 personal protective equipment and decontamination of vehicles and equipment with chlorine-based 

disinfectants.   NEAS ensured all resources were provided to ensure IPC precautions were in place including introducing chlor-clean 

for vehicle and equipment decontamination. NEAS also commenced screening for Covid-19 initially by HART at the emergence of 

Covid-19 and has continued to provide screening services through third party providers and Occupational Health for the population 

of the North East as well as staff and family screening services.   
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As the first wave of the Pandemic recedes in July 2020 NEAS services are still maintaining stringent IPC measures for patients and 

staff to minimise further increases in the spread of Covid-19 that may lead to a second wave, this is against increasing tensions of 

UK lock down measures being stepped down and acute trusts prepare for resuming normal services.    

Audit and Monitoring of IPC policy and practices normally undertaken by Clinical Care Managers (CCM’s) and Scheduled Care Team 

Managers (SCTM) during the Pandemic was greatly reduced and some audit activities not able to proceed due to workload and social 

distancing measures that prevent auditors observing staff members, a compliance summary of the IPC audit schedule 2019 – 2020  

and audit results in detail is provided in Appendix A. The Annual Work Programme for 2019 -20 is also included in Appendix A with 

a progress update included.  

An outline of the Infection Prevention and Control (IPC) Annual Work Programme for 2020 - 21 is appended to the report to illustrate 

the priorities for the forthcoming year Appendix B.  This includes the audit programme for 2020 - 21. It is recognised that new ways 

of working are required to enable monitoring to be undertaken.  

The report provides information and evidence of the ongoing commitment of the Trust to embed IPC principles and practices 

throughout the organisation and shows the significant response the trust has made in relation to Covid-19 to ensure at all time patient 

safety is central and is embedded in Trust priorities.   

The IPC Team have worked effectively with others including, Operational Teams, Health & Safety, Education & Training and 

Procurement to ensure Personal Protective Equipment was available for the safety of all NEAS Staff and there is evidence the Trust 

Board values staff in their support of new PPE and the new decontamination processes including daily vehicle cleaning and providing 

the highest level of personal respiratory protection for Unscheduled care staff undertaking aerosol generating procedures.  
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The organisation can demonstrate compliance with infection prevention and control standards and delivery of key strategic objectives 

delivering on NEAS Quality Strategy during 2019/20. The Infection Prevention & Control team aims to maintain and improve IPC 

practice, through robust monitoring and working closely to support Operational staff.  

Key Achievements in 2019/2020 
 

The Care Quality Commission last inspection of NEAS was in September 2018 against compliance with the CQC standards for well 

led and received an overall rating as “Good” with Infection Prevention and Control having no issues identified.  

IPC have completed a Hygiene Code Self Assessment in December 2019 and developed an action plan to address areas identified, 

which was presented to Quality Governance Group in February 2020. The assessment and action plan is an Appendix C. 

The IPC Manager is an active member of the National Ambulance Service Infection Prevention & Control Group and has contributed 

towards National Ambulance Service Guidance for Covid-19 published by PHE throughout the Pandemic.  Government published 

guidance from PHE and NHSI has been reviewed at speed by the IPC manager and adapted for NEAS implementation in line with 

NEAS Covid-19 Tactical Cell clinical governance including the implementation of chlor-clean for decontamination of the environment 

and vehicles.     

The IPC Monitoring schedule has delivered audits submitted across all service lines providing assurance that the IPC monitoring 

process is gaining strength and can be viewed as robust.  CCM’s completed 519 IPC observational practice audits and reported 97% 

compliance with the 5 moments of hand hygiene and 96% compliance with Aseptic Non-Touch Technique during Intravenous 

cannulation providing excellent IPC assurance. Station Support Officers completed 383 station cleanliness audits reporting good 

assurance of cleanliness and clinical waste management.  Scheduled Care Team Managers reported 96% vehicle cleanliness and 
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99% of staff complaint with BBE.  The IPC team have worked across the whole region conducting verification audits including 55 

station and 196 vehicles audits.  The IPC team commenced Adenosine Triphosphate  (ATP) swabbing of vehicles in 2019 as a means 

of monitoring cleanliness, and have continued to work closely with vehicle and station cleaning contractors to ensure NEAS premises 

and vehicles reflect NHS Standards of Cleanliness.  

There have been no formal complaints relating to infection prevention and control during 2019/20 this is taken to reflect positive 

patient experience.  

The IPC manager worked with the NEAS Research Team to carry out a randomised trial of cleaning procedures on vehicles. This 

study has been presented in a poster at a regional Paramedic conference and published in March 2020 in The British Paramedic 

Journal.   

Key Risks and Mitigations: 
 

The key risks from IPC associated issues include: 

The national threat of an emerging infectious disease became a reality in 2020 with Covid-19 with a cost in fatalities globally including 

over 40,0000 deaths to date in the UK. Having a workforce that is prepared for a second wave in 2020 – 2021 is crucial to prevent 

further fatalities of the North East population through minimising cross transmission.   

Protection of our frontline workforce through maintaining IPC transmission-based precautions that reflect the enhanced risk is required 

through sustaining correct use and adequate supplies of personal protective equipment. Work has also been undertaken, in 

collaboration with the Procurement and H&S team, to mitigate the potential risk of PPE shortages. 
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The risk of acquiring Covid-19 is relevant for all NEAS workforce including EOC and support staff that continue to work throughout 

the Pandemic.  In NEAS buildings the risk will be mitigated through continued Infection Prevention & Control measures ensuring 

NEAS workplaces are Covid secure.  

Infection Prevention & Control resources is identified as a high risk due to the workload required by IPC during a Pandemic.  To 

ensure IPC practices are embedded in practice requires the IPC team to work closely with Operational colleagues. It was recognised 

there was a lack of resilience within the team. An IPC Specialist nurse was recruited into the team, funded centrally through external 

Covid-19 funds. It is recognised that a lone specialist in this area is a risk to the organisation and a business case will be prepared to 

outline the need for an additional substantive post.  

The normal IPC monitoring and audit schedule which provides assurance to the Board relies on Operational managers acting as IPC 

Champions and completing monthly IPC audits. CCM’s have been withdrawn from this role due to operational pressures each winter 

and during the Pandemic resulting in IPC monitoring ceasing.  To ensure this is not repeated each year during winter pressures and 

the Pandemic requires dedicated IPC resources to support monitoring.  

Informatics have supported Infection Prevention & Control from 2016 developing an IPC electronic application and Athena Reporting 

system providing an IPC dashboard.  Further informatics support is required to facilitate area and service line specific (Advanced 

Practitioners, Specialist Paramedics) monitoring to support the IPC Quality Strategy.  
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Key priorities 
 

The IPC Work Programme for 2020 - 2021 can be seen in Appendix B 

All services that are provided in NEAS premises and vehicles demonstrate a high level of cleanliness with robust monitoring 

processes.  

IPC Risk assessment available for all service users on Electronic Patient Care Record.  

IPC monitoring is continuous for all service lines throughout the year.   

All service lines have appropriate training regarding PPE to ensure their own safety and minimising the risk of cross transmission to 

service users. 

IPC resources to be appropriate including IT / data repository resources to support monitoring of quality assurance indicators including 

real time IPC dashboard drilled down to cluster level.   

Advanced Practitioners and Specialist Paramedics to have same IPC monitoring process as Unscheduled Care. 

The development of an Anti-Microbial Resistance Patient Group Directive audit to provide assurance that provision of antibiotics to 

service users is appropriate in NEAS. 

Third Party Contractors - NEAS will confirm all third-party providers are compliant with guidance in relation to IPC and National 

Standards. 
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1. Introduction 
 

This is the Infection Prevention and Control (IPC) Annual Report from the Director of Quality and Safety, who is the Trust Director of 

Infection Prevention and Control (DIPC). The report is to inform the Board of the progress made against the Care Quality 

Commissions standards (Outcome 8, Regulation 12) and the Department Health ‘Health and Social Care Act’ 2008 (amended 2010) 

during the period 1 April 2019 to 31 March 2020.  The report also provides initial assurance of how NEAS Infection Prevention & 

Control structures responded to the COVID-19 Pandemic that emerged in the final quarter of this reporting year. 

 

Self-Assessment of the CQC 10 Criteria has been undertaken in December 2019 and reported to Quality Governance Group in 

February 2020 with an initial score of 82%.  An Infection Prevention & Control Hygiene Code Action Plan has been generated to 

improve compliance.   (Appendix C) 
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An outline of the Infection Prevention and Control (IPC) Annual Work Programme for 2020/21 is appended to the report to illustrate 
the priorities for the forthcoming year (Appendix B). 
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The report provides information and evidence of the ongoing commitment of the Trust to embed IPC principles and practices 

throughout the organisation and shows the significant improvement and resilience the Trust has made in this respect. 

2. Background 
 

Effective Infection Prevention and Control practice requires ownership at every level – from Board to frontline. Success depends on 

creating a managed environment that minimises the risk of infection to patients, staff and the public and ensures compliance with 

relevant national and local standards, guidance and policies. Through personal accountability, skilled and competent staff, 

transparent and integrated working practices and clear management processes a sustained approach to IPC can be achieved. 

2.1. The Health and Social Care Act 2008 (amended 2010): Code of Practice for Health and Social Care on the Prevention and 

Control of Infections and related guidance (Department Health). 
 

Section 21 of the Health and Social Care Act (2008) enables the Secretary of State for Health to issue a revised Code of Practice. 

The Code contains statutory guidance about compliance with the registration requirement for cleanliness and infection 

prevention and control. The Act states that the Code must be taken into account by the Care Quality Commission (CQC) when 

decisions are made regarding the cleanliness and infection control standards required to achieve registration. The Code, revised 

in December 2010, focuses on 10 areas which are captured within the work plan.  

 

 



Page 12 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

3. Corporate Responsibility 
 

In December 2003 the Department of Health published ‘Winning Ways: Working Together to Reduce Healthcare Associated 

Infections’ which highlighted the requirement for a Director of Infection Prevention and Control (DIPC). The Director of Quality and 

Safety has been designated as the DIPC with lead responsibility within the Trust for IPC. This post reports directly to the Chief 

Executive Officer and the Trust Board. The Trust Board holds overall responsibility for ensuring that the Trust is compliant with IPC 

national guidance.  

4. The Patient Safety Group (PSG) 
 

The aim of the PSG is to provide assurance to the Trust Board that all services are provided in a clean and safe environment 

through the effective performance monitoring of key performance indicators (KPIs). It provided a monthly forum for the co-

ordination of any IPC related projects ensuring a consistent approach throughout the Trust. The PSG group was responsible for 

providing assurance to the Quality Committee which is a sub-committee of the Board during 2019 /2020 met bi-monthly, March 

2020 was the last date it convened. 
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4.1. The Infection Prevention and Control Team 

Director Infection Prevention and Control (DIPC)  
 

The responsibilities of the DIPC are outlined in ‘Winning Ways’ (DH, 2003) including: 

• To be the responsible Executive Lead for IPC within the Trust reporting directly to the Chief Executive 

• To ensure that pre-determined targets are met by overseeing the IPC work programme and Annual IPC Inspection 

Programme 

• Present regular reports to the Trust Board 

Head of Patient Safety  
 

The responsibilities of the Head of Patient Safety include:  

• Ensuring Trust policies and procedures reflect the national and local IPC requirements and are reviewed within 

timescales. 

• Overseeing the delivery of an effective performance monitoring programme developed by the IPC manager and 

reporting through the PSG Group to the Quality Governance Group. 

• Overseeing the delivery of an annual work programme developed by the IPC manager focusing on improving and 

sustaining compliance with the Health and Social Care Act (2008) 

• Oversee production of IPC annual report. 
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• Contributing to the Quality Governance Report for submission to the Trust Board. 

IPC Manager 
 

The responsibilities of the Infection Prevention and Control Manager include: 

• Provide specialist IPC advice for all areas of clinical practice 

• Develop IPC educational programmes including workbooks for clinical and non-clinical staff for induction and 

mandatory training 

• Facilitating quality assurance monitoring and report compliance with IPC policies to PSG on a monthly basis 

• Ensure there is a robust vehicle cleaning regime in place meeting best practice and gain assurance monthly that 

this is being adhered to and report to PSG 

• Review IPC policies and procedures ensuring they are up to date and reflect best evidenced based practice 

• Monitor themes and trends from IPC incidents including needle stick injuries and report to PSG monthly  

• Facilitate IPC Operational Champions network, supported via newsletters and educational opportunities 

• Produce annual IPC report 

• Monitoring IPC training and report compliance for mandatory IPC training in the annual report 

• Prepare IPC work plan for year ahead and facilitate delivery 

• Review and develop quality assurance integrated inspection tools to ensure these are fit for purpose 

• Contribute to and support the AMR strategy 
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IPC Officer 
 
The responsibilities of the Infection Prevention & Control Officer supports the IPC Manager achieve the IPC audit schedule and 

include: 

 

• Undertake IPC audits  

• Train staff on hand hygiene  

• Update the IPC internet site  

 

5. Policy Review and Development 
 

The IPC policy and associated Standard Operating Procedures (SOP’s) were reviewed and ratified in March 2019 in response to 

national guidance/ legislation. All policies and procedures are available on Siren the Trusts share point site.  There are 19 IPC related 

standard operating procedures, 3 of these have been produced following the introduction of powered respirators to the Trust.  

 

5.1 Patient Care Updates, Alerts, PHE Pandemic Communication 
 
Following the World Health Organisations announcement regarding Covid-19 the IPC team reacted quickly to ensure PHE guidance 

was made available to staff via the Alerts system Appendix D. The Wuhan Novel Coronavirus Patient Care Update included 

background, case definition, outlined IPC measures, correct use of PPE, decontamination and waste guidance. As guidance changed, 



Page 16 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

the PCU was updated and distributed across the Trust via the Alerts system. 12 PCUs and Operational Alerts were sent before the 

31st March; 

• PCU 0169 novel coronavirus V1 

• PCU 0173 Novel Coronavirus - 2019-nCoV acute respiratory disease V2 

• OA 0099 Chlor-Clean disinfectant for decontamination of vehicles post infectious/suspected highly infectious cases 

V1 

• OA 0101 High Consequence Infectious Disease IPC PPE Pack 

• PCU 0175 COVID-19 NARU 1.5 

• OA 0104 Instruction for the use of Chlorine wipes 
• PCU 0176 COVID-19 acute respiratory disease V3 
• PCU 0177 Respiratory Tract Infection Guidance including for Seasonal Influenza 
• PCU 0178 COVID-19 V4 
• PCU 0181 Scheduled Care, Third Parties & Volunteers COVID-19 
• OA 0106 Frontline Staff Uniform Advice 
• OA 0107 Surgical Fluid Repellent Face Masks - Pandemic Supplies 

Siren IPC pages were produced with Covid-19 specific advice and guidance to enable staff to access this information rapidly. Titled 
pages included: 

• Coronavirus – What you need to know 
• Staff presenting with symptoms 
• Preventing the spread of infection 
• Frontline staff – How to protect yourself and patients 
• Personal protective equipment 
• FFP3 masks 



Page 17 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

• Skincare advice 

• FAQ – PPE 

• Vehicle and equipment decontamination  

 

Communication to staff was sent out via all other available routes. Urgent messages were sent out via Terrafix to ensure immediate 

receival of information. A number of these messages were sent out at repeated intervals to capture as many staff as possible. IPC 

information and links were also included in the Covid-19 daily update pages on Siren.  

 

5.2 Pandemic Preparedness 
 
As Covid -19 evolved IPC strategic meetings were arranged to plan and prepare for the possible Trust impact, these commenced  on 

the 3rd February 2020. The IPC business continuity plan was activated on the 18th March advising the IPC manager and officer 

commenced remote working, where this was possible, alongside being responsive to the needs of the trust, including visits to trust 

sites where this was required.  Covid Tactical Cell meetings continued via Teleconferencing and Microsoft Teams. An IPC specialist 

nurse joined the team on a temporary basis mid-March and this provided the capacity to offer IPC support over a 7 day period or an 

on call presence during peak activity 

6 Education & Training  
 

Compliance with Mandatory Education & Training 2019 – 2020 
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The Statutory and Mandatory training programme for IPC 2019-2020 was agreed by the Trust to be undertaken using the National 

e-Learning modules for all staff. Induction for frontline workers was delivered face to face by the IPC Manager and IPC Officer.   

Antimicrobial resistance (AMR) e-Learning also remains a specific requirement for all frontline staff. 

IPC Level 1 e-Learning compliance has improved to 97% following a score of 95% in the two previous consecutive years 2017/18 

and 2018/19. This provides assurance that support staff have received training in IPC.  IPC Level 2 has increased to 81% from 70% 

in 2018 /19 this remains below the required level of 85% compliance required by the Trust.   

 
Statutory Mandatory Training Compliance 1st April 2019 – 31st March 2020 
  
IPC Level 1 Support Services / Operations 747/767 97% 
IPC Level 2 Clinical Staff 1358/1668 81% 
Total  2105/2435 86% 
IPC Induction Compliance 2019 – 2020  
IPC Induction Level 1 166 85% 
IPC Induction Level 2  162 84% 
Total  328 84% 

 

Induction for frontline staff including New Paramedics, Clinical Care Assistants, and Ambulance Care Assistants is reported as 

85%. 

The IPC Team also facilitated face to face training to 56 Clinical Care Assistants and delivered 4 IPC sessions to Ambulance Care 

Assistants. Student Paramedic sessions were delivered by the clinical educators. 9 IPC presentation sessions were also delivered 

to the Ambulance Car Service volunteers in 2019-2020. 
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Antimicrobial Resistance (AMR) e-learning was introduced in 2018/19 with an overall compliance from Advanced Practitioners of 

69%. This learning was opened to operational staff and a 90% compliance was achieved in 2019/20 an increase of over 20%.  

 
AMR e-Learning Compliance 1st April 2019 – 31st March 2020 
  
Directorate of Medical Services  13 13 100% 
Directorate of Operations  1529 1707 89% 
Directorate of People and Development 18 18 100% 
Total  1560 1738 90% 

 

The IPC team worked with Health and Safety and Central stores to produce IPC PPE packs, which were   distributed across the 

Trust, to ensure staff were protected following the emergence of Covid-19. The IPC team rapidly produced an instructional video 

for donning and doffing level 3 PPE in collaboration with the Education & Development team and HART. This was uploaded to 

the staff members  individual ESR learning as a ‘Donning and Doffing’ e-Learning package to ensure this guidance was quickly 

and easily accessible.  

 
PPE Donning and doffing e-Learning Compliance 2019 – 2020 
  
Directorate of Medical Services  11 13 84% 
Directorate of Operations  1184 1413 84% 
Directorate of People and Development 22 23 95% 
Total  1217 1449 84% 
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7. IPC Annual Audit Programme 
7.1 Monitoring Systems  

 

An application was developed in 2018 to enable Clinical Care Managers (CCM’s) to audit IPC practice by using a hand held 

device thereby removing the paper based system. The IPC team have worked closely with the CCM’s to ensure correct use for 

accurate recording of audits. This also included Scheduled Care Team Managers and Advanced Practitioners, who used the app 

for the first time in 2019 as previously audits were paper based.  The IPC team continue to work with informatics to resolve ongoing 

issues surrounding the app and produce bespoke reports that can be viewed on Athena to assist Operational Management to 

monitor compliance. Some aspects of the IPC audit schedule have required greater team resource for manual audit counts due 

to the developments required on the application and resolution of the issues would therefore release capacity within the IPC team 

to undertake more focussed quality improvement projects and increase support to frontline services. 

 

2019 – 2020 IPC Audit Schedule with Compliance is given in Appendix A of this report. 
 

7.2 Clinical Care Manager (CCM) Observational Audits  
 
CCM observational audits were introduced in April 2016 and are conducted using an electronic application used on the ride outs 

undertaken as observation of clinical practice for clinical staff.  The benefit of having observational audits undertaken by line 

managers rather than verbal accounts of unseen practice is embedded in quality assurance theory and staff supervision.   
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CCM Observational audit cluster totals 1st April 2019 – 31st March 2020 

 
Division Cluster Number 

North Alnwick 37 
Backworth 38 

Blucher 102 
Cramlington 71 

Monkton 54 
Pallion 43 

South Bishop Auckland 26 
Coulby Newham 9 

Hartlepool 39 
Lanchester Road 75 

Stockton 25 
Total  519 

 

519 observational audits were completed by 51 CCMs from a planned 1,200 during 2019 -2020; a decrease of 146 audits from 

the previous year. A further 204 Bare Below the Elbow audits were submitted instead of the expected observational audits by 

CCMs. Communications were sent to advise CCMs they must complete Observational audits (which include a BBE section) and 

not stand-alone BBE audits (that do not include hand hygiene, PPE or ANTT auditing).  BBE audits that were carried out are 

reported in the relevant section in this report. 
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Compliance with the audit programme 2019/20 

  

 
Unscheduled care observational audits results 

1st April 2019 – 31st March 2020 
 

Year Month Compliant Observed Percentage 
2019 Apr 20 24 83% 

May 17 20 85% 
Jun 15 16 94% 
Jul 12 21 57% 
Aug 32 36 89% 
Sep 30 37 81% 
Oct 36 44 82% 
Nov 36 57 63% 
Dec 22 30 73% 

2020 Jan 75 102 73% 
Feb 82 100 82% 
Mar 24 32 75% 

Total  401 519 77% 
 

Overall percentage scores from the audits ranged from 57% - 94% (2019/20). It is reported that staff compliance with the CCM 

Observational audit overall is 77% which is low, however it is an increase of 19% from the previous year 2018/19 where overall 

compliance was 58%.   

Audit/quality improvement training as a requirement for CCM’s remains outstanding. 

 

 



Page 23 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

7.3 Hand Hygiene Compliance 
 
Hand hygiene compliance for Unscheduled Care staff is monitored by the CCM’s, who report clinical staff compliance with the World 

Health Organisation’s 5 moments of hand hygiene model endorsed by NEAS Hand Hygiene policy (2019).  Overall, annual staff 

compliance with hand hygiene for 2019-2020 is reported as 91% giving an amber rating against Trust target, this is 3% lower than 

the previous year 2018 -2019 when 94% was reported from 665 audits submitted.  It is considered when monthly audits undertaken 

are low in numbers the compliance rates may not be statistically sound. 

The table below shows the monthly totals of staff observed and their hand hygiene compliance. 

  
 

Hand hygiene observed staff compliance 1st April 2019 – 31st March 2020 
Year Month Compliant Observed Percentage 
2019 Apr 24 24 100% 

May 19 20 95% 
Jun 16 16 100% 
Jul 18 21 86% 
Aug 33 35 94% 
Sep 34 37 92% 
Oct 38 44 86% 
Nov 51 57 89% 
Dec 23 30 77% 

2020 Jan 91 99 92% 
Feb 94 100 94% 
Mar 27 31 87% 

Total  468 514 91% 
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CCM’s observing the opportunities of the 5 moments of hand hygiene report that 

observed staff were compliant 7001 times from a potential of 7215 opportunities which 

equals 97% compliance which is green and considered more statically sound.     

The table below shows the overall staff hand hygiene moments recorded by month.  
 

 
Hand hygiene moments compliance 1st April 2019 – 31st March 2020 

Year Month Compliant Observed Percentage 
2019 Apr 359 364 98% 

May 346 349 99% 
Jun 233 234 99% 
Jul 238 254 94% 
Aug 577 585 98% 
Sep 636 649 98% 
Oct 609 625 97% 
Nov 709 753 94% 
Dec 352 361 97% 

2020 Jan 1243 1291 96% 
Feb 1278 1308 97% 
Mar 421 442 95% 

Total  7001 7215 97% 
 

(Red below 90% Amber 90% - 94% Green 95% - 100%). 
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7.4 Compliance with Bare Below the Elbow  
 
An excellent overall trust compliance with BBE reported at 99% in 2019-2020 excellent reports were consistent throughout the year. 

This provides assurance bare below the elbow is embedded across the Trust. 

 
 

Bare Below the Elbow Compliance 1st April 2019 – 31st March 2020 
BBE  Compliant Observed Percentage 

Unscheduled care 711 721 98% 
Scheduled care 219 220 99% 

Total 930 941 99% 
 
 
7.5 Compliance with staff wearing alcohol gel  
 
Alcohol gel use is endorsed by the World Health Organisation and is included in the National Hand Hygiene Policy 2019 (NHSI). The 

use of gel is aimed at increasing hand hygiene compliance in health care workers. Compliance at NEAS has been maintained at 

96%.  

 
 

Personal Alcohol Gel Compliance 1st April 2019 – 31st March 2020 
Alcohol Gel Compliant Observed Percentage 

Unscheduled care 685 720 95% 
Scheduled care 216 220 98% 

Total 900 940 96% 
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World Health Organisation Hand Hygiene Day 
 
NEAS participated in the annual WHO global Hand Hygiene Day in May 2019 by having promotional stands at Moongate, Lanchester 

Road and Bernicia House. The IPC Team also went out on a HH and appropriate glove use promotional day talking to staff throughout 

the North East meeting crew at acute trusts ED’s. 

 

 

As part of reaffirming compliance with the Hygiene Code all sites were visited in 2019 to ensure correct hand hygiene posters and 

facilities to enable correct hand washing were available for staff in all areas. 
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As part of the Pandemic response large Hand Hygiene Banners were placed to encourage hand decontamination on entry at Bernicia, 

Winter House and Russell House. 

 

Induction day 
 

The IPC team attended 11 out of 12 NEAS Induction Market Place to engage with new NEAS staff. The team discuss IPC principles 

with all new employees which include all areas of the Trust and demonstrate correct hand hygiene using the UV light box.   

 

7.6 Aseptic Non-Touch Technique (ANTT) 
 
Patients having an intra vascular device (cannula) inserted are at high risk of developing a health care associated infection, the 

procedure for inserting a venous cannula requires an ANTT technique to help minimise this risk EPIC (2014).   

CCM’s observed and audited 141 paramedics in 2019/20 during cannula insertions with a reported compliance of 96%.  This is a 

reported 4% increase in compliance from 2018/19 that reported on 168 audits. 
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IV cannulation compliance 1st April 2019 – 31st March 2020 

Year Month Compliant Observed Percentage 
2019 Apr 7 7 100% 

May 5 5 100% 
Jun 3 3 100% 
Jul 4 5 80% 
Aug 11 11 100% 
Sep 19 19 100% 
Oct 10 10 100% 
Nov 13 14 93% 
Dec 4 5 80% 

2020 Jan 28 29 96% 
Feb 23 24 96% 
Mar 9 9 100% 

Total  136 141 96% 

 

During time critical emergencies where ANNT compliance may not be possible, to identify cannula that may pose a higher risk to the 

patient the crew use a red tag to alert staff at receiving units that these cannulas should be changed at the earliest opportunity.  

Reports of non-compliance with crew using tags were received from two acute trusts this was directly linked with a disruption of 

supply of cannula packs that normally contain tags.  Additional tags were obtained and communications including an Operational 

Alert was published along with posters displayed in prominent areas, Ambulance stations, educational settings and ED’s.   
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7.7 Personal Protective Equipment (PPE)  
 
Glove and Apron Use 
 
Poor compliance with glove and apron use has been identified in previous reports and it is acknowledged that although compliance 
is low there was a marked improvement in 2019 -2020. Apron use is reported as 85% compliance an increase from 67% from 



Page 30 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

2018/19.   Glove compliance is 88% an increase of 16% from 2018/19.  Please note this data is mainly pre- pandemic and will 
not reflect compliance presently. 
 
 
 
 

 
PPE Compliance Gloves and Aprons 1st April 2019 – March 31st 2020 

 
Month Gloves Aprons 

 Staff 
compliance 

 
Percentage 

Staff 
compliance 

 
Percentage 

April 22/22 100% 4/6 66% 
May 17/19 89% 4/4 100% 
June 13/14 93% 2/2 100% 
July 15/20 75% 2/4 50% 

August 32/35 91% 10/11 91% 
September 32/36 89% 13/14 85% 

October 36/38 94% 18/19 94% 
November 43/56 77% 9/16 56% 
December 30/30 100% 7/7 100% 
January 72/89 81% 26/29 89% 
February 89/97 92% 32/36 89% 

March 26/31 84% 9/11 82% 
Annual Total 427/487 87% 136/159 85% 

 
 
The IPC team planned a ‘Gloves off’ quality improvement cycle which was due to commence in July 2019, this was postponed 
due to IPC resources.  
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Coveralls, Respiratory and Eye Protection PPE 
 
Picture shows a paramedic in PPE provided by 

NEAS including Sundstrom Powered Respirator with   

Disposable hood.  

 

Covid-19 was initially classified as a High Consequence  

Infectious Disease (HCID) (highly contagious) requiring airborne  

transmission based precautions. NEAS staff have 

been provided with Coveralls, Eye, Face Protection 

and fluid resistant surgical face masks, and FFP3 respirators  

or Powered Air Purifying Respirators.   

 
 
 
7.8 Vehicle Audits Scheduled and Unscheduled Care 
 
7.9 Scheduled Care vehicle audits  

 

350 Scheduled care vehicles were audited in 2019-2020 reporting high cleanliness scores of 96% providing good assurance across 

the Trust. Scheduled Care Team Managers (SCTM) completed vehicle audits using the electronic IPC application across both North 

and South divisions, 174 and 176 respectively.   Scheduled care audits were on target to achieve the 440 target, however due to the 
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Pandemic there were only 5 audits submitted in the 4th quarter.  The breakdown of scores and items can be seen in the Scheduled 

Care Vehicle Audit Questions table below. The lowest scoring item was the availability of a spills kit at 82% and waste managed 

appropriately at 83%.  It is noted 18 of the 23 items audited scored 96% and over.   These audits were reported and discussed bi-

monthly at Patient Safety Group.  Articles on the IPC website and Operational Memos were published to reinforce messages 

regarding correct storage of gloves and  safe disposal of waste.   

 
7.10 Unscheduled Care vehicle audits  
 
In 2019-20 Unscheduled Care CCM’s conducted 237 vehicle cleanliness audits target set 300, with an overall cleanliness compliance 

of 96%.  

 

7.11 HART Vehicle Audits  
 

The annual target for HART vehicles is set at 36, 32 vehicles were audited from April 2019 – March 2020 with an overall compliance 

of 93%. 26 of the 32 items audited scored above 95% with 17 of these items scoring 100%. 

 

7.12 Advanced Practitioner Vehicle Audits 
 
Advanced practitioners are required to audit 36 vehicles annually. Poor compliance to the audit schedule may be due to Advanced 

Practitioners lack of IPC auditing experience, this will be addressed in the coming year.  
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7.13 Rapid Response Vehicle (RRV) Audits 
 
CCMs are required to audit 36 Rapid Response Vehicles annually, only 14 were completed in 2019-2020, however the overall 

compliance score was 96% for vehicle cleanliness.  

 

7.14 IPC Verification Vehicle Audits  
 
The IPC officer is responsible for completing the IPC schedule for verification audits. In 2019-2020 there were 196 vehicles audited, 

40 below annual target. IPC verification audits were suspended in quarter 4 due to the emergence of Covid-19. The overall cleanliness 

scores for vehicles when carried out by IPC are lower than vehicle audit scores carried out by CCM’s and SCTM’s.  and are considered 

to be a good reflection of the standard of cleanliness due to having no bias.  

 
IPC Verification Vehicle Audits  

1st April 2019 – 31st March 2020 
Number of 

audits 
Annual target Compliance 

with audit 
programme 

Unscheduled Care Vehicles 91 100 91% 
Scheduled Care Vehicles 86 100 86% 
HART 5 12 41% 
AP Vehicles 5 12 41% 
Rapid Response Vehicles 9 12 75% 

 196 236 83% 
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Unscheduled Care Vehicle Audits - Of the 91 Unscheduled care vehicles audited, the overall compliance scored 84%. Areas of 

low compliance include gloves being stored in the cab area, horizontal surfaces not cleaned, and equipment such as BP cuff and 

pulse oximeter not clean. It is noted that results are lower than the CCM audit scores, as the IPC audits are more robust and unbiased. 

 
Scheduled Care Vehicle Audits – Of the 86 Scheduled care vehicles audited the overall IPC verification compliance scored 91%. 

The lowest scoring items were window ledge/horizontal surfaces uncleaned and waste managed appropriately, however some 

scheduled care vehicles are not fitted with waste bins so this proves difficult to manage. 15 of the 24 items audited scored 95% and 

above. 
 

7.15 Vehicle Cleaning by NEASUS  
 
All NEAS fleet have regular cleaning conducted every 6 weeks, by NEASUS based at Pallion site.  Bimonthly reports were received 

at PSG to report on the progress of the cleaning schedule which reported full compliance. Cleanliness is further monitored by 

Adenosine Triphosphate (ATP) swabbing of vehicles by NEASUS. ATP is an enzyme (protein) that is found in all organic material, 

the environment is swabbed and an electronic  reader indicates the level of organic matter present, the lower the reading the cleaner 

the surface is reported to be, this method is established in health care settings.  In May 2019 further assurance was gained by the 

IPC Team conducting verification ATP swabbing of random vehicles. 
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7.16 NEASUS ATP Swabbing Scores  

Month ATP & % Score  Month ATP & % Score  

April 2019 92/94 

98% 

August Sept & Oct 

2019 

Data missing * 

May 2019 95/100 

95% 

Nov 2019  99/100 

99% 

June 2019 94/95 

99% 

Dec 2019 103/105 

97% 

July 2019 100/100 

100% 

Jan 2020  100/100 

100% 

 

 

7.17 IPC Verification ATP Swabbing  
 
The IPC team commenced verification of the Fleet ATP (adenosine triphosphate) swabbing at Pallion in May 2019. Once a month 

the IPC officer works closely with the ambulance hygiene assistants and 5 vehicles are ATP tested at 5 location points on each 

vehicle, the ATP reading is required to be below 500 to pass. Between 1st May and March 31st there has been 55 vehicles ATP 
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tested, totalling 275 test points. Of the 275 points tested 7 failed (scoring above 500), these test points were re-cleaned and ATP re-

tested, all passed. 

 

It should be noted that other ambulance trusts using this method of testing have a more stringent threshold level of 200. This threshold 

will be introduced in 2020/21. 

7.18 Station Cleanliness Audits 2019-2020 
 

Station Cleanliness is monitored through Station Support Operatives, IPC team Verification Audits and Cordant Cleaning Services 

Monitoring Audits.  

 

7.19 Station Support Operatives (SSO’s) Station Cleanliness Audits  
 
NEAS currently operates from fifty-two stations open with a further two facilities used by crews at Wooler and Rothbury. A decision 

was made by operations management and IPC that SSO station audits would be carried out bi-monthly rather than monthly with a 

new annual target of 324, this would be managed locally. Station Support Operatives (SSO’s) and CCM’s carried out 383 IPC station 

audits using the IPC electronic application.  

 

 

 

 



Page 37 of 72 
Annual report for Infection Prevention and Control 2019- 2020 

 
 

SSO Station Audits monthly cleanliness 
1st April 2019 – 31st March 2020 

Division Cluster Number Score 
2019 April 33 97% 

May 40 96% 
June 47 96% 
July 15 96% 

August 59 94% 
September 14 98% 

October 49 94% 
November 13 97% 
December 43 95% 

2020 January 11 98% 
February 50 94% 

March 9 98% 
Total  383 95% 

 
 
 
7.20 IPC Team Station Verification Audits  
 
The IPC team conducted 55 station audits during 2019-2020. The findings of the station audits carried out by the IPC Team were 

reported to PSG and Operational Managers and local action plans instigated and included in bi- monthly reports presented to PSG.  

Any issues regarding cleaning were addressed with the contracted cleaning company management and resolved. It is noted that 

results are lower than the CCM/SSO station audit scores, as the IPC audits are more robust. 
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IPC Verification Station Audits  

1st April 2019 – 31st March 2020 
Division Cluster Number Score 

2019 May 8 75% 
June 5 79% 
July 12 84% 

August 6 89% 
September 5 90% 

October 5 93% 
November 5 94% 
December 5 92% 

2020 January 4 91% 
Total  55 86% 

 

 
 
Areas of poor compliance include cleanliness of utility sink and sluice hopper. IPC have worked closely with cleaning contractors to 

rectify issues identified and improved management of domestic time has been recommended to the cleaning contractors to ensure a 

thorough clean of the sluice area is carried out as well as a daily clean. Deep cleaning of the sluice with a steam cleaner to improve 

cleanliness was rolled out 2019-20 to improve these areas.  Cleanliness of kitchen areas improved due to domestics cleaning the 

fridge and microwave  as part of their duties.   
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7.21 Cordant Cleaning Contractors 
 

IPC work closely with cleaning contractors Cordant to ensure high standards of cleaning are carried out on all contracted NEAS sites. 

A monthly meeting with Cordant is chaired by the Estates Environmental, Sustainability & Facilities Manager where cleaning issues 

are addressed, and action requested to rectify. Cordant carry out station audits and provide their results to IPC and Estates which is 

reported at PSG. The table below is the annual percentage score for each contacted NEAS site.  

 
Cordant Station Audits Annual 

Score 
Cordant Station Audits Annual 

Score 
AMBLE                          99% LANCHESTER ROAD TC             99% 
BLYTH             99% CROOK                          100% 
BELFORD                        99% GILESGATE                      98% 
ALNWICK                        99% CHESTER-LE-STREET              99% 
BERWICK                        99% STANLEY                        98% 
ROTHBURY 100% CONSETT                        98% 

    
ASHINGTON                      99% FISHBURN                       99% 
MORPETH                        99% SEAHAM                         100% 
WIDEOPEN                       97% RYHOPE                         99% 

  PETERLEE                       98% 
DEBDON GARDENS                 98% HARTLEPOOL NORTH              98% 
HAWKEYS LANE                   98%   
BACKWORTH                      98% NEWTON AYCLIFFE                98% 
WALLSEND                       97% BISHOP AUCKLAND (Southchurch)       97% 
SANDYFORD                      99% BISHOP AUCKLAND                98% 

  WEARDALE                       99% 
CENTRAL              98%   
HALTWHISTLE                    100% STOCKTON                       99% 
HEXHAM                         97% DARLINGTON MEMORIAL HSP 99% 
BLUCHER 98% BILLINGHAM                     99% 
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  HARTLEPOOL SOUTH               98% 
MONKTON/HEBBURN 97%   
PRUDHOE                        98% CARLIN HOW                     98% 
GATESHEAD                       95% REDCAR                         98% 

  MIDDLESBOROUGH 100% 
RAINTON BRIDGE                 99% COULBY NEWHAM                  99% 
PALLION WORKSHOP               98%   
PALLION                97% NEAS RUSSELL HOUSE (Contact centre)         97% 
SOUTH SHEILDS                  99% NEAS BERNICIA HOUSE                 98% 

  WINTER HOUSE 97% 
  MOONGATE                       97% 

 
 
There has been constructive challenge of the cleaning contractors as their audit scores are consistently very high. This is not 
aligned with the findings of the IPC team.  
 

8 Service and Building Developments 
 

The Estates Department have undertaken a range of refurbishments and upgrades to a number of stations, however the input of IPC 

during 2019 – 20 has not been sought. Greater collaborative working between the teams has been identified for 2020 – 21.  

9 Serious Incidents and Complaints 
 

NEAS has reported no Serious Incidents related to IPC. 

For 2019/20 there have been no IPC-related formal complaints or PALS concerns. 
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10 Key Achievements, Risks and Mitigations 
 

Key achievements in 2019/20 has been the rapid and sustained response by IPC and all the Strategic Tactical Cell members to 

ensure patient and staff safety during a Pandemic.  

 

Risks  
 
Second wave of Covid 19 impacting upon the whole health economy placing increasing challenges on minimising cross transmission 

to service users and staff.  

IPC monitoring not achieving annual schedule due to increasing workload of clinical auditors (CCM’s) and IPC Team.  

Lack of resilience in the IPC team evidenced by an extended period of sickness in the team in 2019/20 and the workload of the team 

during the pandemic 

Not achieving 85% compliance with IPC level 2 training 

Shortages or interruption of IPC supplies.  

Increasing antimicrobial resistance (AMR) that impacts upon health care systems remains relevant and can be seen in the emergence 

of Carbapenem resistance (CRE) in the North East of England.  
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11 Conclusion 
 

Infection Prevention & Control is integral to patient and staff safety and the everyday business of achieving high standards of 

cleanliness and IPC practice remains a key priority for the Trust.  The Trust has demonstrated its commitment to IPC through the 

support of new IPC National guidance supporting swift and safe implementation.  As the Pandemic progresses, further challenges 

may present and the Trust is well placed to develop new ways of working, ensuring all estate are Covid secure and ensuring IPC 

strategies are implemented across service lines. 

Key achievements over the past year include; 

• Embedding IPC standards firmly from Board to frontline demonstrated by IPC monitoring and reporting. 

• Crew demonstrating 97% hand hygine compliance with the WHO 5 moments  

• 96% of crew having personal issue alcohol gel. 

• 99% of crew being BBE to facilitate good hand hygiene. 96% compliance with ANTT for IV cannulation demonstrating good 

practice by crew.  

• Ensuring National Covid 19 Guidance was localised to NEAS requirements and available for staff to follow.   

• IPC working with Operational Teams to ensure guidance could be translated into workable practice. 

•  Comprehensive communication and joint working between IPC and Operational staff, Occupational Health, Health & Safety 

and Procurement ensuring PPE is of good standard, available and staff are trained in correct use.  
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Appendix A: Infection Prevention 
& Control Workplan 2019 – 2020 
 

   

 

 Action Timescale 
 

Responsibility 
 

 
Progress 

 
1. IPC policies and procedures are 
up to date and available for staff.   
 

 
Review IPC 
section on the 
intranet in line 
with current 
evidence base. 
Update 
procedures in 
time to expiry 
date   
 

 
September 
2019  
 
 
 
 
 

 
IPC Manager 
 
 
 
 

 
Completed to time 

2  Infection Control Champions 
provide role model for staff 

Embed 
communication 
channel for 
IPC 
Champions  
 
Provide up to 
date training 
materials for 
champions 

July  2019 – 
December 
2019 
 
 
 
September 
2019 
 
 
 

IPC Manager 
Operational Clinical Service 
Managers  
 
 
 
 
 
 
 
 

 
Delayed due to IPC 
Manager absence May – 
November 2019 
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3. Education and Training To maintain 
and increase 
compliance of 
Mandatory & 
Statutory to 
over 95%.  To 
increase 
compliance of 
Induction 
training to 95%  
 
Update IPC 
training 
materials  
 
Attend monthly 
meetings 
across 
divisions with 
Scheduled 
Care 
Managers and 
Unscheduled 
Care 
Managers  

2019 – 2020  
 
 
 
 
 
 
 
December 
2019  
 
 
Monthly 

Infection Control Manager & 
Educational & Development 
team  
 
 
 
 
 
 
 
 
IPC Manager IPC Officer 
 

IPC Mandatory Training 
compliance increased 
during 2019 – 2020 but 
level 2 and Induction 
remains below target  
Level 1 = 97% increase 
of 2%  
Level 2 = 81% increase 
of 11% from previous 
year 
IPC Induction compliance 
remains low at 84% a 
decrease of 5% 
compliance in 2018 - 
2019 
 
IPC Manager and IPC 
Officer attended IPC 
workplace and induction 
training 
 
Limited attendance at 
provision meetings due to 
IPC manager absence 
and also COVID 
restrictions 

4. Audits IPC Audits will 
monitor IPC 

Ongoing 
 

IPC Team 
CCMs 

IPC monitoring reporting 
monthly on quality 
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policy and 
practice  
 
IPC Audits will 
monitor 
standards of 
cleanliness of 
equipment and 
environment 
 
Data collection 
/ reporting to 
be electronic 
for Scheduled 
Care and 
Advanced 
Practitioners 
 
IPC 
Dashboard 
development  
 
 

 
 
 
 
 
 
 
 
December 
2019 
 
 
December 
2019 

SCM’s 
SSO’s  
 
 
 
 
 
 
Informatics /IPC Team 
 
 
 
 
 

dashboard to Quality 
Governance Committee 
during 2019 – 2020 and 
to PSG. 
 
 
 
Informatic requests 
submitted by IPC Team 
some development with 
Scheduled Care and 
Advanced Practitioners 
able to use IPC 
application. (not AMR 
audits) Athena reports 
still required  
 
Informatics delayed due 
to Covid 

5.  New builds and refurbishments Estates and 
Facilities to 
ensure the 
Infection 
Control 
Team are 
informed of 
and involved 
in the 

As required IPC Manager & Estates & 
Facilities Team 

No new builds during 
2019 – 2020. 
IPC and Estates 
collaboration identified as 
area of development on 
HCAI Action plan   
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development 
and planning 
to ensure all 
standards 
are met  

 

6. Staff Health and Safety Increase 
compliance of 
point of use 
disposal of 
sharps through 
education and 
training. 
Respond to 
incidents with 
investigation.   

Ongoing 
 
 
 
 
 

IPC Manager & Risk Team 
 
 
 

Incidents due to sharps 
reported at PSG bi-
monthly receiving IPC 
review 
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Appendix A: 2019 – 2020 Infection Prevention & Control Audit Schedule Compliance Summary 

 
 

Audit Type  Target to be achieved Auditor Assurance Compliance with Audit 
Schedule  

Compliance with 
Policy  

IPC Vehicle validation 
audit  
 

236 vehicles  
Vehicle compliance  
96%-100% Green 
90% -95% Amber  
89% and below Red  
 

IPC Officer 
 

Report compliance to PSG 
bi-monthly  
 
IPC Annual audit report 

196 of 236  
83% compliance 

Cleanliness; 
Unscheduled 84% 
Scheduled 91% 
HART 87% 
AP 67% 

Monitoring of scheduled 
vehicle cleans  

All NEAS vehicles  MW/GG 
 

Report results to PSG 
 
IPC Annual audit report 

Reported at PSG Bi-
monthly  

 

Unscheduled Care 
Vehicle Audit  
 
 

163 DCA Vehicles  
Annual target 300  
Vehicles to be audited 
twice a year 

CCMS  
Paramedics 
on 
alternative 
duties  

Report compliance to PSG 
bi-monthly  
 
Annual Report  

237 of 300 achieving 
79% compliance   

97%  

Scheduled Care Vehicle 
Audits  
 
 

225 PTS Vehicles  
Annual target 440 
Vehicles to be audited 
twice a year 

Scheduled 
Care 
Mangers  

IPC Report to PSG 
 
Annual Report  

350 of 440 achieving 
80% compliance 

Scheduled Care 
Vehicle cleanliness 
reported as 96% 

IPC Premise / Station 
Cleanliness validation 
 
 
 
 

All stations/premises to 
be audited once per 
year  
Station Compliance 
Green 95% -100% 
Amber 90% - 94% 
Red below 90% 

IPC 
Manager / 
IPC officer 
 

IPC Report results to PSG  
 
IPC Annual report 
 

55 station audits were 
completed representing 
102% compliance with 
audit schedule  

Overall 86%  
12 stations Green 
10 staitons Amber  
33 stations Red   
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Station Audits  All stations  
54 stations bi-monthly  
324 annually 

SSO’s & 
CCMs 

IPC Reports to PSG  383 SSO Station Audits 
have been completed 
118% compliance with 
audit schedule  

The overall year 
compliance with 
cleanliness is 
reported at 95 % 

Premises/Station 
Cleanliness  

All stations will have 
cleaning monitored in 
each quarter  

Cordant  Reporting to IPC monthly to 
PSG  
IPC Annual Report  

Cordant have provided 
evidence of all stations 
monitored quarterly in 
2019- 2020 

Monitoring scores 
provided by Cordant 
are Green over 98% 

Observational Audits of 
Practice including  
Hand Hygiene 
ANTT  
BBE 
PPE 
 

All unscheduled care 
staff to be observed at 
least once per annum  
1200  

CCM’s  
  

Reporting to IPC monthly to  
PSG  
IPC Annual Report 

519 of targeted 1200 
Observational Audits 
submitted by CCM’s 
representing 43% 
compliance 

Fully compliant 77%  
 

Hand Hygiene staff 
compliance 91% 
Staff compliance with 
5 moments of HH 
97% 
ANTT compliance 
96% 
BBE compliance 
98%  

Staff wearing alcohol 
gel 96%  
Gloves 87% 
Aprons 85% 

Scheduled Care Staff  
Bare Below the Elbow 
and Personal Alcohol Gel  

    BBE compliance 
99% 
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Audit results in detail 

Vehicle audit results –Scheduled care 

Scheduled Care Vehicle audit questions April 2019 - 
March 2020 

Complying 
Surveys 

Total 
Surveys 

Percentage 

Cab/Dash area is clean and tidy 325 350 92% 
Cab/Dash is clear of gloves 338 350 96% 
Grab rails are clean and intact 342 350 97% 
Ceiling is clean 350 350 100% 
Walls are clean 343 350 98% 
Cupboard door handles are clean  346 350 99% 
Window ledge / horizontal surfaces  339 350 97% 
Floor is clean 328 350 93% 
Waste/s bin is clean (including lid) 336 350 96% 
Waste is managed appropriately  293 350 83% 
Clinell universal wipes are available 347 350 99% 
Paper roll is available 340 350 97% 
Gloves are available in a range of sizes 347 350 99% 
Single use items are intact in a sealed package 346 350 99% 
Spills wipes are available and in date  289 350 82% 
Carry chair is clean 347 350 99% 
Chairs, armrests and seatbelts are clean and intact 348 350 99% 
Stretchers and straps are clean and intact 83 86 96% 
Stretcher mattress is clean and intact 82 84 97% 
Laundry, including pillow is clean 110 111 99% 
Alcohol dispenser product available 340 347 98% 
Evidence of recent clean by crew 319 350 91% 
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Evidence of a 6,12 or 24 week clean (sticker on 
window) 
 
Overall Score 

345 350 98% 
 
 

96% 
  

 

 

Vehicle audit results – unscheduled care  

Unscheduled Care Vehicle audit questions  
1st April 2019 - 31st March 2020 

Complying 
Surveys 

Total 
Surveys 

Percentage 

Spinal board is clean and straps are intact (external cupboard)  232 235 98% 

Cab/Dash area is clean and tidy 233 237 98% 

Cab/Dash is clear of gloves 216 237 91% 

Grab rails are clean and intact 229 237 96% 

Ceiling is clean 236 237 99% 

Walls are clean 229 237 96% 

Cupboard door handles are clean  236 237 99% 

Window ledge / horizontal surfaces  219 237 92% 

Floor is clean 210 237 88% 

Waste/s bin is clean (including lid) 233 237 98% 

Waste is managed appropriately  234 237 98% 

Clinell universal wipes are available 236 237 99% 

Paper roll is available 235 237 99% 

Gloves are available in a range of sizes 236 237 99% 

Single use items are intact in a sealed package 235 237 99% 

Red sporicidal wipes are available and in date 218 235 93% 

Orange bags are available 234 235 99% 

Yellow bags are available 218 235 93% 

Response bag are clean and intact 222 235 94% 
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Appropriate sharps container in response bag 234 235 99% 

Medical gas equipment and all parts are clean 233 235 99% 

Sharps containers are clean 232 235 98% 

Sharps label completed 202 234 86% 

Sharps temporary closure mechanism in use 223 235 95% 

Sharps container is less than 2/3 full  227 235 96% 

Suction unit is clean 232 235 98% 

EPCR is clean 232 235 98% 

Pulse oximeter, cable and finger probe clean and intact 233 235 99% 

BP cuff and cable is clean and intact  235 235 100% 

Defibrillator monitor and cables are clean and intact 235 235 100% 

ECG leads are clean and intact 235 235 100% 

Carry chair is clean 235 237 99% 

Stryker chair is clean 177 177 100% 

Chairs, armrests and seatbelts are clean and intact 234 237 98% 

Stretchers and straps are clean and intact 225 233 96% 

Stretcher mattress is clean and intact 233 233 100% 

Laundry is clean 220 221 99% 

Alcohol dispenser product available 228 235 97% 

Evidence of recent clean by crew 188 237 79% 

Evidence of a 6,12 or 24 week clean (sticker on window) 218 237 92% 

Overall Score    96% 
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Vehicle audit results – HART 

 

HART Vehicle audit questions  
1st April 2019 - 31st March 2020 

Complying 
Surveys 

Total 
Surveys 

Percentage 

Cab/Dash area is clean and tidy 32 32 100% 
Cab/Dash is clear of gloves 32 32 100% 
Grab rails are clean and intact 32 32 100% 
Ceiling is clean 32 32 100% 
Walls are clean 32 32 100% 
Cupboard door handles are clean 32 32 100% 
Window ledge / horizontal surfaces  32 32 100% 
Floor is clean 32 32 100% 
Waste/s bin is clean (including lid) 32 32 100% 
Waste is managed appropriately  32 32 100% 
Clinell universal wipes are available 27 32 84% 
Paper roll is available 29 32 90% 
Gloves are available in a range of sizes 31 32 97% 
Single use items are intact in a sealed package 30 32 94% 
Red sporicidal wipes are available and in date 26 27 96% 
Orange bags are available 31 32 97% 
Response bag are clean and intact 31 32 97% 
Appropriate sharps container in response bag 31 32 97% 
Medical gas equipment and all parts are clean 31 32 97% 
Sharps containers are clean 31 32 97% 
Sharps label completed 9 15 60% 
Sharps temporary closure mechanism in use 31 32 97% 
Sharps container is less than 2/3 full  30 32 94% 
Suction unit is clean 31 32 97% 
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EPCR is clean 32 32 100% 
Pulse oximeter, cable and finger probe clean and intact 32 32 100% 
BP cuff and cable is clean and intact  32 32 100% 
Defibrillator monitor and cables are clean and intact 32 32 100% 
ECG leads are clean and intact 32 32 100% 
Chairs, armrests and seatbelts are clean and intact 32 32 100% 
Alcohol dispenser product available 19 32 59% 
Evidence of recent clean by crew 32 32 100% 
 
Overall score   93% 

 

 

Vehicle audit results – Advanced Practitioners 

 

Survey Year Survey Month Compliance 
Score 

Number of 
Surveys 

2019 April 90.5% 9 
May 85.7% 1 
October 83.9% 3 
December 85.2% 1 

2020 January 100.0% 1 
  89.1% 15 
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Vehicle audit results – Rapid Response Vehicles 

 

Survey Year Survey Month Compliance 
Score 

Number of 
Surveys 

2019 May 100.0% 2 
June 100.0% 1 
August 96.4% 2 
September 91.7% 3 
November 100.0% 2 

2020 January 96.3% 4 
  96.6% 14 

 

IPC Vehicle audit results – unscheduled care 

 

Unscheduled Care IPC Vehicle Audit  
1st April 2019 - 31st March 2020 

Complying 
Surveys 

Total 
Surveys Percentage 

Spinal board is clean and straps are intact (external cupboard)  80 91 88% 
Cab/Dash area is clean and tidy 70 91 77% 
Cab/Dash is clear of gloves 34 91 37% 
Grab rails are clean and intact 69 91 76% 
Ceiling is clean 91 91 100% 
Walls are clean 84 91 92% 
Cupboard door handles are clean  42 91 46% 
Window ledge / horizontal surfaces  28 91 30% 
Floor is clean 84 91 92% 
Waste/s bin is clean (including lid) 83 91 91% 
Waste is managed appropriately  88 91 96% 
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Clinell universal wipes are available 89 91 98% 
Paper roll is available 89 91 98% 
Gloves are available in a range of sizes 90 91 99% 
Single use items are intact in a sealed package 91 91 100% 
Red sporicidal wipes are available and in date 91 91 100% 
Orange bags are available 91 91 100% 
Yellow bags are available 80 91 88% 
Response bag are clean and intact 78 91 85% 
Appropriate sharps container in response bag 88 91 96% 
Medi 
cal gas equipment and all parts are clean 

90 91 
99% 

Sharps containers are clean 75 91 82% 
Sharps label completed 53 89 59% 
Sharps temporary closure mechanism in use 51 91 56% 
Sharps container is less than 2/3 full  91 91 100% 
Suction unit is clean 74 91 81% 
EPCR is clean 89 91 98% 
Pulse oximeter, cable and finger probe clean and intact 41 91 45% 
BP cuff and cable is clean and intact  48 91 52% 
Defibrillator monitor and cables are clean and intact 83 91 91% 
ECG leads are clean and intact 72 90 79% 
Carry chair is clean 82 91 90% 
Stryker chair is clean 64 67 95% 
Chairs, armrests and seatbelts are clean and intact 70 91 77% 
Stretchers and straps are clean and intact 85 91 93% 
Stretcher mattress is clean and intact 83 91 91% 
Laundry is clean 87 91 95% 
Alcohol dispenser product available 82 90 91% 
Evidence of recent clean by crew 87 91 95% 
Evidence of a 6,12 or 24 week clean (sticker on window) 91 91 100% 
Overall Score    84% 
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IPC vehicle audit results –  scheduled care 

 

Scheduled Care IPC Vehicle Audits 
1st April 2019 - 31st March 2020 

Complying 
Surveys 

Total 
Surveys 

Percentage 

Cab/Dash area is clean and tidy 82 86 95% 

Cab/Dash is clear of gloves 78 86 90% 

Grab rails are clean and intact 67 86 78% 

Ceiling is clean 86 86 100% 

Walls are clean 86 86 100% 

Cupboard door handles are clean  84 86 97% 

Window ledge / horizontal surfaces  47 86 54% 

Floor is clean 84 86 97% 

Waste/s bin is clean (including lid) 62 86 72% 

Waste is managed appropriately  53 86 61% 

Clinell universal wipes are available 86 86 100% 

Paper roll is available 86 86 100% 

Gloves are available in a range of sizes 86 86 100% 

Single use items are intact in a sealed package 86 86 100% 

Spills wipes are available and in date  85 86 99% 

Carry chair is clean 81 86 94% 

Chairs, armrests and seatbelts are clean and intact 76 86 88% 

Stretchers and straps are clean and intact 28 28 100% 

Stretcher matress is clean and intact 27 28 96% 

Laundry is clean 30 31 97% 

Alcohol dispenser product available 81 83 97% 

Evidence of  recent clean by crew 77 86 89% 
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Evidence of a 6,12 or 24 week clean (sticker on window) 86 86 100% 

Overall score 
  

91% 

 

IPC verification audit results - stations 

 

IPC Verification Station Audit  
1st April 2019 - 31st March 2020 

Complying 
Items 

Total 
items 

Percentage 

Floors are clean and dry 35 48 72% 
Walls are clean & free from contamination / splashes 42 51 82% 
Ceilings are in good condition 39 40 97% 
Hand wash basin and taps are clean (no staining) 41 51 80% 
Utility sink, unit and taps are clean (no staining) 26 51 51% 
Slop hopper, unit and taps is clean (no staining) 30 51 59% 
There are plastic aprons available 51 51 100% 
There are disposable gloves available in a range of sizes 46 51 90% 
Wall mounted sanitising wipes are available 40 50 80% 
Wall mounted liquid soap is available 49 51 96% 
Wall mounted hand moisturiser is available 51 51 100% 
Wall mounted paper towels are available 48 51 94% 
There are fully operational foot bins available with appropriate signage within 
close proximity 

47 51 
92% 

NPSA colour coding information sign is laminated on display 51 51 100% 
Instructions for disinfectant use are available 49 50 98% 
Colour coded mop handles / buckets are being used to the colour coding 
system 

51 51 
100% 

Mop buckets are clean, dry and inverted 42 50 84% 
Mop handles are stored in brackets  51 52 98% 
Mop heads are stored appropriately   51 52 98% 
There is evidence of a cleaning schedule in the sluice, signed and dated 47 48 98% 
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SHARPS - Sharps containers are locked 14 46 30% 
Consignment notes are available and signed 45 46 98% 
Labels are completed on the front of the sharps container 40 43 93% 
A NEAS label is attached on disposal of sharps container 37 42 88% 
Sharps storage containers are kept clean and tidy 36 48 75% 
LARYNGOSCOPE - The label is completed on the laryngoscope container 41 44 93% 
Container is assembled correctly and the temporary closure mechanism 
deployed 

6 35 
17% 

Laryngoscope bin is 2/3 full or less   43 44 97% 
Yellow clinical waste bag are tied correctly 25 25 100% 
Only appropiate items in the laryngoscope container 26 44 59% 
CLINICAL WASTE - The cart is locked with the key available in a designated 
area 

23 47 
48% 

Orange clinical waste bags are labelled with station code and date 46 46 100% 
Orange clinical waste bags are less than 2/3 full and securely tied 48 48 100% 
There is evidence that staff are segregating waste correctly 40 49 81% 
The clinical waste storage cart is large enough for station 50 50 100% 
The clinical waste storage cart is clean 33 50 66% 
The floors are clean and free of debris 31 48 64% 
The shelving is clean and dust free 38 53 71% 
The ceiling is clean and intact 48 48 100% 
Items stored are clean with no dust, dirt or debris  48 53 90% 
There is evidence that all stock in the store is rotated and in date 53 53 100% 
 Only appropriate items are stored in the cupboard 52 53 98% 
The floor is kept free of all stores 44 48 91% 
Clinical stores are put away and not left out gathering dust 53 53 100% 
There is evidence of a cleaning schedule, signed and dated 43 45 95% 
The floor is clean and free of debris 21 32 65% 
The shelving is clean and dust free 17 30 56% 
The ceiling is clean and intact 32 32 100% 
Items stored are clean with no dust, dirt or debris 25 27 92% 
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There is evidence that all stock in the store is rotated and in date 23 23 100% 
Only appropriate items are stored in the cupboard 31 33 94% 
The floor is kept free of all stores 27 32 84% 
Clinical stores are put away and not left out gathering dust 31 32 97% 
There is evidence of a cleaning schedule, signed and dated 27 29 93% 
The floors are clean and free of debris 17 21 80% 
The shelving is clean and dust free 32 42 76% 
Ceiling is clean and intact 20 21 95% 
All cleaning equipment is stored, clean and dry 45 46 98% 
All cleaning products are in date 45 46 98% 
No inappropriate items are stored 39 45 86% 
Kitchen - The floors are clean and free of debris 47 54 87% 
Horizontal surfaces are clean 38 54 70% 
Ceiling is clean and intact 54 54 100% 
The fridge is clean 32 54 59% 
The microwave is clean 40 54 74% 
Hand wash basin and taps are clean and working  42 53 79% 
Wall mounted liquid soap is available 52 53 98% 
Wall mounted hand moisturiser is available 52 53 98% 
Wall mounted paper towels are available 52 54 96% 
There is a fully operational foot bin available  50 54 92% 
There is evidence in the kitchen of a cleaning schedule, signed and dated 48 51 94% 
Hand Wash basin and taps are clean and working  46 48 96% 
Wall mounted liquid soap is available 44 48 91% 
Wall mounted hand moisturiser is available 44 48 91% 
Wall mounted paper towels are available 47 48 98% 
A fully operational foot bin is in close proximity to male toilets 46 48 96% 
Wash basin and taps are clean and working  43 45 95% 
Wall mounted liquid soap is available 45 45 100% 
Wall mounted hand moisturiser is available 43 45 95% 
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Wall mounted paper towels are available 45 45 100% 
A fully operational foot bin is in close proximity  44 45 98% 
No glove boxes inappropriately located around the station  46 55 83% 
There is no hospital laundry on station 27 55 49% 
There are fully operational foot bins with appropriate signage located in the 
garage area 

46 48 
96% 

Overall score   86% 
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Appendix B:  Infection Prevention & Control Work Programme 2020-2021 

 Action Timescale Responsibility 

 

1. IPC policies and procedures 
are up to date and available for 
staff.   

Review IPC section on 
the intranet in line with 
current evidence base 
and PHE Covid -19 
guidance. 

Update procedures in 
time to expiry date  

November 2020 

 

 

IPC Manager 

2 Infection Control Champions 
provide role model for staff 

Set up Team Meetings 
for IPC Champions  

Provide up to date 
training materials for 
champions 

September 2020  

 

 

 

 

 

IPC Manager 

Operational Clinical Service 
Managers  

 

3. Education and Training To maintain and 
increase compliance of 

2020 – 2021  

 

Infection Control Manager & 
Educational & Development 
team  
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Mandatory & Statutory 
to over 95%.   

Update IPC e-learning 
materials 

 

 

Before March 2021 

 

 

 

 

4. IPC Monitoring  IPC Audits will monitor 
IPC policy and practice  

 

IPC Audits will monitor 
standards of 
cleanliness of 
equipment and 
environment 

 

Ongoing 

 

 

 

 

IPC Team 

CCMs 

SCM’s 

SSO’s  

 

5.  New builds and 
refurbishments 

Estates and Facilities 
to ensure the 
Infection Control 
Team are informed of 
and involved in the 
development and 
planning to ensure all 
standards are met 
 

 

As required IPC Manager & Estates & 
Facilities Team 
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Audit Type  Target to be achieved Auditor Assurance 
Vehicles validation audit at 
emergency departments 
 

200 vehicles  Infection Prevention Manager 
& IPC and Support Officer  
 

Report results to Clinical Quality 
Governance Group (CQGG) 
 
IPC Annual audit report 

Scheduled Care Vehicle 
Cleanliness Audits  

440 annually (Represents 
vehicles being audited twice a 
year) 

Scheduled Care Mangers Report to CQGG 

Unscheduled Care Vehicle 
Cleanliness Audits  

300 annually (Represents 
vehicles being audited twice a 
year) 

CCM’s Report to CQGG 

HART Vehicle Cleanliness Audits  80 annually HART Team Leaders and 
Educators 

Report to CQGG 

Advanced Practitioner Car 
Cleanliness Audits   

80 AP’s Cars representing 
vehicles being audited twice a 
year 

Advanced Practitioners Report to CQGG 

Monitoring of cleaning of Vehicles  Cleaning Schedule achieve 
95% compliance with 5% of 
vehicles monitored for 
cleanliness annually and  5 
vehicles ATP screened monthly  

M Woods  Report to CQGG 

Monitoring of cleaning of Vehicles 
Verification 

5 vehicles monitored by ATP 
screening 

Infection Prevention Manager 
& IPC and Support Officer  
 

Report to CQGG 

IPC Annual Audit Schedule 2020 - 2021 
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Station Cleanliness       Validation 
Audit  
 
 
 
 

All stations/premises to be 
audited once per year  

Infection Prevention and 
Control team  
 

IPC Report results to CQGG 

Station Cleanliness All stations will be audited once 
every two months 

SSO’s & IPC Team CQGG 

Premises/Station Cleanliness  All stations will have cleaning 
monitored in each quarter  

Cordant  Reporting to IPC monthly to CQGG  
IPC Annual Report  

Observational Audits of Practice  
Hand Hygiene 
PPE 
ANTT Peripheral Cannulation 
BBE  
 

All unscheduled care staff 
observed at least twice per 
annum  

Operational Mangers & CCM  Reporting to IPC monthly CQGG 
IPC Annual Report 

AMR Audits  To be decided dependent on IT 
support systems in place  

Advanced Practitioners  Medicines Optimising Group/ CQGG 

BBE  
Alcohol gel use  

All clinical staff observed twice a 
year 

CCM’s & SCTMs  Reporting to IPC  monthly CQGG 
IPC Annual Report 

Sharps / Clinical Waste  All stations audited bi - monthly  SSO’s  Reporting to CCMs  
IPC report results to  
CQGG 
 
IPC Annual Report  
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0Seal bants and tings 

     Appendix C: IPC Hygiene Code Action Plan 2020/21 
 

  Infection Prevention and Control Code of Practice Summary  

 

 

Criterion 
Number 

 
Sections 

Your 
trust's 
score 

Maximum 
score 

Percentage 
compliance 

Criteria 1 Systems to manage and monitor the prevention and control of infection 29 42 69% 

Criteria 2 Clean and appropriate environment that facilitates the prevention and 
control of infection 

13 14 93% 

Criteria 3 Antimicrobial use of optimise patient outcomes and to reduce the risk 
of adverse events and antimicrobial resistance 

7 8 88% 

Criteria 4 Provide suitable accurate information on infections in a timely fashion 1 2 50% 

Criteria 5 Identification of people who have or are at risk of developing an infection 3 3 100% 

Criteria 6 Staff responsibilities in the process of preventing and controlling 
infection 

4 6 67% 

Criteria 7 Provide or secure adequate isolation facilities 3 3 100% 

Criteria 8 Adequate access to laboratory support 3 3 100% 

Criteria 9 Policies which will help to prevent and control infections 24 25 96% 

Criteria 10 Occupational health needs and obligations of staff in relation to 
infection 

16 19 84% 
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  Infection Prevention and Control Code of Practice Self Assessment Tool  

Your    Max 

Criteria Section  Compliance statement Instructions for scoring score  score 

 1.1 An annual statement on infection prevention control is published 0 for no annual statement, 1 for less than annual, 2 for annual 2 2 
 1.2 There is a single lead for infection prevention (including cleanliness) accountable directly to the Chief Executive 1 for Y 1 1 
 1.3 Sufficient resources are available to secure the effective prevention of infection 1 for Y 1 1 
 1.4 All staff receive suitable and sufficient information on, and training and supervision in, the measures required to prevent the risks of infection 1 for Y 1 1 
 1.5 Assurance is in place to ensure that key policies and practices are being implemented, updated and adhered to appropriately 2 for more frequently than quarterly, 1 for quarterly, 0 for less 2 2 
 1.6 There is a named decontamination lead 1 for Y 1 1 
 1.7 There is a water safety group and water safety plan in place 1 for either one or the other, 2 for both 1 2 
 1.7 Every patient has a risk assessment with respect to infection prevention 0 for <70% / 1 for 71-90% / 2 for 91-100% of all patients 0 2 
 1.8 The organisation has identified risks, taken steps to reduce or control those risks, implemented and monitors steps taken 1 for Y 1 1 
 1.9 The Director of Infection Prevention and Control provides assurance directly to the board 0 for N, 1 via Director, 2 via CEO, 3 if DIPC is a board member 3 3 
 1.10 The DIPC leads the infection prevention team 1 for Y 1 1 
 1.11 The DIPC oversees local infection prevention policies and their implementation 1 for Y 1 1 

 1.12 The DIPC is a i) full member of the infection prevention team and ii) antimicrobial stewardship committee and i) regularly attend its infection prevention meetings 1 for any statement, 2 for any 2 and 3 for all 3 statements 0 3 
 1.13 The DIPC actively challenges inappropriate practice and inappropriate antimicrobial prescribing decisions 1 for either statement, 2 for both statements 2 2 

Criteria 1 1.14 The DIPC sets and actively challenges standards of cleanliness 1 for Y 0 1 

Systems to manage and monitor the prevention and control of 1.15 The DIPC actively assesses the impact of all existing and new policies on infections and makes recommendations for change 1 for Y 1 1 

infection. 1.16 The DIPC is an member of the organisation’s clinical governance and patient safety teams and the water safety group 1 for either statement, 2 for both statements 1 2 

 1.17 The DIPC publishes an annual report 1 for Y 1 1 

 1.18 The trust board receives regular reports on infection trends, antimicrobial resistance, antimicrobial prescribing and complaince with audits 1 for Y 1 1 

 1.19 The trust board receives regular reports from clinical directors and/or matrons on locally agreed metrics eg. PLACE, cleanliness scores etc. 1 for Y 0 1 

 1.20 Mandatory and voluntary surveillance data is reviewed (including outbreaks, serious incidents) 1 for Y 1 1 

 1.21 There is an audit programme to ensure that IPC policies are implemented 1 for Y 1 1 

 1.22 There is documented evidence of compliance with Health and Safety Regulations 1 for Y 1 1 

 1.23 Progress against the infection programme including cleanliness objectives is reported in the DIPC's annual report 1 for Y 1 1 

 1.24 There is a multidisciplinary infection prevention team that includes the DIPC 0 for no team, 1 for team without DIPC, 2 for team with DIPC 1 2 

 1.25 There is an active multidisciplinary antimicrobial stewardship team 1 for Y 1 1 

 1.26 There is 24-hour access to a named qualified infection control doctor or consultant in health protection and communicable disease control 1 for 24-hour access 1 2 

 1.27 There is evidence of joint working between teams providing infection control advice, bed allocation & staff involved in the transfer of patients between care providers 1 for Y 1 1 

 1.28 Infection status is always provided when a service users is tranferred from the care provider to another care settings 0 for <70% / 1 for 71-90% / 2 for 91-100% of all patients 0 2 

 2.1 There is a named lead for environmental cleaning and decontamination of equipment used for diagnosis and treatment 1 for either statement, 2 for both statements 2 2 
 2.2 Directors of Nursing, Matrons and the infection prevention team are involved in all aspects of cleaning services 1 for Y 0 1 
 2.3 Matrons or persons of a similar standing have personal responsibility and accountability for maintaining a safe and clean care environment 1 for Y 1 1 
 2.4 The nurse or other person in charge of any patient area has direct responsibility for ensuring that cleanliness standards are maintained throughout that shift 1 for Y 1 1 

Criteria 2 2.5 All parts of the premises from which the organisation provides care are suitable for the purpose, kept clean and maintained in good physical repair and condition 1 for Y 1 1 

Provide and maintain a clean and appropriate 2.6 The cleaning arrangements detail the standards of cleanliness required in each part of the premises and there is a schedule of cleaning responsibility and frequency 1 for either statement, 2 for both statements 2 2 

environment in managed premises that facilitates the prevention 2.7 There is adequate provision of suitable hand washing facilities and antimicrobial hand rubs (where appropriate) 1 for Y 1 1 

and control of infections. 2.8 There are effective arrangements for the appropriate cleaning of equipment that is used at the point of care, for example hoists, beds and commodes 1 for Y 1 1 
 2.9 The storage, supply and provision of linen and laundry are appropriate for the level and type of care provided in all areas 1 for Y 1 1 
 2.10 There are policies on infection prevention and cleanliness that apply to all premises 1 for Y 1 1 
 2.11 There are designated staff with responsibility for and relevant policies to cover cleaning arrangements 1 for Y 1 1 
 2.12 There is a comprehensive decontamination policy covering all aspects of environment, linen, equipment, staff training and record-keeping 1 for Y 1 1 

 3.1 There is an an antibiotic stewardship (AMS) committee responsible for developing, implementing and monitoring the organisation’s stewardship programme 1 for Y 1 1 
 3.2 The AMS committee reports directly to the trust board via the DIPC or person of similar standing 1 for Y 1 1 
 3.3 There is an AMS policy covering diagnosis, prophylaxis and treatment of common infections 1 for Y 1 1 
 3.4 Adherence to the AMS policy is monitored and data is fed back to prescribers 1 for Y 0 1 
 3.5 Microbiological diagnosis, susceptibility testing and reporting of results is available within 48 hours 1 for longer than 48 hours, 2 for within 48 hours 2 2 
 3.6 Local antimicrobial susceptibility data (drug-bug combinations) and information on antimicrobial consumption is reported back to Public Health England 1 for Y 1 1 
 3.7 Local antimicrobial susceptibility data (drug-bug combinations) and information on antimicrobial consumption is used to guide local prescribing policy 1 for Y 1 1 

Criteria 4 

Provide suitable accurate information on infections to any person 

concerned with providing further support or nursing/medical care in a 

timely fashion 

4.1 
 
 
 

4.2 

Information on infection prevention and control is available for service users and visitors 
 
 
 

Information on infection prevention and control is always given to those providing further nursing or medical care when the service user is transferred 

1 for Y 
 
 
 

1 for Y 

0 1 

 
 

1 

 
 

1 

Criteria 5     

Ensure prompt identification of people who have or are at risk of 5.1 There is a mechanism in place for rapidly identifying those people who have or at risk of developing an infection 1 for Y  1 

developing an infection so that they receive the appropriate   1  

1 
1 

treatment and care to reduce the risk transmitting infection to other 5.2 Outbreaks and serious incidents relating to IPC are always reported to the local health protection team 1 for Y 

people  

5.3 
 

Responibility for infection prevention is effectively devolved to those groups of staff delivering care to patients 
 

1 for Y 
 

1 

1 

Criteria 6 6.1 Infection prevention is included in the job descriptions of all employees (including volunteers) 1 for Y 1 1 

Systems to ensure that all care workers, (including contractors and 6.2 Infection prevention is included the induction programme and staff updates of all employees (including volunteers) 1 for Y 1 1 

volunteers), are aware of and discharge their responsibilities in the 6.3 Contractors working in clinical areas are made aware of any issues with regard to infection prevention and are required to obtain ’permission to work' 1 for Y 1 3 

process of preventing and controlling infection. 6.4 All staff who undertake procedures, which require skills such as aseptic technique, are trained and need to demonstrate proficiency before working independently 1 for Y 1 1 

Criteria 7 

Provide or secure adequate isolation facilities 

7.1 

7.2 

7.3 

There are adequate isolation precautions and facilities to prevent or minimise the spread of infection allowing the physical separation of service users There is a 

policy for the allocation of patients to isolation facilities, based on a local risk assessment. 

There are always sufficient staff available to care for the service users in isolation facilities safely 

1 for Y 

1 for Y 

1 for Y 

1 1 

1 1 

1 1 

Criteria 8 

Secure adequate access to laboratory support as appropriate . 

8.1 

8.2 

8.3 

The laboratory used to provide a microbiology service has a policy for investigation and surveillance of antimicrobial resistance and HCAIs 

The laboratory used to provide a microbiology service has standard laboratory operating procedures for the examination of specimens 

The laboratory used to provide a microbiology service provides timely reports 

1 for Y 

1 for Y 

1 for Y 

1 1 

1 1 

1 1 
 9.1 Policy - Standard infection prevention and control precautions 1 for Y 1 1 
 9.2 Policy - Aseptic technique 1 for Y 1 1 
 9.3 Policy - Outbreaks of communicable infection 1 for Y 1 1 
 9.4 Policy - Isolation of service users with an infection 1 for Y 1 1 
 9.5 Policy - Safe handling and disposal of sharps 1 for Y 1 1 
 9.6 Policy - Prevention of occupational exposure to blood-borne viruses (BBVs) including prevention of sharps injuries 1 for Y 1 1 
 9.7 Policy - Management of occupational exposure to BBVs and post-exposure prophylaxis 1 for Y 1 1 
 9.8 Policy - Closure of rooms, wards, departments and premises to new admissions 1 for Y 1 1 
 9.9 Policy - Disinfection 1 for Y 1 1 
 9.10 Policy - Decontamination of reuseable medical devices 1 for Y 1 1 

Criteria 9 

Have and adhere to policies, designed for the individual’s care and 

provider organisations, which will help to prevent and control 

infections 

9.11 

9.12 

9.13 

9.14 

9.15 

Policy - Single-use medical devices 

Policy - Antimicrobial prescribing 

Policy - Reporting of infection to Public Health England or local authority and mandatory reporting of healthcare associated infection to Public Health England Policy - 

Control of outbreaks and infections associated with specific alert organisms (see table below for specific organisms) 

Policy - CJD/vCJD (follows guidance from Advisory Committee on Dangerous Pathogens (ACDP) TSE working group) 

1 for Y 

1 for Y 

1 for Y 

1 for Y but only if ALL specific organisms covered 

1 for Y 

1 1 

1 1 

1 1 

1 1 

1 1 
 9.16 Policy - Safe handling and disposal of waste 1 for Y 1 1 
 9.17 Policy - Packaging, handling and delivery or laboratory specimens 1 for Y 1 1 
 9.18 Policy - Care of deceased persons 1 for Y 1 1 
 9.19 Policy - Use and care of invasive devices 1 for Y 1 1 
 9.20 Policy - Purchase, cleaning, decontamination, maintenance and disposal of equipment 1 for Y 1 1 
 9.21 Policy - Surveillance and data collection 1 for Y 1 1 
 9.22 Policy - Dissemination of information 1 for Y 1 1 
 9.23 Policy - Isolation facilities 1 for Y 1 1 
 9.24 Policy - Uniform and dress code 1 for Y 0 1 
 9.25 Policy - Immunisation of service users 1 for Y 1 1 
 10.1 All staff can access occupational health services or access appropriate occupational health advice 1 for Y 1 1 
 10.2 Occupational health policies on the prevention and management of communicable infections in care workers are in place 1 for Y 1 1 
 10.3 Vaccines are available free-of-charge to employees if a risk assessment indicates that it is needed 1 for Y 1 1 
 10.4 There is a record of relevant immunisations for all staff 0 for <70% / 1 for 71-90% / 2 for 91-100% of all staff 1 2 
 10.5 The principles and practice of prevention of infection (including cleanliness) are included in induction and training programmes for all new staff 1 for Y 1 1 
 10.6 There is appropriate ongoing education for existing staff (including support staff, volunteers, agency/locum staff and staff employed by contractors 1 for Y 1 1 

Criteria 10 

Providers have a system in place to manage the occupational health 

needs and obligations of staff in relation to infection. 

10.7 

10.8 

10.9 

10.11 

There is a record of IPC training and updates for all staff 

The responsibilities of every member of staff for the prevention of infection are reflected in their job description and in any personal development plan or appraisal Conditional 

offers of employment and ongoing health surveillance include risk-based screening for communicable diseases and assessment of immunity to infection 

Immunisation status of care workers is regularly reviewed 

0 for <70% / 1 for 71-90% / 2 for 91-100% of all staff 

0 for <70% / 1 for 71-90% / 2 for 91-100% of all staff 

1 for Y 

1 for Y 

1 2 

1 2 

1 1 

1 1 
 10.12 Staff are vaccinated as necessary in line with Immunisation against infectious disease (‘The Green Book’) and other guidance from Public Health England 1 for Y 1 1 
 10.13 Arrangements are in place for identifying and managing healthcare staff infected with hepatitis B or C or HIV and advising about fitness for work 1 for Y 1 1 
 10.14 Arrangements are in place for liaising with the UK Advisory Panel for Healthcare Workers Infected with Bloodborne Viruses 1 for Y 1 1 
 10.15 Occupational health services undertake a risk assessment and appropriate referral after accidental occupational exposure to blood and body fluids 1 for Y 1 1 
 10.16 Occupational health services manage occupational exposure to infection, which may include provision for emergency and out-of-hours treatment 1 for Y 1 1 
 10.17 Arrangements are in place for provision of influenza vaccination for healthcare workers where appropriate 1 for Y 1 1 

Totals 103 125 

Specific alert organisms 

MRSA 

Clostridium difficile 

Glycopeptide resistant enterococci (GRE) 

Carbapenem resistant organisms (CROs), Acinetobacter, extended spectrum be Viral 

haemorrhagic fevers (VHF) 

Creutzfeld-Jakob diease (CJD), variant CJD (vCJD) and other human prion diseases 

Control of tuberculosis, including multi-drug resistant tuberculosis 

Respiratory viruses 

Diarrhoeal infections 
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Infection Prevention and Control Hygiene Code Action Plan Updated June 2020 

 
Criteria Sectio 

n 
Compliance Statement Your 

Score 
Max 
Score 

Action to take Lead Date 
Due 

Comment Progress 
– 
Complete 
/Ongoing 

1 1.7 There is a water safety group and water safety plan in place. 1 2 a) Review the legionella testing plan and 
rename this the water safety plan in 
line with the requirements 

b) Review which group looks in detail at 
the results of the legionella testing – 
can this be identified as the Water 
Safety Group / or include in the terms 
of reference of the group that it carries 
out the functions required of a Water 
Safety Group 

c) Review the content of feedback to the 
Health & Safety Committee regarding 
legionella testing to ensure assurance 
is explicit or any concerns are 
documented alongside any actions 

CA 

CA 

 

CA/KR 

1/3/20 
 
 

1/3/20 
 
 
 
 
 
1/3/20 

There is a robust water testing 
plan in place with reporting to 
H&S Committee by Estates – 
under legionella heading on the 
agenda 
 
It has been agreed at the Feb 
20 H&S Committee that the 
legionella report will be 
received by the group, rather 
than a verbal report regarding 
exceptions, going forward. This 
will be discussed at the Aug 20 
meeting, as April meeting 
cancelled due to Covid-19. 
 
 

Complete 

1 1.7 Every patient has a risk assessment with respect to infection 0 2 a) Review the draft IPC risk assessment 
tool developed internally to ensure it is 
fit for purpose for the organisation 

b) Review IPC risk assessment tools 
across the sector 

c) Discuss the feasibility of including the 
IPC risk assessment within the ePCR 

d) If feasible develop the specification for 
this 

e) Discuss with Medical Directorate 
/Informatics the reporting of this – to 
automate reports / determine 
compliance 

f) Consider how training will be provided 
for operational staff 

JM 1/3/20 There is capability to include an Ongoing 
  prevention     IPC risk assessment in the ePCR 
       when the system is upgraded in 
     JM 

 
 
JM/
SW 
 
SW 
 
 
 
JM 

1/3/20 
 
 

13/2/20 
 
 

13/2/20 
 
 
 

13/2/20 

June 2020. 
IPC risk assessment agreed, 
ePCR upgrade is now planned for 
October 20. 
Reporting of compliance with this 
has been discussed in line with 
data fields across the whole 
ePCR. 
Training plan yet to be developed.  

1 1.12 The DIPC is a i) full member of the infection prevention team and 
ii) antimicrobial stewardship committee and i) regularly attend its 
infection preventions meetings 

0 3 a) Deputy DIPC to line manage the IPC 
team & report to DIPC 

b) Undertake a review of the governance 
arrangements for all formal groups & 
consider the need for an antimicrobial 
stewardship committee 

c) Undertake a review of the governance 
arrangements for all formal groups & 
consider the need for an Infection 
Prevention and Control Committee 

DS 
 

JB / 
BoD 

1/1/20 
 

29/2/20 

In place 
 
New governance structure launch 
delayed, due to Covid-19. MOG 
continues to look at antimicrobial 
stewardship. 
Further discussions regarding IPC 
being formally recognized within 
the new structure / terms of 
reference 

Ongoing 

      
JB / 
BoD 

 
29/2/20 

1 1.14 The DIPC sets and actively challenges standards of cleanliness 0 1 a) Review the reporting of cleanliness in DS/JM 31/3/20 Focused work has been Ongoing 
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     stations and vehicles so that it is more 
visible to the DIPC 

b) Include key metrics in the IQPR 
c) Review KPI’s for cleaning contract and 

the monitoring and reporting of these 

 
DS 
JM 

 
31/3/20 
31/3/20 

undertaken regarding station 
cleanliness and vehicle 
cleanliness, in light of Covid-19. 
Discussions have commenced to 
ensure metrics around station 
cleanliness / vehicle cleanliness 
are reported (narrative) in reports 
to Board. 
A tender has been prepared for 
procurement of cleaning contract, 
with review of content in light of 
Covid-19 and KPI’s, with input from 
IPC.  
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     d) Introduce chlorine based products, in 
line with national guidance 

JM 29/2/20 Chlorine has been introduced into 
the Trust in line with national 
guidance 

Complete 

1 1.16 The DIPC is a member of the organisation’s clinical governance 
and patient safety teams and the water safety group 

1 2 a) The DIPC to formally review the Water 
Safety Plan and reports on an annual 
basis 

b) DIPC will be informed of any 
escalations where concerns regarding 
water safety are not managed within 
the Water Safety Plan 

CA/JB 

CA 

29/2/20 
 
 

As they 
occur 

The DIPC is the Director of the 
Quality & Patient Safety Teams. 
The DIPC leads clinical 
governance. 
As an ambulance trust there is 
no requirement to have a 
formal water safety plan – as 
we do not provide clinical care 
to patients in an environment 
aligned to a hospital. However 
robust testing of water to 
ensure our staff premises are 
safe is in place.  
The annual report has been 
requested to go to H&S 
Committee in August 20. 
  

Ongoing 

1 1.19 The trust board receives regular reports from clinical directors 
and/or matrons on locally agreed metrics e.g. PLACE, cleanliness 
score etc 

0 1 a) To include key metrics on cleanliness 
in the IQPR 

DS 31/3/20 Annual IPC report includes 
information regarding cleanliness 
of vehicles and stations. 
Quality dashboard cover paper 
now includes audit date 
regarding cleanliness of vehicles 
/ stations. 
Further work is required to 
include this as metrics in the 
Quality Dashboard. 

Ongoing 

1 1.24 There is a multidisciplinary infection prevention team that includes 
the DIPC 

1 2 a) DIPC to ensure attendance at IPC 
team meetings at least twice a year 

JB 31/3/21 This is in place Complete 

1 1.26 There is a 24-hour access to name qualified infection control 
doctor or consultant in health protection and communicable 
disease control 

1 2 a) Ensure information to access 24 hr 
PHE consultant is explicit in the 
relevant policy 

b) Ensure this information is readily 
accessible to Duty Manager in EOC 

JM 
 
 

JM 

31/3/20 
 
 

29/2/20 

This is in place 
 
 
PHE have details of Duty Manager. 
This is in place 

Complete 

1 1.28 Infection status is always provided when a service users is 
transferred from the care provider to another care settings 

0 2 a) Include in 2020/21 IPC audit plan to 
get a baseline position on this 

JM/MS 30/9/20 Audit planned for September 20  

2 2.2 Director’s of Nursing, Matrons and the infection prevention team 
are involved in all aspects of cleaning services 

0 1 To undertake an annual review of 
cleaning services and report this in the 
IPC annual report. 

JM/DS 30/6/20 IPC annual report delayed due to 
Covid-19. 
 

Ongoing 

3 3.4 Adherence to the AMS policy is monitored and data is fed back to 
prescribers 

0 1 a) Develop a programme of PGD / 
prescribing audits 

b) Identify a resource to undertake these 

RE/JM/ 
SW 
SW 

31/3/20 
 

31/3/20 

This is delayed due to Covid-19 Ongoing 

4 4.1 Information on infection prevention and control is available for 
service users and visitors 

0 1 a) Review the trust internet to ensure IPC 
features on this with links to 
information 

JM/MS 31/3/20 Delayed due to Covid-19, new date 
Aug 20  

Ongoing 

6 6.3 Contractors working in clinical areas are made aware of any 
issues with regard to infection prevention and are required to 
obtain ‘permission to work’ 

1 3 a) Review contractor arrangements in 
relation to IPC 

JM/CN 31/3/20 Delayed due to Covid-19, new date  
Sept 20 
IPC Information for contractors 
provided to Estates July 2020 

Ongoing 
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9 9.24 Policy – Uniform and dress code 0 1 a) Draft uniform policy & dress code to be 
reviewed by DIPC and submitted for 
approval 

JB 31/3/20 This work is underway, with input 
from IPC. 
Delayed due to Covid-19. 
 

Ongoing 

10 10.4 There is a record of relevant immunisations for all staff 1 2 a) Review the recording of staff 
immunisations 

b) Review the compliance reporting of 
staff immunisations 

LE 
 

LE 

31/3/20 
 

31/3/20 

Immunisations are recorded in 
personal files for staff in line with 
recruitment requirements or 
changes of role.  
Compliance reporting – needs 
further discussion  

Complete 
 
 
 
Ongoing 

10 10.7 There is a record of IPC training and updates for all staff 1 2 a) Review the IPC training and 
compliance of third party contractors 

JM 30/4/20 This is delayed due to Covid-19, 
new date Sept 20 

Delayed 

10 10.8 The responsibilities of every member of staff for the prevention of 
infection are reflected in their job description and in any personal 
development plain or appraisal 

1 2 a) Review the standard statement re IPC 
in job descriptions 

b) Review whether IPC is in any 
development plans 

c) Review whether IPC linked to appraisal 
and role is evident 

JM 

JM 

JM 

30/4/20 
 

30/4/20 
 

30/4/20 

Standard statement in all job 
descriptions, however this has 
not been reviewed for some time 
 
This has been delayed due to 
Covid-19 

Delayed 
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Appendix D List of Patient Care Updates (PCU’s ) and Alerts published via 
Ulysses 

Alert Type Alert name Alert number Date finalised Date sent via Alerts 

PCU Wuhan novel coronavirus V1 0169 22/01/2020 23/01/2020 

PCU Novel Coronavirus - 2019-nCoV acute 
respiratory disease V2 

0173 07/02/2020  
 

07/02/2020 

OA Chlor-Clean Instructions 
Chlor-clean disinfectant for 
decontamination of vehicles post 
infectious/suspected highly infectious 
cases V1 

0099 12/02/2020 12/02/2020 

OA High Consequence Infectious Disease 
IPC PPE Pack 

0101 18/02/2020 19/02/2020 

PCU COVID-19 NARU 1.5 0175 28/02/2020 02/03/2020 

OA Instruction for the use of Chlorine 
wipes 

0104 12/03/2020 12/03/2020 

PCU COVID-19 acute respiratory disease V3 0176 13/03/2020 13/03/2020 

PCU Respiratory Tract Infection Guidance 
including for Seasonal Influenza 

0177 13/03/2020 13/03/2020 

PCU COVID-19 V4 0178 16/03/2020 17/03/2020 

PCU Scheduled Care, Third Parties & 
Volunteers COVID-19 

0181 25/03/2020 25/03/2020 

OA Frontline Staff Uniform Advice 0106 30/03/2020 30/03/2020 

OA Surgical Fluid Repellent Face Masks - 
Pandemic Supplies  

0107 31/03/2020 31/03/2020 

PCU Personal Protective Equipment during 
COVID-19 Pandemic 

0185 03/04/2020 03/04/2020 

PCU National Ambulance Service COVID-19 
Guidance V6 

0186 04/04/2020 05/04/2020 

PCU COVID-19 Scheduled Care Update 0188 06/04/2020 06/04/2020 

PCU Personal Protective Equipment during 
COVID-19 Pandemic V6.1  

0189 08/04/2020 09/04/2020 
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OA Decontamination of PPE Eye Protection 0108 09/04/2020 09/04/2020 

OA  IPC advice for PTS transporting positive 
COVID 19 patients 

0109 16/04/2020 17/04/2020 

OA Stepdown of IPC and discharging 
COVID-19 patients 

0109a 17/04/2020 17/04/2020 

OA Decontamination of Vehicle and 
Equipment Instructions COVID-19 V2 

0110 22/04/2020 22/04/2020 

OA Preparing the use of Chlor-Clean V2 0111  23/04/2020 

OA Decontamination of Vehicle and 
Equipment Instructions COVID-19 V3 

0113 22/04/2020 09/05/2020 

PCU Scheduled Care COVID-19  V2 0193 11/05/2020 15/05/2020 

PCU Scheduled Care COVID-19  
Case Definition V2.1 

0194 24/05/2020 24/05/2020 

OA Decontamination of Vehicle and 
Equipment Instructions COVID-19 
UPDATED V6 

0115 15/05/2020 15/05/2020 

PCU Unscheduled Care COVID-19 Case 
Definition Update 

0197 24/05/2020 24/05/2020 

OA Clinical Waste Disposal of Mop Heads 0116 24/05/2020 24/05/2020 

OA Covid 19 Wearing of Fluid Repellent 
Surgical Face Masks   

0118 09/06/2020 10/06/2020 

OA Surgical face masks and face coverings 
for patients 

0119 17/06/2020 19/06/2020 

OA Decontamination of Vehicle & 
Equipment Instructions COVID-19 V7 

0120 25/06/2020 25/06/2020 
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 10th September, 09:30 – 12:00, Microsoft Teams 
Present: 
 
 
 

H Suddes, Non-Executive Director (Chair) 
Dr G Morrow, Non-Executive Director (Vice Chair) 
S Rushbrooke, Director of Quality, Patient Safety, Innovation and 
Improvement  
Dr M Beattie, Medical Director 
K O’Brien, Director of People and Development. 
P Liversidge, Chief Operating Officer  
D Stephen, Deputy Director of Quality, Patient Safety, Innovation and 
Improvement 

In Attendance: D Haworth, Consultant Paramedic OBO P Aitken – Fell  
Minute-taker: L Clarke, PA to Medical Director and Director of Quality & Safety  

 
No.   Action by  

1.  Apologies for Absence   
 Apologies were received from:  

P Aitken Fell, Lead Consultant Paramedic  
 

   
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 provided an update explaining that work is on-going to establish 

new ways of working as an expanded Medical Directorate which now includes 
Risk and Regulatory Services and Medicines Management. 
 
From a health and safety perspective issues have arisen following the  
implementation of Chlorclean, as a result this product has been withdrawn, 
with Steri- 7 identified as a safe alternative, this product is currently being 
sourced, with new training and education being developed to support usage. 
 
In terms of PPE, work is also underway to ensure FFP3 masks are fitted to 
provide appropriate protection for staff. 
 
In terms of coroners and claims, the work of the Task and Finish Group is 
reaching its conclusion with lots of progress having been made, a full report 
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No.   Action by  
on the outcome of this work will be presented to the Board of Directors in 
October.  
 
The work of the Research and Development Team has re-commenced with 
lots of research opportunities arising. 
 
All of the  Clinical Audit Team are now back in their substantive roles and local 
audit work has now resumed. 
 
The Pathfinder Team are also back to their business as usual roles and work 
is underway to identify pathways for paramedics to refer to alternative care 
providers.  
 
In summary, Dr Beattie felt the Medical Directorate was now mobilised to a 
business as usual level, the focus now was on developing new ways of 
working as an expanded Directorate; to ensure good quality and clinically safe 
care for patients is provided. 
 
The Chair thanked Dr Beattie for his update and was pleased to note the 
Directorate was back to its pre Covid-19 functionality.  

   
7.  Update from Director of Quality & Safety (Executive Nurse)  

 The Chair welcomed S Rushbrooke, Director of Quality, Patient Safety, 
Innovation and Improvement to the Committee. 
 
S Rushbrooke gave a verbal introductory update.  S Rushbrooke thanked  
D Stephen and P Aitken- Fell for their invaluable support throughout her 
induction and requested that her appreciation be noted.   S Rushbrooke 
provided her initial over-sight explaining that she felt the Quality, Patient 
Safety, Innovation and Improvement Directorate consists of a dedicated team 
who have had to overcome a lot of issues due to Covid-19. Work is now 
underway within the Directorate to fully support and implement the new 
governance structure.   
 
A time-out and planning session is scheduled for 5th October 2020 for both  
S Rushbrooke and D Stephen to look at the functionality of the Directorate 
and explore ways to enhance areas that are working well and improve on 
those areas that are not.  
 
S Rushbrooke explained that herself and Dr Beattie had spent some time 
together during her induction to explore ways to work together collaboratively. 
 
S Rushbrooke confirmed she had been attending regional Outbreak meetings 
and felt anxious about the increase of Covid-19 cases in the North East.   
S Rushbrooke was concerned about how the service would manage that 
surge, with the flu campaign also about to be launched in October, however, 
this was being looked at in great detail as part of the IPC agenda.   
 
S Rushbrooke also had some anxiety around the capacity of the IPC Team to 
cope with the surge of Covid-19 as well as the flu, with the loss of the 
Specialist Nurse who had been recruited into the Team and funded centrally 
through external Covid-19 funds.  It is recognised that a lone specialist in this 
area is a risk to the organisation and a business case will be prepared to 
outline the need for an additional substantive post.  National IPC guidance on 
what an IPC Team should look like has been published and will hopefully 
strengthen the business.  
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No.   Action by  
S Rushbrooke finished her update by explaining she was looking forward to 
working with the Quality Committee going forward, all members of the 
Committee thanked S Rushbroooke and welcomed her. 
 
D Stephen gave an update explaining that in terms of IPC, having provided 
the CQC with a lot of information, they were pleased with how the IPC Team 
had responded to Covid-19. 
 
From a Safeguarding perspective, following a CQC investigation into 
Regulation 13 the Trust was issued with a Section 29A Warning Notice on 5th 
August 2020. It is a requirement that we make the significant improvements 
identified regarding the quality of healthcare. This piece of work is progressing 
well and being led by K O’Brien and D Stephen with a Task and Finish Group 
having been set up. 
 
The Chair thanked D Stephen for her update and noted that the work of the 
DBS Task and Finish Group in response to CQC Regulatory notice would be 
explored in greater detail at the Extraordinary Board meeting later that day. 

 
 
 
  

   
8.  QUALITY  

8.1 Quality Dashboard  
 D Stephen presented the report which following a request from the Board 

contains data for July 2020: 
 

• Number of 111 calls received: 100,030 
• Number of 999 calls received: 37,832 
• Hear and treat rate: 5.84% (2,115) 
• Number of ambulances dispatched: 34, 074 (Incident demand) 
• See and treat rate: 30.49% (11,035) 
• See and convey to ED: 55.30% (20,011)  
• See and convey to Non-ED: 8.37% (3,028) 

 
The total number of patient safety incidents reported in July 2020  was 236. 
This is an increase of 7% compared to July 2019 where 219 cases were 
reported. 
 
The top 3 causes of incidents reported in July 2020 are: 111 Triage, NEAS 
Treatment or Procedure Issue and 3rd Party Provider/Contractor Issues 
 
There are meetings scheduled with Vocare to look at explore their 
expectations in terms of investigations and feedback.  It is hoped that the 
SIRMS process and report  that is managed by NECs can be mirrored. 
 
In terms of Third-Party Provider incidents, there has been an increase in the 
use of Third-Party Providers due to Covid-19, but all incidents involving Third 
Party Providers are followed up by the Patient Safety Team. 
 
There were 7 moderate harm or above incidents discussed at Clinical Review 
Group in July 2020. 
 
Duty of Candour compliance is 100%. 
 
There were 3 Serious Incidents declared during July 2020. 
 
In terms of non - patient safety incidents violence assault and aggression 
continue to be the most common, with 72 incidents a significant increase of 
26% from the previous month, when there were 57 reported. 
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No.   Action by  
There was nothing to escalate in terms of medicines management. 
 
In terms of safeguarding, referrals continue to show an increase.  There has 
been a significant amount of information requests from external agencies, with 
58 reports being completed in July.  It was pleasing to note the team began 
engaging with NHS Digital to compile a case-study following the successful 
use of the CP-IS system which resulted in immediate safeguarding action 
being completed to protect a child. 
 
In terms of patient experience, complaints received increased to 25 in July  
2020 which was consistent with the previous month (24 complaints).  100% 
of complaints were acknowledged within 3 days, as per the legislative 
requirement.   
 
From an IPC perspective, while CCMs have recommenced ride-outs an 
increase in audits has not been identified through the dashboard, the IPC 
Team have produced a pandemic tool, which was trialled in August, it is hoped 
that this can be rolled out to CCMs as an easier tool  to carry out audits with.  
 
A reporting process has been established to monitor whether unscheduled 
vehicles are undergoing a daily clean, in line with the national requirements 
for Covid-19.  However, D Stephen was concerned about the accuracy of the 
data around this, this is being investigated to determine whether there are any 
anomalies.  
 
The Chair made reference to one of the SIs detailed in the report where there 
were delays in locating the address of a patient, as it was not listed on the 
Gazetteer.  The Chair discussed national guidance for ambulance services 
around ensuring maps are up to date on systems and would like some 
assurance of the Trust’s compliance with the guidance.  The Chair explained 
that when she had participated in Quality Walkarounds paramedics had 
commented that satellite navigation systems have not been updated.   
D Stephen explained this was discussed at EMG, where it was agreed that a 
letter would be drafted by H Ray to send to Local Authorities to make them 
aware of the impact the delay of providing this information was having.   
D Stephen confirmed that feedback around this would be reviewed at SIRG 
but agreed to also update the Committee on this. 
 
The Chair referred to another SI that had occurred as a result of a delay due 
to a crew being unable to locate a patient that was a student. The Chair 
enquired as to whether the Trust had followed this up with the Universities to 
get information on where student accommodation is located.  D Stephen 
confirmed that Universities had been contacted and agreed that this should 
also be followed up to gain assurance that the Universities had taken the 
recommended action.  
 
D Haworth added that the EOC had introduced ‘what three words’ into the 
command and control system which would hopefully alleviate individual  
location issues.  D Haworth explained that ‘what three words’ is mapped out 
internationally and is a useful addition in terms of identifying locations.    
D Haworth suggested that concerns about the gazetteer should be raised at 
the EOC Change Approval Board to provide assurance around this.   
The Chair requested D Stephen take an action to follow this up also.   
 
The Chair also noted the increase in incidents relating to equipment failure 
and asked if these were related to a particular piece of equipment.  D Stephen 
explained that some of these were related to Office equipment, apart from that 
the main theme identified was around blood glucose monitoring, but work is 
being carried out to address this.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

DS 
 
 
 
 
 
 
 

DS  
 
 
 
 
 
 
 
 

DS 
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The Chair thanked D Stephen for her update. 

   
8.1.2 Mock-up of Quality Dashboard and Development of IQPR  

 D Stephen presented the ‘Mock up’ of the Quality Dashboard and 
Development of IQPR which uses SPC methodology to clearly highlight 
variation and areas to be reported by exception. 
 
The metrics used are the proposed metrics that will feed through into the 
IQPR in terms of exception reporting to the Board. 
 
The Chair felt it was much clearer and better presented but felt it should 
include some national context of where the Trust ranks in terms of 
performance. 
 
The Vice Chair also praised the format but felt any special cause variation 
should include some narrative as to why this had been identified and 
details of plans to address this.  
 
K O’Brien explained that there were also plans to triangulate the data to 
connect performance, people, quality and finance. 
 
The Chair thanked D Stephen for the update. 

 

   
8.2 Medical Directorate Dashboard   

 Dr Beattie presented the new Medical Directorate Report which was in a new 
format.  
 
The new format adds additional value and detail capturing: ambulance clinical 
quality indicators,  clinical audit programme, learning from deaths, NICE 
guidelines, NHS Pathways: Health Advisor, NHS Pathways: Clinicians, 
Research & development, Paramedic pathfinder and Trauma.    
 
Dr Beattie asked the Committee to note the following areas of escalation: 
 
In terms of the ACQIs the ambulance scorecard RAG rating should be 
interpreted with caution. The STEMI average call to hospital times are not 
accurate and do not reflect local practice. 
 
Informatics are currently developing a clinical effectiveness dashboard which 
will allow us to report the previous months ACQI information which will reflect 
contemporaneous performance. The national performance could then be 
reported via the ambulance scorecard when the data is available 4-6 months 
later. 
 
For clinical audit, there is a risk of not achieving all the clinical audit projects 
due to 4 months being lost to Covid19 and staffing within the clinical audit 
team from December onwards. This will be evaluated at the end of quarter 2 
and an update provided. 
 
In terms of learning from deaths some duplication with the work carried out by 
CRG had been identified.  Previously if a case caused concern when 
reviewed, it would be passed to CRG, who would then review  the same 
information. Changes have been made to the learning from deaths review 
process, instead of reviewing information around all patients that die in the 
care of NEAS, the Team  will now monitor frequency and phases of care  
carrying out  deep dives into the different components.  Those cases that are 
a cause for concern will then be submitted for a full clinical review. 
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There were no escalations for NICE Guidelines, an action plan will be 
presented in September to Clinical Quality Development Forum to review the 
outstanding actions for guidance that are non-compliant with a view to making 
recommendations for outcomes to the Clinical Quality Governance Group. 
 
In terms of Pathways assurances can be provided through the significant 
proportion of Health Advisors who have achieved compliance, those who have 
not are being supported and monitored through the Call Auditing Performance 
Management Framework.  Dr Beattie asked the Committee  to note that we 
are currently non-compliant with the NHS Pathways end user license 
agreement which is listed on the organisational risk register – 409. 
 
D Stephen felt it was positive that agency clinicians have been included in 
audits, as there had been nervousness around the use of agency clinicians. 
 
The Vice Chair praised the report but felt in terms of NICE guidance, 
information should be included around the criticality of the non-compliant 
guidelines and whether these pose a risk to the organisation.   
 
D Haworth explained that CQDF had fully reviewed the NICE guidance on the 
9th September, therefore the number of  non-compliant guidelines would be 
dramatically reduced in the next report presented to the Committee.  
D Haworth agreed to feedback to S Woodhouse that going forward the report 
would need to include clarity around any risk associated with the outstanding 
non-complaint guidelines.  
 
The Chair thanked Dr Beattie for the insightful report and asked him to pass 
on the Committees gratitude to the Team that produced it.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

DH 

   
8.3 Performance Report   

 P Liversidge presented the report and asked that the Committee note the 
following: 
 

• Data remains draft at the time of submission and therefore subject 
to change 

• Response time performance has increased month on month from 
June across all categories, with only C1 and C4 targets achieved 
for August. This is linked to a reduction in vehicle hours, from both 
core rotas and third-party provision, with 95.7% of ORH re-review 
hours achieved in August, down from 98.4% in July 

• Vehicle availability has also been impacted through pressure at 
handover at James Cook and NSECH 

• See and Treat continues to show a positive comparison against 
historical performance of +3%, although this is continuing to 
reduce 

• Increases in calls offered to 111 has contributed to an increase in 
the abandonment rate and call answer performance. It is not yet 
possible to link this to the Talk Before You Walk pilot in the North 
ICP area 

• The number of clinical call-backs completed in 10 minutes 
continues to show improved performance compared to 2019/20 
data, however remains below the 50% target 

• The proportion of 111 calls with clinical input has reduced further 
to below 30%. This has been impacted by clinical activity for Out 
of Hours Speak to Primary Care call backs being undertaken by 
OOH providers as part of Talk Before You Walk, along with the 
continuation of the national CAS picking up Covid-19 clinical 
assessments 

• All Scheduled Care KPIs continue to be achieved 
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P Liversidge explained that as the new governance arrangements are starting 
to embed, the Performance Group is instrumental in ensuring operational 
performance is monitored.  In addition, whilst it is still under development the 
exception report will also assist in identifying key issues in terms of 
performance.  The exception report is due for review at both the Performance 
Committee and Finance Committee later in September.  
 
The Chair enquired as to what the actual performance percentage was for 
clinical call-backs. P Liversidge confirmed performance was just over 30% of 
achieving that 10-minute call back standard. 
 
The Chair enquired as to the reason behind the handover delays at JCUH and 
NSECH.  P Liversidge explained this was a result of testing for Covid-19 being 
carried out on patients, which is drastically slowing the admission process. 
Although there is work being undertaken to challenge both JCUH and NSECH 
around this. 
 
The Chair also noted the long waits in C4 and would like to know how long  
the longest wait in this category is.  The Chair questioned whether some 
patients in this category if waiting for an extremely long time could be in a 
scheduled care vehicle.  P Liversidge agreed to investigate how long the 
longest wait in the category was and provide an update at the next Committee 
meeting.   
 
The Vice Chair noted the dramatic drop in scheduled care activity and asked 
what members of the scheduled care staff are doing with the surplus time.   
P Liversidge felt it was worth noting that there were high levels of absence in 
scheduled care.  However, he expected to see a rise in activity due to the 
opening of the booking of appointments.  PTS have also been supporting the 
999 service in terms of delivery. 
 
The Chair thanked P Liversidge for the update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PL 
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8.4  Serious Incident Report   

 D Stephen presented the report which was provided for information noting the 
report contained data for July, and felt it was not contemporaneous, this was 
because the report could only be shared with the Committee once it had been 
through the internal governance process and reviewed at SIRG.  D Stephen 
asked the Chair for guidance on what the Committee would like in terms of 
reporting on SIs going forward, feeling that a discussion about July SI data, in 
September, may not provide the Committee with the insight required. 

The Chair felt assurance around the SI action plans and identification of 
themes and trends were what was required for the Committee  

S Rushbrooke felt going forward the Committee would benefit  from assurance 
around the outcome of investigations, so work needs to be undertaken to 
provide a report that provides this information.  S Rushbrooke agreed to add 
this to the agenda for the planning session herself and D Stephen were having 
on the 5th October and provide an update to the November Committee. 

The Chair suggested looking at what processes other ambulance Trusts have 
in place in terms of reporting on SIs to Committees.   

The Chair thanked D Stephen for the update and concluded that it was 
important that a method was developed to assure the Board of Director’s that 
the Trust is a learning organisation, that uses the intelligence gained from SI 
investigations. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
 
 
 
 

   
8.5 Learning from Deaths   

  Already discussed.  
   

8.6  111 Clinician Call Backs / Long Waits   
 P Liversidge explained the purpose of this report was to report on progress 

regarding clinician call back delays, further to this having been raised at the 
Committee in November 2019, whereby assurance around performance 
monitoring due to data equality issues was flagged as a risk. 
 
P Liversidge explained that there had been a review of the process relating to 
clinician call backs; calls are now streamed at an earlier point, and the staff 
are more proactive in pre-empting capacity issues before long waits occur. 
 
Performance for July demonstrates a marked improvement since March, 
although it is acknowledged that call volumes overall are reduced.  
 
Total volumes for Clinical Advisors from March to July increased by 8.9%, with 
the average call back time being 31.27% lower. 
 
Total volumes for other clinician call backs decreased by 24.43%, however 
the average call back was 75.98% lower for July. 
 
However, it should be noted that from September, changes to the clinician call 
back KPI have been agreed. The ten-minute call back has been replaced by 
the proportion of call backs by a clinician in an agreed timeframe.  This will 
continue to be monitored following changes to the KPI. 
 
P Liversidge discussed the difficulties experienced in terms of clinician 
recruitment. The recruitment of band 6 Clinical Advisors remains an issue and 
has an obvious effect on clinician call back times. However, staffing between 
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CAS and the Clinical Advisors are now managed as one body of staff, in that 
where staffing is reduced in one area, additional staff are brought in to 
compensate.   
 
The Chair suggested one way to address the backlog of call backs in 111 may 
be to explore whether a scheduled telephone advice service could be set up 
on the directory of services within 111, where low acuity calls could receive a 
scheduled call back, which would move the call out of the 111 performance. 
P Liversidge agreed to explore whether this would be a possibility and provide 
an update at the next meeting. 
 
The Chair thanked P Liversidge for what was a really useful deep dive into 
111 clinician call backs and long waits.  The Chair felt it would be good to 
triangulate whether delays within the 111 service have had an impact on 
patient safety and experience. 

 
 
 
 
 
 
 

PL 

8.7 Quality Priorities   
 D Stephen explained that a meeting of the Quality Report Task and Finish 

Group met on the 18th February 2020 and reviewed the following potential 
quality priorities: 
 

• Implementing a just and restorative culture across the organisation, 
building on the work undertaken in 2019/20 (Patient Safety)  

• Improving cardiac arrest outcomes, building on the work undertaken 
in 2019/20 (Clinical Effectiveness)  

• Improving end of life care ( Patient Experience)  
 
The above quality priorities were agreed internally at the Quality Committee, 
however, limited external consultation had taken place when work relating to 
this ceased in order to focus our response to the emerging Covid-19 
pandemic.  
 
Guidance was received from NHS Improvement which initially stated a quality 
report would not be required for 2019/20 however, in May 2020 it was 
determined that the report was required, though submission of the approved 
report externally had been deferred until December 2020.  In light of this 
further discussions were held internally regarding the challenge of 
implementing the patient safety quality priority relating to Just and Restorative 
Culture. It was therefore proposed that this would be replaced with managing 
patient deterioration in the EOC. This had already been scoped out and 
reviewed, however, spanned both EOC and frontline crews. It has been 
refocused on the EOC in light of patient safety incidents, including a serious 
incident reported in January 2020. 
 
A Task and Finish Group has been set up consisting of the Patient Safety 
team, Patient Experience team, Clinical audit team, CAS Call Taking 
Dispatch,  EOC Systems Team and EOC Head of Clinical Governance and 
Safety to progress this workstream. 
 
A  plan on a page has been developed for managing the deteriorating patient; 
from the moment the call is received, until a crew member arrives on scene. 
 
D Stephen took the Committee through the Cardiac Arrest quality priority, 
providing details of the initiatives and the progress made to implement these.  
 
D Stephen took the Committee through the Recognising and Improving End 
of Life Care quality, providing details of the initiatives and the progress made 
to implement these.  D Stephen felt it was pleasing to note that the EOL Care 
Team have had an article published in the Nursing Times in June 2020 about 
the service and have been shortlisted for a Nursing Times Award. 
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D Stephen concluded the update by asking the Quality Committee whether it 
was happy to support managing the deteriorating patient as a quality priority. 
 
The Chair was fully supportive of managing the deteriorating patient as a 
quality priority and welcomed comments and thoughts from the other 
Committee members.  
 
The Vice Chair agreed and was also fully supportive and praised the work that 
had already been undertaken with the plan on the page.  The Vice Chair 
shared with members information about a regional group coordinated by the 
Academic Health Sciences Network that focused on managing patient 
deterioration.  D Haworth confirmed he was a member of this group. 
 
The Committee approved managing the deteriorating patient as a quality 
priority.  

   
8.8  Incident Reporting in line with National Patient Safety Strategy Audit 

Report  
 

 This item was deferred.  
   

9 Annual Reports   
9.1  Infection Prevention Control Annual Report   

 D Stephen introduced the report but pointed out it had not yet been through 
the formal governance process and reviewed by CQGG. 
 
D Stephen took the Committee through some of the key highlights, that had 
not already been discussed noting it had been an extremely challenging year 
to deliver the IPC annual work programme and annual audit plan. 
 
In terms of audit assurance; in 2019 -20 Clinical Care Managers completed 
519 IPC observational practice audits and reported 97% compliance with the 
5 moments of hand hygiene and 96% compliance with Aseptic Non-Touch 
Technique during Intravenous cannulation providing excellent IPC assurance. 
 
Station Support Officers completed 383 station cleanliness audits reporting 
good assurance of cleanliness and clinical waste management.  Scheduled 
Care Team Managers reported 96% vehicle cleanliness and 99% of staff 
complaint with BBE.   
 
The IPC team have worked across the whole region conducting verification 
audits including 55 station reporting 86% compliance and 196 vehicles audits 
reporting 84% compliance.   
 
In terms of cleanliness, the IPC team commenced Adenosine Triphosphate  
(ATP) swabbing of vehicles in 2019 as a means of monitoring cleanliness and 
have continued to work closely with vehicle and station cleaning contractors 
to ensure NEAS premises and vehicles reflect NHS Standards of Cleanliness. 
 
From a training and education perspective IPC Level 1 e-Learning compliance 
has improved to 97%.  Level 2 has increased to 81%, but this remains below 
the required level of 85% compliance required by the Trust.  Antimicrobial 
Resistance (AMR) e-learning was opened to operational staff and a 90% 
compliance was achieved in 2019/20. 
 
IPC have completed a Hygiene Code Self - Assessment in December 2019 
with compliance at 82% and developed an action plan to address areas 
identified, which was presented to Quality Governance Group in February 
2020. 
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D Stephen apologised for the late circulation of the report and appreciated 
that Committee members may like to take some additional time outside of the 
meeting to digest the information and provide comments and feedback to her 
via email. 
 
The Chair referred to the action plan, where actions that have been 
outstanding for quite some time have “o-going” marked as a milestone for 
delivery.  The Chair felt this should  be reviewed with new target dates for 
completion added and some narrative around the measures to be taken to get 
the action back on target for delivery.  D Stephen explained that the IPC 
Manager had been away from the organisation for a significant period of time 
as a result of sickness absence, which had resulted in delays to the 
completion of some of the actions within the plan.  However, D Stephen 
agreed to include better detail in the plan around the measures taken to get 
actions back on track. 
 
The Chair also made reference to poor compliance in terms of gloves and 
apron usage.  D Stephen explained that plans had been in place for a ‘gloves 
off’ campaign to be launched but this was delayed due to the absence of the 
IPC Manager.  D Stephen felt this work had been superseded by Covid-19. 
Managing of PPE is no longer an issue, due to education and support around 
PPE requirements developed and embedded in response to the pandemic. 
 
The Chair thanked D Stephen for the update and felt it was important to get 
the assurance around IPC and understanding that staff have been protected 
during Covid-19. 

   
9.2  Annual Learning Report   

  This item was deferred.  
   

10 GOVERNANCE  
10.1  External Review and Reg 28’s (if any)  

 There were no Reg 28s to review on this occasion.  
   

10.2 Internal Audit Reports – 
 
D Stephen provided an update and explained that this had been discussed at 
EMG and shared details around some of the mechanisms that were in place 
for monitoring the completion of actions within timescale. 
 
The Chair thanked D Stephen for the update and explained that oversight of 
internal audit actions relating to the Quality Committee was required.  The 
Chair went onto explain that when the Committee receives an internal audit 
report, it is only sighted on the initial action plan, at which point some actions 
are closed, but often some cations are not closed and stay open.  Because 
this plan is only seen once by the Committee, there is no assurance as to 
whether these actions are closed out in a timely way  Therefore, the Chair 
suggested a 6 monthly review, to take stock of the status of actions relating 
to internal audit reports   The Chair suggested linking with the Audit 
Committee to establish what mechanisms are in place to monitor internal 
audit.  The Chair felt sure that the Audit Committee would use a tracker to 
monitor internal audit actions and suggested a sub-set of this tracker could be 
used by the Quality Committee to monitor relevant actions 
 
The Chair asked members to give more consideration to how assurance could 
be  provided to the Committee around internal audit actions and provide an 
update at the next meeting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All 
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10.3 Summary of Assurances Gained  

 The Chair felt the Committee had been provided with assurance around the 
safety of staff from the annual IPC report.  In addition, the positive feedback 
from the CQC around IPC was also noted. 
 
The report around clinician call backs and long waits and the action taken also 
provided assurance. 
 
The EOC use of ‘what three words’ was noted as positive assurance. 
 
The implementation of Steri-7 in a response to staff welfare was also noted. 
 
Finally, the resumption of the teams within the Medical Directorate and the 
return to BAU work  was noted.  

 

   
10.4 Risks identified during the meeting  

 It was felt the capacity issues within the IPC Team were a potential issue.  
However, there was assurance that this would be escalated to the Board of 
Directors. 
 
The risk to mental health funding was also noted. 
 
Data presentation continues to be an area of risk for the Trust. 

HS 

   
10.5 Board Assurance Framework  

 There were no changes to the BAF or ORR.  
   

10.6 What have we learnt from the meeting:  
 The Committee again noted the hard work of all Teams who were still 

confronting the challenges of Covid-19 and was pleased to note the 
resumption BAU activity. 

 

   
10.7  Referrals / Escalations to other Committees / Executive Team  

 The Chair will raise the concerns about the capacity issues within the IPC 
Team at the Board of Directors. 

 

   
10.8  Items to be added to the next agenda or CoB  

  
Annual Learning Report  
 
Incident Reporting in line with National Patient Safety Strategy Audit Report 
 
Process for monitoring internal Audit Action Plans  
 
Items on the Cycle of Business to be reviewed  

 

   
10.12 Any other business  

 None  
   

11 FOR INFORMATION  
  

 

11.1 Minutes from Serious Incident Review Group  
 The Committee received the minutes from the Serious Incident Review Group 

for information. 
 

   
 Date and time of next meeting: 

Thursday 12th November, 09:30 via Teams 
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MINUTES OF MEETING 
 

Meeting: People and Development Committee  

Details:  Wednesday 16th September 2020, 13:00, Microsoft Teams.  

Present: C Peacock, Non-Executive Director (Chair) (CP) 
J Marshall, Non-Executive Director (Vice Chair) (JM) 
K O’Brien, Director of People and Development (KOB) 
P L Liversidge, Chief Operating Officer / Deputy Chief Executive (PLL) 
M Beattie, Medical Director (MB) 
J Boyle, Trust Secretary (JB) 
K Gardner, Head of Workforce Development (KG) 
L Ellison, Occupational Health Manager (LE) 
G Knight, Strategic Organisational Development Lead (GK) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In Attendance:  D Walker, Clinical Care Assistant (DW) 
L Wardle, HR Business Partner (LW) 

 

Minute-taker: Abbie Snowball, PA to Director of People and Development (AS) 

 
 

No Item 
 

Action by 

1.  Welcome & Apologies  

 CP opened the meeting and welcomed all in attendance.   
 
Apologies were received from: 

➢ Sarah Rushbrooke, Director of Quality, Patient Safety, Improvement and Innovation.  

 

   

2.  Declarations of interest  

 J Marshall declared his interest as Director and J Boyle as Trust Secretary of the Trust’s 
subsidiary company, NEASUS (North East Ambulance Service Unified Solutions). 

 

   

3.  Minutes of the Previous Meeting  

 The Minutes were agreed as an accurate record.    

   

4.  Matters Arising  

 KOB provided an update regarding Violence & Aggression, on page 6 of the previous meeting 
minutes.  KOB advised the Trust Board requested this Committee had oversight of the Staff 
Safety Task and Finish Group that has been set-up and therefore the Register of Actions had 
been included with the papers for this Committee for information only. She further added there 
was a lot of activity and engagement from the Group and suggested that a report was presented 
at the next People and Development Committee to give assurance on the outcomes of this work.  
 
JM echoed it was encouraging to see the good thinking and practical steps the Trust was taking 
to analyse all components.  
 

 

   

5.  Register of Actions 
 

 

 ➢ Action 247 – KOB confirmed she had a conversation with Kevin Scollay regarding the 
Equality and Diversity issues related to procurement. She added that a meeting had 
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been arranged to take place on the 29th September 2020 and would report back at the 
People and Development Committee in November.  
 

➢ Action 266 – KOB requested this was discussed under Agenda item 9.0 and could be 
closed.  
 

➢ Action 267 – KOB confirmed that safeguarding in employee relations cases was being 
worked through by the DBS Task and Finish Group. It was agreed the action would be 
closed and monitored through the Task and Finish Group.  
 

➢ Action 268 – KOB requested that this action was deferred until the November People 
and Development Committee, due to time constraints.  
 

➢ Action 269 – KOB requested that this was discussed under Agenda item 9.0 and could 
be closed. 

 
   

6.  Listening to our People  

 CP welcomed DW and LW, and thanked both for joining.  
 
LW introduced DW and explained they were both sharing an overview of how COVID had 
impacted upon them, specifically in relation to shielding.  
 
DW explained his experience of shielding had been difficult at first as he had not had an official 
diagnosis which would warrant the need to shield, however this was recommended by the 
Occupational Health department.  He added it was difficult adjusting to being at home, and that 
he felt guilty as a CCA that his colleagues were on the frontline dealing with the challenging 
issues of the pandemic.  
 
CP asked DW how he made the adjustment.  In response DW explained he was completing a 
Level 3 diploma which had kept his mind busy.  He added he was anxious when coming back to 
work, as COVID-19 was still in the community, although in small numbers. DW explained the 
PPE had positively helped and made it more comfortable and reassuring.  
 
LW felt that when the COVID-19 pandemic first hit the UK and the government advised those 
individuals considered vulnerable to shield, the Trust made the decision to move rapidly as there 
were many staff members who fell into this category.  LW added it was important for the Trust to 
communicate the expectations with Managers, and one of those expectations was to have 
regular contact with staff, via welfare calls.  She shared a story of where a line manager had 
chosen to visit a team member in their garden to ensure they did not feel isolated.  LW confirmed 
that when the shielding period extended, the Trust recognised it could have been more prepared 
and on reflection it would have been useful to look at a more home working opportunities for 
those staff members.  LW explained that once the Trust knew shielding staff members were 
safely able to return to work, it was important to communicate with those individuals to 
understand any reservations they had.  
 
DW echoed LW’s comments and confirmed he had excellent support, regular contact with 
Occupational Health colleagues and his CCM and on returning to work he was well supported.  
He felt there could have been a home working opportunity for him as he had previously been 
based in the EOC and was Pathways trained.  DW explained that following feedback from 
colleagues in other clusters they felt they had not been provided with the same level of support. 
This was identified as a learning opportunity for the Trust.  
 
LE informed the Committee whilst the pandemic had been extremely challenging, it had also 
highlighted a number of positives such as good team working under extreme pressures which LE 
felt was essential as an emergency service.  LE added she was proud to be a part of the NEAS 
team.  
 
MB added that he would like the Trust to further explore home working opportunities and not 
have staff members working in silo.  He felt it would be worthwhile the Trust exploring what staff 
members could do and utilise them.  
 
KOB asked DW if he had any questions he wished to ask the Committee and if there was a 
second spike how it would make him feel. DW explained he would find a second wave personally 
challenging and asked if the Trust would follow the national guidance. KOB confirmed the Trust 
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would continue to follow the national guidance.  KOB requested that LW collect shielding staff 
member’s views on whether they would be able to work in an alternate role from home. 
 
CP thanked DW and LW for attending the Committee and sharing their stories and views and 
highlighted it was reassuring to see DW benefiting from the support the Trust provided.  

   

7.  Health Education England Continuous Professional Development Plan  

 KG informed the Committee this report was a result of the Trust receiving funds nationally for 
CPD.  KG explained the Trust was provided with £330.00 per person per year which could be 
used across a number of programmes for registered healthcare professionals. KG highlighted 
that CPD had been paused throughout the COVID-19 pandemic and the Trust may now struggle 
to meet the demand.   
 
KG explained that as the Trust is not aware of what staff would request prospectively, Health 
Education England had agreed that 50% funding would be received upfront and the remainder 
would be claimed for as the requests from individuals were received.  She added that a Training 
Needs Analysis (TNA) was being developed with the help of GK following on from the new 
appraisal launch to easily identify requests and a new comprehensive prospectus was being 
developed to work alongside the training needs analysis.  
 
CP thanked KG for the update and felt it was important to triangulate this with the training needs 
analysis and appraisals.  
 
KG explained in future she would like to share this information through the annual education 
report.  KG requested that this report be moved from November 2020 to May 2021 to allow a 
report on the full financial year. The Committee was happy to support this decision, on the basis 
the first report covered an 18-month period.  
 
The Committee accepted the report for information and looked forward to receiving more detail in 
future.  

 

   

8.  Staff Flu Vaccination Plan for 2020/21  

 LE introduced the report and requested the Committee noted the following highlights;  

• the Flu Clinics would run in a similar format to the COVID-19 antibody testing aross6 
days a week from 07:00-22:00 

• Some of the clinics would be a ‘drive through’ with staff members putting their arm out of 
the vehicle window. the vaccines had been ordered in early 2020 however, due to the 
greater interest of protecting the public, this could be delayed, and extra orders of 
vaccines had been made.  She further added that vaccines would be offered to frontline 
staff members first, with support services staff being offered later in the second phase. 
 

• There is a target of 100% for all staff to be offered the vaccine, with a target of 85% to 
vaccinate frontline workers.  KOB added the target was not finance-related this year as 
CQUIN was paused.  

 
LE explained there was a full communication plan and the Trust would be using the ‘Get a Jab 
give a Jab’ Unicef scheme again this year as well as a strapline of ‘#show us your arm’.  
 
JM suggested the Trust considered contacting UNICEF and promoting the impact the Trust had 
achieved in 2019.  
 
KOB wished to thank the Flu Project team for pulling this plan together so promptly and under 
the current pressures. It was highlighted thatthe NHS England checklist provided assurance all 
steps were in place and KOB suggested the Trust Board could delegate authority to this 
Committee to sign-off.  
 
The Committee was comfortable to approve the checklist and CP and JM would provide the 
Board with the assurance that the Committee had sign-off the document.  

 

   

9.  Workforce Metrics Report  

 KOB introduced the item and explained that progress had been made with the workforce metrics 
report however further work was still to be completed.  
 
The following points were highlighted in the report:  
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➢ Staffing had increased in line with the current workforce plan.  
➢ Turnover had reduced.  
➢ Bank and Voluntary Staff had not continued to rise due to previous increases specific to 

COVID-19.  
➢ KOB explained there was work to be done around reasons for staff members leaving the 

organisation and she was keen to undertake a deep-dive exercise to gain a better 
understanding of the reasons rather than redesign an exit interview process.  

➢ The Workforce Plan was being recreated with line managers beginning to understand, 
own and influence this. 

➢ Sickness absence had increased however, the Trust was above target without COVID 
related absence.  It was highlighted that once the new policy was in place this would 
allow the Trust to manage this more effectively.  KOB added that different areas of the 
Trust had seen a spike in absence due to COVID at different time with EOC at its lowest 
in April and May.  

➢ DBS checks showed the correct people had been subjected to a check with a small 
number of staff awaiting their check to be input.  

➢ Professional registrations were up-to date, except for a bank nurse who is likely to be 
removed from ESR due to their registration having expired. 

➢ It was confirmed there was 113 individuals in the organisation with a positive DBS 
disclosure, with 1 person in the recruitment stage/awaiting a risk assessment.  

➢ Work was being undertaken to move from a spreadsheet tracker to ESR for the 
employee relations data.  KOB added the tribunal data would be shared confidentially 
with the Non-Executive Directors in advance of a tribunal.  

➢ Appraisals were a challenge for the Trust as ride-outs had been cancelled in Operations 
due to COVID however, the Trust was re-starting this work, alongside the improvement 
to the appraisal documentation in order to support the increase of compliance. KG 
added that the training administration team was working with the Workforce Information 
team to support managers in updating appraisals themselves through ESR. A 
wellbeing/appraisal conversation had been revised for bank staff.  

➢ Statutory and Mandatory Training had recommenced after the pause during COVID-19. 
It was noted that Information Governance training was important to comply with by 30th 
September 2020 due to the IG toolkit and focus and attention would be placed on this 
area.   

 
PLL suggested that the Workforce Plan data should be split between North and South clusters. 
KG in response confirmed this was something the new task and finish group was focusing on 
and the operational managers were working with finance and People & Development to build it 
up.   
 
CP highlighted there were a lot of unknown reasons in the absence data and queried if there 
was anything that could be done to improve the data. KOB in response confirmed that the field 
cannot be removed from ESR however, this could be re-evaluated with line managers to request 
better entry in the First Care system. 
 
It was confirmed that the COVID-19 absence figure was included in the absence graphs but it is 
not one of the ‘top ten’ reasons as it was mainly short-term absences.  
 
JM queried if appraisals were taking place virtually.  KG in response confirmed they were 
however it was more difficult for frontline staff.  
 
KOB requested that the bank staff appraisal data was included in the report but not the overall 
figure.  
 
CP noted that the Trust was only marginally behind the Statutory and Mandatory training target 
however it was unlikely the IG target of 95% would be achieved. KG confirmed individual pushes 
were being made around IG training, and she was confident the current position would be 
improved now the face-to-face training had re-commenced. KOB requested that KG provide a 
plan of where the Trust will be by 30th November if there are no further pauses, for the next 
People and Development Committee.  
 
CP thanked the team for the clear and concise report, and accepted the progress made. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

K Gardner  

   

10.  Occupational Health and Wellbeing – 6 Monthly Assurance Report  

 LE introduced the item and explained this  provided an overview of the activity within the  
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Occupational Health department between January 2020 – August 2020.  She informed the 
department had maintained business as usual throughout the COVID-19 pandemic.  
 
LE provided an overview of the report, including the following highlights: 

• The Occupational Health department completed pre-employment health checks 
on a large number of COVID-19 volunteers in a short space of time.  

• March 2020 saw a peak of 95 referrals into the department.  

• The Occupational Health department supported shielding members of staff, 
whilst off, and coming back to work.  

• There was no significant increase in mental health cases. LE believed this was 
due to the support from the Help Hub which was launched and the wealth of 
support from other organisations with free phone numbers.  

• Counselling had been maintained, either face to face or via Zoom.  

• Over 2000 members of staff had been tested for the COVID-19 antibodies.  
 
Noting one of the top ten reasons for absence was related to Musculo-skeletal problems, CP 
queried how this translated to the Occupational Health team. LE explained it was not always 
reflective as sometimes an MSK complaint is a symptom of another underlying problem.  
 
KOB explained this report was useful to demonstrate oversight against SEQOHS standards and 
in the future qualitative information would also be included. 
 
CP advised the business case for a staff mental health practitioner had been ongoing for a 
period of time. KOB advised the People Group intended to revisit the Trust’s mental health 
activities. CP thanked LE and her team for the hard and persevering work over the course of the 
pandemic.   

   

11. Policy Position  

 KOB provided a high-level oversight of the current position of the people policies and noted there 
had been significant progress with 12 policies being presented at JCC on 22nd September 2020, 
which had already been approved at the JCC Policy Sub Group.  
 
KOB highlighted the following points:  
 

• The Voluntary Overtime Policy has incorporated learning from an inquest which had 
resulted in more checks being added into the process.  

• The Disciplinary Policy had been subject to a review however she had agreed with 
Trade Union representatives that more work will be undertaken.  

• Probationary Policy - it was hoped this new policy would provide a streamlined 
management process if required.  

• Recruitment Policy - it was noted that Nicola Couley, Recruitment Business Partner had 
excelled in making the necessary amendments and being able to pass this through the 
JCC Policy Sub Group in a short period of time.   

• Relocation Policy - it was highlighted that the relocation expense had been reduced from 
£8000 to £4000, following an exercise that concluded the value did not impact on people 
wishing to join the Trust. 

 
JM and CP thanked KOB and the team for the work involved in the policies.   

 

   

12. Any Other Business  

 No other business was raised.   

   

13.  Board Assurance Framework  

 JB noted that the recommendation from Internal Audit was to include actions, owners and 
timescales wherever an item was partially assured.  She confirmed work was underway to align 
the Board Assurance Framework with the new Committee structure and updated Cycle of 
Business.  
 
CP thanked JB for the recommendation and noted the following changes should be made:  
 

• The Workforce Metrics Report had improved however it was work in progress and the 
action is to be  completed by the People and Development Committee meeting 
scheduled in November.  
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• Remove reference to the Organisational Development Group and replace with the 
People Group. 

• Remove reference to the Health and Wellbeing Working Group and replace with the 
People Group. 

• Remove reference to the Workforce Strategy Group and replace with the People Group.  

• In respect of the National Workforce Safeguards KOB highlighted she intends for the 
requirements to be included within the workforce metrics however, it was noted this 
would take time to progress.  

• In respect of the Staff Survey Action Plan - KOB highlighted the 2019/20 results would 
be combined with the 2020 staff survey actions however, a control should be added to 
reflect the People Pulse.  

• In respect of the impact from COVID-19, it was explained this had filtered from the 
Organisational Risk Register and could not be changed.  

• The IQPR was not relevant and could be removed due to the Workforce Metrics 
providing the data.  

• Assurances could be added in relation to health and wellbeing with the Flu plan, and 
Occupational Health being received today. 
 

KOB confirmed there were a number of amendments she wanted to make however there was 
not a mechanism to do so at present.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

J Boyle / 

K O’Brien 

 

   

14. Review of Meeting  

 KOB asked members for their thoughts and opinions on the first employee story. JM stated he 
felt it had worked well and provided an opportunity to ask follow-up questions however he  
understood that staff members may feel nervous.  
 
CP echoed JM thoughts and added she felt it was the right balance with LW being present and 
hearing and understanding her perspective, as well as the staff members.  

 

   

15. Date & Time of the next meeting:  

 18th November 2020, 13:00-15:00 Fulbeck Room  
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