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• 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.  

 

Lessons learned:  

• 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. 

 

Quality Improvement Strategy Implementation 

 

In 2019/20 we have continued to build on our Quality Improvement (QI) Strategy which was introduced in 

the previous year.  We have recruited to a permanent QI Manager post to lead the day to day work and 

embedding of a QI approach. 

 

 

In April 2019 a short introduction to QI was included in statutory 

and mandatory training for the year to support understanding 

across the Trust.  An introduction to QI is also now delivered 

as part of our induction day for new starters.  Delivery of QI to 

managers has continued through the Compass Programme 

where a day’s training is provided on tools, techniques and 

creating the right conditions. A summary booklet has also been 

developed and is provided to all staff undertaking induction or 

a QI course. 

 

As part of developing capability in the Trust, 16 staff, primarily from front line operational roles, 

undertook the NHS I/E Quality, Service Improvement and Redesign (QSIR) course.  Over 5 days they 

were taken through the principles and key tools of this methodology.  On returning to the Trust, we have 

worked with this cohort to help them implement their learning and take on small improvements to build 
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on their knowledge and skills.  It is aimed for these individuals to support learning and embedding a QI 

approach in their areas over the coming years. 

   

A QI virtual hub is under development with the first stage being new pages as part of the new Siren 

intranet launch.  Key tools are available on the site and it will be used for sharing success stories and 

learning.  A new improvement booklet was also launched detailing key deliveries during 2018/19 which 

is available online. 

 

During 2019/20 we have seen some improvement deliveries completed.  One of the QSIR graduates 

has reviewed the process of recording manning for each shift pattern in the Emergency Operations 

Centre and by making changes this has saved approx. 2 hours per shift (4 hours a day) which has made 

a significant difference.   

 

We have reviewed our refurbishment programme for our ambulances and made changes based on 

quality and cost findings.   

 

NEAS’s Hazardous Area Response Team (HART) are now able to complete their drugs audits on a new 

system which has included improvements in reporting and efficiency.  

 

Significant progress has been made on raising awareness of frequent callers and special patient notes 

with a further stage of work now being introduced.   

 

We have also undertaken several ‘Joy In Work’ sessions aimed at improving team and department 

culture. 

 

As part on our ongoing development of the QI programme, NEAS is involved in regional and national 

networks with both ambulance partners and the other sectors.  The Northern Ambulance Alliance, with 

Yorkshire, North West and East Midlands Ambulance Services, has a QI workstream which is looking at 

training, collaborative working and staff engagement. 

 

We attend the Academic Health Science Network North East and Cumbria regional group which is 

currently focusing on self-sufficiency in local training.   

We are part of, and a co-lead of the national Ambulance Q network and are also still involved in the NHS 

Horizons Project A work.  We have also provided buddying to Northern Ireland Ambulance Service QI 

team in setting up their structure. 

 

Global Digital Exemplar programme 

 

In 2017 NEAS was chosen as one of three ambulance services to join the Global Digital Exemplar programme 

in recognition of its track record of digital delivery. We have been at the forefront of developing technological 

solutions to support the advancement of urgent and emergency care over some years.  
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The programme, beginning in March 2018, has provided funding which NEAS will match with the aim of joining 

up and digitalising health systems to provide clinicians with more timely access to accurate information and 

support service change.  

 

A number of projects have been completed between April 2019 and March 2020, which include: 

• Improving access to shared local and national systems to better support patient care by enhancing 

clinical decision making and allow for a seamless onward handover to other parts of the health system 

such as NHS Number matching in 999 and in our electronic patient care 

• Expanding the Directory of Services central directory, which was available only in the Emergency 

Operations Centre (EOC), to frontline staff providing real time information about services available to 

support patients; 

• Developing a way for frontline crews to seek advice from clinicians within the EOC via video link, which 

could be further expanded to care homes and potentially the public; 

• Developing a better way of ambulance systems digitally passing patient information to primary care 

systems through the Transfer of Care project and DOCMAN system; 

• Expanding the successful Pathfinder service, trialled in Sunderland, which allows clinicians to safely 

refer suitable patients to alternative services other than A&E departments, and developing software 

which is adaptable for other ambulance services; 

• Improving technology to enhance CPR feedback and better manage cardiac patients; 

• Improving information sharing internally around Trust-wide and personal performance to better 

empower and engage employees; with the introduction of our new social media platform; and  

• Embedding the CARE app for clinicians to be able to measure the impact their care has made on 

patients.  

 

Friends and Family feedback 

 

We collect data on patients’ experience of using our services.  

These can help us to understand: 

 

• What we are doing well and areas for improvement. 

• How we can improve services to better meet the needs of our 

patients 

• How our services are affected by external pressures such as 

weather and increased demand 

• Help give commissioners, CCQ, HealthWatch and our Board 

assurance 

 

The data we collect is regularly reported to patients, a range of 

stakeholders, staff, managers and the Board for information, 

assurance and action. 

The data is considered by managers and used to improve our 

services.  We also develop ‘you said we did’ information 

highlighting what we have done with the data. 

We currently have surveys covering: 

• 111 

• Unscheduled Care (see and treat) 

• Scheduled Care  
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In 2019/20 94.9% of people surveyed said they would recommend our service to family and friends, which 

is a 5.9% increase from the previous year. 

 

111 Service 

% patients who are likely or extremely likely to recommend us to friends or family 

Financial Year Total responses received % patients who would recommend the 

service ‘likely’ and ‘extremely likely’ 

responses 

2017/18 1015 87.8% 

2018/19 1120 87.2% 

2019/20 739* 88.9% 

*Surveying was not undertaken in June / July 2020 

 

Emergency Care Service (see and treat) 

% patients who are likely or extremely likely to recommend us to friends or family 

Financial Year Total responses received % patients who would recommend the 

service ‘likely’ and ‘extremely likely’ 

responses  

2017/18 1726 97.2% 

2018/19 1825 98.1% 

2019/20 1,634 97.7% 

 

Patient Transport Service 

% patients who are likely or extremely likely to recommend us to friends or family 

Financial Year Total responses received % patients who would recommend the 

service ‘likely’ and ‘extremely likely’ 

responses 

2017/18 1493 95.8% 

2018/19 944 95.6% 

2019/20 190 94.2% 

 



Page 49 of 99 
 
 

We have noted a significant decline in the number of surveys conducted in our patient transport service and 

have undertaken a review of how we shall conduct the surveys from April 2020. 

 

Monitoring of Friends and Family survey results is conducted via the Trust’s governance structure and ultimately 

into the Trust’s Board of Directors via the quality dashboard.  

 

Engagement with our community 

 

We have undertaken a significant amount of patient engagement over the last 12 months:  

• 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 

 

 

  

Freedom to Speak Up 

We continued to promote Freedom to Speak Up and the role of the Freedom to Speak Up Guardian to 

staff across the Trust during 2019/20. During the year the Guardian received nine concerns, which was 

an increase on the previous year’s figure of three.  
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Most cases raised concerns about staff behaviour, primarily relating to individual staff members. Two 

cases included broader concerns about cultural issues in relation to bullying and harassment. The 

Freedom to Speak Up Guardian will be working with colleagues in the Directorate of People and 

Development to help inform work in addressing behavioural issues. 

 

Only minimal patient safety issues were raised through Freedom to Speak Up and where this had 

occurred, there was immediate escalation and investigation to identify and act on potential risks. 

 

In some cases it was concluded that there was no case to answer and the person raising the concern 

received feedback to explain the outcome of the investigation. In other cases elements of the concerns 

were upheld and this resulted in recommendations being made to either strengthen a process / policy or 

to support an individual in improving their competency or management skills. 

 

The Trust was named by the National Guardian’s Office as one of the most improved trusts in respect of 

its score on the national Freedom to Speak Up index. The index was developed using the NHS staff survey 

results from 2018/19. 

 

It is recognised that Freedom to Speak Up is only one mechanism for raising concerns within the Trust. 

The Trust is also a high reporter of incidents, which again provides assurance that staff feel confident in 

reporting issues through the formal incident reporting channels. 

 

Staff survey evidence indicates that 67% of staff would feel secure in raising concerns about unsafe clinical 

practice. This is a slight decline from last year’s result of 73% but remains higher than the sector average. 

In addition, 95.9% of respondents confirmed that they would know how to report unsafe clinical 

practice.  There is scope for further improvement in some areas with 55% of staff being assured that the 

Trust takes action to ensure that where errors, near misses or incidents are reported they do not happen 

again. The Guardian will be reviewing the breakdown of the survey results in more detail to inform the 

work for 2020/21. 

 

The Workforce Committee and Board of Directors have been apprised of Freedom to Speak Up activity 

during the year. The Guardian has provided briefings on emerging National Guardian’s Office publications 

and best practice. The Guardian and Freedom to Speak Up Executive Lead jointly delivered training to 

the Board as part of a Board development session.  
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Part 3: Overview of quality of care in 2019/20 

 
 

Care Quality Commission (CQC) 

 

The Care Quality Commission are the regulators of our services and can undertake announced or 

unannounced inspections of any or all of our services at any time. 

 

The Trust was not subject to a full inspection during 2019/20 and this section therefore refers to the most 

recent inspections. The Trust was subject to an announced Well Led Inspection by the CQC in October 

2018 and the outcome was as follows: 

 

 

 

In addition, as part of its regulatory regime, NEAS was also subject to an Unannounced Inspection during 

September 2018. The two core services inspected were the Emergency Operations Centre and our 

NHS111 Service. The outcome of this inspection was as follows: 

 
 

The Emergency Operations Centre had significantly improved from the 2016 CQC inspection by being 

awarded with a ‘Good’ rating within the Well Led Domain and subsequently a ‘Good’ rating overall. 

 

The NHS111 service retained its previous rating (2016) of ‘Good’ overall and ‘Good’ within each of the 

five domains. 
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The CQC issued the Trust with two Requirement Notices: 

 

➢ Regulation 12 Health and Social Care Act 2014 – Safe Care and Treatment 

➢ Regulation 18 Health and Social Care Act 2014 – Staffing 

 

The Trust developed an improvement action plan in response to the areas identified by the CQC and this 

is closely monitored by the CQC for completion and close out. 

 

An unannounced responsive inspection of the Emergency Operations Centre was carried out by the CQC 

on Monday 3rd June 2019.  This was in relation to a patient safety concern that they had directly received 

and which related to the management of medicines, staff competencies, inappropriate triaging, training 

and poor culture.     

 

The final CQC report noted that the allegations made to the CQC were unfounded.  The responsive 

inspection provided assurance that the service was safe, effective and well-led. 

 

During this inspection the CQC Team found: 

 

➢ Medicines were managed in line with the Trust’s medicines policy. 

➢ Systems were in place to access and monitor each training module and identify any themes or 

trends relating to training attendance. The training system followed a RAG (red, amber, green) 

coding system to highlight training that was completed, due or overdue. This allowed the Trust 

good oversight of training compliance and no issues were found. 

➢ They found that 80% of all call handlers were dual trained and could work with both 111 and 999 

calls. Staff operated on the basis that no matter what number the public called, they would be 

treated according to the most appropriate pathway. 

➢ There were call audits undertaken to monitor the 111 service and the 999 service. The Trust was 

about to commence call audits for advanced practitioner and doctors’ clinical advice calls through 

a monitoring tool. 

➢ Appropriate induction and assessment processes were in place. 

➢ There were processes in place to monitor competencies and to address competency failings if 

they occurred. 

➢ North East Ambulance Service had created standards and competencies for advanced 

practitioners. 

➢ Staff told the CQC inspection team that the culture within the Emergency Operation Centre was 

very good and supportive. 

➢ The inspection team were advised that culture checks were undertaken through the annual staff 

survey and quarterly listening events were in place. Nothing of concern was highlighted by 

managers or staff within the service. 

➢ The Trust had recent instances of bullying and harassment. However, the inspection team 

observed that the Trust had dealt with these promptly. 

 

However, the following two areas of improvement were identified by the inspection team: 

 

Action the Trust MUST take to improve: 

 

➢ Under the Health and Social Care Act 2008 Regulation 19 1(b), 2:- Fit and Proper Persons the 

inspection team found that the clinical job descriptions, rotas and clinical staff list did not reflect 

the new integrated role for GPs and doctors in the Clinical Assessment Service (CAS) due to the 

incorrect usage of the GP job title.  It was requested that the Trust amend the clinical job 

description and all related documents to reflect the integrated clinical role. 
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Action the trust SHOULD take to improve: 

 

➢ The Trust should ensure that all staff are following NEAS standards during break periods. 

 

An action plan was developed to address these two areas of concern, and the final close out report was 

submitted back to the CQC prior to their deadline.    

 

 

What do our staff tell us? 

 

NHS Staff Survey 2019 Results 

 

NEAS participate in the NHS Staff Survey every year completing a full staff census and in 2019 1,225 

employees completed the survey (47%).   

 

We had improved our staff engagement score to its highest in 2018 at 6.55, though this has reduced to 6.28 in 

2019.   

 

The engagement score is made up of three areas: 

 

• Staff recommendation of the Trust  

• Our employees and their motivation at work  

• Staff feeling involved in making improvements 

 

 

Trust Engagement Score 

 

 
 We are working hard with staff to ensure they feel engaged and motivated and see the trust as a positive place 

to work in 2020, whilst recognising the challenges that the pandemic brings for all of our staff, both a work and 

at home.  

 

When looking at our staff survey feedback since 2015 the following chart shows the improvements we have 

made in the key themes of the survey: 
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The improvements in each theme since 2015 

 

 
 

We are delighted to see that staff feel our safety culture is the area which has improved the most since 2015. 

 

Results by theme in 2019 with comparison across other Ambulance Trusts  

 

 
 

It can be seen that there are three areas where we are above average, 4 areas where we are average and 4 

areas where we are below average.  

 

We are working to look at those areas for improvement in terms of: 

 

• reviewing and refreshing our management essentials course for managers, 

• reviewing appraisal documentation to enable a focus on our behaviours framework, in order to ensure 

discussion regarding respect, compassion, being responsible and accountable takes place, 

• introduce 360 feedback to managers to provide insight into their behaviours 

• supporting middle and senior managers to undertake recognised programmes such as the Elizabeth 

Garrett Anderson or Nye Bevan courses run by the Leadership Academy, 

• tackling bullying and harassment where this occurs,   
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• looking at new ways to engage our staff using technology, for example Executive Team available for 

Q&A sessions for all staff to dial into on Teams 

• development of workplace app for staff across NEAS, including specific sites for staff groups.  

 

The Trust has continued to strive to develop and improve the quality of services for patients and staff 

during 2019/20.  

 

The following provide details of some of the improvements to quality we have made, which are aligned to 

patient safety, clinical effectiveness and patient experience.   

 

 

 Patient safety 

 

Responding to COVID-19 

In January 2020 saw the emergence of a novel coronavirus 

SARS-Cov 2, known as COVID-19 resulting in a global 

Pandemic that has seriously impacted across the whole UK 

population and health economy including a UK quarantine 

lockdown.  

 

North East Ambulance Service Hazardous Area Response 

Team (HART) were requested to transport the first patients 

who were diagnosed with COVID -19 to the Royal Victoria Infirmary in Newcastle upon Tyne.    

 

During the first few months of the Pandemic in the United Kingdom, the NHS were required to adopt 

guidance provided by Public Health England, NHS Improvement / NHS England alongside the National 

Ambulance Association to protect the public and staff by minimising cross transmission risks.  This 

enabled the Trust to maintain emergency and a reduced level of scheduled care services throughout.   

 In light of the guidance between February and March 2020 the Infection Prevention and Control team, 

working with others produced 11 Patient Care Updates and provided 10 Operational Alerts to assist staff 

in care delivery.  

 

The focus on keeping patients safe, treating people at home, if safe to do so, was essential. Our staff had 

to very quickly adapt to wearing Personal Protective Equipment (PPE) at all times when providing care to 

patients and the need for excellent Infection and Prevention Control practice was vital, alongside keeping 

the environment clean.  

 

We were able to very quickly redeploy our support service staff, based at Trust Headquarters to work from 

home and began to establish how staff could support our frontline colleagues in a variety of roles, to 

ensure patient safety was paramount. This enabled us to ensure that staff working in our Emergency 

Operations Centre were able to socially distance to maintain their health and safety.  

We were overwhelmed with responses from the public keen to volunteer to support us or showing their 

appreciation with kind donations for staff whilst at work or by the wonderful rainbows which popped up 

everywhere. 
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.    

 

Ambulances being cleaned in line with Infection Prevention and Control requirements 

 

 Our staff wearing their Personal Protective Equipment (PPE) 
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Maintaining our Patient Transport Service for those with priority needs 

Throughout the pandemic we have been able to continue with our scheduled care services by providing 

our Patient Transport Service for those patients with essential appointments, such as renal dialysis or 

cancer care. 

We have ensured our services and staff were working and caring for patients ibn line with national 

guidance  

We have been working very closely with our patients and South Tyneside and Sunderland Foundation 

Trust Sunderland to support our dialysis contract.   Using our close links with our patient advocates and 

dialysis staff we have maintained strict IPC compliance during this testing time. 

 

   

 

 

 

Operation Ealing (Medi Car) – responding promptly to keep patients safe 

 

 

This initiative arose out of pressures on both the police and ambulance services to provide a prompt 

response for patients when both services have to attend the same incident. Starting in May 2019, this pilot 

aimed to overcome these issues with the Trust and Cleveland Police providing a joint response, operating 

out of Hartlepool North, covering the Cleveland Force’s whole area. Initially running on a Friday night 1930-

0330, a paramedic works on a Cleveland Police vehicle which is dispatched by the  

police, but with access also to the Trust’s dispatch function.  The service attends scenes where both 

services are required, typically road traffic collisions or assaults with the aim of more prompt treatment.  
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Traditionally, police officers attending an incident would contact the Emergency Operations Centre at 

NEAS to request an ambulance if they believe someone requires further treatment. 

 

Similarly, an ambulance crew may contact the police control room to request police back up if they feel 

unsafe on scene.  

 
With access to live incidents via the police radio, the team will contact any officer requesting ambulance 

back up, travelling straight to the scene to begin any necessary treatment immediately and establish what 

further ambulance assistance, if any, is required. 

 

The two services hope that by working closer together in this way, they can provide a faster response to 

those involved in an incident while ensuring their resources are used efficiently. 

 

This has resulted in being able to release double crewed ambulances from the scene or stand them down 

entirely as the paramedic resource has been able to treat the patient when they are on scene.  In June 

2019 this won a Gold award for Working in Partnership at the Police ROSE awards and has now been 

extended to include Saturday nights. 

 

 

 

Berwick community paramedic – responding to the most sick and reducing unnecessary hospital 

admissions  

 

In June 2019 a community Paramedic project commenced, as it was identified that there was significant 

emergency ambulance travel time lost whilst transferring patients to hospital who live in Berwick (with the 

TD15 postcode). It was felt through discussion that a new model of care could be piloted. This entailed 

providing an additional three Community Enhanced Care Paramedics, alongside the usual ambulance 

resource there to provide the following support: 

 

➢ Responding to Category 1 life threatening emergencies 

➢ Working in partnership with primary care teams and the Minor Injuries Unit 

➢ Providing home visits to patients, where deemed appropriate by the GP 

➢ An expanded range of medications able to provide, under Patient Group Directions 

 

A total of 215 patients were seen by the Community Paramedic team in July and of those 70% were cared 

for and discharged, with only 11% conveyed to an emergency department. 247 patients were seen in 

August and of those 71% were discharged by the Community Paramedic and 14% conveyed to an 

Emergency Department. Our response to Category 1 emergencies in the Berwick area also improved. 
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Feedback from GPs, pharmacists and the wider health care team was very positive as was feedback from 

care homes in the area. 

 

The pilot, which was part funded by the Trust (50%) and part funded by the local commissioners was so 

successful that it has been fully funded by the commissioners and extended for 6 months to evaluate it 

further. The Trust’s Charitable Fund also supported the pilot through the provision of funding for 

equipment.  

 
Ruth Corbett, the Clinical Operations Manager for NEAS in north Northumberland, said:  “I’m really 

passionate about supporting local people with our resources in the area and this is an exciting opportunity 

for us to explore better integration with the primary care teams to try and minimise the number of hospital 

admissions by treating patients in their home. 

“The nearest emergency department is almost 60 miles away.  That’s a long journey for a patient and 

means an ambulance is unavailable for other incidents in the area for at least three hours.  The paramedics 

are really enthusiastic about this pilot.” 

 

 

 

Ruth Corbett, Clinical Operations Manager and the multi disciplinary team 

 

Metro train passenger’s response  

 

During 2018/19, the Trust worked with London North Eastern Railway (LNER) and other ambulance 

services to develop a process of supporting patients who fall ill on the East Coast Mainline.   

 

In 2019 this has been adapted for the Metro Service that operates in the North East.  Working with the 

Metro service provider, a process is in place whereby they are able to contact the Trust when a patient 

falls ill and move the passenger onto the platform which is where we respond to them.   

 

Their control centre is able to contact a clinician in the Trust who will then speak to the driver to find out 

the details of the incident so we can respond appropriately.  This process aims to avoid severe disruption 
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to the Metro service as well as enabling the Trust to identify a patient’s location and condition quickly.  

Initial incidents show this is already having a positive impact for all those involved.  

 

 

 

 

WHAT3WORDS 

 

NEAS has adapted processes to be able to use the national initiative known as WHAT3WORDS.  The 

function is delivered via an app that can be added to anyone’s phone.   

 

If a caller is not sure of their location when they call for help, the Trust can text a message to the person 

on their mobile.  By pressing on a link, the app will take a grid reference from the mobile phone location, 

generating a three word combination identifying the location of the patient.  This enables the Trust to 

pinpoint their location.     

 

The Trust has worked with Cleric, our computer-aided dispatch provider, to build this into our operating 

system so that we are able to use this moving forward. 

 

   

 

Duty of Candour 

On 1 April 2013, a contractual Duty of Candour was introduced for all NHS Trusts to report to patients or 

their next of kin where it is identified that moderate, serious harm or death has resulted from care provided 

by the Trust. This duty became regulatory on 27 November 2014 and was included within the Health and 

Social Care Act 2008 (Regulated Activities) as Regulation 20. 
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The Trust uses an incident reporting system called Ulysses, which captures the potential for Duty of 

Candour to be required when a moderate harm of above incident is reported. These incidents are reviewed 

weekly by a multi-disciplinary panel which includes in its membership the Medical Director and Lead 

Consultants Paramedic, alongside Head of Department and other senior leaders. Once it is determined 

that an incident meets the notifiable patient safety incident criteria, i.e. that a moderate harm or above has 

been caused, the responsibility to enact Duty of Candour is assigned to the appropriate person, and an 

action is set up within Ulysses to enact verbally within  7 days and for this to be followed up in writing 

within no more than 28 days. There is also a requirement to complete confirmation that a final response 

has been provided after full investigation should the patient/family/carers wish to receive this. 

 

Where an incident is declared under the current NHS England Serious Incident Framework 2015, a Family 

Liaison Officer will be allocated, and the details of the Duty of Candour status shared with them. 

Duty of Candour compliance is reviewed weekly within the patient safety team, and additional support 

provided where required to staff with responsibility to enact. 

 

Further assurance is provided via the Quality Dashboard which is produced monthly using data extracted 

from the Ulysses system. This currently shows enaction within 28 days as a broad measure of compliance, 

however to strengthen this further, development of the system to capture verbal, written and final report 

compliance is underway in conjunction with Ulysses and the Quality and Safety Directorate Change 

Approval Board. 

 

In 2019/20 compliance with enaction for all notifiable incidents was 100%, although in two cases despite 

best efforts we were unable to trace and contact family members.  

 

 

Clinical Effectiveness 

 

Sepsis care 

We are aware of the importance of early recognition and treatment of patients who present with sepsis 

and had identified this as a quality priority in 2017/18 and 2018/19. We have continued to focus on 

improving the care we provide patients with sepsis, by implementing the care bundle for this. The chart 

below identifies our improvement journey in complying with the national sepsis care bundle. 

 

 

We have a locally agreed process for staff to pre alert a hospital (to let the hospital prepare for the patient 
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to the department). When auditing the regional sepsis bundle our compliance we achieve over 90%. In 

2017/18 our compliance was between 44 - 57%.  

 

                                    

 

 

 

Learning from Deaths – improving clinical care across a range of areas 

 

The Trust implemented the learning from deaths process prior to it being a requirement of the ambulance 

sector and therefore are seen as leaders in this field. National guidance for the Ambulance sector was 

published in September 2019 and we amended our policy to reflect that, with the first national reporting of 

this work for quarter 4 of 2019/20. 

 

Our clinical audit and effectiveness team review all patient deaths which have occurred within the last 24 

hours in line with our Learning from Deaths Policy, using a structured judgement review approach. An 

initial review (stage 1) is undertaken and where a further review is required a stage 2 review will be 

completed by the learning from deaths group.  

 

The following cases were reviewed for Quarter 4 2019/20 
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The inclusion criteria for the cases reviewed in Quarter 4 2019/20 are as follows: 

 

 

  

To support this work going forward we have invested in a specific module within the Ulysses system, which 

will integrate this work within our risk management system. This allows for transparency and consistency 

in reporting throughout the organisation.  

 

We are now represented at the Regional Mortality Network and we have taken this opportunity to develop 

relationships with acute Trusts allowing for shared learning across the entire patient journey. 

As a result of this work we have undertaken a range of actions: 

 

• We have updated the clinical records policy with a specific section around the appropriate use of 

clinical images. This has been beneficial in helping clinical care managers support crews and has 

subsequently reduced the number of inappropriate images being captured within records.  

• We completed an audit of the Recognition of Life Extinct (ROLE) process which provided overall 

assurances around clinicians’ ability to correctly identify and comply with the ROLE criteria. During 

this work we identified an under-utilised criterion which we have focused learning throughout the 

year, and this will be included within next year’s essential annual training. We have also re-

designed the ROLE form to reflect updated clinical practice guidelines and this should be 

implemented in April 2021.   

• In response the theme emerging around the appropriate use of amiodarone, a drug audit was 

undertaken. Training have used these findings to produce a pharmacology prompt sheet and since 

the introduction of this we have seen continuous improvement against the administration of this 

drug.   

• We re-audited the paediatric cardiac arrest management and seen significant improvements in 

the compliance with this despite the overall number of child deaths increasing. This has 

demonstrated that the essential annual training, which incorporated child resuscitation instead of 

adult last year, has been beneficial in improving the quality of care provided to NEAS. A paediatric 

specific cardiac arrest checklist was also developed to support staff on scene.  

• We have sustained improvement in the number of patients transported to cardiac arrest. We are 

now consistently achieving only patients with reversible causes being transferred to hospital. 

Transporting cardiac arrest patients with resuscitation ongoing puts staff at risk and reduces the 

quality of check compressions. By only transporting the small cohort of patients each month that 
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have an identified reversible cause we can provide high quality and consistent resuscitation 

attempts. 

• We began work exploring the drug overdose management which has led to some shared working 

with Middlesbrough Council and Public Health England. We have undertaken a literature review 

and are challenging national guidelines based on our findings.  

 

Paediatric cardiac arrest 

 

A paediatric cardiac arrest call is the call no one wants to get on their shift and everyone who attends is 

focused on doing all we can to save a child’s life. Sadly, there are some circumstances where that is not 

possible. 

 

We have reviewed the clinical management of paediatric cardiac arrest cases and looked at the bundle of 

care provided, our review shows that overall 81% of patients received the full care bundle and a breakdown 

is below:  

 

• Airway 100%  

• Breathing 97%  

• Vascular access 81%  

• Drug administered 100%  

• Correct defibrillation 100%. 

We have focused essential annual training during 19/20 to focus on paediatric arrests and have introduced 

the paediatric cardiac arrest checklist.  

 

We have also changed how we deploy the Specialist Paramedic for Emergency Care and in over 90% of 

the time there is a specialist on scene. 
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Caring for patients – right place 

 

We have continued to work to improve our ability to assess patients and complete their care through 

contact with our 111 and Clinical Assessment Service (hear and treat) and to provide clinical assessment 

and treatment at home or on scene by our paramedic workforce (see and treat) and only convey those 

patients who require care at a Urgent Care Centre or Emergency Department if this is necessary. 

 

Volume 2017/18 2018/19 2019/20 

Hear and Treat 
26,762 20,996 23,958 

6.5% 5.1% 5.7% 

See and Treat 
102,223 104,697 113,465 

24.7% 25.20% 26.80% 

See, Treat and Convey 
284,510 289,009 285,846 

68.8% 69.70% 67.50% 

See and Convey to ED 
238,293 242,112 242,861 

57.1% 58.04% 57.40% 

 

• North Tyneside GP Home visiting  

 

During 2019 we launched a pilot 

service with local Commissioners.    

The service provides home visiting 

support to GP practices across the 

North Tyneside area.  It operates 

Monday to Friday, 1000-1800 with 

services provided by a mix of Advance 

Practitioners (AP) and paramedics.  

There is scope for up to 32 home visits 

daily with home visiting initially 

screened by the relevant clinician and 

referred to Care Point as being 

suitable for a paramedic or 

AP/Emergency Care Practitioner skill 

set requiring a same day urgent 

response.  Over the pilot period, data 

shows that the service has kept circa 90% of patients in the community without the requirement for ongoing 

ambulance conveyance or attendance at Emergency Department.  Extending the pilot into a full service 

is being explored with Commissioners.  
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Working with partners to delivery care out of hospital – Recovery at Home 

We work with a range of health and social care organisations to ensure patients are referred to services 

which can meet their needs and avoid hospital admission where this is not indicated. 

 

One service we have worked with closely is the Recover at Home service in Sunderland. This service 

provides short term health and social care support to adults living in Sunderland, who are registered with 

a Sunderland GP. It is a centralised team which has a rapid response nursing team, therapists, Age UK  

and social care staff, out of hours GP service and a pharmacist. 

 

We have continued to work with the service to look at pathways of care which enable paramedics to 

refer into the service directly. Referral into the service had been a little ad hoc, now NEAS clinicians can 

ring the 24 hour call centre they can have a clinical discussion with the duty Advanced Nurse 

Practitioner. The revised pathway is more structured and provides governance for all parties involved in 

the process.  

 

 

  
 

Recovery at Home Team   Mike Simpson, Care Pathway Development Manager 

 
 

Research & Development 

The Research and Development Department have seen a 25% increase in the number of National 

Institute for Health Research Portfolio research studies, whilst simultaneously increasing the number of 

patients recruited into these studies for 2019/20. 

For the first time since the commencement of the Research Department, NEAS have sponsored a 

clinical trial. All research in the NHS must have a sponsor, a sponsor is an organisation who take 

responsibility for the quality and conduct of a research study. This requirement is driven by the UK Policy 

Framework for Health and Social Care Research and covers all research in health and social care that 

involves NHS patients, their tissue or information.  
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The following research studies commenced in 2019/20:   

A Rapid Response Falls Service in the North East Ambulance Service - an observational prospective 

cohort study.  

 

This service was set up with an Occupational Therapist and 

Paramedic working together to respond to patients who fall, without 

obviously bony injury, in the Gateshead area. Research will be 

undertaken to see if the rate of hospital admissions over a 12 month 

period, any differences in patients admitted to hospital and those who 

are not and the cost effectiveness of the intervention.  

 

The EcoMist study – this is a study to look at a new way of performing additional cleaning procedures 

in a regional ambulance service and assess it’s effectiveness. 

 

Red Bag Scheme – the red bag scheme was introduced into care homes so that all essential 

information, equipment, clothing and toiletries would be readily available should a resident need 

admitting to hospital in an emergency situation. This study is to explore the perceptions of ambulance 

service staff to the adoption of the Red Bag Scheme in the Hospital Transfer Pathway. 

 

Patient Experience 

 

New complex lifting service – improving the patient experience  

 

We recognised that patients with complex moving and handling needs were often delayed in being 

transported to hospital and at times we had to rely on other agencies such as the Fire Service to support 

us in these situations. This often left the patient with a poor experience of our service. 

 

We have developed a new model for our bariatric patients and those with complex moving and handling 

needs following the retirement of the previous specialist bariatric support vehicles.  

  

The Trust has invested £350,000 into a 12-month trial, which will see the team of evacuation trained staff 

working on two specially-adapted vehicles, tasked with responding to bariatric patients and patients who 

have fallen in hard to reach areas around the home or who are uninjured but require assistance from the 

floor. We expect the new service to support at least 1,000 patients over the next year. 

 

As well as being dispatched to support frontline operational crews with live incidents, the Evacuation Team 

will also provide risk assessments for pre-planned admissions, transfers or discharges to ensure the right 

resources are sent to take the patient into hospital. 

 

Although all ambulance services offer some form of evacuation-capable model, NEAS is the first 

ambulance service in the country to introduce a specialist team specifically to deal with such incidents. 

 

Clinical operations manager Gareth Campbell, who is leading on the project, said: “This service is all about 

providing the best possible care to our patients. 
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“All of our emergency ambulances and patient transport vehicles are equipped and capable of extracting 

and carrying patients, but in more challenging situations some cases take longer for us to deal with, 

thereby potentially delaying treatment for the patient and extending the length of time our resources are 

on scene. We were also often calling upon the services of our fire service colleagues to support us. 

 

The model also reduces the risk of potential injuries for staff and time on scene for front line crews, 

increasing availability of ambulance resources for other patients. 

 

 

 

New discharge vehicles Northumbria  

 

The Trust has seen demand on same day journeys increase during 2019 from Northumbria and North 

Tyneside but no bespoke same day service was in place to manage this. As the average stay of a patient 

at Northumbria Specialist Emergency Care Hospital (NSECH) is around 16 hours, this highlighted the 

need for a dedicated same day discharge support service in this hospital as the ability to book pre planned 

discharges was limited. 

 

In early 2019 to support winter pressures two additional vehicles were funded to manage activity but 

analysis showed that the support requirement was not limited to winter.  As such an extension to the 

support was agreed with Commissioners with a formal pilot launched using five vehicles, primarily 

dedicated to NSECH.  These vehicles focus on same day discharges and provide both stretcher and multi-

purpose vehicles.  The service will continue to be reviewed to ensure it effectively supports discharges 

from Northumbria sites. 



Page 69 of 99 
 
 

 

Implementing our dementia strategy   

A joint venture to help people with dementia or learning difficulties in a medical emergency has 

been launched. 

 

Lions Clubs International (British Isles) is promoting a scheme named ‘Message in a Bottle’, in partnership 

with NEAS. 

 

The scheme encourages people to keep their basic personal and medical details in a specific place where 

it can be easily found in an emergency. 

 

The information is kept on a form, placed in special plastic bottle. The plastic bottle is kept in the fridge 

where the emergency services will expect to find it in the event of being called to the home. They will know 

someone has a bottle by labels visible in the home.  One label is put on the fridge door, and one at the 

front door.  This will give those attending vital information on the patient and save valuable time. 

 

Adrian Lazenby from the Lions Clubs International in the North East handed over 1,000 bottles to Mark 

Johns, the Head of Engagement and Diversity at NEAS.  The ambulance service will hand out the bottles 

at events in the North East throughout the summer. 

 

Adrian said: “It’s a simple idea that can really help people who have learning difficulties or suffer from 

dementia.  It’s vitally important that ambulance crews have as much information as possible when they 

are called to a house – and the Message in a Bottle scheme will give them the information they need.” 

 

Mark Johns said: “This generous donation by the Lions will help many people who may have difficulties 

telling our ambulance crews the information they need to treat them if they are called to their home. 

 

“We’re delighted to be able to help distribute the bottles to scores of people across the region.” 

 

The bottles are free, with money raised for the project by 13 North East Lions clubs: Allendale, Alnwick, 

City of Durham, Consett, Darlington, Mid Tyne, Morpeth, Peterlee & District, Ponteland, Sunderland, 

Teesdale & District, Tynedale and Yarm District. 

 

The information within the bottle is:  

 

• Your full name (passport photograph if possible for identification) 

• Your doctor’s name, surgery address, and telephone number 

• A brief description of medical conditions you are suffering from 
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• Allergies and allergic reaction to any medication 

• The names, addresses, and phone numbers of two people who may be contacted in an emergency 

• Details of any pets that may be on the premises. 

 

Dementia friendly ambulances 

 

As part of the Trust’s commitment to improve the care of patients with dementia there has been significant 

work in looking at the design of our vehicles to ensure, where possible, it meets the needs of people with 

dementia (and other disabilities).  

 

The vehicle specification developed by the Trust, working in partnership with members of the public with 

dementia and a range of other disabilities, will now be adopted nationally for future ambulance designs.  

 

In all, 44 ambulances and 43 Patient Transport Service vehicles have been adapted to make them more 

accessible to disabled people, including people with sight and hearing impairments and people living with 

dementia.  NEAS is the first ambulance service in the country to completely re-design some of their 

vehicles to meet the needs of all of these patients.  
Among the changes are a new look interior, an improved colour scheme, flooring, seat colours, better 

signs and handrails.  The colour contrast between the walls, floor and cabinets has also been changed to 

improve access for patients. 

 

The work follows an extensive consultation exercise with stakeholder and patient representative 

groups.  The vehicles have been approved by the Alzheimer’s Society as dementia friendly vehicles and 

the outside of the vehicles will display a sign indicating the new vehicles are dementia friendly spaces. 

 

Some patients currently have difficulty seeing handrails and steps, while others have problems seeing or 

understanding signs in vehicles.  Changes to the colour scheme and signage have been made at no cost 

to the Trust.  

 

 

Stakeholders and service users at the unveiling of our new vehicles 
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Out of Hours Dental services  

 

We have partnered with Dencall to deliver a new dental out-of-hours telephony 

service which launched on 1 April 2019. The new service offers help and advice to 

patients who experience dental problems in the evening, through the night and at 

weekends and is the first service of its kind in the UK. 

 

The service covers Northumberland, Tyne and Wear, County Durham, Teesside and North Cumbria. 

Patients with dental concerns can ring NHS111, and, where appropriate, will be put in touch with 

specialists in the out-of-hours team at Dencall.  The telephone-based service is for patients with dental 

problems who need urgent help.   

 

Community Pharmacist Consultation Service (CPCS) 

 

We have built on the work we undertook working with the Community Pharmacy Referral Service to help 

shape this work nationally with the introduction of the CPCS. This work centres on the support pharmacists 

can provide patients in relation of emergency supply of medications and treatment of minor ailments. 

When a patient rings 111 with such issues the Health Advisor is able to select this service for the patient. 

This ensures patients can receive the right local service to meet their needs from skilled pharmacists.    

 

 

Ambulance Mini Medics 

 

Our Ambulance Mini Medics scheme was developed by Karen Gardner, Head of Training and Education 

and has proved a huge success in engaging children, through schools partnership working. 

The Ambulance Mini Medics and Senior Cadet Programme introduces young people to the work and 

activities of the North East Ambulance Service. It strengthens community engagement, develops skills for 

young people and links to the Trust’s Restart a Heart campaign. The Ambulance Mini Medic scheme is 

for children aged 9-11. 

 

The scheme was introduced in 2019, 

with support from the Trust’s Charitable 

Fund, and has proven to be a huge 

success. We currently have 47 schools 

engaged and have provided education 

and training in vital life-saving skills to 

hundreds of school children aged 9-11. 

Our Ambulance Mini Medics have also 

represented the Trust at our award 

ceremonies and local events such as the 

remembrance parades. 

 

The principal aim of the Ambulance Mini 

Medic programme is to be viewed as a 

fun and interactive volunteering 

opportunity for children age 9-11 years 

old, whereby through positive interaction, children develop and maintain knowledge and trust in the 

ambulance service, gain skills and represent the Trust at events and ensuring all children have basic life 

support skills and a fundamental knowledge of the Trust. 
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The children wear an Ambulance Mini Medic Trust Uniform to perform their duties and each participating 

school has an Ambulance Mini Medic notice board to promote the work that the children have undertaken. 

The children decide what to include on the notice board as part of their duties. 

  
We have visited schools across our region, teaching basic life support skills and engaging children about 

the work we do.  

 

Our Ambulance Mini Medics are proud to wear the uniform and engage with us in activities to promote 

confidence, develop first aid skills and be fabulous ambassadors for North East Ambulance Service. 

 

‘NEAS AMM are providing such brilliant opportunities for 

the children to feel proud of their work, represent 

something bigger than their individual schools, and to 

raise their aspirations and awareness of fulfilling 

careers.  

Not only is this having a hugely positive impact on our 

‘hidden curriculum’ in schools, the pupils and parents 

are incredibly proud to be ambassadors for your 

organisation.  

Keep up the great work Robin and Karen! 

AmbulanceMiniMedics from Bowburn Juniors have been 

really lucky to meet the Mayor of Durham, and her 

Bodyguards!  

 

 

 

Ambulance Mini Medics learning first aid skills  

https://www.facebook.com/hashtag/ambulanceminimedics?__eep__=6&source=feed_text&epa=HASHTAG&__xts__%5B0%5D=68.ARBhjsc6-jBB_FNvYrARO7tsXOb5jgqUuNrVoFf00slzbZCR_y5OJ3xthhQK0Pfliv0UcwNrOW-S-pGUTvS9KFM3QVbTPDx6cya2jFP2ESLP0dTUQ4ISDsUZ9NRZKVPy6lFkQpRBNZ27IAD34MF218hTAl-yGpJtsR3ay5j9xNykCBTcx0JsWoMew_DCapqX-plJZChalsu1FNsO5r2Hng6W4bueAvWqmSNJwYcV5FHj0lBnkGJm3tXzwIUlpR4QUY_iQevh5wVU8CNfYKZkc41qFK-2yTUPRzjhTMYFNxOSIxG6Y3HQoO_6sq5On2pMa1J7ousoWNCZ5c4SOXZwyxc&__tn__=%2ANK-R
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Annex 1: Feedback from our stakeholders 

 

We have had reduced contact with our stakeholders due to our need to respond to the COVID -19 pandemic. 

Attendance at Hartlepool Borough Council in March 20 enabled presentation and discussion of the proposed 

quality priorities for 20/21. We were able to have some initial discussions with our Public Governors who attended 

the Quality Priorities task and finish group and this also consisted of staff across a number of services, alongside 

formal discussions at the internal quality governance meetings which took place early in 2020.We have also had 

discussions with our lead Commissioners on potential draft quality priorities for 20/21 at that time.  

 

We shared our Quality Report with 859 contacts across the North East region. The links to the report were opened 

1,215 times; either by direct email or via our website. Presentations were made online to representatives of 

Healthwatch across the North East and local authority health overview and scrutiny committees in our service area.  

 

We have presented at the following meetings or received a formal response: 

 

Hartlepool Borough Council Audit and Governance Committee - attended 12th March 

2020 

23rd November 

2020 

Healthwatch NEAS regional group - attended 2nd November 

2020 

Durham County Council Adults Wellbeing and Health Overview and Scrutiny 

Committee - response 

23rd November 

2020 

Lead North East Commissioner (On behalf of CCGs across the North East – 

NHS County Durham CCG, NHS Newcastle Gateshead CCG, NHS North 

Tyneside CCG, NHS Northumberland CCG, NHS South Tyneside CCG, NHS 

Sunderland CCG and NHS Tees Valley CCG) - response 

23rd November 

2020 

Northumberland Healthwatch - response 23rd November 

20 

Sunderland Council Health & Wellbeing Committee - response 24th November 

2020 

Northumbria Healthcare NHS Foundation Trust – response  24th November 

2020 

South Tyneside and Sunderland NHS Foundation Trust – informal response 24th November 

2020 

Healthwatch Newcastle and Gateshead - response 24th November 

2020 



Page 74 of 99 
 
 

Northumberland County Council Health and Wellbeing Overview and Scrutiny 

Committee  - attended 

1st December 

2020 

Newcastle City Council Overview and Scrutiny Committee - attended 10th December 

2020 

 

 

 

Response to stakeholders following consultation: 

 

 

 

NEAS response 

Please consider including information 

regarding Research and Development activity 

Information has been added to the report 

It would be good to include an example of 

partnership working with South Tyneside and 

Sunderland NHS Trust  

Example included regarding Patient Transport 

Service and renal dialysis services and Recovery 

at Home service  

Provide a brief outline regarding external 

consultation which has been possible 

Information provided in Annex 1 

No specific mention on care, safety and well 

being, the 111 service, Patient Transport, 

Hanover Times, same day discharge, 

workforce statistics 

 The Quality Report can only provide a snapshot of 

the work undertaken. We have included examples 

where our 111 service responds, such as access to 

dental services, additional information has been 

provided about access to pharmacy services, 

through our 111 service. Information regarding 

Patient Transport Services and response to Covid-

19 has been included, in relation to our dialysis 

work. We will consider including some workforce 

data and handover / discharge activity in our 20/21 

Quality Report    

Is it worth considering keeping the mental 

health priority for 20/21 due to the worrying 

and emerging effects of the pandemic on staff 

and patients  

This was considered, though it was felt that a focus 

on external partnership working was required in 

20/21 to build on work in 2019/20 was the priority 

and as such developments were dependent on 

others i.e. referral pathways into mental health 

services for paramedics. We have continued our 

internal work, though TRiM training has been 

delayed due to the pandemic. We can consider this 

again in 20/21 quality priorities.     

Provide commentary regarding what the 

performance targets mean 

This has been provided 
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Patient safety incident reporting - % increase 

is unclear 

In 2018/19 there were 2035 patient safety incidents 

reported, in 2019/20 there were 2208, which is an 

8.5% increase.    

Family and friends feedback – 95.4% would 

recommend the service, although not clear 

how this actual figure is arrived at, when there 

are a range of responses  

Information reviewed and updated following 

feedback from service lead 

Staff survey results – would be useful to have 

increased detail on areas to improve areas 

such as immediate managers, morale, safe 

enivronment, staff engagement 

Additional information provided in this section 

Information relating to sepsis care bundle is 

not easy to understand 

Description has been revised for clarity and ease of 

understanding 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Page 76 of 99 
 
 

 

 

 

Contact: Councillor John Robinson 

Direct Tel: 03000 268140 

email: John.robinson@durham.gov.uk 

Your ref:  

Our ref:  

  
 

 
Helen Ray, 

Chief Executive 

North East Ambulance Service NHS Foundation Trust, 

Bernicia House, 

Goldcrest Way, 

Newburn Riverside Business Park, 

Newcastle Upon Tyne 

NE15 8ny 

 23 November 2020 

Dear Helen,  

North East Ambulance Service NHS Foundation Trust – Quality Accounts 2019/20 

Please find attached Durham County Council’s Adults Wellbeing and Health Overview and Scrutiny 

Committee’s response to your draft Quality Accounts for 2019/20. 

The response provides commentary on the Trust’s performance for 2019/20 as well as the identified 

priorities for 2020/21. 

I would like to thank the Trust for providing the opportunity for continued engagement of the Adults 

Wellbeing and Health Overview and Scrutiny Committee in the aforementioned process. 

Yours sincerely, 

 

 

 

 

 

Councillor John Robinson, 

Chair of Durham County Council’s Adults Wellbeing and Health Overview and Scrutiny Committee 
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DURHAM COUNTY COUNCIL ADULTS WELLBEING AND HEALTH OVERVIEW AND SCRUTINY COMMITTEE 

COMMENTS ON NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST QUALITY ACCOUNT FOR 

2019/20 

The Committee welcomes North East Ambulance Service (NEAS) NHS Foundation Trust’s Quality 

Account and the opportunity to provide comment on it. The Committee are mindful of their statutory 

health scrutiny role and the need to demonstrate a robust mechanism for providing assurance to the 

residents of County Durham that health service provision is efficient and effective. The quality account 

process provides the Committee with one such mechanism. 

The Committee has Undertaken in year monitoring of the trusts progress against their 2019/20 quality 

account priorities. Members have been specifically engaged with the Trust in respect of  the National 

Ambulance Response programme; NEAS performance across County Durham; the role of the NHS 111 

Service in signposting patients to appropriate services within the context of access to GP services. 

Members are pleased to see the trust’s commitment to staff training in respect of the aforementioned 

priorities and also the work undertaken by NEAS staff in respect of safeguarding referrals.     

In examining core performance indicators, the Committee is pleased to note that the Trust is the best 

performing ambulance trust for Category 1 responses in 2019/20, although it is slightly worse that 

2018/19.  Category 2 and 3 responses continue to be below national average despite this being 

identified as a concern within the previous quality account and the trust having identified measures 

aimed at improving performance last year. However, the Committee also acknowledge that these 

performance issues need to be considered within the context of increasing demand for services and 

the additional pressures placed upon the health service within the last quarter of 2019/20 as a result of 

the COVID-19 pandemic.    

Members have previously requested that the Trust performance across County Durham in comparison 

to Trust wide performance is reported back to the Committee as the new National Ambulance 

Response programme targets have been embedded across the organisation and also that the Trust 

seek to restore optimum staffing levels in respect of Paramedics.  

The Committee consider that from the information received from the Trust, the identified priorities for 

2020/21 are clearly expressed and will contribute to improvements in the healthcare system generally. 

The proposal to improve the management of patient deterioration within the emergency operations 

centre is welcomed in view of the identification of this issue through patient complaints. 

Finally, in order to ensure that it continues to provide a robust Health scrutiny function and assurances 

in this respect to the residents of County Durham, the Committee will continue to receive and consider 

performance overview information.  As in previous years, the Committee would request a progress 

report on delivery of 2020/21 priorities and performance targets. 
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The Rivergreen Centre 
St Mary’s Park 

Morpeth 
Northumberland 

NE61 6BL 
 

Tel: (01670) 335157 
Email: NORCCG.enquiries@nhs.net 

 
 
 

23 November 2020 
 

Ms Helen Ray 
Chief Executive 
North East Ambulance Service NHS Foundation Trust 
Bernicia House 
Goldcrest Way 
Newburn Riverside 
Newcastle upon Tyne 
NE15 8NY 

 
 

Dear Ms Ray 
 

North East Ambulance Service NHS Foundation Trust Quality Account 2019/20 
 
The Clinical Commissioning Groups (CCGs) welcome the opportunity to review and 
comment on the 2019/20 Quality Account for the North East Ambulance Service NHS 
Foundation Trust (NEAS). 

 
This statement is on behalf of CCGs across the North East – NHS County Durham CCG, 
NHS Newcastle Gateshead CCG, NHS North Tyneside CCG, NHS Northumberland CCG, 
NHS South Tyneside CCG, NHS Sunderland CCG and NHS Tees Valley CCG. 

 

As commissioners, the CCGs can confirm, to the best of their ability, that the information 
provided within the annual quality report is an accurate and fair reflection of the Trust’s 
performance for 2019/20. The CCGs would like to provide the following statement 

 
As commissioners, we are committed to commissioning high quality services from NEAS 
and take seriously the responsibility to ensure that patients’ needs are met by the provision 
of safe, high quality services and that the views and expectations of patients and the public 
are listened to and acted upon. The CCGs have remained sighted on the Trust’s priorities 

mailto:NORCCG.enquiries@nhs.net
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for improving the quality of its services for its patients and have continued to provide robust 
challenge and scrutiny through the Quality Review Group (QRG) meetings. These meetings 
are a helpful and constructive forum for discussing and reviewing quality issues. 

 

The Trust has made progress towards meeting its Quality Strategy 2017-2020 aims and its 
2019/20 quality priorities during the year. 
 

In terms of patient safety, ‘Excellence Reporting’ was introduced to recognise good work; 
staff engagement took place in revisions to patient safety investigation documentation to 
support learning and change and there is an excellent example of collaborative working to 
develop a ‘Just Culture’. 

 
We congratulate the Trust on the improvements to cardiac arrest care/outcomes. A 
significant improvement is noted in the rate for appropriate conveying of patients in cardiac 
arrest and rates of inappropriate resuscitation attempts have seen an appropriate reduction. 
NEAS has consistently met the national standard for dispatching ambulances to the most 
seriously ill patients and has piloted an auto dispatch for those cases identified as cardiac 
arrest; the CCGs will be interested to see the impact of this initiative. 

 
With regard to mental health care, it is noted that the Trust has in year 2 delivered its mental 
health education programme to 96% of frontline staff. The Trust’s first mental health strategy 
and 3 year implementation plan are welcomed by the CCGs who look forward to receiving 
progress updates. 

 
The Trust’s participation in national and local clinical audits is noted along with the wide 
range of improvement actions. The Trust is congratulated on the high compliance rates 
identified by audits such as NHS Pathways, care of falls/injury in the over 65 age range and 
learning from deaths. The CCGs recognise that the Trust has plans to address areas for 
improvement identified by audits. 

 

NEAS was the highest performing Trust in terms of Category 1 calls; however, improvement 
is required in terms of Category 2 and Category 3 response times which fell significantly 
below the national targets and averages. The key actions introduced to address these areas 
are being closely monitored by CCGs and the Trust. 

 

The Trust’s high compliance with the ST Elevation Myocardial Infarction (STEMI) and stroke 
care bundles is commended and the Trust’s plans to improve performance against the 
stroke ‘call to hospital’ indicator are noted. 

 
Changes to the Trust’s internal processes for reviewing patient safety incidents are 
recognised along with the work undertaken to increase staff awareness of incident reporting. 
Whilst the improvement in reporting rates reflects this, it is good to see the Trust recognises 
further work is needed in terms of staff knowing how to report concerns about unsafe clinical 
practice. 

 

There are numerous examples of learning resulting from incident investigations which is 
commendable. In addition, the CCGs would also like to congratulate the Trust on the wide 
range of initiatives introduced in the year which will undoubtedly support patient safety, 
including projects with partner organisations such as Cleveland Police and London North 
Eastern Railway. Measures introduced to strengthen the Duty of Candour process are also 
acknowledged. 

 
Assurances were required by the CCGs in the year following concerns about delays within 
the serious incident management process and sharing of information with families and the 
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Coroner. NEAS developed a comprehensive action plan in response. 
 
During 2019/20, NEAS reported involvement in a Never Event alongside a local acute trust 
(although the case was subsequently reallocated to the acute trust involved, rather than 
NEAS). A number of actions were identified by both organisations to take forward to prevent 
recurrence, details of which were also shared with other acute and ambulance trusts to 
ensure that system wide learning could be taken forward. 
 
 

It is pleasing to see that the Trust experienced a reduction in complaints and an increase in 
compliments in the year. A number of developments are noted which have improved both 
the complaints management process and clinical services as a result of lessons learned 
from complaint investigations. 

 
Via QRG, the Trust has kept the CCGs updated in terms of progress with ‘must’ and ‘should’ 
do recommendations that were identified following inspections the previous year and we are 
assured the Trust has a robust action plan in place for these. 

 
We note that NEAS had an unannounced CQC visit in June 2019 as a result of an 
anonymous query and are assured this concluded that the concerns were unfounded. 

 
Although there has been a decline in the number of surveys conducted in the patient 
transport Friend and Family Test, we accept that the Trust has shown a commitment to 
improving this during 2020 and look forward to seeing a rise in response rates. 

 

The scope of community and stakeholder engagement activities conducted by the Trust is 
admirable. The Trust’s Ambulance Mini-medics is a tremendous example of an engagement 
and awareness initiative focusing on developing skills for young people through fun and 
interactive activities. 

 
Whilst the Trust’s 2019 NHS Staff Survey engagement score saw a slight dip, we note that 
NEAS is striving to ensure staff feel engaged and motivated along with addressing the other 
areas which attained an average or below average score. The Trust is to be congratulated 
for attaining above average scores in a further 3 categories. 

 
The Trust’s achievements are pleasing with regard to delivery of the sepsis care bundle and 
learning from deaths, including the shared learning with acute Trusts which have enabled 
significant improvements across the entire patient journey. The introduction of focused 
training and a paediatric cardiac arrest checklist are recognised by the CCGs as excellent 
examples of service improvement. 

 

Improvements have continued to support ‘see and treat’ and ‘hear and treat’ services which 
allow patients to receive care in the appropriate place and minimise unnecessary conveying 
to other services. 

 
The Trust had two Regulation 28 notices issued this year which the CCGs are confident 
have been investigated thoroughly with appropriate action plans and learning implemented. 

 
There has been a range of initiatives introduced which aim to improve patient experience, 
such as investment in vehicles and staff to support the new complex lifting service, five new 
vehicles which focus on same-day discharges across Northumbria sites, ‘message in a 
bottle’ scheme and dementia-friendly ambulances which support the Trust’s dementia 
strategy and the out of hours dental service which is available via the NHS 111 service. 
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The CCG would like to take a moment to acknowledge the Trust’s response to the Covid-19 
pandemic and to thank the staff for their amazing response to the unprecedented challenges 
this brought. 

 
The CCGs welcome the specific quality priorities for 2020/21 highlighted in the Quality 
Account. They are appropriate areas to target for continued improvement and link well with 
CCG commissioning priorities. 

 
It is felt that overall the report is well written and presented and is reflective of quality activity 
and aspirations across the organisation for the forthcoming year. 

 
The CCGs look forward to continuing to work in partnership with the Trust to assure the 
quality of services commissioned in 2020/21. 

 
Yours sincerely 

 
Annie Topping 
Executive Director of Nursing, Quality & Patient Safety NHS Northumberland Clinical 
Commissioning Group 



 

 

  
 

Debra Stephen 
North East Ambulance Service NHS Foundation Trust 
Bernicia House 
Goldcrest Way 
Newburn Riverside 
Newcastle upon Tyne 
NE15 8NY 

 

23 November 2020 

Dear Debra, 

North East Ambulance Service (NEAS) Quality Report 2019/20 
 

Healthwatch Northumberland welcomes the opportunity to respond to the draft NEAS 
Quality Report. Generally, this is a positive report and I hope the following observations will 
be helpful. 

 
Quality Priorities for Improvement 2020/2021. 

 
The detail behind the main priorities of patient safety, clinical effectiveness and patient 
experience is appropriately identified and patient care, safety and well-being are quite 
rightly the underlying principles. Key actions have been articulated and means of measuring 
achievement have been specified, with reporting on the latter presumably being integral to 
next year’s report. 

 

It is understandable that because of the pandemic there has been reduced external 
consultation in determining these priorities. We assume it will be more like ‘normal service’ 
from next year and it would be appreciated if a brief outline could then be given about how 
such of external consultation was implemented. 

 
Whilst it is laudable that the report focuses on the agreed priorities for this year and last 
year, it is regretted that there is no specific mention of other areas which have significant 
impact on the work of the Trust and therefore on care, safety and well-being: the 111 Service; 

Patient Transport; Handover Times and Same Day Discharge; Workforce Statistics. 

Healthwatch Northumberland 

Adapt (North East) 
Burn Lane Hexham 
Northumberland 
NE46 3HN 

Tel 03332 408 468 
Fax 01434 605251 
Email info@healthwatchnorthumberland.co.uk 
Web www.healthwatchnorthumberland.co.uk 
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Quality Priorities for Improvement 2019/2020. 
 

It is assuring that each of the three priorities has been achieved and the Trust is to be commended 
for such sterling work during the year. 

 

For Patient Safety, embracing the NHS Improvement’s ‘Just Culture’ framework has clearly been a 
positive initiative and although some of the evidence is inevitably subjective there has been objective 
information for Excellence Reporting, Just Culture Champions, Staff Investigation and Staff Survey. 
For Clinical Effectiveness, evidence of achievement in improving cardiac arrest care and outcomes is 
provided by CPAD Availability, using the Good SAM, cardiac arrest registry and the important cardiac 
arrest survival figures. The statistics provided for appropriate conveying cardiac arrests and 
inappropriate resuscitations are both positive and welcome. 

 
For Patient Experience the quality priority of mental health was well chosen, with evidence of 
achievement from staff training and safeguarding referrals as well as by reference to risk 
assessments, voluntary sector and the three-year implementation plan. As the latter has two more 
years to run, it might have been worthwhile to consider retaining this area of work as a specific 
priority for 2020/2021 because ‘one of the highest reasons for staff absence is stress’ (page 25) and 
because the 3,117 safeguarding referrals relating to children include ‘almost 35% related to mental 
health, self-harm or emotional harm.’ The emerging and worrying effects of the pandemic on staff 
and patients further supports the notion that mental health issues should remain an identified 
priority for NEAS. 

 
Further assurance on progress is provided by the positive reporting on National and Local Audits, 
CQUIN Schemes and Data Security and Protection. We trust that funding re-invested in the Rollout of 
the Urgent Care Pathway Team will result in recordable improvement to ensure ‘patients receive 
care right place, right time, right care’. 

 
In the section on Reporting Against Core Indicators NEAS performance for Category 1 is to be 
commended as the mean response time is not just better than the national average, it is the best in 
the country (even though a slight deterioration compared to the previous year). Similarly, Category 4 
performance is praiseworthy as it is on target and better than the national average (although again 
not as good as the previous year). Yet whilst it is appreciated that attention should be focussed on 
those patients requiring an immediate response to a life-threatening condition, it is disappointing 
that figures for categories 2 and 3 are significantly below target, deteriorating and below the national 
average. 

 
Whilst actions for improvement have been articulated, it is also disappointing that no commentary 
has been provided to explain what lies behind the figures. It is understood that comparing regions is 
difficult and that the north east is significantly rural yet this absence of comment begs various 
questions. Have categories 2 and 3 been affected by the understandable concentration on category 1 
patients? What is the significance of the 90th percentile? Why have figures deteriorated in all four 
categories since 2018/2019? 

 
Regarding the Ambulance Clinical Quality Indicators, positive information is generally reported with 
the stroke care bundle being particularly commendable and actions for improvement being listed. 
For Patient Safety Data, it is not clear how the figure of an 8.5% increase in reported patient safety 
incidents during 2019/2020 was determined when there were 2035 such incidents in that year 
compared to 2208 in 2018/2019. The decrease in incidents recorded as severe or death during 
2019/2020 compared to 2018/2019 is welcomed, as is the list of listening, learning and acting. 



 

 
 

For Complaints the further reduction in the number of critical comments is positive, especially since 
the 914 messages of appreciation received during the year is more than double that received for 
more negative issues. And again, lessons learned, and improvements made provide further assurance 
that this matter is being taken seriously. 

 
The Quality Improvement Strategy, Global Digital Programme and Friends and Family Feedback are 
positively reported. For the latter, the significant increase to 95.4% of people who would recommend 
the service is noteworthy although it is not clear how this actual figure was arrived at when there is a 
range of responses reported for 2019/2020. 

 
Overview of Quality of Care 

 
It was assuring that the unannounced responsive CQC Inspection in June 2019 confirmed the findings 
of the inspection undertaken a year earlier i.e. the ‘Good’ rating overall for 2018 was reflected in the 
2019 comment that the Emergency Operations Centre was ‘safe, effective and well-led’. 
The Staff Survey Results were variable: above, at and below the national averages although any 
differences were marginal. Areas for improvement were mentioned for those categories needing 
attention although not in as much detail as warranted by the significance of these areas: immediate 
managers, morale, safe environment, staff engagement. 

 
Patient Safety provided interesting reading about practical initiatives with the police, Berwick 
paramedics, Metro passengers and mobile phone apps. Responding to the pandemic was also 
mentioned and it is appropriate to again thank the NEAS staff for their continuing resilience, 
professionalism, hard work and diligence during these very challenging times. Such a message of 
appreciation has previously been forwarded by Healthwatch Northumberland in e-mails to the NEAS 
Chairman, Peter Strachan, in March and October 2020. 

 

There is significant assurance within the Clinical Effectiveness section, ranging from the 
improvements in sepsis care, learning from deaths, paediatric cardiac arrests and caring for patients 
(although for the latter it is not easy to understand the significance of the figures on page 59). 
For Patient Experience, there is an impressive description of several initiatives which will ‘make a 
difference’ to patients: lifting service, new discharge vehicles, dementia strategy, dementia friendly 
ambulances, mini medics. 

 
This is a well-articulated and presented report which is generally easy to read and absorb. Much of 
the information and evidence points to a well-run Trust which serves the community with pride and 
commitment as well as with experience and expertise. This is to be highly commended and it is 
hoped that any comment or suggestion made (especially regarding mental health and response 
times) will be carefully considered as they have all been made in a positive, supportive vein. 
We look forward to NEAS reporting progress with its priorities for 202/2021 and to continued co- 
operation with Healthwatch Northumberland in its role as the independent voice of the people. 

 
Yours sincerely 

 

 

David Thompson, Healthwatch Northumberland, Chair 



 

 
North East Ambulance Services Quality Report 2019/20: Scrutiny Statement  
 
Sunderland City Council’s Health and Wellbeing Scrutiny Committee are once again pleased to able 
to comment on the North East Ambulance Service Quality Report for 2019/20. The report continues 
to provide an overview of the quality of care and key priorities for the year ahead. Scrutiny allows 
local decision makers the opportunity to provide challenge, highlight the concerns of the public and 
acknowledge any good practice and improvements to service delivery. The Health and Wellbeing 
Scrutiny Committee continues to do this through healthy and productive relationships with a 
number of health partners, including the North East Ambulance Service. 
 
The Health and Wellbeing Scrutiny Committee is particularly pleased to acknowledge that NEAS 
remains the highest performing trust for delivering stroke care in the pre-hospital setting. The 
committee also recognises the areas for improvement in getting stroke patients to hospital in the 
60-minute timeframe, including an audit of pre-hospital stroke care to improve performance in 
getting patients to the correct unit within an hour. 
 
The Committee are also pleased to recognise the reduction in complaints received by NEAS as 
compared with 2018/19. As well as highlighting a number of service improvements to meet patient 
need including the creation of the community paramedic scheme in a number of rural areas, and the 
positive feedback this has received. 
 
Elected Members continue to invite representatives from NEAS to the Health and Wellbeing Scrutiny 
Committee to provide an update on Trust activities including around service performance, 
ambulance resources, key drivers on performance and the national picture. The Committee 
welcomes this opportunity to engage with the Trust and this will be increasingly important as we 
deal with the effects of the Covid-19 pandemic. 
 
There are clearly a number of actions identified in the Quality report to improve ambulance 
response times and the Committee will be interested to find out how this improvement work is 
progressing. The Committee acknowledges that this work will have been impacted by the Covid-19 
situation and it will be interesting to understand just how much of an impact this has had on 
ambulance response times in general, and also if there have been any service improvements 
brought about as a result of dealing with the pandemic. 
 
The current Covid-19 pandemic has disrupted every aspect of the way people live, work and interact 
with each other. This is a very challenging time for all the health and social care services as there is a 
clear impact on how services are delivered to ensure they remain safe and efficient for patients and 
operational staff. 
 
Sunderland City Council’s Health and Wellbeing Scrutiny Committee continues to value its 
relationship with the North East Ambulance Service and will continue to challenge and engage with 
the Trust over key issues and priorities for the city. The Health and Wellbeing Scrutiny Committee 
are therefore satisfied in endorsing this quality report for 2019/20.
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Healthcare NHS Foundation Trust’s statement for the North East 

Ambulance Service NHS Foundation Trust’s Quality Account 2019/20 

Thank you for sharing your draft Quality Account for 2019/20. We wish to congratulate you on a 

successful year, improved performance and a continued focus on patient safety and patient 

experience. 

Comments on ‘Progress against the priorities in 2019/20’ 

We would like to make the following specific comments on the positive improvement demonstrated 

against the Quality priorities: 

Patient Safety; Continue to develop a just and restorative culture to improve patient safety 

It is encouraging to read about the actions the Trust has taken to support and enable staff to report 

incidents in order to understand and identify areas for improvement. In particular, the work linked to 

the ‘Just Culture’ project, human factors learning and patient safety investigations and the inclusion of 

front-line clinicians. The importance of understanding the impact this has had on front-line process 

and procedures is clear within the report. Your staff survey results relating to reporting unsafe clinical 

practice is also encouraging, as is the increase in Excellence Reports this year. 

Clinical Effectiveness; Improving cardiac arrest and outcomes 

Firstly, we note the positive improvement made in appropriate conveyancing of cardiac arrest and the 

reduction in inappropriate resuscitations. We understand that the aim of this priority was to improve 

the support provided to clinicians on resuscitation and are therefore encouraged to read about the 

marked increase in CPADs across the region. It is also great to read about the digital advancements 

implemented too, such as the GoodSam Mobile App. It would however be useful to understand the 

direct impacts these have had on cardiac arrest survival. We would also like to understand any 

positive impacts of the auto dispatch system pilot. 

Patient Experience; Mental Health – improving care and experience 

It is great to read about the Trust’s first Mental Health Strategy and the actions identified within this. 

Furthermore, it is creditable that the mental health education programme has been delivered to 95% 

of your front-line staff. The work being undertaken with regards to safeguarding referrals related to 

mental health is also positive, particularly the pathway training which has been delivered to staff in 

order for them to understand the best care options for patients. We understand that this work is in its 

infancy however we would be interested to see the impact this has on mental health care within the 

organisation and across the region. 

Comments on ‘Quality Priorities for improvement 2020/21’ 

We would like to make the following comments on the priorities you have identified: 

Patient Safety; Managing the deteriorating patient in the Emergency Operations CentreWe 

acknowledge the challenges faced by the EOC and recognise the importance of determining the 

factors that identify possible deterioration in a patient and therefore welcome this as a priority for 

improvement for the year ahead. It is encouraging to read about the review, and where necessary, 

changes to your process and procedures and the ongoing audits of these to ensure they are 

effectively implemented. 

Clinical Effectiveness; Improving cardiac arrest care 

In light of the improvement seen through the 2019/20 priority, improving cardiac arrest care and 

outcomes, it is encouraging to read about the continuation of this work through this priority. 

Particularly, the increased use of smart technologies and purchasing of CPADs. We note that an 
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action is to review the care provided post cardiac arrest and onward conveyance to the Emergency 

Department, we look forward to working with you on this to improve patient care and outcomes. 

Patient Experience; Improving end of life care 

It is great to read about the Palliative Care and End of Life Education Strategy in line with the focus on 

ensuring patients’ wishes are respected and that they have a calm and peaceful death. We have also 

recognised this as a priority within the work we are undertaking on Bereavement and End of Life care 

and look forward to working with you to evaluate the impact of local engagement and collaboration. 

As part of this, we would also be keen to work with you to broaden the scope of the strategy to reduce 

the number of unnecessary conveyances to hospital particularly for the frail elderly. We note that 

there are wider actions associated with this in section 2.3. 

We look forward to seeing the progress made in these areas. 

The continued strong performance with regards to the Stroke care bundle and Myocardial infraction 

bundle is commendable however the increase in response time, particularly category 3 response 

times is concerning. That being said, we acknowledge the actions which have been, and hopefully will 

continue to be taken to improve these response times. 

It is noted that the Trust has reported a decrease in complaints and an increase in appreciations and 

it is encouraging to see how the lessons learned from complaints have fed into the Quality 

Improvement Strategy which in turn aims to improve user experience. 

It is also encouraging to read about the initiatives the Trust has engaged in with other organisations, 

such as Operation Ealing and the work ongoing with the Metro provider as part of improving patient 

safety. 

We also recognise that the Coronavirus pandemic has had a significant impact on services and 

acknowledge and thank the tremendous efforts your team have made in responding to the pandemic. 

We would also like to thank your teams for their efforts in continuing services whilst adapting to 

lockdown restrictions and Covid-19 measures. 

We would like to thank the Trust for their ongoing support, and we look forward to working together 

over the coming year and building on our positive working relationship. 

 

Birju Bartoli 

On behalf of the Board of Northumbria Healthcare NHS Foundation Trust November 2020 
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South Tyneside and Sunderland NHS Foundation Trust 

 

16.11.20 

 

Dear Deborah 

Thank you for the opportunity to comment on the NEAS Quality Report for 2019 – 20. 

As expected the report  provides a detailed overview of NEAS quality and 

safety  activities to provide assurances to the public and stakeholders of its ability to 

provide safe and effective services across the organisation.  

It is  reassuring to note improvements in performance across a number of areas and 

the continued learning from patient feedback to improve the patient experience.  

It is good  to see that we share many of the same priorities which increases the 

potential to improve quality and safety across the patient journey. However it is 

disappointing to note the lack of any examples of good practice between our two 

organisations – I am sure there must be some ! If not then perhaps that’s something 

we can work on in the future. 

I was surprised to see no mention of Research and Innovation. 

I hope these comments are helpful. 

Best wishes, 

Melanie 

Melanie Johnson 

Executive Director of Nursing, Midwifery and Allied Health Professionals 

(NMAHPs) 

South Tyneside and Sunderland NHS Foundation Trust 
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Healthwatch Newcastle and Healthwatch Gateshead combined 
statement for the North East Ambulance Service (NEAS) NHS 
Foundation Trust’s Quality Account 2019 -20 
 
Healthwatch Newcastle and Gateshead believe Quality Accounts are an important 
factor in ensuring healthcare providers are accountable to patients and the wider 
public about the quality of the services they provide. We welcome the opportunity 
to comment on the draft Quality Report for North East Ambulance Service NHS 
Foundation Trust. It is an informative and interesting read that demonstrates that 
the Trust has performed well during a time of great change. In particular, we 
would like to congratulate the Trust on preparing and presenting this Quality 
Account, whilst also having to meet the huge and ongoing challenges of the COVID 
pandemic. 
 
The report is broken down into three key areas; Patient Safety, Clinical 
Effectiveness and Patient Experience. Under these three domains were a total of 
16 plans. This report will make comment where required under the key headings as 
indicated. 
 
Priority 1: Patient Safety - ‘Continue to develop a just and restorative culture 
to improve patient safety’ 
 
We too recognise that staff reporting patient safety incidents is the most 
important factor in enabling the organisation to understand where improvements 
can be made.  

• We read with interest about the various initiative the Trust has developed 
to ensure that a just culture, which promotes open and honest reporting and 
effective learning, exists within your organisation.  

• In particular we welcome the continued development of the Excellence 
Reporting initiative, which we believe to be an effective way to embed best 
practice and increase job satisfaction levels. 

• We also endorse the active engagement of frontline clinicians in the work of 
the Clinical Review Group and the introduction of the Just Culture 
champions 

• We are pleased to note that NEAS performs above average in terms of staff 
knowing how to report a safety incident and then actually doing so; whilst 
recognising that you still have work to do to be best in the ambulance sector 

 
Priority 2: Clinical Effectiveness – ‘Improving cardiac arrest care and outcomes’ 
 
We agree, the ambulance service plays a key role in the chain of survival through 
the timeliness and quality of the interventions you provide and we endorse the aim 
to improve the support provided to clinicians on resuscitation and thereby improve 
the outcomes for patients. 

• We note with interest the significant increase in the availability of 
Community Public Access Defibrillators compared with the previous year. 
And we are especially pleased to see the numbers have almost doubled in 
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Newcastle and Gateshead, our particular area of interest. Whilst noting that 
the numbers available to our residents are significantly lower than residents 
in Northumberland and County Durham. 

• We are happy to see the Trust embracing new technology through the 
development of GoodSam app and also that you have enlisted a number of 
medical students in the initiative.  

• We note with interest the other developments you have initiated (staff 
training, the cardiac arrest registry and the rapid dispatch function) and we 
believe all these initiatives are beginning to have a positive impact on the 
quality and effectiveness of care for cardiac arrest patients.  

 
Priority 3: Patient Experience: ‘Mental Health – improving care and experience’ 
 
Whenever Healthwatch talk with the public about their health and social care 
needs, mental health issues are always of the highest concern, and as such we 
recognise and fully endorse the Trusts aim to improve mental health care within 
the emergency and urgent care arena. We also support the Trusts intention to 
work collaboratively with the two regional mental health trusts and see this as 
crucial to the success of this priority 

• We support the aim to develop and implement year 1 of the Trusts 3 year 
Mental Health Strategy and we wish you success with this initiative 

• We are pleased to note that 95% of frontline staff have now taken part in 
the Trusts bespoke mental health education programme 

• We note with interest the introduction of the new risk assessment tool, 
developed by North West Ambulance Service, for patients in mental health 
distress. We look forward hearing about the evaluation of the A BASIC STEP 
pilot. 

• We are always pleased to hear of examples of Trusts working collaboratively 
with the voluntary sector and other public sector partners, to improve 
patient experience.  

 
We are also pleased to note that the Trust experienced an 11% reduction in 
complaints compared to the previous year and that this is part on a continuing 
trend, year on year. Similarly we note that only 3 complaints were reviewed by the 
Parliamentary and Health Service Ombudsman and that appreciations have slightly 
increased.   
 
2020/21 priorities 
 
We note with interest the Trust’s new and continuing priorities for 2020/21, which 
are reasonable and comprehensive. We are pleased to see that ‘Improving cardiac 
arrest care’ remains a priority, as this work is ongoing, and we believe ‘Managing 
the deteriorating patient in the Emergency Operations Centre’ and ‘Improving end 
of life care’ are both areas of vital importance. And whilst it is unfortunate that 
there has been less external consultation in determining the new priorities, we 
recognise this is due to efforts required to respond to the COVID-19 pandemic and 
we hope more consultation will be able to take place next year.    
 

We wish the Trust continued success and look forward to receiving updates on 
progress with this year’s priorities  
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Annex 2: Statement of directors’ responsibilities for the Quality Report 

 

The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts) 

Regulations to prepare Quality Accounts for each financial year. 

NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual 

quality reports (which incorporate the above legal requirements) and on the arrangements that NHS foundation 

trust boards should put in place to support the data quality for the preparation of the quality report. 

In preparing the Quality Report, directors are required to take steps to satisfy themselves that: 

• the content of the Quality Report meets the requirements set out in the NHS Foundation Trust Annual 

Reporting Manual 2019/20 and supporting guidance; 

• the content of the Quality Report is not inconsistent with internal and external sources of information 

including: 

o board minutes and papers for the period April 2019 to March 2020; 

o papers relating to quality reported to the board over the period April 2019 to March 

2020; 

o feedback from commissioners dated 24th November 2020; 

o feedback from governors dated 3rd November 2020; 

o feedback from local Healthwatch organisations dated 24th November 2020; 

o feedback from Overview and Scrutiny Committees dated 23rd November 2020; 

o the trust’s complaints report published under regulation 18 of the Local Authority 

Social Services and NHS Complaints Regulations 2009 dated 24th September 

2020; 

o the latest national staff survey 2019; 

o the Head of Internal Audit’s annual opinion over the trust’s control environment – 

not applicable for 2019/20 Quality Report; 

o CQC inspection report dated 10th January 2019. 

• the Quality Report presents a balanced picture of the NHS foundation trust’s performance over the 

period covered; 

• the performance information reported in the Quality Report is reliable and accurate; 

• there are proper internal controls over the collection and reporting of the measures of performance 

included in the Quality Report, and these controls are subject to review to confirm that they are working 

effectively in practice; 

• the data underpinning the measures of performance reported in the Quality Report is robust and reliable, 

conforms to specified data quality standards and prescribed definitions, is subject to appropriate scrutiny 

and review; and 

• the Quality Report has been prepared in accordance with NHS Improvement’s annual reporting manual 

and supporting guidance (which incorporates the Quality Accounts regulations) as well as the standards 

to support data quality for the preparation of the Quality Report 

The directors confirm to the best of their knowledge and belief they have complied with the above 

requirements in preparing the Quality Report. 

By order of the Board 

Peter Strachan      Helen Ray 

Chair       Chief Executive 
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Annex 3: Limited assurance report on the content of the quality report 

and mandated performance indicators 

 

The requirements to gain external assurance was not mandated for the 2019/20 report in recognition of the 

impact COVID-19 pandemic has had on NHS services and to enable NHS Trusts to focus on the response 

to this. 

Data has been provided by service leads, key performance data has been reported to the Board of Directors 

throughout 2019/20. With review of data quality at regular intervals, in line with national reporting 

requirements.  
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Annex 4: Abbreviations 

AED Automated External Defibrillator 

ARP Ambulance Response Programme 

ACQIs Ambulance Clinical Quality Indicators 

AQIs Ambulance Quality Indicators  

BAME Black, Asian & Minority Ethnic 

CARe Care and Referral 

CQC  Care Quality Commission  

CCG Clinical Commissioning Group 

CPR Cardiopulmonary Resuscitation 

CQUIN The Commissioning for Quality and Innovation payments framework 

DBS The Disclosure and Barring Service 

DoS  Directory of Services 

CCM Clinical Care Manager 

ED Emergency Department 

EMR Emergency Medical Responder 

EOC Emergency Operations Centre 

EoLC End of life care 

ESR  Electronic Staff Record  

EPRF Electronic Patient Report Form  

FOT Forecast Outturn 

FTE Full Time Equivalent 

HENE Health Education North East.  

HSE Health and Safety Executive 

ICaT Integrated Care and Transport 

LGBT Lesbian, Gay, Bisexual and Transgender 

NCA  National Clinical Audit  

NEAS North East Ambulance Service NHS Foundation Trust 

NHS  National Health Service 

NRLS National Reporting and Learning System 

PALS Patient Advice and Liaison Service 

PbR Payment by Results  

PHKiT Pre-Hospital Knowledge in Trauma 

QGG  Quality Governance Group  

RCA Route Cause Analysis 

SPN Special Patient Note 

UEC Urgent & Emergency Care 
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Annex 5: Glossary of Terms 

 

Term Definition 

Accessible Information 

Standard 

The Accessible Information Standard aims to make sure that disabled people 

have access to information that they can understand and any communication 

support they might need. All organisations must follow this standard in full by 

31st July 2016. 

Advanced Practitioner 

(AP) 

An Advanced Practitioner provides advanced primary care skills.  May be a 

paramedic or a nurse with advanced skills. 

Ambulance Quality 

Indicators 

These are the Ambulance sector’s national quality indicators. 

Ambulance Response 

Programme (ARP) 

NHS England is conducting a programme of work that is exploring strategies 

to help ambulance services reduce operational inefficiencies whilst remaining 

focused on the need to maintain a very rapid response to the most seriously 

ill patients and improve the quality of care for patients, their relatives and 

carers. 

Care bundle A care bundle is a group of between three and five specific procedures that 

staff must follow for every single patient. The procedures will have a better 

outcome for the patient if done together within a certain time limit, rather than 

separately. 

Care Quality 

Commission (CQC) 

The independent regulator of all health and social-care services in England. 

The commission makes sure that the care provided by hospitals, dentists, 

ambulances, care homes and services in people’s own homes and elsewhere 

meets government standards of quality and safety. 

Category 1 For those patients that require an immediate response to a life threatening 

condition and where this requires resuscitation or emergency intervention from 

the ambulance service. This requires a 7 minute response, and 90th percentile 

is measured.    

Category 2 For those with symptoms linked to a serious condition, for example stroke or 

chest pain, that may require rapid assessment and / or urgent transport. This 

requires an 18 minute response, and 90 percentile is measured.  

Category 3 Is for those urgent problems that require treatment and transport to an acute 

care provider. This requires a 2 hour response (90th percentile)  

Category 4  Is for those that are not urgent and require transportation to a hospital ward or 

clinic within a given time window. This requires a 3 hour response (90th 

percentile)   

Clinical Commissioning 

Groups (CCGs) 

Clinical Commissioning Groups are NHS organisations set up by the Health 

and Social Care Act 2012 to organise the delivery of NHS services in England. 

Clinical audit A clinical audit mainly involves checking whether best practice is being 

followed and making improvements if there are problems with the way care is 

being provided.  A good clinical audit will find (or confirm) problems and lead 

to changes that improve patient care. 

Clinical effectiveness 

 

Clinical effectiveness means understanding success rates from different 

treatments for different conditions. Methods of assessing this will include 

death or survival rates, complication rates and measures of clinical 

improvement. This will be supported by giving staff  the opportunity to put 

forward ways of providing better and safer services for patients and their 
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families as well as identifying best practice that can be shared and spread 

across the organisation. Just as important is the patient’s view of how effective 

their care has been and we will measure this through patient reported 

outcomes measures (PROMs). 

Commissioning for 

Quality and Innovation 

(CQUIN) payment 

framework 

The Commissioning for Quality and Innovation payment framework means 

that a part of our income depends on us meeting goals for improving quality. 

Contact centre The first point of contact for 999, 111 and Patient Transport Services patients 

who need frontline medical care or transport. 

Core services Our core services are accident and emergency, NHS 111, Community First 

Responders, the patient transport service and emergency planning. 

Disclosure and Barring 

Service 

The Disclosure and Barring Service (DBS) helps employers make safer 

recruitment decisions and prevent unsuitable people from working with 

vulnerable groups, including children. It replaces the Criminal Records Bureau 

(CRB) and Independent Safeguarding Authority (ISA) 

Directory of Services 

(DoS) 

Once we have decided on the appropriate type of service for the patient – so 

that we can direct them to a service which is available to treat them – we use 

a system linked to a directory of services. This directory contains details of the 

services available, their opening times and what conditions and symptoms 

they can manage, within an area local to the patient. 

End-of-life patients Patients approaching the end of their life. 

Enhanced Clinical 

Assessment and 

Referral (CARe)  

Enhanced CARe is the name of our training provided to core paramedics to 

enable them to deliver a higher level of care than a traditionally trained 

paramedic. This includes using additional skills, patient pathways and in 

excess of 30 additional drugs. 

Electronic Staff Record 

(ESR) system 

Electronic staff record system used in the Trust to hold personnel related 

information.   

Enforcement action Action taken against us by the Care Quality Commission if we do not follow 

regulations or meet defined standards. 

Electronic Patient Report 

Form (EPRF) 

The Electronic Patient Report Form uses laptops to replace paper patient 

report forms. Ambulance staff attending calls can now download information 

on the way, access patients’ medical histories, enter information in ‘real time’ 

and send information electronically to the accident and emergency department 

they are taking the patient to and to the patient’s GP practice. 

Foundation Trust Boards These make sure that trusts are effective, run efficiently, manage resources 

well and answer to the public. 

Governors Foundation Trust members have elected a council of governors. The council 

is made up of 21 public governors and four staff governors, plus nine 

appointed governors. 

Governor Task and 

Finish Group 

A group set up to identify which priority areas and risks should be included in 

a specific document, such as the annual plan or quality account. 

Handover and 

turnaround process 

Handover is the point when all the patient’s details have been passed, face-

to-face, from the ambulance staff to staff at the hospital, the patient is moved 

from the ambulance trolley or chair into the treatment centre trolley or waiting 

area and responsibility for the patient has transferred from the ambulance 

service to the hospital. 
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Turnaround is the period of time from an ambulance arriving at hospital to an 

ambulance leaving hospital. 

Health Act 2009 An Act relating to the NHS Constitution, healthcare, controlling the promotion 

and sale of tobacco products, and the investigation of complaints about 

privately arranged or funded adult social care. 

Hear and Treat A triage system designed to assess patients over the phone and to provide 

other options in terms of care, where appropriate, for members of the public 

who call 999. 

Health Education North 

East 

Health Education North East supports Health Education England to ensure 

local workforce requirements are met and there is a competent, 

compassionate and caring workforce to provide excellent quality health and 

patient care. 

Lamp (The) This has is a bespoke Microsoft SharePoint site which has been developed 

for us in our Contact Centre as a communication tool, sharing information, 

learning and news updates. 

Major trauma Major trauma means multiple, serious injuries that could result in death or 

serious disability. These might include serious head injuries, severe gunshot 

wounds or road-traffic accidents. 

Monitor The independent regulator of NHS Foundation Trusts. 

National Ambulance 

Quality Indicators (AQIs) 

Measures of the quality of ambulance services in England, including targets 

for response times, rates when calls are abandoned, rates for patients 

contacting us again after initial care, time taken to answer calls, time to 

patients being treated, calls for ambulances dealt with by advice over the 

phone or managed without transport to A&E,  and ambulance emergency 

journeys. 

National clinical audit National clinical audit is designed to improve the outcome for patients across 

a wide range of medical, surgical and mental health conditions. It involves all 

healthcare professionals across England and Wales in assessing their clinical 

practice against standards and supporting and encouraging improvement in 

the quality of treatment and care.  

National confidential 

enquiries 

Investigations into the quality of care received by patients to assist in 

maintaining and improving standards.  

NHS (Quality Accounts) 

Regulations 2010 

Set out the detail of how providers of NHS services should publish annual 

reports – quality accounts – on the quality of their services. In particular, they 

set out the information that must be included in the accounts, as well as 

general content, the form the account should take, when the accounts should 

be published, and arrangements for review and assurance. The regulations 

also set out exemptions for small providers and primary care and community 

services. 

NHS Foundation Trust 

Annual Reporting 

Manual 2014/15  

Sets out the guidance on the legal requirements for NHS Foundation Trusts’ 

annual report and accounts. 

Pathways A system developed by the NHS which is used to identify the best service for 

a patient and how quickly the patient needs to be treated, based on their 

symptoms. This may mean the patient answering a few more questions than 

previously. All questions need to be answered as we use them to make sure 

patients are directed to the right service for their needs. Types of service may 

include an ambulance response, advice to contact the patient’s own GP or an 
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out-of-hours service, visit the local minor injury unit or walk-in centre or self-

care at home. 

Patient Advice and 

Liaison Service (PALS) 

The Patient Advice and Liaison Service offers confidential advice, support and 

information on health-related matters. They provide a point of contact for 

patients, their families and their carers. 

Patient experience This includes the quality of caring. A patient’s experience includes how 

personal care feels, and the compassion, dignity and respect with which they 

are treated. It can only be improved by analysing and understanding how 

satisfied patients are, which is assessed by patient reported experience 

measures (PREMS). 

Patient safety Makes sure the environment the patient is being treated in is safe and clean. 

This then reduces harm from things that could have been avoided, such as 

mistakes in giving drugs or rates of infections. Patient safety is supported by 

the National Patient Safety Agency’s ‘seven steps to patient safety’. 

Quality Committee This committee gives the Board an independent review of, and assurances 

about, all aspects of quality, specifically clinical effectiveness, patient 

experience and patient safety, and monitors whether the Board keeps to the 

standards of quality and safety set out in the registration requirements of the 

Care Quality Commission. 

Quality dashboard An easy-to-read, often single-page report showing the current status and 

historical trends of our quality measures of performance. 

Quality Governance 

Group 

This is a core management group which has the primary purpose of 

operationalising the Trust’s Quality Strategy and managing all aspects of 

safety, excellence and experience. The QGG directs the programmes and 

performance of the quality working groups that report to it. 

Quality Strategy Describes the Trust’s responsibilities, approach, governance and systems to 

enable and promote quality across the Trust whilst carrying out business and 

planned service improvements. 

Relevant Health Services Services provided by the Trust – Emergency Care, Patient Transport and 111. 

Research Ethics 

Committee 

This committee helps to make sure that any risks of taking part in a research 

project are kept to a minimum and explained in full. Their approval is a major 

form of reassurance for people who are considering taking part. All research 

involving NHS patients has to have this approval before it can start. 

SharePoint SharePoint is a software package that can be sued to create websites. This 

can then be used as a secure place to store, organise, share and access 

information. 

See and Treat A face-to-face assessment by a paramedic that results in a patient being given 

care somewhere other than an A&E department. 

Special reviews or 

investigations 

Special reports on how particular areas of health and social care are 

regulated. 

Ulysses Safeguarding 

system 

The Incident reporting system used by NEAS 

Your feedback  

 
We welcome feedback on this report. You can provide your comments and suggestions in writing to the following 

email address: Email: publicrelations@neas.nhs.uk  

 

mailto:publicrelations@neas.nhs.uk
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Or visit the NHS Choices website at: 

http://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=29237 

 

Support is available to access this ‘Quality Account’ in in a range of other formats on request including large 

print, Braille, audio, and other languages. 

 

 

Your feedback and further information 

If you would like to know more about our Quality Report or plans, please visit our website www.neas.nhs.uk or contact: 

Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and Improvement 

North East Ambulance Service NHS Foundation Trust 

Email: sarah.rushbrooke@neas.nhs.uk / Tel: 0191 430 2000 

http://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=29237
mailto:sarah.rushbrooke@neas.nhs.uk
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:  For Information:  

 
Board of Directors’ Meeting – 10.12.20 

Report title: CQC Improvement Action Plan Closure Report 

Purpose of report: The purpose of the report is to provide the Board with the Action Closure 
report following the agreement with CQC on the outstanding actions from 
the CQC Improvement Action Plan 

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) 

Following the CQC inspection of the Emergency Operations Centre 
(EOC) at NEAS in 2018  the Trust were issued with two Requirements 
Notices: 
 
• Regulation 12 HSCA 2014 – Safe Care and Treatment  
• Regulation 18 HSCA 2014 – Staffing 
 
Several actions were identified that we MUST take in order to comply 
with our legal obligations and a few actions were identified that we 
SHOULD take in order to comply with minor breaches (but did not justify 
regulatory action). 
 
Since 2019 monthly progress reports have been submitted to our CQC 
Engagement Relationship Manager to monitor and review during our 
monthly Engagement Relationship meetings. From the original forty-
one sub-actions NEAS identified in total, thirty-two have been 
completed and nine remain outstanding.   
 
This report sets out a detailed overview of the current status of those 
nine outstanding actions and in doing so we have sought agreement 
from the CQC that the actions can be closed and moved into the 
relevant NEAS Governance structures to be managed as part of 
business as usual. 
 
The specific actions outstanding with the CQC presented in this report 
are: 
 
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 
 
Action 7 Reduce the levels of incidents identified to have been caused 
by human error 
  
Action 10 Timely sharing of individual and organisational learning  
 
The Trust MUST improve systems to ensure that the service can deliver 
NHS 111 local and national performance targets 
 
Action 14,19,20,21 Meeting local and national performance targets 
 
The Trust MUST have effective systems in place to achieve the 85% 
target for staff appraisal compliance 
 
Action 27 Trust-wide appraisal performance is to be reported to senior 
management team on a monthly basis and any slippage is escalated to 
the Executive Team. 
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The Trust MUST ensure that Clinical Advisors are available to meet 
patient demand 
 
Action 33 Continue to work on remote working access to address 
sudden peaks in demand to be dealt with in short shift overtime. 
 
The Trust SHOULD identify measures to reduce the noise levels in 
Russell House 
 
Action 36 Explore alternative noise reduction actions not already 
pursued. 
 
Feedback from the CQC is that they are happy that we have met the 
requirements laid out and were happy to sign off the action plan, 
however, due to the internal CQC national process, they cannot 
‘formally’ close down the action plan as this can only be done following 
the next CQC inspection.   
 
The attached report outlines how we would move these 9 outstanding 
actions into our BAU/governance frameworks for onward monitoring and 
assurance, and as such, I would be grateful if the Board could please 
note the Recommendation sections in the report highlighted in yellow 
and ensure that this is now included in the sub-committee’s Cycle of 
Business / Agenda for future Committee meetings where appropriate. 
 
 
In addition, the CQC are requesting regular updates on 3 specific 
actions for assurance that these are being /have been fully embedded.   
 
The 3 specific areas that the CQC have highlighted are outlined below: - 
 
Action Review 14 
 
Each service line have individual performance metrics for staff that align 
with local and national performance targets related to each service area. 
This will ensure each team member can see how their performance 
contributes to overall service delivery and attainment of targets. 
 
The initial response to provide these reporting tools was impacted by the 
data warehouse rebuild in 2019 and the national mandated reporting 
requirements had to be prioritised. Then before the work stream could 
be firmly re-established the need for the Trust to respond to the 
challenge of the pandemic meant many support services staff, including 
some of the informatics team were redeployed from their core role to 
alternative duties. From July the teams including the informatics team 
began to return to their core roles on a remote working basis. The EOC 
reporting developments are now progressing as part of the informatics 
team development plan and are a key feature of the EOC performance 
management plans.  
  
Action Review 19 
 
Sickness management improved in line with 5% target to improve staff 
availability on shifts which will support delivery of performance targets. 
 
The Trust is working to develop a safer staffing report for the EOC 
moving away from traditional erlang-based call taking needs 
assessment tools.  
 
Action Review 20 
 
Develop a combined live dashboard to identify overall service wide 
pressures across the organisation. 
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Issue previously considered by: Executive Management Group 

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

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

Report author: Sue Tucker, EOC Head of Clinical Governance and Safety & Paula 
Gent, CQC Monitoring and Compliance Lead 

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 

      

 

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

Registration with the CQC as a regulatory body requires compliance with the 
Fundamental Standards. Failure to meet these regulations could result in the CQC 
enacting 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: 

• Appraisal Compliance although improving is not meeting our 
internal target 

• Information Governance compliance is not meeting the 95% 
target but is now within the 90% margin 

• Progress is being made in relation to the 111 KPIs but 
performance remains under trust performance targets. 
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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 for our patients will be 
enhanced in terms of patient safety, clinical effectiveness and patient 
experience. This is in line with our current Good rating and striving 
towards Outstanding. 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Engagement and collaboration has been carried out with the core service 
leads within NEAS relating to the key actions. 

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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____________________________________________________ 
   
After an inspection of the Emergency Operations Centre (EOC) at NEAS in 20181 the Trust were issued with 
two Requirements Notices: 

• Regulation 12 HSCA 2014 – Safe Care and Treatment  
• Regulation 18 HSCA 2014 – Staffing 
 
Several actions were identified that we MUST take in order to comply with our legal obligations and a few 
actions were identified that we SHOULD take in order to comply with minor breaches (but did not justify 
regulatory action). 

Since 2019 monthly progress reports have been submitted to our CQC Engagement Relationship Manager 
to monitor and review during our monthly Engagement Relationship meetings. From the original forty-one 
sub-actions NEAS identified in total, thirty-two have been completed and nine are remain outstanding.   

This report sets out a detailed overview of the current status of those nine outstanding actions and 
in doing so is seeking agreement from the CQC that the actions can be closed and moved into the 
relevant NEAS Governance structures to be managed as part of business as usual.  

 

The specific actions outstanding with the CQC are presented in this report are: 

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 

Action 7 Reduce the levels of incidents identified to have been caused by human error  

Action 10 Timely sharing of individual and organisational learning  

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

Action 14,19,20,21 Meeting local and national performance targets 

 
The Trust MUST have effective systems in place to achieve the 85% target for staff appraisal 
compliance 
Action 27 Trust-wide appraisal performance is to be reported to senior management team 

on a monthly basis and any slippage is escalated to the Executive Team. 
 
 
The Trust MUST ensure that Clinical Advisors are available to meet patient demand 

Action 33 Continue to work on remote working access to address sudden peaks in demand 
to be dealt with in short shift overtime. 

 
 
The Trust SHOULD identify measures to reduce the noise levels in Russell House 

 
Action 36 Explore alternative noise reduction actions not already pursued. 

 

                                                           
1   https://api.cqc.org.uk/public/v1/reports/072524ce-7073-4add-ab33-a9dbb6218f06  

https://api.cqc.org.uk/public/v1/reports/072524ce-7073-4add-ab33-a9dbb6218f06
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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 
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Action 7 - Reduce the levels of incidents 
identified to have been caused by human 
error 
____________________________________________________ 
 

Action Review 

What was the actual action submitted?  

Deploy clinical safety processes more widely across EOC by increasing number of clinical safety 
officers trained.  This will ensure all systems changes are deployed in a manner that minimises the 
human factors impacts. Increasing to 4 will ensure we have the resources available to complete the 
required clinical safety cases. 

Two Clinical Safety officers (CSO’s) are currently employed within the Emergency Operations Centre and 
are accredited to meet the requirements set out in DCB0160 and DCB0129 and therefore support the Trust 
(not just the EOC) to meet its requirements set out in section 250 of the Health and Social Care Act 2012.   

As part of  the changes in the EOC senior leadership structure and the wider Trust governance structure that 
have been deployed in the past nine months, the role of Lead CSO is identified within the job description of  
the EOC Head of Clinical Governance and Safety to ensure coordination and ownership of this is formally 
undertaken and is no longer an ad hoc task for those who could find interest or capacity. The EOC Head of 
Clinical Governance and Safety is accountable not only to the Deputy Chief Operating Officer but also the 
Medical Director and Director of Quality, patient safety, Innovation and Improvement.  This new structure fits 
the management and oversight of this activity strongly in the Quality Governance framework with oversight 
and input from the Quality Clinical Development Forum, to the Clinical Quality Governance Group and up to 
Executive Management Group and the Quality Committee.  

Now these changes have been established the lead CSO is seeking a third CSO candidate for the EOC and 
a further candidate in the wider organisation for the clinical systems outside the EOC. Training, like many 
aspects of life in 20202, has been impacted by the move to remote working but the NHS Digital and NHS E 
teams have converted training to online formats to accommodate the new work-based restrictions we must 
all comply with. 

In addition to ensuring the appropriate and mandated clinical systems process and resources are in place to 
be effective, these measures need to be supported by an organisational culture that is based on a Just 
Culture approach alongside  an appreciation of systems theory, so that other “systems” such as processes 
and procedure’s do not make the focus “the human Factor “ which may be cited as the main  cause of 
incidents and the  route for resolution being “teach that person again”  

In support of achieving this one of the Trust’s 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 Moderate incidents and over rarely 
focus on human error, but on ensuring the systems support people to perform their roles effectively 

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. 
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Despite the many challenges the world has thrown at the teams across the Trust this year progress towards 
this has been maintained. Within the EOC, 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, the form is predominantly 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 any influencing factors that caused them to respond in the way they did at that time.                  

Recommendation  

We are requesting that this outstanding action be closed from the CQC Improvement Action Plan as 
it is an ongoing mandatory requirement for compliance and in future be monitored and reported via 
the Quality Committee.  
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Action 10 - Timely sharing of individual and 
organisational learning 
____________________________________________________ 
 
Action Review 

What was the actual action submitted?  

Include learning from incidents and complaints at quarterly listening events for EOC staff, quarterly 
Clinical education sessions, bi-annual Band Seven away days. 

In the first 12 months of the action plan several EOC listening events to include sharing of learning from 
incidents and complaints were scheduled using the WFM system in order plan the peak times that staff could 
attend, including early morning and late nights as well as weekends. Members of the EOC senior leadership 
team supported delivery of all the sessions.  Unfortunately, there was still poor attendance at these events, 
even though the times were staggered, based around times of lowest service demand to facilitate attendance 
by some on shift and communications in advance to all staff in the EOC. 

Late in 2019 it was agreed to run away days throughout 2020 to discuss how teams could develop 
implementing a framework for learning from events and that this would become business as usual. 
Unfortunately, due to the pandemic these plans had to be put on hold. The huge wave of demand in the first 
quarter of the year saw all none direct patient facing work suspended to allow service response to the 
pandemic. 

After the initial surge of calls focus moved to bringing in new staff promptly and the restructure of the physical 
environments in the EOC to support social distancing requirements to maintain the health and safety of our 
staff and ensure the environment was COVID Secure. During this time the Trust began daily briefings to staff 
via Siren on all COVID measures and activity.  

The challenges of social distancing and the advent of widescale remote working across the Trust saw the 
use of Microsoft Teams become a standard tool for communication and virtual meetings. The senior 
leadership team embraced this remote methodology for re-establishing the “listening events” and staff 
engagement. In August 2020 the call taking team held their first team Q&A webinar. This offered huge 
benefits over face to face events as we no longer need to find physical space to meet, staff can easily attend 
if off duty and finally they are recorded and available for play back at any time later.   

This is now being rolled out across all service lines in the EOC and will include a Senior Leadership Q&A 
session, aligned to the Executive Team Q&A which is now hosted monthly. 

For more ad hoc and time critical information new information boards have been sited across the EOC in 
addition to the performance boards already in place. This means staff can have visual prompts to read new 
polices or check Siren/The Lamp whilst on shift. 

At a corporate level, 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.  

In 2020 the Trust has also invested in “Workplace” a corporately managed “Facebook” like tool which creates 
another forum for sharing of learning and information. The app can only be accessed via a Trust Email 
address and non-staff members cannot be invited which makes it secure. The application can be accessed 
by any smart device or a pc and allows polls/ live broadcasts to be set up for staff to engage with. 
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For managers to have more timely and easy access to the outcomes of incidents and action plans the Trust 
has invested in an action planning module for its incident reporting system ‘Safeguard Ulysses’.  

All actions identified during investigations including Serious Incidents are now added to the system ensuring 
improved accountability, visibility and tacking. This ensures managers are more informed and able to share 
learning in a more timely fashion.  

The introduction of the Clinical Quality Development Forum as part of the new Trust governance structure, 
in August 2020, now provides an opportunity for shared organisational learning as will the introduction of 
clinical governance meetings in the North and South Divisions, which is planned for October / November 
2020. This increased focus on clinical governance being integrated directly amongst the workforce is further 
reinforced by the development of a Head of Clinical Governance and Safety role within the EOC. 

Further work is ongoing to ensure that the focus on learning and system improvements referenced in the 
NHS Patient Safety Strategy, PSIRFS and anticipated complaints standards underpins the work on our 
organisation wide learning.  

Recommendation 

We are requesting that this outstanding action be closed from the CQC Improvement Action Plan as 
it is an ongoing mandatory requirement for compliance and in future be monitored and reported via 
the Quality Committee and associated governance reporting structure. 
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The Trust MUST improve systems to 
ensure that the service can deliver NHS 

111 local and national performance 
targets   
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Action 14,19,20,21 - Meeting local and 
national performance targets 
____________________________________________________ 
Action Review 14 

 What was the actual action submitted?  

Each service line have individual performance metrics for staff that align with local and national 
performance targets related to each service area. This will ensure each team member can see how 
their performance contributes to overall service delivery and attainment of targets. 

The initial response to provide these reporting tools was impacted by the data warehouse rebuild in 2019 
and the national mandated reporting requirements had to be prioritised. Then before the work stream could 
be firmly re-established the need for the Trust to respond to the challenge of the pandemic meant many 
support services staff, including some of the informatics team were redeployed from their core role to 
alternative duties. From July the teams including the informatics team began to return to their core roles on 
a remote working basis. The EOC reporting developments are now progressing as part of the informatics 
team development plan and are a key feature of the EOC performance management plans. 

Recommendation 

We are requesting that this action be closed from the CQC Improvement Action Plan and be 
monitored and reported via the Performance and Finance Committee and its associated governance 
structure. 

 

Action Review 19 

What was the actual action submitted?  

Sickness management improved in line with 5% target to improve staff availability on shifts which 
will support delivery of performance targets 

The initial traction and subsequent improvement in absence management and activities to improve staff 
wellbeing were one of the most impacted action plans this year. The impact of Covid related illness plus the 
impact of shielding and self-isolating requirements have made managing the sickness absence rate even 
more challenging.  The delivery of performance targets by the EOC has also been impacted by the absence 
levels on the frontline.  Reduced response resource leads to delayed response and subsequently we see 
increased ETA calls which affect overall call taking capability and increase the number of clinical interactions 
required in the dispatch queue. This led to a recognition that the approach to sickness management had to 
be trust wide and not departmental focused. 

The Trust is working to develop a safer staffing report for the EOC moving away from traditional erlang-based 
call taking needs assessment tools. These are traditional commercial call centre measurements and focus 
primarily on numbers needed to answer calls and has no inclusion of skill level requirements to maintain 
patient safety. The development of this is monitored via the Clinical Quality Governance group. 

Recommendation 

We are requesting that these outstanding four actions be closed from the CQC Improvement Action 
Plan and be monitored and reported via the Performance and Finance Committee and its associated 
governance structure. In addition to this the People and Development committee assures the 
management of staff wellbeing and absence management. 
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Action Review 20 

What was the actual action submitted?  

Develop live dashboards for managers to use. Currently the dashboards are split by service line and 
don’t quickly show the impact the differing pressures the services lines present each other. A 
combined dashboard would allow identification of overall service wide pressure the organisation is 
experiencing. 

As per action 14, the initial response to provide these reporting tools was impacted by the data warehouse 
rebuild in 2019 and the national mandated reporting requirements which had to be prioritised. Then before 
the work stream could be firmly re-established the need for the Trust to respond to the challenge of the 
pandemic meant many support services staff including some of the informatics team were redeployed from 
their core role to alternative duties. From July the teams including the informatics team began to return to 
their core roles on a remote working basis. The EOC reporting developments are now progressing as part of 
the informatics team development plan. 

Recommendation 

We are requesting that this action be closed from the CQC Improvement Action Plan and be 
monitored and reported via the Performance and Finance Committee and its associated governance 
structure. 

 

Action Review 21 

What was the actual action submitted?  

Review trajectories for all service performance improvements as part of monthly performance 
meetings.   

Since the inspection the Trust has appointed an additional performance and compliance officer based in the 
EOC. This officer works alongside the senior leadership team and service lines to establish areas for 
focussed improvement and determine trends in performance challenges and improvement plans. The EOC 
now holds a weekly performance review meeting and data quality issues are reviewed at the monthly CAB 
meeting to understand if any performance issues are in fact data quality and reporting issues.  

The new performance governance structure is supported by a monthly IQPR report, each service line adds 
narrative and supporting evidence to the data reports on actual performance issues and the risks and actions 
related to those issues. This report is presented to EMG and the Performance group each month for review 
and assurance. The Performance and Finance Committee will be the assurance mechanism for this action. 

Recommendation 

We are requesting that these outstanding four actions be closed from the CQC Improvement Action 
Plan and be monitored and reported via Performance Group and the associated governance structure 
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The Trust MUST have effective systems 
in place to achieve the 85% target for 

staff appraisal compliance   
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Action 27 - Trust-wide appraisal performance is 
to be reported to senior management team on a 
monthly basis and any slippage is escalated to 
the Executive Team. 
Action Review 

What was the actual action submitted?  

Trust wide appraisal performance to be reported to senior management team on a monthly basis and 
any slippage is escalated to the Executive Team. 

The Trust completes detailed reports for appraisal compliance across the organisation to provide accurate 
data for managers to adequately manage compliance within their own areas and this includes: 

• Providing weekly reports on compliance broken down to clusters/service lines at operational level 
• The production of a manager dashboard where managers can easily track their staff compliance by 

the Digital Education Lead  
• Supporting managers by providing details on the managers dashboard for staff that will become non-

compliant within 3 months 
• Work is in progress to ensure appraisers at all levels across the organisation have access to 

compliance data to support the appraisal process and manage compliance via ESR where possible. 
• All student initial appraisals will be completed by education staff to ensure compliance 
• The new appraisal process ‘Let’s talk about you’ is live. New appraisal documentation, designed with 

consultation across all directorates, places greater emphasis on the role and contribution of the 
appraiser before, during and after the appraisal conversation. 

• This new documentation and process was developed to align with the long-term trust wide cultural 
change, values and behaviours programme (2015 – 2020) which the organisation has rolled out 
successfully. The next phase for 2020 and beyond is to embed this change and enable employees to 
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 genuine 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 and home life can be facilitated 

• Talent management conversations are part of this discussion too. This builds/shapes the foundations 
of the talent management work we are beginning to develop trust wide 

• Bi-Weekly appraisal webinars (part of the new 5 module Management Essentials Programme) are 
available to managers to assist their learning and understand what’s new about the process and 
documentation 

• Role objectives for those with multiple postholders are available for appraisers to access via the 
SharePoint/Siren Intranet 

• The OD Team are working closely with Operational Management to offer bank staff a ‘check-in 
conversation’ to discuss welfare/performance/career – a mini appraisal as such, rather than the full 
‘Let’s Talk About You’ appraisal form. We are clear that while we do not offer a full appraisal process, 
we do offer a process and documentation aligned to the full ‘Let’s Talk About You’ that is supportive, 
facilitates discussion and meets these three core needs.  

Recommendation  

We are requesting that this outstanding action be closed from the CQC Improvement Action Plan and 
be monitored and reported via the Executive Management Group (EMG) and People and Development 
Committee. 
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The Trust MUST ensure that Clinical 
Advisors are available to meet patient 

demand   
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Action 33 - Continue to work on remote 
working access to address sudden peaks in 
demand to be dealt with in short shift 
overtime. 
__________________________________________________ 
 
Action Review 

What was the actual action submitted?  

Continue to work on remote working access to address sudden peaks in demand to be dealt with in 
short shift overtime. 
 

At the time of the inspection only two clinical advisors had access to remote working facilities for the Cleric 
System. One of the few areas of advancement not restricted by the COVID 19 pandemic within the Trust and 
wider health services has been the increased use of remote and digital solutions by clinical teams. At NEAS 
this has been no different and we now have 23 sets of equipment deployed to allow remote access to Cleric 
by clinical advisors. In addition to this the dental nurses who now manage the dental related calls also have 
remote access and respond at short notice when the dental queue reaches an agreed threshold which 
prevents repeat call backs by calls awaiting their dental input.  

There are technical restrictions for this equipment and not every clinical advisor will meet the governance 
criteria for home working, but a tenfold increase has been achieved. The technical limitations currently mean 
any work on calls in the dispatch queues cannot be managed remotely. 

To mitigate this the Trust is piloting the use of the Manchester Triage System Telephone Triage Advice 
assessment tool and framework to support the dispatch queue management by Paramedics who may be on 
alternate duties short term (or in extreme conditions may remove frontline staff to the EOC) this allows  the 
Senior Clinical Advisors to focus on the calls in the Clinician call stack including those who have remote 
working access. 

In addition, other clinical staff working in the IUC on SystmOne can access this remotely and this has allowed 
us to increase our GP input also allowing work to be “streamed” across from Cleric to SystmOne (and vice 
versa) if one staff group have more capacity than another.  

Overall significant improvements have been made to enable a more agile and responsive workforce since 
the inspection. The work on extending this responsive capability will be continuing as the IMT& services look 
to evaluate other technologies to support remote working. The Trust will work with the NHS Digital team 
responsible for the management of NHS Pathways as they work with national pilots of remote working by 
health advisors to again increase service wide flexibility and responsiveness at periods of peak demand. 

 

Recommendation  
 
We are requesting that this outstanding action be closed from the CQC Improvement Action Plan and 
be monitored and reported via the Performance and Technology Governance routes. The availability 
of staff will be given oversight by the Performance and Finance Committee and the provision of 
solution to allow that flexibility will be overseen by the Technology Committee. 
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The Trust SHOULD identify measures to 
reduce the noise levels in Russell House   
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Action 36 - Explore alternative noise 
reduction actions not already pursued 
____________________________________________________ 
Action Review 

What was the actual action submitted?  

Explore alternative noise reduction actions not already pursued. 

Prior to the last inspection a wide range of measures had been trailed but were unsuccessful in alleviating 
the noise levels at Russell House these included specials panels on ceilings and banks of plants between 
areas. Since then new noise cancelling headsets were trialled and tested by staff.  However, despite positive 
feedback from the staff they did not help reduce the noise any more than existing headsets. 

The Health and Safety noise levels assessment carried out in 2019 identified that there were not dangerous 
levels of noise in the room but that in their opinion the room was over occupied for its structure and function 
and reduction in occupancy would address those issues. 

Unfortunately, due to the requirements to staff the service adequality to meet increasing and new service 
demands such as the new Talk Before You Walk / 111 First pilots we are unable to reduce the number of 
staff working from Russell House as at peak periods there is no additional space at Bernicia House. 

We have increased the number of clinician seats active at Winter House and these have been used by some 
GP’s and a few other clinicians (Advanced practitioners or Pharmacists) who can support IUC CAS workflow 
but again there is a limited capacity so there is minimal impact on reducing the numbers of staff in Russell 
House. 

We have explored all measures we can find to mitigate and reduce the noise levels in Russell House, however 
we acknowledge that the key factor in the noise levels experienced are predominantly caused by the numbers 
of staff working in the room.  It is for this reason we have decided to include this in our Estates Strategy and 
seek an alternative venue that is fit for purpose, increases capacity and improves the environment and 
working conditions for staff.  

Recommendation  

We are requesting that this outstanding action be closed from the CQC Improvement Action Plan and 
be monitored and reported via the Estates Strategy; the Capital Management Group and oversight 
provided by the Executive Management Group (EMG).  

 

 

   



 

 

 

 

 

 

 

 

 

 

 

Council of Governors
Peter Strachan

Board of Directors
Peter Strachan

Charitable Funds 
Committee (quarterly)

Douglas Taylor

Quality Committee 
(monthly)

Helen Suddes

People and Development 
Committee

(bi-monthly)
Carolyn Peacock

Performance and Finance 
Committee (monthly)

Catherine Young

Technology Committee 
(quarterly)

Dr Gerry Morrow

Nomination and 
Remuneration Committee

Peter Strachan 

Audit Committee (to 
include risk)

Douglas Taylor

Executive Management Group (twice per month)
Executive Directors maintain voting rights for decisions

Helen Ray

Clinical Quality 
Governance Group 

(monthly) 
Mathew Beattie

Strategic 
Safeguarding 

Group (quarterly)
Sarah Rushbrooke

Serious Incident 
Review Group 

(monthly)
Sarah Rushbrooke

Strategic Health 
and Safety 
Committee 
(quarterly)

Mathew Beattie

Performance 
Group (monthly)
Paul Liversidge

EPRR and Business 
Continuity Group 

(quarterly)
Paul Liversidge

Technology Group 
(quarterly)

Kevin Scollay

People Group 
(monthly) 

Karen O'Brien

Financial 
Monitoring Group 

(monthly)
Kevin Scollay

Capital 
Management 

Group (monthly)
Kevin Scollay

Contracting and 
Procurement 

Group (monthly)
Kevin Scollay

Policy Approval 
Group

(monthly)
Jennifer Boyle

Joint Consultative 
Committee
(quarterly)

Karen O'Brien

Informal Executive 
Team meeting 

(monthly)

Senior Leadership 
Forum (monthly)
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Engaging with multiple forums, involving and informing relevant stakeholders remains a key requirement – in addition to formal decision-making and assurance mechanisms.  



 

Clinical 
Quality 
Governance 
Group 

Strategic 
Safeguarding 
Group 

Serious 
Incident 
Review Group 

Performance 
Group 

EPRR and 
Business 
Continuity 
Group 

Technology 
Group 

People Group Financial 
Monitoring 
Group 

Capital 
Management 
Group 

Contracting 
and 
Procurement 
Group 

Policy 
Approval 
Group 

Joint 
Consultative 
Committee 

Clinical Quality 
Development 
Forum 

 Clinical Review 
Group 

Joint Business 
Meetings 

Business 
Continuity 
Steering 
Group 

Information 
Governance 
Working 
Group 

Task & Finish 
Groups (as and 
when 
required) 

 Capital 
Meetings 

 JCC Policy 
Review Group 

JCC Policy 
Review Group 

SEACARE      Emergency 
Services 
Network (ESN) 
Ambulance 
Replacement 
Programme 
(ARP) Project 
Board 

Equality, 
Diversity & 
Inclusion 
Group 
including Staff 
Networks – 
will have 
dotted line 
into Quality 
Governance 
Group also 

 Environmental 
Working 
Group 

   

Clinical 
Governance 
Meetings – 
service lines 

    Change 
Approval 
Boards – 
Directorates 

  Vehicle Design 
Group 

   

Medicines 
Optimisation 
Group (MOG) 

    Information 
Security 
Working 
Group 

  Vehicle Design 
Group Change 
Approval 
Board 

   

Learning from 
Deaths Group 

           

 

  



Engaging with multiple forums, involving and informing relevant stakeholders remains a key requirement – in addition to formal decision-making and assurance mechanisms.  
(i.e., Board Development will be utilised for early engagement). 

Group Example    Examples of Decisions 
Council of Governors Significant transactions in line with 

Constitution 
 

 Council of Governors Acquisition of a major new service above the financial threshold in the Constitution 
Appoint Non-Executive Directors 
Set pay for Chairman and Non-Executive Directors 
Appoint external auditors 
Approve a merger, acquisition or dissolution 
Approve CEO appointment 
Approve amendments to the Constitution 
 

Board Strategy 
Significant reputational/organisational risk 
Regulatory Decisions 
Legal impact (service, not individuals) 
££ 
‘P’olitical issues 
 

 Board CQC Well-led Assessment 
Agree Strategies (i.e., Trust, Quality, People) 
Set Vision & Values for the Trust 
Agree Corporate Objectives 
Agree Equality Objectives 
Approval of annual capital and revenue budgets 
Capital expenditure over £1m  
New contracts, recurrent revenue >£5m  
Approve proposals that are likely to result in redundancy 
Demand and capacity review (decisions arising from) 
Alterations to the Trust’s Operating model  
EPRR self-assessment submission 
111 contractual decisions 
Approve Quality Report  
Approve Annual Accounts 
Set Board Assurance Framework levels 
NEASUS-related decisions in line with the Articles of Association (i.e., appoint NEASUS Director) 
Approve winter plan 
Set risk appetite 
 

Assurance Committee For assurance only; not decision-making 
(unless within specified material limits) 
Receive reports/info on behalf of the Board 

 All Board Committees 
 
 
People & Development Committee  
 
 
 
Finance & Performance Committee 
 
 
 
 
 
 
Audit Committee 
 
 
 
Quality & Safety Committee 
 

Audit reports (assurance) 
Corporate objective and BAF extract monitoring (assurance) 
 
Equality Annual Report (assurance) 
Freedom to Speak Up Report (assurance) 
People Strategy delivery (assurance) 
 
Recurrent Revenue >£1m but <£5m, within budget (decision) 
Financial Performance Report (assurance) 
Capital and Revenue Budgets (assurance) 
Strategic Procurement Decisions (deviation from national spec)  
New Vehicle Specifications (decision) 
Business Continuity Report (assurance) 
 
All Audit reports (assurance) 
Approve Annual Audit plan (decision) 
Organisational Risk Register and Board Assurance Framework (assurance) 
Year-end accounts, annual/quality report (decision – and recommend to Board to ratify) 
Safeguarding Annual Report (assurance) 
IPC Annual Report (assurance) 



 
 
 
Technology Committee  
 
 
 

Patient Experience Report (assurance) 
Quality Strategy delivery (assurance) 
 
Major IT procurement (technical approval) 
Compliance with legislation for IG and IS (assurance) 
Data quality (assurance – via CABs) 
Development of IM&T Strategy and delivery of workplan (assurance) 
 
 

Executive Management Group Trust-wide Impact 
Trust-wide ownership required 
Requires significant time/resource 
Materiality is high 
Investment/Business Cases 
 
 

 Executive Management Group 
 
 
 
 
 

Audit reports (< good) 
Monitoring of Corporate objectives  
Approve and monitor CQC Action Plan  
New Vehicle Specification (pre-decision assurance) 
Change to Education Commissioning (i.e., if HEENE funding removed) 
Staff Survey Results & Action Plan 
Investor in People Self-Assessment 
Change to Terms & Conditions (i.e., overtime pay rates) 
Recurrent Revenue <£1m, within budget (decision) 
Capital <£1m, within budget (decision) 
Deployment of capital plan within budget (assurance) 
Performance Exception reports and action plans 
New Health & Safety approach across the organisation 
Ratify new policies / policies that are due for their 3 year review 
Quality and Patient Safety update 
PMO reporting 
 

Sub-Group Trust-wide Activity 
Plans for significant themes of work  
Project Group Delivery 
 

 People Group 
 
 
 
 
Capital Group  
 
 
 
 
 
Procurement & Contracting  
 
 
Financial Performance Monitoring  
 
 
Technology  
 
 
 
All 
 
 
Performance Group 

Agree approach to flu campaign 
Commissioning a counselling service 
New way of delivering induction and recruitment practices 
Approve Workforce Disability Equality Action Plan 
 
Deployment of capital plan within budget (decision and assurance) 
Monitoring of the capital programme (assurance) 
Changes to vehicle design (assurance) 
New Vehicle Specifications (pre-decision assurance) 
Estates Workplan  
 
Procurement workplan (assurance, action) 
Contract Monitoring and action (NHS contracts & SLAs) 
 
Review of monthly financial position (assurance) 
External financial reporting and balance sheet management (assurance) 
 
IM&T workplan delivery (assurance) 
IG and IS compliance (assurance)  
IM&T Procurement (Oversight and delivery)  
 
Audit reports – approve and monitor actions 
Receive and monitor activity/progress/hold to account sub sub-groups 
 
Performance Exception reporting and action plans 



 
 
EPRR and Business Continuity Group 
 
 
Quality Governance Group 
 
 
 
 
 
 

Departmental performance updates  
 
National EPRR guidance and actions 
Business continuity reports and actions 
 
Clinical risk management (Action) 
Clinical Effectiveness and Research (Action) 
Clinical Audit (Action) 
Medicines Optimisation (Action) 
Health and safety (Actions)  
Learning from Deaths (Actions) 
Clinical / Quality developments proposals (Review & approve)  
QIA reporting (Reporting) 
Patient Safety (Actions) 
Infection prevention and control (Actions) 
Safeguarding (Actions) 
Patient Experience (Actions) 
Quality Improvement (Actions) 
 
 

Sub sub-groups /  
Task & Finish Groups
  

Make recommendations to Sub-group 
Working groups developing plans/ideas 
Engagement with wide group of people 
 
 

 TBC  
 
 
 
 
 
Vehicle Design CAB 
 
 
Environmental Management 
Working Group 
 

Activity focussing on Health & Wellbeing 
Developing Talk before you Walk plan 
Develop bullying & harassment action plan 
Agile working project delivery 
ORH project design & delivery 
 
Approval of changes to specifications, within budget (decision) 
New Vehicle Specifications (pre-decision assurance) 
 
Environmental Policy 

Within Directorate How we do things 
Structure of the team (as long as doesn’t 
affect operating model, within budget/CIP 
clinical skill mix / staffing levels in line with 
Workforce Safeguards requirements)) 
 
 

 Directorates 
 
 
 
 

Restructure of team 
Source external company for delivery of one-off item (within £ limits) 
Individual employee relations case management/team development 
Approach to case management (i.e., clinical negligence, inquest) 
Team/departmental reviews (commissioning and action) 
Expert opinion (i.e., clinical decision, HR decision, operational decision providing does not meet any 
threshold above) 
  

 

 

 



 

 

 

   Hannah Marshall           Shelley Dyson              Kevin Potter 

 Patient Experience       Head of PS and PE        Patient Safety  

        Manager                  Manager 

 

Theme Key points Learning 

1. Documentation to support decision-

making. 

Incidents and complaints contained concerns 

about assessment or care provided on scene, 

which was not able to be supported by the 

documentation. 

Ensure that all decision making is documented, 

including: 

• Pertinent negatives 

• Rationale not to convey 

• Ensure you document that you have left a ’patient 
information leaflet’ in the care plan.  

• At least two sets of clinical observations 

• Any other factors which influenced decision making 

2. Providing reassurance to those 

present at the scene, and rationale for 

care provided. 

A Serious Incident (SI) was reported which 

related to people on scene having concerns 

about the care and assessment provided for a 

patient. The crew sensed there was some 

dissatisfaction but did not establish what the 

concerns were in order to provide a rationale 

for their treatment and assessment at the 

time. 

Consider the Ideas, Concerns and Expectations (ICE) 

of those on scene, particularly if discharging the 

patient. Having this conversation can often provide 

reassurance and alleviate concerns. Often the worry 

of those present comes from lack of understanding 

about why care has been provided in a certain way, 

which can be explained whilst on scene. 

3. Newly Qualified Paramedics (NQPs) 

and senior clinical review. 

Several incidents involved NQPs 

making decisions not to convey 

patients, but not seeking a senior 

clinical opinion. 

NQP crews must seek advice, in line with NQP 

procedure, from a senior clinician before leaving a 

patient at scene and then document this on the EPCR. 

This could be a GP, a clinician in EOC or clinical care 

manager.  

4. Urgent care bookings Several incidents and complaints received 

throughout 2019/20 related to inappropriate 

transport being booked for patients who 

required interventions once the Urgent Care 

or scheduled care crew arrived on scene. 

When taking a booking from a GP/member of GP 

staff it is important to ensure that they confirm 

whether any pain relief or oxygen is required for the 

patient. If they answer 'yes' then the patient would 

not be suitable for Scheduled Care or Urgent Care. 

 

 

 

 

Did you know? 

That even when on hold to EOC, or 

when making internal contact between 

EOC desks or to crews, all audio is 

recorded?  

Did you also know that the patient can 

request copies of audio relating to their 

record, along with copies of their EPCR, 

incident reports, and safeguarding 

reports? 

Total complaints received 

2019/20: 436 

 

 

Total Patient Safety Incidents 

2019/20: 2207 

 

 

Total appreciations received 

2019/20: 914 

 

 

Station with most appreciations 

2019/20: Pallion 

 



 

 

 

   Hannah Marshall           Shelley Dyson              Kevin Potter 

 Patient Experience       Head of PS and PE        Patient Safety  

        Manager                  Manager 

 

Theme Key points Learning 

1. Supporting staff to 

leave patients at 

home when hospital 

is not indicated  

Where concerns were raised via 

complaint or incident about the 

rationale for non-conveyance, it was 

not always clear on the 

documentation why hospital was not 

appropriate.  

Clinicians are supported by the Trust to assess a patient 

thoroughly and make an informed decision about whether 
hospital is the most appropriate place for them to get 

treatment.  

If a patient is being left at home, please ensure: 

• Rationale for non-conveyance is clearly documented; 

• Clear worsening advice and safety-netting is in place; 

• Seek advice if required; 

• Pertinent negatives are considered and documented in 
the rationale for non-conveyance; 

• Share the decision-making with the patient ensuring 

that you outline the risks and benefits of the proposed 

options.  

 

2. Patient 

transportation with 

blood products 

running, and plasma 

capped off to use if 

needed, without 

hospital staff 

accompanying. 

A crew arrived to complete an inter-

hospital transfer where the patient 

had blood products hooked up 

which required titration en route. 

There was also plasma to connect if 

the blood finished running en route. 

No hospital staff accompanied the 

NEAS crew on the transfer.  

  

Staff should not be transporting patients who are actively 

receiving treatment outside their skill set without an escort 

being provided.  This applies to blood, drugs or treatments.  

If you are put in a difficult position that you can’t address 

contact EOC who can send an officer if required. 

3. Patients with acute 

confusion who are 

unwilling to travel.   

A patient with acute confusion was 

not transported to hospital, following 

Scheduled Care transport arranged 

by his GP, and self-presented at ED 
having made his own way on foot. It 

was confirmed at ED that the patient 

had suffered a stroke.  

 

If a patient is confused and as a result unwilling to travel, please: 

• Scheduled Care staff must seek advice from a clinician in EOC; 

• Consider alternative transport options; 

• Determine whether a mental capacity assessment needs to be 

conducted (if the patient is over 16 years old) as a best-

interest decision may be required; 

• Consider and refer to other services to support the patient at 

home, as appropriate;  

• Submit a safeguarding report if you have safeguarding 

concerns.  

 

4. Exploring pertinent 

negatives and 

ensuring a full 

assessment, 

especially in 

telephone 

assessment.  

Patient was assessed and diagnosed 

with gastroenteritis via telephone 

following brief assessment, not 

attempting to rule out other causes. 

Patient was found in cardiac arrest 

several hours later. It is not now 

possible to know whether more 

detailed assessment may have resulted 

in an ambulance attendance initially.  

Ensure telephone assessments are thorough, well-rounded, 

and consider all possible diagnoses, which may at times 

require a face-to-face assessment. 

 

Total complaints received May 

20: 16 

 

Total Patient Safety Incidents 

May 2020: 222 

 

 

Total appreciations received May 

2020: 50 

 

 
Most appreciations May 20:  

Unscheduled Care North (24) 



 

 

 

 



 

 

 

   Hannah Marshall           Shelley Dyson              Kevin Potter 

 Patient Experience       Head of PS and PE        Patient Safety  

        Manager                  Manager 

 

Theme Key points Learning 

1. Assessment of pain in 

patients with 

dementia or those 

where a standard 1-

10 pain scale is not 

appropriate    

A patient with acute dementia could 

not be assessed using a standard 

pain score, and was later diagnosed 

with a fractured hip. Though the 

patient was settled at rest, an 

attempt to use an alternative pain 

scale may have helped in assessing 

the level of pain and providing 

appropriate pain relief. 

There are a number of recognised methods of assessing pain 

score, most notably the Abbey and PAINAD.  Currently the 
Trust is undertaking work to identify the most appropriate 

prehospital tool.  Additional information on assessing pain in 

cognitive impairment can be found at:  

• Paramedic assessment of pain in the cognitively 
impaired adult patient 

• Can an observational pain assessment tool improve 

time to analgesia for cognitively impaired older 

persons 

2. Patient not having an 

EPCR completed, or 

EPCR not being of 

required standard/ 

incomplete. 

 

• A patient refused assessment, 

but no EPCR was completed. 

The patient later worsened and 

died but there was no record of 

the reasons for refusing 

assessment initially.  

• Several cases of potential harm 

were unable to be understood 

clearly as the EPCRs were 

incomplete, or not containing 

the rationale which was 

provided easily when speaking 

with the crew.  

For the safety of the patient and for subsequent enquiries 

after an episode of care: 

• An EPCR (or PRF) should always be completed, 

recording any assessment or the reasons no 
assessment was conducted.  

• The documentation should be thorough and 

complete, with 2 sets of observations recorded if 

clinically indicated. 

• Document the rationale for the care plan you agree 
with the patient/family/carer.   

3. Patient mobilisation 

which was unsafe or 

unsupported.  

Several complaints received relating 

to patients being asked to mobilise 

downstairs on their bottom or walk 

out to the ambulance without 

support.  

Crews should conduct a dynamic risk assessment of each 

patient and establish capability to safely mobilise: 

• Patients should be offered support to mobilise, 

especially if they make it clear that they are struggling; 

• If the patient requires support outside of the crews’ 
ability, EOC should be notified; 

• If appropriate for a patient to shuffle downstairs on 

their bottom the patient should be treated with 

compassion and dignity at all times, and the crew 

should be available to provide support where required. 

 
Good Practice Identified from an NQP – Well Done! 

 An NQP at a recent case recognised potential delay in treatment provided by a more experienced clinician 
with a higher clinical skillset. They appropriately challenged this with the more senior clinician. 

 
Any member of staff is supported to appropriately challenge any practice which they feel may be unsafe or 

detrimental to a patient’s wellbeing.  

 

 

Total complaints received July 

20: 25 

 

Total Patient Safety Incidents 

July 2020: 180 

 

 

Total appreciations received July 

2020: 95 

 

 
Most appreciations July 20: 

Blucher station (9) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765419/#:~:text=%20Discussion%20%201%20Identify%20possible%20causes%20of,5%20Consider%20an%20analgesic%20trial.%20%20More%20
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765419/#:~:text=%20Discussion%20%201%20Identify%20possible%20causes%20of,5%20Consider%20an%20analgesic%20trial.%20%20More%20
•%09https:/emj.bmj.com/content/35/1/33
•%09https:/emj.bmj.com/content/35/1/33
•%09https:/emj.bmj.com/content/35/1/33


 

 

 

   Hannah Marshall           Shelley Dyson              Kevin Potter 

 Patient Experience       Head of PS and PE        Patient Safety  

        Manager                  Manager 

 

Theme Key points Learning 

1. Non-verbal patient with 

learning disability unable 

to articulate injury or pain 

(fractured hip). The 

Clinician call back should 

have resulted in an 

ambulance being 

dispatched however, the 

patient was referred to an 

Advanced Practitioner for 

a home visit. 

• Patient could not articulate 

source of pain and whether 

he had suffered an 

unwitnessed fall.  

• Patient sat cross-legged, 

which is something he had 

done since being young to 

self-soothe (a default 

position) 

• Patient should have had 

ambulance attendance 

arranged but was instead 

referred to Advanced 

Practitioner for a home visit. 

  

• Lower threshold of risk should be applied to 
patients with learning disabilities, especially if 
they are unable to articulate their symptoms or 
cause of injury.  

• A patient with a learning disability may not have 
a typical presentation. This may make injury or 
pain more difficult to assess, both over the 
telephone and face-to-face.  

• Listen carefully to those who know the patient 
and can tell you what might be typical for them 
or would be their normal presentation.  

• In this case, sitting cross-legged suggested a hip 
fracture was unlikely. However, the patient still 
could not mobilise and would require an x-ray. 
An ambulance would therefore be necessary. 

 

2. A patient in cardiac arrest 

did not receive 20 minutes 

of ALS prior to ROLE being 

declared despite this 

being indicated. 

• The crew did not time the 

ALS, instead ROLE was 

declared after what 

appeared to be 20 minutes. 

• Confirmation from radio 

contacts and EPCR reveal 

that the ALS lasted 

approximately 10 minutes. 

 

• Check the monitor to confirm the time ALS has 
commenced. 

• Perform ALS for 20 minutes whenever indicated. 
• Ensure documentation accurately reflects 

duration of CPR and any interventions 
undertaken.  

• If CPR is not indicated or when a decision is 
made to cease CPR, ensure documentation 
provides rationale to adequately support the 
decision-making process.  
 

3. Two patients involved in 

separate incidents both 

found to have insufficient 

documentation of spinal 

assessment. 

• Both patients raised 
complaints about their 
assessment.   

• The documentation 
completed on the EPCR was 
not sufficient to support the 
assessment.   

• During the investigation, 
the respective crews could 
provide good rationale 
relating to the standard of 
care and assessment 
provided. 

 

• Spinal assessment documentation should 
include whether any of the following 
signs/symptoms are present: 
 
o Abnormal neurology (loss of sensation, 

numbness, pins and needles, burning pain) 
o Bony tenderness on assessment/palpation 

(located anywhere on the spine) 
o Distracting injuries 

 
• If none of the above signs/symptoms are 

present, the documentation of pertinent 
negatives on the EPCR would assist with 
highlighting the level of assessment conducted. 

 

Total complaints received 

August 20: 17 

 

Total Patient Safety Incidents 

August 2020: 122 

 

 

Total appreciations received 

August 2020: 70 

 

 
Most appreciations August 20:  

111 service (4) 

Blucher (4) 

Wideopen (4) 



 

 



Prepared by

Trust Board

Care Quality Commission 
Assurances

Karen O’Brien, Director of People & Development



• CQC regulations require the Trust to ensure all of our workforce are fit 

and proper. Regulation 19 states this includes ensuring employees and 

volunteers:

– are of good character

– have the qualifications, competence, skills and experience

– are able by reason of their health to complete the work for which they are employed

– recruitment procedures ensure the above are established

– are registered with the relevant professional body (where required)

– where registered, if they do not meet the above, take the necessary and proportionate 

action and inform the regulator 

• Regulation 13 states we should have appropriate systems and processes 

in place to safeguard service users from abuse and improper treatment.

Care Quality Commission Regulations



• In May 2020 the Trust identified some concerns linked to safeguarding 

and positive Disclosure & Barring Service (DBS) checks for staff and our 

timely management of a 2-3 complex cases

• A Task & Finish Group was set-up to ensure our systems and processes 

for managing allegations that arise were robust

• A whistleblower informed the CQC about one of the specific cases and 

therefore we worked with them to provide information

• As a result the Trust was issued a Section 29A Warning Notice on 5 

August 2020 stating improvement was required in relation to:

– staff who had significant safeguarding concerns raised outside of the 

workplace being managed appropriately and in a timely way

– staff with positive disclosure and barring responses so they are managed in 

line with Trust policy

Concerns



• Specific requests from the CQC incorporated into the work already 

underway through the Task & Finish Group

• Relevant People policies reviewed and now in-date (including DBS 

policy and Disciplinary policy)

• Clearer internal processes for risk assessments and case management 

implemented and tested

• Individual cases significantly progressed 

• Risk appetite reviewed, balancing CQC requirements and the learning 

from other NHS Trusts in relation to employee welfare during 

suspensions (specifically the learning from Imperial College NHS FT 

and East of England Ambulance Service) 

• Reporting of employee matters to Executive Team and the People & 

Development Board Committee, including timeliness and volume 

Actions Taken



• Trust Board authorised closure of the Task & Finish in October 2020 

after assurances received

• Ongoing scrutiny and oversight through Executive Directors, and People 

& Development Committee

• Audits planned for 2021

• Case reviews introduced for learning across the organisation

• Continued dialogue with the CQC

• CQC have confirmed they are satisfied with the assurance we have 

provided, they have tested our new processes and are satisfied we 

followed them, and the warning has therefore been removed.

Where are we now?
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:   For Information:   
 

Board of Directors’ Meeting – 10th December 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 
Board 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 below provides an overview of the risks and current position as of 
3rd December 2020; It is important to note that this document is 
dynamic and therefore subject to change between writing and 
presentation.  

Accompanying this paper is a pdf risk register  

Since the previous presentation of the Organisational Risk Register to 
Board in September 2020 5 risks have been removed from the ORR, the 
risks current situation are detailed below 

255 – Moved to Departmental risk register 

280 - Risk closed 

302 – Risk Closed 

400 – Risk Closed 

ORR-57 – Risk Closed  

The current Organisational Risk Register currently contains 5 specific 
risks; of these, 3 risks show a residual ‘red’ rating, scoring 20 (N=1) 16 
(N=1) and 15 (N=1) 2 risks show a residual risk rating within the ‘amber’ 
category (between 8 and 12), scoring 12 (N=1) and 9 (N=1) respectively  

The majority of identified risks are within their review date and have 
assigned controls and additional mitigation actions.  

 

The highest residual risk rating (20) relates to the following risks: 

• 360 - Impact of COVID-19 (Coronavirus) on the safe and effective 
delivery of services  

 

One Risks is scored at 16 

• 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  
 

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 

 
The risks captured cover legal, financial and moral implications for the 
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Trust and our stakeholders. 
 

Issue previously considered by: 
The Executive Management Group  

Quality Governance Group  

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

The report itself does not pose any financial implications. The individual 
specific risks will however cover any specific issues. 

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

None specifically identified within the report, individual risks and 
associated actions may however involve additional resources 

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

If the risks and actions are not managed/monitored in line with the target 
dates, this may lead onto a negative impact. Failure to effectively 
manage risks is more likely to result in the realization of the risk and 
subsequent impacts. 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Each risk is owned and assessed by the relevant 
department/directorate. The identified risks, where appropriate, have 
been shared with key internal and external stakeholders. 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 
(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

      
Proactive Reactive Internal External 

    

      

 
 

mailto:publicrelations@neas.nhs.uk
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CATEGORY OF PAPER 

Specific action required:  Provides Assurance:   For Information:  
 

Board of Directors’ Meeting – 10/12/2020 
Report title: Schedule of Trust Board Meetings 2021/22 

Purpose of report: For the Board to approve the proposed Schedule of Meetings for 2021/22. 

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

To ensure good information flows and timely reporting within the Board 
and its Committees, the Board prepares its Schedules of Meetings 
ahead of all other forums. 

Board Committees, and groups reporting thereto, are then required to 
align their meeting dates accordingly. 

Additional meetings may be scheduled throughout the year. 

Attached is the suggested Schedule for 2021/22.  

 

Issue previously considered by: The Schedule has been prepared in liaison with the Chairman and Chief 
Executive.  

Recommended actions: 
The Board is asked to consider the Schedule and agree the dates, 
following which it will be widely publicized and venues shall be 
confirmed. 

Sponsor / approving director: Trust Secretary 

Report author: Assistant Trust Secretary 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

 

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 

      

Through its business, the Board will ensure the Trust’s values are applied. 

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

N/A 

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

Yes No Not Relevant 

     

The Schedule of Meetings does not require an equality analysis as it 
does not have a positive or negative impact on any particular social 
groups. 
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Key considerations Details 

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

Not applicable 

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

Not applicable 

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

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

Not applicable  

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Patient story outcomes are published on the Trust’s website  

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 
(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

    
Proactive Reactive Internal External 

    

Bog to be shared vi 

  
  

mailto:publicrelations@neas.nhs.uk
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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2020/21 TRUST BOARD MEETINGS 

 
 

DATE 
 

VENUE 
 

TIME 
Thursday 28th January 2021 Board of Directors’ Private Meeting  

 
1000 hours 

Thursday 25th February 2021 Public Meeting 
Board of Directors’ Private Meeting  

 

1000 hours 
1300 hours  

 
Thursday 25th March 2021 Board of Directors’ Private Meeting  

 
1000 hours  

Thursday 29th April 2021 Public Meeting 
Board of Directors’ Private Meeting  

 

1000 hours 
1300 hours  

 
Thursday 27th May 2021 

(subject to change for annual accounts 
sign-off) 

Board of Directors’ Private Meeting  
 

1000 hours  

Thursday 24th June 2021 Public Meeting 
Board of Directors’ Private Meeting  

 

1000 hours 
1300 hours  

 
Thursday 29th July 2021 Board of Directors’ Private Meeting  

 
1000 hours 

Thursday 23rd September 2021 Public Meeting 
+ AGM & Members Meeting 

Board of Directors’ Private Meeting  
 

TBC  
 

Thursday 28th October 2021 Board of Directors’ Private Meeting  
 

1000 hours 

Thursday 9th December 2021 Public Meeting 
Board of Directors’ Private Meeting  

 

1000 hours 
1300 hours  

 
Thursday 27th January 2022 Board of Directors’ Private Meeting  

 
1000 hours 

Thursday 24th February 2022 Public Meeting 
Board of Directors’ Private Meeting  

 

1000 hours 
1300 hours  

 
Thursday 31st March 2022 Board of Directors’ Private Meeting  

 
1000 hours 
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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2021/22 TRUST BOARD MEETINGS HELD IN PUBLIC  

 
 

DATE 
 

VENUE 
 

TIME 
Thursday 25th February 2021 Board of Directors’ Public Meeting  

 
1000 hours  

Thursday 29th April 2021 Board of Directors’ Public Meeting  
 

1000 hours  

Thursday 24th June 2021 Board of Directors’ Public Meeting  
 

1000 hours  

Thursday 23rd September 2021 Board of Directors’ Public Meeting  
 

1000 hours  

Thursday 9th December 2021 Board of Directors’ Public Meeting  
 

1000 hours  

Thursday 24th February 2022 Board of Directors’ Public Meeting  
 

1000 hours  
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NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST 
2021/22 TRUST BOARD MEETINGS HELD IN PRIVATE  

 
 

DATE 
 

VENUE 
 

TIME 
Thursday 28th January 2021 Board of Directors’ Private Meeting  

 
1000 hours 

Thursday 25th February 2021 Board of Directors’ Private Meeting  
 

1300 hours  
 

Thursday 25th March 2021 Board of Directors’ Private Meeting  
 

1000 hours  

Thursday 29th April 2021 Board of Directors’ Private Meeting  
 

1300 hours  
 

Thursday 27th May 2021 
(subject to change for annual accounts 

sign-off) 

Board of Directors’ Private Meeting  
 

1000 hours  

Thursday 24th June 2021 Board of Directors’ Private Meeting  
 

1300 hours  
 

Thursday 29th July 2021 Board of Directors’ Private Meeting  
 

1000 hours 

Thursday 23rd September 2021 Board of Directors’ Private Meeting  
 

TBC  
 

Thursday 28th October 2021 Board of Directors’ Private Meeting  
 

1000 hours 

Thursday 9th December 2021 Board of Directors’ Private Meeting  
 

1300 hours  
 

Thursday 27th January 2022 Board of Directors’ Private Meeting  
 

1000 hours 

Thursday 24th February 2022 Board of Directors’ Private Meeting  
 

1300 hours  
 

Thursday 31st March 2022 Board of Directors’ Private Meeting  
 

1000 hours 
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CATEGORY OF PAPER 
Specific action required:   Provides Assurance:  For Information:   

 
Board of Directors 10.12.20 

Report title: Freedom to Speak Up Update 

Purpose of report: To provide the Board of DIrectors with an update on Freedom to Speak 
Up (FTSU) activity from 1 April 2020 to 12 November 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) 

There have been 10 cases to-date in 2020/21.  
 
Cases received in this period reflect a number of different issues, as 
described in this report. Most cases relate to cultural / behavioural 
issues.  
 
Assurance can be provided that there are no unresolved patient safety 
issues in respect of the new cases. 
 
The Guardian has promoted FTSU during COVID-19, although the 
majority of cases received do not link to the pandemic. Further work is 
planned to broaden the communication methods in order to engage with 
as many staff as possible.  
 
There have been no new National Guardian’s Office case reviews 
during the period, and the publication of the outcome of the 2020/21 
data collection exercise and FTSU Guardians’ survey is awaited. 
 

Issue previously considered by: This paper has been reviewed by the People and Development 
Committee at its November 2020 meeting. 

Recommended actions: 

The Board of Directors is requested to: 

• Note the current case volume and be assured that there are no 
unresolved patient safety concerns outstanding; 

• Be assured that actions are being taken to address the cultural / 
behavioural issues which have been highlighted by FTSU 
concerns, recognising that some of these issues will take time to 
resolve; and 

• Note the activity undertaken and the key workstreams ongoing / 
in the pipeline. 

Sponsor / approving director: Karen O’Brien, Director of People and Development / Executive Lead for 
FTSU 

Report author: Jennifer Boyle, FTSU Guardian 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Improving 
Quality and 

Safety 

NHS 111 
and CAS 

Clinical 
Care and 
Transport  

Developing a 
Sustainable 
Workforce 

Communication 
and 

Engagement  

Organisational 
Sustainability 

         

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 
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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 

      

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

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

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

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

Yes No Not Relevant 

     

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

Key considerations Details 

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

No specific risk identified  

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

None 

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

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

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

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

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

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

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 
(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

     
Proactive Reactive Internal External 

     

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

 
  

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

10 December 2020 
 

1. Introduction 

1.1. The Board has a key role to play in shaping the culture of the Trust. Freedom to Speak Up (FTSU) is 
an important component in respect of developing an open, transparent and learning culture. 

1.2. The National Guardian’s Office (NGO) expect Boards to lead in this area, ensuring that the Board 
actively promotes learnings, encourages staff to speak up and sends a clear message that the 
victimisation of workers who speak up will not be tolerated. It is also the responsibility of the Board to 
ensure that there is a well-resourced Guardian model with named Board leads and to ensure that 
there is investment in leadership development. 

1.3. The People and Development Committee receives updates from the FTSU Guardian on FTSU 
activity and the latest updates from the NGO on behalf of the Board of Directors.  The Board receives 
a copy of this report twice a year for information, taking its assurance from the more detailed review 
undertaken at this Committee. 

1.4. The report provides the Board of Directors with a summary of the Freedom to Speak Up activity and 
findings from 1 April 2020 to 12 November 2020, following an initial review of this report by the 
People and Development Committee. 

2. Case volume, themes and trends 

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

(quarter in which case 
was raised is shown in 
brackets) 

Area of Trust Status Learnings / 
assurances 

Would the individual 
who raised the 
concern speak up 
again? 

1 Staff progression, training 
and development (Q1 
20/21) 

Unscheduled 
Care 

Case closed No specific 
learnings / 
actions 
identified, other 
than generally 
for managers to 
be clear on 
timescales for 
future career 
development 
opportunities to 
manage 
expectations. 

Dissatisfied with 
response to concerns 
and therefore not likely 
to speak up again. 

2 Concerns about patient 
safety and the Trust’s 
management of a specific 
issue (Q1 20/21) 

Unscheduled 
Care 

Case closed Assurance that 
the Trust had 
followed due 
process but 
some learning in 
relation to how 
the Trust can 
support those 
who raise 
concerns.  

Requested feedback – 
none received.  

3 Concerns about a specific 
issue on-scene and 
whether concerns raised 
had been appropriately 
investigated. Linked to 
patient safety (Q1 20/21) 

Unscheduled 
Care 

Case closed Assurance 
received no 
unresolved 
issues here and 
the investigation 
had been 
conducted 
robustly. 

Yes the person would 
speak up again 
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 Theme of concerns 
(quarter in which case 
was raised is shown in 
brackets) 

Area of Trust Status Learnings / 
assurances 

Would the individual 
who raised the 
concern speak up 
again? 

4 Concerns about detriment 
due to a previous speak 
up (Q2). 

Unscheduled 
Care 

In progress Not yet 
applicable 

Not yet applicable 

5 Concern for welfare of a 
colleague (Q2) 

Support 
services 

Case closed Checks made 
and individual 
assured  

Individual confirmed 
they were satisfied with 
the outcome and the 
use of FTSU 

6 Concerns for the 
competence of a 
colleague and cultural / 
behavior concerns raised 
(Q2) 

Scheduled 
Care 

Case open Assured that 
competence 
issue addressed 
by local 
management. 
Cultural issues 
still being 
addressed but a 
plan is being 
formed 

Not yet applicable 

7 Concerns over the 
attitude and behaviour of 
management towards 
staff (Q2) 

Unscheduled 
Care 

Case open Aspects of the 
concern have 
been addressed. 
Further work is 
ongoing 

Not yet applicable 

8 Culture and attitude within 
a team (Q3) 

Support 
services 

Case open Not yet 
applicable 

Not yet applicable 

9 Concern over behaviour 
of a manager (Q3) 

Unscheduled 
Care 

Case open Not yet 
applicable 

Not yet applicable 

10 Culture and attitude (Q3) Emergency 
Operations 
Centre 

Case open Not yet 
applicable 

Not yet applicable 

2.2. Cases received in this period reflect a number of different issues, although there is a clear theme 
regarding culture and behaviour. Discussions have been held with the Director of People and 
Development  / Executive Lead for FTSU and the Strategic Organisational Development Manager in 
order to progress plans to review / address some of these cultural issues. It is recognised that cultural 
and behavioural issues which apply to more than one individual can take time to address and 
therefore these issues will not be resolved quickly. 

2.3. Assurance can be provided that there are no unresolved patient safety issues in respect of these 
cases. 

2.4. Only one case had a link to COVID-19 (one concern included utilisation of PPE). This case is closed 
and the issue resolved. 

3. Guardian activity 

3.1. During the second quarter of 2020/21 the FTSU Guardian has undertaken a number of activities, in 
addition to facilitating the investigation and feedback in relation to the above cases: 

• Promotion of FTSU within the COVID staff bulletins and on the Siren homepage; 

• Continuing to connect with the regional and ambulance network meetings for FTSU 
Guardians; and 

• Commencing the use of Facebook Workplace to promote FTSU to staff. 

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

4.1. Since the last reports to the People and Development Committee and the Board of Directors the NGO 
has not published any new case reviews.  
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4.2. In respect of other publications, the outputs of the national data collection exercise and FTSU 
Guardians’ survey are expected to be released shortly. The Committee will be appraised of any 
material findings and observations in due course. 

4.3. The last report referenced the intention of the NGO to work alongside the ambulance sector to 
understand why ambulance trusts typically score lower than other types of organisation on the FTSU 
index. No further updates have been received on the progress of this work through the National 
Ambulance Network meetings. 

5. Other key workstreams 

5.1. The Guardian is working alongside the Strategic Organisational Development Manager to embed the 
concept of FTSU into the leadership development and new cultural approach for the Trust. This will 
help to embed the concept of raising concerns with local managers instilling the importance of FTSU 
as part of local inductions and team conversations. 

5.2. A draft communications plan for FTSU from Q4 2020/21 to the end of 2021/22 has been developed. 
This includes expanding the use of Facebook Workplace to promote FTSU as well as holding regular 
virtual ‘lunch and learn’ sessions.  

5.3. A Board development session will be held in January 2021 to refresh the Board’s self-assessment for 
FTSU as well as delivering the required annual training. 

6. Recommendations 

6.1. The Board is requested to: 

• Note the current case volume and be assured that there are no unresolved patient safety 
concerns outstanding;  

• Be assured that actions are being taken to address the cultural / behavioural issues which 
have been highlighted by FTSU concerns, recognising that some of these issues will take time 
to resolve; and 

• Note the activity undertaken and the key workstreams ongoing / in the pipeline. 
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 12th November, 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:  
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 during October the new ePCR2 

was launched, in implementing this, some information governance issues 
were identified. Previously when access to the ePCR  was given to colleagues 
within acute FTs and these individuals moved on from their respective 
organisations,  the Trust was not informed and therefore did not remove their 
access. To ensure this did not happen again; policies were put in place for the 
new ePCR2, but this has had an impact on acute colleagues; whose access 
has been somewhat restricted.  
 
In addition, there have also been some issues with Bluetooth connectivity with 
the Zoll defibrillators, which has meant ECG data has not been transmitted 
effectively.  Dr Beattie assured the Committee that urgent work is underway 
to resolve the issue.  Once the issue has been rectified, live access to the 
ECG will be available via ePCR2.   
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No.   Action by  
In terms of training and education for ePCR2, it had not been possible to 
abstract crews to deliver face to face training.  Full educational material and 
guidance was shared with staff, although some staff encountered issues in 
absorbing the information and required additional support in the background. 
 
From a health and safety perspective; a lot of collaborative work with the IPC 
Team has been underway, as a result of Covid-19 outbreaks at a number of 
ambulance stations.  The Health and Safety Team have been busy visiting 
the outbreak stations and conducting risks assessments to ensure the Covid 
security of these sites. 
 
Also, in terms of health and safety; issues had arisen following the  
implementation of Chlorclean, as a result this product has been withdrawn, 
with Steri- 7 identified as a safe alternative, this product has now been 
successfully implemented, with no issues reported. 
 
Dr Beattie went onto explain that information had been shared with himself 
and S Rushbrooke around the internal operational restructure and work is 
underway in terms of looking at the implications this might have for their 
respective directorates and also how support can be provided to Operations 
to improve quality & safety and clinical care. 
 
Dr Beattie explained that as Covid continues to climb and winter pressures 
increase; there is pressure to release some of the staff within the Medical 
Directorate to support Operations.  Although Dr Beattie was clear that the 
implications of redeployment were being assessed, particularly in terms of 
clinical audit for Call Handlers and clinical research. Once the implications of 
redeployment have been fully explored by the Executive Team and the risk 
associated with this weighed up, an update would be provided to the Board of 
Directors. 
 
Finally, Dr Beattie explained that work was underway to improve EOC stack 
management and ensure the stacks are as clinically safe as possible to cope 
with the higher surge level. 
 
The Vice Chair discussed the issues encountered following the launch of 
ePCR2 and felt the problem with Bluetooth connectivity was a concern, as 
well as the limitations encountered by staff in using the new features they were 
presented with.  The Vice Chair asked Dr Beattie whether in terms of the 
launch of ePCR2, any consideration had been given to running a pilot before 
full implementation was agreed.  Dr Beattie explained that prior to the 
upgrade, testing had been carried out and no issues had been identified.  
However, D Haworth is in the process of producing a report around the 
lessons learned.  
 
Dr Beattie informed the Vice Chair that in terms of education  and training, it 
would have been ideal to abstract crews to deliver face to face training, 
however, the upgrade needed to be delivered over a short period of time, 
therefore, it would not have been possible to take crews off the road to provide 
hands on training. 
 
D Stephen noted the benefits of implementing the upgrade in terms of the 
work of informatics; to ensure a wealth of information is available to improve 
practice.  D Stephen felt it was also worth noting that his has been the first 
time a significant system upgrade had been implemented.   
 
Dr Beattie agreed with D Stephen and explained that the ePCR2 re-launch 
had been well trialled, with the upgraded system having been in place in other 
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No.   Action by  
organisations, such WMAS, with no reported issues.  However, lessons 
learned will be documented and taken stock of.   
 
The Chair thanked Dr Beattie for his update. 

   
7.  Update from Director of Quality & Safety (Executive Nurse)  

 S Rushbrooke gave an update explaining that she had now been with the 
Trust for 3 months and that it had been an interesting and rewarding time.  
S Rushbrooke thanked her colleagues for their support during this time. 
 
S Rushbrooke went onto share with the Committee information around the 
IPC response to Covid-19, explaining that there had been a significant rise of 
Covid in the community.  Covid outbreaks have been reported in 9 ambulance 
stations across the Trust and although the numbers of staff involved are small, 
an outbreak must be declared if two or more members of staff test positive for 
Covid and the cases can be linked.  The main reason for outbreaks within 
orgnanisations is due to inability to socially distance.  This has been a 
particular challenge at some of the smaller ambulance stations within the 
Trust.  To mitigate the risk; Covid secure assessments have been carried out 
at all of the outbreak stations, with action plans put in place to address any 
areas of concern. In addition, enhanced facemask wearing has been 
introduced in outbreak areas and in non-clinical settings such as; HQ and in 
the EOCs.   
 
S Rushbrooke explained that she attends the weekly regional Covid-19 
outbreak support meeting and confirmed that other Trusts are also 
experiencing significant challenges due to Covid.  In order to counteract the 
risk, symptomatic testing of staff is being carried out and asymptomatic testing 
of staff is about to be launched.  S Rushbrooke is the Executive Lead for 
testing and has set up a Task and Finish Group to ensure smooth 
implementation.  S Rushbrooke asked the Committee to note; the significant 
impact the roll out of asymptomatic testing would have on the teams involved, 
in terms of increased workload. 
 
S Rushbrooke was pleased to inform the Committee that Julie Waite has 
been appointed as the new Head of Patient Safety and Experience.  Julie 
will take up post in January 2021. Julie is a nurse by background and has a 
wealth of experience in the NHS, particularly at Newcastle and in the private 
sector.  S Woodhouse is overseeing Patient Safety and Experience in the 
interim. 
 
S Rushbrooke explained that the Strategic Cell was due to be re-instated in 
response to Covid-19.  S Rushbrooke noted and praised the role support 
services will play in supporting both the Strategic and Tactical Cell. 
 
S Rushbrooke also asked the Committee to note her thanks to D Stephen for 
her work in driving the quality and safety agenda over the last 6 months. 
 
Finally, S Rushbrooke explained that the Trust had met its obligations in 
response to the section 29a CQC warning notice and is awaiting formal 
confirmation from the CQC.  
 
The Chair felt it was really positive that the Trust had responded to the CQC 
Warning notice so promptly and efficiently.   
 
The Vice Chair echoed this and passed on his thanks to K O’Brien and her 
team for their hard work. 
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8.  QUALITY  

8.1 Quality Dashboard    
 

 

 S Rushbrooke presented the Quality Dashboard report which following a 
request from the Board now contains activity data: 
 
Call volumes offered 111 – 132,439 
Call volumes Answered 111 – 72,634 
Call volumes offered 999 – 40,248 
Call volumes Answered 999 – 39,638 
 
Hear and treat - 7.22% (2,516) 
See and treat – 28.05% (9,774) 
See and Convey to ED - 56.30% (19,620)  
See and Convey to Non-ED – 8.44% (2,941)  
See & Convey total – 64.74% (22,561) 
 
Ambulance dispatch – 32,335 (Incident demand) 
 
S Rushbrooke explained she was keen to explore better triangulation of the 
activity data to make it more meaningful. 
 
The total number of patient safety incidents reported in September 2020 was 
164. This is a decrease of 29 cases when compared to September 2019 
where 193 cases were reported. 
 
The top 3 causes of incidents reported in September 2020 are: 3rd Party 
Provider/Private Contractor issues, 111 Triage and 999 Triage. 
 
S Rushbrooke explained that there had been a significant increase in 
incidents related to  3rd Party Providers with 144% increase of incidents 
reported within this category; rising to a total of 44 cases submitted in 
September compared to 18 for the previous month.   Work is being progressed  
to better understand the reason behind the rise in these types of incidents with 
possible links to increased usage being explored. 
 
The total number of patient safety incidents, excluding serious incidents, open 
over 28 days for September 2020 is 95. 
 
Duty of Candour compliance is 100%. 
 
There was 1 Serious Incident declared during September 2020. 
 
In terms of non - patient safety incidents; violence assault and aggression 
continue to be the most common, with 61 incidents reported, which is a slight 
decrease from the previous month, when there were 67 reported. 
 
There was nothing to escalate in terms of medicines management. 
 
In terms of patient experience, the Trust received only 17 complaints, 
100% of complaints were acknowledged within 3 days, as per the legislative 
requirement.  The acknowledgement rate is 100% for the financial year so far. 
 
IPC still remains a significant challenge.  Practice audits identify compliance, 
with the exception of gloves usage 86.7% and IV cannulation at 94.4%. 
 
S Rushbrooke confirmed she was keen to develop a regular IPC report for the 
Quality Committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
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In terms of safeguarding, referrals have remained fairly consistent with a 
continued pattern of rise in comparison to the same time a year ago.  NEAS 
have submitted 2 independent management reports in relation to Serious 
Adult Reviews, good practice areas were noted in both reports.  Sadly, there 
had been 9 reported child deaths in September which is unusually high in 
number, 6 occurred in the North Division and 3 in the South Division. 4 related 
to trauma, 4 are currently unexplained and 1 was a suicide.  S Rushbrooke 
informed the Committee that going forward quality reporting around child 
deaths will include  the ages of the children.  
 
The Vice Chair voiced concerns around including details of the ages of the 
children who had sadly passed away, feeling that if this information is shared 
in the public domain, the children involved may be identifiable.  S Rushbrooke 
explained information on the ages of the children was requested by the Quality 
Review Group to understand whether there was a cluster of ages involved.   
S Rushbrooke agreed the report could include age variants to protect the 
identity of the children. 
 
The Chair asked whether any issues had been highlighted through the multi-
agency safeguarding  investigations into the child deaths.  S Rushbrooke 
confirmed that no specific issues or learning had been identified for the Trust. 
 
The Chair informed members that she had discussed with S Rushbrooke  the 
need to improve SI reporting to the Committee, with a greater emphasis on 
the themes, trends and learning required going forward.  It was agreed that a 
'mock up' report would be produced and added to the agenda for discussion 
at the January meeting. 
 
The Chair explained that it had previously been agreed that herself and the 
Vice Chair would receive all final SI close out reports and requested that this 
be actioned. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
 
 
 

 
SR 

 

   
8.2 Medical Directorate Dashboard   

 Dr Beattie presented the Medical Directorate Report explaining that the 
dashboard continues to evolve and now contains more granular detail.  
 
It was pleasing to note the positive position against the ACQIs.  The only item  
for escalation was around obtaining cardiac arrest outcome data from 
hospitals, which is proving challenging and the increasing number of 
unmatched patients is affecting the survival to discharge national 
performance. 
 
In terms of clinical audit; despite the interruption of Covid-19, national 
reporting for ACQIs has been maintained.  There has been an increase in 
requests from operational staff to complete audit projects.  There is a risk of 
not achieving all the clinical audit projects due to 4 months being lost to Covid. 
As a result of some recent patient safety incidents around unsafe paediatric 
discharges, a request was made to substitute the epilepsy audit for a 
paediatric audit.  A detailed discussion took place at CQGG; where full support 
was given to this change.  Dr Beattie hoped the Quality Committee would also 
support the change.  The Chair felt it was a sensible change and noted Dr 
Beattie’s assurance that the epilepsy audit would be included in the 2021 / 
2022 clinical audit programme.   Dr Beattie agreed to share the link within the 
report to the clinical audit programme with the Chair and Vice Chair. 
 
Work to review all deaths the next working day has continued. Dr Beattie 
explained that  data around patients that died within 72 hours of handover is 
now being reviewed with 2641 patients identified . Deaths due to respiratory 
presentations were the most frequent. Further analysis of deaths following 
handover after being conveyed to urgent treatment centres was undertaken. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MB  
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This identified a data quality issue which has been reported. 97% of cases 
were appropriately transferred to hospital. There was 1 case that could have 
been discussed with a GP to support end of life care at home. 
 
The quality of care provided to paediatric cardiac arrest patients continues to 
improve and when specialist paramedics emergency care is on scene there 
were no failed care bundles.  
 
Patients that are dying following handover are being appropriately conveyed 
to hospital. 
 
In terms of NICE Guidance, Dr Beattie explained there are 347 guidelines, all 
of these have been assessed and 76 guidelines identified as being relevant 
to NEAS of which compliance has been achieved against 47.  Dr Beattie 
shared some additional information around NICE Guidance with the 
Committee and took members through the process for any non-complaint 
guidelines, explaining a baseline assessment tool is used which looks at:  
 

• current activity, evidence and any areas of concern   
• whether guidance is partially or fully met  
• actions required to achieve compliance and implement the guidance 

 
There are 22 guidelines awaiting baseline assessment.  Dr Beattie offered 
assurance to the Committee that every effort is being made to undertake 
actions and put in place mitigation for all guidelines that are relevant for NEAS.  
However, 100% compliance against all guidelines will never be possible as 
there are certain guidelines that NEAS cannot achieve compliance against, 
for example; diagnosis of chest conditions, which would require an X-Ray to 
be undertaken, cannot be fully achieved as the Trust does not have access to 
this type of equipment.    
 
The Vice Chair noted the significant work undertaken by the Trust to 
implement the guidelines and pointed out that Primary Care are also unable 
to undertake X-Rays, so it was understandable that certain guidelines and 
certain elements to the guidance were not relevant to the Trust. Furthermore, 
the Vice Chair felt the Trust was compliant within the ability of the service 
provision that it is delivering.  It was agreed that certain elements of the 
guidelines that are unachievable for the Trust, should be marked as compliant 
against what is within the Trust’s gift to deliver and closed out.  Dr Beattie 
agreed to feed this back to S Woodhouse. 
 
The Chair was pleased to note the robust process around managing NICE 
guidance and agreed to highlight the assurance around this to the Board of 
Directors via the summary sheet.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

MB  
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8.3 Performance Report   
 P Liversidge explained the Performance Report and its findings was shared 

with the Quality Committee for information, as the paper is reviewed in detail 
at the Performance & Finance Committee and the Trust Board. 
 
The Chair recognised the significant rise in call demand for 111 during 
September, which could be attributed to increased pressure on the service 
due to Talk Before You Walk (TBYW).  The Chair noted the difficulties in 
recruiting clinical posts to support the increased demand from TBYW and 
enquired about the QIA process to ensure sufficient resources were in place 
to support the initiative, feeling that similar issues had been encountered when 
the 111 service went live.  
 
P Liversidge explained it was not clear whether the increase in call demand 
for 111 was a result of TBYW or whether it could be linked to rising covid 
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cases or a general increase in 111 activity as a result of various 
communication campaigns promoting use of the service in the media.   
 
P Liversidge explained that Health Advisor recruitment is on-going, with 20 
additional posts due to become operational to support increased demand from 
the TBYW initiative.  Agency staff are currently being used as a resource to 
support the service.  P Liversidge went onto discuss a business case that is 
being developed in the background with Finance to increase resources  and 
improve call answer performance for 999 and 111.  This will be presented to 
EMG imminently.   P Liversidge confirmed that part year funding for resources 
had been received through national allocations, however, further discussions 
with Commissioners would need to be proactively managed, to ensure as call 
demand increases, sufficient resources are available .  This is being managed 
through the Talk Before You Walk Programme Board.   
 
The Chair asked in terms of governance where the TBYW Programme Board 
reports into.  P Liversidge explained that internal governance around TBYW 
feeds through the Performance Group and Performance Committee to the 
Board of Directors. Reports will be shared with the Quality Committee for 
information and challenge.  The Chair felt it was important to take stock of the 
lessons learned from the resource challenges experienced when the 111 
service went live and ensure a good quality of service can be delivered. If 
there are not sufficient resources to provide this, it is important that the Quality 
Committee is aware of the governance  process and correct  escalation route.   
 
The Chair felt the 111 service had been under pressure for some time, with 
patient safety incidents being reported as a result and felt this would be 
compounded by TBYW. 
 
The Vice Chair felt it was important to prove to Commissioners that 
additional funding is required to support TBYW and felt that although 
difficult, it would be prudent to demonstrate the rise in call demand for 111 is 
attributable to TBYW.  P Liversidge agreed and explained that appropriate 
conversations would take place externally with Commissioners. 
 
The Chair thanked P Liversidge for the update. 

   
8.4  Serious Incident Report   

 S Rushbrooke presented the report to 
 
There have been 8 SI’s declared within the Trust between the 1st April 2020 
and the 30th September 2020: 
 

• 5 x SI’s have been submitted to NECS and have open actions 
• 2 x SI’s due to be submitted to NECS (awaiting sign off) 
• 1 x SI currently under investigation 
• 2 x SI’s, following investigation, have been requested for de-

logging 
 

In terms of themes and trends identified: 
 

• 2 x SI’s associated with NEAS treatment/procedure issue 
• 2 x SI’s associated with dispatch delays 
• 2 x SI’s associated with scheduled care (slips, trips and falls) 
• 2 x SI’s associated with 999 Triage 

 
 
There are ongoing regular meetings with NECS to discuss SIRMS incidents 
and SI action plans with open actions. 
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As previously discussed, S Rushbrooke explained she was keen to share SI 
closed reports and action plans with the Chair and Vice Chair going forward. 
 
The Chair thanked S Rushbrooke for the update and looked forward to 
receiving the SI close out reports and action plans.  

 
 
 

   
8.5 Quarterly No Send Report  

 P Liversidge presented the report to provide the Committee with information 
for July, August and September 2020 relating to re-contact rates (patients 
ringing back within 24 hours) following a no send due to operational escalation 
as per escalation plan and no send policy. 
 
In total during the period there were 1231 ‘no sends’ and 9 re-contacts, giving 
a 0.73% recontact rate.  2 of those were callers who called 111 and were 
advised of the no send, who then then called 999  and were given the same 
outcome.  
 
There were no other trends or themes identified. 
 
There were no related incidents recorded for these cases. 
 
D Stephen noted the details around the cases provided within the report. The 
narrative around Case C sates that “ a CPIS flag is on this case”.  As CPIS is 
the Child Protection Information System; D Stephen felt that whilst there may 
have been no patient safety concerns as result of the no send, it would be 
prudent for S Tucker to have a conversation around the safeguarding element 
of this case with  N Howard, Named Lead Professional for Safeguarding 
Children.  P Liversidge agreed to flag this with S Tucker. 
 
The Chair felt the report needed to be clearer, that although the enactment of 
no send is to help the Trust when it is in peak demand, it is also in the patients 
best interest, as no send will only be invoked when resources are called upon 
elsewhere and it will therefore take a long time to arrive on scene to treat the 
patient.  The report needs to reflect that it would be better for the patient to 
make their own way to an ED so they can get the treatment, care and 
assessment they need.   
 
The Chair also enquired as to what the follow up process was to ensure there 
had been no adverse outcomes for patients following the no send.   
 
P Liversidge confirmed case notes are reviewed on the CAD system to ensure 
there were no follow up calls or issues having occurred. Consideration is also 
given to whether any patient safety incidents have arisen as a consequence 
of the no send. 
 
The Chair thanked P Liversidge for the update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PL 
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8.6  Quality Report  

 D Stephen presented the draft quality report for 2019/2020 explaining there is 
a requirement for NHS Trusts to produce a Quality Report on an annual basis. 
A revised timetable was identified for the production of the 19/20 report in 
recognition of the response required by the NHS due to the COVID 19 
pandemic. 
 
As a result of the pandemic there was limited external consultation to identify 
the quality priorities for 20/21.  
 
For the 19/20 report there is no mandatory requirement to seek external audit 
assurance on the content of the report. 
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The format of the report is prescriptive and  provides an opportunity to look at 
a range of work around quality, patient safety, patient experience and clinical 
effectiveness. 
 
The Quality Committee is asked to note a range of work undertaken by the 
Trust in 2019/20 and the progress made with the quality priorities which 
focused on: 
 

• Patient Safety: Continue to develop a just  and restorative culture 
to improve patient safety 

• Clinical Effectiveness: Cardiac arrest early interventions 
• Clinical Effectiveness: To develop our mental health 

implementation plan, working in partnership with others to improve 
the experience and care provided 

 
The report also outlines the quality priorities for 2020/21: 
 

• Patient Safety: Managing the deteriorating patient in the 
Emergency Operations Centre 

• Clinical Effectiveness: Improving cardiac arrest care 
• Patient Experience: Improving end of life care   

 
The draft report has been circulated to external stakeholders and asked for 
feedback by 24th November 2020.  The draft report has been reviewed by 
members of the Clinical Quality Governance Group and been circulated to the 
Council of Governors and feedback has been received from the Lead 
Governor 
 
D Stephen felt previous reports contained more in-depth information 
particularly in section 3 of the report, but feedback had been received  from 
the Trust’s Communications Team to make the report more reader friendly, 
so the information in this section is more concise. 
 
The Chair thanked D Stephen for taking the Committee through the report 
which was extremely well detailed  and thanked D Stephen for her hard work 
in producing the report.  The Chair’s main observation, which she stressed 
was in no way a criticism, was around how much of the information would be 
easily accessible externally.  The Chair felt that there was a great deal of 
promising work show cased within the report, that may not be digested by 
external stakeholders.  The Chair felt  an executive summary or infographics 
may help to disseminate the information more effectively. D Stephen 
explained that unfortunately there is not a budget available for the 
development of the quality report.  
 
S Rushbrooke also praised the content of the report and agreed that 
discussions should take place with the Communications Team around making 
the quality report a more visual document going forward, this would support 
accessibility for our diverse external community. 
 
The Vice Chair thanked D Stephen for her hard work and agreed that the 
report may be difficult to digest for readers with accessibility issues.  The Chair 
agreed to include on the summary sheet the need for funding for the 
development of quality report, so that this could be highlighted to the Board of 
Directors. 
 
The Chair again passed on the Committee’s thanks to D Stephen and her 
Team for producing such an excellent report. 
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8.7 PSIRF Gap Analysis – The Patient Safety Framework Gap Analysis  

 This item was deferred.   
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8.8  Ulysses System Mock Reporting of Incidents  

 D Stephen presented the report explaining that a number of discussions had 
taken place at previous Quality Committee meetings as to how reporting of 
quality and safety metrics should be developed in line with the new 
governance structure. 
 
A project has been undertaken to review how the Ulysses system is used for 
incident reporting, so that it can be more user friendly and provide reports on 
themes and trends which are more granular. 
 
A specific piece of work has been completed to review all of the cause groups 
and sub cause groups to better reflect the incidents that are occurring and 
enable thematic analysis to be undertaken. 
 
The Trust will go live with the agreed updated Cause Groups, Causes and 
NEW Sub Cause section in April 2021. This will now provide the Trust with a 
3 tier drill down on incidents to better understand the types of incidents that 
are being reported and enable improved learning and better thematic analysis: 
 

• Tier 1 Cause Group (high level overview) 
• Tier 2 Cause (mid level overview driven from the Cause Group) 
• Tier 3 Sub Cause (low level overview driven from the Cause 

providing greater incident understanding) 
 

In order to align incident reporting to the ambulance disposition, work would 
need to be undertaken to capture the Cleric ID, so that this information can be 
matched in the data warehouse. The report provides information in relation to 
current compliance with capture of the Cleric ID. There is still work to be 
undertaken to increase awareness of the need to record this information, a 
development requirement of Ulysses to mask the box to ensure the Cleric ID 
entered is accurately added and for informatics to develop the reporting. 
Informatics have committed to focus on this work through March 2021. 
 
S Rushbrooke explained she was keen to drive a more in-depth analysis of 
incidents across themes and looking at variation across the geographical 
footprint. For example, it was felt that the patient care experience in rural 
areas may differ in comparison to that in urban areas.  
 
Dr Beattie felt it was pleasing to note the positive step for the patient care 
strategy.  Dr Beattie went onto explain that a similar approach had been 
adopted for learning from deaths investigations, for example; cardiac arrests 
related to drug overdoses were identified as a theme, and a deep dive on a 
number of cases associated with this theme were conducted.  This provided 
an overview of practice and identified the key areas for improvement. 
 
The Vice Chair thanked D Stephen for the update and noted the broad range 
of granular data and felt this may lead to themes being difficult to analyse 
unless these are aggregated.  In addition, the Vice Chair also felt that although 
the Ulysses system was impressive in terms of content management, it was 
not the most user-friendly software, it was felt training would be required to 
ensure it is used effectively.  D Stephen recognised this and explained that 
the need for front end training for staff who are new to the organisation is 
required.  This is something that is being looked at by C McLachlan and online 
training will be provided for new starters.  
 
The Chair was pleased to note the substantial progress made against this 
piece of work and thanked D Stephen for her update. 
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8.9 Analysis of Incidents Over 28 days  

 D Stephen presented the report to provide the Quality Committee with an 
overview of incidents which are open beyond 28 days. This issue was 
identified by the CQC when they inspected the Emergency Operations Centre 
in 2018 and whilst improvements had been made the situation has 
deteriorated during the first wave of the pandemic. 
 
As at the 1st November the Trust has a total of 338 open incidents as follows: 
 

• Patient Safety: 181 
• Non-Patient Safety:157 

 
Of those incidents on the system 133 (39%) were open beyond 28 days. 
There are 62 patient safety incidents (47%) and 71 non patient safety 
incidents (53%). 
 
Of the 133 incidents open beyond 28 days the level of harm reported is as 
follows: 
 

• 44% (59) are no harm incidents 
• 34% (45) are low harm incidents 
• 5% (7) are moderate harm incidents 
• 1% (1) is a severe harm incident 
• 11% (15) are near miss incidents 
• 5% (6) are incidents not related to NEAS 

 
There are 53 incidents which remain open longer than 90 days, 21 of which 
are patient safety incidents and 32 are non-patient safety incidents. 
 
As of 1st November 2020 there were 61% of incidents closed within 28 days. 
 
It is evidenced that the majority of overdue incidents are those incidents which 
are no harm, low harm incidents, which are the majority of the incidents 
reported. 
 
The operational pressures which the second wave of COVID 19 brings will 
mean we will be challenged to manage incidents in a timely way. 
 
The Patient Safety Manager and Risk Manager have been reviewing the 
incidents which have been open for an extensive time to work with operational 
colleagues, where necessary to close these wherever possible. 
 
A review by the interim Head of Patient Safety will be undertaken to see if 
processes can be put in place to manage incidents in a timelier way in 
response to the second wave of COVID 19. 
  
Where possible COM’s will continue to manage their incidents. 
 
D Stephen confirmed that the report would be produced on a monthly basis 
going forward. 
 
The Chair thanked D Stephen for her update and felt the report did provide 
more information around incidents open beyond 28 days.  However,  the Chair 
again pointed out that the reduction of the threshold to 85%, was to allow time 
to focus on more complex incidents and allow thorough investigations into 
these incidents to be carried out.  The Chair did not feel the report provided 
reasons as to why there were incidents open longer than they should be, in 
fact it was felt the report clearly showed that some incidents had not been 
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reviewed at all, therefore, the delay could  not be due to the complexity of the 
incidents.  
 
The Chair fully appreciated the challenging circumstances operational 
managers are in at present but felt there was clearly a variation in incident 
management, with some Managers reviewing and closing incidents promptly 
and others less so.  The Chair felt action would need to be taken around the 
management of specific individuals who repeatedly fail to close incidents 
within timescale. The Chair would like information around incident 
management performance in specific localities built into future reports.  
 
D Stephen explained that the need for line management of specific individuals 
had been recognised and information around incidents open over 28 days is 
disseminated through the operational management structure to D Green and 
C Jobling; who then discuss concerns with those mangers responsible for the 
un-timely close out of incidents. D Stephen explained that at present there 
were challenges to the infrastructure to support managers during the second 
wave of the pandemic.  However, V Court is in the process of developing a 
new structure in terms of support to Operations and it was felt once this was 
in place, incident management would be much improved. 
 
The Committee accepted the report. 
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9 ANNUAL REPORTS  

9.1  Annual Learning Report  
 D Stephen presented the annual learning report for 2019 / 20. 

 
The overall level of incident reporting during 2019/2020 has increased against 
the totals for 2018/2019.During 2019/2020 the Trust has reported 2219 patient 
safety incidents against a total of 2017 the previous year.  
 
Whereas the clearly identified themes and trends from 2016/2017 and 
2017/2018 clearly showed a triangulation towards ‘delayed ambulance 
response’ being the highest cause of concern for patient safety. This trend 
has shifted during 2018/2019 which is pleasing to note this improvement has 
not regressed during 2019-2020.  
 
There were 11 Serious Incidents recorded during 2019/2020 with one 
subsequently de-logged and assigned to another organisation, there were 
also 30 moderate harm full ‘root cause analysis’ investigations undertaken in 
the same period. Top themes from these incidents include lack of resource 
causing delay, and failure to recognise the deteriorating patient 
 
Within the lessons learned logged within Ulysses for lower acuity patient 
safety incidents, the top groups were training refresher and Human factors, 
this remains the same as for the 2018/2019 period.  
 
Patient complaints saw increases in poor communication, compliance with 
clinical standards and driving incidents, thought for the two latter increases, 
the increase in numbers were small. 
 
D Stephen felt moving forward the triangulated information within the report 
around learning from SIs, safeguarding, coronial process could be used to 
ensure alignment with the patient safety strategy and PSIRF requirements.  
 
The Chair thanked D Stephen and noted the assurance provided by the 
findings of the report. 

 

   
10 GOVERNANCE  

10.1  External Review and Reg 28’s (if any)  
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 There were no Reg 28s to review on this occasion.  
   

10.2 Internal Audit Report / Process for monitoring of Internal Audit Action 
Plans 

 
 

 Further to discussion earlier in the meeting when the register of outstanding 
actions was reviewed, it was confirmed that the People and Development 
Committee receive a regular update around internal audit and it was agreed 
that L Clarke would connect with G Wong to ensure a similar report  is shared 
with the Quality Committee. 

 
LC 

   
10.3 Summary of Assurances Gained  

 The Vice Chair noted the assurance gained from the work undertaken around 
Ulysses reporting, to ensure quality and safety metrics are developed in line 
with the new governance structure. 
 
Assurance was also gained from the quality report which contained detailed 
information of some of the excellent work undertaken within the Trust. 
 
The Vice Chair felt that although there had been some initial issues, the 
launch of ePCR2 provided the Committee with assurance that the informatics  
will provide a wealth of information in terms of improving clinical practice. 
 
The information shared around long waits also provided assurance that no 
patient harm had occurred as a result of these. 
 
Dr Beattie felt the work to ensure compliance with NICE guidance, with actions 
plans put in place for any non-compliant guidelines, also provided assurance. 

 

   
10.4 Risks identified during the meeting  

 The Chair noted TBYW as a risk, particularly as there were difficulties in 
understanding call volumes and ensuring adequate resources were in place 
to cope with the demand.  P Liversidge agreed, but also felt the fact that issues 
around 111 and TBYW were highlighted to the Committee for onward 
escalation to the Board, provided assurance in terms of governance.   
 
S Rushbrooke asked that the impact of the implementation of asymptomatic 
testing and vaccinations on an already over-stretched workforce be noted as 
a risk. 
 
The Vice Chair noted the struggle to maintain social distance at some 
ambulance stations as a risk. 
 
K O’Brien pointed out that all the aforementioned risks are currently on the 
risk register.  

 

   
10.5 Board Assurance Framework  

 There were no changes to the BAF or ORR.  
   

10.6 What have we learnt from the meeting:  
 The Chair felt progress had been made throughout the meeting to close out a 

number of important actions, particularly in terms of the Ulysses project. 
 
Members of the Committee felt that learning had been gained from the 
comprehensive findings of the annual learning and quality report. 

 

   
10.7  Referrals / Escalations to other Committees / Executive Team  

 There was nothing to escalate to the Board.  
   

10.8  Items to be added to the next agenda or CoB  
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 Mental Health Strategy Update 
 
Internal Audit Action Plans  
 
SI ‘Mock Up Report’ 
 
PSIRF Gap Analysis – The Patient Safety Framework Gap Analysis  
 
The Chair requested a meeting be set up between herself, the Vice Chair,  
D Stephen and S Rushbrooke to discuss The Patient Safety Framework Gap 
Analysis report ahead of the January Committee. L Clarke to arrange the 
meeting. 

 
 
 
 
 
 
 
 
 

LC 

   
10.9 Any other business  

 K O’Brien provided an update on the flu campaign explaining that it was 
pleasing to note there was a 52% uptake of frontline staff, which is 10% ahead 
of last year. 

 

   
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: 14th January 2020, 0930-1200, Teams 
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MINUTES OF MEETING 
 

Meeting: People and Development Committee  

Details:  Friday 20th November 2020, 11:00 – 13:00, Microsoft Teams 

Present: Carolyn Peacock, Non-Executive Director (CP) Chair  
John Marshall, Non-Executive Director (JM) Vice Chair 
Karen O’Brien, Director of People and Development (KOB) 
Mathew Beattie, Medical Director (MB) 
Sarah Rushbrooke, Director of Quality and Safety (SR) 
Victoria Court, Deputy Chief Operating Officer (VLC) 
Mark Johns, Equality, Diversity, Inclusion and Engagement Manager (MJ) 
Karen Gardner, Head of Workforce Development (KG) 
Lesley Ellison, Occupational Health Manager (LE) 

 
 
 
 
 
 
 
 

In Attendance:  Kardene Shabilla, Together@NEAS Representative (KS) 
Tina Byers, Able@NEAS Vice Chair (TB) 
Yeshentha Naidoo, Equality Diversity and Inclusion Advisor (YN) 
Chris Fairs, Associate Non-Executive Director (CF) 
Tracey Mullen, Assistant Trust Secretary (TM) 

 

Minute-taker: Abbie Snowball, PA to Director of People and Development (AS) 

 
 

No Item 
 

Action by 

1.  Welcome and apologies   

 CP welcomed the group, apologies were received from:  
 

➢ Paul Liversidge, Chief Operating Officer (Victoria Court attended on his behalf).  
➢ Jennifer Boyle, Trust Secretary (Tracey Mullen presented on her behalf). 
➢ Gemma Knight, Strategic Organisational Development Manager. 
➢ Emma Burrow, Chair of Proud@NEAS 
➢ Shumel Rahman, Chair of Together@NEAS 
➢ Lyndsay Duggan, Chair of Able@NEAS 

 

 

2.  Declarations of Interest   

 J Marshall declared his interest as Director of the Trust’s subsidiary company, NEASUS (North 
East Ambulance Service Unified Solutions). 
 
KOB and SR declared a conflict in relation to item 13.0, Fit and Proper persons annual report as 
it was regarding themselves.  
 

 

3.  Minutes of the Previous Meeting   

 The minutes of the previous meeting held on 16th September 2020 were agreed as an accurate 
record.  

 

4.  Matters Arising   

 There was no matters raised.   

5.  Register of Actions   

 ➢ Action 247 – KOB provided an update and confirmed following a meeting the 
procurement team and MJ had agreed a way forward. JM added that if the team were 
finding difficulties with suppliers, then a letter should be wrote outlining the 
responsibilities, which makes the supplier aware of the Trust’s expectations. It was 
agreed the action could be closed.  

 
➢ Action 268 – KOB confirmed the exit/leaver interview process had not yet been 

reviewed. It was agreed to defer this to March 2021.  
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➢ Action 270 – the Statutory and Mandatory training and Appraisal trajectory had been 
provided and was due for discussion under item 8.0. It was agreed the action could be 
closed.  
 

➢ Action 271 – the Board Assurance Framework had been updated and circulated and 
was on the agenda for discussion under item 20.0. It was agreed the action could be 
closed.  

6.  Listening to our People   

 MJ, KS and TB presented the achievements of the staff networks to the Committee. 
 
MJ highlighted the following regarding the Proud@NEAS group:  
 

➢ Proud@ NEAS held 6 meetings in the past 12 months.  
➢ Proud@NEAS has 26 members, 68 Allies, 145 members on Facebook, 903 followers on 

twitter and 99 members in a workplace group.  
➢ Proud@NEAS held Lunch and Learn sessions with Stonewall 
➢ Proud@NEAS attended HIV /Aids awareness sessions hosted by Drew Dalton  
➢ NEAS and Emma Burrow were shortlisted for regional LGBT awards  
➢ Proud@NEAS requested support with Positive Allies Charter Mark, Staff network 

membership and implementing the NHS Rainbow badge.  
 

KS highlighted the following regarding the Together@NEAS group:  
 

➢ Together@NEAS held 4 meetings in the past 12 months.  
➢ Together@NEAS had 30 members, 22 members on Facebook and all Trust staff were 

made members of the workplace group.  
➢ Together@NEAS developed videos to highlight Ramadan and Eid.  
➢ The Trust held Race Safe Space Events to support Together@NEAS 
➢ Together@NEAS promoted Black History Month in 2020 virtually and held a wear red at 

work day.  
➢ Oliver Evans, Vice Chair of Together@NEAS took over Prerana Issar, Chief People 

Officer’s twitter account.  
➢ Shumel Rahman became the Chair of Together@NEAS. 
➢ Together@NEAS requested support with dedicated time for network chairs and vice 

chairs, greater visibility of leaders on race agenda and the development of the staff 
network and its membership.  

 
TB highlighted the following regarding the Able@NEAS group:  
 

➢ The group was created with a logo and identity.  
➢ Able@NEAS held 6 meeting’s in the past 12 months.  
➢ Able@NEAS has 37 members, 121 Twitter followers, 73 workplace members and 213 

facebook members.  
➢ Able@NEAS supported with the development of the Help Hub alongside organisational 

development and occupational health.  
➢ Able@NEAS have championed the use of clear face masks for patients who are deaf/ 

hearing impaired and use lip reading. NEAS’ first order is on its way.  
➢ Able@NEAS and Lyndsay Duggan received a number of nominations for the support 

they provided to the shielding staff members throughout the COVID-19 pandemic.  
➢ Able@NEAS requested support with shielding moving forward, dyslexia awareness and 

want to look at the Carers passport.  
 

CP thanked all the staff networks and explained she felt humbled to hear their inspirational 
stories of the personal issues and was grateful for the huge amount of work being completed to 
progress inclusion in the Trust. JM echoed CP and highlighted the work was appreciated and 
noted this was additional work to already challenging roles.  
 
CF thanked the groups for the presentation and explained he and other members of the Trust 
were unaware there was so much being done. He highlighted that NEAS was more advanced 
than the private sector.  
KOB asked the network representatives what they felt they required to keep momentum going.  
 
KS explained for Together it was ensuring dedicated time was provided to support the members 
to fulfil the network roles. TB explained the use of facebook and workplace has helped and 
hoped this would increase.  
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CP thanked the groups for the updates provided and explained the Committee would look to 
support the requests. 
  

7.  People and Development Committee Terms of Reference   

 KOB explained the Terms of Reference were due for review. She added the document had been 
streamlined and duplication was removed.  
 
KOB further added that she had included broad themes in the Terms of Reference such as 
Health and Wellbeing, diversity & inclusion, learning & development, culture & values, and 
workforce planning rather than stipulating specific activities/assurances.  
 
CP thanked KOB for the work and highlighted this was a useful and efficient document.  
 
The Committee approved the Terms of Reference.  
 

 

8.  Appraisal and Statutory and Mandatory Training Trajectory   

 KOB explained that the purpose of the report was to understand the true position of Appraisals 
and Statutory and Mandatory training, and to predict what would be achieved in the future. KOB 
highlighted the document was a work in progress and final documents would be shared.  
 
In relation to appraisals KG highlighted that the Trust were in the same position in 2020/21 as 
2019/20, despite the effects of COVID which should be celebrated. KG added for the Trust to 
achieve 85% compliance approximately 1400 appraisals would be required between November 
and March. KG noted that this would cause significant operational challenges. KG further added 
that the data did show that appraisals were predominantly scheduled for Q4 which posed a risk 
to the quality of the appraisal if this was being rushed.  
 
KOB added that this report would be discussed with operational managers and then presented 
to Executive Management Group for decision on a realistic plan. KOB suggested they could look 
to give a longer time period due to COVID.  
 
JM thanked the team for the work involved and the in-depth analysis, and noted it was helpful to 
see this perspective in order to find a route through.  
 
VLC confirmed that conversations had begun with managers and a plan was being developed of 
what they could achieve, and the teams would look at solutions to cover shortfalls.  
 
CF stated in industry appraisals are completed at one point in every year as they are linked to 
pay btu he recognised much smaller numbers. CF reminded the Committee that individuals have 
a responsibility to drive their appraisals too.  
 
CP added this was a useful report to have in order to identify the solution. It was noted there 
was a lot of work to be done and this would be escalated to the Trust Board to identify additional 
support.  
 
In relation to training, KG highlighted that the Trust have achieved and maintained IG 
compliance above 95% and she thanked Amanda Rooney who has emailed every individual 
member of staff every week with a reminder to complete their IG training. She further added that 
she was confident the Trust would reach overall compliance of 85% by 31 March 2021 as 
currently 730 staff were being abstracted to complete e-Learning, face-to-face and workbooks.  
 
CP acknowledged although a work in progress and thanked KG for the comprehensive work.  
  

 

 

 

 

 

 

 

 

 

KOB 

9.  People Plan – NEAS Gap Analysis   

 KOB explained following the launch of the NHS People plan in July, the People & Development 
Team have undertaken a gap analysis to present a picture of where the Trust is at. KOB added 
that the Trust should recognise how much they already do but also how there is a need to 
ensure everything is embedded, covers the whole organisation, and return on investment is 
achieved. It was explained some of the actions were already included in the EDI work plan and 
Health and Wellbeing strategy, and the remainder of the actions would form part of the people 
strategy and work plan.  
 
KOB highlighted that the area which is most challenging is in relation to flexible working. KOB 
confirmed that agile working would be included in the flexible working element. JM highlighted 
that the ORH review should also be taken into consideration, and whilst there was a recognition 
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of support for flexible working this would need to fit within the service demands.  
 
KOB advised the second document was the ICS response to the People Plan, for information. 
 
CP thanked KOB for the update and the Committee accepted the report.  
 

10.  Freedom to Speak Up Report  

 CP explained the Freedom to Speak up report was circulated for information, and this had been 
brought forward on the cycle of business to ensure it had been through a Committee before 
Trust Board.  
 
KOB highlighted that the concerns that were currently being looked at were valid concerns and 
staff members had tried to resolve with managers first. It was noted there was no patient safety 
concerns outstanding. KOB added that there was some behavioural concerns which she had 
asked JB and GK to work through, however these will not yield instant solutions.  
 
JM suggested that whilst the Trust should be careful not to betray the confidence of those raising 
concerns he asked whether the Committee should look at the cultural / behavioural concerns 
further. KOB explained that some were difficult to work through, some were anonymous and 
required diagnostic work before solutions could be identified. She would consider whether 
greater detail could be provided in Q4. 
 
 MJ confirmed there was now a link between himself and HR in relation to the behavioural and 
cultural work when required. KOB confirmed none of the concerns were in relation to protected 
characteristics.  
 
CP on behalf of the Committee, accepted the report. 
 

 

 

 

 

 

 

 

 

 

 

K O’Brien 

11.  Workforce Metrics Report   

 KOB presented the Workforce metrics report and noted that this included data as at 31st October 
and highlighted the following: 
 
- Absence had increased to 13% in November and significantly increased in the past two 

weeks due to COVID. It was not anticipated that this would reduce, potentially due to the 
asymptomatic testing beginning with NEAS.  

- The Trust are over established with paramedics and would continue to be reviewed to 
ensure this doesn’t increase/decrease too rapidly.  

- The Trust were under establishment for CCA’s and this was being rectified in a positive and 
planned way with recruitment in place.  

- 55% of the Trust had received the Flu vaccination, which was 10% ahead of the previous 
year, with one week of super clinics remaining before reverting back to occupational health 
service.  

- It was confirmed some of the outstanding DBS checks were due to data entry issue which 
has been rectified. She confirmed the other individuals who had an outstanding DBS check 
were agency staff converting to permanent Health Advisors which the Trust had risk 
assessed and allowed commencement in advance due to already having received 
confirmation through the agency that the employees had a DBS check, therefore were safe 
to work.  

- 2 positive DBS disclosures had been received and risk assessments were being carried out.  
- With the exception of once case, no employee relation cases had been ongoing for more 

than 6 months and timescales had reduced.  
- The one live suspension was a different individual to the previous month (one had closed, 

and a new suspension has taken place) 
 
In relation to timescales of employee relations cases JM suggested that the Trust could 
implement a rag rating system or something similar to provide additional assurance moving 
forward and then they can be escalated if required. KOB confirmed that work was underway to 
think about what an appropriate dataset was as average times can often be skewed by one 
case, however she was reluctant to set a target time to ensure this did not drive the incorrect 
behaviour of speed over quality. KOB added that the team would be moving away from an excel 
spreadsheet and transferring this data to ESR. CF concurred that setting target timeframes were 
not helpful and added that having only one suspension was a great achievement.  
 
CP thanked KOB for the update and the detailed report. CP added if there was anything further 
the team could do to support non COVID related absentees in returning to work sooner. KOB 
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confirmed that staff were continuing to be supported within normal processes and the high level 
of support from operations had continued and had not been relaxed.  
 

12.  Policy Position  

 KOB highlighted after JCC on Monday 23rd November 2020 the Trust would hopefully be in a 
position where there were only six policies out of date, however, a timetable had been 
developed which would see those policies approved in early 2021.  
 
CP thanked the People and Development Team for the hard work to turnaround the policies 
given the position 8 months ago.  
  

 

13.  Fit and Proper Persons Annual Report   

 TM presented the report on behalf of Jennifer Boyle and confirmed that all checks had been 
completed and all self-declaration forms had been returned, with no issues identified. In addition 
all substantive appointments within the last 12 months (i.e., the appointment of the Director of 
People and Development and the Director of Quality, Patient Safety, Innovation and 
Improvement) had been made in accordance with the requirements of regulation 5.  
 
TM advised there had been amendments made following the Kark review as well as DBS 
requirements and frequency. TM also advised the teams were reviewing job descriptions to 
ensure the Kark competencies were included and all contracts aligned to FPPT. 
 
CP thanked TM and confirmed this was good assurance for the Committee and the Trust Board.  
 

 

14.  Organisational Development – activity report   

 KOB explained this was a descriptive report and provided an indication of what staff had been 
involved with and engaged with during the pandemic. KOB confirmed the Trust had moved to 
virtual ‘Welcome to NEAS’ inductions and it was the expectation this would be retained and 
evolved further post pandemic.  
 
KOB confirmed the staff survey response rate was currently at 43% with one week remaining.  
 
KOB confirmed there is the intention to begin to evaluate the Organisational Development 
interventions and look to introduce different approaches to leadership development. It was the 
expectation a report would be presented back to the Committee in 2021 once an agreed 
bespoke approach had been considered by the People Group.  
 
JM requested an update on the TRiM work which was being looked into. KOB confirmed this 
was being reviewed through the Staff Safety Task and Finish Group, and there had been some 
challenges. It was explained the infrastructure needed to be in placeto ensure this was a 
sustainable and useful offer moving forward although unfortunately this was not factored in 
before the training took place.  
 
CP thanked KOB for presenting the report and highlighted it was useful to see the good work 
ongoing with thanks to the team. It was noted that Workplace had been a good mechanism to 
showcase and advertise some of the OD offerings.  
 

 

15.  NHS Pensions Year End – 2020 report and Heat Map   

 KOB advised the report was for assurance and it highlighted that the Trust’s outsourced payroll 
providerperformed highly in relation to processing of pension data.  
 
CP thanked KOB and the Committee accepted the report.  
 

 

16.  ICS Workforce Plan / NEAS Phase 3 plan   

 KOB explained she had shared these documents for information only and they were the 
workforce extracts from the Trust’s Phase 3 planning submission, as well as the ICS workforce 
plan which the Trust fed into.  
 
CP thanked KOB for the update provided.   
 

 

17.  Equality, Diversity & Inclusion Workplan   

 MJ explained the purpose of the EDI work plan and confirmed that this was a legal obligation 
which provided detailed actions and agreed timescales that will be monitored through the EDI 
working group.  
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KOB thanked MJ for the work involved and highlighted it was positive to see a broad set of 
names and leads identified on the action plan as this signalled greater ownership across the 
Trust. MJ thanked KOB for nudging this via EMG. 
 
CP thanked MJ for the significant step forward and highlighted this was a huge benefit across 
the organisation.  
 

18.  Summary of Assurances and Risks from People Sub Group   

 KOB advised three meetings had taken place and the summary of assurances and risks from the 
people group feed into EMG and this Committee for information. KOB advised they show the 
operational underpinning work around people and development.  
 
The Committee noted the summary of assurances.  
 

 

19.  Any Other Business   

 No other business was raised.   

20.  Board Assurance Framework   

 CP thanked JB and KOB for the work involved to improve the Board Assurance Framework. The 
Committee agreed assurances had been received around the workforce plan and recruitment, 
EDI, OD and Leadership however none were significant to amend the BAF ratings. 
  

 

21.  Review of Meeting   

 ➢ CP thanked members and she felt the Committee had received lots of assurance, noting 
the risks around appraisal compliance and sickness absence  

 
JM added the staff network update was really informative and thanked the teams for the work.  
  

 

22.  Date & Time of the next meeting:   

 21st January 2021, 13:00-16:00, Microsoft Teams  
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Summary of Assurances, Risks and Items for Escalation 
from the Technology Committee 12/10/2020 

Key items considered by the 
Committee: 

• IG Breaches & ICO Reportable Incidents (Agenda Item 4.1)
SS reported that 64 IG breaches have been reported via the Trust’s Incident 
Management System since January 2020.  4 of these were reported to the ICO 
during January/February 2020.   The overwhelming key theme involves instances 
whereby PII is disclosed to the wrong person by mistake.  SS suggested that 
improved training is one of the only ways to address this issue, particularly within 
the EOC (which is currently being addressed).

• Data Breach Investigation Process (Agenda Item 4.2)
A discussion took place regarding Clinicians within the CAS accessing a patient 
record to assess the urgency or complexity of the case (to determine whether then 
can assist).  It was explained that in the strictest legal terms they have committed 
a breach, however during a detailed conversation members agreed that due to 
the nature of the business Clinicians are required to access cases to triage or 
make judgements.  However, whilst it was acknowledged that the intent upon 
accessing patient records should always be to provide patient care (which staff 
are trusted to do), identifying where staff are not following this process or are 
doing it with an alternative intent is difficult.  A discussion took place with regards 
to how this links in with the Trust’s values and behaviours and members agreed 
that the intent behind accessing records is an important message to get across - 
this needs to be carefully worded to ensure that staff are not afraid to perform their 
job or to report incidents.

• Data Security and Protection Toolkit (DSPT) (Agenda Item 5)
o The 2019-20 was submitted as ‘standards not met’ due to 4 assertions being 

non-compliant.  An improvement plan has been developed in relation to these 
(with action owners identified) and submitted to NHS Digital.  The Trust has 
a period of 6 months to achieve compliance in these areas.

o The 2020-21 DSPT contains 113 assertions, and the submission deadline is 
31 March 2021.

• IM&T Update (Agenda Item 6)
o IM&T Systems – Good progress has been made in relation to ePCR2 which 

will be rolled out by the end of October;
o Network & Telephony – the telephony replacement go-live dates have been 

delayed, with the EOC now planning to go-live on the 21 October.  A 
discussion took place regarding the challenges associated with the 
collaborative approach undertaken by the NAA;

o Body Worn Cameras – Broadband installation has been completed at 13/15 
stations & stations have the equipment fully set up;

o Mobile Communications - it is anticipated that the control room element of 
the Emergency Services Network (ESN) project will be completed early in the 
New Year;

o Informatics -  Firming up of Change Approval Board meetings gives greater 
opportunity to address data quality issues and improve relationships and 
expectation management with end user departments.

Items for escalation: 
• None identified

Key decisions made: 
• None identified

Main sources of assurance: 
• Data Breach Investigation Process (Agenda Item 4.2)

SS delivered a presentation to the Committee which outlined the internal process 
involved in assessing a breach and reporting this to the Information 
Commissioner’s Office (if appropriate).  Members noted their assurance as to the 
work being undertaken to identify specific data breach investigation training, the 
proposal to have a pool of trained investigators, the process currently in place and 
elements being put in place to strengthen this further.

• IM&T Objectives / Workload / Planning (Agenda Item 9)
PN delivered a presentation which provided assurance that a significant amount 
of planning is completed in the background to take into account the various 
dependencies and inter-dependencies across the Trust as a whole.
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• Change Approval Process
GM noted his assurance with regards to the work of the Change Approval Boards 
which has been well received.  CY referred to a report presented at the September 
Performance & Finance Committee in relation to vehicle change requests, a 
process that requires staff to justify why they want to make a change, which is a 
very good discipline.

Highlights from sub-groups reporting 
into this committee / group: 

• The minutes from the Technology Working Group held on the 6 August were 
noted.

Key risks identified: 
• Telephony replacement project

• Culture, Values and Behaviours – CY suggested that this area is escalated.  She 
referred to discussions throughout the meeting and noted that the IM&T update 
report also makes reference to IM&T being seen as a ‘blocker.’  She suggested 
that this is an area for consideration by the Board, CEO or EMG.  GM advised 
that he would put a form of words together in relation to this.

Meeting details: 

Number of apologies: 
0 

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

Yes No 

✓

Chair: 
Gerry Morrow 

Non Executive Director 
Lead 
Director: 

Kevin Scollay 
Group Director of Finance & 

Contracting 
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MINUTES OF MEETING 

Meeting: Technology Committee 

Details: Monday 12 October 2020, 13:00 via Microsoft Teams 

Membership: G Morrow (GM), Non-Executive Director (Chair) 

C Young (CY), Non-Executive Director 

In attendance: K Scollay (KS), Group Director of Finance & Contracting 

M Beattie (MB), Medical Director 

P Nicholson (PN), Chief Technology & Information Officer 

S Srihari (SS), Information Governance Manager (Agenda Items 4 & 5) 

Minute-taker: G Wong (GW), PA to Group Director of Finance & Contracting 

No.  Action by 

1. Welcome and Apologies for Absence 

No apologies for absence were received. 

2. Minutes of last meeting held on 16 July 2020 

The minutes of the meeting held on Thursday 16 July 2020 were agreed to be a true record. 

3. Register of Actions – Actions transferred from Finance Committee and Audit Committee 

198 Review of Cyber Security Risk (IMT264) (Action transferred from the Performance & 
Finance Committee) – The update from PN was noted: ‘Checked Risk Register and 
comfortable that it is reflective of the current situation.  The rating has not been increased.’  
PN highlighted that the risk is reviewed on a weekly basis.  Action Closed Out. 

1 Challenges associated with recruiting from a competitive market place – KS suggested 
that due to the current economic position and the fact there are no vacancies within the 
IM&T Department at the moment, now is not the right time to consider a specific change 
to the reward package for IM&T staff.  He suggested that the issue is revisited if/when it 
arises in the future.  CY explained that recruitment issues could affect any department / 
staff group within the Trust, in particular the EOC,  and therefore suggested that the 
concerns of the Committee are transferred to the People and Development Committee for 
consideration.  KS undertook to discuss this further with K O’Brien. 

K Scollay 

2 Draft ToR: Quorum – It was noted that the TOR has been updated to reflect comments 
made at the July Committee.  Action Closed Out. 

3 Draft ToR: Addition of Clinical Elements – It was noted that additional wording has been 
added to the Committee TOR as follows: 'Provide assurance to the committee that clinical 
systems and equipment meet the needs of Clinical staff, whist ensuring confidentiality and 
support organisational governance.'  Action Closed Out. 

4 IM&T Update: Top 3 Data Security Risks – It was confirmed that the Top 3 Data Security 
Risks paper was circulated to members alongside the July minutes.  Action Closed Out. 

5 IM&T Update: Format of Future Updates – PN confirmed that key areas have been 
highlighted within his update report.  Action Closed Out. 

6 IM&T Risks – PN confirmed that IM&T Departmental Risk Registers have been added as 
appendices to his IM&T Update Report.  Action Closed Out. 

7 IM&T Update Cover Sheet: Financial Implications – PN confirmed that the IM&T Update 
report covering sheet has been updated as per suggestions made at the July Committee. 
Action Closed Out. 

8 IG Breaches: Reporting Process – To be discussed under Agenda Item 4.2.  Action Closed 
Out. 
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9 Review of IG Breaches – KS advised that AuditOne colleagues are currently developing 
the audit scope.  He added that the audit will be undertaken in the near future. 

10 Information shared internally between staff where PII is passed – MB confirmed that he 
attended the IG Working Group on the 9 September.  He added that some of the issues 
he has identified will be covered within the presentation to be delivered under Agenda Item 
4.2.  Action Closed Out. 

11 CQC Concerns re: Resilience – The update from PN was noted: ‘A review of the CQC 
outturn report has been undertaken and assurance can be given in regard to resilience 
concerns being addressed.’  Action Closed Out. 

12 Board Assurance Framework – KS advised that a piece of work is underway to update the 
entire BAF to ensure consistency.  The document will be available at the next Committee.  
Action remains on-going. 

Items for Assurance 

4. Data Breaches: 

4.1 IG Breaches & ICO Reportable Incidents 
GM explained that the Committee discussed IG related breaches at the July Committee 
where a suggestion was made that further scrutiny of the most recent group of data 
breaches is undertaken to provide assurance that process is being followed both internally 
and in terms of reporting to the ICO appropriately.  

PN stated that a number of issues were identified in relation to the process previously 
adopted by the Trust therefore SS has undertaken a piece of work to address any gaps 
and improve the process.  SS advised that there have been no serious breaches reported 
since February 2020 and explained that due to the revised templates and guidance being 
developed more recently there hasn’t been an opportunity to test the new process.  She 
added that the paper presented to the Committee provides an overview of the total number 
of reported data breach incidents across the Trust from January to September 2020 (Item 
4.1) with a supplementary presentation as to how the breaches are investigated (Item 4.2). 

SS reported that 64 IG breaches have been reported via the Trust’s Incident management 
system since January 2020.  4 of these were reported to the ICO during January/February 
2020. 

SS advised that incidents are categorised to reflect their general nature, and the 
overwhelming key theme involves instances whereby PII is disclosed to the wrong person 
by mistake.  SS suggested that improved training is one of the only ways to address this 
issue, particularly within the EOC (which is currently being addressed).  

4.2 Data Breaches Investigation Process - Presentation 
SS provided members with an overview of the relevant legislative and regulatory 
requirements the Trust, as data controller, is obliged to adhere to in relation to the 
processing of personal information as follows: 

• General Data Protection Regulation (GDPR) Article 33 places an obligation on the
data controller to investigate a personal data breach and inform the ICO;

• GDPR Article 34 states that when a breach occurs that is likely to infringe on the
freedoms and right of the data subject, the Trust is obliged to inform the data subject;

• GDPR Article 87 states that where there is a security incident related to a PI data
breach, the data controller should investigate whether it is a personal data breach.  If
this has occurred, the Trust is obliged to inform the  Information Commissioner’s Office
(ICO) within 72 hours;

• The ICO has stated that the data controller should have robust detection, investigation
and internal & external reporting processes in place;

• NHS Digital has issued guidance to the Health & Social Care Sector, via a breach
assessment tool, which will be covered later in the presentation
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SS advised that the above obligations and guidance have been taken into account when 
developing the Trust’s internal policies and procedures in relation to the investigation and 
reporting of a data breach. 

What is a personal data breach? 
SS reported that GDPR defines a personal data breach as ‘a breach of security leading to 
the accidental or unlawful destruction, loss, alteration, unauthorised disclosure of, or 
access to, personal data.’  Examples within NEAS were summarised as: 

• Access by an unauthorised third party (this could apply to a clinician accessing a
patient record if they do not have a direct care obligation for that patient);

• Cases whereby a data breach is not acted on appropriately by the Trust;

• Sending personal data to an incorrect recipient – SS referred to the paper presented
under Agenda Item 4.1 which highlights that this is a key theme within the Trust;

• Computing devices containing personal data being stolen or lost;

• Alteration of personal data into clinical logs without permission

Internal Process 

• The IG Team can be made aware of a data breach via a number of ways – this could
be a via an incident being reported directly onto the Trust’s Incident Management
System or picked up via a phone call or email conversation whereby colleagues are
requesting IG advice or guidance;

• SS advised that the Information Governance Officer and herself are fully qualified to
complete an initial analysis;

• Upon the incident being initially assessed, if it is believed that a serious breach has
occurred that needs to be reported to the ICO consultation will begin with the Trust’s
Caldicott Guardian, Senior Information Risk Owner (SIRO) and Chief Technology &
Information Officer.  If the breach involves members of staff and there are significant
staffing related concerns, the Director of People and Development will also be included
within the consultation, otherwise management of the issue remains with the relevant
manager;

• The consultation considers how the breach happened, why it happened and the action
that needs to be taken.  If there is a collective decision made that the incident is a
serious data breach that needs to be reported to the ICO the IG Department will enter
the details onto a template which is located on the NHS Digital (NHSD) website.  This
information is sent directly to the ICO (and in some cases both NHSD and the ICO);

• A containment process will then be completed (in some cases this occurs immediately)
– this is one of the most important measures undertaken in addressing the incident
whereby a number of actions are put in place to address the breach.  For example, if
an email has incorrectly been sent to 100 people one of the first actions taken will be
to recall the email;

• An Investigating Officer, who is appropriately qualified to investigate the nature of the
breach is identified.  Depending on the nature of the breach this stage could also
include fact finding meetings or disciplinary panels;

• The investigation is recorded and concluded within 30 days.  This is submitted to the
ICO who undertake a review to determine what measures have been implemented to
contain the breach, what actions will be taken and the decision making process used;

• The ICO may respond to the Trust with some further questions, or conclude their
investigation and make recommendations;

• The incident management system is updated with the ICO response.  Once actions
have been identified the incident is closed

NHSD Breach Assessment Template 

• The NHSD Breach Assessment Template considers two elements:
o The likelihood of the data subject(s) being adversely affected; and
o The severity of the adverse effect on the individual (which depends on the nature

of the breach)

• Once the severity and likelihood of the incident have been scored (which is similar to
the Trust’s Risk rating process), if the rating is between 9-15 the incident will be
reported to the ICO.  If it is rated any higher details will be submitted to both the ICO
and NHSD.  Depending on the score the ICO may question the Trust’s decision
making process - which they may agree or disagree with.  If they disagree, they will
ask the Trust to re-score.  SS advised that the Trust has never received notification of
further action required from the ICO within the last 5 years whilst she has been in post.
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SS provided an example case study which looked at how the above process was used 
during the investigation, and closure, of an incident that had been reported to the IG 
Department.  The ICO concluded that no further action was necessary as they were 
satisfied with the work undertaken to contain the breach. 

Gaps Identified 
SS reported that following a review of a number of incidents the following gaps were 
identified: 

• Whilst every data breach is different, serious breaches must involve consultation with
the Trust’s Caldicott Guardian, SIRO and relevant senior manager;

• Incident Management System – upon an incident being reported a line manager was
asked to investigate it.  SS explained that this is not always appropriate, for example
if the breach involves IT, an IT expert should be asked to undertake the investigation.
She added that every effort is being made to ensure that this happens, however it is
an area that could be improved;

• There is no specific training available for data breach investigators.  SS reported that
this has been discussed at Strategic IG Network meetings and it is believed that NHSD
will be rolling out data breach investigation training. Once this is available, training will
be provided so that the Trust has a pool of trained investigators;

• Following a review of a number of minor incidents, there are some cases whereby the
investigation was completed, refresher training was provided and reflections from the
individual who committed the breach were captured however there was no IG
involvement.

Areas currently being worked on 

• Templates have been developed and will be finalised once recommendations from an
EOC Task & Finish Group, which is reviewing data breach investigations, are
available;

• EOC colleagues have identified that the current IG e-learning allocation is not
adequate for Clinicians.  One of the areas for improvement they have suggested is the
inclusion of case studies as there is a belief that sometimes Clinicians and other EOC
staff, who are using a PI heavy system, don’t necessarily realise they have committed
a breach.  SS advised that she is working with the EOC in relation to this.  She added
that NEAS related case study information was also recently uploaded onto Siren.

• MB, as Caldicott Guardian, is fully engaged in the process, and a monthly report
outlining data breaches is submitted to him.

Recommendations from IG – Areas for further consideration 

• Specific training is required for investigators – SS advised that she will continue to
monitor what is being developed nationally with the intention of rolling this out across
the Trust once available;

• Due to the varying nature of data breaches, investigations are not standard.  A
checklist is therefore being developed which will ensure that all relevant departments
have been consulted with and the ICO informed (if required);

• Introducing Senior Manager level sign off for each data breach – this will ensure an
increased focus on IG data breaches;

• Change Approval Boards to assist with any breach involving a system;

GM thanked SS for a very helpful and comprehensive presentation and stated that the 
flowchart in particular was useful in outlining the process. 

CY acknowledged the significant amount of work that has been undertaken and thanked 
SS for this.  She noted her assurance with regards to the introduction of data breach 
investigation training and having a specific pool of trained investigators. 

CY referred to SS’ comments with regards to some breaches being identified via 
colleagues contacting the IG team for advice.  She queried whether SS feels assured that 
she can easily identify breaches.  SS explained that it is the responsibility for every 
member of staff to report a breach, however on some occasions the individual concerned 
may not realise that they have committed a breach.  This will be addressed via increased 
training and awareness. 



Technology Committee 12 October 2020 

CY queried whether SS feels confident that all identified breaches are logged 
appropriately.  SS advised that she does feel confident managers are aware of the incident 
management system and that the majority of breaches are being captured.  She explained 
that incidents can be identified by an individual or via system audits whereby inappropriate 
access will be picked up by System Owners.   

CY acknowledged that no ICO reportable incidents have occurred since the beginning of 
2020, however queried how SS feels about the frequency and seriousness of previous 
breaches.  She queried whether some of the training provided to date has had an impact 
or whether it is too early to make this assessment.  SS advised that training has definitely 
made a positive contribution.  She added that information is regularly uploaded onto Siren, 
and managers have been asked to speak to their staff during team meetings or 1:1s about 
data breaches. 

MB advised that SS and himself have discussed breaches on a regular basis and felt that 
NEAS had institutionalised some types of data breaches.  He explained that within the 
CAS, if an Advanced Practitioner accesses a record to quickly assess whether they can 
manage the case and then leave the record without providing any direct patient care (i.e. 
they have decided that they cannot assist) in the strictest legal terms they have committed 
a breach.  GM argued that in cases such as this the Advanced Practitioner is providing a 
service by triaging and making a judgment as to the urgency or complexity of the case and 
whether they can assist.  It was acknowledged that this scenario becomes more difficult 
when colleagues are accessing the records of friends or family, for example if it is common 
practice for Clinicians to dip in and out of cases, how can inappropriate access be 
identified? 

SS  agreed that audit processes could be improved however this would require additional 
resource.  She noted that within CAD there is a free text field and suggested that a rule is 
enforced whereby Clinicians accessing a case input an explanation into this field to explain 
why they have accessed the record.  GM suggested that the addition of a drop-down box 
would be beneficial here.   

KS advised that he and PN attended a Public Sector SIRO training course in September. 
He suggested that there is a balance required here to ensure that processes are not 
restrictive.  The intent upon accessing patient records should always be to provide patient 
care and he stated that staff need to be trusted to do this – fear of a data breach should 
not inhibit clinicians discharging their duties. Identifying where staff are not following this 
process or are doing it with an alternative intent is difficult.   KS suggested that it there is 
a practical, non-restrictive solution this should be considered rather than proliferating a 
number of data breaches in the process staff doing their job. 

GM suggested that a behavioural approach is considered, for example, highlighting to staff 
that the Trust is aware that the majority of colleagues do their job very well and access 
notes appropriately, however it should be made clear that inappropriate access can be 
detected in order to keep patients and staff safe.  PN stated that the intent behind 
accessing records is an important message to get across. He added that this will need to 
be carefully worded to ensure that staff are not afraid to perform their job or to report 
incidents. 

CY suggested this relies on effective leadership and culture within the working 
environment, for example how do managers encourage staff to behave in a certain way.  
She suggested that this is something the Board could consider and feedback to 
colleagues. 

GM referred to the paper presented under Agenda Item 4.1 and highlighted that the actions 
aren’t always complete. i.e. outcome of the investigation description.  He stated that from 
a Board assurance perspective it would be appreciated, moving forwards, if updates for 
each area could be provided in full, with no gaps. 

GM referred to the appendix to the data breaches paper and noted his concern that 7 
breaches / incidents (of the same nature) had been recorded by the same person.  He 
therefore queried whether any training has been provided.  SS explained that the individual 
concerned didn’t realise that they had committed a breach until they had received some 
training. Following this they reflected on their actions and reviewed their inbox to identify 
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every instance of a breach.  They then logged each incident separately via the incident 
management system. 

GM thanked colleagues for the time spent discussing data breaches and processes which 
provided a good source of assurance.  He stated that  there appears to be a very robust 
process in place and that elements are in place to strengthen this further. 

5. Focus on IM&T Project: Data Security & Protection Toolkit 

SS advised that the Data Security & Protection Toolkit (DSPT) is an online tool that enables 
organisations to measure their performance, on an annual basis, against the National Data 
Guardian’s 10 data security standards (which include staff responsibilities, training, managing 
data access, responding to incidents, unsupported systems, accountable suppliers etc).  Each 
standard has a set of assertions attached to it – some of these require a simple yes/no answer 
and some require a more detailed statement. 

All organisations that have access to NHS patient data and systems must use this Toolkit to 
provide assurance that they are practising good data security and that personal information is 
handled correctly.  SS advised that AuditOne undertakes an assessment of how the Trust 
completes the toolkit.   

SS explained that the main difference between the DSPT and the historic Information Governance 
Toolkit is the increased focus on security and IT aspects.  She explained that organisations are 
required to submit their toolkit by the 31 March each year (this was extended to September 2020 
this year due to COVID). 

SS advised that the toolkit contains a number of assertions.  These vary on an annual basis as 
follows: 

• 2018-19 (which is when the newly formatted DSPT was issued) - there were 100 assertions.
The Trust’s status was ‘standards not met’ due to one requirement not being compliant – this
relates to training;

• 2019-20 – 116 assertions.  The Trust’s status was ‘standards not met’ due to 4 requirements
not being compliant.  An improvement plan has been developed to address these areas, and
the Trust has a period of 6 months to become compliant;

• 2020-21 – 113 assertions.  SS advised that the 2020-21 Toolkit contains some new
assertions, for example the Trust needs to be Cyber Essentials Plus compliant by March 2021
– this is a significant project which the IT Department is currently working on.  She added that
further information will be made available within the next 2 weeks in relation to how many
assertions relate to the ambulance service.

SS referred to the 4 areas of non-compliance within the 2019-20 Toolkit which relate to: 

• Training (where there are 2 non-compliant areas) – The Head of Workforce Development is
promoting this as much as possible in an attempt to ensure 95% compliance;

• Managing data access – this relates to an audit that hasn’t been completed in relation to
synchronising ESR data with Active Directory.  SS advised that a procedure has now been
written and the audit will be undertaken prior to December, the findings and actions from
which will be reported to the Information Security Working Group;

• Procurement – one of the assertions states that the organisation must have a list of its
suppliers who handle personal information including the the products and services they
deliver, contact details and contract duration.  She added that the majority of elements
associated with the assertion are recorded on the Information Asset Register, however
information is missing in relation to contract start and end dates.  SS advised that she is
working with the procurement department on this and it is hoped that the information will be
made available by December.

GM thanked SS for a very comprehensive presentation. 

KS referred to the non-compliant assertions and advised that he has recently emailed relevant 
colleagues to encourage early rectification of the issues.   

CY thanked SS for another significant piece of work.  She referred back to previous discussions 
in relation to behaviours and values and stressed the importance of colleagues not regarding IG 
e-Learning as a ‘tick box’ exercise.  Staff need to be encouraged to understand and appreciate
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their responsibilities in this area.  GM suggested that the use of ‘real world’ case studies could be 
a powerful method to emphasise this point. 

SS provided assurance that DSPT progress is regularly discussed at Information Governance 
Working Group and Information Security Working Group Meetings.  Change Approval Boards are 
also regularly engaged.  She added that there are lots of departments involved in the completion 
of the Toolkit and stated that the majority of senior managers are receptive.  She noted her 
appreciation to PN for the support he provides also. 

6. IM&T Update 

PN presented the above report, highlighting that the IM&T Department is starting to see a move 
away from COVID related reactive work and a return to business as usual, with more strategic 
projects being resumed. 

Key highlights were noted as follows: 

IM&T Systems 

• Good progress is being made in relation to the rollout of ePCR2. He explained that the
implementation will have an impact on Control, therefore it has been pushed back to the end
of October so that it doesn’t conflict with the impacts associated with the telephony
replacement within the EOC;

• Work is underway to strengthen remote clinician capability in preparation for winter and talk
before you walk.

Network & Telephony 

• The proposed telephony replacement ‘go-live’ dates reported to the July Technology
Committee have been delayed.  PN advised that the EOC phase will now go live on the 21
October.  He reminded members that this is a joint NAA initiative and advised that YAS and
NWAS have also deferred their go live dates.  PN added that discussions have taken place
with NAA colleagues regarding the risks that have been identified in relation to the
collaborative nature of the project, which are something that will be considered in the future;

• An emergency request has been raised in relation to 111 line capacity which is steadily
increasing due to the current environment and therefore needs to be increased.  PN explained
that line capacity could be reduced again in 12 month if required, however in the meantime it
will provide increased resilience over the winter period;

• Body worn Cameras – PN advised that he has taken on the organisation of broadband lines
into 15 stations.  Whilst this has been very challenging, from a logistical perspective, 13
stations now have a broadband link installed, 7 of which have the body worn camera
equipment fully set up.  It is anticipated that all work involved within this phase of the project
will be complete by the end of October.

Mobile Communications 

• Emergency Services Network – it is anticipated that the control room element of the project
will be completed early in the New Year, however this depends upon any future site access
restrictions being placed on engineers due to COVID.  He added that work is underway with
EOC colleagues in relation planning the relocation of the service whilst the work is
undertaken;

• Airwave replacement for pagers – PN explained that a proposal has been developed in
relation to the technical solution however further engagement is required from operational
colleagues with regards to the implementation of this.  He advised that KS and himself have
escalated this and an initial response has recently been received.

Informatics 

• Firming up of Change Approval Board meetings gives greater opportunity to address data
quality issues and improve relationships and expectation management with end user
departments.  PN noted that support is being provided to CAB Chairs / attendees with regards
to the aim of this forum and this has been responded to with a positive attitude.

Information Governance 

• PN referred to the presentations delivered under Agenda Items 4 and 5.
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Service Desk 

• The Service Desk Manager is engaging with users across the Trust in order to increase his
awareness of their requirements;

• This has also involved a review of SLAs, for example the same SLA currently applies to an
individual having laptop issues and the training department being unable to use laptops for
an external training course.  The Service Desk Manager is therefore continually monitoring
service desk requests to escalate issues where appropriate.

GM referred to the body worn camera project and requested clarification as to whether 13 stations 
are now actively using the equipment.  PN explained that 7 of the stations have all of the 
equipment installed and can use it.  He advised that there a dedicated project board has been 
established (which he attends) – it was recently reported that staff at some stations have been 
trained and some are actively using the equipment.  It is hoped that all 15 stations will be at a ‘go- 
live’ stage by the end of October. 

CY stated that as a 999 service relying on telephony to reach patients, the Trust’s telephony 
replacement project should have been given a higher priority by BT.  She queried whether there 
is anything that could be done to ensure more swift progress is made.  PN advised that the issues 
have been escalated and BT colleagues are now prioritising the risks identified in relation to 
testing.  PN added that BT also have challenges associated with recruitment of specialist staff 
and the joint NAA approach has stretched their capacity across 3 Trusts.  GM referred to the 
comments made earlier regarding the sub-optimal approach, which will be a learning point moving 
forward. 

GM thanked PN for the update and also passed on his appreciation to PN and the IM&T 
Department for the significant amount of work they are undertaking. 

Committee / Governance 

7. Minutes from Technology Working Group – 6 August 2020 

The minutes of the Technology Working Group held on the 6 August were noted. 

8. Relevant Audit Reports 

PN advised that no audits have been completed since the last meeting of the Technology 
Committee.  He added that some audits have been planned during the next quarter, the final 
report from which will be submitted to the Committee once issued. 

9. Progress against Technology Committee Objectives 

PN referred to the routine report presented to the Committee and explained that whilst these are 
seen as the overarching objectives of the Committee, the majority of them have now been 
completed.  CY explained that the sub objectives can be changed at any time by PN if they are 
felt to be irrelevant – she suggested that moving forward the current sub objectives are changed 
to green (complete). 

PN advised that he has developed a presentation for the Committee which gives an insight into 
the areas taken into consideration when planning and the challenges associated with this.  The 
aim of the presentation is to give the Committee assurance that a significant amount of planning 
is completed in the background to take into account the various dependencies and inter-
dependencies across the Trust as a whole. 

Controlling the IM&T Workload 

• The team has really worked exceptionally hard this year over some extremely challenging
situations;

• Very little planning was undertaken at the beginning of this year as the department was
required to jump into a reactive work mode (which is now starting to reduce);

• What the Trust is about to see over next 6 months is unknown, and winter is particularly
challenging anyway for the organisation.  Getting involvement of staff outside IM&T gets
more challenging at this time;

• Another uncertainty relates to the long term financial position, which is understandably
uncertain at this time;
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• Whilst the Trust has always had an aspiration to have a remote workforce, particularly in the
clinical arena, this probably becoming more of a priority

Planning (demand) 
How do we try and do some of the planning for new and existing projects: 

• Prioritisation – this is particularly difficult in the current environment;

• Ensuring the technology introduced is adaptable as well as fit for purpose for the immediate
challenges the Trust faces.  However, without good planning this can be very inefficient in
the way we do things moving forward, therefore time needs to be spent understanding long
term requirements rather than just introducing short term solutions;

• Balancing the above with business as usual – this becomes challenging due to issues such
as security within the current environment raising its requirements, for example a significant
number of colleagues are now working from home which brings more challenges.  In addition,
an increased number of patches are being issued at this time – each one needs to be
assessed by the team to ensure that it won’t have a detrimental impact on any of the existing
systems;

• National / regional drivers – where do regional drivers such as Talk Before You Walk fit into
the Trust’s priorities.  Whilst common agreement has been reached that this is the right thing
to do, the timescales have been set by the region.

Resource (Supply) 

• Need good, robust Business Case development which allows colleagues to fully understand
requirements (and cost up);

• Staff availability – every members of staff within the IM&T Department has their own area of
speciality.  Highly specialised resource is needed to oversee and provide solutions for more
critical / strategic solutions being put forward;

• Supplier availability and current restrictions impacting upon site visits;

• All of the above impact on the effectiveness to move forward at speed

Challenges and blockers 

• There is a perception that technology is a quick win - but this is not always the case;

• IT and IG Controls (such as the Toolkit) are often seen as bureaucratic.  An effective
message needs to be communicated with regards to the consequences of not doing things
the right way

Approach 

• Change Approval Board – seen as the future way to drive things forward;

• Gateway process – a significant amount of time has been sent developing the new process
which is a positive step forward.

GM thanked PN for the presentation which gives a good overview of the thoughts of PN and the 
team. 

Additional Items 

10. Transformational Projects Dashboard - Technology 

Members noted the content of the report. 

11. Review of Board Assurance Framework – Technology Committee Aspects 

As per discussions under Action 12, whereby KS advised that the BAF was being reviewed in 
full. 

12. Cycle of Business (January 2021 Committee) 

Members reviewed the Cycle of Business and the following comments were made: 

CY requested that PN considers whether it would be helpful moving forward for other IM&T 
colleagues to attend the Committee to deliver a presentation on their area of work.  She referred 
to the presentations delivered by SS today which were interesting and provided a great deal of 
assurance.  PN explained that this is how envisages the ‘Focus on IM&T Project’ agenda item 
working in the future, whereby a different member of the team will be invited to each meeting. 
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GM requested that PN considers areas for focus at the January Committee.  KS suggested that 
the output from the telephony replacement project (which should be completed by January) is 
presented.  GM stated that if G Knowles would consider this to be a supportive move, the 
Committee would welcome his views on the project as a whole, including lessons learned. PN to 
discuss with G Knowles and confirm with GM and GW. 

P Nicholson 

13. Any Other Business 

None identified 

14. Risks Emerging from Business Transacted 

• Telephony replacement project

• Culture, Values and Behaviours – CY suggested that this area is escalated.  She referred to
discussions throughout the meeting and noted that the IM&T update report also makes
reference to IM&T being seen as a ‘blocker.’  She suggested that this is an area for
consideration by the Board, CEO or EMG.  GM advised that he would put a form of words
together in relation to this.

G Morrow 

15. Date and Time of Next Meeting 

14 January 2021 at 13:00 in the Kielder Room or via MS Teams 

16. Review of Meeting Content 

Members provided an overview of what they had learnt from today’s discussions: 

MB advised that a significant amount of assurance was provided in relation to Information 
Governance, with a substantial amount of work being completed in relation to data security 
breaches and the Data Security and Protection Toolkit.  In addition, assurance was also provided 
in relation to the introduction of body worn cameras. 

GM noted his assurance with regards to the work of the Change Approval Boards which has 
been well received.  CY referred to a report presented at the September Performance & Finance 
Committee in relation to vehicle change requests, a process that requires staff to justify why they 
want to make a change, which is a very good discipline.  

KS stated that he is continuously learning about how the rest of the organisation and IT interact 
with each other.  He referred to discussions regarding culture and stated that there is a perception 
that some corporate teams inhibit the functioning of the organisation, however, often these teams 
are trying to keep the organisation safe. He suggested increased visibility and understanding of 
the purpose behind some of the teams’ processes might help and that this could be progressed 
via the EMG.  He acknowledged that following a change approval process is bureaucratic, 
however ensuring an understanding behind the reason for the process needs to be followed up. 

GM thanked members for their attendance. 
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