
 

                       

 
AGENDA  

 
Title of Meeting: Board of Directors (Public Meeting) 

 

Date, Time and Venue: 
 

Thursday, 25th February 2021, 1000 hours  
Microsoft Teams  
 

Membership: Mr P Strachan, Chair  
Mrs C Young, Non-Executive Director  
Mr J Marshall, Non-Executive Director  
Dr G Morrow, Non-Executive Director,  
Mr R Sanghera, Non-Executive Director 
Mrs H Suddes, Non-Executive Director 
Mrs C Peacock, Non-Executive Director  
 
Mrs H Ray, Chief Executive  
Mr P Liversidge, Chief Operating Officer 
Dr M Beattie, Medical Director  
Mr K Scollay, Group Director of Finance & Contracting  
Miss K O’Brien, Director of People & Development  
Mrs S Rushbrooke, Director of Quality, Patient Safety, Innovation & Improvement 
 

In attendance: 
 

Mr C Fairs, Associate Non-Executive Director 
Miss J Boyle, Trust Secretary 
Mrs T Mullen, Assistant Trust Secretary 
Mr M Lillico, CQC Relationship Manager  
Mrs S Reed, Communications Manager (on behalf of Mr M Cotton, Assistant Director 
of Communications and Engagement) 
 
Mr S Walford, Lead Governor  
Mr M McNulty, Deputy Lead Governor 
Mr G Smith, Public Governor, Teesside 
Mrs J Chandler, Public Governor, South of Tyne 
Mr I Ellison, Public Governor, North of Tyne 
 

 
 
Agenda Items: 
 

No.  Time Mins Description Corporate 
Priorities 

Attachment 
✓ 

Raised by 

 1000 10 Chairman’s introduction of Mr M Lillico, CQC Relationship 
Manager  

All  P Strachan 

M Lillico 

1.   Apologies - MC    

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

  All 

  

3.  5 Open Forum    P Strachan 

4.  2 Minutes of Trust Board Meeting held on Thursday 10th December 2020  ✓ P Strachan  

5.  5 Action Log   ✓ P Strachan 

6.  3 Matters Arising   Verbal P Strachan 

7.  5 Chair’s update All Verbal P Strachan 

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

 



 
 Assurances from Board Committees by Exception   

9. 1040 5 Executive Management Group (03.02.21 & 16.02.21) All ✓ H Ray 

10.  5 Performance & Finance Committee (18.02.21)    All To follow J Marshall 

 

 Quality, Safety & Patient Experience   

11. 1050 10 Quality & Patient Safety Report           1 ✓ S Rushbrooke 

12.  5 Medical Directorate Dashboard Report            1, 3 ✓ M Beattie 

 

 Performance Reporting 

13. 1105 15 Integrated Board Performance Report – January 2021   All ✓ P Liversidge / 
K Scollay /  
K O’Brien 

 

 Regulatory   

14. 1120 5 Organisational Risk Register – high-level risks       All  ✓ M Beattie   

 

 Board Committee Minutes for Information   

15. 1125 - Quality Committee (14.01.21)     All  ✓ - 

16.  - Technology Committee (14.01.21)      All ✓ - 

17.  - People & Development Committee (21.01.21)     All To follow - 

 

18. 1125 5 Any Other Business     

19.  5 Key Messages to communicate to staff  All Verbal M Cotton  

20.   Next meeting to be held on Thursday, 29th April 2021 (details to  
be confirmed) 

   

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

 Verbal P Strachan 

 
 
 

Corporate Priorities:   
 
1. Improving Quality and Safety 

2. NHS 111 and Clinical Assessment Service 

3. Clinical Care and Transport 

4. Developing a Sustainable Workforce 

5. Communication and Engagement 

6. Organisational Sustainability  
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MINUTES OF MEETING  
 

Meeting: 
 

Meeting of the Board of Directors in Public Session 

Details: Thursday, 10th December 2020, 1000 hours  

Teleconference  
 

Present:  
 
 
 

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

In attendance: 
 
 

Mr C Fairs, Associate Non-Executive Director 
Miss J Boyle, Trust Secretary 
Mr M Cotton, Assistant Director of Communications & Engagement  
Mrs T Mullen, Assistant Trust Secretary 
 
Mr R Sanghera, incoming Non-Executive Director (observing) 
Mr S Walford, Lead Governor 
Mr M McNulty, Public Governor  
Mr I Ellison, Public Governor    
Mrs J Chandler, Public Governor  
Mr C Dawson, Head of Service – NHS Pensions (observing) 
 

 
No.   ACTION BY  

   

 The Chairman opened the meeting that was taking place via ‘Teams’ and welcomed Mr 
Raman Sanghera, the Trust’s newly appointed Non-Executive Director, due to formally 
commence on 18th January 2021, who was observing the meeting. 

 

   

1. Apologies for Absence   

   

 There were no apologies for absence recorded.   

   

2. Declarations of Interests  

   

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

 

   

3. Open Forum   

   

 The Chairman opened this item up to Governors to raise any queries or comments.  

   

 



Page 2 of 10                                                                          Trust Board Meeting - Public Session 
    10.12.20 

 

 

 Michael McNulty noted there were references within the reports presented under items 11 
and 24 that the staffing level of paramedics was over-establishment and there was a 
specific point made of monitoring the situation so that it neither decreases or increases too 
rapidly.  He felt it would be useful to receive some clarity on the significance of over-staffing. 
This would be explained under item 16 of the agenda.  

 

   

4. Minutes of the Trust Board Meeting held on 24th September 2020  

   

 The Minutes of the previous meeting held on 24th September 2020 were agreed to be a true 
record. 

 

   

5. Action Log  

   

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

 
ALL TO NOTE 

   

6. Matters Arising   

   

 There were no matters arising on this occasion.  

   

7. Chairman’s Update  

   

 The Chairman provided Members with an update of his recent activities, informing he had: 
 

• Been involved in the recruitment campaign to find a new Non-Executive Director 
and was delighted to announce the successful candidate, Raman Sanghera, had 
joined the meeting to observe the business.  Mr Sanghera would formally 
commence his role on 18th January 2021. The Chairman thanked the Governors 
who had given up their time to participate in the stakeholder event and sit on the 
interview panel.  The whole recruitment campaign had successfully been carried out 
in a virtual format. 

• The Chairman had been a panel member for the selection of the North East & North 
Cumbria Integrated Care System Chair post.  The panel had completed the short 
list process and final interviews were scheduled to take place tomorrow.  The Board 
would be kept informed of developments. 

• The Chairman had joined a virtual extraordinary North Integrated Care Partnership 
meeting earlier in the day to discuss NHS England / Improvement’s (NHSE/I) recent 
publication ‘Integrating Care – the next steps to building strong and effective 
integrated care systems across England’.  There had been discussions on the 
document proposals and how the Integrated Care System (ICS) and Integrated 
Care Partnerships (ICP) would be governed and operate locally.  The meeting had 
been well attended by Local Authority leaders, which was really encouraging given 
the challenging time restraints on colleagues, and their views had been welcomed.    

 

   

8. Chief Executive’s Update   

   

 The Chief Executive provided members with an update on her activities: 
 

• The Chief Executive had joined several national webinars and calls relating to the 
roll-out of the Covid vaccine and lateral flow testing.  Colleagues were working 
extremely hard behind the scenes to roll out the lateral flow testing programme so 
staff could self-test at home.  So far, there had been a small number of positive test 
outcomes.  The testing had been welcomed and positively received by staff.  In 
respect of the Covid vaccine roll-out this was excellent news.  The programme was 
becoming clearer with James Cook Hospital (South Teesside) and The Centre for 
Life, (Newcastle upon Tyne) becoming the two main sites.  Both sites had 
commenced their programmes, targeted at the elderly and most vulnerable 
categories.  It was anticipated that NEAS front-line staff would be offered the 
opportunity to obtain an appointment in late December/early January 2021; once 
further communication had been received it would be shared with staff.  It was a 
fluid picture that would switch again if another vaccine was approved. 
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• As referred to within the Chairman’s update, NHS England / Improvement had 
released a publication on the Integrated Care Systems across England and the 
Chief Executive would discuss the proposals and impact on NEAS with Board 
Members over the next few weeks.    

• The Trust’s strategy work remained an area of focus for the executive team and will 
pick up pace to ensure some of the elements are concluded within quarter 4 in 
order to be able to move forward on the 5-year strategy from April 2021 onwards. 

• The Chief Executive had taken up the role as Chief Executive lead for the AACE 
HR Directors network. 

• In her capacity as a Board Member of NHS Providers, the Chief Executive had 
attended a journalist briefing.  

   

ASSURANCES FROM BOARD COMMITTEES BY EXCEPTION  

   

9. Executive Management Group – November update  

   

 The Chair of the Executive Management Group (EMG), H Ray, provided an overview of the 
meetings that had taken place during November 2020 and the following key points were 
noted: 

 

   

 • The work the Quality, Patient Safety, Innovation & Improvement directorate had 
undertaken around long wait cases was shared. Senior colleagues would utilise the 
learnings to inform future commissioning discussions once the contracting and 
planning timescales were known. 

• The Trust was continuing to enhance its culture in respect of open and timely 
incident reporting.  The Ulysses system had been developed to provide much more 
detailed information around incidents and was intended to be a positive reporting 
experience for staff.  The EMG would maintain strong focus on this area over the 
coming months and years as it was an important learning system that provides 
essential information.  The Director of Quality, Patient Safety, Innovation & 
Improvement and the Medical Director will continue to report on the work to the 
EMG to enable the team to keep a watch in brief of progress.   

 

   

10. Quality Committee (12.11.20)  

   

 The Chair of the Quality Committee, H Suddes, presented the summary report from the 

Quality Committee meeting held on 12th November 2020 and highlighted the key areas of 

assurance and risk articulated within the document.   

 

   

 In terms of key items, the following points were noted: 

 

• There were no items for escalation to the Board. 

• 111 call handling and the implementation of the ‘Talk before You Walk’ initiative 
were increasing call volumes, creating unprecedented demand.  

• The Committee approved the work identified within the Quality Report and the 

proposed quality priorities and recommended these to the Board for ratification.  

 

   

11. People & Development Committee (20.11.20)  

   

 The Chair of the People & Development Committee, C Peacock, presented the summary 
report from the People & Development Committee meeting held on 20th November 2020 
and highlighted the key areas of assurance and risk articulated within the document. It was 
noted there were no items for escalation to the Board.  

 

   

 In noting a key risk identified was the current appraisal compliance rate being below target, 
J Marshall informed the Committee had received a detailed report from the Head of 
Workforce Development that clearly illustrated the route to how NEAS could achieve the 
target. Whilst there was a lot of work to be undertaken to achieve compliance, it was 
reassuring to hear there was a plan in place, with a step by step approach to hitting the 
target. He felt it had been extremely helpful to see the target broken down in this way.  
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The Director of People & Development added that the Workforce Development team had 
undertaken a deep-dive exercise and looked at modelling forward what the trajectory will 
look like, particularly for appraisals, and if no more activity takes place due to the pandemic, 
1,400 appraisals would need to be completed by the end of March 2021.   An options 
appraisal had been presented to the Executive Management Group last week for 
consideration and had set out a pragmatic set of numbers, highlighting the importance of 
quality not quantity, as it would be extremely difficult to provide high-quality appraisals to 
1,400 colleagues in a short period of time.  However, given the extremely challenging times 
for operational staff it was agreed a wellbeing check-in would be undertaken over the next 
few months explaining that unless colleagues had an urgent need for an appraisal to be 
arranged, the revised deadline for completion would be the end of June 2021. The 
Executive Management Team had approved this option and progress would be monitored 
on a monthly basis.  It was clarified that support staff appraisals would continue to run in 
line with the end of March 2021 deadline with the expectation of 100% completion. 

   

 G Morrow supported the proposed approach and acknowledged the need for pastoral 
support to be available to staff.  He noted that the approach taken was in line with the 
expectations of the General Medical Council.   

 

   

 Following G Morrow’s point, the Chairman queried if it was known how other NHS 
organisations were managing appraisal compliance at this time, and whether there had 
been a national standardisation of the process and exemptions.  In response, the Director of 
People & Development informed a number of organisations had paused all appraisals but 
reminded this was not a national set target, it was set by the Trust.  It was up to the Trust to 
set its own standards which its regulator, the Care Quality Commission, will monitor the 
Trust against.   

 

   

 In referring to the Freedom to Speak Up report presented to the Committee, C Peacock 
highlighted the importance of continuing conversations with staff and the need to keep 
some focus on this area and ensuring open communication channels are always available 
to staff.  

 

   

 The Medical Director appreciated appraisals were an informative process but squeezing a 
large number in a small timeframe to hit a target was not helpful or beneficial to staff.  The 
purpose of the sessions was to identify any learning needs and areas of concern in a 
productive way and this could not be gleaned in a short session.  He felt the process 
outlined by the Director of People & Development and approved by the Executive 
Management Group was the most effective proposal for both operational managers and 
staff at this time.   Members supported the direction of travel outlined and the proposed 
short-term policy.  

 

   

12. Performance & Finance Committee (17.11.20)  

   

 The Chair of the Performance & Finance Committee, C Young, provided an overview of the 
Performance & Finance Committee meeting held on 17th November 2020.   

 

   

 C Young drew the Board’s attention to the six key risks articulated in the summary report.  It 
was noted that predicting current demand and forecasting against the predictions was a key 
challenge for the Trust at this time.  

 

   

QUALITY, SAFETY & PATIENT EXPERIENCE  

   

13. Patient or Staff Story  

   

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

 

   

 On this occasion, the Patient Experience Team shared an appreciation from a patient who 
contacted the 111 service during a mental health crisis.  The Health Advisor and clinician 
involved in the case provided empathetic care which had made a real difference to the 
patient, which he attributes to saving his life.  
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Members’ recognised the importance of staff having the knowledge to support patients with 
mental health challenges was essential.  

   

 The Board conveyed its appreciation to the team involved in the case for their efforts during 
what was an extremely distressing time for a member of the public.   

 

   

14. Quality Dashboard Report – October 2020  

   

 The Quality Dashboard enabled the Board to have oversight of the high-level quality and 
safety performance data to ensure any issues or concerns were identified and addressed 
and that good practice and performance was acknowledged.  

 

   

 The Director of Quality, Patient Safety, Innovation & Improvement provided an overview of 
the report, highlighting the key areas of assurance and risk.  

 

   

 In noting under the ‘patient safety incidents’ section that the review of the top three causes 
of incidents reported in October 2020 had identified that a key theme was the difficulty in 
obtaining clinical advice in the Emergency Operations Centre, J Marshall queried if this was 
from a NEAS perspective or from not being able to get in touch with another organisation.  
In response, it was noted this was a mixture of both internal and external sources.  
Members’ agreed it would be good to fully understand the reasoning and if this was within 
NEAS’ control it should be addressed.  The causes would be investigated further. 

 
 
 
 
 
 
S RUSHBROOKE 

 

   

 C Young referred to the number of patient safety incidents reported and stated it would be 
good to understand how many times colleagues had interacted with these patients in 
percentage terms.  The Chief Executive commented that it was also important to identify the 
learnings and ensure the loop was closed in this respect.   

S RUSHBROOKE 

 

   

 D Taylor stated that the Quality Committee summary report had highlighted the fact that the 
Infection Prevention and Control target was currently not being achieved but the dashboard 
did not reflect the position.  He felt it would be helpful to see the actual performance figure 
in future reports.  

S RUSHBROOKE 

 

   

 C Young referred to the cover sheets and in particular the equality analysis and felt it would 
be worth investigating to determine whether there were any themes and trends in relation to 
incidents in respect of patients with protected characteristics. 

S RUSHBROOKE 

 

   

 The Board noted the contents of the report.   

   

15. Medical Dashboard Report   

   

 The report provided an overview of the national ambulance clinical quality performance 
indicator compliance as well as the work of the clinical care teams within the medical 
directorate.  The Medical Director provided a detailed overview of each section, covering 
the risks and items of escalation.  Specific reference was made to the Pathfinder team’s 
current funding running out at the end of March 2021, with uncertainty around the long-term 
security of the team as part of ‘business as usual’ within the organisation. 

 

   

 H Suddes expressed some concern regarding the reduced capacity to audit the Emergency 
Operations Centre, particularly in respect of understanding any areas of risk before the Talk 
Before You Walk programme increases further. The Medical Director clarified that audit 
work was being undertaken, but the NHS Pathways audit standard of 5 audits per clinician 
was not being met.  

 

   

 D Taylor referred to the testing of the Ulysses audit module that was now dependent on the 
Ulysses team and asked if there was a date for completion.  In response, the Medical 
Director confirmed no fixed date for completion was known as essential quality and safety 
work had taken priority over the audit work.  He confirmed the Ulysses team was internal to 
NEAS and a small working group of the senior users were working together to try and 
resolve the issues and ensure it was being used effectively across the organisation. 

 

   

 C Young stated that the new style report provided increased clarity and was an excellent 
document.   
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In noting the Trust was performing exceptionally well against the stroke KPI, she asked 
what was being done as a community to ensure the public understood their responsibilities 
in terms of identifying symptoms and taking prompt action.  The Medical Director informed 
he was looking at public health messaging and the role of NEAS in promoting health 
messages.  

   

 The Chairman referred to the Pathfinder funding risk and asked what was being done to 
address this point.  The Chief Operating Officer responded that he had invited Dan 
Haworth, Consultant Paramedic, to the Urgent and Emergency Care Network meeting to 
present the Paramedic Pathfinder support tool to enable providers to appreciate the benefits 
and understand what it can bring to the system.  It was hoped the presentation would lead 
to long-term funding. 

 

   

 The Chairman sought an explanation of the live call audits which the national NHS 
Pathways team had integrated into the Pathways License and asked how the Trust was 
going to address the capacity issue that was resulting in non-compliance.  The Medical 
Director explained that the Manchester Triage System requires fewer audits per year than 
the Pathways License so it could be that the audit team will have the capacity to undertake 
the required number of audits in the future and additional support would not be needed.  He 
further added that there would need to be a close working relationship developed between 
the EOC and audit teams to ensure the work takes place.  The Medical Director will provide 
an update report before the next Board Meeting. 

 
 
 
 
 
 
 
M BEATTIE 

   

 The Board reviewed the contents of the report and acknowledged the good work 
undertaken.  

 

   

            PERFORMANCE REPORTING 

   

16. Performance & Finance Board Report – October 2020  

   

 The Board received this report which updated on key performance standards for October 
2020.  The Chief Operating Officer provided a detailed overview of the current operational 
performance position, outlining the risks and improvement plans in place to counteract the 
challenging areas. He informed response times had continued to deteriorate in October 
2020 across all categories as a result of reduced vehicle hours linked to increased 
abstractions and reduced third party provision. Capacity had also been affected by 
increased handover delays and increased time on scene. 

 

   

 Reference was made to the paramedic establishment figures which were extremely 
positive, which was attributed to the hard work undertaken by the People and Development 
team. The Trust was forecasting 30-35% over-establishment on paramedics which would be 
offset by 35 vacancies for Clinical Care Assistants and Advanced Practitioners.  It was 
further noted that the Manchester Triage System (implemented within the Emergency 
Operations Centre) would allow the Trust to create an internal system to help and support 
the Clinical Advisory Service (CAS) which will enable the workforce to be utilised in a much 
more integrated way.   

 

   

 The Director of People & Development added that the healthy recruitment supply was 
primarily from the newly qualified paramedics through the university degree courses.  In 
noting there were limited routes available to recruit qualified paramedics, the People Group 
was reviewing the recruitment plans to explore whether there were any other routes 
available.   

 

   

 The Medical Director referred to the Manchester Triage System commenting it was not just 
a useful system for the CAS but was also a beneficial tool to help staff support patients. In 
terms of training, if the Trust was to develop a larger more junior workforce, it would need to 
support colleagues behind the scenes, so they were not making decisions in isolation, but it 
would be a good career development path/option.  

 

   

 In referring to the healthy establishment figures, H Suddes commented this was a good 
position to be in compared to the one the Trust was facing a few years ago.    
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The Group Director of Finance & Contracting provided an overview on the current financial 
position informing there were two key issues;  

• The Revenue position – the Trust was reporting an underspend and whilst it had 
forecasted to breakeven at the financial year-end, this could change to a final 
underspend position.  The Trust had explored every opportunity to obtain additional 
funding this year to support the significant challenges.   

• The Capital position – The Performance and Finance Committee had reviewed the 
position at its last meeting and noted the current underspend position was likely to 
be the final year-end position.   In terms of assurance there were strands of work 
underway to minimise the capital envelope; one option was to dedicate funding to 
the vehicle procurement plan, with the purchasing of vehicles.  Colleagues were 
exploring the vehicle plan options, including leasing possibilities to strengthen its 
core fleet.  

   

 The Director of People & Development referred to the staff sickness figures and in noting 
absence specifically linked to Coivd-19 had continued to increase in October and 
November, the rate had started to decline in the early part of December.  It was noted that 
the sickness trend was reflective of the Covid spikes and the national change in the rules 
and the track and trace system.    

 

   

 The Board reviewed the report and noted the performance positions.   

   

            WORKFORCE  

   

17. Communications and Engagement update   

   

 This report provided the Board with a summary of communication and engagement activity 
since the last report.   

 

   

 The Assistant Director of Communications & Engagement informed there had been a 
significant shift in focus within his team during this year which had seen a number of 
changes including the launch of ‘Workplace’, a new staff communications and engagement 
platform.  The platform was proving a great communication tool for staff.  

 

   

 The Chairman referred to the ‘T’ awards that had taken place in October 2020, to recognise 
the outstanding efforts and achievements of staff.  Due to current restrictions, the ceremony 
had been held virtually and had been an excellent event.  The Chairman felt it was an 
exemplar of how to do an award ceremony virtually and congratulated the team for their 
efforts.  

 

   

 In noting the team would continue to highlight assaults against staff, Members were in 
support of perpetrators being brought to justice and facing the force of the law, including 
custodial sentences.   

 

   

 The Board reviewed the report and noted the activities that had been undertaken.  

   

            REGULATORY 

   

18. Quality Report 2019/20  

   

 The Quality Report 2019/20 outlined the quality activities undertaken by the Trust in relation 
to patient safety, clinical effectiveness and patient experience.  It is a mandatory 
requirement of every NHS Foundation Trust to produce a Quality Report in line with NHS 
England/Improvement requirements. 

 

   

 In noting the Trust had rolled out the GoodSAM App to first responders and clinical staff, D 
Taylor was pleased to see the recognition of the Charitable Funds Committee and the 
funding it had allocated in providing community-based defibrillators to enable a prompt 
response to cardiac arrest by those trained to provide basic life support.  In noting there 
were currently 200 people registered, with 100 community first responders, he queried what 
the Trust’s plans were to recruit more members of the public.  The Director of Quality, 
Patient Safety, Innovation & Improvement would investigate this query and provide 
feedback at the next meeting.  

 
 
 
 
 
 
S RUSHBROOKE 
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 Appreciating this Report was for 2019/20, C Young urged colleagues to think about the 
2020/21 Report and the ‘Statement of assurances from the Board’ which alludes to the 
regular quality walkarounds carried out by Board Members, and to think about what 
evidence could be used during the Covid times given these had been stood down.  The 
Director of Quality, Patient Safety, Innovation & Improvement would consider this point.  

 
 
 
 
S RUSHBROOKE 

   

 J Marshall felt the Report represented a good piece of work, with many initiatives detailed 
within. He was particularly pleased to see a business case had been developed and 
supported which would enable 40 staff to attend TRiM practitioner training designed to 
support staff who had experienced a traumatic or potentially traumatic event.  It was noted 
that further funding to support this initiative was being explored by Executive Directors. 

 

   

 Reference was made to page 41 of the Report – patient safety incident reporting table - and 
it was clarified that the lowest reporting trust percentage should read 0.65%. This would be 
corrected before submission to the regulator. 

 
S RUSHBROOKE 

   

19. Care Quality Commission Action Plan Closure Report   

   

 The purpose of the report was to provide the Board with the Action Closure report following 
the agreement with the Care Quality Commission (CQC) on the outstanding actions from 
the Improvement Action Plan. 

 

   

 The report confirmed that following the CQC inspection of the Emergency Operations 
Centre (EOC) at NEAS in 2018, the Trust was issued with two Requirements Notices.  
Since 2019, monthly progress reports have been submitted to the Trust’s CQC Engagement 
Relationship Manager to monitor and review during the monthly Engagement Relationship 
meetings. From the original forty-one sub-actions NEAS identified in total, thirty-two have 
been completed and nine remain outstanding.  The closure report had been approved by 
the CQC and permission granted to bring the nine outstanding actions into the new 
governance framework and business as usual.  This would be sought in writing. 

 
 
S RUSHBROOKE 

   

 In respect of actions 14, 19, 20, - meeting local and national performance targets – it was 
noted the CQC required assurance and regular updates on these actions.  This will be 
through the regular engagement sessions.  

 

   

 The Chairman asked how action 36 – the noise levels in Russell House – would become 
business as usual given it was a strategic challenge from an estate’s perspective.  
Recognising this was a significant challenge to rectify, it would need to be built into the 
Trust’s Estates Strategy.  Colleauges had considered alternative venues as a mitigating 
action but resolving the action remained a challenge.  It was noted that the CQC was aware 
of the challenge and understand it would be a longer-term issue to resolve.  The Chairman 
was keen to be assured that the Board did not lose oversight of the action and would 
continue to be informed of progress through the sub-group reporting updates.  The Chief 
Operating Officer explained there were a number of complex factors linked to this issue that 
need to be recognised.  It was agreed that the action would feature on a future Board 
strategic session.    

 
 
 
 
 
 
 
J BOYLE 

   

 D Taylor referred to Appendix 1 – the governance structure – and the function of the Audit 
Committee – and noted there were two items of decision-making duties excluded, these 
being, oversight of the Clinical Audit Programme and the annual review and sign-off of the 
Business Continuity Plan.  The Director of Quality, Patient Safety, Innovation & 
Improvement would add the two items to the Audit Committees duties.  D Taylor queried 
whether the CQC had expressed any views in terms of completion of the improvement 
action plan.  In response, the Director of Quality, Patient Safety, Innovation & Improvement 
assured that the CQC had not raised any concerns around the timescales for closure and 
had recognised that some of the actions were long-standing items.  This was reassuring to 
note.  

 
 
S RUSHBROOKE 

   

 The Board reviewed the report and agreed that the nine outstanding actions be addressed 
through business as usual.     

 

   

20. Care Quality Commission – Assurance Report   
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In May 2020, the Trust identified some concerns linked to safeguarding and positive 
Disclosure & Barring Service (DBS) checks for staff and the timely management of a small 
number of complex cases.  In addressing this, a Task & Finish Group was set-up to ensure 
the systems and processes for managing allegations that arise were robust.  A whistle-
blower informed the Care Quality Commission about one of the specific cases and the Trust 
was issued a Section 29A Warning Notice on 5 August 2020 stating improvement was 
required.  

 The Director of People & Development provided an overview of the actions that had been 
taken to improve the processes, including the implementation of a Task and Finish Group to 
ensure the systems for managing allegations that arise were robust.  She confirmed the 
CQC was satisfied with the assurance provided and on testing the new processes on a new 
case it was satisfied they were being followed, with the warning notice being removed.   It 
was confirmed the Trust had received this in writing. 

 

   

 The Chairman took the opportunity to thank Non-Executive Directors, J Marshall and C 
Peacock for their leadership of the Task and Finish Group and the Directors of People and 
Development and Quality, Patient Safety, Innovation & Improvement for their sterling work 
in ensuring the necessary improvements were made and the processes strengthened.  

 

   

21. Organisational Risk Register – high-level risks   

   

 The report provided information to the Board relating to the strategic risks identified to the 
delivery of the corporate objectives but also the operational delivery of key performance 
indicators.  

 

   

 The Board reviewed the Organisational Risk Register and the current risk position.   

   

22. Schedule of Board Meetings 2021/22  

   

 The Board was presented with the proposed Schedule of Board Meeting dates for 2021/22.  
for consideration.  The Schedule was approved and would be widely publicised.  At this time 
the meetings would continue to be held via Teams.  Should this change later in the year, 
venues would be communicated on the Trust’s website.  

 

   

              REPORTS FOR INFORMATION   

   

23. Freedom to Speak Up (6 month) update   

   

 This report provided the Board with an update on Freedom to Speak Up (FTSU) activity 
from 1st April to 12th November 2020. The report confirmed there had been 10 cases to-date 
in 2020/21.   

 

   

 The Trust Secretary presented the report and in noting most cases related to 
cultural/behavioural issues, she assured she was working with the Director of People & 
Development’s team looking at how they could address some of the themes and trends 
identified from the cases.  She added that some of the cases remain open for a longer 
period of time when they relate to cultural issues as they are not a quick fix and remain 
open until assurance is provided that appropriate action has been taken.  

 

   

 Given the ambulance sector features lower on the Freedom to Speak Up national index in 
comparison to other sectors, the National Guardian’s Office had committed to working with 
the ambulance sector to try and understand the trends.  The Board would be updated on 
the outcome of the review through the People & Development Committee.  

 

   

 The Chairman asked if there was any evidence from the national numbers that Covid had 
affected the number of cases being raised.  In response, the Trust Secretary informed that 
nationally there does appear to be an increase in case volume that directly relates to Covid 
– linked to personal protective equipment etc.  She added that NEAS had one case relating 
to Covid.  She felt the virtual executive directors’ question and answer sessions had helped 
to address staff questions directly and reduced staff concerns being raised via the FTSU 
route. 

 

   

 The Board noted the current case volume and was assured there were no unresolved 
patient safety concerns outstanding.   
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              BOARD COMMITTEE MINUTES FOR INFORMATION  

   

24. Quality Committee (12.11.20)  

   

 The Minutes of the Quality Committee meeting held on 12th November 2020 were included 
in the Board paper pack for information purposes.  

 

   

25. People & Development Committee (20.11.20)  

   

 The Minutes of the People & Development Committee meeting held on 20th November 2020 
were included in the Board paper pack for information purposes. 

 

   

26. Technology Committee (12.10.20)  

   

 The Minutes of the People & Development Committee meeting held on 12th November 2020 
were included in the Board paper pack for information purposes. 

 

   

27. Any Other Business   

   

 There was no other business raised on this occasion.   

   

28. Key Messages to Communicate to Staff  

   

 In summing up the key messages to communicate to staff, the Assistant Director of 
Communications and Engagement had identified the following themes from the discussion: 
 

• Strong performance and lots of assurance around the commitment and dedication 
in protecting patients.   

• Sustainability of services and demand into the Emergency Operations Centre. 

• Concerns over staff wellbeing and the additional winter pressures.  

• Clear reminder of staff values, highlighted in the patient story. 

 

   

29. Date and Time of Next Meeting  

   

 The next meeting had been planned to take place on Thursday, 25th February 2021 with the 
details to be confirmed nearer the time.  

 

   

30. Review of Meeting   

   

 In reviewing the meeting, the following key points had been highlighted: 
 

• On behalf of the Council of Governors, S Walford thanked the Board for their 
update reports.  He felt given the current challenges colleagues remained optimistic 
that they would be able to continue to provide high quality services to patients over 
the winter period.   

• The vaccine programme would be released over the next few weeks and this was 
great news.  

• The integrating care system debate around partnership working was a significant 
change for the health service.    

• It was recognised that paramedics are unique within the health service with a broad 
range of skills and experience, and they need to be looked after and in the spirt of 
collaboration, supported to do other work and thanked for their efforts. 
 

As this was the last public Board Meeting for Non-Executive Director, Douglas Taylor, on 
behalf of the Trust, Board Members felt it appropriate to say thank you for his sterling 
service, not just with NEAS but across a lot of public settings over 54 years.  He had 
embraced the spirt of challenge and the Chairman thanked him for his tenacious work in his 
role as Audit Committee Chair.  The Board wished Douglas a long and happy retirement.   
 
The Chairman took the opportunity to wish everyone a very happy, peaceful and safe 
Christmas and closed the meeting. 

 

 



 AGENDA ITEM 5.0

Trust Board Rolling action tracker 

PUBLIC 

Not achieved and now overdue

Risk of non-achievement 

On track for achievement 

Completed 

# Rationale for action Date Raised
Agenda 

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

239 It was felt a NEAS 07 incident form should have been raised by 

staff connected to the issues that had been identified in the patient 

story and this was not picked up as a learning point.  The staff 

involved should have considered raising their concerns via this 

route. This aspect would be picked up as part of the learning.  

This aspect would be picked up as 

part of the learning.  This story 

identified gaps in the system, and they 

would be further looked at from a 

patient safety angle.  

24.09.20 13 Board D Stephen / S 

Rushbrooke

10.12.20 None Learning picked up and 

gaps addressed

10.10.20 - a report that was being 

developed would be shared with the 

Board once finalised 

Report to be shared then item can be closed out

241 To see if any learning could be gleaned from SWAS colleagues 

around their see and treat outcome rates

Chief Operating Officer agreed to 

discuss further with SWAS 

24.09.20 16 Board P L Liversidge 10.12.20 None To see if any learning 

around see and treat 

outcomes could be 

picked up 

10.10.20 - Report to be shared with 

the Board.  Item can be closed out

Report shared with Board on 05.02.21.  Report shared as item 5a

247 Noting the top three causes of incidents reported in October 2020 

had identified that a key theme was the difficulty in obtaining 

clinical advice in the Emergency Operations Centre, it was agreed 

it would be good to fully understand the reasoning and if this was 

within NEAS’ control it should be addressed. 

The cases would be investigated 

further

10.12.20 14 Board S Rushbrooke 25.02.21 None Reason identified and 

shared with Board 

This was under review and the 

outcome would be reported to the 

Board on completion

248 Referring to the number of patient safety incidents reported, it 

would be good to understand how many times colleagues had 

interacted with these patients in percentage terms.  The Chief 

Executive commented that it was also important to identify the 

learnings and ensure the loop was closed in this respect.  

This would be investigated further 10.12.20 14 Board S Rushbrooke 25.02.21 None Percentage and 

learnings identified and 

shared with the Board

A verbal update would be provided at 

the February Board meeting

249 The Quality Committee summary report had highlighted the fact 

that the Infection Prevention and Control target was currently not 

being achieved but the dashboard did not reflect the position.  

To see the actual performance figure in future reports. 10.12.20 14 Board S Rushbrooke 25.02.21 None To see the actual IPC 

performance figure 

This point was under review.  A verbal 

update would be provided at the 

February Board meeting.

250 In reference to the cover sheets and in particular the equality 

analysis it was felt it would be worth investigating to determine 

whether there were any themes and trends in relation to incidents 

in respect of patients with protected characteristics.

To be investigated 10.12.20 14 Board S Rushbrooke 25.02.21 None Themes and trends in 

relation to incidents 

identified 

This point was under review.  A verbal 

update would be provided at the 

February Board meeting.

Key

Actions 



# Rationale for action Date Raised
Agenda 

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

Actions 

251 Referring to NHS Pathways License compliance, the Medical 

Director explained that the Manchester Triage System requires 

fewer audits per year than the Pathways License so it could be 

that the audit team will have the capacity to undertake the required 

number of audits in the future and additional support would not be 

needed.  

The Medical Director will provide an 

update on progress at the next Board 

meeting.

10.10.20 15 Board M Beattie 25.02.21 Unknown at this 

time

Report shared with 

Board 

05.02.21 - Report was circulated to 

the Board. Item can be closed out.  

Report provided in papaerwork as 

item 5b

Update from Shane Woodhouse: We are stuck in limbo until EOC confirm 

what they will be doing. MTS audits require less per year than NHSP and are 

much faster to complete so from a compliance perspective it would be helpful if 

they transitioned to MTS. NHSP have now given us options to do the live or 

retrospective audits so there is a degree of flexibility with the clinicians that we 

don’t have with the HA. We have attempted recruitment 11 times in total and still 

have 0.5WTE vacancy. The barrier to recruitment is that this is B6 role with no 

unsocial hour allowance. Other private providers within the region pay B7 with 

unsocial hours so we will never be able to compete with that. We are hitting 4 of 

the 5 required audits per clinician and are doing additional audits of those that 

are non-compliant for assurance and support. There is an alternate duties staff 

member that we have whilst they are on sickness redeployment starting in 

January but the risk will remain as we don’t know how many hours or for how 

long we get these.

Most of the Ulysses stuff has been resolved. The only outstanding action is the 

security groups. In terms of the configuration and reporting this has now been 

completed and reflected in the November CQGG papers which will eventually 

work its way up. 

We won’t achieve all of the clinical audits for this year. It is likely that we will have 

3 that we haven’t completed and 1 – 2 that might not be completed until the end 

of April. I am waiting for an update from training about the medical students. 

Depending on if we get the medical students will determine if we achieve the 

audit programme this year. I am currently pulling together the audit programme 

for next year and the non-achievement will be factored into this. 

252 In noting there were currently 200 people registered, with 100 

community first responders, it was queried what the Trust’s plans 

were to recruit more members of the public.  

The Director of Quality, Patient Safety, 

Innovation & Improvement would 

investigate this query and provide 

feedback at the next meeting. 

10.12.20 18 Board S Rushbrooke 25.02.21 None To find out the plans to 

recruit members of the 

public

This point was under review.  A verbal 

update would be provided at the 

February Board meeting.

253 Appreciating this Report was for 2019/20, C Young urged 

colleagues to think about the 2020/21 Report and the ‘Statement 

of assurances from the Board’  which alludes to the regular quality 

walkarounds carried out by Board Members, and to think about 

what evidence could be used during the Covid times given these 

had been stood down.  

The Director of Quality, Patient Safety, 

Innovation & Improvement would 

consider this point. 

10.12.20 18 Board S Rushbrooke 25.02.21 None To identify what 

evidence could be used 

This point was under review.  A verbal 

update would be provided at the 

February Board meeting.

254 Reference was made to page 41 of the Report – patient safety

incident reporting table - and it was clarified that the lowest

reporting trust percentage should read 0.65%. 

This would be corrected before 

submission to the regulator.

10.12.20 18 Board S Rushbrooke 25.02.21 None Figure corrected The figure had been corrected.  Item 

can be closed out.

255 The closure report had been approved by the CQC and 

permission granted to bring the nine outstanding actions into the 

new governance framework and business as usual.  

To be provided in writing. 10.12.20 19 Board S Rushbrooke 25.02.21 None Agreement received in 

writing

15.05.21 - SR provided evidence in 

writing.  Item can be closed out.

Letter provided in paperwork as item 5c

256 Discussing the CQC action regarding the noise levels at Russell 

House, there were a number of complex factors linked to this 

issue that need to be recognised.  

It  was agreed that the action would 

feature on a future Board strategic 

session.  

10.12.20 19 Board J Boyle 25.02.21 None Action to feature on 

future Board strategic 

development session

17.02.21 - item added to Board 

Development Schedule.  Item can be 

closed out.

257 In reference to Appendix 1 – the governance structure  – and the 

function of the Audit Committee – it was noted there were two 

items of decision-making duties excluded, these being, oversight 

of the Clinical Audit Programme and the annual review and sign-

off of the Business Continuity Plan.  

The 2 items would be added to the 

duties list

10.12.20 19 Board S Rushbrooke 25.02.21 None Two duties added to 

AC list

This had  been actioned.  Item can be 

closed out.
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SEE AND TREAT 
 

 
1. INTRODUCTION 
  
1.1 NEAS has a low See and Treat rate, indeed one of the lowest amongst all UK ambulance services 

and it was noted that the South West Ambulance Service NHS Trust (SWAS) had a very good See 
and Treat rate. 

  
1.2 Data for November 2020 showed that NEAS had a See and Treat rate of only 27.9% with an ED 

conveyance rate of 54.3%. 
  
1.3 Work has been undertaken by the Consultant Paramedic in relation to how to improve the NEAS See 

and Treat rate. This paper recommended actions to improve the rate, however further work is 
required to develop this into deliverable actions. 

  
1.4 Following discussions between P Liversidge (NEAS Chief Operating Officer) and J Cunningham, 

Director of Operations, SWAS, a brief outline was received identifying the problems that SWAS had 
faced and the steps taken to successfully increase their See and Treat rates. 

  
  
2. BACKGROUND 
  
2.1 SWAS has been working on their Right Care Programme for the last ten years and it has reportedly 

been ‘a very long journey’ to get where they are today. 
  
  
3. ISSUES FACED 
  
3.1 In SWAS, distance to travel to hospital played a large part in the drive to increase See and Treat due 

to the geographical layout of the Service.  There is a 45-minute journey to hospitals throughout the 
patch 

  
3.2 J Cunningham reported that hospital delays have quadrupled over recent years. 
  
3.3 J Cunningham also advised that the drive to increase see and treat rates have had a huge negative 

effect on their on-scene times extending these across the Service area as a consequence of 
attempting to try alternatives.  She noted however that when there are mature links to alternative 
pathways, on-scene times are better. 

  
3.4 J Cunningham explained to P Liversidge that CCGs were compared against one another on their see 

and treat rates and where alternative pathways existed in one area and not others they were 
challenged.  This was to get consistency across the whole SWAS operational area. 

  
3.5 Following the merger of services, there had been differences in culture and attitude between the 

previous Services which were formed into SWAS and this has taken a number of years to change. 
  
  
4. CURRENT PRACTICES 
  
4.1 The SWAS Divisional Teams each have a clinical resource attached to them to deal with local clinical 

needs.  This includes, but is not restricted to, managing See and Treat issues and reporting. 
  
4.2 SWAS has 50 Specialist Paramedics.  This followed a review and re-set of the job description for the 

Specialist Paramedics.  These Specialist Paramedics work on a rotational basis both operationally 
and within EOC. 
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4.3 On-scene times in SWAS are often extended due to mental health and social needs.  It should be 

acknowledged that this is also an issue in NEAS. 
  
4.4 To allow managers to have supported discussions with their staff members, a reporting tool called 

‘My Performance’ is used in SWAS. 
  
4.5 J Cunningham advised that SWAS is hoping to introduce an administrative role within the EOC so 

that crews can pass information to them which requires action, eg telephoning.  This will allow the 
Specialist Paramedics to leave scene and utilise their time more effectively. 

  
4.6 Crews in SWAS use MY DOS on EPCR to identify suitable alternative pathways.  
  
  
5. CONCLUSION 
  
5.1 The points identified in this report following the discussion with the Director of Operations will be 

discussed at the performance group and will be added to the NEAS action plan to help increase See 
and Treat rates in NEAS. 

  
  
6. RECOMMENDATION 
  
6.1 Colleagues are asked to receive the report and agree that the actions arising from the discussion will 

be included in the NEAS performance improvement action plan. 
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NHS Pathways Call Audit Compliance Recovery Plan 

Staff Group 
Requiring Audits 

Action  Comments Status  Expected 
Completion  

Health Advisor Recruitment of 1 x 0.63 WTE call 
auditor (B4) 

 

 

 

 

 

Week Commencing 2nd February 
2021 

 

 

 

 

 

Week Commencing 8th February 
2021 

 

 

 

 

 

Shortlisting has been complete and 
successful candidate have been notified.  

A coaching course is due to take place 
W/C 22nd March 2021. 

Start date is still being negotiated with the 
EOC due to the current demand / staff 
shortages. 

 

100% deployment in EOC 

Audit Team to submit full hours into EOC. 
15 hours of Audit picked up from isolation 
/phased return – concentrating on 
completing remaining new starter audits 
from January.  Commencing new starters 
for February (if calls available) 

 

50% deployment in EOC 

Audit Team to submit half of their weekly 
hours into EOC. Initial focus on audits will 
be on new starters and completing 3 calls 
for February for them and commence with 
1 call per remaining HA’s 

 

 

Ongoing   

 

 

 

 

 

 

Ongoing 

 

 

 

 

 

Ongoing  

 

 

 

 

 

 

April 2021 

 

 

 

 

 

 

Weekly 

 

 

 

 

 

Weekly review. 

 

 

 

 

 

 



Week Commencing 15th February 
2021 

 

 

 

Week Commencing 22nd February 
2021 

 

 

 

 

 

Week Commencing 1st March 2021 

 

 

 

20% deployment in EOC 

Audit Team to submit 1 shift for the EOC. 
Completion of new starter audits and 
continue auditing 1 x call per remaining 
HA’s.    

 

10% deployment in EOC. 

Audit Team to submit a 4 hour shift for 
the EOC. Continue to audit 1 x call per 
remaining HA’s.  If there is scope to audit 
more (sickness/leave/vacancy) then a 
further audit will be picked up for non-
compliance of 1st call.  

 

2.5% deployment in EOC. 

Audit Team to submit a 4 hour shift for 
the month ahead for the EOC. Audit 
compliance to return to business as usual 
and completion of 5 calls per HA for the 
month of March    

 

Ongoing 

 

 

 

 

Ongoing 

 

 

 

 

Weekly Review 

 

 

 

 

Weekly Review 

 

 

 

 

 

March 2021 – to be 
fully compliant  

Clinicians  Week commencing 2nd February 
2021 

Gradual withdrawal from EOC duties – 
focus on consolidation audits for newly 
recruited Clinicians.  

Training / shadowing for new Clinical 
Auditor (alternative duties) 

Completion of remaining January audits 
(6 left) 

Ongoing 

 

WC 8th February 21 

Week commencing 2nd February 
2021 

Business as usual    



The below plan outlines the steps NEAS have taken to become compliant with the NHS Pathways End User Agreement License as of 3rd 
February 2021. The Clinical Audit & Effectiveness Manager has the responsibility of ensuring these actions are completed. Updates will be 
provided as required.  
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For the attention of the Chief Executive  
North East Ambulance Service NHS Foundation Trust  
Ambulance Headquarters  
Bernicia House  
Newburn Riverside  
Goldcrest Way  
Newcastle upon Tyne  
Tyne and Wear NE15 8N 
 
07 December 2020 
 
The Care Quality Commission 
The Health and Social Care Act 2008 

SECTION 29A WARNING NOTICE ASSURANCE:  

Our reference: MRR1-9086253030  
Account number: RX6 
 
Dear Ms Ray 

A notice was served under Section 29A of the Health and Social Care Act 2008 
on 05 August 2020 .  

The warning notice was served to notify you that the Care Quality 
Commission had formed the view that the quality of health care provided 
by North East Ambulance Service NHS Foundation Trust required 
significant improvement:  

• Regulation 19 of the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014. 

The Commission formed its view on the basis of its findings in respect of the 
healthcare being delivered in accordance with the above Regulated Activities at 
the locations identified below.  

Ambulance Headquarters, Bernicia House  

The reasons for the Commission’s view that the quality of health care provided 
required significant improvement were as follows:  

• Staff who had significant safeguarding concerns raised outside of the 
workplace regarding their conduct were not managed appropriately and in 
a timely way.  

• Staff with positive disclosure and barring responses were not managed 
appropriately in line with trust policy. 

In response to the above,  NEAS provided the following evidence: 

• Assessment for Event Medical Services on 14_10_2020 11_57_ 

CQC Representations 
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
 

www.cqc.org.uk 
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• Case Conversation  Checklist 

• Copy of Final DBS implementation plan 29.8.20 - with updates 

• DBS Task and Finish Group Minutes (All) 

• Disciplinary Policy 

• Disclosure and Barring Service (DBS) Policy 

• Process for dealing with allegations involving staff 

• Recruitment Policy 

• Workforce Metrics Report - August 2020 - Final Version (002) 

The above documents have been reviewed and discussed following CQC 
processes. It was decided that NEAS has met the required improvements 
requested under S.29A of the Health and Social Care Act 2008.   

We reviewed the information and assurances that you provided which detailed 
how you have met the required improvements as contained within the section 
29A warning notice. However, before we had formally written to confirm this CQC 
received further information regarding safeguarding disclosures about two 
members of staff. Therefore, it was important that CQC established that the 
relevant processes had been undertaken in line with your assurances that you 
had met the warning notice. Those assurances have been provided and we can 
now issue this letter.  We will continue to monitor your progress through our 
routine engagement to ensure actions and processes are embedded.   

If you have any questions about this response, you can contact our National 
Customer Service Centre using the details below: 

  Telephone:  03000 616161 
 
  Email:  Enquiries@cqc.org.uk 
 
 Write to: CQC Enquiries 
  Citygate 
  Gallowgate 
  Newcastle upon Tyne 
  NE1 4PA 

If you contact us, please make sure you quote our reference number MRR1-
9086253030) as it may cause delay if you are not able to give it to us. 

Yours sincerely 

 

Sarah Dronsfield 
Head of Hospital Inspections 

cc.  
NHS England  
NHS Improvement 



 
 
   

Summary of Assurances, Risks and Items for Escalation  
from Executive Management Group 3rd & 16th February 2021 

Senior Leadership Forum 27th January 2021 
 

Key items considered by the 
committee / group: Executive Management Group 

Chief Executive Update  

• ICS 
The Department of Health and Social Care's legislative proposals for 
a Health and Care Bill (2021) has been released and there will need to 
be some work undertaken to understand what this means for both the 
sector and the Trust.  The provider / commissioner split has been 
retained.  As such, the Trust would need to position itself well in what 
will be a challenging landscape for funding and service provision.  
 
Professor Sir Liam Donaldson has been appointed as Chair of the ICS 
for North East and North Cumbria and HR was looking forward to an 
opportunity to meet with him together with the Chairman. 
 

• Business Planning 
The commencement of the Planning round is expected to be 
significantly delayed moving to the latter stages of quarter 1 or even 
beginning of quarter 2. 
 

• Provider Collaborative 
The Provider Collaborative continues to meet and has increased its 
frequency from every 6 weeks to monthly. This proves to be a positive 
forum with good mutual aid being offered between acute trusts in 
relation to ITU pressures.  A watching brief would be needed on 
transport requirements as the system re-groups on elective, diagnostic 
and cancer care. 
 

• Tees Valley  
A joint Chair has been appointed for North Tees and South Tees NHS 
FT (Neil Mundy). It was felt there may now be a drive for more joint 
pathways. 
 

• NHS Providers 
NHS Providers have launched a consultation on their future strategy 
and can be viewed via nhs-providers-4-year-strategy-2021-25.pdf The 
consultation closes on 8th March 2021.  
 
 

Other Business Discussed 

• Risk Management   
The ORR for 2020/2021 was presented to the Group 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.  Each of the open 
risks were discussed in turn and the Group was comfortable with the 
current risk ratings.  
The top ten residually scored risks were also robustly discussed, 
reviewed and considered for escalation to the ORR. 
Also presented for assurance was the cyclical review of People & 
Development 
 

• Performance  
Challenges in performance discussed and actions noted. 
 

• Finance 
Month 10 position presented and discussed.  

https://nhsproviders.org/media/690905/nhs-providers-4-year-strategy-2021-25.pdf?utm_campaign=547819_NHS%20Providers%20strategy%2021-24&utm_medium=email&utm_source=NHS%20Providers%20%28Policy%20and%20networks%29&Organisation=North%20East%20Ambulance%20Service%20NHS%20Foundation%20Trust&dm_i=52PX,BQP7,13C84Q,1CB7W,1
https://nhsproviders.org/media/690905/nhs-providers-4-year-strategy-2021-25.pdf?utm_campaign=547819_NHS%20Providers%20strategy%2021-24&utm_medium=email&utm_source=NHS%20Providers%20%28Policy%20and%20networks%29&Organisation=North%20East%20Ambulance%20Service%20NHS%20Foundation%20Trust&dm_i=52PX,BQP7,13C84Q,1CB7W,1


 
 

• Business Cases Discussed in detail: 
o Bariatric Transformation Closure / Lessons Learnt Report 

The report set out to demonstrate the success of the Bariatric 
Transformation from inception and an initial idea through to 
implementation together with recommendations for the Trust 
to permanently establish the Evac team as an integral service.  
The Group was happy to support the recommendations to 
develop a strong business case. The Group recognised this 
was an excellent development in terms of patient care. 
 

o Clinical Performance Gate 1 (a) Audit Tool Redevelopment 
BM21-04C and (b) ePCR for third party providers BM21-
04C 
Excellent presentation  highlighting the connectivity to staff in 
support of the business cases. Group welcomed the progress 
to the next stage of the development of the audit tool (Gate2). 
Whilst agreeing with the principles noted in the case regarding 
ePCR for third party providers it was felt this could not be 
progressed at this time.  
 

o Medicines Management Assistant Gate 1 
In principle, this was the right thing to do however there was 
no source of funding for the post and against other priorities 
would fall short; therefore, a smarter approach should be taken 
in order to support it i.e. the savings that could be generated 
and the benefits that could be realised and how the funding 
can be sourced. 

 
• Senior Leadership Forum 27th January 2021 

This session focussed on the development of the 5-year strategy 2021-
2026.  

Items for escalation: • See Key Risks 

Key decisions made: 
  

• Business Cases 
o Bariatric Transformation Closure / Lessons Learnt 

Report 
The Group was happy to support the recommendations to 
develop a strong business case. 

 
o Clinical Performance Gate 1 (a) Audit Tool 

Redevelopment BM21-04C 
Group welcomed the progress to the next stage of the 
development of the audit tool (Gate2). 

  

Main sources of assurance:  
 

• See Key Items Considered and Key Decisions Made. 

Highlights from sub-groups reporting 
into this committee / group: • PERFORMANCE GROUP 29th January 2021 

o Detailed discussions regarding business cases for additional 
health advisors and also for a welfare role in EOC.   

o Detailed discussion in relation to the second iteration of the 
999 Data Validation Procedure  

o The Operational Performance Update with data from 
December 2020 was reviewed. 

o The contract investment monitoring report was reviewed  
o The Group reviewed a document relating to Transformation of 

Urgent and Emergency Care : models of care and 
measurement and it was noted that NHSE was consulting on 
a new bundle of performance measures to replace the current 
four-hour A&E standard. 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information: ✓ 

 

Board of Directors’ Meeting – 25th February 2021  

Report title: 
 Quality and Patient Safety Report (Quarter 3) 
 

Purpose of report: 

The purpose of this report is to provide assurance to the Board regarding patient 
safety, patient experience, safeguarding children and adults and infection 
prevention and control and the work undertaken to ensure NEAS are providing 
safe care in line with regulatory standards. 

Key issues 

This report is the first quarterly report produced by the Quality and Patient Safety 
Directorate to ensure the Board are appraised and assured of the work 
undertaken across the Trust to ensure patient safety and experience is of a high 
standard and key responsibilities relating to safeguarding and infection prevention 
and control are met.  
 
The Board are familiar with the Quality Dashboard, which is still produced 
monthly, and is available to review. There is ongoing work with key leads from the 
Quality & Safety, Performance and Informatics teams to further develop metrics 
which triangulate date down to cluster level, which will form the basis of reporting 
at Clinical Quality Governance Group and Quality Committee. 
 

Key areas to highlight within the reports are: 

 

Patient safety 

 

• Patient safety incident reporting has been sustained, despite the 
challenges of the pandemic 

• When looking at patient safety incidents across all harm levels reported 
111 triage is identified as the most commonly reported area and further 
work is underway to capture themes 

• Duty of candour enactment is in line with statutory requirements 

• We have reported 2 Serious Incidents in Q3, with a total of 10 SI’s 
reported year to date 

• Delayed ambulance response x2 90th centile continue to be monitored. 
Whilst performance has been challenging during quarter 3, we have not 
seen the volume of significant breaches for category 2 incidents that 
were experienced in 2019 

• The data identifies that that there are a high proportion of patients who 
have experienced a significant delay, following clinical assessment 
have not been conveyed. This occurs across all categories  

• Patient safety incident management has been reviewed in order to 
release operational time to the frontline, whilst also introducing an 
Executive Safety Panel to ensure Director level oversight of significant 
patient safety issues which have occurred in the Trust and determine 
whether any meet the SI threshold 

 
 
Patient experience 
 

• Complaint rates remain approximately 40% lower than the same period 
of the previous year 

• Complaint themes include non-conveyance to hospital, delay in 
emergency ambulance attendance (particularly in relation to stroke (6) 
and MI (4) 

• The Patient Experience Team (PET) have built person-level reports 
and shared with the Clinical Services Managers to identify patterns to 
address with staff 

• There has been 1 case referred to the Parliamentary Ombudsmen for 
independent review 
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• The Trust receives on average three times the volume of appreciations 
each month than it does complaints 

 
 
Safeguarding 
 

• There have been 3,929 referrals made to Local Authorities in Q3 by 
staff, of which 592 related to adult at risk concerns and 369 children at 
risk concerns. The remaining referrals related to adult welfare or 
children early help concerns 

• There continues to be high levels of activity to provide information and 
reports to fulfil our statutory duty to comply with multi agency 
safeguarding reviews 

• NEAS attended to the unexpected deaths of 13 children in Quarter 3 

• Death by Suicide was the highest attributed mode of death, with the 
ages of these patients ranging from 12- 17 years 

• Organisational learning from these meetings identified potential gaps in 
identifying child frequent callers/presenters to NEAS.   
The Safeguarding Children’s Lead participated in a Task and Finish 
group as part of NASAG in relation to a national Frequent Callers 
standard for children and recommendations have been made to AACE.   

• There have been 11 cases relating to adult safeguarding allegations 
against staff in Q3, 6 cases were closed and 5 remained open  

• There were 4 cases relating to childrens safeguarding allegations 
against staff, 2 were closed and 2 remained open 

 
 
Infection Prevention and Control 
 

• The IPC team have continued to support operational colleagues during 
the pandemic 

• Steri-7 was introduced to replace Chlorine based solution in early 
October for vehicle, station and site decontamination 

• There have been 22 Covid-19 outbreaks declared between October – 
December 2020, which have involved members of staff. There have 
been no breaches in PPE relating to the outbreaks which would have 
impacted directly on patient care or patient safety. Of the 22 outbreaks 
declared 11 have been closed 

• Lateral Flow Device (LFD) testing was introduced into the Trust, with 
daily reporting from 24th November 20 

• By the 31/12/2020 there were 2,211 LFD kits distributed, 1,058 staff 
were using these and a total of 4,252 tests were undertaken 

• Audits undertaken for vehicle cleanliness, station cleanliness and IC 
practice audits are outlined in the report, with good compliance noted 

• Progress is being made with the cleaning contract tender process   
 

 

 The risks and assurances are identified throughout the reports. 

 

Issue previously considered by: Quality Committee  

Recommended actions: 
The Board of Directors are asked to note the reports outlining activity across 
patient safety, patient experience, safeguarding and Infection Prevention and 
Control. 

Sponsor / approving director: 

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

 

Report author: 

Debra Stephen, Deputy Director of Quality & Patient Safety 

Shane Woodhouse, Interim Head of Patient Safety 

Hannah Marshall, Patient Experience Manager 

Nichola Howard, Safeguarding Children’s Lead 

Jane Stubbings, Safeguarding Adult Lead 

Jacqueline Mains, IPC Manager 
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Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Organisational 

Sustainability 

Improving 

Quality & 

Safety 

Workforce 

& Investors 

in People 

Clinical Care 

& Transport 

NHS 111 & 

Clinical 

Assessment 

Service 

Comms & 

Engagement 

✓ 
✓ ✓ ✓ ✓ ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓ 

Link to Trust values: 
(please tick) 
 
 
 
(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

Pride 
Strive for 

excellence 
Respect Compassion 

Take 

responsibility 

& be 

accountable 

Make a 

difference – 

day in & day 

out 

✓✓✓✓✓ ✓✓ ✓✓ ✓✓ ✓✓ ✓✓ 

The various areas of response to COVID - 19 covered within this report crosses 
all directorates. 

 

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

      

Equality analysis completed 

If this is not relevant, please 
explain why: 

 

Yes No Not Relevant 

    ✓ 

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

Key considerations Details 

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

IPC Nurse Manager – lone IPC specialist 

 

Please specify any Financial 
Implications 

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

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

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

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

- Patient safety / safeguarding / IPC practice – excellent practice must 
underpin safe care delivery during unprecedented times 

- Positive patient experience of the care we provide is vital in such difficult 
circumstances. Providing compassionate care makes a difference to 
patients and their relatives / carers 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 

(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 
 
 
 

- It has been essential to work with a range of staff across the organisation 
and externally. The services outlined in these reports have actively 
supported Operations in delivering safe patient care 
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Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

✓  ✓  

Proactive Reactive Internal External 

✓  ✓   

      

 

 

mailto:publicrelations@neas.nhs.uk
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Quality and Patient Safety Report 
____________________________________________________ 
 

This report provides Quality Committee with oversight of Patient Safety, Patient Experience and 

Safeguarding during Q3 2020/21. 

 

The format and content is being developed, in line with the established Medical Directorate 

reporting and will evolve following feedback. It is expected that the report will be received by 

Quality Committee and Board on a quarterly basis to provide more in-depth information and 

assurance that we are providing a responsive, safe service for patients.  

 

Section 1: Patient safety       Page 3 

 

Section 2: Patient experience      Page 8 

 

Section 3: Safeguarding children and adults    Page 10 
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Patient safety incidents 
____________________________________________________ 
 

There have been 1827 patient safety incidents reported year to date of which 1.7% of those have 

been identified as causing moderate harm or above.  

During quarter 3 issues with 111 Triage remained the most frequent cause group for patient safety 

incidents. During quarter 4 a call triage issues log will be developed to identify themes and trends 

from patient safety incidents which can be used in conjunction with the call audit data to guide 

organisational learning and development.  

A break down of the top 5 cause groups by harm level is provided below.  

 

 

47

25

20

14

13

3rd Party Provider / Private Contractor
Issue

External HCP, Agency Or Care Home
Issue

Access, Admission, Delay, Transfer,
Discharge

999 Triage

111 Triage

Harm not related to NEAS 150

52

30

27

25

22

111 Triage

Access, Admission, Delay, Transfer,
Discharge

3rd Party Provider / Private Contractor
Issue

NEAS Treatment Or Procedure Issue

999 Triage

No harm 250
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11

8

7

6

4

111 Triage

NEAS Treatment Or Procedure Issue

IT Systems Failure

999 Triage

3rd Party Provider / Private Contractor
Issue

Near miss 46

19

14

14

12

7

111 Triage

Dispatch

NEAS Treatment Or Procedure Issue

Access, Admission, Delay, Transfer,
Discharge

999 Triage

Low harm 89

6

2

2

1

1

Dispatch

Access, Admission, Delay, Transfer,
Discharge

NEAS Treatment Or Procedure Issue

111 Triage

999 Triage

Moderate harm 12
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Duty of candour  
Duty of candour was applicable to 13 incidents and was enacted for 11 (85%) of these incidents. 

Attempts were made to identify and contact the patient or relatives for the remaining 2 incidents, 

but these had been unsuccessful.  

 

Serious incidents  
____________________________________________________ 
During quarter 3 there were 2 serious incidents reported. We have reported 10 serious incidents 

this year, with 7 of them being closed and completed, a further 2 are awaiting sign off from NEAS. 

There is 1 incident still open with 1 overdue action which cannot be completed due to staff 

absence.  

 

Clinical risk monitoring  
____________________________________________________ 
Delayed ambulance response x2 90th centile continue to be monitored. Whilst performance has 

been challenging during quarter 3 we have not seen the volume of significant breaches for 

category 2 incidents that were experienced in 2019. 

1111 Triage

Severe harm 1
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This data identifies that that there are a high proportion of patients who have experienced a 

significant delay following clinical assessment and have not been conveyed. This occurs across all 

categories.   

 

Patient safety incident management 
____________________________________________________ 
 

Considering the need to review how we engage with operational colleagues during winter and 

response to the second wave of the pandemic, a new process to managing patient safety 

incidents has been developed. This has reduced the burden on operational colleagues and with 

the introduction of a weekly Executive Safety Panel has ensured the Executive Nurse, Medical 

Director and Deputy Chief Operating Officer are aware of significant patient safety issues which 

have occurred in the Trust and determine whether any meet the SI threshold.  

 

The pilot process was reviewed and approved at CQGG and implemented in December 2020, for 

evaluation in February 2021.  
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Summary 
We have presented patient safety incidents across harm levels and identified  those areas for 
further investigation.  

The data regarding patients who have a delayed ambulance response identifies that no patient 
safety incidents have been reported linked to those delays in Q3 and a significant number of 
patients were not conveyed following clinical assessment.    

 

Assurances 

Work continues to refine how we manage and analyse patient safety incidents. Senior oversight at 
Director level is in place where there are patient safety incidents which meet the moderate harm or 
over threshold.  

 

Risks 

Triangulation of data down to locality may identify areas of risk which are not apparent. We 
continue to work with the Informatics Department to develop reports which triangulate data down 
to locality level, as currently this is limited.  
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Patient Experience 
_____________________________________________ 
 

Overview of data  

 Quarter 3 2020/21 Year to date 2020/21 

Total complaints 71 186 

Total appreciations 174 601 

Longest response timeframe *44 **75 

Average days to respond 23 28 

 

*CC/10327- involved other org and complex case 

** CC/10038 – also logged as SI which elongated response time 

 

Complaints 

 

• Complaint rates remain approximately 40% lower than the same period of the previous year.  

• Complaint themes include non-conveyance to hospital, delay in emergency ambulance 
attendance (particularly in relation to stroke (6) and MI (4), and there have been two complaints 
related to adrenal crisis. This is a reduction in complaints related to MI’s but double the 
complaints related to stroke against the previous year, despite reduced volume of complaints 
overall.   

• The Patient Experience Team (PET) have built person-level reports and shared with the 
Clinical Services Managers to identify patterns to address with staff.   

• Reports on complaints and concerns by postcode have also been built – this demonstrates the 
highest number of concerns in NE postcodes (42%). This is also the most densely populated 
area with the highest activity.  

• Any complaints for EOC which involve simple review of call audio and clear triage are being 
investigated by the PET temporarily to reduce pressure on the EOC whilst they manage 
increased demand and staff absence.  

• There is no national ‘Covid pause’ for complaints as there was in the first lockdown.   

Parliamentary and Health Service Ombudsman (PHSO) 

• During quarter 3 there were 1 case referred to the PHSO for independent review: 

CC/08799 initially received 18.09.2019 responded on 18.10.2019. Complainant was taken to 
nearest ED as per advice from CCU at neighbouring hospital. Patient was unhappy with this 
and upon arrival at ED took a private taxi to the CCU at the other hospital.   
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Appreciations 
_____________________________________________ 
• Appreciation rates have decreased by 20% against quarter 3 of the previous year. 

• The Trust receives on average three times the volume of appreciations each month than it 
does complaints.  

• A staff-level report has been developed to allow Clinical Services Managers to recognise staff 
who receive high numbers of appreciations and identify good practice.  

Summary 

 

• Cluster and station reports are being reviewed for both appreciations and complaints, to 
identify patterns of good or poor practice which can inform changes to practice in other areas.  

• There are 8 learning actions from complaints which are now overdue, the oldest being due in 
October 2020 (Medical Directorate) Of the other seven, four are for EOC and three for  
Unscheduled Care North. 

• There are currently 37 complaint investigations pending.     

Assurances  

• Despite Covid-19 the Trust has performed well across the complaint metrics. 

• We have engaged with members of the public to use their appreciations and complaints for 
patient stories at Board, and for the monthly trust-wide Learning Bulletin.   

• In quarter 3, 2019 concerns relating to falls and fractures accounted for 11% of all concerns, 
which has reduced to 5% in quarter 3 2020. This may be a result of the public remaining 
indoors more due to lockdown or be representative of an improved response to falls and 
fractures. 

Risks identified  

• Concerns related to strokes have risen from 3% in quarter 3 2019 to 7% in 2020. This could 
represent increased delay in responding to stroke symptoms.  

• Appreciations have decreased by 20% against the same period in the previous year. This 
could represent overall decrease in satisfaction with the service provided by the Trust.  

Items for escalation 

• Overdue actions should be completed as soon as possible to demonstrate that the Trust is 
enacting swift learning from complaints.  

Further information 

http://biportal.neas.northy.nhs.uk/Teams/Clinical/Pages/Quality-Safety%20Home.aspx 

 

 

 

http://biportal.neas.northy.nhs.uk/Teams/Clinical/Pages/Quality-Safety%20Home.aspx
http://biportal.neas.northy.nhs.uk/Teams/Clinical/Pages/Quality-Safety%20Home.aspx
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Safeguarding Assurance and Workflow   
____________________________________________________ 
   

The information provided seeks to provide assurance that the organisation is maintaining its 

compliance regarding its statutory responsibilities.   

Safeguarding Referrals 

Table 1: 

Category October 2020 November 
2020 

December 
2020 

Total by 
category 

Adults at risk 204 185 203 592 

Adult welfare 859 825 904 2,588 

Child at risk 134 109 126 369 

Child early help  129 126 124 379 

Total referrals made 1326 1245 1358 3,929 

 

Table 2:  The following table provides an overview of workflow and information requests regarding 

safeguarding activity which was undertaken in Q3 20/21.  

Category October 2020 November 
2020 

December 
2020 

Total 

Allegations against staff 7 6 2 15 

Child – PREA 1 0 0 1 

Communication 8 6 4 18 

Court Orders 2 3 2 7 

Death – Child 5 4 4 13 

Death – Child no report 1 2 3 6 

Domestic Abuse (Staff) 1 0 1 2 

Domestic Homicide Review 1 3 0   4  

Information requests 15 12 13 40 

MAPPA requests 5 1 8 14 

Safeguarding Adult Review 3 3 2 8 

Section 42 12 3 9 24 

Section 47 1 1 0 2 

Safeguarding Practice 
Review (Children) 

1 1 0 2 

TOTALS 63 45 48 156 

 

Child- PREA relates to children pre-alerted to hospital, where there are suspected safeguarding 

implications.  

Child death- no reports:  These relate to cases where children have died usually within hospital 

or hospice settings- therefore the systems are reviewed for patient contacts, but subsequently no 

formal written reports are required. 
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What is not included in these figures are: 

1) Quick queries/clarification of information requests following a referral being sent to a Local 
Authority. 

2) Outcome letters from Local Authorities which are subsequently attached to cases and 
referrers updated  

3) Ongoing requests from previous months 
4) Monthly reports – Corrections and feedback 

 
December 2020 - 2 x DHR cases required further dated to be examined and additional 

chronologies to be completed.  

Safeguarding Allegations against Staff 

____________________________________________________ 
The following tables provide an overview in the allegations that have been made against NEAS 

employees within the last quarter and the current outcomes associated with these.  

Table 3: Allegations made under Safeguarding Adults 

 

 

 

Allegation Made Total Outcomes 

Patient Neglect 2 Case 1: Closed; Investigation 
established not a PTS crew but 
Newcastle hospitals own discharge 
vehicle 
Case 2: Closed Report submitted to 
local authority following patient fall in 
the care of NEAS, local learning 
identified and completed in relation 
to communication, documentation 
and seeking clinical advice. 

Staff assault on patient 2 Both cases remain open 

Injury sustained during 
treatment 

3 Case 1: Closed- Report submitted 
to local authority regarding alleged 
injury in transfer- no indication 
caused by NEAS (St. Johns crew) 
Case 2: Open 
Case 3: Closed- Report sent to 
Local Authority, crew attended to 
patient after unwitnessed fall, 
concern related to care on scene 
and local learning identified. 

Inappropriate restraint 1 Closed: Investigation established 
staff were not employed by NEAS 
but that of CIPHER medical privately 
contracted by GP. 

Theft 1 Open 

Harassment 1 Open 

Impersonating a medical 
professional 

1 Case closed: Staff submitted 
resignation, no criminal offence 
identified.  

TOTAL 11 6 cases closed 
5 cases active 
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Table 4: Allegations made under Safeguarding Children 

Allegation Made Total Outcomes 

Allegation of Neglect 
 

1 Open: Ongoing investigation 
including Social Services and HR 

Allegation of Child Sexual 
Abuse 

1 Open: Ongoing investigation 
including Police and HR 

Allegation of Child Physical 
Abuse 

1 Closed: Unsubstantiated 

Criminal offence relating to 
children 

1 Closed: Dismissal 

TOTAL 4 2 cases closed 
2 cases open 

 

Summary 

• Prior to 2020, Section 42 allegations pertaining to Neglect and Acts of Omission were not 
recorded within staff allegation figures.  Therefore, when discounting these from Q3 figures (7 
cases), there have been 9 allegations comparative to 6 made in 2019, which shows a 50% 
increase year on year.  

• In all cases, close engagement between Safeguarding and HR colleagues has been 
undertaken and information sharing where appropriate to Local Authorities, LADO and Police. 

• Following the Section 29A Warning Notice served from CQC in June 2020, information in 
relation to ongoing staff cases has been shared via our CQC Engagement lead.  The CQC 
reviewed two recent cases and had agreed that relevant processes were effectively 
undertaken in line with assurances we had provided to them following the Warning Notice. 
They formally concluded that we had met all the requirements in December 2020. 

Assurances  

• New processes and procedures have been implemented in order to ensure they are robust 
and consistent.  New documentation  evidences comprehensive and detail risk assessment 
and is shared between HR and Safeguarding. 

Risks identified  

• There  continues to be an increase in staff allegations pertaining to staff conduct outside the 
workplace which is currently included within the Safeguarding Risk Register.  The staff 
allegation procedure is in the process of being redrafted to ensure this is aligned to other 
Trust policies and staff conduct and professional boundaries has been identified for 
inclusion in next year’s training programme, as well as the Safeguarding Leads exploring 
the need for this to be included within Trust induction. 
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Child Deaths 
___________________________________________________ 
  

NEAS attended to the unexpected deaths of 13 children in Quarter 3.  The following tables shows 

the split via locality, age of patient and suspected mode of death. 

 Total  Age Total  Mode of Death Total 

Northumberland 3  < I 
year 

4 (all under 1 
month of age) 

 Suicide 4 

Newcastle 3  1-5 1  Unexplained 3 

Sunderland 2  6-10 1  Potential; SIDS 2 

Durham 2  11-15 4  Stillbirth 2 

Redcar and 
Cleveland 

1  16-17 3  RTC 1 

Middlesbrough 1     Murder 1 

North Tyneside 1       

 

Summary 

• Deaths in Quarter 3 remained static to the same period in 2019 (total of 12 cases). 

• All cases were correctly attributed a Category 1 response.  

• Death by Suicide was the highest attributed mode of death, with the ages of these patients 

ranging from 12- 17 years.   

• The Trust attended to the death of a 2-year-old child which was quickly identified by the 

crew as being a potential non-accidental injury which has subsequently escalated to a 

murder case, the team has supplied information to Police in support of this investigation.  

• The Safeguarding Child Lead also attended 4 Child Death Overview Panels and 9 Child 

Death Review meetings in line with national processes. Organisational learning from these 

meetings identified potential gaps in identifying child frequent callers/presenters to NEAS.  

The Safeguarding Children’s Lead participated in a Task and Finish group as part of 

NASAG in relation to a national Frequent Callers standard for children and 

recommendations have been made to AACE. 

• There is often confusion from crews in relation to conveyance of older children following 

ROLE which leads to children being taken directly to mortuary.  This is against national 

child death processes and JRCALC guidance.  Whilst a 60 second bulletin was released in 

relation to this, it will be included in 2021 Stat and Mand training and a meeting is also 

planned between Safeguarding, Learning from Death team and the Risk Department.  

 

Assurances  

• The Safeguarding team attended all Joint Agency Reviews in line with our statutory 

responsibilities. 

• All reports and chronologies were submitted within timescales.  

• All staff involved in the deaths of children received contact from the Safeguarding team to 

request statements and to offer additional emotional support 
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• The Safeguarding team have engaged in internal supervision, with the Safeguarding Child 

Lead also accessing external Clinical Supervision.  Bespoke NHSE Resilience training has 

also been accessed to support team resilience.  

Risks identified  

• There is no formalised timescale for the returning of Trust statements or escalation process 

should difficulties arise in gaining these which could lead to the Trust missing court order 

deadlines. Therefore, planned work with operations will look to formalise this process.  

 

 

Domestic Homicide Reviews, Safeguarding 

Adult Reviews and Child Safeguarding 

Practice Reviews 
____________________________________________________ 
 

The Trust has a responsibility to engage in Safeguarding Adult Reviews and Child Safeguarding 

Practice Reviews in order to identify key learning and strengthen interagency processes.  

Summary 

o In relation to Safeguarding Children, two cases were considered under Child Safeguarding 

Practice process with one case continuing to a full review.  

o This case has highlighted the need for review of bruising in immobile babies and how 

this is triaged within Pathways to ensure appropriate assessment.  This is to be 

escalated to the National Ambulance Safeguarding Assurance Group.  

 

o In relation to Domestic Homicide Reviews 3 cases have been referred and considered in 

Q3 

o 1 case in Newcastle has been confirmed to meet the National Framework, 
organisational learning cannot be identified at this time as the multi-agency review 
process covers a 6-month time frame. 

o A further case involving 2 victims is yet to be confirmed as a definitive DHR but is 

very likely to meet the criteria 

 

o In relation to Safeguarding Adults 8 cases were reviewed in consideration of Serious Adult 

Reviews. 

o 4 have been closed with a definitive decision that the cases do not meet the SAR 

criteria and 4 remain open to allow for further information gathering from the multi-

agency prior to confirmation regarding whether they meet the National SAR criteria. 

o SARs underway from earlier in the year are showing a theme relating to substance 

misuse, mental capacity act and multi-agency working. 
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Terminology 

 
Section 42:  Adult based legislation taken from the Care Act 2014 which requires local authorities 

to make enquiries, or request that partners make enquiries, if it is believed that an adult is 

experiencing, or is at risk of, abuse or neglect.  NEAS has a statutory duty to comply and engage 

in section 42 enquiries.   

 

Section 47: Children’s legislation taken from the Children Act 1989.  Section 47 of the Act covers a 

Local Authority’s, or Social Services, duty to carry out an investigation or assessment when they 

are informed that a child, who lives in their area is at risk, or has experienced significant harm.  

NEAS has a statutory duty to comply and engage in section 47 enquiries. 
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Introduction 
____________________________________________________ 
 

This report provides the Quality Committee with an update regarding IPC activity in Quarter 3 

2020/21. 

It continues to be a challenging time for the organisation in ensuring the organisation responds to 

the pandemic, keeping patients and staff safe. 

 

COVID – 19 IPC Guidance 
____________________________________________________ 

There has been national guidance produced in this time, which has been reviewed by the 

Strategic Cell. This has meant that: 

Covid-19 National guidance issued jointly by the Department of Health and Social Care (DHSC), 

Public Health Wales (PHW) was cascaded to all operational staff via the Alerts system as Covid-

19 Patient Care Update Version 5, 24.11.2020. 

Steri-7 was introduced to replace Chlorine based solution in early October for vehicle, station and 

site decontamination.  

 

IPC Board Assurance Framework (BAF) 
____________________________________________________ 

 

The Board received the IPC BAF in September 2020, which provided assurance on the range of 

policies, procedures and activity undertaken to ensure we respond to patients in a safe manner 

and that our premises are Covid -19 secure to maintain the safety for staff. 

In October 2020 an updated version of the IPC BAF was produced by NHS E/I and this has been 

reviewed and will be presented to Clinical Quality Governance Group in January 2021.  

 

COVID – 19 Outbreaks 
____________________________________________________ 

We have continued to use the national definition in place to determine whether we have an 

outbreak in any of our premises. The IPC Manager working with the Director of Infection 

Prevention and Control (DIPC) and deputy to ensure any outbreaks are reported nationally. 
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There have been 22 Covid-19 outbreaks declared between October 2020 – December 2020, 

which have involved members of staff. There have been no breaches in PPE relating to the 

outbreaks which would have impacted directly on patient care or patient safety. Of the 22 

outbreaks declared 11 have been closed. An outbreak cannot be closed until 28 days have 

elapsed following the last positive case in that area. 

The following areas have been declared as an outbreak between October 2020 – December 2020: 

NEAS Outbreak Areas as of 07/01/2020 

NEAS Location 
 
 

PHE Outbreak 
Number 

Date PHE 
Notified 

Current 
Number of 

Cases 

Test Date of last 
Positive Case 

Date outbreak 
closed 

Pallion Site OUT476 03.10.2020 12 06.11.2020 04.12.2020 

Stanley Ambulance 
Station 

OUT726 15.10.2020 8 11.11.2020 07.12.2020 

Blucher Ambulance 
Station  

OUT808 18.10.2020 19 31.12.2020 
 

 

Monkton  
Ambulance Station 

OUT826 19.10.2020 6 14.11.2020 07.12.2020 

Hexham OUT1305 23/10/2020 5 04.11.2020 04.12.2020 

Weardale OUT123 29.10.2020 5 06.11.2020 07.12.2020 

Bishop Auckland 
Ambulance Station  

OUT1479 05.11.2020 11 
 

07.12.2020 05.01.2021 

Russell House EOC OUT1925 06.11.2020 4 15.11.2020 07.12.2020 

Redcar Ambulance 
Station 

OUT2018 16.11.2020 4 15.11.2020 07.12.2020 

Barnard Castle 
Ambulance Station 

OUT1973 16.11.2020 3 14.11.2020 07.12.2020 

Ashington 
Ambulance Station  

OUT2302 30 .11.2020 7 
 

02/01/2021  

Coulby Newham 
Ambulance Station  

OUT2475 30.11.2020 8 
 

29.12.2020  

Newton Aycliffe 
Ambulance Station  

OUT2473 30.11.2020 6 
 

06.12.2020 04.01.2021 

Lanchester Road 
Ambulance Station  

OUT2594 02.12.2020 16 
 

02.01.2021  

Ryhope Ambulance 
Station 

OUT2595 02.12.2020 3 28.11.2020 28.12.2020 

Pallion Ambulance 
Station  

OUT2820 08.12.2020 5 
       

04.01.2021  

Hexham Ambulance 
Station  

OUT10167 10.12.2020 12 
 

01/01/2021  

Wideopen 
Ambulance Station  

OUT10174 11.12.2020 7 
 

31.12.2020  
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South Shields 
Ambulance Station  

OUT10171 11.12.2020 9 
 

04.01.2021  

Hartlepool South 
Ambulance Station 

OUT10584 21.12.2020 7 
 

01/01/2021  

Backworth 
Ambulance Station  

OUT10795 26.12.2020 4 
 

29.12.2020  

Bernicia House HQ OUT10917 30.12.2020 44 05.01.2021  

 

There are a number of key actions taken when an outbreak is identified such as:  

• manager review of their services and staff to reinforce compliance with IPC measures 

• enhanced cleaning 

• active promotion of Lateral Flow Device testing by all staff in that service / location 

• Health & Safety Covid-19 secure assessment and report 

• IPC audit of the area with actions identified for relevant managers 

The introduction of wearing surgical facemasks was implemented 4th November 2020 when 

walking around all non-clinical sites and stations which have been identified as a COVID outbreak 

site. This has now been extended to all non-clinical areas in NEAS. 

The key learning identified from the outbreak reviews to date: 

• Ensuring staff do not come into work with symptoms of Covid-19, or if they are unwell with 

other symptoms 

• Ensuring social distancing is maintained 

• Ensuring meetings are undertaken remotely wherever possible 

• Actively managing the performance of the cleaning contractor  

• Identifying that additional cleaning resource is required to respond to outbreak areas 

promptly 

• Reducing staff movement across services where possible 

• Ensuring meal breaks are managed to reduce contact with colleagues 

• Use of various communication platforms to promote key messages 

 

Lateral Flow Testing 
____________________________________________________ 

 

The Trust received information regarding the implementation of Lateral Flow Testing on 12th 

November 2020 and an implementation group was established led by Sarah Rushbrooke, Director 

of Infection and Control (DIPC) on the 16th November 2020. A roll out of the Lateral Flow devices 

was undertaken at speed to enable frontline staff to access Lateral Flow devices. Staff are 

requested to test twice weekly, particularly the night before they are due to start their shifts after 

days off. This testing is for staff who are asymptomatic and is not mandated in line with national 

guidance If the LFD test is positive then they require a PCR test. 
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A means of capturing the data relating to Lateral Flow testing was developed internally to provide 

daily reports internally and externally. This daily reporting commenced on 24th November 2020 

and as of the 31st December 2020 there have been: 

• 2211 Lateral Flow tests distributed 

• 1349 staff identified that they are interested in undertaking Lateral Flow testing 

• 1164 Lateral Flow Devices have been registered  

• 1058 staff are undertaking Lateral Flow testing 

• 4252 tests have been undertaken 

• 40 Lateral Flow tests have been positive 

• 30 PCR tests have been positive  

Work to promote the uptake of Lateral Flow testing continues, with this added to the response 

actions when an outbreak is declared. 

 

COVID -19 Vaccination Update 
____________________________________________________ 

 

The Chief Operating Officer is the Executive Lead for NEAS for  the roll out of COVID -19 

vaccination programme for staff. We have provided vaccinators into centres across our 

geographical footprint for the BioNTech Pfizer vaccine due to the cold chain requirements of that 

vaccine. We have maximised the opportunity to enable staff to attend any sites where vaccines 

are offered to NEAS staff. Reporting of staff vaccinated can be provided in future IPC papers. 

 

Personal Protective Equipment 
____________________________________________________ 

A multi-disciplinary group worked together to review and further develop the processes for staff 

who require Powered air-purifying respirators as they are unable to wear FFP3 masks. This level 3 

PPE is indicated when caring for patients who require procedures which are aerosol generating – 

dealing with patients requiring resuscitation where airway intervention is required. 

The operational management of staff required to use this equipment is now managed by the 

tactical cell, with support from specialists, such as IPC / Health & Safety.   
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IPC Assurance Audits 
____________________________________________________ 

 

 
Vehicle cleanliness April 2020 – December 2020 
 

 
Operational vehicle 

 
Total vehicles 

audited 

 
Cleanliness score 

% 

 
Annual 
target 

 
Daily / AGP 

clean 

Average 
daily / AGP 
clean time 

Unscheduled Care 164 98% 300 21492 / 30847 42 minutes 

Scheduled Care 285 100% 440 26693 / 30976 41 minutes 

RRV 6 98& 36 - - 

HART 15 99% 36 - - 

Advanced Practitioner 30 93% 36 - - 

Station cleanliness 
 

 
SSO / CCM Station audits 

 
Total stations audited 

 
Cleanliness score % 

 
Annual target 

SSO / CCM Station audits 262 94% 324 

IPC station audits 61 83% 54 

 
 
IPC practice audits 
 

 
CCM Observational audits 

 
Annual target 

 
Compliant staff 

 
Total staff 

 
Schedule 

compliance 

 
Audit 

compliance 

ANTT - 61 62  98% 

BBE 1200 320 323 26% 99% 

GEL 1200 320 323 26% 99% 

Hand Hygiene 1200 312 321 26% 97% 

PPE Aprons 1200 297 320 24% 93% 

PPE Gloves 1200 304 308 25% 98% 

 
 
 
A service request has been submitted to IM&T / Informatics to produce a Covid-19 audit that 
can be used by Operational management and IPC to provide assurance staff are adhering to 
NEAS policy for PPE, following national guidance. 
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Cleaning Contract update 
___________________________________________________ 
 

The current cleaning contractors Cordant provide a service for all NEAS locations, except for a 

small in-house cleaning service at Bernicia House. 

A subsidiary company of North Tees NHS Foundation Trust are providing additional responsive 

cleaning requirements where a Covid-19 staff outbreak has occurred. 

A new cleaning contract has been out to tender, which includes the requirements needed in line 

with responding to the COVID-19 pandemic and explicitly outlines the NHS Specification for 

Cleanliness. The IPC leads have been key to developing the tender specification, including robust 

monitoring, feedback and escalation processes. 

There were 18 tender submissions and these are currently being evaluated by a multi-disciplinary 

team. 

 

IPC developments 
 

• The IPC team are part of a multi - disciplinary group working closely with the Health & 

Safety Team to review the efficacy of misting / fogging equipment to assist in the cleaning 

of all types of vehicles, stations and office accommodation. A product evaluation is 

underway with the aim of developing a business case to purchase / lease this equipment 

• The IPC Manager and Informatics Team have been working together to develop the 

COVID-19 pandemic audit tool to enable this to be rolled out across the organisation. This 

should be ready to implement at the end of January 2021. A request has been made to 

support services staff to identify those who would be willing to receive training and 

undertake the audits at Emergency and Outpatient Departments to provide assurance and 

support staff in complying with the IPC / PPE requirements to keep themselves and patients 

safe.  

• A business case is in development to identify additional resource required for the IPC team 

considering national ambulance guidance. A Gateway 1 application will be submitted to 

EMG in January / February 2021. 

  

 

   Assurances and Risks 
 

The IPC team continue to work tirelessly in providing specialist IPC advice to the organisation and 

this is demonstrated in the work they are doing across lots of teams in responding to queries, 

concerns and developments across a range of areas. 

The team currently have 2 paramedics (1 WTE) working within the team to provide some 

additional support, though it is recognised this is in a support rather than specialist role. The risk in 
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terms of resilience has been reduced but not removed. A business case is under development to 

provide a more sustained solution. 

Audit of IPC practice has restarted but is significantly  below the audit activity planned due to the 

prioritising of CCM duties in response to the pandemic. 

 

  

 



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

Violence/Assault/Aggression 0 59 59 12.5%

111 Triage 45 1 46 9.7%

Vehicle Incident 0 39 39 8.2%

3rd Party Provider / Private Contractor Issue 37 0 37 7.8%

NEAS Treatment Or Procedure Issue 26 1 27 5.7%

Access, Admission, Delay, Transfer, Discharge 24 0 24 5.1%

Equipment Issue 0 23 23 4.9%

Slips, Trips And Falls 10 13 23 4.9%

External HCP, Agency Or Care Home Issue 19 0 19 4.0%

Exposure/Contact Biological/Infections 0 18 18 3.8%

Total 161 154 315 66.6%

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

Emergency Care 79 195 274 57.9%

Operations Centre 117 13 130 27.5%

Patient Transport Service 15 27 42 8.9%

External/Other 7 4 11 2.3%

Support Services 6 5 11 2.3%

Unknown 3 0 3 0.6%

Emergency Care HART 0 2 2 0.4%

Total 227 246 473 100.0%

IPC (Dec-2020) Observed Compliance % Rating

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

LowHarm/No Harm/Near Miss% 98.0% 97.2% 98.8% 96.2% 100.0% 98.8% 96.0% 97.1% 98.6% 99.2% 98.7% 98.3% 99.2% 98.4%

Mod Harm/Severe Harm/Death % 2.0% 2.8% 1.2% 4.5% 0.0% 1.2% 4.0% 2.9% 1.4% 0.8% 1.3% 1.7% 0.8% 1.6%

* Excludes incidents where harm not related to NEAS

Deaths

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

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

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 08 Jan 2021 - 23:50:04
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Top Reported Nature Of Abuse (Adult - Current 
Month) Cases

% of Adult 
Total

Adult - General Welfare 924 83.5%

Adult - Neglect Or Acts Of Omission 40 3.6%

Adult - Self-Neglect 40 3.6%

Adult - Mental Health Issues 35 3.2%

Adult - Domestic Violence Or Abuse 16 1.4%

Total 1055 95.3%

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

% of Child 
Total

Child - Child Early Help 129 51.4%

Child - Neglect 57 22.7%

Child - Physical Abuse 18 7.2%

Child - Self-Harm 16 6.4%

Child - Mental Health Issues 9 3.6%

Total 229 91.2%

Friends and Family Test - One Month in Arrears

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

Complaints Appreciations

Service Line (Dec-
2020) Complaints % of Total

+ / - Last 
Month Appreciations % of Total

+ / - Last 
Month

Emergency Care 15 55.6% 26 66.7%

EC HART 0 0.0% 0 0.0%

External/Other 0 0.0% 1 2.6%

Operations Centre 11 40.7% 4 10.3%

PTS 1 3.7% 6 15.4%

Support Services 0 0.0% 1 2.6%

Unknown 0 0.0% 1 2.6%

Total 27 100.0% 39 100.0%

% Complaints Completed <= agreed date

Service Line (Dec-2020) % of Total

Emergency Care 100.0%

Operations Centre 100.0%

PTS 100.0%

Total 100.0%

Appreciations 75 76 89 61 64 50 64 96 74 79 58 74 39 598

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

Number of Complaints 36 39 35 29 11 17 25 25 18 19 22 26 27 190

Acknowledged <= 3 days 35 39 35 29 11 17 25 25 18 19 22 25 26 188

% Acknowledged <= 3 days 97.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 96.2% 96.3% 98.9%

1 Extension agreed 1 2 0 2 0 0 1 3 0 1 0 2 0 7

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

Out of Time 0 1 0 0 0 0 0 0 0 0 0 0 0 0

Avg Days to Respond 29 28 37 28 28 23 27 34 35 31 22 26 22 28

Minimum Days to Respond 2 3 10 4 1 3 5 5 6 13 7 9 3 1

Maximum Days to Respond 62 58 93 57 61 42 95 62 99 62 40 75 44 99

% Completed <= agreed date 89.7% 100.0% 98.1% 100.0% 97.1% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.5%

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 08 Jan 2021 - 23:50:04
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Top 10 Incident Causes (Jan-2021) Patient Safety Non Patient Safety Total % of Total + / - Last Month

111 Triage 44 0 44 9.0%

Access, Admission, Delay, Transfer, Discharge 42 0 42 8.6%

NEAS Treatment Or Procedure Issue 37 0 37 7.5%

999 Triage 33 2 35 7.1%

3rd Party Provider / Private Contractor Issue 32 0 32 6.5%

Equipment Issue 4 25 29 5.9%

Vehicle Incident 0 29 29 5.9%

Violence/Assault/Aggression 0 29 29 5.9%

Slips, Trips And Falls 5 19 24 4.9%

Drug Discrepancy - NEAS 0 18 18 3.7%

Total 197 122 319 65.0%

Service Line (Jan-2021) Patient Safety Non Patient Safety Total % of Total + / - Last Month

Emergency Care 87 190 277 56.4%

Operations Centre 145 11 156 31.8%

Patient Transport Service 12 14 26 5.3%

External/Other 11 1 12 2.4%

Support Services 3 9 12 2.4%

Emergency Care HART 2 3 5 1.0%

Unknown 1 2 3 0.6%

Total 261 230 491 100.0%

IPC (Jan-2021) Observed Compliance % Rating

% of Closed Patient Safety Incs * Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 YTD

LowHarm/No Harm/Near Miss% 97.2% 98.8% 96.2% 100.0% 98.8% 96.0% 96.6% 98.6% 98.5% 98.7% 97.6% 99.2% 98.4% 98.2%

Mod Harm/Severe Harm/Death % 2.8% 1.2% 4.5% 0.0% 1.2% 4.0% 3.4% 1.4% 1.5% 1.3% 2.4% 0.8% 1.6% 1.8%

* Excludes incidents where harm not related to NEAS

Deaths

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

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

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 04 Feb 2021 - 21:10:01
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Top Reported Nature Of Abuse (Adult - Current 
Month) Cases

% of Adult 
Total

Adult - General Welfare 712 76.8%

Adult - Self-Neglect 65 7.0%

Adult - Neglect Or Acts Of Omission 42 4.5%

Adult - Mental Health Issues 33 3.6%

Adult - Domestic Violence Or Abuse 25 2.7%

Total 877 94.6%

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

% of Child 
Total

Child - Child Early Help 123 54.9%

Child - Neglect 32 14.3%

Child - Self-Harm 26 11.6%

Child - Physical Abuse 15 6.7%

Child - Mental Health Issues 10 4.5%

Total 206 92.0%

Friends and Family Test - One Month in Arrears

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

Complaints Appreciations

Service Line (Jan-
2021) Complaints % of Total

+ / - Last 
Month Appreciations % of Total

+ / - Last 
Month

Emergency Care 10 40.0% 59 89.4%

EC HART 0 0.0% 0 0.0%

External/Other 1 4.0% 0 0.0%

Operations Centre 11 44.0% 4 6.1%

PTS 2 8.0% 3 4.5%

Support Services 1 4.0% 0 0.0%

Unknown 0 0.0% 0 0.0%

Total 25 100.0% 66 100.0%

% Complaints Completed <= agreed date

Service Line (Jan-2021) % of Total

Emergency Care 100.0%

Operations Centre 100.0%

PTS 100.0%

Support Services 100.0%

Total 100.0%

Appreciations 76 89 61 64 50 64 96 74 79 58 74 53 66 678

Complaints/Appreciations Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 YTD Trend

Number of Complaints 39 35 29 11 17 25 25 18 19 22 26 30 25 218

Acknowledged <= 3 days 39 35 29 11 17 25 25 18 19 22 25 29 25 216

% Acknowledged <= 3 days 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 96.2% 96.7% 100.0% 99.1%

1 Extension agreed 2 0 2 0 0 1 3 0 1 0 1 0 0 6

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

Out of Time 1 0 0 0 0 0 0 0 0 0 0 0 0 0

Avg Days to Respond 28 37 28 28 23 27 34 35 31 22 26 22 24 28

Minimum Days to Respond 3 10 4 1 3 5 5 6 13 7 9 3 2 1

Maximum Days to Respond 58 93 57 61 42 95 62 99 62 40 75 44 54 99

% Completed <= agreed date 100.0% 98.1% 100.0% 97.1% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.5%

Produced by Informatics Department "Unmatched quality of care, every time we touch lives. For Life" 04 Feb 2021 - 21:10:01
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CATEGORY OF PAPER 

Specific action required: ✓ Provides Assurance: ✓ For Information: ✓ 

 

Board of Directors’ Meeting – Thursday 25th February 2021 

Report title: Medical Directorate Dashboard 

Purpose of report: The enclosed report summarises the work and activity of teams working in the 
Medical Directorate               

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

• Despite 5 months of time lost due to clinical staff being redeployed due 
to COVID -19 the Audit programme has continued and the majority will 
be completed by the end of March 2021 
 

• Health Advisor Pathways Audits were restarted following the initial 
lockdown and NEAS has been 100% compliant through Summer, 
Autumn and Winter so far 
 

• The Pathfinder Team have been extremely busy supporting the 
development of new pathways to facilitate alternative options to ED 
attendance 
 

• The Research Team have remained busy supporting essential National 
COVID-19 research 

 

Issue previously considered by: Quality Committee  

Recommended actions: 

To Board is asked to acknowledge: 

• The Clinical Audit Programme and Learning from Deaths will be re-
established as soon as the current pressures are eased, and the 
appropriate Committees and Chairs will be kept updated 
 

• We continue to work with Operations to support the restructure and 
understand how this will impact on the need for Clinical Auditors for 
Pathways and MTS compliance. In addition, we are looking at how live 
Audits, recommended by NHS Digital, can be implemented 

 

• A new GP Lead and Pharmacy Lead have taken up post in February and 
they will be tasked with identifying how Audits for the CAS clinicians can 
be implemented 

Sponsor / approving director: Medical Director 

Report author: Medical Director  
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(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

✓ ✓ ✓ ✓ ✓ ✓ 

Please enter how this paper supports the trusts values 

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

None 

Equality analysis completed 

If this is not relevant please explain 
why: 

Yes No Not Relevant 

  ✓   

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

 

Key considerations Details 

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

• Due to the current levels of escalation all clinical and call audit staff 
have been redeployed into frontline roles and this will impact on the 
Audit Programme, Pathways Compliance and Learning from Deaths 
 

• Despite considerable effort we have not been able to recruit sufficient 
Pathways Clinical Auditors to become Compliant for our Clinicians. 
However, 4 out of 5 Audits have been completed per clinician. NHS 
Digital Pathways team have been kept informed on a monthly basis 
and they have not raised any concerns (this is listed on the 
organisational risk register – 410) 
 
 

• Long term financing for the Paramedic Pathfinder team has not yet 
been resolved, this is largely due to the ongoing uncertainty regarding 
financing during the COVID-19 pandemic 

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? 

Continuously reviewing the quality of care provided is associated with improved 
outcomes, experienced and quality.  

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) 

None identified. 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

Yes No Positive Negative 

  ✓     

Proactive Reactive Internal External 

  ✓     
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Introduction  
____________________________________________________ 
   

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

Included in this month’s paper: 

Ambulance clinical quality indicators 

Clinical audit programme 

Learning from deaths 

NICE guidelines 

NHS Pathways: Health advisor 

NHS Pathways: Clinicians 

Research & development  

Paramedic pathfinder 

Trauma  

 

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

below explains what the SPC chart is showing.   
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Ambulance Clinical Quality Indicators 
____________________________________________________ 
 

ACQI Result SPC 

Return of spontaneous circulation  28.3% 
 

Return of spontaneous circulation (Utstein)  40.9% 
 

Survival to discharge 4.2% 
 

Survival to discharge (Utstein)  22.2% 
 

Sepsis care bundle - - 
Stroke care bundle - - 
STEMI care bundle - - 

Post-ROSC care bundle  82.6% 
 

STEMI timing (average call to hospital) 02:14 
 

Stroke timing (average call to hospital) 01:49 
 

 

Summary 

 The data above represents the nationally submitted data for June 2020 which was delayed due to 

COVID-19.  

Assurances  

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

 All ACQI data during the COVID period has now been submitted.  

Risks identified  

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

performance during this period.  

 Survival to discharge performance is directly affected by hospitals not providing NEAS with the outcome 

information. NHS England are exploring potential solutions as this is a national issue.  

 The STEMI timing based on the MINAP submission information is not accurate. This is a national issue 

and relies on the hospital entering their data in a timely manner.  

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

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

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

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

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

months later.  

 Obtaining cardiac arrest outcome data from hospital is proving challenging and the increasing number 

of unmatched patients will affect survival to dispatch performance.   
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Clinical Audit Programme 
____________________________________________________ 
 

Clinical Audit Reports 

 None included this month.   

Summary 

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

the are the nationally reported ACQI which are continuous throughout the year.  6 of the projects are 

ongoing and 4 have been completed and are awaiting sign off from CQDF.  

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

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

 The Ulysses system is now live for the clinical audit team.  

Assurances  

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

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

Risks identified  

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

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

quarter 2 and an update provided.    

Items for escalation 

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

Further information 

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

9FFCF55ECF03#] 
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NICE Guidelines 
____________________________________________________ 
 

NICE Guidelines  
Awaiting Baseline 

Assessment 
Relevant Compliant 

347 24 77 53 
 

 

Summary 

 An action was presented at CQDF. Actions have been agreed for the clinical related recommendations 
that we are non-compliant with. The medications, mental health and safeguarding NICE guidelines will 
be monitored at sub groups.  

Assurances  

 We has completed for 10 NICE guidelines, increasing our compliance against those relevant to NEAS  
 Actions plans are currently in place for all recommendations that we are currently non-compliant with 

and these will be primarily monitored through CQDF. There are no non-compliant recommendations 
that require organisational risks.  

Risks identified  

 None identified. 

Items for escalation 

 None identified. 

Further information 

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

 

    

 

 

 

  

Summary 

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

be achieved 
o 235 Health Advisors (HA’s) were audited of which 57.9% fully achieved all their calls, 29.8% achieved 

all bar one call and 12.3% failed 2 or more of their calls. Overall pass rate for October is 87.7% 
o 827 calls were audited of which 79.3% achieved a score of 86% or more 
o 74 calls achieved a score of 100% (or equivalent for the Low Acuity Audits) 
o Financial year to date: 7737 calls have been audited of which 79.8% achieved a score of 86% or more 
o 8.8% or 678 calls audited have achieved a score of 100% (or equivalent for Pathways Lite)  
o 374 performance plans have been actioned so far with 96% of plans being successfully completed. 
o 54 calls have been appealed (0.7% of total calls audited) of which 0.1% have had their initial score 

overturned to a compliant call 

Assurances  

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

Risks identified  

 We are currently non-compliant with the NHS Pathways end user license agreement which is listed on 
the organisational risk register – 409. This is temporary and is due to the Auditing team supporting the 
EOC with call taking duties. 

Items for escalation 

 None identified.  

350
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Call Audit Performance Management Framework

ACQI Result SPC 

Call pass performance  83.2%  

Health advisor pass performance   87.7% 
 

 91% 

Average score 
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NHS Pathways: Clinicians 
____________________________________________________ 

 
 

 

 

 

Summary 

 The data presented is based on October 2020 audits for the NHS Pathways Clinicians. 
 At the time of the report there were 71 NEAS clinicians in establishment, and 32 agency clinicians doing 

shifts in the EOC. 
 There were 83 clinicians audited in October; 60 NEAS staff and 23 agency staff.  11 NEAS clinicians 

were not audited due to sickness, annual leave, training, maternity or secondment. 
 Each clinician had between 1 to 4 calls audited, depending on shift pattern, annual leave or sickness. 
 There were 302 calls audited, of which 282 achieved a score of 86% or above. 
 The average score for all calls was 94.8%. 
 80 out of 83 (96.4%) of the clinicians audited were compliant in their audits, failing no more than one of 

their calls.  2 agency staff members were non-compliant with their audits.  1 NEAS was non-compliant, 
70 (98.6%) of NEAS clinicians were compliant with their audits, as well as 21 out of 23 (91.3%) of the 
agency clinicians. 

  
Assurances  

 96.4% of clinicians audited were compliant, with the average score for all calls being 94.8%, well above 
the national benchmark of 86%. 

Risks identified  

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

Items for escalation 

 None identified 

  

ACQI Result SPC 

Call pass performance  93.4%  

Clinician pass performance   96.4% 
 

 

95%
%

Average score 
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Research & Development 
____________________________________________________ 
 

 
 

Summary 

 There are 18 studies in the Research portfolio, 6 of those are active studies meaning open to 
recruitment or in analysis, 3 studies are currently in set up. The remaining 9 studies are either in 
development, awaiting confirmation from funding bids/expression of interest submissions, or we are 
assisting on a study however we receive no accruals due to the study design. One such study is the 
NENC Vaccine study, it is a NIHR portfolio study but comes with no accruals however assistance has 
been requested by NENC CRN.  

 All 6 studies are CRN portfolio studies, this is a developed database of high-quality clinical research 
studies, which meet specific eligibility criteria. 

Assurances  

 All open studies are actively recruiting and have had the first participant within the agreed timeframe for 
(Recruitment to Time & Target) RTT.  

 Q2 Finance Return was submitted & accepted. 

Risks identified  

 None identified at this moment 

Items for escalation 

 None identified at this moment 

Further information 

 PID (Performance in Initiating & Delivery Clinical Research) was put on hold due to COVID this has 
been reinstated and all three returns (Q4, Q1 & Q2) were submitted on the 30th October. 

 There have been no publications published in September but two are currently under review at different 
Journals. 

 Urgent Public Health studies (UPH) are studies that must be prioritised by all Trusts to assist with 
necessary clinical and epidemiological evidence that will inform national policy and enable new 
diagnostic tests, treatments and vaccines to be developed and tested for COVID-19. We have been 
approached to take part in two UPH studies; Principle & TRIM.  

Active Studies Studies in Set Up Completed Studies (2020/21) 

6 3 1 

Finance Returns PID Publications 

Q1 – Submitted & Accepted 

Q2 – Submitted & Accepted 

Q3 – TBC 

Q4 - TBC 

Q4 – 30th October 2020 

Q1 – 30th October 2020 

Q2 – 30th October 2020 

Q3 - TBC 

No new publications for 
October 
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CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information:   

 

Board of Directors’ Meeting – 25/02/2021 

Report title: Board Performance Report – January 2021 

Purpose of report: To provide the Trust Board with an overview of key performance metrics for 
January 2021. 

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

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

 

• Response times have remained high since October 2020, and reflect a 
deterioration compared to the improvements seen in the Spring, as a result of 
increased absences related to staff sickness and COVID, increased time for 
vehicle deep cleaning and increased time on scene. C1 response standards 
continue to be achieved, and YTD performance reflects an improved position 
compared to 2019/20 response times across all categories. 

Hear and Treat rates have reached the highest recorded since the introduction 
of ARP at 10.3% for January 2021. See and Treat rates remain above the 
2019/20 position, resulting in fewer patients being taken to ED. 

Call answer performance for both 999 and 111 was under significant pressure 
throughout January following COVID outbreaks at both Newburn and Russell 
House locations.  

National contingency has been in place for 111 for most of January to mitigate 
the impact of high absence rates. Ambulance Trusts nationally have struggled 
with 999 call answer performance, particularly LAS and YAS, which has meant 
that mutual aid has not been implemented. 

Staff sickness has increased to 12.2% in month attributable to COVID. 

Appraisal compliance consistently falls short of the target and is not expected to 
be achieved this financial year. 

The Trust is forecasting an over-achievement against the annual Cost 
Improvement Programme target (delivering £3.219m against plan of £1.833m). 

Capital spend outturn forecasts currently report a lower spend than has been 
planned (£6.597m forecast against £8.349m plan). 

Key Risks: 

Wave 3 of the pandemic along with winter pressures remains a key risk, 
affecting staff availability through sickness and shielding, as well as additional 
patient demand from our own region and others through mutual aid 
arrangements. 

Operational performance across all service lines is being supplemented by 
additional funding in place until the end of March 2021. If this level of additional 
resource cannot be extended performance will deteriorate. 

 

Issue previously considered by: 
Performance and Finance Committee 

Recommended actions: Board members are asked to note monthly performance for January 2021.  

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



 Page 2 of 3  

Report author: Hannah Winney, Head of Planning and Performance 

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 

 ✓    ✓   

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

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

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

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

    ✓ 

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

Key considerations Details 

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

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

248 - Underachievement of the recurrent CIPs required within the overall CIP 
plan for the current financial year 

301 - Inability to continually develop clinical skills of the workforce to support the 
reduction of conveyance to hospital and increase care in the community. 

360 - Impact of COVID-19 (Coronavirus) on the safe and effective delivery of 
services 

TBYW0005- Inadequately resourced increase in activity will lead to a 
deterioration of key performance indicators 

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

Please specify any Financial 
Implications 

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

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

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



 Page 3 of 3  

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

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

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 

(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Not applicable to this paper. 

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

 ✓   

Proactive Reactive Internal External 
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Introduction  
____________________________________________________ 
   

This document provides updates for Operational Performance, Workforce and Finance measures 

for January 2021.  Included in this month’s papers: 

Performance Summary Dashboard ✓ 

Operational Performance ✓ 

Workforce Performance ✓ 

Financial Performance ✓ 

Key Performance Indicators SPC Charts ✓ 

Benchmark Performance Charts ✓ 

 

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

been used to demonstrate and explain what the chart is showing.  
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Performance Summary 
____________________________________________________ 

 

Data Note:  

• Variation and Assurance ratings have been taken from the Making Data Count SPC tool, local adjustments have been made to these 

ratings for the following measures: 

o  111 Call answer % changed to consistently falls short of target as the target has not been met for the period reported 

• 999 call answer performance updated to reflect validated position 

• 111 clinician input % has been updated to include Speak to Primary Care activity passed to CDDFT, ELM, Vocare and 

Gatdoc through locally agreed contracts, and has been backdated to April 2020. Nationally reported figures will continue to 

report the previous position until re-submission windows are opened. This measure is still expected to be under reported 

with the potential for other providers to be completing other clinical telephone assessments which cannot be identified 

through internal data sources. This has been raised with commissioners to find a system reporting solution.  

Jan-21 YTD 20/21 Target Exceptions

Unscheduled Care

C1 Mean 00:06:47 00:06:25 00:07:00 Y

C1 90th centile 00:11:44 00:11:00 00:15:00 Y

C2 Mean 00:35:56 00:24:43 00:18:00 N Consistenly falls short of the target

C2 90th centile 01:13:21 00:54:27 00:40:00 N Inconsistenly achieves target

C3 90th centile 04:57:15 03:00:28 02:00:00 N Inconsistenly achieves target

C4 90th centile 03:37:51 02:38:47 03:00:00 N Inconsistenly achieves target

Hear and Treat % 10.3% 7.9% Special cause improvement

See and Treat % 29% 30%

ED Conveyance % 53% 54%

Non-ED Conveyance % 8.2% 8.3% Special cause concern

999 Mean call answer (seconds) 16 Not Available Special cause concern

999 95th centile call answer (seconds) 69 Not Available Special cause concern

Average Handover to Clear time 00:17:39 Not Available 00:15:00 N Consistently falls short of the target

111

111 Calls abandoned % 13.1% Not Available 5% N

111 Call Answer % 55% Not Available 95% N Consistently falls short of the target

111 Clinical call backs % 34% Not Available 50% N Consistently falls short of the target; Special cause improvement

C3/4 revalidations % 27% Not Available 50% N Consistently falls short of the target

ED revalidations % 22% Not Available 50% N Consistently falls short of the target; Special cause improvement

Clinician input % 33% Not Available 50% N Consistently falls short of the target; Special cause concern

Scheduled Care

On Time Arrival % 84% Not Available 80% Y Special cause improvement

Collection within 60 mins % 89% Not Available 85% Y

Time on vehicle <60 mins % 94% Not Available 90% Y Special cause improvement

Workforce

Sickness % 12.2% 7.27%** 5% N Special cause concern

Mandatory Training % 88.9% 88.9%** 85% Y

Appraisal Compliance % 69.3% 69.3%** 85% N Consistently falls short of the target; Special cause concern

YTD 20/21

£'000

FOT 20/21

£'000

Target

Finance

Revenue variance from plan 526 0 0

CIP variance from NHSEI plan 429 1386 0

Capital variance from revised plan 1565 1753 0

* data reported a month behind

** 12 month rolling position
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Operational Performance  
____________________________________________________ 
 

Summary 

• Response times have remained high since October 2020, and reflect a deterioration compared to 

the improvements seen in the Spring, as a result of increased absences related to staff sickness 

and COVID, increased time for vehicle deep cleaning and increased time on scene. Hospital 

handovers have also continued to increase with average turnaround time 36minutes and 36seconds 

in January. 

• Hear and Treat rates have remained high since October 2020, with January rates reaching the 

highest recorded since the introduction of ARP. See and Treat rates remain above the 2019/20 

position, resulting in fewer patients being taken to ED. 

• Call answer performance for both 999 and 111 was under significant pressure throughout January 

following COVID outbreaks at both Newburn and Russell House locations.  

• National contingency has been in place for 111 for most of January to mitigate the impact of high 

absence rates. Ambulance Trusts nationally have struggled with 999 call answer performance, 

particularly LAS and YAS, which has meant that mutual aid has not been implemented. 

• 111 clinician KPIs remain challenging, with national targets not expected to be achieved. 

Assurances  

• C1 response standards continue to be achieved. 

• Operational effort has been focused on maintaining services with limited resource due to significant 

COVID related absences. 

• The new Demand Management Plan (DMP) has been drafted and is going through the relevant 

governance processes for approval. Changes will further support the safe management of service 

pressures. 

• A pilot project has commenced to minimise the impact of vehicle deep cleaning requirements on 

operational time.  

• Both Hear and Treat and See and Treat rates continue to report an improved position against 

2019/20 performance, with fewer patients being conveyed to ED. 

• Remote working equipment has been rolled out to EOC clinicians to support more flexible working 

and maximise clinician capacity. 

• The management of ED revalidations was changed in December to only being carried out by senior 

CAS clinicians, from the previous mixed model of band 6 and senior CAS clinicians. This has 

resulted in a 10% increase in the volumes being deflected from Ambulance and ED dispositions, 
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with 82% of ED calls revalidated to alternative dispositions, supporting the work of the system to 

reduce attendance at ED.  

• All Scheduled Care KPIs continue to be achieved. 

Risks identified  

• C2, C3 and C4 response time standards are not consistently achieved. 

• Risk of continued high levels of COVID cases across the region will lead to continued high staff 

absence through sickness and self-isolation putting pressure on all service lines. 

• Sustained pressure on 999 and 111 services nationally through additional demand and high staff 

absence would continue to impact on performance as a result of national contingency arrangements 

and mutual aid. 

• Challenges remain in delivery of the recommended vehicle hours as set out in the ORH re-review. 

• Recurrent funding to ORH re-review levels has yet to be agreed with commissioners, should this not 

be achieved response times will significantly deteriorate from April 2021 onwards. 

• National funding currently providing additional health advisor and clinician capacity for 111 is due to 

end in March, if no arrangement to extend this arranged performance will deteriorate from April 

2021 onwards. 
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Workforce Performance  
____________________________________________________ 

Summary 

• Staff sickness has increased to 12.2% in month; all attributable to COVID. The 12-month rolling 

sickness absence rate has been skewed in 2020/21 due to COVID and the annual target will not be 

achieved.   

• Statutory and Mandatory training compliance continues to achieve the 85% target, recovering from 

the reductions seen earlier in the year due to temporary suspension of face-to-face training. 

• Appraisal compliance consistently falls short of the target and is not expected to be achieved this 

financial year. 

Assurances 

• Additional individual and collective actions were undertaken throughout January 2021 to support 

staff and line managers with high levels of COVID related absence, particularly in outbreak areas. 

• Continued in-house COVID testing (via lateral flow testing at home, and PCR testing at Russell 

House and satellite Acute Trust sites) for early intervention and isolation. In January 2021 we also 

introduced mass PCR testing to support the outbreak plans.  

• Line managers continuing to support and manage all long-term absences out with COVID. 

• Continued health & wellbeing offers are being made available to, and planned in with staff (including 

self-help, Occupational Health support, individual interventions). 

• Flu vaccination programme continued with 64% uptake as at 31st January 2021. COVID 

vaccinations for staff commenced in December 2020 via partner organisations and NEAS’ own in-

house clinics. 

• An action plan to support increased appraisal compliance has been agreed with Executive 

Management Group with actions including: prioritising appraisals for those staff who are overdue by 

2 years or more; support services tasked with achieving 100% compliance by 31st March 2021; and 

ensuring operational staff due an appraisal between December and March 2021 to have a wellbeing 

conversations as a minimum with then a planned appraisal by the end June 2021. 

Risks 

• Absence is unlikely to reduce given we are in the Winter period and third wave of COVID as 

demonstrated through trend analysis over many years in all NHS organisations.  

• COVID prevalence rates are expected to remain high with staff in clinical extremely vulnerable 

groups continuing to shield until at least March 2021, with all staff also adhering to isolation 

requirements. 
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• Increasing length of absences related to COVID, and more individuals suffering from long-COVID 

are emerging. This is resulting in less certainty for workforce planning and long-term recovery plans 

are being worked through.   

• Wave 3 of COVID and winter pressures requires all frontline staff to be focused on clinical work 

only, limiting the opportunity to recover the appraisal compliance position, and hence the pragmatic 

decision take by EMG. This will be continually monitored and reviewed.  
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Financial Performance  
____________________________________________________ 

Summary 

• A revised NHS financial regime has been introduced as a response to the COVID-19 pandemic. 

New ‘fixed system budget’ arrangements are now in place. 

Revenue Position 

• Due to the emergency financial arrangements introduced into the NHS in response to the CV19 

pandemic NHSEI financial metrics are not reported. 

• Cost Improvement Programme (CIP) activity and reporting was suspended by NHSEI, however 

Trusts were advised that high level efficiency reporting will be required. The Trust is forecasting to 

achieve the overall system control total deficit of £0.678m, and achievement against plan for 

efficiencies has been reported at £1.651m YTD (plan £1.222m) with an over-achievement forecast 

at outturn of £1.386m (delivering £3.219m against plan of £1.833m). 

 

Capital Expenditure Position 

• Capital spend outturn forecasts currently report a lower spend than has been planned (£6.597m 

forecast against £8.349m plan). This reflects slippage against PTS and RRV conversions and 

EPRR vehicle deliveries notified to Capital Management Group (CMG) in December 2020. CMG 

continue to seek to mitigate this underspend by bringing forward future expenditure, but it is likely 

that a significant underspend will remain. NHSEI have been notified of the forecast position.  

• This month, there has been £0.141m expenditure incurred on the following schemes; i) £0.1m for 

electronics and IM&T schemes, ii) £0.040m on estates programmes. 

• We were notified in early February 2021 of an additional £132k PDC funding being approved by 

NHSEI related to COVID capital bids made in August 2020 for purchase of NIAS vehicles and the 

expansion of EOC telephony system capacity.  
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Statement of Comprehensive Income (SOCI)  

 

 

Cash Flow  

 Actual Forecast 

 31 Jan 21 31 Mar 21 

  £m £m 

NEAS Bank Account 39.992 20.300 

NEASUS Bank Account 0.720 0.825 

Total 40.712 21.125 
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Appendix 1 – SPC Charts 
__________________________________________________________________________ 

Unscheduled Care KPIs 
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999 Call Answer KPIs 

 

111 ADC KPIs 
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Scheduled Care KPIs 

 

 

Workforce KPIs 
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Appendix 2 – Benchmark Charts 
__________________________________________________________________________ 

ARP Response Times 
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Ambulance Outcomes 

 

Ambulance – Call Answer Performance 
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111 ADC KPIs (December 2020) 

 

 



   

 Page 1 of 3   

CATEGORY OF PAPER 

Specific action required:   Provides Assurance: ✓ For Information: ✓ 

 

Board of Directors’ Meeting - 25th February 2021 

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 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 
12th February 2021; 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 
EMG the number of risks has increased by 2, one risk is concerning 
agile working within the Trust and one risk detailing data quality 
concerns on ePCR forms, 

The current Organisational Risk Register currently contains 6 specific 
risks; of these, 2 risks show a residual ‘red’ rating, scoring 20 (N=1) and 
16 (N=1) the remaining risks shows a residual risk rating within the 
‘amber’ category (between 8 and 12), scoring 12 (N=3) 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  
 

 
The risks captured cover legal, financial and moral implications for the 
Trust and our stakeholders. 
 
 
 

Issue previously considered by: 

The Executive Management Group  

Quality Governance Group  

Public Board 

Recommended actions: Review the ORR for content 



 Page 2 of 3  

Sponsor / approving director: Dr Mathew Beattie, Medical Director  

Report author: Adam Hopper, Risk Manager 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Improving 

Quality and 

Safety 

NHS 111 

and CAS 

Clinical 

Care and 

Transport  

Developing a 

Sustainable 

Workforce 

Communication 

and 

Engagement  

Organisational 

Sustainability 

✓ ✓ ✓ ✓ ✓ ✓ 

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

✓ ✓ ✓ ✓ ✓ 

Link to Trust values: 
(please tick) 
 
 
 
 
(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

Pride 
Strive for 

excellence 
Respect Compassion 

Take 

responsibility & 

be accountable 

Make a 

difference – 

day in & day 

out 

✓ ✓ ✓ ✓ ✓ ✓ 

The identification and management of risks is an essential element of 
business management, linking directly with all of the Trusts values. 

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

Inadequate consideration of the Organisational Risk Register could result in a 
failure to effectively manage identified risks, whilst impede achievement of 
compliance with the Trust’s objectives thus creating unnecessary risk exposure. 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

Yes No Not Relevant 

    ✓ 

      

Key considerations Details 

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

The report contains the various risks captured within the organisational 
risk register  

 

Please specify any Financial 
Implications 

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

The report itself does not pose any financial implications. The individual 
specific risks will however cover any specific issues. 

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. 
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Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 

(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

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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3DXO� $LWNHQ�)HOO

0DWKHZ�%HDWWLH

��,QDELOLW\� WR� FRQWLQXDOO\� GHYHORS
FOLQLFDO� VNLOOV� RI� WKH� ZRUNIRUFH� WR
VXSSRUW� WKH� UHGXFWLRQ� RI� FRQYH\DQFH
WR�KRVSLWDO�DQG� LQFUHDVH�FDUH� LQ� WKH
FRPPXQLW\�

��
1HZ�&DUHHU� IUDPHZRUN�GHYHORSHG� LQ� OLQH�ZLWK�FROOHJH
RI� SDUDPHGLFV� JXLGDQFH

GHYHORSHG� WKH� VSHFLDOLVW� SDUDPHGLF� UROH� DQG�PRGHO� IRU
URWDWLRQ� LQ� RUGHU� WR� GHYHORS� VNLOOV

$GYDQFHG� SUDFWLFH� GHYHORSPHQW� SRVLWLRQV� GHYHORSHG
DQG� UHFUXLWPHQW� LQ�SURJUHVV�DQG�FRXUVH�VHFXUHG�ZLWK
+(,

RYHUDUFKLQJ� ZRUNIRUFH� SODQ� WR� EH� GHYHORSHG� WR
LQFOXGH� FOLQFLDQV� IRU� $53� GHOLYHU\�� DGYDQFHG
SUDFWLFH� DQG� URWDWLRQDO�3&1� PRGHO� WR� LQIRUP
+((�RI� WUDLQLQJ�SODFH� UHTXLUHPHQW� VLQ�RUGHU� WR
ILOO� JDSV

GHYHORS� D� ZRUNIRUFH� VWUDWHJ\� ZLWK� NH\� UROHV� DQG
EHQHILWV� UHDOLVDWLRQ� WR� VXSSRUW� WKH� GHOLYHU\� RI
WKH� WUXVW� VWUDWHJ\� DQG� 1+6� IRUZDUG� YLHZ

� ������������ &RQWLQXDO� FRQYH\DQFH� WR� KRVSLWDO
DGGV�SUHVVXUH� WR�ERWK�1($6�DQG
$FXWH� VHUYLFHV� LQ� DQ� DOUHDG\� XQGHU
UHVRXUFHG� HQYLURQPHQW�

�������

3DXO� /LYHUVLGJH

$ODQ�*DOODJKHU

��,PSDFW� RI� &29,'���� �&RURQDYLUXV�
RQ� WKH� VDIH� DQG� HIIHFWLYH� GHOLYHU\� RI
VHUYLFHV

��
*RYHUQDQFH� VWUXFWXUH�� GDLO\� PHHWLQJV� ZLWK� GHGLFDWHG
LQIUDVWUXFWXUH� IRU� FRPPDQG� DQG� FRQWURO� SULQFLSOHV

'LUHFW� OLQNV� DW� UHJLRQDO� DQG�QDWLRQDO� OHYHO� WR� HQVXUH
PRVW� FXUUHQW� JXLGDQFH�LQWHOOLJHQFH� LV� PRQLWRUHG� DQG
DFWHG�XSRQ�DV�DSSURSULDWH

(PHUJHQF\� 2SHUDWLRQV� &HQWUH� �(2&�� ZRUNVWDWLRQV
DGMXVWHG� WR� LQWURGXFH� �P� VSDFLQJ� WR� KHOS� SUHYHQW
VSUHDG� RI� YLUXV�� )LUVW� IORRU�� ZHVW� ZLQJ� RI� +4� EHLQJ� XVHG
WR� DFFRPPRGDWH� (2&� VWDII� WR� SURYLGH� DGGLWLRQDO
VSDFH�

5HJXODU� FRPPXQLFDWLRQV�ZLWK� LQWHUQDO� DQG� H[WHUQDO
VWDNHKROGHUV� WR� GLVFXVV� VHUYLFH� GHOLYHU\� DQG� PHDVXUHV
WR�PDQDJH� VLWXDWLRQ

([LVWLQJ� EXVLQHVV� FRQWLQXLW\� SODQV� IRU
GLUHFWRUDWHV�GHSDUWPHQWV�� 6SHFLILF� SODQV� FRQWDLQ� ZRUN
LQVWUXFWLRQV� UHOHYDQW� WR� HDFK� DUHD�

3HUVRQDO� 3URWHFWLYH� (TXLSPHQW� �33(�� LVVXHG� WR
RSHUDWLRQDO� VWDII� LQ� OLQH� ZLWK� JRYHUQPHQW� JXLGDQFH�

'HGLFDWHG� UHVRXUFHV�YHKLFOHV� XVHG� WR� WUDQVSRUW
FRQILUPHG� FDVHV� RI� &29,'����� +$57� WHDP� XVHG� IRU
WKHVH� FDVHV� WR� PLQLPLVH� ULVN� WR� VWDII�

(VFDODWLRQ� SODQV� HQDFWHG� DQG�PRQLWRUHG� YLD� WKH
JRYHUQDQFH� VWUXFWXUH�� 7KH� DFWLRQ� OLQNV� FORVHO\� ZLWK� WKH
FRPPXQLFDWLRQ� VWUDWHJ\� DQG� QDWLRQDO� DQG� UHJLRQDO
OLQNV�

0DLQWDLQ� VWURQJ� OLQNV� DW� JRYHUQPHQWDO�QDWLRQDO� OHYHO� WR
PRQLWRU� DQG�RU� HVFDOWH� FKDOODQJHV� UHODWLQJ� WR
&29,'���

9DFFLQDWLRQ�6XSSRUW� DQG�5ROORXW� DFURVV� WKH�7UXVW� �
1($6� KDV� EHHQ� SURYLGHG� DFFHVV� WR� RWKHU�+HDOWK�&DUH
3URYLGHUV� YDFFLQDWLRQ� SODQV� �� WKLV� ZDV� RIIHUHG� RXW� WR� DOO
VWDII� WUXVW� ZLGH

1($6� KDV� FRPPHQFHG� LWV� RZQ� &29,'���� YDFFLQDWLRQ
SURFHVV� RXW� RI�0RRQJDWH� +RXVH

/DWHUDO�)ORZ�7HVWLQJ��/)7��KDV�EHHQ�UROOHG�RXW�ZLWKLQ
WKH�7UXVW

(QVXUH� WKDW�DQ�DSSURSULDWH
LQIUDVWUXFWXUH�UHVRXUFHV� DUH� DYDLODEOH� WR
SURYLGH� FRQWLQXHG� VXSSRUW� IRU� ERWK
RSHUDWLRQDO�VXSSRUW�PDQDJHPHQW� VWDII� GXULQJ
WKH� GHYHORSLQJ� VLWXDWLRQ�� 6WDII� ZHOO�EHLQJ� PXVW
EH�FRQVLGHUHG�DW�DOO� VWDJHV��DQG� LQFUHDVHG�DV
WKH� VLWXDWLRQ� HVFDODWHV�

� ������������� 7KH� LPSDFW� LV�ZLGH� UDQJLQJ�DFURVV
DOO� DVSHFW� RI� WKH� VHUYLFH�� ERWK
RSHUDWLRQDO� DQG� VXSSRUW� VHUYLFHV
DQG�ZLGHU�VWDNHKROGHUV��7KH
LPSDFW� LQFOXGHV� PDQ\� VWDNHKROGHUV
ERWK� LQWHUQDOO\� DQG� H[WHUQDOO\� GXH
WR� WKH�XQSUHFLGHQWHG�JOREDO
SDQGHPLF�� )DFWRUV� VXFK� DV
SDWLHQW�VWDII� VDIHW\�� SDWLHQW
H[SHULHQFH�� SHUIRUPDQFH�
ILQDQDQFLDO� DQG� PRUDO� LPSOLFDWLRQV
IRU� GHFLVLRQV� EHLQJ�PDGH� WR� HQVXUH
VHUYFLHV� DUH� PDLQWDLQHG� IRU� WKH
PRVW� YXOQHUDEOH

5LVN� 	� 5HJXODWRU\� 6HUYLFHV� &$0� ����'DWH� 3ULQWHG�� ���������� 3DJH���RI��
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&29,'�0DUVKDOV� KDYH� EHQH� GHSOR\HG� LQ�%HUQLFLD
+RXVH� DQG�5XVVHOO� KRXVH

&29,'� 5LVN� DVVHVVPHQWV� FDUULHG� RXW� DW� VWDWLRQV

�������

/LQGVD\� :DUGOH

0DUN�:DOVK

��$JLOH�ZRUNLQJ� LV� QRW� IXOO\� HPEHGGHG
DQG� HPEUDFHG� E\� DOO� UHOHYDQW
6XSSRUW� 6HUYLFH� VWDII�

�
3URMHFW�SODQ�IRU�$JLOH�ZRUNLQJ�7	)�*URXS� LQ�SODFH�
UHSRUWLQJ�WR�3HRSOH�*URXS�DQG�(0*�

$JLOH�VSDFH�VHW�XS� LQ�%HUQLFLD�+RXVH��*URXQG�)ORRU

3ROLF\�� 623�� &RPPXQLFDWLRQ� FKDQQHOV�� WUDLQLQJ� IRU
PDQDJHUV�DOO� LQ�SODFH�

1DWLRQDO� ORFNGRZQ�KDV�EHHQ�H[WHQGHG� WR��WK
0DUFK�� VKRXOG� WKH� UHVWULFWLRQV� EH� OLIWHG� VWDII� FDQ
WULDO� WKH�DJLOH�ZRUNLQJ�DUHDV�

� ������������ 5HVLVWDQFH� IURP� VWDII� FRXOG� FUHDWH
GLVKDUPRQ\�XQUHVW� DQG� SRRU
SURGXFWLYLW\� ZLWK� SRWHQWLDO� IRU� VWDII
WR� OHDYH�� (IILFLHQF\� FRXOG� GHFUHDVH
LI� WKH� LQIUDVWUXFWXUH� IRU� VWDII� WR
HPEUDFH�DJLOH�ZRUNLQJ�LV�QRW� LQ
SODFH��7KH� UHOHDVHG�HVWDWH�ZLWKLQ
%HUQLFLD� +RXVH�PD\� QRW� EH
DYDLODEOH� IRU� RWKHU� XVHV�

�������

3DXO� $LWNHQ�)HOO

6KDQH�:RRGKRXVH

��'DWD� TXDOLW\� LVVXHV� ZLWK� VXEPLWWHG
H3&5� UHFRUGV� KDYH� EHHQ� LGHQWLILHG�
,QFLGHQW� DQG� FOLQLFLDQ� LQIRUPDWLRQ
KDV�EHHQ� LQFRUUHFW�RQ� WKH�H3&5�DQG
ZKHQ�FDVHV�DUH�UH�GRZQORDGHG
WKHVH� GHWDLOV� DUH� FKDQJLQJ�� ([WHUQDO
VWDNHKROGHUV�DUH�DZDUH�DQG
H[SUHVVLQJ� FRQFHUQV� DERXW� WKLV�

��
LGHQWLILHG� FDVHV� KDYH� EHHQ� VHQW� WR� ,0	7� IRU
LQYHVWLJDWLRQ

,GHQWLILHG� FDVHV� KDYH� EHHQ� UHSRUWHG� WR� ,0	7
DQG� VHQW� WR� &OHULF� IRU� LQYHVWLJDWLRQ

0HHWLQJ� EHWZHHQ� UHOHYDQW� LQWHUQDO� VWDNHKROGHUV
DQG�&OHULF� SODQQHG� WR� GLVFXVV� WKH� LQFLGHQWV
LGHQWLILHG� RYHU� WKH� SUHYLRXV� ��ZHHNV� DQG� DJUHH
DFWLRQ� SODQ�

� ������������ � $VLGH� IURP� WKH� GDWD� TXDOLW\� LVVXHV
WKHUH� LV� DOVR� WKH� SRWHQWLDO� IRU
UHSXWDWLRQDO� GDPDJH�

����0('��

6WHSKHQ� $GDPV

3DXO� $LWNHQ�)HOO

��7KH� SRWHQWLDO� ORVV� RI� VNLOOHG� FOLQLFDO
ZRUNIRUFH� � GXH� WR� UHTXLUHPHQWV
KLJKOLJKWHG� LQ� WKH�1+6�SODQ
UHJDUGLQJ� WKH� HPSOR\PHQW� RI
3DUDPHGLFV� LQWR� 3ULPDU\� FDUH
1HWZRUNV

��
8SGDWHG� GHSOR\PHQW� SODQ� QRZ� RSHUDWLRQDO�� FXUUHQWO\� RQ
YHUVLRQ� �� ZLWK� VRPH� DGGLWLRQV� IURP� SUHYLRXV� YHUVLRQV
GXH� IRU� UHYLHZ�HQG�RI�'HFHPEHU������ �� WKHUH� LV� DW
OHDVW� ��$3� RQ� GXW\� HDFK� GD\�

ZRUN� FRPPHQFHG� WR� PDS� RXW� IXOO� ZRUNIRUFH
UHTXLUHPHQWV� WR�PHHW� ERWK� $53� DQG� UHTXLUHPHQWV� RI
3&1
V�DQG�ZRUN�ZLWK�+(,
V�DQG�+((� WR�DJUHH� IRUZDUG
ZRUNIRUFH� SODQ� IRU� GHOLYHU\� WR� EH� DJUHHG� DV� SDUW� RI� WKH
,&6

GHYHORSPHQW� RI� WKH� FRPPXQLW\� VHUYLFHV� GLUHFWRUDWH
DQG� VXEVHTXHQW� FDUHHU� IUDPHZRUN� DQG�PRGHO� IRU
GHOLYHU\

SODQV� WR� GHYHORS� WKH� URWDWLRQDO� SDUDPHGLF�PRGHO
XQGHUZD\

&RPPXQLFDWLRQ� WDNH� VSODFH� ZLWK� 3&1
V� DQG
&&*
V� DQG� ,&6� FROOHDJXHV� WR� VXSSRUW� WKH
URWDWLRQDO� DSSURDFK

FRQVLGHU� PDQDJPHQW� VWUXFWXUH� UHTXLUHG� WR
PDQDJH� WKH� GD\� WR� GD\� GHOLYHU\� RI� WKH
GLUHFWRUDWH�� LQFOXGLQJ� URVWHULQJ�� PDQDJHPHQW� RI
VWDII�� GHSOR\PHQW�� UHSRUWLQJ�� DSSUDVLVDOV� DQG
EXVLQHVV� GHYHORSPHQW

UHFUXLW� WR� WKH� DGYDQFHG� SUDFWLFH� YDFDQFLHV

GHYLVH� D� SHUIRUPDQFH� UHSRUW� WR� PRQLWRU
LQGLYLGXDO� DGYDQFHG� SUDFWLWLRHQU� DFWLYLW\� DQG
SDWLHQW� RXWFRPHV� DQG� FRQYH\DQFH� UDWHV� ERWK
ZKLOVW� LQ�KXE��&&	7�DQG�*3�SUDFWLFHV�VR� UHWXUQ
RQ� LQYHVWPHQW� DQG� � EHQHILWV� UHDOLVDWLRQ� FDQ� EH
UHDGLO\� DYDLODEOH

� ������������ 7KH�SRWHQWLDO� LPSDFW�RQ� � WKH�DELOLW\
WR�PHHW� RXU� DPEXODQFH� .3,
V�
UHGXFHG� FRQYH\DQFH� WDUJHWV� DQG
GHOLYHU\� RI� $4,
V� DORQJ� ZLWK� WKH
UHGXFHG� FDSDELOLW\� IRU� FOLQLFDO
SODFHPHQWV� LQ� RUGHU� WR� VXVWDLQ
ZRUNIRUFH� QXPEHUV� LQ� WUDLQLQJ�

����255���

9LFWRULD� &RXUW

3DXO� /LYHUVLGJH

��)DLOXUH� WR� GHOLYHU� RXU�$PEXODQFH
.3,
V� LQ� UHODWLRQ� WR� RXU� SHUIRUPDQFH
WUDMHFWRU\� DJUHHG� E\� RXU� OHDG
&RPPLVVLRQHUV�� � 5HVSRQVH� WLPHV
IRU� FDWHJRU\� �� DQG� ORQJ�ZDLWV� IRU
FDWHJRU\� �� DQG� ��

��
3HUIRUPDQFH� LPSURYHPHQW� DFWLRQ� SODQ

:HHNO\� SHUIRUPDQFH� PHHWLQJ

%RDUG� UHSRUWV� �LQFOXGLQJ� SHUIRUPDQFH� UHSRUW�

'HSDUWPHQWDO� SHUIRUPDQFH� PHHWLQJV

'DLO\� SHUIRUPDQFH� UHSRUW� HOHFWURQLFDOO\� VHQW� RXW� WR
RSHUDWLRQV� DQG� RWKHUV

7UDQVIRUPDWLRQ� SURMHFWV

([WHUQDO� VFUXWLQ\� WR� UHYLHZ� RXU� LPSURYHPHQW� SODQV� DQG
RIIHU� IXUWKHU� DGYLFH� RQ� LPSURYHPHQW� LQLWLDWLYHV

:HHNO\� +5� SURYLVLRQV�PHHWLQJV� KHOG� LQ� DOO� WKUHH
'LYLVLRQV�� DWWHQGDQFH� PDQDJHPHQW� LV� D� VWDQGLQJ
DJHQGD� LWHP�
1HZ� DWWHQGDQFH� PDQDJHPHQW� SROLF\� LQWURGXFHG�

0RQLWRU� DQG� UHSRUW� WXUQDURXQG�GHOD\V�ERWK
LQWHUQDOO\� DQG� H[WHUQDOO\� DQG� WDNH� DFWLRQ� ZKHUH
QHFHVVDU\

FRPSOHWH� D�PLG�WHUP� UH�UHYLHZ� RI� WKH� GHPDQG
DQG� FDSDFLW\� UHYLHZ� WR� HQVXUH� RXU� SHUIRUPDQFH
WUDMHFWRU\� UHPDLQV� RQ� WUDFN

5HSRUW� LQWHUQDOO\� WKURXJK� QRUPDO� *RYHUQDQFH
DUUDQJHPHQWV�DQG�HQVXUH�DOO� VWDNHKROGHUV�DUH
DZDUH� RI� RXU� SUHVVXUHV� LQWHUQDOO\�

WUDFN� DQG� UHSRUW� HIILFLHQF\� LPSURYHPHQWV� DORQJ
ZLWK� WKH� DUHDV� WKDW� DUH� DIIHFWLQJ� RXU
SHUIRUPDQFH

'HYHORS� DQG� LPSOHPHQW� RXU�:LQWHU� SODQ� WR
PDLQWDLQ� DQ� RSHUDWLRQ� SRVLWLRQ� RI� VDIHW\� IRU
SDWLHQWV

,Q� YLHZ� RI� GHOD\V� WR� WKH� GHOLYHU\� RI� QHZ� YHKLFOHV
DJUHH� DQG� GHOLYHU� D� FRQWLQJHQF\� SODQ

� ������������� 3DWLHQW� VDIHW\� DQG� ILQDQFLDO
SHQDOWLHV� DSSOLHG��
5HSXWDWLRQDO� ULVNV�GDPDJH� WR� WKH
7UXVW��
,QDELOLW\� WR� PHHW� H[SHFWDWLRQV� RI
UHJXODWRUV�� �
&DQQRW� UHDFK�D�EDODQFH�EHWZHHQ
TXDOLW\� DQG� ILQDQFH
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5HJXODU� FRPPLVVLRQLQJ� PHHWLQJV� DQG� GLVFXVVLRQV

UHSRUWV� FLUFXODWHG� HDFK� ZHHN� RQ� IRUHFDVW� VWDIILQJ�

ZRUNIRUFH� SODQ� DQG� WKH� UHYLHZ� WKHUHRI� WKURXJK�RXU
LQWHUQDO� *RYHUQDQFH� DUUDQJHPHQWV

*RYHUQDQFH� VWUXFWXUH

25+� UH�UHYLHZ�FRPSOHWHG�EXW�QRW�DJUUHHG�GXH� WR
&29,'

,PSOHPHQWDWLRQ� RI� WKH� GHPDQG� DQG� FDSDFLW\� UHYLHZ

$PEXODQFH� UHVSRQVH� SURJUDPPH� �$53�� LPSOHPHQWHG

,PSOHPHQWDWLRQ� RI� WKH� VLQJOH� SLQ� DUUDQJHPHQW� WR
HQVXUH� DFFXUDWH� SDWLHQW� KDQG� RYHU� LQIRUPDWLRQ�

8SGDWH� DQG� SUHVHQW� ILQDQFLDO� DQG� RSHUDWLRQDO
EHQFKPDUNLQJ� LQIRUPDWLRQ� WR� FRPPLVVLRQHUV� DQG� 1+6
,PSURYHPHQW� GHWDLOLQJ� RXU� UHODWLYH� SRVLWLRQ� ZLWKLQ� WKH
VHFWRU� RQ� UHIHUHQFH� FRVWV�� VWDIILQJ� VNLOO� PL[�� YHKLFOH
QXPEHUV� HWF� DQG� WKH� VFDOH� RI� FRPSDUDWLYH� XQGHU
IXQGLQJ� DQG� LQYHVWPHQW� UHTXLUHG� WR�PHHW� RXU� RQJRLQJ
ILQDQFLDO� FKDOOHQJH

5HFHQW� GLVFXVVLRQV� ZLWK� FRPPLVVLRQHUV� KDYH� UHVXOWHG
LQ� DQ� DJUHHG� LQYHVWPHQW� SODQ� RYHU� �� \HDUV� WR�PHHW� WKH
VWDQGDUGV� �������� ����P�� �������� ����P�� �������
����� DQG� �������� ��P�� &RPPLVVLRQHUV� KDYH� DJUHHG
WR� GHYHORS� D� MRLQW� FRPPXQLFDWLRQ�PDNLQJ� LW� H[SOLFLW� WKDW
WKH� WUXVW� LV� QRW� FRPPLVVLRQHG� WR�PHHW� QHZ� VWDQGDUGV

1HZ� ���� SHUIRUPDQFH� PHDVXUHV� DQQRXQFHG� QDWLRQDOO\
GR� QRW� DOLJQ�ZLWK� WKH� SHUIRUPDQFH�PHDVXUHV� WKH� WUXVW
UHVSRQGHG�WR� LQ� WKH�����WHQGHU�� �7KH�WUXVW�DQG�WKH
FRPPLVVLRQHUV� KDYH� UDLVHG� WKH� LVVXH� DW� D� QDWLRQDO
OHYHO�

$JUHHG�ZLQWHU� IXQGLQJ

'HYHORSPHQW� RI� D� VWDQGDUG� RSHUDWLQJ� SURFHGXUH� IRU
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Summary of Assurances, Risks and Items for Escalation from Quality Committee meeting on 14/01/2021 

Agenda item      7 

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

The meeting reviewed and discussed the following: 

 

• Medical Director Update   

• Director of Quality & Safety (Executive Nurse) Update 

• Mental Health Update on Mental Health Response Car 
and EOC Pilot  

• Quality and Safety Report for Q3 and Quality Dashboard  

• Medical Directorate Dashboard   

• Serious Incident Report  

• Serious Incident ‘Mock Up’ Report  

• The Patient Safety Framework Summary Report  

• Infection Prevention Control Report 

• Recommendations for Clinical Audit Programme 
2021/2022 

• External Review and Reg 28’s  

• Internal Audit Reports and Action Plans  

• Minutes from Serious Incident Review Group 

• Performance Report  

• Tees Valley CCG Quality Committee 

• Board Assurance Framework and Organisational Risk 
Register 

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

- Outstanding actions where limited 
progress has been made] 

• Covid continues to impact on our service delivery, we have 

had outbreaks in the EOC which present a significant risk, 

but the situation is being carefully and robustly managed 

• The clinical audit staff have been redeployed to the front 

line so the clinical audit program will not be delivered this 

year.  

• Both of these issues are on the organizations risk log and 

the impact upon clinical audit has been discussed at Audit 

Committee 

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

• The Committee acknowledged our inability to comply with 

a Section 28 requirement, to stay on the line with patients 

with mental health issues until an ambulance arrives. 

Lack of compliance is due to a lack of resources and 

pressures due to Covid. The team are exploring how a 3rd 

party can be used to provide this service. 

 

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

 

• A paper was presented in relation to IPC & Covid and 

gave reassurance that the organization was doing 

everything it should and could to protect staff and patients 

during the pandemic. 

• We have seen good uptake of the Covid vaccination 

amongst our staff 
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• It was noted that the papers presented at the meeting and 

the new format and dashboard were very clear, focused 

and of a high quality 

• The work being undertaken to support the new Patient 

Safety Framework is progressing well and a clear plan 

with actions, milestones and accountability has been 

developed.  

• Positive feedback received from the CQC around the 

Trusts SI reporting and close out reports are now being 

received by the Quality Committee Chair and Vice Chair 

 

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

• Under delivery of our clinical audit program  

• Mental Health Care and EOC service has only been 
commissioned non recurrently until the end of March, 
negotiation with commissioners is ongoing. In addition, the 
Mental Health EOC service has been affected by staff sickness 
due to Covid. It will be very disappointing and have an impact 
on our patients if these services are not commissioned.  

• There are further actions to be undertaken in relation to the 
Gazetteer and ensuring our patients can be easily located by 
crews, cars updated in a timely way and Wi-Fi on ambulance 
stations, work is ongoing 

 

  

 
Number of apologies: 

1 

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

Yes No 

✓   

 
Chair: H Suddes, Non-

Executive Director 
Lead 
Director: 

Director of Quality and Safety 
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 14th January, 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: Mr Stephen Down, Mental Health Lead – Presenting 
Mr Raman Sanghera, Non–Executive Director – Observing 
Ms Julie Wait, Head of Patient Safety and Experience – Observing 

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.  
 
The Chair welcomed Raman Sanghera, Non–Executive Director and Julie 
Wait, Head of Patient Safety and Experience to the Trust on behalf of the 
Quality Committee and a round of introductions were made. 

 

   

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. 
 
An in-depth discussion took place around the following actions: 
 
Action 342 – SI involving Student who could not be located 
  
A paper was shared with Committee members ahead of the meeting. 
 
D Stephen provided a further update explaining that information had been 
provided by A Gallagher who continues to be heavily involved in coroners’ 
cases that have not yet reached a conclusion.  The case related to a student 
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No.   Action by  

who developed meningitis and sadly died.  The case is 4 years old now and 
there have been developments.  There were significant delays in responding 
to the incident and challenges in locating the University accommodation the 
patient resided in. 
 
The specific issues identified with this case were isolated to the new 
accommodation. The entrance door on the main thoroughfare was not 
indicated and the telephone number for the  facilities team was for a landline 
in an office. NEAS followed this up by visiting the University and it was 
confirmed that signage had now been posted at the entrance. 
 
The Trusts systems have also been updated with a new telephone number 
which is accessible by facilities staff when out of the office.  
 
NEAS also updated cleric for each address within the specific 
accommodation, this was in the form of a system flag which will prompt the 
Health Advisor to call the number in the event of any problems reaching the 
caller within the accommodation. 
 
At the November Quality Committee, the Chair had been concerned that other 
Universities may have similar issues with poor signage.  From conversations 
with A Gallagher, D Stephen confirmed that, feed back from the coroner in 
relation to this case was that there have not been actions issued to other 
Universities and NEAS has not experienced any other delays in relation to 
accessing University accommodation since the case in question.    
 
This case has still not progressed to an inquest due to the various 
developments and involvement of additional organisations.  It is hoped the 
pre-inquest hearing will take place in the Spring, but this may not proceed due 
to the current lockdown.  
 
 
Action 343 – Concerns about the Gazetteer 
 
This originated from a patient safety incident where locating an address on 
the Gazetteer had proved challenging. 
 
As a result, the Chair had assigned an action to D Stephen to raise the Quality 
Committees concerns about the Gazetteer at the EOC Change Approval 
Board. 
 
D Stephen provided an update following the discussions at the EOC CAB. 
 
The Gazetteer is updated every 6 weeks in line with Ordinance Survey 
EPROC, with the latest update being 11th January 2021. There are occasions 
when this increases to 8 weeks. 
 
The Trust has used Ordinance Survey for approximately 12 years and the 
service provided meets the national specification. 
 
There may be other suppliers, which may have more up to date information, 
but at a financial cost. The resource to look at this, is currently is not available. 
 
Local authorities do inform NEAS on an ad hoc basis of new builds, however, 
this is resource intensive for the team to update the Gazetteer manually. 
 
The team at NEAS who undertake work on the Gazetteer also have other 
roles, West Midlands Ambulance Service have a dedicated team of 4 staff 
specifically working on the Gazetteer. Consideration had been given to focus 
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No.   Action by  

on data cleansing the Gazetteer, with regard to duplicate addresses, however, 
this would have been resource intensive and would require a rework regarding 
special patient notes.   
 
Sue Tucker chaired the EOC Change Approval Board, as Information Asset 
Owner. Lynne Huldie has taken over this role in the interim.  
 
Where a location cannot be found, a work around is in place, Health Advisors 
are taught how to use part of the postcode and use local landmarks to identify 
location. 
 
The Trust has promoted what3words, which enables the location of people to 
be identified through other means, this reduces the risk. 
 
D Stephen explained that she felt the risk had been reduced, but as result of 
the significant pressure the Trust was currently facing due to the pandemic, 
further work around this would be delayed. 
 
The Chair appreciated the pressure the Trust was under but was concerned 
about delays to further work, as she re-called that a number of SIs that had 
become coroners’ cases, had involved delays in locating patients.  D Stephen 
agreed to investigate this in order to take stock of the serious incidents that 
were directly related to the Gazetteer.  
 
The Chair explained that when undertaking a quality walk around, a 
discussion had taken place with a Paramedic who had informed her that 
location information was regularly updated within Dispatch, but the vehicle 
system was not regularly updated.  P Liversidge confirmed that the vehicle 
systems were updated bi-annually, as it  involves a visit to every vehicle in 
order to undertake this.  P Liversidge offered some assurance by explaining 
that there is a process in place and crews are aware that should they 
experience any difficulties in locating a patient, they should contact control. 
Regular Gazetteer updates take place within the Operation Centre, so crews 
can be guided to the location by contacting control. 
 
A discussion took place around the lack of Wi-Fi in some ambulance stations, 
which can lead to delays in updating some of the vehicle systems.  
  
The Vice Chair suggested future discussions might take place with the 
Northern Alliance in terms of purchasing power. 
 
D Stephen explained that analysis had been carried out and in comparison, 
to other ambulance trusts, Gazetteer updates are carried out more frequently 
at NEAS. 
 
D Stephen assured the Committee that there is further work to be undertaken 
and that this is firmly on the agenda for the EOC CAB.  Updates would be 
provided to the Quality Committee, but it was important to acknowledge that 
this work may take some time. 
 
The Chair enquired as to whether the issues with the Gazetteer should be 
added to the risk register. P Liversidge felt certain that there was a risk on the 
EOC risk register but agreed to check this. 
 
P Liversidge felt work would need to be undertaken to fully understand the 
implications for the vehicle system and ascertain what is required to ensure 
that updates are consistent with those in the EOC. 
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6.  Update from Medical Director  

 Dr Beattie discussed the impact the escalation of Covid was having on the 
Trust and the teams within the Medical Directorate.  Dr Beattie explained that 
for the Medical Directorate, the priority is providing operational support during 
this period of surge, with Teams due to be re-directed to reinforce the frontline 
response. Pathways audits are being stood down for both Health Advisors 
and Clinicians, this will enable the Clinical Audit Team to support the EOC.  
Dr Beattie explained that it was  vital that all clinical resources are pushed 
onto the frontline in order to keep our patients safe during this most 
challenging time of increased activity.    
 
Dr Beattie went onto to discuss the Clinical Audit Programme; there had 
already been a risk of not achieving all of the clinical audit projects due to 4 
months being lost during the first wave of the pandemic.  Due to the need to  
redeploy the Clinical Audit Team again to respond to the current pressures on 
the Trust, it was unlikely that the three outstanding audits would be completed 
by the end of the financial year. 
 
There are also a lot of organisational changes taking place at present as a 
result of the operational restructure, Dr Beattie confirmed that himself, D 
Haworth and P Aitken – Fell were contributing to this to ensure service and 
clinical care improvements. The clinical model is being looked at and 
consideration is being given to how to restructure the Medical Directorate to 
support clinical developments within the Trust over the next 5 years. 
 
The Chair thanked Dr Beattie for the update. 

 

   

7.  Update from Director of Quality & Safety (Executive Nurse)  

 S Rushbrooke provided an update and explained that, like the Medical 
Directorate, the Quality and Safety Directorate were also focusing on 
providing support to the frontline as much as possible, with some members of 
the Team working in the EOC, within the Tactical Cell for example.   
S Rushbrooke asked the Committee to note that BCPs are being utilised and 
all non-essential lower level meetings that sit under EMG will either be stood 
down or will become a forum to discuss urgent matters only.   
 
Sickness absence within the EOC is high due to Covid-19, this coupled with 
the current increase in demand is a cause for concern.  Staff are working hard 
in response to the outbreak, this will be discussed further during the IPC 
update. 
 
S Rushbrooke confirmed that Lateral Flow Testing (LFT) was progressing 
well.  Nationally there had been concerns that LFTs were not as precise as 
they could be.  However, for NEAS this had not been the case, with 8 out of 
10 staff being identified as positive via LFTs then becoming positive on PCR.  
There is a drive to ensure staff testing in outbreak areas.  There had been 
some challenges in sourcing testing kits, but lots of generous offers of mutual 
aid have been received over the last few days from other organisations. 
 
S Rushbrooke was happy that J Waite had now taken up post as the Head of 
Patient Safety and Experience and requested that the Quality Committee note 
her thanks to S Woodhouse for all of the hard work he had undertaken as 
Interim Head of Patient Safety and Experience and as he continues to support 
Julie during her induction.  The Chair requested that the Quality Committee’s 
thanks and appreciation be conveyed to S Woodhouse. 
 
The flu and Covid-19 vaccination programmes are progressing well. 
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P Liversidge provided an update on the vaccination programme explaining 
that regional partners had been approached and was delighted that they had 
been receptive in providing vaccination opportunities for the Trust.   
 
P Liversidge explained that there were some challenges in terms of reporting 
to accurately ascertain how many staff have had the vaccine.  It is thought 
that approximately 600 members of staff had been vaccinated from the 
opportunities provided region wide. 
 
In terms of the internal vaccination programme, there had been some delays 
in rolling this out while readiness checks are being undertaken. The Chair 
asked for some clarity around this and asked P Liversidge whether due to the 
readiness checks being undertaken, the programme had not yet started.   
P Liversidge confirmed that this was the case and that the programme was 
likely to be launched within the next ten days.   
 
The Chair explained that the CEO had provided an update to the NEDs 
around the situation with the vaccine and was concerned that some vaccines 
may be wasted as a result.  P Liversidge provided the Committee with some 
assurance that this would not be the case, with no vaccine wastage expected.  
All of the vaccines have good expiration dates and P Liversidge expected that 
more vaccines would need to be ordered as the campaign progresses.   
 
The Chair asked P Liversidge when the vaccination programme is likely to be 
completed.  P Liversidge confirmed that he expected the campaign to have 
reached completion by the end of February.   
 
The Chair also enquired as to whether there were enough vaccinators to 
support delivery of the programme.  P Liversidge confirmed that there were 
approximately 70/80 vaccinators and did not anticipate any challenges in this 
respect. 
 
D Stephen asked P Liversidge if he had a sense of operational staff appetite 
to receive a vaccination, considering uptake of the flu vaccine is at 60%.   
P Liversidge confirmed that staff are keen to be vaccinated and estimated a 
90 to 95 % uptake.   
 
The Chair asked whether an implementation plan had been developed to 
ensure the vaccination programme progresses well.  P Liversidge explained 
that the plan was to complete the readiness checks; to deliver the vaccination 
programme from HQ and Winter House.  Initial communications have been 
shared with staff and full details will be disseminated once the launch date for 
the programme had been agreed.  
 
The Chair thanked P Liversidge and S Rushbrooke for their updates. 

   

8. QUALITY   

8.1  Mental Health Update  
 
8.1.1 Mental Health Car Pilot  
 
S Down provided an update and confirmed that staff had been recruited and 
a vehicle identified. TEWV have had a significant issue with staff sickness in 
their Street Triage Team, so the go-live date has had to be postponed until 
1st February 2021.  TEWV have assured us they will be able to start on that 
date. Working hours will be 12midday to 12 midnight based from Lanchester 
Road, covering Durham and Darlington. Work is ongoing with EOC and the 
SOP had been updated. Durham CCG have also been informed. 
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8.1.2 EOC Pilot  
 
S Down explained that unfortunately the pilot is delayed, as TEWV in 
particular, have high sickness in their Crisis Teams. CNTW have gone out to 
expressions of interest and the response has been favourable. In terms of 
NEAS, S Down has submitted a business case for funding for three CAS 
Clinicians. In total that would provide 9 additional mental health trained staff 
in the EOC if the project is successful. ICS are in support of this approach and 
have given this priority in terms of Priority 2 funding applications. Both Mental 
Health Trusts have gone ‘at risk’ as they believe this is the correct way to 
improve triage and cooperation between services. 
 
S Down also provided an update around Mental Health Staff support funding.  
The Trust has been offered £62000 to be spent by March to support staff with 
mental health care. 
 
The Chair raised concerns around the long-term security of the pilots and 
requested some assurance that continued funding would come the way of 
NEAS.  S Down explained that the CCGs, particularly those in the south of 
the patch were supportive of the pilots. There is an ongoing issue with NHS 
LTP funds in that NHS England say they were distributed to CCGs; however, 
the CCGs claim the funds were not ring fenced and were given to NEAS as 
part of their general uplift. 
 
The Chair thanked S Down for the update on both pilots, which were two 
promising pieces of work and felt it would be disappointing if funding was not 
received to enable the services to continue.  The Chair pointed out that this 
could pose a risk for the Trust with the CQC and requested that the Quality 
Committee is kept appraised on the progress around commissioning 
negotiations.  L Clarke agreed to review the cycle of business and ensure an 
update around the Mental Health Strategy is regularly provided to the 
Committee. 
 
The Vice Chair offered support to S Down in his endeavours with the 
Commissioners, as a loss of the services, at a time when there is likely to be 
an increase in mental health issues would be disappointing.   
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8.2  Quarter 3 Quality and Safety Directorate Report   

 S Rushbrooke presented the paper which was the first iteration of the new 
report.  The report provides Quality Committee with oversight of Patient 
Safety, Patient Experience and  Safeguarding during Q3 2020/21. 
 
Patient Safety  
S Rushbrooke explained that going forward patient safety incidents across all 
harm levels, will be looked at to identify those that require further investigation.  
This is aligned to the new patient safety framework and will ensure robust 
investigations are undertaken for those incidents that require it. 
 
The data regarding patients who had a delayed ambulance response, 
identifies that no patient safety incidents have been reported linked to those 
delays in Q3 and a significant number of patients were not conveyed following 
clinical assessment.    
 
S Rushbrooke provided some assurance to the Quality Committee that work 
is ongoing to refine how we manage and analyse patient safety incidents. 
Senior oversight at Director level is in place via the weekly Safety Panel 
Meeting, where there are patient safety incidents which meet the moderate or 
over threshold. 
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Triangulation of data down to locality may identify areas of risk which are not 
apparent. We continue to work with the Informatics Department to develop 
reports which triangulate data down to locality level, as currently this is limited. 
 
Patient Experience  
Cluster and station reports are being reviewed for both appreciations and 
complaints, to identify patterns of good or poor practice which can inform 
changes to practice in other areas.  
 
There are 8 learning actions from complaints which are now overdue, the 
oldest being due in October 2020 (Medical Directorate) Of the other seven, 
four are for EOC and three to Unscheduled Care North. 
 
There are currently 37 complaint investigations pending.     
 
In terms of assurance, it was pleasing to note that despite Covid-19 the Trust 
has performed well across the complaint metrics. 
 
We have engaged with members of the public to use their appreciations and 
complaints for patient stories at Board, and for the monthly trust-wide Learning 
Bulletin.   
 
In quarter 3 concerns relating to falls and fractures accounted for 11% of all 
concerns, which has reduced to 5% in quarter 3 2020. This may be a result of 
the public remaining indoors more due to lockdown or be representative of an 
improved response to falls and fractures. 
 
Unfortunately, appreciations have decreased by 20% against the same period 
in the previous year.  
 
Concerns related to strokes have risen from 3% in quarter 3 2019 to 7% in 
2020. This could represent increased delay in responding to stroke symptoms.  
 
Safeguarding   
Following requests from the Quality Committee and the Strategic 
Safeguarding Group the report provides information around the 13 
unexpected child deaths NEAS attended in Q3.  The data is split via locality, 
age of patient and suspected mode of death. 
 
Two cases have been considered under child safeguarding practice, with one 
case requiring a full police investigation, the team have supplied all of the 
relevant information in support of this. 
 
In terms of domestic homicides; 3 cases have been referred and considered 
in Q3. 
 
8 cases were reviewed in consideration of Serious Adult Reviews. 
 
4 have been closed with a definitive decision that the cases do not meet the 
SAR criteria and 4 remain open to allow for further information gathering from 
the multi-agency prior to confirmation regarding whether they meet the 
National SAR criteria. 
 
SARs underway from earlier in the year are showing a theme relating to 
substance misuse, mental capacity act and multi-agency working. 
 
The Quality Dashboard was also shared with the Quality Committee. 
 
The Chair praised the new format of the report and felt it was both accessible 
and comprehensive. 
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The Chair felt in terms of the longest waits, particularly as concerns around 
these were raised by the CQC during the last inspection, greater information 
around how long the longest waits are and patient outcomes was still required.  
 
The Chair felt that although no SIs have been identified as a result of long 
waits within the report,  SI close out paper work often cites delay in resources 
arriving at the scene as a compounding  issue. 
 
In addition, the Chair felt a category containing information on incidents 
related to handover delays would be useful and requested this be included 
within future reports.         
 
D Stephen felt it was worth noting the table within the report that  looks at 
patients waiting twice over the 90th centile, within CCG areas; this data 
identifies that there are a high proportion of patients who have experienced a 
significant delay, however, following clinical assessment have not been 
conveyed to hospital. This occurs across all categories.  S Rushbrooke felt 
this information could be better elucidated within the narrative of the report. 
 
S Rushbrooke confirmed she was working with the regional Directors of 
Nursing, as there is not great understanding from an acute perspective, about 
the harm caused as a result of handover delays. 
 
Although S Rushbrooke was not aware of any internal SIs as a result of 
handover delays, this was not the position nationally, so it was agreed that 
information around this would be included within the report going forward. 
 
The Chair thanked S Rushbrooke for the update. 

 
 
 

 
 
 
 
 

SR 
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8.3 Medical Directorate Dashboard  

 Dr Beattie asked the Committee to note the following in terms of assurance:  
 
From an ACQI perspective NEAS remains amongst the highest performing 
Trust for matching stroke patients for the SSNAP.  All ACQI data during the 
Covid period has now been submitted. 
 
It was pleasing to note the progress made against the clinical audit 
programme despite the interruption of Covid-19 during the first wave of the 
pandemic, which led to the re-deployment of the Clinical Audit Team.   
 
The learning from deaths review process has continued to progress well. 
 
From a Pathways perspective,  assurances can be provided through the 
significant proportion of Health Advisors who have achieved compliance, 
those who have not are being supported and monitored through the Call 
Auditing Performance Management Framework. In terms of Clinician audits; 
96.4% of Clinicians audited were compliant, with the average score for all calls 
being 94.8%, well above the national benchmark of 86%. 
 
The Research and Development Team are involved in a number of Covid 
related programmes and have been asked to continue to support these. 
 
Dr Beattie asked the Committee to note the following in terms of risks: 
 
As previously mentioned, as a result of the Clinical Audit Team being 
redeployed once again to support operational colleagues,  there is a risk of 3 
audits within the clinical audit programme not reaching conclusion.  The 
possibility of including these within the clinical audit programme for 2021 / 22 
will be explored.   
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We are currently non-compliant with the NHS Pathways end user license 
agreement which is listed on the organisational risk register – 409.   
Dr Beattie asked the Committee to note that 4 out of 5 audits are undertaken.  
The team have been working closely with the EOC and exploring the 
implication of moving to Manchester Triage System may have on this risk. 
 
Dr Beattie explained that work was required to refine compliance data around 
NICE Guidance. At the November Quality Committee, 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.   
 
Work is also underway, with a comprehensive business case having been 
developed,  to secure funding for the continuation of the work of the Pathfinder 
Team.  
 
The Chair asked how serious a risk Dr Beattie views the non-compliance with 
the Pathways licence.  Dr Beattie explained that in his opinion, it is a very low 
risk, as we are compliant with 4 out of 5 of the audits.   
 
The Chair asked whether it would be possible to get some assurance from 
Pathways that they accept the position the Trust is in and that there is not a 
risk of the Trust having its licence withdrawn.  Dr Beattie explained that 
conversations had previously taken place with Pathways and an action plan 
to recruit additional Pathways auditors had been developed.  Dr Beattie 
agreed that it would be prudent to re-engage with Pathways, particularly as 
Pathways audits are about to be suspended in order to allow redeployment of 
the Audit Team.  S Woodhouse will be contacting Pathways imminently to 
inform them.  Once the Audit Team are back to BAU, Pathways will be 
contacted again and an action plan around improving compliance will be 
developed and shared with the Board of Directors. 
 
The Chair asked Dr Beattie whether the Audit Committee had been appraised 
on the postponement of some of the audit work.  Dr Beattie confirmed he had 
attended the Audit Committee on 13th January and had provided a full update 
to members then. 
 
The Chair thanked Dr Beattie for the update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MB 

   

8.4 Serious Incident Report   

 S Rushbrooke presented the report. 
 
There have been 10 SI’s declared within the Trust between the 1st April 2020 
and the 30th November 2020: 
 

• 8 x SI’s have been submitted to NECS 
 

• 2 x SI’s are currently under investigation 
 

• De-logging: 2 x requests submitted to de-log an SI 
 

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) 
• 4 x SI’s associated with 999 Triage 
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S Rushbrooke asked the Committee to note a change to the process for 
monitoring SI actions. Previously, actions related to serious incidents were 
recorded within the final document with updates received by action holders to 
the Patient Safety Team by email. Reminders for open actions were also 
periodically sent to action owners. To improve traceability, reporting and 
transparency, all actions for serious incidents are now entered onto Ulysses. 
This ensures the action owner and the Patient Safety Team receive electronic 
reminders and notification of closures. This activity has been undertaken for 
all serious incidents reported for the previous financial year 2019-2020 and 
will continue going forward. 
 
The Chair made reference to delays experienced as a result of NECs not 
closing out SI actions plans in a timely manner and asked whether this had 
improved. 
 
S Rushbrooke confirmed the situation was much improved, there is now good 
communication with NECs and ongoing regular meetings take place with them 
to discuss SIRMS incidents and SI action plans with open actions. 
 
The Chair was pleased to note the improved collaborative working with NECs 
and thanked S Rushbrooke for the update. 

   

8.5  Serious Incident ‘Mock Up’ Report  

 S Rushbrooke presented the ‘Mock Up’ report to the Quality Committee which 
includes a summary overview of outstanding actions.   
 
In addition, the Chair and Vice Chair will receive the full SI close out reports 
which includes details of the actions. 
 
The Chair felt this was a helpful approach to SI reporting.  The Chair requested 
some narrative within the report  around any overdue actions and the reasons 
for the delay in completion.   
 
The Vice Chair thanked S Rushbrooke for sharing the SI close out reports for 
the last quarter and praised the level of detail within the report.  S Rushbrooke 
informed the Committee that the CQC had regularly praised the quality of the 
Trusts SI close out reports.  The Trust reports have been anonymised and 
shared by the CQC as examples of outstanding templates.  S Rushbrooke 
explained that as the Patient Safety Framework is implemented the reports 
will become more concise and focused on thematic analysis.   
 
The Chair thanked S Rushbrooke for the update and the Committee approved 
the proposed format for the new SI report.   

 
 
 
 
 
 
 

SR 

   

8.6  Patient Safety Framework   

 D Stephen presented a summary report around the Patient Safety Incident 
Response Framework which sets out a radical change in approach to 
managing patient safety incidents in NHS organisations across England.  
 
There are 24 early adopter sites across the country, none in the North East. 
 
London Ambulance Service is the only early adopter in our sector. 
 
The learning from early adopter sites will influence the final PSIRF document 
prior to the implementation date. Initially this was spring 2021, however, due 
to the pandemic it will be spring 2022. 
 
There is significant preparatory work to be undertaken and D Stephen was 
keen to start building awareness in the organisation, the summary report was 
presented to CQGG in November 2020.  It is hoped that this work will become 
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firmly embedded in the Quality Committee agenda to support the changes 
required. 
 
The PSIRF document has three parts: 
 

• Part A: Preparing for incidents. 
• Part B: Responding to incidents. 
• Part C: Oversight / governance arrangements 

 
The PSIRF will replace the Serious Incident Framework (SIF), from which it 
differs in the following key aspects: 
 

• Broader scope 
• Investigation approach 
• Experience for those affected 

 
D Stephen explained that as an organisation, we would look back 
retrospectively over 3 – 5 years at; patient safety incidents, regulation 28s, 
coroners’ cases, safeguarding and complaints to identify any significant 
patient safety incidents.  These would be incorporated into a robust plan to 
ensure thorough investigation.   The will enable the Patient Safety Investigator 
to fully immerse themselves in the issue and look at what learning, and system 
changes can be put into place, that can be supported at Board Level, 
particularly as some changes may require investment or infrastructure 
change. 
 
The patient safety plan will be signed off by Commissioners and local system 
leaders to assure effective application of local PSIRPs and PSII standards.  
The Board would then be responsible for ensuring that plan is delivered to 
support quality and safety improvements. 
 
A gap analysis of the PSIRF document has been undertaken in draft and will 
be presented to CQGG imminently to start its journey through the internal  
governance process and would be presented to Quality Committee in March 
2021. 
 
The Chair was pleased to note the linking of incident themes and trends, that 
would become possible as the framework is implemented.   
 
The Chair requested some clarity around the role of the Patient Safety 
Investigators and asked whether there would need to be a ring-fenced 
dedicated resource to focus on the four or five significant patient safety 
incidents that would require thorough investigation, or whether they would 
look at all patient safety incidents.  D Stephen confirmed that we would need 
to identify in the patient safety plan which incidents we will thoroughly 
investigate for the forthcoming year, a national document will need to be 
completed and would need to be tightly managed. The emphasis is on  
conducting high quality and focused patient safety investigations. The 
investigations would need to be undertaken by skilled staff with a patient 
safety background.  In terms of day to day incidents, these will be 
operationally managed.    Alongside this, we will still have a responsibility to 
identify incidents that have caused moderate harm or above to patients and 
enact Duty of Candour.   
 
S Rushbrooke felt it was important that the Trust fully embraces the framework 
and supports the implementation process. 
 
The Chair thanked D Stephen for the update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
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8.7  Infection Prevention Control Report   

 S Rushbrooke presented the report to provide the Quality Committee with an 
update regarding IPC activity in Quarter 3.   
 
There have been 22 Covid-19 outbreaks declared between October – 
December 2020, which have involved members of staff. There have been no 
breaches in PPE relating to the outbreaks which would have impacted directly 
on patient care or patient safety.  
 
Of the 22 outbreaks declared 11 have been closed. An outbreak cannot be 
closed until 28 days have elapsed following the last positive case in that area. 
 
The report provided full details of each of the outbreak areas. 
 
There are a number of key actions taken when an outbreak is identified such 
as:  

• Manager review of their services and staff to reinforce compliance 
with IPC measures 

• Enhanced cleaning 
• Active promotion of Lateral Flow Device testing by all staff in that 

service / location 
• Health & Safety Covid-19 secure assessment and report 
• IPC audit of the area with actions identified for relevant managers 

 
The introduction of wearing surgical facemasks was implemented on 4th 
November 2020 when walking around all non-clinical sites and stations which 
have been identified as a Covid outbreak site. 
 
The key learning identified from the outbreak reviews to date: 
 

• Ensuring staff do not come into work with symptoms of Covid-19, 
or if they are unwell with other symptoms 

• Ensuring social distancing is maintained 
• Ensuring meetings are undertaken remotely wherever possible 
• Actively managing the performance of the cleaning contractor  
• Identifying that additional cleaning resource is required to respond 

to outbreak areas promptly 
• Reducing staff movement across services where possible 
• Ensuring meal breaks are managed to reduce contact with 

colleagues 
• Use of various communication platforms to promote key messages 

 
The Trust received information regarding the implementation of Lateral Flow 
Testing on 12th November 2020 and an implementation group was 
established led by Sarah Rushbrooke, Director of Infection and Control (DIPC) 
on the 16th November 2020. A roll out of the Lateral Flow devices was 
undertaken at speed to enable frontline staff to access Lateral Flow devices. 
They are requested to test twice weekly, particularly the night before they are 
starting their shifts after days off. This testing is for staff who are asymptomatic 
and if the test is positive then they require a PCR test and is not mandated, in 
line with national guidance. 
 
A means of capturing the data relating to Lateral Flow testing was developed 
internally to provide daily reports internally and externally. This daily reporting 
commenced on 24th November 2020 and as of the 31st December 2020 there 
have been: 
 

• 2211 Lateral Flow tests distributed 
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• 1349 staff identified that they are interested in undertaking Lateral 
Flow testing 

• 1164 Lateral Flow Devices have been registered  
• 1058 staff are undertaking Lateral Flow testing 
• 4252 tests have been undertaken 
• 40 Lateral Flow tests have been positive 
• 30 PCR tests have been positive  

 
Work to promote the uptake of Lateral Flow testing continues, with this added 
to the response actions when an outbreak is declared. 
 
The current cleaning contractors Cordant provide a service for all NEAS 
locations, with the exception of a small in-house cleaning service at Bernicia 
House. 
 
A subsidiary company of North Tees NHS Foundation Trust are providing an 
additional responsive cleaning requirement where a Covid-19 staff outbreak 
has occurred. 
 
A new cleaning contract has been out to tender, which includes the 
requirements needed in line with responding to the Covid-19 pandemic and 
explicitly outlines the NHS Specification for Cleanliness. The IPC Leads have 
been key to developing the tender specification, including robust monitoring, 
feedback and escalation processes. 
 
Collaborative work with regional partners is ongoing.  S Rushbrooke attends 
the weekly regional NENC Covid-19 outbreak support meeting with IPC 
Leads, this is a really positive forum, support and aid have been provided to 
the Trust via this forum with additional funding received to support Lateral 
Flow Testing. 
 
The IPC Team have 2 paramedics (1 WTE) working within the team to provide 
some support, though it is recognised this is in a support rather than specialist 
role. The risk in terms of resilience has been reduced, though is still there. A 
business case is under development to provide a more sustained solution 
 
The Chair thanked S Rushbrooke for the update and stressed the importance 
of the Quality Committee receiving the IPC report on a regular basis.  The 
Chair felt the work of the IPC Team was of the upmost importance and 
appreciated that it continues to be a challenging time for the team.  The Quality 
Committee looked forward to receiving the IPC report on a quarterly basis and 
receiving regular assurance via S Rushbrooke around the IPC work being 
undertaken in ensuring the organisation responds to the pandemic, keeping 
patients and staff safe. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 

   

8.8 Recommendations for Clinical Audit Programme 2021/22  

 Quality Committee members were asked to email Dr Beattie and  
S Woodhouse with any recommendations for audits they would like included 
within the clinical audit programme 2021/22. 
 
The Chair requested that L Clarke review the Cycle of Business and ensure 
the proposed clinical audit programme 2021/22 is presented to the Quality 
Committee within timescale for approval. 

All 
 
 
 
 

LC  
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9 GOVERNANCE  

9.1  External Review and Reg 28’s (if any)  

 There were no internal Reg 28s to review on this occasion. 
 
Dr Beattie discussed two external Reg 28’s related to mental health patients 
that had experienced a delay when needing an ambulance response.   
Recommendations had been made that patients remain on the phone while 
the ambulance is in transit.  This presents a risk during this current period of 
REAP, as it could result in a considerable amount of  a Clinical Advisors time 
being taken up. S Down has been asked to look at this and explore whether 
there is the potential to use a Third-Party Provider to speak to the patient while 
they are waiting for the ambulance to arrive on scene.  

 

   

9.2 Internal Audit Report / Process for monitoring of Internal Audit Action 
Plans 

 
 

 Already discussed when reviewing the action tracker.  

   

9.3 Summary of Assurances Gained  

 The Chair noted the assurance gained from the new quarterly quality & safety 
report and the IPC report. 
 
The Chair also felt assurance had been gained from the short-term funding 
secured for the mental health services.   
 
The Vice Chair felt the new approach to managing patient safety incidents 
was positive. 
 
The Chair felt the positive feedback received from the CQC around the 
strength of the SI close out reports provided assurance.  

 

   

9.4 Risks identified during the meeting  

 The Chair felt there was further work required around the Gazetteer and 
ensuring our patients can be easily located by crews.  
 
The Chair also noted the temporary suspension of clinical audit due to Covid 
– 19 as a risk. 

 

   

9.5 Board Assurance Framework / ORR   

 There were no changes to the BAF or ORR.   
 
S Rushbrooke agreed to review the BAF with D Stephen outside of the 
meeting to add some mitigation. 

 
 

SR / DS 

   

9.6 What have we learnt from the meeting:  

 The Chair confirmed she had been delighted to learn of the positive feedback 
received from the CQC around the Trusts SI reporting.  This was something 
the Quality Committee had previously been unaware of. 
 
The Chair thanked all members for their time and input into what had been a 
really positive meeting. 

 

   

9.7  Referrals / Escalations to other Committees / Executive Team  

 There was nothing to escalate to the Board. 
 
The Chair agreed to highlight on the summary sheet; the potential risk due the 
temporary suspension of clinical audit due to COVID – 19 as a risk.  Although 
the Chair noted that Dr Beattie had already informed the Audit Committee.  
 

 
 
 

HS  
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It was agreed that information around the outbreak in the EOC would be 
highlighted on the summary sheet. 

HS 

   

9.8  Items to be added to the next agenda or CoB  

  
PSIRF Gap Analysis – The Patient Safety Framework Gap Analysis  

 
 

   

9.9 Any other business  

 None.  

   

10 FOR INFORMATION  
  

 

10.1  Performance Dashboard  

 The Committee received the Performance Report for information.  

   

10.2 Minutes from Serious Incident Review Group  

 The Committee received the minutes from the Serious Incident Review Group 
for information. 

 

   

10.3  Tees Valley CCG Quality Committee   

 The Committee received the papers from the Tees Valley CCG Quality 
Committee for information. 
 
It was agreed that going forward rather than sharing the meeting papers,  
S Rushbrooke would provide verbal feedback from the meeting when giving 
the Director of Quality, Patient Safety, Innovation and Improvement Update to 
the Committee. 

 
 
 
 
 

SR 

   

 Date and time of next meeting: 11th  March 2021, 0930-1200, Teams 
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Summary of Assurances, Risks and Items for Escalation 
from the Technology Committee 14/01/2021 

Key items considered by the 
Committee: 

• IM&T Update
o Remote Clinician – PN reported that during w/c 4 January, 3 remote clinician 

positions were successfully tested on the new platform.  No issues have been 
identified to date therefore work is underway to progress this requirement 
more rapidly.

o Terrafix Mapping Updates -  The Wi-Fi mapping servers went live on the 16th 
November 2020 - this is the first-time vehicles will receive automated 
mapping data, therefore uptake will be closely monitored over a 6 month 
period. The mapping servers have been installed in the four largest hub 
stations therefore it is expected that most vehicles should receive updates 
remotely. Early indications suggest that map updates are being taken up by 
resources extremely well with all but 5 A&E resources updating within 8 
weeks.  GM highlighted the significant amount of concern amongst Non-
Executive colleagues in relation to this area and PN undertook to look into 
potential solutions and present these to the Executive Team.

o Business Continuity Risks – Alternative location/equipment options, together 
with the availability of Contractors is under consideration

Items for escalation: 
• None to report.

Key decisions made: 
• None to report.

Main sources of assurance: 
• Informatics and Learning from Deaths Presentation (Agenda Item 4)

o Members received a high degree of assurance from the presentation which 
illustrates the significant amount of work completed due to the technical 
support received from Informatics colleagues which has enabled the Trust to 
lead the way in this area of work both Nationally and Regionally.  Four key 
areas of work have been completed in relation to Drug Overdoses, Mortality 
after Handover, Re-Contact within 24 Hours and Deteriorating Patients.  
Consideration is now being given as to how the approach can be replicated 
to other areas of clinical care within the organisation.

o The obvious link between clear, structured requirements and effective 
communication between all those involved being a key contributor to the 
success of the project was noted. KS suggested that this something that 
needs to be explored further i.e. supporting the rest of the organisation to 
interact more effectively with Informatics.  He therefore suggested that the 
story is re-told from this perspective to the EMG or Senior Leadership Team.

• Telephony Replacement Project Presentation (Agenda Item 5)
o Members received an update on the full project journey (undertaken in 

conjunction with the NAA), from the initial planning stages to the successful 
migration and go live.

o An explanation was also provided as to the capabilities of the new system 
which will significantly benefit and support the Trust in developing remote / 
agile working.

o NWAS and YAS have not yet fully migrated their system.  NEAS was the first 
NAA member to migrate.  NEAS has provided is debriefing documentation to 
NAA colleagues who have adapted their plans based on NEAS’ experience.

Highlights from sub-groups reporting 
into this committee / group: 

• The minutes from the Technology Working Group held on 30 November 2020 
were noted

Key risks identified: 
• Terrafix mapping updates

• Mobile Communications business continuity risks

• Resilience issues within the Network & Telephony and Informatics teams
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MINUTES OF MEETING 

Meeting: Technology Committee 

Details: Thursday 14 January 2021, 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 

P Nicholson (PN), Chief Technology & Information Officer 

G Knowles (GK), Network & Telephony Manager (Agenda Item 4) 

Z Devine (ZD), Informatics Manager (Agenda Item 5) 

S Woodhouse (SW), Clinical Audit & Effectiveness Manager (Agenda Item 5) 

H Moore (HM), Information Analyst (Agenda Item 5) 

Minute-taker: G Wong (GW), PA to Group Director of Finance & Contracting 

No.  Action by 

1. Welcome and Apologies for Absence 

M Beattie (MB), Medical Director 

2. Minutes of last meeting held on 12 October 2020 

The minutes of the meeting held on Monday 12 October 2020 were agreed to be a true record. 

3. Register of Actions – Actions transferred from Finance Committee and Audit Committee 

1 Challenges associated with recruiting from a competitive market place – The update from 
KS was noted: ‘The employment market is currently significantly challenged and 
recruitment may not be as challenging currently.  Decision made to await the next 
opportunity for recruitment before committing to any changes to pay structures.’  Action 
Closed Out. 

9 Review of IG Breaches – The update from KS was noted: ‘Scope of the audit has been 
agreed and incorporated into the current year audit plan.’  Action Closed Out. 

12 Board Assurance Framework – Action complete. The updated BAF will be presented under 
Agenda Item 10. 

13 Cycle of Business: Telephony Replacement Presentation – Action complete.  The 
Telephony Replacement Presentation will be delivered under Agenda Item 5. 

14 Culture, Values and Behaviours – GM confirmed that he drafted a form of words regarding 
culture and learning and forwarded this onto KS.  Action Closed Out. 

Items for Assurance 

4. Informatics and Learning from Deaths 

SW, ZD and HM attended the meeting to provide an overview on the Learning from Deaths 
Project.  SW stated that the presentation illustrates the significant amount of work completed due 
to the technical support received from Informatics colleagues which has enabled the Trust to lead 
the way in this area of work.  He added that prior to undertaking the project, data was processed 
manually however following the implementation of automated reporting tools it has been identified 
that circa 7-10 days per month has been saved in terms of collating information for reports.  In 
addition, the daily collation of data has been reduced from 2-3 hours to 20 minutes which means 
that issues can be detected and focussed QI work can be undertaken on identified clinical risks 
much more quickly.  For example, prior to this work being undertaken there was sometimes a 3 
month delay in reviewing cases, however they can now be reviewed the next working day. 



Technology Committee 14 January 2021 

SW explained that 4 main areas of work have been completed which have been recognised 
Nationally. An overview was provided as follows: 

Drug Overdoses 

• Working with Middlesbrough Council to share information in relation to drug death prevention
and early intervention – the Council has deployed early intervention teams in areas where
there is a rise in drug overdoses and have identified a small number of preventable deaths
as a result of this work;

• Information is also being used internally when any spikes in overdoses are identified.  For
example, by increasing drugs bag availability, dynamically deploying the specialist assets into
areas of spike and increasing the consumables in the CCM cars in order to reduce downtime
following the incident;

• Flaws in National guidance have been identified and challenged by NEAS colleagues and as
a result the Trust is working in conjunction with NASMeD and the Resus Council to help steer
the National picture.

Mortality after Handover 

• NEAS is currently the only Trust to have attempted this piece of work, the outputs from which
are being shared with Ambulance Trust colleagues;

• The Trust is embedded with the Regional Mortality Network and is now in a position to
contribute to discussions and help drive developments across the region;

• Joint reviews are being undertaken with James Cook University Hospital (JCUH) in relation
to deaths that occur after handover.  SW stated that this is incredibly powerful in guiding what
needs to be done internally as an organisation and is also useful for the crews in terms of
feedback, reflection and ongoing development;

• Focused audits have been completed on 2 conditions where patients have died relatively
quickly after handover (head injury and respiratory presentation).  Assurance has since been
provided that the care provided was is appropriate and that Pathways in relation to these
conditions are appropriately set up.

Re-Contact within 24 Hours 

• SW stated that this area of work appears to have made the largest impact in terms of clinical
practice and clinical risk;

• Policies and Procedures have been reviewed to ensure that they are streamlined and safe;

• A Clinical Support Desk has been introduced to keep patients safe following discharge;

• A few different audit standards have been created which encompass safe discharge criteria
and documentation criteria.  Subjective reviews are also being introduced so that crews can
receive feedback regarding their care.

Deteriorating Patients 

• This is a theme identified via the learning from deaths work and is also a quality priority this
year;

• The Trust is leading on a  piece of National research linking deterioration and mortality to the
number of ETA calls.  Data from this is feeding into a National Ambulance Group that has
been set up to look at deteriorating patients in the ambulance queue;

• As part of the above, a review of EOC work flows has been undertaken and the team has
contributed to the demand management plan being refined;

SW stated that the Trust is now at the stage whereby due to the significant upfront work 
undertaken to review and understand deaths, focus can now be placed on preventing avoidable 
deaths and deterioration. 

SW stated that moving forward consideration needs to be given as to how similar pieces of work 
could be reproduced to assist other areas of clinical care across the Trust whereby real time 
monitoring of clinical practice is used to support managers in developing the safe development of 
staff needs. 

ZD stated that from her perspective, this project demonstrates the value and how best the Data 
Warehouse can be used.  She explained that the vision was to cut back on lengthy processes 
and join systems together to give better intelligence.  She added that SW was very clear 
throughout in terms of his requirements and as a result technology was used in the best possible 
way to deliver this – which has been evidenced in the outcome. 
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GM stated that the impact the project has had, not only in terms of information accrued but also 
the actionable insights generated which have led to developments together with the fact that 
questions are now being asked as to how the approach can be replicated, is very impressive.   

CY agreed this this is an amazing piece of work.  She highlighted that one of the main areas of 
frustration for crews is the lack of information available to them regarding patient outcomes 
following handover, which this now addresses.  She referred to SW’s comment with regards to 
replicating something similar in other areas which will have equal impact and value and noted her 
assurance as to the contribution SW is making at both National and Regional forums. 

CY queried whether the presentation has also been delivered to the Quality Committee and GM 
advised that the Committee has received a learning from deaths presentation however this was 
more from a clinical perspective.  CY suggested that the presentation, which highlights how 
successful the cross-departmental project has been, is incorporated into a future Board 
Development Session. 

PN emphasised the point made by ZD and CY in relation to effective working relationships and 
communication between directorates which has resulted in a significantly positive outcome. 
Following a query from KS as to whether this project has ‘felt’ different to others, ZD advised that 
SW had a very definite understanding of what he wanted and had detailed requirements which 
made the scope straight forward to deliver.  She added that this was similar to the CARE project 
whereby a very clear idea of what was wanted was provided. 

The obvious link between clear, structured requirements and effective communication between 
all those involved being a key contributor to the success of the project was noted.  KS suggested 
that this something that needs to be explored further i.e. supporting the remainder of the 
organisation as to how interact more effectively with Informatics. He therefore suggested that the 
story is re-told from this perspective to the EMG or Senior Leadership Team. 

SW stated that from his perspective, there is a lack of understanding across the organisation as 
to how to use data most effectively or what information means.  He suggested that some of the  
challenges faced at operational level is the provision of safe feedback and added that the use of 
‘numbers’ is often regarded as punitive.  

GM highlighted that during the project there has been a close working relationship with colleagues 
at JCUH.  He queried how this can be replicated across other parts of the patch.  SW advised that 
an evaluation paper is being developed in conjunction with JCUH which will be published 
nationally.  He added that the data is available, therefore work will be undertaken from a variety 
of different angles to promote the benefits of information sharing.  He added that the Regional 
Mortality Network are also keen to replicate this model across NHS Trusts as part of the 
Ambulance Data Set work and data linkage which may also assist. 

GM congratulated colleagues on the amazing work produced and stated that he looks forward to 
seeing how this cascades throughout the rest of the organisation.  He added that he would discuss 
how/when the presentation will be delivered to the Board of Directors with KS and added that he 
would also provide include an update in his briefing to the Board later this month. 

G Morrow 
K Scollay 

5. Telephony Replacement Project 

GK attended the Committee to deliver the above presentation.  Key points were highlighted as 
follows: 

Background 

• The old telephony system (which was installed in-line with the relocation of HQ to Bernicia
House circa 10 years ago) was declared end of life by Avaya in 2017, which is when the
telephony replacement project planning commenced;

• As part of the planning process discussions took pace with various suppliers and a joint
procurement exercise was undertaken with the NAA in 2018 – this was led by YAS;

• The Business Case was approved in June 2019 at a cost of £760K and the contract was
awarded to BT.

New System 

• The Avaya Call Management System is a robust platform used by large corporates across
the globe.  It has very strong capabilities in terms of integration with other systems and
emergency services;
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• A decision was also made to move to next generation  telephone lines (SIP) which offers
internet based telephony

Project Governance 

• Joint project documentation was completed in conjunction with BT which - this included a
project plan, risks/issues log and actions log;

• Due to the criticality of the project weekly calls took place with all suppliers;

• Monthly internal project board meetings also took place, with highlight reports being
presented to the bi-monthly Technology Working Group

Project Timescales 

• The initial go live date was agreed as November 2019, however as the project progressed it
became apparent that this was too ambitious for BT to deliver therefore the timescales were
realigned to March 2020;

• During March 2020 the UK went into lock down as a result of the COVID pandemic – a
decision was taken at this stage to delay the go-live date to August 2020 due the high levels
of risk involved;

• The August date was then deferred (see issues encountered below) and the telephony
replacement was completed during October 2020.

Migration 

• The migration plan as a whole was challenging, not only because of the telephony aspect,
but also due to the fact that the telephony system integrates with a number of other key
systems such as voice recording, ICCS (part of the dispatch system), Airwave, the Workforce
Management System, CAD (via Centricity Software), EOC Wallboards and the Data
Warehouse (which generates call statistics and reporting information);

• ‘Smart numbers’ is a cloud based service that enables the routing of any external call to any
of the Trust’s telephone numbers.  This will be very useful in terms of the Trust’s home
migration strategy and also meant that the call routing for 999, Scheduled Care and Urgent
calls could be pre-defined.  This service was also used to pre-define the new numbering for
all of the NHS 111 delivery numbers and coordinate that with the National NHS 111 team;

• EOC migration (Phase 1) was completed during a period of 17 hours (largely overnight) and
involved the deployment of circa 300 telephones – the NHS 111 Contingency was invoked
during this time which essentially routed calls to other NHS 111 Providers.  999 service was
maintained throughout the process (with no calls being lost).

• Back Office migration (Phase 2) took place 1.5 weeks later (during weekend hours).  This
involved porting telephone numbers on the old ISDN lines to the new SIP lines (to minimise
the number of telephone number changes which was one of the objectives of the project).
200 back office telephones were also rolled out to a number of sites during the weekend.

Issues Encountered 

• GK explained that in the run up to the August 2020 go live date, he had concerns in relation
to testing which he felt was not on track.  BT then confirmed that they could not meet the go
live date and the migration was deferred to October 2020;

• An issue was identified in relation to call statistics, for example 111 has a number of different
services and telephone numbers behind it.  An assurance process was therefore undertaken
by Informatics and the EOC to ensure that reporting was consistent with that previously in
place.

Lessons Learned – Phase 1 (EOC) 

• There was a delay to the migration plan due to call recording server issues which were reliant
on the supplier;

• There was a degree of misunderstanding on the night of the migration with regards to
designated positions held for EOC colleagues to sit at;

• In response to COVID social distancing  requirements a significant amount of emergency
desk position moves had been undertaken in the months leading up to migration – this
contributed to some delays encountered on the night of the migration;

• There was no loss of 999 calls during the migration and the NHS111 National Contingency
was removed by 10am the next day;

• Positive feedback was received from the EOC management team who were ‘surprised’ as to
the minimum level of disruption.
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Lessons Learned – Phase 2 (Back Office) 

• Some issues were picked up in relation to EOC back office phones (i.e. duty manager), in
particular to smart numbers where direct dials had been supplied to 3rd party agencies.

Snagging / Ongoing Work 

• Issues were reported in relation to call voice quality at Winter House (broken voice when staff
were answering patient calls) which were identified and rectified quickly.  The increased
utilisation of Winter House due to COVID, has also partially contributed to this issue;

• The new phones required a firmware upgrade which, in the early stages, caused the
occasional phone to reboot.  The issue was quickly rectified by reloading the firmware on all
of the EOC telephones;

• EOC Management have requested that some ‘tweaks’ are made to wallboards, specifically
the removal of flashing red backgrounds when certain thresholds are reached;

• Closure of the old telephone system – GK explained that the old system needs to be
maintained until the new Control Room Solution is implemented (during 2021).  CY queried
whether there are any residual risks relating to the fact that the old system is no longer
supported and PN explained that this only applies to a very small element of the telephony
(which BT has agreed to support) which links to the National Airwave project and does not
affect patient facing calls.

New developments enabled by the new system 

• The new system has enabled the Trust to successfully start to deploy a soft phone for use by
clinical homeworkers which does everything a phone in the EOC does (which the old system
would have been unable to do);

• GK explained that one of his main concerns following the introduction of NHS 111 was the
predicted growth in terms of call volumes.  Expanding the line capacity of the old system
would have proved challenging, however due to the new SIP lines the line capacity can be
flexed very quickly if required – which was achieved prior to Christmas;

• GK advised that he is working in conjunction with the Agile Working Task & Finish Group to
look at what capabilities the Trust requires moving forward in relation to remote / home
working.

Summary 

• GK stated that this was a highly successful migration and that BT were impressed with NEAS’
approach to the project;

• NWAS and YAS have not yet fully migrated their system.  NEAS was the first NAA member
to migrate;

• There was no impact on patient care;

• The migration involved circa 600 telephones and 800+ telephone lines.  At the same time a
new voice recording solution was introduced;

• The project involved the management and coordination of 3 suppliers – whilst BT was the
biggest in terms of the telephony system, a lot of the technical detail had to be discussed in
detail with Sinclair Voicenet and Capita.

• The project was managed internally by the N&T Team consisting of 4 staff – GK highlighted
the pressure the team was under not only during the whole personal challenge of COVID, but
also during the additional work required to support the EOC during the pandemic.

GM noted the incredible work undertaken including the out of hours commitment.  He added that 
the sheer scale of the project is breath-taking and on behalf of the Committee thanked GK and 
his team for the extraordinary piece of work. 

KS stated that GK has underplayed the impact on the team and advised that the project was 
incredibly challenging.  He added that PN also travelled overnight to Winter House during the 
migration to resolve some issues.  From a business perspective, he explained that this has 
highlighted resilience challenges whereby the team has been pushed to its limits and has 
performed exceptionally well. 

KS regard the National NHS 111 Contingency and clarified that this arrangement was arranged 
in advance and was not an emergency measure on the night of switchover.  

KS referred to the upgrade to the call recording system (to improve call retention resilience) and 
advised that a Business Case was approved via the EMG in relation to this.  He added that this 
was not presented to the Performance & Finance Committee because it did not meet the required 
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threshold for that Committee, but is pertinent to the Technology Committee as it has oversight of 
investment relating to Technology.  

CY queried whether NEAS should be offering to help YAS and NWAS given our resilience reliance 
upon them.  PN confirmed that NEAS have continued to work collectively as part of the NAA on 
this project.  He added that both Trusts have been debriefed on NEAS’ experience and have 
adapted their plans based on our learning. 

GM thanked GK for his presentation and once again passed on his thanks to the team. 

6. IG Data Breaches 

PN presented the above report, noting that it has been updated to reflect comments made at the 
last meeting.  He added that a very high level overview has now been included in relation to data 
breach category (by number) and detailed information in relation to each of these has been 
removed.  He queried whether the report provides the Committee with the assurance it requires 
or whether anything further needs to be added/removed. 

GM welcomed the improvements made to the report and requested that moving forward if there 
are any exceptions to report, further narrative should be included to ensure that further discussion 
can take place at the Committee.  PN confirmed that there are currently no ICO reportable 
incidents detailed within the report. 

KS noted that the summary of incident trends includes the last quarter only and suggested that 
the period is lengthened to provide a fuller picture and enable trends in breaches to be identified.  
He noted that the report outlines the number of open cases and advised that he has asked the 
Information Governance Manager to update the Committee should any of these persist beyond 
one reporting cycle.  

KS advised that there is a known gap in assurance as to whether any of the incidents included 
within the ‘IG incident’ column should be ICO reportable.  He added that AuditOne would pick this 
area up as part of their forthcoming audit work. 

P Nicholson 
S Srihari 

7. IM&T Update 

PN presented the above report and highlighted the following key areas: 

Systems 

• Remote Clinician – PN reported that during w/c 4 January, 3 remote clinician positions were
successfully tested on the new platform.  No issues have been identified to date therefore
work is underway to progress this requirement more rapidly.  Due to the linkage with the
Command and Control System, SP and his team are changing builds to cater for the new
arrangements.  PN stated that a key area of consideration moving forward relates to the kit
required by these members of staff which has a financial implication – equipment has been
issued on an individual basis (at £2.5K-£3K) per person.  Under ‘normal,’ previous working
conditions when based at HQ this equipment would remain fixed and colleagues would share
it;

• Digital Transformation – work is ongoing to look into how the Trust adapts to digitally enable
all colleagues across the Trust to work within the new environment, for example by opening
up access to systems such as OneDrive (which involves a significant amount of governance).
PN advised that a significant amount of progress is being made in this area;

• A number of projects have been delayed – this includes the Estates Training Suite, Software
Asset Management work, Domain Controller Replacement and Meeting Room Equipment.
PN provided assurance that the above can be comfortably deferred.

Network and Telephony 

• PN referred to the telephony replacement, and associated projects outlined under Agenda
Item 5.

• Discussions are underway with KS in relation to the level of resource within the team.

Mobile Communications 

• Terrafix Automated Mapping System Updates – The Wi-Fi mapping servers went live on the
16th November 2020 - this is the first-time vehicles will receive automated mapping data,
therefore uptake will be closely monitored over a 6 month period. The mapping servers have
been installed in the four largest hub stations therefore it is expected that most vehicles should
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receive updates remotely. Early indications suggest that map updates are being taken up by 
resources extremely well with all but 5 A&E resources updating within 8 weeks.  

PN stated that the potential availability of additional funding has also very recently been 
announced – if this comes to fruition the initiative could be enhanced further via the installation 
of additional Wi-Fi updaters.  

GM highlighted that mapping updates were discussed in detail at the Quality Committee 
(which took place immediately prior to the Technology Committee), specifically as a result of 
a more recent significant event and referral to the Coroner. The Committee expressed 
concern that despite the Gazetteer being updated every 6 weeks, vehicles are updated every 
6 months.  He suggested that the above development outlined by PN will provide further 
assurance.  PN added that the system has been future proofed to ensure it is ready for the 
new ESN replacements due later this year and has also been built into the PTS replacements. 

GM noted that the mapping servers have not been installed at each station and PN explained 
that 4 key, strategic locations such as Pallion and Russell House have been targeted.  He 
added that theoretically, if vehicles arrive at workshops for a service when they should, map 
updates will take place every couple of months (at worst).  PN added that each piece of 
updating server equipment costs £5K-£6K. 

A discussion took place regarding the location of the servers and it was suggested by CY that 
permission is obtained from Hospitals for these to be placed in the entrance to EDs which 
would potentially mean that vehicle maps are updated on a much more frequent basis, even 
daily. 

PN suggested that it would be helpful at this stage to provide an explanation in relation to 
maps: 

o Maps are simply a picture therefore they do nothing in relation to navigation;
o Maps for the whole area covered by the Trust are massive which creates a problem

when they are being updated frequently;
o The better solution would be to have a routing layer, which is what drives satellite

navigation and takes the form of a digital file which is relatively small;
o Mobile data is the main challenge faced here – very frequent updates could block the

system and PN explained that whilst operational, vehicles do not stay static for long;
o PN explained that some Trusts, such as WMAS have a number of large hubs that

vehicles return to whereas the NEAS estate is set up very differently;
o Processing of the maps is undertaken by a third party – this can take up to 3-4 weeks

at cost of £6K-£7K to the Trust.

GM and CY highlighted that there is a significant amount of concern  amongst Non-Executive 
colleagues because assurance has been given previously from the Trust Board that this (i.e. 
incidents relating to mapping updates) would not happen again.  As mentioned above, 
concern has also been expressed at today’s Quality Committee.  He acknowledged that there 
are complex technical reasons as to why this area is challenging to address, however cost 
and concerns relating to the supplier cannot be blockers.  He added that there is genuine 
anxiety that there is a definite gap in assurance here (which is not the fault of any individual) 
and that something more needs to be done to provide assurance to the Board, and patients, 
that we are doing our best. 

PN undertook to look into potential solutions and present these to the Executive Team.  He 
added that good foundations are already in place as a result of the recent infrastructure 
developments which are already ensuring map updates are completed more frequently than 
they used to be. 

• Scheduled Care MDS – the first revision of the software has been delivered and feedback
from the trial is very positive.  90% of vehicles have now had the new docks installed ready
for the new tablets which will be rolled out in in March and April 2021.

• Bodyworn Cameras – 15 locations now have the software and equipment and funding has
been received for another 6.  PN explained that the broadband issues he reported at the
October Committee have now been resolved.

P Nicholson 
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Informatics 

• The department is under increasing pressure due to ad hoc requests, largely related to
externally requested COVID reporting, which appear to change on a daily basis.  He added
that for the present time, strategic/innovative work will be delayed.

Service Desk 

• CY referred to the prioritisation of requests and PN stated that a pragmatic approach is
undertaken on a daily basis.  The team now proactively scan requests to identify any EOC,
COVID related or high pressure areas or any areas which would provide the largest benefits
to the organisation.

KS suggested that key highlights of the report are transferred to the ‘key issues’ section of the 
cover sheet. 

KS highlighted that two issues were discussed at the Audit Committee on the 13 January 2021 
which the Technology Committee should also be made aware of – these relate to the Data 
Security & Protection Toolkit (DSPT) Improvement Plan and some IM&T Business Continuity 
Risks.  KS and PN provided an update as follows: 

• DSPT Improvement Plan – KS advised that 4 assertions were outstanding when the Trust’s
DSPT was submitted in September 2020.  An improvement plan in relation to these was
developed and submitted to NHSD.  2 assertions have since been closed out and 2 remain
ongoing:
o IG e-Learning – the required 95% compliance was reached towards the end of 2020;

however this has now dropped slightly to 92%.  An understanding is required in relation
to whether this closes the action and the Information Governance Manager and training
department are liaising closely in relation to this;

o Procurement – work required to the asset register is being progressed well by the newly
appointed Contract and Procurement Manager

• Business Continuity Risks – PN explained that from a Business Continuity perspective, there
are some outstanding concerns in relation to the ability to continue services in certain areas
specifically:

o Location of the Mobile Communications Team – the team is currently based at
Pallion, however what would happen if the Pallion site became inaccessible?  PN
advised that there are some simple changes that could be made such as obtaining
a spare set of specialist kit which is stored at anther Trust location.  Radio Engineers
also need a covered facility to work on vehicles therefore options are being
considered across the Trust’s estate.

o Contractors – if the site and staff became unavailable, are Contractors available who
could assist the Trust at short notice – PN explained that from an Airwaves
perspective there are no concerns however ESN is more of a grey area.  Further
consideration will be given to this element.

CY requested that the action discussed and closed from the Audit Committee is transferred to the 
Technology Committee actions log (and then closed based on the above update).  

GM thanked PN for this update. 

P Nicholson 

G Wong 

Committee / Governance 

8. Minutes from Technology Working Group – 30 November 2020 

Members noted the content of the above minutes. 

9. Relevant Audit Reports: Command & Control System General Controls 

PN presented the above audit report highlighting that an assurance rating of good was provided, 
with 1 medium and 2 low rated actions.  PN noted that revised implementation dates have been 
agreed in relation to two of the actions, both of which are minor and do not impact on any areas 
of day to day business. 



Technology Committee 14 January 2021 

Additional Items 

10. Review of Board Assurance Framework – Technology Committee Aspects 

Members noted the content of the BAF and GM noted that issues such as the DSPT and COVID 
have been discussed throughout the meeting.  He added that mapping updates are incorporated 
elsewhere on the BAF (as confirmed at the Quality Committee). 

KS highlighted the small number of deletions he has made on the BAF (which have been tracked) 
since the October Committee which refer to the revised go live dates for the telephony 
replacement, which is now complete.  Members approved these changes.  

11. Cycle of Business (April 2021 Committee) 

Members noted the Cycle of Business and the following comments were made: 

• GM noted the end of year requirements including the Review of Effectiveness and Terms of
reference;

• KS advised that the submission date for the DSPT is March 2021.  Bearing this in mind, he
suggested that the documentation is circulated and approved via email prior to the next
Committee which is scheduled for April 2021.  Members agreed with this suggestion;

• IM&T Project – is was suggested that this item is deferred to July due to the volume of year
end arrangements currently on the agenda.  Members agreed with this suggestion;

• GM noted that the 999 Call Monitoring paper, which had been deferred from today’s agenda,
is on the April cycle of business.  KS advised that the paper will be circulated in-between
Committees therefore it will be a ‘for information’ update in April;

• It was agreed that IG Breaches and IM&T Update should be moved to the standing items
section of the cycle.

G Wong 

12. Any Other Business 

A discussion took place regarding the Committee members and attendees and whether this was 
appropriate or needed to be expanded.  It was noted that the Review of Effectiveness is on the 
agenda for the April Committee and members agreed that this would be a good opportunity to 
discuss committee membership, also taking into account the objectives of the group i.e. to 
improve assurance to Board and improve the profile / attention of IM&T. 

13. Risks Emerging from Business Transacted 

• Terrafix mapping updates

• Mobile Communications business continuity risks

• Resilience issues within the Network & Telephony and Informatics teams

14. Date and Time of Next Meeting 

To be confirmed. 

15. Review of Meeting Content 

CY stated that she feels the work of the Committee is starting to come together and deliver what 
it set out to. 
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Summary of Assurances, Risks and Items for Escalation from the  
People and Development Committee on Thursday 21st January 2021  

Agenda item   Staff Story: 

A clinical education Officer and a Year 1 Student paramedic attended the committee to 
describe their experiences of working and learning through COVID. 

Internal Audit Plan for Year Ahead:  

The committee discussed areas of business suitable for inclusion in the 2021/22 internal audit 
plan. 

Investors in People – Future Accreditation:  

The committee were reminded the current IIP accreditation, achieved in July 2017 is at Bronze 
level. The intention at that time was to aim for Gold level accreditation in July 2020. That review 
did not go ahead because of COVID. The committee discussed the options going forward which 
are be further considered by the EMG. The options were described as: 

Go ahead with a full review in July 2021 

Allow the accreditation to lapse and utilise other forms of external assurance 

Retain award by undergoing a strategic review process in Summer 2021 and delay the full 
assessment until 2022. 

Occupational Health and Wellbeing 6 monthly assurance report: 

The committee received a report detailing the work of the Occupational Health Service during 
2020. The report provided assurance the service is fully SEQOHS accredited against the 
national standards for OH and the NHS standard.  

The committee were informed the business proposal for various aspects of Mental Health 
related support for staff is currently being reviewed. 

Volunteer Annual Assurance Report:  

The committee received a report providing assurance NEAS volunteers complied with the 
requirements for: 

• DBS checks – 100% compliance; 

• Driving licence checks – 100% compliance; 

• Five competences in the Statutory and Mandatory training framework are below the 
target of 85%.  

• 74 COVID-19 volunteers who are still active have all been subject of DBS checks and 
completed a two day induction with relevant statutory training included, however, they 
have not yet completed the Trust’s normal Mandatory training requirements. 

Third Party provider and Taxi Company Assurance report:  

• The majority of providers are 100% compliant with DBS checks, however three out of 
fifteen organisations do have a small number of outstanding DBS checks. 

• The report provided assurance those individuals without valid DBS checks are not 
utilised by NEAS. 

• Some organisations are not fully compliant in terms of training records and policy & 
procedure requirements. 

• The report provided assurance any gaps were actively managed by the Volunteer 
Support Team. 

 

Audit One: Counter Fraud - Pro-Active Review on pre-employment checks: 

• The report examined compliance against the NHS temporary pre-employment checks 
in place between 28 March – 31 May 2020. The standards were relaxed to enable 
staff to be recruited in a timely manner to respond to the first wave of COVID 19. The 
findings of the report include: 

• 169 new members of staff and temporary volunteers had been subject to the pre 
employment checks: 

• As at 21/09/20, 166 of those remained in post; 

• A sample size of 58 files was examined; 

• The majority of the files were found to be in order; 

• The recommendations for improvement have all been actioned; 

• Audit Committee have received the report. 

• The review has highlighted a decision made by Workforce Committee in May 2018 to 
rely upon professional registration checks as evidence appropriate qualifications 
were in place is now superseded, and the Trust will check both the registration and 
qualifications from 1 January 2021.   

Workforce Metrics: As at 31/12/2020: 
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• Workforce has increased in terms of headcount by 75 employees since 1st April 
2020. We now employ 2,912 (2,669.09 FTE) employees. In month, bank staff has 
decreased 129, volunteers remain unchanged at 353 and honorary/agency has 
increased to 450.  

• Paramedic establishment = +14.44. 

• CCA vacancies = -64.49. Forecast at end March 2021 = -47.15. 

• ACA vacancies = -43.46, enhanced by bank deployment of 30.74. Forecast at end 
March 2021 = 20.69. 

• EOC senior clinicians = -20.32. The majority of the vacancy covered by agency staff. 

• Annual turnover has reduced again this month to 7.85% (7.12% FTE).  

• Induction compliance continues to increase to 81.74% from September to date.  

• Sessional flu vaccinations increased to 62.5% (last year 65% was achieved overall).  

• Sickness absence in December increased to 8.71%, compared to last month, mainly 
due to COVID – Wave 3. The 12-month rolling absence rate has also increased to 
6.88%.  

• Statutory and Mandatory training in December shows a third month above target at 
89.52%. The IG target as decreased to 94.00%.  

• Appraisal compliance decreased this month and remains below target at 73.13% (a 
lower rate compared to the same time last year - 77.35%).  

• DBS checks and Professional registrations are at 100% compliance. 

Policy Position:  

The committee received a report showing work to review the suite of People policies is on track 
for completion by 31/3/2021. 

Board Assurance Framework:  

The BAF will be adjusted in accordance with the reports received detailed above.  

The one ‘red’ rating relates to Talent Management. The work required to address this will not 
commence until late in 2021. 

 

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

 

Note the information detailed above regarding: 

• Investors in People 

• Volunteer, Third Party and Taxi Assurance 

• Audit One Pre-employment checks report 

• Workforce Metrics 
 

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

- Outstanding actions where limited 
progress has been made] 

 

• Appraisal Compliance.  
The plan agreed by EMG must be implemented to achieve the 
required compliance by end of June 2021. 

• Sickness absence.  
The target of 5% or less will not be achieved by March 2021. 

               
 

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

 

No decisions made. Reports were received for assurance or information. 

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

 
 

Assurance was received from: 

• The staff story provided assurance NEAS/Sunderland University 
Student Paramedics were receiving excellent education & support 
from NEAS Clinical educators at a time when the University were 
unable to provide their normal level of service. 

• The Workforce Metrics Report as detailed above. 

• Volunteer, Third Party and Taxi compliance with the required checks 
as detailed above. 

• The ongoing work to achieve a suite of in date people policies. 
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Key risks identified: 
[Concise bullet points describing the most 
significant risks identified including agreed actions 
For the Board committees only please reference 
any work undertaken in relation to allocated Board 
Assurance Framework risks] 

 

• Appraisal Compliance.  
The plan agreed by EMG must be implemented to achieve the 
required compliance by end of June 2021. 

 

• Sickness. 
The target of 5% or less will not be achieved by March 2021. 
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