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Part 1: Statement of Quality from our Chief Executive
I am pleased to introduce our Quality Report for 2020/21 which
demonstrates how we have continued to deliver high quality, cost
effective care for patients over the past year, despite the significant
challenges COVID-19 has placed on all our services. As a result of
these challenges we have not been able to make the progress we
had planned, therefore we have chosen to continue those quality
priorities into 2021/22.

In last year’s Chief Executive’s statement, I wrote that the COVID-19 pandemic would be with us for some
time to come, and this has indeed been the case. That said, I don’t think any of us could have anticipated the
impact that this virus would have on our lives. This has been felt by all of us in different ways both personally
and from a work perspective and I am grateful, as I write this statement, that we are at last seeing positive
recovery from the challenges this has brought.
Colleagues and volunteers right across our services have worked tirelessly since the start of the pandemic to
deliver safe and high-quality care to our patients and I am hugely grateful to each one of them. Our staff did
this whilst responding to new and rapidly changing safety protocols and, most importantly whilst looking after
each other through some of the most challenging times our service has faced.
Delivering our patient services
Personal protective equipment, enhanced cleaning, changing guidance, operational pressures, deployment
into different roles, swabbing and testing, rolling out vaccines and managing outbreaks have pushed our
logistical capability and operating model to new levels in 2020/21.
Our Emergency Operations Centres underwent significant change to respond to the challenges of the
pandemic, both in respect of coping with increased call volumes, which impacted on our call answer
performance, and on managing the risks to staff of working together in this environment.
We took several measures including expanding the floor space, enabling forty clinicians to work at home,
reducing footfall and movement between sites, increased cleaning, promotion of lateral flow testing and
staggering breaktimes. We also set up our own polymerase chain reaction testing for all Emergency
Operations Centre staff to quickly manage outbreaks.
Across the year it has been a challenge to consistently achieve our emergency response times, and although
we have achieved an improved position across all response categories compared to the previous year we
recognise that some patients waited a long time and that is something we must continue to address. Given
the challenges faced by the service, it is however a significant achievement to have improved our overall
response times year on year. People often think of our blue light ambulances when they think of us but our
Scheduled Care colleagues have also worked tirelessly to respond to our patients and adhere to strict safety
and cleaning protocols. Their support to our emergency response has been and continues to be exceptional.
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Consistent with the previous year I am very pleased to report that we fully met the target for the most lifethreatening emergencies (Category 1) within the timeframes set.
Increased funding through the pandemic enabled us to achieve the optimal vehicle hours required to meet
demand, through the commissioning of third-party provider support. Whilst at times this was impacted by
high COVID-related sickness, it demonstrated that when sickness reduced the higher vehicle hours had a
hugely positive impact on our ability to deliver a more responsive service to patients.
Scheduled Care overall has continued to
perform strongly during the year. These
services have played a critical role in freeing
up capacity across our local health system
by supporting hospitals with timely patient
discharges, as well as supporting our
Unscheduled Care colleagues in times of
pressure. Scheduled Care will be playing a
pivotal role in keeping the health system
moving in 2021/22 as provider colleagues
focus on the restoration of elective and
cancer care services.
I am very conscious that colleagues across all of our services came to work despite feeling anxious for
themselves and their loved ones and they focussed on delivering our services to patients, showing
commitment and compassion for doing the right thing for their patients and colleagues. My gratitude to our
teams for this selfless and compassionate behaviour is hard to describe.
Our vehicles and vehicle cleanliness are fundamental to the delivery of our patient-facing services.
Colleagues at our subsidiary company, North East Ambulance Service Unified Solutions (NEASUS), have
worked diligently to ensure that our crews had the right number of vehicles available each day during the
pandemic, with the added challenge of conducting enhanced cleaning on the vehicles. I am delighted that
NEASUS ended the year with the securing of a major service contract for a private company. NEASUS
directly supports patient services through the reinvestment of any profits into patient care and this is a major
step for the future.
Whilst not directly patient-facing, our corporate staff have also made a significant contribution to support our
front-line efforts this year, with many stepping well outside of their comfort zones to help out. This includes
securing and distributing our personal protective equipment, monitoring infection, prevention and control staff
safety measures, upgrading our technology infrastructure, administering staff testing and vaccinations and
for those with a clinical background directly responding to patients.
We also received significant support from an army of volunteers during 2020/21. This included our existing,
valued volunteer base, as well as a large number of members of the public who volunteered with us as part
of our pandemic response. We are extremely grateful to you all.
Looking after our people
Looking after the welfare, wellbeing and safety of our colleagues has been of paramount importance over the
last year. It was important that we secured sufficient stocks of personal, protective equipment and introduced
enhanced cleaning and safety measures across all environments to protect our staff.
We strongly encouraged colleagues to work from home where possible to reduce their own risk and the risk
to those colleagues who needed to be office-based. We realised this would bring its own challenges and we
were very conscious of the need to provide support to our shielding staff and we worked in collaboration with

Page 4 of 111

our fantastic staff networks to reach out to staff who may be more vulnerable and in need of additional
assistance.
We recognise too that the pandemic has had an impact on mental as well as physical wellbeing. We
launched our ‘Help Hub’ in April 2020 which provides staff with access to wellbeing support and have
regularly sought feedback from staff through surveys to check that the offerings meet their needs. We are
extremely grateful to our occupational health team who have worked tirelessly to make sure the care and
support we were able to offer our staff was as wide ranging as possible.
We have made every effort to secure COVID vaccinations for
all our staff across the region through close working with our
partners and by running our own vaccination clinics. I am
pleased to report that by 31 March 2021 84% of our
substantive staff had received their first vaccination and over
40% had received their second dose.
Looking after our people features heavily in our new strategy
and we will be supporting colleagues through a recovery
period over the next twelve months.
Our staff networks have added a real level of additional support to staff and provided a safe place for
colleagues to discuss the issues they have faced over the year. It has been an especially challenging year
for these networks as we were unable to meet in person, but our network leaders and team pulled out all of
the virtual stops they could to ensure support was maintained.
Financial performance
It has certainly been a unique year in respect of NHS finances with a different regime in place during the
pandemic. As outlined in the previous section, the additional funding that this brought enabled us to increase
our vehicle hours, which was significant in respect of front-line delivery. We ended the year on a small
surplus against our breakeven control total.
Innovation and service enhancement
Whilst the pandemic has presented many
challenges, it also presented opportunities for
improvements and we have seen a significant
number of service enhancements and
innovations which have been brought about by
the need to work in a different way.
This has included enabling home working for
our clinical advisors and senior clinicians from
the Clinical Assessment Service; through
NHS111 providing patients with arrival slots
into emergency departments; introducing
video consultations; and changing our working
practices to enable colleagues to work effectively and more flexibly from home.
The report contains many more examples of innovations which ultimately enable us to be responsive to our
patients in this changed environment.
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Partnership working
This year really brought home to me the real partnership approach that is in place across the North East and
Cumbria. Our partners across Integrated Care System in hospitals, community providers, primary care,
mental health and across the wider social care system came together to offer support to each other right
across our communities. We saw the development of our new Provider Collaborative in the region and as we
move into the coming year we continue to work with our partners to shape the future of our Integrated Care
System.
The importance of our services in supporting the functioning of the whole health system has never been
clearer. The national 111 First campaign encourages patients to use 111 before self-presenting to urgent or
emergency care. As the NHS111 provider for the region, we played an integral role in this and through
national funding we were able to expand our service to support anticipated increased call demand.
We also played a vital role in the region’s vaccination programme. Our vaccination team worked
collaboratively with partners to deliver vaccinations to the public across core sites such as the Centre for Life
and Nightingale Hospital.
Looking ahead
As I write this statement, restrictions are beginning to ease and the vaccination programme nationally is
continuing to progress well. Whilst I am cautiously optimistic about the future, we are not being complacent,
and we will continue to adhere to the highest standards of safety for our patients and our staff.
Importantly, our Board of Directors approved the Trust’s new five-year strategy in March 2021 and I am
looking forward to working with colleagues and stakeholders to develop the detailed plans that will take
NEAS from strength to strength. We are very clear that patients re at the heart of our new strategy and we
will, as we develop the steps to bring our strategy to life, maintain our strong focus on our people, our
partnership, our performance and on ensuring we provide the highest levels of quality and safety.
It is really an understatement to say that 2020/21 has been a challenging year for us all. I am immeasurably
proud of our staff, NEASUS colleagues and our valued volunteers for their hard-work, dedication,
compassion and care under very difficult circumstances. My sincere thanks also go to our partners and the
general public, who have provided the Trust with incredible support and encouragement during this
pandemic.
Thank You All

Helen Ray
Chief Executive
10 June 2021
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About our Quality Report
Our Quality Report is produced annually for the public, to outline the quality of healthcare services we
provide. It demonstrates how we strive continually to improve the quality of our services by providing a range
of information regarding patient safety, patient experience and clinical effectiveness, what has been
achieved in 2020/21 and our quality priorities for 2021/22.

Page 7 of 111

Part 2: Priorities for improvement and statements of assurance
from the Board of Directors
We are pleased to outline the progress we have made in delivering the quality priorities in 2020/21, which
demonstrates the Trust’s commitment to striving continuously to improve patient safety, patient experience
and clinical effectiveness. We acknowledge however that due to the focus on responding to the COVID -19
pandemic we have not been able to fully progress with each quality priority, in light of this we have worked
with our key stakeholders to roll over the quality priorities from 2020/21 to 2021/22.
Monitoring the progress made against each quality priority is through our Quality Governance Framework
and is reported to the Clinical Quality Governance Group, however this group was stood down for most of
2020/21, though the Quality Committee still met regularly to ensure assurance was sought regarding the
safety of patients.
Our Mission at North East Ambulance Service (NEAS) is to provide safe, effective and responsive care for
all, and our Quality Strategy 2017–2020 has five overarching aims:
1.
2.
3.
4.

No preventable deaths (patient safety)
Continuously seeking out and reducing patient harm (patient safety)
Achieving the highest level of reliability for clinical care (clinical effectiveness)
Deliver what matters most: work in partnership with patients, carers, and families to meet their needs
(patient experience)
5. Deliver innovative and integrated care at or closer to home, which supports and improves health,
well-being and independence (patient safety, clinical effectiveness and patient experience)
For each of the three domains of patient safety, clinical effectiveness and patient experience there are a
number of ambitious development plans to improve the quality of care we provide patients. There are 16
plans covering the following areas:
Patient safety
•
•
•
•
•
•
•

‘Sign up to Safety’ campaign
Improving early recognition of sepsis
Keeping vulnerable children, young people and adults safe
Frailty
Improving infection prevention and control
Pressure ulcer prevention
Improving medicines governance and reducing errors

Clinical effectiveness:
•
•
•
•
•
•

Improve delivery of our clinical ambulance quality indicators
Improve outcomes for patients suffering cardiac arrest
Introducing learning from deaths
National audits and confidential enquiries
Ensure compliance with the National Institute for Health and Care Excellence (NICE) guidance and
quality standards
Improve our research and development

Page 8 of 111

Patient experience:
•
•
•

Ensure learning from complaints
Improve patient experience of those experiencing ambulance delays
Improve end of life care by working collaboratively with Macmillan Cancer Support

It was agreed to extend the Quality Strategy to March 2021, in light of the pandemic and realign this to the
review and fresh of the Trust five-year strategy, which was approved at the Board of Directors in March
2021.

2.1 Quality priorities for improvement 2021/22
As a result of the response to the COVID-19 pandemic this required everyone in the organisation to focus on
this as a priority. As such it has impacted on our ability to deliver all of the actions outlined in the quality
priorities for 2020/21.
We have discussed this with the Board of Directors and approved the request by key leaders in the
organisation to roll over the quality priorities for 2021/22. We have broadened our quality priority relating to
clinical effectiveness to also look at the care we provide to patients who have major trauma injuries.
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Patient Safety - Managing the deteriorating patient in the Emergency Operations Centre (EOC)
Why is this a priority?
The Trust has experienced several incidents and complaints where not effectively identifying the
deterioration of the patient has had a negative impact on the patient outcome. This quality priority is focused
on calls to the EOC and the management of these calls and patients prior to the arrival on scene by a crew.
Aim
The aim of this priority is to ensure we have robust processes to manage the identification of deteriorating
patients in the care of the EOC efficiently and effectively.
This challenge is especially pertinent when resource levels or rapid peaks in demand mean we are unable to
meet our ambulance response standards, set out nationally, and where the clinical performance standards
for our 111 or clinical assessment service are challenged.
Key Actions
1. Further review and survey of clinicians regarding upgrading of patients in a peri arrest situation
2. Review the findings of the research undertaken to determine if the timing and frequency of call backs
can be linked to determining if patients are clinically deteriorating and any learning that can be used
to improve the systems we use
3. We will look at the role of clinicians based in the dispatch area to understand the impact of this on
the deteriorating patient
4. We will look at the data linking learning from deaths reviews and patient safety incidents with any
delays in responding to the patient to determine learning from this
5. We will continue to review the impact of the ‘No send’ policy when we are in times of escalation
6. We will further review patient safety incidents relating to scheduled care services and how we may
learn from these.
How will we know if we have achieved this priority?
•
•
•
•
•
•

Identification of any system or process changes in light of this work
Evaluation of the role of clinicians in dispatch
Learning identified through reviewing delays which impact on patient safety
Patient outcomes of ‘No send’ policy application to ensure it manages the risks for all patients when
the service is in escalation
Patient safety incident will be reported by scheduled care services and clear learning and sharing of
actions taken to improve patient safety is visible.
All findings and action plans to be monitored regularly through Clinical Quality Governance Group
and Quality Committee

Board Sponsor: Executive Lead: Paul Liversidge, Chief Operating Officer

Implementation Leads: Clare Bannister, Head of Integrated Urgent Care/Clinical Assessment Service and
Shane Woodhouse, Clinical Audit and Effectiveness Manager
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Clinical Effectiveness - Improving cardiac arrest care
Why is this a priority?
It is well known that survival for patients experiencing a cardiac arrest is dependent on their receiving
treatment within a very short timeframe. Early recognition and access to treatment, early cardiopulmonary
resuscitation (CPR) and early defibrillation are all key to survival. The ambulance service plays a key part in
the chain of survival through the timeliness and quality of interventions provided.
Aim
The aim of this quality priority is to continue the work undertaken in 2020/21, focusing on early interventions
to support improved cardiac arrest outcomes.
Key actions
1. Continue to support the purchasing of community public access defibrillators (CPADs), through our
NEAS Trust Fund to place in areas we feel would benefit most, based on our local intelligence.
2. Review the impact of the specialist paramedics in emergency care dispatch desk in deploying
dedicated resource to patients who have had a cardiac arrest.
3. Use smart technologies to activate the public and clinical staff to a nearby cardiac arrest to enable
early intervention
4. Contribute to research regarding cardiac arrest in the out of hospital setting
How will we know if we have achieved this priority?
•
•
•
•
•
•

Our key performance indicators for cardiac arrest will improve
There will be an increased number of CPADs available in the community
There will be an increase number of bystander Cardio pulmonary resuscitation undertaken
There will be an increase in specialist support through effective deployment of the specialist dispatch
desk / specialist resources
NEAS contribution to research into cardiac arrest
All findings and action plans to be monitored regularly through Clinical Quality Governance Group
and Quality Committee

Board Sponsor: Dr Mathew Beattie, Medical Director
Implementation Lead: Paul Aitken Fell, Lead Consultant Paramedic
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Patient Experience - Improving end of life care
Why is this a priority?
We recognise the important part we play in striving to ensure patients who are at the end of their life have a
calm and peaceful death, in their preferred place of care, wherever possible.
We must recognise the wishes of individuals and their family in supporting the person who has reached the
end of their life, whether this is through the natural process of dying or where a sudden event had occurred
such as a cardiac arrest, so that patients who do not wish to be resuscitated in those circumstances have
their wishes respected.
We know that taking a patient into hospital can create additional distress in these circumstances. The
journey into hospital, clinical assessment and interventions within an acute hospital environment are often
not conducive to a peaceful and dignified death.
Respect and compassion are two of the Trust’s values and our quality strategy outlines the need to improve
the patient’s experience of care provided by the Trust. We know we can learn from feedback through patient
safety, patient and carer feedback and the learning from deaths process to further improve the care we
provide to patients at the end of their lives and to provide support to carers at this difficult time.
Aim
The aim of this priority is to ensure patients receive end of life care and a calm and peaceful death, in their
preferred place of care, wherever possible.
In order to fulfil this priority, we need to have skilled staff within our EOC and throughout the operations
department to support high quality assessment and care when caring for a patient at the end of their life and
providing support to their loved ones by having access to information to support clinical decision making.
Key actions
•

•

•
•
•

Embed the process to triangulate learning from patient safety incidents, feedback from carers,
feedback from acute providers and themes identified from the learning from deaths process to better
understand what we need to do within NEAS and across the system to support end of life care
Continue to collect data on Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) information
shared with NEAS, broken down to Clinical Commissioning Group level and report the findings to
identify where information sharing gaps occur
Review the data for non conveyance of patients where we know there is a DNACPR in place, by
CCG area and work with key partners to determine reasons for this
Identify and work within a locality to review conveyance rates to hospital of patients in the care home
sector who die within 24 hours to determine learning from this
Develop the business case for commissioners to consider so that we can provide a 7 day end of life
transport service
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How will we know if we have achieved this priority?
•
•
•
•
•

Evidence of learning from triangulation of information
Increase in information sharing regarding DNACPR across our geographical footprint
Non conveyance rates will increase, where this is appropriate for the patient and family
Learning for the care home sector work regarding ED conveyance
Business case completed for review by commissioners

Board Sponsor: Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and Improvement
Implementation Lead: MacMillan End of Life Care Facilitator / Deputy Director of Quality and Safety

Qu
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Quality priorities for improvement 2019/20
priorities for improvement 2019/20
Patient Safety - Managing the deteriorating patient in the Emergency Operations Centre (EOC)

Aim
The aim of this priority is to ensure we have robust processes to manage the identification of deteriorating
patients in the care of the EOC efficiently and effectively.
This challenge is especially pertinent when resource levels or rapid peaks in demand mean we are unable to
meet our ambulance response standards, set out nationally, and where the clinical performance standards
for our 111 or clinical assessment service are challenged.
Progress update
Determine what factors identify possible deterioration of a patient’s condition, such as frequency of
Estimated Time of Arrival (ETA) calls or certain symptom changes.
We have commenced a one year study to gather information on cases where we receive multiple call backs
from the patient or relatives to understand factors which relate to clinical deterioration of the patient, rather
than worry about the time taken for an ambulance to arrive.
We plan to use the findings of this work to help us identify whether the frequency of call backs may relate to
deterioration and whether any specific symptoms can help us identify that there is a concern regarding the
patient’s condition.
Review all current processes and procedures and determine if they support the timely identification
of these factors.
We have been unable to progress with this work as our team have been focused on responding to the
COVID-19 pandemic. This has required our health advisors and clinicians working in the Emergency
Operations Centre to implement clinical guidance, which changed frequently in response to understanding
more about the COVID-19 virus and other countries affected by it.
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Our staff in the Emergency Operations Centre not only had to cope with the huge volume of calls relating to
patients with concerns regarding corona virus but had to adapt to working in an environment which was safe
for them. We put in place a variety of COVID secure measures, in line with national guidance to support a
safe workplace.

Explore any systems changes which could be made that can support these processes and reduce
cognitive load on system users and mitigate human error where ever possible.
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We have focused on our internal Demand Management Plan and actions we take, which has included
reviewing when the service is under pressure those patients who could be advised to safely make their own
way to hospital. This frees up an ambulance resource to respond to those patients in greater clinical need.
Between January 2021 – March 2021 in line with our Demand Management Plan we invoked the ‘No send’
policy. In total for that time period there were 1,656 patients who were asked to make their own way to
hospital or a healthcare facility (such as an urgent treatment centre).
Of the 1,656 patients there were 42 patients who re-contacted the service within 24 hours, given a 2.5%
recontact rate.
•
•
•
•

•

January 2021 - 1,321 “no sends” and 32 recontacts
February 2021 – 298 “no sends” and 10 recontacts
March 2021 – 37 “no sends” and 0 recontacts
3 of those were callers who called 111 and advised we were unable to send an ambulance at this
time and they could safely make their way to an Emergency Department who then called 999 and
were advised of the same outcome
When reviewing the recontact clinical information there were no patient safety incidents reported as
a consequence of this.

We have been unable to progress with further systems work, due to a focus on embedding new pathways
relating to caring for patients with COVID-19.
Work with clinicians to understand the actions taken if they identify a patient is in peri – arrest (this
is a stage where the person is deteriorating and may go on to have a cardiac arrest)
We have undertaken an initial clinician survey to seek their views about on those patients who may require
an ambulance to be upgraded to our highest response level, a category 1 response.
One of our senior paramedics and a senior nurse reviewed 10 calls where a patients condition had
deteriorated and the majority of these were calls were from patients with breathing difficulties.
Assessing patients with breathing difficulties is always challenging over the telephone, and all of the patients
were conscious and breathing on the call. It is with hindsight knowing the patients outcome that we can
sometimes question our decisions.
Through the process of engaging with the clinicians in how we manage when the number of patients
requiring an ambulance is greater than the vehicles we have at the time, using our Demand Management
measures, such as making sure ambulances are able to handover patients promptly at hospital, to get back
on the road, by ensuring we care for patients in their own home where safe to do so, by invoking our ’No
send’ policy assist in being able to respond to patients with life threatening illness or injury.
We are also exploring how we can use technology to support clinical assessment such as use of
telemedicine to actually see the patient.
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How do we manage those patients who deteriorate whilst using our scheduled care service?
Our scheduled care service provides transport to patients requiring planned hospital appointments, which
can include same day appointments requested by Health Care Professionals for the patient to be assessed
in hospital.
We have reviewed the patient safety incidents reported by staff working within our scheduled care services
between October 2020 – March 2021 and found:
•
•
•
•
•
•
•
•
•

Between October – December 2020 there were 48 incidents reported by scheduled care staff (15%
of all patient safety incidents reported in the Trust in that quarter)
Of those 13 related to potentially inappropriate assignment to a PTS crew.
An emerging theme in 6 of the incidents was that the request was made by a Health Care
Professional who advised the patient’s condition was suitable for a Scheduled Care Crew
There were 4 occasions where the crew used the escalation procedure to request assistance on
scene
On review of all cases the patient’s did not come to any significant harm
Between January 21 – March 21 there were 45 incidents reported by scheduled care staff (12.5% of
all patient safety incidents reported in the Trust in that quarter)
Of those 7 related to potentially inappropriate assignment to the PTS crew
An emerging theme was that the request was made by a Health Care Professional who advised the
patient’s condition was suitable for a Scheduled Care Crew
On review of all cases the patient’s did not come to any significant harm

We have recognised through this work that we need to engage with Health Care Professionals more to
understand the remit of the Scheduled Care Service when transporting patients to same day appointments in
Assessment Units /Clinics or in some cases the Emergency Department.
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Clinical Effectiveness - Improving cardiac arrest outcomes
Aim
The aim of this quality priority is to build on the work undertaken in 2019/20 and to ensure the care post
cardiac arrest is of a high standard to support a positive outcome for the patient.
Progress update
Continue to support the purchasing of community public access defibrillators (CPADs), through our NEAS
Trust Fund to place in areas we feel would benefit most, based on our local intelligence
In the north east has the lowest rate of survival from cardiac arrest and one of the lowest rates of bystander
CPR in England, and our team is working hard to reverse this, through education and increasing the number
of public access defibrillators.
NEAS average rate of bystander CPR is 25% (1 in 4 people will received bystander CPR), and this rate has
dropped during COVID-19 to around 19%. In other ambulance trusts, the average figure is more than
double, and London Ambulance Service and East of England Ambulance Service are reporting rates of
bystander CPR in as high as 75% of incidents.
The rate of survival from a cardiac arrest in the north east is less than 1 in 20 (5%). Nationally it is over 8%.
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Cardiac arrest survivor’s fiancé takes on mammoth March challenge to raise money for life-saving
defibrillators
Amy Donalson will walk, run and cycle
34km a day to raise money for North
East Ambulance Service's charitable
fund.

Most people remember Friday, 20
March, as the day Boris Johnson shut
the pubs. But Amy Donalson will
always remember it as the night she
found herself in the position no-one
wants to find themselves in – doing
CPR on her fiancé Lee.
Amy’s fiancé, Lee Stephenson,
suffered a cardiac arrest at their
home in Gosforth on 20 March 2020, after believing the chest pains he had been experiencing all day
couldn’t possibly be a heart attack due to him being just 31-years-old.
That night, Amy found herself calling 999 and putting the first aid skills she had learned at work into
practice, desperately trying to save Lee’s life with the help of 999 health advisor Bradley Sanderson,
whilst two ambulance crews were en-route.
Thankfully Lee is now making a steady recovery and will be supporting Amy on her mammoth
challenge as much as his doctors will allow.
The pair are hoping to help North East Ambulance Service’s Charitable Fund to install a defibrillator in
Grangetown, Sunderland, where Lee grew up, in the hope of helping save someone else’s life.
“That night was the worst of my life,” said Amy. “I thought I had lost him”.
“Without the amazing help of that call operator talking me through CPR and the fast response of the
paramedic team, I have no doubt that Lee wouldn’t be with me today.
Alex Mason, community resuscitation officer at NEAS, said: “As both Lee and Amy have said, they
were lucky. Amy realised that something was wrong, called 999 and, with assistance over the phone
from our health adviser, started the CPR that Lee needed to buy him time until the ambulance crew
arrived with their defibrillator to restart his heart.
“We need to increase awareness of cardiac arrest, the number of people who start CPR as well as the
number of public access defibrillators in our region, and their brilliant challenge to raise funds for our
charity will help us do this.
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We know that prompt resuscitation and using a defibrillator (where this is required) helps to save lives. We
have continued to support the increase of CPADs across our regional footprint, although progress this year
has been slower than we would have liked there are now 920 CPADs registered with NEAS compared to 775
by March 2020, an increase of 145 CPADs.
Clinical Commissioning Group area
(revised areas)
County Durham
Newcastle Gateshead
North Tyneside
Northumberland
South Tyneside
Sunderland
Tees Valley
Other
Total

Number of
CPADS
2018/19
136
37
17
229
3
19
95
1
537

Number of
CPADS
2019/20
214
66
25
292
5
33
135
5
775

Number of
CPADs
2020/21
244
102
32
323
11
45
158
5
920

We are always looking to work with communities and organisations to increase the number of defibrillators
available to the public. Our charitable fund is offering £500 to support the costs of purchasing a defibrillator in
the postcodes identified by NEAS as being an area of need.
To find out more information on funding opportunities please click on the link below:
Funding opportunities - North East Ambulance Service - NHS Foundation Trust (neas.nhs.uk)
We have reduced price CPAD packages for areas that are most in need and we have now sourced external
funding to reduce the cost even further for certain areas across Redcar, Middlesbrough, Stockton, Hartlepool
and County Durham. With any CPAD site, we offer our free familiarisation session if required, which covers
recognising cardiac arrest, Cardio Pulmonary Resuscitation, and how to access and use a defibrillator.
We also have an interactive map on the NEAS website which identifies where we have CPAD’s registered
with the Emergency Operations Centre Control. Please click on this link to find out more about the locations
across our Resources by CCG - cPADs - Google My Maps
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We have identified that NEAS charitable funds have provided £3,500 to support the purchase of CPAD’s in
20/21.

Another community public access defibrillator (CPAD) for Peterlee at The Moorcock Public House on
Burnhope Way. @RotaryNorthEast @NEAmbulance
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Review the impact of the specialist paramedics in emergency care dispatch in deploying dedicated
resource to patients who have had a cardiac arrest.
We have undertaken a review of this specialist resource and found that their input in dispatching the
paramedics with advanced skills and experience in dealing with patient sin cardiac arrest has been
welcomed by the paramedics who are often first on scene. Whilst it was hoped that we would be able to use
patient outcome data, held on a national database with information on patients who had a cardiac arrest and
their care out of hospital and in hospital (called ICNARC), this has not been possible.
We are proposing to increase the numbers of specialist paramedics to undertake this role, and this will be
reviewed in 2021/22.

Getting help early – Using the GoodSAM (Good Smartphone Activated Medics) app
In 2019/20 we rolled out the GoodSAM app to first responders and clinical
staff at NEAS to enable a prompt response to cardiac arrest by those
trained to provide basic life support. We have over 200 people registered.
When a member of the public dials 999 in the North East to report a
suspected cardiac arrest this triggers an alert via the GoodSAM app to
those who have this enabled, and when they accept the alert details of the
location are then provided. Whilst this occurs an ambulance is dispatched
simultaneously and arrangements to access a CPAD if there is one within
500 metres is undertaken.
We have around 100 Community First Responders who are everyday members of the general public trained
by NEAS in basic first aid and life support. They are provided with oxygen and a defibrillator and are
deployed by NEAS to life threatening emergencies, such as chest pain, breathing difficulties, cardiac arrest,
and unconsciousness, if they are the nearest resource, followed by the next nearest emergency care crew.
We had planned to roll out the use of the GoodSAM app further in 2020/21, but due to COVID-19 we had to
cease using the app. The use of the app has been reinstated from March 2021.
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Review the care provided post cardiac arrest and onward conveyance to the emergency department.
We have undertaken an audit of care provided to patients who were conveyed to hospital. The results are
identified below:
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We also reviewed the care we provided in line with our national standards for children who had a cardiac
arrest.

As a result of this work we have submitted a proposal nationally to consider using our audit tool and
standards as a national clinical quality indicator for the ambulance service in England. We await feedback on
this at the time of producing the Quality Report.

Review the clinical care and pre alert information to ensure this enables the teams to prepare for the
patient at hospital.
We have looked at the clinical care provided to patients in cardiac arrest and as a result of this have ensured
the defibrillator data is available for review at the Learning from Deaths meeting.
We have worked nationally to develop an agreed pre Alert document with the National College of Emergency
Medicine and Lead Paramedic Group for Ambulance Trusts. We will now be able to capture our pre alerts
undertaken, via our electronic Patient Care Record and have established key Consultant leads in each ED to
enable feedback on any learning.
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Patient Experience - Improving end of life care

Aim
The aim of this priority is to ensure patients receive end of life care and a calm and peaceful death, in their
preferred place of care, wherever possible.
In order to fulfil this priority, we need to have skilled staff within our EOC and throughout the operations
department to support high quality assessment and care when caring for a patient at the end of their life and
providing support to their loved ones by having access to information to support clinical decision making.
Progress update
Implementation of year three of the Palliative Care and End of Life Education Strategy with a focus on
recognising the dying patient, pain and symptom control and accessing information digitally to support
decision making
Delivering face to face training has been challenging throughout 2020/21 due to the COVID-19 pandemic,
and so on line training has been developed and introduced, with oversight from the Macmillan End of Life
Facilitator.
Training for Clinical Care Assistants, Newly Qualified Paramedics, Scheduled Care staff, Health Advisors,
Student Paramedics and St John Ambulance staff has been undertaken. It has not been possible to deliver
the Palliative and End of Life Care Masterclasses this year, which had evaluated so well the previous year.
From January 2020 – December 2020 there have been 279 staff who have received training.
Develop a process to triangulate learning from patient safety incidents, feedback from carers, feedback from
acute providers and themes identified from the learning from deaths process to better understand what we
need to do within NEAS and across the system to support end of life care
The End of Life Facilitator has established excellent links with the Patient Safety Team, Patient Experience
Team and Learning from Deaths leads. This has enabled specialist input for incidents, complaints or care
review and any learning has helped to shape education and training programmes as well as providing
feedback to staff regarding the care of the patient and their reflection and learning.
Continue to collect data on Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) information shared
with NEAS, broken down to Clinical Commissioning Group level and report the findings to identify where
information sharing gaps occur
We have continued to work with GP practices to ensure we receive vital information regarding the patient’s
resuscitation status, to ensure we provide appropriate care.
Information sharing relates to health care professionals (HCPs) sharing details of advance care planning for
palliative and End of Life patients such as DNACPR decisions or Emergency Health Care Plans, which
identify what plans are in place to deal with an emergency situation, to focus on the wishes of the patient and
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involve the relevant support for the patient and family at that time. The sharing of this information is actively
encouraged regionally and assists ambulance staff to undertake better, make informed decisions about a
patient’s care in times of crisis as well as ensuring a patient’s wishes and preferences are met so far as is
reasonably practical and appropriate for the situation.
HCPs share this via a secure nhs.net account to the NEAS special patient notes (SPN) team who then
manually input the data into the call taking system. If a patient or family/carer rings 111 or 999 the
information will be displayed to the Health Advisor, who will then accept the alert, if it is for that patient. That
information is then stored in the case notes and is passed to any attending crew to alert them that advance
care planning is in place and they can ask to see the documentation when they arrive on scene.
The chart below shows a 181% increase in the number of DNACPRs shared with NEAS, when compared
with information collected from November 2018. It is noted that a step change occurred in Aril 2020, which is
likely to be in light of discussions held by healthcare professionals with patients who were requiring palliative
or end of life care needs to establish what their views were about resuscitation, in light of COVID-19.

We have also looked at the percentage of palliative care patients who had a DNACPR in place who were
cared for at home rather than being taken to hospital (non conveyance).
There is a clear link between increased information sharing and a reduction in palliative and end of life care
patients being conveyed to hospital after an ambulance has arrived on scene. This is reported monthly via a
report that is shared with the Supportive, Palliative and End of Life Care regional clinical network and to CCG
representatives. Individual locality groups also take a keen interest in the data to ascertain how their own
CCG/Foundation Trust is performing regarding information sharing
The table above shows how non-conveyance of palliative patients with a DNACPR that has been shared with
NEAS has gone up from 2018 to 2021 with a steep increase during the first wave of the COVID-19
pandemic. It returned to more normal figures, but the 2021 levels are still above the 2018 levels showing the
correlation between increased information sharing and fewer palliative patients being conveyed to
emergency departments.
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Work with North Tyneside to evaluate the impact of local engagement and provision of information
on Emergency Health Care Plans (EHCP’s) to support preferred place of care.
Electronic Palliative Care Co-ordinated System (EPaCCS) and Shared Palliative Care Summary (SPCS).
In the main, information sharing with NEAS is a manual process requiring Health Care Professionals (HCPs)
to fill in a Special Patient Note form and then emailing it securely to NEAS for it to be actioned. However,
Electronic Palliative Care Co-ordinated System (EPaCCS) is a more digital method of sharing information.
Within the EPaCCS project sits the Shared Palliative Care Summary (SPCS) which was a pilot in the North
Tyneside Clinical Commissioning Group area. It aimed to improve the availability of up to date palliative care
summaries for HCP’s involved in a patient’s care, especially for the ambulance service, Out Of Hours GPs
and community teams, as well as hospital settings.
NEAS are participants in the pilot and as part of that participation, NEAS Emergency Operations Centre
(EOC) clinicians were given access to the SPCS portal where details of individual plans are held and owned
by primary care. This provides clinicians with information such as do not attempt cardiopulmonary
resuscitation status (DNACPR), preferred place of care (PPC), preferred place of death (PPD), medications,
next of kin details and key safe codes regarding the patient’s property. Our EOC clinicians can then relay this
information to attending ambulance crews should they request it. Crews are notified of the plan via a normal
Special Patient Notes alert, but that alert is sent automatically to NEAS by the software behind SPCS,
therefore saving primary care providers time in filling out paperwork and sending emails. It is hoped that in
time this is rolled out region wide if it proves successful, once full evaluation has been carried out by
everyone involved. There is also a chance that this could be superseded by the Health Information
Exchange (HIE) which is another digital solution where everything is held in a central repository that users
can gain access to.
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Work with Gateshead care home sector to review conveyance rates to hospital of patients who die
within 24 hours
We have been unable to progress this work due to the focus on the COVID-19 pandemic. We will consider
which geographical area would benefit most from this type of review in conjunction with our commissioners
and acute trusts.
Evaluate the changes made in 2019/20 to the dedicated end of life transport service, through
deployment by the specialist dispatch desk and review the key performance indicator (KPI) metrics
NEAS has the use of three ambulances for end of life transfers/discharges from Monday-Friday, including
bank holidays, that between them cover from the hours of 0900-1900. Operated by St John Ambulance,
technician led crews are provided and dispatched to cases by NEAS ambulance control. For any cases
where these vehicles are unavailable, for example if they are all on calls or during the out of hours period,
NEAS will use another third party provider or a core vehicle to carry out the transfer/discharge in a timely
manner.

All end of life cases in hours have a 1 hour response time target which changes to either a 1, 2 or 4-hour
response during the out of hours period. The average response times are monitored monthly and reported
on as this is the key performance indicator (KPI) for the service. All HCPs making these requests, as well as
NEAS Health Advisors and dispatch staff have been issued guidance on usage of the vehicles to help
ensure the smooth running of the service, enabling NEAS to transport patients for end of life care when they
most need it. The table below shows the average response times by month from 2018 to 2021. The range of
average response times was from 52 minutes to 1 hour and 41 minutes.
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Develop a business case for fully funded end of life transport service
We have updated the commissioners of the work we do to care for patients at the end of their life, working in
partnership with St John Ambulance in providing dedicated vehicles for this service alongside staff we have
trained to give compassionate and sensitive care for patients and their families at such a difficult time.
We are in the process of developing a business case to identify the need to have this dedicated transport
facility at weekends also.
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Statements of assurance from the Board
This section of the report is common to all healthcare providers and ensures that all quality accounts are
comparable.
High level indicators of quality and safety are routinely reported to the Board and Council of Governors and
our quality report gives information under the headings of patient safety, clinical effectiveness and patient
experience, measuring areas of compliance, progress and improvement throughout the financial year.
Performance is also compared to local and national standards where these are available.
All members of the Board would usually undertake regular quality walkarounds and report issues and
concerns into individual directorates as and when necessary. However due to COVID-19 this has not been
possible. The Board have therefore received assurance from Executive colleagues at Board and received
reports focussed on responding to COVID-19 and how quality and safety has been maintained.
1.

During 2020/21 the North East Ambulance Service NHS Foundation Trust (NEAS) provided and/or subcontracted three relevant health services. For NEAS relevant health services are defined as Emergency
Care (Unscheduled care), Patient Transport Services (Scheduled care), NHS111, including our Clinical
Assessment Service and GP Out of Hours services.

1.1

NEAS has reviewed all the data available to them on the quality of care in all three of these
relevant health services.

1.2

The income generated by the relevant health services reviewed in 2020/21 represents 99.87% of
the total income generated from the provision of relevant health services by NEAS for 2020/21.
This represents a minimal change with just over £207k of reported £161 million coming from non
NHS partners, mainly around event cover and local authority funding

2.

During 2020/21, 27 national clinical audit projects and 5 clinical outcome quality indicators covered the
relevant health services that NEAS provides. There were no national confidential enquiries that NEAS
was eligible to take part in this financial year.

2.1

During that period NEAS participated in 100% of national clinical audits and 100% of national
confidential enquiries of the national clinical audits and national confidential enquiries it was eligible
to participate in.

2.2

The national clinical audits and enquiries that NEAS was eligible to participate in during 2020/21
are shown in the table below.

2.3/2.4

The national clinical audits NEAS participated in, and for which data collection was completed
during 2020/21, are listed below alongside the number of cases submitted to each audit as a
percentage of the number of registered cases required by the terms of that audit.
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National Clinical Audits eligible
to participate in

National Clinical Audits
participated in

Ambulance Clinical Quality Indicators (ACQIs)
STEMI
Yes
Stroke
Yes
Cardiac Arrest (OHCAO)
Yes
Post- ROSC
Yes
Sepsis
Yes
Myocardial Ischaemia National Audit
Yes*
Project (MINAP)
Sentinel Stroke National Audit Project
Yes*
(SSNAP)

Number of cases
submitted

100% (976)
100% (5315)
100% (5349)
100% (151)
100% (812)

*MINAP/SSNAP do not provide annual returns on the number of cases matched and submitted.
Audit sample sizes:
For the ACQIs the sample size is 100% of eligible cases. ACQI data is reported to NHS England
four months in arrears.
Reporting of ACQI changed from April 2018 to quarterly submissions instead of monthly
submissions to accommodate the additional audits introduced. For cardiac arrest outcomes,
submitted via OHCAO, the sample is 100% of eligible cases submitted monthly.
2.5/2.6

•
•
•
•
•
•
2.7/2.8

The reports of the 28 national audits and clinical outcomes programmes were reviewed by NEAS in
2020/21 and NEAS intends to take the following actions to improve the quality of healthcare
provided:
Developed over 35 local clinical performance indicators that are reflective of the scope of clinical
practice and include medicines and patient experience audits.
Developed the specification for a new integrated clinical audit tool.
Developed a suite of reports to support managers and staff understand and continuously improve
clinical performance.
Implemented version 2 of the electronic Patient Care Record (ePCR) and continue to develop the
content of this application to support staff.
Explore embedding clinical governance at an operational level.
Expand the use of the CARE applications to encourage reflection and professional development.
The reports of 12 local clinical audits were reviewed by NEAS in 2020/21 and we intend to take the
following actions to improve the quality of healthcare provided.
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Local Clinical
Audits completed

Number of cases
reviewed

Summary and Actions to improve practice

Delayed hospital
handover

730

Implemented a process to ensure when crews
experience a delay in handing over at hospital that
operational crews are regularly monitoring patients and
escalating deterioration early. This will be repeated over
the winter period in 2021/22.

Re-contact
following NEAS
discharge

352

Overall discharges were safe and appropriate. A further
piece of work will be undertaken to explore discharge by
non-qualified and newly qualified paramedics. Annual
training will reinforce appropriate use of the ePCR and
rationalising decision making.

Paediatric
cardiac arrest

43

Overall compliance improved for the third year. As part
of the Learning from Deaths process we have worked
with the police and safeguarding teams to ensure
deceased children are conveyed to the emergency
department instead of mortuary and have implemented a
paediatric cardiac arrest checklist.

Conveying
patients in
cardiac arrest

19

89% of patients conveyed in cardiac arrest were
appropriate, again this demonstrates sustained
improvement with the denominator halved compared
with the initial review in 2018. Only conveying
appropriate patients in cardiac arrest ensures higher
quality of resuscitation is being delivered on scene.

Correct use of
ePCR

80

Overall compliance across most standards was high
against the new ePCR implemented in October 2020.
Standardising the way ePCR is completed will be
delivered along with the documentation sessions as part
of annual training to all operational staff.

Drug overdose
management

377

We are going to develop a specific page within the
ePCR to support staff capture the relevant information
required. We are working with Public Health England
and local councils to develop an alert system and
referral options for crews.

Hypoglycaemia
management

350

There were high standards within the clinical treatment
of these patients but a gap has been identified regarding
referrals following treatment. We are exploring how we
can automate this process via the ePCR.

Transient loss of
consciousness
(T/LOC)

363

There were several elements within this audit that
required improvement and an action plan has been
developed to support this. The T/LOC page on the
ePCR has been updated to improve the recording of
information and the red flag embedded to promote safe
management.
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Fractured neck
of femur

180

There were multiple standards within this that require
improvement. On exploring some of the failed elements
with operational crews it was identified that these were
delivered but not explicitly recorded.

Head injury

284

Overall compliance across all standards was high
especially in the cohort of patients being discharged.
Those that were non-compliant were time-critical
patients with other life-threatening issues being actively
managed.

NHS Pathways:
Health Advisors

9374

80% of calls audited passed and 9% of the total calls
audited passed with 100%. There were 17 health
advisors that achieved 100% for every call audited.

NHS Pathways:
Clinicians

2829

92% of the calls audited achieved compliance, with the
average score of 94% across all calls.

1.

NEAS will continue to audit and feedback on the quality of documentation on both paper Patient
Report Forms (PRF) and Electronic Patient Care Records (ePCR) completed by front line staff. Audits
have also been undertaken of the PRFs completed by third party service providers, to seek assurance
that they are delivering consistent care to all patients. These audits aim to support the quality
improvement of data capture.

2.

We have a programme of clinical audit reviewing infection prevention and control practice across
clinical services. This provides assurance that the trust is compliant with the Health and Social Care
Act (2015). Clinical practice audits for hand hygiene, use of personal protective equipment, bare below
elbows and intravenous cannulation are audited monthly.

3.

The number of patients receiving relevant health services provided and sub-contracted by NEAS in
2020/21 recruited during that period to participate in research approved by a research ethics
committee was 1064

4.

The Commissioning for Quality and Innovation (CQUIN) payment framework is designed to support
the cultural shift to put quality at the heart of the NHS. Local CQUIN schemes contain goals for quality
and innovation that have been agreed between the Trust and our Commissioners across the region.

4.1

NHS England published CQUIN guidance and schemes for 2020-21 in January 2020 proposing
1.25% uplift on contract value available, and two specific ambulance schemes, uptake of flu
vaccination and access to patient information at scene.
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In 2020/21 we vaccinated 65% of frontline colleagues, it was 65.6% in 2019/20 and only 53.1% in
2018/19.
Patient information at scene for face to face responses
The graph below demonstrates when our crews on scene have accessed patient information via a
range of sources to assist in their clinical assessment of the patient.

Data shows that of the face to face responses for the financial year 2020/ 2021, NEAS crews have
accessed patient data on average 29% of the time. This shows good performance against the
target of 5%. In the year, access has peaked at 41% with a low of 7% in April 2020. The 5% target
has been consistently met since October 2019 using the different methods of access.
Between May and September 2020, staff access to patient information on scene gradually
increased up to 41%.
In October 2020, the MIG was switched off and the HIE became the primary source of access to
patient information, along with the introduction of GP Connect. This was a regional decision and
outside of NEAS’ control. Access dropped to 11% in October 2020 as staff familiarised themselves
with the new systems. Access has gradually increased to 41% between November 2020 and
March 2021 and continues on an upward trajectory.
4.2

In light of the Covid-19 outbreak contractual negotiations including CQUIN were suspended and
implementation of CQUIN for 2020-21 has been included in block funding for the year with no
requirement to monitor schemes.

5.

NEAS is required to register with the Care Quality Committee and its current registration is Registered
Without Conditions.

5.1

The Care Quality Commission has taken enforcement action against the Trust during 2020/21.
NEAS was issued with a Section 29A Warning Notice on 5th August 2020 with regards to a CQC
investigation into Regulation 13 (Safeguarding), Regulation 17 (Governance) and Regulation 19
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(Fit and Proper Persons). The required actions were fully completed within the required timescale
and the Warning Notice has been formally closed down on 7th December 2020.
6.

Removed from the legislation by the 2011 amendments.

7.

The Trust has not participated in any special reviews or investigations by the Care Quality
Commission other than that which is reported in section 5.1, during the reporting period.

8.

NEAS did not submit (and is not required to submit) records during 2019/20 to the Secondary Uses
service for inclusion in the Hospital Episode Statistics which are included in the latest published data.

9.

NEAS will be publishing the Data Security and Protection Toolkit 2020-21 on 31/06/2021. Our current
status is ‘’Standards not met’’.

10.

NEAS was not subject to the Payment by Results clinical coding audit during 2020/21 by the Audit
Commission.

11.

NEAS will be taking the following actions to improve data quality:
•
•
•
•

Continue to embed Change Approval Boards across the organisation, with data quality being a
standard agenda item on each of these.
Improvement of data quality dashboards and reporting across the trust to highlight erroneous
data for correction in the source system.
Representation at the National Data Quality Ambulance Group to discuss common challenges,
best practice and ideas for further improvement.
Creation of process maps in Emergency Operation Centre to ensure the correct understanding of
data capture and promoting the ethos of entering data right first time.
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2.3 Reporting against core indicators
NHS Foundation Trusts are required to report performance against a core set of indicators using data
available through NHS Digital.
Trusts are required to report only on the indicators that are relevant to the services they provide or subcontract. For ambulance services these include the speed of response performance and clinical indicators.
Speed of Response Indicators
In 2017/18 NHS England announced a new set of performance standards for ambulance services through
the national Ambulance Response Programme (ARP). The Trust implemented the new performance
standards from 30 October 2017. We are therefore able to provide ARP performance data from 2018/19 to
2020/21 in this Quality Report.
14/ 14.1 Ambulance Response Programme Indicators
Category 1 is for those patients that require an immediate response to a life threatening condition and where
this requires resuscitation or emergency intervention from the ambulance service.
Category 2 is for those with symptoms linked to a serious condition, for example stroke or chest pain, that
may require rapid assessment and/or urgent transport.
Category 3 is for those with urgent problems that require treatment and transport to an acute care provider.
Category 4 is for those that are not urgent and require transportation to a hospital ward or clinic within a
given time window.
The national ARP standards for the timeframe in which we are required to respond is:

Mean Response Time target

90th Percentile target

C1

Life threatening

7 minutes

15 minutes

C2

Emergency

18 minutes

40 minutes

C3

Urgent

No target

120 minutes

C4

Non-Urgent

No target

180 minutes

The 90th centile measure provides a way of monitoring how long it takes us to reach the majority of patients
(90%) as well as the average time taken. This ensures a focus on all response times.

Page 36 of 111

Category 1 - Mean Response Time (7 Minute Target)
Financial Year
2018/19 (mm:ss)
Mean response time

2018/19 (mm:ss)
90th percentile

2019/20 (mm:ss)
Mean response time

2019/20 (mm:ss)
90th percentile

2020/21 (mm:ss)
Mean response time

2020/21 (mm:ss)
Mean response time

NEAS
Performance

National Average

Highest Trust
Performance

Lowest Trust
Performance

06:10

07:21

06:10

10:35

10:36

12:48

10:36

20:06

06:39

07:19

06:39

11:18

11:22

12:51

11:22

20:00

06:26

07:07

06:22

09:20

11:01

12:33

10:44

17:27

Category 2 - Mean Response Time (18 Minute Target)
Financial Year
2018/19 (mm:ss)
Mean response time

2018/19 (hr:mm:ss)
90th percentile

2019/20 (mm:ss)
Mean response time

2019/20 (hr:mm:ss)
90th percentile

2020/21 (mm:ss)
Mean response time

2020/21 (mm:ss)
90th percentile

NEAS
Performance

National Average

Highest Trust
Performance

Lowest Trust
Performance

21:33

21:50

12:12

30:55

00:45:18

00:44:59

00:22:11

01:05:11

29:29

23:53

17:38

30:30

01:00:32

00:49:16

00:24:36

01:03:12

25:38

20:57

12:42

26:49

00:53:27

00:42:43

00:23:16

00:56:37

Lowest Trust
Performance
03:24:52

Category 3 - 90th Percentile Response Time (2 Hour Target)
Financial Year

National Average

2018/19 (hr:mm:ss)

NEAS
Performance
02:55:50

02:26:00

Highest Trust
Performance
01:16:09

2019/20 (hrs:mm:ss)

03:47:41

02:50:23

01:42:43

04:00:26

2020/21(hr:mm:ss)

02:54:57

02:07:35

01:10:01

03:06:29

Lowest Trust
Performance
04:34:51

Category 4 - 90th Percentile Response Time (3 Hour Target)
Financial Year

National Average

2018/19(hr:mm:ss)

NEAS
Performance
02:54:23

03:09:04

Highest Trust
Performance
02:00:32

2019/20(hr:mm:ss)

03:09:18

03:19:42

01:58:25

04:45:06

2020/21(hr:mm:ss)

02:36:59

02:57:20

01:37:57

04:03:00
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NEAS considers that this data is as described for the following reasons:
•
•
•

•
•

National guidance and definitions for Ambulance Quality Indicators (AQI) submissions to NHS Digital
when producing category-performance information.
This information is published every month on the NHS England statistics web pages as part of the
AQIs.
Ambulance trusts review each others AQI definitions interpretations and calculations as part of the
yearly workload of the NAIG (National Ambulance Information Group) to make sure that all are
measured consistently.
We are aware through peer review audits that are some variances in the way other Trusts are
reporting.
This information is reported to the Board of Directors monthly in the Integrated Quality and
Performance Report.

Our performance
Despite the significant challenges seen during 2020/21, national response standards for C1 and C4 have
both been achieved, with improvements across all categories compared to 2019/20. NEAS continues to be
one of the best performing Trusts nationally for responding to those patients who are most seriously ill
(category 1 response).
The service has been under significant pressure with high rates of staff absence for self-isolation, shielding
and those with COVID-19, and long-COVID. Additional Infection Prevention and Control requirements for
staff and vehicles has also restricted our capacity to respond, this has been mitigated by significant
additional resources on the road, through the use of other providers of ambulance services (third-party
resource), which has helped to maintain the service and maintain patient safety through the pandemic.
An updated review of the demand and capacity activity we have (reviewing the number of patients we need
to care for across our service and the staffing levels and number vehicles we have) was completed in
January 2020, this showed that the service needs additional resources to meet patient activity on an ongoing basis. Additional investment, in place from January 2020 has shown with that level of resource in place
to match the demand, response times across all categories can be achieved.
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Actions for improvement
NEAS has taken the following actions to improve response times, and so the quality of its services by:
•
•
•

•
•
•
•
•
•
•
•

working with our acute trusts to further improve the process for patient handover at hospitals
reducing the number of patients conveyed to Emergency Departments (ED) through increasing ‘hear
and treat’ and ‘see and treat’, where it is safe to do so;
working in partnership with Emergency Departments to develop Same Day Emergency Care (SDEC)
and Urgent Treatment Centre (UTC) pathways to reduce the number of patients we take to or advise
to attend the Emergency Department;
providing clinical advice and support to crews on scene to support onward referrals and increase
See and Treat rates;
implementing the use of new clinical triage tools to support Hear and Treat rates within our
Emergency Operations Centre;
implementation of Talk Before You Walk, to encourage patients to call 111 or their GP before
presenting at ED;
increasing the skill mix and volume of ED validations, resulting in fewer patients being signposted to
ED;
focusing on improving the efficiency of our services through reducing waste and maximising time
spent delivering patient care;
rolling out the CARE platform which provides individual feedback to paramedics regarding key
performance metrics such as job cycle times to learn and share best practice;
working in partnership with GP practices to streamline patient pathways; and
working with healthcare professionals to support their decision making when making urgent transport
requests and providing written guidance to underpin this.

Ambulance Clinical Quality Indicators (ACQIs)
All UK ambulance services participate in the national ambulance clinical quality indicators. These measures
benchmark the clinical care provided by ambulance services for patients who have had a cardiac arrest
including post-Return of Spontaneous Circulation (ROSC), stroke, ST Elevation Myocardial Infarction
(STEMI), which is a heart attack where there are changes seen on an ECG heart tracing and sepsis patients.
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A care bundle is a set of actions / interventions when undertaken as a whole have a positive impact on the
patient in terms of their assessment / treatment of the condition.
The information below outlines the audit results for each of the ACQI’s for 2020/21:

161 patients where the outcome was unknown. In 2021/22
this metric will change to survival to 30 days, but you can
help us identify these outcomes by capturing the NHS
number and performing a PDS trace
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When comparing our performance with each CAQI over time the charts below identify this:
ST Elevation Myocardial Infarction (STEMI) Heart Attack care bundle
The care bundle is for patients who present with symptoms a heart attack and where there are visible
changes on their electrocardiograph (heart tracing), which indicates that a heart attack is occurring, this is
known as a ST Elevation Myocardial Infarction (STEMI).

NEAS perform consistently well against the station STEMI card bundle, consistently achieving over 85%
throughout 2020/21. We have seen sustained improvement since focused work in winter 2018. Noncompliance again is generally non-qualified or third party provider resources and we are exploring ways of
feeding back to third party providers in a more timely way. Nationally we are contributing to the review into
this care bundle to ensure that it accurately reflects best practice.
Stroke Care Bundle
The care bundle for suspected stroke patients outlines the assessment and care provided by our staff on
scene, with onward transfer to an appropriate hospital site providing acute stroke care. NEAS perform
consistently well against the stroke care bundle metric and is one of the highest performing ambulance
trusts. Non-compliance cases are almost always third party provider or non-qualified resources. Since June
2018 NEAS has achieved >98% care bundle compliance and non-compliance in the last year have been
non-qualified or third party provider resource.
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Sepsis care bundle
The care bundle for patients with suspected sepsis consists of the assessment and care provided to patients
and the pre alert call we make to the receiving hospital, so that they are prepared for the patients arriving.

Performance against the sepsis care bundle has remained relatively consistent. It should be noted that within
the North East there is a regionally agreed sepsis process which differs slightly to the national indicator.
Generally, NEAS perform 8% higher against the local sepsis tool compared to the national. Whilst the
national indicator remains unchanged we have made steady improvements against the local indicator.
Cardiac arrest – Return of Spontaneous Circulation at hospital

The ROSC rate has been below the mean since the start of COVID. This reflects an increase in the total
number of cardiac arrests that we were attending and attempting resuscitation on and is comparable to all
other UK ambulance services. As part of the Learning from Deaths process we reviewed the cases to
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explore the ROSC performance and identified noticed lots of people with sudden deterioration and collapse
which was unusual. We have also seen an increase in the number of cardiac arrests which have involved
children, overdose, suicides and trauma over the past year which crews are more likely to attempt
resuscitation on.
We also look at those patients who have a witnessed cardiac arrest, with bystander resuscitation
commenced on scene. The graph below identifies those patients who have suffered a witnessed cardiac
arrest with resuscitation already underway and is categorised as Return of Spontaneous Circulation
(UTSTEIN) on scene
Whilst the effects of COVID are noticeable in the all patient group, the UTSTEIN subset has been unaffected.

Cardiac arrest – survival to discharge
Survival to discharge has been challenging for NEAS and this is largely due to the reliance on acute Trusts
providing the outcome data. There has been a change from January 2021 compared to the previous years
pattern and this is because the survival to discharge metric was changed nationally to survival to 30 days.
Using survival to 30 days allows us to identify the outcome for 99% of cardiac arrest patients which is
significantly higher that the survival to discharge. The STD was skewed because unknown outcomes were
excluded, it was easier to identify deaths than survivors so performance was not accurately represented.

Like with the ROSC, the outcome for the UTSTEIN group remains consistent (witnessed cardiac arrest,
where bystander CPR has commenced). This group of patients are generally conveyed to specialist centre
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who can provide rapid access to primary percutaneous coronary interventions (PPCI), where we are able to
identify outcomes.

NEAS considers that this data is as described for the following reasons:
•
•
•

NEAS considers that the data is as described in line with the standard national definitions. Source:
http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
This information is published every month on the DH statistics web pages as part of the ACQIs.
Ambulance Trusts review the ACQI definitions interpretations and calculations of all Trusts as part of
the yearly workload of the NAIG (National Ambulance Information Group) to make sure that all are
measured consistently.

Actions for improvement
NEAS has taken the following actions to improve these indicators, and so the quality of its services by:
•

•
•

undertaking a detailed audit of pre hospital stroke care to understand the challenges and actions
required to improve performance relating to getting patients suffering from a stroke to the correct unit
within an hour;
providing clear standards relating to ‘time on scene’ for staff when undertaking clinical assessment;
continuing to embed the process of prompt feedback to clinicians and their clinical care managers
where excellent practice is noted and areas for improvement, through greater engagement with the
clinical audit and effectiveness team and use of the CARE app.
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Patient Safety Data
NEAS continues to work hard to improve incident reporting and implement a just and restorative culture.
Staff continue to be encouraged to report patient safety incidents and to then be provided with robust
responses to these incidents and feedback to encourage further reporting.
In 2020/21 patient safety incident reporting has increased from the previous year, with 2519 incidents
reported this year compared with 2208 in 2019/20, which demonstrates a 14% increase in reporting. NEAS
are the third highest reporter of patient safety incidents in the ambulance service in England.

Data Source: Ulysses, National Reporting and Learning System (NRLS). Latest benchmark data available
only up to February 2021. It should be noted
Of the patient safety incidents reported in 2020/21 97.9% of those were categorised as no harm, low harm or
near miss, or harm not related to NEAS. This is a slight decrease from the previous year, which recorded
98.27% of patient safety incidents in those categories.
There have been 5 patient safety incidents in 2020/21 which resulted in severe harm, 1 of which on review
had a harm level reduced and the other 4 were reported as a serious incident.
The top 5 types of patient safety incidents reported in 2020/21 are:
1.
2.
3.
4.
5.

111 Triage (465 patient safety incidents reported)
Third Party Provider/Contractor Issue (360 patient safety incidents reported)
Access, Admission, Delay, Transfer, Discharge (350 patient safety incidents reported)
NEAS Treatment or Procedure Issue (337 patient safety incidents reported)
999 Triage (224 patient safety incidents reported)
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111 Triage: The chart below highlights the total number of 111 Triage incidents reported per month
commencing 1 January 2020. During 2020/21 the incidents declared within this category have remained
within the process limits and exceeded the mean line on four occasions. This is an improvement when
compared to 2019/20 where the total number of incidents regularly exceeded the mean line.

Third Party Provider: The chart below highlights the total number of third party provider incidents reported
per month commencing 1 January 2019/20. During 2020/21, the incidents declared within this category have
increased and this is aligned to the increase in use of third party provision, following additional funding being
made available to the organisation. A third party provider task and finish group has been established to
review this and other information to better understand how we can learn from these.

Access, Admission, Transfer, Delay: The chart below highlights the total number of Access, Admission,
Transfer, Delay incidents reported per month commencing 1 January 2019. During 2020/21, the incidents
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reported rose considerably, and were directly related to the COVID-19 pandemic. It was at this time lots of
guidance was produced for all healthcare organisations and incidents were reported whilst new processes
and guidelines were being established.

NEAS Treatment or Procedure Issue: The chart below highlights the total number of NEAS Treatment or
Procedure incidents reported per month commencing 1 January 2019. During 2020/21 and increase in
incidents have occurred, some of those linked to COVID-19, with a number relating to cardiac arrest and the
requirements in relation to the clinical care provided.
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999 Triage: The chart below highlights the total number of 999 Triage incidents reported per month
commencing 1 January 2020. During 2020/21, the incidents declared within this category have exceeded the
mean line on five occasions, one of which was in excess of the process limits. Further work in underway to
more fully understand the profile of the incidents.

In order for us to carry out greater thematic analysis of patient safety incidents we have undertaken a project
to review the cause groups within the system, which is used to identify the incident type by the person
reporting the incident. We have also enabled our system to capture a further two sub causes of the incident
to enable better analysis of incidents being reported. This project engaged frontline staff and managers to
help determine what the cause groups should be, not only for patient safety but non patient safety incident
reporting. The introduction of the new cause groups was implemented on 1 April 2021.
In light of the pandemic we have looked at how we can look to reduce unnecessary burden on operational
colleagues when investigating patient safety incidents and have streamlined the process. This has reduced
lengthy meetings with a broad range of staff involved in them to being more focused with operational clinical
staff involved in the incident dialling in to a Teams meeting with the patient safety team. This new process
started in December 2020 and following informal review remains in place with a view to evaluating this again
in September 2021.
In July 2019 we reviewed the methodology and documentation relating to patient safety investigations as a
result of the move away from root cause analysis methodology to use a systems-based approach to guide
patient safety investigations away from individual error and to assist the organisation to understand where
system improvements are required to improve patient safety. Feedback on this approach has been positive
and has been embedded in 2020/21.
These changes are in line with the National Patient Safety Strategy (2019) and the Patient Safety Incident
Framework (March 2020). Throughout 2020/21 we have developed a plan to implement the Patient Safety
Incident Response Framework, though the date for this has been delayed by over a year and is now
proposed to be Autumn 2022.

Page 48 of 111

Serious Incidents
2018/19

2019/20

2020/21

12

10

10

Data Source: Ulysses Safeguard system
In 2020/21 NEAS reported 12 Serious Incidents, however on full investigation we deemed that 3 of them no
longer met the Serious Incident framework definition. We discussed this with the relevant commissioner and
they agreed that 2 could be de-logged. They believed there was sufficient learning identified in the 3rd case
and therefore this remained logged as a Serious Incident.

(The 2 SI’s accepted for de-log were from the Delay and Scheduled Care categories)
Within the 12 serious incidents (SIs) declared between 1 April 2020 and 31 March 2021 there have been 4
emerging themes:
•

2 x SIs associated with NEAS treatment/procedure issue: Actions undertaken via the Medical
Directorate to raise awareness relating to key issues presenting within this field. In particular, this
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•

•

•

relates to establishing a clinical lead at a cardiac arrest and the management of cardiac arrests
arising from a drug overdoses (both actions are complete).
1 x SI associated with delays: Actions involved a review of several processes within EOC,
specifically, delay obtaining access to a property and the meal break handover procedure for
dispatch staff during COVID-19 (actions ongoing).
1 x SI associated with scheduled care (slips, trips and falls): Operational Memo recirculated in
addition to an ongoing action to establish if further information can be added to Essential Annual
Training with the view to raising staff awareness Trust wide of the key contributory factors within this
area.
6 x SIs associated with 999 Triage: Actions relate to missed opportunities to triage to a higher
disposition resulting with the subsequent recirculation of the silent call procedure and raising
awareness of the importance to seek assistance from a senior health advisor where required.

The Serious Incident Review Group is chaired by the Director of Quality, Patient Safety, Innovation and
Improvement (Executive Nurse) and deputy chair is the Medical Director, Membership includes other
executives and senior clinical managers and this reviews all patient safety investigation reports as well as the
SI reports.
We regularly share with our regulators, the Care Quality Commission, investigation reports and action plans
for SIs and other patient safety incident investigations for oversight and challenge, alongside the formal
process of Clinical Commissioning Group review of SI reports and action plan development and
implementation.
NEAS considers that this data is as described for the following reasons:
•
•

•

We use the Ulysses Safeguard system for reporting and managing all patient safety incidents;
We use the system to create reports and add data to the National Risk Learning System (NRLS) and
have been a contributor to the DPSIMS beta testing project. We also share information with other
external agencies such as NHS Protect and the Health and Safety Executive (HSE);
We conduct weekly/monthly data quality checks to ensure reporting is as accurate as possible

Listening, Learning, Acting:
As a result of investigating and learning from incidents in 2020/20, the Patient Safety Team have sought to
achieve a high standard of success within the areas outlined below. Current achievements that benefit our
patients and staff include:
•

Introduction and refinement of an improved systematic and structured methodology for reviewing
incidents, determining harm levels and the subsequent degree of investigation required:
1. Daily Rapid Review: To ensure the oversight and timely review of all patient safety incidents received
within a 24-hour period and determine appropriate next steps for investigation.
2. Clinical Review Panel: The twice weekly review of moderate harm and over incidents via
representatives from Patient Safety, Medical Directorate and the Service Line Management Team
associated with the incident. The aim of the meeting is to determine the harm level used to identify the
level of investigation required, Duty of Candour and, where applicable, Coronial Notification.
3. Executive Safety Panel: A weekly review of confirmed moderate harm and over incidents for
executive oversight and to measure against the serious incident framework. In addition, a thematic
review of all incidents received is undertaken to aid the early identification of themes/trends.
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•

•

•

•

•
•
•

Amendments to investigation templates including the addition of an expected vs actual section within the
Serious Incident Report and a scaled down format called an Incident Review Learning Tool for nonserious incident cases requiring investigation.
A focus upon shared, systems-based learning, Trust wide rather than outcomes being attributed to a
single person. This has ensured that feedback/learning reaches a larger audience, minimises the
potential for future instances of the same type and aids just culture.
Improved monitoring of Duty of Candour and escalation of cases requiring timely enactment. Template
letters have been formulated and added to Ulysses with the aim of assisting line managers with the
process of offering an apology, highlighting proceedings to date and the investigation plan in a structured
and compassionate manner.
Incorporating learning from incidents into a monthly Patient Safety and Experience Bulletin and, where
applicable, the Care App for discussion during 1-2-1 ride outs between staff members and line
managers.
Adopting an approach where all actions arising from incidents are SMART to improve both service
outcomes and the timeliness of closure.
The addition of actions arising from investigations added to Ulysses to ensure improved traceability and
closure.
Task and Finish meetings for both Third-Party Provider and Scheduled Care incidents commenced to
recognise and support staff in addition to identifying recommendations for systems-based change where
required.

Regulation 28 Prevention of Future Deaths
The Trust was not issued any Prevention of Future Death Reports (Regulation 28) during the financial year
2020/2021.
Complaints
The financial year 2020/21 recorded 271 complaints, 0.0002% of the calls received. 149 complaints were
upheld or partially upheld within the year. The Trust received notification that during 2020/21, four complaints
were reviewed by the Parliamentary and Health Service Ombudsman.
During 2020/21 the Trust has again seen a reduction in the overall number of complaints received compared
to last financial year, 271 against 436 in 2019/20, a reduction of 38%. The total complaints received were the
lowest recorded since electronic records were compiled. Assurance can be taken that only 84 complaints
had associated patient safety incidents (31% of total complaints). In 14 complaints received in 2020/21 we
had contributed moderate or severe harm to the patient.

Complaints

2018/19

2019/20

2020/21

Total Complaints

489

436

271

Complaints as a proportion of call volumes (999 & 111 & PTS)

0.03%

0.025%

0.0002%

Total upheld complaints

193

181

76

Total part upheld complaints

90

111

73
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In line with legislation, 99.6% of the complaints received during 2020/21 were acknowledged within 3 working
days.
98.9% of the complaints received were responded to within the timeframe initially agreed compared to 91.9%
in 2019/20.
The average number of days to respond to complaints stands at 28 days compared to 30 days last year.
Conversely, appreciations outnumber complaints by 3:1, and confirm that members of the public feel our
staff display high levels of compassion and care and provide an important balance to concerns raised. The
Trust received 819 appreciations for the service in 2020/21 in comparison to 914 the previous year.

The top three causes for complaints were:
Note: Cause of complaint is given as a proportion of total complaint elements
Top Three Cause of Complaints

2018/19

2019/20

2020/21

Timeliness of Response

36%

21%

16%

Quality of Care

56%

41%

55%

Staff Attitude

27%

22%

21%
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The management of complaints received by the Trust has seen a number of changes which have allowed
the Trust to better understand data relating to complaints:
•
•
•
•
•
•
•

Full review of complaint procedures and policy undertaken, with engagement from investigators and
service lines.
Capture of complainant demographics to support better understanding of complainant profile.
Establishment of a Patient Experience and Engagement Group meeting bi-monthly to review complaint
themes and data.
Engagement with the National Ambulance Service Patient Experience Group (NASPEG) and input into
national benchmarking project.
Agreement not to take formal statements for every complaint, and to empower investigating officers to
use discretion to deliver a proportionate investigation.
Increased investigation undertaken within the Patient Experience Team to minimise impact to operations
and EOC.
Revised complaints paperwork to make investigations more straightforward and ensure the concerns are
answered fully.

Lessons learned:
Some key learning from 2020/21 includes:
Focus on documentation and quality of clinical record-keeping – there were several complaints where
the rationale for decision-making was not sufficiently documented. Whilst record-keeping may not
necessarily directly impact on patient care, documentation is a vital part of the patient record and this has
featured in multiple learning bulletins throughout the year.
Use of alternative pain scales – the traditional 1-10 pain scale may not be suitable for patients with
dementia, learning disabilities, or some other neurodiverse conditions. The Trust has circulated information
within the learning bulletin on assessing pain in patients with cognitive impairment. The Trust has identified a
preferred tool for assessing pain in this cohort of patients in prehospital settings and are working to embed
this into Trust technology used by operational crews.
Changes to defibrillator options for callers to 999 – system changes were made to how defibrillators are
offered to callers. Previously, public access defibrillators would be notified to callers, where it was safe for
someone to be asked to retrieve one. This led to a caller being asked to retrieve a defibrillator from a school
when the school was closed. The system changes made mean that school defibrillators will only present as
an option if the patient is on the school premises, with other public defibrillators being amended to ensure
that they all have clear hours of access noted.
Removal of Stryker bars prior to transferring patient to a stretcher – there was a complaint where a
crew used a patient’s personal hoist to transfer them to a stretcher and the patient suffered injury. The Trust
responded with a health and safety bulletin which went to all staff with guidelines to remove the bars before
transferring patients.
Increased communication with staff about appropriate patient mobilisation – crews have been
reminded of the importance of conducting dynamic risk assessments before mobilising patients and
requesting assistance if they are unable to safely move their patient. Whilst crews are supported to engage
in unnecessary manual handling, it is important to ensure patient safety at all times and maintain patient
dignity during any manoeuvres.
Increased promotion of equality training – unfortunately, we received several complaints over the course
of the year where patients or their family members felt that they had received care or had an interaction
which was influenced by prejudice or unconscious bias. The Trust takes such complaints extremely seriously
and has promoted HIV awareness training, as well as providing advice and information to staff as part of
AIDS awareness day, Transgender Day of Visibility, International Day for the Elimination of Racial
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Discrimination, International Women’s Day, LGBT History Month, and other dates in the calendar to raise
focus and information on equality. We have signed up to the Positive Allies Programme in partnership with
Sunderland University and we are working through the framework to be formally accredited by November
2021.
Focus on the impact of conversation from the crew – several complaints related to comments that staff
had made which they perceived as unprofessional, or made them worried or seemed inappropriate, such as
suggesting that their condition was not an emergency or discouraging them from attending hospital. Learning
bulletins have focussed on the impact of words to people when they are feeling vulnerable, and how
important it is to be compassionate, empathetic and professional to everyone at a scene.
Review of processes for on-scene time and allocation of emergency back-up – following a complaint
involving extended time on scene waiting for back-up, a new procedure has been established to manage this
and minimise delay in conveying a patient to hospital. Improvement of information sharing with third party
providers working on NEAS’ behalf is also underway to ensure consistency for all emergency responders.
Quality Improvement (QI) in NEAS
This has been a challenging year in relation to our Quality Improvement work, however it has enabled us to
move at pace to look at systems and processes using QI tools to support operational colleagues throughout
the organisation to respond to the pandemic. We have embraced working remotely to support quality
improvement work with local teams across our regional footprint.

We have continued to deliver an updated programme through virtual sessions to all new staff members at
corporate induction, so that quality improvement is something we can all be involved in and do.
We have looked at our computer systems and processes for rota management used in our Emergency
Operations Centre and used it to allocate duties for our Corporate support staff who were able to use their
skills in new areas of the business in response to the pandemic, such as contacting patients with any
changes to their planned transport in response to changes in hospital outpatient settings.
Our vehicles are very important to us and we have undertaken some work to look at the process for ensuring
our specification for our ambulances is robust to ensure that when we receive any new vehicles they are fit
for purpose.
QI education is being embedded at team level, with the delivery of bite size sessions on improvement
methodology. This has led to some local QI work being undertaken by our managers in the South Division to
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look at policy development around when we transfer a patient to another care facility and how we more
effectively plan our staffing rotas.

Using their QSIR training, a member of the dispatch team has looked at a process to make the recording and
reporting of the manning on operational vehicles an electronic process. This work was supported by EOC
and has been successfully implemented saving time on a daily basis.
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We have supported the Call Handling
management team in developing a ‘going home’
checklist in EOC, aimed at ensuring employees
were not going home with worries or concerns
after long and busy shifts. The list was aimed at
offering support and making sure employees
knew who to speak to. Posters were rolled out in
the EOC to promote this.
We have undertaken process mapping on the flow of
information around patient deaths with all the teams
involved in this process. This is continuing to be
supported to assist in creating any new process flow
maps that don’t currently exist and providing
feedback on existing process.
During 2020, using QI methodology we have
undertaken a trial with Scheduled Care staff. This
has been to test an electronic method of recording
the vehicle daily inspection information. This was
successfully implemented in the South of the region
and was working well with feedback from crews
helping improve the process. Although this was
paused in early 2021 to allow for other technological
changes, it will be rolled out across all of operations
during 2021.
We are committed to partnership working to support our Quality Improvement journey and are key partners
in the Northern Ambulance Alliance Virtual QI Academy, with the aim of:
•
•
•
•
•
•
•

Improving staff engagement
Improving learning from staff ideas and sharing across NAA Trusts
Increasing QI capacity, capability and sustainability of QI teaching methodologies
Sharing learning to support systematic approach to QI
Use common improvement methods to support future NAA developments
Co-ordinate an evidence based approach to large scale improvement priorities
Promote a positive impact on NAA profile and platform for wider partnership working with academic and
other partners
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We also work with the Academic Health Science Network on the Transforming Patient Safety and Quality
Improvement programmes which looks at system improvements to support us in providing the safest
possible care, with a focus during this past year to those patients affected by the COVID-19 virus. All other
programmes of work ceased during 2020/21.

We have also been engaged in the national work of the Ambulance Q project, with our QI Lead Dave
Morgan being a key member of the group. This network was established, meeting virtually prior to COVID19, with a focus on engaging and encouraging frontline involvement in Ambulance Q and improvement and
spread cross organisational learning through technology.

We have looked at using information from about patient safety, our review of the care provided to patients
who sadly die in our care and feedback through engaging with patients and understanding the complaints we
receive about the care we have provided to help inform our Quality Improvement work. Whilst this work has
paused during COVID-19 we are ensuring that this work restarts in 2021/22.

Quality
Improvement

Patient safety
and Learning
from Deaths

Patient Experience
and Engagement
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Global Digital Exemplar programme

In 2017 NEAS was chosen as one of three ambulance services to join the Global Digital Exemplar (GDE)
programme in recognition of its track record of digital delivery. We have been at the forefront of developing
technological solutions to support the advancement of urgent and emergency care over some years.
As part of the national GDE Programme, the Trust has completed a number of projects within the past year
(April 2020 – March 2021) utilising technology to bring improvements to existing practices, joining up and
digitising health systems, providing clinicians with more timely access to accurate information; supporting
service improvement.
As we provide care to patients across a wider geographical area, working with a large number of
organisations access to information to support patient care is essential.
The following project outlines how we have been using technology to support information across
organisations.
Information Exchange Engine (IEE)/ Trust Integration Engine (TIE)
NEAS has implemented an Information Exchange Engine (IEE) capable of transforming information to and
from the ambulance service reliably in standard and non-standard formats and structures between
information systems, to ensure simple and immediate access to the right information.
The implementation of IEE has brought improvements to staff processes and clinical decision making by;
•
•

•

•
•

Enabling NEAS staff access to GP data via GP Connect for all patients in the region, as well as those
from out of area.
Enabling improved NEAS staff access to and use of additional relevant patient information from other
providers to Unscheduled Care staff via Great North Care Record (GNCR) / Health Information
Exchange (HIE). This produces time savings for frontline staff members in obtaining details about each
patient’s medical history and medications which will enable decisions and care to be given more quickly.
Introducing automatic upload of electronic Patient Care Record (ePCR) data to share outwards to other
organisations providing care to the patient, from the Health Information Exchange (HIE)/ Great North
Care Record (GNCR), making the process more accurate and streamlined.
Providing NEAS with the ability to easily share and receive information form lots of different systems
used in other organisations, with minimal work to do with the system providers to enable that to happen.
Providing NEAS with the ability to rapidly adapt to the changing data requirements made within the wider
NHS.
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Enhanced Business Intelligence
NEAS has implemented an enhanced business intelligence project refreshing a new intranet site and
introducing a social media platform. Staff were asked to make suggestions as to what it should be called and
the winning name was ‘Siren’
The implementation of the Siren intranet site and social media platform have brought improvements to staff
communication and processes by;
•
•
•
•
•

•

Providing a forum for real time communication between NEAS colleagues, improving staff satisfaction
around use and content of the new Intranet site and improving working practices for staff
Providing staff with access to a collaboration platform.
Providing staff with access to key performance information.
Providing staff with access and control of Trust procedures and policies on the new Intranet SharePoint
site.
Providing increased engagement to members of the public through the Social Media Platform, enabling
important messages to reach greater volumes of the public in a more efficient manner for example for
recruitment and marketing purposes.
Introducing social media monitoring and engagement tools, which provide a better understanding of how
our services are perceived and used through analysis of our social conversations and sentiments helping to support strategic decisions.

There are a number of other GDE projects featured within the report, which provide further information as to
how they are improving patient safety and clinical care underpinned by evidence to support our clinical staff
to provide the best care.
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Patient experience feedback
Friends and Family Test Survey feedback
In 2020 we reviewed our survey mechanisms and methodologies to
widen the, collect data on more service areas, improve response rates
and change our survey methodology.
We also transferred over to the new nation NHS friends and family test
question from April 2020. The question previously asked patients if they
would recommend the service to friends and family and a free text
question asking why they had given the answer. The new question asks
patients for their overall experience of using the service, with two
additional free text questions asking why they had given their response
and what, if anything could be done to improve their experience.
We collect data on patients’ experience using a mixed mode methodology via text, email, paper and online
surveys.
This helps us to understand:
•
•
•

What we are doing well and areas for improvement.
How we can improve services to better meet the needs of our patients
How our services are affected by external pressures such as the pandemic, weather and increased
demand
Help give commissioners, CQC, HealthWatch, our Board for assurance

•

The data we collect is regularly reported to patients, a range of stakeholders, staff, managers and the Board
for information, assurance and action.
The data is considered by managers and used to improve our services. We also develop ‘you said we did’
information highlighting what we have done with the data.
We currently have surveys covering:
•
•
•
•

Unscheduled Care (999) - see and convey
Unscheduled Care (999) - see and treat
111
Patient Transport Service (Scheduled Care)

In 2020/21 we collected 10,486 responses from patients. This represents more than three times the
responses managed in previous years and highlights the strength of our new survey methodology and
process.
Unscheduled Care (999) see and convey
2020/21

% of satisfaction good/very good

6,241
94.6%

% of satisfaction poor or very poor

3.0%

Total responses
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Unscheduled Care (999) see and treat
2017/18

2018/19

2019/20

2020/21

Difference

Total responses

1,726

1,701

1,753

913

- 840

% of satisfaction good/very good

97.2%

98.2%

97.5%

98.5 %

+ 1.0%

% of satisfaction poor or very poor

1.7%

1.5%

1.5%

0.7%

- 0.8%

2017/18
1,015

2018/19
1,120

2019/20
751

2020/21
2,625

Difference
+ 1,874

87.8%

87.2%

88.8%

88.1%

- 0.7%

7.4%

7.6%

7.3%

6.5%

- 0.8%

2017/18

2018/19

2019/20

2020/21

Difference

1,207
97.4%

539
94.2%

246
88.6%

707
95.3%

+ 461
+ 6.7%

1.7%

0.9%

3.7%

2.7%

- 1.0%

111 service

Total responses
% of satisfaction good/very good
% of satisfaction poor or very poor

Scheduled Care (Patient Transport Service, PTS)

Total responses
% of satisfaction good/very good
% of satisfaction poor or very poor

Monitoring of Friends and Family survey results is conducted via the Trust’s governance structure and
ultimately into the Trust’s Board of Directors via the quarterly Quality and Safety Report and end of year
report.
Engagement with our community
Physical engagement has been limited over the last 12 months due to the pandemic and associated
restrictions. Resources were also transferred to support the Trusts efforts around the pandemic for a period
of time.
We attended a range of online events across the region throughout the year to promote our services, and
answer queries from community organisations. However, this very limited as some participants did not have
online access or organisations and their employees were furloughed for long periods of the year. We have:
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Continued to meet with the HealthWatch Ambulance Forum, last year we held four meetings. We gathered
useful information, engaged with them on several service improvements and received updates from
HealthWatch Groups and PALs on a range of issues, this included:
•
•
•
•
•
•
•
•
•
•
•
•
•

Our pandemic response
Access to services
Our new survey system and quarterly reports
Patient transport service eligibility criteria
Patient experience annual report
Research updates
Performance
Message in a bottle
Our equality plan
Quality priorities and account
Talk before you walk campaign
Video consultation process
Trust Strategy 2021-2026

We also continued to meet with our Equality Diversity and Inclusion Stakeholder group. During the year we
held three meetings and engaged and consulted with them on:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Equality, Diversity and inclusion annual report 2019/20
Equality plan and action plan 2020-2024
BAME and Disability Recruitment event
COVID-19 update and response
Employers Network for Equality and inclusion assessment and outcome
Patient experience data
British Sign Language interpreters on corporate videos
Community Ambassadors project
Review of Race equality activities
Review of EDS2 Objective 1.4 When people use NHS services, their safety is prioritised and
they’re free from mistakes, mistreatment and abuse
Annual Communications Calendar
Cultural ambassadors project
Communications Support guide review
Review of our work on micro aggressions

Engaged with schools, colleges and other organisations in our Restart-A-Heart campaign.
Supported two regional online Pride events and a national Pride event.
Secured funding for two Positive Action Officers who are starting to work within BAME and LGBT
communities across the region.
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Freedom to Speak Up
We continued to promote Freedom to Speak Up and the role of the Freedom to Speak Up Guardian to staff
across the Trust during 2020/21. During the year the Guardian received sixteen concerns, which was an
increase on the previous year’s figure of nine.
Most cases raised concerns about staff behaviour, primarily relating to individual staff members. Where
concerns related to the culture of a particular team / location, longer term pieces of work have been
commissioned to address these areas and behaviours.
Only minimal patient safety issues were raised through Freedom to Speak Up and where this had occurred,
there was immediate escalation and investigation to identify and act on potential risks. Only one concern was
raised in relation to the pandemic and this was investigated and resolved successfully.
In some cases it was concluded that there was no case to answer and the person raising the concern
received feedback to explain the outcome of the investigation. In other cases elements of the concerns were
upheld and this resulted in recommendations being made to either strengthen a process / policy or to support
an individual in improving their competency or management skills.
It is recognised that Freedom to Speak Up is only one mechanism for raising concerns within the Trust. The
Trust is also a high reporter of incidents, which again provides assurance that staff feel confident in reporting
issues through the formal incident reporting channels.
The People and Development Committee and Board of Directors have been appraised of Freedom to Speak
Up activity during the year. The Guardian has provided briefings on emerging National Guardian’s Office
publications and best practice. The Board undertook a self-assessment against the Freedom to Speak Up
review tool published by NHS England and Improvement as part of the Board development programme for
2020/21.
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Part 3: Overview of quality of care in 2020/21
Care Quality Commission (CQC)
Due to the COVID-19 pandemic the CQC paused all routine inspections and as such, the Trust has not been
subject to a full inspection during 2020/21. This section therefore refers to the most recent comprehensive
inspection.
NEAS was subject to an Unannounced Inspection during September 2018. The two core services inspected
were the Emergency Operations Centre and our NHS111 Service. The outcome of this inspection was as
follows:

The Emergency Operations Centre had significantly improved from the 2016 CQC inspection and awarded
a ‘Good’ rating within the Well Led Domain and subsequently a ‘Good’ rating overall.
The NHS111 service retained its previous rating (2016) of ‘Good’ overall and ‘Good’ within each of the five
domains.
The Trust was also subject to an announced Well Led Inspection by the CQC in October 2018 and the
outcome was as follows:
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As a result of this comprehensive inspection, the CQC issued the Trust with two Requirement Notices:
•
•

Regulation 12 Health and Social Care Act 2014 – Safe Care and Treatment
Regulation 18 Health and Social Care Act 2014 – Staffing

The Trust developed an improvement action plan in response to the areas identified by the CQC and this
action plan was completed and closed during 2020.
Unfortunately, due to the CQC internal governance processes having not yet being reviewed and updated
during the COVID-19 pandemic, the CQC cannot ‘formally’ close down the action plan – this can only be
done at the time of the next formal CQC inspection.
With regards to a CQC investigation into Regulation 13 (Safeguarding), Regulation 17 (Governance) and
Regulation 19 (Fit and Proper Persons), the Trust was issued with a Section 29A Warning Notice on
5 August 2020. It was a requirement that we made significant improvements identified regarding the quality
of healthcare by 1 October 2020.
A detailed review of the relevant policies was undertaken within this timeframe and the Section 29A Warning
Notice was formally closed down with the CQC.
With effect from October 2020, the CQC rolled out a Transitional Regulatory Approach which brought
together the best of CQC existing methodologies and clear areas of focus for monitoring. This new approach
was based on existing Key Lines of Enquiry (KLOE).
The Trust was issued and populated the CQC Transitional Monitoring Framework for Ambulance Trusts in
December 2020. A formal meeting took place with the CQC on 5 January 2021 to review our submission and
the outcome concluded that NEAS was considered as low risk.
The CQC are proposing changes to move towards more flexible and responsive inspections and to
completely move away from comprehensive inspections. This is to be consulted on and implemented during
2021.
What do our staff tell us?
NHS Staff Survey 2020 Results
NEAS participate in the NHS Staff Survey every year completing a full staff census and in 2020 we were
delighted that 1,274 employees completed the survey (45%) despite being in the midst of the pandemic.
Although we know and intend to keep looking at ways to ensure as many staff as possible feel positive in
relation to the statements below, we are again pleased our staff engagement score has not decreased in
light of the challenging year with the pandemic (6.55 in 2018, 6.28 in 2019 and 6.3 in 2020).
The engagement score is made up of three areas:
•
•
•

Staff recommendation of the Trust
Our employees and their motivation at work
Staff feeling involved in making improvements
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Trust Engagement Score

10
8

6.55

6.3

6.28

6
4
2
0

Engagment Score

2018

2019

2020

Ten Staff Survey Themes
As can be seen below, it is humbling to see that there have been many improvements since our last survey,
and no statistically significant declines with staff reporting a strong focus on a positive safety culture in the
organisation combined with looking after staff’s health and wellbeing.

Themes
Equality, diversity and inclusion
Health and Wellbeing
Immediate Managers
Morale
Quality of Care
Safe environment - Bullying and Harassment
Safe environment - Violence
Safety Culture
Staff Engagement
Team Working

2016

2017

2018

2019

2020

8.4

8.6

8.6

8.6

8.4

4.9

5.1

5.3

5

5.2

6.6

6.6

6.6

6.2

6.4

-

-

5.8

5.5

5.8

7.6

7.7

7.8

7.5

7.5

7.5

7.6

7.6

7.3

7.4

8.7

8.8

8.9

8.8

8.9

6.1

6.3

6.5

6.2

6.4

6.3

6.4

6.5

6.2

6.3

5.2

5.3

5.4

5.3

5.2
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Comparison across Ambulance Sector
Themes

Best

Average

Worst

NEAS

Equality, diversity and inclusion – Below
average

9.2

8.5

7.9

8.4

Health and Wellbeing – Below average

5.6

5.5

4.8

5.2

Morale – Below average

6.2

6

5.2

5.8

Immediate Managers – Average

7

6.4

5.4

6.4

Quality of Care – Average

7.7

7.5

7.2

7.5

Safe environment - Bullying and
Harassment – Average

7.8

7.4

6.6

7.4

Safety Culture – Average

6.9

6.4

5.7

6.4

Staff Engagement – Average

6.7

6.3

5.8

6.3

Team Working– Average

6.1

5.2

4.6

5.2

Safe environment - Violence – Above
average

9

8.8

8.7

8.9

As can be seen above there are three themes where we are above average, four themes where we are
average and four themes where we are below average. We have committed as a Trust to ensure over the
coming years we have a set of achievable actions within our People Plan to try and realise our ambition for
NEAS to be a great place to work and grow.
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Patient safety
Responding to COVID-19

January 2020 saw the emergence of a novel coronavirus SARSCov 2, known as COVID-19, resulting in a global pandemic that
has seriously impacted across the whole UK population and
health economy including a UK quarantine lockdown.

North East Ambulance Service Hazardous Area Response Team (HART) were requested to transport the
first patients who were diagnosed with COVID-19 to the Royal Victoria Infirmary in Newcastle upon Tyne.
For the past year we have been focused on delivering the best care possible to patients whilst also caring for
our staff throughout the pandemic.
Policies and guidance for staff in caring for patients safely
We have responded in progressing our Infection Prevention & Control Strategies assisted through guidance
provided by Public Health England, NHS England/Improvement, National Ambulance Service Medical
Executive Directors group and the National Ambulance Service IPC group to protect the public and staff by
minimising cross transmission risks. The Communicable Disease Outbreak Policy and COVID-19 Testing
and Tracing of Staff and Patients Policy were approved in 2020. There were 6 new Standard Operating
Procedures and 25 Patient Care Updates and Operational Alerts issued throughout 2020/21 to assist staff in
care delivery.
Emergency Operations Centre (EOC) – keeping our services going
We continued to recognise how important it was to provide an environment as safe as possible in our centres
where we receive 111 and 999 calls, calls to book our scheduled care services and dispatch our vehicles
from. We ensured our support services staff worked from home to enable greater space being made
available for our staff working in EOC.
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Excellence in Infection Prevention and Control practice
It is important that staff maintain high standards of infection prevention and control practice when caring for
patients, vital during a pandemic. The number of clinical practice audits was reduced during 2020/21, though
results have been excellent.

Hand hygiene
99%

Aseptic non
touch technique

Use of alchohol
gel 99%

99%
Clinical care manager
observational IPC
practice audits
331 audits
undertaken
Use of aprons

Bare below
elbows 99%

99%

Use of gloves
93%

Personal Protective Equipment (PPE)
The use of Personal Protective Equipment (PPE) over the past year has become second nature to staff,
though the discomfort it causes for staff working long shifts should be acknowledged.
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Vehicle and station cleanliness – reducing the risk of transmission
We recognise the importance of checking that the vehicles we use to transport patients are clean, in line with
our infection prevention and control standards. The following results provide good assurance that we are
keeping our vehicles clean therefore reducing the risk of transmission of the COVID-19 virus.

Emergency vehicles - cleanliness
• 185 vehicles audited
• 95% cleanliness score

Patient transport vehicles - cleanliness
• 428 vehicles audited
• 99.6% cleanliness score

Ambulance care service vehicles - cleanliness
• 88 vehicles audited
• 98% cleanliness score

We also look at whether our ambulance stations are clean and have a programme of audits to ensure this is
the case. In 2020/21 we undertook 327 station audits and achieved a score of 93%.
Our IPC team undertake audits to provide further assurance and through 2020/21 they conducted 92 station
audits, reporting an 82% compliance, and 64 vehicle audits reporting a 91% cleaning compliance. Areas
where improvements were required were discussed with the operational manager for that area and rectified.

IPC training for our staff
We use the national IPC e-learning modules for all staff and can report that 92% of staff have completed
level 1 training (for all staff not delivering direct clinical care) and 76% of clinical staff delivering direct clinical
care have completed level 2 IPC training. This is below the Trust 86% standard, but 96% of staff have
completed their bespoke training on how to put on and remove Personal Protective Equipment in line with
the national requirements for caring for patients suspected or having COVID-19.
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Maintaining our Patient Transport Service for those with priority needs
Throughout the pandemic we have been able to continue with our scheduled care services by providing our
Patient Transport Service for those patients with essential appointments, such as renal dialysis or cancer
care.
We have ensured our services and staff were working and caring for patients in line with national guidance.

Caring for patients who were calling us frequently during the pandemic
During lockdown it became clear that there were patients who were calling us frequently and this appeared
to relate to those who were extremely anxious or distressed as a direct result of the COVID-19 pandemic.
We have a team of staff who oversee and manage those patients who for varied reasons call our service
frequently. We use national definitions as to who would be identified as calling the service frequently.
As the Frequent Caller team was depleted, as they had been redeployed to support other operational duties
within the trust, it became imperative that a proactive approach was taken in order to manage these patients
ensuring their needs were identified and assistance was given in whatever way possible due to these
unprecedented circumstances.
This work was an excellent example of using existing methods to deal with a new issue.
The Frequent Callers team engaged with each patient’s GP and to date we have a near 100% reduction of
patients who were newly identified frequent callers with only 1 still reaching the trusts Frequent Caller
Criteria. This has led to a decrease in call volume from the initial 267 between them to 11 which is an
outstanding achievement.
Supporting our clinicans in the Clinical Assessment Service to work from home
Within the heart of our 111 and 999 Emergency Operations Centre we have a team of professionals
including paramedics, nurses, advanced practitioners, GP’s, pharmacists and dentists and other specialists
who provide enhanced clinical support to health advisors and clinical assessment and treatment to patients
ringing our service.
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As a result of the pandemic and the impact of staff sickness, due to staff shielding, needing to isolate or
being absent from work due to COVID-19 illness we needed to maximise the opportunity for our clinicians to
work from home.
We were able to quickly mobilise the technology required to support home working for clinicians to enable
them to work flexibly, for example in times of high activity they could be contacted and log on from home to
work for a couple of hours to assist in responding to patients.
We ensured issues such as confidentiality at home and access to support were easy. Home working
assessments were completed and regular review of the arrangements carried out.
As a result of this we were able to set up home working for:
•
•
•
•

16 Advanced Practitioners
12 Doctors
13 111/ IUC Clinicians
Pharmacists
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Investing in Clinical Leadership posts
We have also recruited into two key posts in our Clinical Assessment Service,

Lauren Tough, pharmacist and non-medical prescribing lead, and Dr Ima Williams, lead GP clinical advisor

Lauren will be managing and developing CAS pharmacists, supporting all staff in the CAS and wider
teams with medicines management, pharmacy, prescribing queries and supporting non-medical
prescribers in the Trust.
Lauren will also be helping patients by working to ensure more medicine-related queries are managed
by pharmacists, who are best placed to answer such queries, in order to provide a more efficient and
expert service to patients. Her role includes governance of prescribing in the CAS, which will ensure
high quality and safe patient care.
Dr Ima Williams has three roles – a sessional GP at Bridge Medical, a sessional GP at Vocare and now
her GP lead role at NEAS, developing patient care within the Trust.
As a GP Lead, Ima will work with our deputy medical director and the strategic head of operations to
provide clinical leadership in the development of the CAS, both in and out of hours. This is a pivotal role
and will be instrumental in enhancing and developing services for North East Ambulance Service and
integrating with the wider system.
Dr Williams’ duties include supporting the recruitment of GPs to resource the CAS and developing
pathways and clinical protocols to ensure appropriate assessment and advice is delivered to patients,
minimising the need for hospital admissions where it is safe to do so.
She will also be supporting our multi-disciplinary teams including nurses, paramedics and advanced
practitioners, providing enhanced clinical assessment via telephone triage to patients who have
contacted NHS 111.
We believe these roles will continue to develop and improve safer care for patients using our service.
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Communicating with GPs and hospitals about the care we have provided.
As part of our Global Digital Exemplar programme we have delivered a project titled ‘Ambulance Transfer of
Care’ within all relevant Primary Care, Acute and Urgent Care settings, producing common messages to
allow ambulance systems to digitally pass patient information to referring healthcare providers.

This means when we visit a patient at home, assess and provide treatment for them and they remain at
home we automatically send an electronic patient discharge summary through the docman system. This
keeps the GP up to date with the care we have provided, therefore improving patient safety.
We are also able to provide some acute trusts with the information we have recorded on our electronic
patient care record and send that directly into their own trust patient record systems, rather than having to
manually obtain the information and attach it separately.
Urgent care providers have access to all relevant NEAS electronic Patient Care Records (ePCR) information
through the Health Information Exchange (HIE).
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Working in partnership with Local Authority colleagues to look a prevention strategies for patients
who take a drug overdose
Through our Learning from Deaths work we have identified some variation in the approach to how we care
for patients with a suspected opioid overdose. As a result of this work we developed a local care bundle to
ensure key interventions are delivered based on the needs of the patient and we will monitor this during
2021/22.
We are also working with Middlesbrough council and public health services to develop a drug overdose
report (which is anonymised), which allows for targeted early intervention work to prevent drug related
deaths.
Through this targeted work we have deployed specialist resources, reducing the time we are on scene with
the patient, through additional support provided on scene by clinical care managers.
We have also recognised that patients dying from drug overdoses had frequently experienced a recent
bereavement and we are exploring how we could use this information to support crews when assessing
patients who have taken a drugs overdose and where appropriate refer the patient on to bereavement
support services.

Page 75 of 111

Learning from Deaths
Reviewing the care provided to patients who die in our care or following contact with NEAS allows us to
improve the quality of care provided to future patients. A two-stage structured judgement review (SJR)
methodology is used to review cases and identify learning. The SJR is supplemented by several clinical
audits and evaluations for specific conditions.
Every death is reviewed the next working day as part of the cardiac arrest audit, in addition to these, 851
cases underwent stage 1 SJR. Of these, 15 went for stage 2 SJR review and 3 were declared serious
incidents.

SJR 1 inclusion criteria
Died in care of NEAS
Died within 24 hours of contact…
C1/C2 response delay
72
Neonatal/paediatric
36
Clinical care
23
Died following handover
18
Severe mental health
13
Death in custody
7
C3/4 triage
7

530
145

Phase of care when issues were identified
Clinical

23

Dispatch

22

Call handling

14

Procedure

14

Documentation

12

Medication

7

End of life care

5
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The lessons learnt and actions taken to address these are highlighted below.
Variation was identified in the approach to airway management, administration of naloxone when
opioids were suspected and the decision to ROLE on scene.
Implemented a local care bundle to ensure key interventions are delivered based on need which will be
monitored throughout the year.
Working with the local council we have developed a drug overdose report which allows for targeted early
intervention work to prevent drug related deaths.
Monitoring drug overdoses allowed us to dynamically deploy specialist resources, reducing on scene times,
managers attending with equipment, drugs and PPE further reduced on scene times. Developing real time
alerts from the overdose report will allow operational management to make informed decisions as well as
public health services doing early targeted intervention.
Patients dying from drug overdoses had frequently experienced a recent bereavement and we are exploring
support services that we could refer these patients to prevent future deaths.
We identified variation in the management of patients choking who also had a DNACPR.
We recognised the concerns raised by crews and acknowledged that the reversible cause does not negate
the comorbidities and underlying conditions. We issued specific guidance that the reversible cause should
addressed and then a decision made on the benefit of continuing the resuscitation.
We identified variation in airway management of patients who had a soiled airway and the decision to convey
or ROLE on scene.
We reissued guidance around stepwise airway management and troubleshooting. This included specific
instruction that an iGel should still be placed and attempts to ventilate if the airway cannot be cleared of
blood or vomit.
There was a lack of clarity about who had clinical responsibility when attending cardiac arrests in community
hospitals.
Issued guidance to crews that they should take responsibility for the cardiac arrest management in
community hospitals and follow NEAS guidelines. We reiterated that remote clinical support can be
requested from the operational of EOC base specialist paramedics or clinical care manager.
Compliance against the paediatric cardiac arrest care bundle continues to improve for the third year.
Issued paediatric cardiac arrest checklists and highlighted the vascular access options for paediatric
patients.
Using the NHS number, we reviewed the presenting complaint of 7566 patients that died within 72hours of
handover from NEAS and identified that the respiratory problems and head injuries were the most frequent
medical and trauma presenting complaints to die following handover.
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We reviewed a sample of cases not conveyed to the emergency department and identified that these were
safely assessed.
We undertook clinical audits exploring the management of breathlessness and head injuries.
We reviewed a sample of all conveyed patients and identified that conveyance was safe and appropriate but
there are opportunities to recognise and initiate treatment for hypoxia earlier.
89% of cardiac arrests that were conveyed to hospital with resuscitation ongoing were appropriate and had a
reversible cause that could not be corrected on scene.
The deployment of specialist paramedics or clinical care managers to cardiac arrests has correlated with a
significant reduction in inappropriately conveyed cardiac arrests.
A small number of paediatric cardiac arrests were being inappropriately conveyed to the mortuary instead of
the emergency department and this was due to requests from the police on scene.
We issued guidance for operational resources and ensured this was available to operational management
and EOC staff. This included an escalation process should crews be requested to convey to the mortuary.
We also issued this guidance to the police services for clarification.
Duty of Candour
As an organisation it is vital that we are open with our patients if things don’t go as we had intended. The
requirement to inform patients or their next of kin, were a notifiable patient safety incident occurs is called
Duty of Candour.
We have a process internally to review any patient safety incidents to determine where we think there may
have been harm caused to a patient, in line with the definition and Duty of Candour is enacted.
We monitor whether we have enacted Duty of Candour and in 2020/21 we have done so for all notifiable
incidents, although in six cases despite best efforts we were unable to trace and contact family members.
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Clinical Effectiveness
Video consultation to support clinicians delivering clinically effective care
As part of our Global Digital Exemplar programme we have introduced video consultation facilities to the
Emergency Operations Centre (EOC) and frontline staff providing additional functionality in the provision of
advice and supporting clinical and operational decision making.
The use of video consultation brings improvements to patient choice, agenda, access to services and
outcomes for patients by;
•
•

enabling staff to communicate with patients remotely, helping to reduce the need for physical
attendances in response to the COVID-19 situation.
reducing some of the risks relating to phone or remote assessments and allowing practitioners to
undertake more comprehensive assessments using visual cues (for rashes and injuries etc.),
reducing the need to dispatch an ambulance or refer the patient to another provider, where
appropriate.

The implementation of video consultation has also brought improvements to staff support and processes by;
•
•

enabling newly qualified staff in the field to seek advice on unfamiliar or more complex cases and to
support decisions to leave patients at home.
speeding up access to clinical support to all frontline operational resources (for advice on certain
complex incidents/ sight of scene for example), particularly out of hours or in rural areas, which in
turn helps to reduce on scene times and avoid unnecessary referrals and admissions, whilst
supporting crews deliver high quality care for every contact.

**Feedback shows that currently 93% of staff using video consultation feel as though its use has enabled
them to provide better care.

Caring for patients – right place
We recognise the importance of caring for patients in the right place at the right time delivering the right care.
In 2020 /21 we were able to treat 34,306 patients over the telephone and 127,352 patients at home. We
played a vital role in recognising the extreme pressure our hospitals were under and caring for patients at
home wherever safe and possible.
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We have continued to increase the number of patients we are able to treat over the telephone (Hear and
Treat) and also those patients we can safely treat and leave at home over the past three years (See and
Treat).
Volume
Hear and Tr eat

See and Treat

See, Treat and Convey

See and Convey to ED

2020/21

2018/19

2019/20

20,996

23,958

5.1%

5.7%

8.0%

104,697

113,465

127,352

25.20%

26.80%

29.78%

289,009

285,846

69.70%

67.50%

242,112

242,861

58.04%

57.40%

34,306

266,013
62.20%
229,497
53.66%
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Pathfinder project
NEAS has already implemented the Paramedic Pathfinder, which
supports using alternative care pathways for patients rather than
take people to the Emergency Department, when they could be
cared for safely elsewhere. We have had a small team of
paramedics who have worked across the region with hospitals and
GPs to identify new services which paramedics can refer patients to
or indeed take them to.
This work was undertaken within a specific area and while the
paramedics working in that area would become familiar with the
services offered we can deploy our crews across a much wider
geographical area.
Through the Global Digital Exemplar programme and use of technology, we have been able to replace our
previous paper based system with a digital one. This has resulted in cost savings due to a reduction in
printing costs and associated carbon emissions and also provided access to information on local care
pathways for frontline crews to access and refer into. We are now able to capture when a crew wants to refer
a patient to a service, and also when they are unable to. This could be because the service is only available
on particular days or time of the day, has had to be suspended because of operational difficulties in that
service, or the pathway simply does not exist.
Over time this information will be shared with Commissioners to enable them to understand where they may
need to consider investing in new care pathways or services to reduce the need to take patients to hospital,
when they can be cared for safely in another setting.
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Introducing the Manchester Triage System

In our EOC we use NHS Pathways clinical assessment tool for both our 111 and 999 services. In order to
use NHS Pathways we are required, under their licencing agreement to ensure clinical and non-clinical staff
receive the accredited training, which is lengthy, prior to using the system.
During the COVID-19 pandemic it was evident that we were going to need clinicians in our EOC to support
the increased volume of calls, with very sick people calling with COVID-19 symptoms and other medical
needs.
In order for us to respond and maximise the number of clinicians we had across the organisation we
reviewed the Manchester Triage System. This enables clinicians to clinically risk assess patients, supporting
the professional undertaking an assessment, but is less prescriptive than the NHS Pathways process.
The Manchester Triage System Telephone Triage and Advice (MTS TTA) is a clinical risk assessment
tool used by telephone triage clinicians worldwide to consistently and effectively manage patient flow where
demand far exceeds capacity.
We were able to train paramedics, nurses and pharmacists, some of whom usually worked in Support
Services such as Clinical Audit, or those frontline paramedics who couldn’t undertake their role to use the
Manchester Triage System.
The success of this is being evaluated to determine if we wish to have this tool as part of our escalation plan
in the future.
NICE guidance and how we review this
The National Institute of Health and Care Excellence (NICE) produces evidence-based recommendations
developed by independent committees, including professional and lay people for health and social care
organisations in England.
Whilst many of the guidance documents produced are not applicable for the ambulance sector there are
some which are relevant.
We have developed a more robust process in reviewing NICE guidance, conducting baseline assessments
and developing action plans where appropriate to address any gaps in compliance. Reports are produced in
relation to our NICE guidance compliance and presented to the Quality Committee, a sub committee of the
Board of Directors.
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In 2020/21 the position we are in is s follows:

We provide this information to Commissioners of our service, evidencing that to improve compliance
requires significant investment in the service.
Research at NEAS
NEAS has built up a reputation in the ambulance sector as being proactive in the research it is involved in.
We have been involved in 11 research trials in various stages of completion in 2020/21. We have outlined a
number of the studies below:
•

Cardiac arrest associated research studies

The PREDICT study
The aim of this study is to determine the value of a point of care peripheral venous blood lactate
measurement in an Out of Hospital Cardiac Arrest. This looks at whether doing a blood test checking lactate
levels in the blood is an indicator of the likelihood of a successful resuscitation.
The VANZ study
VANZ is a manikin-based study to determine if NEAS clinicians ventilate according to guidelines and if
compliance can be improved using a ventilation feedback device developed by Zoll.(the defibrillator device
we use). VANZ will also measure chest compression quality with and without feedback to ensure the use of
ventilation feedback does not adversely affect effective chest compression delivery
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What are ambulance crews’ experiences of using a mechanical chest compression device for out of
hospital resuscitation?
This study aims to find out about crews’ experiences of using mechanical chest compression devices by
inviting them to take part in a focus group discussion.
•

Falls and frailty research studies

North East Ambulance Service frailty project (NORA)
There is a recognised Clinical Frailty Scale (CFS) used in the NHS and our paramedics routinely collect
sufficient data to calculate the CFS but currently this data is not formally used to identify frailty. The primary
outcome of this study is to understand the number of patients we see who are identified as being frail. We
will also be able to determine where the patients with frailty, who we care for live, by using their postcode to
determine this. across our regional footprint.
A rapid response falls studying NEAS – an observational prospective cohort study
This is to understand the impact of the rapid response falls unit with paramedic and Occupational Therapist
(OT). The paramedic will assess patient for injuries and provide necessary medical treatment. The OT will
assess patient to see if they require any help or support in their daily activities to prevent future falls. The
study will collect anonymised data which will help evaluate rate of hospital admission, evaluate the clinical
and cost effectiveness of the service and determine the prevalence of risk factors for suffering a fall.
•

COVID-19 research

Platform Randomised trial of Interventions against COVID-19 In older people (PRINCIPLE) study
This is an Urgent Public Health study which is led by the University of Oxford to find out which treatments
already widely available work best for patients that are likely to have COVID-19. An ideal treatment for
patients with suspected COVID-19 in the community is one that is safe, with few side-effects, can be
provided by existing NHS services, helps patients recover quicker, and prevents hospital admissions. This is
what the PRINCIPLE trial aims to determine by looking at different treatments. There are multiple sites from
across the country who are taking part in this study, including NEAS.
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The COVID-19 Ambulance Response Assessment Study (CARA)
This study recruited UK ambulance staff to complete a short online questionnaire assessing their current
perceived preparedness and wellbeing during the current accelerative phase of COVID-19 outbreak.
Subsequently, during the peak and decelerative phases of outbreak, staff who have consented to be recontacted will complete both the same validated measures of wellbeing for comparison and a further
validated measure of a significant event's impact upon wellbeing. Using measures shared with a similar
study of hospital doctors providing emergency care (CERA, IRAS 281944) should enable a larger picture of
the effects upon health care providers to be gained.

Some members of our Research and Development team
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Patient Experience
Looking at how we respond to complaints
During these unprecedented times our Patient Experience Team has had to change how we communicate
with those who have been dissatisfied with our services. They have moved to using email and use of
Microsoft Teams conference calling technology to interact with patients and family members, where we
would usually offer face to face meetings.
We also provide people with an opportunity to let us know how we have handled a complaint by providing a
feedback proforma following receipt of a formal response letter to a complaint, which they can post back to
us. The feedback forms response rate is very low, so we have added a survey link to emails and we are
hoping that this increases in 2021/22. Our website provides another avenue for feeding back to us.
We have received the following responses:
‘We appreciate your candid honesty in admitting your organisations errors in failing to provide a health care
and safeguarding plan, we accept your apology.’
‘I just want to say thank you for meeting today and for all of your help and support dealing with my complaint
over the past months. I’m very grateful for all the time and effort given to me…you are all wonderful.’
‘I would like to praise outstanding service...regarding my complaint. I was kept up to date by the team
member who was very reassuring, professional and an amazing woman. Overwhelmed by all your help,
wanted to say thanks (with sparkles!)’
‘Thank you for taking the time to reply to me, I really appreciate it. The letter that has been put together was
much more appropriate than the one I received regarding my care in [the other Trust associated with the
complaint], so thank you for responding compassionately’
‘Thank you for your thoughtful reply into the issues I raised’
We have also received some feedback from complainants who were not satisfied with the complaint
management process:
‘It appears that my objective of pointing out a weakness in your service has been overlooked by your
attempts to defend NEAS. Remember complaints are the best way to improve services’
‘I’m not at all happy or pleased with your letter’
'Not only has the experience of NEAS let us down, so has the dealing of the complaint'
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We do consider all feedback about the management of the process and we have ensured that we have
made some changes to how we manage complaints to improve the process for complainants as a result of
their feedback:
Feedback from complainants – how we have listened
You said
We did
You would like to meet face-to-face to discuss
We offered video meetings, telephone appointments,
the complaint, but we said no to this due to
or face-to-face meetings to be scheduled after the
Covid-19 restrictions.
pandemic restrictions are lifted.
You did not hear anything for a long time after
We asked how often you would like to be updated, and
making your initial complaint and worried we
whether by telephone, email or post. We also
had not responded or forgotten to reply since
responded as quickly as possible to minimise the time
the initial acknowledgement of your complaint.
you were waiting for a response.
You received a response to your complaint ‘out
We asked whether you would like an email or
of the blue’ without prior warning and you found
telephone call before we sent the response so that you
this a shock, or emotionally distressing.
would be prepared to expect it.

Delivering babies
One of the most rewarding and sometimes scary things our paramedics do is deliver a baby into the world.
Our crews have delivered 145 babies over the past year!
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We have also had wonderful feedback from our patients, which we shared with our Board of Directors
“My partner ** had to call 999 on November ** when I went into labour at home with our first baby.
Unfortunately she was born unresponsive and so he had to give rescue breaths and CPR as directed by the
operator. Thankfully they were successful and she came round after a few minutes.
It was obviously a very traumatic and scary time for us but our daughter, responded well and after a brief
stay in special care, came home and is now a very happy and thriving baby!
We both wanted to pass on our biggest thanks to the operator (she was female but that’s all we can
remember!) for guiding us through so calmly what we needed to do. If you do have the facility to find this
colleague, it would mean a lot to us if you could thank her and share with her our happy ending after that call
finished.”
“I guess the first thank you, and indeed apology should go to the call handler for being so swift in sending the
ambulance but also having to listen to me being quite blunt with my responses in the background and largely
just shouting “just send an ambulance now, baby’s coming!” Within minutes I was aware of three figures in
bottle green walking in, not that I could see much with my head buried in a dining room chair biting down on
a face cloth. Once able I distinguished it was female and two males, sadly, I didn’t find out their names. If it
would be possible to find their names out, it would be great to note in her baby memory book, and also put a
name to a face for us too. The paramedics who attended were very calm, quick and I’ve later found out also
spoke with my frightened 4 year old who really hasn’t forgotten that seemingly small gesture, but it did take
the edge off her being scared.
Baby O weighed in at 8lbs 3oz born at 1.32 after a 1 hour 20 min labour - born on the Coast Road in her sac.
We couldn’t be happier and will for years to come tell her of her dramatic entrance and the paramedics who
welcomed her alongside us.”

We also look at ways in which we can improve the care we provide babies we deliver including those tragic
times when babies who are delivered very prematurely and sadly die or those babies stillborn.
One of our clinical educators is a midwife and in March 2021 asked the trust to consider introducing special
heat pads for babies who require resuscitation so we can ensure their body temperature is maintained and
also to introduce cuddle blankets for those babies who are delivered very early or born sleeping, so that
parents can hold their precious baby in a baby blanket, whilst travelling to hospital. We will be taking these
ideas forward in 2021.
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Improving the care and experience of those with mental health needs – working with partners
We have worked with Tees, Esk and Wear Valley Mental Health Trust to undertake a two month pilot a
Mental Health Response Care (MHRC) to see how we can respond to patients requiring both physical and
mental health assessment, providing a car with a paramedic and mental health practitioner responding to
calls to the ambulance service. The response car operated in the Durham and Darlington area.
The MHRC received 190 referrals, of which they attended 150. On 40 occasions, the MHRC was stood down
en-route or offered telephone advice to ambulance crews who were on scene. Only 12 referrals were refused
by patients.
Of the 150 jobs the MHRC attended at scene, 28 (18.6%), resulted in the MHRC requesting a double crewed
ambulance (DCA) back-up for conveyance to an emergency department. This was in line with more
established responses run by other ambulance services, a significant reduction from the percentage that
would have been conveyed if a DCA had attended (average conveyance rate of DCAs is 75%) and was a
near 4% improvement on the first pilot.
The average time from receiving the call to arrival at scene was 18 minutes and the average time the
response team was on scene with the patient was 42 minutes. For patients, this meant both their physical
and mental health needs were assessed, and an outcome achieved in one hour. Standard ambulance
response times for Category 3 is 120 minutes, often longer in busy periods.
Due to the rapid deployment of the vehicle, and the ethical concerns regarding the confidential nature of the
client group, patient satisfaction measures were not used. Anecdotal evidence from crews suggested
patients were often happier to be supported at home than to be conveyed to busy emergency departments
where they could wait hours to see a mental health nurse.
Having access to the patient’s previous psychiatric records was invaluable. 150 (78%) of those patients the
MHRC attended and supported were known to services and the MHRC was able to use information to
support their assessment at that time. This saved patients having to repeat their story several times,
reducing frustration. It also meant that the MHRC were acutely aware of historical risks and of existing care
plans to ensure continuity of care.
This short pilot was possible with funding from Durham Clinical Commissioning Group and we are hopeful
that further pilots will be supported in 2021/22 to include other Commissioners. We believe it provides more
appropriate care for patients requiring mental health services and a better patient experience, reducing the
need to take patients to an emergency department, when this may not be the most appropriate environment
for them.
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Annex 1: Feedback from our stakeholders
We have been unable to consult with our stakeholders in the usual way due to our focus on responding to
the pandemic. There has also been very late confirmation that a Quality Report for 2020/21 would be
required for approval to Board in June 2021. The 2019/20 Quality Report was submitted in December 2020
to NHSE/I.
As a result, the Trust made a decision that we would carry forward the quality priorities for 2020/21 to
2021/22. This is in part to enable us to deliver all we wanted to for each quality priority and because we feel
each topic area remains pertinent to our work in the coming year.
The draft Quality Report has been produced for external consultation, with a requested 15 days feedback
window, instead of 30 days to allow us to amend the report and have it approved at the Board of Directors at
the end of June in time to upload the report to NHSE/I by 30 June 2021. Due to the limited time available for
consultation with stakeholders, we undertook as much consultation as possible within the time frame and all
the responses received are enclosed in Annex 1. We have presented at the following meetings or received a
formal response:
Healthwatch Newcastle and Gateshead – response

8th June 2021

Healthwatch Northumberland – response

14th June 2021

Lead North East Commissioner (On behalf of CCGs across the North East – NHS
County Durham CCG, NHS Newcastle Gateshead CCG, NHS North Tyneside
CCG, NHS Northumberland CCG, NHS South Tyneside CCG, NHS Sunderland
CCG and NHS Tees Valley CCG) - response

14th June 2021

Durham County Council Adults Wellbeing and Health Overview and Scrutiny
Committee - response

15th June 2021

Newcastle City Council Overview and Scrutiny Committee – attended & response

18th June 2021
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Response to stakeholders following consultation:
Healthwatch Newcastle
and Gateshead

We thank Healthwatch Newcastle and Gateshead for their feedback
regarding the 20/21 Quality Account and we look forward to providing
updates on our progress against our 21/22 clinical priorities at future NEAS
Healthwatch forum update

Healthwatch
Northumberland

We thank Healthwatch Northumbria for their feedback regarding the 20/21
Quality Account and we look forward to reporting progress with our priorities
for 21/22

Lead North East
Commissioner

We thank our commissioners for their feedback regarding the 20/21 Quality
Account and we look forward to providing updates regarding our clinical
priorities and Return of Spontaneous Circulation (ROSC) rates throughout
the year.
We will also ensure we report the progress of our joint working with North
Tyneside Emergency Health Care Plans (EHCPs) and the shared Palliative
Care Summary (SPCS) pilot.

Newcastle City Council

We thank Newcastle City Council for their feedback regarding the 20/21
Quality Account and we look forward to providing updates regarding the roll
out of GP home visiting and MHRC, safety incidents regarding third party
providers and community defibrillator audits.

Durham County Council
Adults Wellbeing and
Health Overview and
Scrutiny Committee

We acknowledge the request to include updates regarding the IPC
relaunch, staff uptake of covid vaccinations and the learning identified
following the information sharing incidents in the call centre in our next
Quality Account.
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8th June 2021
Healthwatch Newcastle and Healthwatch Gateshead combined statement for the North East
Ambulance Service (NEAS) NHS Foundation Trust’s Quality Account 2010 -21
We would like to thank the trust for the opportunity to respond to NEAS quality account for 2020/21. We
recognise the challenges NEAS has faced during the Covid 19 pandemic and how the Trust has responded
to new and rapidly changing safety protocols. We would like to thank all the staff for their hard work during
these unprecedented times.
It is understandable that the Trust has not been able to fully progress with the previous quality priorities and
has decided to roll over the quality priorities from 2019/20 to 2021/22. We acknowledge the developments
made against those priorities to date and wish you every success in achieving your goals.
Quality priorities for improvement 2021/22
Patient Safety - Managing the deteriorating patient in the Emergency Operations Centre (EOC)
We are encouraged that the Trust has identified the negative impact on a patient’s outcome if deterioration is
not identified prior to the arrival of ambulance crew. We understand the pressures that the Trust faces
around balancing this priority with meeting the national response times standards and it is reassuring that
there is a clear plan of action and monitoring for this priority.
Clinical Effectiveness - Improving cardiac arrest care.
We acknowledge the Trusts proactive approach to cardiac arrest and early intervention to improve outcomes
for patients who have had cardiac arrest. We support the of the use of community defibrillators and the
initiative around smart technology to enable early intervention by staff and the public.
We note that the initiatives are beginning to have a positive impact on the quality and effectiveness of care
for cardiac arrest patients. We look forward to hearing about the progress on this priority, perhaps as a future
NEAS Healthwatch forum update.
Patient Experience - Improving end of life care.
We too appreciate the importance of end-of-life care for patients and the significance of a calm and peaceful
death, in their preferred place of care, wherever possible. We note that a key part of this initiative is high
quality assessments and information to loved ones to support clinical decisions. We agree that data analysis
and feedback from stakeholders including carers and families will help to shape progress on this priority.
We wish the Trust continued success and look forward to receiving updates on progress throughout 2021/22
at the Healthwatch NEAS forum.
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Healthwatch Northumberland

Adapt (North East)
Burn Lane
Hexham
Northumberland
NE46 3HN
Tel 03332 408 468
Fax 01434 605251
Email info@healthwatchnorthumberland.co.uk
Web www.healthwatchnorthumberland.co.uk
Sarah Rushbrooke
Director of Quality and Patient Safety, Innovation and Improvement
North East Ambulance Service NHS Foundation Trust
Bernicia House
Goldcrest Way
Newburn Riverside
Newcastle upon Tyne
NE15 8NY

14 June 2021

Dear Sarah,
North East Ambulance Service (NEAS) Quality Report 2020/21
Thank you for the opportunity to respond to the draft NEAS Quality Report. It is a positive
and reflective report which highlights what the Trust has achieved during the pandemic and
what it has learnt.
The feedback from communities in Northumberland has been reported to the Trust in our
Quarterly Trends Reports. The services which were highlighted in these were NHS 111 and
Patient Transport Service. For the latter, we recognise the impact of national guidelines on
how the service was delivered during the early part of the pandemic. However transport to
appointments is a concern to patients in Northumberland, because of the distances involved,
and we were pleased with the introduction of more refined eligibility criteria which seems to
have helped and hope this continues in the recovery phase.
We note the clear presentation of complaints data and the patient experience of the
complaints process. The improvements to the complaints process are welcomed. It is good
to see the examples of changes made to operations/practice following complaints, especially
with regards to equality training and the impact of conversations between staff and patients.
The Trust has taken some early learning from the pandemic, which has and will continue to,
change how services are delivered. We therefore welcome the commitment to engage with
the public as soon as conditions allow so that patients are aware of, and can be involved in,
future developments.
In late summer 2021, Healthwatch Northumberland will be talking to people in
Northumberland about their views and aspirations of End of Life care and we are happy to
discuss how the North East Ambulance Service experience could form part of this

/cont’d
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Overall the report is easy to read and absorb. We look forward to NEAS reporting progress with its rolled
forward priorities for 2021/2022 continuing to build on the positive working relationship we have.
Yours sincerely

Derry Nugent
Project Coordinator
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14 June 2021
Corroborative statement from County Durham, Newcastle Gateshead, North Tyneside,
Northumberland, South Tyneside, Sunderland and Tees Valley Clinical Commissioning Groups for
North East Ambulance Service NHS Foundation Trust Quality Account 2020/21
The Clinical Commissioning Groups (CCGs) welcome the opportunity to review and comment on the
2020/21 Quality Account for the North East Ambulance Service NHS Foundation Trust (NEAS).
This statement is on behalf of CCGs across the North East – NHS County Durham CCG, NHS Newcastle
Gateshead CCG, NHS North Tyneside CCG, NHS Northumberland CCG, NHS South Tyneside CCG, NHS
Sunderland CCG and NHS Tees Valley CCG.
As commissioners, the CCGs can confirm, to the best of their ability, that the information provided within the
annual quality report is an accurate and fair reflection of the Trust’s performance for 2020/21. The CCGs
would like to provide the following statement.
Firstly, the CCGs would like to take a moment to acknowledge the Trust’s continued response to the
pandemic and to thank the staff for their positive reaction to the unprecedented challenges this brought.
The CCGs have remained sighted on the Trust’s priorities for improving the quality of services and have
continued to provide robust challenge and scrutiny through the Quality Review Group (QRG) meetings.
Although formal QRGs were stood down for part of the year due to the pandemic, informal monthly calls took
place allowing the Trust and CCG representatives to share and discuss key information with regard to quality
of services.
The CCGs acknowledge that the Trust was unable to meet all quality priorities for 2020/21 due to the focus
on responding to the pandemic but note the good progress made.
The development of ongoing initiatives such as improvements in the management of patients who may
require a response level to be upgraded along with the use of technology to support clinical assessment are
of interest to the CCGs. The CCGs will welcome service improvements from the study into cases where
multiple call backs from patients/relatives are received.
The Trust is commended for its excellent efforts in increasing the rate of bystander CPR and community
public access defibrillators; it is hoped this will support an improvement in North East’s cardiac arrest survival
rate to align it with the national average.
The CCGs welcome the Trust’s proposal to increase the number of specialist paramedics in emergency care
dispatch although recognise that the plan to review national patient outcome data could not proceed in the
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year. It is disappointing that use of the GoodSAM app ceased for a time due to COVID-19 but the CCGs are
pleased to hear this has been reinstated and hope that its extended roll out can proceed next year.
The Trust is congratulated on results of audits regarding the conveyance of adults/children in cardiac arrest;
the examples of learning in action linked with these audits give further assurance.
Another example of good practice is the review of clinical care and pre-alert information to allow teams to
prepare for patients arriving at hospital. The Trust’s work on this initiative at a national level is applauded.
The Trust has overcome the challenges of delivering face to face training in the year by introducing online
training. The shaping of this training by the learning from deaths, incidents, patient/carer experience is
acknowledged along with the involvement of healthcare partners in processes for sharing information to
support advance care planning.
The CCGs are encouraged by NEAS’ involvement in the North Tyneside Emergency Health Care Plans
(EHCPs) and Shared Palliative Care Summary (SPCS) pilot and look forward to seeing the results of the
evaluation.
The good work of the End of Life Transport Service is valued by the CCGs; the service provides kindness,
compassion and sensitivity to patients and families at a very difficult time. The CCGs look forward to working
with the Trust with regard to the business case to extend service provision to weekends.
The Trust’s participation in national and local clinical audits is noted along with the wide range of
improvement actions.
The consistent compliance with the target for staff accessing patient information at scene is positive as this
significantly supports staff in clinical assessments.
NEAS achieved the national response standards for Category 1 and Category 4 calls despite the challenges
placed on services by the pandemic; the Trust is congratulated on being one of the best performing
nationally for responding to Category 1 calls. Actions have been introduced to address Category 2 and
Category 3 response times which fell below the national targets and averages; these are being closely
monitored.
The Trust’s high compliance with the ST Elevation Myocardial Infarction (STEMI) and stroke care bundles is
commended. The CCGs welcome the Trust’s deeper review of Return of Spontaneous Circulation (ROSC)
rates in response to the increase in cardiac arrest cases in the year. We will be interested to hear updates
following improvement actions in regard to care bundles and their impact on assessment/treatment of
patients.
It is good to see the continued increase in patient safety incident reporting; it is noted that some of the key
themes of incidents link with COVID-19 during the time whilst new processes and guidelines were being
established. The initiation of a task and finish group to review and learn from incidents associated with thirdparty involvement is welcomed.
It is clear the Trust has invested time in improving and streamlining incident management processes to
enable better analysis, increase staff engagement and remove waste from the system. The CCGs look
forward to working with the Trust on the implementation of the Patient Safety Incident Response Framework.
The CCGs are pleased to see the wide range of learning from patient safety and serious incident
investigations along with quality and service improvements. The volume of quality improvement work during
such a challenging time is commendable and we acknowledge this also presented opportunities in terms of
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working at pace to introduce innovations. The report provides numerous examples of initiatives introduced to
support staff during the pandemic and to allow them to gain new skills.
The Trust is congratulated on the 38% reduction in complaints in the year and for the continued high level of
appreciations recorded. A number of developments are noted which have improved both the complaints
management process and clinical services as a result of complaints. The report includes very positive and
heart- warming stories from patients about their experience of using NEAS services.
The changes introduced to the Friends and Family Test have clearly resulted in an improvement in terms of
improving the Trust’s response rate which is over three times that of last year. The high satisfaction ratings
across all services are also noted. The Trust’s efforts at continuing to engage with communities are
acknowledged despite the difficulties posed by the pandemic.
The action plan regarding two Care Quality Commission (CQC) Requirement Notices was completed during
2020. We note that the Trust was subject to CQC enforcement action in August 2020 but that the required
actions were fully completed and the Section 29A Warning Notice has been formally closed.
The 2020 NHS Staff Survey engagement score saw a slight improvement and the Trust is to be
congratulated for attaining above average scores in three categories
The Trust is commended for maintaining delivery of activity, managing the additional pressures on services
and keeping staff safe during the pandemic. The CCGs also thank the Trust for their outstanding contribution
to the COVID-19 vaccination programme.
The CCGs welcome the specific quality priorities for 2021/22 highlighted in the Quality Account and look
forward to receiving progress updates on those which were carried forward from last year. These are
appropriate areas to target for continued improvement and link well with CCGs commissioning priorities.
It is felt that overall the report is well written and presented and is reflective of quality activity and aspirations
across the organisation for the forthcoming year.
The CCGs look forward to continuing to work in partnership with the Trust to assure the quality of services
commissioned in 2021/22.
Annie Topping
Executive Director of Nursing, Quality & Patient
Safety
NHS Northumberland CCG

Lesley Young Murphy
Executive Director of Nursing & Chief
Operating Officer
NHS North Tyneside CCG

Julia Young
Executive Director of Nursing, Patient Safety &
Quality
NHS Newcastle Gateshead CCG

Ann Fox
Executive Director of Nursing, Quality & Safety
NHS Sunderland CCG

Jeanette Scott
Executive Director of Nursing, Quality and
Safety
NHS South Tyneside CCG

Anne Greenley
Director of Nursing and Quality (Interim) NHS
County Durham CCG

Jean Golightly
Director of Nursing and Quality NHS
Tees Valley CCG
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15th June 2021
DURHAM COUNTY COUNCIL ADULTS WELLBEING AND HEALTH OVERVIEW AND SCRUTINY
COMMITTEE
COMMENTS ON NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST QUALITY
ACCOUNT FOR 2020/21
The Committee welcomes North East Ambulance Service (NEAS) NHS Foundation Trust’s Quality Account
and the opportunity to provide comment on it. The Committee are mindful of their statutory health scrutiny
role and the need to demonstrate a robust mechanism for providing assurance to the residents of County
Durham that health service provision is efficient and effective. The quality account process provides the
Committee with one such mechanism.
The Committee usually undertakes in year monitoring of the trust’s progress against their quality account
priorities however, the pressure placed upon both the NHS and Social Care system by the COVID-19
pandemic alongside the reduced number of Overview and Scrutiny Committee meetings and more prioritised
work programme has not made this possible during 2020/21.
The context for the Quality Account in terms of the pressure placed upon North East Ambulance Service to
maintain services and performance whilst at the same time ensuring that they are COVID-19 safe is noted.
The Committee welcomes the work undertaken by NEAS and its staff in this respect noting that Personal
Protective Equipment, enhanced cleaning, changing guidance, operational pressures, deployment into
different roles, swabbing and testing, rolling out vaccines and managing outbreaks have pushed the Trust’s
logistical capability and operating model to new levels in 2020/21.
In examining core performance indicators, the Committee is pleased to note that the Trust has improved
performance across all categories for 2020/21 compared to 2019/20 although in some instances it still falls
below that of 2018/19.
Members have previously requested that the Trust performance across County Durham in comparison to
Trust wide performance is reported back to the Committee as the new National Ambulance Response
programme targets have been embedded across the organisation and also that the Trust seek to restore
optimum staffing levels in respect of Paramedics. This Committee would ask that this information be brought
to the Committee at some stage during the coming year.
The Committee note the importance of scheduled care in supporting provider organisations to deliver the
restoration of elective and cancer services during 2021/22 as well as its ongoing role in supporting timely
patient discharges.
The Trust proposes the roll forward of the identified priorities for 2020/21 in view of the impact of the COVID 19 Pandemic and this is to be supported. They remain clearly expressed and will contribute to improvements
in the healthcare system generally.
Finally, in order to ensure that it continues to provide a robust Health scrutiny function and assurances in this
respect to the residents of County Durham, the Committee will continue to receive and consider performance
overview information. As in previous years, the Committee would request a progress report on delivery of
2021/22 priorities and performance targets.
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Councillor WENDY TAYLOR
Dene and South Gosforth Ward
12 Boundary Gardens
High Heaton Newcastle upon Tyne
NE7 7AA
Tel: 0191 281 7018
Email: wendy.taylor@newcastle.gov.uk
Opposition Office
Tel: 0191 211 6826
www.newcastle.gov.uk

S Rushbrooke
Director of Quality, Patient Safety, Innovation and Improvement
North East Ambulance Service NHS Foundation Trust
Bernicia House Goldcrest Way Newburn Riverside Newcastle upon Tyne NE15 8NY
Our Reference: WT/JH21 18 June 2021
Dear Sarah,
North East Ambulance Service NHS Foundation Trust Quality Account 2020/21 Response of Health
Scrutiny Committee, Newcastle City Council
As Chair of Newcastle Health Scrutiny Committee, I welcome the opportunity to comment on your draft
Quality Account for 2020/21 about which the committee received a presentation at our meeting on 17 June
2021. This letter provides a summary of the committee’s response.
In respect of progress against the 2020/21 priorities we make the following comments:
•

•

•

•

•

We were pleased to hear updates on the dementia friendly vehicles, GP Home Visiting and Mental
Health Response Care (MHRC) pilots and that these all seem to have been very successful. We
note that further roll out of GP Home Visiting and MHRC depends upon funding being secured, and
we would like to see further updates on this in next year’s report.
We had some concerns about the number of patient safety incidents in 2020/21 involving third-party
providers, and we were reassured to hear about the measures that have been put in place to
address this. We note that there is an aim to reduce reliance on third part providers in future and we
would like to see an update on this in next year’s report.
We were pleased to hear that the roll out of Community Public Access Defibrillators is continuing.
We were concerned however to hear that the North East currently has the lowest outcome for
bystander CPR in England, we note that a research study is taking place to look at how best to
address this and we would like to be kept up to date with this area of work.
We note that the National Ambulance Service specification for Infection Prevention and Control is
due to be relaunched and were pleased to hear that you are keen to sustain some of the measures
put in place during Covid to protect patients. We would like to see an update on this in next year’s
report.
We were interested to learn more about the new national ambulance vehicle specification and
discussed some concerns that had been raised. We were reassured to learn that there has been
patient involvement at a national level in consultation around this, and that whilst new to the region
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•

•

•

the transit van style vehicles have been in use in other ambulance service areas for some time
already.
We were pleased to hear that there has been a high take-up of Covid vaccinations amongst staff.
We note that you hope to see this reflected in take-up of the winter flu vaccination and we would like
to see an update on this in next year’s report.
We note that there have been a small number of incidents of information being shared
inappropriately within the call centre, but that these have been investigated and dealt with
appropriately. We hope to see learning from this reflected in future reports.
We were pleased to note that the mental health education programme for staff is continuing and
being further enhanced with the introduction of the TRiM programme.

In respect of the 2021/22 priorities, we acknowledge that there has only been a short period of time since the
last Quality Account report, and that because of this and the impact of Covid it has not been possible to make
a lot of progress against the 2020/21 priorities. We agree with the decision to therefore continue those
priorities into 2021/22.
Finally, I would like to express our appreciation for the trust’s willingness and commitment to engage with this
committee whenever requested, which has been particularly valuable over the more recent difficult months.
We look forward to seeing this continue.
Yours sincerely

Cllr Wendy Taylor
Chair, Health Scrutiny Committee
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Annex 2: Statement of directors’ responsibilities for the Quality
Report
The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual
quality reports (which incorporate the above legal requirements) and on the arrangements that NHS
foundation trust boards should put in place to support the data quality for the preparation of the quality
report. Guidance used for this quality report was published for 2019/20 reports.
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:
•
•

•
•
•

•

•

the content of the Quality Report meets the requirements set out in the NHS Foundation Trust Annual
Reporting Manual 2020/21 and supporting guidance;
the content of the Quality Report is not inconsistent with internal and external sources of information
including:
• board minutes and papers for the period April 2020 to March 2021;
• papers relating to quality reported to the board over the period April 2020 to March 2021;
• feedback from commissioners dated 14 June 2021;
• feedback from governors to be reviewed on 22 July 2021;
• feedback from local Healthwatch organisations dated 8th June 2021 Healthwatch Newcastle and
Gateshead. 14th June 2021 Healthwatch Northumberland;
• feedback from Overview and Scrutiny Committees dated 15th June 2021 Durham County Council
Adults Wellbeing and Health Overview and Scrutiny Committee. 18th June 2021 Newcastle City
Council Overview and Scrutiny Committee;
• the trust’s complaints report published under regulation 18 of the Local Authority Social Services and
NHS Complaints Regulations 2009 dated June 2021;
• the latest national staff survey2020
• the Head of Internal Audit’s annual opinion over the trust’s control environment – not applicable for
2020/21 Quality Report;
• CQC inspection report dated 10 January 2019.
the Quality Report presents a balanced picture of the NHS foundation trust’s performance over the
period covered; 1st April 2020 to 31st March 2021
the performance information reported in the Quality Report is reliable and accurate;
there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Report, and these controls are subject to review to confirm that they are working
effectively in practice;
the data underpinning the measures of performance reported in the Quality Report is robust and
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review; and
the Quality Report has been prepared in accordance with NHS Improvement’s annual reporting manual
and supporting guidance (which incorporates the Quality Accounts regulations) as well as the standards
to support data quality for the preparation of the Quality Report.
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The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.
By order of the Board

Peter Strachan
Chair

Helen Ray
Chief Executive
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Annex 3: Limited assurance report on the content of the quality
report and mandated performance indicators
The requirements to gain external assurance was identified in May 2021, in order to do so and keep within
the timeframe of publishing the Quality Report by 30 June 2021 a shortened consultation period was
outlined.
Data has been provided by service leads, key performance data has been reported to the Board of Directors
throughout 2020/21. With review of data quality at regular intervals, in line with national reporting
requirements.
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Annex 4: Abbreviations
Abbreviations
AED
ARP
ACQIs
AQIs
BAME
CARe
CQC
CCG
CPR
CQUIN
DBS
DoS
CCM
ED
EMR
EOC
EoLC
ESR
EPRF
FOT
FTE
HENE
HSE
ICaT
LGBT
NCA
NEAS
NHS
NRLS
PALS
PbR
PHKiT
QGG
RCA
SPN
UEC

Automated External Defibrillator
Ambulance Response Programme
Ambulance Clinical Quality Indicators
Ambulance Quality Indicators
Black, Asian & Minority Ethnic
Care and Referral
Care Quality Commission
Clinical Commissioning Group
Cardiopulmonary Resuscitation
The Commissioning for Quality and Innovation payments framework
The Disclosure and Barring Service
Directory of Services
Clinical Care Manager
Emergency Department
Emergency Medical Responder
Emergency Operations Centre
End of life care
Electronic Staff Record
Electronic Patient Report Form
Forecast Outturn
Full Time Equivalent
Health Education North East.
Health and Safety Executive
Integrated Care and Transport
Lesbian, Gay, Bisexual and Transgender
National Clinical Audit
North East Ambulance Service NHS Foundation Trust
National Health Service
National Reporting and Learning System
Patient Advice and Liaison Service
Payment by Results
Pre-Hospital Knowledge in Trauma
Quality Governance Group
Route Cause Analysis
Special Patient Note
Urgent & Emergency Care
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Annex 5: Glossary of Terms
Term

Definition

Accessible Information
Standard

The Accessible Information Standard aims to make sure that disabled people
have access to information that they can understand and any communication
support they might need. All organisations must follow this standard in full by 31
July 2016.

Advanced Practitioner
(AP)

An Advanced Practitioner provides advanced primary care skills. May be a
paramedic or a nurse with advanced skills.

Ambulance Quality
Indicators

These are the Ambulance sector’s national quality indicators.

Ambulance Response
Programme (ARP)

NHS England is conducting a programme of work that is exploring strategies to
help ambulance services reduce operational inefficiencies whilst remaining
focused on the need to maintain a very rapid response to the most seriously ill
patients and improve the quality of care for patients, their relatives and carers.

Care bundle

A care bundle is a group of between three and five specific procedures that staff
must follow for every single patient. The procedures will have a better outcome
for the patient if done together within a certain time limit, rather than separately.

Care Quality
Commission (CQC)

The independent regulator of all health and social-care services in England. The
commission makes sure that the care provided by hospitals, dentists,
ambulances, care homes and services in people’s own homes and elsewhere
meets government standards of quality and safety.

Category 1

For those patients that require an immediate response to a life threatening
condition and where this requires resuscitation or emergency intervention from
the ambulance service. This requires a 7 minute response, and 90th percentile is
measured.

Category 2

For those with symptoms linked to a serious condition, for example stroke or
chest pain, that may require rapid assessment and / or urgent transport. This
requires an 18 minute response, and 90th percentile is measured.

Category 3

Is for those urgent problems that require treatment and transport to an acute
care provider. This requires a 2 hour response (90th percentile)

Category 4

Is for those that are not urgent and require transportation to a hospital ward or
clinic within a given time window. This requires a 3 hour response (90th
percentile)

Clinical
Commissioning
Groups (CCGs)

Clinical Commissioning Groups are NHS organisations set up by the Health and
Social Care Act 2012 to organise the delivery of NHS services in England.

Clinical audit

A clinical audit mainly involves checking whether best practice is being followed
and making improvements if there are problems with the way care is being
provided. A good clinical audit will find (or confirm) problems and lead to
changes that improve patient care.

Clinical effectiveness

Clinical effectiveness means understanding success rates from different
treatments for different conditions. Methods of assessing this will include death
or survival rates, complication rates and measures of clinical improvement. This
will be supported by giving staff the opportunity to put forward ways of providing
better and safer services for patients and their families as well as identifying best
practice that can be shared and spread across the organisation. Just as
important is the patient’s view of how effective their care has been and we will
measure this through patient reported outcomes measures (PROMs).
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Commissioning for
Quality and Innovation
(CQUIN) payment
framework

The Commissioning for Quality and Innovation payment framework means that a
part of our income depends on us meeting goals for improving quality.

Contact centre

The first point of contact for 999, 111 and Patient Transport Services patients
who need frontline medical care or transport.

Core services

Our core services are accident and emergency, NHS 111, Community First
Responders, the patient transport service and emergency planning.

Disclosure and Barring
Service

The Disclosure and Barring Service (DBS) helps employers make safer
recruitment decisions and prevent unsuitable people from working with
vulnerable groups, including children. It replaces the Criminal Records Bureau
(CRB) and Independent Safeguarding Authority (ISA)

Directory of Services
(DoS)

Once we have decided on the appropriate type of service for the patient – so
that we can direct them to a service which is available to treat them – we use a
system linked to a directory of services. This directory contains details of the
services available, their opening times and what conditions and symptoms they
can manage, within an area local to the patient.

End-of-life patients

Patients approaching the end of their life.

Electronic Staff
Record (ESR) system

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

Enforcement action

Action taken against us by the Care Quality Commission if we do not follow
regulations or meet defined standards.

Electronic Patient
Report Form (EPRF)

The Electronic Patient Report Form uses laptops to replace paper patient report
forms. Ambulance staff attending calls can now download information on the
way, access patients’ medical histories, enter information in ‘real time’ and send
information electronically to the accident and emergency department they are
taking the patient to and to the patient’s GP practice.

Foundation Trust
Boards

These make sure that trusts are effective, run efficiently, manage resources well
and answer to the public.

Governors

Foundation Trust members have elected a council of governors. The council is
made up of 21 public governors and four staff governors, plus nine appointed
governors.

Governor Task and
Finish Group

A group set up to identify which priority areas and risks should be included in a
specific document, such as the annual plan or quality account.

Handover and
turnaround process

Handover is the point when all the patient’s details have been passed, face-toface, from the ambulance staff to staff at the hospital, the patient is moved from
the ambulance trolley or chair into the treatment centre trolley or waiting area
and responsibility for the patient has transferred from the ambulance service to
the hospital.
Turnaround is the period of time from an ambulance arriving at hospital to an
ambulance leaving hospital.

Health Act 2009

An Act relating to the NHS Constitution, healthcare, controlling the promotion
and sale of tobacco products, and the investigation of complaints about privately
arranged or funded adult social care.

Hear and Treat

A triage system designed to assess patients over the phone and to provide other
options in terms of care, where appropriate, for members of the public who call
999.

Health Education
North East

Health Education North East supports Health Education England to ensure local
workforce requirements are met and there is a competent, compassionate and
caring workforce to provide excellent quality health and patient care.
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SIREN

This has is a bespoke Microsoft SharePoint site which has been developed
across the trust as a communication tool, sharing information, learning and news
updates.

Major trauma

Major trauma means multiple, serious injuries that could result in death or
serious disability. These might include serious head injuries, severe gunshot
wounds or road-traffic accidents.

Monitor

The independent regulator of NHS Foundation Trusts.

National Ambulance
Quality Indicators
(AQIs)

Measures of the quality of ambulance services in England, including targets for
response times, rates when calls are abandoned, rates for patients contacting us
again after initial care, time taken to answer calls, time to patients being treated,
calls for ambulances dealt with by advice over the phone or managed without
transport to A&E, and ambulance emergency journeys.

National clinical audit

National clinical audit is designed to improve the outcome for patients across a
wide range of medical, surgical and mental health conditions. It involves all
healthcare professionals across England and Wales in assessing their clinical
practice against standards and supporting and encouraging improvement in the
quality of treatment and care.

National confidential
enquiries

Investigations into the quality of care received by patients to assist in maintaining
and improving standards.

NHS (Quality
Accounts) Regulations
2010

Set out the detail of how providers of NHS services should publish annual
reports – quality accounts – on the quality of their services. In particular, they set
out the information that must be included in the accounts, as well as general
content, the form the account should take, when the accounts should be
published, and arrangements for review and assurance. The regulations also set
out exemptions for small providers and primary care and community services.

NHS Foundation Trust
Annual Reporting
Manual 2014/15

Sets out the guidance on the legal requirements for NHS Foundation Trusts’
annual report and accounts.

Pathways

A system developed by the NHS which is used to identify the best service for a
patient and how quickly the patient needs to be treated, based on their
symptoms. This may mean the patient answering a few more questions than
previously. All questions need to be answered as we use them to make sure
patients are directed to the right service for their needs. Types of service may
include an ambulance response, advice to contact the patient’s own GP or an
out-of-hours service, visit the local minor injury unit or walk-in centre or self-care
at home.

Patient Advice and
Liaison Service
(PALS)

The Patient Advice and Liaison Service offers confidential advice, support and
information on health-related matters. They provide a point of contact for
patients, their families and their carers.

Patient experience

This includes the quality of caring. A patient’s experience includes how personal
care feels, and the compassion, dignity and respect with which they are treated.
It can only be improved by analysing and understanding how satisfied patients
are, which is assessed by patient reported experience measures (PREMS).

Patient safety

Makes sure the environment the patient is being treated in is safe and clean.
This then reduces harm from things that could have been avoided, such as
mistakes in giving drugs or rates of infections. Patient safety is supported by the
National Patient Safety Agency’s ‘seven steps to patient safety’.

Quality Committee

This committee gives the Board an independent review of, and assurances
about, all aspects of quality, specifically clinical effectiveness, patient experience
and patient safety, and monitors whether the Board keeps to the standards of
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quality and safety set out in the registration requirements of the Care Quality
Commission.
Quality dashboard

An easy-to-read, often single-page report showing the current status and
historical trends of our quality measures of performance.

Clinical Quality
Governance Group

This is a core management group which has the primary purpose of
operationalising the Trust’s Quality Strategy and managing all aspects of safety,
excellence and experience. The CQGG directs the programmes and
performance of the quality working groups that report to it.

Quality Strategy

Describes the Trust’s responsibilities, approach, governance and systems to
enable and promote quality across the Trust whilst carrying out business and
planned service improvements.

Relevant Health
Services

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

Research Ethics
Committee

This committee helps to make sure that any risks of taking part in a research
project are kept to a minimum and explained in full. Their approval is a major
form of reassurance for people who are considering taking part. All research
involving NHS patients has to have this approval before it can start.

SharePoint

SharePoint is a software package that can be sued to create websites. This can
then be used as a secure place to store, organise, share and access
information.

See and Treat

A face-to-face assessment by a paramedic that results in a patient being given
care somewhere other than an A&E department.

Special reviews or
investigations

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

Ulysses Safeguarding
system

The Incident reporting system used by NEAS
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Disclaimer
Please note some of the photographs featured within the report were taken pre-Covid.
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Your feedback
We welcome feedback on this report. You can provide your comments and suggestions in writing to the
following email address: Email: publicrelations@neas.nhs.uk
Or visit the NHS Choices website at:
http://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=29237
Support is available to access this ‘Quality Account’ in in a range of other formats on request including large
print, Braille, audio, and other languages.

Your feedback and further information
If you would like to know more about our Quality Report or plans, please visit our website www.neas.nhs.uk or
contact:
Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and Improvement
North East Ambulance Service NHS Foundation Trust
Email: sarah.rushbrooke@neas.nhs.uk / Tel: 0191 430 2000
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