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                              AGENDA 

              Public Board Meeting No. 2021/22 04 

          1000 hours, Thursday 9th December 2021 

                                Teams Meeting  

Item Purpose Lead 
Paper Start 

Time 

Call to order 

1. Welcome and Apologies for Absence Information Chairman Verbal 10:00 

2. Declarations of Interests Information Chairman Verbal 

3. Open Forum Discussion Chairman Verbal 

4. Minutes of the previous meeting Approval Chairman Report 

5. Actions Log & Matters Arising Discussion Chairman Report 

Strategy and Performance 

6. Report of the Chairman Information Chairman Verbal 10:10 

7. Report of the Chief Executive   Discussion Chief Executive Verbal 10:15 

8. Integrated Care System Update Discussion Chief Execuitve & Chairman  Report 10:25 

9. Integrated Quality and Performance Report Assurance Execuitve Directors Report  10:35 

Quality, Safety and Patient Experience 

10. Staff/Patient Safety Story 

10.1. AACE Report on Handover Delays 

Discussion Director of Quality & Patient 
Safety  

Report  10:50 

11. Quality and Patient Safety Report Discussion Director of Quality & Patient 
Safety 

Report 11:00 

Regulatory and Governance 

12. Organisational Risk Register  Discussion Medical Director Report 11:15 

Reports for Information  

13. Audit Committee Chair’s Report  Assurance - Report  - 

14. Performance & Finance Committee Chair’s Report  Assurance - Report - 

15. Quality Committee Chair’s Report  Assurance - Report  - 

16. People & Development Committee Chair’s Report Assurance - Report  - 

Ending Items 

17. Any Other Business (by permission of the Chairman)  Discussion Chairman Verbal 11:20 

18. Items to be communicated to Staff & Governors  Discussion Assistant Director of Comms & 
Engagement 

Verbal 

19. Meeting Evaluation  Discussion Chairman Verbal 

20. Date of next meeting: Thursday 24th February 

2022 

Information Chairman Verbal 11:30 

Confidential Motion – the Chairman to move: Members of the public and representatives of the press to be excluded from the 
remainder of the meeting due to the confidential nature of business to be transacted, publicly on which would be prejudicial to 
the public interest. 
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MINUTES OF MEETING  
 

Meeting: 
 

Meeting of the Board of Directors in Public Session 

Details: Thursday, 23rd September 2021, 12:00 hours  
Via Microsoft Teams 
 

Present:  
 
 
 

Peter Strachan, Chairman  
John Marshall, Non-Executive Director  
Catherine Young, Non-Executive Director 
Carolyn Peacock, Non-Executive Director  
Dr Gerry Morrow, Non-Executive Director  
Helen Suddes, Non-Executive Director  
Raman Sanghera, Non-Executive Director 
 
Helen Ray, Chief Executive  
Paul Liversidge, Chief Operating Officer 
Kev Scollay, Group Director of Finance & Contracting 
Dr Mathew Beattie, Medical Director  
Karen O’Brien, Director of People & Development  
 

In attendance: 
 
 

Chris Fairs, Associate Non-Executive Director 
Jane Farrelly, Trust Secretary 
Kerry McQuade, Assistant Director of Strategy, Planning & Partnerships 
Tracy Gilchrist, Deputy Director of Quality & Safety (on behalf of S Rushbrooke) 
Sam Reed, Communications Manager (on behalf of M Cotton) 
Tracey Mullen, Assistant Trust Secretary 
Michael McNulty, Deputy Lead Governor  
Keith Ringer, Public Governor  
Paul Chandler, Member of the Public (incoming Non-Executive Director) 
 

 
No.   ACTION BY  

   

 The Chairman opened the meeting that was taking place via ‘Teams’ and welcomed all in 
attendance.  The Chairman referred to the rules of engagement and requested that 
members adhere to the guidance.  Participants were informed that the meeting was being 
recorded and would be published on the Trust’s website for public viewing.   

 

   

1. Apologies for Absence   

   

 Apologies for absence were received from Mrs S Rushbrooke, Director of Quality, Patient 
Safety, Innovation & Improvement and Mr M Cotton, Assistant Director of Communications 
& Engagement. 

 

   

2. Declarations of Interests  

   

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

 

   

3. Open Forum   
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 M McNulty referred to the Minutes of the last Meeting and the specific point made around 

the financial aspects being the least clear. He wondered whether with the proposed demise 
of the Clinical Commissioning Groups if it was possible for the Trust to regard this as an 
early opportunity to propose to the Integrated Care System any changes in these future 
financial aspects that could be more favourable to the Trust or whether it is likely the 
existing financial procedures would to be transferred as they stand to the new system.  This 
query would be covered during agenda item discussions.     

 
 
 
 
 

   

4. Minutes of the Trust Board Meeting held on 24th June 2021  

   

 Decision BPU D01 The Minutes of the previous meeting held on 24th June 2021 were 
agreed to be a true record, with the following amendments: 

 

   

 • Page 4 – the business case was approved by the ‘Executive Management Group’ 
not Joint Consultative Committee. 

• Page 6 – Reference to Mandatory Training to read ‘above’ target. 

 

   

5. Action Log  

   

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

 
ALL TO NOTE 

   

6. Matters Arising   

   

 There were no matters arising on this occasion.  

   

7. Chairman’s Update  

   

 The Chairman provided an update on the following key points: 
 

• On behalf of the Board, the Chairman acknowledged the work that was being 
undertaken to deal with unprecedented levels of demand.  He expressed his 
heartfelt thanks to everyone across the Trust, both on the front-line and in support 
services for their significant efforts.   

• The Princess Royal’s visit to the Hebburn site on 21st July 2021 had been a great 
credit to all those involved in the planning and execution of the event. It had been 
an excellent occasion for those staff being acknowledged for their commitment to 
the service.   

• The Chairman continued to meet with colleague Chairs across the system both at a 
regional Chairs Forum and also in the North East & North Cumbria Integrated Care 
Provider (ICP) setting.  He very much enjoyed the last ICP discussions, talking 
about adding social value to areas such as procurement, local content, and 
recruitment processes with good learning being shared. 

• The Chairman participated in a NHS England / Improvement regional roadshow led 
by Amanda Pritchard, with support from local colleagues.  The Chairman had been 
heartened to hear the dialogue around the role of the Ambulance Service in the 
urgent and emergency care setting. 

• The Chairman, Deputy Chair and Lead Governor have been spending considerable 
time on the recruitment process to appoint two new Non-Executive Directors to the 
Board.  It had been a really successful campaign and formal announcements on the 
appointments would be made in the near future.  Good support had been provided 
by the recruitment agency, Gatenby Sanderson.  

 

   

8. Chief Executive’s Update   

   

 The Chief Executive provided members with an update on key issues:  
 

• Since the last public Board meeting, the focus has been on ensuring that the best 
quality and safety for patients accessing the service is provided in what has been 
an extraordinarily demanding time.  Colleagues have been working hard to ensure 
staff well-being is considered during such challenging times 
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• The Trust is maintaining its position well within the Integrated Care System (ICS) 
frame and referring back to the question raised by Mr McNulty in the open forum 
item, she informed it is really important that NEAS cements its position in the ICS, 
particularly around the financial flows and commissioning framework.    Collectively, 
the acute Ambulance Chief Executives are working on a national white paper 
proposal recommending that the commissioning of ambulances services is 
managed at system level rather than the current process which is through a lead 
commissioner.  She was pleased to report that the NE&NC ICS has accepted this 
recommendation and the Trust is in the process of working with them to establish 
an Ambulance Transformation Board. This Board will not only look at the financial 
aspects but also the quality and safety aspects which will enable NEAS to move to 
a better position aligned to its strategy work.   

• The Health Service is moving forward in uncertain times and is unsure of the impact 
that the winter period will have on current pressures but has a recognition that the 
levels of uncertainty have never been as high for both the public and private 
sectors. Executive colleagues will continue to plan as best as they can on the winter 
plans, escalation strategies and financial plans for the remainder of the year, with a 
focus on 2022/23.  It was noted that the furlough schemes are due to end later this 
month which is likely to result in an increased unemployment rate. As a large public 
sector employer, the Trust will need to ensure it remains an attractive place to work.   

• The Trust recently had the opportunity as part of a small ambulance sector group to 
meet with Samantha Jones, Health Advisor to the Prime Minister which was a great 
opportunity to ensure that those sitting at the very highest level of influence are well 
sighted and knowledgeable of the challenges within the ambulance sector. 

• In reference to the Urgent and Emergency Care (UEC) system work, the Chief 
Executive advised there is a framework in place across the region that involves the 
Local Area Delivery Boards (LADBs), (five across the patch including North 
Cumbria) and the Trust has representation on each Board with the exception of 
Cumbria but liaises with the North West Ambulance Service on its work.  The UEC 
network is the check and balance point for the winter plans across all LADBs and 
through the Medical Director feeds into the regional UEC Board and this allows the 
voice of the sector to be heard. 
It was noted that NHS England / Improvement released a UEC Recovery Ten Point 
Action Plan this week and the Chief Executive was pleased to see that the 
ambulance service is central to the plans.   There is a recognition within the plan for 
investment within the 111 and 999 services and that the Clinical Advisory Service 
plays a key role and that a reduction in handover delays is a key requirement to 
ensure the quality of care and safety of patients. It was acknowledged that NEAS is 
in a good position within the UEC framework and will continue to be involved in 
regional and national forums.  

 
 
 

   

ASSURANCES FROM BOARD COMMITTEES BY EXCEPTION  

   

9. Audit Committee (06.07.21)  

   

 The Chair of the Committee provided an overview of the meeting that had taken place on 6th 
July 2021, highlighting the key areas of assurance and risk articulated in the summary 
report. 

 

   

 It was pleasing to note that the Committee received a risk management report that outlined 
how clear and effective lines of reporting risk management throughout the governance 
structure will be established from sub groups to the Executive Management Group and 
ultimately the Audit Committee as the overarching Committee for risk management 
assurance.  This provided good assurance to the Committee Members. 

 

   

 The Chair highlighted that the Committee approved the Annual Counter Fraud report with 
no concerns raised.   

 

   

 There were no queries raised from the update.   

   

10. Quality Committee (08.07.21)  

   

 The Chair of the Committee provided an overview of the meeting that had taken on 8th July 
2021, highlighting the key areas of assurance and risk articulated in the summary report. 
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 The Committee Chair advised that Members had been concerned with 111 performance 

levels and the pressures being experienced within the Emergency Operations Centre.  The 

Care Quality Commission had also highlighted this as a risk.  It was noted that 50% of the 

Serious Incidents being reported contained a component relating to call triage, whilst 

appreciating the number of incidents was small compared to overall demand. The 

Committee had requested a deep-dive review into call handling/triage issues and would 

report the outcome to the Board in due course.  

 
 
 
 
 

 

   

 The Committee had reviewed the Annual Health and Safety Report, the Infection Prevention 
and Control Annual Report, Quality Report and the Quality of Training Report and all 
provided good levels of assurance.  

 

   

 The Committee Chair made the Board aware that the decision was made to stand down the 
Quality Committee meeting scheduled in September due to the current operational 
pressures being experienced but assured the Executive and Non-Executive Directors of the 
Committee would be meeting to look at performance levels / any issues that cannot wait 
until the next meeting.  It was recognised that it was really important to sustain the Quality 
Committee meetings to ensure patient safety and quality of care was being scrutinised 
during such challenging times and the next meeting scheduled in November would be 
brought forward.  

 

   

 There were no queries raised from the update.  

   

11. People & Development Committee (23.07.21)  

   

 The Chair of the Committee provided an overview of the meeting that had taken on 23rd July 
2021, highlighting the key areas of assurance and risk articulated in the summary report. 

 

   

 The highlights from the meeting were noted as: 
 

• The staff story – a presentation from two managers talking about their experience of 
stepping up into a senior manager role and the challenges they faced, and this 
linked well with the leadership development overview that was provided in terms of 
the leadership development plans for the future. 

• Positive assurance was received from the internal audit reports, particularly from 
the Counter Fraud Proactive Review Report and timesheets. 

• The Talent Inclusion and Diversity Evaluation report gave NEAS a score of 94%, up 
from 84% in 2020. The score is subject to verification and the final score will be 
reported in 4-8 weeks. If the 94% score is verified, NEAS will achieve ‘Gold’ status 
and this was recognised as an excellent achievement. 

• Sickness absence continues to be an area of concern. 

• In terms of the workforce position, there are some challenges around recruitment 
and retention however there is a positive position on paramedic establishment 
numbers and the future pipeline. 

 

   

 It was noted that the People & Development Committee scheduled for September had been 
deferred to October primarily due to current operational pressures. 

 

   

12. Performance & Finance Committee (22.07.21, 19.08.21, 17.09.21)  

   

 The Chair of the Committee provided an overview of the Performance & Finance Committee 
meetings held in July, August and September highlighting the key areas of assurance and 
risk articulated in the summary report.  

 

   

 The Committee Chair drew Members’ attention to two key points from the September 2021 
meeting: 
 

• Health Advisor Recruitment Project (HARP) The Committee received assurance 
that the specific concerns raised at the August meeting in relation to the 111 Health 
Advisor recruitment process have been recognised and responded to by the 
Executive Team, and a very detailed and comprehensive project plan is now in 
place. 
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• Operational Performance Action Plan The Committee received a presentation on 
the fundamental and proactive measures being undertaken in an attempt to address 
performance issues.  The presentation provided assurance that all measures within 
the Trust’s control were being taken to cope with the extreme challenges at this 
time, but it was acknowledged that long-term investment is required to manage 
current demand levels and ensure patients are kept safe. The Committee had been 
assured this was being progressed by the Executive Team with commissioner 
colleagues and the Committee would continue to monitor the position. 

   

 There were no queries raised from the update.   

   

13.  Technology Committee (13.07.21)  

   

 The Chair of the Committee provided an overview of the Technology Committee meeting 
held on 13th July 2021, highlighting the key areas of assurance and risk articulated in the 
summary report.  

 

   

 The Committee Chair drew Members’ attention to the following key points: 
 

• Informatics Deep Dive Presentation Members of the Informatics Team delivered 
a presentation on key areas recently completed or currently underway. The 
Committee noted the assurance in relation to progress made on indecent mapping 
(part of the Body Worn Camera project), the Shift Report, SPC reporting and Team 
Level reporting.  The Committee Chair encouraged Board Members to review the 
Body Worn Camera project report as it provided good assurance around protecting 
staff 

• Data Security Projection Toolkit Audit (PWC) The Committee agreed that 
following consideration of the audit findings, it would escalate, by exception, 
elements of the report to the Board of Directors with an agreed action plan.  This 
would feature on the October Board agenda. 

 

   

 There were no queries raised from the update.  

   

14. Executive Management Group (19.08.21 & 02.09.21)  

   

 The Chair Group provided an overview of the meetings that had taken place on 19th August 
and 2nd September 2021, highlighting the key areas of assurance and risk articulated in the 
summary report. It was noted that the meeting scheduled for mid-September was stood 
down due to operational pressures. 

 

   

 The Group Chair highlighted the following key points: 
 

• The Trust’s Corporate Strategy was ‘soft’ launched on 16th August 2021 due to the 
operational pressures and there is work ongoing on the NEAS 9 Plans, Board 
Assurance Framework and Corporate Objectives.  The Board, Governors and 
stakeholders will be consulted upon as part of the engagement process.   

• At the point of writing the summary report, there was no firm guidance on the 
booster vaccine however this has changed, and the booster vaccine will be offered 
to all NHS staff via the hospital vaccination centres across the patch.   

• It was recognised that the current operational demand was a significant challenge 
on colleagues both on the frontline and in the Emergency Operation Centres and 
their significant efforts were recognised and appreciated.   

 

   

 There were no queries raised from the update.  

   

   

QUALITY, SAFETY & PATIENT EXPERIENCE  

   

15. Staff Story – NEAS and its Central Role in a Child Safeguarding Case - From Call 
Handling to Supporting Staff in Family Court 
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The Deputy Director of Quality & Safety reported that a call was made to the Trust’s 999 
service from the parent of a child who was distressed and could be heard crying hysterically 
in the background.  Throughout the call there were various displays of verbal abuse not only 
in the discussion and description of the child but also to the health advisor on the call.  As a 
result of the interaction the health advisor, despite the parent discontinuing the call triage, 
increased the category 3 case to an urgent response and a crew responded to the case 
within 14 minutes.  The case was referred to the safeguarding team and action was taken 
against the family.  The Trust ensured colleagues were well supported throughout the court 
case by the safeguarding leads and were encouraged to provide feedback of their 
experience for learning purposes.  

   

 The Chief Executive noted the staff story demonstrated a good example of not only multi-
disciplinary but multi-agency working, despite it being a difficult case to hear.  She was 
aware from both internal and external sources that there appears to be a significant rise in 
the number of safeguarding incidents.  The Deputy Director of Quality & Patient Safety 
confirmed there has been an increase in the number of referrals and a recent report on a 
national level focussed on the voice of the child and highlighted that ambulance and 
community services will play a key role in recognising potential safeguarding cases.  The 
Trust will be looking at the safeguarding provision within the Trust and whether a business 
case needs to be developed to ensure it is able to adequately identify vulnerable adults and 
children and to also be able to support staff.  There is a lot of work both nationally and 
locally around strengthening safeguarding processes.   

 

   

 The story, whilst distressing, demonstrated good learning around safeguarding patients and 
would be shared with the wider teams both internal and external to the Trust.   

 

   

 The story demonstrated the difficult cases colleagues deal with on a daily basis and the 
Board was thankful for the efforts of those involved in the case and asked that its thanks be 
passed on.  

 

   

16. Quality & Patient Safety Report Quarter 1 2021/22  

   

 The purpose of this report was to provide assurance to the Board regarding patient safety, 
patient experience, safeguarding children and adults, infection prevention and control and 
the work undertaken to ensure NEAS was providing safe care in line with regulatory 
standards. The Deputy Director of Quality & Patient Safety provided a detailed overview of 
the key areas of assurance and risk articulated within the report. 

 

   

 The Board discussed the patient survey results and the comments from patients on the 
quality of care they had received. The Board noted this was extremely positive and 
reassuring given the extreme pressures on the service.   

 

   

 A Member noted that whilst the report contained lots of useful data, in some instances the 
data only tells part of the story as there is no impression on how it compares to previous 
quarters/years or on a national comparison level and felt it would be helpful to provide 
narrative against the figures.  This would be considered out-with the meeting.   
Action BPU A01: Quarterly Quality & Patient Safety Report to be revised to include trend 
analysis and national comparisons with an accompanying explanatory narrative where 
appropriate. 

T GILCHRIST  

   

 The Board agreed that whilst the patient survey results were positive, the Trust was not 
responding or delivering the service it would like to due to current pressures, particularly 
around call handling and call abandonment, and suggested that colleagues  think about 
how the improvement steps will be communicated to the public to ensure they feel confident 
to use the Trust in the future.  

 

   

 The Chief Executive referred to the hospital handover delays and the patients that were 
consequently held on ambulances outside of Hospital Emergency Departments and 
reinforced the fact that  the ownership of the problem lay with each of the acute trusts as the 
underpinning policy around this is when the ambulance pulls up outside an Emergency 
Department the ownership of the patient transfers from NEAS to the acute trust.  These 
delays are significantly impacting on the trust’s ability to respond to other cases. It was 
noted that colleagues were working hard to address the impact of the delays.     
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            PERFORMANCE REPORTING 

   

17. Integrated Board Performance Report August 2021  

   

 • The Board received this report which updated on key performance standards for August 
2021.  The Executive Directors provided a detailed overview of performance against their 
respective key metrics, as articulated within the report.   

 

 •   

 The Chief Operating Officer highlighted the following key operational performance points: 
 

• 999 and 111 call answer performance remains high however improvements have 
been seen compared to July 2021, supported by reduced call demand. Call answer 
performance continues to be impacted by high sickness levels.   

• The Category 1 mean response time has exceeded the national standard for the 
first time since the introduction of the national Ambulance Response Programme, 
while improvements have been seen across categories 2-4.   

• Winter Planning preparations were well advanced with the development of a Winter 
Plan and Escalation Strategy being developed.  

 

   

 The Chief Executive highlighted the fact that despite very slightly missing the Category 1 
standard, NEAS remains the best performing Trust against this standard.  NEAS sits 
nationally at a middle position on Category 2 performance and was the second highest 
ranked Trust for Category 4 performance and fourth highest ranked for Category 3 
performance.  Given the extensive pressures all Ambulance Trusts were facing, it was 
highlighted that NEAS was maintaining a good national position.  

 

   

 In reference to the challenges highlighted within the report around the rapid response 
vehicles, the Chair of the NEASUS Board advised this was a key priority of the NEASUS 
Board and it had flagged for some time that there would be problems due to the age of 
some of the vehicles and the need for replacements and he assured the replacements had 
now been purchased and were planned for conversion work in November.  In noting the 
Category 1 performance target had been missed by seconds, it was noted the new vehicles 
will help performance and he assured the NEASUS Board was doing all it could to ensure 
the vehicles were on the road as soon as possible.  

 

   

 The Deputy Director of Quality & Patient Safety highlighted that due to the current demand 
and pressures it was not surprising an increase in the number of complaints had been 
reported for the period and highlighted that whilst the appreciation numbers look very low 
she advised this was due to an input error and she was confident this would be rectified in 
the coming months.   

 

   

 The Medical Director highlighted that a deterioration in the STEMI timings was identified 
within the report and reminded the Board that this data represented a position up to April 
2021 and noting that February and March had been extremely challenging months, this 
would account for the deteriorating position.    

 

   

 The Director of People & Development highlighted that due to operational pressures the 
new training delivery plan had been stood down at the beginning of September for three 
weeks and is due to re-commence at the end of September in a slightly reformed way to 
account for abstraction from front-line duties.   She reported that sickness absence levels 
are a key concern for the Trust and advised there is a very detailed wellbeing plan being 
developed that will be submitted to the People & Development Committee at the next 
meeting which will provide additional support to staff on a number of levels.  In respect of 
the vaccine programme, it was reported that 92% of staff had received the first dose and 
89% of staff had received the second dose and a plan was underway for the booster 
vaccine.   

 

   

 The Group Director of Finance & Contracting highlighted that the Covid financial 
arrangements were still in place and the Trust continued to receive funding from NHS 
England / Improvement as a top up on the core contract funding.  The Trust is currently 
slightly ahead of its financial plan, with a slight underspend, and anticipated a break-even 
position at the end of month 6.  The financial envelopes for the H2 period were expected 
this month.   
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 The Board noted the contents of the report.   

   

            WORKFORCE  

   

18. Communications & Engagement update   

   

 The Board received a summary of the communications and engagement update and noted 
the activity that had been undertaken since the last report.   

 

   

 The Communications Manager advised the last quarter has seen the communications team 
win two national awards and be shortlisted for another four national awards and seven 
regional awards for its work over the last 12 months in media relations, internal 
communications and campaigns. In addition to this, the team has entered three more 
categories awaiting shortlisting in another national award ceremony.  The Board recognised 
this was an exceptional achievement for the team.  

 

   

 It was noted that although the resources in the team have been occasionally supplemented 
with additional support, the core work has been significantly re-focused to support 
operational and clinical teams during the Covid pandemic. This has led to a subsequent 
reduction in capacity to manage previous workloads. This is being addressed by a review of 
work priorities at the Executive Management Group meeting each month.  

 

   

 The Board reviewed the contents of the report and noted the activity that had been 
undertaken.  

 

   

            REGULATORY 

   

19. Organisational Risk Register (high-level risks)  

   

 The Organisational Risk Register for 2021/2022 was presented to the Board to discuss and 
review the content, seek the level of assurances provided and ensure that the risks 
captured were relevant as well as correctly risk rated against the current organisational 
position. 

 

   

 The Medical Director advised that the highest residual risk rating (16) related to the 
following two risks: 
 

• ORR-41 - Failure to deliver the Ambulance Key Performance Indicators in relation to 
performance trajectory agreed by the lead Commissioners.   

• Risk 460 - Total Loss of the Emergency Operation Centre (EOC) at Newburn and a 
requirement to evacuate the whole team, whether this is a systems driven issue, power 
loss, no heating, no water, telephony, fire, flood or if it is a requirement to evacuate for a 
planned event such as a deep clean. 

 

   

 In reference to Risk 460 relating to the ‘total loss of EOC at Newburn, the Board queried the 
plans to bridge the gap between the current risk rating score of 16 and the targeted rating 
score of 4.  It was reported that this was a challenge and new premises were required to 
manage this risk.  As an interim measure, colleagues were looking at how they could utilise 
the training facilities to be able to do that, appreciating the technical external infrastructure 
challenges to do so.  The Trust would continue to look at all options including partnering 
with other emergency services.  

 

   

 The Board noted the contents of the report.   

   

              ANNUAL REPORTS FOR RATIFICATION 

   

20.  Infection, Prevention & Control Annual Report and Work Plan 2020/21         

   

 The Annual Report for 2020/21 was ratified by the Board.  It was noted the Report had been 
to the Quality Committee for approval.    

 

   

21. Health & Safety Annual Report 2020/21    
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 The Annual Report for 2020/21 was ratified by the Board.  It was noted the Report had been 
to the Quality Committee for approval. 

 

   

              REPORTS AND MINUTES FOR INFORMATION  

   

22. Equality & Diversity Annual Report 2020/21  

   

 The Annual Report for 2020/21 was received for information.  It was noted the Report had 
been to the People & Development Committee for approval. 

 

   

23. Quality Committee (08.07.21)  

   

 The Minutes of the Quality Committee were included in the Board paper pack for 
information purposes.  

 

   

24. People & Development Committee (23.07.21)  

   

 The Minutes of the People & Development Committee were included in the Board paper 
pack for information purposes. 

 

   

25.  Technology Committee (13.07.21)  

   

 The Minutes of the Technology Committee were included in the Board paper pack for 
information purposes.  

 

   

26. Cycle of Business   

   

 The Board received the cycle of business documents for the public meetings for 2021/22.    

   

27. Any Other Business   

   

 Flu Assurance Checklist Report The Director of People & Development explained that 
ordinarily this report would be signed off by the People & Development Committee but due 
to the meeting being delayed it was presented to the Board.  The Report provided the Board 
with assurance that a well-rounded plan was in place for the flu vaccination programme.  
The Plan had been revised to improve accessibility for operational staff.   
Decision BPU D02 The Board approved the Flu Vaccination Plan.   

 

   

28. Key Messages to Communicate to Staff  

   

 The Communications Manager picked out specific areas of focus to communicate to staff, 
these being: 
 

• The continued roll-out of the Corporate Strategy and consultation opportunities for 
staff and governors  

• Patient Survey results to be shared internally  

• Public messaging on how and when to use the Trust’s services and the winter 
preparations  

• Recognition and appreciation to frontline and Emergency Operation Centre staff 
during extremely challenging times   

 

   

29. Date and Time of Next Meeting  

   

 The next meeting would take place at 1000 hours on Thursday, 9th December 2021.  It 
would be confirmed nearer the time whether it would be held in Bernicia House or continue 
to be held virtually.  

 

   

30. Review of Meeting   

   

 Under the new review structure and the nominated Director and Non-Executive Director 
presented their findings as follows: 
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Non-Executive Director, H Suddes:   

• It was really heartening to hear how the Trust’s influence is growing and its position 
and leadership within wider forums, including the Integrated Care System  

• The discussion around social responsibility and NEAS’ role in it and the impact of 
health and equalities in a more outward looking way was good to hear  

• It was important to ensure the right balance is achieved during such demanding 
times 

• Good discussion on quality, safety and patient experience with good assurance 
from the challenge  

• The meeting was respectful with good discussion at the right level 
 

The Group Director of Finance & Contracting: 

• There was good focus on the patient and the patient’s voice was heard in some of 
the discussion 

• The Deputy Director of Quality & Patient Safety provided good assurance from the 
challenge and Members’ appreciated her input  

• He felt the meeting strayed a little into operational detail, particularly in the 
Committee discussion 

• The meeting conduct was good 

   

31. Close of Meeting   

   

 The Chairman thanked members for their participation and closed the meeting.  
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Agenda item: 5 

Date
Meeting 

No.
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Private
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Decision

Open / 

Complete

23.09.2021 3 BPU D01 Minutes of Previous Meeting The minutes of the previous meeting held on 24th June 2021 were 

apporved as an accurate record. 

Secretary N/A E-filed and distributed accordingly Public Decision Complete

23.09.2021 3 BPU A01 Quality & Patient Safety Report Quarter 1

2021/22

Quarterly Quality & Patient Safety Report to be revised to include 

trend analysis and national comparisons with an accompanying 

explanatory narrative where appropriate.

Deputy Director of 

Quality & Patient Safety

09.12.21 Part of this action has been complted but the 

team have been been unable to obtain the 

national data and narrative.  An update will 

be provided at the meeting.

Public Action Open

23.09.2021 3 BPU D02 AOB - Flu Assurance Checklist Report The Board approved the Flu Vaccination Plan Director of People & 

Development 

N/A Public Decision Complete

      NEAS BOARD OF DIRECTORS ACTIONS AND DECISIONS LOG
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……………………………………………………………………………………………………………………………………………………………… 

Background 

The Board has historically received monthly verbal updates on the development of North East North 

Cumbria (NENC) ICS by NEAS Chair and Chief Executive.  

This is the first written report on ICS developments. It is expected that the ICS will become a statutory 

body on 1st April 2022, in anticipation of this significant change in the NHS landscape, the Board can 

now expect a written update at all future meetings.  

……………………………………………………………………………………………………………………………………………………………… 

Assessment 

NENC ICS 

Leadership 

Board members will be aware that the current ICS leader, Alan Foster, recently announced that he 

would be standing down from his role. Following a national recruitment process, Sam Allen has been 

appointed as Chief Executive of the Integrated Care Board of the ICS. She will take up the post of 

Chief Executive for the Board at the end of January 2022, ahead of the ICS becoming a statutory 

organisation from April 2022. Sam is currently Chief Executive of Sussex Partnership NHS 

Foundation Trust.  Professor Sir Liam Donaldson will remain Independent Chair of the ICS. 

Role profiles for the statutory Director roles and required Board members (Director of Finance, 

Director of Nursing and Medical Director) are being developed nationally. Once these are available, 

the ICS will progress appointment to these roles. 

 

Development of the ICP 

The Department of Health and Social Care, NHS England and NHS Improvement and the Local 

Government Association have recently published guidance to help systems establish their 

Integrated Care Partnerships (ICPs). The document aims to ‘start a process of co-production and 

engagement’ to identify examples of good practice and gain insights from those with strong 

partnership arrangements in place. A Joint Management Executive Group (JMEG) of senior officers 

from the NHS and Local Authorities has been established to consider the national guidance and 

explore options for the composition of the NENC statutory Integrated Care Board (ICB) and how the 

ICS should best retain and strengthen integrated placed based working in each of the thirteen Local 

Authority areas.  The JMEG has been tasked to develop recommendations for the ICS's governance 

and operating model for approval by NHS and Local Authority decision-makers. It is expected that 

the JMEG will report its findings in early 2022.  

 

Provider Collaborative 

Work to develop the Provider Collaborative has continued across the ICS. Members have agreed 

that the collaborative would continue as a formal entity with the aim to confirm a formal responsibility 

agreement with the ICS/B by 31st March 2022. Matt Brown has been appointed as the Managing 

Director for the collaborative. Matt is currently Executive Director of Operations at South Tyneside 

CCG and has significant experience across a wide variety of NHS organisations.  

Key milestones that the provider collaborative is working towards are as follows: 
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• December/January – work internally within the provider collaborative to develop and agree 

appropriate governance structure (seeking legal advice and other examples as required). 

• February – formal agreement and adoption of governance structures (in the form of MoU or 

another appropriate instrument). 

• January – March development of responsibility agreement with this shared and presented to 

ICS/B for agreement March 2022. 

 

NEAS ICS Partnership Working 

NEAS Transformation Board 

As part of our commitment to partnership working, and in response to guidance produced by NHS 

England and Improvement and Association of Ambulance Trust Chief Executives, we have agreed 

to establish an ICS NEAS Transformation Board. The Board will meet on a quarterly basis and will 

comprise Executive Leaders from across the ICS. The aim is to establish the Board by February 

2022, so that it will be ready to dock into the statutory ICS structures from April 2022.  

 

Alignment to Place Based Working (ICPs) 

Our operational re-structure has enabled us to begin aligning leadership teams to ICP structures. To 

date, the following Strategic Heads have been appointed: Claire Jobling (North), Darren Green 

(Central), Douglas McDougall (South). The process of recruitment for Locality Managers is currently 

ongoing. We are also exploring the benefits of Director alignment to each of the three localities. Our 

ambition is to have place-based teams established by April 2022, with a leadership development 

programme mobilised to support the development of system leadership skills within our locality 

leadership teams.  

 

Strategy Implications 

Our strategy describes an explicit commitment to working collaboratively at national, regional, 

system and place level. Our full engagement with the ICS, and the actions described in this report, 

are fully aligned to our strategic objectives for 2021/22 and beyond.  

 

Finance and Resource Implications 

No formal announcements have been made in relation to ICS finances for 2022/23. Our CFO 

continues to engage in discussions at national and ICS level to ensure that NEAS can support 

financial balance across the ICS, whilst maintaining a fair allocation of funding for the organization 

in year and beyond.  

 

Risk Analysis 

The following risk is included in the BAF Strategic Risk Register. This risk is being sufficiently 

managed through proactive engagement with all elements of the ICS.  
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Identified Risk BAF Risk Rating 

Risk that we are unable to sufficiently influence or respond to 

continuing rapid change to service delivery models across the 

local health networks or where there is insufficient 

understanding of the impact on the ambulance service when 

making changes.  

6 (Amber) 

……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

Board members are asked to note the content of this report.  

……………………………………………………………………………………………………………………………………………………………… 

Next Steps 

1. A briefing on NEAS and our commitment to system working will be developed and shared with 

Sam Allen, the new CEO for Integrated Care Board.  

2. The NEAS Transformation Board will be established in February 2022. 

3. NEAS Leaders will continue to be an active partner in all elements of the ICS. Our operational 

re-structure will enable greater alignment with ICP structures.  

……………………………………………………………………………………………………………………………………………………………… 

Appendices 

None 

……………………………………………………………………………………………………………………………………………………………… 
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……………………………………………………………………………………………………………………………………………………………… 

Assessment 

The full IQPR is attached at Appendix 1 for the Board’s review. Below is a brief summary of 

performance across the key areas for the Board’s attention. 

 

Quality and Safety 

Patient safety incident volumes remain high and have exceeded the target for October. Despite an 

increased number of incidents only 0.9% of patient safety incidents were reported moderate as or 

above.  

Despite the increase in incident volume no serious incidents have been reported in October 2021. 

The Patient Experience team have prioritised complaint management throughout October, there are 

currently over 200 outstanding appreciations to log on the system. 

FFT reports are above the 85% target level for 999 and PTS services however 111 services remain 

below the threshold.  

The October report introduces a new performance metric – “rate of patient safety incidents per 1000 

calls”. Whilst the number of incidents reported has exceeded the target since November 2020 it is of 

note that the highest number of incidents reported per 1000 calls was reported in October 2021 at 

2.5%. 

 

Clinical Performance 

NEAS were in the top 3 performing ambulance services for cardiac arrest metrics and performed 

above the national average for the sepsis care bundle. 

 

Operational Performance 

Call answer and response time performance continues to be challenging, impacted by high call 

demand and high staff absence rates. 

Average handover times have reached the highest levels recorded and continue to put significant 

pressure on road capacity. Plans are in place and being delivered to maximise staff capacity and 

mitigate the impact of further pressure. Actions include: 

• Development of both short and long-term strategies to manage absence rates. 

• 14 additional Newly Qualified Paramedics (NQPs) have been recruited at risk to provide 

additional road capacity. 

• Focused work on vehicle cleaning is underway, with target set for crews to not exceed 30 minutes 

for each vehicle clean. 

• Meal break locations are being reviewed, in discussion with unions, to assess opportunities to 

reduce travel time. 

• Targeted work at JCUH to focus on the handover process and how it can be streamlined. 

• On-going Health Advisor recruitment campaign along with plans to increase EOC clinical 

capacity. 
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People Performance 

Staff sickness remains high at 10.48% for October 2021.  

Trust-wide appraisal compliance continues to show improvement compared to historical 

performance, however is below the Trust target as anticipated, due to REAP 4.  

Statutory and Mandatory training compliance continues to achieve the Trust target at 91% including 

Information Governance above 95%. 

 

Financial Performance 

National NHS planning has moved on to now encompass a full-year reporting period. We are 

planning for a break-even financial position. 

At M7, we reported delivery of expected H1 plus one-month financial plan (pending final agreement 

and submission to NHSEI) with a surplus of £0.090 for the Year To Date (YTD). This includes 

increased system block and top-up payments for H2, in line with system agreed envelopes, and 

additional System Development Fund (SDF) income streams for winter 2021/22 and NHS111 

performance improvement. 

At the end of October 2021 (M7), there was spend on capital projects of £0.614m against £3.352m 

planned to date, reflecting slippage against expected plans for RRV, PTS and AP car conversions.  

Although original 2021/22 capital spend was back-loaded to minimise the risk of early underspends 

being retained by the system, there are now spend risks in relation to mitigating schemes brought 

forward from next year. 

Our cash balance held at the end of October 2021 was £36.752m. This is an increase of £10.914m 

from 31st Mar 2021. 

 

Risk Analysis 

Assurance that risks have been identified and are being managed via the appropriate risk register. 

Identified Risk Risk Rating Relevant Risk Register 

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

response times. 

20 Organisational 

255 - The risk is that the CAS staffing level is not sufficiently complete 

enough to carry out the contracted NHS 111 IUC service activity 

impacting meeting KPI of call back times, ETC Validation for ED level 

disposition calls where only type 1 or 2 ED's have profiled to the 

Health Advisor from the DoS and Validation of C3 and C4 ambulance 

responses. 

12 EOC Operations Centre 

384 - there is a risk that after exiting the pandemic that the 

expenditure run rate will not reduce sufficiently back down to pre 

Covid-19 levels and/or increased income will be insufficient to ensure 

continued financial sustainability 

20 Organisational 

516 - NEAS successfully re-tendered for the NHS111 Integrated 

Urgent Care and Clinical Assessment contract in March 2018. The 

tender bid was approved on the basis that whilst NEAS had concern 

about the financial envelope within which we had to deliver, the Trust 

was also cognisant of the financial risk of losing the existing 111-only 

16 EOC Operations Centre 
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contract plus services. However, following a shift in call volumes and 

pattern across 111 and 999, an increase in AHT and the impact of 

actual versus bid-approved shrinkage, current modelling indicates a 

significant shortfall in Health Advisor establishment, impacting both 

999 and 111 services. 

 

……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

1. The Board is requested to note monthly performance for October 2021 and actions being 

taken. 

……………………………………………………………………………………………………………………………………………………………… 

Appendices 

Appendix 1 – Integrated Quality and Performance Report October 2021 

……………………………………………………………………………………………………………………………………………………………… 
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Introduction  
____________________________________________________ 
   

This document provides updates for Quality & Safety, Clinical, Operational Performance, People 

and Finance measures for October 2021.  Included in this month’s papers: 

Performance Summary Dashboard ✓ 

Quality & Safety Performance ✓ 

Clinical Performance ✓ 

Operational Performance ✓ 

People Performance ✓ 

Financial Performance ✓ 

Key Performance Indicators SPC Charts ✓ 

Benchmark Performance Charts ✓ 

 

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

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

 

 

Oct-21 YTD 21/22 Target Exceptions

Quality and Safety

Patient safety incidents 284 1881 Special cause concern

Non Patient safety incidents 155 1585 Special cause improvement

Incidents moderate harm or above % 0.9% 2.6% 3% Y

Serious Incidents 0 6

Duty of Candour notified within 28 days %* 100% 94% 100% N

Safeguarding referrals 1040 7554

Complaints 29 247

Appreciations 3 341 Special cause concern

Friends and Family - 999 S&T* 98% 98% 85% Y Consistently achieves target

Friends and Family - 999 S&C* 90% 92% 85% Y Special cause concern; Consistently achieves target

Friends and Family - 111* 70% 81% 85% N Special cause concern

Friends and Family - PTS* 93% 96% 85% Y

Unscheduled Care

C1 Mean 00:07:14 00:06:55 00:07:00 N Special cause concern

C1 90th centile 00:12:54 00:12:10 00:15:00 Y Special cause concern; Consistently achieves target

C2 Mean 00:48:16 00:36:53 00:18:00 N Consistently falls short of target; Special cause concern  

C2 90th centile 01:35:35 01:17:09 00:40:00 N Special cause concern  

C3 90th centile 07:01:33 04:57:28 02:00:00 N Special cause concern  

C4 90th centile 04:21:47 03:52:53 03:00:00 N Special cause concern  

Hear and Treat % 13.3% 11.0% - Special cause improvement

See and Treat % 25.7% 26.3% - Special cause concern

ED Conveyance % 52.0% 53.0% - Special cause improvement

Non-ED Conveyance % 9.0% 9.8% -

999 Mean call answer (seconds) 0:01:06 0:00:29 00:00:10 N Special cause concern

999 90th centile call answer (seconds) 0:02:50 0:01:12 00:00:20 N Special cause concern

999 95th centile call answer (seconds) 0:04:06 0:02:07 - Special cause concern

Average Handover time 0:26:21 0:21:34 00:15:00 N Consistently falls short of target; Special cause concern

Average Handover to Clear time 00:15:45 00:17:24 00:15:00 N Special cause improvement; Consistently falls short of the target 

111

111 Calls abandoned % 59.8% 41.0% 3.0% N Special cause concern

111 Mean call answer (seconds) 0:37:53 0:17:23 00:00:20 N Special cause concern

111 95th centile call answer (seconds) 01:27:59 N/A 00:02:00 N Consistently falls short of the target; Special cause concern

111 Calls with clinical input % 36% 35% 50% N Consistently falls short of the target; Special cause improvement

111 Clinical call backs within 20 minutes (NEAS only) 41% 39% 90% N Consistently falls short of the target

111 Clinical call backs within 1 hour (NEAS only) 84% 86% 90% N

111 Clinical call backs within timeframe (over 1 hour) (NEAS only) 67% 76% 90% N Consistently falls short of the target

% Recommended self-care after clinical input 16% 17% 15% Y

C3/4 validations % 9% 21% 50% N Consistently falls short of the target; Special cause concern

ED validations % 27% 26% 50% N Consistently falls short of the target; Special cause improvement

% Allocated first service offered by DoS 60% 67% 75% N Consistently falls short of the target; Special cause concern

Scheduled Care

On Time Arrival % 83% Not Available 80% Y Special cause improvement

Collection within 60 mins % 85% Not Available 85% N Special cause concern

Time on vehicle <60 mins % 93% Not Available 90% Y Consistently meets target

People

Sickness %** 10% 9% Special cause concern

Mandatory Training %** 91% 91% 85% Y Special cause improvement

Appraisal Compliance %** 79% 79% 85% N Special cause improvement, Consistently falls short of the target

YTD 21/22

£'000

FOT 21/22

£'000

Target

Finance

Revenue variance from plan -1 2 0

CIP variance from NHSEI plan 338 154 0

Capital variance from revised plan -2,738 0 0

* data reported a month behind

** 12 month rolling position
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Data Note:  

• 111 Clinician call back KPIs reflect activity managed by NEAS and will not align with nationally submitted data 

which includes whole system activity.  

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

Vocare and Gatdoc through locally agreed contracts, and has been backdated to April 2020. This measure is 

still expected to be under reported with the potential for other providers to be completing other clinical 

telephone assessments which cannot be identified through internal data sources. This has been raised with 

commissioners to find a system reporting solution 
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Quality & Safety Performance  
____________________________________________________ 
 

Summary 

• Patient safety incident volumes remain high and have exceeded the target for October. 

• Despite an increased number of incidents only 0.9% of patient safety incidents were 

reported moderate as or above.  

• Non-patient safety incidents decreased slightly during October and have remained below 

the threshold since May 2021. 

• Complainant volumes decreased in October. The Patient Experience team have prioritised 

complaint management throughout October; 43 complaints were received however there 

are currently over 200 outstanding appreciations to log on the system. 

• Duty of candour notification compliance has met the target threshold 

• FFT reports are above the 85% target level for 999 and PTS services however 111 services 

remain below the threshold.  

• The October report introduces a new performance metric- Rate of patient safety incidents 

per 1000 calls. Whilst the number of incidents reported has exceeded the target since 

November 2020 it is of note the highest number of incidents reported per 1000 calls was 

reported in October 2021 at 2.5%.  

 

Assurances 

• Despite the increase in incident volume no serious incidents have been reported in October 

2021. Weekly Executive Safety Panel meetings ensure senior oversight of patient safety 

incidents which meet the serious incident threshold. 

 

Risks identified 

No risks identified 
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Clinical Performance  
____________________________________________________ 

 

ACQI Result SPC 
 

Return of spontaneous circulation  26.5% 
 

Jun  21 

Return of spontaneous circulation (Utstein)  54.5% 
 

Jun  21 

Survival to 30 days 11.4% 
 

Jun  21 

Survival to 30 days (Utstein)  34.4% 
 

Jun  21 

Sepsis care bundle 86.4% 
 

Jun  21 

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

STEMI timing (average call to angio) 02:30 
 

Jun  21 

Stroke timing (average call to hospital) 01:40 
 

Jun  21 

NHSP health advisor pass 90.5% 
 

Oct 21 

NHSP health advisor call pass 84.7% 
 

Oct 21 

NHSP health advisor average score 91.5% 
 

Oct 21 

NHSP clinician pass 93.5% 
 

Oct 21 

NHSP clinician call pass 92.3% 
 

Oct 21 

NHSP clinician average score 95.0% 
 

Oct 21 

 

Summary 

• The clinical audit and effectiveness team continue to provide 50% support to operations.  

• NEAS were in the top 3 performing ambulance services for cardiac arrest metrics and performed 

above the national average for the sepsis care bundle.  

• Special cause variation for the STEMI average time should be interpreted with caution, whilst 

operational performance was challenging over this period, the cases matched via MINAP remain an 

issue.   
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Assurances 

• NHS Pathways live audits was successfully trialled in October. Health advisor audits were reduced 

for some staff within the tier system to maintain license compliance. This trial is being evaluated.  

• 17/23 of the clinical audits planned for this year will be completed in September. 2/6 not started are 

related to call audit focused piece of work and it may be possible to extra information from NHS 

Pathways audits to complete these pieces. The remaining 4/6 not started are planned for quarter 4. 

2 additional unplanned audits have also been completed to support operations and performance.  

• There are no issues to escalate relating to NICE guidance.  

• With the +1.0 WTE alternative duties clinician supporting the clinical call audit team ensured that the 

NHS Pathways license was fully complied with.  

Risks identified 

• Risk 415 related to the ongoing data quality issues with the clinical audit tool. The Gate 2 has 

provisionally been approved. An update was requested from AACE regarding progress against this.  

• The clinical call audit risk (410) is temporarily mitigated due to temporary redeployment to the team 

and assessment of future clinical call audit requirements is ongoing as part of the PaCCS 

implementation group.  

• There will be 2 vacancies within the call audit team in October. The recruitment process is ongoing 

and appointments to positions planned for October. Qualifications and experience of the new 

appointments will influence the training/induction period which may impact license compliance. The 

risk will be reviewed on 4 October 2021 and added to the risk register with an action plan if there is 

any impact.  
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Operational Performance  
____________________________________________________ 
 

Summary  

 

• The ambulance sector overall continues to face increasing pressure and deteriorating performance 

as we head into winter. Benchmark data shows that NEAS continues to achieve response times 

better than the national average across all categories, with C1 second best and C4 best in the 

country. 

• 999 and 111 call answer performance has deteriorated further as a result of continued high levels of 

demand (999 call demand 35% above October 2020), reduced Health Advisor capacity, high 

sickness rates and increasing average handling time. Average call answer times were 1 minute 6 

seconds for 999 and 37 minutes 53 seconds for 111 with 60% of 111 calls abandoned. 

Improvements are expected to be achieved from January onwards in line with Health Advisor 

recruitment. 

• C1 mean response time has not been met for the third consecutive month. Volumes of ambulance 

arrivals on scene has remained low, supported by continued high Hear and Treat rate and 

implementation of demand management protocols. However, C1 volumes have remained high at on 

average 113 per day, accounting for 11% of all incidents. High C1 demand, together with reductions 

in vehicle capacity and continued pressure at hospital has resulted in missing the national mean 

standard and long response times across all categories.  

• Average handover times have reached the highest levels recorded and continue to put significant 

pressure on road capacity, with average handovers at ED 26m 21s for October 2021. This pressure 

has been felt particularly in the south of the region where delays at James Cook, Darlington 

Memorial Hospital and University Hospital North Durham remain the highest in the region (James 

Cook – 36m 35s, DMH – 35m 45s, UHND – 35m 03s). Time lost to handovers over 15 minutes 

reached 2730 hours in October, equivalent to 88 hours per day or close to 4 24/7 DCAs. 

• Handover to clear times show an improvement in October, however this has been offset by the 

increases recorded in downtime. 

Assurances   

• Overtime incentives have been developed for operational staff with double overtime being offered 

for key shifts across all service lines to increase take up. 

• Work has commenced to develop both short- and long-term strategies to manage absence rates, 

with action plans in development. 

• Plans to release time for operational staff and managers to focus clinical activity have been put in 

place including: 



 

9 
 

o Patient Experience team continues to support operations in management of complaints.  

o Volunteers are being sought from Senior Management to provide HALO function to support 

hospital handovers. 

o Use of external welfare check-in service to support Operational managers with absence 

management is being explored. 

o Agency staff are being trained on the COVID desk enabling the Quality and Performance 

Desk to be implemented by the end November. This will be a team of EOC and Operational 

Managers focusing on increasing efficiency and productivity. 

o Operational senior managers will be undertaking refresher training to be able to attend 

ROLE calls in escalation to protect our clinically trained staff to respond to acutely unwell 

patients. 

Unscheduled and Scheduled Care 

• 14 additional Newly Qualified Paramedics (NQPs) have been recruited at risk to provide additional 

road capacity. Training courses for these new members of staff are planned for November and 

December. 

• Volunteer programme to support PTS has been reintroduced with 20 volunteers trained and 

available to support Operations by mid-November. 

• Focused work on vehicle cleaning is underway, with target set for crews to not exceed 30 minutes 

for each vehicle clean. 

• Meal break locations are being reviewed, in discussion with unions, to assess opportunities to 

reduce travel time. 

• Community First Responder (CFR) deployment is being reviewed to assess if the scope can be 

increased to also include Trauma cases. 

• The stratification process of held C2 calls has been agreed in principle, and following further trials is 

expected to be implemented in full in December. The last trial identified two seriously ill patients 

who, without this process, may have waited longer for a response and been caused harm. The 

impact of this process on performance will be monitored. 

• A targeted piece of work is being undertaken at JCUH to focus on the handover process and how it 

can be streamlined. They have introduced a dedicated handover area to reduce delays. We are 

monitoring its effectiveness with a view to sharing best practice with other challenged Trusts. 

• Data Quality checks are now being conducted and as a result better staff processes, data and 

system issues are being identified. A data usage report has been developed which shows who is 

accessing the DQ dashboard and how frequently to support compliance monitoring. 

EOC 

• The Health Advisor recruitment campaign is well underway, supported by radio and social media 

advertising, and refer-a-friend scheme which offers reward payments for successful referrals by 
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members of staff. Scoping work is being carried out to assess expanding the EOC in the South to 

access new recruitment market. The Pathways train-the-trainer course has been completed 

increasing our trainer capacity, training room capacity has also been expanded. Additional schemes 

to support staff welfare are being implemented including scoping work to be undertaken by Zeal 

Solutions into staff resilience, health and wellbeing, and creation of bespoke breakout spaces within 

EOC. 

• BT duplicate call process has been implemented to support with 999 call demand as part of a 

national scheme to support the Ambulance sector. 

• Plans are being implemented to increase our EOC clinician capacity, including: 

o 11.25 wte clinicians have been recruited internally to support ambulance revalidations within 

EOC as part of the 999 winter investment funding.  

o Recruitment to core clinical advisor vacancies continues, with vacancies forecast to reduce 

to 5 wte by year end. 

o Additional sessional GP capacity has been implemented, through 111 winter funding, 

supporting the CAS with primary care dispositions.  

o Discussions are on-going with commissioners to access further additional clinician capacity 

through Livi and Vocare to help manage NHS111 Online activity and COVID telephone 

demand. DCAS have also been approached to support in hours dental calls. 

Risks identified  

• Challenges and delays in increasing capacity across all service lines to the level supported through 

winter investment, means that there is a risk that performance will continue to deteriorate.  

• Levels of sickness absence remain high across the Trust, creating capacity issues and affecting our 

ability to meet patients’ needs across all service lines.  

• There is a risk that if clinical advisor and senior clinician capacity does not increase in line with 

Health Advisor recruitment, as the volume of calls answered increases clinical call back delays will 

also increase. 

• National NHS111 Online media campaign was launched on 1 November, which could lead to 

increases in both CAS activity and 111 call demand. This risk will be mitigated once NHS111 Online 

CAS activity is streamed to other providers. 

• There is a risk that the national busy message for 111 is turned off leading to increased 111 

demand. The national busy message currently deflects around 10% of calls (based on national 

data). 

• Pressure on hospital handovers is unseasonably high and there is a risk that this will continue to 

rise through Q4. 
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People Performance  
____________________________________________________ 

Summary 

• Staff sickness remains high at 10.48% for October 2021. The 12-month rolling absence level has 

now incorporated three waves of COVID and therefore the original 5% target is no longer valid 

given the current environment. The intention is to review this and re-set for 2022/23. 

• Trust-wide appraisal compliance continues to show improvement compared to historical 

performance, however is below the Trust target as anticipated due to REAP 4.  

• Statutory and Mandatory training compliance continues to achieve the Trust target at 91% including 

Information Governance above 95%. 

Assurances  

• The Statutory and Mandatory Training Plan for 2021/22 is being enacted and the frontloading of 

abstractions and completions is evident in the high compliance level. This has been carefully 

monitored in line with REAP 4 actions.    

• Line managers continuing to support and manage all short and long-term absences for reasons 

both COVID and non-COVID related including support for long-COVID. 

• A holistic health and wellbeing action plan is in place with resources available to 31st March 2022. 

This has been reviewed by the People & Development Committee, is being enacted through a Task 

& Finish Group, with involvement from a wealth of stakeholders. This covers physical estate, 

data/system appraisals, dedicated wellbeing positions, mental wellbeing support to Occupational 

Health, and financial wellbeing to name a few.   

• Recording of appraisals has moved to a more timely and automated system (using Electronic Staff 

Record Manager Self Service) to overcome any reporting and data quality issues.  

• The Trust continues to review COVID isolation protocols in line with national colleagues and the 

latest Infection Control & Prevention advice to minimise absence in a safe manner.  

Risks 

• Strategic risk around continuing high levels of absence related to continuing COVID as well as 

burnout following the COVID pandemic. Whilst there is no simple and easy solution to this, a series 

of plans are in place and continuously reviewed in relation to leadership, retention, development 

and culture – all of which impact upon our people’s wellbeing.    

• A deep dive into the quality of appraisal conversations is currently being undertaken to ensure the 

achievement of the target has not been at the detriment to the individual discussion.  
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Financial Performance  
____________________________________________________ 

Summary 

• We are now reporting EBITDA % and I&E Margin % metrics against H1 Plan position. At M7, 

EBITDA% was 5.1% against a plan of 5.5%, and I&E Margin was 0.1% against 0.1% plan. 

• National NHS planning has moved on to now encompass a full-year reporting period and NEAS 

must submit our H2 (Oct 21 to Mar 22) six-month plan to NHSEI on 25th November 2021. Our H2 

plan is included within the North ICP system position and we are planning for a break-even financial 

position as part of this for the second half of this financial year. 

Revenue Position 

• At M7, we reported delivery of expected H1 plus one-month financial plan (pending final agreement 

and submission to NHSEI) with a surplus of £0.090 for the Year To Date (YTD). This includes 

increased system block and top-up payments for H2, in line with system agreed envelopes, and 

additional System Development Fund (SDF) income streams for winter 2021/22 and NHS111 

performance improvement. 

Capital Expenditure Position 

• At the end of October 2021 (M7), there was spend on capital projects of £0.614m against £3.352m 

planned to date, reflecting slippage against expected plans for RRV, PTS and AP car conversions.  

• Although original 2021/22 capital spend was back-loaded to minimise the risk of early underspends 

being retained by the system, there are now spend risks in relation to mitigating schemes brought 

forward from next year.  

• We expect to be required by NHSEI to submit a revised 2021/22 spending forecast in early December 

with new guidance on this year’s capital funding regime expected soon and are also reviewing and 

updating our future five-year capital plan from 2022/23.  

• At M7 we continued to report that our full year spend remained to deliver in line with our Capital 

Department Expenditure Limit (CDEL) £7.695m and spend, forecasts and decision-making in this 

regard continues to be managed through the Capital Management Group. 

Cash Flow  

• Our cash balance held at the end of October 2021 was £36.752m. This is an increase of £10.914m 

from 31st Mar 2021. 

• The main drivers of this increase being low capital expenditure, receipt of income for Flowers 

payments, and additional income received in advance but deferred.  
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• YTD operating profit (before interest and other costs) of £0.825m includes increases in provisions (i.e. 

Flowers) and accruals (i.e. 3rd party spend) which are non-cash items.  

• Capital spend is currently £2.7m below the income received to date in contracts for depreciation, 

whilst cash received for Flowers from NHSEI was £1.9m. Additionally, in-year our deferred income 

(cash received in advance of spend) has increased by £4.8m. 
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Appendix 1 – SPC Charts 
________________________________________________________________________ 

Quality & Safety KPIs  
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Unscheduled & Scheduled Care Demand 
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Unscheduled Care KPIs 
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999 Call Answer KPIs 
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111 ADC KPIs 
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Scheduled Care KPIs 

 

 

 

 

Workforce KPIs 
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Appendix 2 – Benchmark Charts 
__________________________________________________________________________ 

ARP Response Times 
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Ambulance – Outcomes 

 

 

 

 

 

Ambulance – Call Answer Performance 
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111 ADC KPIs (Reported 1 month in arrears) 
The new 111 ADC benchmark data has now been released, a month in arrears. This is for information and should be used with caution due to the on-going work across all providers to provide 

full system level returns. Operational models and commissioning arrangements vary across providers making direct comparison difficult, particularly for clinician KPIs. Call back KPIs below 

reflect a system submission and will differ from the NEAS only performance included in earlier in this report. 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

All the cases presented in this paper were raised as complaints and relate to the time taken for an 

ambulance to arrive and the impact on patients and their families/carers. Potential patient identifiable 

information has been removed to preserve anonymity. The cases are from across the NEAS 

geographical area. All cases exceeded the nationally set Ambulance Response Programme (ARP) 

timeframes as set out below: 

• Category 1 (C1) responses aim to arrive within 7 minutes, but on 90% of occasions no later than 

15 minutes. This is the highest level of emergency response and is appropriate for patients with 

immediately life-threatening presentations (for example, patients who are unconscious or not 

breathing).  

• Category 2 (C2) responses aim to arrive within 18 minutes, or on 90% of occasions no longer 

than 40 minutes. This category is for serious conditions requiring rapid assessment and/or urgent 

transport (for example, chest pain or stroke symptoms with an onset within the previous 4 hours).  

• Category 3 (C3) responses are a two-hour target and are appropriate for urgent conditions which 

are not immediately life-threatening (for example non-life-threatening injury from a fall). 

……………………………………………………………………………………………………………………………………………………………… 

Assessment 

Case 1: A Category 2 with a 62-minute response time 

Summary 

• A 999 call was received for a patient in their early fifties with a history of heart attacks, who was 

suffering another suspected heart attack.  

• A category 2 ambulance response (aiming to arrive within 18 minutes) was arranged for the 

patient but did not arrive on scene for 62 minutes. Once on scene, the crew confirmed the patient 

was suffering a heart attack.  

• During the time the patient waited for the ambulance, those present on scene called 999 multiple 

times for an estimated time of arrival (ETA). They then called the fire service to request their help 

as they understood that fire units have defibrillators. The police and fire service also made 

contact with our 999 service to request an ETA for the ambulance.  

• The nearest emergency department was 10 minutes from the scene, so the fire service activated 

to the scene and mobilised the patient onto a spinal board and were loading the patient into a 

family member’s car when the ambulance arrived.  

• Following assessment by the first crew, the patient sadly went into cardiac arrest and a second 

ambulance resource was requested. The patient was resuscitated by the ambulance crews twice, 

but resuscitation efforts ceased shortly after arrival at hospital and the patient died.  

The patient’s father feels that the ambulance service is responsible for the death of his daughter and 

that she would be alive if a response had arrived earlier.  

 

Investigation findings 

This patient was high risk given her history and presenting symptoms. She should have been 

attended within 18-40 minutes as per Category 2 ARP standards, but sadly due to demand on the 

service there was no ambulance availability prior to the vehicle which responded. No missed 

opportunities to get a vehicle to this patient sooner than the attending vehicle was found. Complaint 

upheld. 
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Case 2: A Category 3 with a 9hr 25 minutes response time 

Summary 

• A patient in their early eighties had fallen at home and was unable to get up.  The patient 

managed to call their family to try to assist, and they were able to move the patient to a chair. 

The patient had hit their head and left leg. The patient was in pain and not able to move their leg.  

• The patient was diabetic and on regular dialysis.  

• The patient was assigned a category 3 ambulance (a 2-hour response), however,  waited 9 hours 

and 25 minutes for an ambulance to arrive.  

• Once at hospital it was confirmed that the patient had fractured their pelvis, had a bleed on their 

brain, had low blood sugar, and recorded pain score as 9/10 on standing. The patient was 

admitted to hospital for five weeks. 

• The patient’s daughter had initially attempted to call 111 and it had taken one hour to connect 

due to high demand, and therefore felt it was a poor experience from start to finish. During the 

time the patient waited, the patient’s daughter called for expected time of arrival three times, and 

also received two clinician call-backs. The patient’s daughter was extremely upset as her father’s 

pain was increasing and the lack of mobility in their leg was worsening.  

• The patient’s daughter was very concerned about her father’s blood sugar, as well as the 

disruption to his sleep as the wait for the ambulance was overnight. He could not get any sleep, 

he was in significant pain, and could not take any pain medications because his daughter 

explained they were contraindicated to other regular medications.  

The patient’s daughter was extremely despondent and frustrated about the service. The calls to/from 

the service increased this frustration for the patient and his daughter, as they were re-triaged several 

times due to worsening pain, but their response priority remained a category 3.  

The patient’s daughter felt that her father was not a priority, that the service did not appreciate that 

he was suffering while he waited. The patient’s daughter stated that the level of service her father 

received was ‘way beyond their expectations’ as they had previously ‘seen the good side’ of the 

service when her father had a cardiac arrest.  

The patient’s daughter questioned why there was no first responder or any clinician able to come to 

physically assess her father whilst he waited more 9 hours for an ambulance.   

 

Investigation findings 

The investigation of the complaint found that the calls were all triaged correctly, and the category 3 

response was the correct level of response, however, there were no available resources to assign 

earlier. There were 14-15 hour delays on category 3 responses on the date in question, and this 

continued throughout the night and into the late morning. All associated escalation actions were 

implemented in line with the demand management plan, unfortunately due to the sustained volume 

of incoming C1 and C2 responses, the delays to lower category cases increased significantly.  

Complaint upheld.  
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Case 3: Category 3 upgraded to Category 2: 99-minute response time (54 minutes was as 

Category 2) 

Summary 

• A 999 call was received for a male who had fallen down the stairs and was unable to move. The 

patient reported that he could not feel his legs. The patient’s family were not able to open the 

front door due to the patient’s location behind the door.  

• A further two 999 calls were received whilst the patient waited for the ambulance. A category 3 

response was originally arranged, but this was upgraded to a category 2 following a call with a 

clinician which identified new neurological deficit.  

• The ambulance took a total of 99 minutes to arrive on scene. Support was requested from the 

fire service to gain access to the patient, then from the NEAS EVAC team and Great North Air 

Ambulance Service (GNAAS) to stabilise and extricate the patient.  

• Once transported to hospital it was confirmed that the patient had a broken neck and he was 

admitted to the intensive treatment unit (ITU). The patient had a vertebrae replaced but has lost 

the majority of feeling from his chest down.  

The complainant is the patient’s father. He states that he is disgusted with the response provided for 

his son and that the family is distraught at the time taken for an ambulance to arrive. They believe 

that this time was detrimental to his son’s condition and believes this should have been at least a 

category 2 response from the initial call.  

 

Investigation findings 

The investigation found that the case was triaged appropriately by the Health Advisor through NHS 

Pathways clinical triage system to a C3 response and due to concern for the patient advising they 

could not feel their legs the case was flagged to a clinician. It was 34 minutes before the case was 

upgraded by a clinician (call back delayed due to the number of calls awaiting clinician call back).  

All vehicle allocations that took place during the incident time period were to C1, C2 or C3 cases that 

had been waiting longer than this case. No missed opportunities identified. Complaint upheld. 

Learning for NEAS 

The responses were all delayed due to excessive demand on the service at that time. Case 4 was 

originally incorrectly categorised as a category 3 which added extra delay in responding. It is 

challenging to identify what learning can be taken as a Trust, as in all cases there were no earlier 

opportunities to respond a resource which were missed.   

Risk Analysis 

The board can take assurance that in each of these cases no missed opportunities were found to 

send an ambulance sooner and all allocation was in line with the Trust’s demand management plan.  

On each occasion demand outweighed available resources at the time these patients required an 

emergency ambulance.  

 

This is a continuing theme due to the unprecedented demand the service is currently experiencing. 

Explanations and apologies have been given to each complainant and assurance that we are 

working closely with our commissioners to try to improve our response times by securing more 

funding. If we can secure this, we know that will make a big difference and will reduce the likelihood 
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of a similar incident for other patients in future: the more resources we have available to allocate to 

patients, the fewer patients we have waiting for an ambulance response.  

 

Identified Risk Risk Rating Relevant Risk Register 

Risk 381 Potential risk to patient safety if ARP standards cannot be 

met during pandemic- due to surge/donning/doffing PPE/staff sickness- 

Trustwide risk 

20 Quality and Safety 

Directorate 

……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

The Board is asked to review this paper to understand the impact of ambulance response delays 

on both patients and their families and carers. 
……………………………………………………………………………………………………………………………………………………………… 

Next Steps 

N/A 

……………………………………………………………………………………………………………………………………………………………… 



 
CONFIDENTIAL 

 

 

Board of Directors’ Meeting (Public) – No. 08 2021/22 

Date of Meeting: Thursday, 9th December 2021   

Agenda Item: 10.1  

Executive Sponsor: Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and 

Improvement (Executive Nurse) 

Author: Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and 

Improvement (Executive Nurse) 

Title: AACE Report on Delayed Hospital Handovers 

Paper Type: For Decision For Assurance For Information 

☒ ☐ ☒ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: The purpose of this report is to share the AACE report “Delayed Hospital 

Handovers: Impact assessment of Patient Harm” report and share the findings 

from the NEAS data submission to understand the local position in the context 

of the national report. 

 

The Board is asked to  

1. Acknowledge the findings of this report and its recommendations and in 

doing so, ask the ICS to undertake the rapid whole system improvement 

that is required to make a fundamental change to reduce the harm being 

experienced by our patients. 

2. Endorse the proposal for NEAS to undertake another local clinical review 

to establish and understand the position in Q3 compared to January 2021. 

Previously Considered 

By: 

N/A 

 

Please indicate how paper links to the following key considerations: 

NEAS 9 Plans: Operations & Performance Planning & Finance Green & Estates 

☒ ☐ ☐ 
NEASUS & Commercial Growth People Digital 

☐ ☐ ☐ 
Quality Improvement & 

Transformation 
Quality & Safety Clinical Model 

☒ ☒ ☒ 
Triple Aim: 
 

Better health and wellbeing Better quality of health 
services 

Sustainable use of NHS 
resources 

☐ ☒ ☒ 

Values: Compassion Accountability & 
Responsibility 

Respect Excellence 
& Innovation 

Proud to Make a 
Difference 

☒ ☒ ☒ ☒ ☒ 

CQC Domains: Safe Effective  Caring Responsive Well-Led 

☒ ☒ ☒ ☒ ☒ 



 

 

 Page 2 of 4 

 

……………………………………………………………………………………………………………………………………………………………… 

Background 

The purpose of the report is to share with the Board the Association of Ambulance Chief Executives 

(AACE) Delayed hospital handovers: Impact assessment of patient harm report. The report uniquely 

focuses on a structured clinical review, undertaken to assess the potential harm that patients 

experience as a result of extended delays in their handover between ambulance and hospital 

clinicians. 

By publishing the findings from the review, AACE does so to reflect the impact of the pressures on 

urgent and emergency care systems across the country and how this is affecting patients. 

All parts of the system have a part to play in how we manage demand pressures and mitigate the 

risks to patient safety. The report does not point fingers, as no one sector, or provider holds the balm 

in an ever-fluctuating environment.  However, this is a call for NHS England and Improvement, and 

all ICSs to work with providers so that handover delays do not occur and do not result in harm and 

poor patient experience. 

……………………………………………………………………………………………………………………………………………………………… 

Assessment 

The key finding of the clinical review which looked at samples of handover delays of over an hour 

that occurred across the country on the 4th January 2021, is that the proportion of patients identified 

as potentially having experienced harm is significant. Over eight out of ten of those whose handover 

was delayed beyond 60 minutes were assessed as likely to have experienced some level of harm, 

with just under one in ten being classified as potentially experiencing severe harm. The number of 

delays experienced on 4th January 2021 is typical of most days. 

 

In view of the harm that delays in handover can cause to patients, the report seeks to emphasise 

that there is still not enough being done to adequately address the risk and that tangible steps need 

to be taken at a national, regional and ICS level to implement rapid system improvement, particularly 

for those hospitals where delayed handovers are occurring consistently. 

 

The structured clinical review, by experienced ambulance clinicians, of a sample of cases where 

patients waited for longer than 60 minutes outside an Emergency Department (ED) has clearly 

demonstrated that it is likely that these delays have led to harm. Such potential harm can be in 

varying degrees and forms, but for 85% of patients waiting over 60 minutes it is likely that some level 

of harm was experienced and for 10% this was assessed as potentially severe harm. 

 

Examples where potential or actual harm was indicated, within the cases reviewed included: 

 

• Deteriorating sepsis patients 

• Frail and sick patients with significant risk of pressure sores 

• Patients having seizures while waiting 

• Deteriorating Covid-19 patients  

• Patients with Learning difficulties, dementia and confusion deteriorating and becoming more 

distressed 

• Cumulative harm due to prolonged wait for ambulance at point of call 

• Patients being toileted in the ambulance 

• Patients unable to access food or drink 
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It is not surprising that the longer the patient waited the greater the likelihood they would experience 

some harm and the severity of the harm increased over time. The older the patient was, the more 

likely they were to experience harm, but the severity of harm was not seen to increase with age. 

It should also be noted that due to Covid-19 restrictions the patients were in most cases alone with 

the clinician, without family or friends in attendance to provide reassurance and to advocate for them. 

NEAS contributed to the AACE clinical review as described above. and were able to demonstrate 

that on the 4th January 2021, 730 handover delays that exceed one hour were identified. 223 of these 

cases were included for analysis. Key facts relating to the NEAS data are as follows: 

• On this day, 53% of all hospital handover delays of more than one hour occurred at County 

Durham and Darlington Foundation Trust (CDDFT) sites. 

• From an Integrated Care Provider (ICP) position, Central ICP accounted for the highest 

proportion of handover delays with 69%, North ICP 17% and South ICP 13%. 

• Nine patients (4%) deteriorated whilst awaiting hospital handover with six of the patients requiring 

new or additional treatment whilst awaiting handover. 

• 74% of patients had a potential harm impact assessment of low or moderate harm, most of the 

low harms were cased due to patients who missed medication or those at risk of skin integrity 

problems. The full impact of the frail elderly patients, with skin integrity problems and missed 

medications and the impact on the wider health economy is unknown.  

 

There are limitations with the data and the impact on patient experience is not explored, however 

the impact for potential patient harm is clear.  

 

I have shared with the Board today patient stories relating to delayed hand overs and the impact 

not only on potential harm, but also patient and family experience. 

 

 

Strategic implications 

 

This is a challenge for whole systems, in many places requiring a change in mindset and a wider 

awareness of the risks and responsibilities involved. More focus is required on out of hospital care 

provision and care pathways availability, including out of hours. In addition, other services that can 

take the pressure off emergency departments also require focus. Systems must ensure that patients 

have access to care in the right place, and only patients who require emergency treatment are 

referred to ED. An increase in availability and access to social care is vital in assisting patient flow 

in and out of hospital. The report calls on all system leaders to join in sending a clear message that 

delays in taking handover form ambulance clinicians must not happen. 

 

This structured review represents a first stage in attempting to quantify and qualify the extent of harm 

that results from handover delays. The intention is to continue to repeat these periodic reviews to 

assess likelihood of harm being caused and to include more work to define the levels of harm being 

caused to patients waiting in the community because there is no ambulance available. 

 

AACE are also recommending to the Health Security Investigation Branch (HSIB) that handover 

delays, and serious incidents that arise for patients waiting for an ambulance response due to 

resources being held up outside EDs, should be subject to thematic review. This would ensure that 

focused learning of what works to address these issues is shared widely. 
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There must be an acceptance that this cannot be allowed to continue and a programme of rapid 

system improvement must be undertaken to change mindsets and eliminate the root causes. 

AACE are also calling on the Care Quality Commission (CQC) to include hospital handovers in their 

inspections of local health systems to ensure that risks are identified to the ICS and the concerns 

raised are robustly addressed with a meaningful and well-led whole system approach. 

 

Risks 

 

Failure of system leaders to acknowledge and address the root causes and implementing a whole 

system improvement approach will mean patients will continue to be delayed and will continue to 

suffer harm and poor experience. 

 

Handover delays are highlighted on the Patient Safety Risk Register (Risk ID 468) Risk Score: 8. 

……………………………………………………………………………………………………………………………………………………………… 

Recommendations 

The Board are asked to: 

1. Acknowledge the findings of this report and its recommendations and in doing so asking the ICS 

to undertake the rapid whole system improvement that is required to make a fundamental change 

to reduce the harm being experienced by our patients. 

2. Endorse the proposal for NEAS to undertake another local clinical review to establish and 

understand the position in Q3 compared to January 2021. 

……………………………………………………………………………………………………………………………………………………………… 

Next Steps 

1. Director of Quality, Patient Safety, Innovation and Improvement to progress the clinical review 

and report back to the Board. 

……………………………………………………………………………………………………………………………………………………………… 

Appendices 

 
1. Association of Ambulance Chief Executives Delayed hospital handovers: Impact 

assessment of patient harm report 2021. 

……………………………………………………………………………………………………………………………………………………………… 

 



 
 

 

 

 

Board of Directors’ Meeting (Public) – No. 04 2021/22 

Date of Meeting: Thursday, 9th December 2021   

Agenda Item: 11 

Executive Sponsor: Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and 

Improvement  

Author: Julie Waite, Head of Patient Safety and Patient Experience 

Kevin Potter, Patient Safety Manager  

Hannah Marshall, Patient Experience Manager 

Nichola Howard, Safeguarding Children’s Lead  

Jane Stubbings, Safeguarding Adult Lead  

Jacqueline Mains, IPC Manager  

Chloe Delbarre Coroner and Claims Manager 

Alan Gallagher Head of Risk and Regulatory Services  

Tracy Gilchrist, Deputy Director of Quality & Patient Safety 

Title: Quality and Patient Safety Report 

Paper Type: For Decision For Assurance For Information 

☐ ☐ ☒ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: The purpose of this report is to update the Board of Directors on patient 

safety, patient experience, safeguarding children and adults, coroners and 

claims and infection prevention and control, and the work undertaken to 

ensure NEAS are providing safe care in line with regulatory standards. 

Previously Considered 

By: 

Quality Committee on Thursday 11th November 2021  

Please indicate how paper links to the following key considerations: 

NEAS 9 Plans: Operations & Performance Planning & Finance Green & Estates 

☐ ☐ ☐ 
NEASUS & Commercial Growth People Digital 

☐ ☐ ☐ 
Quality Improvement & 

Transformation 
Quality & Safety Clinical Model 

☐ ☒ ☐ 
Triple Aim: 
 

Better health and wellbeing Better quality of health 
services 

Sustainable use of NHS 
resources 

☐ ☒ ☐ 

Values: Compassion Accountability & 
Responsibility 

Respect Excellence 
& Innovation 

Proud to Make a 
Difference 

☒ ☒ ☐ ☐ ☐ 

CQC Domains: Safe Effective  Caring Responsive Well-Led 

☒ ☒ ☒ ☒ ☐ 



 

 

 Page 2 of 3 

 

……………………………………………………………………………………………………………………………………………………………… 

Background 

This report is the Quarter 2 2021/22 Quality and Patient Safety Directorate report. The report 

provides the Quality Committee with detailed information of the work undertaken across the Trust to 

ensure patient safety and experience is of a high standard and key responsibilities relating to 

safeguarding and infection prevention and control are met.  

The introduction of the new cause groups and sub cause groups in Ulysses was implemented from 

1st April 2021. The reports including the new cause groups and sub cause group reports feature in 

this update.  

……………………………………………………………………………………………………………………………………………………………… 

Assessment 

Patient Safety 

The number of patient safety incidents reported decreased by 9.3%; moderate incidents rose to 3% 

however severe harm incidents reduced to 0.1%. Triage issues remain the top cause group related 

to Patient Safety Incidents. Two Serious Incidents were declared and investigated during Q2. 

Ambulance delay is the overriding theme where duty of candour applies. The average Trust 

handover time was 23 minutes and 33 seconds. The average hospital handover time exceeded the 

15-minute timeframe in all nine receiving Trusts. 

 

Patient Experience 

Complaint rates have risen by 16% which corresponds with an increased demand on all services. 

Complaint themes include non-conveyance to hospital, delays in C2 and C3 responses, inability to 

access 111 service and attitudes of health advisors.  

There are 120 outstanding appreciations to be logged. The Q2 report introduces new additional 

patient feedback reporting - ‘You said we did’ and provides assurance on how we use the views of 

our patients and public to influence change. 

 

Coroners and Claims 

Coronial requests have increased by 20.75%. 21 of the 64 requests received (32.82%) included 

concerns raised by the family of the deceased, the coroner or by NEAS. 43 (67.18%) had no 

concerns raised. 10 requests were closed with no concerns relating to NEAS highlighted at inquest. 

New litigation cases have decreased by 68.42%. 71.42% of losses and compensation claims relate 

to damages to third party property and 28.57% relate to forced entry and lost property. 

 

Safeguarding Children and Adults 

2,969 safeguarding referrals were made to Local Authorities by staff, of which 2,406 (81%) related 

to adult and 563 (19%) to children. The demand for safeguarding workflow and information requests 

has risen by 54%.  It is noted there was also an increase in Multi-Agency Public Protection 

Arrangements (MAPPA) (12%), Section 42 (30%) and communication (57%) requests. 
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NEAS attended to the unexpected deaths of 14 children during Q2. There have been eight cases 

relating to adult safeguarding allegations against staff and three cases relating to children’s 

safeguarding allegations against staff. 

 

Infection Prevention and Control 

There have been eight staff Covid-19 outbreaks during Q2. All outbreaks have been appropriately 

managed and closed within expected timeframes. 

Vehicle cleanliness audits demonstrate high compliance scores for HART and NEASUS however 

improvement is required in other services. RRV vehicle audits are currently suspended. Practice 

audits have recommenced but remain below schedule. The IPC team are working with Operations 

and QI Team to improve audit completion 

There were 21 IPC staff non-patient safety incidents reported – these were discussed in detail at the 

Health & Safety Committee 

 

Finance and Resource Implications 

Recurrent funding requirement to support IPC specialist activity/assurance audit work and 

safeguarding children specialist activity/ statutory reporting requirements. 

 

Risk Analysis 

Assurance that risks have been identified and are being managed via the appropriate risk register. 

 

Identified Risk Risk Rating Relevant Risk Register 

Lack of specialist IPC advice to support the organisation 

through COVID-19 and beyond 

 

12 Infection Prevention 

Control  

The safeguarding team is under capacity for the work required 

to be fully effective. 

 

12  Safeguarding  

 

……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

The Board is requested to note the content of the report outlining Trust activity across patient safety, 

patient experience, safeguarding and Infection Prevention and Control services and identify any 

further actions required across the organisation to address any risks within the paper. 

……………………………………………………………………………………………………………………………………………………………… 

Appendices 

Appendix 1 – Quality and Patient Safety Report (Q2 2021/22) 
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Quality and Patient Safety Report 
____________________________________________________ 
 

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

Safeguarding and Infection, Prevention and Control during quarter 1 2021/22. 

 

 

Section 1: Patient safety       Page 3 

 

Section 2: Patient experience      Page 29 

 

Section 3: Coroners and claims                                                          Page 38 

 

Section 4: Safeguarding children and adults    Page 42 

 

Section 5: Infection, Prevention and Control    Page 51 
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Patient Safety  
____________________________________________________ 
Quarter 2 (1st July 2021 to the 30th September 2021) 

 

Patient Safety Incidents Reported by Month 

A total of 781 Patient Safety Incidents (PSI) were reported during quarter 2. Although this is a decrease of 

9.3% when compared to quarter 1, incident reporting has increased following a lower reporting month in July 

and has remained relatively consistent for the remainder of the quarter. Early indications highlight that an 

increase in call volume during quarter 2 may correlate with decreased incident reporting. However, when 

compared with the same time period from the previous year, incident reporting was found to have increased. 
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Patient Safety Incidents Reported by Harm Level 

The chart below demonstrates that of the patient safety incidents reported, after establishing all the facts (that 

are often not available at the time an incident is logged) and following investigation, there was a significant 

reduction in high acuity cases. This was evidenced by a reduction of 74% in moderate harm cases, 92% 

reduction in severe harm cases and no cases where NEAS actions resulted with death. Low acuity cases 

also decreased which directly correlated with an increase in harm not related to NEAS (HNRT*) incidents.  

 

 

 

The chart below outlines the difference in post investigation harm gradings between quarter 1 and quarter 2. 

The findings are consistent throughout the harm gradings except for the moderate harm category which 

revealed an increase of 53% during quarter 2. The notable increase within this category can be associated 

with the increased delays experienced following the rise in 999 and 111 calls received.  
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Thematic Analysis 

The top 3 Causes of Patient Safety Incidents reported during quarter 2 were:  

1) Triage Issues 

2) Incorrect Care  

3) Ambulance Delay 

 

When compared with quarter 1, a decrease in incidents reported within both triage issues and incorrect care 

was noted however, ambulance delay experienced a 125% increase. 
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Triage Issues: The highest cause group with 194 patient safety incidents recorded following investigation 

during quarter 2. However, when compared to quarter 1, a 10% reduction of incidents reported from this 

category was noted. A review of the cause groups within this category (cause 1) revealed delay in assistance 

as the dominant theme with 62% of cases arising from this category (mainly due to being unable to access a 

translator during call taking). Upon comparison with the quarter 1 data for delay in assistance, 70% of 

incidents from the Triage Issue cause group were from this theme. Therefore, although a reduction was 

noted, the same theme has continued throughout quarter 2. 

 

 

 

Upon review of incidents within the triage issue cause group, 89 were found to be low acuity with a further 

104 documented as harm not related to NEAS (mainly due to being unable to access a translator during call 

taking). In terms of high acuity cases, 1 incident was recorded as severe and underwent investigation. 
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Incorrect Care: The second highest cause group with 136 patient safety incidents recorded following 

investigation during quarter 2. However, when compared to quarter 1, a 23% reduction of incidents reported 

from this category was noted. A review of the cause groups within this category (cause 1) revealed 

inadequate assessment/monitoring/treatment as the main theme with 52% of cases arising from this 

category. 

 

 

 

Upon review of incidents within the inadequate assessment/monitoring/treatment cause group, 44% was 

found to be low acuity with a further 51% documented as harm not related to NEAS. In terms of high acuity 

cases, 1 incident was recorded as severe and underwent investigation. 
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Ambulance Delay: The third highest cause group with 135 patient safety incidents recorded following 

investigation during quarter 2. However, when compared to quarter 1, there was a marked increase of 125% 

of incidents reported within this category. A review of the cause groups within this category (cause 1) revealed 

delay as the dominant factor which was attributed to 73% of cases. Within this figure, category 2 delay was 

the most prevalent, accounting for 61% of the total incidents reported within the ambulance delay cause 

group.  

 

 

 

Upon review of incidents within the ambulance delay cause group, 81% was found to be low acuity with a 

further 6% documented as harm not related to NEAS. In terms of high acuity cases, this accounted for 13% 

incidents with the majority within the moderate harm grading and with all cases undergoing full investigation. 
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Serious Incidents 

During quarter 2, the Trust declared 3 serious incidents (SI). However, 1 case was successfully de-logged 

therefore, 2 cases underwent serious incident investigation. This is a reduction in serious incidents declared 

when compared to quarter 1, where 4 cases were reported. Of the cases declared this financial year, 5 are 

complete and 1 is currently under investigation and within timeframe for completion.  

 

Upon review, 3 of the 6 serious incidents declared are associated with missed opportunities during the call 

triage aspect of patient care. This theme has continued from 2020/21 where 50% of serious incidents 

declared were associated with call triage. In terms of serious incidents reported during quarter 2, no themes 

have emerged with 1 case due to an ambulance delay and the other associated with slips, trips and falls. 

 

 

 

Incidents Reported by Service Line 

During quarter 2, 57% of incidents reported were via staff members from the Emergency Operations Centre 

with the 111-service reporting the highest volume. A total of 38% of incidents were reported from a frontline 

operational perspective with Unscheduled Care North reporting the highest volume.  

At the lower end of the reporting scale, Scheduled Care account for 6.91% of reported incidents with Support 

Services reporting 4%, and Third-Party Providers reporting 2.17%. 
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Response Distribution by Category 

 

Category 1: The national standard is for 90% of patients to have received a response within 15 minutes and 

overall average response time to be within 7 minutes. During Quarter 2, the total number of incidents assigned 

a category 1 disposition was 8521. Upon review, both the mean and 90th percentile response times were 

within the required parameters.   

 

Category 2: The national standard is for 90% of patients to have received a response within 40 minutes and 

overall average response time to be within 18 minutes. During Quarter 2, the total number of incidents 

assigned a category 2 disposition was 61,841. Upon review, both the mean and 90th percentile response 

times exceeded the required parameters. When comparing the category 2 data to the previous quarter, the 

figures were found to be consistent.  

 

The intent for Categories 2, 3 and 4 is to ensure that patients within these categories who require 

transportation receive a conveying resource in a timeframe that is appropriate to their clinical needs. 

Therefore, if a patient requires transportation in an emergency, the clock will only stop when the conveying 

resource arrives.  
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During quarter 2, the Trust obtained a mean response time in excess of the expected target timeframes for 

C1 (7 minutes) and C2 (18 minutes) emergency calls. However, the 90th percentile for C1(15 minutes) and 

C1T (30 minutes) was achieved. 

 

 

 

The chart below highlights the ambulance response times by cluster within the north division. Upon review, 

the C1 overall average response time within 7 minutes was achieved by 4 out of 7 clusters with an overall 

time average response time of 06:57 minutes. The C1 90th percentile to have received a response within 15 

minutes was achieved by 6 out of 7 clusters with an overall time average response time of 11:47 minutes. 

The C2 overall average response time within 18 minutes was not achieved by any of the clusters with an 

overall time average response time of 38:40 minutes. The C2 90th percentile to have received a response 

within 40 minutes was also not achieved by any of the clusters with an overall time average response time 

of 1 hour and 19 minutes. 

Division 

 
 

Cluster 

 
 

C1 

Average 

 
 

C1  

90th 

 
 

C2 

Average 

 
 

C2  

90th 

 
 

C3 

Average 

 
 

C4 

Average 

 
 

North Alnwick 08:34 17:40 31:16 01:03:43 01:07:42 01:13:55 

Backworth 06:37 11:07 36:53 01:15:08 02:07:32 01:40:57 

Blucher 06:42 12:17 38:06 01:17:35 02:14:07 01:16:36 

Cramlington 07:03 11:32 36:39 01:14:09 02:20:15 01:29:24 

Monkton 06:53 11:18 42:22 01:26:18 02:27:48 01:28:20 

No Cluster 08:18 12:40 18:25 51:35 54:17 52:03 

Pallion 06:54 11:32 43:06 01:28:49 03:03:02 01:51:26 

Total 06:57 11:47 38:40 01:19:50 02:15:03 01:28:08 
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Quarter 1 vs Quarter 2 Comparison (RAG Rated):  

 

 

The chart below highlights the ambulance response times by cluster within the south division. Upon review, 

the C1 overall average response time within 7 minutes was achieved by 3 out of 6 clusters with an overall 

time average response time of 07:10 minutes (in excess of the average response time target). The C1 90th 

percentile to have received a response within 15 minutes was achieved all of clusters with an overall time 

average response time of 12:50 minutes. 

The C2 overall average response time within 18 minutes was not achieved by any of the clusters with an 

overall time average response time of 43:47 minutes. The C2 90th percentile to have received a response 

within 40 minutes was also not achieved by any of the clusters with an overall time average response time 

of 1 hour and 30 minutes. 

 

Division 

 

 

Cluster 

 

C1 

Average 

 

C1  

90th 

 

C2 

Average 

 

C2  

90th 

 

C3 

Average 

 

C4 

Average 

 

South Bishop 

Auckland 
07:44 13:52 46:23 01:35:25 01:53:53 01:21:14 

Coulby 07:00 12:30 40:04 01:24:35 02:12:43 01:23:16 

First 

Responders 
06:06 10:46 43:25 01:19:51 01:52:34 - 

Hartlepool 06:55 11:57 46:04 01:34:15 02:52:19 01:56:57 

Lanchester 07:51 14:30 46:08 01:32:50 02:37:57 01:50:36 

Stockton 06:47 12:09 42:04 01:27:18 02:34:24 01:50:32 

Total 07:10 12:50 43:47 01:30:34 02:25:03 01:44:21 

 

C1 Average: Increase from 06:23 to 06:57

C1 90th Percentile: Increase from 10:58 to 11:47 

C2 Average: Increase from 27:05 to 38:40

C2 90th Percentile: Increase from 55:17 to 01:19:50

C3 Average: Increase from 01:23:13 to 02:15:03

C4 Average: Increase from 01:11:12 to 01:28:08
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Quarter 1 vs Quarter 2 Comparison (RAG Rated):  

 

 

Ambulance Handover Delays 

 

Ambulance handover delays provide a negative impact within the following areas: 

 

1) Increased risk to patients due to delays in diagnosis and treatment. 

2) Increased risk of patient deterioration due to a prolonged time on an ambulance trolley. 

3) Increased risk in the community when no ambulances are available to respond. 

4) Loss of available resources available to respond due to ambulance queuing.  

 

 

The below chart highlights an average Trust handover time of 23 minutes and 33 seconds which is in excess 

of the figure of 18 minutes and 30 seconds recorded during quarter 1. The average post hand over time was 

17 minutes and 48 seconds was relatively consistent with the total recorded during quarter 1. The average 

Trust wide total hospital turnaround time for Quarter 2 was 41 minutes and 25 seconds; this was 11 minutes 

and 25 seconds over the target timeframe of 30 minutes (15 minutes to hand the patient over at hospital and 

15 minutes to complete the electronic Patient Care Record/prepare the vehicle ready to respond) and a 6 

minute and 6 second increase when compared to quarter 1. 

 

The average hospital handover time exceeded the 15-minute timeframe and the average post-handover 

times exceeded the 15-minute target time frame at all of the receiving Trusts (see chart below). 

 

C1 Average: Increase from 06:54 to 07:10

C1 90th Percentile: Increase from 12:15 to 12:50 

C2 Average: Increase from 30:12 to 43:47

C2 90th Percentile: Increase from 01:02:19 to 01:30:34

C3 Average: Increase from 01:28:16 to 02:25:03

C4 Average: Increase from 01:30:40 to 01:44:21
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The process flow below highlights the average hospital handover time during quarter 2 from highest to 

lowest. 

 

 

Duty of Candour 

 

1st 
JCUH 
34:38

2nd 
DMH 
31:55

3rd 
UHND 
28:37

4th 
SRH 
24:04

5th 
NTH 
22:30

6th 
STDG 
21:40

7th 
NSEC
22:21

8th 
QEH 
16:42

9th 
RVI 

16:25

3 4 21

Jul-21 Aug-21 Sep-21

Duty of Candour

Enacted Unable to Trace

Duty of Candour was applicable to 10 patient safety 

incidents during Quarter 2 and was enacted on 9 

occasions. This was an increase of 11% (the 

equivalent of 1 additional PSI). Upon review of the 

case that was not enacted, it was established that the 

next of kin details were unable to be traced following 

liaison with the patients GP Surgery and the Coroner.  
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The chart below outlines Ambulance Delay as the overriding theme of patient’s safety incidents where duty 

of candour applies (70% in the north division and 30% in the south division). This is an overall increase of 

166% when compared to quarter 1 (the equivalent of 5 additional PSI).  

 

 

 

Learning from Incidents 

During quarter 2, the Trust have investigated and produced final investigation reports for 5 serious incidents 

and 6 high acuity harm incidents that did not meet the serious incident framework however underwent full 

investigation. A summary of the key learning points and actions are highlighted below: 

 

Emergency Operations Centre: Call Handling/Triage 

 

➢ Insufficient information established to discount the need for a category 1 response: 

  

- Learning to all health advisors regarding the requirement to establish whether there are signs compatible 

with life before downgrading from a category 1.  

 

- To log a suggestion to enhance the supporting information within the answer stem with NHS Pathways 

through the end user clinical content request process. 

 

➢ The correct process for the management of a silent call was not followed: 

 

-  The ‘Silent Call’ Procedure to be updated to include reference on how reconnected calls from BT should 

be managed.  

 

- The Call Handling Managers to raise general awareness of the ‘Silent Call’ Procedure by recirculating 

the Procedure itself on the department’s communication site ‘The Beacon’  

8

1

1

Ambulance Delay

Equipment Issue/Device

Manual Handling

Incidents where Duty of Candour Applies by Cause Group
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➢ The Urgent ring back procedure does not reflect current practice: 

 

- The Call Handling Managers to update the Urgent ‘ring back’ Procedure to bring in line with current 

systems and practice.  

 

 

Emergency Operations Centre: Dispatch 

 

➢ Multiple delay’s in excess of the Ambulance Response Programme (ARP) standards: 

 

- Review the current resource availability and determine whether additional frontline staff/vehicles are a 

feasible option to minimise the occurrence of a delay responding to patients due to a demand vs resource 

scenario.  

 

➢ The meal break banding time when combined with the daily vehicle clean results with a resource being 

unavailable for 1 hour (with the exception of C1 incidents) during the timeframe of the shift: 

 

- Review the process of daily vehicle cleans and meal breaks. 

 

Unscheduled Care: 

 

➢ Staff to be updated Trust wide on the moving away from the terms, ‘VF and fine VF’ and using the terms 

‘recognisable and non-recognisable VF’. This is to prevent any confusion in the future: 

 

- This information is to be shared with all staff Trust wide via the Patient safety learning bulletin.   

 

➢ Missed opportunity to recognise a significantly unwell paediatric patient who was subsequently diagnosed 

with Sepsis: 

 

- Review the potential to incorporate a paediatric risk stratification tool onto the ePCR to aid frontline staff 

members recognition of Sepsis.  

 

➢ Missed opportunity to recognise a significantly unwell paediatric patient: 

 

- Review the availability of paediatric training resources available with the view to enhancing underpinning 

knowledge of operational staff. 
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Patient Safety and Experience Learning Bulletin: 

Learning is shared monthly via the patient safety and experience learning bulletin with the aim being to advise 

as many staff as possible of the main themes arising from incidents. The key areas where learning has been 

shared during quarter 2 relate to the following: 

 

1) Delays mobilising to emergency calls. 

2) Conveyance of open lower leg fracture patients to a major trauma centre. 

3) Information sharing with the police 

4) Shockable rhythms 

5) Estimated time of arrival calls 

6) Safeguarding referrals for vulnerable children 

 

Patient Safety Week: 13th to the 17th September 2021  

During the NEAS patient safety week, information within the following areas was shared Trust wide with the 

aim of improving awareness of patient safety through shared learning: 

 

1) Myth Busters: Dispelling misconceptions about patient safety investigations. 

 

2) Top 5 PSI including trendline for reporting, harm levels and actual impact. 

 

3) Safe maternal and new born care (as part of world patient safety day on the 17th September 2021). 

 

4) Survey to establish staff members understanding of the patient safety investigation process in addition 

to general knowledge regarding patient safety (386 responses). An update was provided post survey 

and the patient safety team are in the process of responding to any queries raised.  

 

Ongoing Improvements 

Scheduled Care Task and Finish Group 

 

During a Scheduled Care meeting, it became apparent that there was a reluctance from Scheduled Care 

staff to report incidents due to lack of/inappropriate feedback. As a result, the Patient Safety Team developed 

management guidance on completing Lessons Learned/Recommendations and what is considered to be 

appropriate feedback to reporters. In addition, a task and finish group is currently being set up to address 
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concerns and formulate a working plan to improve underpinning knowledge of patient safety incident 

investigations. 

 

Third Party Provider Task and Finish Group 

 

Regular meetings planned to recommence during quarter 3 with the view to understanding the underlying 

themes arising from patient safety incidents within this category. Initial findings revealed the requirement to 

reshare NEAS policies and procedures to ensure each Third-Party Provider had access to the most up to 

date information.  

 

Thematic Analysis 

 

As standard practice, high acuity patient safety incidents are reviewed by an investigating officer with an 

investigation report outlining actions and learning produced. However, low acuity incidents are investigated 

and closed via the service lines. Thematic analysis of all patient safety incidents, inclusive of low acuity 

incidents commenced towards the end of quarter 2 and will continue into quarter 3.  

 

Summary  

• 781 Patient Safety Incidents reported during quarter 2 (a decrease of 9.3% compared to Q1 however an 

increase of 35% when compared to Q2 2020). 

 

• 23 incidents (3%) were deemed to have an actual impact of moderate harm (an increase of 53% when 

compared to Q1). 

 

• 1 incident (0.1%) was deemed to have an actual impact of severe (a decrease of 0.4% compared to Q1). 

 

• 0 incidents were deemed to have an actual impact of death. 

 

• The highest category of Patient Safety Incidents reported related to Triage Issues (consistent with Q1). 

 

• Ambulance Delay has experienced the largest increase of patient safety incidents reported during Q1 (an 

increase of 125% when compared to Q1). 

 

• 3 Serious Incidents were declared; however, 1 case was successfully de-logged therefore, 2 cases 

underwent serious incident investigation. 
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• 57% of incidents reported were via staff members from the Emergency Operations Centre with the 111-

service reporting the highest volume. 

 

• Mean response times were in excess of the expected target timeframes for C1 (7 minutes) and C2 (18 

minutes) emergency calls. However, the 90th percentile for C1(15 minutes) and C1T (30 minutes) was 

achieved. 

 

• The average Trust handover time was 23 minutes and 33 seconds which is in excess of the 18 minutes 

and 30 seconds recorded during quarter 1. 

 

• The average hospital handover time exceeded the 15-minute timeframe and the average post-handover 

times exceeded the 15-minute target time frame at all of the receiving Trusts. 

 

• Duty of Candour enactment was required for 10 incidents (an increase of 11% when compared to Q1). 

 

• 0 patient safety incidents reported relating to hospital handover delays. 

 

Assurances 

Work continues to refine the management and analysis of patient safety incidents, particularly in the form of 

thematic analysis. Senior oversight at Director level is in place where there are patient safety incidents which 

meet the moderate harm or over threshold.  

 

Risks 

Triangulation of data down to locality may identify areas of risk which are not apparent. Liaison with the 

Informatics and Performance Department to develop reports that assist with thematic analysis to enable 

targeted learning and development is currently ongoing. 

 

In addition, increasing demand to the frontline services inadvertently results with difficulty obtaining 

information pertinent to an investigation in a timely manner. Contingency plans are in place for call handling 

and the clinical services hub however, dispatch remains a challenge due to no available staff, separate to the 

daily requirements of the role, to undertake the required work. Dispatch reviews are therefore required to be 

completed by team managers as and when time permits.  
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Scheduled Care / Third Party Providers & Medical Device 

 

781 Patient Safety incidents were reported during Quarter 2 (Q2), of which; 

 

• Scheduled Care staff reported 54 (6.91%), this shows a decrease of 6.89% from Quarter 1 (Q1) 

• Third Party Providers reported 17 (2.17%), this shows a decrease of 41.37% from last Q1 

• NEAS staff reported a total of  59 (7.55%) incidents in relation to Equipment Issue/Device, of which 

40 (5.12%) are in relation to Medical Devices. This shows a decrease of 37.5% from Q1 

 

 

Scheduled Care - Top 3 Patient Safety Cause Groups; 

 

34 of the 54 incidents reported by scheduled care fell into the top 3 categories (62.96%) 

• Slip/Trip/Falls 

• Conveyance Issues 

• Incorrect Care 

 

 

 

Sub Causes’ noted within the Slip/Trip/Falls Cause Group 

• Fall from Height (all patient safety incidents resulting injury are reported to the HSE by the health and 

safety team) 

• Uneven Ground 

• Fall in a Moving Vehicle 
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Inappropriate Use of Resource (referring to schedule care reporting an incident as having been dispatched 

to an inappropriate job for which they are not clinically trained to deal with the patients’ condition) continues 

to be the leading Cause of incidents from Scheduled Care with the following Sub-causes being highlighted; 

 

• Inappropriate skill level for patient 

• Inappropriate Discharge 

• Unsafe Discharge 

• Wrong Patient Collected 

• Incorrect Address Noted on Terrafix 

 

 

Sub causes noted within the Incorrect Care Cause Group; 

• Scheduled Care Issue 

• Third Party Provider Issue 

• Unscheduled Care Issue 
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Above indicates the areas that are reporting patient safety incidents; Scheduled Care continues to be the 

lowest reporting service line for Q2.  It is noted that both Ashington and Blucher are both larger stations which 

have PTS co-located which may account for larger incident reporting. 

 

Following the operational restructure, the split of staff between clusters and divisions will be standardised.   

 

 

 

Of the 54 incidents reported 10 (18.51%) were reported as moderate or severe. The remaining 44 (81.48%) 

were reported as no harm, low harm, near miss or harm not related to NEAS. Following a review of all 10 of 

the higher acuity incidents, all but 1 was downgraded and closed as lower acuity incidents, 1 remains as 

Moderate (706761, Patient handling incident) and was reported as an SI which is currently still under review. 
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Incident closures and Lessons Learned  

45 of the 54 incidents have been closed (83.33%); however only 2 of the 45 closed incidents identified a 

lesson;  

• Improved Information 

o Exact weight of patient required so as not to exceed limit for equipment. 

• Human/Behavioural Factors 

o Patient not to remove shoulder strap of seat belt. 

 

No recommendations have been identified at the time of this report. 

 

Open / Overdue Incidents 

 

9 incidents remain open, 2 of which remain open within timescales (1 being the SI and falls within the SI 

framework timescales), 7 incidents are overdue for closure. 

 

Third Party Providers - Top 3 Patient Safety Cause Groups; 

 

13 of the 17 reported incidents from 3rd party providers fall into the top 3 

 

• Incorrect Care 

• Documentation 

• Staff Behaviours 

 

Sub Causes’ noted as; 

 

• Third Party Provider Issue 

• Unscheduled Care Issue 
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Sub Causes’ noted on ‘No Access to Documentation’ 

 

• Lost PRF 

 

 

 

Sub Cause noted as; 

• Patient 
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Of the 17 incidents reported 4 (23.52%) were reported as moderate and severe. The remaining 13 

(76.47%) were reported as no harm, low harm, near miss or harm not related to NEAS.  

 

Following review, 2 of the higher acuity incidents were downgraded to no harm and closed, the remaining 2 

are still under review. 

 

Incident closures and Lessons Learned 

13 of the 17 incidents have been closed (76.47%); however only 1 of the 13 closed incidents identified a 

lesson;  

• Improved Information 

o Third-Party Provider awareness of the Appropriate Care Pathway Policy. 

 

Open / Overdue Incidents 

4 Incidents remain open, 1 within timescales and 3 are now overdue. 

 

Medical Device Issues - Top 3 Patient Safety Issues; 

 

Sub-Causes noted as; 

• Equipment failure 

• Missing Equipment 

• Lack Of/Availability of Equipment 
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Equipment Failure continues to be the highest reported Sub Cause, the 21 reported are in relation to the 

following equipment types; 

 

• Aspirators 

• Blood Glucose Meter - BM Calibration 

• Defibrillators – delivery of shock (user error) 

• Endotracheal Tubes & Airways – one off insertion difficulty  

• Intraosseous Device & Needles – difficult cannulation, currently trailing a variety of other suppliers 

• Intravenous Catheters & Cannulas- as above  

• Monitors and Electrodes - Zoll Issues 

• Pulse Oximeters - SPO2 lead on ZOLL not working, portable SPO2 probe not working 

• Stretchers - Issue with manoeuvring poles 

 

20 of the reported Equipment Failures were noted as No Harm, Low Harm and Near Miss, 1 was noted as 

Moderate and is still under review. 

 

Missing Equipment continues to be the 2nd highest reported Sub Cause, the 11 reported are all in relation 

to the following equipment types; 

 

• Blood Glucose Meter 

We are currently undertaking a review to look at the implications/ costs/ down time etc to see if we can 

identify trends and reduce equipment loss. 

 

All of the 11 reported Missing Equipment issues resulted in ‘No Harm’ to the patient. 
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Lack of/Availability of Equipment account for 3 of the reported incidents all noting No Harm to the patient, 

and the following equipment types; 

 

• Blood Glucose Meter 

• Pulse Oximeters 

 

Incident closures and Lessons Learned 

37 of reported incidents have been reviewed/investigated and have been closed; however only 6 have a 

Lesson identified;  

• Human/Behavioural Factors 

o Ensure that all trust items are removed from property when exiting 

o Staff reminded to be more mindful with kit in future 

o Staff member reminded to take more care with equipment 

o Ensure both sizes of yankauer suction catheter available when carrying out vehicle checks 

• Communication - Internal 

o Health & Safety made aware 

• Replacement of Equipment 

o Equipment inspected 

 

Of the 3 remaining open incidents, 1 is within timescales and 2 are now overdue. 
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Patient Experience 
____________________________________________________ 
 

Data Overview 

 

Complaint volumes by specialty Q2 

 

 July 

21 

Aug 

21 

Sept 

21 

Total 

Q2 

21/22 

Total 

previous 

Quarter 

(Q1 21/22) 

Total Q2 

previous 

year 

(Q2 20/21) 

Unscheduled Care North 11 15 7 33 26 18 

EOC Dispatch 9 8 14 31 14 9 

EOC 999 2 9 7 18 16 8 

Unscheduled Care South 5 2 2 9 11 11 

EOC 111 3 2 4 9  11 6 

EOC Clinical Hub 2 1 4 7 3 2 

Other organisation/ volunteer 2 2 1 5 7 5 

EOC Scheduled Care 0 1 1 2 4 1 

Scheduled Care South 0 0 2 2 2 1 

Support services 0 0 2 2 1 0 

Scheduled Care North 0 0 0 0 4 1 

Total formal complaints 34 40 44 118 99 62 

Comments/Queries logged 

(informal complaints) 

19 23 14 56 

 

44 51 

PALS contacts  35 64 81 180 140 140 
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• Complaints have risen by 16% since the previous quarter, and 47.5% in comparison with the same 

quarter of the previous year.  

 

• The largest increase in complaints is in EOC Dispatch, with an increase of 54.8% since the previous 

quarter and 71% against the same quarter of the previous year. This reflects the longer waiting 

times for ambulance responses. 

 

• Scheduled Care North received no complaints during Q2.  

 

Third party provider (TPP) complaints 

 

TPP complaints have reduced by 25% since the previous quarter and 60% against the same quarter of the 

previous year. 

TPP Total Q2 

2021/22 

Total previous 

Quarter 

(Q1 21/22) 

Total Q2 previous 

year 

(Q2 20/21) 

Ambulanz 3 2 2 

British Red Cross 1 1 0 

Cipher 1 0 0 

Jigsaw Medical 1 0 1 

Nerams 0 2 0 

St John’s Ambulance 0 1 0 

Taxis 0 1 8 

Manone 0 1 4 

Total 6 8 15 
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Complaints Closed Quarter 2 

 

 Total Quarter 2 

2021/22 

Total previous 

Quarter  

(Q1 21/22) 

Total same Q2 

previous year  

(Q2 20/21) 

Upheld 27 29 16 

Part upheld 24 26 26 

Not upheld 42 41 33 

Total quarter 2 93 96 75 

 

Even where complaints are not upheld, an apology is provided to the complainant for their experience. It is 

acknowledged that sometimes all protocols are followed as expected and the complainant may still be 

dissatisfied, or there may be no way to evidence the events and therefore it is not able to be upheld. 

Complaint themes Q2: 

 

• Delays in C2 responses – 13 complaints 

• Delays in C3 responses – 14 complaints 

• Attitude of health advisors 

• Triage questions 

• Non-conveyance – 10 complaints related to patients that had not been taken to hospital 

• Forced entry – 3 complaints related to the fire service forcing entry to the property at NEAS’ request  

• 5 complaints related to calling 111 and being unable to get through so then calling 999 

• 4 complaints related to the no-send policy 

 

Appreciations Received 

 

 Total appreciations Most appreciations 

July 2021 65 EOC (6) 

August 2021 37 EOC 999 (4) 

September 2021 3 N/A 

Total Quarter 2 105 Unscheduled Care North 

(31) 

Total previous Quarter 

(Q1 21/22) 

216 Unscheduled Care North 

(86) 

Total Q2 previous year  

(Q2 20/21) 

249 Unscheduled Care North 

(106) 
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• During quarter 2, the Patient Experience Team (PET) have been short of resource at various times 

due to staff absences. The team have prioritised the management of complaints as there is a 

legislative duty to acknowledge and respond to these, which has led to a backlog of appreciations 

which are yet to be logged.  

 

• Appreciations are logged as the date received into the Trust, rather than the date logged on the 

internal system. 

 

• At the start of October there were approximately 120 appreciations received during August and 

September still to be logged. This would bring the quarter 2 total to approximately 225 which would 

be on par with previous quarters. 

 

 

Average days to respond 

 

Average response timeframes and extensions 

 Average response 

timeframe 

Maximum days 

to respond 

Extensions to 

response 

deadline 

July 2021 26 61 days 1 

August 2021 25 56 days 0 

September 2021 31 52 days 0 

Average Quarter 2 27 56 0.3 

Previous Quarter 

(Q1 21/22) 

31 76 8 

Q2 previous year  

(tr 2 20/21) 

33 74 4 

 

• For quarter 2 the Trust has amended its approach to complaint response prioritisation to minimise 

delays to complainants. Previously, the Trust has responded to complaints in date order starting 

with the oldest report received from the investigating officer (IO).  

 

• From 1st July, the Trust alternated between the most recently received report from IO, and the oldest 

report received. This meant that reports which were returned quickly to PET were not left 

unanswered for longer periods and minimised the average response timeframe, allowing more 

complaints to be responded to more quickly. 
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Outliers 

 

 Longest 

response time 

Rationale for length of response 

July 2021 61 days CC/11037- involved operational staff and Dispatch 

with other organisations involved  

August 2021 56 days CC/11250 - Operational complaint – elongated 

response timeframe due to service pressures. 

September 

2021 

52 days CC/11405 – EOC complaint elongated response 

timeframe due to service pressures 

 

 

Parliamentary and Health Service Ombudsman (PHSO) 

 

Requests for files from PHSO 

 

Month PHSO Requests for Files Outcome from PHSO 

July 2021 1 No further action 

August 2021 0 N/A 

September 2021 0 N/A 

Total 1 N/A 

 

 

Triangulation of complaints, patient safety incidents and claims 

 

 Complaints with patient 

safety incidents associated 

Complaints with claims 

associated 

July 2021 7 1 

August 2021 4 0 

September 2021 9 0 

Total Quarter 2 20 1 

Total previous Quarter  

(Q1 21/22) 

44 1 

Total Q2 previous year  

(Q2 20/21) 

26 5 
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• The claim from July 2021 links to complaint CC/11392. This complaint was upheld and related to 

damage to the gate of a property when crew accessed an address.  

 

• The next quarterly update will also include triangulation of inquests, though this was not 

available at the time of this report.  

 

Controls 

 

• Risks added as necessary to risk register 

 

• Business Continuity Plan enacted where required – currently invoked with details about amends to 

complaints management to support frontline pressures 

 

• KPIs for complaints monitored monthly via quality Dashboard 

 

• Complaints procedure updated during quarter 2 to reflect PHSO guidance on managing vexatious 

complainants 

 

• Complaints with patient safety concerns have an incident submitted to ensure that DoC is enacted 

where appropriate 

 

• Patient Experience Team meet monthly to review team workplan and ensure monitoring and 

progress of objectives 

 

• Staff appraisals completed in the majority, with exception of two staff members who are due 

(delayed due to sickness absence) 

 

 

Actions to Improve Controls 

 

• Complaints policy to be amended to reflect PHSO Model Complaints Handling Policy – the existing 

policy meets all existing national requirements but will need to be restructured in line with PHSO 

model policy, with some additional information added to meet the new standards by the time they 

become enforceable in April 2022. 
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• A revised governance structure can result in minimal meetings of contributing parties to triangulate 

information. The previous Patient Experience and Engagement Group (PEEG) was disbanded in 

the governance restructure in 2020, however the contributing departments (Patient Safety, Patient 

Experience, Coroners and Claims team) are now all under the management of the Head of Patient 

Safety and Patient Experience which allows for data scrutiny and triangulation.  

 

Assurances 

 

• Circulation of PET Workplan to team and management to ensure annual work priorities are clear, 

fulfil statutory requirements and aligned with the Trust goals and objectives 

 

• PHSO standards gap analysis updated regularly to evidence progress 

 

• Weekly monitoring of training, appraisals and sickness absence via 1:1 with Head of Department 

 

Learning  

 

52 learning actions arose from complaints during quarter 2. The learning will include reflection for staff 

involved, changes to protocols, or refresher training.  

 

A monthly learning bulletin was circulated throughout the quarter. This includes learning from incidents as 

well as complaints, with some of the featured topics including: 

 

• Appropriately following the no-send policy, particularly in relation to patients who cannot 

mobilise or have no means to travel to hospital 

 

• Accuracy of clinical record-keeping, especially ensuring that all assessments are recorded 

(for example, FAST assessment) 

 

• Safeguarding referrals for children – ensuring that consent is sought (where appropriate) 

 

• Importance of providing an ETA or wait time for that area for 999 calls 
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You said, we did 

 

The ‘You Said, We Did’ bulletin for quarter 1 and quarter 2 have been combined, and this will be reported  

quarterly in future.  

 

 

 

 

• We assessed each individual case for safety 

concerns and responded accordingly to your 

concerns.  

 

• We shared Trust-wide learning about 

consideration of how a patient comes to be 

injured, and dynamic risk assessment in 

deciding how to move a patient. 

 

 

 

 

 

 

 

• We sent a text message to ensure that you 

knew an ambulance was arranged. 

 

• We made clear to callers when our service was 

especially busy so that they knew they were not 

forgotten and that an ambulance would be 

assigned once available.  

 

• We reassured callers that their ambulance was 

high priority so that they knew we understood 

the severity of the patient’s condition.  

 

• We provided an average wait time for the 

patient’s area so that they felt informed about 

potential delays. 

 

You were mobilised 

(supported to walk 

yourself) when you 

believe you were too 

unwell and should have 

been carried or placed on 

a stretcher 

You were told an 

ambulance would aim to 

arrive within 18 minutes or 

as soon as a vehicle is 

available, and you called 

back after that time elapsed 

as you were worried when 

the ambulance had not 

arrived. 
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• We shared learning with our staff that there are 

methods for booking transport home without a 

ready time, so that all staff take a consistent 

approach.  

 

• We identified that there was no standard 

operating procedure for booking a journey 

when the patient does not know what time they 

will be ready to travel. We will therefore devise 

a process for this which can be shared with all 

relevant staff. 

 

 

 

 

 

 

• We explained that, due to demand on our 

service, there were delays in responding to 

complaints.  

 

• We made every effort to minimise any delay to 

responses, and during the first 6 months of 

2021/22 we still managed to maintain an 

average response timeframe of 29 days. 

 

 

 

 

 

 

 

 

You could not book a 

return journey from 

hospital following a day-

case under general 

anaesthetic as you did not 

know what time you would 

be ready to travel. 

You felt that you wanted 

a quicker complaint 

response. 
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Coroners and Claims 
____________________________________________________ 
 

Inquest Requests 

A total of 64 coronial requests were received during Q2, this shows an increase of 20.75% from Q1.  

 

 

Inquests received by Concerns 

A total of 43 (67.18%) Inquest requests were received with No Concerns, however the remaining 21 (32.82%) 

had concerns raised by either the family of the deceased, the coroner directly or raised internally by NEAS 

through the incident reporting system and reviewed by the Patient Safety Team, who have in turn informed 

the Coroners & Claims Team to advise the Coroner. 
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• Family Concerns 

o Unbale to determine concerns / not specified by corners at time of request 

• Coroner Concerns 

o Call handling 

o Clinical practice 

o Ambulance delay 

• NEAS Concerns 

o Category 2 response delay 

o Category 3 response delay 

o Inadequate Assessment/Monitoring/Treatment 

o Medical Device Issue 

 

A total of 10 requests were closed during Q2 

 

 

8 Inquest requests were closed directly by the Coroner without Inquest Hearing, of the 2 closed at Inquest 

hearing, they were closed with a narrative verdict and no concerns from a NEAS perspective. 

During Q2 the trust received no new Preventing Further Death reports (Regulation 28 of the Coroners 

Investigations and Regulations 2013). 

The trust currently has a total of 192 active inquest requests open and ongoing. 
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Liability Claims Cases 

A total of 17 new Litigation Cases were received during Q2, this shows a decrease of 68.42% from Q1. 

 

 

Each Case Type notes a relevant Category and within Losses and Compensation, 5 (71.42%) are in relation 

to Damage to Third Party Property and 2 (28.57%) are in relation to Forced Entry and Lost Property. With 

regards to Potential Claims, these cases are related to Clinical practice or Failure / Delay to admit to hospital. 

Potential claims are noted as part of a received Subject Access Request that has the potential to end in a 

claim against the Trust. It is important to note that not all Potential Claims end in an actual Claim. 
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A total of 15 Liability Claims were closed during Q2 

 

9 (60%) of the claims closed were closed as ‘No Further Action’, 5 (33.33%) were closed as Claim Settled 

and the remaining case (1) (6.66%) was closed as ‘Claim Dismissed By Court’. 

Total costs paid out by the trust on the 5 settled claims during Q2 amounts to £106,567.03, this shows a 

decrease in costs paid from Q1 which totalled £422,946.89 when 26 cases were settled and closed. 

 

The Trust currently has a total of 96 Liability Claims Cases ongoing, 66 (68.75%) are currently active cases 

and 30 (31.25%) of which are noted as Potential Claims. 

 

Staffing issues 

In Quarter 2, the Coroner & Claims Team unfortunately had to manage with two members of staff on long 

term sickness absence. In response, the Trust brought in an experienced Claims and Inquest Handler from 

Capsticks Solicitors LLP on a three-month secondment starting 7 September 2021. This has been to 

primarily provide capacity to the team, as well as to advise in relation to learning from claims and inquests. 

A temporary agency worker has also been brought in to assist with capacity. 
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Safeguarding Children and Adults 
____________________________________________________ 
The following report seeks to provide information in relation to safeguarding activity completed by the 

Safeguarding team within Quarter 2. The comparable data from Q2 in 2020/21 shows a 54% increase in 

workflow 

Table 1:  The following table provides an overview of workflow and information requests commenced in the 

last quarter.  

Category July 
 

August September Total Vs Q2 2020 

Allegations against staff 4 4 2 11 (6)           ↑ 

Child – PREA 2 0 0 2 (1)           ↑ 

Child Frequent Presenter 0 1 0 1 N/A 

Communication 1 5 5 11 (7)           ↑ 

Court Orders 2 4 2 8 (4)           ↑ 

Death – Child 5 2 7 14 (18)         ↓ 

Death – Child no report 1 4 1 6 (6)  

Domestic Abuse (Staff) 1 3 1 5 (2)           ↑ 

DHR 0 0 0 * 0 0  

Information requests 17 8 4 29 (41)         ↓ 

Multi-Agency Public 
Protection Arrangements 
requests 

17 25 14 56 (25)         ↑ 

Outcome Letters from 
sserv 

33 31 21 85 N/A 

Rapid Review 0 1 0 1 (2)           ↓ 

SAR 5 3 3 ** 11 (2)           ↑ 

Section 42 12 8 10 30 (31)         ↓ 

Section 47 1 1 0 2 (2) 

SCR 0 1 0 1 (0)           ↑ 

TOTALS 101 101 70 273 147 (↑54%) 

 

*Child frequent presenters is a new process which is looking to implement a process of reviewing children 

under the age of 18, who have had had frequent contact with our service. The figures represent newly 

identified children and not continued proactive management. 

Child- PREA relates to children pre-alerted to hospital.  

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

settings- therefore the systems are reviewed for patient contacts, but NEAS do not attend a Joint Agency 

Review and may supply a chronology if required.  
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What is not included in these figures: 

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

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

updated  

3) Ongoing requests from previous months 

4) Monthly reports – Corrections and feedback 

 

*Although no new DHR cases were received in Q2, there were 4 requests from ongoing cases for 

additional research dating back to 2010. Three of these have been completed and one is booked in 

to complete w/c 04.10.2021 (70191, 67815, 70449 completed 70455 to complete). 

 

**As above additional research was required for an ongoing SAR (70633)  

 

 

Safeguarding Referrals 

 

 

 

 

Assurances 

• The total number of referrals submitted by the Trust in Quarter 2 was 2,969 which in comparison to 

the same period last year showed a 25% decrease (3,749 total referrals). Recent dissemination of 

information pertaining to adult patients who present with mental health problems and alternative, more 

appropriate referral routes, may account for some of this increase.  

• Staffing within the EOC Logistics desk has presented a challenge over the last quarter due to staff 

absences.  However, proactive liaison between EOC Dispatch Management and Safeguarding Leads 

led to cover being offered over July and August to ensure that staff had a continued ability to make 

safeguarding referrals in a timely manner.  
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• The safeguarding team continue to proactively review active cases to identify missed opportunities to 

make safeguarding referrals to identify any learning needs.   

Risks identified 

• The lower than usual volume of referrals requires further exploration to ensure that staff are identifying 

and fulfilling their duty in raising safeguarding concerns.  Proactive communication to our workforce 

will be undertaken to reinforce this message. 

• The impact of staffing challenges within Logistics continues to evidence the need to pursue direct 

referral routes via Cleric for operational colleagues. In September the Safeguarding Children Lead 

participated in a Task and Finish group to agree data sets for safeguarding referrals, this work has 

now concluded and forwarded to Cleric for creation of these referral options.   

 

 

Safeguarding Court Processes 

 

The following table shows the participation in court processes of the Safeguarding team in Q2 for 2021 in 

comparison to the same quarter in the preceding year. 

 

 
 

There continues to be a consistent increase in court orders received and managed by the team in relation to 

family law processes. One family court attendance was scheduled to be undertaken within the quarter, 

however has been subsequently delayed.  Court preparation work has already been undertaken with the 

operational staff member and the safeguarding team continues to work closely with operational management 

teams to support staff through these processes.  

 

Assurances  

• The safeguarding team has strong working relationships both internally with operational management 

and the local authority legal teams to ensure that we comply with information requests mandated by 

the courts that support our safeguarding statutory responsibilities.  
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Risks identified 

• Substantive funding for the Safeguarding Children’s Advisor position has yet to be agreed, however 

the secondment has been extended until March 2022. The loss of the Children Advisor post will have 

an impact the capacity of the team to respond in a timely manner to court requests.  

 

Safeguarding Allegations Against Staff 

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

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

 

Allegations made under Safeguarding Adults 

 

 

Allegation Made Total Outcomes 

Section 42: Neglect and acts of 
Omission 

1 Case 1: Closed Patient fall during PTS contact. 
Training needs identified for staff member. Update 
sent to Local Authority 
 

Safeguarding allegation 7 
 

Case 2: Open  Criminal proceedings for assault : HR 
process underway, actions taken to mitigate risks. 
 
Case 3 : Closed  Concern relating to social media 
activity; reviewed and NFA taken.  
 
Case 4: Closed Information from Police relating to an 
allegation of assault against a member of the public 
from a NEAS staff member, deemed unfounded, NFA 
for staff member, flag on records to protect staff from 
future allegations.  
 
Case 5: Open Allegation of theft of medication; HR 
processes underway; actions taken to mitigate risks. 
 
Case 6: Closed IG breach involving vulnerable 
patient groups. HR process concluded, dismissal.  
 
Case 7: Open IG breach involving vulnerable patient 
group.  HR process underway; actions taken to 
mitigate risks.  
 
Case 8: Open Allegation against staff member of 
physical assault, police investigation ongoing.  HR 
processes underway; actions taken to mitigate risk. 
 

TOTAL 8 4 Open 
4 Closed 
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Allegations made under Safeguarding Children 

Allegation Made Total Outcomes 

Allegation relating to Child 
Neglect 

1 Case 1: Closed: Open staff case in relation to 
conduct, concerns raised as part of that investigation 
regarding staff members child.  Threshold not met for 
LADO or SG referral, advice provided.   

Allegation relating to Child 
Sexual Abuse 

1 Case 2: Open : Police investigation into allegation of 
historical child sex offences.  LADO referral and HR 
processes underway; actions taken to mitigate risk. 
 

Allegation relating to Child 
Emotional harm 

1 Case 3: Open : Staff alleged to be perpetrator of 
domestic abuse; LADO meeting and referral to Local 
Authority; Actions taken to mitigate risks. 

TOTAL 3 2 Open 
1 Closed. 

 

Summary 

• The team has engaged in the management of 11 cases in comparison to Q2 of 2020 where there 

were 6.  One of these cases fell under the Adult Safeguarding legislative framework and was 

responded to accordingly.  Whilst there appears to be a significant increase, three cases required 

proactive advice and it is positive that the safeguarding team are being consulted at the earliest 

opportunity as this could avoid escalation of risk. 

• All cases (except those within the section 42 framework) were subject to timely case discussions with 

representation from Safeguarding, HR and Operational Management to identify and manage any 

associated risks.  

 

Assurances  

• The Safeguarding team has continued to support the wider management of allegations against staff 

undertaking the role of Investigative Officer or chairing disciplinary panels to provide an understanding 

of vulnerability and risk where needed. 

• The Safeguarding Team circulated a training opportunity from AACE in relation to misuse of power 

which was well received.  The Safeguarding Leads are also attending a conference in relation to the 

Misuse of Power being held by Police in October 2021. 

 

Risks identified  
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• As per last quarter there continues to be cases pertaining to inappropriate access and sharing of 

information from vulnerable patient records.  Patient stories are currently being used to highlight this 

to staff in our internal communications. 

• In one case it was highlighted that the Police had failed to share information appropriately via the 

LADO process, the Safeguarding Lead for Children is engaging in an external task and finish group 

with the aim to improve and strengthen the LADO process within that locality. 

 

Child Deaths 

 

NEAS attended to the unexpected deaths of 14 children in Quarter 2.  The following information shows the 

split via locality, age of patient and circumstances surrounding the unexpected death. Circumstances 

surrounding deaths is drawn from information gained within Joint Agency Review meetings and used to 

support potential public health messages.  Conclusive cause of death is not known until receipt of the full 

post mortem report which is typically between 6-12 months following a child’s death.  
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*These are children with previously known underlying medical conditions, however were not on palliative care 

pathways and were not expected to die from these conditions. 

 

Summary 

• Deaths in Quarter 2 show a slight decrease from the same period in the previous year (18 deaths in 

2020).  However, year on year, September tends to show the highest rate of unexpected deaths in 

children. 

• The data showing the most at-risk group being under a year of age corresponds with national data 

(<1’s account for 63% of national child deaths according to NCMD statistics).  

• 12 cases were attributed a category 1 responses as the child was identified as being in arrest.  Two 

cases were triaged as a category 2. 

• The Safeguarding Children Lead submitted a NEAS 07 in relation to one case pertaining to a dispatch 

delay and the team has since liaised with the associated Acute NHS Foundation Trust to feed into an 

SI investigation.  

• Three dispatch delay reports were requested by the Safeguarding team with outcomes of these being 

insufficient resources to meet demands, staff shortages and late starts being compounding factors.  

• Three requests for call audit were made by the Safeguarding team, two did not fully achieve the 

expected standard and individual learning was identified.  

• Two of the child deaths lead to Rapid Reviews for consideration for Child Safeguarding Practice 

Review.  The identification and management of extra-familial harm featured strongly in one of these 

cases.  

• The Safeguarding Child Lead and Children’s Advisor attended all Joint Agency reviews and provided 

support to operational staff both prior to and after these meetings for those who wished to attend.  

 

Assurances  

• The Safeguarding team has consistent oversight into all unexpected child deaths within the Trust and 

is proactive in identifying areas of service development and improvement.  

• The Safeguarding Children Lead has liaised with Call Handling Service Managers to identify a support 

offer for call handling staff following emotive child death cases.  This is planned to launch imminently.  

• The Safeguarding team continue to work effectively both internally and with external multiagency 

partners to manage and support the child death review process.  

 

Risks identified  

• Full representation across the child death review process has been possible due to the current 

increase in capacity of the team due to a Paramedic on secondment fulfilling the Child Safeguarding 
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Advisor role.  The team is seeking substantive funding to secure this as a permanent position, without 

this ensuring we meet our statutory duties in relation to child deaths would be challenging.  

• There is a welfare support offer from the Safeguarding team to both the operational and call handling 

staff.  There is an identified gap in support to our dispatch colleagues which will need further 

exploration. 

 

DHRs, SARs and CSPR 

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

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

Summary 

• In relation to Safeguarding Children, two cases were subject to a Rapid Review and with one 

progressing to a Child Safeguarding Practice review.  This case highlights the difficulties and 

complexities in reducing risks to adolescents around extra-familial harm.  Contextual safeguarding 

and extra familial harm have already been included within 2021/22 Statutory and Mandatory training 

as this was an identified gap in the Safeguarding Children’s training matrix. The Safeguarding 

Children’s Lead is also continuing work around frequently presented children and as a result of this is 

actively working with multiagency partners in relation to some of these high-risk children. 

 

• Whilst there have been no new Domestic Homicide Reviews identified in the last quarter, there are 4 

cases where additional research has been undertaken by the team to support the ongoing review 

process.  Any organisational learning will be cascade when identified.   

 

Terminology 

 

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

enquiries, or request that partners make enquiries, if it is believed that an adult is experiencing, or is at risk 

of, abuse or neglect.  NEAS has a statutory duty to comply and engage in section 42 enquiries.   

 

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

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

a child, who lives in their area is at risk, or has experienced significant harm.  NEAS has a statutory duty to 

comply and engage in section 47 enquiries. 

 

DHR: Domestic Homicide Review.  A multi-agency review of the circumstances in which the death of a 

person aged 16 years or over, has or appears to have, resulted from violence abuse or neglect by a person 
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to whom they were or had been in an intimate personal relationship with, or a member of the same household 

as themselves.  

 

CSPR: Child Safeguarding Practice Review: A review process which supports organisations and 

individuals to learn lessons that improve the way in which they work, both individually and collectively to 

safeguard and promote the welfare of children. 

 

SAR: Safeguarding Adult Review: A multiagency process what considers whether or not serious harm 

experienced by an adult, or group of adults at risk of abuse or neglect, could have been predicted or 

prevented.  

 

JAR: Joint Agency Review: The initial multiagency information sharing meeting that is held 24-48 hours 

following the unexpected death of a child.  The meeting will explore if safeguarding concerns are identified 

as a potential factor within the death of the child. 

 

CDR: Child Death Review:  Held following the release of post mortem findings in relation to unexpected 

child deaths.  This is a multi-agency meeting that looks to identify any factors, modifiable or otherwise that 

may have contributed to the death of the child.  

 

CDOP: Child Death Overview Panel:  The panel with overarching responsibility for reviewing all child deaths 

within a set locality to look for possible patterns and potential improvements for services, with the aim of 

preventing future deaths. 
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Infection Prevention and Control (IPC) 
____________________________________________________ 
 
This section is to inform the Board of the progress made against the Care Quality Commission standards 

(Outcome 8, Regulation 12) and the Department Health ‘Health and Social Care Act’ 2008 (amended 2010) 

during the Q2 period 2020/21.   

 

IPC Policy, Procedures and Alerts  

 

3 Operational Alerts (OA) were sent out via the Alerts System in Q2: 

 

• OA 0162 COVID-19 Self Isolation guidance 24.08.2021 

• OA 0165 Ensuring clean and safe environments on all Trust sites  

• OA 0166 Decontamination of vehicle and equipment using Steri-7 Xtra 

 

The IPC Business Continuity Plan (BCP) was invoked in July due to lack of staff resources. Team absences 

(including the IPC Manager) were supported by clinical audit staff and the introduction of an IPC Practitioner 

secondment (commenced July 2021).  The BCP was closed 30th August 2021. The IPC Practitioner 

secondment was extended until 31st March 2022 to improve team resilience and ensure we have enough 

resources to deal with the anticipated increase in IPC workload over the winter period.  

 

IPC Board Assurance Framework  

 

The Board Assurance Framework (BAF) was updated and was scheduled to be presented at the September 

Quality Committee.  The meeting was deferred due to Organisational pressures and the updated IPC BAF is 

rescheduled for presentation at the November 2021 meeting. 

 

  Annual Audit Schedule  

 

The IPC audit schedule is currently below compliance. The IPC team are working with the Quality 

Improvement Team and Operational Teams to bring the schedule back on track; however, the trust has been 

working to REAP 4 for sustained periods and clinical audits have been stood down affecting the numbers of 

Clinical Care Manager (CCM) observational and vehicle audits completed throughout the quarter. 
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IPC Station Audits  

 

39 station audits were carried out by the IPC team in Q2 with a compliance scoring overall 86%. This audit 

monitors the cleanliness of operational and estate items that can impact upon IPC standards.  Cleaning 

contractors are required to complete a modified IPC audit (without operational items) containing criteria that 

only relate to contracted cleaning services.  

 

Churchill Cleaning services took over the cleaning contract for NEAS on 1st July 2021. The IPC Team 

completed station cleaning audits alongside Churchill’s station audit, to establish base line standards and 

help establish a cleaning service monitoring reporting system. Churchill Account Managers accompanied the 

IPC Team for some of these audits. All results were reported back to Churchill via a joint meeting with the 

IPC team and Estates.  

 

31 from the 39 Stations scored below 95% of IPC Station Audits and Cleaning Audits in Q2 
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Lowest compliance items include: 

 

• Sluice area/units not clean (floor, walls, hand wash basin, utility sink, slop hopper) 

• Clinical and medicine store floors and shelving not clean 

• Kitchen floor and horizontal surfaces not clean 

• Fridges and microwaves not clean 

• Rest room area / furniture not clean 

• Hospital laundry on station 

 

 

Outbreak Areas in 2  

 

IPC team audits and station cleanliness audits were reported at weekly outbreak meetings. Site cleanliness 

was identified as an issue at all outbreak sites with sites failing to achieve the 95% or demonstrate a 

prolonged uplift above the 95% target. 

 

• Ashington Ambulance Station  

o July IPC audit 91%, Cleaning audit 97%  

 

• Chester-le Street Ambulance Station 

o July IPC audit 89%, Cleaning audit 79%,   

o August IPC audit 74%, Cleaning audit 67%   
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o September IPC audit 95%, Cleaning audit 93% 

 

• Debdon Gardens Ambulance Station  

o August IPC 65% and Cleaning 48% 

 

• Coulby Newham Ambulance Station  

o September IPC audit 83%, Cleaning audit 73%  

 

 

IPC Vehicle Audits  

 

19 Unscheduled care vehicles were audited in Q2 with an average cleanliness score of 90%.  It was identified 

at an outbreak meeting that lowest scoring items included: 

 

• Gloves in cab area 

• Cupboard door handles not clean 

• Sharps container label not completed 

• Blood Pressure cuff not clean 

• Stretcher base not clean 

 

25 Scheduled care vehicles were audited in Q2 with an average cleanliness score of 88%. The lowest 

compliance items included: 

 

• Gloves in cab area 

• Chairs, arm rests and seatbelts were not clean / intact 

• Stretchers and straps were not clean / intact 
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Response actions included the IPC team issuing an ALERT to all staff regarding cleaning of vehicles and the 

identified areas of concern and an ALERT to Operational staff to request an increase in vehicle audits to 

monitor the situation and help raise standards with crews.         

 

IPC Adenosine Triphosphate (ATP) Swabbing 

 

5 vehicles were ATP swabbed in Q2; 25 test areas were screened, all passed (scoring under 500). 

 

Unscheduled Care Vehicles  

 

25 unscheduled care vehicles were audited in Q2 (50 below the agreed audit schedule) with an overall 

Cleanliness compliance of 98%.  Lowest compliance items were: 

 

• Sharps container label not completed 

• Sharps container not closed 
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Scheduled Care Vehicle audits 

 

68 Scheduled care vehicles were audited in Q2 (43 below the agreed audit schedule) with reporting 99% 

cleanliness compliance. 
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Hazardous Area Response Team (HART) Vehicle audits 

 

It was reported in the Q1 report that HART vehicle compliance with cleanliness was 98% (1 vehicle) this is 

an error it should have read 100%. 

 

5 HART vehicles were audited in Q2 with a cleanliness compliance 94% (agreed annual target 24 vehicles). 

 

Advanced Practitioner (AP) Vehicle audits 

  

3 AP vehicles were audited in September 2021, no audits had been submitted from April 2021; the target 

was not achieved due to the previous AP auditor retiring. Two APs have now commenced this role and have 

started monitoring the cleanliness of AP vehicles.  An overall cleanliness score of 78% was reported.  

 

Lowest compliance items: 

 

• EPCR not clean 

• No yellow bags (laryngoscope disposal) 

• Grab rails not clean 

 

Rapid Response Vehicle (RRV) Audits 
 
CCMs are currently undertaking little or no audit activity due to operational demands. An annual target of 36 
vehicles has been set.  
 

North East Ambulance Service Unified Services (NEASUS) Vehicle Cleaning Monitoring 

 

NEASUS clean and replenish stock of vehicles at 6, 12- and 24 -week intervals. The target is to complete 

224 vehicles per month; at the time of this report NEASUS are 4% under their annual planned vehicle cleans 

target, however, a supplementary cleaning trial is underway which has resulted in 4428 vehicle cleans of 

unscheduled and scheduled care vehicles between 1st February 2021 and 30th September 2021. 
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Adenosine Triphosphate Swabbing 

 

NEASUS staff undertake random ATP swabbing to monitor cleanliness of vehicles post clean providing 

assurance their cleaning processes are robust. 

 

Month Vehicles swabbed Total areas 

swabbed 

Areas retested % passed 

April 20 100 0 100% 

May 20 100 4 96% 

June No results due to manufacturer issues 

July 16 80 0 100% 

August 20 100 1 99% 

September 20 100 1 99% 

 

 

Station Support Operative (SSO) Station Audits  

 

56 station audited in Q2 with cleanliness compliance of 93%. Lowest compliance items include: 

 

• Sluice area/units not clean (floor, walls, hand wash basin, utility sink, slop hopper) 

• Clinical and medicine store floors and shelving not clean 

• Kitchen floor and not clean 

• Microwaves not clean 

• Rest room area / furniture not clean 

• Hospital laundry on station 
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Clinical Care Manager Observational Audits  

 

Due to REAP level 4 status, CCMs have been removed from their ride out duties when they would normally 

complete IPC audits with their staff, this has impacted throughout the year on the number of audits CCMs 

have been able to submit.  28 observational audits were carried out in Q2 representing 2% of annual audit 

schedule compliance. 

 

 

 

CCM Observational Audit 2 High Impact Practice Elements 

Element Compliant Staff Total Staff quarterly Compliance 

(Target 300) 

Audit Compliance 

ANTT 4 5 - 80% 

BBE 27 28 9% 96% 

GEL 28 28 9% 100% 

Hand Hygiene 25 26 8% 96% 

PPE-Gloves 24 25 8% 96% 

PPE-Aprons 22 26 8% 84% 
 

 

 

Bare Below the Elbow (BBE) Scheduled Care  

 

105 BBE audits were completed in Q2 by Scheduled Care Team Managers reporting 100% compliance 

across both divisions. North Division did not conduct BBE audits during Q1, the IPC team recommended the 

audits should recommence immediately and this has occurred during Q2. 

• 50 audits completed in North Division 

• 55 audits completed in South Division 

• 223 completed April-September (represents 22% annual audit schedule compliance)  
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Ambulance Car Service (ACS) Observational audits 

 

The annual audit schedule compliance is currently reported at 5%.  ACS audits ceased when support staff 

(who normally undertake audits) returned to their normal duties, this was addressed with the ACS 

management team and audits recommenced in Q2. 13 ACS vehicle audits were carried out in Q2 with a 

compliance of 97%, providing assurance the volunteer cars are cleanliness standards are met and 

maintained. BBE compliance was 84% 
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Monitoring of Cleaning Contract  

 

No cleanliness of sites monitoring was provided in Q4 2020/2021 or Q1 2021/2022 by Cordant (previous 

cleaning contractor).  The IPC team, Estates team and Churchill (new contractor) met fortnightly from 1stJuly 

2021, to manage the cleanliness of sites, establish baseline standards and cleaning contractor monitoring 

(reported in the IPC Station Audits).   Monitoring of cleaning at every site (based on the NHS Standards of 

Cleanliness) is a KPI Churchill Cleaning Services will monitor and report to NEAS on a quarterly basis. 

Churchill have advised they are developing an electronic app to assist reporting. 

  

In addition to the reported 32 audits, the IPC Team and Churchill visited a further 8 North sites, Bernicia 

House and Russell House. Churchill used an electronic app at Wideopen, Morpeth and Ashington.  No scores 

are available at time of this report.  

 

Education & Training  

 

8 IPC presentations were delivered in Q2 

• 2 x Clinical Care Assistant 

• 1 x Ambulance Car Service 

• 4 x Emergency Operations Centre   

• 1 x Army cohort  

 

Clinical Waste  

 

The IPC and SSO station audits both identified issues regarding clinical waste; 

• Sharp silo bin not locked  

• Label not completed on Laryngoscope tub 

• Laryngoscope more than 2/3 full 

• Inappropriate items in Laryngoscope tub 

 

IPC Incidents  

 

There were 21 IPC incidents reported in Q2. 

• 2 x Contact with a used needlestick  

• 2 x Exposure to bodily fluid  

• 14 x Exposure to infection  

• 2 x Failure to decontaminate 

• 1 x Non communication of infectious status 
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COVID-19 – Outbreak sites  

 

8 outbreak sites were declared to Public Health England (PHE) in Q2. A status update is provided by the IPC 

team to the COVID Strategic Cell on the twice weekly conference call.   Weekly Outbreak meetings chaired 

by Director of Infection Prevention Control (DIPC) or Deputy DIPC discuss management of the outbreaks, 

actions logged (outstanding and completed), lessons learnt and communications for staff.   Although the 

outbreaks on ambulance stations have all been small with only 2 members of staff, it is relevant to note all 

relate to crew working on vehicles together which contrasts with the previous 2nd wave outbreaks related to 

crews in rest areas and socialising together.  The outbreak areas at non ambulance sites: Ambulance HQ, 

NEASUS Workshops Pallion/ Blaydon and HART identified cases who had socialised outside of work.   

 

Site Reported 

to PHE 

Staff 

Involved 

Status RAG 

Rating 

Ambulance H Bernicia House 

 

26/07/2021 2 Closed after 28 days Closed 

Ashington Ambulance Station 

 

27/07/2021 2 Closed after 28 days Closed 

Chester-le- Street Ambulance Station 

 

09/08/2021 2 Closed after 28 days Closed 

Debdon Gardens Ambulance Station 

 

29/08/2021 2 Closed after 28 days Closed 

NEASUS Pallion Workshops 22/09/2021 3 Open  

due to close 20/10/2021 

Green 

HART team Russel House 21/09/2021 2 Open 

due to close 19/10/2021 

Green 

NEASUS Blaydon workshops 21/09/2021 2 Open 

due to close 19/10/2021 

Green 

Coulby Newham Ambulance Station 27/09/2021 2 Open 

due to close 25/10/2021 

Green 

 

 

Assurances 

 

Scheduled Care Team Leader Vehicle and BBE Audits are now being reported from both divisions with 

excellent compliance being reported. 

 

SSO Audits have been reported consistently during the Pandemic. 

 

NEASUS planned and extra cleaning of vehicles is providing assurance vehicles are being decontaminated. 
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Risks Identified 

 

One IPC risk identified; Risk ID 461 lack of specialist IPC resources (relating to staffing levels).  

 

Due to REAP 4 Low numbers of CCM observational audits were reported providing limited assurance that 

IPC practice is satisfactory. This included hand hygiene, BBE, ANTT and PPE  

 

IPC Station Audits demonstrate poor cleanliness standards on sites. The IPC team continue to work closely 

with Churchill and Estates to monitor and improve cleanliness standards. 

 

No formal monitoring provided to NEAS from the previous Cleaning Contractors from December 2020 after 

leaving the trust. 

 

Recommendations:  

 

Monitoring of Hand Hygiene, Bare Below Elbow, Aseptic Non-Touch Technique and Personal Protective 

Equipment to re - commence as soon as REAP levels allows.  

 

Estates and IPC team to work with Churchill Cleaning Services to facilitate NHS Standards of Cleaning across 

all sites to provide a quarterly report and uplift cleaning standards. 

 

IPC resources are increased and seconded post made substantive. 



 
 

 

 

Board of Directors’ Meeting (Public) – No. 04 2021/22 

Date of Meeting: Thursday, 9th December 2021   

Agenda Item: 12 

Executive Sponsor: Dr Mathew Beattie, Medical Director 

Author: Adam Hopper, Risk Manager 

Title: Organisational Risk Register 

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☒ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: To inform the Board of Directors of the current risks logged against the 

Organisational Risk Register and provide assurance that risk management is 

embedded within the organisation and the most severe risks within the Trust 

are being mitigated and managed to an appropriate level.  

Previously Considered 

By: 

Public Board 

Executive Management Group 

Quality Committee 

Audit Committee 

 

 

 

Please indicate how paper links to the following key considerations: 

 

NEAS 9 Plans: Operations & Performance Planning & Finance Green & Estates 

☒ ☒ ☒ 
NEASUS & Commercial Growth People Digital 

☒ ☒ ☒ 
Quality Improvement & 

Transformation 
Quality & Safety Clinical Model 

☒ ☒ ☒ 
Triple Aim: 
 

Better health and wellbeing Better quality of health 
services 

Sustainable use of NHS 
resources 

☒ ☒ ☒ 

Values: Compassion Accountability & 
Responsibility 

Respect Excellence 
& Innovation 

Proud to Make a 
Difference 

☒ ☒ ☒ ☒ ☒ 

CQC Domains: Safe Effective  Caring Responsive Well-Led 

☒ ☒ ☒ ☒ ☒ 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

The Organisational Risk Register has historically been presented to Board Members every quarter 

to provide updated information on the organisational or strategic risks held by the Trust and to 

provide assurance that the most severe risks are being managed through the organisation.  

The Organisational Risk Register for 2021/2022 is presented to members to discuss and review the 

content, seek / clarify the level of assurances provided and ensure that the risks captured are 

relevant as well as correctly risk rated against the current organisational position. The below provides 

an overview of the risks and current position as of 25th November 2021; It is important to note that 

this document is dynamic and therefore subject to change between writing and presentation. 

……………………………………………………………………………………………………………………………………………………………… 

Assessment 

The current Organisational Risk Register currently contains 4 specific risks; of these, one risk shows 

a residual rating of 20, two risks show a residual ‘red’ rating, scoring 16 (N=1) and 15 (N=1).   

The highest residual risk rating (20) relates to the following risk(s): 

• Risk MED05 - The potential loss of skilled clinical workforce of paramedics due to requirements 

highlighted in the NHS plan regarding the employment of Paramedics into Primary care 

Networks. This will also have an impact on the Advanced Practice Nursing Team where there 

may be role changes which may in turn encourage nurses to leave the Trust.  

Two risks are scored at 16: 

• Risk 460 - Total Loss of EOC at Newburn and a requirement to evacuate the whole team, whether 

this is a systems driven issue, power loss, no heating, no water, telephony, fire, flood or if it is a 

requirement to evacuate for a planned event such as a deep clean 

• Risk ORR-41 - Failure to deliver our Ambulance KPI's in relation to our performance trajectory 

agreed by our lead Commissioners.  Response times for category 2 and long waits for category 

3 and 4. 

One risk is scored at 15: 

• 384 – Due to a combination of i) the ongoing emergency NHS financial framework, and ii) the 

current commissioning uncertainties, the financial run rate increased in response to the Covid-

19 pandemic. Consequently, there is a risk that after exiting the pandemic that the expenditure 

run rate will not reduce sufficiently back down to pre Covid-19 levels and/or increased income 

will be insufficient to ensure continued financial sustainability. 

 

Strategy Implications 

The above risks are those that present the most risk to the Trust’s operations and strategies. The 

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

 

Corporate Governance and Compliance 

The ORR is currently presented across the governance structure of NEAS and Risk management is 

overseen by Executive Management Group, Audit Committee and work is being developed to embed 

risk into every group or committee within the current governance structure. 
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……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

1. The Board is requested to note the current position and content of the Organisational Risk 

Register. 

……………………………………………………………………………………………………………………………………………………………… 

Next Steps 

1. Risk Manager is to meet with the Trust Secretary and Assistant Director of Strategy, Planning 

and Partnerships with a view to comparing the current forecasted NEAS 9 strategic risks and the 

ORR to ensure all appropriate risks are documented and on the appropriate risk register. 

……………………………………………………………………………………………………………………………………………………………… 

Appendices 

Appendix 1 – Organisational Risk Register 25.11.2021.pdf  

……………………………………………………………………………………………………………………………………………………………… 

 









 

 

 

Audit Committee 

Escalation and Assurance Report 

To Trust Board  

 

Parent Committee Meeting Date: Thursday, 9th December 2021   

Reporting Committee Meeting Date: Friday, 1st October 2021 

Chair:  Catherine Young 

 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

1.1 None to report 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 Risk Management Update (Agenda Item 5)  

o The report demonstrates that risk is being managed throughout the organisation up to 

the Executive Management Group (EMG).   

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 Counter Fraud Progress report (Agenda Item 9.1) 

o All KPIs detailed within the monitoring section of the Policy continue to be achieved; 

o An update was provided in relation to ongoing proactive work and open hold to account 

cases. 

3.2 Internal Audit Progress Report (Agenda Item 10) 

o An overview of progress made against the 2021-22 Internal Audit Plan was provided; 

o The Committee approved some minor changes to the Internal Audit Plan – this relates to 

the timing of the Staff Appraisal and Development and Data Changes and Validation 

Audits; 

o It was noted that the Technology Risk Assurance (TRA) Audit Plan has recently been 

finalised – this has been mapped against the Data Security & Protection Toolkit (DSPT) 

to ensure that focus is given to areas whereby there are recognised gaps / lack of 

assurance. 

3.3 Auditors Annual Report (Agenda Item 11.2) 

o A summary of the key headlines detailed within the Auditors Annual report was 

provided. 
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3.4 Waiver of Formal Tendering Procedure (Agenda Item 14) 

o Members accepted the content of the waivers in relation to tail lift procurement and 

garage floor resurfacing; 

o A discussion took place regarding the review of the SFIs and suggestions were made 

as to how references to the waiver process could be updated. 

4. Risks 

Risks discussed: 

None to report. 

New risks identified: 

None identified. 

 

 

 

ATTENDANCE 

Name Oct 21    

Catherine Young     

Carolyn Peacock     

Gerry Morrow     

Raman Sanghera     

Kev Scollay     

Mathew Beattie     

Adam Hopper     

Martyn Tait     

Joanne Bryson     

Linsey Raine     

Wayne Brown     

Frank Blades     

Karen Wass     

Cameron Waddell     

Campbell Dearden     

Sarah Rushbrooke     

Kerry McQuade     

Judith Hurrell     

Jane Farrelly     

 

 Attended 

 Sent Deputy 

 Apologies 

 No longer member 

 

 



 
 

 

 

Performance & Finance Committee  

Escalation and Assurance Report 

To Trust Board  

 

Parent Committee Meeting Date: Thursday 9th December 2021   

Reporting Committee Meeting Date: Friday 19th November 2021 

Chair:  John Marshall 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

1.1 It was agreed to escalate the continued level of REAP 4 and the risks associated with the 

HARP Project to the Board of Directors.  It was noted that the Board will be discussing risk in 

greater detail at the December Board Meeting. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 Performance Exception Report – the update provided clearly outlined what is being done by 

the Trust to optimise performance. A significant risk of underspend in H2 was identified; 

2.2 Committee Members are to give some consideration as to which elements from the Integrated 

Operational Performance report could be incorporated into the monthly Performance 

Exception report; 

2.3 A HARP assurance report will be developed for the Committee, as per discussions at the 

EMG; 

2.4 Members approved the inclusion of the H2 Financial Plan in the Trust’s final organisational 

plan templates to be submitted to NHSEI on 25th November 2021. 

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 The efforts of teams across the Trust who are looking to manage performance through a 

very intensive period of activity and the level of scrutiny being provided by the EMG; 

3.2 There is good evidence of system working, with partners actively supporting the Trust’s 

predicament; 

3.3 The financial headroom for the remainder of the financial year; 

3.4 Progress made with regards to Commissioner discussions. 

4. Risks 

Risks discussed: 

• Whilst the ‘cliff edge’ risks on finance are diminishing, there is an ongoing requirement to 

ensure the right balance between recurrent and non-recurrent income, hence the importance 

of Commissioner discussions; 
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• Risks associated with capital underspends were noted, however the Committee also noted 

the proposed development with regards to carrying forward some capital underspends. 

New risks identified: 

See above 

 

ATTENDANCE 

Name Nov 21    

John Marshall     

Raman Sanghera     

Paul Chandler     

Peter Strachan     

Helen Ray     

Kev Scollay     

Paul Liversidge     

Mathew Beattie     

Mark Redhead     

Vicky Court     

Kerry McQuade     

Hannah Winney     

Ali Chapman     

Jane Farrelly     

 

 Attended 

 Sent Deputy 

 Apologies 

 No longer member 

 

 



 
 

 

 

 Quality Committee 

Escalation and Assurance Report 

To Board of Directors Meeting [Public] 

 

Parent Committee Meeting Date: 11th November 2021   

Reporting Committee Meeting Date: 9th December 2021 

Chair:  Dr Gerry Morrow (in place of Helen Suddes) 

 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

1.1 The Committee discussed risk and requested that all departments conduct a thorough 

review of their risk registers to ensure that risks are appropriately rated and escalated 

where necessary. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 The Committee requested that it receive periodic updates going forward on the status and 

closing out of relevant audit report actions. 

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 The Committee received and discussed Q2 Quality and Patient Safety report which also 

features on this meeting’s agenda. 

3.2 The Committee received the Patient Safety Incident Response Framework Gap Analysis 

plan. 

3.3 The Committee received the bi-annual Safety Incident (SI) report, noting that five Sis were 

recorded and all five were completed or remain within the 60-day timeframe. 

3.4 The Committee received the Q2 update on Learning from Deaths (LFD), noting that LFD 

review activity has continued, despite operational pressures, the standing down of 

meetings and the redeployment of staff to support operations. 

3.5 The Committee received the six-month update on the clinical audit program, and noted the 

good progress made (14/23 audits completed) despite the operational pressures.  

3.6 The Committee received the Infection Prevention and Control BAF 

3.7 The Committee discussed Coronial Services and the improvements to the service as a 

result of work previously undertaken. 
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4. Risks 

Risks discussed: The Committee discussed Handover delays, ambulance delays and 

increased activity, particularly in the EOC. These discussions highlighted the additional 

risk to patients. Welfare of staff, particularly in the EOC due to the level of demand and 

delays was also highlighted as an area of significant concern.  

Refer to “alerts” above. 

New risks identified: 

Mandatory vaccinations of frontline healthcare workers and the associated impact on NEAS 

when this comes into effect in April 2022. 

 

 

 

ATTENDANCE 

Name Oct 21    

Helen Suddes     

Dr Gerry Morrow     

Dr Mathew Beattie     

Sarah Rushbrooke     

Paul Liversidge     

Karen O’Brien     

Tracy Gilchrist     

Paul Aitken-Fell     

 
 

 Attended 

 Sent Deputy 

 Apologies 

 No longer member 
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 11th November, 09:30 – 12:00, Microsoft Teams 

Present: 
 
 
 

H Suddes, Non-Executive Director (Chair) 
Dr G Morrow, Non-Executive Director (Vice Chair) 
S Rushbrooke, Director of Quality, Patient Safety, Innovation and 
Improvement  
P Liversidge, Chief Operating Officer  
T Gilchrist, Deputy Director of Quality and Patient Safety 
P Aitken Fell, Lead Consultant Paramedic. 
 

In Attendance: Jane Farrelly, Trust Secretary 

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

 

No.   Action by  

1. 1   

1. Apologies for Absence  

 Mrs H Ray, Chief Executive. 
Dr M Beattie, Medical Director 
Ms K O’Brien, Director of People & Development 

 

   

2. Declaration of Interests  
  

 

 Members were advised that anyone who was aware of a conflict of interest 
relating to any item on the agenda would be required to disclose it at this 
stage.   
 
J Farrelly informed members that she was also the Trust Secretary for the 
North East Ambulance Service Unified Services (NEASUS). 
 
All other attendees confirmed that there were no conflicts of interest. 

 

2.    

3. Minutes of the Previous Meeting   

 The Committee reviewed the minutes from the previous meeting, and they 
were accepted as a true record of the business transacted. 

 

3.    

4. Matters Arising   

 There were no matters arising.  

4.    

5. Rolling Action Tracker 
 

 

 The Action Tracker was reviewed and updated. 
 
5.1 Action 347 – Clinician Call Backs 
 
The long-standing action around clinician call backs was discussed in detail. 
 
Some additional information was shared and included with the meeting papers 
as an appendix to the action tracker.  P Liversidge explained that there are 3 
key performance indicators (KPI’s) that are linked to clinical call backs, 5a up 
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to 20 minutes, 5B 20 minutes to 1 hour and 5C over 1 hour and outcomes are 
reported to the Performance Group.   
 
At the Quality Committee pre meet in October this action was discussed and 
H Suddes felt it would be helpful to have some numbers around; how long are 
the longest waits, how many delays were there, did patients receive a call 
back as planned, were all patients called back  and has there been any 
indication of harm caused to patients.   
 
P Liversidge confirmed that unfortunately the data is not collected in a usable 
way within Cleric, it would appear a system update is required in order to 
provide the information requested, as a manual trawl of the data would be 
extremely labour intensive. 
 
H Suddes thanked P Liversidge for the update and felt the report shared was  
helpful but was concerned that it failed to provide information around how long 
the longest waits are or provide assurance that patients who require a clinical 
call are receiving one.  
 
H Suddes emphasised that pre-pandemic there had been examples of 
patients who had waited days for a clinician call back, and feared delays may 
be far greater currently as a result of the increased pressure on the system 
due to Covid -19. 
 
P Liversidge explained that calls requiring a clinical call back remain on the 
stack until a call back is made. 
 
G Morrow felt that partial assurance had been provided, and patients who 
require a clinician call back were receiving the call, however, information 
around the length of time they had waited for the call is still required. 
 
P Liversidge appreciated the importance of being able to provide greater 
assurance on how long it takes clinicians to work through the stack, how many 
call backs are made within timescale and also how long the lengthiest waits 
are.  P Liversidge agreed to share a report with Committee members prior to 
the next meeting, that captures the whole clinician call back process. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PLL 

   

6. Director of Quality, Patient Safety, Innovation and Improvement Update  

 S Rushbrooke provided an update and explained that in terms of Covid – 19; 
management of outbreaks has remained a priority, with outbreak meetings 
set up to ensure they are swiftly curtailed. 
 
It is important to note that although there have not been any significant 
outbreaks, unfortunately, an outbreak was declared on 9th November as a 
result of 3 staff cases being identified at Bernicia House in the Emergency 
Operations Centre (EOC).   
 
The EOC management team have been quick to respond by reinforcing 
messages and ensuring staff are adhering to Infection Prevention Control 
(IPC) measures. 
 
S Rushbrooke was pleased to inform the Committee that additional funding 
had been secured to increase capacity within the IPC Team with the IPC 
Practioner set to remain in post until March 2022. 
 
Another key piece of work being undertaken at present is around the 
mandatory vaccination of visiting professionals into care homes, which has 
implications for the Patient Transport Service (PTS).  B Dews has been 
working with PTS to ensure staff are vaccinated and also to avoid any staff 
that have not yet been vaccinated being assigned to jobs in care home 
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settings.  There has been some push back from the Department of Health and 
Social Care and some instances of staff responding to 999 calls being asked 
to confirm their vaccination status.  The Trust has heavily pushed back on this 
and reinforced that this is not in-line with current guidance, although it is  
appreciated that all healthcare professionals will need to be vaccinated by 
April 2022. 
 
S Rushbrooke offered the Committee assurance that many of the decision 
making meetings that had been stood down due to the Trust’s Resource 
Escalation Action Plan (REAP) 4 status, are now being reinstated in 
accordance with the governance structure.  S Rushbrooke reassured the 
Committee that the Executive Safety Panel has been maintained throughout 
REAP 4 to ensure serious incidents (SIs) and moderate harm or above 
incidents are managed robustly. 
 
 S Rushbrooke informed the Committee that management of the Coroners 
and Claims Team is progressing well, with the staff members within it having 
adapted well to being part of the Quality and Safety Directorate again.  
Unfortunately, there are two members of the team absent due to long term 
sickness, however, it is pleasing to note that the agency staff recruited into 
the team are doing an excellent job at strengthening the coroners and claims 
process.  
 
The Safeguarding Team are in a more robust position in terms of capacity as 
funding has been secured to keep the Safeguarding Children Practioner in 
post until March 2022.  
  
The Quality Committee was asked to note that during quarter 2, the Patient 
Experience Team have been short of resource at various times due to staff 
absences. The team have prioritised the management of complaints as there 
is a legislative duty to acknowledge and respond to these, which has led to a 
backlog of appreciations which are yet to be logged. 
 
S Rushbrooke confirmed that all staff within the Directorate are supporting 
operational colleagues as much as possible. 
 
H Suddes and G Morrow thanked S Rushbrooke for the update but recognised 
the central command and control issues related to the mandatory vaccination 
of visiting professionals into care homes, however, it was pleasing to note the 
Trust’s response to managing this.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   

7. Update from Medical Director  

 P Aitken – Fell provided an update in the absence of Dr Beattie. 
 
Due to operational pressures within the Clinical Assessment Services (CAS) 
Dr Beattie has been providing support where possible to assist with the 
workload.  
 
Dr Beattie has been busy meeting with the regional CCG Medical Directors 
to look at ideas for surge management. Some ideas include: 
 

• Regional communications and local context on the interactive voice 
response on General Practioner’s (GPs) telephone lines to promote 
Pharmacy, 111 Online, 111, urgent treatment centres and other local 
services 

 

• GP’s to be able to book free Taxis to transport patients to hospital 
 

• Primary Care Network’s (PCN’s) or other local services to take 
daytime Clinical Assessment Service (CAS) calls  
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Internal discussions have been taking place to look at governance and 
restarting some meetings that had been stood down due to the Trust being 
at REAP 4. As this is likely to be a long running problem, we need to 
reconsider what is essential and how we continue to provide good 
governance. 
 
The Medical Directorate has been supporting Operations with clinical staff 
working 50% of their time on the front line.  

 
The utilisation of staff into clinical roles has impacted on our ability to 
undertake Call Audits for Health Advisors and Clinician’s using Pathways. 
There has also had an impact on delivery of the Clinical Audit Programme.  

 
The Pathfinder Team are working hard with developing SDEC’s to ensure 
access for Paramedics, in addition to other services that are coming on line 
as part of winter schemes.   

 
The Research Team are progressing well and are continuing to bring 
research opportunities into the Trust.    

 
As part of the restructure Dr Beattie has agreed to provide greater input into 
EOC with approximately 2 1/2 days per week being spent providing clinical 
and management support. The Quality & Safety, Medical Directorate and the 
new Deputy Chief Operating Officer for EOC will all work closely together to 
ensure that operational performance, clinical, quality and staff wellbeing are 
at the heart of the EOC.  

 
There has been an increase in regional and national meetings as part of the 
winter surge and Dr Beattie has been providing a NEAS clinical perspective 
to ensure that risk is shared equally across services.  
 
P Aitken-Fell, D Haworth and S Woodhouse have been working on a 
number of projects to support Operations and manage demand. The most 
important of these is stratification of C2 ambulances. This has been agreed 
by the Executive Team and a paper has been shared with the CQC.  
P Aitken – Fell agreed to share the report with H Suddes and G Morrow. 
P Aitken - Fell went onto explain that there are some Ambulance Trusts that 
are trying a similar approach with just two categories A and B.  The process 
will be presented to the Board of Directors.  The process will also be shared 
with the regional Coroners so that they are aware of the actions we are 
taking to try to keep patients safe during current pressures. 

 
G Morrow thanked P Aitken – Fell for agreeing to share the report around 
the stratification of C2 ambulances and enquired as to how well the report 
was received at the recent CQC Engagement Meeting.  P Aitken – Fell was 
pleased to confirm that the CQC had been supportive of the process.  
P Aitken – Fell emphasised that although the process will not solve the 
issues around long queues at hospitals, it will help to protect patients in the 
C2 stack.  It is important to note, that currently, no other ambulance services 
have adopted this process, so NEAS is moving ahead of other Trusts by 
introducing the formal procedure. 
 
P Liversidge felt that other ambulance services do undertake stratification, 
but they do so informally, and this is sometimes completed by non – clinical 
staff.  
 
This development of the clinical risk assessment procedure allows a formal 
process to be agreed, but it also allows it to go through a governance 
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process.  The procedure will ultimately protect staff and enable them to 
manage their workload. 
 
G Morrow pointed out that from an indemnity perspective, it is important to 
strengthen the corporate position.  G Morrow was fully supportive of the 
procedure as it is clinically appropriate to carry out the stratification. 
 
S Rushbrooke was in agreement with G Morrow and confirmed that a 
discussion had taken place at the Quality, Governance and Risk Directors 
Group (QGARD), from a national perspective, with the other ambulance 
services keen to see how this piece of work progresses.  S Rushbrooke felt 
that NEAS would be at the forefront of setting the benchmark by being the 
first ambulance service to have a standard. 
 
H Suddes was also supportive of the procedure and felt it was of the utmost 
importance that staff feel supported in making difficult decisions. 

   

8. Quality, Safety and Effectiveness  

8.1  Quality and Patient Safety   

 S Rushbrooke presented the Quarter 2 2021/22 Quality and Patient Safety 
report. The report provided the Quality Committee with detailed information of 
the work undertaken across the Trust to ensure patient safety and experience 
is of a high standard and key responsibilities relating to safeguarding and 
infection prevention and control are met.  The report is due to be presented to 
the Trust Board on 9th December 2021. 
 
H Suddes noted within the report that of the 17 new litigation cases that were 
received during Q2, 2 were in relation to forced entry and lost property.   
H Suddes stated that that forced entry adds to an already distressing situation 
for the patient and their loved ones and usually results in an unsecure house 
that is not fully covered by insurance. H Suddes recognised that it a decision 
to force entry is usually taken by the Police, but felt there are less destructive 
approaches to forced entry, such as using a lock puller that were not being 
utilised and asked whether there was anything that NEAS could do to support 
use these more. 
 
P Aitken - Fell confirmed staff on scene will always check all entrance points 
and  that entry is only ever forced when it is not possible to enter the premises 
by any other means but appreciated how distressing forced entry can be and 
agreed to discuss further with A Gallagher. 
 
G Morrow felt the Q2 report reinforced the fact that the coronial process is 
working well.  S Rushbrooke added that two legal reviews have been 
undertaken by YAS and Capsticks as well as an audit by Audit One.  The legal 
reviews have provided assurance that processes are robust and running 
smoothly. 
 
The report was accepted by the Quality Committee, with members noting  the 
more comprehensive assurance provided in terms of the quality of the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PAF 

   

8.2  Patient Safety Incident Response Framework Implementation (PSIRF) 
Plan Update 

 

 The draft PSIRF gap analysis and associated documents were originally 
presented at the Quality Committee in March 2021, a request was received to 
provide an update on the progress of the implementation plan to provide 
assurance that the target dates for completion are being met.   
 
It is noted that the timescales for implementation of PSIRF across England 
are identified as: 
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• Spring 2022 final PSIRF document will be published, following 
learning from early adopter sites 
 

• Autumn 2022 PSIRF will require implementation 
 

 
S Rushbrooke requested the following key achievements against the plan be 
noted: 
 

• The Head of Patient Safety & Experience attends regional and national 
PSIRF implementation meetings  
 

• A training proposal has developed for in house training and this is now 
being implemented  

 

• The Coroners and Claims Team governance structure is now within 
the Quality and Safety Directorate. Patient safety and claims / inquests 
are now overseen by Head of Patient Safety and Patient Experience 
 

• An external review of coronial processes is underway with 
neighbouring Ambulance Trust and a local legal services provider 
 

• Marie Trotter has now taken up post as the Patient Safety Lead  
 
There were no further questions of S Rushbrooke.  The Committee noted the 
positive position in terms of the progress made against the implementation 
plan. 

   

8.3  Serious Incident Report   

 There have been 6 SIs declared between the 1st April 2021 and the 30th 
September 2021. 
 
1 SI was successfully de-logged therefore the total number of SIs is currently 
5. 
 
All SIs have been completed or remain within the recommended timeframe of 
60 days. 
 
Emerging themes from SI investigations relate to: 
 

• Triage Issues 
 

• Delays 
 

• Incorrect Care 
 
All actions identified as a result of SIs have either been completed or are within 
timescales for completion. 
 
There were no further questions of S Rushbrooke.  The Committee noted the 
positive position in terms of the Trust’s management of SIs. 

 

   

8.4 Learning from Deaths Quarterly Activity Report  

 In line with REAP 4 actions, the October Learning from Deaths (LFD) Review 
Group meeting was stood down. Actions arising and updates from the July 
meeting were circulated to the Group via e-mail.  
 
Despite redeployment to support operations the LFD review activity has 
continued with all deaths reviewed the next working day.  
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Ambulance response delays continue to be reported via NEAS 07s for 
investigation via the patient safety process. Clinical care concerns continue to 
be actioned as appropriate.  
 
A new Medical Examiner has been identified and the recruitment process will 
hopefully commence shortly.  
 
Work is ongoing to understand the volume of patients that die in care and in 
which phase of care these are.  
 
Access to mortality data with statistical analysis has been completed and is 
now accessible to the team. This will guide planned work for next year.  
 
Updating the Learning from Deaths Policy is currently on hold awaiting further 
clarification from the National Patient Safety Team.  
 
H Suddes enquired as to the process in place for patients who do not have a 
Do Not Attempt Cardiopulmonary Resuscitation Plan (DNACPR) in place, and 
whether discretion by the attending crew is allowed  when it is felt resuscitation 
may not be appropriate. 
 
P Aitken – Fell explained that the Joint Royal Colleges Ambulance Liaison 
Committee (JRCALC) provides guidance around the treatment of patients 
with comorbidities who do not have a DNACPR, this guidance is built into 
training and education packages for Newly Qualified Paramedics.  
 
In terms of Health Advisors dealing with these types of cases, a defined script 
is always followed that will always probe to establish whether a DNACPR is 
in place.  If the information relayed to the Health Advisor is that the  patient is 
cold to touch and they have not been seen for some time, then the script 
follows an algorithm and CPR will not be advised. 
 
H Suddes asked whether DNACPRs tend to be used as widely as they should 
be.  P Aitken – Fell felt this was a good question, as currently GPS are not 
making as many home visits or conducting  face to face appointments as they 
were pre-pandemic, so there is a risk that they may not be keeping up to date 
with DNACPR processes.  From a NEAS perspective, there is nothing to 
suggest there are any issues relating to DNACPRs, however, P Aitken – Fell 
agreed to take an action to look into the number of patients that we do not 
resuscitate that do not have a DNACPR in place. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PAF 
 

   

8.5  Clinical Audit Plan Delivery - 6 month Progress Update  

 P Aitken – Fell presented the report and confirmed that 14 out of 23 of the 
clinical audit projects have been completed.  
 
3 of the audits are currently on track for completion by the end of quarter 3.  
 
4 are not planned until quarter 4.  
 
There is a risk that there may be slippage against 2 of the audit project’s but 
these relate to call audit processes. There are no organisational risks 
associated with completing these 2 audits and an assessment will be made in 
January 2021 to review the likelihood of these being completed before the 
end of the year. 
 
The Call Audit Team continue to support EOC operations and maintaining 
NHS Pathways license compliance has been prioritised. However, the Call 
Audit team have been working collaboratively with EOC management to target 
specific calls to collate information and drive improvement that will benefit 
patient and performance.  
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The Clinical Audit Team have also completed an additional 4 clinical audits 
that were unplanned and will provide evidence to support system level 
changes. Collaborative work with informatics has produced an ePCR data 
quality report which will reduce the need to undertake this audit manually.  
 
The ambulance clinical quality indicators continue to be submitted on a 
monthly basis and reported as part of the  Integrated Performance Report 
(IQPR) with no issues being identified. 
 
P Aitken – Fell felt the report provided the Quality Committee with significant 
assurance that despite the current pressures the Clinical Audit Programme is 
still being achieved and asked whether members were happy for the report to 
also be shared with the Audit Committee. 
 
G Morrow felt it was extremely impressive that the Clinical Audit Team had 
been able to maintain the programme and undertake additional audits. 
 
H Suddes agreed and noted the strong position of the programme despite the 
Clinical Audit Team being called upon to support operational colleagues and 
was happy to formally ratify the report and for it to be shared with the Audit 
Committee. 

   

8.6  Quarterly No Send Report  

 The no send recontacts within 24 hours for the period of August and 
September stood at 5.51% which was lower than the reported figure in July 
which was 6.18% despite the continued high levels category 1 and category 
2 incident volumes. 
 
A review of both the complaints submitted to NEAS and also the serious 
incidents reported has been undertaken between the period of August and 
September 2021.There have not been any complaints or serious incidents 
linked to the No Send procedure being invoked. 
 
We looked at the possibility of accessing data of any patient that may have 
presented at any Emergency Department (ED) after calling NEAS and being 
informed they did not meet the criteria through our current demand and 
therefore being informed of our No Send procedure. Under the General Data 
Protection Regulation (GDPR) we are unable to access personal data within 
a separate part of the NHS system. 
 
In terms of the Patient Experience Survey, the initial survey for October has 
been distributed to patients and they are planned to be returned within a 
fortnight with the data to be analysed and the results to be made available in 
mid-November. The planned cycle going forward will be aligned to the existing 
monthly cycle of survey reporting. 
 
The Committee accepted the report and there were no further questions of P 
Liversidge. 

 

   

8.7  Community Public Access Defibrillators (cPADs) deployment  

 Following a discussion at the Charitable Funds Committee on 1st September 
2021, a cross committee referral was made to the Quality Committee to 
ensure there is discussion around the deployment of the defibrillators and the 
rationale behind some of the decision making from a quality perspective. 
 
A report was around this was presented by P Liversidge. 
 
A robust conversation took place surrounding the proposal to change the 
deployment criteria for cPAD activation, currently all C1 and C2 cases get an 
activation, this was thought to be inappropriate as not all C2’s would require 
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a defibrillator and they should be protected for cardiac arrest patients, the 
Quality Committee was in agreement that there should be a quality impact 
assessment completed with a view to moving to both C1 deployment and C2 
chest pain deployment. 

   

9 GOVERNANCE  

9.1  Ratification of Papers from September Quality Committee    

 Due to operational pressures, the September Quality Committee was stood 
down, members received the meeting papers and confirmed there were no 
issues in relation to these.  All relevant items were deferred and have been 
discussed at the November meeting in line with the cycle of business. 

 

   

9.2  External Review and Reg 28’s (if any)  

 There were no external Reg 28s to review on this occasion.  

   

9.3  Internal Audit Report  

 There were no internal audit reports to review on this occasion.    

   

9.4 Board Assurance Framework/ IPC BAF / Organisational Risk Register   

 IPC BAF   
The Committee noted the changes to the current IPC BAF and also noted the 
compliance in most areas and the control measures in place to mitigate any 
risk. 
 
H Suddes noted that National Ambulance Service IPC guidance advises the 
cleaning of vehicles at the end of every shift and the ambulance floor after 
every suspect or positive Covid-19 case and asked for assurance that the 
guidance has been adhered to given the ongoing operational pressures. 
 
S Rushbrooke explained that this has been difficult to implement due to 
operational pressures and a risk-based approach has been taken in relation 
to excessive down time which impact on response times for patients.  
S Rushbrooke offered assurance that a full vehicle clean is completed 
following identification of a Covid-19 positive case.  Full cleaning is also 
undertaken daily on all vehicles that have not been involved in transportation 
of non Covid-19 positive patients (and in addition if an Aerosol Generating 
Procedure had been undertaken in the vehicle). 
 
H Suddes enquired as to whether volunteers could be called upon to carry out 
the vehicle cleans and reduce operational down time. 
 
S Rushbrooke explained that initial conversations have been undertaken with 
Azure regarding the cleaning work, this would open opportunities, although 
some challenges have been identified with regard to the storage of cleaning 
supplies. 
 
S Rushbrooke also pointed out that a pilot was undertaken by (NEASUS) staff 
at Pallion where staff carried out the daily vehicle cleans releasing operational 
staff. This was successful from an IPC perspective as systematic controlled 
decontamination by a dedicated team is considered positive and provided 
robust monitoring of cleaning standards via the quarterly reports. 
 
G Morrow commented on the helpfulness of the IPC BAF, which he felt was 
a comprehensive and thorough piece of work which impressive given the 
constraints that the IPC Team have been working under. 
 
Board Assurance Framework (BAF) 
S Rushbrooke advised that work was being progressed to develop the new 
BAF in line with the corporate strategy. 
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J Farrelly explained that she had been working closely with K McQuade and 
work is being progressed to align the organisational risk register to the BAF 
for initial sign off by the Executive Team.  The plan would then be to review 
the BAF at the Audit Committee in January before it is formally ratified by the 
Board of Directors. 
 
Organisational Risk Register  
The Committee reviewed the Organisational Risk Register. 
 
Top 3 Risks from Quality Committee Sub Groups 
This is the first paper of the new reporting process, and therefore feedback 
was welcomed from Committee members.  
 
An in-depth discussion around the Trust’s risk management ensued.  
 
J Farrelly voiced concerns that the Board of Director’s were only being made 
aware of the top three risks from the various Committees / Groups. 
 
J Farrelly queried whether the Committee may wish to highlight to the Board 
of Directors the risk of not meeting ambulance KPIs. 
 
G Morrow had not noted any areas of risk during the meeting that differed to 
those identified over the previous 3 – 6 months but feared this may be 
because as an organisation NEAS is beginning to normalise anxieties due to 
the ongoing system pressures. 
 
S Rushbrooke felt the AACE report around handover delays and potential 
harm, which as previously mentioned is due for publication on 15th November, 
will be instrumental in highlighting the significant risk to patients to the Board 
of Directors.  It was felt that for a long time handover delays have been 
normalised, however, the situation is getting progressively worse.  
 
P Aitken – Fell agreed with this and advised the risk to patients has never 
been so great as it is at present. This is being compounded by three factors: 
 

1) Increased internal staff sickness absence  
2) The high prevalence of Covid-19 in the community which is on the rise 

again in the North East  
3) The systemic problem in the moving of patients  

 
P Aitken – Fell went onto voice his concerns that with winter imminently 
approaching, the situation is going to deteriorate, which will lead to 
performance issues and patient safety will be further compromised. 
 
P Liversidge suggested that a full review of the organisational risk registers 
may be required, with risk owners responsible for ensuring all risks assigned 
to them are up to date and reflective of the current pressures. 
 
H Suddes agreed that NEAS had developed a “coping mechanism” and felt it 
would be prudent for a full risk review to be undertaken to re-calibrate the 
organisational risk registers. 
 
It was felt a unified Trust Board decision would then be required to determine 
the level of risk escalation. 

   

9.5  Summary of assurances gained  

 Assurances can be gained from the reinforcement of capacity within the 
Safeguarding Team and IPC Team until March 2022, albeit long term funding 
is yet to be agreed with Commissioners. 
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The appointment of the new Mental Health Lead was also noted. 
 
Assurance can also be gained from the stratification of C2 ambulances to 
manage clinical risk. 
 
The work being undertaken to manage the implications for PTS as a result of 
the mandatory vaccination of visiting professionals into care homes was also 
noted.   

   

9.6  Risks identified during the meeting  

 A decrease in incident reporting was noted as a risk. 
 
The significant ongoing pressure, not just on NEAS, but on the wider system 
was noted as a risk. 
 
Also, the pressure from the centre asking NEAS representatives to be more 
present at meetings during a period of great surge was also noted as a risk. 
 
CCG surge management issues were recognised as an additional risk, 
although it was pleasing to note meetings had been arranged with the Medical 
Directors at the CCGs to mitigate this, as it important to ensure there is no 
undue pressure being brought to bear by other parts of the healthcare system. 

 

   

9.7 What have we learnt from the meeting?  

 It was felt that the meeting had been informative which led to constructive and 
robust debate. 
 
There were no additional comments from members, learning had been 
achieved throughout the meeting and reflected upon in terms of risks identified 
and assurances gained.  

 

   

9.8  Referrals/escalations to other Committees or Executive Team  

 There were no referrals or escalations to other Committees, however, the 
Quality Committee Board Report would reflect the recommendation that a re-
calibration of the organisational risk registers was required and that a formal 
review of these would be undertaken by the Trust Board. 

HS / LC 

   

9.9  Items to be added to the next agenda or COB  

 Members were asked to contact L Clarke if they would like any items added 
to the agenda for the next meeting.   

 

   

9.10  Any other business  

 None.  

   

10 FOR INFORMATION  

10.1  Minutes from Serious Incident Review Group  

 The Committee received the minutes from the Serious Incident Review Group 
for information. 

 

   

10.2  IQPR Performance Report  

 The Committee received the IQPR for information.  

   

10.3  Tees Valley CCG Quality Committee  

 S Rushbrooke did not have an update on this occasion.  

   

 Date and time of next meeting: 13th January 2021, 0930-1200, Microsoft 
Teams / TBC  
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People and Development Committee   

Escalation and Assurance Report 

To Trust Board  

 

Parent Committee Meeting Date: Thursday, 9th December 2021   

Reporting Committee Meeting Date: Monday 18th October 2021  

Chair:  Carolyn Peacock  

 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

There were no items which required escalation.  

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 Policy Position – There are two policies out of date (Annual Leave and Pay Protection) which 

will be reviewed in early 2022 after the digital changes to GRS are made and the operational 

restructure. These two policies pose no risk to the organisation.  

2.2 Staff Survey plan – The National staff survey launched in September 2021 and will close at 

the end of November 2021. As of October, the response rate was 28%. The staff survey has 

a greater focus on Health and Wellbeing.  

2.3 Freedom to Speak Up Guardian report – There were four open Freedom to Speak up cases 

however, there was no patient safety concerns.  

2.4 Agile Working – Positive staff stories were heard in relation to Agile working. Further work will 

continue into 2022 to build upon this excellent start.  

2.5 Annual Flu Campaign launched on the 01st October 2021.  

3. Assure (detail here any areas of assurance that the Committee has received) 

In addition to the above, the Committee received assurance on the following programs of work: 

3.1 Workforce Metrics Report (including COVID-19 vaccination rate first dose was 91% 

healthcare workers and second dose 87%), and a positive reduction of 40% in the number of 

open employee relations cases 

3.2 Fit and Proper Persons Annual Report – the Committee received assurance that the annual 

Fit and Proper Persons checks had been completed and no issues had been identified.  

3.3 Health and Wellbeing Activity Plan  

3.4 Staff Network Presentation - an Employers Network for Equality and Inclusion outcome of 

94%, attaining the gold award. The Trust are 1 of 12 organisations in the UK to achieve this 

status.  
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4. Risks 

The below risks from the relevant risk registers were discussed: 

- Sickness Absence remains high 

- Appraisal compliance has the potential to decrease due to REAP 4/winter pressures 

- Recruitment plans including for the HARP (Health Advisor Recruitment Project) is 

challenging due to a tough labour market and increased demands. 

 

New risks identified: 

- Non-recurrent funds are being used in 2021/22 to support a range of Health & Wellbeing 

posts and activities, however if benefits are as intended, no identified source of recurrent 

funding is available. 
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Lesley Ellison     

Mark Johns     

Gemma Knight  Mat leave   
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MINUTES OF MEETING 

 

Meeting: People and Development Committee  

Details:  Monday 18th October 2021, 13:30-15:30, Microsoft Teams.  

Present: C Peacock, Non-Executive Director (Chair) (CP) 
J Marshall, Non-Executive Director (Vice Chair) (JM) 
K O’Brien, Director of People and Development (KOB) 
P L Liversidge, Chief Operating Officer / Deputy Chief Executive (PLL) 
M Beattie, Medical Director (MB) 
 
J Brown, Head of HR and Organisational Development (JB)  
K Gardner, Head of Workforce Development (KG) 
J Farrelly, Trust Secretary (JF) 
P Gent, Freedom to Speak Up Guardian (PG) 
L Ellison, Occupational Health Manager (LE) 
M Johns, Engagement Diversity and Inclusion Manager (MJ) 
 

In Attendance  T Gilchrist, Deputy Director of Quality and Safety (TG)  

Minute-taker: A Snowball, PA to Director of People and Development (AS)  

 
 

No Item 
 

Action 
by 

1.  Welcome and Apologies  

 Apologies were received from: 
 

- Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation and Improvement 
- Chris Fairs, Associate Non-Executive Director  

 

 

2.  Declarations of Interest   

 The following Committee members declared an interest as a Board member of the Trust 
subsidiary company, NEASUS (North East Ambulance Service Unified Solutions):  
 

- J Marshall, Non-Executive Director and NEASUS Chair 
- J Brown, Head of HR and Organisational Development  
- J Farrelly, Trust Secretary  

 

 

3.  Minutes of the Previous Meeting   

 The Minutes of the Meeting held on Friday 23rd July 2021 were agreed as an accurate record.   

4.  Matter arising   

 No matters were raised.   

5.  Register of Actions   

 ➢ Action 268 – J Brown explained the exit interview and leaver process work was still 
ongoing however the ESR leaver survey was due to be switched on this month. J Brown 
confirmed that the qualitive data retrieved from the surveys would be actioned under the 
Health and Wellbeing plan and the action could be closed.  
 

➢ Action 277 –  J Brown explained there was a team of three people working on 
transferring return to work data into ESR and over 2000 records had been entered, 
however there was still further entries to complete. As the data regarding this had been 
included in the workforce metrics report it was agreed the action could be closed with 
continued reporting in the workforce metrics.  
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➢ Action 280 – It was confirmed that the Investors in People references had been 
removed from the BAF and the introduction of the Health and Wellbeing Guardian (J 
Marshall) had been added as an additional control.  
 

➢ Action 281 – K O’Brien confirmed that ENEI do not have an official benchmarking 
process however there was two other Ambulance Services which used ENEI and it was 
agreed an informal conversation would be had to share learning with each other. It was 
agreed the action could be closed.  
 

➢ Action 282 – It was confirmed the Occupational Health data had been included within 
the workforce metrics report and the action could be closed.  

  

6.  Staff Story   

 K O’Brien explained ordinarily staff members attend and share their own story, however due to 
some of the staff wishing to remain anonymous it was agreed K O’Brien would read the stories 
out on their behalf.  
 
Four staff stories were shared around adapting to agile working and the following highlights were 
noted: 
 

- This had a positive impact on work life balance in allowing staff to attend classes to help 
with pain management 

- The reduction in travel time with no worries around parking issues was positive 
- Understanding their own communication skills/needs had been reflected on 
- Improving mental health by utilising agile working to reflect a better work-life balance  
- Using Microsoft Teams as a method of communication to have face to face contact 
- Flexibility with childcare and family needs 

 
K O’Brien concluded by explaining the original Agile Task and Finish Group had not closed and 
would be re-introduced in early 2022 to review the technology used and how the Trust can use 
creative drop in spaces, whilst keeping staff morale high. K O’Brien added L Wardle was now 
sharing the work the project team had done across the NAA and AACE colleagues following 
interest in how the Trust have implemented it.  
 
K O’Brien explained the Trust launched the digital wellbeing pledge last week due to feedback 
being received that staff felt there was no time in-between meetings. The pledge outlines what 
the Trust are promoting and supportive of. It was agreed the pledge would be shared with 
Committee members.  
 
The Chair felt it was useful to keep the agile task and finish group running as an ongoing 
measure to support staff with different issues they may face. Committee members shared their 
own experiences of working in an agile way.  
 
P Liversidge explained originally he felt there was more negative views opposed to now and 
explained he also found it took a while to get used to a new routine and not going into HQ every 
day.  
 
J Brown explained from conversations held within her team it was found home working was more 
manageable now to when it was first introduced due to the lockdown restrictions changing and 
having more social interaction with people outside of work.  
 
L Ellison explained she has spent a lot of her time over previous years advocating the benefits of 
home working from an occupational health perspective and was thrilled to see how the Trust had 
implemented agile working. L Ellison further explained that the occupational health team also 
have different ways of working and some things could be done from home and they have 
adopted a hybrid approach.  
 
J Farrelly added that as a new member of staff into the Trust she has found agile working 
beneficial due to the travel perspective and explained that she feels this will also open up a wider 
applicant pool for future recruitment.  
 
C Peacock thanked all Committee members for sharing their views and added that it was good 
to see the Trust having a positive impact on people’s work life balance.  
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 The Workforce Metrics Report was shared and the following points were highlighted:  
 

- There was a slight increase in turnover; this was being reviewed and it was found the 
most common reasons for leaving related to career progression, rewards and work life 
balance. J Brown confirmed the team were looking into flexible working nationally and 
how this linked into the People plan around retention.  

- Sickness absence had increased and when removing the COVID absence data the Trust 
remained high at 8.7%.  

- There was ongoing recruitment campaigns specifically for health advisors and the most 
recent campaign has seen an increase of applicants. It was noted this could be due to 
the radio advertisements or the refer a friend scheme. Ongoing conversations were 
taking place with the talent pool for NQPs.  

- An update on employee relation cases was provided and it was confirmed there was 15 
ongoing cases, which was a 40% reduction however the team were still working on 
timely resolutions.  

 
J Marshall thanked the team for the work done on employee relation cases and highlighted it 
was assuring to see the progress being made.  
 

- It was noted there was a decrease in appraisal compliance albeit expected as there was 
a large focus on them being completed in quarter 4 of 2020/21.  

- Statutory and Mandatory Training in September decreased slightly to 90.59% despite 
revisions due to REAP4 however Information Governance compliance increased to 
95.03%.  

 
K O’Brien added that training had been streamlined in relation to the current REAP 4 status and 
explained there was a chance training would be stood down again dependant on where the Trust 
were in escalation. It was noted the team had considered whether it was beneficial to still keep 
the one-day face to face training in place as a downtime day to support staff wellbeing. C 
Peacock agreed and explained this demonstrated the importance and value alongside the 
wellbeing element.  
 
C Peacock asked if the pressures for health advisor recruitment had eased. J Brown confirmed it 
had not and the labour market remained challenging. She advised work was ongoing with 
agencies and the Trust were looking to attract via different routes such as the Sunderland FC 
Charity arm. It was explained the recruitment process had been streamlined and candidates 
were asked to undergo one assessment opposed to two. The Trust were also open to reaching 
out to candidates in different ways after failing the assessment to understand why and could that 
be overcome.   
 
J Marshall asked if the Trust were able to follow up with leavers who have moved on elsewhere 
and people who had previously applied to us. K O’Brien explained the Trust have reached out to 
leavers and retirees. It was confirmed L Mulholland was completing a piece of work around 
leavers in the EOC to understand more details.  
 
J Brown highlighted that the occupational health metrics had been included in the report and 
temporary funds had been received for a workforce analyst to support in the triangulation of data 
between systems. It was agreed the information on physio and psychology assessments were 
helpful.  
 
C Peacock accepted the report and thanked all for the efforts involved. It was noted there was 
good compliance rates in DBS checks and professional registrations, with good recruitment to 
paramedic posts particularly.  
 

 

8.  Policy Position   

 K O’Brien explained further progress had been made on the policy position and a number of 
policies were ratified in September. It was confirmed the two outstanding policies did not have a 
timeframe for conclusion, however posed no risk to the Trust.  
 
It was explained the pay protection policy would be reviewed in 2022 following the operational 
restructure. The annual leave policy would be reviewed following implementation of the changes 
to GRS requested from staff in 2022. It was noted there was no issues with the content in the 
current annual leave policy.  
 
K O’Brien suggested the policy position was now reviewed every 6-12 months and added to the 
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cycle of business.  
 
C Peacock thanked K O’Brien for the update and agreed that as there was no risk with the two 
outstanding policies she was happy for the report to be shared on a 6-monthly basis. She 
thanked the team for turning around the policy position from 12-18 months ago.  
  

9. Staff Survey Plan for coming year   

 J Brown explained the staff survey launched in September and was due to run until the end of 
November. As at 18th October there had been a completion rate of 28%. It was confirmed the 
Trust were above average with other ambulance services and reminders were being sent.  
 
C Peacock asked if there was a specific target the trust were hoping to achieve. J Brown 
confirmed there was not although an improvement on the previous year would be positive. J 
Brown confirmed there were new questions introduced which had a stronger focus on health and 
wellbeing and it was hoped this would establish a baseline of data for the health and wellbeing 
activity plan.  
 
J Marshall asked if the Trust were doing anything differently to support PTS staff in completing 
the survey. It was confirmed no, however, L Mulholland was undergoing work with PTS leaders. 
K O’Brien added she believed PTS had a higher completion rate than unscheduled care in the 
previous year. K Gardner added that scheduled care staff have the highest eLearning 
completion rate in the Trust there use of technology and digital platforms was not an issue. 
 

 

10. Freedom to Speak up Guardian 6 monthly report   

 P Gent shared the report and explained there was five ongoing cases from 2020/21 with one 
being closed in the previous week. P Gent highlighted none of these cases had any unresolved 
patient safety concerns, theyrelated to internal systems and processes and management issues.  
 
It was explained Freedom to Speak up communications and briefings had been shared across 
the organisation on workplace and siren for national Freedom to Speak up month. It was 
confirmed P Gent would continue as the Trust Freedom to Speak up Guardian and the Trust 
would have two guardians to strengthen the role and provide resilience.  
P Gent advised there had been ongoing conversations around specific Freedom to Speak up 
work to be done in the ambulance sector however this had been put on hold due to the 
pandemic and there was currently an ongoing recruitment process for the new national Freedom 
to Speak up Guardian.  
 
K O’Brien suggested some communications to be shared around case number 2, whether that 
be anonymous or not, as this was a good example of how to use the process and raise 
legitimate concerns to the organisation which were then addressed immediately.  
 
C Peacock thanked P Gent for the information shared and the ongoing work being done. C 
Peacock added she felt it was a good message to the organisation having two guardians in the 
role.  
  

 

 

 

 

 

 

 

 

 

 

 

 

P Gent 

11. Fit and Proper Persons Annual Report   

 J Farrelly provided assurance that the Trust was complying with regulations in respect of the Fit 
and Proper Person Test and that all required checks had been undertaken with no issues to 
report.  
 
The Committee were asked to disregard section 3.4 relating to repeat DBS checks as this was 
no longer a requirement.  
 
J Farrelly added the two recently appointed Non-Executive Director were currently going through 
their checks and therefore their fit and proper person check would be included in the next report.  
 
C Peacock thanked J Farrelly for the report.  
 

 

12. Organisational Development – 6 Monthly Activity Report   

 J Brown shared the organisational development team 6 monthly report and explained that 
although the Organisational Development Team had been redeployed to support Operations 
throughout the pandemic they have continued to work on refreshing the values and behaviours 
through visuals and documentation, and undertaken a soft launch of the Discovery Insights tool 
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to support teamwork.  
 
The reciprocal mentoring programme had launched and the Trust has received 16 enquiries to 
date. K O’Brien confirmed targeted conversations were taking place in specific areas and the 
Trust were looking for new, seldom-heard voices. It was explained trade unions are supportive of 
the programme and there was great work being done to promote this in the south division.  
 
C Peacock asked if this programme could be used following some of the Freedom to Speak up 
issues which have been raised. K O’Brien agreed.  
 
C Peacock asked for thanks to be passed to the Organisational Development team for the report 
and noted its contents.  
  

 
 
 
 
 
 
 
 
K 
O’Brien 

13.  ENEI Outcome   

 M Johns explained the Trust achieved 94% and had attained the gold status. M Johns confirmed 
the Trust were one of three ambulance services in the UK to use ENEI and one of 12 
organisations to achieve the gold status nationally.  
 
J Marshall queried the action around commercial contracts and reviewing contracts longer than 6 
months. M Johns explained the identified areas for improvement were provided by ENEI 
however the Trust may not be able to, or choose to focus on those areas. He confirmed he 
would be discussing with the procurement team around this action specifically but also the 
different managers for all the actions ENEI have recommended.  
 
M Johns also explained The Trust submitted two award submissions for the ENEI annual 
Inclusivity excellence awards for the following:  

• Staff network of the year 

• Innovative approach to diversity and inclusion  

The Trust were shortlisted for the Innovative approach to diversity and inclusion and were highly 
commended in this category.  

C Peacock asked if the temporary posts within the EDI team had helped in achieving the level of 
work. M Johns confirmed they had and explained a small extension had been made for the 
BAME positive action officer until the end of March. He added the Positive Action Officer had 
reached out to 89 BAME communities we ordinarily would not have. M Johns explained the 
disability and LGBT positive action officer was currently redeployed helping PTS due to the 
ongoing pressures but it was hoped this work would be picked up again. It was confirmed the 
data in relation to the work the positive action officers had done would be used to make a future 
business case if appropriate.  

 
C Peacock thanked M Johns for the report and congratulated the whole team on the award.  
  

 

14. Health and Wellbeing Plan   

 J Brown explained the Trust appointed two staff wellbeing leads after receiving temporary funds. 
It was confirmed the Trust had also launched the Health and Wellbeing task and finish group and 
this group was overseeing a wide range of work in terms of wellbeing. J Brown added there was 
some larger pieces of work such as reviewing how the Trust record and manage absence 
through FirstCare before  the re-tendering of this contract in 2022. J Brown added there was also 
new members of staff to join the teams such as the staff psychological wellbeing advisor within 
Occupational Health, and a workforce information analyst.  
 
J Brown explained the Trust is exploring how to hold wellbeing conversations in creative and 
effective ways such as at induction and as new leaders are appointed in the restructure.  
 
It was confirmed the plan was closely aligned to sickness absence which is one of the ways to 
measure impact.  
 
K O’Brien added that J Brown and K Gardner were doing a piece of work around the response to 
the commissioner ask particularly around likely absence levels.  
 
C Peacock explained she was aware of funding available through NHS Charities Together for 
mental health and wellbeing and K O’Brien confirmed this had been received albeit only until 31st 
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March 2022. C Peacock thanked the team involved in this activity and plan and explained it was 
a big step forward.  
 
J Marshall advised it would be helpful to see the plan prioritised so that resources can be 
identified.  
 

15.  People Group Overview   

 K O’Brien explained the overview had been shared for information however noted the following:  
 

- Online payslips were switched on 
- TOIL changes had been implemented to support the Trust in following national terms 

and conditions.  
- All flowers payments were made successfully in August of which there was an 

unintended consequence in that staff did not take up as much overtime.  
 
C Peacock thanked K O’Brien for the update.  
  

 

16.  Annual Flu Campaign Plan and Board Assurance Checklist  

 L Ellison confirmed the report was for information and explained the flu campaign launched on 
the 1st October. Vaccinations were delivered in early September. The Occupational Health team 
were working alongside REAP 4 measures and as a result were not able to use peer vaccinators 
as they had in previous years to resource the clinics. L Ellison confirmed the vaccines were 
being offered at the training school during statutory and mandatory training to capture all 
operational colleagues and via WFM booking slots were available for call handling colleagues.  
 
It was confirmed the target was for 85% of staff to be vaccinated and 100% of staff to be offered 
the vaccine.  
 
C Peacock thanked L Ellison for the comprehensive plan.  
  

 

17.  NEAS 9 People Plan   

 K O’Brien explained the people plan had been shared for information and hoped that Committee 
members would see a correlation between what had been discussed during the meeting was 
also captured within the plan and the four people goals.  
 
K O’Brien asked the Committee how frequently they would wish to see the updated plan.  
 
J Farrelly explained she would like to discuss this in more detail with other Committees to ensure 
consistency but highlighted the Board Assurance Framework could also monitor and track the 
progress.  
 
C Peacock and J Marshall felt it would be beneficial to have sight of this bi-monthly to provide 
assurance.  
  

 

 

 

 

 

J 

Farrelly 

18.  Staff Network Presentation   

 M Johns explained he would be presenting the staff network presentation on behalf of the 
network chairs due to the current REAP 4 status within the Trust.  
 
M Johns shared the following presentation and highlighted the following:  
 

- There was now four Staff networks within NEAS with ‘Empower@NEAS’ Womens 
network  

- Priorities had been set by all network groups  
- Some level of activity had been suspended due to COVID-19, however, the groups were 

finding new ways of working together and communicating  
- Membership remained challenging for some groups 

 

Staff Networks 

People Committee Update Oct 21 v2.pdf
 

 
C Peacock explained she felt it was humbling to see and understand the commitment from all 
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the groups and allies. J Marshall added he felt after speaking with some staff that it may be 
beneficial to maintain more informal check-ins and not formal meetings.  
 
C Peacock asked how the networks agreed on the priorities. M Johns confirmed he held a 
planning day with each network and they were asked to set three objectives over the year based 
on the data and some of the things they had experienced. M Johns explained the groups felt the 
support from Board members being involved was beneficial and helped to amplify their voices.  
 
P Gent suggested that either herself or J Farrelly attended some of the staff network groups to 
explain the importance of Freedom to Speak up and be more visible with colleagues and work 
around any barriers they may face. M Johns agreed and felt that would be useful.  
 
K O’Brien added one of the priorities from the Together network was to have significant face to 
face EDI training and it was explained this can be beneficial in some scenarios but felt it may not 
be achievable and therefore more work was required collectively. K Gardner explained a good 
practice guide had been released by NHS Employers recently regarding EDI education and 
confirmed that the Trust do more than the good practice guide but agreed there was areas to 
focus on.  
 
It was confirmed the staff network chairs and vice chairs meet with H Ray and K O’Brien on a 6-
monthly basis to discuss any key issues. M Johns also has a regular slot at the Senior 
leadership forum to discuss the equality action plan.  
C Peacock and J Marshall thanked M Johns for the presentation and information provided. He 
was asked to pass huge thanks to all staff network members.  
 

19.  Any Other Business   

 J Marshall and other Committee members took the opportunity to thank C Peacock for all of the 
work done during her time as Chair of the People and Development Committee as she leaves 
the Trust at the end of October. It was noted that Carolyn had supported teams immensely and 
as a result the quality of reports now received to the meeting was improved.  
 
K O’Brien and P Liversidge also thanked C Peacock for all of her ongoing personal support and 
efforts to ensure the Committee ran smoothly and effectively and wished her well in the future.  
 

 

20. Review of the Meeting   

 No review was taken.   

21. Board Assurance Framework   

 The new Board Assurance Framework was accepted.   

22. Date, Time and Venue of Next Meeting:   

 Tuesday 18th January 2022, 09:00-11:00, Microsoft Teams.   
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