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Agenda 

 
Board of Directors Private Meeting No.11 

2021/22hursday 24 February 2022 

@ 1200 hours ia Teams 

 

Board of Directors Public Meeting No.03 2022/23 

Thursday 3 November 2022 

@ 1000 hours, Board Room, Bernicia House  

 

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   Information Chief Executive Verbal 10:15 

8. Integrated Care System update Information  Assistant Director of Strategy, 

Planning & Partnership  
Report  10:25 

9. Integrated Quality and Performance Report Discussion Executive Directors Report  10:35 

10. EPRR Core Standards Assurance  Chief Operating Officer Report 10:45 

11. Winter Plan 2022/23 Assurance  Chief Operating Officer Report  10:50 

Quality, Safety and Patient Experience 

12. Patient Story Assurance Deputy Director of Quality 
& Patient Safety 

Report  11:00 

13. Ockenden Final Report Assurance  Deputy Director of Quality 
& Patient Safety 

Report  11:10 

People  

14. Freedom to Speak up Report  Assurance Trust Secretary  Report 11:20 

15. Suicide Review  Assurance Director of People & 

Development  

Report 11:25 

Regulatory and Governance 

16. Communication Report  Information Assistant Director of 

Comms & Engagement 

Report  11:35 

17. Organisational Risk Register  Asssurance Deputy Director of Quality 

& Patient Safety 

Report 11:40 

18. Review of Board Assurance Framework   Assurance Trust Secretary Report  11:45 

19. Declarations of Interests – Director of Finance 

& Digital  

Assurance Trust Secretary Report  11:55 

20. Covid Data Collection  Information  Chief Executive  Report  12:00 

Assurance Reports  

21. Quality Committee Chair’s Report & Minutes Assurance Committee Chair  Report  12:05 

 

 
22. People & Development Committee Chair’s 

Report & Minutes  

Assurance Committee Chair Report  
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23. Technology Committee Chair’s Report  Assurance Committee Chair  Report  

 

Ending Items 

24. Any Other Business (by permission of the 
Chairman)  

Discussion Chairman Verbal 12:15 

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

Verbal 

26. Meeting Evaluation  Discussion Chairman Verbal 

27. Date of next meeting: Thursday 2nd February 

2023, Board Room, Bernicia House  

Information Chairman Verbal 12:25 

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 (02/2022/23) 

Details: Thursday, 28th July 2022, 10:00 hours  
Board Room, Bernicia House, Newburn 
 

Present:  
 
 
 

Peter Strachan, Chairman  
John Marshall, Non-Executive Director  
Dr Gerry Morrow, Non-Executive Director  
Helen Suddes, Non-Executive Director  
Paul Chandler, Non-Executive Director 
Alison Slater, Non-Executive Director 
 
Helen Ray, Chief Executive 
Kev Scollay, Group Director of Finance & Contracting   
Stephen Segasby, Chief Operating Officer 
Dr Mathew Beattie, Medical Director  
Sarah Rushbrooke, Director of Quality, Patient Safety, Innovation & Improvement 
Karen O’Brien, Director of People & Development  
 

In attendance: 
 
 

Jane Farrelly, Trust Secretary  
Mark Cotton, Assistant Director of Communications & Engagement 
Tracey Mullen, Assistant Trust Secretary 
Liz Highmore, Public Governor 
Sue Hillyard, The Value Circle 
 

 
No.   ACTION BY  
   
 The Chairman opened the meeting and welcomed all in attendance.    
   
1. Apologies for Absence   
   
 Apologies for absence were received from Raman Sanghera, Non-Executive Director; Marie 

Liston, Associate Non-Executive Director and Kerry McQuade, Assistant Director of 
Strategy, Planning & Partnerships.  

 

   
2. Declarations of Interests  
   
 Helen Ray and John Marshall declared their interests as Directors and Jane Farrelly as the 

Trust Secretary of the Trust’s subsidiary company, NEASUS (North East Ambulance 
Service Unified Solutions).   

 

   
3.  Open Forum   
   
 There were no questions raised.  
   
4. Minutes of the Trust Board Meeting held on 12 May 2022  
   
 Decision BPU D09: The Minutes of the previous meeting held on 12th May 2022 were 

agreed to be a true record. 
 

   
5. Action Log & Matters Arising  
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 Updates were provided on the action log as follows:   
   
 • BPU A04 – The translation services and inappropriate referrals work was being 

progressed and an update would be provided to the Board in July.  The deep dive 
exercise of inappropriate referrals was underway, and a report would be presented to 
the Board after it had been submitted to the Quality Committee. Item to remain on 
action register. 

• BPU A05 –The suicide prevention support work was underway, and the Board would be 
informed of developments.  Item would remain on action register. 

• BPU A08 – Third-party provider assurance report - It had been agreed that the Quality 
Committee would monitor the workforce, quality and patient safety elements and the 
Performance & Finance Committee would review the contract/financial elements.  The 
action was closed out.  

 

   
6. Chairman’s Update  
   
 The Chairman provided an update on the following key points: 

 
• The Chairman continued to meet with the region’s Chairs and System leaders through 

the Integrated Care Provider forum.  
• The Chairman attended the Association of Ambulance Chairs and Council meetings.  In 

addition to Chairing the AACE Council, Professor Sir Keith Willet had been appointed 
as the new Chair of South Central Ambulance Service.  

• The Council of Governors had met virtually on 21 July 2022 and had bid farewell to 
Linda Nelson.  Linda was an appointed governor from Teesside University and her 
contribution to NEAS had been significant.   

• The Chairman participated in an observation shift with a crew from South Shields 
station.   The shift provided a good opportunity to see first-hand crews in operation and 
what they faced on a daily basis.  

 

   
7. Chief Executive’s Update  
   
 The Chief Executive provided an update on the following key points: 

 
• The Chief Executive took the opportunity to commend the efforts of staff during the 

recent mini heatwave.  She paid particular thanks to the emergency operations 
centre colleagues who had been subjected to issues with the air conditioning 
system, which had caused extremely unpleasant working conditions.   

• On a national front, the new Secretary for Health was keen to gain a deeper 
understanding of the emergency and urgent care work.   

• The Trust was preparing itself for the winter period.  The Board was duly 
concerned, and internal action was being taken to make every effort to ensure 
patients were kept safe during what was anticipated to be an extremely challenging 
time.   

• In respect of the whistleblowing case around the Trust’s coronial process, an 
independent review would be carried out.  The Terms of Reference of the review 
would be released in due course and would identify the external reviewer.  The 
Trust looked forward to the external scrutiny which would aid public confidence.  
The Board would be kept informed of developments. 
The Quality Review Group will continue to drive through the learning from the 
reviews. 

• NHS England had released the Urgent & Emergency Care framework and the Chief 
Executive of the North East & North Cumbria Integrated Care Board was 
undertaking a review of the requirements, which would not be simplistic given the 
current pressures across the system.  

• The Integrated Quality & Performance Report identified the significant issues being 
experienced with hospital handover delays.  This was a systemic issue which had 
received national focus.  The Trust would continue to monitor the situation closely 
and work with the local acute trusts to provide support to help improve the position.  

• The Trust received notice that the Care Quality Commission would undertake its 
inspection on 26th – 28th July.   Further details on the inspection would be provided 
under agenda item 12 of the agenda.  

• The Trust had commissioned The Value Circle to undertake its well-led review.  
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8. Integrated Care System Update  
   
 This report provided an update on national, regional and system level developments in the 

delivery of integrated care.  
 

   
 The Assistant Director of Strategy, Planning & Partnerships provided an overview of the 

developments since the last Board meeting and advised that the North East & North 
Cumbria Integrated Care System had held its first meeting in public on 1st July 2022. The 
initial task was to approve appropriate governance arrangements; and included a focus 
upon agreeing: 
 

• Communities and People Involvement and Engagement Strategy 
• Initial plans to reduce the health inequalities  
• Three-year plan to deliver a goal to become England’s greenest region by 2030 

 

   
 Referring to the plans to reduce health inequalities, the Board discussed whether this would 

be challenging for health care providers given it was a public health function which the 
government was responsible for.   

 

   
 Given the size and scale of the NENC ICS across 13 local authorities, the Board recognised 

the ambitions were going to be challenging but appreciated it was a good opportunity to 
make real change across the region.  

 

   
9. Integrated Quality and Performance Report  
   
 This report provided an overview of the key performance metrics for June 2022, covering 

quality and safety, clinical, operational performance, people and finance. 
 

   
 The Executive Directors provided an overview of the key performance metrics within their 

remit, focussing on the key areas of assurance of risk.   
 

   
 The following key points were noted: 

 
• There were challenges across the whole system 
• NEAS was performing well on a national comparison basis but was still in a 

challenging position 
• The long waits were causing harm to patients – a direct correlation had been 

identified 
• Increased hospital handover delays were being experienced, though the system 

was working hard to manage and improve the position 
• Three serious incidents had been reported during June 
• The Friends and Family Test scores were positive 
• From a clinical perspective there were no concerns with the Ambulance Quality 

Indicators 
• Call performance reported an improved position for the period     
• Sickness absence remained a challenge at 8.5% in month and 9% for the 12-month 

rolling position 
• Recruitment to key posts within the quality and safety and medical teams was 

underway which would strengthen resilience  
• The national pay award had recently been announced and it was assumed it would 

be fully funded 
• The financial plan for 2022/23 had been submitted in line with national guidance. 

There were long term risks around recurrent funding 
• There was a challenge around vehicle orders due to stock availability.  

 

   
 In noting the system pressures, the Board queried whether there was any capacity within 

system to support the Trust with its transformation plans. The Chief Executive advised that 
Dr Lesley Young Murphy would be joining NEAS on a temporary three-month basis to 
support work on transformation and service development.  

 

   
 The Chief Executive queried how the Trust could deliver the public message and maintain 

confidence to ensure patients called the service when they required help.   
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Action BPU A09:  The Assistant Director of Communications and Engagement would 
consider how best to communicate the public message to ensure those requiring clinical 
care contacted the service. 

M COTTON 

   
10. Patient Story  
   
 The purpose of the report was to provide the Board with a reflection of the service delivery 

through a patient experience, with a view to use the experiences to continually improve the 
services delivered. 

 

   
 On this occasion, the Patient Experience Team shared a complaint relating to an accident 

that occurred when a patient was being transferred into his home by a Scheduled Care 
crew following the patient’s discharge from hospital. The patient was in hospital for a 
planned leg amputation.  On transferring the patient into their home, the patient was 
dropped, and this caused the wound to open. The story demonstrated how a complaint can 
progress to a reportable incident and cross-team working within the Trust working through 
the complaints and incident process. 

 

   
 The Director of Quality & Patient Safety presented the story and appreciated that whilst it 

was not the level of patient care expected from crews, the story demonstrated transparency 
and learning that would be undertaken.  It also demonstrated how a complaint was taken 
through the investigation route and the outcome. 

 

   
 The Board reviewed the investigation findings, noting that no patient handling risk 

assessment had been requested from the discharging hospital.  NEAS had liaised with the 
hospital about the issues with the discharge, namely that access/entry requirements should 
have been established before booking transport so that appropriate resources could be 
allocated. 

 

   
 The Director of Quality & Patient Safety clarified that NEAS as the lead organisation had 

declared the Serious Incident, but the hospital had joint responsibility from a discharge 
position.   

 

   
 The Board discussed the learning and actions that had been taken which had included the 

investigating officer and Complaint Manager meeting with the patient and their advocate to 
formally apologise for the level of care provided. This was also accompanied by a written 
apology and letter with investigation outcomes signed by the Chief Executive. 

 

   
 Action BPU A10:  It was agreed that the Board would receive an update on this case to 

ensure all elements of the learning and actions had been addressed. 
S RUSHBROOKE 

   
11. Quality and Patient Safety Report  
   
 The Board received the Quarter 1 2022-23 Quality and Patient Safety Directorate report 

which provided detailed information of the work undertaken across the Trust to ensure 
patient safety and experience was of a high standard and key responsibilities relating to 
coronial, safeguarding, health & safety and infection prevention and control were met.  The 
report also included the introduction of the Health & Safety and Risk teams to the Quality 
and Safety Directorate.  

 

   
 In noting that ‘triage’ was the top patient safety incident related cause, the Director of 

Quality & Patient Safety explained that the Quality Committee had felt that ‘triage’ was not 
reflective of the complicated work being carried out by health advisors and the terminology 
would be reviewed as part of the in-depth piece of work that was being undertaken to look 
at the number and types of calls coming into the Emergency Operations Centre and to gain 
a better understanding of the triage undertaken and what it means.   
 
Action BPU A11: Once the deep-dive exercise had been completed, the output report 
would be presented to the Quality Committee and then submitted to the Board.  

 
 
 
 
 
 
 
S RUSHBROOKE 

   
 In noting that Violence, Assault and Aggression (VAA) against NEAS staff was increasing 

year-on-year, the Director of Quality & Patient Safety assured that every effort was being 
made to ensure staff felt safe.   
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The Trust would continue to communicate the message that it did not tolerate any form of 
aggression against its staff and any such incidents would be subject to a criminal 
investigation. 

   
12.  Care Quality Commission update  
   
 The purpose of the report was to provide the Board with an update around the work taking 

place in relation to NEAS Care Quality Commission (CQC) preparation, monitoring and 
feedback in relation to those ambulance trusts nationally that have already been through the 
inspection process. At the point of writing this report, NEAS was the only ambulance trust 
awaiting a formal inspection however the inspection commenced on 26th July for a 3-day 
period.   A team of 12 CQC inspectors and specialist advisors had reviewed the emergency 
and urgent care service and emergency operations centres.  

 

   
 The Director of Quality & Patient Safety explained the aim of the inspection was to follow 

the patient journey from the moment they call 111 or 999 to the person being treated or 
taken to hospital.  The inspection team had visited a number of locations across the region 
as part of their review. The Chief Executive was due to receive high level feedback from the 
inspection team later today.  The formal outcome report was expected to be released in 
December 2022. 

 

   
13. Communication Report  
   
 The report covered a rolling 12-month period from July 2021 to June 2022. It fulfilled a 

purpose set out in the Francis Report that Trust Boards were expected to have an 
awareness of issues raised in the media.  It also fulfilled an assurance that the duty to warn 
and inform the public during an incident was being met under the Civil Contingencies Act 
2004; and provided an update on staff engagement through the corporate communications 
channels. 

 

   
 The Assistant Director of Communications & Engagement provided an overview of the 

activity undertaken, noting that the corporate communications team had dealt with 138 
media enquiries in May and 134 in June - the highest volume of inquiries ever received in 
one month.  It was noted that the first episode of the BBC Ambulance series 9 was due to 
be aired on 11 August 2022 and would feature staff from NEAS. The Board was extremely 
proud of the staff who had participated in the filming of the programme.    

 

   
 The Board queried what progress had been made in respect of the staff ideas proposed 

earlier in the year.  In response, it was noted that updates were reported at the People & 
Development Committee, particularly around the annual leave and rostering proposals.  It 
was important to ensure any changes were the right solutions for both staff and the 
business needs.   Communication had recently been issued to staff on the short-term 
solutions for annual leave but there was a bigger piece of work required in respect of the 
system element.   

 

   
 The Board stated it had been a pleasure to be involved in the Newcastle pride event over 

the weekend and had provided a good opportunity to get the message out to people to join 
NEAS.  It had been a heartening experience as the appreciation of people in attendance 
was excellent.   

 

   
14. Organisational Risk Register  
   
 The report updated the Board on the current position of the organisational risks, their 

associated mitigations and ongoing actions to reduce the specific risk. Furthermore, the 
report provided an update in respect to the Trust’s risk management framework/approach.  

 

   
 The Director of Quality & Patient Safety informed that the report had been presented to the 

Board-level Committees throughout the governance structure to provide the current position 
on the organisational risks.   It was noted that there were currently 8 risks captured on the 
register.  

 

 Reference was made to Risk 264 - There is a risk that a cyber-attack threat could affect the 
core infrastructure of the Trust – and it was queried whether it warranted additional 
investment in terms of system and speciality support.   
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In response, it was noted that whilst the Board should be concerned it could be assured the 
risk was being managed by the Technology Committee.  The Chair of the Technology 
Committee assured the Board that the Committee was taking this risk seriously.  He 
advised that additional resilience within the IT team through the recruitment of a specialist in 
this area was being explored.   
 
Action BPU A12: The Board agreed it would be beneficial to receive an update on the work 
being undertaken to address this risk at the next private Board meeting.  

 
 
 
 
 
 
G MORROW /  
P NICHOLSON 

   
15.  Provider Collaborative – Memorandum of Understanding     
   
 This report summarised the proposed formal work structure and governance for the North 

East and North Cumbria (NENC) Provider Collaborative, setting out how the 11 NHS 
Foundation Trusts will operate, with the creation of a Provider Leadership Board (PLB), set 
out in the Ambition, Operating Model and Collaboration Agreement.   

 

   
 The Chief Executive advised that since mid-2021, the 11 Trusts had worked together to 

develop a governance model and wider approach through a series of facilitated workshops 
and along with specialist support from the legal firm Hill Dickinson to draft a governance 
structure.   She confirmed that the Collaboration Agreement sets out the governance 
approach, with a key vehicle for Provider Collaborative decision-making being the 
establishment of a 'Provider Leadership Board' (PLB). The Provider Leadership Board 
representation will be the Chief Executives of each of the 11 Trusts and was established as 
the overarching body, overseeing and directing the jointly agreed programme of work.  
Under this approach individual Trust Boards would retain final decision-making authority 
with each Board giving their respective Chief Executive (or nominated organisational 
representative) delegated authority to make decisions as appropriate.  Decisions would be 
made on a consensus basis.  

 

   
 The Board noted that agreement to sign the Memorandum of Understanding (MoU) would 

not prevent NEAS from continuing to work within other collaborative arrangements, for 
example the Northern Ambulance Alliance (NAA) or Association of Ambulance Chief 
Executives (AACE). It was also noted that in the future NEAS might be asked to sign further 
collaborative agreements with place-based partnerships within the Integrated Care Board 
(ICB).   

 

   
 Decision BPU D10:  In line with the recommendations, the Board:  

 
• Approved the documents setting out the Collaboration Agreement, Operating Model 

and Our Ambition.  Members were keen for the Trust to maintain its Foundation 
Trust independence and it was with this caveat that the Board approved the 
Agreement. 

 

   
16. Safeguarding Children & Adults Annual Report    
   
 The Board received the Safeguarding Children and Adults Annual Report for 2021/22 for 

assurance purposes, noting that it had been presented to the Quality Committee for due 
scrutiny.  The Board recognised the good work that had been undertaken from the Report 
content.   

 

   
17. Patient Experience Annual Report    
   
 The Board received the Patient Experience Annual Report for 2021/22 for assurance 

purposes, noting that it had been presented to the Quality Committee for due scrutiny.  The 
Board recognised the good work that had been undertaken from the Report content.   

 

   
18. Infection Prevention & Control Annual Report    
   
 The Board received the Infection Prevention & Control Annual Report for 2021/22 for 

assurance purposes, noting that it had been presented to the Quality Committee for due 
scrutiny.  The Board recognised the good work that had been undertaken from the Report 
content.   
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19. Quality Committee Chair’s Report & Minutes  
   
 The Chair of the Committee provided an overview of the meetings held on 19 May 2022 and 

21 July 2022, highlighting the key areas of assurance and risk articulated in the summary 
report. 

 

20. People & Development Committee Chair’s Report & Minutes  
   
 The Chair of the Committee provided an overview of the meeting that had taken on 31 May 

2022, highlighting the key areas of assurance and risk articulated in the summary report. 
 

    
21. Technology Committee Chair’s Report & Minutes  
   
 The Chair of the Committee provided an overview of the meeting that had taken on 26th 

July 2022, highlighting the key areas of assurance and risk articulated in the summary 
report.   

 

   
22. Any Other Business  
   
 There was no other business raised.  
   
23. Items to be communicated to Staff & Governors  
   
 There were two key messages to communicate to staff and governors from the meeting: 

 
• The Integrated Quality & Performance Report identified that performance had improved 

in some areas but was still an issue due to the high levels of demand. 
• The Patient Story identified a single case having multi-faceted elements and learning. 

 

   
24. Meeting Evaluation  
   
 The nominated Directors provided the following reviews of the meeting: 

 
Helen Suddes, Non-Executive Director: 
 

• The Board was clearly sighted on the local and national challenges 
• There was good evidence that the Trust was not complacent that it was in a good 

position compared to some of its peers  
• There was good discussion about how the Trust could articulate how it was going to 

address challenges 
• Positive forward-thinking outlook identified  
• Engagement with the System and ICS was good  
• More outward looking focus than in the past 
• Compassion had been demonstrated and a keenness to take forward learning  
• The Board welcomed the impending external review into its coronial process  
• It was good to hear staff engagement was strong  

 
Helen Ray, Chief Executive: 
 
• There had been good engagement and input from Board members. 
• Good connectivity had been displayed between reports and sub-committee meetings 

with ownership well clarified. 
• The challenge had been respectful throughout the meeting. 
• Good evidence that Committees were seeking assurance on the deep dive reviews  
• Evidence that whilst the Trust was performing well in comparison to its peers, the Trust 

was working hard to improve performance against the national standards. 

 

   
25. Date and Time of Next Meeting  
   
 The next meeting would take place at 1000 hours on Thursday, 3rd November 2022 in the 

Board Room at Bernicia House.  
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26. Close of Meeting   
   
 The Chairman thanked members for their participation and closed the meeting.  
 



Date
Meeting 

No.
Reference Agenda Item Details Action Owner Due Date Position Statement 

Public / 

Private

Action / 

Decision

Open / 

Complete

24.02.22 5 BPU A04 Quality & Patient Safety Report Quality Committee to discuss translation

services and inappropriate referrals when

next reviewing the Quality and Patient

Safety Report.

Director of Quality, 

Patient Safety, 

Innovation & 

Improvement 

12.05.22

05.11.22

12.05.22 The translation services and inappropriate 

referrals work was being progressed and an update would 

be provided to the Board in July. Item would remain on 

action log.

28.07.22 The deep dive exercise of inappropriate referrals 

was underway, and a report would be presented to the 

Board after it had been submitted to the Quality 

Committee. Item to remain on action register. 

26.10.22 update: This would have been captured in the 

triage incident deep dive for November and would have 

been captured in Q3 report but we’ve been asked by NEAS 

QRG to focus on delays in November and push triage back 

to early next year.

We’ve been asked to focus on the priority area to reduce 

patient harm for the wider system by the ICB in preparation 

for a workshop event involving all system partners in 

November (w/c 14th November)

Public Action Open

24.02.22 5 BPU A05 Suicide Review Framework People and Development Committee to

review suicide prevention supports.

Director of People & 

Development 

12.05.22

05.11.22

12.05.22 The suicide prevention support work was 

underway, and the Board would be informed of 

developments.  Item would remain on action log.

28.07.22  Item would remain on action log.

Public Action Open

28.07.22 2 BPU A09 Integrated Quality and Performance ReportThe Assistant Director of Communications 

and Engagement would consider how best 

to communicate the public message to 

ensure those requiring clinical care 

contacted the service.

M Cotton 03.11.22 Update at November meeting Public Action Open

28.07.22 2 BPU A10 Patient Story (Scheduled Care 

transfer following patient's 

discharge from Hospital)

It was agreed that the Board would receive 

an update on this case to ensure all 

elements of the learning and actions had 

been addressed.

S Rushbrooke 03.11.22 26.10.22 update: this is still under an investigative process 

so unable to provide an update at November Board.

Public Action Open

28.07.22 2 BPU A11 Quality and Patient Safety ReportOnce the triage deep-dive exercise had 

been completed, the output report would be 

presented to the Quality Committee and 

then submitted to the Board. 

S Rushbrooke 03.11.22 26.10.22 update:  Following the CQC inspection we have 

been asked to prioritise the Handover Delays Deep Dive 

work so that will be presented prior to Triage at QC then 

Board. Triage deep dive is likely to be presented in Q4.

Public Action Open

28.07.22 2 BPU A12 Organisational Risk Register Cyber Security - The Board agreed it would 

be beneficial to receive an update on the 

work being undertaken to address this risk 

at the next private Board meeting. 

G Morrow

P Nicholson

15.09.22 Item was deferred to November.  Item on private agenda. 

Can be closed out. 

Public Action Open

      NEAS BOARD OF DIRECTORS ACTIONS AND DECISIONS LOG

Confidential



Action BPU A04 on Action Register  
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Agenda Item:  
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Title: Language line usage data 2021-22 
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☐ ☒ ☒ 
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☐ ☐ ☒ 

Purpose: To provide a summary of the telephone interpreting data for 2021   
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1.0 Introduction  

1.1 Language is essential for our staff to be able to communicate with patients and provide 
care and advice that meets their needs. 5% of the North East population identify as ethnic 
minority (2011 Census) and estimates for 2021 suggest this could rise to 7-8%. For many 
people from ethnic minority backgrounds English is not their first language. Different 
cultures and ethnicities describe illnesses and health issues differently, therefore, having 
the option to express yourself in your mother language is a key tool to providing emergency 
and urgent care to the communities and ensuring our paramedics can access language 
support to reliably triage patients and provide the best levels of patient care. 

1.2 In 2021 we reviewed our language line provider in the hope we would improve consistency, 
reduce the number of failed calls, make it easier to use and encourage uptake and 
awareness of the service internally and externally.  

1.3 With the introduction of the new supplier we developed a range of promotional materials, 
guidance documents and information for staff to improve knowledge and understanding of 
the service, dispel myths and highlight why having communication in a person’s first 
language is important. 

1.3 This was coupled with the start of our Positive Action Project which got out into 
communities to raise awareness of this service amongst other things. Evidence from 
communities suggested people did not know the service was available and some who had 
accessed it had mixed experiences. We acknowledged a range of barriers and issues we 
had faced and reassured communities and raised awareness of the new service.  

  

2.0  Changes made to provision  

2.1 Over the last 12 months we have undertaken a number of actions to improve telephone 
interpreting provision in the trust. These include: 

• Making the system easier for all staff to use and access by removing some of the 
codification needed at the start of a call  

• Improving monthly reports from the supplier  

• Promoting the language interpreting services during Positive Action workshops, 
newsletters and at network meetings 

• Developing interpreting guidance for staff and promoted it  

• Updating support contained in the communications guide and promoted it  

• Writing regular blogs on our website and corporate social media 

• Promoting our services and support options to ethnic minority communities and via 
social media 

• Recruited and trained over 70 community ambassadors to work within ethnic minority 
communities to communicate and educate people about how to access our services 

• Reassuring people, the service is available free of charge. 

 

3.0 Language Line Usage data 2021-2022 

3.1 We have seen a 58% increase in the number of patients using the language line over the 
last 12 months.   

3.2 Between May 2021 to March 2022 we recorded 8,455 language line calls. Over the year 
this would equate to 9,206 calls as one month missing data was averaged. 
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4.3 In 2020, we recorded 4,384 language line calls between April and December. Over the year 
this would equate to 5,845 calls as three missing months data were averaged. 

3.4 Arabic and Romanian maintained the top two position but there was an increase in other 
languages like Farsi and Kurdish which shows a new group of people or communities that 
we have been able to encourage to use the service. 

 

 
Figure 1 *2020 data from April- Dec 2020, 2021 data from May-March 2022 

 

3.5 The top five languages between May 2021 and March 2022: Arabic 1,618, Romanian 713,  

Farsi 697, Kurdish 694, Polish 520, Other languages 4,197 

3.6 The top 5 languages in 2020-21 were Arabic 639, Romania 443, Polish 392, Farsi 211, 

Bengali 178 

 

 

4.0 Service Usage data 

4.1  Usage data from April 2021 informs us that 96.5% of call to interpreters come from 111 and 
999 call talkers, 2.9% from operational colleagues and support service and less than 0.6% 
from scheduled care colleagues.  

4.2 We have updated the communication support guide training in statutory and mandatory 
sessions, updated information on Siren, included details in daily briefs and social media to 
encourage operational colleagues to use the service more and we will continue to liaise 
with managers to raise awareness of how and when to use these services. This data would 
suggest more awareness and confidence building is needed with operational colleagues. 
We do not have historical service data to allow us to compare usage levels prior to April 
2021.   

 

 

 

 

 

0 500 1000 1500 2000 2500 3000 3500

Arabic

Romanian

Polish

Farsi

Slovak

Mandarin

Bengali

Kurdish

Punjabi

Urdu

French

Lithuanian

Russian

Albanian

Tigrinya
2017- 2021 Language Usage

2017-18 2018-19 2019-20 2021



 

 

 Page 4 of 6 

 

Month 999 call 

handler 

111 call 

handler 

Scheduled 

Care staff & 

call 

handlers 

Unscheduled 

care & 

support staff 

Total 

May 21 241 402 2 44 689 

June 21 334 420 4 31 789 

July 21 446 448 5 29 928 

August 21 428 462 7 21 918 

September 21 334 346 8 12 700 

October 21 366 346 8 13 733 

November 21 398 432 4 21 855 

December 21 336 347 4 17 704 

January 22 344 351 4 20 719 

February 22 291 344 1 18 654 

March 22 359 385 3 19 766 

Total 3,877 4,283 50 245 8,455 

Percentage 45.9% 50.6% 0.6% 2.9%  

 

 

5.0 Interpreting Service Patient Safety Incidents 2020/21 and 2021/22 

5.1 The risks associated to telephone interpreting can include delays into providing care and in 
some instances the wrong care provided or a delay in response due to poor 
communication/understanding. A telephone interpreting guidance document was developed 
to support health advisors and operational staff. 

5.2 We changed the way we record telephone interpreting incidents in 2021 following the 
introduction of the new service.  

5.3 From 1st April 2020 to 31st March 2021 165 incidents were reported relating to utilisation of 
the Language Line interpreting service. These incidents have been categorised between 
the following cause groups: 

- 111 Triage 

- 999 Triage 

- 3rd Party Provider / Private Contractor Issue 

- Access, Admission, Delay, Transfer, Discharge 

- Exposure/Contact Biological/Infections 

- External HCP, Agency Or Care Home Issue 

- Hate Crimes 

- Information, Instruction, Training, Supervision 

- IT Systems Failure 

- NEAS Treatment Or Procedure Issue 

- Staff Attitude 

- Triage Issues 

- Vulnerable Person 

5.4 Prior to April 2021, there was no cause groups relating to Interpreting service issues, so 
members of staff categorised these incidents as they saw appropriate. This may also be a 
reason why there are less recorded incidents compared to 2021/22. 
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5.5 From 1st April 2021 to 31st March 2022, new cause groups were published on Ulysses, this 
included Triage Issues; Delay in assistance; Failure of Interpreting Service and work was 
undertaken with staff to improve reporting and increase awareness and focus. These may 
have encouraged further reporting of instances where there has been an issue.  

5.6 As a result, 357 incidents reported (+192 compared with the previous year), some of these 
had been submitted under communication failure, which have now been changed, but the 
majority were reported under the correct categories.  

5.7 The report identifies incidents when we have been unable to obtain interpreting services 

with EOC 999 and EOC 111 being the largest reporters of incidents.  The main languages 
issues reported are: Romanian, Kurdish and Czech. All but one incident which was 
reported as low harm were categorised as no harm or harm not related to NEAS. 

5.8 Breaking these down month on month over the last year an average of 30 incidents are 
reported on a monthly basis where NEAS are unable to access interpreting services 
leading to a delay in assistance and requirement in some cases to upgrade call to a C2 to 
prevent further delay and potential harm to our patients.  

 

6.0   Progress in partnership with language line 

6.1 We have established useful monthly meetings with Language Line to discuss concerns / 
share updates and improved reporting. 

6.2 In June 2021 we reached an agreement with Language line to subcontract to their USA 
team, giving us a bigger pool of interpreters. 

6.3 It was identified from our feedback that Czech calls were more difficult to resource out of 
hours, therefore Language line focused on recruitment for those times (We had very limited 
feedback from previous provider and without any real impact). 

6.4 In September 2021, Language line were proactive in increasing recruitment of Afghan 
interpreters given the potential for increased resettlements. 

6.5 In March 2022 Language line were again proactive in observing the situation in Ukraine, as                         
up until then, this had been a rare language, but this could change with anticipated 
resettlements. 

6.6 Language line have an ongoing recruitment for interpreters, offering cash incentives.   
Recruitment is taking a bit longer due to having to recruit remotely. 

 

7.0 Conclusion 

7.1 The evidence suggests the changes we have put in place are having a significant impact on 
improving access to services for speakers of other languages. Language Line usage has 
increased and promotion of services in communities through the Positive Action Project is 
reassuring communities that support is available in other languages.  

7.2 Increases in call operators use of Language Line services in 111 and 999 is encouraging. 
However, use amongst Unscheduled care staff is much lower and more focused work 
needs to be undertaken to improve awareness, knowledge and confidence in using the 
system for staff triage people more appropriately and safely. 

7.3 The increase is in patient safety incidents reported shows that reporting mechanisms are 
more widely used. The significant increases are to be expected considering the work we 
have undertaken to encourage staff to report issues. This increased focus and reporting 
has helped us to raise several issues with the suppler and find some resolutions.  

7.4 We will continue to monitor patient safety and availability issues and liaise with the supplier 
to reduce the number of incidents where the supplier cannot provide an interpreter to 
enable us to provide the best care possible to patients and improve patient safety. 
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7.5 We will continue to provide an annual assurance report of usage, patient safety issues and 
details of supplier responses. 
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……………………………………………………………………………………………………………………………………………………………… 

Background 
The purpose of this report is to provide a regular update on national, regional and system level 
developments in the delivery of integrated care.  

.………………………………………………………………………………………………………………… 

Assessment 
National Policy 

North East & North Cumbria ICS 

i. Integrated Care Board 

The full leadership team of the ICB is now established. Details are included in Appendix 1.  

ii. Integrated Care Partnership 

The first meeting of the Integrated Care Partnership (ICP) was held on 20th September 2022. A 
substantive Chair has not yet been appointed but is in process.  The partnership includes 
representatives from the (soon to be) fourteen local authorities in the ICS area.  

Following feedback from partners, it was proposed that governance would include one Strategic ICP 
built up from four ‘Area ICPs’, recognising existing partnerships at place level. The ICB Executive 
Directors of Place-Based Delivery have been tasked with convening meetings of the Area ICPs in 
November to consider proposed TOR and governance proposals with the aim of formally standing 
up Area ICPs in January 2023.   

Details of the role and structure of the ICP are included in Appendix 2. Further details of the ICP 
arrangements can be found at: https://northeastnorthcumbria.nhs.uk/media/zoap4k3j/icp-meeting-
20-sept-2022-presentation.pdf 

In addition to the Area ICPs, there are also governance structures to consider at the Local Authority/ 
place-based level. Each of the local authorities already has a statutory Health and Wellbeing Board 
(HWBB), established as a statutory committee under the 2012 Health and Social Care Act. These 
HWBBs will remain in place and will retain their responsibility for setting local priorities. However, 
alongside HWBBs there also exists a range of Place-Based Partnerships, typically responsible for 
overseeing the operational delivery of local strategies, and of managing the processes associated 
with pooling and aligning NHS and local authority budgets in pursuit of these local objectives. 

Place based partnerships are being asked to consider which of the following options they wish to 
pursue: 

1. A place-based Consultative Forum, with a broad membership, which would act in an 
advisory capacity to the Executive Directors of Place-Based Delivery but could not make 
binding decisions.  

2. A formal Place Committee of the ICB, coterminous with a single local authority (or group 
of neighboring local authorities), with formal delegation of NHS resources and a direct line of 
reporting and assurance to the ICB.  

3. A Joint Committee, coterminous with a single local authority (or group of neighboring 
local authorities), allowing collective decisions to be made within its scope of authority on 
behalf of several organisations – for example, the ICB and one or more local authorities. 
Such a committee would have a direct line of reporting and assurance to both the ICB and 
the other constituent statutory bodies, requiring agreement by all parties to the level of 
delegated authority or statutory decisions set out in a formally approved agreement.  

https://northeastnorthcumbria.nhs.uk/media/zoap4k3j/icp-meeting-20-sept-2022-presentation.pdf
https://northeastnorthcumbria.nhs.uk/media/zoap4k3j/icp-meeting-20-sept-2022-presentation.pdf
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It is important for NEAS to be cited on these developments of place-based partnerships because. 
Whilst commissioning of NEAS will remain at ICB level, such committees may reasonably ask for 
NEAS leadership representation, they make requests to NEAS in terms of service model delivery 
changes and could ask for updates/ assurance on organisation performance.  

iii. Provider Collaborative 

The provider collaborative continues to develop momentum. 

Key points of note: 
• It was agreed that clarity on responsibility, delivery expectations, escalation and resourcing 

for key work programmes that the Provider Collaborative is leading on would be drawn 
together into a “Responsibility Agreement” to be agreed by the ICB. This is reflective of a 
wider debate about the role and purpose of a provider collaborative within the ICB framework.  

• Governance arrangements for the provider collaborative are continuing to evolve. An 
Executive Advisory Group and Clinical Advisory Group are being established. The purpose 
of the Executive Advisory Group is to bring a range of functional perspectives across the 
collaborative work and to provide a sounding board and point of professional escalation to 
the programme team. From a NEAS perspective Karen O’Brien and Sarah Rushbrooke have 
been nominated as representatives.  

• A Provider Collaborative Estates strategy is being developed at pace led by James Duncan.  
It was agreed that FTs would revisit the current estates proposals and CDEL commitments 
through Estates Directors, to ensure full sight of the current aggregate position.  Further work 
will be undertaken by local teams on considering the strategic fit and interdependence of the 
largest estates proposals in NENC. 

 

Urgent and Emergency Care Network 

The Urgent and Emergency Care network Board has agreed three key priorities for winter.  
1. 111 and 999 Enhanced Clinical Assessment 
2. Primary Care/Streaming at Emergency Departments 
3. Discharge improvement 

A helpful event took place with system partners on 12th October, and actions were taken away by 
NEAS and the system to support our CAS. 

Since the event NHS England wrote to leaders outlining winter resilience plans. Some of the 
proposed initiatives will have a clear benefit for NEAS but will need to be delivered by the system. 
Whilst funding has been made available by the centre, the workforce challenge will remain the 
biggest barrier to delivery. 

 

Present Situation /Implications for NEAS  

As reported previously, the ICS is changing rapidly with many developments at both national and 
system level.  

The current key challenges for NEAS are: 

1. Changes in key personnel within the ICB/ ICP and place structures putting at risk our existing 
relationships.  

2. The pace at which the UECN is delivering change in line with national policy. 
3. Providing appropriate leadership and engagement at the relevant forums.  
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Strategy Implications 
As reported last month, each Integrated Care Partnership is required to publish a Long-Term Health 
and Care Strategy by December 2022. The Statutory Organisations involved in its development are 
Local Authorities, Integrated Care Boards and NHS England. Appendix 3 contains the proposed 
vision and long-term goals developed by the ICP to date. Appendix 4 contains details of the proposed 
chapters of the strategy. It is of note that this structure does not contain a specific emphasis on 
urgent care- and there is a risk that this could be lost amongst other priorities.  

 

Finance and Resource Implications 

There are no direct finance and resource implications arising from this paper. However, as previously 
noted senior leadership time is invested in the development of ICS structures.  

 

Risk Analysis 

The BAF contains risk analysis for the strategic objective: 

“To be an instrumental partner in the ICS and provider collaborative. Working with the system to 
identify innovative solutions for the patients and the system”.  

 

Corporate Governance and Compliance 

There are currently no direct corporate governance implications arising from this paper.  

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

Recommendation 
1. The Board is asked to note the content of this report. 

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

Next Steps 
1. Continue to monitor developments in national ICS policy and local implications 

2. Future Board development session on the evolving picture in the ICS - now to take place in 
quarter 4. 

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

Appendices 
Appendix 1:  Confirmed ICS Leadership Team 

Appendix 2:  Development of ICSs 

Appendix 3:  Proposed Vision and Long-Term goals for ICB Strategy 

Appendix 4: Proposed Chapters of ICB Strategy 

………………………………………………………………………………………………………………… 
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APPENDIX 2 
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APPENDIX 3 

 
 
 
 

Proposed Vision and Long-term Goals

Be�er health and resilience for all our people and communi�es

Longer, 
healthier 

life expectancy

A skilled, sufficient, 
compassionate and 

empowered 
workforce

Working together 
to strengthen our 

places and 
neighbourhoods

Innova�ng with 
improved 

technology, 
equipment and 

facili�es

Making best use of 
our resources and 

protec�ng our 
environment

Excellent 
health and care 

services

Fairer
health outcomes



 
 

 Page 8 of 8 

 

 
APPENDIX 4 

 



 
 

 
 

Public Board of Directors Meeting No. 3 2022-2023  

 
Date of Meeting: 3rd November 2022   

Agenda Item: 8 

Executive Sponsor: Executive Directors 

Author: Head of Planning and Performance 
Deputy Director of Finance 
Deputy Director of Quality and Safety 
Clinical Audit and Effectiveness Manager 

Title: Integrated Quality and Performance Report 

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☐ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: To provide the Board with an overview of key performance metrics covering 
quality and safety, clinical, operational performance, people and finance. 

Previously Considered 
By: 

Performance and Finance Committee 
People and Development Committee 
Quality Committee 
Executive Management Group 

 
 
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 

 

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

Assessment 

Key exceptions and updates:  

• 2 Serious Incidents was declared in September. 
• Patient safety incident volumes remain high, with the top three cause groups: triage issues, 

incorrect care and ambulance delays. Non-patient safety incident volumes also report an 
increase following CQC feedback to report medication incidents. 

• 1.2% of patient safety incident were reported as moderate harm or above, achieving the Trust 
target of 3%. 

• FFT reports continue to achieve the 85% target level for all services except 111. 
• NEAS continues to benchmark well against other Ambulance Trusts for ambulance clinical 

quality indicators, with all measures for the latest reporting period better than the national 
average. 

• 111 call answer performance remained comparable against August 2022 and reporting a 
significant improvement on Q1 this year. Latest benchmark data shows the improvements 
which have been made, with NEAS now the 5th best provider for abandonment rate and 
average call time.  

• 999 mean call answer times remain high at 30 seconds. 
• C1 90th remains the only category to achieve the national standard, with C2 and C3 response 

times all more than twice the target level. While response times remain, challenging 
improvements have started to be seen for C2 and C3 compared to 2021/22 levels despite 
increased demand, acuity, and handover delays. 

• Recruitment to the CAS continues, with additional capacity also being sought through: sub-
contracting out NHS 111online and primary care activity; establishing a trial with Northumbria 
Healthcare for ED clinicians to signpost patients from the dispatch stack; and dispatch 
clinician trail to improve management of C2s. 

• Additional third-party resource has been approved to support performance and patient safety, 
which is noted as creating a financial risk along with current scheduled care third party 
forecast position. 

• Discussions are ongoing at ICB system level in relation to funding agreements for the cost of 
the NHS 2022/23 pay award. Currently, cost exceeds funding offered by £1.3m, and our 
forecast at present assumed this will be fully funded. 

• We continue to report full capital plan delivery by year-end, though there remain key risks 
related to a combination of supply side issues continued war in Ukraine.  

• Staff sickness has reduced to 7.6%, the lowest reported position in the last two years. 
• Both Appraisal compliance and Statutory and Mandatory training compliance targets 

continue to be achieved. 
 

Risk Analysis 

Identified Risk Risk Rating Relevant Risk Register 

ORR-41 – There is a risk that we are unable to manage pressures in 
all services linked with the longer-term impact of Covid-19, growing 
demand, challenges experienced by other regional providers and 
changing patient behaviors. 

 

20 Organisational 
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468 - There is a risk that hospital handover delays will increase as 
activity within hospitals increases following the pandemic, reducing 
the resources available for us to respond to our patients and resulting 
in possible patient harm. 

20 Organisational 

589 - There is an overarching risk that the Trust is unable to recruit 
and retain people with the required skills and values to the levels 
required to run our services - this risk applies to clinical, non-clinical 
and support staff and fluctuates between teams, professions and at 
varying times. 

12 Organisational 

608 - Low staff morale and engagement across many areas of the 
Trust as a longer-term consequence of the pandemic and the 
professional/personal impact on our staff. 

9 Organisational 

652 - Overarching financial sustainability: Revenue Plan - Agreement 
for investment in 2022/23 continues to include significant non-
recurrent block top-up from our ICS commissioner, whilst we are 
embarking on considerable recurrent expansion of our services. 
Capital Plan - Capital underspend risk in 22/23 could impact future 
asset investment planning. 

9 Organisational 

ORR-35 High levels of sickness absence is adversely impacting on 
the workforce and the organisation’s ability to deliver quality care and 
required performance standards 

16 Organisational 

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

Recommendation 
1. Trust Board is requested to note the monthly performance for September 2022 and the actions 

being taken. 
……………………………………………………………………………………………………………………………………………………………… 

Appendices 
Appendix 1 – Integrated Quality and Performance Report - September 2022 
……………………………………………………………………………………………………………………………………………………………… 
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Introduction  
____________________________________________________ 
   
This document provides updates for Quality & Safety, Clinical, Operational Performance, People 

and Finance measures for September 2022.  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 
____________________________________________________ 

 
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.  

Sep-22 YTD 22/23 Target Exceptions
Quality and Safety
Patient safety incidents 337 1968 Special cause concern
Non Patient safety incidents 269 1190
Incidents moderate harm or above % 1.2% 2.2% 3% Y
Serious Incidents 2 14 Special cause concern
Duty of Candour notified within 28 days %* 100% 27.3% 100% Y
Safeguarding referrals 1,329 7,392 Special cause concern
Complaints 30 221
Appreciations 40 395
Friends and Family - 999 S&T* 95.0% 97.0% 85% Y Consistently achieves target
Friends and Family - 999 S&C* 87.7% 88.5% 85% Y Special cause concern; Consistently achieves target
Friends and Family - 111* 81.5% 80.4% 85% N
Friends and Family - PTS* 94.8% 94.7% 85% Y

Unscheduled Care
C1 Mean 00:07:31 00:07:34 00:07:00 N Special cause concern
C1 90th centile 00:13:18 00:13:15 00:15:00 Y Special cause concern; Consistently achieves target

C2 Mean 00:40:45 00:42:27 00:18:00 N Special cause concern; Consistently falls short of target
C2 90th centile 01:23:30 01:29:11 00:40:00 N Special cause concern
C3 90th centile 05:45:44 05:50:07 02:00:00 N Special cause concern
C4 90th centile 05:22:48 04:46:20 03:00:00 N Special cause concern
Hear and Treat % 7.9% 9.2% -
See and Treat % 28.8% 28.3% -
ED Conveyance % 54.4% 53.6% - Special cause improvement
Non-ED Conveyance % 8.9% 8.9% - Special cause concern
999 Mean call answer (hh:mm:ss) 0:00:30 0:00:30 00:00:10 N Special cause concern
999 90th centile call answer (hh:mm:ss) 0:01:20 0:01:19 00:00:20 N Special cause concern
999 95th centile call answer (hh:mm:ss) 0:01:54 0:02:01 - Special cause concern
Average Handover time 0:26:22 0:24:15 00:15:00 N Consistently falls short of target; Special cause concern
Average Handover to Clear time 0:12:34 0:13:38 00:15:00 Y Special cause improvement; Consistently falls short of the target 

111
111 Calls abandoned % 8.2% 15.8% 3.0% N
111 Mean call answer (hh:mm:ss) 0:02:37 0:06:00 00:00:20 N
111 95th centile call answer (hh:mm:ss) 0:11:30 N/A 00:02:00 N Special cause improvement; Consistently falls short of the target
111 Calls with clinical input % 35% 34% 50% N Consistently falls short of the target; 
111 Clinical call backs within 20 minutes (NEAS only) 43% 34% 90% N Consistently falls short of the target
111 Clinical call backs over 20 minutes (NEAS only) 73% 71% 90% N
% Recommended self-care after clinical input 14% 15% 15% N Special cause concern
C3/4 validations % 36% 27% 50% N Consistently falls short of the target
ED validations % 26% 25% 50% N Special cause improving; Consistently falls short of the target
% Allocated first service type offered by DoS 61% 62% 80% N Consistently falls short of the target; Special cause concern

Scheduled Care
On Time Arrival % 80.9% 81.0% 80% Y
Collection within 60 mins % 81.5% 81.5% 85% N Special cause concern

Time on vehicle <60 mins % 91.7% 92.5% 90% Y Special cause concern; Consistently achieves target

PTS Call answer SLA % 54.0% 51.4% 70% N Special cause concern

People
Sickness % 7.6% 9.41%**
Mandatory Training %** 96.7% 96.7% 85% Y Special cause improvement

Appraisal Compliance %** 88.6% 88.6% 85% Y Special cause improvement; Consistently falls short of the target

YTD 22/23
£'000

FOT 22/23
£'000

Target

Finance
Revenue variance from plan -413 0 0
CIP variance from NHSEI plan 173 -236 0
Capital variance from plan -2,848 0 0

* data reported a month behind
** 12 month rolling position
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• 111 clinician input % has been updated to include Speak to Primary Care activity passed to CDDFT, ELM, Vocare and 

Gatdoc through locally agreed contracts. 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.  

• Incident harm moderate and above data has been updated historically to reflect final harm rating on case closure. 
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Quality & Safety Performance  
____________________________________________________ 
 Summary 

• Patient safety incident volumes remain significantly above the mean level. The number of patient 

safety incidents reported for September has dropped slightly from 397 to 337. 

• The top 3 patient safety incidents reported by cause group for September were: 

o 48 Triage issues (14.24%). A thematic review of triage issues was planned for October 

however NEASQRG have requested to move forward the thematic analysis of ambulance 

delays to support the system handover delay workshop planned in November 2022. 

o 55 attributable to incorrect care (16.32%). A review of the cause groups within this category 

revealed Inadequate Assessment / Monitoring / Treatment and Inappropriate Treatment 

remain the dominant themes. 

o 22 attributable to ambulance delays (6.52%) which correlates to an increase in demand, 

handover delays and long waits. Additional information relating to the number of long waits for 

an ambulance response in included within Appendix 1. 

• The rate of patient safety incidents per 1000 calls answered remains above the mean level at 2.7%. 

• 2 serious incidents (SI) were declared in September  

• 1.2% patient safety incidents were declared moderate or above, this below the 3% target.  

• Non-patient safety incidents have risen, increasing to 269, because of the request to report medication 

incidents following feedback from the CQC inspection. 

• Complainant volumes have dropped slightly below the threshold. The patient experience team are 

prioritising complaint responses therefore appreciations are below the threshold for August. 

• Duty of candour notification compliance has dropped to 14.2% due to the increased number of SI’s 

and moderate harms declared and a shortage of available FLO’s due to operational pressures. 

Awaiting confirmation of training date. 

• Safeguarding referrals have continued to rise since April 2022. Referrals are predominantly for 

general welfare, adult at risk and child at risk. The safeguarding team have noted an increase in 

requests for information from external agencies. 

• FFT reports continue to exceed the 85% target level for all services except 111. 

 
Assurances 

• Weekly Executive Safety Panel meetings ensure senior oversight of patient safety incidents, 

complaints, coroners’ involvement, inquests, frequent caller, complex cases, safeguarding and staff 

allegations.  
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• Clinical Review Panel membership extended to safeguarding and complaints team to provide early 

identification and oversight of safeguarding concerns and early triangulation of incidents with 

complaints, safeguarding and inquests  

• Monthly Serious Incident Review Group meetings ensure senior oversight of patient safety incidents 

moderate harm and above. 

• Weekly EOC Senior Leadership Meetings (SMT) continue with the Head of Patient Safety and 

Experience to discuss and address any issues and ensure higher acuity incidents are within timescale 

for investigation and feedback. 

• Although there is currently no agreement on how to report incidents in relation to harm and handover 

delays, every delay that is twice over ARP is reported by NEAS as a moderate harm incident.  

• Additional staff allocated to the patient safety team from operations/ EOC to assist with investigations 

to reduce timeframes and release operational staff to frontline duties.  

• Additional staff allocated to IPC team (staff on alternate duties) to assist with audits. 

• IPC manager confirmed start date 12th December 2022. 

• IPC specialist activity has decreased as COVID-19 rates in the community have decreased. 

• Safeguarding children advisor commenced post- completing induction. 

 

Risks identified 
• Ambulance Delay remains one of the top 3 reasons for reported patient safety incidents and remains 

the overriding theme where duty of candour applies. The average hospital handover time regularly 

exceeded the 15-minute timeframe in all 9 receiving Trusts throughout August. QI work with Acute 

Trusts continues. An ICB led handover delay workshop is planned for November 2011. 

• Demand on all services is increasing. Staff from patient experience and patient safety are under 

significant pressure, safeguarding specialist activity continues to rise increasing the demand on 

support services. 

 

 

 

 
  



 

7 
 

Clinical Performance  
____________________________________________________ 
 
 

ACQI Result SPC  

Return of spontaneous circulation  29.9% 
 

May 22 

Return of spontaneous circulation (Utstein)  55.2% 
 

May  22 

Survival to 30 days 11.7% 
 

May 22 

Survival to 30 days (Utstein)  33.3% 
 

May 22 

Sepsis care bundle - - - 

Stroke care bundle 
 

98.6% - May 22 

STEMI care bundle 
 

- 
- 

- 

Post-ROSC care bundle  - 
- 

- 

STEMI timing (average call to angio) 02:29:00 
 

May 22 
 

Stroke timing (average call to hospital) 01:30:00 
 

May 22 

NHSP health advisor pass 77.0% 
 

Sept 22 

NHSP health advisor call pass 77.4% 
 

Sept 22 

NHSP health advisor average score 89.8% 
 

Sept 22 

NHSP clinician pass 100% 
 

Sept 22 

NHSP clinician call pass 95.6% 
 

Sept 22 

NHSP clinician average score 95.8% 
 

Sept 22 

 



 

8 
 

Summary 

• To help deliver quality improvement with the health advisor call audit performance an annual 

workplace has been agreed with the EOC management team.  

Assurances 
 

• NEAS performed above national average for all standards. 

 

Risks identified 

• No risks identified. 
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Operational Performance 
_____________________________________________ 

Summary  

• 999 mean call answer time has reduced to 30 seconds.  

• 111 call answer performance remained comparable against August 2022 and reporting a significant 

improvement on Q1 this year. Latest benchmark data shows the improvements which have been 

made, with NEAS now the 5th best provider for abandonment rate and average call time. 

• C1 90th remains the only category to achieve the national standard, with C2 and C3 response times 

all more than twice the target level. While response times remain, challenging improvements have 

started to be seen for C2 and C3 compared to 2021/22 levels despite increased demand, acuity and 

handover delays. 

• NEAS remains the second-best performing Trust for C1 and performs better than the national 

average across all categories.  

• Hospital handover times have continued to increase to 26 minutes & 22 seconds, the highest ever 

reported.  Over 2,874 hours were lost due to handovers for September, on average 95 hours & 48 

minutes per day. There were 229 instances where handovers over 2 hours were reported and 546 

where turnarounds were over 2 hours.  

• Despite increases in demand for clinician call backs, 111 20 minute call backs significantly improved 

from August rising from 31% to 43%. C3/4 validations also reported an improvement reaching 36%, 

the highest reported rate. When Hear and Advise cases are removed this reaches 56%, achieving 

the national standard. 

• 26% of Emergency Treatment Centre (ETC) dispositions were referred to the CAS for validation, of 

which 81% were downgraded to non-ambulance and ED dispositions. Only 19% of all 111 calls 

reaching an initial disposition of ETC were directed to a Type 1/2 ED. 

• Scheduled Care KPIs for on time arrivals & time spent on a vehicle continued to achieve SLA. 

Patients collected within 60 minutes continues to decline at 3.5% below the target. 

 

Assurances  
• ICB workshop held focusing on opportunities to improve clinical triage within the CAS, areas 

identified to take forward including: 

o sub-contracting 111online and Primary Care speak to activity, to free up clinical resources in 

the CAS to support dispatch validation, and  

o developing MDT working with Urgent Community Response teams to seek alternatives to 

ambulance dispatch 

• A further workshop to focus on handover delays has been agreed. 
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• Finance has been secured to increase our third party coverage for unscheduled care, with some 

current third party shifts being reduced from 12 hours to 10 to maximise performance impact, and 

increasing coverage for evenings and weekends. Additional winter cover has also been planned 

and secured to boost capacity. 

• Work to increase estate capacity has commenced and discussions on-going with the Fire Service to 

support roll out of additional rotas. 

• CSP improvement workshop has been held to identify additional actions to keep patients safe and 

ensure existing triggers are fit for purpose. Four workstreams have been identified covering No 

Send, Escalation process and command structure, internal and external communications, and 

deployment plans. 

• Clinical recruitment to the CAS continues with 10.6 APs in progress, 1wte Clinical Advisors due to 

start in October 1.58wte in November and 2wte currently in a work trial. In addition, adverts are due 

out shortly for mental health specific roles within CAS to provide additional expertise and support 

within EOC. We are working with the ICB, TEWV, and CNTW to look at a trusted assessor model 

and information sharing agreements to enable our staff to access their electronic record keeping 

systems, and supervision. 

• Dispatch clinician trial held weekend 15/16 October as part of ongoing work to improve 

management of C2, which involved targeting specific C2 call backs from dispatch. The results of the 

trial are being evaluated to inform the C2 action plan. AACE are also piloting clinical validation of 

C2s, the findings of which will be reviewed and built in as appropriate. 

• Actions to improve resource allocation and management of clinician call backs have been 

implemented covering Clinical Section Managers, Shift Co-ordinators, and Clinicians. 

• Work is on-going with Northumbria Healthcare where clinicians will be able to directly access NEAS’ 

ambulance stack with the aim of safely and appropriately assisting patients without the use of an 

ambulance or ED. This will assist NEAS as additional clinical support will be available to manage a 

complex stack in a clinically safe way. It is hoped that enhanced knowledge of services provided to 

Northumbria Healthcare patients could assist in an increased rate of dispositions not including 

ambulance or ED.   IT development has taken place to enable access NSEC access to NEAS’ stack 

with the final aspects expected to be resolved w/c 15 October. An MOU between NEAS and NHFT 

is being developed and a soft launch of the new service is anticipated to be early in November. 

• With extensive work required by the Dispatch team to manage a high amount of hospital handover 

delays, a band 5 colleague is to be resourced from winter pressure monies to focus on handover 

delays. This has been trialled in Dispatch and has shown positive results by freeing up other 

dispatch team members and managers to focus on managing the main caseload without the added 

pressures caused by handover delays. This is important for patient safety when managing a large 

stack in addition to extensive handover delays. 
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Risks identified  

• Hospital handover times remain unseasonably high, presenting a risk to patient safety as well as 

impacting response time recovery. 

• There is a risk that recruitment slippage may necessitate higher reliance on overtime and/or third-

party provision at a more costly rate creating either a financial or performance pressure. 
• Levels of sickness absence remain high across the Trust, creating capacity issues and affecting our 

ability to meet patients’ needs across all service lines. 
• High reliance on Third party providers for scheduled care to deliver core service, with taxi availability 

across the region becoming challenging, resulting in patients being passed back for transport, 

negatively affecting our performance. 
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People Performance  
____________________________________________________ 
Summary 

• Staff sickness was 7.6% for September 2022, the lowest reported position in the last two years.  

• Both Trust-wide appraisal compliance and Statutory and Mandatory training compliance continue to 

achieve the Trust target despite challenges due to REAP 4. 

Assurances  

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

• A holistic health and wellbeing action plan is in place, resourced until 31st March 2023. 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.   

• Staff Psychological Advisor has established a Mental Health Steering group and launched a Mental 

Health Maintenance campaign in September 2022.  

• Face-to-face mandatory training commenced in September 2022 across scheduled and 

unscheduled care with abstractions in place until February 2023 (with a short Winter/Christmas 

break).  

• Flu (internal) and COVID (external) vaccination campaigns were planned throughout September 

and signed off by People & Development Committee on behalf of the Board. 

• Quality Assurance panels for appraisals were reviewed in terms of approach and re-commenced. 

Data and themes will be used for learning and reported through People & Development Committee. 

Risks 

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

following the 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.   

• Vaccinations for COVID/Influenza will be available to all staff from October 2022. There is a risk of 

low uptake due to individual beliefs and having the time to be vaccinated when in REAP 4. 

• During regular REAP/surge discussions, a potential action is to stand-down statutory & mandatory 

training. Operational teams are pragmatic about this and understand the long-term implications 

(including impact on flu vaccinations) and try to avoid where possible.  

• Whilst appraisal compliance is currently high this will decrease throughout Q3 and Q4 and requires 

a continual focus from all line managers, in conjunction with Winter and REAP 4 pressures.  
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Financial Performance  
____________________________________________________ 
Summary 

• Re-submitted plan presents a £2.67m surplus, inclusive of a requirement to deliver £4.392m of cost 

improvements this financial year – all of which also supports a balanced ICB financial plan. 

Revenue Position 

• At M6, we have a surplus of £2.388m which is -£0.413m below plan. We are forecasting delivery of 

our June 2022 resubmitted financial plan of £2.670m. Key headlines are: 

o A year-end position aligned to plan is being forecast, which requires third party resources 

(TPR) use in scheduled care to be reduced by £1.4m from current run-rate. 

o TPR use in scheduled care remains above Q4 21/22 levels and have reduced only slightly to 

date. A full resourcing forecast for the remainder of the year has been developed and 

continues to be worked on, and post-submission of financial position to NHSE, operational 

colleagues identified reductions of 50% of this requirement from November. Spend 

pressures also remain in Unscheduled Care for TPR overspends. 

o Post-submission, Executive Management Group (EMG) approved additional winter 

resources, supporting performance and patient safety, totalling £0.755m. The finance team 

are reviewing balance sheet provisions and reserve forecasts for flexibility to offset this and, 

if possible, to address the ARP vehicle hours trajectory shortfall risk previously reported.  

o Provisions use will reduce our flexibility to manage future risk in 23/24 and beyond, and such 

action constitutes a non-recurring fix to a pressure that should also be non-recurrent. It is 

imperative that underlying TPR spend pressures are addressed recurrently through the 

management of underlying causes of resource demand ahead of next financial year. 

o Spend on agency and overtime remains high, covering gaps in CAS and ARP investment 

schemes. A plan to accelerate recruitment and reduce sickness and abstractions is needed. 

o NEASUS - performance is behind plan by -£102k YTD, with FOT behind by -£105k.  

o Discussions are ongoing at ICB system level in relation to funding agreements for the cost of 

the NHS 2022/23 pay award. Currently, cost exceeds funding offered by £1.3m, and our 

forecast at present assumed this will be fully funded. 

Capital Expenditure Position 

• We are -£2.8m behind plan YTD, due to slippage on PTS, RRV and IT scheme delivery. 

• We continue to report full plan delivery by year-end, though there remain key risks related to a 

combination of supply side issues continued war in Ukraine.  

• Our FOT assumptions include the following key scheme risks, totalling £3.2m: 
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o 25 PTS chassis for 22/23 ordered at a cost of £0.685m, delivery forecast Q4 2022/23 - 

although conversion has slipped into 2023/24. 

o Replacement HART Vehicles £0.834m - national procurement delays slipping into 2023/24. 

o NEASUS - planned vehicle refurbishment spend will reduce by £0.185m. 

o Estate lease reviews have advised against renewing some sites on long leases and 

consequently a £0.340m underspend is expected against existing lease renewal schemes. 

o A SORT vehicle case and approval of same is still awaited (plan spend at risk £0.150m). 

• Officer Cars replacement (‘Right of Use’ assets under IFRS16) - delivery expected by year-end. 

• We reported FOT to Plan to NHSE but notified them of slippage risks and action being undertaken 

in mitigation. The ICB capital team has been advised of our potential CDEL underspend this year 

and its impact next year.  

Cash Flow  

• Cash balance held at the end of September 2022 was £35.2m, a decrease of £3.8m from year-end. 

• Cash reduced as core service block payments have still not been uplifted by commissioners to 

reflect our final plan funding agreement, with payments £6.3m less than expected throughout up to 

M6. We raised underpayment with commissioners in contract meetings on 18th October and this is 

being progressed. Cash has also reduced due to usage of deferred income from 2021/22 

• Our forecast outturn on 31 March 2023 is expected to reduce by -£6m to £32.9m at the end of the 

year as deferred income balances are utilised and provisions held on balance sheet are reduced. 

Risks  

• Income risks: 

 Pay Award funding shortfall – forecast assumes shortfall in cost versus contract uplift is 
funded, with ICB agreements pending 

 ERF funding - requires system delivery of ERF trajectories and potential funding impact 
 Non-recurrent funds from Northumbria HC in plan, assumed in forecast but remain a risk. 

• Cost risks: 

 Scheduled Care TPR costs - Forecast assumes reduced spend from M7. Risk that existing 
run-rate of spend is not reduced. 

 Unscheduled Care TPR costs - Forecast assumes no additional spend above current run 
rates, as existing rates are at winter 21/22 levels. Risk that current spend is not reduced. 

 USC Winter TPR resource – Additional winter cover of £0.755m agreed at EMG 
 USC Severe Winter TPR – Additional worst case scenario requiring additional TPR 
 Inflation Reserve – Forecasts assume full utilisation, but scenarios model reductions based 

on pressures remaining at current levels or reducing in future months. 
• Balance Sheet Releases: 

 Release of balance sheet provisions as mitigation – currently under review. Potential 
releases for most likely scenario increased to fully mitigate and deliver plan, but increase 
will impact on 2023/24 flexibility and reduces potential CIP delivery achievability next year. 
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Appendix 1 – SPC Charts 
 
 
Quality & Safety KPIs  
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Workforce KPIs  
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Long Waits 
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Unscheduled & Scheduled Care Demand 
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Note:  

The Scheduled Care completed journeys chart has been updated to include both Planned/Same day journeys within core & non-core hours.  
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Unscheduled Care KPIs 
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999 Call Answer KPIs 
 

 
 

Handover Targets 
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111 ADC KPIs 
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Scheduled Care Core KPIs 
 

 
 

Scheduled Care Call Answer KPI 
 

 



 

27 
 

Appendix 2 – Benchmark Charts 
__________________________________________________________________________ 
ARP Response Times 
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Ambulance – Outcomes 
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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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Cardiac a. Rosc 

 

Cardiac a. 30 day 
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STEMI 

 

 

Sepsis 
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Stroke 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

The purpose of this report is to inform the Trust Board of the Emergency Preparedness, Resilience 
& Response (EPRR) core standards annual self-assessment for 2021/22 and seek approval for it to 
be submitted into the NHSE 2022/2023 Annual EPRR Core Standards Assurance process. 

Unlike other NHS providers the North East and North Cumbria (NENC) Integrated Care Board and 
NHSE EPRR regional team receive the NEAS EPRR core standards responses using the internal 
Business Continuity Management System (BCMS), which provides an easier and a more accurate 
way to track any risks/issues that need to be developed to comply fully. 

As part of the assurance process, organisations are asked to submit a statement of assurance to the 
Integrated Care Board (ICB) by 28th October 2022. This year due to the Board meeting post this date 
approval has been given for a draft submission pending Board approval. There is a ‘confirm and 
challenge’ review session with the ICB scheduled for 4th November 2022 also as part of the 
assurance process prior to submission to the NHSE EPRR Regional Team. 

The timeline for the submission of this year’s standards within the North East and Yorkshire region 
will be as follows: 

 

 

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

Assessment 
Present Situation  

The EPRR Core Standards have seen some changes for 2022-23 as part of the national tri-annual 
review cycle so that whilst last year's scores are included in this report for reference, they cannot be 
directly comparable to the previous years. In addition, the core standards now include reference to 
expected levels and type of evidence required to demonstrate compliance. 
 
The interoperable standards for 2022-23 are yet to be published and so the Trust have assessed, 
as advised by the NHSE EPRR Regional Team, against the 2021-22 interoperable standards. The 
interoperable capabilities standards are subject to a separate inspection regime via the National 
Ambulance Resilience Unit (NARU), and this year's rating reflect the results of the inspection by 
NARU and recommendations and actions subsequent to that inspection. 
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Assurance 
As per the NHS England EPRR Core Standards guidance, an overall assurance rating will be 
assigned based on the percentage of NHS Core Standards for EPRR which the organisation has 
assessed itself as being partially, fully or non-compliant. 
 
It is of note that this year a far more thorough self-assessment has been undertaken following 
learning from the NARU Key Lines of Enquiry inspection, and this has resulted in a much higher bar 
being set internally for standards of evidence in order to declare compliance and as detailed above 
there is also now guidance on expected types of evidence for each standard. In addition, NEAS 
EPRR team collaborated with YAS EPRR team in a mutual peer review process in order to ensure 
a robust examination of our compliance. 
 
NEAS self-assessed assurance ratings are as follows, including 2021 comparison: 
 

Area Compliance Rating 2021 Compliance Rating 2022 
EPRR Core Standards Substantially Compliant Partially Compliant 

Interoperable Capabilities Substantially Compliant Substantially Compliant 

 
 

Area  Compliance Rating 
2021 

Compliance Rating 
2022 

EPRR Core Standards  94%  86% 
HART  100%  94% 
MTA  100%  86% 
CBRN  100%  94% 
Mass Casualty  100%  100% 
Command and Control  92%  83% 
JESIP  100%  87% 
Deep Dive  Not Applicable to NEAS  92% 

 
The full report is included as an appendix, detailing the evidence against each standard and the 
areas of partial or non-compliance. 
 
Of the 50 individual core standards applicable to NEAS, we have self-assessed as compliant in 43, 
partially compliant in 6 and there is one area of non-compliance, relating to assurance of 
commissioned providers/ suppliers Business Continuity processes. This area was similarly non-
compliant last year, and the Business Continuity Manager is working with the Head of Contracts and 
Procurement in order to establish a process sufficient to comply with this standard. 
 
The areas of partial compliance which have contributed to an overall reduction in headline 
compliance against the standards are as described below. 
 
 
Governance 
 

• The organisation has clearly defined processes for capturing learning from incidents and 
exercises to inform the review and embed into EPRR arrangements. 
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We have downgraded ourselves for this standard as it is felt that whilst certain incidents and 
exercises are captured, particularly BC incidents, this is not embedded fully across the Trust. It is to 
be a major workstream for EPRR in 23/24. 
 
Duty to maintain plans 
 

• In line with current guidance and legislation, the organisation has arrangements in place to 
respond and manage 'protected individuals' including Very Important Persons (VIPs),high 
profile patients and visitors to the site. 

 
We have downgraded ourselves as, whilst arrangements are in place and have been for several 
years, there was no written procedure as recommended in the guidance accompanying the revised 
standards. This has now been completed following the issuing of the new ‘Support for Specialist 
Operations’ SOP by NARU and is to be presented to the next EPRRG for approval. 
 

• In line with current guidance and legislation, the organisation has effective arrangements in 
place to define and respond to Critical and Major incidents as defined within the EPRR 
Framework. 

 
The standard now requires arrangements to respond to a Critical Incident as well as a Major Incident. 
The Trust did not have separate arrangements for declaration of a Critical Incident as it was 
determined our Major Incident arrangements, Clinical Safety Plan, REAP and Business Continuity 
Plans would provide the necessary framework to manage a Critical Incident. There is now a draft 
appendix to the major incident plan which is currently out for consultation. 
 

• In line with current guidance and legislation, the organisation has effective arrangements in 
place for adverse weather events. 

 
Whilst we have an adverse weather plan this was for cold weather. It is currently being rewritten to 
include hot weather following learning from the heatwave this year. 
 
Response 
 

• The organisation has in place suitable and sufficient arrangements to effectively coordinate 
the response to an incident in line with national guidance. ICC arrangements need to be 
flexible and scalable to cope with a range of incidents and hours of operation required. An 
ICC must have dedicated business continuity arrangements in place and must be resilient to 
loss of utilities, including telecommunications, and to external hazards. ICC equipment should 
be tested in line with national guidance or after a major infrastructure change to ensure 
functionality and in a state of organisational readiness. 

 
This standard has been much expanded from last year and the BC, Resilience and testing aspects 
require further work in order to evidence compliance. 
  

• The organisation has processes in place for receiving, completing, authorising and submitting 
situation reports (SitReps) and briefings during the response to incidents including bespoke 
or incident dependent formats 

 
The Trust uses Resilience Direct for operational incident sitreps and BCMS Dashboard for BC 
incidents however we have marked ourselves down as there is insufficient evidence that Trust 
Commanders understand how to use Resilience Direct for this purpose and as such the 2023/24 
commander CPD will focus upon this area. 
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Deep Dive 
 
This year the ‘Deep Dive’ covers Evacuation and Shelter. For the 8 Deep Dive standards applicable 
to NEAS, we have self-assessed as compliant in 7 and partially compliant in 1 area. We have 
assessed 3 standards as not applicable due to them being focused on hospital site evacuation. 
 
Whilst the Interoperable standards are subject to a separate process of inspection and assurance 
through the National Ambulance Resilience Unit they have been included for completeness. NEAS 
have self-assessed as compliant with 116 of the 131 standards, and non-compliant with 2 standards; 
 

• The Medical Director of each NHS Ambulance Service provider is responsible for ensuring 
that the Strategic Medical Advisor, Medical Advisor and Forward Doctor roles are available 
at all times and that the personnel occupying these roles are credible and competent  

 
• Personnel that discharge the Medical Advisor or Forward Doctor roles must refresh their skills 

and competence by discharging their support role as a 'player' at a training exercise every 
12 months. Attendance at these exercises will form part of the mandatory CPD requirement 
and evidence must be included in the form of documented reflective practice for each 
exercise 

  
The Forward Doctor role is provided by GNAAS as part of the MERIT contract, and contract 
monitoring meetings have been established to confirm CPD requirements. However, there remains 
a deficit for the Strategic Medical Advisor Role. Work is ongoing with the Medical Directorate to 
ensure that these positions are established. 

 

Strategy Implications 
 
As part of the NHS England Emergency Preparedness, Resilience and Response (EPRR) 
Framework, providers and commissioners of NHS-funded services must show they can effectively 
respond to major, critical and business continuity incidents while maintaining services to patients.  
 
NHS England has an annual statutory requirement to formally assure its own and the NHS in 
England’s readiness to respond to emergencies. To do this, NHS England asks commissioners and 
providers of NHS-funded care to complete an EPRR annual assurance process. This process 
incorporates four stages:  
 
1. organisational self-assessment against NHS core standards for EPRR  

2. A Peer assessment 

3. ICB confirm and challenge  

4. Regional EPRR assurance  

5. National EPRR assurance.  
 

Based on this process, national EPRR will submit an EPRR assurance report to the NHS England 
Board. The report is then shared with the Department of Health and Social Care (DHSC) and the 
Secretary of State for Health and Social Care. 
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Risk Analysis 
 
For the areas shown as partially or non-compliant, an action plan has been created with regular 
monitoring in place to track the progress of these actions. 
There is one risk on the risk register relating to an assurance process for commander competency. 
A new process has been agreed through EPRRG and is currently being rolled out to all commanders, 
once this roll-out has been finalised the risk will be closed. 

 
Identified Risk Risk Rating Relevant Risk 

Register 
NEASFT needs to develop and implement a more robust 
process for checking the maintenance of CPD by 
Strategic, Tactical and Operational Commanders. This  
must include a process to remove any commanders from 
active rotas that have not maintained the required 
competence or CPD for command in line with the  
national contractual standards. 

12 614 v2 

 

 

Corporate Governance and Compliance 

An update on the progress of the action plan for those standards partially or not met will be provided 
quarterly to EPRR Group.  
……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

The Trust Board is asked to review and approve the NEAS compliance ratings for the NEAS 
submission to the NHS England EPRR annual assurance process for 2022-23. 
……………………………………………………………………………………………………………………………………………………………… 

Next Steps 
1. The self-assessment will be shared with the Integrated Care Board and Local Health Resilience 

Partnership along with actions plans and the overall assurance rating. 
……………………………………………………………………………………………………………………………………………………………… 

Appendices 
Appendix 1 – EPRR Annual Assurance Guidance 
Appendix 2 – EPRR Annual Assurance Process 
Appendix 3 – BCMS Core Standards Report 
Appendix 4 – BCMS Deep Dive Report 
Appendix 5 – BCMS Interoperable Standards Reports 
Appendix 6 – Core Standards Action Tracker 
Appendix 7 – Interoperable Standards Action Tracker 
……………………………………………………………………………………………………………………………………………………………… 

 



 
 

 Page 7 of 7 

 

The links to the appendices are provided below.  Should you wish to obtain a copy of any 
of the documents, please contact tracey.mullen@neas.nhs.uk 
 
Appendix 1 - EPRR Annual Assurance Guidance   
B1664_i_Emergency preparedness resilience and response annual assurance 
guidance_July 2022 (Final).pdf 

 

Appendix 2 – EPRR Annual Assurance Process 
20220729 - NEY EPRR Assurance Process for AEO's and EPO's - FINAL.pdf 

 

Appendix 3 – BCMS Core Standards Report 
BCMS Core Standards Report 22-23.pdf 

 

Appendix 4 – BCMS Deep Dive Report 
Deep Dive BCMS Report 22-23.pdf 

 

Appendix 5 – BCMS Interoperable Standards Reports 

Interoperable Standards BCMS Report 22-23.pdf 

 

Appendix 6 – Core Standards Action Tracker 

Core Standards Action Tracker.pdf 

 

Appendix 7 – Interoperable Standards Action Tracker 

Interop Standards Action Plan.pdf 
 

mailto:tracey.mullen@neas.nhs.uk
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/EXS0vYBmhTtOmz_M1pk9BEABaQuYBOwT6ykyE7RHg90wrg?e=aLaENT
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/EXS0vYBmhTtOmz_M1pk9BEABaQuYBOwT6ykyE7RHg90wrg?e=aLaENT
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/Ef3EEuDg7rdKtw_QMyTCM68BgM4IZ7CITQPSEJxRMwSyEQ?e=Csl3O7
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/EUE18YgDm4VAlhF8zbzUMYEB5mUCSQdT0-n-3sNxc8Ixkg?e=KhGLs5
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/ES1S8-Ge7EpOjotQi-h7PIYBuYbzZyrTYDP9LlxicylRLQ?e=0GxXx8
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/EbZTOyd2wXZMp2-CrL1TkNQBNQp3BH5U7xFsCzqEzSCPjw?e=HhBc9N
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/EfaLvrLYWFxHiPHgaSYhtOsBhn4lvqMHCiuvIiWg0cBO_w?e=ILEjwU
https://neasft.sharepoint.com/:b:/s/EmergencyPreparednessResilienceResponseTeamSite/Edfa28KZ-OlAiiVzhtRQnB8BmFzmsj_LqH-mXqmkmkEedQ?e=5wiWXV
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……………………………………………………………………………………………………………………………………………………………… 

Background 

As a Trust, consideration is given to strategies and initiatives to be implemented to support surge 

throughout the year and in particular during the winter period. The past few years have seen 

sustained pressure throughout Health and Social Care, and it is anticipated that current high levels 

of service demand, increased patient acuity and hospital handover delays will be exacerbated by a 

resurgence in COVID-19 and seasonal respiratory viruses including Flu. A Winter Surge 

Management Working Group has been stood up to ensure service lines can provide assurance of 

resilience over this period and to allow for any risks and actions to be identified in a timely manner. 

This report is intended to give an overview of the measures in place and under development.  

 

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

Assessment 

Present Situation   

The Trust has a range of initiatives in place to support periods of Winter surge. Whilst typically ‘winter’ 

runs from October to March for the NHS, there are also key periods of enhanced focus for NEAS 

such as the festive period, this year identified as between 16th December – 3rd January, with 

particularly high activity days expected on 16th December/23rd December/24th December/26th-28th 

December/31st December/1st-3rd January.  

The below measures have been highlighted in the Winter Surge Group; which will monitor their 

implementation and effectiveness, as well as exploring any further opportunities to enhance 

operational delivery throughout the winter period.  

 

Preparing for COVID-19 variants and respiratory challenge 

The Occupational Health Department is leading on the Seasonal Flu Campaign 2022/23 which 

commenced on 10 October 2022. Flu vaccines are being offered to all staff. As at week ending 16 

October 2022; 

• 365 frontline staff have had their Flu vaccine  

• 439 staff in total (including Support Services) have had their Flu Vaccine so far 

• Of the 439 flu vaccines recorded on NIVS for our staff in total, 403 have been administered 

in-house 

Increasing capacity across all sectors to meet demand  

• The Trust has secured additional TPP cover for the Winter period, increasing the vehicles to 

15 x a day from the current 11 x 24/7 

• Overtime will be offered in CAS.  

• EOC are considering the options for offering overtime incentivisation. 

• Work continues to maximise daily vehicle hours 
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Supporting increased resilience in NHS 111 and 999 telephony and CAS services 

The following measures have been undertaken by Clinical Assessment Service: 

• Additional agency staff will provide cover to any gaps in rotas  

• There will be an increased number of remote workers 

• Additional staff will be scheduled to work on key dates 

• Staffing levels are being continuously monitored across EOC on an on-going basis 

• EOC CAS staff will be flexed across all areas as per the clinical escalation plan 

• Sickness absence will be managed proactively  

• Overtime will be offered 

• No annual leave will be granted over key dates 

Health Advisor Recruitment 

The current position with regards to call handling recruitment is as follows: 

• A plan is in place for the recruitment of Health Advisors and Team Leaders. Training of Health 

Advisors will continue weekly until 7th November 2022 to ensure staff are prepared in advance 

of the Christmas period.  

• There will be an additional 27.8wte increase in 999 or dual trained call handlers 

• Staff who joined the service after August have been informed that they will be scheduled to 

work Christmas Day.  

Minimising Category 2 response times and ambulance delays 

• On 15-16th October 2022, EOC trialled a operating process in the Teesside area as part of 

ongoing work to improve the management of C2.  The trial involves a dispatch clinician 

trained in the Manchester Triage System doing call backs on C2 cases coded R1 to CR7 by 

a Senior Clinical Advisor. This coding aids to direct the clinicians to work on cases of higher 

acuity where the risk to patients is greatest.  The outcome of these cases will be evaluated 

within 30 days of the trail to assess the effectiveness of this process.   

 Hospital Handover Delays 

The initiatives in place to support with hospital handovers include:  

• ‘Fit to Sit’ will launch in Sunderland with the view to expand this should the initiative be 

successful 

• Work is on-going with North Tees to trial ePCR data being pushed directly into the hospital 

system. This should see a reduction in the need to book patients into A&E departments 

• An improvement event took place on 14th October 2022 to review actions associated with 

REAP and the Trusts Clinical Safety Plan and to inform measures available when a Critical 

Incident process is invoked. Actions identified from the improvement event have been 

allocated to several working groups, with the intention that measures are in place by 

December.  
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Ensure timely discharge 

• A case has gone to commissioners to fund 6-8 extra PTS vehicles to assist with discharges 

across the region. 

• Discussions are underway with commissioners for an additional 1 extra discharge vehicle for 

South Tyneside Hospital during the winter period. 

• There is a hospital handover event in November in which it is anticipated that several ideas 

will be explored to improve the position currently being experienced by crews at many of the 

regions Acute Trusts. 

 

Support from Communication and Engagement 

The Communications team have offered support with the following: 

• Health advisor recruitment support 
• CAS / AP recruitment support 
• Dispatch recruitment support 
• CFR recruitment 
• REAP messaging 
• Promotion of alternative services 
• Demand management messaging at times of pressure – media and social media 
• Regional and national winter campaign delivery 
• Comms support for any PTS disruption 
• Proactive comms around Friday, bank holidays, New Year 
• Promotion of Alcohol Reception Centre / operation ginger 
• Christmas social media campaign 

 
 

Additional Measures 
 
In addition to the above, further measures to support the Trust include:  

• EAT and SORT training will pause from December so as not to impact on staffing 

• Relief will be planned as early as possible with the view of a proactive approach to this in the 

future to ensure shifts are covered timely  

• Proactive management of front-line staffing rota and relief allocation 

• Surge Cell operating at REAP 4 

• The Strategic Head of EPRR is liaising with Police to mobilise Operation Ginger over key 

dates during the festive period (Op Ginger is the deployment of a Paramedic and Police 

Officer in an RRV to attend incidents in the city centre of Newcastle backed up by an urgent 

vehicle, with the aim of rapid patient assessment, treatment and transport if required).  

• The role of Community First Responders will be reviewed to determine whether they can be 

used in any other manner over the winter period 

• Positioning Advanced Practitioners within Dispatch is being considered 

• A proposal for support to CAS for end-of-life cases has been submitted 

• Continuation of the Winter Surge Working Group and development of an Operational Order 

for the festive period. 
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Going Further For Winter Resilience Plans 

 
On 18th October 2022 NHS England announced a number of initiatives for the winter period to be 
implemented by each ICB, including; 

• Putting in place a community-based falls response service in all systems for people who have 

fallen at home including care homes 

• Maximising the use of virtual wards, and actively considering establishing an Acute 

Respiratory Infection (ARI) hub to support same day assessment 

• Providing additional support for care homes through reducing unwarranted variation in 

ambulance conveyance rates 

• All systems setting up a 24/7 System Control Centre to support system oversight and decision 

making based on demand and capacity across sites and settings 

• Ensuring all ambulance services deploy 24/7 mental health professionals in emergency 

operation centres and on-scene 

• Establishment of a new national Winter Improvement Collaborative by the end of October 

• Proactive personalised care support for High Frequency Users 

 

As these initiatives are developed the requirements and impact for NEAS will be monitored via the 

Winter Surge Working Group. 

 

Desired Position/Outcome  

With all of the above taken into consideration, the Trust aims to maintain good service delivery to the 

region in a way which promotes and saves life and is in line with the Trust values.  

 

Strategy Implications 

This paper seeks to reassure the Board that the winter planning is being undertaken aligns with the 

Trusts ambitions regarding People, Performance, Partner and Quality and Safety, to promote 

unmatched quality of care. 

 

Finance and Resource Implications 

The Trust has been allocated additional funding to support an increase in third party provision. 

Discussion is ongoing regarding additional funding for PTS discharge vehicles. 

Resourcing will continue to be monitored as the weeks progress, especially in the run in to the festive 

period when we would typically expect to see additional absences.  

 

Risk Analysis 

 

Identified Risk Risk Rating Relevant Risk 

Register 

Potential Industrial Action. There are a number of unions 

balloting their members for industrial action, including 

Unison, GMB, RCN, FBU and if they are given the 

12 709 



 

 

 Page 6 of 6 

 

mandate may call for strike or action short of strike during 

the winter period. 

High levels of sickness absence is adversely impacting 

on the workforce and the organisations ability to deliver 

quality care and required performance standards 

16 ORR-35 

There is a risk that we are unable to manage pressures 

in all services linked with the longer term impact of  

Covid-19,  growing demand,  challenges experienced by 

other regional providers and changing patient behaviors. 

20 ORR-41 

There is a risk that hospital handover delays will increase 

as activity within hospitals increases following the 

pandemic, reducing the resources available for us to 

respond to our patients and resulting in possible patient 

harm 

9 468v16 

Demand currently is outstretching resource. Due to this, 

patients are waiting for long periods without a responding 

resource assigned to them. we are seeing longer waits 

on category 2 and 3 calls which puts patients at greater 

risk 

9 543v2 

 

Corporate Governance and Compliance 

The Trust’s response to winter surge will be reviewed by the EPRR Group and Clinical Quality 

Governance Group. In addition, each ICS has their own process for preparing for and monitoring the 

response to winter surge.  

 

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

Recommendation 

Based on the key judgements provided in the above assessment, summarize what you want the 

Board/Committee to do: 

1. The Board is requested to note the measures which will be in place to support with surge over 

the winter period.   

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

Next Steps 

1. Ensure measures above are implemented and evaluated 

2. Ensure actions set are monitored by the Winter Surge Management Working Group 

3. Develop an Operational Order for the period 16th December 2022 -  3rd January 2023 

4. Prepare a debrief following the winter surge period 

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

Background 

NEAS provide a commissioned end of life ambulance service Monday to Friday (including bank 

holidays) from 9am to 7pm. This ensures dying patients have a dedicated service that does not rely 

on using core NEAS vehicles. It enables these patients to die in  their place of choice and get there 

in a timely manner This service has been in place since 2018 and transports around 200 patients 

per month. 

We use St John as a third-party provider to deliver this service and have the use of 3 of their vehicles. 

As a Macmillan End Of Life Team we provide direct support and education to the crews and their 

manager. We have written guidance for all service users in booking this service (appendix 1) and 

have made an educational video to demonstrate what the transport can provide and what the 

specifications of the service are. We have written guidance for the Health Advisors taking these calls 

via the urgent booking line (appendix 2) to ensure correct use of the end of life (EOL) vehicles. The 

Macmillan End of Life team are also available Monday to Friday for direct help and support for our 

service users and all NEAS and St John staff. 

A staff survey which was carried out in 2021 (appendix 3) demonstrates the effectiveness and value 

of the service. 

The patient story:- 

Newcastle Upon Tyne Hospital foundation trust (NUTH) palliative care team presented a situation to 

the Macmillan End of Life team in August.  They had an inpatient at the Northern Centre for Cancer 

Care (NCCC) who was receiving palliative treatment for a gynecological cancer whose mother was 

also an inpatient at the Royal Victoria Infirmary (RVI). Unfortunately, her mother was dying and, due 

to the patient’s own poor health, she was unable to visit her mother in her last few days of life unless 

she could be taken via a stretcher. We were asked to consider if the EOL service could be used to 

transport her to the RVI using one of the EOL vehicles. 

As lead for NEAS EOL care team, I felt it was an appropriate use of one of the vehicles despite not 

being a commissioned use. I have been a Palliative Care Nurse specialist at NUTH for over 15 years 

and had never come across a  situation like this before. With assistance we were able to collaborate 

across NUTH, St John and NEAS to make this journey possible and safe. 

The patient spent over an hour with her mother, sat at her bedside, holding her mother’s hand and 

was kindly cared for by the ward staff on her mother’s ward. Her mother was unconscious and settled 

throughout the visit until it was time for her to leave when her mother opened her eyes and smiled. 

This brought great comfort to the patient and she went back to NCCC exhausted but comforted that 

she has seen her mother before she died. 

The patient’s mother died peacefully and comfortably the following day.  

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

Recommendation 

1. The Board is requested to note the patient story and recognise the collaborative work 

undertaken to address the needs of a patient and their daughter at the end of their life. 

……………………………………………………………………………………………………………………………………………………………… 
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Appendices 

Appendix 1 – Guidance for health care professionals booking end of life transport 

Appendix 2 – Guidance for Health Advisors taking end of life ambulance bookings 

Appendix 3 – Healthcare professional end of life ambulance survey 

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

 

 

 



 
 

 

 
 

 
 
 
 
 

Guidance for Healthcare Professionals: Booking End of Life transport 
 

To help NEAS allocate the 3 End of Life vehicles in the most efficient way, please can you read and comply with the following points for 

booking one of our End of Life vehicles. 
 

Booking Number 
 

0191 414 3144 
 
 
 

Booking times 
 

•   Monday to Friday 08:00-17:00. Including Bank Holidays 

•   Bookings after 16:00 are less likely to get one of the End of Life vehicles due to shift patterns. 

• Out of hours requests for dying patients or those being transferred to their preferred place of death may be subject to a significant 

delay, as these will require a NEAS core vehicle. You will be asked if you want a 1, 2- or 4-hour response. 
 

Operating Times 
 

•   Monday to Friday between 09:00-19:00, including bank holidays. 

•   The shifts are 09:00 – 17:00, 10:00 – 18:00 and 11:00 – 19:00. 

•   Transfers and discharges for dying patients or those being transferred to their preferred place of death can be booked out of hours, but these 
won’t be carried out by our dedicated EOL transport service.



 

 

Ready to travel 
 

• The patient must be ready, or imminently ready at the time booking. If they are not ready, you will be asked to call back e.g. 

medication and valid DNACPR. 

•   Book as early in the day as possible for the best chance of getting one of the End of Life vehicles 

• If a family member/carer would like to travel with the patient please inform us at the booking stage, however, this is at the discretion of the 
attending crew. 

 

 
 
 

Appropriate use 
 

•   The service is reserved for dying patients or those being transferred to their preferred place of death. 

• The vehicles will transfer from hospital, hospice or home. They can transfer from one house to another house or one room to another, in the 
same house. 

•   If a patient stabilises in the hospice and wishes to be discharged home to die, a further journey in the EOL transport will be considered. 
 

 

• If the patient  is going for  treatment  or returning from treatment, this  IS NOT appropriate for  one  of these vehicles. A normal non- 

emergency ambulance should be requested by ringing the same number; these will automatically default to a 4-hour response. 
 

 
 
 

Access at home 
 

•   Please be aware about access into a patient’s home before making the booking. 

• Please advise patients and families that it is not possible for our crews to get the ambulance stretcher upstairs. If a patient is upstairs 

living, they must to be able to go in a carry chair. 

• Crews will endeavour to get the patient into their home; however, if access is difficult, they may need to request assistance from 

another crew or move the patient manually which could be uncomfortable for the patient. 

•   If access might be an issue, arrange an OT assessment or ring NEAS on 01912648870 (2 days’ notice required)



 

 

 DNACPR’s  
 

• If the patient has a DNACPR or EHCP, please ensure these are handed to the crew who will check their validity. 
• Please complete the section titled ‘For those individuals transferring to their preferred place of care’ However, the crew will still accept 

the job if this isn’t filled in. 
• Patients DO NOT need to have a DNACPR to qualify for the transport. 

 
 
 

Syringe Drivers 
 

• All crews can transport patients with a syringe driver but please be aware that our crews cannot operate them. This is regardless of 

what drugs are running in the driver. 

• Please ensure there is enough medication in the infusion to last the journey and all medications have been administered as appropriate 

before travelling to ensure patient comfort. 

• Please  be  aware  that  only  paramedic  crews  can  give  subcutaneous  medication;  the  End  of  Life  vehicles  crews  are  not  

manned  by paramedics. 
 

 
 
 

Out of Area Requests 
 

• If you are booking End of Life transport to convey a patient to Cumbria or North Yorkshire these can be booked on the day but will be at 

the discretion of the Duty Manager and will depend on how many End of Life crews are on duty, demand on the service and if the 

transfer would take the crew over their shift finish time. 

•  All other out of area requests need to be pre-booked via PTS on 01912648870



 



  
 

 

End Of Life (EOL) Ambulances - Health Advisor 
guidance 

 

Dying patients have a dedicated service that does not rely on using core NEAS vehicles. This is to enable these patients 

to die in  their place of choice and get there in a timely manner. 

 
 
How Many End of Life vehicles are there? 
 

NEAS have the use of 3 end of life vehicles, operated by St. John ambulance.     There call signs are 

PAL1, PAL2 and PAL3 

 
Booking times 
 

• Monday to Friday 0800-1700. Including Bank Holidays 

• Anything outside of these times will be classed as out of hours and will have less chance of receiving    
one of the 3 dedicated vehicles. 

• Bookings can still be made 24 hours per a day on the normal urgent line but please be aware of the 

operating times of the 3 vehicles. 

• Bookings made outside of these hours will require a core NEAS vehicle so please inform the caller 

they may be more subject to delay.



Operating Times 
 

Monday to Friday between 0900-1900, including bank holidays. 

The shifts are 0900 – 1700, 1000 – 1800 and 1100 – 1900. 

 

Response times? 
 

• IN HOURS - Monday to Friday 0800 – 1700 - Always booked as a 1 hour response. 

• OUT OF HOURS - Ask if they want a 1, 2 or 4 hour response. 
 

 

Appropriate use 
 

• The vehicles will transfer from hospital, hospice or home and can take the patient to wherever their chosen place of death 

may be. 

 

• They can transfer from one house to another or one room to another, in the same house 

 
• If a patient stabilises in the hospice and wishes to be discharged home to die, a further journey in the EOL transport will be an 

appropriate use of this service. 

 
• If the patient is going for treatment or returning from treatment, this is not appropriate use of this service. 

 
 
 

Remember, just because the patient is palliative, does not mean they are dying or require   an End 

of Life vehicle. 



 

Ready to travel 
 

The patient must be ready, or imminently ready at the time booking e.g. medication, paperwork etc. If they are not, please advise the 

caller to ring back  when the patient is ready. 

 

 

Access and Mobility 

 

 If a stretcher is requested for the journey, Health Advisors are to ask the additional questions 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 

 

 

If the patient cannot transfer into a carry chair, and there is poor stretcher access, and/or any stairs to be taken up, the booking needs 

to be refused as there would be no safe way of getting the patient into the address.  

Are there stairs to access the property, 
or is the patient upstairs living?

Yes No 

Can the patient transfer into 

a carry chair with or without 

assistance? 

 

Accept the booking and enter information 
given into the crew notes. 

Is there stretcher access into the house 
and to the room where the patient is 

going to be? 
 

No 

Yes Yes No 

An environmental and access 
assessment must be carried out 

before a booking is taken via 
their own services or via NEAS 

on 01912648870 (notice 
required) 



Why is this important? 

Without this vital information, a patient could be taken home, and subsequently returned to the hospice or hospital if there is not 

adequate access. This would be distressing for both the patient and their families, at an already difficult time, and would be a waste of 

resource. Having this information at the point of call will help ensure patients are transferred to their preferred place of death with 

dignity and respect. 

 

A recent EOL discharge was refused by the attending crew due to poor access and mobility of a patient. NEAS were not made aware 

of this, which resulted in a further night’s stay in hospital for the patient, while the family re-arranged the living space by moving the 

hospital bed downstairs. This could have been avoided if an environmental and access assessment had been carried out prior to the 

booking 

 

If any challenges or difficulties are experienced on the call, please feel free to speak to or ask the caller to contact one of the End of 

Life team, Monday to Friday, in hours, on the numbers or email addresses at the end of this guidance. 

 
Continuous subcutaneous infusion (CSCI) also known as Syringe Drivers 
 

All crews can transport patients with a CSCI running but they need to be aware our crews aren’t trained to operate them. 

 
 

Do Not Attempt Cardio-Pulmonary Resuscitation- DNACPR’s 
 

Most patients will have a DNACPR in place, but it is not a necessity to qualify for the transport. 

REMEMBER: If there is a DNACPR in place, ask if the DNACPR is with the patient for when the crew 

picks them up. There is no need to ask if the DNACPR is a cat 1 or cat 2. 

Ask if the section regarding ‘for those individuals transferring to their preferred place of care’ has been 

completed. This section details where the patient should be conveyed to should death occur in transit. The 

crew will still  accept the job if it is not completed. 

 

 



 

Do we need to ask all of the usual ‘urgent call’ questions? 
 

No. Do not ask for a NEWS score or if there is an immediate threat to life or if an emergency response is required when making the 

booking. 

 

Are Health Care Professionals aware of the booking process? 
 

Yes. Guidance has been sent out to HCP’s who request these vehicles. 

 

Setting expectations: 
 

As part of the escalation process for out of time end of life cases, health advisors will not be carrying out the ring backs. A Clinician   

will carry out these ring backs. 

 
At the end of the booking, Health Advisors are to give the following reassurance “We will try to have an ambulance with you in the 

next hour. Please be aware we have limited vehicles covering this service so delays may occur. If your ambulance is going 

to be delayed, you will receive a courtesy call from one of our staff to explain the delay and discuss other options” 

 

 
If you have any questions/suggestions on any of the above, please don’t hesitate to contact one of the NEAS Macmillan End of 

Life team.  

End of Life Care Facilitator Karen.Hertwick@neas.nhs.uk 07973694555 

Macmillan Engagement Officer Paul.Galloway@neas.nhs.uk  07976986466 

Macmillan Admin Support Chloe.Ince@neas.nhs.uk  07973767740 

 
Thank you 

mailto:Karen.Hertwick@neas.nhs.uk
mailto:Paul.Galloway@neas.nhs.uk
mailto:Chloe.Ince@neas.nhs.uk


End of Life Vehicles – Healthcare Professional Booking Survey 

Results 
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“I honestly cannot praise the service enough. Their response time is excellent, 

and their care and compassion shown is also excellent. 
I remember the days when we didn’t have this service and the difficulties we 
had getting the usual ambulance service to meet the needs of EOL patients. 

Now we have a trusted service who can transport patients to their PPoC within 
a very short timeframe 7 days a week. 

Please keep up the good work.” 
 

“Never had any issues with any booking episodes and transport always 
completed. 

Very helpful and pleasant staff answering phone when ringing to book an 
ambulance. 

This is an excellent, and in my opinion an essential service for the palliative 
care group of patients.” 

 
 

“Always very professional and reliable. Definitely an asset to the service we 

provide.” 

 

“We’ve never had a problem using this service, from the call handlers to the 

crews, they are all very professional/understanding/caring. Nothing to improve 

that we can see, the service is great!” 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

This independent review of maternity services at the Shrewsbury and Telford Hospital NHS Trust 

(‘the trust’) by Donna Ockenden commenced in the summer of 2017. It was originally requested by 

the Rt Hon Jeremy Hunt MP when he was Secretary of State for Health and Social Care, and 

commissioned by NHS Improvement, to examine 23 cases of concern collated by the tireless efforts 

of the parents of Kate Stanton-Davies and Pippa Griffiths, who both died after birth at the trust in 

2009 and 2016 respectively. Since the review was commissioned, it has grown considerably. The 

independent and multi-professional team of midwives and doctors reviewed the maternity care of 

1,486 families, the majority of which were patients at the trust between the years 2000 and 2019.  

 

In the interim report presented to the Board in January 2021, it was highlighted that this review was 

considering 1,862 family cases. However, after removing duplication of recording, and excluding 

cases where there were missing hospital records or consent for participation in the review could not 

be obtained, the final number of families included in this review is 1,486. Some families had multiple 

clinical incidents – therefore, a total of 1,592 clinical incidents involving mothers and babies have 

been reviewed with the earliest case from 1973 and the latest from 2020. 

 

In line with the terms of reference, the review examined the trust’s internal investigations where they 

occurred. In addition, the review team has considered: 

• external reports into the trust’s maternity services over these years (national regulatory 

reports and locally commissioned reports) 

• local clinical governance processes, policies and procedures 

• ombudsman and coroner’s reports 

Throughout this process, our priority has been to ensure that the families impacted by the 

maternity services at the trust are heard. They wanted to understand what had happened to 

them, as well as ensure that, finally, lessons are learned so that no further families experience 

the same harm and distress that they did. 

 

Through the review of 1,486 family cases, the review team has been able to identify: 

• thematic patterns in the quality of care and investigation procedures carried out by the trust 

• where opportunities for learning and improving quality of care have been missed 

The impact of death or serious health complications suffered as a result of maternity care cannot be 

underestimated. The impact on the lives of families and loved ones is profound and permanent. 

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

Assessment 

Following the publication of the interim report in December 2020 the review panel identified important 

themes which must be shared across all maternity services as a matter of urgency and formed Local 

Actions for Learning and made early recommendations for the wider NHS Immediate and 

Essential Actions (IEAs). 

In a letter to NHS Trust and Foundation Trust Chief Executives on 14th December 2020 NHS England 

identified urgent action required to implement the full set of the Ockendon IEAs and 12 urgent clinical 

priorities which were required to be implemented by 21st December 2020. 
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The priorities identified: 

Enhanced Safety  

1. A plan to implement the Perinatal Clinical Quality Surveillance Model  

2. All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to 

reporting as required to HSIB  

Listening to Women and their Families  

1. Evidence that you have a robust mechanism for gathering service user feedback, and that 

you work with service users through your Maternity Voices Partnership (MVP) to coproduce 

local maternity services 

2. In addition to the identification of an Executive Director with specific responsibility for 

maternity services, confirmation of a named non-executive director who will support the 

Board maternity safety champion bringing a degree of independent challenge to the oversight 

of maternity and neonatal services and ensuring that the voices of service users and staff are 

heard.  

Staff Training and working together  

1. Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per 

week.  

2. The report is clear that joint multi-disciplinary training is vital, and therefore we will be 

publishing further guidance shortly which must be implemented, In the meantime we are 

seeking assurance that a MDT training schedule is in place. 

3. Confirmation that funding allocated for maternity staff training is ringfenced and any CNST 

Maternity Incentive Scheme (MIS) refund is used exclusively for improving maternity safety 

Managing complex pregnancy  

1. All women with complex pregnancy must have a named consultant lead, and mechanisms to 

regularly audit compliance must be in place 

2. Understand what further steps are required by your organisation to support the development 

of maternal medicine specialist centres  

Risk Assessment throughout pregnancy  

A risk assessment must be completed and recorded at every contact. This must also include ongoing 

review and discussion of intended place of birth. This is a key element of the Personalised Care and 

Support Plan (PSCP). Regular audit mechanisms are in place to assess PCSP compliance 

Monitoring Fetal Wellbeing 

Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We 

are now asking that a second lead is identified so that every unit has a lead midwife and a lead 

obstetrician in place to lead best practice, learning and support. This will include regular training 

sessions, review of cases and ensuring compliance with saving babies lives care bundle 2 and 

national guidelines. 

Informed Consent  

Every trust should have the pathways of care clearly described, in written information in formats 

consistent with NHS policy and posted on the trust website. 

The actions relevant to NEAS were under action 2. 
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Listening to Women and their Families  

Evidence that you have a robust mechanism for gathering service user feedback, and that you work 

with service users through your Maternity Voices Partnership (MVP) to coproduce local maternity 

services.  

In addition to the identification of an Executive Director with specific responsibility for maternity 

services, confirmation of a named non-executive director who will support the Board maternity safety 

champion bringing a degree of independent challenge to the oversight of maternity and neonatal 

services and ensuring that the voices of service users and staff are heard.  

The identified Executive Director is the Director of Quality, Patient Safety, Innovation and 

Improvement and the Non-Executive Director is the Chair if the Quality Committee. 

In order to gain enhanced service user feedback to ensure we are listening to women and families, 

we have included this as a Quality Priority for 2022/23. 

 

Present Situation  

The final review, which rightly put families’ voices centrally but also listened to staff experiences, 

builds on the findings of the first report published in December 2020. It reinforces the importance of 

establishing and improving critical oversight of patient safety in maternity units and identifies 15 

Immediate and Essential Actions (IEAs) to be implemented across maternity services in England to 

bring about timely positive and essential change. 

The patterns of poor clinical care identified in the final report mirror issues identified by previous 

national reports into maternity care; themes we also continue to see in the context of claims and 

inquests such as failures to follow national guidelines, work collaboratively across disciplines, 

escalate concerns and delays in transfer. Furthermore, the report highlights significant failings in 

governance procedures and leadership which resulted in repeated missed opportunities and failures 

to learn. 

The review acknowledges the huge pressure maternity services, and their staff continue to face, 

which have been compounded by the pressures arising from Covid-19. In addition to funding issues 

there are significant workforce challenges, particularly in the recruitment and retention of midwives 

and obstetricians. However, the indication within the report that there remain ongoing barriers 

preventing learning following serious maternity incidents is highly concerning. 

The final report sets out 60 Local Actions for Learning for the trust. However, many of the issues 

identified by the Ockenden review team are not isolated to the trust and maternity services in England 

now need to build on the work they started following the first Ockenden report. 

With this in mind, the final report sets out 15 Immediate and Essential Actions (IEAs) which are 

intended to make a significant contribution to the delivery of safe maternity care, and which 

complement and expand on the IEAs issued in the first report. These actions must be implemented 

across all maternity services. It is recognised that change will not be achieved overnight but clear 

that action is required now at all levels, from ward to Board, in order to improve care and safety in 

maternity services. 
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Immediate & Essential Actions  

Operationally and at ward level 

• Workforce planning and sustainability, including the need for nationally agreed minimum 

staffing levels, or where there is no national agreement, staffing levels agreed locally with the 

Local Maternity and Neonatal System (LMNS). 

• Training for midwifery staff needs to be formalised, to include a robust preceptorship 

programme for newly qualified midwives (NQMs), which supports supernumerary status 

during their orientation period and protected learning time for professional development, as 

per the RCM position statement for this. A proportion of maternity budgets must be ring 

fenced for the provision of appropriate training. 

• Safe staffing - including the need to maintain a clear escalation and mitigation policy where 

maternity staffing falls below the minimum staffing levels for all health professionals. Trusts 

must also review and suspend if necessary the existing provision and further roll-out 

of midwifery continuity of carer model unless they can demonstrate staffing meets safe 

minimum requirements on all shifts. 

• Escalation and accountability - staff must be able to escalate concerns with clear 

guidelines for when a consultant obstetrician should attend. 

• Multidisciplinary training – a reinforcement of the need for staff who work together to also 

train together, to include training on local handover tools and mandatory training on human 

factors. All staff must be trained and up to date in CTG and emergency skills. 

• Complex antenatal care - local maternity systems, maternal medicine networks and Trusts 

must work together to ensure that women have access to pre-conception care in line with 

relevant national guidance. 

• Labour and birth – the report sets out various requirements to improve care, including the 

need for women who choose birth outside a hospital setting to be provided with accurate 

advice with regards to transfer times to an obstetric unit should this be necessary. In addition, 

all women must undergo a full clinical assessment when presenting in early or established 

labour to include a review of any risk factors and consideration of whether any complicating 

factors have arisen that might change recommendations about place of birth. These must be 

shared with women to enable an informed decision regarding place of birth to be made. 

Centralised CTG-monitoring systems should also be mandatory in obstetric units. 

• Pre-term births - The LMNS, commissioners and Trusts must work collaboratively to ensure 

systems are in place for the management of women at high risk of preterm birth. Trusts must 

implement NHS Saving Babies Lives Version Two (2019), also Safety Action 6 of NHS 

Resolution’s Maternity Incentive Scheme. 

• Obstetric anaesthesia - In addition to routine inpatient obstetric anaesthesia follow-up, a 

pathway for outpatient postnatal anaesthetic follow-up must be available in every Trust to 

address incidences of physical and psychological harm. 

• Post-natal care - Women readmitted to a postnatal ward and all unwell postnatal women 

must have timely consultant review. 

• Bereavement care - Women who have suffered pregnancy loss must have appropriate 

bereavement care services. 

https://www.rcm.org.uk/media/2293/preceptorship-for-newly-qualified-midwives.pdf
https://www.england.nhs.uk/mat-transformation/implementing-better-births/continuity-of-carer/
https://www.england.nhs.uk/publication/saving-babies-lives-version-two-a-care-bundle-for-reducing-perinatal-mortality/
https://resolution.nhs.uk/wp-content/uploads/2021/10/16092021-MaternityIncentiveSchemeYEAR4-Revised-timeframe-October-2021-updated.pdf
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• Neonatal care - There must be clear pathways of care for provision of neonatal care and 

the recommendations from the Neonatal Critical Care Transformation Review (December 

2019) must now progress at pace. 

• Supporting families - Care and consideration of the mental health and wellbeing of mothers, 

their partners and the family as a whole must be integral to all aspects of maternity service 

provision. The report sets out a number of strategies to achieve this including the need for 

robust mechanisms for the identification of psychological distress, and clear pathways for 

women and their families to access emotional support and specialist psychological support 

as appropriate. 

Clinical governance and Organisational Learning 

• Incident investigation and complaints - this includes the need for incident investigations 

to be meaningful for families and staff and for lessons to be learned and implemented in 

practice within 6 months of the incident. Maternity governance teams must ensure the 

language used in investigation reports is easy to understand for families. The report supports 

the move towards a more proactive approach to safety and learning investigations under 

the Patient Safety Incident Response Framework (PSIRF) which is due to be gradually 

implemented across NHS Trusts from Spring 2022, replacing the Serious Incident 

Framework (2015). Under PSIRF, there will be a standardised investigation template and 

providers are encouraged to bring patient safety and complaints teams together to encourage 

a collaborative and coordinated process. The importance of monitoring complaints themes 

and trends is also highlighted. 

• Learning from maternal deaths - nationally, all maternal post-mortem examinations must 

be conducted by a pathologist who is an expert in maternal physiology and pregnancy-related 

pathologies. In the case of a maternal death, a joint review panel or investigation of all 

services involved in the care must include representation from all applicable hospitals or 

clinical settings. Learning from this review must be introduced into clinical practice within 6 

months of the completion of the panel and shared across the Local Maternity System (LMS). 

Leadership including the Board 

• Clinical governance leadership – the report builds on the first report to reinforce the need 

for leadership and critical oversight of the quality and performance of their maternity services. 

This includes the requirement for the director of midwifery and clinical director for obstetrics 

to be jointly operationally responsible and accountable for the maternity governance systems 

and the appointment of a Patient Safety Specialist dedicated to maternity services. Trust 

boards must also work together with maternity departments to develop regular progress and 

exception reports and assurance reviews, and regularly review the progress of any maternity 

improvement and transformation plans. 

 

Desired Position/Outcome  

The Board will note the following recommendations for NEAS within the report: 

• Executive and Non-Executive leadership identified at NEAS 

• Identification of a patient safety specialist 

• NEAS Representation at the ICB Maternity Network and engagement with the LMS 

• Implementation of PSIRF – 2023 

https://www.england.nhs.uk/publication/implementing-the-recommendations-of-the-neonatal-critical-care-transformation-review/
https://www.england.nhs.uk/wp-content/uploads/2020/08/200312_Introductory_version_of_Patient_Safety_Incident_Response_Framework_FINAL.pdf
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• Supporting Families. Engaging with families identified as a Quality Priority for 22/23 

 

Corporate Governance and Compliance 

All NEAS related maternity incidents will be investigated through the current incident management 

process and in future will come through the PSIRF framework. These will be reported through the 

quarterly Quality and Safety report and via SIRG to Quality Committee. 

 

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

Recommendation 

The Board is requested to note the final report and endorse the recommendations for NEAS. 

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

Next Steps 

The Board will note the following recommendations for NEAS within the report: 

• Executive and Non-Executive leadership identified at NEAS - Achieved 

• Identification of a patient safety specialist – Underway 

• NEAS Representation at the ICB Maternity Network and engagement with the LMS - 

Achieved 

• Implementation of PSIRF – 2023 – Underway 

• Supporting Families. Engaging with families identified as a Quality Priority for 22/23 - 

Underway 

The actions underway will be managed through the Quality Committee and reported to Board through 

the implementation plan for PSIRF and the achievement of the Quality priorities in 2023. 

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

Appendices 

Appendix 1: Ockenden Final Report: Findings, conclusions and essential actions form the 

independent review of maternity services at The Shrewsbury and Telford Hospital 

NHS Trust - 30 March 2022.   

 Board Members: The full report had been uploaded to Team Engine for viewing. 

 The report is available to view via:  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach

ment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf 

 

Appendix 2: 7 Ockenden IEAs (including 12 Clinical Priorities): Trust North East Ambulance 

Service      

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

 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf


7 Ockenden IEAs (including 12 Clinical Priorities): 

Trust North East Ambulance Service     Exec Sign off Sarah 

Rushbrooke
Compliant Partially Compliant Non-Compliant

1) Enhanced Safety

A plan to implement the Perinatal Clinical Quality Surveillance Model N/A

All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to reporting as required 

to HSIB

Yes when applicable 

to NEAS

2) Listening to Women and their Families

Evidence that you have a robust mechanism for gathering service user feedback, and that you work with 

service users through your Maternity Voices Partnership (MVP) to coproduce local maternity services

Yes for general 

Patient feedback to 

NEAS

Identification of an Executive Director with specific responsibility for maternity services and confirmation of a 

named non-executive director who will support the Board maternity safety champion 
Yes

3) Staff Training and working together

Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week
N/A

The report is clear that joint multi-disciplinary training is vital. We are seeking assurance that a MDT training 

schedule is in place. 
N/A

Confirmation that funding allocated for maternity staff training is ringfenced N/A

4) Managing complex pregnancy 

All women with complex pregnancy must have a named consultant lead, 
N/A

and mechanisms to regularly audit compliance must be in place 

Understand what further steps are required by your organisation to support 
N/A

the development of maternal medicine specialist centres 

5) Risk Assessment throughout pregnancy 

A risk assessment must be completed and recorded at every contact. This must also include ongoing review 

and discussion of intended place of birth. This is a key element of the Personalised Care and Support Plan 

(PSCP). Regular audit mechanisms are in place to assess PCSP compliance 

N/A

6) Monitoring Fetal Wellbeing 

Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We are now 

asking that a second lead is identified so that every unit has a lead midwife and a lead obstetrician in place to 

lead best practice, learning and support. This will include regular training sessions, review of cases and 

ensuring compliance with saving babies lives care bundle 2 and national guidelines.

N/A

7) Informed Consent

Every trust should have the pathways of care clearly described, in written information in formats consistent with 

NHS policy and posted on the trust website. An example of good practice is available on the Chelsea and 

Westminster website.
N/A
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……………………………………………………………………………………………………………………………………………………………… 

Background 

The Board has a key role to play in shaping the culture of the Trust and Freedom to Speak Up 

(FTSU) is a critical component in respect of developing an open, transparent and learning culture. 

The National Guardian’s Office (NGO) expects Boards to lead in this area, ensuring that the Board 

actively promotes learnings, encourages staff to speak up and sends a clear message that the 

victimisation of workers who speak up will not be tolerated. It is also the responsibility of the Board 

to ensure that there is a well-resourced Guardian model with named Board leads and to ensure that 

there is investment in leadership development.  

The People and Development Committee receives bi-annual updates from the FTSU Guardians on 

FTSU activity and the latest updates from the NGO on behalf of the Board of Directors. The Audit 

Committee also receives an annual report regarding the governance and structures in place. This 

report provides the Board of Directors with a summary of the Freedom to Speak Up activity and 

findings from April 2022 – September 2022 as well as any other relevant activity. 

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

Assessment 

FTSU Activity April 2022 – September 2022 

There have been five cases raised to date 2022/23. The Guardians discuss these in more detail on 

a bi-monthly basis with the Non-Executive Directors who are part of the People & Development 

Committee. 

 Theme of concerns  Area of Trust Status Learnings / Assurances Would the 

individual who 

raised the 

concern speak 

up again? 

001 Sexual harassment Unscheduled 

Care 

Case 

closed 

 

 

Challenges due to the 

individual reporting through 

a 3rd party.  

No feedback 

received. Was 

followed up a 

number of 

times. 

002 System/process/cultural 

issues 

Unscheduled 

Care 

Case 

Open 

Individual is currently on 

sick leave. It is anticipated 

case can be closed on their 

return. 

Not yet 

applicable. 

003 Information governance 

breach 

Unscheduled 

Care 

Case 

Closed 

Individual indicated 

dissatisfaction with the 

FTSU process and closed 

case. Guardian has kept a 

watching brief and has 

noted that work is 

continuing among relevant 

staff members to resolve 

this issue. 

No. 
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 Theme of concerns  Area of Trust Status Learnings / Assurances Would the 

individual who 

raised the 

concern speak 

up again? 

004 Bullying/Harassment Unscheduled 

Care 

Case 

open 

Investigation ongoing. Not yet 

applicable 

005 Cultural Scheduled 

Care 

Case 

Open 

Ongoing. Not yet 

applicable 

In addition to the cases outlined above, the Board is requested to note that there remain two cases 

open from 2021/22 and as these are relating to cultural improvements, we are awaiting the 

outcomes of the interventions underway. 

 

National Guardians Office Review of Ambulance Services 

In April 2022, the National Freedom to Speak Up Guardian for the NHS, Dr Jayne Chidgey-Clark, 

wrote to the Chief Executives and Chairs of NHS ambulance trusts to advise them of a proposed 

review of Freedom to Speak Up within ambulance trusts. The review was proposed in response to 

consistent findings that, despite their inspection ratings, the speaking up culture in NHS ambulance 

trusts tended to be more challenged compared to other trust types. The purpose of the review is “to 

inform understanding of the speaking up culture in ambulance trusts to identify learning and make 

recommendations for improvement”.  

The review has taken a two-phase approach with all 10 ambulance services taking part in the initial 

desktop review. Following the desktop review, five ambulance services were selected for inclusion 

in phase two, which included interviews with the Guardians and senior leaders as well as staff focus 

groups. NEAS was selected for phase two and interviews and focus groups took place throughout 

September and October 2022. The NGO have advised that the final report is expected before year-

end and it is anticipated that this will include best practice recommendations for ambulance services 

to consider implementing. 

 

Freedom to Speak Up Education and Development 

The Board conducted a Board development session on Freedom to Speak Up on 29 July 2022. This 

included completion of the Freedom to Speak Up review tool for NHS trusts and foundation trusts 

and a Board self-assessment against the expectations outlined within the review tool. In addition, 

the Executive and Non-Executive Leads for Freedom to Speak Up completed the reflection and 

planning tool. The outcome of the Board development session was the development of an action 

plan which the Guardians are implementing. 

A Freedom To Speak Up development session was held on 26 October 2022 with the Senior 

Leadership Forum. The session was part of a wider seminar on civility in the workplace and the 

Freedom to Speak Up element focused on raising awareness of the Freedom to Speak Up function 

within the organisation, while also concentrating on actionable steps that senior leaders can 

implement to help improve the speaking up culture within their own areas. 

The Trust continues to mandate freedom to speak up training for all staff – we are currently over 

95% compliant.  
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Freedom to Speak Up Policy 

The NGO published a new national policy on Freedom to Speak Up in June 2022 with the expectation 

that organisations would use this as the standard for Freedom to Speak Up. NEAS adopted this 

policy and this was approved for implementation in September 2022. 

 

Freedom to Speak Up Resources 

The Trust has produced and is in the process of distributing literature, communications material and 

‘Z Cards’ to all staff to increase the awareness of speaking up across the organisation. The 

Guardians in conjunction with the Executive lead are discussing alternative modes of delivery across 

our dispersed workforce and to ensure there is ring-fenced time for the guardians to fulfil their role.   

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

Recommendation 

1. The Board is requested to note the contents of the report and be assured that the People and 

Development Committee will continue to monitor the detail and escalate any issues or 

concerns. 

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

Next Steps 

1. The Board will be kept informed of any developments or recommendations arising from the 

NGO review of the speaking culture within Ambulance services. 

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

Appendices 

N/A 

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

Background 

Following the introduction of the Health & Wellbeing Guardian, a set of principles were identified 

by NHS England/Improvement for all Trusts to abide by. Principle five states ‘the death by suicide 

of any member of our NHS people or a learner working in an NHS organisation will be 

independently examined and the findings reported through the board to the wellbeing guardian’. 

 

There is no national or sector documentation or best practice available to assist Trust’s in fulfilling 

Principle 5 therefore a framework has been developed internally within NEAS. The 

framework/review is facilitated by an independent manager to consider the circumstances and 

information relating to the individual’s death and to identify if the Trust could have acted differently 

and provide an opportunity for organisational learning and support. 

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

Assessment 

Following the sad death of a colleague in 2022, the suicide review has now been completed. 

 

What went well? 

 

• Crew attending dealt with the case well considering the difficult circumstances 

• Management support dispatched immediately to support staff  

• Appointed Family Liaison Officer as single point of contact 

• Clinical Operations Manager attended scene then went back to station with the crew to 

debrief/discuss. Clinical Care Manager also dispatched and attended scene and support 

with debrief. Another colleague supported the debrief and as they were a close colleague 

of one of the crew members - this helped to overcome anxieties.  

• Support was offered to all staff including our third party crew who supported. 

• Our colleague had been absent from work and suffered from long-COVID and other 

health conditions. Evidence of multi-layered support via management team, occupational 

health and other health and social care practitioners. The individual had worked 

alternative duties during their recovery as a supportive measure to return to the 

workplace and build up resilience. 

• Individual had previously referred self to the Trauma Incident Management (TrIM) 

programme  

• Our colleague was a respected member of staff active in numerous networks. This was 

supportive at the time to the individual, after the death and ongoing for others.  

• A discussion/meeting with the Trust’s Wellbeing Guardian is scheduled for those wishing 

to attend. This was linked with an action following previous case reviews and is 

welcomed by those involved. 

 

What can we learn from and do differently? 

 

• There were delays and challenges in contacting the family (initially hard to obtain next of 

kin via police).  This also meant too many people/organisations became involved.  

• A local newspaper published an article about the incident and whilst it did not name our 

colleague it meant staff/colleagues and others were made aware in a way which was not 

compassionate or personal.   
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• A colleague (who knew the individual) reached out to the family with the best of intentions 

however this went outside of our standard approach and before the family were officially 

notified.  

 

Action: Basic rules and principles to be shared wider across the organisation to ensure 

that the wishes of families are considered first and foremost, to ensure that 

colleagues do not attempt or contact the family and for the Family Liaison Officer 

to fulfil that role.  

 

• Communication from the Trust (i.e., a wellbeing letter) was received at the staff member’s 

home after the death. The family felt this was insensitive and communication then ceased 

between the next of kin and the Trust.  

 

Action: Process required to ensure the staff record is closed/updated immediately and a 

sense-check of any impending correspondence is made, to prevent any 

inappropriate correspondence being sent. 

 

• Consideration was being given to the long-term implications of the individual’s health and 

well-being and their ability to fulfil their substantive role. Discussions were underway with 

the individual however not concluded.  

 

Action:  Continue to build on Suicide Prevention work.  

 

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

Recommendation 

The Board is asked to note the review and identified learning.  

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

Next Steps 

The actions as identified will be tracked through our Health & Wellbeing Group and People Group. 

………………………………………………………………………………………………………………………………………………………… 
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Communications update – October 2022 
 

The volume of media enquiries remains 
high with the largest number of queries 
relating to service pressures and demand 
over the summer. The significant drop in 
activity in September is due to a pause in 
publicity activity during the period of 
mourning for Her Majesty The Queen. 
 

 
 
Other top stories in July included the 
expansion of telemedicine for stroke 
patients; NEAS joining the BHF Circuit 
register for defibrillators; and in August 
the launch of the new series of BBC 
One’s Ambulance documentary. 
 

 
The broadcast of BBC One’s Ambulance 
documentary saw our Facebook reach 
more than double although we added 
another 3,000 followers. We also saw 
significant reach in posts for paramedic 
vacancies on the back of the BBC 
programme. There was a noticeable dip 
in September during the national period 
of mourning when the BBC Ambulance 
programme was paused for three weeks. 
 

 
 

 
The number of subscribers to our video 
channels continues to rise, although the 
number of video views has declined. 
 

 
 
Videos with advice and information 
always perform well on YouTube and our 
analytics shows us that browser search 
functions are the most common way for 
viewers to watch our videos. This 
highlights that people have been actively 
looking for our content. 
 

 
BBC Ambulance featured in four of the 
top five tweets in August with around 
880,000 impressions.  
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We have been running a live commentary 
and Q&A on Twitter during the broadcast 
of Ambulance on BBC One on Thursdays 
and this has proved extremely popular.  
 

 

Stories about NEAS staff always prove 
popular on Instagram and away from 
the BBC, our International Paramedics 
Day campaign was well received. A 
post asking the public to be patient with 
us during a particularly busy period 
over the summer also featured in July’s 
top five posts. 

 

 
 

The top post in September was a 
tribute to The Queen, followed by a 
shared story of NEAS colleagues who 
had gone to London to provide mutual 
aid for her funeral. 

 

 
Siren continues to be the focus of internal 
communications with 287,172 visits in 
September, maintaining a trend of 
continuing growth on the platform.  
 

The top four reasons for Siren visits 
remain unchanged - vacancies, GRS, 
reading The Update, and training. 
 

 
 
Average readership of each edition of 
The Update remains high – and has been 
above 1,200 and peaking at 1,560 over 
the past three months for each edition. 
 

The top story on Siren in July was the 
withdrawal of staff terms and conditions 
section of Covid-19 workforce 
guidance. In the last month, the most 
read stories have been details of a new 
annual leave booking process; the CQC 
review of medicines management and 
the chief executive’s blog.  
 

 
Frontline colleagues are now regularly 
using Workplace as a tool to feedback 
and ask questions. There is now 79% of 
the organisation activated their 
Workplace account and monthly active 
users is at its highest with 1,582 people in 
September.  
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Workplace groups continue to engage 
staff, with the new iPad pilot volunteers’ 
group being one of the most active 
groups. 

 

 
Careers continues to be the main reason 
for visits to the NEAS website, accounting 
for more than 20% of overall web traffic. 
Ambulance response categories, patient 
transport booking and the general contact 
us page are also in the top five searches. 
The annual report was the most searched 
for item in August. 
 

 
 

Our bounce rate - where a visitor leaves a 
site without visiting any other pages – 
remains high at 63%. 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

This following report has been presented at Board level committees throughout the governance 

structure to provide information as to the current position of the Organisational Risk Register. 

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

Assessment 

Present Situation  

The Risk Manager continues to work with the Owners and Assessors of risks in supporting best 

practice and compliance with Risk Management. 

 

There are 10 risks currently logged on the ORR: 

 

Risk 264 -  (reworded description) Cyber Threat - Barometer. This risk provides a 

barometer view of all cyber threats posed.  

 

If the score changes on this risk, then note the review comments as it will detail 

why and refer to a more specific threat from risks 691 to 703. New threats could 

be added, and the risk reference needs to be added here (on Risk 264).  

 

▪ The risk Owner has documented the following in relation to this risk – All specific Cyber 

Threats have now been added under the Monitoring Group ISWG. This is therefore a live 

barometer score based on our expert assessment for each. This risk (264) can therefore 

change. 

▪ Initial risk score shows 12, the residual risk rating has been scored 12 with a target risk score 

of 4. The next review date is 14/12/2022. 

▪ A total of seven control measures are listed with a variance of effectiveness assessed 

between ‘inadequate’, ‘some weakness’ and ‘satisfactory’.  

▪ Out of the seven existing controls five show as ‘some weakness’, one shows ‘inadequate’ 

and one as ‘satisfactory’.  

▪ The risk shows 4 open actions. Three actions have passed their target date for completion. 

 

Risk 460 - There is a risk that the Trust is unable to continue full service in the event of a 

total loss of the Emergency Operations Centre at Newburn or a requirement to 

evacuate the whole team. 

 

▪ Initial risk score shows 16, the residual risk rating shows 16, with a target risk score of 4. The 

next review date is 16/11/2022.   

▪ A total of three control measures are listed with effectiveness assessed as ‘adequate’, ‘some 

weakness’ and ‘satisfactory’. Controls require further consideration as initial and residual 

scores remain the same (with controls in place). 

▪ The risk shows 2 open actions, both within target date.  
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Risk 468 -  There is a risk that hospital handover delays will increase as activity within 

hospitals increases following the pandemic, reducing the resources 

available for us to respond to our patients and resulting in possible patient 

harm 

 

▪ Initial risk score shows 25, with the residual risk of 20, and a target risk score of 9. The next 

review date was due 12/08/2022 reminders have been sent by the Risk Manager prior to the 

last EMG in August however the review remains out of date. 

▪ A total of 12 control measures are listed with 10 showing an effectiveness assessed as 

‘adequate’, the other control has been assessed with an effectiveness of ‘some weakness’ 

and the other assessed as ‘satisfactory’. 

▪ The risk shows 2 open actions, both within target date. 

 

Risk 589 -  There is an overarching risk that the Trust is unable to recruit and retain 

people with the required skills and values to the levels required to run our 

services - this risk applies to clinical, non-clinical and support staff and 

fluctuates between teams, professions and at varying times. 

    

▪ Initial risk score shows 16, the residual risk rating shows 12 with a target risk score of 6. The 

next review date of 21/10/2022 is overdue. 

▪ A total of 9 control measures are listed showing an effectiveness assessed ‘inadequate’, 

‘satisfactory’ and ‘adequate’. 6 are assessed as ‘satisfactory’, 2 as ‘adequate’ and 1 as 

‘inadequate’. 

▪ The risk shows 6 open actions, all within target date and 1 closed action.  

▪ The group are to note that this risk has had no amendments or changes since the last EMG 

paper in August 2022. 

 

Risk 608 -  Low staff morale and engagement across many areas of the Trust as a 

longer-term consequence of the pandemic and the professional/personal 

impact on our staff. 

    

▪ Initial risk score following review by the assessor shows 16, the residual risk rating shows 9 

with a target risk score of 4. The next review date is 13/11/2022. 

▪ A total of 6 control measures are listed showing an effectiveness assessed ‘satisfactory’ and 

‘adequate’. 4 are assessed as ‘satisfactory’ and 2 as ‘adequate’  

▪ The risk shows 5 open actions, all within target date and 1 closed action.  

 

 

Risk 647 -  Additional resource will be required to effectively deal with the potential 

increased workload as a result of the significant high profile adverse national 

media coverage/publicity. 

    

▪ Initial risk score shows 25, the residual risk rating shows 20 with a target risk score of 16. 

The next review date is 18/11/2022. 

▪ A total of 3 control measures are listed showing an effectiveness assessment rating of ‘some 

weakness’ (1) and ‘uncertain’ (2).  

▪ The risk shows 3 open actions, all within target date.  
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Risk 652 -  Overarching financial sustainability - Plan agreement for investment in 2022/23 

continues to include significant non-recurrent block top-up from our ICS 

commissioner, whilst we are embarking on considerable recurrent expansion 

of our services. 

 

▪ Initial risk score shows 15, the residual risk rating shows 9 with a target risk score of 6. The 

next review date is 19/12/2022. 

▪ A total of 3 control measures are in place showing an effectiveness assessment rating of 

‘some weakness’ (2) and ‘uncertain’ (1).  

▪ The risk shows 3 open actions, all within target date. 

 

Risk 670 -  Inability to demonstrate robust medicines management processes are in place 

to ensure the proper and safe management of medicines. 

 

▪ Initial score shows 20, the residual risk rating shows 16 with a target risk score of 12. The 

next review date is 12/11/2022. 

▪ A total of 4 control measures are listed showing an effectiveness for all assessed as ‘some 

weakness’ 

▪ There are 3 open actions, with one action having passed the target date (31/08/2022). 

 

Risk ORR-35 –  High levels of sickness absence is adversely impacting on the workforce and 

the organisation’s ability to deliver quality care and required performance 

standards. 

 

▪ Initial score shows 20, the residual risk rating shows 16 with a target risk score of 9. The next 

review date is 12/11/2022. 

▪ A total of 10 control measures are listed showing an effectiveness assessed as ‘satisfactory’ 

(9) and ‘adequate’ (1). 

▪ There is 1 open action, within target date (31/10/2022) and no closed actions. 

▪ The Owner would like the Board to note that this risk had been transferred to the People & 

Development Risk Register by the previous Owner, however has been managed as if it had 

remained as a Corporate risk. This risk has now been transferred back to the ORR by the 

Risk Manager at the request of the Owner.  

 

 

Risk ORR-41 -  There is a risk that we are unable to manage pressures in all services linked 

with the longer-term impact of Covid-19, growing demand, challenges 

experienced by other regional providers and changing patient behaviors. 

 

▪ Initial risk score shows 25, the residual risk rating shows 20 with a target risk score of 16. 

The next review date is 11/01/2023. 

▪ A total of 28 control measures are listed with a variance of effectiveness assessed between 

‘uncertain’, ‘inadequate’, ‘some weakness’, ‘adequate’ and ‘satisfactory’.  

▪ The risk shows 1 open action within target date. 
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Desired Position/Outcome  

Ensure the organisational risk register accurately reflects the principle strategic risks faced by the 

Trust alongside providing assurances that risk mitigation controls and actions are identified. 

 

Alternatives/Options  

No alternative options, robust Risk Management and governance is essential  

 

Strategy Implications 

Ineffective risk management and governance processes can hamper delivery of strategic objectives 

intent. Good risk management and governance underpin successful business strategies. 

 

Finance and Resource Implications 

Each individual risk may pose financial and resource implications and can be seen via the details 

within each risk and associated actions. 

 

Risk Analysis 

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

Identified Risk Risk Rating Relevant Risk Register 

Poor internal compliance with existing risk management processes 9 615 – Risk & Regulatory 

Services 

 

Corporate Governance and Compliance 

The ongoing work, as described above is intended to improve corporate governance and 

compliance. 

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

Recommendation 

1. The Board is requested to discuss the organisational risks and associated control measures and 

actions to seek assurances and/or identify further actions. 

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

Next Steps 

Work continues to revitalise the Trust’s risk management framework. This is linked with internal audit 

reports and associated actions. Work is ongoing with support from Ulysses to ensure the 

organisational risk register is reflective of the current position and is aligned against the Trust 

priorities/objectives, considering internal and external risks.  

Some of this ongoing work includes: 

• Changes are required for aligning the risks to the correct grouping of 

Directorate/Governance.  



 

 

 Page 6 of 6 

 

• Adding an ‘alert’ or ‘block’ to the risk registers to remind staff to complete/close out/add 

actions (on how the risk has been managed/mitigated) prior to closing out the risk. 

• Message to be added to the risk register so that colleagues adding a risk are reminded to 

complete the residual risk scoring and the target risk scoring (there are some risks where this 

is not happening and a reminder would be useful).  

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

Appendices 

Appendix 1 – Organisational Risk Register  
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☒ ☒ ☒ 
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☒ ☒ ☒ 
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☐ ☒ ☐ 
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☒ ☒ ☒ ☒ ☒ 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

The BAF is presented to the Board on a quarterly basis to provide committee members with 

assurance regarding risks to the delivery of the organisation’s strategic objectives. This report 

provides the Board with an overview of the Board Assurance Framework (BAF) at the end of Q2 

2022/23.   

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

Assessment 

Present Situation 

The current iteration of the BAF is attached at Appendix 1 for the Board’s consideration. The BAF 

is aligned to the 12 objectives agreed at the June 2022 Board of Directors meeting. There are 

currently 18 risks mapped to these 12 objectives although not all objectives have mapped associated 

risks. All risks (with the exception of one which is rated as “fully assured”) have been assessed as 

“partially assured” – it is expected that these will move to fully assured as the year progresses. There 

are no ratings of “not assured”. 

The BAF was presented to the Audit and Risk Committee and a robust discussion took place around 

the quality of risks contained within Ulysses and the organisational approach to risk management. 

 

Desired Position/Outcome  

Work on refreshing the BAF has revealed the following areas for improvement: 

1. Actions to address gaps in controls need to be more explicit with assigned action owners and 

target dates (this is also a recommendation of internal audit). 

2. The current format is clunky and not user-friendly. 

3. The lack of a dashboard or tracking methodology to demonstrate trends and/or progress made 

since the previous iteration. 

4. Absence of risk categories and risk appetite relative to those categories. 

  

Alternatives/Options  

Work has commenced with Ulysses to re-format the BAF to address the above areas for 

improvement. A recommended BAF template is attached at Appendix 2 for the Board’s information.  

A review of the Trust’s operational governance structure is also ongoing with a view to embedding 

the oversight of risk within the business of operational groups as previously recommended by internal 

audit. 

 

Corporate Governance and Compliance 

Inadequate consideration of the Board Assurance Framework could result in a failure to effectively 

manage identified risks, whilst impede achievement of compliance with the Trust’s objectives thus 

creating unnecessary risk exposure. 

……………………………………………………………………………………………………………………………………………………………… 
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Recommendation 

1. The Board is requested to receive the current BAF, noting that work will continue to enhance 

both the content and format of the BAF. 

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

Next Steps 

1. Continue to work with Ulysses and the risk management team to redevelop the BAF, enhance 

the articulation of risk and provide greater assurance around actions and action owners. 

2. Embed the oversight of risk into operational groups to ensure robust scrutiny and challenge of 

risk at an operational level. 

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

Appendices 

Appendix 1 – Board Assurance Framework October 2022 

Appendix 2 – Revised BAF Template  

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

 

 



Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 1 - People: A Great Place To Work And Grow
Enabling Strategy:

Monitoring Group:People & Development

Lead Director:Director Of People
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Sub Objective
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Objective being met?
(Linked Risk) S
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Current Level of 
Risk A
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A
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Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Goodshape reporting and recording
sickness absence management
system with 24/7 call centre.

System not universally used to its
potential.

Daily monitoring of absence
levels on performance calls,
REAP discussions and COVID
cells with appropriate action
where necessary (I)

02        
Full review of the
GoodShape system
taken place (2022)
with 12-month
extension to contract
whilst alternative
approach
implemented
(J.Brown, Jul-23)

31/07/2023

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 03                                    
In-house Occupational Health team in
place.

No mental health input to the team
despite being our highest reasons for
absence.

SEQOHS accreditation in place
for Occupational Health (E)

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 04                                    
Up-to-date sickness absence policy in
place with associated training and HR
Advisor support.

Wider training for managers on
supporting and enabling healthy
cultures and environments not
available.

Sickness absence reported and
monitored through People &
Development Committee,
Service Line Conversations and
People Group (I)

04        
Training to be
developed and
rolled-out universally

31/03/2023

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 05                                    
Wellbeing activities available (online,
telephone and face-to-face), both
locally, regionally and nationally.

Unable to determine how well these
are utilised

Occupational Health data
contained within People Metrics
(I).

05        
Monitor and report on
the impact/success
of the wellbeing plan

31/03/2023

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 06                                    
Task and finish groups (focussing on
mental and physical wellbeing), as
well as Able staff networks.

Task and Finish Groups report
into People Group

Disability Confident
Accreditation via DWP (E)

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 07                                    
Trauma Risk Management (TriM)
scheme in place.

Early adoption has been low. Reporting to People Group and
People & Development Cmte

07        
Develop and
implement standard
reporting to monitor
the effectiveness of
TriM

31/12/2022TriM is externally accredited
and CPD maintained

TriM information not yet part of suite
of information to show rounded
picture.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
Quarterly People Pulse and Annual
Staff Surveys to listen to staff and
respond accordingly

50% of staff respond, therefore not
reflective of whole organisation.
Results of the annual survey take 6
months to be received.

50% of staff respond, therefore
not reflective of whole
organisation. Results of the
annual survey take 6 months to
be received.

01        
Feedback is
continuously being
considered from a
nubmer of sources,
including the staff
survey, reference
group, people pulse
etc. Planning for 22
Staff Survey
underway.

30/09/2022 01        
New leadership roles
to incorporate
collection of staff data
and feedback.

30/11/2022Data and feedbak through line
management routes is not currently
collated - albeit development and
objectives form part of leadership
roles.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 08                                    
Staff Psychological Wellbeing Advisor
recruited as part of the Occupational
Health team

New role which will require time to
fully embed into the organisation to
amximise benefits and impact
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Looking after our people
now, supporing a period
of recovery and
transformation in which
we promote staff safety
and well-being and
enable our people to
work differently.

6
0
8 Low staff morale and

engagement across many
areas of the Trust as a
longer-term consequence
of the pandemic and the
professional/personal
impact on our staff.

43
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5
8
9 There is an overarching

risk that the Trust is
unable to recruit and
retain people with the
required skills and values
to the levels required to
run our services - this risk
applies to clinical,
non-clinical and support
staff and fluctuates
between teams,
professions and at
varying times.

43

O
R

R
-3

5

High levels of sickness
absence is adversely
impacting on the
workforce and the
organisations ability to
deliver quality care and
required performance
standards

44
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 1 - People: A Great Place To Work And Grow
Enabling Strategy:

Monitoring Group:People & Development

Lead Director:Karen O'Brien

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
Annual recruitment plans in place to
offset anticipated turnover/
requirements.

Only responds to known changes and
not unplanned fluctuations.

Monthly reporting of vacancies
and recruitment plans via
People & Development
Committee Report (I).

01        
Development of MI to
support demand
planning and
forecasting
(S.Segasby, TBC)

  /  / 01        
New process being
implemented through
IIG/Planning Group to
highlight organisational
changes that will
impact on
establishment levels at
an early stage
(K.Gardner, Sep-22)

30/09/2022Vacancy reporting includes assumed
turnover but remains retrospective.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Multi-disciplinary workforce planning
group meets monthly to review
vacancies, turnover and recruitment
and respond to changes accordingly.

Some vacancies are not rolling
programmes/specific or niche roles.

Monthly reporting of
pre-employment checks and
compliance via People &
Development  Committee
Report (I). 

02        
Strategic Resourcing
Lead now recruited -
will focus on specific
attraction campaigns
and routes (J.Brown,
Dec-22)

31/12/2022 02        
Exit Interview
thematics to be
incorporated into
People & Development
Metrics (J.Brown,
Dec-22)

31/12/2022Exit interview themes (from new
process) not yet reported.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 03                                    
Standard recruitment information and
jobs pages on NEAS website and
NHS Jobs.

Recruitment processes can be
protracted.

03        
RPIWs planned to
review and
streamline processes
(J.Brown, Sep-22)

30/09/2022 Internal Audits of recruitment
process, DBS and induction
(I/E)

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 04                                    
Standard recruitment policy and
process in place.

No strategy or plan for widening
participation and/or utilising
non-traditional supply routes.

Health Advisor Recruitment
Project (HARP) monthly
reporting via EMG.

Annual education and learning
report includes review of links to
Higher Education Institutes

04        
Additional job
evaluation training
planned (J.Brown,
Sep-22)

30/09/2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 05                                    
Exit interviews collate information
from leavers - recently revised.

Exit interview themes (from new
process) not yet reported.

05        
Exit Interview
thematics to be
incorporated into
People &
Development Metrics
(J.Brown, Dec-22)

31/12/2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 06                                    
Internal progression routes for the
majority of roles so a small pipeline of
workforce is guaranteed.

No strategy or plan for widening
participation and/or utilising
non-traditional supply routes.

Annual education and learning
report includes review of links to
Higher Education Institutes (I)

06        
Widening
Participation plan to
be developed as part
of new Head of
Culture & Staff
Experience role
(Dec-22)

31/12/2022
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Growing and
empowering our
workforce for the future,
providing opporunities
for learning and
development

3
2
5 Leadership and

Progression Opportunities
alongside Talent
Management not realised.

23
6
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 1 - People: A Great Place To Work And Grow
Enabling Strategy:

Monitoring Group:People & Development

Lead Director:

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
A

s
s
u

re
d

Key Control 01                                    
2 x F2SU guardians in place as a
safety net for concerns to be raised.
This is used and supported
appropriately, and regularly
communicated and reviewed.

Peaks & troughs of F2SU concerns
raised. Some staff may not be aware
of the guardians.

6-monthly Freedom to Speak
Up report to People &
Development Committee and
Trust Board (I)

Bi-Monthly discussions with
Guardian, Exec and Non-Exec
Leads for granular detail and
assurance (I)

01        
Feedback is
continuously being
considered from a
number of sources
including the staff
survey, reference
group, people pulse
etc. Planning for
2022 staff survey
underway (J.Brown,
Sep-22).

30/09/2022

01        
Review of F2SU
guardian capacity
underway and
continuous Comms
Plan being developed
(P.Gent/J.Farrelly,
Sep-22)

30/09/2022

01        
Implementation of
cross-functional
sharing and learning
between HR,
safeguarding, staff
networks, trade
unions, Q&S to identify
themes and specific
areas of concern
(J.Farelly, Dec-22)

31/12/2022Opportunities for greater triangulation
of data collection.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Various check-in mechanisms are
used to obtain feedback from staff
(i.e., welfare car, visits, Exec Director
alignment/visibility, trade unions,
NEAS07s, via line managers).

No singular source of
collation/feedback therefore
challenging to analyse and manage.

02        
Explore abstraction of
teams in EOC,
Scheduled and
Unscheduled Care to
undertake learning,
team meetings,
transformation,
engagement with
others (S.Segasby,
Dec-22).

31/12/2022Could be greater triangulation
between the various sources of
feedback and intelligence.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 03                                    
Joint Consultative Committee (JCC),
Operational JCC and informal
meetings with Trade Unions allow
transfer of two way feedback and a
sense check of staff's feelings.

Trade Union facility time and quality of
conversation differs.

03        
Identified in NEAS 9
People Plan -
Partnership Away
Days diarised and
draft Working
Together document
underway (K.O'Brien,
Dec-22)

31/12/2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 04                                    
Board-approved mission, vision and
values in place. Values and values
logo recently updated.

Changes to the values are recent
therefore may not be embedded, and
the simplified behaviours are not yet
launched

04        
A 2-3 year
behavioural and
culture programme is
being scoped
(K.O'Brien, Oct-22)

31/10/2022

04        
New role - Head of
Culture & Staff
Experience being
recruited to which will
own this agenda
(K.O'Brien, Sep-22)

30/09/2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 05                                    
EDI team in place.

Funding for Positive Action Officer is
non-recurrent.

EDI reporting to EMG, to People
and Development Committee
and to Board.

Board Development on EDI.

05        
Simplified behaviours
framework to be
rolled out (J.Brown,
Aug-22)

31/08/2022 WRES and DES
ENEI
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Creating a
compassionate, healthy
and inclusive culture

6
0
8 Low staff morale and

engagement across many
areas of the Trust as a
longer-term consequence
of the pandemic and the
professional/personal
impact on our staff.

43
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 2 - Performance: Deliver Outsanding Performance Every Time
Enabling Strategy:

Monitoring Group:Performance Group

Lead Director:Kevin Scollay

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
Clear demonstration of delivery to
commissioner to support recurrent
case;

Investment Monitoring via Investment
Implementation Group (IIG) (to ensure
expenditure is in line with investment
plan)

Trajectory Reporting into Perf. Group
(PG) /Exec. Mgt. Grp (EMG)  (to
ensure delivery/ROI is on track)

Investment monitoring report not fully
triangulated/complete

Regular reporting on progress
against trajectories to
Committees and Groups:
- IIG 
- PG
- NTB
- EMG
- Perf. & Fin. Committee
(PAFC)

01        
Develop triangulated
report

30/11/2022 01        
Monitor ongoing
effectiveness and
report in to EMG

30/11/2022

01        
Get business case
approved

30/11/2022

Business case for investment not yet
approved/completed

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Establishment of NEAS
Transformation Board with
Commissioners (to ensure clear
reporting of delivery and mechanism
to agree/negotiate recurrent
investment)

Case for recurrent investment is in
development, but not yet finalised.
Requires data from year 1 to support
effectiveness of investment (via
trajectory monitoring) - Due Nov 22.

Reporting to EMG from NTB
incl. updates on recurrent
funding progress.

02        
Report into EMG

30/11/2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 03                                    
Internal governance has been
strengthened through the
establishment of the Strategy and
Transformation EMG as well as the
Planning group  to manage forward,
long term planning, including
development of the business case for
recurrent resource.

Group isn't yet fully embedded Regular reporting on progress
against trajectories to
committees and groups

Due to immaturity of Group, unable to
measure efectiveness
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Being a financially stable
organisation: securing
the optimum funding
resource to deliver all
operational, clinical,
financial and efficiency
targets

6
5
2 Overarching financial

sustainability: Revenue
Plan - Agreement for
investment in 2022/23
continues to include
significant non-recurrent
block top-up from our ICS
commissioner, whilst we
are embarking on
considerable recurrent
expansion of our
services. Capital Plan -
Capital underspend risk
(see also risk 551) in
22/23 could impact future
asset investment
planning.

33
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 2 - Performance: Deliver Outsanding Performance Every Time
Enabling Strategy:

Monitoring Group:Performance Group

Lead Director:Stephen Segasby

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
A range of measures to address
handover delays have been
implemented including:

Implementation of the single pin
arrangement to ensure accurate
patient hand over information.
Regional UEC Handover SOP and
escalation plan has been agreed
across the system.
Engagement at a local level through
LAEDB and escalation calls.
QI Team working closely with JCUH
and North Tees on improving
Handover including a Model handover
Day at NTH.
Escalation of issues via the bi-weekly
CQC engagement meetings.
Leadership meetings undertaken with
each A&E chaired by the Chair
Designate of the ICS and supported
by NHSE/I to understand the key
challenges across the region and
where possible standardise
approaches.
Handover delays oversight/discussion
on daily REAP meetings and via
weekly Executive Safety Panel.
NECS Weekly Recovery Report
includes handover delays and hours
lost forwarded to senior operational
managers and reporting team.
RAIDR reporting and access in place
across the system and teams within
NEAS.

There are a number of gaps in these
controls such as:
Compliance is currently below 50% for
adherence to the delayed handover
process. Cases are being reviewed
but there is limited resource available
to quantify compliance and identify
deterioration.
No meaningful consistent/shared
reporting into Acute FTs on handover
reporting 
NEAS is unable to influence handover
delays within acute trusts.
Currently NEAS does not report
handover harm back to acute trusts
post ESP discussions.
External factors relating to increased
handover delays and increased
number of diverts

IQPR reported to PAFC
includes handover delays by
Hospital - including exception
reporting where appropriate. 

Monitoring and reporting
implemented in quarterly Q&S
board report which goes to
CQGG, QC and Board.

01        
Engagement with
acute Trusts on
handover delays
egworking closely
with key partners
(e.g. JCUH) to
highlight issues and
improve influence.

30/11/2022 Gaps in assurance include:

No clear assurance that handover
action plans are scrutinised at board
level by of all Trusts (including Acute
Trusts).
No assurances in place between Trust
and ICB/UEC network.
No assurances available to NEAS
Trust Board that system plans
consider and address the impact of
handover delays on NEAS.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
A range of controls to manage
performance are in place, including:

Daily performance reports and weekly
performance meeting.
Board reports/IQPR (including
performance report).
Transformation projects.
External scrutiny to review our
improvement plans and offer further
advice on improvement initiatives.
Attendance management policy.
Regular commissioning meetings and
discussions.
Workforce plan and the review thereof
through our internal Governance
arrangements.
Governance structure.
Implementation of the demand and
capacity review.
Increased non-recurrent investment,
and Board commitment to implement
at risk on investment value to
increase resources. 
Capital plan and procurement process
for the delivery of new vehicles.

The ability to achieve performance
with the staffing we have available on
the day.
Signed recurrent agreement on
investment - covered under financial
risks above.
Capacity at hospitals to ensure timely
hand over at hospital.
No alignment between the national
specification and the performance
measures.
Changes to the baseline assumption
of our demand and capacity review.
Supplier able to meet deadlines for
the delivery of new vehicles.
Commissioners ability to fund
recurrently.
Clear plan to maximise use of current
resources (including utilisation,
sickness, downtime, abstraction etc

Service Line Conversations at
EMG
Performance monitoring at
performance group,
Performance and Finance
Committee
IQPR report

Reporting on vehicle
procurements via NEASUS
board and CMG. 

Investment trajectory monitoring
to assure on recruitment of
workforce. 

Reporting of transformation
projects into EMG/Board.

02        
Development of a
Draft Handover data
pack to be tested at
JCUH then rolled out
to all trusts.

30/11/2022

02        
Recruiting to
workforce trajectories
at risk

30/11/2022

02        30/11/2022

02        30/11/2022NEAS currently best performing
Trust for C1 (ARP)

Not meeting performance

Key Control 03                                    
Demand and Capacity Review

Changes to the baseline assumption
of our demand and capacity review.

03        
Establish
'sustainable'
commissioning model
with annual capacity
and demand review
to ensure funding,
capacity and

30/11/2022
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Achieve and maintain all
UEC and ambulance
response standards
whilst maintaining
quality and safety

4
6
0 There is a risk that the

trust in unable to continue
full service in the event of
a total loss of the
Emergency Operations
Centre (EOC) at Newburn
or a requirement to
evacuate the whole team

44
16

4
6
8 There is a risk that

hospital handover delays
will increase as activity
within hospitals increases
following the pandemic,
reducing the resources
available for us to
respond to our patients
and resulting in possible
patient harm

45
20
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 2 - Performance: Deliver Outsanding Performance Every Time
Enabling Strategy:

Monitoring Group:Performance Group

Lead Director:Stephen Segasby

workforce planning
remain align in the
long term (via
planning CoB in
Planning Group)

Key Control 04                                    
Capital Plan and delivery process for
new vehicles

Supplier able to meet deadlines for
the delivery of new vehicles.

Reporting on vehicle
procurements via NEASUS
board and CMG.

04        
Close management
of suppliers and
liaison with NHSE on
vehicle procurement.

30/11/2022
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 2 - Performance: Deliver Outsanding Performance Every Time
Enabling Strategy:

Monitoring Group:Performance Group

Lead Director:Stephen Segasby

R
e
fe
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n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
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o
o
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T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
PTS Transformation Program
underway.

Changing landscape of
national/regional health and social
care structures

Regular reporting on progress
against transformation program
to the relevant committees and
groups.

01        
Receive clarity on
what is required from
ICS/ICB

31/03/2023 01        
Provision of report
relating to the
effectiveness of
transformation
program

31/03/2023Ineffective measurement of data
analysis/reporting
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When patient transport
is needed, we will be the
first-choice provider in
the region

2
4
2 Scheduled Care (Pallion)

has significant amount of
vehicles which require
relocation in the event of
Pallion being unavailable,
at present there is no
robust relocation strategy
in place.

34
12

6
0
4 Volunteer  Car Service

(ACS) concerns in
regards to the mileage
allowance/fuel increase.

33
9

6
0
7 Third Party Provider

(TPP) concerns in
regards to the mileage
allowance/fuel increase.

33

W
F

0
2

The impact of Scheduled
Care crews returning to
base for their meal break
has a negative impact on
the quality of services
provided and costs to the
Trust.

52
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 3 - Partner: Collaborate And Innovate With Our Partners
Enabling Strategy:

Monitoring Group:Clinical Quality Governance

Lead Director:
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Sub Objective
Description
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What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S
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o
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Current Level of 
Risk A
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e
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c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
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lly
 A

s
s
u

re
d

Key Control 01                                    
EOC and PTS Transformation
programs are underway.

Attrition and vacancies within CAS
and EOC.

Transformation program
progress reports to Board
Committees and Board.

HARP program reporting

Workforce metrics reporting
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Develop a Single Point
of Contact (SPOC) for
Urgent and Emergency
Care
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 3 - Partner: Collaborate And Innovate With Our Partners
Enabling Strategy:

Monitoring Group:

Lead Director:
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Sub Objective
Description

R
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k
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e
g
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e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
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o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
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n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
New Service Line Management
structure and associated governance
introduced, including Strategy and
Transformation EMG.

This is iterative process which is still
embedding.

Strategy and governance
reflection and developmental
sessions  held with internal
stakeholders and managers.

Strategy session with Senior
Leadership Forum.

Governance survey conducted
with Senior Leadership Forum.

Regular check-ins required to ensure
clarity on direction of travel and output
of these check-ins to be actioned.

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Post of Assistant Director of Strategy,
Planning and Partnerships
established and filled with
responsibility for strategy delivery and
system relationships. Small team
within Corporate Affairs and Strategy
& Transformation in place to support
this work.

Capacity can be stretched. Additional external resourcing
procured to assist with capacity
and roll-out of EOC and PTS
transformation programs.

F
u

lly
 A

s
s
u

re
d

Key Control 03                                    
NEAS representation on all ICP/ICS
groups including the Provider
Collaborative.

Capacity can be stretched to cover all
the NENC wide groups and forums.

Operations restructure to
ensure alignment of senior
management to ICP
boundaries.

Alignment of executive directors
to system level areas
(North/South/Central) as well as
EOC and PTS.

Establishment of Ambulance
Transformation Board, reporting
into ICB  to ensure NEAS voice
at system level.

Chairs Network

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 04                                    
Board oversight of system-level
working.

TBC Council of Governors and Board
of Directors  receive regular
system updates on ICS
developments, horizon scanning
and partnership.

NEAS Strategic Transformation
Board (papers, minutes,
presentations)

Lack of clarity around system level
risk and the flow of risk throughout the
system while ICS continues to evolve.

B
A

F
 0

8
 - B

e
 In

s
tru

m
e
n
ta

l IC
S

 A
n
d
 P

ro
v
id

e
r C

o
lla

b
o
ra

tiv
e

To be an instrumental
partner in the ICS and
provider collaborative.
Working with the system
to identify innovative
solutions for patients
and 
the system e.g., through
the implementation of
blended workforce
models
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 4 -  Quality And Safety: Safe, Compassionate And Inclusive Care
Enabling Strategy:

Monitoring Group:Clinical Quality Governance

Lead Director:Sarah Rushbrooke

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
There are a range of patient safety
controls in place as follows:

Patient Safety and Experience team
in place
Quality Governance Structure and
reporting including the Executive
Safety Panel, Serious Incident Review
Group, Clinical Quality Governance
Group and quality reporting to Quality
Committee and Board of Directors.
Incident reporting: review of incidents
at SIRG, CQGG and board via IQPR
monthly Quality metrics and quarterly
report.
PSIRF Gap analysis progress
reported bi-monthly to CQGG and
quarterly to Board
Regional and national PSIRF working
groups
Annual Quality Priorities -
Implementation of PSIRF is a priority
for 2022/23
Stakeholder feedback via incident
reporting SIRMS, NEAS QRG and
CQC Engagement meetings
Monitoring of patient safety risks via
departmental and organisational risk
registers
Quality & Safety Directorate
representative at all clinical/
operational meetings

Incident investigator training for
PSIRF requirements - level 1 and 2
training available on ESR however
lack of provision of bespoke training
for emergency services
Quality and Safety Directorate
resourcing
Governance structure review
post-Covid and new ways of working

Monthly Quality metrics
including performance on
incidents, serious incidents,
duty of candour

Annual reporting; Quality
Report, IPC, Patient
Experience, Health & Safety
etc.

Risk register reporting and
oversight at EMG. ORR risks
reviewed at Quality Committee
and Board.

Identification of learning themes
from 
Serious Incidents/ learning from
deaths

Internal audit and external
SIRMs audit report provide
assurance on risk management,
SI incident management
processes and Patient Safety
Alerts, Friends & Family etc

Ability to view reporting benchmark in
real time and across organisations
NRLS and Model Ambulance data
available but incomplete and
Ambulance Trusts are not comparable

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Innovation and Transformation
controls in place as follows:

Director with responsiblity for
Innovation
EOC and PTS Transformation
programs
Award-winning research team in place

B
A

F
 0

9
 - In

n
o
v
a
te

 A
p
p
ro

a
c
h
 T

o
 P

a
tie

n
t S

a
fe

ty

Ensuring we innovate
our approach to patient
safety in line with the
National Patient Safety
strategy

4
9
8 Potential risk of failure to

deliver the National
Patient Safety Incident
Response Framework
(PSIRF) due to lack of
adequately trained
incident investigators.

33
9

6
4
7 Additional resource will be

required to effectively
deal with the potential
increased workload as a
result of the significant
high profile adverse
national media coverage/
publicity and the resulting
loss of confidence in the
organisation. 

54
20

6
7
0 Inability to demonstrate

robust medicines
management processes
are in place to ensure the
proper and safe
management of
medicines.

44
16
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 4 -  Quality And Safety: Safe, Compassionate And Inclusive Care
Enabling Strategy:

Monitoring Group:

Lead Director:

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
A

s
s
u

re
d

Key Control 01                                    
There are a range of patient
experience controls in place as
follows:

Patient Safety and Experience Team
in place
NHSI Patient Experience
Improvement Framework
Patient Experience Strategy workplan
and milestones
Stakeholder feedback via incident
reporting SIRMS, NEAS QRG and
CQC engagement meetings
Patient feedback via complaints and
claims.
Staff & Patient Experience Initiatives
e.g. Patient Stories
Trust presence and engagement with
NASPEG

Overall resourcing within Quality and
Patient Safety Directorate

Monthly Quality metrics
including complaints and
appreciations

Friends and Family Test

Patient Experience Annual
Report

Absence of formal patient group as
part of organisational governance

Ability to view reporting benchmark in
real time and across organisations
NRLS and Model Ambulance data
available but incomplete and
Ambulance Trusts are not comparable

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
There are a range of controls in place
to ensure patient care is
compassionate and responsive:

Mission, Vision and Values and
associated behaviours framework
HR policies, procedures, guidelines,
pathways, supporting documentation
& IT systems
Leadership and Just Culture training
Staff appraisal process which includes
a focus on values and behaviours
EDI team in place and positive action
officer program of work
Dementia Friendly Vehicles
Volunteer program
Hat Solar collaboration
Suicide Review Framework
Learning from Deaths group
Community defibrillators
Community paramedic scheme

EDI reports to EMG, People and
Development Committee and
Board.

B
A

F
 1

0
 - W

o
rk

 W
ith

 P
a
tie

n
ts

Working with our
patients to learn from
their experience to
ensure we provide the
compassionate and
responsive service they
require

6
6
6 There are currently

insufficient numbers of
trained Family Liaison
Officers within NEAS to
enact DOC and support
IO's and families following
declaration of serious
incidents

23
6

6
7
3 Failure to meet 3-day

acknowledgement
timeframe as outlined in
NHS Complaints
Legislation. Due to
increase in complaints
received the Patient
Experience Team (PET)
are not able to meet the
3-day ack timeframe for
an increasing proportion
of complaints. 
Where typically we had
98-100% compliance, for
month of July 22 this
dropped to 70%.

23
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 4 -  Quality And Safety: Safe, Compassionate And Inclusive Care
Enabling Strategy:

Monitoring Group:

Lead Director:

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Transformation of EOC and
Scheduled Care

Programs are in their infancy -
benefits may take time to realise

Service Line Conversations at
EMG

IIG and Planning Groups
established 

Key Control 02                                    
2-Hour Community Response
Program in place.

B
A

F
 1

1
 - D

e
v
e
lo

p
 N

e
w

 C
lin

ic
a
l

Develop a new clinical
and operating model for
our service with patients
at the centre
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Board Assurance Framework 2022 - 2023

Strategic Objective:Strategic Ambition 4 -  Quality And Safety: Safe, Compassionate And Inclusive Care
Enabling Strategy:

Monitoring Group:

Lead Director:

R
e
fe

re
n
c
e

Sub Objective
Description

R
is

k
 R

e
g
 R

e
f

What may prevent the
Objective being met?
(Linked Risk) S

e
v
e
rity

L
ik

e
lih

o
o
d

T
o
ta

l 
S

c
o
re

Current Level of 
Risk A

s
s
u
ra

n
c
e

A
d
e
g
u
a
c
y

Gaps in Controls Mitigation for Gaps in Controls
(Actions)

Assurances

Internal External

Gaps in Assurances Mitigation for Gaps in Assurances 
(Actions)

Existing Controls Identified by the
Committee

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 01                                    
CQC Quality Compliance Group as
part of internal governance structure

Only recently established with
meetings and reporting yet to embed

Reporting to CQGG
CQC reports to Quality
Committee and Board

01        30/11/2022Reporting on an ad hoc basis, not yet
built into cycles of business

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 02                                    
Developmental Review of Well-Led
underway

Outcomes of Developmental
Review  to be reported to Board
Nov 2022

P
a
rtia

lly
 A

s
s
u

re
d

Key Control 03                                    
Quality Lead (Compliance, Assurance
and Regulation) role within the Quality
and Safety Directorate

Provides advice/guidance and
support to
departments/directorates.

Liaison with CQC relationship
manager

Maintains robust records and
oversight of all contact with
CQC

Maintains overview of other
ambulance service CQC
inspections/activity

Reliance upon other
departments/directorates to embed
complaince as a day to day function

B
A

F
 1

2
 - W

o
rk

 T
o
 T

ra
n
s
fo

rm
 A

n
d

Work to transform and
improve our services,
with the aim to achieve
outstanding CQC rating
by 2026

4
6
8 There is a risk that

hospital handover delays
will increase as activity
within hospitals increases
following the pandemic,
reducing the resources
available for us to
respond to our patients
and resulting in possible
patient harm

45
20
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Risk Register Report

1479, 1479,Linked Risks:Risk Ref:

Strategic Objective(s):

1311

Date Identified: 18/03/2019 Risk Title: Risk Ratings C L Scoretitle

Mar

Ulysses Acute Hospitals NHS Trust

 /

Internal Audit 0 0 0

4 3 12

2045asd

Executive Lead:

Service Line:

Site:

Risk Source:

Evangeline Parsons

N/A

Risk Description: INITIAL:

CURRENT:

TARGET:

Risk Owner:

Ward:

Page 1 of 5Date Printed: 21/05/2021



Risk Register Report

Linked Risks:Risk Ref:

Strategic Objective(s):

1476

Date Identified: 23/09/2020 Risk Title: Risk Ratings C L ScoreThis is the Title, this is were the Title is recorded

Sep

Apr

Ulysses Acute Hospitals NHS Trust

Medicine / Hotel Services

Internal Audit 1 3 3

4 3 12

842testse

Executive Lead:

Service Line:

Site:

Risk Source:

Lee Parsons

N/A

Risk Description: INITIAL:

CURRENT:

TARGET:

Risk Owner:

Discharge LoungeWard:
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Risk Register Report

1467, 1376, 1311, 1376,

Staff

Organisation

Linked Risks:Risk Ref:

Strategic Objective(s):

1479

Date Identified: 01/01/2020 Risk Title: Risk Ratings C L ScoreTo monitor the safe return of staff in the Covid19 restrictions

Jan

Feb

Apr

May

Jul

May

Ulysses Acute Hospitals NHS Trust

Medicine / Emergency & Med Services

Work/Area Activity Risk Assessment 1 3 3

4 3 12

1644Make sure that all the required restrictions and amendments to the office layout and
to the staff information has been made and that all staff understand what is going on
from now on during the lockdown phases

Executive Lead:

Service Line:

Site:

Risk Source:

Franlkin Thompson

Jenny Pearce

Risk Description: INITIAL:

CURRENT:

TARGET:

Risk Owner:

A&EWard:

REF Controls Assurances Gaps in Assurances

All Staff understand the current restrictions and how this works within the officeC1

All Staff understand the cleaning regime they must adoptC2

All staff understand that if they have a Test they must inform the relevant
directors so they can make arrangements if needed

C3

Target DateGaps in Control Actions Action Owner Progress Against Action

Jack Fitzgerald Started to put a process in place, but need it signed off first01/04/2020Cleaning equipment to be provided and put on
each desk

There is a chance that cleaning equipment might
not be cleaned properly

Jenny Elizabeth Pearse 31/08/2020Check following relaxing of Lockdown that
everyone is aware of the changes and how this
affects them

Last Review Date Reviewed By Reviewed Details

No changes to Risk at the moment. The Rating is due to be reviewed in the Risk Review Meeting.14/04/2021 Lee Parsons
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Risk Register Report

1479, 1479,Linked Risks:Risk Ref:

Strategic Objective(s):

1376

Date Identified: 03/06/2019 Risk Title: Risk Ratings C L ScoreRisk Title - This is going to be some more text entered in here. To see how it

Jun

Jun

MayUlysses Acute Hospitals NHS Trust

Medicine /

Internal Audit 0 0 0

5 3 15

000Full Risk Description

Executive Lead:

Service Line:

Site:

Risk Source:

Clare Beardsley

N/A

Risk Description: INITIAL:

CURRENT:

TARGET:

Risk Owner:

Operating TheatreWard:
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Public Board of Directors Meeting No. 3 2022-2023  

 

Date of Meeting: 3rd November 2022   

Agenda Item: 19 

Executive Sponsor: Chief Executive  

Author: Trust Secretary 

Title: Declarations of Interests – Group Director of Finance & Digital 

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☐ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: The Board is requested to note the declaration of interest for: 

• Tarryn Lake, Group Director of Finance & Digital  

Previously Considered 

By: 

Trust Secretary  

 

 

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 2 

 

Background 

Paragraph 34 of the NEAS Constitution requires that a Register of Interests is maintained which 

formally records the declarations of interests of Board members. This Register is maintained by the 

Trust Secretary, is updated by means of an annual review and must be available to the public for 

viewing. 

In accordance with paragraph 27.4 of the Trust’s Standing Orders, the declarations will be recorded 

in the minutes of this meeting and also in the NEAS Register of Interests.   

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

Assessment 

Board members are required to declare any interests on appointment and annually thereafter.  

• Tarryn Lake commenced her appointment as Group Director of Finance & Digital on 31st October 

2022 and has declared the attached return. 

 

The declaration form has been reviewed and there is no conflict or risk. 

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

Recommendation 

The Board is asked to note the declaration. 

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

Next Steps 

The declaration will be published on the Trust’s website as part of the Board’s public register of 

interests. 

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

Appendices 

The declaration of interest form is attached to this report: 

Appendix 1 : Tarryn Lake, Group Director of Finance & Digital - Declaration of Interests Form  

……………………………………………………………………………………………………………………………………………………………… 
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Declaration of Interests and Identification of Related Party Transactions 

All employees, and potential employees, must declare all instances where they, a close relative or associate, has a 
controlling and/or significant interest in any business (including a private company, public sector organisation, other 
NHS employer or voluntary organisation), or any other activity or pursuit, which may compete for an NHS contract to 
supply either goods or services to the Trust.   

Please use this form to make your declaration in line with the requirements of the Standards of Business Conduct 
Policy. It is your responsibility to submit a revised form if your interests change. 

 Declaration of Interest 

Name of Employee making 

declaration:  Tarryn Lake 

 
Post Title: 

Director of Finance & Digital 

Service line / division / directorate: 
Finance & Digital 

 
Area of where conflicting exist may exist Declaration 

Please list personal or specific 

interest to a contract or other 

employment whether paid or non-

paid voluntary or other non-paid 

work. 

Financial Transactions/ 

salary or Benefits in Kind- 

(Please estimate if not yet 

known) 

 

SECONDARY EMPLOYMENT 

List public or private employment including 

consultancies and self-employment. Please also 

include employment or voluntary appointments 

at other NHS employers/organisations. 

NOTE that secondary employment is NOT 

permitted without express prior approval of 

an Executive Director. 

 

Nothing to declare 

 

Nothing to declare 

 

DIRECTORSHIPS  

 

List public or private appointments, employment 

or consultancies.  

Company directorships in private or limited 

companies. 

 

 

 

 

 

 

 

 

You   You 

 

 

Nothing to declare 

 

 

 

Nothing to declare 

  Close relative / associate   Close relative / associate 

 

 

Nothing to declare 

 

 

 

 

Nothing to declare 
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INTEREST IN COMPANIES AND 

SECURITIES  

List Substantial interest is ownership or part 

ownership of private companies, businesses or 

consultancies that undertake or maybe seeking to 

undertake. 

 

 

 

 

 

business with the NHS.  

You You 

 

 

 

Nothing to declare 

 

 

 

 

 

 

 

 

 

 

Nothing to declare 

  Close relative / associate   Close relative / associate 

 

Nothing to declare 

 

 

 

 

 

 

 

Nothing to declare 

 

 

 

 

 

 

 

 

 

PERSONAL OR DEPARTMENTAL 

SPONSORSHIP  

List a personal or departmental interest in any 

part of the pharmaceutical industry or 

Sponsorship or funding from a known NHS 

supplier or associated company/subsidiary, e.g. 

funding research, staff or equipment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

You   You 

 

 

Nothing to declare 

 

Nothing to declare 

Close relative / associate   Close relative / associate 

 

 

Nothing to declare 

 

Nothing to declare 

 

POSITION IN CHARITY OR VOLUNTARY 

ORGANISATION  

 

Please list the position and interest whether or 

not the charity is relevant to the NHS.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  You    You 

 

 

Member of the Advisory 

Committee on Resource 

Allocation  

 

 

 

 

 

 

 

Voluntary position. Travel 

expenses paid as required.  

Close relative / associate   Close relative / associate 

 

 

Nothing to declare 

 

 

 

 

 

 

 

 

 

 

Nothing to declare 
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ANY OTHER INTEREST  

 

List any other connection with a voluntary, 

statutory, charitable or private body that could 

create a potential opportunity for conflicting 

interests. This may include land or buildings that 

you may seek to sell, rent or lease to the NHS. 

 

 

 

  You   You 

 

Nothing to declare 

 

 

 

 

Nothing to declare 

  Close relative / associate   Close relative / associate 

 

Father-in-law is a self-

employed taxi driver working 

for NE Taxis (private taxi hire 

company)  

 

 

Not known – estimate £30k of 

income from NE Taxis booked 

taxi hire per annum.  

I declare that the information I have given on this form is correct and complete and that I will not create 

a conflict of interest between my NHS employment and an external body/organisation or my personal 

business interests. I understand that if I knowingly provide false information or fail to disclose relevant 

information this may result in disciplinary action and I may be liable to prosecution and/ or civil 

proceedings. I consent to the disclosure of information on this form to review by the Trust’s auditors and 

understand the form may be reviewed for the purpose of fraud prevention and detection by NHS Counter 

Fraud Specialists. I agree to submit further notices in order to bring up to date information given in this 

notice and will declare any interest I acquire after the date of this notice. 

Signed:  

Date:  18/10/2022 

 

 



 

 

 

 

Public Board of Directors’ Meeting No. 3 2022/2023 

 

 

Date of Meeting:  3rd November 2022  

Agenda Item: 20 

Executive Sponsor: Tarryn Lake, Group Director of Finance & Digital  

Author: Seema Srihari, Information Governance Manager & DPO 

Title: Covid data collection as part of vaccination as condition of deployment – 

considerations in the absence of COPI notice and other legal basis 

Paper Type: For Decision For Assurance For Information 

☒ ☐ ☐ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: The paper provides the background to data collection that occurred during 

COVID times as part of the vaccination drive and asks the Board to note that 

the Executive Management Group recommended option 1 as the preferred 

option.  

Previously Considered 

By: 

EMG, IGWG, ISWG, Technology Group 

 

 

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 

In November 2021 the government considered Covid 19 vaccination as a condition of deployment 

for delivery of CQC regulated activities in wider adult social care setting. The guidance stated that 

“the regulations mean that where a registered person employs or otherwise engages someone to 

provide direct, face to face CQC-regulated social care activity, the registered person will need to 

obtain evidence that the individual: 

 

• Meets the vaccination requirements set out in the regulations 

• Is medically exempt, or 

• Is covered by certain other exemptions 

 

Vaccination as a condition of deployment for healthcare workers was revoked on 1 March 2022, 

and the NHS guidance/frequently asked questions states that the Trust will need to depend on a 

different legal basis if they want to process the data in the future.  

 

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

Assessment 

Data Protection Act considerations 

At the expiry of COPI (Control of Patient Information) notice on the 30th of June 2022, the Trust is 

required to look at the future of this data set on the basis that: 

 

• The legal basis we had relied on for processing the data has been revoked 

• The Trust was not compelled to collect the data in the first place (downloading from the 

database was only a nationally accepted method of complying with the mandate) 

• Our stated legal bases were under the auspices of the COPI notice (which expired on 

30th June 2022) and then the expectation that a mandate would come into effect on 1st 

April 2022 (which was not produced) 

• There is no legal basis/justification for continuing to process the data in the current DPIA 

(Data Protection Impact Assessment) 

 

Options 

 

1. The data is deleted from the ESR (Electronic Staff Record) as well as from other related 

volunteer/private provider records,  formally documented with reasons stated,  notified 

to the Board via formal methods, and to the staff, via our usual communication routes. 

(Preferred approach). 

 

2. Retain the data, undertake another DPIA with legal basis as consent from individual 

members, allocate an Information Asset Owner to the data, determine retention period 

and location of the data. (This approach is cumbersome as each consent will need to 

be explicitly sought and recorded. The individuals also need to be given an option to 

revoke the consent for processing at any moment which also needs to be recorded and 

updated in the master file). 
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Risk Analysis 

Both the options do not carry any risks in terms of compliance with Data Protection Act. However, 

the DPIA may highlight further risks if the Trust was the chose option 2. 

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

Recommendation 

The Trust Board is asked to note that the Executive Management Group recommended option 1 as 

the safe option. The NIVS database on COVID vaccine is decommissioned, indicating that there 

may not be a come back on future usage of the data. 

 

It is also recommended that the Trust looks at all locations where the data is stored and destroy 

them together. (For example, data could be residing in clouds, apps, Data warehouse, N Drive or in 

physical form).  

……………………………………………………………………………………………………………………………………………………………… 
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Quality Committee 

Escalation and Assurance Report 

To Board of Directors 

 

Parent Committee Meeting Date: 3 November 2022 

Reporting Committee Meeting Date: 30 September 2022  

Chair:  Helen Suddes 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

1.1 None identified 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 The Committee received an update on the action taken to date to respond to the findings 

outlined in the 2021 Northern Trauma Network Peer Review. 

2.2 The Committee received an update from the Director of Quality, Patient Safety, Innovation and 

Improvement in relation to the CQC visits, subsequent Letter of Intent and work underway to 

address identified medicines management issues.  It was noted that a robust action plan has 

been developed and weekly meetings are taking place with the CQC to discuss progress 

made.  The action plan will be submitted to the November Quality Committee. 

2.3 The Committee received a positive update in respect of the Medical Directorate work plan.  

2.4 The Committee received a report outlining the up to date position in relation to 111 clinician 

call back performance. 

2.5 The Committee received a report which provides an overview of a Regulation 28 report issued 

by the Senior Coroner for Newcastle and North Tyneside on 14 September 2022. 

2.6 The Committee received an update in relation to progress made against the IPC BAF Action 

Plan.  All outstanding actions will be assigned revised target dates and an updated version of 

the plan will be presented at the November Committee. 

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 The Committee received assurance around the work undertaken to strengthen mental health 

related support within the organisation.  It was noted that  Mental Health Practitioners (based 

in the EOC) is to be recruited and, a bid to secure funding for a Mental Health Car has been 

submitted and work is underway with CNTW in relation to specialist support for crisis calls (as 

an alternative to dialling 111).  In addition, the Mental Health strategic documentation is to be 

refreshed and presented at the next Committee. 

3.2 The Committee noted that there had been a significant increase in the number of SIs and 

received assurance that a thematic review is being undertaken to understand the reasons 

behind this.  In addition, an extraordinary Quality Committee took place on 23 September 2020 
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where significant assurance was provided in relation to the process for downgrading SIs and 

positive feedback was shared regarding the good reporting culture within the Trust. 

4. Risks 

Risks discussed: 

4.1 It was noted that the Organisational Risk Register includes medicine management related 

risks, which have been escalated. 

New risks identified: 

4.2 No new risks were identified. 

5. Decisions Made 

5.1 It was agreed that a Board development session would be arranged which focuses on how 

identified issues are escalated throughout the organisation to provide the Board with 

assurance.  The recent lack of visibility around medicines management issues would be used 

as an example. 

5.2 It was agreed that additional questions will be integrated into business as usual patient surveys 

to obtain feedback relating to Hear and Advise patient outcomes (as opposed to 

commissioning an external provider to obtain this information). 

 

 

Attendance 

Name May 22 Jul 22 Sept 22 

Helen Suddes     

Gerry Morrow    

Sarah Rushbrooke     

Mathew Beattie     

Paul Aitken-Fell     

Karen O’Brien     

Tracy Gilchrist     

Helen Ray     

Stephen Segasby    

 

 Attended 

 Sent Deputy 

 Apologies 

 No longer member 
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Minutes of Meeting  

 

 

 

 

Meeting: Quality Committee 

Details:  Friday 30 September 2022 at 13:30 via Teams 

Present: 

 

Helen Suddes (HS), Non-Executive Director (Chair) 

Dr Gerry Morrow (GM), Non-Executive Director (Vice Chair) 

Sarah Rushbrooke (SR), Director of Quality, Patient Safety, Innovation & Improvement  

Helen Ray (HR), Chief Executive 

Stephen Segasby (SS), Chief Operating Officer 

In attendance: Paul Aitken-Fell (PAF), Lead Consultant Paramedic 

Jane Farrelly (JF), Trust Secretary 

Maggie Boyd (MB), Value Circle (Observing) 

Christopher Berry (CB), Value Circle (Observing) 

Gemma Wong (GW), Governance Officer - Board & Council (Minutes) 

 

No.   Action by  

Performance & Finance Committee Business 

1.  Welcome and Apologies:  

 Apologies were received from Mathew Beattie, Karen O’Brien and Tracey Gilchrist.  

   

2.  Declaration of Interests  

 HR declared her interest as Director of NEASUS Ltd and JF declared her interest as 

Company Secretary of NEASUS Ltd. 

 

   

3.  Minutes of the Previous Meeting   

 Decision D01: The minutes of the meeting held on 21 July 2022 were agreed as an 

accurate record. 

 

   

4.  Action Log and Matters Arising  

 376 Mental Health Strategy: Funding – SR reported that positive progress has been 

made in relation to the recruitment of Mental Health Practitioners who will be based 

in the EOC.  She added that Commissioners are supportive and engaging with the 

Trust regarding funding, and discussions are also underway with colleagues at 

CNTW and TEWV around utilising their bank of staff.  Action Closed Out. 

 

SR advised that a capital bid to support the mental health car initiative has been 

submitted.  A further update will be provided once the outcome of the bid is known.  

 

    

 404 Concerns raised by Northern Trauma Network – To be discussed under Agenda 

Item 6.  Action Closed Out. 

 

    

 418 Quality Presentation on Call Triage/Assessment – SR reported that the deep dive 

exercise in relation to triage would be completed during October.  The presentation 

to the Quality Committee has therefore been deferred to the November meeting. 

 
 
S Rushbrooke 
(T Mullen) 
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 420 Provision of more granular data around incorrect dispositions and the triage 

assessment/deep dives – It was explained that this action is linked to action 418 

and would therefore be picked up at the November Committee. 

 

    

 421 Regular Medicines Management Reports – Report to be presented under Agenda 

Item 10.  Action Closed Out. 

 

    

 422 Bi–Annual Mental Health Strategy Update – PAF advised that he would ask D 

Short to update the Strategy document and present this at the next Committee.  

HS requested that the document includes reference to the NEAS 9 Plans and 

explains how it interrelates with these. 

 
P Aitken-Fell 
D Short 
(T Mullen) 

    

 423 Hear and Advise Survey Reports – To be discussed under Agenda Item 11.  Action 

Closed Out. 

 

    

 424 Independent Review of the Coroners & Claims Process – Update to be provided 

under Agenda Item 14.  Action Closed Out. 

 

    

 425 Strategic Priorities Metrics – It was confirmed that feedback had been provided to 

the Assistant Director of Strategy, Planning & Partnerships.  Action Closed Out. 

 

    

 426 Report re: Sexual Safety of Staff – it was confirmed that a copy of the report had 

been shared with Committee Members.  Action Closed Out. 

 

    

 427 Risk re: Recruitment of Staff into the Quality & Medical Teams – GW advised that 

KOB had provided an update prior to the meeting to confirm that the risk narrative 

has been updated as per discissions at the last meeting.  Action Closed Out. 

 

SR reported that good progress has been made with regards to filling posts within 

the Health & Safety and Coroner & Claims teams. 

 

    

 Matters Arising  

 None to report.  

   

 

Quality, Safety and Effectiveness 

5.  ICS Mental Health Strategy/Priorities update  

 SR referred to earlier discussions around the recruitment of  Mental Health Practitioners 

into the EOC and the refresh of the Mental Health strategic document which will be 

presented at the next Committee. 

 

SR advised that the Trust is working with CNTW in relation to specialist support for crisis 

calls (as an alternative to dialling 111).  Details regarding this initiative will be 

incorporated within the strategic document. 

 

HS thanked SR and colleagues for the progress made in this area. 

 

   

6.  Northern Trauma Network Update  

 PAF presented the above report which outlines the findings from the peer review 

undertaken by the Northern Trauma Network in 2021 regarding pre-Hospital standards, 

the concerns raised, and the action undertaken to date to address these. 
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PAF advised that the review highlighted two immediate risks: 
 

1) Standard 2.1: There should be an advanced paramedic or critical care paramedic 

present in the ambulance control room 24/7 – PAF advised that the Trust’s response 

provided evidence that NEAS does have a critical care paramedic in the EOC 24/7 

and that this was provided by the Specialist Paramedics in Emergency Care (SPEC).  

The Network (via the CCG) has subsequently confirmed that NEAS has achieved 

Standard 2.1. 

 

2) Standard 2.2: The advanced paramedic or critical care paramedic should have 

access to pre-hospital emergency medicine consultant, or ST3 or above registrar 

24/7 – PAF explained that when the regional Trauma Network was established in 

2012 it was agreed that direct access to a specialist clinician (via direct line into a 

major trauma centre) would be made available during a major trauma case.  He 

added that the Trauma Network are working with GNAAS and NEAS to develop a 

business case for the ICB to facilitate this standard. 

 
The review also identified several concerns - PAF explained that associated actions 

have been identified and combined into an action plan.  He provided an update in relation 

to these as follows: 
 

• Lack of audit information and follow up - the review highlighted that although NEAS 

undertook audits around under and over triage, there was no link with hospital data 

to look at outcomes.  A piece of work is therefore underway in conjunction with the 

Ambulance Data Set Programme whereby a process is to be established which 

ensures access to outcome data linked to both Hospital and NEAS/GNAAS data. 
 

• Interhospital transfer issues - the review panel did not have access to trauma transfer 

information as this is recorded within the whole set of interhospital transfers.  PAF 

explained that discussions are underway with Commissioners in relation to additional 

funding and the inter-Hospital transfer process within the EOC is also being 

reviewed. 
 

• Lack of major trauma specific training – PAF explained that training was scaled back 

during the pandemic, however face to face trauma training days have now been 

reinstated and all new staff will receive trauma training as part of their induction. 
 

• Trust Executive/Senior Trust Level Engagement & Representation – PAF explained 

that the rearranged peer review and virtual review clashed with his annual leave 

therefore he was unavailable.  Actions associated with this concern have 

subsequently been closed. 
 

Following a query from SR as to whether the Northern Trauma Network are likely to 

repeat the review PAF advised that another review will take place during 2023 or 2024.  

In the meantime good progress continues to be made against the action plan, the outputs 

from which are being reported to the Pre-Hospital Group (chaired by PAF) and Trauma 

Board. 

 

GM referred to the two risks identified during the review and queried how the NEAS 

compares with other Ambulance Trusts.  PAF explained that very few Trusts are 

compliant with Standard 2.2 because it is a new standard that relies on action being 

undertaken by the Trauma Network.  He added that the volume of trauma cases whereby 
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access to pre-hospital specialist advice is required are low, therefore this is not 

something that is felt to be high priority at this stage. 

 

HS queried whether any consideration has been given to introducing a pre-hospital 

emergency advice service that covers a larger geographical area bearing in mind the 

low volume of cases and limited resource required.  SS explained that this is something 

GNAAS could potentially assist with whereby their consultants could be contacted (when 

not responding). 

 

HS thanked PAF for his update and requested that progress against the action plan is 

reported at a future Committee.  SR noted that the action plan would also be presented 

to the QRG. 

 

Action 428: Action Plan to be added to The January 2023 Cycle of Business.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
P Aitken-Fell 

   

7.  Director of Quality & Safety Update  

 SR provided an update on the CQC visit and subsequent well-led review as follows: 
 

• An unannounced inspection of the Trust’s emergency and urgent care service and 

emergency operations centres took place during July 2022.  This was followed by a 

well led review in September 2022; 

• The unannounced inspection identified a number of issues relating to medicines 

management, safeguarding and incident management and a letter of intent was 

subsequently issued by the CQC in relation to medicines management in particular; 

• An action plan was developed and submitted to the CQC – this included the 

immediate steps that would be taken to ensure the proper and safe management of 

medicines; 

• During the well led review, inspectors continued to have concerns around the proper 

and safe management of medicines which resulted in the Trust being issued with a 

second letter of intent; 

• A significant amount of work has been undertaken over the last seven days to 

respond to the CQC with a detailed action plan.  The Lead Consultant Paramedic 

and the Lead Pharmacist will be meeting with CQC colleagues on a weekly basis to 

discuss progress made against immediate actions.  In addition, the three Locality 

Managers have been assigned as specialist leads for medicines management; 

• The daily eVDI checklist has been updated to ensure that crews starting their shift 

check and confirm they have controlled drugs.  If they don’t, they will be stood down 

until this has been resolved; 

• Governance related to medicines management has been reinvigorated – a standing 

agenda item has been added to the Quality Committee Cycle of Business and the 

Medicines Optimisation Group (MOG) agenda will be driven by the CQC action plan; 

• Funding for a Medication Safety Officer has been approved and recruitment is 

underway; 

• The ICB has offered its full support and are completing a thematic analysis for the 

Trust. 
 

PAF added that daily meetings are also taking place between Locality Managers, 

Medicines Management colleagues and himself.  He noted his assurance as to the way 

in which service lines have come together to prioritise and resolve concerns. 
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PAF also noted that the CQC are likely to conduct unannounced visits to review progress 

made.  He added that the ICB would also be asked to do this. 

 

HS highlighted her concern and disappointment that the Committee was not sighted on 

the situation prior to the CQC visit.  She welcomed feedback as to the fairness of this 

comment and queried whether colleagues were aware of the issues but had failed to 

escalate the risks appropriately. 

 

SR accepted the challenge from HS, stating that she believes it is fair.  She suggested 

that whilst reassurance has been provided, assurance has been lacking and explained 

that a catalogue of factors have led to the current position – for example, support from 

middle management has been limited (which should have been better challenged), a 

governance light approach was introduced during COVID, and the medicines 

management team has been extremely challenged capacity wise with the majority of the 

team leaving the Trust.  She added that this is something which has been rectified more 

recently whereby a strong team is now in place who have made a significant impact in a 

short period of time. 

 

HS stated that she has reflected on why the Committee had not picked up on the issue 

and suggested that moving forward it would be helpful if Committee Sub Group summary 

sheets and minutes are submitted to each meeting for information, with any areas of 

escalation being added to the Committee agenda to ensure that they are not ‘missed.’  

She added that this would help to focus minds and ensure a better audit trail in terms of 

escalation from sub groups. 

 

This led to a detailed debate around the purpose and remit of the Quality Committee and 

operational sub groups with HS stating that the Committee needs oversight of sub group 

discussions to obtain assurance that they are discharging their duties as required and 

JF explaining that this would result in the Committee becoming too involved in 

operational detail and that the various reports feeding into the Committee should provide 

the required level of assurance.  She added that operational sub groups feed into the 

Executive Management Group (EMG) which is where additional scrutiny should take 

place. 

 

HR stated that whilst she agrees with both points of view, it is the responsibility of the 

EMG to scrutinise operational related issues and the responsibility of the relevant Board 

Level Committee to focus on strategic risks and concerns.  She welcomed the 

constructive debate and suggested that it would be helpful if further discussion could 

take place during a Board development Session (using the above as an example), with 

support from Value Circle. 

 

Action 429: Board development session to be arranged which focuses on how identified 

issues are escalated throughout the organisation to provide the Board with assurance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
J Farrelly 

   

8.  Medical Directorate Report  

 PAF presented the above report which provides a summary of progress and compliance 

against AQIs, Clinical Audit Programme, learning from deaths, NICE guidelines and call 

audits. 
 

SS referred to the clinical audit programme and highlighted that whilst compliance with 

the programme is good, the Trust is an outlier nationally with regards to calls transferred 
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from 111 to 999 for an ambulance disposition.  PAF explained that the Trust is meeting 

the national standard, however suggested that a focused piece of work is undertaken to 

understand this activity further (with a view to reducing activity). 

 

Action 430: PAF to discuss with colleagues outside the meeting.  

 

HS noted her assurance as to the positive position outlined in the update and thanked 

the team for their efforts. 

 
 
 
 
 
 
P Aitken-Fell 

   

9.  Serious Incident (SI) Report  

 SR presented the above report which provides an overview of SIs reported between 1 

April 2022 and 31 July 2022.  She advised that 14 SIs have been declared during the 

period – this is a significant increase on 2021 whereby 12 SIs were declared. 

 

SR reported that the Head of Risk is undertaking a thematic review of SIs to identify 

trends, change in process etc. with the aim of developing an understanding of why the 

number of SIs have increased – this will be presented to a future Quality Committee. 

 

SR advised that emerging themes from SI investigations relate to C2 response delay 

and triage issues including handover delays at Hospital.  She added that as a 

consequence of the increase in SIs and moderate harm cases being investigated, 

enacting DOC in a timely manner has been challenging, however SS has recently 

provided support from the operational directorate to assist with this. 

 

HR noted that a number of SIs have occurred within the Durham and Teesside area and 

queried whether they correlate to C2 delays resulting from handover issues.  She added 

that this data would be helpful in terms of illustrating harm across the full patient pathway 

to the ICB.  SR and PAF explained that this data is available and is something discussed 

in detail at the weekly Executive Safety Panel. 

 

Action 431: SR /PAF to forward data onto HR. 

 

HS highlighted that the CQC identified issues relating to the management of SIs and the 

limitations of the Ulysses system.  She queried what progress has been made in relation 

to this.  SR agreed that Ulysses is an under-utilised resource and advised that the Trust 

is working with the supplier to unlock further potential within the system, for example 

introducing a feedback mechanism following the reporting of an incident. 

 

HR reported that SR, GM and herself met on 23 September 2022 to discuss the 

downgrading of SIs.  She added that evidence presented at the meeting provided 

significant assurance around the robust processes in place.  Positive feedback was also 

shared regarding the reporting culture and how comfortable colleagues feel in relation 

to raising concerns (see Agenda Item 19 for further details). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
S Rushbrooke 
P Aitken-Fell 

   

10.  Medicines Management Report  

 PAF referred to SR’s earlier update (See Agenda Item 7) and explained that the 

medicines management report submitted to the Committee pre-dates the most recent 

letter of intent from the CQC.  He added that the action plan referred to within the report 

relates to the first iteration and that a revised version was submitted to the CQC on 29 
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September 2022.  This will be reviewed on a weekly basis with CQC colleagues, and the 

Quality Committee will also receive updates on progress made. 

 

Action 432: CQC Medicines Management Action Plan to be submitted to the November 

2022 Quality Committee. 

 

HS acknowledged the significant amount of work underway and noted her appreciation 

to PAF and the team for their efforts. 

 
 
 
 
 
P Aitken-Fell 

   

11.  Hear and Advise Survey  

 SS presented the above report which provides a summary of Hear & Advise survey data 

for August 2022.  It was noted that 25 respondents completed the no send survey (14 

less than July 2022). 

 

HS referred to discussions at the previous Committee around the value of the survey 

and whether to continue with this, and a decision was made that it would continue past 

August 2022.  However, the report states that the contractor has been informed that the 

survey is no longer required. 

 

SS explained that cost of the survey far outweighs the value of the data due to the low 

response rates.  HS acknowledged this and suggested that when the survey was first 

introduced colleagues didn’t expect such a decline in response rate.  She suggested that 

the survey is incorporated into every day business rather than using external contractors. 

 

HR explained that the survey was introduced during a period of significant pressure 

(October 2021) and the aim was to ensure that the Trust wasn’t inadvertently causing 

harm to patients who were asked to make alternative arrangements.  She agreed that 

patient feedback should become part of business as usual patient surveys. 

 

Action 433: Questions to be integrated into business as usual patient surveys to obtain 

feedback in relation to Hear & Advise cases. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
S Segasby 
S Rushbrooke 

   

12.  Clinician Call Back Report  

 SS presented the above report which provides an up to date position in relation to 111 

clinician call back performance.  He summarised that the team has been under 

significant pressure, however the situation appears to be improving and sickness levels 

are low. 

 

HS highlighted that the Clinician call back within 20 minutes KPI increased to 37% during 

August and noted that whilst this is an improvement it is still some way from where it 

should be.  She queried how the Board can be assured that patients waiting longer for 

a call back are not being harmed.  SS advised that patients are advised to call the service 

back should their condition start to worsen. 

 

HS welcomed an update in relation to recruitment into the CAS and SS advised that this 

is progressing reasonably well.  He explained that the Clinician position is difficult to 

recruit to therefore the Trust is looking at a variety of options such as introducing a trial 

with NSECH whereby colleagues within the Emergency Department provide support to 

the CAS. 
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HS referred to the EOC transformation work and queried how the outputs from this will 

be fed back.  SS reported that J Marshall and A Slater were at the report out meetings 

and that the Assistant Director of Strategy, Planning and Partnerships does have firm 

plans to communicate the outputs. 

 

HR stated that it would be helpful to increase awareness amongst Governors in relation 

to the transformational work underway and advised that she would feed this back to the 

Assistant Director of Strategy, Planning and Partnerships. 

 

Action 434: HR to feedback to KMc around raising Governor awareness in relation to 

EOC transformation activity. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
H Ray 

   

 

Governance 

13.  Organisational Risk Register (ORR)  

 SR presented the ORR.  She advised that there are nine risks on the ORR – this includes 

medicines management related risks which have been escalated.  She added that the 

ORR is presented to both the Board of Directors and Audit & Risk Committee and that 

the Head of Risk is undertaking a piece of work in conjunction with the Audit & Risk 

Committee Chair in relation to the Trust’s future risk appetite and Board Assurance 

Framework. 

 

   

14.  External Review and Regulation 28s  

 Regulation 28 Report 

SR presented the above report which provides an overview of a Regulation 28 report 

issued by the Senior Coroner for Newcastle and North Tyneside on 14 September 2022. 

 

SR highlighted that whilst two management representatives from the Trust attended the 

inquest, the Trust had not been offered Properly Interested Person (PIP) status for this 

case therefore a legal representative was not present.  The Coroner raised concerns 

regarding this whilst recording their conclusion - “AG died due to his own actions whilst 

under the influence of alcohol to which a missed opportunity for urgent intervention 

contributed.” 

 

SR added that the case was linked with a patient safety incident and subsequent 

complaint from the family, with the latter remaining open and within timescales for 

response.  It was noted during the hearing that the investigating officer has remained in 

contact with the family throughout the process and has a good and open relationship 

with them. 

 

The Regulation 28 Report lists a number of concerns / information requests from the 

Coroner and the Trust has until 10 November 2022 to formally respond.  Internal 

discussions have commenced in this respect as well as a meeting with the legal team to 

discuss the wider implications of this case.  Furthermore, contact was recently received 

from Cumbria, Northumberland, Tyne and Wear Trust (CNTW) in respect to this case 

(who did not receive a Regulation 28 Report) and a meeting is to be scheduled to discuss 

collaborative work in respect to any similar cases. 

 

SR highlighted the Trust was not expecting to receive a Regulation 28 in respect of this 

case, and this has been made clear to colleagues. 
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HS stated that the above reinforces the importance of ensuring recurrent funding is made 

available which enables thew Trust to provide mental health support. 

 

A discussion took place regarding the accuracy of the report and the recommendations 

made, specifically around the perceived ‘limited’ learning from the incident and SR 

explained that whilst the Trust wasn’t offered the opportunity to present, the Head of Risk 

is preparing a detailed response regarding the training provided to staff. 

 

HS queried what process the Health Advisors follow when responding to a mental health 

call and suggested that this could be included in the mental health strategy document.  

PAF advised that any serious intent related mental health calls are escalated to a 

Clinician or a crew are dispatched.  Some calls can also be passed on to local crisis 

teams. 

 

External Review 

SR reported that the Terms of Reference for the NHSE independent review of the Trust’s 

coroners and claims has been published and interviews are currently underway.  She 

added that the Committee would be kept updated as to the outcomes of the review. 

   

15.  IPC Board Assurance Framework  

 SR presented the above report, highlighting that the IPC BAF was introduced during 

2021 as a mechanism to ensure that the Trust has adequate IPC systems in place to 

manage the pandemic. 

 

It was noted that the majority of areas are fully compliant, and an action plan is in place 

to monitor outstanding actions.  HS requested that revised target dates are assigned to 

all outstanding actions, particularly those relating to third party providers. She also 

requested that an updated copy of the action plan is presented at the next Committee. 

 

Action 435: Updated IPC BAF Action Plan to be submitted to the November Committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
S Rushbrooke 

   

 

Additional Items 

16.  Report on Internal Audit Actions  

 Members noted the content of the above report which provides an overview of all quality 

and safety related outstanding internal audit actions.  SR highlighted that the position 

has improved since the report was circulated to the Committee as all IPC actions have 

now been closed out. 

 

HS stated that moving forward it would be helpful if the Committee could receive an 

update in relation o overdue and closed actions. 

 

   

 

Items for Assurance / Information 

17.  SIRG Meeting: 4 July 2022  

 Noted.  
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18.  CQGG Meetings: 29 June & 15 August 2022  

 Noted.  SR highlighted that the CQGG Terms of Reference have been fully reviewed and 

the aims, purpose and membership of the group have been updated. 

 

    

19.  Extraordinary Quality Committee Meeting Update  

 HS reported that SR, GM and herself met on 23 September 2022 to examine coroners 

and claims and patient safety processes.  She added that the meeting provided a great 

deal of assurance around the escalation and de-escalation of harm levels, how SIs are 

declared etc.   

 

HS advised that the Coroners and Claims AuditOne report and actions identified during 

the Coroners Process Task and Finish Group were also reviewed to ensure that all 

actions have been closed out and embedded. 

 

    
 
 

Ending Items: 

20.  Any Other Business  

 None to report.  

   

21.  Meeting Evaluation  

 PAF and SR commented on the good, in-depth discussions which prompted challenge 

from colleagues. 

 

SS commented positively on discussions that connected to the front line, particularly 

where suggestions were made as to improvements that could be implemented. 

 

HS noted her assurance in relation to discussions that focussed on finishing and closing 

actions/projects. 

 

   

22.  Summary of Assurances Gained  

 • Strengthening of Mental Health Support within the Trust (Agenda Item 5); 

• Robust SI downgrading processes and strong reporting culture (Agenda Item 9); 

 

   

23.  Risks Identified During the Meeting  

 No new risks were identified.  

   

24.  Referrals/Escalations to other Committees or Executive Team  

 None identified.  

   

25.  Date and Time of Next Meeting  

 Thursday 24 November 2022, 13:00-15:00  
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People & Development Committee 

Escalation and Assurance Report to 

Board of Directors  

 

Parent Committee Meeting Date: 3 November 2022   

Reporting Committee Meeting Date: 13 September 2022 

Chair:  Alison Slater, Non-Executive Director 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the Committee would like to escalate) 

1.1 None identified. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 The Committee received the draft Compliance Audit of Disclosure and Barring Service 

(reasonable assurance) AuditOne.  It was noted that the report will be finalised following 

ongoing discussions with Auditors around some of the recommendations and priority ratings. 

2.2 The Committee received a presentation on the work undertaken to date and planned future 

areas of work in relation to the Trust’s approach to suicide support and prevention. 

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 The Committee received the draft Risk-Based Audit of Staff Appraisal and Development (good 

assurance) from AuditOne. 

3.2 The Committee received a report on Trade Union facility time, noting that this is a legislative 

requirement (submitted to Gov.uk), which demonstrates the Trust’s commitment to working in 

partnership with Trade Union colleagues, with 0.11% of the Trust’s pay bill spent on facility 

time.  

3.3 The Committee received a presentation on the wide-ranging work of the Occupational Health 

Department over the last 8 months. 

3.4 The Committee noted its assurance as to the significant efforts made to recruit additional staff 

and the work underway to maintain this progress (as reported to the Investment 

Implementation Group). 

3.5 The Committee received assurance in relation to the performance of the Trust’s payroll 

contractor YAS, specifically in relation to pensions processing (99.09% accuracy). 

3.6 The Committee noted its assurance as to the significant volume of Health and Wellbeing 

activity undertaken since the launch of the Health and Wellbeing Task and Finish Group in 

September 2021, and the future plans in relation to both the mental and physical wellbeing of 

staff. 

Commented [KO1]: Can we split these - so the DBS Risk 
assessment one under advise (as reasonable) and the appraisal 
one under assure as good rating - thanks 
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3.7 The Committee noted its assurance in relation to the detailed flu vaccination campaign for 

2022-23 and approved the plan on behalf of the Board of Directors (which will result in a 

checklist to demonstrate this being placed on the Trust website). 

4. Risks 

Risks discussed: 

4.1 See below. 

New risks identified: 

4.2 A potential risk was identified in relation to a possible spike in flu cases prior to the Trust rolling 

out its vaccination programme in early October.  The Seasonal Flu Vaccination Group will take 

a view as to whether this risk needs to be escalated at its next meeting.  

4.3 It was noted that Unison and GMB would be balloting members during October in relation to 

potential industrial action over the Winter period. 

5. Decisions Made  

5.1 None identified. 

 

 
ATTENDANCE 

Name May 22 July 22 Sept 22 

Alison Slater    

John Marshall    

Karen O’Brien    

Stephen Segasby    

Sarah Rushbrooke    

Mathew Beattie    

Chris Dawson    

Mark Cotton    

Jenna Brown    

Karen Gardner    

Jane Farrelly    

 
 
 

 Attended 

 Sent Deputy 

 Apologies 

 No longer member 

 

 



 

 

 

People & Development Committee Page 1 of 12 13 September 2022 

 

Minutes of Meeting  

 

 

 

 

Meeting: People & Development Committee 

Details:  Tuesday 13 September 2022 at 10:15 via Teams 

Present: 

 

Alison Slater (AS), Non-Executive Director (Chair) 

John Marshall (JM), Non-Executive Director (Vice Chair) 

Karen O’Brien (KOB), Director of People & Development 

Sarah Rushbrooke (SR), Director of Quality, Patient Safety, Innovation and Improvement 

Mathew Beattie (MB), Medical Director 

Jenna Brown (JB), Head of HR and Organisational Development 

Karen Gardner (KG), Assistant Director of People Development 

In attendance: Jane Farrelly (JF), Trust Secretary 

Wendy Profit (WP), Risk Manager (Agenda Item 7) 

Lesley Ellison (LE), Occupational Health Manager (Agenda Items 15 & 17) 

Lindsay Wardle, (LW), HR Business Partner (Agenda Item 16) 

Claire Jobling (CJ), Head of Operations North (Deputy for S Segasby) 

Sue Hillyard (SH), Value Circle (Observing) 

Gemma Wong (GW), Governance Office (Board & Council) (Minutes) 

 

No.   Action by  

Performance & Finance Committee Business 

1.  Welcome and Apologies:  

 Apologies were received from: 

Stephen Segasby (SS), Chief Operating Officer 

Chris Dawson (CD), Deputy Chief Operating Officer, EOC 

Mark Cotton (MC), Assistant Director of Communications and Engagement 

 

   

2.  Declaration of Interests  

 JM, JB and JF declared their interests in relation to NEASUS.  

   

3.  Minutes of the Previous Meeting   

 Decision D01: The minutes of the meeting held on 12 July 2022 were agreed as an 

accurate record. 

 

   

4.  Action Log and Matters Arising  

 292 Scale of Internal Paramedic Apprenticeship – It was noted that the action has been 

superseded due to the Executive Management Group (EMG) taking over the 

ownership of this.  The EMG target date is December 2022.  It was agreed to close 

the action from the Committee action log. 

 

    

 294 Review of Risk Register Ratings – AS confirmed that KG, JB and herself met to 

undertake a deep dive into the metrics and risk register.  It was noted that the risk 

in relation to low staff morale has been escalated.  Action Closed Out. 
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 295 Procurement Data & ENEI Assessment – JM confirmed that the quarterly 

procurement update was presented at the August Performance & Finance 

Committee.  He added that a detailed discussion took place around the work 

underway to ensure compliance with both NHS and Government accreditation 

standards and explained that ENEI requirements would be covered by this 

therefore ensuring an improved level of support / scoring next year.  Action Closed 

Out. 

 

    

 296 Communication re: Disability Confident Accreditation – it was noted that the action 

has now been completed. 

 

    

 297 Presentation of Workforce Plan – It was noted that the plan has been incorporated 

into the Workforce Metrics Report and would therefore be presented under 

Agenda Item 6.  Action Closed Out. 

 

    

 298 Resourcing/Support to the FTSU Role – JF confirmed that she has submitted a 

proposal to KOB.  It was noted that a view would be taken following the completion 

of the NGO Review. 

 

    

 299 Trade Union Facility Time Report – to be presented under Agenda Item 8.  Action 

Closed Out. 

 

    

 300 Review of Abstraction Levels – KOB provided an update on behalf of SS.  She 

advised that work is in progress (using the Commissioner investment) to create 

periods of downtime for staff to ensure that they have protected time for 

teamworking and engagement.  She added that SS is picking this up with 

Operational managers.  Action to remain open. 

 

    

 301 Review of NEAS 9 Objectives in the People Plan – KOB confirmed that she has 

updated the objectives to ensure clarity.  She added that the objectives would be 

reviewed at the Board of Directors meeting on 15 September 2022 and if approved 

will be submitted to the next People and Development Committee. 

 

    

 Matters Arising  

 KOB referred to a discussion at the July Committee around the requirement to complete 

a Freedom to Speak Up (FTSU) self-assessment.  She confirmed that this has now been 

actioned by KOB/AS and will be circulated to Committee members for information.  AS 

added that details were also shared with the Board of Directors at a recent Board 

Development Session.  

 

Action 302: FTSU Self-Assessment to be shared with Committee members. 

 
 
 
 
 
 
 
 
 
J Farrelly 
(G Wong) 

   

5.  Staff Story: A Line Manager’s Perspective  

 AS explained that the agenda item has been deferred to the November Committee due 

to the guest speaker becoming unavailable at the last minute. 

 

   
 

Performance 

6.  Workforce Metrics Report  

 JB & KG presented the above report which provides a summary of key people metrics 

covering the period ending 31 July 2022.  AS highlighted that a meeting has very recently 

taken place to review the format and content of the report and KG explained that moving 

forward, additional narrative will be added to provide a greater level of 
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context/explanation as to the current position.  This will help to inform further discussion 

around what improvements could be made. 

 

Pertinent points within the report were highlighted as follows: 

 

High Level Overview 

• Workforce numbers continue to increase rapidly as a result of commissioner 

investment and successful recruitment campaigns; 
 

• Sickness absence in July increased to 9.10% (compared to 8.27% in June); 
 

• JB noted that there has also been an increase in the number of leavers.  She added 

that a new leavers survey has been developed and data obtained from this will be 

included in future workforce metrics reports.  In addition, a piece of work will be 

undertaken to analyse leavers data further – this will include engagement with 

colleagues who have chosen to leave and then return to the Trust to establish their 

reasons for doing so. 

 
Action 303: Leavers data to be incorporated in workforce metrics report moving forward. 

 

Staffing Numbers and Recruitment 

• KG reported that the 2022-23 Unscheduled Care funded establishment figures are: 

Paramedic 705.34, Clinical Care Assistant (CCA) 563, Emergency Care Technician 

(ECT) 45 and Ambulance Care Assistant (ACA) 445.24; 
 

• Health Advisor recruitment plans have been very successful, and the end of March 

2023 planned establishment (of 319.95) is currently on target; 
 

• ACA Recruitment – Following a shortfall during the first half of the year, course 3 is 

provisionally filled and on track to deliver. The current funded establishment is 

445.24, and the expected actual establishment at the end of March 2023 is 439.40 

(-5.84) with recruitment and training plans in place; 
 

• Qualified Paramedic & Newly Qualified Paramedic (NQP) Recruitment – Over the 3 

year investment plan, the Trust is looking to significantly increase the number of 

Paramedics in years 1 and 2 and CCAs during year 3; 
 

• CCA Recruitment – Despite minor slippage in course numbers earlier in the financial 

year, numbers have started to increase for remaining courses and a refreshed 

recruitment campaign has recently commenced. The current funded establishment 

is 563 – this requires an additional 60 CCAs to be recruited during 2022-23 and the 

plan to achieve this is currently on track; 
 

• Senior Clinical Advisor (EOC) Recruitment - Recruitment and attraction strategies 

have been reviewed and adjusted due to the continued decrease in applications.  It 

was noted that the funded establishment is 97.30, and current plans show this as -

10.58 by the end of March 2023; 
 

• Advanced Practitioner Recruitment – There continues to be a considerable vacancy 

gap (which includes reliance on agency supply) with an end of year expected position 

of -17 WTE. 

 
KG highlighted that there are two risks relating to the recruitment and retention of staff.  

Firstly, an overarching risk (589) covering the entire workforce on the Organisational 

Risk Register and secondly, a specific risk has been captured relating to Clinical 

Educator and Training Officer posts (Risk 683).  KG explained that this risk is to be 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
J Brown 
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reduced following a review of job descriptions via the significant change process – the 

advert is currently out, and it is hoped that this will attract more candidates. 

 

AS referred to KG’s comment in relation to achieving Health Advisor establishment by 

March 2023 and stated that the figures within the report suggest this will be reached by 

September/October 2022 which is a significant achievement.   

 

AS referred to the Health Advisor Recruitment Project (HARP) and stated that when 

reflecting on recruitment campaigns, pinch points were identified during the year.  She 

queried what learning the teams have achieved from this to ensure that newly recruited 

staff numbers continue to grow.  KG clarified that the workforce plan shows a higher 

attrition rate in relation to Paramedics, however this this is due to internal 

moves/promotions following the Operational restructure (therefore staff remain in the 

workforce but have moved to different roles).  She explained that attrition within the EOC 

is not unexpected, as this speciality does typically have a high level of attrition and added 

that the work JB referred to earlier around obtaining more detailed, meaningful 

information from leavers will help to identify trends. 

 

KOB explained that prior to the investment plan being approved, discussions did take 

place around the impacts associated with recruiting a high volume of additional 

paramedics in a short space of time, and whether this could be done safely. KOB asked 

for assurance the plan remains safe.  CJ highlighted that as part of the commissioner 

investment, there will also be an increase in operational managers and recruitment for 

the Clinical Team Leader posts has commenced earlier than planned to support new 

staff. KG confirmed the recruitment of newly qualified paramedics to work alongside 

another qualified paramedic in the first instance is a positive step forward. 

 

KOB referred to the first phase of the Health Advisor recruitment project and suggested 

that the closure report for this is presented at the next Committee as it covers 

recruitment, wellbeing etc. 

 

Action 304: HARP (Phase 1) Closure Report to be added to the next People & 

Development Committee Agenda. 

 

JM noted his assurance as to the significant effort undertaken to recruit additional staff 

and passed on his appreciation to all those involved. 

 

JM queried whether it has yet become apparent as to whether the BBC Ambulance 

programme has led to any increase in applications.  JB explained that it is too early at 

this stage to determine the impact, however a full recruitment strategy has been 

developed on the back of the programme which will track how successful it has been in 

attracting applications. 

 

Sickness Absence Rates 

JB explained that previous metrics were based on a target sickness absence rate of 5%, 

however a piece of work has been undertaken to ‘split’ targets between service lines 

therefore setting realistic ambitions across the Trust.  The revised absence ambitions 

(which have been based on pre-covid data) were summarised as follows: Scheduled 

and Unscheduled Care 7.5%, EOC 9% and Support Services 2.5% (which results in an 

overall Trust figure of 7%). 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
G Wong 
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KOB highlighted that the Executive Management Group (EMG) has discussed the above 

in detail.  She advised that sickness absence is currently >9% and whilst reducing this 

to 7% by the end of March is a significant ask, managers are committed to addressing 

it. She highlighted there is a specific focus being placed on stopping absence from 

happening in the first place, for example in the case of mental health concerns by offering 

support and signposting colleagues appropriately, at an early stage. 

 

Driver Check Compliance 

JB reported that a significant amount of progress has been made in relation to the 

renewal of Fair Processing Declaration forms, with outstanding renewals (x28) relating 

to members of staff on long term sick, maternity leave etc.  This requirement will be 

picked up with the individuals concerned as part of their return to work. 

 

AS acknowledged the significant amount of work involved in this piece of work and 

thanked all involved for their efforts. 

 

Appraisal and Statutory & Mandatory Training Compliance 

KG advised that the Trust is currently exceeding the 85% compliance target for 

appraisals, and Statutory and Mandatory Training. She added that the 95% compliance 

rate in relation to Information Governance has been achieved and will be maintained 

throughout the year. 

 

AS noted the positive progress made in relation to appraisal compliance and stressed 

the importance of maintaining this throughout the year to avoid a last minute ‘rush’ to 

complete appraisals at year end. 

 

Right to Work Data 

JM referred to the data ‘glitch’ associated with the Right to Work report and welcomed 

further information in relation to this.  JB explained that this is a legacy issue in relation 

to return to work checks which have been completed and entered onto ESR, however 

the associated data is not pulling through onto reports.  She added that the regional ESR 

team has identified the issue and have offered assistance to the Trust to rectify this. 

 

Employee Relations Cases 

JM noted his concern as to the lack of timely communication from Police Force 

colleagues in instances whereby NEAS staff may be subject to Police investigation.  JB 

explained that these cases remain small in number, however the Head of Risk has been 

asked to expedite an information sharing process with the Police.  KOB highlighted that 

staff do openly declare any incidents with Managers which is encouraging to note. 

   

7.  Violence Prevention and Reduction Activity  

 AS reminded members that an update on violence prevention and reduction activity was 

provided at the May Committee at which time it was explained that the Trust was non-

compliant in a number of areas and that work was underway to address these.  She 

explained that a further update was due to be presented at today’s meeting, however 

the paper has been deferred to the November Committee. 

 

WP provided assurance that good progress has been made in relation to the 

development of a Policy and Strategy, which are both currently in draft form. She added 

that a joint meeting took place with AACE on 12 September 2022 to discuss the maturity 

of the NEAS Violence Prevention and Reduction (VPR) matrix.  KG highlighted that she 
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is also involved in an AACE project relating to restrictive interventions and suggested 

that it would be helpful to link the discussions. 

 

Action 305: WP and KG to discuss how the above two AACE discussions can be linked. 

 
 
 
 
K Gardner 
W Profit 

   

8.  Trade Union Facility Time Report  

 KOB presented the above report which provides a retrospective overview of the trade 

union facility time that has been published externally by the Trust (by the legal deadline 

of 31 July 2022).  She explained that this is an annual requirement whereby all public 

sector bodies are required to publish information which demonstrates their commitment 

to working in partnership with Trade Union colleagues. 

 

KOB provided an overview on work undertaken to improve partnership working with 

Trade Union colleagues (as identified in the NEAS 9 People Plan) as follows: 
 

• Two away days have been held with the Trust’s two recognised Trade Unions 

(GMB and Unison), HR representatives and some members of the Executive 

Team to discuss collaborative working; 
 

• One of the outputs from this is the development of a joint partnership working 

document which will provide guidance to line managers and Trade Union 

representatives; 
 

• A JCC Operational Group has also been established – this provides a forum for 

open and transparent discussions to take place between Trade Union colleagues 

and the senior management team with the aim of addressing issues that may not 

necessarily be appropriate for discussion at the more strategic JCC; 
 

• Trade Union colleagues will present to the People & Development Committee as 

part of the Cycle of Business. 

 

AS noted that the Trust currently provides 0.11% of its pay bill on trade union facility time 

and queried whether this is in keeping with other Ambulance Trusts.  KOB advised that 

the Trust is in line with many other NHS organisations albeit less than some other 

Ambulance Trusts, however significantly above the Government’s aim to reduce to the 

level of the Civil Service which is 0.06%. 

 

   

9.  2021-22 Pension Heat Map  

 KOB presented the above report which provides assurance around the performance of 

the Trust’s payroll contractor YAS, specifically on pensions processing.  The Committee 

noted its assurance that performance is consistently above average since YAS took over 

responsibility for payroll and pensions processing from the end of 2018 financial year, 

with a 99.09% accuracy rate. 

 

   

 

People and Development Governance 

10.  Compliance Audit of Disclosure and Barring Service  

 KOB presented the above AuditOne report, noting that it is currently in draft format and 

will be finalised once the management response has been submitted.  She added that 

the draft report provides reasonable assurance. 
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KOB provided some context in relation to the overall aim of the audit.  She explained that 

the Trust was issued with a CQC regulatory notice in 2020 relating to its DBS Risk 

Assessment processes which were not sufficiently robust.  A Task & Finish Group was 

established to review processes and an improved risk assessment process was 

subsequently established whereby the Head of HR and Organisational Development and 

Deputy Director of Quality and Safety (only) will jointly risk assess any positive DBS 

disclosure to ensure consistency. 

 

KOB referred to the Action Plan attached to the Audit Report (Appendix B) and advised 

that the recommendation relating to the timely completion of risk assessments has been 

implemented and no further action is required in relation to this action.  She added that 

the action in relation to data quality checks has been accepted and she confirmed that 

monthly quality checks will be undertaken by the HR Operations Manager and Workforce 

Information Manager. 

 

KOB referred to the medium priority recommendations in relation to third party risk 

assessment forms and explained that these are currently being debated with Internal 

Audit colleagues.  KOB explained that when the new process was introduced in 2021, 

the Volunteer Team was given a period of 1 year to embed this due to significant volume 

of volunteers and taxi drivers they manage.  She added that the audit does not reflect 

this ‘transitional’ period therefore recommendations have not yet been accepted and 

discussions remain ongoing with auditors in relation to these. 

 

JM noted his involvement in the Task & Finish Group and the assurance he received 

from this current audit.  He also noted his assurance as to the introduction of monthly 

data quality checks which will enable the Trust to demonstrate that all actions have been 

completed. 

    

11.  Risk-Based Audit of Staff Appraisal and Development  

 KOB presented the above AuditOne report, noting that it is currently in draft format and 

will be finalised once the management response has been submitted.  She added that 

the draft report provides good assurance with 3 medium priority and 3 low priority 

findings. 

 

KOB referred to the Action Plan (Appendix B) and confirmed that actions relating to 

updating the Trust’s Appraisal Policy are currently underway.  She explained that the 

medium priority rating of one of the actions has been disputed – this relates to the quality 

assurance panels which were paused during the pandemic, however there was every 

intention to resume these at an appropriate time (they have now been resumed).   

 

AS referred to the quality of appraisals and stressed the importance of ensuring that 

dedicated time is set aside to complete these.  She queried how the Committee can be 

assured around the quality of appraisals and discussions around succession planning, 

personal development etc. and how the revised appraisal document will capture the 

richness of the conversations required. 

 

KG explained that the review of the appraisal documentation resulted in sections being 

removed where it was felt they did not provoke meaningful discussion.  She added that 

the personal development section of the appraisal document now includes a link to a 

Microsoft Form, the data from which will be collated by the training department to identify 

the training needs required by colleagues across the organisation. 
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KG added that appraisal awareness training sessions are running, there will be a Senior 

Leadership Forum session and the reintroduction of the quality review panels will ensure 

that the quality of appraisals are examined, and feedback provided to colleagues. 

   

12.  Risk Register  

 KOB presented the People & Development Risk Register, however she highlighted that 

the version circulated to the Committee was not the most up to date version and that she 

would arrange for the recently updated version to be circulated following the meeting. 

 

Action 306:  Updated version of the People Risk Register to be circulated with the 

Committee Minutes. 

 

KOB reported that the Risk Register is a dynamic document which is constantly reviewed 

and updated via the EMG.  She explained that Risk 589 is an overarching risk held by 

the Committee in relation to the recruitment and retention of staff, however many 

departmental risk registers also include a specific risk due to the particular challenges 

they face, for example recruiting Cyber specialists within the IM&T Department. 

 

AS noted that there is a risk on the ORR relating to sickness absence and suggested 

that a view is taken as to the scoring associated with this following the completion of the 

wellbeing section of the agenda (Items 14-17). 

 
 
 
 
 
 
 
G Wong 

   

13.  Outstanding AuditOne Actions  

 None to report.  

   
 

Theme of the Meeting: We are Safe and Healthy 

14.  Health and Wellbeing Activity and Action Plan  

 JB presented the above paper which provides a high-level overview of health and 

wellbeing activities delivered subsequent to the Health and Wellbeing Task and Finish 

Group being established in September 2021.  The paper also outlines the forward view 

from September 2022 onwards.  Key points were noted as follows: 
 

• The Health and Wellbeing Group meets on a quarterly basis.  Two working groups 

have also been established which will focus on the mental and physical wellbeing of 

staff; 
 

• A full absence management review of the Good Shape system (previously First Care) 

has been undertaken to identify the most effective way of managing and reporting 

absence for the Trust; 
 

• Working with an organisation called Just B funded by The Royal Foundation, 2500 

proactive wellbeing checks-ins were offered, providing an opportunity for colleagues 

to talk about their mental health with a focus primarily being to reach those who may 

not otherwise seek help. This programme is currently being evaluated; 
 

• A wellbeing conversation section has been integrated into the new appraisal 

documentation; 
 

• The Trauma Risk Management (TRiM) assessment process was relaunched in 

January 2022, with refresher training offered to colleagues. Supporting 

documentation was also refreshed and published; 
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• A digital wellbeing pledge was created for agile workers to encouraging healthy 

online behaviours; 
 

• A Staff Psychological and Wellbeing Advisor, who specialises in mental health, was 

appointed in May 2022 on a 12 month temporary basis; 
 

• Mental wellbeing will be a primary focus in the Trust’s future approach to health and 

wellbeing with activities planned to run from September 2022.  
 

AS thanked JB for a comprehensive update and noted her assurance as to the inclusion 

of both mental and physical wellbeing in the action plan. 
 

AS stated that health and wellbeing is such an important element of the Trust’s strategy 

moving forward and queried how the impact of the schemes included within the action 

plan will be evaluated.  JB advised that ongoing discussions are taking place regarding 

the triangulation of data.  She explained that from an HR perspective, the introduction of 

a new case management system for sickness absence will ensure that the impact of 

interactions can be demonstrated.   

    

15.  Seasonal Flu Vaccination Programme  

 LE presented the above paper which provides information and assurance regarding the 

Seasonal Flu Vaccination Campaign for 2022/23.  Key points were noted as follows: 
 

• An order has been placed for a different flu vaccination to that offered during 2021/22. 

This will widen the scope of staff who are eligible for the vaccine (as it’s suitable for 

those with an egg allergy).  The vaccines are due to be delivered during w/c 3 October 

2022 at which time the vaccination programme will commence; 

• Take-up of the flu vaccine will be recorded via the National Immunisation & 

Vaccination System (NIVS); 

• 100% of staff will be offered the vaccine, and the aim is to exceed the 51.5% 

vaccination rate achieved during 2021-22; 

• To date 24 peer vaccinators have agreed to participate in the flu programme; 

• The flu clinic/access to flu vaccine model remains unchanged from last year (three 

main sites) and a detailed communications plan has been developed; 

• Some acute trusts will also provide drop-in clinics for all staff; 

• Vaccinations will also be offered to staff attending the training school for statutory 

and mandatory training; 

• Staff can book their Covid-19 booster via the National booking system. 
 

AS thanked LE for her update and noted her assurance that all avenues appear to be 

covered.  She referred to the early October delivery date and queried whether there is 

any likelihood of vaccine distribution delays and what the associated impacts/risks would 

be.  LE explained that the later than usual delivery date is due to the Trust purchasing a 

different vaccine this year.  She explained that staff do have the option to access their 

flu vaccination via their GP, pharmacy or an acute trust should any delay concern them.  

 

MB highlighted that the Australian flu spike happened earlier in the season this year.  He 

explained that the public health community is concerned that due to the UK not having a 

‘normal’ flu season for the last 3 years due to periods of lockdown, there is a risk that 

there may be a spike in flu cases during September and October – potentially before the 

Trust has received its flu vaccines.   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



People & Development Committee Page 10 of 12 13 September 2022 

 

AS noted that there is an intention to complete the main vaccination programme by 30 

November 2022 and queried the likelihood of peer vaccinator support waning.  LE 

advised that she has no concerns in relation to this as the volunteers are in addition to 

the core staffing of the clinics.  KOB highlighted that participation by Peer Vaccinators 

will be on a voluntary basis as part of their role (and not via overtime due to the need to 

focus overtime on delivering clinical services to patients) – this is something the Seasonal 

Flu Vaccination Group has debated. 

 

JM referred to the National target of 85% and suggested that the Trust may wish to set 

its own realistic target bearing in mind that some members of staff may not wish to be 

vaccinated. 

 

Action 307:  KOB to raise at the next meeting of the Seasonal Flu Vaccination Group 

with a view to agreeing whether an internal Trust vaccination target should be set. 

 

AS referred to MB’s earlier comment in relation to a potential spike in flu cases prior to 

the Trust rolling out its vaccination programme and queried whether this risk needs to be 

escalated onto the Organisational Risk Register. KOB confirmed there is a flu risk 

register. 

 

Action 308: KOB to raise at the next meeting of the Seasonal Flu Vaccination Group 

with a view to agreeing whether any risks need to be escalated. 

 

Decision 02: The Committee approved the plan on behalf of the Board, and the 

publication of the checklist on the Trust’s website.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
K O’Brien 
 
 
 
 
 
 
 
 
 
 
 
K O’Brien 
 
 
 
 
 
K O’Brien 

   

16.  Suicide Support and Postvention  

 LW attended the Committee to deliver a presentation on the work undertaken to date 

and planned future areas of work in relation to the Trust’s approach to suicide support 

and prevention.  She reported that there is a wealth of resource and information available 

to the Trust, including the ‘Working Together to Prevent Suicide in the Ambulance 

Service’ guidance which presents the evidence for an increased risk of suicide amongst 

ambulance staff compared to the general population.  The recommendations within this 

document have been reviewed in full to determine if there are any further actions the 

Trust can introduce. 

 

The presentation was split into two sections as follows: 

 

What we have done 

• Established an independent review process whereby the circumstances relating to 

the death of a colleague by suicide will be examined to identify any learning or actions 

to prevent it happening to others; 

• Managers and staff utilise Occupational Health for support and onward referrals to 

specialist mental health services; 

• De-brief with managers and referral to TRiM (if required) following a traumatic event 

or an accumulation of incidents; 

• Zero suicide awareness training (via video) which enables learners to spot warning 

signs and have effective conversations is in place for new starters and will be 

incorporated in statutory and mandatory training from next year; 
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• A research project, specific to NEAS Paramedics and EOC staff responding to 

suicidal individuals during Covid-19, has been undertaken by the ICS and 

Northumbria University.  The report details how colleagues who participated in the 

research prepare, respond and recover from these calls and what they need to 

support their wellbeing; 

• A group of internal staff from Operations, HR, Occupational Health, Risk and 

Safeguarding have completed a self-audit toolkit (which forms part of the Working 

Together to Prevent Suicide in the Ambulance Service guidance) which involved 

reflecting on the current health and wellbeing provision being offered to staff and 

identifying areas for improvement. 

 

What actions we are taking 

• Providing support and resources to staff – a toolkit is being developed which will 

provide staff and managers with a range of information and resource; 

• A death in service procedure is being drafted which provides guidance for managers 

in the unfortunate event of a death in service.   

 

AS thanked LW for sharing her update on such an important piece of work.  She queried 

how the organisation retains the memory of colleagues who have passed and LW, noting 

there is an annual role of honour via The Ambulance Service Charity (TASC), undertook 

to look into this further. 

 

Action 309: LW to explore options with members of the Communications Team in 

relation to how the Trust remembers colleagues who have died in service and/or 

committed suicide. 

 

CJ confirmed she felt the suggested actions, including educating staff on what to do/not 

to do in the event of a colleague’s suicide, would be beneficial.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
L Wardle 

   

17.  Annual Occupational Health Presentation  

 LE attended the Committee to provide an update on Occupational Health activity over 

the last 8 months.  Key points were noted as follows: 

 

• The department has successfully retained its Safe, Effective, Quality Occupational 

Health Service (SEQOHS) accreditation; 

• The top reasons for referral to the Occupational Health Service include Covid-19 

(although numbers are reducing), mental health conditions and musculoskeletal 

health.  The department is actively helping to manage staff back into the workplace 

either via redeployment or by providing range of supportive services; 

• Despite an increase in demand for the Occupational Health Service, the average 

waiting time of no more than 5 days KPI has been maintained; 

• 622 pre employment screening checks have been completed during the last 8 

months (654 were completed in total last year).  LE explained that the increase is 

due to the successful health advisor recruitment programme; 

• The staff psychological wellbeing advisor has made positive progress during his 3 

months in post - mental health training is being provided to managers and a 

framework is being developed in relation to staff mental health maintenance; 

• Whilst signposting colleagues to psychological services via Talk Works continues, 

the department has been able to offer alternative support to 55 colleagues therefore 

avoiding an external referral; 
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• Planned areas of work from September onwards include the digitisation of 

Occupational Health records, relocation of the department to Dukesway, flu 

vaccination programme, fitness testing for operational staff and launch of the NEAS 

Mental Maintenance Programme. 

 

AS thanked LE for a comprehensive update.  She congratulated LE and her team on 

maintaining the National SEQOHS accreditation and thanked colleagues for the 

excellent work undertaken during the year. 

   

 AS referred to earlier discussions around the risk scoring for sickness absence, which is 

currently 16.  She reflected on the discussions above which demonstrate the significant 

volume of preventative and supportive measures in place for staff and therefore queried 

whether there is an appetite to reduce the overall risk score.  Following a discussion, it 

was agreed that the risk score should remain unchanged, and a review of the risk should 

be undertaken to ensure that all associated actions have been inputted onto Ulysses. 

 

Action 310: Sickness absence risk to be reviewed to ensure that the main health and 

wellbeing actions have been captured (or the action plan has been uploaded). 

 

 

 

 

 

 

 

 

 

 

K O’Brien 

J Brown 

   
 

Ending Items 

18.  People Group – Summary of Assurances (July & August)  

 Members noted the content of the People Group summary reports. 

 

AS referred to an item for escalation from the August meeting around potential industrial 

action by colleagues over the Winter period.  KOB explained that GMB and Unison will 

start to ballot members on action in October. At this stage there is uncertainty as to what 

the industrial action will look like, however work is underway in conjunction with EPRR 

colleagues and Operational Managers to proactively manage this with Trade Unions.  

KOB added that industrial action, if taken, is likely to happen during December 

2022/January 2023 and the risks associated with this will be assessed as more 

information becomes available. 

 

   

19.  Any Other Business  

 None to report.  

   

20.  Meeting Evaluation  

 AS thanked colleagues for an excellent meeting and noted her appreciation to colleagues 

for producing very helpful reports which provide assurance in a range of areas. 

 

AS highlighted that JB would shortly be leaving the Trust.  On behalf of the Committee 

she thanked JB for her valued contribution and expertise and wished her all the best for 

the future. 

 

   

17. Date of next meeting  

 Thursday 8 December 2022 at 09:30 in the Board Room at NEAS HQ.  

 



 
CONFIDENTIAL 

 

 

Technology Committee 

Escalation and Assurance Report to 

Board of Directors 

 

Parent Group Meeting Date: 3 November 2022   

Reporting Group Meeting Date: 24 October 2022 

Chair:  Gerry Morrow 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the Group 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 The Committee received an update on the 14 IG Breaches reported between July and 

September 2022.  It was highlighted that none of the breaches are ICO reportable, with the 

vast majority relating to human error e.g., sending correspondence to the incorrect address.  

All incidents have been investigated and feedback provided to relevant manager around the 

next steps/learning required.  

2.2 A discussion took place in relation to data quality assurance, and it was noted that the CTIO 

is considering options around how data quality can be embedded in the change approval 

process. 

2.3 The Committee received an overview Data Changes & Validation audit report which received 

limited assurance.  A briefing document will be circulated to the Committee which clearly 

explains whether any of the findings in the audit report undermine the credibility of performance 

reporting. 

2.4 The Committee received an updated in relation to key areas of the IM&T Work Plan. 

3. Assure (detail here any areas of assurance that the Group has received) 

3.1 The Committee received a positive update on the work underway to complete the Trust’s 2022-

23 DSPT submission.  It was noted that a Task & Finish Group has been established, and 

actions / responsibilities assigned to SMEs.  It was also noted that a new assertion has been 

introduced around data security processes for medical devices connected to the internet which 

is the subject of national network discussions – the relevant SME is engaging in these 

discussions. 

3.2 The Committee was assured to note that the Executive Team has recently approved significant 

investment in IM&T projects and resourcing to strengthen resilience in the team and reduce 

the risk of further turnover. 

3.3 A detailed discussion took place regarding the processes followed by the IM&T Department to 

assess and monitor risks, using Cyber as an example following discussions earlier in the day 
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at the Audit & Risk Committee.  The Committee were assured as to the exemplar model used 

by the team, however acknowledged that a consistent process and improved visibility needs 

to be rolled out across the Trust. 

3.4 Good progress has been made against IM&T BAF Objectives. 

4. Risks 

Risks discussed: 

4.1 A detailed discussion took place around the assessing and monitoring of risks – see point 3.3 

above. 

4.2 Recruitment and retention remains an ongoing risk despite the forthcoming investment in the 

department. 

New risks identified: 

4.3 No new risks were identified. 

5. Decisions Made (list here any decisions made within the Groups authority which should be 

brought to the attention of the parent body) 

5.1 None identified. 

 

 

ATTENDANCE  

Name Jan 22 Apr 22 Jul 22 Oct 22 

Gerry Morrow     

Paul Chandler     

Kev Scollay     

Mathew Beattie     

Paul Nicholson     

Jane Farrelly     

 
 Attended 

 Sent Deputy 

 Apologies 

 No longer member 
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Minutes of Meeting   

Meeting: Technology Committee 

Details:  Monday 24 October 2022, 13:00 via Teams 

Membership: 

 

G Morrow (GM), Non-Executive Director (Chair) 

P Chandler (PC), Non-Executive Director 

K Scollay (KS), Group Director of Finance & Contracting 

M Beattie (MB), Medical Director 

In attendance: P Nicholson (PN), Chief Technology & Information Officer (CTIO) 

J Farrelly (JF), Trust Secretary 

S Srihari (SS), Information Governance Manager (Agenda Items 5 & 6) 

G Wong (GW), PA to Group Director of Finance & Contracting 

 

No.   Action by  

1.  Welcome and Apologies for Absence  

 No apologies for absence were received.  

   
2.  Declarations of Interests  

 None to report.  

   

3.  Minutes of last meeting held on 14 January 2022  

 Decision 06: The minutes of the meeting held on 26 July 2022 were agreed to be a true record.  

   
4.  Register of Actions   

 A38 Ambulance Service Peer Review with NIAG – Complete.  Action Closed Out.  

    

 A39 Long Term Plan for Data Quality and Assurance – To be discussed under Agenda Item 8.  

Action remains ongoing. 

 

    

 A44 2022-23 TRA Plan – Complete.  Action Closed Out.  

    

 A45 Content of future IG Breach Report – Complete.  Action Closed Out.  

    

 A46 Cyber Security Presentation to Board of Directors – Complete.  Action Closed Out.  

    

 Matters Arising  

 None to report.  

   

 

Governance, Risk and Compliance 

5.  2022-23 DSPT Status Update  

 SS presented the above report which provides an update and assurance around the work 

underway to submit a DSPT with a status of ‘Standards Met’ by 30 June 2023. 

 

SS reported that the 2022-23 DSPT contains 114 mandatory evidence items, 8 of which are new 

or modified - immediate focus has been given to these to obtain an understanding of the 

requirements and ensure that the Trust can achieve compliance.  She added that the Trust will 

be following the Independent Assurance and Audit Framework approach and a meeting has taken 

place with AuditOne to discuss their review of the Trust’s DSPT which will be scheduled to take 

place earlier than during 2021-22. 
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SS reported that the first meeting of the DSPT Task & Finish Group has taken place to review the 

mandatory evidence items and agree actions and responsibilities.  Meetings will continue to take 

place on a monthly basis with a view to monitoring progress and highlighting any areas of concern 

at an early stage.  She explained that one of the new assertions relates to data security processes 

for medical devices connected to the internet and confirmed that the relevant SME is aware of 

this requirement and is engaging in National network discussions relating to this.  Any concerns 

identified relating to potential non-compliance will be fed back to the Committee.  

 

PC referred to the ‘current status’ graph on Page 2 of the report which suggests that the vast 

majority of assertions are currently non-compliant.  He queried why this is the case bearing in 

mind the Trust has recently submitted a fully compliant DSPT for 2021-22 and suggested that the 

newly introduced or modified areas should be the only non-compliant items.  SS clarified that the 

graph does over-exaggerate the current position and explained that the majority of evidence items 

are available, however their compliance status will not change until they have been reviewed and 

uploaded. 

 

PC and GM noted that it is pleasing to hear the DSPT audit has been scheduled for earlier in the 

year and requested that every effort is made to ensure this is not delayed. 

 

GM thanked SS for her helpful update. 

   

6.  Report on Information Governance Breaches  

 SS presented the above report which provides an overview of IG breaches reported between July 

and September 2022, the actions arising from these and their current status. 

 

SS reported that 14 IG breaches have been reported within the period, none of which are believed 

to be ICO reportable.  She added that the majority of incidents relate to human error, for example 

sending a letter or email to the incorrect address.  All incidents have been investigated and 

feedback provided to the relevant Manager as to the required next steps (such as refresher 

training).  SS explained that any breaches causing concern would be escalated to the SIRO and 

IG Working Group. 

 

PC referred to the two concerns documented on Page 4 of the report which relate to the 

consistency and quality of investigations and lack of specific data breach training for investigators.  

He noted that similar concerns were also noted in the July report and therefore queried what is 

being done to rectify these concerns.  SS recommended that the Trust seeks to commission a 

specialist external training provider to ensure a uniform approach.  In the meantime, the IG Team 

are providing guidance to colleagues. 

 

PC referred to Appendix 1 which provides an overview of IG breaches reported between July and 

September 2022 and commented that the data provided does not indicate whether the incident is 

serious or minor, and whether it could become ICO reportable should the necessary actions not 

be completed. 

 

Action 47: SS to update the IG Breach overview table to include: 

a) Narrative in relation to the support the IG Team has provided to investigators; 

b) The likelihood of each breach becoming ICO reportable should recommended 

learning/actions fail to be implemented. 

 

KS provided assurance that a robust process is in place to manage any ICO reportable breach – 

this includes a full assessment of the incident, completion of a bespoke proforma, meetings with 

the SIRO and CTIO and a report to the Board of Directors.  He added that there have been no 

ICO reportable incidents to date this year. 

 

A discussion took place regarding the specialist data breach training required for investigators.  

PN explained that this is something the Trust finds challenging because incidents are not always 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

S Srihari 



Technology Committee Page 3 of 7 24 October 2022 

 

black and white.  For example, something the Trust views as high severity may result in a 

completely different outcome when reviewed by the ICO.   

 

Action 48: SS to consider whether there is a genuine need for a wider audience of investigators 

to receive training. 

 

Members noted the content of the report and SS was thanked for her update. 
    

7.  Recruitment & Retention of IM&T Staff  

 KS provided a verbal update in relation to the above agenda item.  He advised that a written report 

has been submitted to the 27 October 2022 Performance & Finance Committee in relation to the 

overall Corporate investment, which includes investment in digital.  

 

Action 49: KS to forward a copy of the Performance & Finance Committee report onto GM. 

 

KS provided some background, and an overview of the current position as follows: 

 

• Circa £1m has been set aside for corporate investment this year; 

• PN produced a paper outlining the total requirements for the IM&T Workforce which fed into 

the decision making; 

• Within this paper, a number of specific roles (x8) were identified which management felt were 

in danger of not being graded appropriately and would therefore result in colleagues leaving 

the Trust.  A contingency budget has therefore been set aside to cater for the likely outcome 

of job evaluations (which are currently underway) relating to these roles with the aim of 

retaining staff; 

• The paper also identified a number of other requirements as follows: 

o 1 x Data Analyst  

o 1 x Siren Developer  

o 2 x Information Security Roles 

o 2 x Digital Innovation Roles 

o Power Application Licenses 

o Back up infrastructure  

o Server performance monitoring infrastructure 

o WAN capacity at Winter House  

• The Executive Team has recently undertaken an exercise to review and prioritise the requests 

for investment across all corporate services.  All of the IM&T projects were supported, with 

the exception of the Siren Developer, one of the Information Security roles and the digital 

innovation posts; 

• The impact of the investment will be monitored via the Technology Group, specifically in 

relation to cyber security which may require further resource and investment in the future. 

 

PC referred to the IM&T departmental update report (Agenda Item 11) which refers to members 

of the team recently leaving the Trust.  He welcomed PN’s views in relation to: 

a) Assurance that adequate documentation is in place which clearly outlines the remit of job 

roles so that new recruits can become ‘up to speed’ quickly; and 

b) Whether any contingency plans are in place for carrying out critical functions in instances 

whereby roles are unsuccessfully recruited to, and vacancies remain. 

 

KS and PN explained that the IM&T Department in particular has a number of comprehensive 

Standard Operating Procedures which are routinely reviewed and updated.  PN provided 

assurance that for critical systems such as CAD, suppliers are on hand to provide support when 

required.  However for routine maintenance, support will be required from the IM&T team who are 

already working in a pressured environment with limited capacity – this is an accepted risk that is 

being mitigated as much as possible. 

 

GM thanked KS and PN for their updates. 

 

 

 

 

 

K Scollay 
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8.  Long Term Plan for Data Quality Assurance  

 KS provided a verbal update in relation to the above agenda item.  He referred to the Data 

Changes and Validation audit report (see Agenda Item 9.2) which sets out a number of actions 

and learning points relating to the validation of data which the EOC Head of Operations, 

Informatics Manager and Head of Planning & Performance are collaboratively working on. 

 

KS advised that conversations are underway in relation to general governance, education 

required and the need to agree a consensus around the management of some functions in the 

organisation such as the responsibilities of Information Asset Owners, the role of the Change 

Approval Boards (CABs) etc.  He added that CABs are supposed to consider data quality issues, 

however this has not been happening therefore PN is considering how/where data quality can be 

picked up via the sub group structures. 

 

PN advised that he has developed some ideas around how data quality can be embedded in the 

change approval process, however this will need significant work and guidance.  KS agreed and 

added that culturally, there is quite some progress to be made in relation to managing change in 

a controlled way. 

 

GM thanked PN and KS for their updates. 

 

   

9.  Internal Audit  

 9.1  2022-23 Technology Risk Assurance (TRA) Plan 

Members noted the content of the 2022-23 TRA Plan.  GM highlighted that the change to 

the plan was discussed and approved by the Audit & Risk Committee earlier in the day. 

 

    

 9.2  Data Changes & Validation Audit Report 

KS presented the above audit report, highlighting that it received limited assurance.  He 

provided some background information for PC’s benefit around the circumstances that led 

to decisions being made in relation to changing data at source where necessary.  This 

resulted in a specific Policy being developed which would govern the process around data 

changes, and the Internal Audit was based on this Policy. 

 

KS summarised that the findings in the audit report effectively conclude that the Trust has 

a Policy in place that is not, and in some respects unable to, administer.  He added that 

the action plan which underpins the corrective actions are not easy to address and advised 

that attempts have been made to engage with Cleric on creating an audit trail through the 

system, however they are unable to assist the Trust at this time. 

 

KS referred to his earlier point around the EOC Head of Operations, Informatics Manager 

and Head of Planning & Performance working collaboratively on the actions and learning 

points.  He explained that the initial area of focus will be to identify the most important data 

sets and added that the Head of Planning and Performance is also undertaking a separate 

piece of work to establish what the audit findings actually mean in terms of the accuracy 

of performance reporting, for example not all of the data fields affect performance therefore 

what is the actual impact on reporting. 

 

PC stated that he is unclear from the above update and content of the audit report as to 

the extent of the issue that has resulted from the Policy not being ‘water tight.’  He 

explained that to obtain a sense of the seriousness or cause of the issue it would be helpful 

to know how many seconds are being added onto response times for example. 

 

GM stated that his concern relates to instances whereby an individual intent on malice is 

altering the data and how this can be avoided. 
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A49:  KS advised that a briefing document will be circulated to the Committee which clearly 

explains whether any of the findings in the audit report undermine the credibility of 

performance reporting, for example which fields included within the Data Quality Policy 

affect performance reporting and to what extent. 

P Nicholson 

Z Devine 

H Winney 

    

 9.3  Outstanding Internal Audit Actions 

KS confirmed that all outstanding actions have been followed up by himself and will be 

closed imminently. 

 

   

10.  Review of IM&T Related Risks  

 10.1 

10.2     

IM&T Risk Register 

Cyber Security Risk Register 

PN presented the above risk registers, noting that all IM&T risks have been categorised 

appropriately therefore enabling those risks monitored by the Committee to be extracted 

easily.  He added that IM&T Managers effectively manage their risks, with action plans in 

place for each one. 

 

GM advised that a discussion had taken place earlier in the day around risk register, with 

specific focus on process.  The Cyber risk incorporated on the Organisational Risk 

Register was used as an example, with a Non-Executive Director commenting that the 

initial score had shifted from 25 to 12 – this led to queries around how risk scores are 

initially agreed, what mechanisms are in place to revise risk scores and where decisions 

are made (and documented).  He suggested that it would be helpful if PN could explain 

how and why the initial Cyber risk score has changed so significantly. 

 

PN explained that initially, one overarching risk had been captured relating to cyber 

security as a whole.  One of the recommendations detailed within AuditOne’s report was 

for the Trust to break down the overarching risk into the various elements of cyber risk and 

then score each one individually. He agreed that on reflection having one overarching risk 

did simplify the challenges associated with the cyber environment as a whole. 

 

PN advised that the overarching risk has been broken down into 12 sub risks (using best 

practice methodology).  The Information Security Working Group (ISWG), the membership 

of which includes SMEs best placed to assess cyber risks, scrutinise the risks and provide 

a barometer view of the cyber landscape.  The Technology Group then receives a bi-

monthly report from the ISWG 

 

KS expanded on the earlier discussion at the Audit & Risk Committee around the initial 

cyber scoring changing from 25 to 12 in-between Committees and the query around 

process.  He explained that the Board gave the instruction to change the initial score to 

25, however this view was not something the IM&T colleagues necessarily agreed with.  

The rating has now reduced to 12, which is commensurate with PN’s above explanation.  

Due to there being no consistently applied process in place to agree risk score revisions, 

the Board may well also query the reduction in score.   

 

PN suggested that it is his view the risk could never have been 25 because this would 

imply that there had never been any controls in place – which is not the case.  KS added 

that PN has provided a clear explanation as to how risks are effectively managed within 

the IM&T governance structure, however this is not necessarily the case across all 

governance groups.  GM agreed and suggested that the Cyber example highlighted at the 

Audit & Risk Committee was unfortunate because in reality, arriving at the initial and 

revised scores could be seen as an exemplar.  However from a process point of view there 

is a lack of visibility in relation to how scores are arrived at, how the risks are monitored 

and where feedback is provided within he governance structure. 
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PC highlighted that some of the target risk scores appear very low and questioned how 

achievable these really are in a world where cyber security considerations are constantly 

changing.  PN explained that the target score of 4 is what the Trust should strive to achieve.  

He agreed that it may never be achieved in reality, however it ensures that minds remain 

focussed on the ultimate aim. 
    

 

Strategy and Performance  

11.  IM&T Update  

 PN presented the above report, highlighting the following key areas: 

 

Systems 

• Control Room Solution (CRS) – PN explained that the project has been delayed due to 

National influences.  He noted his frustration that the delays impact on the Trust’s ability to 

deliver the Single Virtual Call Centre (SVCC) and Intelligent Routing Platform (IRP); 

• Work is ongoing with colleagues at Northumbria Specialist Emergency Care Hospital 

(NSECH) in relation to the provision of clinician support. 

 

Network & Telephony 

• The 999 IRP has been fully tested and is ready to deploy.  N&T colleagues are spending an 

increasing amount of time on changes requested from the National team; 

• Network performance issues at Winter House have now been addressed; 

• Good progress has been made on preparing for the transition from the current lines for 999 

calls (ISDN) to SIP technology. 

 

Mobile Communications 

• Issues identified at WMAS and SAS during CRS testing have resulted in a further delay to 

the project with NEAS now being re-scheduled to Qtr4 2022/3; 

• The MVDS has completed its first stage of testing, however issues have been identified 

nationally with the information flow between EOC and crews.  PN advised that 3 NEAS07s 

have been raised due to safety concerns, therefore the installation of the new equipment 

onto vehicles has been halted until a resolution is found.  He added that 20 vehicles had the 

equipment installed for the trial – 4 vehicles will continue to test the equipment and robust 

controls will be put in place for these vehicles.  PN advised that a recommendation relating 

to testing was made at the ESN Group on 21 October and engagement will remain ongoing 

with the national team. 

 

Informatics 

• Workload continues to be challenging due to unexpected work from the CQC inspection 

relating to medicines management; 

• Several national requests continue to add pressure to the team including work for the 

Ambulance Dataset and changes to the AQIs; 

• Good progress has been made with the modernisation project. 

 

Security 

• Workload is increasing on a weekly basis, however resource within the team will be diverted 

and prioritised as and when required;  

• Funding has recently been approved for additional resource and tools; 

• The team will be delivering a presentation to the Board of Directors on 3 November 2022 in 

relation to cyber security assurance; 

• The team is extremely proactive with regards to high security alerts.  PN highlighted that in 

many instances, the team is already aware of and responding to incidents prior to alerts 

being published. 

 

 



Technology Committee Page 7 of 7 24 October 2022 

 

GM and PC highlighted the significant range and volume of work underway and noted their 

appreciation to the team for their efforts during challenging times. 

   

 
12.  Update on Digital Strategic Objectives - Digital Strategy Score Card (BAF)  

 PN presented the above report which provides an overview to the Committee on progress made 

against IM&T objectives detailed within the Digital Plan, BAF and Organisational Strategy. 

 

Members noted the content of the report. 

 

   

 
Ending Items 

13.  Any Other Business  

 GM highlighted that KS would be leaving the Trust on 27 October 2022.  On behalf of the 

Committee, GM thanked KS for his hard work, leadership and diligence and wished him all the 

best for the future. 

 

   

14.  Cycle of Business (January Agenda Items)  

 Noted.  

   

15.  Assurances & Risks Emerging from Business Transacted  

 GM provided a summary as follows: 

 

Assurances 

• There have been no ICO reportable incidents year to date; 

• The Committee received significant assurance from the future investment in IM&T; 

• The robust risk assessment process undertaken by the IM&T team; 

• Good progress has been made against IM&T BAF Objectives. 

 

Risks 

• Recruitment and retention remains an ongoing risk.  

 

   
16.  Meeting Evaluation  

 KS commented that the Committee appears to develop each time it meets and welcomed the 

increased focus on audit. 

 

   

17.  Date of Next Meeting  

 Tuesday 24 January 2023 at 09:00 via Teams  
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