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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.05 2021/22 

Thursday 24 February 2022 

@ 1000 hours Via Teams 

 

Item Purpose Lead 
Paper Start 

Time 

Call to order 

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

2. Declarations of Interests Information Chairman Verbal 

3. Open Forum Discussion Chairman Verbal 

4. Minutes of the previous meeting Approval Chairman Report 

5. Actions Log & Matters Arising Discussion Chairman Report 

Strategy and Performance 

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

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

8. Integrated Care System Update Discussion Chief Executive Report 10:25 

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

Quality, Safety and Patient Experience 

10. Staff/Patient Safety Story Discussion Director of Quality & Patient 
Safety, Improvement & Innovation 

Report  10:50 

11. Quality and Patient Safety Report Discussion Director of Quality & Patient 
Safety, Improvement & Innovation 

Report 11:00 

People 

12. Suicide Framework Report  Assurance Director of People & 
Development  

Report  11:10 

13. Communication Report  Discussion Assistant Director of Comms & 

Engagement 

Report  11:20 

Regulatory and Governance 

14. Organisational Risk Register  Discussion Medical Director Report 11:25 

Reports for Information  

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

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

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

18. Technology Committee Chair’s Report  Assurance - Report  - 

Ending Items 

19. Any Other Business (by permission of the Chairman)  Discussion Chairman Verbal 11:25 

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

Verbal 

21. Meeting Evaluation  Discussion Chairman Verbal 

22. Date of next meeting: Thursday 12th May 2022 Information Chairman Verbal 11:30 

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

 



Glossary of Terms 

 
A&E Accident & Emergency (aka Unscheduled Care) 

AACE Association of Ambulance Chief Executives 

ACS Ambulance Car Service 

ADFM Associate Director of Financial Management 

ADFS Associate Director of Financial Services 

A4C Agenda for Change (NHS pay system) 

APP Advanced Paramedic Practitioner 

ARP Ambulance Response Programme 

BPPC Better Payment Practice Code 

CAB Change Approval  Board 

CAS Clinical Assessment Service 

CC&T Clinical Care & Transport (Directorate) 

CCG Clinical Commissioning Group 

CCM Clinical Care Manager 

CFO Chief Finance Officer 

CIP Cost Improvement Programme 

CNST Clinical Negligence Scheme for Trusts 

CQUIN Commissioning for Quality and Innovation 

CV19 Covid-19 

DCA Double Crewed Ambulance 

DDoF Deputy Director of Finance 

DHSC Department of Health & Social Care 

DoF&R Director of Finance & Resources 

ECA/CCA Emergency / Clinical Care Assistant 

ECRs Extra Contractual Referrals 

ECS Emergency Care Service (aka Unscheduled Care) 

ECT Emergency Care Technician 

EOC Emergency Operations Centre 

F&R Finance & Resources (Directorate) 

FOT Forecast Outturn 

FRF Financial Recovery Fund 

FYE Full Year Effect 

GBS Government Banking Service 

GDE Global Digital Exemplar 

HART Hazardous Area Response Team 

HEE Health Education England 

HMRC Her Majesty’s Revenue and Customs 

I&E Income & Expenditure 

IM&T Information Management & Technology 

IUC Integrated Urgent Care 

KPI Key Performance Indicator 

LMS Local Maternity Services 

LTPS Liability to Third Parties Scheme 

MIS Management Information System 

MVP Maternity Voices Partnership 

NEASUS NEAS Unified Solutions (Ltd) 

NECS North East Commissioning Support (Unit) 

NHS National Health Service 

NHSE NHS England 

NHSEI NHS England/Improvement 

NHSI NHS Improvement 

NQP Newly Qualified Paramedic 



Glossary of Terms 

 
OC Operations Centre 

ONS Office of National Statistics 

ORH Operational Research in Health Ltd. 

PDC Public Dividend Capital 

PDS Patient Demographic Service 

PES Property Expenses Scheme 

PSF Provider Sustainability Fund (formerly STF) 

PTS Patient Transport Service (aka Scheduled Care) 

PYE Part Year Effect 

Q&S Quality & Safety (Directorate) 

QIA Quality Impact Assessment 

RRV Rapid Response Vehicle 

R&D Research & Development 

SC Scheduled Care 

SLA Service Level Agreement 

SOCI Statement of Comprehensive Income 

SOF Single Oversight Framework 

SOFP Statement of Financial Position 

STF Sustainability & Transformation Fund 

T&Cs Terms and Conditions 

TUPE Transfer of Undertakings (Protection of Employment) regulations 2006 

UC Unscheduled Care 

UEC Urgent & Emergency Care 

UoR Use of Resources 

USH Unsocial Hours enhancements 

VDG Vehicle Design Group 

WFM Workforce Management (system) 

WGA Whole Government Accounts 

WOS Wholly Owned Subsidiary 

YTD Year to Date 
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MINUTES OF MEETING  
 

Meeting: 
 

Meeting of the Board of Directors in Public Session (4 2021/22) 

Details: Thursday, 9th December 2021, 10:00 hours  
Via Microsoft Teams 
 

Present:  
 
 
 

Peter Strachan, Chairman  
John Marshall, Non-Executive Director  
Catherine Young, Non-Executive Director  
Dr Gerry Morrow, Non-Executive Director  
Helen Suddes, Non-Executive Director  
Raman Sanghera, Non-Executive Director 
Paul Chandler, Non-Executive Director 
Alison Slater, Non-Executive Director 
 
Helen Ray, Chief Executive  
Paul Liversidge, Chief Operating Officer 
Kev Scollay, Group Director of Finance & Contracting 
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 
Dr Simon Walford, Lead Governor 
Michael McNulty, Deputy Lead Governor 
 

 
No.   ACTION BY  

   

 The Chairman opened the meeting that was taking place via ‘Teams’ and welcomed all in 
attendance.  Participants were informed that the meeting was being recorded and would be 
published on the Trust’s website for public viewing.   

 

   

1. Apologies for Absence   

   

 There were no apologies for absence recorded.    

   

2. Declarations of Interests  

   

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

 

   

3. Open Forum   

   

 Michael McNulty queried whether the Care Quality Commission had any substantive 
rationale for excluding hospital handovers within their inspections of local health services to 
ensure the risks were identified and addressed, which be believed was a vital area to 
NEAS.  This would be answered under item 10.i of the agenda. 
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 Dr Simon Walford referred to the Integrated Quality & Performance Report and in noting the 

performance of individual ambulance stations he sought assurance that appropriate 
management intervention was being offered to those that were struggling. He also stated 
that he was unsure the Organisational Risk Register accurately reflected the patient 
experience difficulties and the risk of losing public confidence; he emphasised that if this 
was lost it would have a detrimental impact on the health service and its employees.  He 
also stated that he felt the Integrated Care Board lacked information around the public 
facing element and how it would be held accountable.  The points would be addressed 
under item 8 of the agenda.   

 

   

4. Minutes of the Trust Board Meeting held on 23rd September 2021  

   

 Decision BPU D01 The Minutes of the previous meeting held on 23rd September 2021 
were agreed to be a true record. 

 

   

5. Action Log & Matters Arising  

   

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

 
ALL TO NOTE 

   

6. Chairman’s Update  

   

 The Chairman provided an update on the following key points: 
 

• Sam Allen had been appointed Chief Executive for the Integrated Care Board for 
the North East & North Cumbria Integrated Care System and would take up the role 
at the end of January 2022. 

• The Chairman had chaired the Northern Ambulance Alliance (NAA) Board on 4th 
November 2021 and felt the NAA was making good progress on the major projects 
and the next meeting was scheduled for 20th January 2022. 

• The Chairman attended the Association of Ambulance Chief Executives (AACE) 
Council Meeting on 11th November 2021 and also the AACE Chairs Meeting on 22nd 
November 2021.  The recruitment campaign for a new Chair of Chairs Group would 
commence early in the new year.  

• The Chairman attended the NHS Providers annual conference on 16/17 November 
2021 and received good presentations from Amanda Pritchard, Chief Executive of 
NHS England and the Secretary of State.  

• The Chairman attended the Chairs & Chief Executives NHS Providers Network and 
received a further presentation from the Chief Executive of NHS England who 
advised that one of her key priorities was around the ambulance service and the 
national pressures being faced, which had been good to hear.  

• At the end of November 2021, the Chairman and Chief Executive went out in the 
welfare car, visiting local acute trusts, which provided a good opportunity for them to 
talk to NEAS crews in an informal environment.  . 

 

   

8. Chief Executive’s Update   

   

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

• It was important to maintain executive level visibility with the teams over the winter 
period and the Chief Executive had visited several stations over the last few weeks 
to engage with staff.  

• The Chief Executive would be having a series of meetings with the Chief Fire 
Officers as they were keen to understand how they could support NEAS over the 
winter period.   

• The Chief Executive had joined a System working discussion with the Secretary for 
the Cabinet Office about the declaration of government reforms and how the Civil 
Service was responding and embracing with the collaboration across the public 
sector.  

• The Chief Executive held a question and answer session with the Trust’s governors 
to make sure they were able to access the executive leadership. 
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• The Chief Executive had met with Richard Barker, Regional Director, NHS England, 
along with colleagues from across the North East and Yorkshire to discuss winter 
pressures across the whole system. It was important for providers to work 
collaboratively on the challenges being faced. A series of meetings will take place 
over the next few months. 

• NEAS held the annual T-awards virtually on 26th November 2021 to thank and 
recognise staff across the organisation. It was a good event to celebrate the efforts 
of staff, especially under such challenging times.  The recording of the event was 
available to view on-line for those that had been unable to attend. 

• The Chief Executive was delighted to report that NEAS was the first ambulance 
service to receive global digital exemplar accreditation nationally and colleagues 
met virtually with the national team to receive the accreditation and she paid thanks 
to a very small team of individuals, who had operated on a very tight budget.  The 
Board congratulated the team.  

• The Chief Executive referred to the AACE ‘harm’ report that would be discussed in 
more detail under agenda item 10.i.  She advised that there had been significant 
interest in this report and believed it was testimony to NEAS that it had been 
transparent about its concerns around ambulance delays.  There was some critical 
work to be done around how NEAS and the wider system modernised and 
recognised the financial shortfalls it was facing over the coming weeks so it could 
set the frame in more positive way.  Colleagues will continue to work with the ICS 
and commissioners on this point.  

• The Provider Collaborative (a group of Chief Executives across the whole of the 
North East) meet regularly and work through how it fits with the governance frame 
of the Integrated Care Board.  In referring to Dr Simon Walford’s query under the 
open forum item, the Chief Executive believed his point would be answered as the 
new Chief Executive of the Integrated Care Board takes up the post as she believed 
she will be a very visible leader, as she had been in her previous role.  

• NEAS was at the final stage of recruiting to the Chief Operating Officer post and 
continued to work on the Health Advisor recruitment plan from the funding provided.  

   

8. Integrated Care System Update  

   

 This paper updated the Board on the latest developments across the North East & North 
Cumbria Integrated Care System.  

 

   

 The Chief Executive advised that the joint management executive group involving senior 
officers across the NHS and Local Authority, continued to support the options for the 
composition of the statutory Integrated Care Board (ICB).  The Group has had sight of the 
draft constitution which was now with the Clinical Commissioning Groups to ensure their 
Boards were able to support and approve the document to enable it to move forward.  
There was some indication in the wider press that the 1st April 2022 implementation date 
may slip but this had not been officially confirmed. The work ongoing across the NE&NC 
ICS remains with the expectation that the ICB will be in its formal stage on 1st April 2022, 
but the possible delay was worth noting.  

 

   

 The Terms of Reference for the NEAS Transformation Board, set up to ensure the Trust 
feeds well into the ICB, have been developed and the first meeting was expected to take 
place in February 2022.    

 

   

 A member queried if the Chief Executive had any concerns that the formation of the ICB 
would impact on the commissioning round and resources for 2022/23, given this was critical 
to NEAS.  The Chief Executive responded that whilst she could not categorically say it 
would not, the agreement with commissioners was that there were a series of meetings 
arranged over the next few weeks and a decision would be made on the commissioning ask 
at the end of January 2022 and she was optimistic this deadline would be met.    

 

   

9. Integrated Quality and Performance Report  

   

 This report provided the Board with an overview of key performance metrics for October 
2021, covering quality and safety, clinical, operational performance, people and finance. 
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The Chief Operating Officer provided an overview of the operational performance metrics 
and advised that at this time all ambulance services remain at the highest level of escalation 
(REAP level 4) with the exception of Wales and the Isle of Wight.  He drew members 
attention to appendix 2 of the report, national benchmarking data, and noted that NEAS 
represented itself well in comparison to other trusts on the national targets.   He believed 
this was testament to the individuals and the efforts of the Trust to maintain good standards 
under extreme pressures.  

   

 Noting the Trust had been operating at REAP level 4 for some time now, the Board queried 
how sustainable it was to operate at this level and the associated impact on staff.  The Chief 
Operating Officer responded that there was a lot of health and wellbeing work being 
undertaken to ensure staff could seek support and the executive team would continue to 
look for initiatives that wold benefit staff, but he recognised the current demand and 
pressures on staff were a concern.  

 

   

 The Board noted the current sickness absence rate was 10.4% and queried how the Trust 
was going to manage this over the winter period.  In response, the Director of People & 
Development agreed this was a concerning level which had gradually escalated over the 
last couple of years across the health service and explained that the absences were not just 
Covid-related, and a percentage correlated to the impact of the demand pressures on 
individuals.  The Trust continually looked at the sickness data and proactive initiatives to 
support staff wherever possible.  

 

   

 The Chair of the Performance & Finance Committee assured that the Committee had 
focussed heavily on the performance element and continued to challenge the operations 
team to see what was or could be done to address some of the challenges being faced, 
including demand and recruitment.  He advised the Committee had received assurance that 
the operations team were working hard to identify different ways of working that could 
impact positively on performance and staff well-being and the possibilities of expanding 
resources through commissioning third party provisions.  The Committee would continue to 
monitor progress, but he felt assured the Executive Team was doing all it could with the 
resources available, including recruiting at a potential financial risk, to ensure it had the right 
level of resources in place to meet demand levels and keep patients safe. 

 

   

 The Chief Operating referred back to Dr Simon Walford’s comment under the open forum 
around the data showing specific stations under-performing against other stations and 
explained that the information included within the report provided a more detailed pattern of 
demand against national standards and was a reflection of the activity within specific areas 
and the ability to respond.  He added the resource was used across the patch rather than in 
a particular area so no one resource would be maintained in a particular cluster – it was 
used where the demand was to give the best possible outcome to patients.    He assured 
there was no specific issue within a cluster that represented a poorer performance other 
than the dilution of resource implications and demand at the time.   

 

   

 The Director of Safety, Patient Safety, Innovation & Improvement provided an overview of 
the quality metrics and advised that despite the unprecedented levels of demand, incident 
reporting remained extremely good and only a small number of patient safety incidents were 
being reported as moderate or above with no serious incidents being reported in the period.  

 

   

 The Medical Director provided an overview of the clinical metrics and drew members 
attention to the high-performance levels the Trust continued to maintain despite the demand 
levels and was performing well on a national comparison basis.     

 

   

 The Director of People & Development referred to the sickness absence levels and advised 
that the Trust was doing everything it could on both a proactive and reactive level and was 
also doing the compassionate side of leadership alongside strong management.  

 

   

 The Group Director of Finance & Contracting provided an overview of the financial section 
within the report which informed that the Trust had received confirmation of the H2 financial 
plan since the last Board meeting and the allocation had provided some significant increase 
in financial resources to help deal with some of the challenges being faced during the year.  
He advised that the Trust was committing resources against its long-term financial envelope 
which was a financial risk.   
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The Organisational Risk Register identified there was a risk that the long-term expenditure 
run-rate was above the long-term income which reflects the current situation and was a key 
point to engage with commissioners on.    

   

 The Chairman queried whether commissioners were understanding of the issues the Trust 
was facing given it was clear from all of the reports presented that the health system was 
under extreme pressure and whether there was anything more the Board could do to 
ensure a longer-term trajectory was in place to address the challenges.  The Group Director 
of Finance & Contracting responded that the lead commissioner had been very receptive to 
the NEAS bid and was working with commissioning colleagues on the due diligence 
element, and the bid was now being reviewed in detail with the wider system.  The Chief 
Executive emphasised the bid required a wider support than the commissioner element and 
the magnitude of the ask was significant, recognising there was only a certain amount of 
money available in the system and it may be provided in a staged form.  She added that the 
support from the system recognises that NEAS is not a single entity and needs to be at the 
forefront of the commissioning process for 2022/23.  She noted that the bid was evidence-
based and detailed what the system would receive from the investment but NEAS needs to 
be able to provide assurance that it had the capacity and capability to deliver and this will be 
the challenge.   

 

   

 Members recognised the demands over the next few years were going to be significant as 
the health service continues its way through the recovery stage, and it was felt the key was 
about transformation and working as a system in a different way.  An essential component 
was to be able to evidence how NEAS can work in a different way to recover in the most 
efficient and effective way and will need to adapt to meet the needs of its population.  

 

   

 In summing up, the Chairman offered support to executive colleagues and asked that 
should it be deemed necessary, an extraordinary Board Meeting would be called to enable 
discussions to take place to ensure the right decisions were made to maximise the care and 
safety of patients.  

 

   

QUALITY, SAFETY & PATIENT EXPERIENCE  

   

10. Patient Safety Story   

   

 This report enabled the Board to reflect on the service delivery through a patient 
experience, with a view to using these experiences to continually improve the services 
delivered. 

 

   

 All of the cases presented in the report were raised as complaints and related to the time 
taken for an ambulance to arrive and the impact on patients and their families/carers. 
Potential patient identifiable information had been removed to preserve anonymity. The 
cases were from across the NEAS geographical area and all cases exceeded the nationally 
set Ambulance Response Programme timeframes.  

 

   

 The Director of Quality, Patient Safety, Innovation & Improvement provided an overview of 
the cases which were highly emotive, and the Board wished it could have done better for 
the patients, but it was evident from the investigation that there were no missed 
opportunities to get a response to the patients sooner and unfortunately was a 
consequence of capacity and resource availability.  All three complaints were upheld as the 
Trust accepted harm had been a consequence of a delayed response and had apologised 
unreservedly to the families.  The three cases also aligned to the AACE handover harm 
report presented at agenda item 10.i. which NEAS had contributed to.  

 

   

 Members reflected and acknowledged the impact the delays had on patients and their 
families as well as staff, particularly within the Emergency Operations Centre, who were 
having to make the hard decisions of prioritising a response and felt this should be reflected 
as a risk within the Organisational Risk Register.  The Chief Executive believed the 
identified risk was not reflective of the discussion taking place and felt the Board needed to 
be clear that harm was coming to patients due to the delays and as a transparent 
organisation the Trust was comfortable to acknowledge this fact. It was her opinion that the 
identified risk needed to be rewritten to say it was associated to the mismatch between 
capacity and demand.   
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Action BPU A01 The Executive Team was asked to look at the description and scoring of 
this specific risk and the Board be informed of the outcome.  

M BEATTIE / 
EXECS 

   

 The Group Director of Finance & Contracting confirmed that one of the patient cases 
detailed within the report had been shared with commissioners to evidence the harm 
element due to a lack of resources. 

 

   

 In summing up, the Chairman concluded that he found the report a distressing read and 
whilst acknowledging the pressures on the system, it had personalised the harm element 
delays were having on patients and this was something that the Board did not want to see 
occur.  

 

   

 10.i   Association of Ambulance Chief Executives (AACE) Report on Handover Delays 
The purpose of this report is to share the AACE report “Delayed Hospital Handovers: 
Impact assessment of Patient Harm” report and share the findings from the NEAS 
data submission to understand the local position in the context of the national report. 

 
In line with the recommendations the Board:  
 

1. Acknowledged the findings of this report and agreed to ask the ICS to 
undertake the rapid whole system improvement that is required to make a 
fundamental change to reduce the harm being experienced by our patients. 

2. Endorsed the proposal for NEAS to undertake another local clinical review to 
establish and understand the position in Q3 compared to January 2021. 

 

   

11. Quality & Patient Safety Report Quarter 2 2021/22  

   

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

 

   

 The Board felt it would be worthwhile bringing an assurance report to the Board around how 
the Trust selects, manages and monitors third-party resources to ensure they work to the 
same standards as NEAS staff.  
 
Action BPU A02  The Director of Quality, Patient Safety, Improvement & Innovation agreed 
to present the assurance report on third-party resources to the March Board Meeting. 

 
 
 
 
 
S RUSHBROOKE 

   

            REGULATORY & GOVERNANCE 

   

12. Organisational Risk Register (high-level risks)  

   

 The Organisational Risk Register for 2021/2022 was presented to the Board to discuss and 
review the content, seek the level of assurances provided and ensure that the risks 
captured were relevant as well as correctly risk rated against the current organisational 
position.  The Medical Director advised that no additional risks had been added to the 
Register since the last Board Meeting. 

 

   

               REPORTS FOR INFORMATION  

   

13. Audit Committee (01.10.21)  

   

 The Board received the Chair’s Report from the Audit Committee Meeting held 1st October 
2021 for information purposes.  

 

   

14. Performance & Finance Committee (19.11.21)  

   

 The Board received the Chair’s Report from the Performance & Finance Committee 
Meeting held on 19th November 2021 for information purposes. 
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15.  Quality Committee (09.12.21)  

   

 The Board received the Chair’s Report and Minutes from the Quality Committee Meeting 
held 9th December 2021 for information purposes. 

 

   

16. People & Development Committee (18.10.21)  

   

 The Board received the Chair’s Report and Minutes from the People & Development 
Committee Meeting held 18th October 2021 for information purposes. 

 

   

17. Any Other Business   

   

  There were no other items raised.   

   

18. Key Messages to Communicate to Staff and Governors  

   

 The Assistant Director of Communications & Engagement picked out specific areas of focus 
to communicate to staff and governor, these being: 
 

• Every Board Report presented had aligned to one of the Trust’s four ambitions in 
the new Corporate Strategy and had a focus around patient care, performance, and 
looking after our staff  

• There was a strong emphasis on patient safety throughout the meeting 

• The command and control element that remains within the Operations Directorate 
to keep a grip on performance 

• Heard about the measures being put into place to look at the health and wellbeing 
of our staff 

• Despite the unprecedented pressure and demand levels, the standards within 
clinical care and patient safety remain high which is good assurance that despite a 
lack of resources, the staff were doing a great job 

• Heard that the commissioning discussions underway were positive and progressing 
well  

• The mismatch between the demand and capacity levels was evident throughout 
discussions which was causing harm to patients – this is at the forefront of the 
Board and action was being taken to address this risk  

 
The Chairman requested that the Board’s thanks and appreciation be passed to all staff for 
their significant efforts during such difficult and challenging times.  

 

   

19. Meeting Evaluation   

   

 The Chairman asked the nominated Director and Non-Executive Director to present their 
evaluation of the meeting:  
 
Non-Executive Director, Paul Chandler:   

• The discussions highlighted the significant pressures that NEAS was facing and the 
impact on the ability to respond to demand.  The risk was evident through the 
patient story and data and the associated impact on patient safety.   

• There was a lot of evidence that the Executive Team and staff were doing all they 
could to mitigate the pressures. 

• It was evident from discussions that collaborative system-wide understanding and 
working was essential to address some of the challenges. 
 

Director of People & Development: 

• It was evident from the reports and discussion that patients and staff were the main 
priority. 

• The collective ownership of the significant challenges was assuring to hear. 

• There had been good input and challenge from Board Members, including the new 
Non-Executive Directors. 

• It was good to receive the Integrated Care System update in written form.   

 

   

20. Date and Time of Next Meeting  
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 The next meeting would take place at 1000 hours on Thursday, 24th February 2022.  It 
would be confirmed nearer the time whether it would be held in Bernicia House or continue 
to be held virtually.  

 

   

21. 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

23.09.2021 3 BPU A01 Quality & Patient Safety Report Quarter 1
2021/22

Quarterly Quality & Patient Safety Report to be revised to include 
trend analysis and national comparisons with an accompanying 
explanatory narrative where appropriate.

Deputy Director of 
Quality & Patient Safety

09.12.21 Part of this action has been completed but the team have been  
unable to obtain the national data and narrative.  An update will 
be provided at the meeting.

Public Action Open

09.12.21 4 BPU A01 Patient Story (impact of handover delays 
and AACE harm report)

The Executive Team was asked to look at the description and 
scoring of the risk (mismatch between capacity and demand) and 
the Board be informed of the outcome. 

Executive Team / M 
Beattie

24.02.22 Update from M Beattie: The related risk on the risk register 
(ORR-41) has now been updated to be more explicit and is 
included in the ORR paper to this meeting. This action therefore 
can be closed, however the Board is requested to note the 
following update regarding risk generally:

Regular meetings have been taking place since December to look 
at the risk register and develop ideas on how we improve our risk 
reporting and develop support documents to improve the 
recording of risk and the interactions between service line risk, 
ORR and the BAF. A BAF and Risk Reporting QI workshop took 
place on 14 February with a number of internal stakeholders to 
understand how BAF, Departmental risks and the ORR need to 
work together to provide assurance. There is further work ongoing 
to map how departmental and service line risks will feed through 
the governance structure to ensure high level oversight and be 
condensed into Organisational Risks and complement the BAF. 
As part of this work we will be looking at the scoring or risk and 
consider if this needs to evolve. This program of risk improvement 
will be overseen by the Audit Committee.

Public Action Complete

09.12.21 4 BPU A02 Quality & Patient Safety (Q2) Report An assurance report on how the Trust selects, manages and 
monitors third-party resources to ensure they work to the same 
standards as NEAS staff would come to the next public meeting.

Director of Quality, 
Patient Safety, 
Innovation & 
Improvement 

31.03.22 Item on CoB for March Board Public Action Open

09.12.21 8 BPR A05 Suicide Review Framework A high-level report on the Suicide Framework to be presented to the
next public Board meeting.

Director of People & 
Development 

24.02.22 Item added to Board CoB - the report is on the agenda.  Item can 
be closed.

Public Action Complete
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Public Board of Directors Meeting No. 5 2021-22  

 

Date of Meeting: 24 February 2022   

Agenda Item: 8 

Executive Sponsor: Helen Ray - CEO 

Author: Kerry McQuade - Assistant Director of Strategy, Planning and Partnerships 

Title: Integrated Care System Update 
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……………………………………………………………………………………………………………………………………………………………… 

Background 

This is the latest report to provide an update on the development of the North East & North Cumbria 

Integrated Care System (ICS), and national policy in relation to integrated care.  

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

Assessment 

National Context 

Integration White Paper 

The Integration White Paper was published on 9th February 2022 (Health and social care integration: 

joining up care for people, places and populations - GOV.UK (www.gov.uk). The paper focuses on 

integration arrangements at place level and aims to accelerate better integration across primary care, 

community health, adult social care, acute, mental health, public health and housing services which 

relate to health and social care. Children’s social care is not included within the scope of the paper, 

and it is left to places to consider the integration between and within children and adult health and 

care services.  

Overall, the document permits a good degree of local flexibility. It covers the following key points: 

Governance. All places will be required to adopt a governance model by spring 2023. This must 

include a clear, shared plan against which delivery can be tracked and which should be underpinned 

by pooled and aligned resources.  

Leadership. The paper states that there should be a single person accountable for the delivery of 

the shared plan and outcomes in each place or local area. This may be, for example, an individual 

with a dual role across health and care or an individual who leads a placebased governance 

arrangement. The single person will be agreed by the relevant local authority or authorities and 

integrated care board. These arrangements should, as a starting point, make use of existing 

structures and processes including health and wellbeing boards and the Better Care Fund.  

Budget pooling. NHS and local government organisations will be supported and encouraged to do 

more to align and pool budgets. The government will review existing pooling arrangements (such as 

Section 75, NHS Act 2006) with a view to simplifying the regulations for commissioners and providers 

across the NHS and local government to pool their budgets. There is an expectation that financial 

arrangements and pooled budgets will become more widespread and grow to support more 

integrated models of service delivery, eventually covering much of funding for health and social care 

services at place level.  

Oversight. Following further work with stakeholders, the government will set out a framework with 

a small and focused set of national priorities and an approach from which places can develop 

additional local priorities. This will come into force in April 2023. Local leaders will be responsible for 

working with partners to develop their priorities. National priorities will be formulated in a way that 

prevents overlap with existing regulatory/oversight regimes and with a focus on outcomes rather 

than outputs. Local partners and integrated care systems (ICSs) will be responsible for identifying 

and addressing issues and barriers to delivery. Regulators will play a key role in overseeing the 

planning and delivery of these outcomes.  

Digital. ICSs will be required to develop digital investment plans for bringing all organisations to the 

same level of digital maturity.  

https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-and-populations
https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-and-populations
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The Department of Health and Social Care (DHSC) will take an ‘ICS first’ approach to supporting 

integration, encouraging organisations within an ICS to use the same digital systems and providing 

care teams working across the same individual’s pathway with accurate and timely data. Every ICS 

will need to ensure that all constituent organisations have a base level of digital capabilities and are 

connected to a shared care record by 2024, enabling individuals, their approved caregivers and their 

care team to view and contribute to the record. 

As reported previously, a key challenge for NEAS will be to ensure that we have senior leadership 

engaged in the right conversations at place levels. Through place-based governance structure we 

will have an opportunity to contribute to innovations in the UEC pathways (e.g. via collaborative 

working with primary care), plans to address health inequalities and support place-based innovation 

(e.g. Berwick Community Paramedic scheme). However, as the only provider working entirely across 

the ICS footprint, the challenge of balancing place-based partnerships, governance and 

accountabilities against the system-based delivery will be greater than any other Trust. Whilst it is 

fully expected that our main contract will be agreed at ICS level. However, it is important that NEAS 

retains the ability to access funding for place-based innovations and pilot projects currently achieved 

through our relationships with CCGs and Associate Commissioners.  

Elective Recovery Plan 

The elective recovery plan (NHS England » NHS publishes electives recovery plan to boost capacity 

and give power to patients), published on 8th February 2022, sets out a vision for how the NHS will 

recover elective services over the next three years. Its central ambitions include timelines for the 

service to bring down long waits for elective care, with specific focus on the time between referral 

and treatment for cancer. The most immediate change to note is the deadline for eliminating waits 

of over two years by July this year. 

The implementation of the plan will depend on various factors over the next months and years, not 

least funding, how integrated care systems develop, and the trajectory of the virus. 

It is important for Board members to note that the continued national emphasis on recovering elective 

care needs to be balanced against the need to support recovery of urgent care systems.  

National policy in relation to place based working and elective recovery are clearly much bigger than 

NEAS. However, these changes are brought to the Board’s attention as part of wider horizon 

scanning and consideration of longer-term implications for the organisation.  

 

NENC ICS update 

Sam Allen has now officially started in post as Chief Executive designate for the ICS. Interviews 

have commenced for executive roles on the Integrated Care Board. It is still anticipated that the ICS 

will become a statutory body on 1st July 2022.  

The first NEAS Strategic Transformation Board meeting took place on 14th February 2022. Terms of 

Reference were agreed, and meetings have been scheduled throughout 2022/23. It is expected that 

this will become an essential forum for ensuring that our Lead Commissioner is involved in co-

producing and supporting our transformation priorities, and ensuring this work is connected into the 

wider system.  

 

Strategy Implications 

There are no additional strategy implications beyond those previously reported.  

https://www.england.nhs.uk/2022/02/nhs-publishes-electives-recovery-plan-to-boost-capacity-and-give-power-to-patients/
https://www.england.nhs.uk/2022/02/nhs-publishes-electives-recovery-plan-to-boost-capacity-and-give-power-to-patients/
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Finance and Resource Implications 

There are no additional finance and resource implications beyond those previously reported.  

 

Risk Analysis 

There are no additional risks over and above those previously reported.  

 

Corporate Governance and Compliance 

It is important that the Executive Management Group (EMG) receives updates on any relevant 

developments at place as well as system level, and that there is an escalation route through to Board. 

System level updates are already regularly received, and updated Terms of Reference from EMG 

will reflect the need updates and assurance at Integrated Care Providers (ICP) and place level.    

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

Recommendation 

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

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

Next Steps 

1. Continue to engage with the ICS in all relevant forums. 

2. Continue to influence our partners at system, region and national level to support a balanced 

approach to recovery across both elective and urgent care.  

3. Develop our ICP alignment process, and place-based arrangements to support transition from 

1st April onward.  

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

Appendices 

None 

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

 

 



 

 

 

 

Public Board of Directors Meeting No. 5 2021-22  

 

Date of Meeting: 24 February 2022   

Agenda Item: 9 

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 – January 2022 

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☐ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: To provide the Trust Board with an overview of key performance metrics for 

January 2022, 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 4 

 

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

Assessment 

Quality and Safety 

Patient safety incident volumes continue to decrease.  

No Serious Incidents were declared in January 2022. 

Duty of Candour (DoC) notification compliance remains below the target threshold due to operational 

pressures. The Head of Patient Safety and Patient Experience assumed oversight of DoC in January 

2022 to improve compliance. 

Exceptions are noted for FFT reports for 999 S&C and 111 services.   

 

Clinical Performance 

NEAS performed above the national average for the Utstein comparator and sepsis care bundle. 

 

Operational Performance 

January 2022 has seen improvements across all call handling and response time KPIs, despite the 

impact of the omicron variant on staff absence. 

While improvements in 999 and 111 call answer performance have been seen for 3 consecutive 

months, current performance continues to exceed national standards and remain an area of concern. 

C1 mean standard has been achieved for the first time in 5 months, with C4 90th standard also being 

recovered and continued achievement of C1 90th. All other response time categories remain above 

the national standard. 

The Surge Action Plan continues to be implemented with working ongoing to maximise resources 

on the road and in the EOC including: 

• extending the overtime incentive scheme until the end of March 2022,  

• maximising third party provision, 

• increasing utilisation of crews through delivering reduced handover to clear times supported 

by the Quality and Performance Desk 

• continued delivery of the Health Advisor recruitment plan 

• increased clinical capacity within CAS. 

 

People Performance 

Staff sickness remains high at 12.7% for January 2022.  

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

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

Statutory and Mandatory training compliance continues to achieve the Trust target at 92.6%. 
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Financial Performance 

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

planning for a break-even financial position. 

For M10, we continued to follow NHSEI national guidance and sought to improve the accuracy of 

our outturn forecasting and tie down forecasts to year-end.  

We have reviewed assumptions and latest known risks and opportunities within our revenue and 

balance sheet positions to present a more representative FOT to the Trust and externally. This 

review is reflected in our latest forecast outturn surplus of £3.38m, compared to £4.2m in M9. 

At M10, we have a £3.142m for the Year to Date (YTD). This includes H2 system block and top-up 

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

and a general underlying underspend against planned expenditure in the year. 

At the end of January 2022 (M10), spend on capital projects was £2.113m against £4.659m planned 

to date, reflecting slippage against expected plans for vehicle conversions and estate schemes. 

Our cash balance held at the end of January 2022 was £41.232m. This is an increase of £15.393m 

from 31st Mar 2021. 

 

Risk Analysis 

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

Identified Risk Risk Rating Relevant Risk Register 

ORR-41 – There is a risk that we are unable to manage pressures in 

all services due to covid 19, growing demand, poor performance in 

category 2, 3 and 4 jobs, failure of other regional providers and 

changing patient behaviours. 

20 Organisational 

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

enough to carry out the contracted NHS 111 IUC service activity 

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

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

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

responses. 

12 EOC Operations Centre 

384 – Due to a combination of i) the ongoing emergency NHS 

financial framework, and ii) the current commissioning uncertainties, 

the financial run rate increased in response to the Covid-19 

pandemic. Consequently, there is a risk that after exiting the 

pandemic that the expenditure run rate will not reduce sufficiently 

back down to pre Covid-19 levels and/or increased income will be 

insufficient to ensure continued financial sustainability. 

15 Organisational 

516 - NEAS successfully re-tendered for the NHS111 Integrated 

Urgent Care and Clinical Assessment contract in March 2018. The 

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

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

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

contract plus services. However, following a shift in call volumes and 

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

actual versus bid-approved shrinkage, current modelling indicates a 

significant shortfall in Health Advisor establishment, impacting both 

999 and 111 services. 

16 EOC Operations Centre 
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……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

1. The Board is requested to note monthly performance for January 2022 and actions being 

taken. 

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

Appendices 

Appendix 1 – Integrated Quality and Performance Report January 2022. 

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

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

and Finance measures for January 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 
____________________________________________________ 

 

 

Jan-22 YTD 21/22 Target Exceptions

Quality and Safety

Patient safety incidents 193 2,566

Non Patient safety incidents 209 2,245 Special cause improvement

Incidents moderate harm or above % 0.0% 3.5% 3% Y

Serious Incidents 0 6

Duty of Candour notified within 28 days %* - 73.3% 100% N

Safeguarding referrals 1,132 10,673

Complaints 14 310

Appreciations 52 668

Friends and Family - 999 S&T* 100.0% 97.8% 85% Y Consistently achieves target

Friends and Family - 999 S&C* 86.0% 90.9% 85% Y Special cause concern; Consistently achieves target

Friends and Family - 111* 62.4% 76.4% 85% N Special cause concern

Friends and Family - PTS* 96.0% 95.4% 85% Y

Unscheduled Care

C1 Mean 00:06:48 00:06:57 00:07:00 Y Special cause concern

C1 90th centile 00:11:45 00:12:14 00:15:00 Y Special cause concern; Consistently achieves target

C2 Mean 00:31:21 00:37:47 00:18:00 N Special cause concern

C2 90th centile 01:06:34 01:19:38 00:40:00 N Special cause concern

C3 90th centile 03:16:09 05:06:14 02:00:00 N

C4 90th centile 02:40:41 03:42:55 03:00:00 Y

Hear and Treat % 10.7% 11.2% - Special cause improvement

See and Treat % 27.5% 26.4% - Special cause concern

ED Conveyance % 52.9% 52.8% - Special cause improvement

Non-ED Conveyance % 8.9% 9.6% -

999 Mean call answer (seconds) 0:00:18 0:00:31 00:00:10 N Special cause concern

999 90th centile call answer (seconds) 0:00:44 0:01:19 00:00:20 N Special cause concern

999 95th centile call answer (seconds) 0:01:13 0:02:15 - Special cause concern

Average Handover time 0:23:19 0:22:16 00:15:00 N Consistently falls short of target; Special cause concern

Average Handover to Clear time 00:13:54 0:16:43 00:15:00 Y Special cause improvement; Consistently falls short of the target 

111

111 Calls abandoned % 33.6% 41.3% 3.0% N Special cause concern

111 Mean call answer (seconds) 0:14:09 0:18:06 00:00:20 N Special cause concern

111 95th centile call answer (seconds) 00:58:42 N/A 00:02:00 N Consistently falls short of the target; Special cause concern

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

111 Clinical call backs within 20 minutes (NEAS only) 50% 41% 90% N Consistently falls short of the target

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

111 Clinical call backs within timeframe (over 1 hour) (NEAS only) 87% 77% 90% N

% Recommended self-care after clinical input 15% 17% 15% Y Special cause concern

C3/4 validations % 21% 20% 50% N Consistently falls short of the target; Special cause concern

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

% Allocated first service offered by DoS 60% 65% 75% N Consistently falls short of the target; Special cause concern

Scheduled Care

On Time Arrival % 82.9% Not Available 80% Y Special cause improvement

Collection within 60 mins % 87.0% Not Available 85% Y Special cause concern

Time on vehicle <60 mins % 93.5% Not Available 90% Y Consistently meets target

People

Sickness %** 12.7% 9.5% Special cause concern; Consistently falls short of the target

Mandatory Training %** 92.6% 92.6% 85% Y Special cause improvement

Appraisal Compliance %** 79.4% 79.4% 85% N Special cause improvement; Consistently falls short of the target

YTD 21/22

£'000

FOT 21/22

£'000

Target

Finance

Revenue variance from plan 3.393 3.377 0

CIP variance from NHSEI plan 1.381 1.607 0

Capital variance from revised plan 2.546 1.550 0

* data reported a month behind

** 12 month rolling position
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Data Note:  

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

which includes whole system activity.  

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

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

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

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

commissioners to find a system reporting solution. 

• 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 continue to decrease. The number of patient safety incidents 

reported for January is below the threshold but comparative to patient incident volumes in Q3 and 

the end of Q4 2020.  

• The rate of patient safety incidents per 1000 calls answered has decreased to 1.7% and is now at 

threshold level. 

• No serious incidents were declared.  

• Non-patient safety incidents have remained below the threshold since May 2021. 

• Complainant volumes have remained below the threshold since October 2021. The Patient 

Experience team continue to prioritise complaint management throughout January. 

• Duty of candour notification compliance remains below the target threshold due to operational 

pressures. The Head of Patient Safety and Patient Experience assumed oversight of DoC in 

January 2022 to improve compliance.  

• FFT reports are above the 85% target level for 999 S&T and PTS services however 999 S&C and 

111 services remain below the threshold.  

Assurances 

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

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

which meet the serious incident threshold. 

Risks identified 

No risks identified 
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Clinical Performance  
____________________________________________________ 

ACQI Result SPC 
 

Return of spontaneous circulation  25.8% 
 

Sep 21 

Return of spontaneous circulation (Utstein)  50.0% 
 

Sep 21 

Survival to 30 days 7.3% 
 

Sep 21 

Survival to 30 days (Utstein)  26.9% 
 

Sep 21 

Sepsis care bundle 85.0% 
 

Sep 21 

Stroke care bundle - - - 

STEMI care bundle - - - 

Post-ROSC care bundle  - - - 

STEMI timing (average call to angio) 02:09 
 

Sep 21 

Stroke timing (average call to hospital) 01:51 
 

Sep 21 

NHSP health advisor pass 79.5% 
 

Jan 21 

NHSP health advisor call pass 82.3% 
 

Jan 21 

NHSP health advisor average score 90.8% 
 

Jan 21 

NHSP clinician pass 98.3% 
 

Jan 21 

NHSP clinician call pass 95.4% 
 

Jan 21 

NHSP clinician average score 95.8% 
 

Jan 21 
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Summary 

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

• There are issues with the Ulysses audit module, reflected in risk section, which is preventing the 

reporting of local clinical audits.  

Assurances 

• NEAS performed above the national average for the Utstein comparator and sepsis care bundle. 

• The business continuity invoke due to a loss of staffing has been resolved and risk 581 now closed. 

Additional call auditors have been recruited and are currently completing training. 

• An evaluation of the NHS Pathways live audit trial conducted in October is due to be presented to 

EOC.  

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

Risks identified 

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

team are currently awaiting for an IT server and work is expected to commence in February.  

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

and assessment of future clinical call audit requirements is ongoing. 

• Risk 567 relates to an issue with the Ulysses audit module. A firewall is preventing the team from 

updating the results for each audit, therefore the progress against each audit and associated reports 

do not accurate reflect current progress. There is an IM&T service desk request pending.  
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Operational Performance 

_________________________________________________ 

 

Summary  

 

• January 2022 has seen improvements across all call handling and response time KPIs, despite the 

impact of the omicron variant on staff absence. 

• Call demand for both 999 and 111 has reduced. 111 call demand is at the lowest level this financial 

year (-13% compared to Jan 2020), and 999 call demand is at its lowest since April 2021, and in line 

with Jan 21 and 20. 

• Health Advisor staffing has begun to increase and has also been supported by the overtime 

incentive. This has helped to mitigate the high absence shrinkage rate of 22.6%. 

• While improvements in 999 and 111 call answer performance have been seen for 3 consecutive 

months, current performance continues to exceed national standards and remain an area of 

concern. 

• C1 mean standard has been achieved for the first time in 5 months, with C4 90th standard also 

being recovered and continued achievement of C1 90th.   

• Continued low ambulance demand, reduced acuity, increased vehicle hours and improvements in 

handover to clear times have supported this improved position. 

• NEAS continues to compare well against other Ambulance Services for response time performance, 

remaining better than the national average for all categories. 

• Handover times at hospitals remain high, though the overall average handover time reduced to 23 

minutes & 19 seconds. James Cook and Darlington Memorial Hospital continue to report average 

handover times over 30 minutes. The number of patients who waited over 2 hours for a handover 

reduced, though there were 143 instances where this occurred. 

• Handover to clear times recorded an all-time low at 13 minutes & 54 seconds, helping to mitigate 

the current extended job cycle times, supported through the Quality & Performance desk. 

• Clinician call back performance remains challenging, despite low volumes of calls answered, 

impacted by high absence rates. 

Assurances  

• The Surge Action Plan has continued to be implemented, focused on maximising resources and 

mitigating the impact on patients and performance.  

• Work to maximise road capacity has continued including: 

o extending the overtime incentive scheme until the end of March 2022,  

o maximising third party provision, 
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o increasing utilisation of crews through delivering reduced handover to clear times supported 

by the Quality and Performance Desk. 

• Call performance for both 999 and 111 has started to see improvements, boosted by increasing 

staff numbers and the overtime incentive scheme currently in place. The North and South 

recruitment campaigns are both progressing well, with the additional 70 funded Health Advisor 

posts expected to be delivered by Summer 2022. Plans are also being developed to put in place 

additional external call taking capacity, supported by our Lead Commissioner. 

• Clinical capacity within the EOC continues to be supported by a number of schemes, including: 

o Dispatch clinicians focused on ambulance validation, initial data suggests that 19% of 

validations ended in a non-ambulance disposition, supporting ambulance demand, 

o Continued use of additional sessional GPs and agency APs, 

o Continued roll out of remote working kit for clinicians, 

o Additional clinical capacity provided by Vocare to manage NHS111 Online activity. This 

activity has significantly increased throughout the year, creating additional pressure for the 

CAS (+155% Jan 22 vs April 21). 

• A targeted piece of QI work is being undertaken at JCUH to review streaming pathways and 

handover compliance.  

• Dispatch Clinical Risk assessment work is still ongoing. Since its introduction a reduction in the 

number of HCP/IFT C2s upgraded to C1s has been observed. However, the number of 

inappropriate requests for C2s have remained consistent, a targeted piece of work is being 

progressed relating to IFT/HCP calls.  

• A review of the welfare calls process for patients waiting for an ambulance response is being 

undertaken to support improved targeting of clinical resource within EOC. 

• Improvements in clinician call backs in 20 minutes have been noted in January with the number of 

call backs made in the first 5 minutes increasing by 20% compared to December 2021. The average 

call back time for KPI 5a was 44 minutes for January, 14 minutes faster than December and the 

fastest average time since June 2021.  

• The use of video consultations by senior clinicians in the CAS is being rolled out to support 

improved clinical triage.  

Risks identified  

• Following the continued reduction in 111 call demand the national team have taken the decision to 

remove the national busy message in February 2022, which has been suppressing call demand by 

around 10% nationally. It is expected that this will lead to an increase in 111 call demand locally of 

around 15% resulting in increased call answer times and abandonment rates. 

• There is a risk that implementation of the Single Virtual Contact Centre (SVCC) will lead to 

significant disruption for the service and negatively impact performance through the transition 
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period. Separation of the multi-skilled model may also increase the capacity gap further, reducing 

resilience for 999. 

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

ability to meet patients’ needs across all service lines.  

• There is a risk that if clinical advisor and senior clinician capacity does not keep pace with Health 

Advisor recruitment, patients waiting for clinical call back will experience increasing delays.  

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

rise through Q4. 

• There remains uncertainty related to the financial position for 2022/23, should current funding levels 

not be maintained performance across the Trust is likely to be significantly impacted. 

  



 

11 
 

People Performance  
____________________________________________________ 

Summary 

• Staff sickness continued to increase in January 2022, impacted by the Omicron variant, reaching 

12.7% in month and on occasions over 22% for a short period of time. The 12-month rolling 

absence level has now incorporated four waves of COVID and therefore the original 5% target is no 

longer valid given the current environment. This is being re-set for 2022/23 at a service line level.  

• Trust-wide appraisal compliance is positive compared to historical performance, however is below 

the Trust target as anticipated due to REAP 4. A decision has been made to allow Operational 

colleagues up to 30th June 2022 to complete meaningful appraisal discussions - this will result in a 

steady decline over the next 2 months which will then recover into Quarter 1, at which point the 

annual window will be re-set in terms of 2022/23. 

• Statutory and Mandatory training compliance continues to achieve the Trust target at 92.6%, with 

the target consistently achieved for the last 8 months. 

Assurances  

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

both COVID and non-COVID related including support for long-COVID. All Infection Control and 

Prevention measures along with Government guidance is regularly reviewed and implemented to 

balance the risks between transmission and safety/attendance of staff. 

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

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

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

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

Health, and financial wellbeing to name a few.  A positive step in January 2022 is the launch of our 

Trauma Risk Management approach (TRiM) to support colleagues.  

• Throughout Q3 and in to Q4 we have continuously reviewed and adjusted the delivery of statutory 

and mandatory training to balance the need for staff to remain competent with the challenges of 

REAP levels and managing services against high levels of absence. This has meant a number of 

changes which will allow us to achieve both over the coming months.  

Risks 

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

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

are in place and continuously reviewed in relation to leadership, retention, development and culture 
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– all of which impact upon our people’s wellbeing.  Recurrent funding sources are being sought to 

support the ongoing implementation of wellbeing activities as a priority.  
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Financial Performance  
____________________________________________________ 

Summary 

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

H2 (Oct 21 to Mar 22) six-month plans to NHSEI on 25th November 2021. Our H2 plan is part of the 

North ICP system position and our full year plan was to break-even this financial year. 

Revenue Position 

• For M10, we continued to follow NHSEI national guidance and sought to improve the accuracy of 

our outturn forecasting and tie down forecasts to year-end. We have reviewed assumptions and 

latest known risks and opportunities within our revenue and balance sheet positions to present a 

more representative FOT to the Trust and externally. This review is reflected in our latest forecast 

outturn surplus of £3.38m, compared to £4.2m in M9. 

• At M10, we have a £3.142m for the Year to Date (YTD). This includes H2 system block and top-up 

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

and a general underlying underspend against planned expenditure in the year. 

Capital Expenditure Position 

• At the end of January 2022 (M10), spend on capital projects was £2.113m against £4.659m planned 

to date, reflecting slippage against expected plans for vehicle conversions and estate schemes.  

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

some spend risks remain to year-end in relation to finalisation of a lease for an identified SORT 

training site (estimated at £960k) and delivery of 5 additional RRV chassis (b/f from 2022/23).  

• We submitted a revised 2021/22 spending forecast to NHSEI and the ICS in early December and this 

is reflected in a capital underspend expectation this year of £1.55m. We are updating our future five-

year capital plan from 2022/23 with a requirement for a capital plan submission to NHSEI in Q4.  

• By outturn we expect to have spent £6.647m on capital schemes, funded by a mix of our allocated 

CDEL of £7.695m and Public Dividend Capital and Government Grants received in-year. Monitoring 

of spend, forecasts and decision-making on plans continues to be managed through the Capital 

Management Group. 

Cash Flow  

• Our cash balance held at the end of January 2022 was £41.232m. This is an increase of £15.393m 

from 31st Mar 2021. 

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

payments, and additional income received in advance but deferred.  
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• YTD operating profit (before interest and other costs) of £3.870m includes increases in provisions (i.e. 

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

• Capital spend is currently £3.3m below the income received to date in contracts for depreciation, 

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

(cash received in advance of spend) has increased by £6.9m. 
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Appendix 1 – SPC Charts 
 

 

Quality & Safety KPIs  
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Unscheduled & Scheduled Care Demand 
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Unscheduled Care KPIs 

 

 
 



 

18 
 

999 Call Answer KPIs 

 

 
 

 



 

19 
 

111 ADC KPIs 
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Scheduled Care KPIs 

 

 
 

 

 

 

Workforce KPIs 
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Appendix 2 – Benchmark Charts 
__________________________________________________________________________ 

ARP Response Times 
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Ambulance – Outcomes 

 

  

 

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

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

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

Background 

With the consent of the complainant, the Patient Experience Team would like to share the experience 

of a patient and the patient’s mother, when being transferred from Northumbria Specialist Emergency 

Care Hospital (NSECH) to the Royal Victoria Infirmary (RVI). It was agreed that their experience 

would be anonymised therefore will be referred to as Mrs Blue (patient’s mother) and Miss Blue 

(patient). This was a multi organization complaint, with another organization acting as lead in the 

complaint with NEAS responding only to the concerns relating to the service we provided. 

This patient experience relates to the service provided by one of our third-party providers, in this 

case a taxi company, in that the driver did not follow the Trust requirement to accompany patients 

directly to the ward/department they are to attend.  

We transport patients who may be frail, feeling poorly, or unfamiliar with the layout of the hospital 

they are attending. There can often be a long distance from the entrance of the hospital to the 

department, and this may be challenging for some patients on their own. This is why it is important 

that they are supported/accompanied to the receiving department and handed over to the care of 

the staff there. 

This is an issue with our contracted third-party providers that the Patient Experience Team are seeing 

as a theme through complaints. 

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

Assessment 

Present Situation  

Mrs Blue’s complaint explained that her daughter, Miss Blue, was in NSECH on high doses of 

morphine and was awaiting transport to the RVI. A taxi arrived to take Miss Blue to the RVI, which 

Miss Blue felt was appalling given she was less than 24 hours out of the critical care unit with 

encephalitis, on anti-convulsant medication, confused and on morphine.  

Miss Blue explained she was dropped off by the taxi at the entrance of the RVI with all her personal 

belongings to make her own way to the ward. She described that she was confused and had to be 

helped by someone in the hospital, who was very concerned that she had been transported to the 

RVI in this way.  

Mrs Blue questioned why her daughter was sent to the RVI in a taxi on her own with no medical staff, 

given that her daughter was on a lot of medications and was very confused, and, why her daughter 

was left outside of the RVI rather than being taken in. 

Although Miss Blue has now recovered from her illness and returned to work, she suffers from 

heighted anxiety as a result of the experience as a whole and does not want anyone else to have a 

similar experience. 

Investigation findings:  

When we receive a booking from a hospital, they will tell us what type of transport their patient 

requires, as they have assessed the patient. If they require an ambulance to transport the patient on 

a stretcher, or a paramedic crew to monitor and provide clinical support to the patient en-route, they 

can request this.  

Our records show that we received an online booking from the hospital, which was made directly 

into our Scheduled Care Service system. It was recorded that the patient was a ‘walking case’ (which 
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means the patient can mobilise independently), with the only other requirement being that she 

required a chair to and from the vehicle. The booking was for collection from an NSECH Ward to an 

RVI Ward. There was no information provided about the patient’s condition, and no request for 

ambulance transport or medical intervention or supervision due to her medical condition.  

We therefore appropriately allocated the transport to a taxi company. We commission third-party 

providers to undertake taxi journeys for us where it is considered clinically appropriate to do so. In 

this case, the booking details suggested that a taxi was suitable for the patient’s transport and this 

was arranged. 

Although the driver could not remember the specifics of the journey, the investigating officer found 

that it was a reasonable assumption that they have dropped Miss Blue off at the entrance to the RVI. 

Given that they believe they have dropped Miss Blue off at the entrance and cannot recall any other 

specifics of the journey, we believe it is also likely that they did not use a wheelchair to help Miss 

Blue to and from the car. This was not in accordance with our guidelines and expectations and we 

have offered a full apology for this as the taxi driver should have escorted Miss Blue to the Ward via 

wheelchair and handed her over to the care of the department staff. 

 

Learning for NEAS 

The driver has been reminded that escorting patients to their department/ward is a requirement of 

undertaking journeys on behalf of NEAS, and that any further contravention of this requirement will 

result in them not being allocated to NEAS patients in future. We have shared the taxi driver 

guidelines with the taxi company involved to share with their drivers to minimise the chance that this 

could occur with another driver transporting a patient in future. 

Further actions taken: 

• The guidelines have been sent to all NEAS third-party taxi companies to reiterate NEAS 

requirements. 

• Six monthly audits had been reinstated for all third-party providers, having been suspended due 

to the pandemic, and will be undertaken within a six-week period. The audit focusses on: 

o Training, Health and Safety. (Driver Training, Manual Handling Training, HCPC Registration 

– for Paramedics, Medicines Management (Medicines Optimisation/Medicines Management 

Policy and Relevant Standard Operating Procedures – including Duties, Accountabilities and 

Responsibilities, Health and Safety at Work, Training Delivery, Infection Prevention and 

Control)  

o Staff. (Recruitment requirements, Driving License Checks, Cover arrangements, Equality and 

Diversity, Safeguarding Adults and Children) 

o Communications and Insurance 

o Performance and Compliance (includes complaints and incident reporting) 

o Vehicles and Equipment  

o Operational Issues (includes Patient Handover - Check that operational drivers undertake 

patient handover, on arrival at destination/ward reception) 

• All third-party providers are being reminded of the obligations for transporting patients in line with 

the NEAS guidelines. The guidelines will be kept under review with the third-party providers as 

part of the continuous audit program. 
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Desired Position/Outcome  

All patients being taken to and from the department / ward when being transported by third-party 

providers in line with requirements. 

Patients should feel safe and adequately supported from the point of collection to reaching their 

destination.  

 

Risk Analysis 

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

Identified Risk Risk Rating Relevant Risk Register 

Risk 513: Third party providers compliance with NEAS policy and 

procedure 

12 Operations 

 

Corporate Governance and Compliance 

Complaint themes and trends are monitored and will be reported as part of a new group triangulating 

data from next financial year.  

Initially a task & finish group was established with bi-monthly throughout 2021, this was stood down 

due to operational pressures.   

The group has now been reinstated as a substantive meeting and is chaired by the Resourcing 

and Business Planning Department to provide strategic assurance to the Clinical and Quality 

Governance Group in relation for the effectiveness and utilisation of our third-party provider 

partners in use of NEAS systems and processes for ensuring clinical governance, quality, patient 

safety and clinical standards.   

The primary purpose of the group is to operationalise the Trust’s Quality and Clinical Strategies and 

managing all aspects of clinical governance of the trust with our third-party providers.  

 

The main components of safety and governance being: 

• Volunteer development  

• Safeguarding  

• Contracting arrangements 

• Patient safety 

• Operational management  

• Medicines management 

• Clinical Education & training  

• Patient and Carer experience 

The Group will report directly into the Clinical and Quality Governance Group which will in turn report 

to the Executive Management Group.   

The Third-Party Provider Group will ensure the third parties’ compliance with legislation, NEAS 

policies, mandatory and regulatory requirements.  It will ensure that in terms of the Group’s scope is 

managed and ensure clinical governance is robust across the Third-Party Providers with an action 

tracker to record and monitor progress of actions. 

……………………………………………………………………………………………………………………………………………………………… 
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Recommendation 

The Board is asked to review this paper to understand the impact that our third-party taxi providers 

not following the Trust’s requirements can have on both patients and their families and carers and 

take assurance that the actions taken will improve the patient experience.  
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……………………………………………………………………………………………………………………………………………………………… 

Background 

This report is the Quarter 3 2021/22 Quality and Patient Safety report. The report provides the Board 

of Directors with detailed information of the work undertaken across the Trust to ensure patient safety 

and experience is of a high standard and key responsibilities relating to safeguarding and infection 

prevention and control are met.  

The report includes the introduction of the Macmillan End of Life team to the Quality and Safety 

Directorate. 

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

Assessment 

Patient Safety 

The number of patient safety incidents reported increased by 1.3%; moderate incidents rose to 4% 

however there were no severe harm incidents reported. Triage issues remain the top cause group 

related to Patient Safety Incidents. 0 Serious Incidents were declared and investigated during Q3. 

Ambulance Delay is the overriding theme where duty of candour applies (83.3% of cases). The 

average Trust handover time was 24 minutes and 55 seconds and it is noted the average hospital 

handover time exceeded the 15-minute timeframe in all 9 receiving Trusts. 

 

Patient Experience 

Complaint rates have decreased by 32.2% from Q2 2021-22 but are 11.1% higher than Q3 2020-

21.  

The PALS team have dealt with a 6.2% increase in contacts during Q3. Complaint themes include 

non-conveyance to hospital, delays in C2 and C3 responses, long waits for 111 service and attitudes 

of health advisors.  

There are 68 outstanding appreciations to be logged.  

 

Coroners and Claims 

Coronial requests have increased by 9.38%. 23 of the 70 requests received (32.86%) included 

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

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

New litigation cases have increased by 70.59%. 10.34% of Losses and Compensation claims relate 

to damages to third party property and 72.41% relate to forced entry and lost property. 

 

Safeguarding Children and Adults 

3,024 safeguarding referrals were made to Local Authorities by staff, of which 2,471 (81.7%) related 

to adult and 553 (18.3%) to children. The demand for safeguarding workflow and information 

requests continues to increase.  It is noted there was also an increase in MAPPA (14%) and Section 

42 (24%) requests. 
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NEAS attended to the unexpected deaths of 10 children during Q2. There have been 8 cases relating 

to adult safeguarding allegations against staff and 3 cases relating to children’s safeguarding 

allegations against staff. 

 

Infection Prevention and Control 

There have been 6 staff Covid-19 outbreaks during Q3. All outbreaks have been appropriately 

managed and closed within expected timeframes. 

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

improvement is required in other services. RRV vehicle audits have recommenced. Practice audits 

have recommenced but remain below schedule. The IPC team continue to work with Operations and 

the QI Team to improve audit completion 

18 IPC staff non patient safety incidents reported – which are discussed in detail at the Health & 

Safety Committee 

 

End of Life 

The End of Life (EOL) team transferred to the Quality and Safety Directorate at the end of Quarter 2 

2021/22. 

2,152 weekday requests and 312 weekend requests for EOL transport have been received since 

April 2021.   

The current hours of operation of the service are Monday - Friday 09:00-19:00 provided by 3 St 

John’s ambulances. The aim is to extend the service to 7day working to reduce the demand on 

emergency vehicles during the out of hours period. 

 

Finance and Resource Implications 

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

safeguarding children specialist activity/ statutory reporting requirements and increased demands 

on services. The Safeguarding and IPC seconded posts both end 31st March 2022. There is a funding 

requirement to extend the EOL service to 7 days. 

 

Risk Analysis 

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

Identified Risk Risk Rating Relevant Risk Register 

Lack of specialist IPC advice to support the organisation 

through COVID-19 and beyond 

 

12 Infection Prevention 

Control  

The safeguarding team is under capacity for the work required 

to be fully effective. An additional Safeguarding practitioner is 

required. 

12 Safeguarding  

There is a potential risk of exposing staff and patients to 

COVID-19 when following the updated government guidance 

'Changes to Isolation Period for COVID-19' (2021/100). 

6 Corporate 
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……………………………………………………………………………………………………………………………………………………………… 

Recommendation 

The Board of Directors is requested to note the content of the report outlining Trust activity across 

Patient Safety, Patient Experience, Safeguarding, Infection Prevention and Control and End of Life 

services and identify any further actions required across the organisation to address any risks within 

the paper. 

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

Appendices 

Appendix 1 – Quality and Patient Safety Report (Q3 2021/22) 

……………………………………………………………………………………………………………………………………………………………… 
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Quality and Patient Safety Report 

____________________________________________________ 

 

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

Safeguarding and Infection, Prevention and Control during Quarter 3 2021/22. 
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Patient Safety  

____________________________________________________ 

 

Patient Safety Incidents Reported by Month 

791 Patient Safety Incidents (PSI) were reported during quarter 3. This is an increase of 1.3% when 

compared to quarter 2 and an increase of 25% when compared to quarter 3 for 2019/20. Incident 

reporting, following a temporary decrease during July, remained relatively consistent for the 

remainder of quarter 2 and throughout quarter 3.  
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Patient Safety Incidents Reported by Harm Level 

The chart below demonstrates a significant reduction in high acuity patient safety incidents in Q3 

following completion of investigation and establishing all the facts. There was a reduction of 66% in 

moderate harm cases, 92% reduction in severe harm cases and no cases where NEAS actions 

resulted with death. Low acuity cases also decreased which directly correlated with an increase in 

harm not related to NEAS (HNRT*) incidents.  

 

 

The chart below outlines the difference in post investigation harm gradings between quarters 1, 2 

and 3. The findings are consistent throughout the harm gradings except for the moderate harm 

category which revealed significant increase from quarter 1 through to quarter 3. The notable 

increase within this category can be associated with the delays experienced following the rise in 999 

and 111 calls received.  
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Thematic Analysis 

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

1) Triage Issues 

2) Incorrect Care  

3) Ambulance Delay 

 

A decrease in incidents reported within incorrect care was noted when compared with quarter 2, 

however, triage issues and ambulance delay both experienced an increase. 

 

 

 

 

Apr May June Jul Aug Sept Oct Nov Dec

Triage Issues 55 84 76 58 71 65 68 65 70

Incorrect Care 57 71 52 42 55 39 47 44 47

Ambulance Delay 12 18 30 47 36 52 53 58 48
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Triage Issues: The highest cause group; 203 patient safety incidents were recorded following 

investigation in quarter 3. A review of the cause groups within this category (cause 1) revealed delay 

in assistance as the dominant theme with 62% of cases arising from this category (mainly due to 

being unable to access a translator during call taking). This has remained consistent for the data 

recorded within this theme when compared to quarter 2. 

 

Upon review of incidents within the triage issue cause group, 42% were found to be low acuity (no 

and low harm) with a further 43% of incidents documented as harm not related to NEAS (mainly due 

to being unable to access a translator during call taking). In terms of high acuity cases, 2% of 

incidents were recorded as moderate and received additional investigation. The remaining 13% was 

attributed to near miss incidents. 
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Ambulance Delay: The second highest cause group (increasing from third highest during quarter 

2) with 159 patient safety incidents recorded following investigation during quarter 3. When 

compared to quarter 2, there was an increase of 18% of incidents reported within this category. A 

review of the cause groups within (cause 1) revealed delay in categories 1 to 4 as the dominant 

factor and was attributed to 79% of cases. Within this figure, category 2 delay was the most 

prevalent, accounting for 50% of the total incidents reported within the ambulance delay cause group 

(a reduction of 11% when compared to quarter 2). 

 

 

Upon review of incidents within the ambulance delay cause group, 72% was found to be low acuity 

(no and low harm) with a further 4% documented as harm not related to NEAS. In terms of high 

acuity cases, this accounted for 13% incidents, all within the moderate harm grading and receiving 

additional investigation. The remaining 11% was attributed to near miss incidents. 
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Incorrect Care: The third highest cause group with 138 patient safety incidents recorded following 

investigation during quarter 3. When compared to quarter 2, there was an increase of 1.5% of 

incidents reported within this category (25% decrease compared to quarter 1). A review of the cause 

groups (cause 1) revealed inadequate assessment/monitoring/treatment and inappropriate 

treatment as the dominant themes with 38% and 35% respectively of cases arising from these 

categories. 

 

 

 

Review of the incidents within the incorrect care cause group found 39% were low acuity (no and 

low harm) with a further 50% documented as harm not related to NEAS. In terms of high acuity 

cases, this accounted for 4% of incidents with the majority within the moderate harm grading and all 

cases received additional investigation. The remaining 7% was attributed to near miss incidents. 

 

*Note: The 1 x severe harm case is currently under review and the final harm grading is yet to be determined. 
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Serious Incidents 

During quarter 3, the Trust declared 0 serious incidents (SIs). This is a reduction in serious incidents 

declared when compared to quarter’s 1 and 2 where a combined total of 6 SIs were reported. Of the 

cases declared this financial year, all SIs were completed within the required 60-day timeframe.  

 

Upon review, 3 of the 6 SIs declared are associated with missed opportunities during the call triage 

aspect of patient care. This theme has continued from 2020/21 where 50% of SIs declared were 

associated with call triage. In terms of the remaining SIs reported, no themes have emerged with 1 

case each related to ambulance delay, incorrect care and slips, trips and falls. 

 

 

 

 

Incidents Reported by Service Line 

During quarter 3, 58% of incidents reported were via staff members from the Emergency Operations 

Centre with a near even split between the 111 and 999 service reporting the highest volumes. A 

total of 37% of incidents were reported from a frontline operational perspective with Unscheduled 

Care North reporting a marginally higher volume when compared to Unscheduled Care South. At 

the lower end of the reporting scale, Support Services accounted for 5% of patient safety incidents 

reported.  
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Response Distribution by Category 

 

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

minutes and overall average response time to be within 7 minutes. During Quarter 3, the total 

number of incidents assigned a category 1 disposition was 9884. Upon review, the mean was in 

excess of the required timeframe however the 90th percentile response time was within the required 

parameters.   

 

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

minutes and overall average response time to be within 18 minutes. During Quarter 3, the total 

number of incidents assigned a category 2 disposition was 61,283. Upon review, both the mean and 

90th percentile response times exceeded the required parameters. When comparing the category 2 

data to the previous quarter, the figures were found to be consistent.  

 

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

transportation receive a conveying resource in a timeframe that is appropriate to their clinical needs. 
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Therefore, if a patient requires transportation in an emergency, the clock will only stop when the 

conveying resource arrives.  

 

During quarter 3, the Trust obtained a mean response time in excess of the expected target 

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

for C1(15 minutes) and C1T (30 minutes) was achieved. 

 

 

 

North Division Response Times: 

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

review, the C1 overall average response time within 7 minutes was achieved by 5 out of 7 clusters 

with an overall time average response time of 07:03 minutes (3 seconds over the target timeframe). 

The C1 90th percentile to have received a response within 15 minutes was achieved by 6 out of 7 

clusters with an overall average response time of 12:17 minutes. 

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

with an overall average response time of 43:58 minutes. The C2 90th percentile to have received a 

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

response time of 1 hour and 30 minutes. 
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Division Cluster C1 

Average 

C1 

90th 

C2 

Average 

C2 

90th 

C3 

Average 

C4 

Average 

 

North Alnwick 08:23 16:21 33:59 01:11:29 01:23:09 45:11 

Backworth 07:10 11:46 41:40 01:24:51 02:30:30 01:30:37 

Blucher 06:52 12:55 43:37 01:28:30 02:36:05 01:12:48 

Cramlington 06:46 11:21 40:57 01:24:21 02:45:01 01:54:04 

Monkton 06:57 12:15 49:31 01:42:30 03:03:05 01:30:14 

No Cluster 06:25 10:07 33:35 01:22:48 01:11:13 01:12:51 

Pallion 06:57 12:12 50:11 01:42:21 03:30:35 01:54:57 

Total 07:03 12:17 43:58 01:30:52 02:38:30 01:28:06 

 

North Division - Quarter 3 vs Quarter 2 Comparison (RAG Rated):  

 

 

South Division Response Times: 

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

review, the C1 overall average response time within 7 minutes was achieved by 2 out of 7 clusters 

with an overall average response time of 07:18 minutes (in excess of the average response time 

target). The C1 90th percentile to have received a response within 15 minutes was achieved 6 out 

of 7 clusters with an overall average response time of 12:50 minutes. 

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

with an overall average response time of 46:36 minutes. The C2 90th percentile to have received a 

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

response time of 1 hour and 36 minutes. 

C1 Average: Increase from 06:57 to 07:03

C1 90th Percentile: Increase from 11:47 to 12:17

C2 Average: Increase from 38:40 to 43:58

C2 90th Percentile: Increase from 01:19:50 to 01:30:52

C3 Average: Increase from 02:15:03 to 02:38:30

C4 Average: Decrease from 01:28:08 to 01:28:06 
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Division Cluster C1 

Average 

C1 

90th 

C2 

Average 

C2 

90th 

C3 

Average 

C4 

Average 

 
 

Bishop  08:14 15:02 50:50 01:46:12 02:01:05 01:27:18 

Coulby 07:01 12:34 41:14 01:25:13 02:17:44 01:30:03 

First Resp. 06:08 08:41 01:03:46 02:04:57 03:02:40 - 

Hartlepool 07:07 12:14 49:22 01:42:55 03:09:49 01:54:09 

Lanchester 07:50 13:53 51:23 01:43:10 02:54:58 01:38:30 

No Cluster 07:30 10:09 31:04 01:10:02 04:13:16 14:16 

Stockton 06:48 12:17 42:56 01:28:58 02:42:58 01:54:17 

Total 07:18 13:05 46:36 01:36:10 02:35:57 01:42:16 

 

South Division - Quarter 3 vs Quarter 2 Comparison (RAG Rated):  

 

 

 

Ambulance Handover Delays 

 

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

 

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

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

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

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

The below chart highlights an average Trust handover time of 24 minutes and 55 seconds which is 

in excess of the 23 minutes and 33 seconds recorded during quarter 2. The average post hand over 

C2 90th Percentile: Increase from 01:30:34 to 01:36:10

C3 Average: Increase from 02:25:03 to 02:35:57

C4 Average: Decrease from 01:44:21 to 01:42:16

C1 Average: Increase from 07:10 to 07:18

C1 90th Percentile: Increase from 12:50 to 13:05

C2 Average: Increase from 43:47 to 46:36
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time was 15 minutes and 40 seconds was an improvement from 17 minutes and 48 seconds 

recorded during quarter 2. The average Trust wide total hospital turnaround time for Quarter 3 was 

41 minutes and 17 seconds; this was consistent with the quarter 2 data and is 11 minutes and 17 

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

and 15 minutes to complete the electronic Patient Care Record/prepare the vehicle ready to 

respond). The average hospital handover time exceeded the 15-minute timeframe at all of the 

receiving Trusts (see chart below). 

 

 

The process flow below highlights the average hospital handover time during quarter 3 from 

highest to lowest. 

 

1st 
JCUH 
39:21

2nd 
DMH 
31:26

3rd 
UHND 
29:01

4th 
SRH 
26:35

5th 
NTH 
24:11

7th 
NSEC
23:32

6th 
STDG 
23:05

8th 
QEH 
18:13

9th 
RVI 

15:54
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Duty of Candour 

 

The chart below outlines Ambulance Delay as the overriding theme of patient safety incidents where 

duty of candour applies (53% in the north division and 47% in the south division). This is an overall 

increase of 87% when compared to quarter 2 (the equivalent of 7 additional PSI).  

 

 

*Note: Cases currently under investigation where duty of candour may apply = 7 (4 x ambulance 

delay, 2 x incorrect care and 1 x triage issue). 
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Duty of Candour was applicable to 18 patient safety 

incidents during quarter 3 (80% increase from quarter 

2) and was enacted on 11 occasions. The remaining 7 

incidents are yet to be enacted and the delay is 

attributed to unprecedented Trust wide demand 

negatively impacting the availability of service lines to 

undertake this responsibility. An additional 7 incidents 

are under review (reported during Dec-21) and it is 

currently undetermined whether duty of candour will 

apply.  

 

 



 

17 
 

Learning from Incidents 

During quarter 3, the Trust have investigated and produced final investigation reports for 1 serious 

incident (reported during quarter 2) and 6 high acuity harm incidents that did not meet the serious 

incident framework however underwent full investigation. A summary of the key, Trust wide learning 

points and actions are highlighted below: 

 

Emergency Operations Centre: Call Handling/Triage 

 

➢ Missed opportunity to escalate the case to a clinician during 3 separate 999 calls. During this 

time, guidance on the Neutropenia Training Bulletin (to transfer the call to a clinician) was not 

implemented.  

 

- Recirculation of the Neutropenia Training Bulletin to health advisors. 

 

Emergency Operations Centre: Dispatch 

 

➢ A delay in excess of twice the Ambulance Response Programme (ARP) standards with no 

missed opportunities identified to deploy a resource within a shorter timeframe (demand vs 

resource). 

 

- Review the current resource availability and determine whether additional frontline 

staff/vehicles are a feasible option to minimise the occurrence of a delay responding to patients 

due to a demand vs resource scenario.  

 

➢ Upon arrival at the property, no answer was received from the door, 3 attempts to contact the 

patient by phone was unsuccessful and the patient had not presented at the local emergency 

department (ED). 24 minutes following arrival on scene, the fire brigade was contacted for 

assistance gaining entry to the property. 

 

- Review the process for requesting forced entry when a patient is identified as being alone and 

an initial effort to obtain an answer from the door or via phone is unsuccessful.  
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Unscheduled Care: 

 

➢ NEWS2-scale 2 used for a patient with no history of hypercapnic respiratory failure. NEWS2-

scale 1 provides a score of 5 (red for oxygen saturations). 

 

- Review current guidance and determine whether clarity can be provided regarding when to 

utilise scales 1 and 2 on NEWS2.  

 

➢ Categories of back up for Rapid Response Vehicle (RRV) 

- Review of the back-up categories for RRVs (specifically whether a category of response 

could be added between red and amber). 

 

➢ The wheelchair seat-belt was not fastened prior to departure from the hospital to home. 

 

- Operational Alert provided to ensure patients being transferred to and from a conveying vehicle 

via their own wheelchair fasten the in-built wheelchair seatbelt (where fitted). 

 

Patient Safety and Experience Learning Bulletin: 

Learning is shared monthly via the patient safety and experience learning bulletin with the aim being 

to advise as many staff as possible of the main themes arising from incidents. The key areas where 

learning has been shared during quarter 3 relate to the following: 

 

1) Chaperone/carer conveyance with patients who have a cognitive impairment. 

2) Providing information via 111 to anonymous callers. 

3) Information Governance (breach of confidentiality). 

4) On scene times for patients presenting with FAST positive symptoms (target time of 25 

minutes on scene for FAST positive patients). 

5) Requirement to ensure patient’s being transferred to and from a conveying vehicle via their 

own wheelchair fasten the in-built wheelchair seatbelt (where fitted). 
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Ongoing Improvements 

Scheduled Care Task and Finish Group 

 

During a Scheduled Care meeting, it became apparent that there was a reluctance from Scheduled 

Care staff to report incidents due to lack of/inappropriate feedback. As a result, the Patient Safety 

Team developed management guidance on completing Lessons Learned/Recommendations and 

what is considered to be appropriate feedback to reporters. In addition, a task and finish group is 

currently being set up to address concerns and formulate a working plan to improve underpinning 

knowledge of patient safety incident investigations. 

 

Third Party Provider Task and Finish Group 

 

Regular meetings recommenced during quarter 3 with the view to understanding the underlying 

themes arising from patient safety incidents within this category. Initial findings revealed the 

requirement to reshare NEAS policies and procedures to ensure each Third-Party Provider had 

access to the most up to date information.  

 

Thematic Analysis 

 

As standard practice, high acuity patient safety incidents are reviewed by an investigating officer 

with an investigation report outlining actions and learning produced. However, low acuity incidents 

are investigated and closed via the service lines. Thematic analysis of all patient safety incidents, 

inclusive of low acuity incidents is ongoing.  
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Summary  

• 791 Patient Safety Incidents reported during Q3. This is an increase of 1.3% when compared to 

Q2 and an increase of 25% when compared to Q3 for 2019/20. 

 

• 36 incidents (4%) were deemed to have an actual impact of moderate harm (an increase of 52% 

when compared to Q2). 

 

• 0 incidents were deemed to have an actual impact of severe or death. 

 

• 0 incidents were deemed to have an actual impact of death. 

 

• The highest category of Patient Safety Incidents reported related to Triage Issues (consistent 

with Q1 and Q2). 

 

• Ambulance Delay has experienced the largest increase of patient safety incidents reported 

during Q2 (18% Increase reported Q3 compared to Q2 a& 165% increase when compared to 

Q1). 

 

• 0 Serious Incidents were declared during Q3. 

 

• 58% of incidents reported were via staff members from the Emergency Operations Centre with 

a near even split between the 111 and 999 service reporting the highest volumes. 

 

• Mean response times were in excess of the expected target timeframes for C1 (7 minutes) and 

C2 (18 minutes) emergency calls. However, the 90th percentile for C1(15 minutes) and C1T (30 

minutes) was achieved. 

 

• The average Trust handover time was 24 minutes and 55 seconds which is in excess of the 23 

minutes and 33 seconds recorded during Q2. 

 

• The average hospital handover time exceeded the 15-minute timeframe at all of the receiving 

Trusts. 

 

• Duty of Candour was applicable to 18 patient safety incidents (80% increase from Q2). 
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Assurances 

Work continues to refine the management and analysis of patient safety incidents, particularly in the 

form of thematic analysis. Senior oversight at Director level is in place where there are patient safety 

incidents which meet the moderate harm or over threshold.  

 

Risks 

Triangulation of data down to locality may identify areas of risk which are not apparent. Liaison with 

the Informatics and Performance Department to develop reports that assist with thematic analysis 

to enable targeted learning and development is currently ongoing. 

 

In addition, increasing demand to the frontline services inadvertently results with difficulty obtaining 

information pertinent to an investigation in a timely manner. Contingency plans are in place for call 

handling and the clinical services hub however, dispatch remains a challenge due to no available 

staff, separate to the daily requirements of the role, to undertake the required work. Dispatch reviews 

are therefore required to be completed by team managers as and when time permits.  

 

 

Scheduled Care / Third Party Providers & Medical Device 

 

791 Patient Safety incidents were reported during Quarter 3 (Q3), of which; 

• Scheduled Care staff reported 51 (6.44%), this shows an increase of 96.15% from Quarter 

2 (Q2) 

• Third Party Providers reported 16 (2.02%), this shows an increase of 128.57% from last Q2 

• NEAS staff reported a total of 64 (.098%) incidents in relation to Equipment Issue/Device, of 

which 32 (50%) are in relation to Medical Devices. This shows a decrease of 28.08% from 

Q2 
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Scheduled Care - Top 3 Patient Safety Cause Groups 

 

11 of the 51 incidents reported by scheduled care fell into thrust top 3 categories (21.56%), 

however the top 3 directly from Scheduled Care are as follows; 

 

• Slip/Trip/Falls 

• Conveyance Issues 

• Communication & Information 

 

 

 

 

 

 

Sub Causes’ noted within the Slip/Trip/Falls Cause Group 

 

• Patient/Relative/Carer 

• Fall from Height (all patient safety incidents resulting injury are reported to the Health and 

Safety Executive by the Health and Safety Team) 

• Danger Signs Not Displayed 

• Wet Surface 

• Uneven Ground 
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Inappropriate Use of Resource (refers to schedule care reporting an incident having been 

dispatched to an inappropriate job for which they are not clinically trained to deal with the patient’s 

condition continues to be the leading cause of incidents from Scheduled Care with the following 

sub-causes being highlighted; 

 

• Inappropriate skill level for patient 

 

Further Sub Causes noted as; 

• Unsafe Discharge 

• Incorrect address noted on Terrafix 

• Failed to Handover 
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Sub Causes noted within the Incorrect Care Cause Group; 

• Unscheduled Care Issue 

• Scheduled Care Issue 

• Third Party Provider Issue 

 

 

 

Above indicates the areas that are reporting patient safety incidents; Scheduled Care continues to 

be the lowest reporting service line for Q3.   

 

 

2 (3.92%) of the incidents reported were reported as ‘Moderate’; however, upon review the 

incidents were reduced to ‘Low Harm’. The remaining 49 (96.07%) were reported as ‘No Harm’, 

‘Low Harm’, ‘Near-Miss’ or Harm Not Related to NEAS’.  
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Incident closures and Lessons Learned 

40 of the 51 incidents have been reviewed and closed (78.43%); however, only 3 of the 40 closed 

incidents identified a lesson;  

• Human/Behavioural Factors 

o Updating patient notes correctly 

• Communication - Internal 

o Use winch to support the wheelchair on the vehicle 

o Double crew required 

 

3 Recommendations noted as; 

• Feedback 

• Risk Assessment 

• Improved Communications 

 

Open / Overdue Incidents 

 

The remaining 10 open incidents are open and overdue. 

 

Third Party Providers - Top 3 Patient Safety Cause Groups; 

 

2 of the 16 reported incidents from 3rd party providers fall into to one of the Trust’s top 3 reported 

incidents; Incorrect Care; however, the top reported incidents from 3rd Party Providers were; 

 

• Conveyance Issue 

• Communication & Information 

• Incorrect Care 
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Sub Causes’ noted as 
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Of the 16 incidents reported 1 (6.25%) was reported as moderate. The remaining 15 (93.75%) 

reported as no harm, low harm, near miss or harm not related to NEAS.  Following review of the 

higher acuity incident, it was downgraded to no harm and closed. 

 

 

Incident closures and Lessons Learned 

No Lesson Learned or Recommendations have been identified at the time of this report. 

 

Open / Overdue Incidents 

9 Incidents remain open and are now overdue. 
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Medical Device Issues - Top 3 Patient Safety Issues; 

Sub-Causes noted as; 

• Equipment failure 

• Missing Equipment 

• Incorrect Use of Equipment 

 

 

 

Equipment Failure continues to be the highest reported Sub Cause, the 13 reported are in relation 

to the following equipment types; 

 

• Defibrillators 

• Electronic Patient Care Record (ePCR) 

• Hypodermic Syringes & Needles 

• Monitors & Electrodes 

• Portable O2 Therapy Regulator 

• Pulse Oximeters 

 

5 of the reported Equipment Failures reported in ‘No Harm’, 2 reported as ‘Near-Miss’ and the 

remaining was reported as ‘Harm Not Related to NEAS’. Out of the 8 incidents only 2 noted 

lessons which are in the report. 
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Missing Equipment continues to be the 2nd highest reported Sub Cause, the 12 reported are  in 

relation to the following equipment types; 

 

• Aspirators 

• Blood Glucose Meter 

• Manual Handling Aid 

• Thermometers 

 

We are currently undertaking a review to look at the implications/ costs/ down time etc to see if we 

can identify trends and reduce equipment loss. 

 

9 of the reported Missing Equipment issues were reported as ‘No Harm’, 1 reported as ‘Low 

Harm’, 1 reported as ‘Near-Miss’ and the remaining reported as ‘Harm Not Related to NEAS’. Out 

of the 9 incidents only 1 noted a lesson which is covered in the report. 

 

Incident closures and Lessons Learned 

All of Q3 reported incidents have been reviewed/investigated and have been closed; however, 

only 7 have a lesson identified;  

 

• Changes to Work Practices 

o Correct use of Scoop Stretcher 

• Communication - Internal 

o Health and Safety Bulletin released - HSB/0061 to be circulated 

• Human/Behavioural Factors 

o Staff checking expiry dates 

• Improved Information 

o Improved information during EAT 

• Replacement of Equipment 

o BM Kit replaced 

o Feedback on trial equipment 

• Training Refresher 

o Training reminder to be provided to 3rd Party Providers 
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Patient Experience 

____________________________________________________ 

 

Data Overview 

Complaint volumes by specialty Quarter 3 (Q3) 

 

 Oct 

21 

Nov 

21 

Dec 

21 

Total 

Q3 

21/22 

Total 

Q2 

21/22 

Total 

Q3 

20/21 

Unscheduled Care North 5 7 5 17 33 16 

EOC Dispatch 6 4 4 14 31 12 

EOC 999 6 3 5 14 18 16 

Unscheduled Care South 3 4 3 10 9 12 

EOC 111 1 0 0 1 9 3 

EOC Clinical Hub 3 3 2 8 7 3 

Other organisation/ volunteer 3 2 1 6 5 3 

EOC Scheduled Care 2 0 2 4 2 2 

Scheduled Care South 0 1 0 1 2 2 

Support services 0 2 0 2 2 1 

Scheduled Care North 0 0 1 1 0 1 

Total formal complaints 29 26 23 80 118 71 

Comments/Queries logged 

(informal complaints) 

15 18 9 42 56 58 

PALS contacts  85 58 49 192 180 140 
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• Complaints have decreased by 32.2% since the previous quarter and risen 11.1% in 

comparison with the same quarter of the previous year.  

• The largest decrease in complaints is in EOC Dispatch, with a decrease of 54.8% since the 

previous quarter and similar numbers to the same quarter of the previous year. Although we 

have longer waiting times, we have had fewer complaints received this quarter.  

• PALS have dealt with 6.2% increase in contacts during Q3.  

Third party provider (TPP) complaints 

Third Party Provider Total Q3 

2021/22 

Total Q2  

21/22 

Total Q3  

20/21 

Ambulanz 2 3 3 

British Red Cross 0 1 1 

Cipher 0 1 1 

Jigsaw Medical 0 1 0 

Nerams 0 0 0 

St John’s Ambulance 0 0 0 

Taxis 4 0 2 

Manone 0 0 0 

Medipro 1 0 0 

Total 7 6 7 

 

• TPP complaints have increased by 14.4% since the previous quarter and the same 

against the same quarter of the previous year.  
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Complaints closed Q3 

 

 Total Q3 21/22 Total Q2 21/22 Total Q3 20/21 

Upheld 37 27 21 

Part upheld 22 24 19 

Not upheld 41 42 26 

Total Q3 100 93 66 

 

• Even where complaints are not upheld, an apology is provided to the complainant for their 

experience. It is acknowledged that sometimes all protocols are followed as expected and 

the complainant may still be dissatisfied, or there may be no way to evidence the events 

and therefore it is not able to be upheld.  

 

Complaint themes Q3 

Any themes arising from complaints and incidents are included within the learning bulletin.   

• Delays in C2 responses  

• Delays in C3 responses – a number of complaints with very lengthy delays the longest 

over 20 hours  

• Attitude of health advisors 

• Triage questions 

• Delays in clinician call backs 

• Long waits for calls to get through to 111  
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Appreciations received 

 Total appreciations Most appreciations  

October 21 79 Unscheduled Care North (33) 

November 21 53 Unscheduled Care North (16) 

December 21 7 Unscheduled Care South (5) 

Total Q3 139 Unscheduled Care North (51) 

Total Q2 21/22 193 Unscheduled Care North (75) 

Total Q3 20/21 174 Unscheduled Care North (62) 

 

• During Q3, the Patient Experience Team (PET) have been short of resource at various times 

due to staff absences. The team have prioritised the management of complaints as there is 

a legislative duty to acknowledge and respond to these, which has led to a backlog of 

appreciations which are yet to be logged.  

• Appreciations are logged as the date received into the Trust, rather than the date logged on 

the internal system. 

• At the start of January 2022 there were approximately 68 appreciations received during 

November and December still to be logged. This would bring the Q3 total to approximately 

216 which would be a significant increase on previous quarters. 
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Average days to respond to complaints 

 

 Average response 

timeframe 

Maximum days 

to respond 

Extensions to 

response 

deadline 

October 21 32 87 2 

November 21 31 78 3 

December 21 29 65 0 

Average Q3 30 77 5 

Previous Q2 21/22 27 56 1.6 

Total Q3 20/21 28 72 9  

 

• For Q3 the Trust has amended its approach to complaint response prioritisation to minimise 

delays to complainants. Previously, Trust alternated between the most recently received 

report from IO, and the oldest report received. This meant that reports which were returned 

quickly to PET were not left unanswered for longer periods and minimised the average 

response timeframe, allowing more complaints to be responded to more quickly. However, 

the complaints in the middle of the list were waiting longer (although within timeframe).  

• From November 2021 the Trust now responds to complaints by the date the report is 

received. This seems to be working well and will continue into Q4. 

 Longest 

response 

time 

Rationale for length of response 

Oct 

2021 

87 days CC/11349 – Safeguarding referral – crew account delayed due to 

absence of IO and new IO appointed 2 months after complaint 

received. Complaint was extended twice.  

Nov 

2021 

78 days CC/11488 – Crew actions – delayed due to absence of IO and new 

IO appointed 3 months after complaint received. 

Dec 

2021 

65 days CC/11583– Deaf patient who felt Trust did not support their needs – 

delay due to operational pressures.  
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Parliamentary and Health Service Ombudsman (PHSO)  

The PHSO did not request any complaint files for review during Q3.  

They returned 1 file they had reviewed, and took no further action on any of this complaint initially 

closed by NEAS on 06.12.2018  

 

Triangulation of complaints, patient safety incidents and claims. 

 

 Complaints with patient safety 

incidents associated 

Complaints with claims 

associated 

October 2021 5 0 

November 2021 3 0 

December 2021 2 0 

Total Q3 10 0 

Total Q2 21/22 20 1 

Total Q3 20/21 27 2 

 

Controls 

• Risks added as necessary to risk register.  

• Business Continuity Plan enacted where required – current invoke following changes to 

complaints management to support frontline pressures.  

• Key Performance Indicators (KPIs) for complaints monitored monthly via Quality Dashboard. 

• Complaints procedure updated during Q3 to reflect new PHSO complaints standards.  

• Complaints with patient safety concerns have an incident submitted to ensure that DoC is 

enacted where appropriate.  

• Patient Experience Team meet monthly to review team workplan and ensure monitoring and 

progress of objectives.  

• Staff appraisals and training completed and up-to-date. 
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Actions to Improve Controls 

• Complaints policy in review to align to PHSO Model Complaints Handling Policy – the existing 

policy meets all existing national requirements but will need to be restructured in line with 

PHSO model policy, with some additional information added to meet the new standards by 

the time they become enforceable in April 2022. Some changes for the new standards 

implemented, however, it is clear the standards cannot be achieved with current staffing 

levels. Paper submitted by PEM regarding this. 

 

• Refined governance structure can result in minimal meetings of contributing parties to 

triangulate information (the previous Patient Experience and Engagement Group -PEEG – 

was disbanded in the governance restructure in 2020). The contributing departments (Patient 

Safety, Patient Experience, Corners and Claims team) are all under the management of the 

Head of Patient Safety and Patient Experience and this allows for data scrutiny and 

triangulation. A draft terms of reference has been drawn up and this will be progressed during 

Q4. 

 

Assurances 

• Circulation of PET Workplan to team and management.  

• PHSO standards gap analysis updated regularly to evidence progress.  

• Weekly monitoring of training, appraisals and sickness absence via 1:1 with Head of 

Department.  
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Learning  

Learning can include reflection for staff involved, changes to protocols, or refresher training.  

A monthly learning bulletin was circulated each month of the quarter. This includes learning from 

incidents as well as complaints, with some of the featured topics including: 

o Delay on scene for patients presenting as FAST positive and with a symptom onset 

time (and a predicted arrival at a stroke centre) within 5 hours. 

o Chaperone procedures for patients with cognitive impairment, such as Alzheimer’s. 

o Data protection responsibilities, especially the requirement to ensure that records are 

only accessed where there is a legitimate rationale and within the requirements of 

conducting the role.  

o Sensitivity of wording on patient records, and a reminder that patients and their next 

of kin can access their records and can be upset by the wording. 

o Clarity on which hospital patients should attend when located in the Northumberland 

area.  

o Equipment for wrapping neonates and keeping them warm.  

 

You said, we did 

 

 

 • Our Health Advisors and 

Clinicians shared average 

response times for your area 

so that you knew how long you 

were likely to wait 

 

• We were clear where there 

were significant or lengthy 

delays 

 

 

You were not told how 

long it would be for an 

ambulance to arrive. 
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• We have funding to recruit 70   

new Health Advisors to 

support us to answer 111 calls 

as quickly as possible, and 

recruitment is underway. 

 

• We ensured the average 

answer time was included in 

our automated message while 

you were queuing for 111 so 

that you could make a decision 

about whether to continue to 

hold. 

 

 

• We engaged third party 

providers to support us and 

maximise availability for our 

patients.  

 

• We offered our staff 

incentives to take on overtime 

and extra shifts.  

 

• We were clear about how 

long it may take for an 

ambulance to arrive, to 

enable you to consider 

alternative options for care if 

you preferred. 

 

 

You waited too long for 

111 to answer your call. 

It took too long for an 

ambulance to reach you 

or your loved one. 



 

39 
 

• Our clinicians called you back 

to further assess you while 

you waited and determine 

whether you needed a 

different priority of response 

or referral to alternative care. 

 

 

 

 

 

• We explained that we will 

request a forced entry where 

we cannot establish the 

welfare of a patient who we 

have good reason to believe 

may be in a life-threatening 

situation.  

 

• We explained the variety of 

measures we take to try to 

establish contact with a 

patient before we request a 

forced entry.  

 

• We ensured that any damage 

that may have resulted from a 

forced entry was remedied 

and that you were not left at 

any disadvantage 

 

• We introduced a system   

development to our Electronic 

Patient Care Record where 

our crews can link to your 

NHS record and send their 

You told us you were 

unhappy that you had a 

forced entry to your 

home initiated by our 

emergency service to 

perform a welfare check 

on you. 
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assessment and findings 

straight to your GP so that 

they have a record of the 

reason 

 

• We attended and any treatment or advice 

provided.

You told us that your GP 

did not know our 

emergency service had 

attended you and did not 

have the information 

from our assessment of 

you. 
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Coroners and Claims 

____________________________________________________ 

 

Coronial Requests 

 

70 coronial requests were received during Q3, and this is an increase of 9.38% from Q2.  

 

 

 

47 (67.14%) coronial requests were received with ‘No Concerns’. However, the remaining 23 

(32.86%) had concerns raised by either the Coroner, the family of the deceased or concerns were 

raised internally by NEAS where there is an investigation surrounding a patient’s death. 

 

 

Northumberland Teesside Sunderland
Co. Durham &

Darlington
Newcastle &

North Tyneside
South Tyneside

Q3 6 3 10 34 10 7

Q2 3 12 6 23 15 4
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Closed Coronial Requests 

71 requests were closed during Q3.  

 

 

 

29 coronial requests were closed directly by the Coroner without Inquest hearing. Of the 3 cases 

closed at Inquest, one was closed with a narrative verdict and two with natural causes verdicts. No 

concerns arose from these cases from a NEAS perspective. 

During Q3, the Trust received no new Preventing Future Death reports (Regulation 28 of the 

Coroners (Investigations) Regulations 2013) but was awarded Properly Interested Person status on 

one case. 

The Trust currently has a total of 195 active coronial requests open and ongoing. 
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Family Concerns 

• Clinical care 

• Dispatch delay 

 

Coroner Concerns 

• Dispatch delay 

• Clinical care 

• Delay entering property 

 

 

 

NEAS Concerns 

• Category 2 delay 

• Category 3 delay 

• Missed opportunity to escalate to clinician 

• Inappropriate disposition 

• Missed opportunity to probe 

• Unsafe discharge from scene 

• Missed opportunity to upgrade to category 1 
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Liability Claims Cases 

29 new Litigation Cases were received during Q3, this shows an increase of 70.59% from Q2. 

 

 

3 (10.34% of all new claims) of the Losses and Compensation claims are in relation to damage to 

third party property and 21 (72.41% of all new claims) are in relation to forced entry. Q3 saw a large 

increase in the latter type of claim compared to Q2 due to unpaid invoices being misdirected during 

the previous Quarter. The Employers Liability claim received during Q3 concerns manual handling. 

With regards to the Potential Claims, these cases concern clinical practice, a failure to recognise 

complications and a failure/delay to admit to hospital. Potential claims are recorded when action is 

contemplated against the Trust at Subject Access Request stage. It is pertinent to note that not all 

Potential Claims become actual Claims. 
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Closed Liability Claims  

34 Liability Claims were closed during Q3. 5 (14.71%) of the claims were closed as ‘No Further 

Action’, 27 (79.41%) were closed as ‘Claim Settled’ and 2 (5.88%) were closed as ‘Claim Withdrawn’. 

 

 

The total costs paid out by the Trust on the 27 settled claims during Q3 amounts to £80,028.05. This 

shows a decrease in costs paid during Q2 which totalled £106,567.03, whereby 15 cases were 

settled and closed. 

 

The Trust currently has a total of 97 Liability Claims Cases ongoing, 64 (65.98%) are currently active 

cases and 33 (34.02%) of which are noted as Potential Claims. 
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Safeguarding Children and Adults 

____________________________________________________ 

 

The following report seeks to provide information in relation to safeguarding activity completed by 

the Safeguarding Team within Quarter 3. The data highlights significant additional requests for 

information under Multi-Agency Public Protection Arrangements (MAPPA) processes which involves 

management of high risk sexual and violent offenders.  This also aids information sharing regarding 

potential risks which supports the safety of NEAS staff.  The team has also continued to see an 

increase in feedback from the Local Authority in relation to referrals submitted.  This information is 

forwarded to the referring staff which either reinforces their understanding of safeguarding 

thresholds or support reflection and learning.  

Table 1:  The following table provides an overview of workflow and information requests commenced 

in the last quarter.  

Category October 

2021 

 

November  

2021 

December 

2021 

Total Vs Q3 

2020 

Allegations against staff 7 1 8 16 (15)         

↑      

Channel/Prevent 1 0 0 1 Not 

reported 

Child Frequent Presenter 4 6 1 11 Not 

reported 

Child – PREA 1 6 3 10 (1)           

↑ 

Communication 4 3 2 9 (18) 

County Lines 2 0 0 2 Not 

reported 

Court Orders 3 1 3 7 (7)   

Death – Child 1 5 4 10 (13) 

Death – Child no report 0 0 0 0 (6) 

Domestic Abuse (Staff) 0 0 1 1 (2) 

DHR 0 0 2 2 (4) 

Information requests 14 10 19 43 (40)          

↑ 
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MAPPA requests 12 22 21 55 (14)         

↑ 

Outcome letters from 

Sserv 

25 45 43 113 Not 

reported 

Rapid Review 1 0 0 1 (0)           

↑ 

SAR 5 4 6 15 (8)            

↑ 

Section 42 9 12 9 30 (24)         

↑ 

Section 47 1 0 2 3 (2)          

↑ 

SCR 0 0 0 0 (2) 

Staff Support Cases n/a 3 0 3 Not 

reported 

Totals 90 118 124 332 156          

↑ 

 

* What is not included in these figures are: 

1) Quick questions that come in for say confirmation of contact details etc following a referral 

being sent. 

2) Ongoing requests from previous months 

3) Monthly reports, corrections and feedback 

4) Training with new staff 

5) Referrals researched and input on behalf of EOC (non-urgent cases) 

 

Additional large pieces of work or ongoing cases 

Child Frequent Callers  MM 70535    

Child Frequent Callers  RL 70617 

County Lines 70856/65  70856  Updated research for 50 people  

SAR 70956 Research for 2nd person back to 2013 

Court Order 71000 Research back to 2013 

DHR 70979 (Sheffield/Newcastle) Research back to 2013 
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DHR 71002 (originally a SAR) Research back to 2013 

There will be 1 further DHR to complete, we are awaiting confirmation of cases. 

 

 

Safeguarding Referrals 

 

 

 

 

Assurances 

• The total number of referrals submitted by the Trust in Quarter 3 was 3,024 (in comparison 

to 3,919 in Q3 of 2020 which is a 29% decrease).  Further analysis of the data as per the 

table below;  

 Adult at Risk Adult Welfare Child at Risk Child Early Help 

2020/21 2021/22 2020/21 2021/22 2020/21 2021/22 2020/21 2021/22 

October 202 229 857 626 134 82 129 100 

November 182 218 825 551 107 96 126 126 

December 203 234 903 613 126 104 124 124 

Totals 587 681 2585 1790 367 282 379 270 

Variance +16% -30% -23% -29% 

  

• The data suggests that the largest decreases in referrals are from Adult Welfare and Child 

Early Help.  A significant focus in 2021/22 Statutory and Mandatory training has concentrated 

on gaining appropriate consent following identification that this was not always obtained prior 

to submitting these referrals.   
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• Training has been delivered around thresholds and evidencing these thresholds within our 

referrals to ensure that those that are submitted the local authority are high quality and 

appropriate.  

• 2020/21 was a period of significant periods of national lockdown which raised the vulnerability 

of adults and children; who were otherwise hidden from education. Therefore, the decrease 

in referrals in this financial year should not be automatically viewed as staff missing referrals 

opportunities with appropriate consideration of the extraordinary societal position of the 

previous year.  

• For Children, the Safeguarding Lead and Children’s Advisor review all children identified as 

Frequent Presenters to the Service on a monthly basis and review cumulative risks which 

helps to support a more proactive safeguarding approach to ensure any missed opportunities 

to make safeguarding referrals are identified in these particularly high-risk children. 

• EOC support remains in place with staff contacting the team to request a safeguarding review 

for cases where there may be uncertainty around whether the concern requires a referral 

under safeguarding processes.  

 

Risks identified 

• Streamlining the referral process to avoid any barriers to making swift safeguarding referrals 

is being undertaken with development work with Cleric. Cleric are currently working on the 

referral form datasets to import these are electronic forms in ePCR. 
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Safeguarding Court Processes 

 

The following table shows the participation in court processes of the Safeguarding Team in Q3 for 

2021 in comparison to the same quarter in the preceding year. 

 

 

 

Assurances  

• Court orders continue to be managed in a timely manner, complying with deadlines set by 

the courts. These court orders often request information from a variety of sources including 

any CCTV, body worn camera footage and crew statements. The Safeguarding Team works 

collaboratively with other internal departments to ensure that all relevant information is 

identified and submitted to legal teams.  

 

Risks identified 

• Substantive funding for the Safeguarding Children’s Advisor position has yet to be agreed, 

however the secondment has been extended until March 2022. The loss of the Children 

Advisor post will have an impact the capacity of the team to respond in a timely manner to 

court requests.  

• Court orders are often delivered and are required to be processed within very short 

timescales.  Operational pressures and staff sickness may impact on the organisations ability 

to respond to such requests. 
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Safeguarding Allegations Against Staff 

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

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

Allegations made under Safeguarding Adults 

 

Allegation Made Total Outcomes 

Section 42: Neglect 

and acts of Omission 

6 Cases 1-5; All of a similar nature that involved 

Ambulance delays responding to elderly patients that 

had fallen.  All investigated and closed with reporting 

to Local Authority.  

 

Case 6: Concern relating to inappropriate restraint- 

investigated and closed. 

Safeguarding 

allegation 

 

6 

Case 7: Open.  Criminal investigation relating to 

Section 33 of the Criminal Justice and Courts Act 

2015. 

 

Case 8 : Open.   Criminal investigation relating to 

Section 33 of the Criminal Justice and Courts Act 

2015. 

 

Case 9: Open.  Allegation of domestic abuse with 

police investigation ongoing. 

 

Case 10: Open.  Inappropriate contact with patients 

via social media. 

 

Case 11: Open.  Allegation of staff on staff physical 

assault  

 

Case 12: Open.  Allegation relating to substance 

misuse 

TOTAL 12 6 Open 

6 Closed 
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Allegations made under Safeguarding Children 

Allegation Made Total Outcomes 

Allegation relating to 

Safeguarding Children 

Neglect 

1 Case 1: Closed.  Allegation of inappropriate touch 

during clinical assessment. Investigation completed 

and claim unsubstantiated.  Case closed with advice 

r.e chaperone policy. 

 

Case 2: Open Failure to take appropriate action in 

relation to a Police investigation relating to 

safeguarding children.  

 

Case 3: Open  Concern relating to third party 

volunteer and unsuitability to work with children. 

Removed from volunteer position with immediate 

effect. 

 

Case 4: Closed. Allegation of sharing of child sexual 

images; police investigation swiftly concluded as a 

result of hacking of account.   

 

 

TOTAL 4 2 Open 

2 Closed. 

 

Summary 

• The team has engaged in the management of 15 cases which is a small rise from the 

comparable period in 2020/21.   

• All cases (except those within the section 42 framework) were subject to timely case 

discussions with representation from Safeguarding, HR and Operational Management to 

identify and manage any associated risks. Escalation to Executive Board level remains in 

place for strategic oversight and CQC information sharing purposes.  
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Assurances  

• The Safeguarding Team has provided feedback to the National Ambulance Advisory Group 

in relation to national audit request by AACE to provide assurance around the robustness of 

our processes.  

• Training opportunities shared both operationally and with HR colleagues in relation to Sexual 

Harassment in the Ambulance Service to ensure continued focus on Sexual Safety within our 

sector with ongoing national focus around this.  

 

Risks identified  

• The Safeguarding Allegations against Staff Policy is now due for review, this requires aligning 

to recently reviewed and amended HR policies and the process for managing third party 

provider employees requires streamlining and strengthening. This has been updated and 

sent for comment with both internal and external stakeholders.  

 

Child Deaths 

 

NEAS attended to the unexpected deaths of 10 children in Quarter 3.  The following information 

shows the split via locality, age of patient and circumstances surrounding the unexpected death. 

Circumstances surrounding deaths is drawn from information gained within Joint Agency Review 

meetings and used to support potential public health messages.  Conclusive cause of death is not 

known until receipt of the full post mortem report which is typically between 6-12 months following 

a child’s death.  
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Summary 

• Deaths in Q3 showed a 30% decrease year on year (10 cases managed by the Safeguarding 

Team).  

• The data showing the most at-risk group being under a year of age corresponds with national 

data (<1’s account for 63% of national child deaths according to NCMD statistics).  In a 

significant proportion of these cases, there was evidence of co-sleeping or somewhere other 

than the recommended crib/Moses basket.  

• The Safeguarding Children Lead submitted a NEAS 07 in relation to one case pertaining to 

a C2 dispatch delay and attended the clinical review group meeting and this was escalated 

to the executive group.  

• A further dispatch delay report was requested in relation to another incident where there were 

no missed opportunities identified and it was not deemed to have impacted on the outcome 

of the resuscitation.  

 

Assurances  

• The Safeguarding Team has consistent oversight into all unexpected child deaths within the 

Trust and is proactive in identifying areas of service development and improvement.  

• Staff welfare support and supervision has been implemented for staff from EOC Call handling 

by the Safeguarding lead.  A staff support offer is planned imminently with EOC Dispatch 

staff to support welfare needs following traumatic and emotive incidences.  

• The Safeguarding Team continue to work in collaboration with other internal departments in 

management of unexpected child deaths to ensure a full and robust review is undertaken to 

identify key themes or missed opportunities either internally or as part of external multi agency 

reviews.   
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Risks identified  

• Full representation across the child death review process has been possible due to the 

current increase in capacity of the team due to a Paramedic on secondment fulfilling the Child 

Safeguarding Advisor role.  The team is seeking substantive funding to secure this as a 

permanent position, without this ensuring we meet our statutory duties in relation to child 

deaths would be challenging.  

 

DHRs, SARs and CSPR 

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

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

Summary 

• The Child Safeguarding Practice Review for Child J was published in November 2021.  

Learning points were identified in relation to the focus on fathers and males within children’s 

lives.  Statutory and Mandatory training over the last 2 years has looked at hidden males and 

the potential risks they pose.  Good practice was identified in relation to NEAS due to the 

swift referral of Child J under the Bruising in Immobile babies policy. 

• There are a number of ongoing Safeguarding Adult Reviews and Domestic Homicide 

Reviews, further updates will be provided on completion of independent overview reports. 

The Home Office have identified some additional areas for consideration following receipt of 

an independent overview report from this region. The Home Office view was that the DHR 

panel needed to consider agency support for people who were deemed both a perpetrator 

and a victim of domestic abuse to ensure there was no conflict of interest from agencies 

available to support locally. They also highlighted the need to ensure staff had sufficient 

training and education in identifying the primary perpetrator in domestic abuse incidents.  

• There is additional work to consider regarding familial domestic homicides to ensure staff 

have raised awareness that such tragedies do occur within families and it is not simply as a 

result of intimate relationships.  

• NEAS also need to consider adding some pertinent safeguarding questions to the EPCR as 

a screening tool in relation to safeguarding. Accident and Emergency departments across 

the country already do this, the safeguarding team have identified that it would be good 

practice to look at how NEAS might include a similar approach.  
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Terminology 

 

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

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

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

section 42 enquiries.   

 

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

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

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

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

 

DHR: Domestic Homicide Review.  A multi-agency review of the circumstances in which the death 

of a person aged 16 years or over, has or appears to have, resulted from violence abuse or neglect 

by a person to whom they were or had been in an intimate personal relationship with, or a member 

of the same household as themselves.  

 

CSPR: Child Safeguarding Practice Review: A review process which supports organisations and 

individuals to learn lessons that improve the way in which they work, both individually and collectively 

to safeguard and promote the welfare of children. 

 

SAR: Safeguarding Adult Review: A multiagency process what considers whether or not serious 

harm experienced by an adult, or group of adults at risk of abuse or neglect, could have been 

predicted or prevented.  

 

JAR: Joint Agency Review: The initial multiagency information sharing meeting that is held 24-48 

hours following the unexpected death of a child.  The meeting will explore if safeguarding concerns 

are identified as a potential factor within the death of the child. 

 

CDR: Child Death Review:  Held following the release of post mortem findings in relation to 

unexpected child deaths.  This is a multi-agency meeting that looks to identify any factors, modifiable 

or otherwise that may have contributed to the death of the child.  
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CDOP: Child Death Overview Panel:  The panel with overarching responsibility for reviewing all 

child deaths within a set locality to look for possible patterns and potential improvements for 

services, with the aim of preventing future deaths. 
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Infection Prevention and Control (IPC) 

 ____________________________________________________ 

 

This report is to update the Board of the progress made against the Care Quality Commission 

standards (Outcome 8, Regulation 12) and the Department Health ‘Health and Social Care Act’ 2008 

(amended 2010) during the Q3 period.  The emergence of the Omicron variant has increased 

pressures on operational services, the IPC Team continue to provide support and guidance to all 

services during the COVID-19 Pandemic.  

 

IPC Policy, Procedures and Alerts  

 

4 Operational Alerts were cascaded via the Alerts System during Q3 

 

• OA 0170 History taking for Omicron Variant 

• OA 0172 COVID-19 Management of staff update Track and Trace, and Omicron Dec 2021 

• OA 0175 Transporting patients with suspected and confirmed seasonal respiratory infections 

(including SARS-Cov-2) Dec 2021 

• OA 0176 Avian influenza (bird flu) Operational Alert Dec 2021 

 

2 Standard Operating procedures were updated in Q3 

 

• Staff with resident family-resident household members with symptoms of COVID-19 Nov 

2021 (Action cards) 

• COVID-19 Testing and Tracing of Staff and Patients V3 Dec 2021 

 

The IPC business continuity exercise was undertaken by the IPC Team on the 11th December 2021. 

Gaps were identified in the action cards for the IPC app system loss, these were updated accordingly 

and added to the IPC BCP plan. 

 

IPC Board Assurance Framework 

 

A revised NHS England and NHS Improvement IPC Board Assurance Framework was published in 

December 2021, it now includes compliance criteria for the UK Health Security Agency (UKHSA) 

winter 2021-2022 guidance. The IPC Team worked with all services lines to ensure the UKHSA 

guidance was operationalised and a revised NEAS PCU 0218 was published early January 2022. 
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The updated IPC Board Assurance Framework will be presented to the Quality Committee in March 

2022. 

 

Annual Audit Schedule  

 

The web-based IPC Dashboard provides a live reporting system for all IPC audits submitted via the 

IPC digital application. Reports can be drilled down to audit results by service line, cluster stations 

and named auditors.  

 

The IPC audit schedule covers all service lines; operational staff act as auditors reporting on 

cleanliness of stations and vehicles - the audit compliance target by end of Q3 is 75%.  All service 

lines are significantly below the compliance target due to the trust working to REAP 4 with auditors 

prioritising their operational duties. 

 

The compliance with reported IPC audits is mainly over 90% demonstrating high levels of 

cleanliness. This includes Unscheduled Care Vehicles at 97% and Scheduled Care vehicles 

achieving 99%. 

 

  Quarter 3 IPC Dashboard showing IPC audits schedule and audit compliance April-December 2021    

 
 

Non-Verification 
Report 

Annual 
Target 

surveys 

  

Actual 
surveys 

Compliance 
with audit 
schedule 
[Surveys 
complete] 

Compliance 
with audit [Trust 

level score] 

Variance with 
schedule 
(annual 

cumulative) 

Unscheduled 
Vehicle 

300 Financial YTD 102 34% 97.8 % -198 

Scheduled 
Vehicle 

440 Financial YTD 162 37% 99.7 % -278 

HART Vehicle 24 Financial YTD 14 58% 93.2 % -10 

AP Vehicle 36 Financial YTD 16 44% 87.6 % -20 

RRV Vehicle 36 Financial YTD 5 14% 92.8 % -31 

Station Audits 324 Financial YTD 185 57% 93.6 % -139 

Scheduled Care 
BBE Audit 

1000 Financial YTD 274 27% 99.9 % -726 

ACS Audit 250 Financial YTD 19 8% 97.0 % -231 

Observational 
Audit 

1200 Financial YTD 113 9% 89% -1087 
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Unscheduled Care Vehicles  

 

38 unscheduled care vehicles were audited in Q3 with a compliance score of 97.5%. 102 vehicles 

were audited between April and December 2021 (123 below audit schedule).  

 

Lowest compliance items were: 

 

• Red sporicidal wipes available and in date 85% 

• Sharps label completed 75% 
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Cluster Reports are sent to Clinical Operational Managers to inform them of compliance with vehicle 

cleanliness. 

 
 

 
 

 
Scheduled Care Vehicle audits 

 

40 Scheduled care vehicles were audited in Q3 with a compliance score of 99%. 162 completed 

between April – December which is 168 below the audit schedule.  

 

Lowest scoring item: 

 

• Gloves in cab area 
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Hazardous Area Response Team (HART) Vehicle audits 

 

8 HART vehicles were audited in Q3 scoring 92%. 14 audits were completed between April and 

December with an overall compliance score of 93%. HART have an annual target of 24 vehicles.  

 

Advanced Practitioner (AP) Vehicle audits  

 

9 AP vehicles audited in Q3 with an overall compliance of 86%.  

 

Lowest compliance items: 

 

• Yellow bags available 

• Sharps container clean 

• Sharps temporary closure mechanism in use 

• Sharps container less than two thirds full  

 

RRV Vehicle audits 

 

2 Rapid Response Vehicles were audited in Q3 scoring 82% compliance. The annual target for 

RRVs is 36, 5 audits were completed between April and December. 
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Station Support Operatives (SSO) / Clinical Care Manager (CCM Station audits 

 

57 station audits have been completed by Station Support Operatives and Clinical Care Managers 

in Q3 scoring 93%.  Cluster reports are sent to Clinical Operational Managers to enable them to 

manage individual sites.  

 

Lowest compliance items: 

 

• Sluice - Hand wash basin and taps are clean (no staining) 

• Sluice - Utility sink, unit and taps are clean (no staining) 

• Sluice - Slop hopper, unit and taps are clean (no staining) 

• Clinical store - The floors are clean and free of debris 

• Medicine store - The floors are clean and free of debris 

• Kitchen – Microwave is clean 
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Bare Below the Elbow (BBE) Scheduled Care  

 

51 BBE audits were completed in Q3 by Scheduled Care Team Managers reporting an excellent 

99% compliance score across both divisions.   

 

4 audits completed in North Division 

47 audits completed in South Division 

274 completed April-September representing 27% annual audit schedule compliance.  
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Ambulance Car Service (ACS) Observational audits 

 

6 ACS audits were carried out in Q3 scoring 95%. The annual audit schedule compliance currently 

8%.  ACS audits ceased when support staff who normally undertake audits returned to their normal 

duties this has now been addressed with the ACS management team.   

 

Clinical Care Managers Observational Audits  

 

CCM observational audits are reported via Athena and on the Quality Dashboard reporting. Reports 

include Unscheduled Care IPC practice for Hand hygiene, BBE, Aseptic Non-Touch Technique 

(ANTT) and Personal Protective Equipment (PPE) use.    

 

CCMs complete IPC observational audits during ride outs with staff they are supervising. Targets 

were agreed to reflect the numbers of CCMs and the staff numbers they support during the 

Pandemic CCMs have been completing ride outs with newly qualified paramedics (NQPs) only when 

the trust is in REAP 3 and 4 and therefore only 9% audit schedule completed by Q3.   

 

IPC Dashboard display of CCM Observational IPC audits April-December 2021    

 

CCM Observational Audits  

Annual 
Target 

surveys 

Actual 
surveys 

Compliance 
with audit 
schedule 
[Surveys 
complete] 

Compliance 
with audit 

[Trust level 
score] 

Variance with schedule 
(annual cumulative) 

CCM Observations 1200 113 9% 89.4 %  

  

-1087 
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CCM Observational Audit Results by IPC practice Elements April-December 2021 

 

Reported compliance with all is excellent with hand hygiene and glove use reported at 97% providing 

assurance.  The numbers of the Aseptic Non-Touch Technique (ANTT) audits submitted was low at 

29 affecting the schedule compliance result.  
 

 

 

CCM observational Audits April-December 2021  

 

IPC Practice 
Element  

Compliant Staff Total Staff Schedule 
Compliance 

Audit 
Compliance 

 ANTT 27 29 - 93.1 % 

 BBE 110 113 9.2 % 97.3 % 

 GEL 112 113 9.3 % 99.1 % 

 Hand Hygiene 104 107 8.7 % 97.2 % 

 PPE-Aprons 91 96 7.6 % 94.8 % 

 PPE-Gloves 105 108 8.8 % 97.2 % 

 
 
 
 

 

 CCM Observational Audit December 2021  

  Observed  Compliance % 

 BBE 5 6 83.3 % 

 GEL 6 6 100.0 % 

 Hand Hygiene 5 5 100.0 % 

 PPE-Aprons 6 6 100.0 % 

 PPE-Gloves 5 5 100.0 % 
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IPC Verification Audits  
 
IPC verification audits are below trajectory for vehicle audits due to the IPC Team having to 

concentrate on site cleanliness and outbreak management during Q3.   

 

Verification Report 
 Tar 
Schedule  

Target 
surveys 

Actual 
surveys 

Compliance 
with audit 
schedule 
[Surveys 
complete] 

Compliance 
with audit 

[Trust level 
score] 

Variance with 
schedule 
(annual 

cumulative) 

Unscheduled Vehicle Annual 
Monthly 

100 
8 

60 60% 90.8 % -40 

Scheduled Vehicle Annual 
Monthly 

 

100 
8 

64 64% 89.7 % -36 

HART Vehicle Annual 4 2 50% 77.0 % 2 

AP Vehicle Annual 
Monthly 

 

12 
1 

0 0% - 0 

RRV Vehicle Annual 
Monthly 

12 
1 

0 0% - 0 

Station Audits Annual 
Monthly 

54 
5 

82 152% 86.5 % 28 

 

 
IPC Vehicle Audits  

 

Unscheduled Care Vehicle audits 

 

28 Unscheduled care vehicles were audited in Q3 with an average audit score of 90%. The overall 

cleanliness of vehicles remains at a high standard due to daily enhanced cleaning.  
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Lowest scoring items included: 

 

• Gloves in cab area 

• Cupboard door handles not clean 

• Sharps container label not completed 

• Sharps container not closed 

• BP cuff not clean 

 
 

Scheduled Care Vehicle audits 

 

36 Scheduled care vehicles were audited in Q3 with an average audit score of 90%.  

 

Lowest compliance items included: 

 

• Gloves in cab area 

• Chairs, armrests and seatbelts were not clean / intact 

• Stretchers and straps were not clean / intact 

 

No HART, AP or RRVs were audited by the IPC team in Q3.  
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IPC Station Audit  

 

22 station audits carried out in Q3 with an overall compliance scoring 84%. This audit monitors 

cleanliness items and includes IPC operational and estate items that can impact upon IPC 

standards. The NEAS IPC audit results are shared with Operational management and Churchill 

Cleaning Services Management to address any issues identified in a timely manner, these are also 

reported to Churchill Contracts Management via a joint meeting with the IPC and Estates teams.  

 

The IPC Team have worked closely with Churchill Cleaning services since their contract began in 

July to develop a bespoke auditing tool that is in line with the NEAS IPC auditing tool. 

 

The IPC Team shadowed station cleaning audits with Churchill during the initial contract takeover 

to assist the Churchill team with familiarising and understanding the standards required.   

 

Churchill are required to provide a report that includes all site audit results. 

 

21 of the 22 stations scored below 95% for NEAS IPC Station Audits in Q3 whilst 18 of the 

corresponding Churchill (cleanliness) audits scored below 95%. 
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Operational and Estates issues - Lowest compliance items include: 

 

• Clinical waste – Sharps and clinical waste containers not locked 

• Laryngoscope tub closing mechanism not deployed 

• Cleaning schedule / Signing sheet not available – These have now been provided by IPC 

• Hospital blankets found on site (found in rest rooms) 

 

Cleanliness issues – Lowest compliance items include: 

 

• Sluice area/units not clean (floor, walls, hand wash basin, utility sink, slop hopper) 

• Clinical and medicine store floors and shelving not clean 

• Kitchen floor and horizontal surfaces not clean 

• Fridges and microwaves not clean 

• Rest room area / furniture not clean 

 

 

NEASUS Adenosine triphosphate (ATP) Swabbing 

 

NEASUS staff undertake random ATP swabbing to monitor cleanliness of vehicles post clean 

providing assurance their cleaning processes are robust. 

 

Month Vehicles swabbed Total areas 
swabbed 

Areas retested % passed 

April 20 100 0 100% 

May 20 100 4 96% 

June No results due to manufacturer issues 

July 16 80 0 100% 

August 20 100 1 99% 

September 20 100 1 99% 

October  19 95 2 97% 

November 20 100 0 1005 

 
 

IPC Adenosine triphosphate (ATP) Swabbing 

 

The IPC Team complete a small sample to verify vehicle post clean cleanliness 15 vehicles were 

ATP swabbed in Q3 – 75 test areas were screened all passed scoring under 500. 
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NEASUS Vehicle Cleaning Monitoring 

 

NEASUS clean and replenish stock of vehicles at regular intervals (6, 12 and 24 weeks) with a target 

of 224 vehicles per month. NEASUS has implemented additional daily vehicle cleans as part of the 

cleaning trial and have undertaken 5696 vehicle cleans of unscheduled and scheduled care vehicles 

throughout February to November 2021. 
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Monitoring of Cleaning Contract  

 

Churchill have reported cleanliness scores for 48 sites from 50 sites which they clean over Q3.  8 of 

the sites reported have scored below 90% the IPC Manager has requested a KPI that states sites 

are uplifted (recleaned) if they score below 90% and further monitoring is carried out within a week 

to demonstrate assurance sites are clean.   

 

Sites scoring below 90% December 2021   

  

• Newcastle Central 88%  

• Belford 87% 

• Blyth 85% 

• Morpeth 87%  

• Rainton Bridge 88% 

• Rothbury 89% 

• Billingham 83% 

• Redcar 83% 

 

Education & Training  

 

7 IPC presentations were delivered in Q3 

• 1 x Newly qualified paramedics (NQP) 

• 1 x Ambulance Car Service (ACS) 

• 4 x Emergency Operations Centre staff (EOC)   

• 1 x Ambulance Care Assistants (ACA 

 

 

Clinical Waste  

 

The IPC and SSO station audits both identified issues regarding clinical waste this has been 

reported to the Environmental and Sustainability Meeting the IPC Team are working with estates to 

put out further messaging regarding safe practice. 

 

• Sharp silo bin not locked  
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• Labels are completed on the front of the sharps container 

• A NEAS label is attached on disposal of sharps container 

• Laryngoscope container is assembled correctly, and the temporary closure mechanism 

deployed 

 

IPC Incidents  

 

There were 18 IPC incidents reported in Q3. 

 

• 3 x Contact with a used needlestick  

• 8 x Exposure to infection  

• 5 x Failure to decontaminate 

• 1 x Contact with used sharp (not needlestick) 

• 1 x Exposure to infestation 

 

Outbreak Areas in Q3  

 

6 COVID-19 outbreaks were declared to NHSEI during Q3. All outbreaks were managed in 

compliance with the outbreak policy overseen by the DIPC via weekly outbreak meetings.  The H&S 

Manager completes a COVID Secure Risk Assessment at outbreak sites, concerns are escalated 

to operational staff, IPC, H&S and estates as appropriate. Outbreaks during Q3 have involved small 

numbers of staff.   Social events during the festive period only accounted for 1 outbreak. Review of 

2 outbreaks suggested there may have been lapses in face mask wearing when in vehicles.  The 2 

outbreaks at EOC Bernicia House identified suggested lack of social distancing although COVID 

secure measures are in place staff may have socialised/talked over screens and not fully adhered 

to PPE.  

The IPC mitigations available to prevent cross transmission of COVID-19 are adequate however 

small personal lapses can result in outbreaks. No large outbreaks have occurred during the second 

and third wave of the pandemic which indicates staff adherence to IPC measures is excellent. 
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Site Reported 

to NHSEI 

Staff 

Involved 

Status RAG 

Rating 

Hawkeys Lane (1) 11/10/2021 4 Closed after 28 days Closed 

Ambulance H Bernicia House (1) 

 

08/11/2021 3 Closed after 14 days Closed 

Dukesway Education Centre 

 

07/12/2021 6 Closed after 35 days Closed 

Hawkeys Lane (2) 

 

09/12/2021 3 Closed after 15 days Closed 

Peterlee Station 22/12/2021 3 Closed after 14 days Closed 

Ambulance H Bernicia House (2) 

 

29/12/2021 6 Expected to close 

21/01/2022 

Ongoing  

 

 

Assurances 

 

Monitoring from Unscheduled Care (CCM) and Scheduled Care demonstrate overall excellent 

compliance with IPC practice (acknowledging numbers of audits are low). 

 

Outbreaks are of minimal staff numbers and time limited indicating control measures are effective. 

 

NEASUS have provided vehicle cleaning above their schedule due to the cleaning pilot and 

demonstrate excellent levels of cleanliness through ATP swabbing.   

 

Risk Identified 

 

One IPC risk identified ID 461; lack of specialist IPC resources.  

 

Due to REAP 4 Low numbers of CCM observational audits reported that include: Hand hygiene, 

BBE, ANTT and PPE providing limited assurance that IPC practice is satisfactory. 

 

IPC Station Audits demonstrate poor cleanliness standards on sites. 

 

Monitoring of Cleaning services identifies 8 sites that fall below the National Standards of 

Cleanliness.  
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Recommendations 

 

Monitoring of Hand Hygiene, BBE, ANTT and PPE to recommence as soon as REAP allows.  

 

Additional staffing resources allocated to IPC. 
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End of Life Team (EOL) 

 ____________________________________________________ 

The End of Life Team transferred to the Quality and Safety Directorate at the end of Quarter 2 

2021/22. 

Current EOL transport service provision 

• 3 vehicles (St John’s ambulance) 

• Hours of operation Monday – Friday (including bank holidays) 09:00 -19:00* 

 

*The aim is to extend the EOL to provide 7-day service provision 

 

2021 Transport Requests   

 

 

 

• 2,152 weekday requests  

(1 hour 23 minute average  

response time) 

 

• 312 weekend requests 

(1 hour 48 minutes average 

response time) * 

 

*all weekend calls used a core 

emergency crew/ vehicle 

 

 

 

It is anticipated reporting for the EOL service will be developed and incorporated into the Quality 

and Safety Quarterly report over the next 6 months. 

 

 

Monday - Friday
87.4%

Weekends
12.6%
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Purpose: *** PLEASE NOTE THIS REPORT CONTAINS 

INFORMATION WHICH MAY BE DISTRESSING*** 

To share a framework that has been developed to review any suicides of Trust 

colleagues that occur, as required in the role remit of the Health & Wellbeing 

Guardian and should be shared with Trust Board.  

The framework has been tested after NEAS has sadly experienced two 

colleagues who have committed suicide in the last 12 months. Both reviews and 

identified actions are shown in the Appendices. 
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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 this framework has been developed internally within NEAS. The intention is 

for the framework/review to be 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. 

 

The framework has been tested after NEAS has sadly experienced two colleagues who have 

committed suicide in the last 18 months. Both reviews and identified actions are shown in the 

Appendices. 

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

Assessment 

As can be seen from the two reviews, there is a high level of personal and professional support 

provided to colleagues and families when a colleague takes their own life through suicide. 

However, it also evident that the support is done so through experience and knowledge rather 

than having a process to assist and ensure nothing is missed; particularly at an emotive time. 

There are also some gaps identified in the organisations systems and processes which whilst 

may not have contributed or impacted upon what happened, can be strengthened. 

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

Recommendation 

The Board is asked to note the framework that is now in place and the approach that has been 

taken to facilitate such reviews, in order to provide assurance in line with the Wellbeing Guardian 

requirements and identify any learning for the organisation.  

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

Next Steps 

The actions as identified in the individual reviews will be assigned owners and timescales 

through the People Group.  

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

Appendices 

Appendix 1 - Suicide Review – Colleague A 

Appendix 2 - Suicide Review – Colleague B 

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



 

          North East Ambulance Service Suicide Review Framework 

This framework is to review a suicide of a Trust colleague, this is facilitated by an independent manager 

to consider the circumstances and information relating to the death and if the Trust could have acted 

differently and provide learning and support for the organisation. The independent manager will review 

the suicide alongside immediate managers and internal contacts to gather this information. This is not 

intended as an investigation and should be sensitively approached to review the information known or 

available. The independent manager will review the circumstances at the time of suicide and within 3 

months before death. 

 
Reviewing manager – this may include a HR rep to support the review 

Name:  

Job title:  

Name (HR rep):  

Job title:  
Date review commenced:  

Date review completed and 
submitted to the Health and 
Wellbeing Guardian – John 
Marshall. 

 

 
 

 Demographics  

Employee name:  

Age:  

Sex:  

Ethnicity:  

Job title: Clinical Care Assistant 

Employment status: 
Employed, bank/honorary, student 

Unscheduled Care 

Place of work – home, Trust site:  

Contracted hours: 33 hours – conducted a lot of overtime too. 

Average length of shift pattern: 11 hours 
Number of years’ service: 5 years 

 
 

Details of the death 

Date of death:  
Method used:  

Source of method: (i.e where it 
was obtained) 

 

Place of death:  
 
 

Coroner’s decision (narrative, 
suicide, undetermined/open, 
misadventure) this information 
may be added at a later date if not 
known at the time of the review 

NEAS were contacted by Coroner for this case however were 
not called to give evidence as Coroner had no concerns with 
NEAS. However, statements were provided by Paramedic 
XXX. 
 

 
 
 

 



 

Internal contacts 

Line Manager name:  

Manager: who was the family 
contact 

 

Manager: who was the contact for 
crew and staff affected 

 

HR representative:  

Comms representative:  
 
 

Initial/immediate actions following death: 
 

Initial notification of death: 
How was the Trust informed? 
What were the immediate 
actions? 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

NEAS DCA crew attended the 
on the evening of the incident. 
 
Line Manager received call 
08:00 from On-Call Manager 
regards to the incident. 
 
Crew informed EOC and on call 
Clinical Operations Managers 
dispatched to XXX station to 
inform and support staff, based 
at the station for one week for 
all shift changes throughout 
that week. 

The crew that attended the 
house noticed a photo of XXX 
in the house and XXX’s partner 
indicated to the             crew that XXX 
was one of ours (NEAS) staff. 
 
Who decides which manager 
supports the crew and family 
(depends on availability and 
personal circumstances). 
 
Meeting to plan what actions 
were to be taken. Head of 
Service was on leave, 
however, was notified of the 
suicide before this meeting 
was undertaken. 

 

Upon notification of staff 
suicide, what to do in the event 
of (flowchart or action card). 
Training/instruction to provide 
any necessary support. 
 
Create guidance on what to do 
and communication strategy 
and how/what information will 
be shared. 
 
Staff/managers on leave 
should not be contacted until 
discussions with senior 
managers are undertaken, 
this could also be construed 
as a data breach. There 
should be enough managers 
at work to deal with the 
situation. This process would 
involve a risk assessment such 
as consideration to share 
information if it is known it 
will appear in the press or 
social media. This should form 
part of the         
communication plan. 



 

Immediate support to family: 
What support was put in place 
and who was involved 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Clinical Operations Manager 
supported the family who was 
supported by HR Business 
Partner in relation to financial 
support and advice (pension). 

Manager supported the family 
and was the liaison with the 
Trust. XXX’s partner was 
offered counselling through 
the Trust, this was authorised 
via Occupational Health Dept 
however the partner declined 
this as sourced own support 
through own                        employer. 
 
Manager also supported    the 
staff involved with the 
incident. 

 

Assessment was undertaken 
during this incident around the 
deployment of a Single point of 
contact for both staff and 
family. 
 
As one manager had been up 
all night at XXX station, 
physically and mentally 
involved with the staff there 
was a foreseeable risk of 
fatigue. The decision was made 
at an MDT the following 
morning that another Line 
Manager would be the family 
contact. 
 

Creation of log for continuity 
and lesson learned. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Immediate support to 
colleagues/crew: 
What support was put in place 
and who was involved, inc 
those who were closest to 
employee 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Defuse, crew stood down 
immedicably after incident. 
 
After the incident senior 
managers (scheduled and 
unscheduled care) at station 
for visibility and to talk 
through what had happened 
and provide support and 
information/signposting 
around support available Occ 
health etc. 
 
Manager attended XXX 
station for shift 
changeovers, 
Note: specifically around one 
staff member who was 
particularly close to XXX. 

Manager sent out email to 
those involved with information 
around sign posting to services 
that may be able to assist if 
struggling (leaflets etc. put on 
station) 
 
Open referral for any staff 
member to self-refer if they 
felt the need to do so. 

Defuse was conducted 
immediately after the incident. 
 
Follow on to a formal debrief 
to allow staff to express their 
feelings and learn from others 
about their experiences in 
relation to the incident. 
 
Staff should be afforded the 
necessary support and or 
signposting to appropriate 
services. 
 
Consider bereavement training 
for managers. 
 
Feedback that the visit by two 
NEAS staff members to the 
family was very positive and the 
manager found training as                     a 
Family Liaison Officer was very 
valuable alongside HR advising 
around policy and pension etc. 
This was acknowledged as 
positive. 

Risk factors 
 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Was the deceased on shift 
when suicide took place: 

No No flags were raised prior to 
the incident. 

Was the deceased due on shift 
in the 24 hours before or 
after the death: 

No  

When was the last shift 
worked: 

  

Work arrangements: lone 
worker, home worker, office 
based, EOC, operational – 
RRV/DCA, single/double crewed 

Double crew member on 
Unscheduled care. 

 



 

Was the deceased absent from 
work prior to the death: 
Sickness absence, suspension, 
annual leave, any other form 
of leave 

No absence recorded on First 
care. 

 

Review previous absences: 
reasons, length, pattern of 
absences 

N/A  

Was support in place for 
return from any previous 
absence: OH support, return 
to work meetings, phased 
return plan, formal absence 
review meetings. 

N/A  

Had the deceased been 
working any overtime prior to 
the death: review working 
pattern, was overtime 
excessive, had annual leave 
been used to work overtime 

Unsure however XXX 
conducted a lot of overtime. 

Consider how overtime at an 
individual level could be 
monitored through electronic 
systems.  

Any risk factors regarding 
employment: e.g disciplinary 
issues, loss of driving license 
and factors affecting change in 
job role, were all PDRs 
completed 

No known issues  

Any risk factors regarding 
personal circumstances: e.g 
debt problems, relationship 
problems 

 Was there an opportunity for 
managers/occupational health to 
identify any concerns outside of 
work and signposting available? 

Any risk factors regarding 
mental health: e.g OH referral, 
previous absences, previous 
self-harm, GP/other mental 
health support 

Nothing highlighted  

Any risk factors regarding 
substance use: e.g drugs, 
alcohol 

  

 

Any risk factors regarding work: e.g colleague dispute, any adverse/serious incident – inc attend 
trauma – review debrief process 

Nothing the Trust were aware of. 

 

 

 

 

 

 

 

 

 



 

Communications plan: 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

What internal communications 
took place and when 

Chief Executive announced 
the news in the daily update. 

The following day, 
Communications Team 
reminded staff not to share 
on social media.  

Published details of the 
funeral and how staff could 
virtually attend as Covid 
restrictions were in place.  

This worked well, comms needs 
to be kept succinct with 
appropriate messages 
maintained. 
 
Should a reference to social 
media be part of standard 
messages in the future? 

   

How did the Trust liaise with the 
family 

Clinical Operations Manager 
made contact with XXX’s family. 
 
Funeral arrangements 
discussed. 

SPOC – what support did they 
have? nothing formal in                 
place. 
 
CEO sent flowers to home 
address. 

  Visits with a family undertaken 
with two staff members.  
 
Creation of log for continuity 
and lesson learned. 

What external communications 
took place and when 

The family requested no 
publicity, and no media 
enquiries were received. 

The family requested a vehicle 
to escort the cortege. We also 
provided a guard of honor by 
members of the NEAS 
ceremonial team. 



 

 

Ongoing support to 
colleagues/crew: 
What support is in place and 
who was involved, how has 
this been maintained? Inc 
closest colleagues. 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Line Manager visited XXX 
station on the night of the 
suicide to inform and provide 
support to the staff. 
 
Line Manager visited XXX 
station to                    inform and support a 
specific staff member who 
knew the individual well. 
 
No formal debrief was 
conducted. 

Line Manager stood down and 
conducted a defuse according 
to call log, this was conducted   
away from scene. 

 

These briefing sessions where 
staff can talk and discuss their 
concerns around the incident 
are integral to management of 
traumatic events. 

 
Who supports the supporter, 
those are providing support to 
the family and staff alike. 

 
 

Mental Health Support: 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

What mental health support 
was in place for the colleague: 
Occupational Health, Siren, 
support networks, training 

Line Manager sent out email to 
those involved with information 
around sign posting to services 
that may be able to assist if 
struggling (leaflets etc. put on 
station) 
 
Open referral for any staff 
member to self-refer if they 
felt the need to do so. 

Appropriate debrief with staff 
as mentioned above. 
 
Clear messages/processes in 
place to signpost staff to 
relevant support services 
when required. 

Support for team who 
managed the death – 
managers, OH, HR, comms: 
what support was in place, 
peer support, debrief 

Line Manager visibility on 
station to provide support as 
well as email 
correspondence.  

 
Line Manager visibility on 
station and                                     staff based at 
XXX have private WhatsApp 
group 
 
No formal debriefs undertaken 

Debrief with all involved or 
those affected. 
 

The Trust have no control over 
the content of WhatsApp 
group. 



 

How is the support accessed: 
by individual, line manager, 
online resources, telephone 
resources 

Self-referral only at this point  

In light of all we have learned in this case, are there any gaps or additional learning we could 
gain for our mental health support for staff: 

See below. 

 

Review summary 

Summarise the review: 

What actions are recommended for the Trust following the review: clearly state who is 
responsible for escalating these actions 

1. Death in service review (accidental or suicide) flowchart or action cards. This needs to include 
containment information (social media and those on leave to be included) and how the manager 
manages relevant information (Action: Health & Wellbeing Task & Finish Group). 

 
2. Process to inform how to approach staff suicide, to include process to appoint managers/staff 

to undertake critical roles in the event of notification of a staff suicide. i.e. point of contact for 
staff, point of contact for family, communication liaison etc. (Action: Health & Wellbeing Task 
& Finish Group). 

 
3. Consider a process to support/debrief the management team involved in providing   the 

support to families/friends/colleague’s post event (Action: Health & Wellbeing Task & 
Finish Group). 

 
4. Consider bereavement training for managers involved in supporting 

families/friends/colleagues. Focus upon signposting to support such as counselling,                     
bereavement services etc. (Action: Health & Wellbeing Task & Finish Group). 

 

 



 

North East Ambulance Service Suicide Review Framework 

This framework is to review a suicide of a Trust colleague, this is facilitated by an independent manager 

to consider the circumstances and information relating to the death and if the Trust could have acted 

differently and provide learning and support for the organisation. The independent manager will review 

the suicide alongside immediate managers and internal contacts to gather this information. This is not 

intended as an investigation and should be sensitively approached to review the information known or 

available. The independent manager will review the circumstances at the time of suicide and within 3 

months before death. 

 

Reviewing manager – this may include a HR rep to support the review 

Name:  

Job title:  

Name (HR rep):  

Job title:  

Date review commenced:  

Date review completed and 
submitted to the Health and 
Wellbeing Guardian – John 
Marshall. 

 

 

 Demographics  

Employee name:  

Age:  
Sex:  

Ethnicity:  

Job title: Clinical Care Assistant & Paramedic Student 

Employment status: 
Employed, bank/honorary, student 

Employed/Scheduled Care 

Place of work – home, Trust site:  
Contracted hours: 0 hours 

Average length of shift pattern: 12 hours student 

Number of years’ service: 2 years 
 

Details of the death 

Date of death:  

Method used:  

Source of method: (i.e where it 
was obtained) 

 

Place of death:  
   

Coroner’s decision (narrative, 
suicide, undetermined/open, 
misadventure) this information 
may be added at a later date if not 
known at the time of the review 

U/K 

 

 

 

 

 

 



 

 

Internal contacts 

Line Manger name:  

Manager: who was the family 
contact 

 

Manager: who was the contact for 
crew and staff affected 

 

HR representative:  

Comms representative:  
 
 

Initial/immediate actions following death: 
 

Initial notification of death: 
How was the Trust informed? 
What were the immediate 
actions? 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

NEAS DCA crew attended the 
incident. 
 
Crew informed EOC and CCM 
dispatched to station to 
support crew. 

This was the crew that XXX  was 
meant to be working with 
during this shift.  
 
Crew were stood down at the 
request of paramedic & CCM. 
 
Who decides which manager 
supports the crew (depends on 
availability and personal 
circumstances) 

Upon notification of staff 
suicide, what to do in the 
event of (flowchart or action 
card). 
 
Training/instruction to provide 
any necessary support. 
 
Create guidance on what to do 
and communication strategy 
and how/what information will 
be shared. 

 

Immediate support to family: 

What support was put in place 
and who was involved 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Line Manager supported the 
family 

Line Manager supported the 
family and was the liaison with 
the Trust. Same Line Manager  
also supported the staff 
involved with the incident. 

Continuity was important and 
worked well, SPOC in relation 
to phone calls etc builds up 
Trust. This is a lot to take on 
for one manager, visits with a 
family should be undertaken 
with two staff members. 
 
Senior management to review 
capacity of person undertaking 
this activity. 
 

Creation of log for continuity 
and lesson learned. 

 
 



 

Immediate support to 
colleagues/crew: 
What support was put in place 
and who was involved, inc 
those who were closest to 
employee 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Defuse, crew stood down 
immedicably after incident. 
 
Senior managers (scheduled 
and unscheduled care) at 
station for visibility and to talk 
through what had happened. 

 Defuse was conducted 
immediately after the incident. 
 
Follow on to a formal debrief 
to allow staff to express their 
feelings and learn from others 
about their experiences in 
relation to the incident. 
 

Staff should be afforded the 
necessary support and or 
signposting to appropriate 
services. 
 

Consider bereavement training 
for managers. 

 
 

Risk factors 
 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Was the deceased on shift 
when suicide took place: 

No A stronger absence procedure 
for students is required with 
defined expectations for 
colleague and managers. 

 Was the deceased due 
on shift in the 24 hours 
before or after the death: 

Yes   

When was the last shift 
worked: 

  

Work arrangements: lone 
worker, home worker, office 
based, EOC, operational – 
RRV/DCA, single/double 
crewed 

Crew Member   



 

Was the deceased absent 
from work prior to the death: 
Sickness absence, suspension, 
annual leave, any other form 
of leave 

No absence recorded as not on 
first care as student. 

A stronger absence procedure 
for students is required with 
defined expectations for 
colleague and managers. 

Review previous absences: 
reasons, length, pattern of 
absences 

NA Previous absences may need 
to be accessed as part of the 
review. This would be to 
identify any themes or trends 
that could be could be linked 
to the suicide. 

Was support in place for 
return from any previous 
absence: OH support, 
return to work meetings, 
phased return plan, formal 
absence 
review meetings. 

Unknown in relation to 
university. 

Consider MOU with university 
to share information as they 
have systems in place to 
support students, websites, 
social media etc. 

Had the deceased been 
working any overtime 
prior to the death: review 
working pattern, was 
overtime excessive, had 
annual leave 
been used to work 
overtime 

5. No  

Any risk factors regarding 
employment: e.g 
disciplinary issues, loss of 
driving license and factors 
affecting change in job 
role, were all PDRs 
completed 

No known issues 
 

Unsure from university 
perspective 

Consider MOU with university 
to share information as they 
have systems in place to 
support students, websites, 
social media etc. 
NEAS/University have dual 
duty of care whilst student on 
placement 

Any risk factors regarding 
personal circumstances: e.g 
debt problems, relationship 
problems 

  



 

Any risk factors regarding 
mental health: e.g OH referral, 
previous absences, previous 
self-harm, GP/other mental 
health support 

 Consider MOU with university  to 
share information. 
 
How do we identify workers who 
need support and don’t disclose 
underlying health conditions at 
pre-employment? 

Any risk factors regarding 
substance use: e.g drugs, 
alcohol 

Nothing mentioned  

 
 

Any risk factors regarding work: e.g colleague dispute, any adverse/serious incident – inc attend 
trauma – review debrief process 

 

 

 
 

Communications plan: 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

What internal communications 
took place and when 

Message sent out via Comms 
on Siren agreed with XXX’s 
family. Quite quickly as media 
interest. 

This worked well, comms 
needs to kept succinct with 
appropriate messages 
maintained. 

How did the Trust liaise with the 
family 

Through Clinical Operations 
Manager. 

SPOC – what support did 
Manager have? nothing 
formal in place. 

 
There were two letters and 
two sets of flowers sent 
from the Exec 
team/organisation (unsure 
why). 

 
This is a lot to take on for 
one manager, visits with a 
family should be 
undertaken with two staff 
members. 

 
Senior management to 
review capacity of person 
undertaking this activity. 
 
Creation of log for 



 

continuity and lesson 
learned. 

What external 
communications took place 
and when 

Message sent out via Comms 
agreed with XXX’s family. 

SPOC discussed key 
messages with family as 
there was a lot of media 
interest.  
 
Messages were developed 
with NEAS Comms team 
that worked really well. 

 
NEAS Comms were 
contacting journalists locally 
to manage external media 
stories. 

 

  

Ongoing support to 
colleagues/crew: 
What support is in place and 
who was involved, how has 
this been maintained? Inc 
closest colleagues. 

Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

Line Manager contacted 
Occupational Health Manager 
who contacted Counselling 
provider. All set up to have                
drop in sessions at XXX station  
garage using social distancing  
(planned event to discuss 
issues). 

This didn’t go ahead as 
XXX worked across many 
stations and therefore 
each station/small staff 
group were offered the 
opportunity to choose 
whether they wanted it or 
not.  

These briefing sessions where 
staff can talk and discuss their 
concerns around the incident 
are integral to management of 
traumatic events. Need to 
consider whether we offer 
regardless of uptake.  

 

 
  

 
 



 

 

Mental Health Support: 

Question: Information gathered: Review: what went well, what 
could we learn from and do 
differently? 

What mental health support 
was in place for the colleague: 
OH, Siren, support networks, 
training 

Line Manager sent out email to 
those involved with information 
around sign posting to services 
that may be able to assist if 
struggling. 

Appropriate debrief with staff 
as mentioned above. 
 

Clear messages/processes in 
place to signpost staff to 
relevant support services 
when required. 

Support for team who 
managed the death – 
managers, OH, HR, comms: 
what support was in place, 
peer support, debrief 

Email support only 

No formal debrief 

Debrief with all involved or 
those affected. 

How is the support accessed: 
by individual, line manager, 
online resources, telephone 
resources 

Self referral only at this point Managers also have the ability 
to refer staff member if 
noticing a change in behaviour 
(staff/manager discussions 
first) 

 

In light of all we have learned in this case, are there any gaps or additional learning we could 
gain for our mental health support for staff: 

 
1. Process required for students who don’t turn up for a shift. How do we check on the student 

who haven’t turned up for a shift. What information is held for students in terms of Next of Kin 
in the event of an incident. 

2. Death in service review (accidental or suicide) flowchart or action cards. This needs to include 
containment information and how the manager manages relevant information. 

3. University/NEAS to consider an MOU to provide information around student issues, shift 
availability and absence. 

 
 

Review summary 

Summarise the review: 

What actions are recommended for the Trust following the review: clearly state who is 
responsible for escalating these actions 

 
1. Stronger process required for students’ management (Action: Head of Workforce Development).  
2. Death in service review (accidental or suicide) flowchart or action cards. This needs to include 

containment information and how the manager manages relevant information (Action: Health 
& Wellbeing Task & Finish Group). 

3. University/NEAS to consider an MOU to provide information around student issues, 
4. shift availability and absence (Action: Head of Workforce Development). 

 
 



 

 

 

 

Public Board Meeting No. 05 2021-22  

 

Date of Meeting: Thursday 24 February 2022   

Agenda Item: 13 

Executive Sponsor: Chief Executive Officer 

Author: Assistant Director of Communications & Engagement 

Title: Communications Report  

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☐ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: This report covers communications activity from November 2021 to January 

2022. It fulfills a purpose set in the Francis Report that Trust Boards are 

expected to have an awareness of issues raised in the media. It also fulfills an 

assurance that our duty to warn and inform the public during an incident is 

being met under the Civil Contingencies Act 2004. 

Previously Considered 

By: 

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 

☐ ☐ ☐ ☐ ☒ 
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Communications update – February 2022 
 

The volume of media inquiries has 
regularly been more than 100/month 
since the service moved to REAP 4 in 
July 2021, with the exception of 
December, which reflected activity not 
seen in almost a year. Last month, the 
volume of media inquiries more than 
doubled compared with December’s 
figures. 
 

 
 
Despite fewer media calls in December, 
the number of print and broadcast stories 
has increased over the last three months, 
reaching a peak in the first week of 
January 2022, following a leaked memo 
to the Health Service Journal about the 
extremis measures introduced in advance 
of the New Year bank holiday weekend. 
This led to more than 150 articles in 
national and regional media outlets. 
Where the team were able to speak to – 
and influence – the journalist’s story, the 
coverage was balanced or neutral. 
However, there were several negative – 
often sensationalist – articles where the 
team had not been offered the 
opportunity to speak to the journalist and 
explain the context behind the memo. 
 
The increase in media interest and 
activity relating to internal 
communications meant that we saw a 
knock-on effect with a decline the number 
of posts published through our social 
media channels.  
 

 
 
Our top Facebook posts over the last 
three months have related to public 
advice and guidance for storms Arwen 
and Barra, the latter which reached more 
than 333,000 people.  
 

 
 
The other most popular post related to 
the current health advisor recruitment 
campaign, which reached a peak 
audience before Christmas. 
 
We began to promote our new video 
resources in January, which have proved 
incredibly popular, with just four posts 
reaching a total of 30,450 people. The 
360-degree ambulance tour video has 
been especially popular. 
 
Our audiences on Twitter tend to come 
more from our own staff groups and 
partners, unlike Facebook, and this is 
reflected in the engagement with different 
content. 
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In particular, posts on performance, 

Remembrance Day in November, and our 

12 days of Christmas campaign were 

more popular. 

 

Stories and pictures of our staff are also 
popular on Instagram, with the 12 days of 
Christmas campaign and the health 
advisor recruitment campaign both doing 
well on this channel. 
 

 
 

Siren continues to be the focus of internal 

communications with 259,896 visits and 

171,872 page visits in January, both an 

all-time high for the site. 

The news update – now published three 

times a week – was read by an average 

of 1,240 people for each publication. 

 

 

The most read story in November related 
to the latest update on the national 
ambulance vehicle replacement 
programme. The most read pages in 
December and January were about 
overtime incentives and the most read 
stories in December were on the meal 
break proposals. The top story in January 
related to the start of filming of the BBC 
One Ambulance series by Dragonfly 
Productions. 
 
November also saw an all-time high in 
staff connections on Workplace (more 
than 60,000 for the month) as a result of 
the T-Awards. This was a record level of 
engagement on Workplace until the 
proposals for meal breaks the following 
month. Connections between staff almost 
doubled to just under 120,000 for 
December. 
 

 
 
This high level of engagement shows why 
Workplace is an important communication 
tool as colleagues were able to provide 
feedback and have questions and 
comments answered quickly. Members of 
the executive team were able to show 
they were listening.  
 
The number of Workplace accounts now 
stands at 75% - the highest accounts 
claimed since we launched – and 
engagement levels have continued to 
stay high, with the number of connections 
between staff counted at more than 
93,000 last month. 
 
Frontline colleagues are now regularly 
using Workplace as a tool to feed back or 
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ask questions. Examples of this in 
January included pension queries, meal 
break discussions and a poll about what 
CPD colleagues might be interested in 
accessing. Senior leaders have continued 
to respond quickly, demonstrating they 
are listening to concerns raised. 
 
We received more than 62,000-page 
views on our website in January after a 
drop over the previous two months.  
 

 
 

Careers and job searches continue to be 
the top reason for web visits, making up 
almost a third of all site visits. Most of our 
this traffic is directed to our website via a 
search engine (80%) and is mainly done 
on mobile devices (62%), highlighting the 
need for a review of the website to make 
it more accessible. Risk #498 details the 
need for investment on this platform to 
also address our responsibilities under 
the Accessible Information Standard. 
 
Other reasons for website visits include 
complaints and FOI requests and 
searches for documents – mainly the 
annual report. Our bounce rate - where a 
visitor leaves a site without visiting any 
other pages – remains high at 59% in 
January. 
 
 

 

 
 



 

 

 

 

Board of Directors’ Meeting No. 05 2021-22  

 

Date of Meeting: Thursday, 24th February 2022    

Agenda Item: 14  

Executive Sponsor: Dr Mathew Beattie, Medical Director 

Author: Wendy Profit, Risk Manager  

Title: Organisational Risk Register 

Paper Type: For Decision For Assurance For Information 

☐ ☒ ☒ 

Paper Status: Public Private Internal 

☒ ☐ ☐ 

Purpose: To inform the Board of Directors of the current risks logged against the 

Organisational Risk Register and provide assurance that risk management is 

embedded within the organisation and the most severe risks within the Trust 

are being mitigated and managed to an appropriate level. 

Previously Considered 

By: 

Public Board 

Executive Management Group 

Quality Committee 

Audit Committee 

 

 

Please indicate how paper links to the following key considerations: 

 

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

☒ ☒ ☒ 
NEASUS & Commercial Growth People Digital 

☒ ☒ ☒ 
Quality Improvement & 

Transformation 
Quality & Safety Clinical Model 

☒ ☒ ☒ 
Triple Aim: 
 

Better health and wellbeing Better quality of health 
services 

Sustainable use of NHS 
resources 

☒ ☒ ☒ 

Values: Compassion Accountability & 
Responsibility 

Respect Excellence 
& Innovation 

Proud to Make a 
Difference 

☒ ☒ ☒ ☒ ☒ 

CQC Domains: Safe Effective  Caring Responsive Well-Led 

☒ ☒ ☒ ☒ ☒ 
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………………………………………………………………………………………………………………………………………………………… 

Background 

The Organisational risk register has historically been presented to Board Members every quarter to 

provide updated information on the organisational or strategic risks held by the Trust and to provide 

assurance that the most severe risks are being managed through the organisation.  

The Organisational Risk Register for 2021/2022 is presented to members to discuss and review 

the content, seek / clarify the level of assurances provided and ensure that the risks captured are 

relevant as well as correctly risk rated against the current organisational position. 

The below provides an overview of the risks and current position as of 15th February 2022; It is 

important to note that this document is dynamic and therefore subject to change between writing and 

presentation. 

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

Assessment 

Present Situation  

The current Organisational Risk Register currently contains 5 specific risks; of these,1 risk shows a 

residual rating of 25, 2 risks show a residual ‘red’ rating, scoring 16 (N=1) and 15 (N=1) 

 

The highest residual risk rating (25) relates to the following risk(s): 

• Risk 468 – There is a risk that hospital handover delays will increase following the 

pandemic, reducing the resources available for us to respond to our patients and resulting 

in possible patient harm 

 

One risk is scored at 20 

• Risk ORR-41 There is a risk that we are unable to manage pressures in all services due to 

covid 19, growing demand, poor performance in category 2, 3 and 4 jobs, failure of other 

regional providers and changing patient behaviors 

 

One risk is scored as 16 

•  Risk 460 - Total Loss of EOC at Newburn and a requirement to evacuate the whole team, 

whether this is a systems driven issue, power loss, no heating, no water, telephony, fire, 

flood or if it is a requirement to evacuate for a planned event such as a deep clean 

 

One risk is scored as 15 

• Risk 384 – Due to a combination of i) the ongoing emergency NHS financial framework, 

and ii) the current commissioning uncertainties, the financial run rate increased in response 

to the Covid-19 pandemic. Consequently, there is a risk that after exiting the pandemic that 

the expenditure run rate will not reduce sufficiently back down to pre Covid-19 levels and/or 

increased income will be insufficient to ensure continued financial sustainability. 
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One risk is scored as 12 

• There is an overarching risk to the recruitment and retention of skilled workforce, this risk 

applies to clinical, no-clinical and support staff 

 

Strategy Implications 

The above risks are those that present the most risk to the Trust’s operations and strategies. The 

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

 

Corporate Governance and Compliance 

The ORR is currently presented across the governance structure of NEAS and Risk management 

is overseen by Executive Management Group, Audit Committee and work is being developed to 

embed risk into every group or committee within the current governance structure. 

 

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

Recommendation 

The Board is requested to note the current position and content of the ORR  

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

Next Steps 

Work is underway between Risk Manager, Trust Secretary and Medical Director to align the Trust’s 

Risk Register with the Board Assurance Framework. 
……………………………………………………………………………………………………………………………………………………………… 

Appendices 

Appendix 1 – Organisational Risk Register 24.02.22   

……………………………………………………………………………………………………………………………………………………………… 
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Performance and Finance Committee 

Escalation and Assurance Report 

To the Board of Directors 

 

 

 

 

 

 

Parent Committee Meeting Date: Thursday 17 February 2022   

Reporting Committee Meeting Date: Thursday 24 February 2022 

Chair:  John Marshall 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

1.1 Members noted the risk of significant overspend in the 22/23 financial year given the current 

expenditure run rates and current knowledge of income envelopes.  

1.2 Members noted the risk around the timely delivery of RRVs and sought additional assurance 

that all possible steps are being taken to ensure that these will be delivered within this 

financial year. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will 

need to be communicated) 

2.1 The Committee continues to monitor performance and were pleased to note significant 

improvements in most areas over recent weeks; 

2.2 The Committee noted a decrease in the Friends and Family test results for 111 calls and 

have requested a further report to come back on this to the Committee; 

2.3 The Committee noted the current dependence on third-party providers and will continue to 

monitor organisational plans to move away from this model; 

2.4 The Committee identified a need to have a broader discussion (perhaps at Board level) 

around the longer-term estates strategy. 

3. Assure (detail here any areas of assurance that the Committee has received) 

3.1 The Committee discussed the draft Financial, Capital and CIP plans for 2022/2023 noting the 

uncertainty in the current landscape and that the draft plan will feature as a substantive item 

on the March meeting agenda; 

3.2 The Committee received the report on compliance with financial and environmental policies. 

Risks 

Risks discussed: 

• The organisation is currently on an overspending trajectory for 22/23, but this has been 

assessed and a decision has been taken against a backdrop of the pressing need to ensure 

safe patient care and was previously discussed and agreed by the Board in January 2022 

(see ‘Alert’ above); 

• Delivery of Fiat chassis (see “Alert” above). 
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New risks identified: 

• There is a risk around how funding can be allocated to NEAS in a financial regime where the 

emphasis is on elective recovery, despite emphasis within planning guidance on the 

recovery of ARP and call taking performance. The Committee will continue to monitor this 

closely. 

Decisions Made (list here any decisions made within the Committee’s authority which should be 

brought to the attention of the parent body) 

5.1 The Committee agreed that oversight of the HARP project (including clinician recruitment, 

logistics and technology) will move to the remit of the People and Development Committee, 

with the Performance and Finance Committee to seek assurance on the performance 

improvement outcomes associated with the HARP project. 
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Quality Committee 

Escalation and Assurance Report 

To Board of Directors 

 

Parent Committee Meeting Date: Thursday, 27th January 2022  

Reporting Committee Meeting Date: Thursday, 13th January 2022  

Chair:  Helen Suddes  

 

 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

There are no issues that the Committee wish to escalate 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will need 

to be communicated) 

• The No Send Policy continues to be monitored and refined, but is being used appropriately 

during times of high demand. 

• Delays in clinician call back in 111 continue to be reported and monitored by the Committee. 

• A significant increase in Ambulance Handover Delays are being reported, national advice on 

what should be reported and when is still awaited. 

• The new National Patient Safety Framework is being introduced within the organisation and 

the Committee receives regular progress reports. We are currently on track and the new 

thematic approach is welcomed by the Committee. 

• The Committee continues to support the work being led by Dr Beatie and Adam Hopper 

regarding the Organisational Risk Register, with good progress being made to update those 

that relate to quality and safety. 

3. Assure (detail here any areas of assurance that the Committee has received) 

• Delays in clinician call back in 111 - A paper was presented describing how this risk is 

managed and it demonstrated that these delays predominantly occur during isolated periods, 

rather than continuously. Work is ongoing to understand the underlying causes which are 

believed to be staff sickness and demand 

• No Send Policy - good assurance was received in relation to how this process works and that 

it is having no negative impact on our patients 

• The Research and Development Annual Report was received. A broad range of R&D is being 

undertaken by the organization and the funding allocated continues to be received based on 

this performance. The Committee requested that this report be shared with the Board. 

4. Risks 

The committee discussed risks related to; 
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• Response time delays, particularly C2 

• Hand over delays and the recognition that these are part of a wider systemic problem 

• Clinician call back in 111  

• The impact of the very high staff sickness levels related to COVID, particularly in EOC 

• The impact on staff dismissal for those refusing to be vaccinated on our service and on those 

staff 

• Inaccurate media coverage impacting on the public’s perception of our decisions and services 

• Staff morale and welfare as a result of the continuous pressures they are working under  

• Lack of a funding agreement to support our Mental Health services 

New risks identified: 

No new risks were identified 
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MINUTES OF MEETING  
 

Meeting: Quality Committee 
 

Details:  Thursday 13th January 2022, 09:30 – 11:30, Microsoft Teams 

Present: 
 
 
 

H Suddes, Non-Executive Director (Chair) 
Dr G Morrow, Non-Executive Director (Vice Chair) 
Mrs H Ray, Chief Executive. 
S Rushbrooke, Director of Quality, Patient Safety, Innovation and 
Improvement  
Dr M Beattie, Medical Director 
P Liversidge, Chief Operating Officer  
T Gilchrist, Deputy Director of Quality and Patient Safety 
P Aitken Fell, Lead Consultant Paramedic. 
Ms K O’Brien, Director of People & Development 

In Attendance: Jane Farrelly, Trust Secretary 
Adam Hopper, Risk Manager  
Wendy Profit, Risk Officer 

Minute-taker: L Clarke, PA to Medical Director and Director of Quality & Safety  

 

No.   Action by  

1. 1   

1. Apologies for Absence  

 None.   

   

2. Declaration of Interests  
  

 

 None.   

2.    

3. Minutes of the Previous Meeting   

 The Committee reviewed the minutes from the previous meeting, and they were 
accepted as a true record of the business transacted. 

 

3.    

4. Matters Arising   

 There were no matters arising.  

4.    

5. Rolling Action Tracker 
 

 

 The Action Tracker was reviewed and updated. 
 
An in-depth discussion took place around actions 347 and 376. 

 

   

 Action 347 – Clinician Call Backs 
 
P Liversidge took the Committee through the 111 clinician call back breakdown 
report explaining that 111 calls which require a clinical call back are managed 
against KPIs 5a-c (proportion of call backs by a clinician in agreed timeframe), 
which forms part of the national IUC KPIs. These KPIs measure the time for 
clinical call back for specific disposition codes, and do not include clinician call 
backs from 999, ED validations, C3/4 validations or speak to/contact Primary 
Care dispositions.   
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The Committee were asked to note some additional information included within 
the report which includes a breakdown of the 15 longest call back times for 
each of the 3 KPI timeframes. Comments have been included where 
appropriate which indicate where data quality issues may be affecting times, 
but also noted are the times where calls waiting for a call back have been risk 
assessed. 
 
The Chair asked for clarification around the additional information within the 
report in order to elucidate how long the longest waits are.  P Liversidge 
explained that appendix 1 within the report provides information around the 15 
longest waits for  KPI 5a – 20 minutes,  KPI 5b – 1 hour and  KPI 5c – over 1 
hour.   The report demonstrates the longest wait within KPI 5 a; which received 
a call back after 8 hours and 13 minutes, this call was risk assessed by a 
clinician after one hour and it was found that no further action was required.  
For KPI 5 b; the longest wait was around 4 hours and 30 minutes and for KIP 5 
c; the longest wait was 11 hours and 23 minutes.  
 
The Chair felt the report provided some good assurance that despite some 
significant peaks on the 6th and 7th November; long waits for a clinician call back 
tend to be isolated and do not appear to be occurring on a daily basis, which 
she had previously feared was the case.  
 
G Morrow asked for some information around how patient expectations are 
being managed and communicated during the first call.  P Liversidge explained 
that for KPI 5 a, which is the most critical, during the initial call patients are 
advised that their call will be risk assessed by a clinician and will receive a call 
back as soon as possible, worsening advice is also provided, with the caller 
asked to call 999 should their condition deteriorate.  G Morrow asked whether 
in the event a second or third call is received from the patient, the call handler 
will have an appreciation of the length of time the patient has been waiting and 
whether they have access to notes from previous calls and the risk assessment.  
P Liversidge confirmed that this was the case and that if the call handler has 
any concerns, they can escalate these to a clinician.    G Morrow was pleased 
to hear that there was a joined-up process in place that provides continuity of 
care for patients who may have been waiting for a long time. 
 
The Chair enquired as to the current position in terms of 111 recruitment.   
P Liversidge was pleased to inform the Committee that currently there are the 
least amount of vacancies since the service went live.  Work is also being 
undertaken with external providers which is helping to manage capacity in 
terms of clinician calls. P Liversidge felt confident that the work in progress was 
getting the service to a maximum level of workforce, in order to deal with the 
issues around clinician call backs and health advisor advice.  K O’Brien advised 
that the CAS was due to be fully established by the end of March 2022.  We 
also recently went out to advert internally to offer staff on the road the 
opportunity to work out of the EOC and have successfully appointed 12 
Paramedics who are due to start in the next few weeks. 
 
P Aitken – Fell felt it would be useful if the report provided some context to help 
understand whether the peak in November could be attributed to staff sickness 
or increased activity.   The Chair agreed with this and felt the report with the 
inclusion of contextual data, that better explains periods when there is a 
deterioration in performance, should be shared at the March and May Quality 
Committee and then once some greater assurance around clinician call backs 
had been gained, could be reviewed on a quarterly basis. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PLL / LC 
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 Action 376 - Collaborative work with Finance to support discussion with 
the CCGs around the mental health strategy 
 
Although there have been delays in progressing this action, Dr Beattie was 
pleased to inform the Committee that Donna Short had now take up post as the 
Trust’s Mental Health Lead while Stephen Down is on secondment.   
 
S Rushbrooke shared with Committee members the news that she had been 
asked to co-sponsor the ICS Urgent Crisis Mental Health Group, which will help 
raise the profile of NEAS mental health services and put NEAS at the forefront 
to secure funding.  S Rushbrooke met with the Project Lead Team yesterday 
(12th January 2022), and they are in the process of appointing a Project 
Manager to undertake some data collection, in order to develop a robust project 
plan around how we deliver mental health services from an EOC perspective, 
but also to help to secure investment for the mental health car. 
 
The Chair appreciated both Dr Beattie and S Rushbrooke’s efforts in trying to 
take this action forward but was frustrated that it had still not been possible to 
secure long term funding for the Trust’s mental health services, particularly as 
this had been highlighted as an area of concern by the CQC.  S Rushbrooke 
advised that both TEWV and CNTW are committed, but both Mental Health 
Trusts are currently facing significant challenges in terms of staffing.   
S Rushbrooke felt the work around mental health would begin to gain 
momentum now that the ICS Group had been reinstated. The Chair was aware 
that funding for the mental health services had been a non-recurrent issue and 
was pleased to note that recurrent funding was included in the commissioning 
bid which was due to be discussed further at the Extraordinary Board of 
Directors meeting. 
 
G Morrow voiced his frustrations and pointed out that the return on investment 
for this kind of input is dramatically more than almost every physical disease, 
as it is proven that early effective intervention for people with serious and 
enduring mental health problems, is beneficial in terms of getting people back 
to work, being productive members of society and reducing burdens on social 
and medical care.  The Chair echoed these sentiments and requested it be 
formally noted that the Quality Committee continues to be frustrated that NEAS 
cannot secure recurrent funding for this service in order to make a genuine 
impact on the wider health economy. 

 

   

6. Director of Quality, Patient Safety, Innovation and Improvement Update  

 S Rushbrooke provided an update and discussed the challenges the Trust was 
currently facing as a result of the significant wave of the Omicron variant, which 
has led to an increased demand on services.  
 
NEAS staff have been incredible and shown resilience in coping with the 
increased pressure.  Sickness absence peaked at around 25%, we are now 
seeing a reduction to around 19%, but there have been significant challenges 
particularly in the EOC.  Support Services have been called upon to support 
operational colleagues, one area in particular that has needed reinforcement is 
the Covid Desk, which has received double the number of requests for PCR 
tests compared to this time last year. A second staff testing site has been set 
up at Dukesway. Karen Gardner's team have been phenomenal in swiftly 
setting the facility up, which has been operational since Saturday 8th January.  
This has provided extra capacity for staff testing especially as Hebburn is 
currently being managed as an outbreak site.  
 
S Rushbrooke went onto discuss the new national guidance around people who 
test positive with an LFT, no longer needing to get a PCR test to confirm the 
result if they do not have symptoms. It has been agreed that NEAS should not 
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implement accepting staff LFTs only.  While there is capacity for NEAS to offer 
PCR testing to staff and in view of the new swabbing centre that has been 
opened at Dukesway, it is felt NEAS should continue with PCR testing. 
 
NEAS is currently managing 3 outbreak sites; Dispatch HQ, HART and the EOC 
Hebburn.  The outbreak at Peterlee was swiftly curtailed and S Rushbrooke 
was pleased to confirm that this enabled the Executive Team to visit the station 
as part of the road shows that are currently being undertaken. 
 
In view of the announcement in 2021 that all frontline health and care workers 
in England will be required to be vaccinated as a condition of employment from 
April 2022, the Chair requested an update around the staff vaccination 
campaign. 
 
K O’Brien advised that the new regulations come into effect on the 1st of April 
2022.  Planning for this has been ongoing since November 2021, with an 
internal working group having been set up, as well as an AACE working group. 
Guidance and supportive resources have been produced for staff. Processes 
will be put in place to manage this via formal 1:1s, with staff offered two formal 
1:1s, if after the second 1:1, an individual is still unvaccinated and has no plans 
in place to receive the vaccine, then unfortunately their employment will need 
to be terminated in March ahead of the 1st April deadline.  It is estimated that 
this may affect approximately 40 – 100 members of staff and includes a mix of 
CCAs and Paramedics.  Mitigation has been put in place to offset this by over 
recruiting NQPs from March 2022.  A formal report around this will be presented 
to the People and Development Committee on the 18th January 2022 and is 
likely to be escalated to the Board. 
 
The Chair thanked S Rushbrooke and K O’Brien for their updates.  

   

7. Update from Medical Director  

 Dr Beattie explained that he had spent much of October, November and 
December looking at ways NEAS could do things differently to help deal with 
winter pressures.  Work has been undertaken with Commissioners to look at  
what measures could be put in place for different CCG areas.   A scheme has 
been agreed for Sunderland GPs to be able to book a taxi directly (where this 
is clinically appropriate, decision made by GP and the patient has consented 
to this) to take a patient to Emergency Departments and Emergency Care 
Units.  It is hoped that this will lead to a reduction in 999 calls, ambulance 
requests and handover delays. 
 
There are also workstreams around palliative care patients and patients in 
care homes that are being progressed, in order to  improve the care that we 
provide to patients, not just in the short term, but also in the long term, so that 
we have a more integrated approach with our colleagues in Primary Care. 
 
Work has also taken place during October and November to reinstate 
governance process, although unfortunately this has been somewhat curtailed 
given the rise of Omicron.  A discussion took place at the Audit Committee on 
Tuesday 11th January around delays in delivering the Clinical Audit 
Programme, although it is hoped that as soon as this current peak of Covid 
comes to an end, governance will be re-instigated. 
 
Following an extraordinarily difficult Christmas weekend, NEAS declared an 
Internal Critical Incident and escalated to CSP4.  Additional actions were put 
in place for the New Year weekend in order to manage workload and keep 
patients safe.  The Chair noted some of the media attention around this and 
asked S Rushbrooke whether there had been an increase in complaints as a 
result.  S Rushbrooke advised that no formal complaints from patients had 
been received. 
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The Chair thanked Dr Beattie for the update.  

   

 Quality, Safety and Effectiveness  

8  Organisational Risk Register   

 Dr Beattie informed the Committee that he had been working closely with Adam 
Hopper and reviewing this risk registers to identify where improvements can be 
made.  This a lengthy piece of work and progress is being made to develop a 
set of FAQs to help staff manage risk in a more positive way. This is still work 
in progress, therefore a formal report around the risk register was not shared 
with the Quality Committee on this occasion. 
 
The Chair was pleased to welcome Adam Hopper to the Quality Committee. 
 
A Hopper advised that he had been working closely with J Farrelly and  
K McQuade to change the wording slightly of risks in order to tie in with strategic 
risk. 
 
Following a discussion at EMG on 16th December 2021, risk MED05 - loss of 
clinical workforce, was de-escalated to an overarching risk around recruitment 
and retention of skilled staff. 
 
A gap analysis of the identified strategic risks associated with the NEAS 9, the 
BAF and the AACE Strategic Risk Register has been conducted. 
 
There are plans to look at risk from an organisational perspective, by including  
overarching risks on the register. 
 
Agreement was reached to amend Risk 468 to better reflect the risk of 
increasing handover delays and state the following “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” and scored as 25 initial, 25 residual. 
 
A Hopper and Dr Beattie have been meeting on a weekly basis to look at 
individual risks.  Guidance is being produced for risk owners to assist with risk 
scoring and re-wording.  The Chair pointed out that an in-depth discussion 
around risk had taken place at the November Committee and felt there was a 
culture of risk acceptance within NEAS and questioned whether risks were 
being scored appropriately.  A Hopper advised that some individuals over 
estimate risk, whilst others tend to under estimate it. It is hoped that the work  
being progressed, and the guidance being developed, will help to identify where 
risk scores need to be increased or decreased.  The Chair was pleased to hear 
that some more consistent and corporate guidance is being developed to 
support better risk management.        
  
Dr Beattie explained that he was keen to see risk become more integral to the 
work NEAS undertakes, particularly as an organisation in identifying risks 
associated with lack of investment.  The Chair felt that a lot of risks are 
intrinsically linked to system wide risks and suggested that the ORR might be 
linked to the ICB risk register in order to have some influence over systemic 
changes.  Dr Beattie agreed with this and had some high-level thoughts around 
NEAS highlighting its top risks to the ICB.   
 
J Farrelly was keen to see risk driving the agenda for the standing Committees 
and asked whether the Trust had previously undertaken an exercise on risk 
appetite.  A Hopper explained that this had previously been picked up at the 
annual risk appetite board development sessions, although unfortunately this 
type of work has been somewhat dormant during the pandemic, the Quality 
Committee recognised the importance of reinvigorating this workstream. 
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9  IQPR   

 Unfortunately, the most recent version of the IQPR was not available to 
review, however, P Liversidge provided a brief update on operational demand.  
The Trust is still at REAP level 4 and there are still challenges around 
workforce, as far as demand is concerned the CSP level is fairly consistent 
and we are seeing an increase in performance around call handling and 
response standards. Upon reflection P Liversidge felt the organisation on the 
whole had responded positively to the increased pressure and implementation 
of measures from the highest level of our clinical escalation plan.   It was 
pleasing to note than when benchmarked against other Ambulance Services 
nationally, NEAS are predominantly the best in responding to category 1 
patients.  NEAS ranks in the top quarter nationally against every standard, 
which is a testament to the way the Trust has responded to the recent 
pressures. 
 
The Chair thanked P Liversidge for the update and felt it was important to add 
some national context and was pleased to note that the Trust’s position has 
improved nationally. Although NEAS is not where it would like to be in terms 
of C2 performance, it is clear to see that this is a national problem and 
unfortunately this comes back to the lack of investment in ambulance services 
and highlights how important the upcoming commissioning rounds are for 
NEAS. 
 
The Quality Committee recognised that the IQPR document was out of sync 
with its cycle of business and appeared to be more aligned with that of the 
Board of Directors; L Clarke was asked to add this to the agenda for the next 
Quality Committee pre-meet, so a decision could be made around whether 
the IQPR should continue to come to Quality Committee.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LC 

   

10  Incident Reporting in Relation to Harm and Handover Delays  

 Following publication of the AACE “Delayed Hospital Handovers: Impact 
assessment of Patient Harm” report, recommendations have been made to 
organisations around reporting risks and incidents related to handover delays. 
One of which is that every 1-hour handover delay should be reported as a never 
event or serious incident, if NEAS were to adopt this approach, at least 30 
incidents would need to be reported per day, which is un-manageable.  The 
implementation of PSIRF would allow management of incidents in a more 
thematic way, therefore handover delays would become a theme. We are 
seeing a significant increase in handover delays, which are not the 
responsibility of NEAS, rather, these are a systemic problem.  A discussion took 
place at QRG around how handover delays should be reported. NEAS has 
suggested that serious incidents related to handover delays be looked at 
collaboratively with Acute Trusts, so outcome data for patients can be obtained 
to determine the impact of delays.  A NENC Quality Surveillance Group has 
met to look at this, although NEAS has not yet received an update on the 
outcome of these discussions. 
  
Although there is currently no agreement on how we will report incidents in 
relation to harm and handover delays, S Rushbrooke offered the Quality 
Committee assurance that every delay that is twice over ARP is reported as a 
moderate harm incident. Although it is not possible to undertake an individual 
investigation into every moderate harm incident, a thematic review is conducted 
which looks at the reasons for the delay.  S Rushbrooke and Dr Beattie have 
executive overview of these at the weekly Executive Safety Panel. 
 
S Rushbrooke welcomed suggestions from Committee members around how 
NEAS might report incidents related to handover delays. 
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The Chair could not re-call a single serious incident ever being reported as a 
result of a handover delay and had concerns that lengthy conversations had 
taken place with NHSEI and that  felt that perhaps NEAS could introduce some 
criteria for reporting these types of incidents, in order to be open and 
transparent about the detrimental impact they are having on patients.  
 
H Ray explained handover delays are the most explicit thing that is discussed 
at the weekly ICS Chief Executive meeting and all Trusts are aware of their 
individual responsibility, it is also worth noting that clinical responsibility for a 
patient hands over to the receiving Trust when NEAS arrives at ED.  It is 
important to recognise that handover delays are a symptom of a system wide 
issue and that the root cause of the problem is patient flow within hospitals and 
more specifically discharge.  H Ray felt that whilst we can look at changing 
reporting, as handover delays are sadly causing harm to patients, they are not 
the root cause and it’s the complexities of this that the system is trying to  
un-pack.  A new standard operating procedure has been enacted this week 
which is fully supported by the Chief Executives within the ICS and is mandated 
by NHSEI for a reduction of handover delays. It is important to be realistic about 
the system approach to the resolution of handover delays, with the radical 
solution being the work undertaken through the Urgent Emergency Care 
Network. 
 
The Chair agreed with H Ray’s comments but felt there was a need to think 
about the categorisations NEAS uses to report delays.   
 
S Rushbrooke advised that she was keen to draw out information relating to 
delays and length of delays for Acute Trust’s, so partner organisations are more 
sighted on this. 
 
Dr Beattie pointed out that for NEAS, the biggest challenge is not being able to 
respond to patients within the community, handover delays are a component of 
this, but demand versus resource, as well as some internal inefficiencies are 
also factors.  The situation is complex and multifactorial, so the work H Ray is 
involved in is of the utmost importance and highlights all of these potential 
problems and by working with partner organisations, helps to ensure patients 
do not come to harm due to inertia in the system. 
 
The Chair asked whether there was any information around how long the 
longest handover delays are.  H Ray advised that data around this is reviewed 
daily and when compared nationally, NEAS has some of the lowest numbers of 
handover delays and lowest lengths of waits. 
 
G Morrow suggested that the implementation of the new patient safety 
framework might be accelerated, so as to improve reporting of incidents related 
to handover delays.  S Rushbrooke felt this was a good idea and explained that 
some of the philosophy from the framework was already being embedded, 
particularly in the management of moderate harm incidents, so this could be 
progressed further once the current wave of Covid subsides.  
 
Dr Beattie highlighted that while patients are waiting in an ambulance, they are 
being monitored by Paramedics on a regular basis, to ensure if there are signs 
of worsening, there is negotiation with hospital staff to prioritise deteriorating  
patients. This is partly why we do not see many SIs being reported due to 
handover delays, so for NEAS , it is the patients that we cannot get to that are 
the biggest concern.  The Chair recognised that serious incidents are related to 
patient safety, however, hand over delays are a critical event for NEAS as an 
organisation and for the patients that we have not been able to respond to and 
felt perhaps rather than reporting these as SIs a different reporting category 
could be introduced. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
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11 Serious Incident Report   

 S Rushbrooke presented the report and highlighted the following: 
 

• A total of 7 SIs were declared between the 1st April 2021 and the 30th 
November 2021. 

 

• 1 SI was successfully de-logged therefore, the total number of SIs is 
currently 6. 

 

• The investigation of the 6 SIs was completed within the required 60-day 
timeframe. 

 

• The emerging theme from SI investigations relates to triage (50% of SIs 
declared).  

 

• All actions identified as a result of SIs have either been completed or 
are within the required timeframe for completion. 

 
S Rushbrooke made reference to the graph within the report that demonstrates 
the top 3 patient safety incidents reported by theme from the 1st April 2021 to 
the 30th November 2021. Upon review, incidents arising from triage issues and 
incorrect care have remained consistent when compared to the previous 
months total, whereas incidents from the ambulance delay category, have 
increased month on month and by 383% from the total recorded during April 
2021 when compared to November 2021. 
 
The Chair thanked S Rushbrooke for the update and was pleased to note the 
positive position in terms of management of SIs. 

 

   

12  No Send Survey Report   

 P Liversidge presented the No Send report for November and provided some 
highlights: 
 
42 respondents completed the no send survey, which was 84 less than the 
previous month. 
 
62% rated the provision good or very good in relation to their response.  
 
7%  called the service back as a consequence of their views that their condition 
had worsened. 
 
85% of callers got through to the service on the first or second time when 
calling. 
 
38% expected an ambulance, 24% did not and 34% had no expectation 
whatsoever. 
 
70% were told make their own way to hospital. 
 
52% were assured by the outcomes that that were suggested and 31% were 
not assured. 
 
Finally, for those that did call back, which were 5 out of the 42, 12 % of these 
had an ambulance sent to them as a consequence of calling back, however, 
only 4  % were transported which equates to 2 out of the 42 and the remainder 
were treated via alternative means. 
 
The Chair felt the report provided a great deal of assurance around No Send 
but would have liked it to include information about the outcome for the 2 
patients that were conveyed to hospital after calling back.     
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The Chair suggested that No Send might not just be invoked during periods of 
surge but could perhaps be used on a more regular basis as it appears to be 
helping to treat patients by actively asking them to self-help, when it’s 
appropriate to do so.  
 
Dr Beattie explained that there are certain aspects of No Send that we tend to 
use frequently and this forms part of the Clinical Safety Plan.  For example, 
over the New Year weekend NEAS instigated Level 4 No Send actions as BAU, 
this included: 
 
Refused Ambulance dispositions – with Health Advisors closing calls and 
advising patients to make their own way to ED 
 
Also, the following were removed from the No Send exclusion criteria: 
 

• Children under 2 

• Over 75s  

• Addisons  

• Chemotherapy within last 4 months 

• Mental Health  (apart from self-harm risk) 
 

A report around the impact of changes to No Send over the New Year weekend 
was produced by Shane Woodhouse and shared with the Chair and Vice Chair 
out with the meeting.   A review was undertaken of the No Sends associated 
with deaths and excluded cases that were subsequently passed to an 
alternative service. As a result, there was only 1 death associated with No Send 
over the bank holiday weekend, but no concerns have been highlighted.  There 
are daily discussions about additional actions that can be considered, there is 
a Task and Finish Group set up to discuss these surge measures. Some of 
these were already in place and there are QIA assessments and action plans 
being developed to move them from emergency surge actions into BAU making 
sure we work with our commissioners and systems partners including NHS 
Digital (Pathways).  
 
The Chair thanked P Liversidge and Dr Beattie for their updates and it was 
agreed that the No Send Survey Report should be reviewed at the March and 
May Quality Committee but that reporting around this would then move to 
quarterly.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PLL / LC 

   

13   Research and Development Annual Report 2020 /21  

 Dr Beattie explained that the Research and Development Annual Report 2020 
/21 was shared with the Committee for information. 
 
The Chair praised the report and felt it highlighted the innovative work being 
progressed by the Research and Development Team via the studies they are 
undertaking and some of their research publications.   
 
G Morrow felt the report was impressive and congratulated the team on the 
amazing work they have been doing to drive change within the organisation.  It 
was also pleasing to see the team had achieved more than double the number 
of points required in order to sustain funding, which is critical for the ongoing  
viability of the whole research program.  It was felt this should be highlighted to 
the Board as a significant success for the organisation. 
 
The Committee accepted the report and there were no further questions of  
Dr Beattie.  
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14  Minutes from Serious Incident Review Group  

 The Committee received the minutes from the Serious Incident Review Group 
for information. 

 

   

 GOVERNANCE  

15   External Review and Reg 28’s:  

 There were no external Reg 28s to review on this occasion.  

   

16 Board Assurance Framework (BAF)  

 J Farrelly explained that a proposal around the BAF had been presented to the 
recent Audit Committee, where it was agreed that the BAF would be 
incorporated into Ulysses and mapped against the 21 objectives in the 
Corporate Strategy, with the standing Committees receiving the objectives that 
are relevant to their remit, so that deep dives can be undertaken.   It is hoped 
that the clinical and quality objectives would be available in BAF format for 
review at the March Committee. 
 
The Chair thanked J Farrelly for the update. 

 

   

17 Any Other Business   

 None.  

   

18 Meeting Evaluation   

 The Chair emphasised that although the agenda had been refined due to the 
current pressures, this had not been reflected during the meeting, which had 
been informative and led to constructive and robust debate. 
 
There were no additional comments from members, learning had been 
achieved throughout the meeting and reflected upon in terms of risks identified 
and assurances gained. 

 

   

19 Summary of Assurances Gained   

 Assurances can be gained from the findings of the Clinician Call Back report, 
No Send Survey Report and Research and Development Annual Report 2020 
/ 21. 
 

 

   

20 Risks identified during the meeting  

 The significant ongoing pressure, not just on NEAS, but on the wider system 
was noted as a risk. 

 

   

21 Referrals/escalations to other Committees or Executive Team  

 There were no referrals or escalations to other Committees, however, the 
Quality Committee Board Report would highlight the work of the Research and 
Development Team detailed in the annual report as a significant success for 
the organisation. 

HS 

   

 Date and time of next meeting:  Thursday 10 March 2022, 09:30- 12:00, MS 
Teams 

 



 

 

CONFIDENTIAL 

 

People and Development Committee 

Escalation and Assurance Report 

To the Board of Directors 

 

Parent Committee Meeting Date: Thursday 24 February 2022  

Reporting Committee Meeting Date: Tuesday 18th January 2022  

Chair:  Alison Slater 

 
 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

• The Committee continues to monitor the number of individuals not fully vaccinated against 

COVID where the individual’s role requires them to have direct face-to-face contact with 

patients, noting that legislation requires those being deployed to be fully vaccinated by 1st 

April 2022. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will need 

to be communicated) 

• The Committee received an update on the impact of the COVID-19 on staff and on staff 

absence, which peaked at over 21% but is now beginning to reduce. 

• The Committee noted the high response rates to the HARP project recruitment which is 

positive. 

• The Committee received a presentation on the commissioner ask and were supportive of the 

management three-year approach to the recruitment of paramedics and CCAs. The 

Committee were satisfied that the relevant recruitment and training challenges had been 

identified. 

• The Committee noted that the current sickness absence rate of 5% has not been achieved 

since 2014 and that future target rates should be a stretch but achievable. 

• Completion of statutory and mandatory training continues to be high at approximately 93% 

however due to pauses for COVID and REAP pressures this is likely to decline. 

• Completion of appraisals was noted at approximately 82%. The Committee noted that EMG 

are allowing operational colleagues until 30th June 2022 to have a quality conversation, which 

will be aligned to 2022/23 reporting. 

• The Committee requested that workforce forecasts include additional forward months to 

provide more of a trending picture. 

• The Committee noted that the number of referrals to Talk Works for psychological support 

has more than doubled; there is also an emerging issue of some staff being unable to 

resume full duties given the impact of long Covid. 
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3. Assure (detail here any areas of assurance that the Committee has received) 

• The Committee received the bi-annual report on occupational health and received good 

assurance in the following areas: 

o Pre-employment medical screenings 

o Occupational Health service SEQOHS accreditation (re-accredited in November 

2021) 

o Staff health and Wellbeing – the Committee noted that funding has been secured for 

a staff wellbeing and psychological advisor on a 12-month contract.  

• Uptake of the flu vaccine stands at 53% which is greater than at the same time last year. 

4. Risks 

The committee discussed risks related to the mandatory vaccination of staff. This is currently 

rated 12 (a decrease from 16) on the Corona-virus risk register. 

New risks identified: 

No new risks were identified. 

 

 

ATTENDANCE 

Name Nov 21 Jan 22 

 

  

Alison Slater     

Carolyn Peacock     

John Marshall     

Karen O’Brien     

Sarah Rushbrooke      

Mathew Beattie      

Paul Liversidge      

 

 

 Attended 

 Sent Deputy 

 Apologies 

 No longer/Wasn’t member 
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MINUTES OF MEETING 
 

Meeting: People and Development Committee  

Details:  Tuesday 18th January 2022, 09:00-11:00, Microsoft Teams.  

Present: Alison Slater, Non-Executive Director [Chair]  
John Marshall, Non-Executive Director  
Karen O’Brien, Director of People and Development  
Sarah Rushbrooke, Director of Quality, Patient Safety, Improvement and Innovation  
Paul Liversidge, Chief Operating Officer  
Jane Farrelly, Trust Secretary 
Jenna Brown, Head of HR and Organisational Development  
Karen Gardner, Head of Workforce Development  
Lesley Ellison, Occupational Health Manager 

 

Minute-taker: Abbie Snowball, PA to Director of People and Development   

 
 

No Item 
 

Action by 

1.  Welcome and Apologies   

 A Slater welcomed all to the meeting and introductions were made.  
 
Apologies were received from Mathew Beattie.   
 
A Slater encouraged members of the Committee to ask questions and think about anything 
which is shared in this Committee which could have an effect on another Committee. 
 

 

2.  Declarations of Interest   

 J Marshall, J Farrelly and J Brown declared interest as a Board members of the Trust’s 
subsidiary company, NEASUS (North East Ambulance Service Unified Solutions). 
 

 

3.  Minutes of the Previous Meeting held on the 18th October 2021   

 The Minutes of the meeting held on the 18th October 2021 were agreed as an accurate record.    

4.  Matters Arising   

 K O’Brien explained that item 9 of the previous minutes mentioned the staff survey plan for 2021 
- she confirmed that a 50% response rate had been achieved which was an improvement on the 
previous year. K O’Brien further explained the Organisational Development Team would be 
reviewing the detail of the results over the coming weeks and it had been decided not to use the 
staff survey results in isolation and instead would be used alongside other sources of information 
such as the meal-break roadshows.  
 

 

5.  Register of Actions   

 ➢ Action 283 – It was confirmed the digital wellbeing pledge had been circulated and the 
action could be closed.  

➢ Action 284 – It was confirmed the F2SU case study had not been done and would be 
completed by the end of January.  

➢ Action 285 – J Farrelly confirmed this was discussed at Audit Committee and it had 
been agreed there would be one BAF for all Committees moving forward which would be 
aligned to the strategy, which will result in a Quarterly BAF for People and Development 
Committee.   

 
  

 

6.  Staff Story   
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 The staff story was intended to be from a member of staff who had been redeployed during 
COVID, however they were unable to attend on this occasion so this would be rescheduled for a 
future Committee. 
  

 

7.  COVID Workforce Update  
7.1 COVID Vaccination Update  
7.2 Occupational Health and Wellbeing 6 monthly assurance report 

 

 Covid Workforce Update  
 
K O’Brien explained the agenda for this Committee had been shortened to align with the REAP 4 
status however noted the workforce metrics were from 30 November 2021, due to the way the 
Committee had fallen.  
 
K O’Brien updated the Committee on the following current position:  
 

- The Omicron variant had reached the North East in the week between Christmas and 
New Year.  

- The Trust had increased sustained pressure for over 2 weeks, however, over the 
previous week it had started to settle.  

- The Trust sickness target is currently 5%, however would usually sit at between 5-7%. It 
was noted the last three weeks it had been consistently between 11-13% and peaked at 
21%. It was confirmed this was right across the organisation affecting third party 
providers and volunteers also.  

- Due to the sickness absence in the Trust, Support Service teams were unable to be 
redeployed in the way they usually would due to some being absent with COVID 
themselves.  

- Frontloading statutory and mandatory training has proven to be successful as has shown 
fairly high levels of compliance despite the pressures.  

- High levels of appraisals were due to be completed in Q4, however it was agreed the 
clock would be reset on these to complete in April/May/June to ensure the Trust is no 
longer doing appraisals during the winter period.  

- Fluid changes had continued to be made to infection prevention measures, isolation 
guidance, LFT and PCR testing. K O’Brien added the teams had been fantastic and had 
worked through the changing guidance to reach a safe place and although this did not 
match the government guidance it was felt the Trust needed to continue to protect staff 
to a higher level.  

- A second swabbing site was set up at Dukesway Training facility with members of the 
education team taking part in swabbing symptomatic staff members.  

- It was explained there was a significant reaction to the proposal of changing meal break 
locations to a more local site rather than going back to base, however despite this being 
one of many proposed measures to support staff and patients in times of pressure it had 
since been agreed this would be done on a voluntary basis.  

 
K O’Brien wanted to publicly say a huge thank you to all staff for going above and beyond again 
over the past few weeks.  
 
A Slater thanked K O’Brien for the update. She noted the change in appraisal timeframes and 
explained she felt this was a good time to change, due to the new Trust strategy and 
commissioner ask as it was an opportunity to link with the people plan to ensure staff get a 
meaningful appraisal.  
 
J Marshall asked if the appraisal deep dive was completed in 2021. K O’Brien confirmed this 
piece of work led by Joanne Donnelly, Organisational Development Facilitator found that 
appraisals had varying levels of quality, and some were done as more of a tick box exercise and 
some were meaningful. It was confirmed the paperwork was being amended and launched in 
due course.  
 
7.1 COVID Vaccination Update  
 
K O’Brien shared the following presentation on the mandating of the COVID vaccine as a 
condition of deployment and highlighted the following:   

VCOD Presentation 

- P&D Committee (18-1-22).pptx
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- Government Mandate  
o Passed in legislation on 6-Jan-22 
o Effective from 1 April 2022 
o Applies to employees, agency workers, students, volunteers and third party 

providers 
o Exclusions: no face to face patient contact, medically exempt, vaccine trial, 

under 18s, boosters 
- Progress to Date  

o AACE / SPF submission to Government consultation 
o AACE Task & Finish Group set-up Nov-21 
o NEAS Task & Finish Group set-up Dec-21 
o Informal encouragement letter sent to all staff about vaccines Dec-21 
o In-scope roles identified – justifications recorded 

- Current situation  
o Individual letters sent to staff who are recorded as not being fully vaccinated 
o NHS numbers/evidence being supplied 
o Additional recruitment approved to offset potential loss of staff 

- Next Steps  
o Formal 1:1 discussions with staff from end of Jan-22, throughout February 
o Continued engagement and dialogue with staff 
o Diversity/Wellbeing Leads Webinar planned 
o Redeployments can take place 

A Slater asked if any external communications was taking place across the ICS/system. It was 
confirmed a media statement had been prepared by AACE and Trust’s were looking at 
redeployment across the system, however NEAS were mindful of having increased clinicians in 
the EOC unvaccinated could lead to higher transmission within the EOC and may cause unrest 
between colleagues.  

J Marshall thanked K O’Brien for the assurance around the robust process and highlighted it was 
important to see NEAS were playing a leading role. J Marshall raised a concern around 
colleagues who had been vaccinated requiring redeployment opportunities and how they would 
be prioritised. K O’Brien confirmed those affected by this mandate would go through this 
secondary process which is in addition to the existing process and if someone was looking for 
redeployment due to organisational change or redundancy or other health factors then they 
would take priority. K O’Brien added the redeployment process for unvaccinated staff had been 
shortened and the onus was more on the individual to seek a suitable role.  

7.2 Occupational Health and Wellbeing 6 monthly assurance report 

 
L Ellison presented the report to the Committee and highlighted the following:  
 

- Occupational Health Department were SEQOHS accredited and had achieved this 
status since 2013.  

- 654 Pre-Employment Screening checks were completed  
- 729 formal referrals were received  
- 112 COVID referrals were received.  

 
L Ellison added that she was supporting the HARP project with new recruitment and would be 
undertaking pre-employment checks for all new starters. It was confirmed that all Occupational 
Health work has been and will continue to be carried out face to face whilst maintaining COVID 
safe measures.  
 
K O’Brien explained the Occupational Health metrics were now being added into the workforce 
metrics on a monthly basis and then a high-level report/presentation would be presented to this 
Committee annually to triangulate that data.  
 
A Slater thanked L Ellison for the report and explained it would be helpful to understand the 
return on investment and how the interventions are supporting staff to come back to work. She 
noted TalkWorks waiting time has increased but also referrals doubled. L Ellison confirmed this 
was why they were recruiting a Psychological Wellbeing individual to understand further and 
identify staff needs early. A Slater highlighted that it was useful to understand the referral source 
as for example you can see Cramlington stands out. She asked if ethnic groups were collated 
with this information. LE explained this was not information currently collated but would explore 
this for future reports.   

8.  Workforce Metrics Report   
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 The metrics report was shared and J Brown highlighted the following:  
 

- HARP recruitment was ongoing with targeted recruitment campaigns and confirmed the 
team was working hard to keep in touch with candidates and it was positive to see the 
increasing figures.  

- Health Advisors for Winter House was being explored to ensure we reach people from 
different areas in the region.  

There was a decline employee relations cases at the end of 2021 and changes had been made 
to the way cases were tracked on the report to show informal resolutions.  
K Gardner added the following points to note:  
 

- The CCA vacancy projection looked poor however noted 25 of those positions were held 
to fund student paramedics and paramedic apprentices and therefore the true reflection 
was 25 less than the figure showed.  

- Appraisal compliance was at 82% with support services needing to complete appraisals 
ASAP.  

- Statutory and Mandatory training remained at 93% with the exception of face to face 
competencies IG compliance was the highest recorded compliance.  

- Apprentice metrics were now included in the monthly report 
 
K O’Brien explained the next report would show a difference in the DBS check position and 
confirmed this was due to allowing some individuals to start training as Health Advisors prior to 
DBS checks. She confirmed some checks are taking longer to clear over the Christmas period 
however it was agreed only J Brown was able to approve people to start and an extra declaration 
was made when this was done to safeguard the Trust. It was further confirmed staff members 
were not able to work on their own/graduate from training until their DBS check had came 
through.  
 
K O’Brien highlighted that the COVID-19 vaccination stats did not look similar to what was 
presented earlier in the Committee however this was due to EOC staff being included in the 
workforce metrics whereas they are excluded from the mandate. 
 
It was explained the Flu vaccination uptake was at almost 53% (+150 on previous year) despite 
being unable to use peer vaccinators were not this year due to the REAP 4 status.  
 
P Liversidge noted that the CCAs forecast had improved from a previous position however 
requested the forecast was rolled on and extended to provide a further picture. It was agreed this 
forecast should show a rolling 12 months.  
 
It was suggested it may be useful to have a presentation on the paramedic apprenticeship or 
apprenticeships in general at a future meeting.  
 
J Marshall questioned how relevant the GoodShape absence dashboard was within the metrics 
report. K O’Brien explained work was underway to collate feedback from staff on how user 
friendly the system is as the contract is up for renewal in the coming year. J Brown added that A 
Gibson, HR Transformation Manager was beginning to set up focus groups around GoodShape 
due to the current contract ending in September however the data can be removed if not useful.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

K Gardner 

 

9.  Commissioner Ask   

 K O’Brien explained that as the Trust have made an ask to the Commissioners, the teams had 
thought through a number of scenarios and options in terms of recruitment, training, retention 
and sickness absence in order to.  
 
J Brown and K Gardner shared the below presentation:  
 

Commissioners 

Ask_ People and Development_180122.pptx
 

 
The following was highlighted:  
 

- Background / Key Areas of Focus  
- Additional Volume Recruitment Requirements  
- Options and Timescales for delivery 
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- Training Red Flags  
- Recruitment Red Flags  
- Sickness Absence Ambition Recommendations 

 
A Slater thanked J Brown and K Gardner for the presentation provided and agreed there should 
be an element of realism when addressing the sickness absence. A Slater also agreed that 
caution in having a 3 year plan seemed most sensible to allow the infrastructure to expand with 
the organisation.  
 
J Marshall thanked all for the immense input into this ask and it was evident that keeping NEAS 
as a great place to work was at the forefront. He agreed with A Slater and felt anything faster 
than three years and anything less than 6% absence would not be deliverable and raised 
concerns that NEAS would suffer the consequences of that in the future. J Marshall added that 
the Trust need to provide realistic assurances and ensure these can be maintained.  
 
P Liversidge noted he felt his was a well thought out plan and appreciated the engagement with 
the wider organisation.  
 
K O’Brien added the Trust need to be agile and fluid in the plan and understand where there are 
critical points for decisions and/or deviations and explained previously she understood the Trust 
had been more conservative and she felt there needed to be an element of risk to get ahead of 
the game as lead-in times are not short.  
 
A Slater thanked everyone for the information provided and it was agreed the presentation would 
be shared after the Committee. She confirmed she would escalate this assurance to the Board. 
  

10.  Future of HR and Organisational Development Report   

 K O’Brien explained the national report was shared for information and would be reviewed when 
the Trust moved out of REAP 4. 
  

 

11.  Healthcare Safety Investigation Branch (HSIB) Report   

 It was explained the report was shared for information, however within it there was a tragic case 
study about a young boy and there are some lessons learned for all Ambulance Trusts.   
 
In response to a question as to how this learning was shared across the organisation, S 
Rushbrooke confirmed case studies were shared in the safety bulletin and as part of the Serious 
Incident Review Group.  
 
K Gardner added that the National Education Network for Ambulance Services group are tasked 
with reviewing what is delivered in paediatric education and confirmed this would be reviewed at 
the meeting in February 2022 to meet the HSIB recommendation.  
  

 

12.  Any Other Business   

 No other business was raised.   

13.  Board Assurance Framework   

 BAF will be available at the next meeting.   

14.  Review of Meeting   

 A Slater thanked all for the contributions to the meeting and for the informative papers and 
presentations which were brought to life with insights and colour. She noted the agenda was 
integral to the recovery of the organisation.  
 
J Marshall echoed A Slater and noted the questions were answered in great detail providing a lot 
of assurance in the plans in place.  

 

15.  Date & Time of the next meeting:   

 22nd March 2022, 0900-11:00, Microsoft Teams.    

 



 

 

CONFIDENTIAL 

 

Technology Committee 

Escalation and Assurance Report 

To the Board of Directors 

 

Parent Committee Meeting Date: Thursday 24th February 2022  

Reporting Committee Meeting Date: Friday 14th January 2022  

Chair:  Dr Gerry Morrow 

 
 

KEY ESCALATION AND DISCUSSION POINTS 

1. Alert (detail here any items that the committee would like to escalate) 

• The Committee would like to alert the Board’s attention to the following: 

o As a result of a previous information governance breach, the Information 

Commissioners Office are adding a former NEAS employee staff member to the ICO 

Data Offenders Registry.  

o One information governance breach has resulted in a criminal investigation which is 

ongoing. 

o Retention and recruitment of IM&T staff was noted as increasingly challenging, given 

the highly competitive nature of the current market. This will be reviewed again in Q3 

2022/2023 and returned to the Committee for discussion. 

2. Advise (detail here areas of on-going monitoring and/or any new developments that will need 

to be communicated) 

• The Digital Strategy was presented to the Technology Committee in July 2021 and again in 

January 2022. The updated version incorporated previous Committee feedback. The Digital 

Strategy “plan on a page” is attached at Appendix 1. 

• The Board is requested to note that the Technology Committee is satisfied that the Digital 

Strategy meets DSPT requirements and is aligned to the objectives of the over-arching 

NEAS Strategy.  

• The Technology Committee will continue to will monitor implementation on behalf of the 

Board. 

3. Assure (detail here any areas of assurance that the Committee has received) 

• The Committee received an update on the DSPT Assertion Requirements for 21/22 noting 

that a baseline will be published by 28 February 2022 with a completion date of 30 June 

2022. There are 110 mandatory evidence items for 2021/2022. 

• The Committee sought assurance around outstanding actions – whether there are 

fundamentals that we have never  been achieved or whether these are different each year. It 

was noted that that an improvement plan is developed every year and that all actions are 

closed out, providing strong evidence and a good source of assurance. 

4. Risks 
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New risks identified: 

There were no new risks identified. 

 

ATTENDANCE 

Name Jul 21 Jan 22 

 

  

Dr Gerry Morrow     

Catherine Young     

Raman Sanghera     

Paul Chandler     

Kevin Scollay     

Paul Nicholson     

Dr Mathew Beattie     

 

 

 Attended 

 Sent Deputy 

 Apologies 

 No longer/Wasn’t member 
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MINUTES OF MEETING  
 

Meeting: Technology Committee 

Details:  Tuesday 14 January 2022, 09:00 via Microsoft Teams 

Membership: 

 

G Morrow (GM), Non-Executive Director (Chair) 

C Young (CY), Non-Executive Director 

In attendance: 

 

 

K Scollay (KS), Group Director of Finance & Contracting 

P Nicholson (PN), Chief Technology & Information Officer (CTIO) 

Professor Michael Norton, Deputy Medical Director 

Z Devine (ZD), Informatics Manager (items 5 and 6) 

Seema Srihari, Information Governance Manager (items 5 and 6) 

Minute-taker: Jane Farrelly, Trust Secretary 

 

No.   Action by  

1.  Welcome and Apologies for Absence  

 Apologies were noted from Paul Chandler and Dr Matthew Beattie.   

   
2.  Declarations of Interests  

 There were no declarations of interest declared.  

   

3.  Minutes of last meeting held on 13 July 2021  

 The minutes of the meeting held on Tuesday 13 July 2021 were agreed to be a true record. 
 

 

   
4.  Register of Actions   

 Items 22, 24 and 25 relating to the Digital BAF, Digital Strategy and Information governance 
breaches respectively were all noted as substantive agenda items. With regard to action item 26 
relating to the TRA audit, the Group Director of Finance and Contracting advised that this had 
been through the Audit Committee and would be referred to the NEASUS Board for their 
consideration. 

 

    

 Item 27 was noted as closed and the Group Director of Finance and Contracting advised that the 
DSPT audit has been added to the Board of Directors cycle of business and item 28 can therefore 
be closed. 

 

    

 Item 29 regarding the frequency of DSPT reporting to the Committee was noted as on the agenda 
and could also therefore be closed.  
 
The Committee discussed internal audit recommendations, particularly those relating to 
information governance (IG) breaches, and how these are actioned. The CTIO agreed that the 
actions are key and sometimes difficult to track as they get distributed. He suggested pulling these 
out into a separate breach action log to provide the Committee with assurance regarding tracking 
and completion of audit actions. The IG manager advised that the actions are based on 
recommendations and that not all are “do-able”. She recommended developing an agreed 
approach to inputting IG audit actions on an action log. 
 
Action: TC 30: CTIO and IG to develop plan for the tracking and completion of IG breach actions 
for additional assurance regarding tracking of audit actions. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
P Nicholson/S 
Srihari 
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The Committee discussed IG breaches generally and whether the majority of breaches were 
intentionally malicious or accidental in nature. The Chair advised that when the Committee was 
established the IG manager produced a report which showed that the majority of breaches were 
accidental. She also advised that any malicious breaches are reported to the Information 
Commissioners Office (ICO) and dealt with via HR. The IG manager agreed to share this report 
again with the Committee. 
 
Action: TC 31: IG manager to share report showing breakdown of IG breaches. 
 
The Informatics manager advised that they had met with Communications recently to discuss the 
proactive communication of the impact of accidental IG breaches to staff and advised that they 
will be working on the development of scenarios to help bring this to life for staff. 
 

 
 
 
 
 
 
 
 
 
S Srihari 

 
 

Items for Assurance 

5. Information Governance Data Breaches  

  
The Committee received the report on IG data breaches from the IG Manager. 
 
The IG manager advised that there was just one ICO reportable incident during this period, which 
related to an instance where information was accidentally shared by mistake. The Committee 
noted that the ICO agreed with NEAS’s management of this incident was appropriate and have 
not sought any further action which should provide the Committee with good assurance. 
  
The Committee commended the report, noting the vast improvements that had been made. The 
Group Director of Finance and Contracting advised as a result of one of the previous breaches, 
the ICO are adding a staff member to the ICO Data Offenders Registry. There is also one breach 
which has resulted in a criminal investigation which is ongoing. The Committee agreed that these 
should be escalated to the Board for their information.  
 
Action: TC 32: The IG breaches relating to the ICO data offenders registry and criminal 
investigation to be escalated to the Board via the assurance and escalation report.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chair/Trust 
Secretary 

   

6.  Data Security & Protection Toolkit (DSPT) Status Update  

 The Committee received an update on the DSPT from the Informatics Manager and IG Manager. 
 
6.1 Update on 20/21 Improvement Plan  
The CTIO advised that the team has spent 6 months documenting existing software to identify 
whether it is still being used and if it is supported. He confirmed that there is very little that is 
unsupported. He advised that there are challenges relating to accessing archived data as this 
requires maintaining older versions of software which can still be run but which are not formally 
supported. This is the only outstanding action and the CTIO advised that the team are working on 
articulating the risk in layman’s terms for the organization to understand better. 
 
With regard to the rollout of new laptops, the CTIO confirmed that although staff may be using 
older hardware, the software is upgraded and updated.   
 
The Deputy Medical Director identified the importance of legacy data as a potential source of 
information to help improve patient care, as well as for research purposes and queried how this 
data is safeguarded. The CTIO advised that this data is safeguarded through the data warehouse 
which houses data as far back as 2006. With regard to 999 call recordings, the CTIO advised that 
these are kept for at least 10 years but that there are storage issues as these take up a lot of 
space. The Committee noted that there is storage for the next three to four years but that this is 
a challenge. The CTIO advised that he would like to convert the recordings into text, however the 
Committee noted that the nuances of how people ask for help for breathing difficulties which would 
change the acuity of the call, may be lost as a result of such a move. 
 
6.2 Update on Assertion Requirements for 21/22 Submission (including timetable and 
proposed governance)  
 
The IG manager advised that there are 110 mandatory evidence items. The Committee noted that 
reviews are currently being undertaken by the subject matter experts (SME) with a plan to publish 
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a baseline by 28 February 2022 with a completion date of 30 June 2022. The Committee sought 
assurance that the 28 February deadline would be met, and the IG Manager advised that this 
deadline is more of an initial indicator to NHS Digital that work has begun on DSPT compliance 
and that there would be no issues with this. She further advised that there is are any assertions 
which NEAS will find difficult to meet, this should be known by February and the Committee will 
be advised accordingly. 
 
The Chair queried how confident the organisation could be that they would receive the necessary 
assurances. The IG manager advised that an initial RAG-rated review identified 35 high-risk items 
but that 5 or 6 of these have already been completed.  She advised that the team would be able 
to give a more comprehensive picture upon completion of the SME review on 9 February. The 
CTIO further advised that this is an extremely high priority and is in all of his team’s annual 
objectives. The Chair requested that any internal blocks which may prevent NEAS from achieving 
the standards are raised with the Committee, out of the usual business cycle if necessary, so that 
these can be raised with the Board or support can be given to achieve the relevant standards. 
 
With regard to internal blockages, the Group Director of Finance and Contracting advised that 
EMG recently approved a business case for a tool which supports the DSPT and that EMG are 
beginning to appreciate the importance of the DSPT.  
 
The Chair summarized the discussion by emphasizing that achieving compliance with the DSPT 
is a strong indicator of organisational culture and our approach the importance of data, its security, 
governance, provenance. He therefore reiterated the Committees wish that this be achieved.    
 
6.3 Data Security & Protection Toolkit: Presentation to Executive Management Group and 
Senior Leadership Forum 
The Committee received a presentation on the DSPT from the Informatics Manager, noting that 
this would be presented to various audiences within the organisation. The Chair suggested that 
this be personalized for the particular audience and the Informatics Manager confirmed that real-
life scenarios would be developed for the Senior Leadership Forum to make it more interactive. 
 
The Committee sought assurance around outstanding actions – whether there are fundamentals 
that we have never been able to achieve or whether these are different each year. The IG 
Manager confirmed that an improvement plan is developed every year and that all actions are 
closed out, therefore it is new actions which are identified each year. The Committee agreed that 
this provides strong evidence and is a good source of assurance.  
 
The Group Head of Finance and Contracting and the CTIO advised that they attended training on 
13 January 2022 which was helpful in terms of how the DSPT can be communicated to staff in a 
way that is interesting and meaningful, and which helps them to understand the consequences. 
The Chair also raised the Caldicott principles and the importance of information sharing for the 
provision of safe and effective care.  

    

7. Digital Strategy  

 The Committee received the Digital Strategy from the CTIO noting that it had been updated to 
reflect previous feedback from the Committee. 
 
The CTIO advised of challenges relating to the capital projections, noting that the fundamental 
cost is hardware and that spend is on track for this year, because the bulk is mostly EPCR-
related. Software is more difficult as the model is based around licensing.  
 
The Committee discussed strategy governance and the Group Director of Finance and the CTIO 
confirmed that the Digital Strategy has been developed to align with the organisational strategy 
and will support delivery of the wider organisational objectives. The Committee recommended 
that the “plan on a page” at section 7 of the strategy go to the Board with the recommendation 
that the detail is monitored at Technology Committee. 
 
Action: TC 33: A brief paper to go to the Board, outlining the Digital Strategy and the monitoring 
arrangements. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Group Director 
of Finance and 
Contracting 

   

 
8. IM&T Update  

 The CTIO provided an overview of the key highlights and exceptions from the IM&T workplan:  
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Systems 

• The Committee noted that majority of delivery is going well. Laptops are being rolled out 
although this had been slower than planned due to a number of challenges in the run up to 
Christmas which significantly diverted the team.  While this a concern, the CTIO advised that 
he has considered how this can be addressed moving forward.   

 
Network and Telephony 

• The Committee noted that a business case had been approved which supports the expansion 
of storage and removes that immediate risk. Further consideration needs to be given to 
implementing a practical, cost-effective approach to data retention which value to the 
organisation.  

• The CTIO advised that NHSE have proposed moving all Ambulance Services on to an 
intelligent routing platform. While this was initially portrayed as a technological challenge, the 
CTIO advised that it is fairly straight-forward to implement but that the required level of 
engagement and detail were lacking and that colleagues around the country had voiced 
concerns as a result. The CTIO reported that the political, contractual and patient safety detail 
is forth-coming and that he is keeping EMG updated. 

 
Mobile Communications 

• The CTIO advised of the significant amount of work that has been achieved by this team, 
despite the challenges posed by COVID, winter pressures and delayed vehicles.  

 
Informatics 

• The CTIO advised of a blockage with NHS digital approving certificates which allow NEAS to 
get information on the Ambulance data set. This has been resolved but there are internal 
infrastructure issues which he expects to be resolved within the coming weeks.   

• The CTIO reported that NEAS is very comfortable in terms of readiness regarding the 
ambulance data set and will be making the first submission by the end of the month.  
 

Business Cases 

• The CTIO advised that he intends to keep the Committee sighted on relevant business cases 
noting that two approved IT-related business cases had been mentioned during this meeting. 

• The CTIO further advised that that a business case for a refresh of data warehouse will be 
going to EMG next week.  

 
Service Desk 

• The Committee noted that the service desk manager has left NEAS and another member of 
the team is temporarily acting in that position.  

 
Summary of Key Assurances 

• The CTIO advised that there have been no major issues with staff absences and that he has 
maintained a visible presence in HQ throughout the pandemic. 

• There are no concerns around budgets. 

• Statutory and mandatory training has been undertaken. 

• The biggest concern is losing key members of team as a result of the competitive market.  
 
The Committee discussed the challenges associated with IT staff recruitment and retention and 
how this could be approached at an organisational level so that NEAS is more competitive and 
an employer of choice within the IT sector. The Group Director of Finance and Contracting 
confirmed that this had been discussed before but that it had not been subject to a complete 
review.  
 
The Committee discussed the advantages and disadvantages of advertising on a purely remote 
basis. The Group Director of Finance and Contracting reported that the unions have voiced strong 
concerns around agile working being the default position. The Committee suggested that there 
needs to be more flexibility around contracts, terms and conditions such as financial support for 
shared working spaces.  The Group Director of Finance and Contracting agreed that it is worth 
looking at this again, although perhaps towards the end of the year when the situation is more 
settled. 
 
Action: TC 34: Recruitment and retention of IM&T staff to be reviewed in Q3 2022/2023 and 
returned to the Committee for discussion. 
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Committee / Governance  

9. Relevant Audit Reports  

 9.1 Incident and Problem Management 
The Committee noted that there were only minor actions to report which are either or already 
completed.  
 
9.2 AACE Digital Maturity Assessment (Interim) 
The CTIO reported that this had been commissioned by AACE and was conducted in September 
2021. The CTIO felt that the results on leadership were an accurate reflection but that some of 
the operational detail was not wholly accurate as the wording of some questions was open to 
interpretation. Despite this, he advised the Committee that he had no major concerns. 
 
With regard to the audit of the Tranman system, the Technology Committee queried whether this 
should have come to the Technology Committee as well as the Audit Committee. The Group 
Director of Finance and Contracting advised that this has been referred to the NEASUS Board 
for their consideration. The Committee discussed the technological support that is available to 
NEASUS and the Group Director of Finance and Contracting advised that he reflect on this and 
discuss with the NEASUS Managing Director. 

 

   
10. Technology Working Group – 11 June 2021  

 The Committee noted the content of the above minutes and the CTIO confirmed that that there 
are no areas of escalation to report. 
 
The Committee noted the progress made since the start of its work and agreed that it was no 
longer necessary to receive assurance through the minutes of the Technology working group as 
any issues would be escalated to EMG and reported to the Committee through the Group Director 
of Finance and Contracting.  
 
Decision: TC 1: Technology Working Group minutes no longer to be shared with the Technology 
Committee 

 
 
 
 
 
 
 
 
 
Secretary 

   

 
For Information 

11. Digital Board Assurance Framework (BAF) 

The Committee received the Digital BAF and were supportive of the rationalized approach to 
future BAF reporting which had been agreed at the Audit Committee.  

 

 

 
Additional Items 

12. Cycle of Business (April 2022 Committee)  

 The Committee confirmed the April 2022 cycle of business, noting that DSPT may need to feature 
more regularly going forward. The opportunity to feature IM&T projects of note will be considered 
as part of the review of the Committee Terms of Reference and built into the cycle business. 

 

   

13. Any Other Business  

 There was no other business. 
 

 

   

14. Items for Escalation/Reporting to the Board  

 Escalation 

• Retention and recruitment of IM&T staff  

• The ongoing IG criminal case and the staff member on the ICO Data Offenders Registry 
 
Assurance 

• Digital Strategy 

• DSPT cycle of reporting 

 
 
 
 
 
 
 
 
Chair 

    



Technology Committee Page 6 of 6 14 January 2022 

 

15. Date and Time of Next Meeting  

 Tuesday 12 April 2022 at 09:00 via Teams.  
   

16. Review of Meeting Content  

 The Committee discussed its remit and whether more attention needs to be given to the wider 
technology agenda. The Committee agreed that while it was important not to get involved in 
operations, it could receive additional assurance regarding the impact of technology on staff on 
the front-line through a staff story, similar to the patient stories that are presented to the Board. 
The Committee agreed that much progress has been made in terms of the digital agenda but 
that it still needs to be prioritized as it is a key organisational enabler. 
 
The Group Director of Finance and Contracting suggested that the supporting IM&T governance 
structure is reviewed to ensure that front-line needs and issues are represented. 
 
Action: TC 35: Group Director of Finance and Contracting, CTIO and Deputy Medical Director 
to review supporting IM&T governance structure is sufficiently connected with front-line services. 

 
 
 
 
 
 
 
 
 
Group Director 
of Finance and 
Contracting, 
CTIO and 
Deputy Medical 
Director 
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