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Inspection Report

We are the regulator: Our job is to check whether hospitals, care homes and care 
services are meeting essential standards.

North East Ambulance Service NHS 
Foundation Trust

Ambulance Headquarters, Bernicia House, The 
Waterfront, Goldcrest Way, Newcastle Upon Tyne
,  NE15 8NY

Tel: 01914302000

Date of Inspections: 13 February 2014
07 February 2014
06 February 2014
05 February 2014
04 February 2014

Date of Publication: April 
2014

We inspected the following standards as part of a routine inspection. This is what we 
found:

Respecting and involving people who use 
services

Met this standard

Care and welfare of people who use services Met this standard

Management of medicines Action needed

Requirements relating to workers Enforcement action 
taken

Supporting workers Action needed

Assessing and monitoring the quality of service 
provision

Action needed
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Details about this location

Registered Provider North East Ambulance Service NHS Foundation Trust

Overview of the 
service

North East Ambulance Service NHS Foundation Trust is the 
main provider for emergency ambulance and patient 
transport services across Northumberland, Tyne and Wear, 
County Durham and Teesside.

Type of service Ambulance service

Regulated activities Diagnostic and screening procedures

Transport services, triage and medical advice provided 
remotely

Treatment of disease, disorder or injury
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Summary of this inspection

Why we carried out this inspection

This was a routine inspection to check that essential standards of quality and safety 
referred to on the front page were being met. We sometimes describe this as a scheduled 
inspection.

This was an unannounced inspection.

How we carried out this inspection

We looked at the personal care or treatment records of people who use the service, 
carried out a visit on 4 February 2014, 5 February 2014, 6 February 2014, 7 February 
2014 and 13 February 2014, observed how people were being cared for and checked how 
people were cared for at each stage of their treatment and care. We talked with people 
who use the service, talked with carers and / or family members, talked with staff and 
reviewed information given to us by the provider. We were accompanied by a pharmacist, 
reviewed information sent to us by other regulators or the Department of Health, reviewed 
information sent to us by other authorities and reviewed information sent to us by local 
groups of people in the community or voluntary sector. We talked with other regulators or 
the Department of Health, talked with other authorities, talked with local groups of people 
in the community or voluntary sector and were accompanied by a specialist advisor. We 
used information from local Healthwatch to inform our inspection.

What people told us and what we found

During this inspection we made unannounced visits to four ambulance stations and visited 
an emergency control centre. We spent time at three hospital sites and spoke with patients
who had used the emergency ambulance services. We visited one of the training centres 
to look at staff training arrangements within the Trust and also spent time at the Trust 
Headquarters.

We spoke with 13 patients who had used the emergency ambulance service and 15 
relatives. Patients were happy with the service they had received. One patient 
commented, "The crew were always polite and respectful." Another patient told us, "They 
couldn't do enough for you the staff. They talked to me all the way to the hospital; 
explaining things."

We saw that patients experienced positive interactions with ambulance staff and the care 
they received was appropriate. One patient told us, "The ambulance crews were great, 
very good in fact. They asked questions, they were very thorough and polite with me. They
asked about my medication and they took my sugar levels and blood pressure." One 
relative said, "They were lovely with my mam. I couldn't fault the ambulance service at all.

Medicines required for resuscitation and other medical emergencies were available to be 
administered quickly. However, we found that medicines, other than controlled drugs, were
not always kept safely in ambulance stations.

We were already aware of serious shortfalls in recruitment checks on front line staff and 
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the extent of this was confirmed at this inspection. An intensive recovery plan was 
underway but Disclosure Barring Checks (previously known as CRB checks) had not yet 
been completed on all staff. 

The majority of emergency ambulance crews and dispatch staff spoken with told us they 
had difficulty in accessing meaningful supervision and appraisal due to work pressures 
and the need to prioritise operational work. Staff at the emergency call centre told us they 
had good access to training and supervision.

There were systems in place to assess, monitor and improve performance which included 
learning from incidents, complaints and investigations. However, there were shortfalls in 
human resource governance, complaint management and medication audits.

You can see our judgements on the front page of this report. 

What we have told the provider to do

We have asked the provider to send us a report by 22 May 2014, setting out the action 
they will take to meet the standards. We will check to make sure that this action is taken.

We have taken enforcement action against North East Ambulance Service NHS 
Foundation Trust to protect the health, safety and welfare of people using this service.

Where providers are not meeting essential standards, we have a range of enforcement 
powers we can use to protect the health, safety and welfare of people who use this service
(and others, where appropriate). When we propose to take enforcement action, our 
decision is open to challenge by the provider through a variety of internal and external 
appeal processes. We will publish a further report on any action we take.

More information about the provider

Please see our website www.cqc.org.uk for more information, including our most recent 
judgements against the essential standards. You can contact us using the telephone 
number on the back of the report if you have additional questions.

There is a glossary at the back of this report which has definitions for words and phrases 
we use in the report.
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Our judgements for each standard inspected

Respecting and involving people who use services Met this standard

People should be treated with respect, involved in discussions about their care 
and treatment and able to influence how the service is run

Our judgement

The provider was meeting this standard.

Patient's privacy, dignity and independence were respected. Patient's views and 
experiences were taken into account in the way the service was provided and delivered in 
relation to their care.

Reasons for our judgement

We spent time in the call centre where we observed 999 call handlers as they dealt with 
calls and listened to their conversations with patients who were contacting the service 
because of an emergency. The call handlers dealt with callers in a calm and professional 
manner. They asked appropriate questions, whilst at the same time helping to calm the 
callers and reduce their anxiety. They gave clear instruction to callers when asking them to
undertake tasks and told them why they needed the information. For example, they asked 
callers to feel the skin of the injured person to check if they were hot, or cold and clammy.

We noted that call handlers checked with callers if they understood what they had been 
told and, where necessary, repeated the instructions they had given. If it was unclear why 
people had called they checked to establish what service they were looking for. For 
example, one person called saying they were unwell, but it was unclear if they had a 
medical emergency. We heard the call handler ask questions and probe during the call to 
determine what the caller wanted and dispatch an appropriate response vehicle.

We noted that call handlers gave Callers the opportunity to speak. They allowed time for 
patients to explain the situation and say what they wanted before checking that the 
appropriate response was made by the asking of relevant direct questions.

We spoke to the Customer Care Manager. They told us that they had worked closely with 
a range of services, including local general practitioners, social care services and the 
police in developing systems to help patients who called frequently. The Assistant 
Dispatch Manager told us that they had particular plans in place for patients who used the 
service, but may have difficulty with access. For example, if a patient had difficulty in 
talking because of a medical condition, this could be noted for the particular address; 
should they then receive a silent call from this address; they would investigate the matter 
further.

As part of our inspection we spoke with 13 patients who had been transported to hospital 
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by emergency ambulance, to find out about their experience and views about the 
treatment and care they had received. We visited three hospital sites in different parts of 
the catchment area. We spoke with patients in Accident and Emergency (A&E) 
departments who had been transported to hospital by emergency ambulance. 

All the patients spoken with were complimentary about how the ambulance staff had asked
them about their symptoms and listened to them. Patients who had used the emergency 
ambulance service told us they were happy with the service they had received from the 
crews. They said that the ambulance staff discussed their condition with them and went 
over their medical history. One patient informed us, "Everything was professional. They 
explained everything and told me what was going on." Patients and their relatives informed
us that the ambulance crew were respectful and ensured their privacy and dignity was 
maintained. Comments included, "They made sure they addressed her by her preferred 
name," "They made sure he was covered up in the ambulance and when he got to the 
hospital, "They explained what they were doing." We saw that patients were covered with 
blankets where appropriate. One relative commented, "They were very careful with her 
privacy. They asked us if we could get her a longer dressing gown and covered her with a 
blanket."

We spoke with 15 relatives. They all said they felt included in their relative's care and the 
ambulance staff kept them informed of all aspects of care delivery. Relatives confirmed 
that ambulance staff sought further information from them about the person's medical 
history and medication where they were not able to converse. One person's relative said, 
"The crews talked to my husband and they asked me what his normal colour was and what
his history was. The crews were brilliant, very calming and reassuring." Another relative 
told us, "Their manner with my dad was very nice. They kept telling him all the way to the 
hospital what they were doing. They interacted with him very well."

We found patients and their relatives were involved in their care and that patients were 
treated with respect.

We spoke with staff about maintaining patient's dignity when delivering care and including 
them in decisions. Staff told us that they always treated patients with dignity and respect 
and gave us examples of how they achieved this in practice. One staff member said, "It 
would be daunting and frightening for a patient if we didn't tell them what we were doing. 
Generally I talk to them all the time to keep them calm, especially during waiting times. 
Sometimes I take my yellow overcoat off if a patient looked nervous about my coat." 
Another member of staff said, "We include the patient where we can. We talk them through
what we are doing and through the medication we are giving. For example we would say, 
this is X, you are taking this to help your heart."

We saw that staff spoke with patients gently, politely and respectfully. Where clothing or 
bedding had slipped off a person whilst waiting to be seen in the hospital setting, we saw 
ambulance staff readjusted this to maintain their dignity. Staff asked patients if they were 
comfortable, if they were warm and if they needed anything. When administering care, we 
saw staff explained what they were going to do before doing it and they sought the 
person's agreement of this in advance.

We observed patient handovers between ambulance staff and accident and emergency 
nursing staff within the hospital setting. We saw that ambulance staff were very discreet in 
front of members of staff and their own patients. For example, in one case we saw a 
paramedic stepped back from their patient, in order to maintain the person's dignity when 
speaking with the nurse quietly about a sensitive issue.                  
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Staff we spoke with told us that as part of their annual training they received instruction 
with regard to equality and diversity. We saw annual training records which confirmed that 
this area had been covered. The 2013 National NHS staff survey for North East 
Ambulance Service (NEAS) indicated that 81% of Trust staff had received equality and 
diversity training in the last 12 months (the national average being 55%).
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Care and welfare of people who use services Met this standard

People should get safe and appropriate care that meets their needs and supports 
their rights

Our judgement

The provider was meeting this standard.

Care and treatment was planned and delivered in a way that was intended to ensure 
people's safety and welfare.

Reasons for our judgement

Call Centre.

We spent time with 999 call handlers at Trust Headquarters and listened to 12 calls where 
callers had contacted the service in an emergency. We noted that call handlers dealt with 
calls in a calm manner and gathered appropriate evidence to help triage the call and 
determine the best response. We saw they used a pathway model to help prompt the right 
questions and record callers' responses. Where callers identified key conditions, additional
questions to determine how urgent the concern was were asked.  One member of staff told
us, "I am pleased to be working here; I think that it is important. We make a difference; we 
are helping patients."

Call handling staff told us that they recorded key information in the electronic records and 
this information was then available to both the dispatch service and the ambulance crews. 
This gave them basic information about the type of call that they were being sent to. They 
described how, once the initial call had been taken and information gathered, then this was
forwarded to the dispatch team to allocate a crew to respond to the call. We checked the 
records of five calls that we had listened to and found that the information recorded in the 
file reflected the call we had heard and the response from the call handler. We spent time 
observing the work of the dispatchers in the service. Dispatchers manage a number of 
rapid response vehicles (usually crewed by a single paramedic) and ambulance crews 
(usually crewed by two personnel), sending them to the location of the calls. Dispatch staff 
told us that if a call came in that was determined as requiring the highest response (known
as Red 1 or Red 2), then a rapid response vehicle would be sent immediately, often as 
details from the call were still being gathered. This meant they would be able to arrive at 
the location in the quickest possible time. If the information gathered then meant a call did 
not require a high level or immediate response, then the vehicle would be recalled or 
diverted to another urgent call. One dispatcher told us, "It is important that we work as a 
team. We work well together and support each other."

All NHS ambulance services must respond to at least 75% of Category A emergency life 
threatening calls within eight minutes. Category A calls are sub divided into Red 1 (the 
very highest priority) and Red 2 calls (the second highest priority). We saw from 
documents, given to us by a member of the quality monitoring team, that in January 2014 
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NEAS were above the national average for responding to these emergency calls. 
Ambulance services must also attend at least 95% of calls that do not require an 
immediate response within 19 minutes of an ambulance being requested. Latest figures 
from reports provided by the head of risk and claims showed that NEAS had attended 
97.4% of these calls within 19 minutes. Patients told us they were happy with the time that 
the ambulance took to arrive. One person informed us, "They arrived when I was still on 
the phone. You couldn't get much quicker than that."

We saw dispatch staff monitored the range of vehicles available and allocated calls to 
those either nearest to the location, or with the correct equipment to deal with the situation.
We saw that rapid response vehicles arrived on the scene within the agreed eight minute 
target in the majority of cases and that support from ambulances arrived within an 
appropriate follow up time. Staff told us that getting back up support could sometimes be a
problem, especially during busy times, or when there were delays at hospitals. We noted 
that at one point there were eight ambulances waiting to hand over patients to a hospital A
and E department. 

Dispatch and communication staff showed us that the system allowed an initial 20 minutes
for the handover and ambulance cleaning process. After this time had elapsed, they would
contact the crew to determine the current status and the nature of the hold up. They would 
then contact the waiting crews every ten minutes to check when the ambulance was likely 
to be free.

The dispatch manager told us that prior to Christmas 2013 they had trialled a system 
where a member of the ambulance staff would work in the A and E Department and help 
crews to handover patients, find cubicles or equipment to reduce delays. They told us that 
this had seen delays reduced from around 80 a month to 43 for one particular hospital. 

Call and dispatch staff told us that they had access to clinical staff (trained paramedics or 
nurses), who could provide advice and support if they were unclear about a call, or how to 
respond. The dispatch service manager told us that the service had recently established a 
clinical hub. This was a group of clinicians who were available for advice, but who could 
also re-contact patients if there was a delay in responding. We spoke to one clinician who 
was part of the clinical hub. They told us they could offer advice and support to patients 
until the rapid response or ambulance crew arrived and reassessed calls and could 
upgrade them for a higher response or down grade them if the immediate risk had 
reduced. They could also look to redirect patients to other services, such as general 
practitioners, mental health services or walk-in centres. 

Staff told us there were plans in place to deal with a systems failure. Managers told us that
because they had two call centres, it was possible to switch between the two. If necessary,
they had a paper system on which to record the calls. An open line to the second call 
centre was maintained so that dispatch requests could be communicated. Staff told us that
they occasionally used this system on nights for brief periods, for example if an IT upgrade
was being made.

Accident and emergency departments.

We spoke with 13 patients in three A&E departments who had been transported to hospital
by emergency ambulances and we talked with relatives. Patients and relatives were 
extremely complimentary about the care and treatment they had received. One patient 
informed us, "I've had an ambulance crew bring me in and I have never had a crew like 
this before. I've had a massive heart attack and I have unstable angina. From walking 
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through the bedroom door to bringing me here, they've been absolutely brilliant. They were
absolutely excellent from start to finish." Another patient said, "They can't do enough for 
you. The crews were very helpful. They were really lovely." A further patient told us, "The 
ambulance crews were great, very good in fact. They asked questions, they were very 
thorough and polite with me. They asked about my medication and they took my sugar 
levels and blood pressure." One relative said, "They were lovely with my mam. I couldn't 
fault the ambulance service at all. They did heart checks and blood pressure checks on 
her. In our experience there is nothing they could improve on." Another relative told us, 
"The service was very good. I briefed the crew when they arrived about what I thought was
wrong and they put monitors on him."

We observed patients being brought into the A&E departments by the ambulance staff 
who supported and reassured them and remained with them until the handover with 
hospital staff had taken place. We saw that handovers were informative and conducted 
professionally. We heard staff give clear and detailed information about patients' medical 
conditions together with the results of any checks or tests which had been carried out. This
handover made sure that hospital staff had the information they needed.

We observed care delivery in the hospital setting whilst patients were still in the care of 
ambulance staff. We saw that patients experienced positive interactions with ambulance 
staff and the care they received was appropriate. For example, one patient with a deep 
cough was asked if they were warm and their blood pressure was taken to monitor that 
their condition had not worsened. 

Ambulance staff informed us that they assessed and recorded a patient's condition on the 
"Electronic Patient Report Form" (EPRF). This computerised recording system ensured 
that information was available from ambulances to A&E departments. For example, how 
long it would be before the person arrived at the hospital and details of their condition. One
paramedic told us, "We document it all here, their medical condition, our assessment and 
observations." We reviewed a sample of EPRFs and found the assessment included a 
check of vital signs and an electrocardiogram. We found that patients received a thorough 
assessment in order to provide and plan treatment for their conditions.

Ambulance staff told us that where patients were identified as vulnerable, this was referred
on to head office and calls were made to external stakeholders, in order to ensure they 
were appropriately cared for. For example, one lady who lived alone without carer support 
had fallen. The staff told us the fact that this person may need more support would be 
highlighted, after they handed the responsibility for her care to the hospital. 

We spoke with a department manager, senior medical staff and nursing staff at the 
hospitals who all spoke positively about NEAS. They told us the care and treatment 
patients received from the ambulance staff was appropriate and timely. Senior medical 
staff and nursing staff said the staff always gave effective information when using the 
telephone alert system and they enjoyed very good relationships with NEAS staff, who 
they found to be well trained and professional.

The 2013 NEAS staff survey had indicated that 78% of staff felt satisfied with the quality of
work and patient care they were able to deliver (the national average being 75%).

We found that patient care and treatment reflected relevant research and guidance. 
Information about the latest techniques and clinical updates was passed on to staff in 
newsletters such as "Pulse" and "Emergency Care News." We looked at the most recent 
copy of "Emergency Care News" dated January 2014 and saw that important clinical 
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updates were highlighted and could be accessed via the Trust's intranet. One paramedic 
informed us that they always checked these publications to make sure that they were up to
date with current trust guidance.
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Management of medicines Action needed

People should be given the medicines they need when they need them, and in a 
safe way

Our judgement

The provider was not meeting this standard.

Patients were not protected against the risks associated with medicines because the 
provider did not have appropriate arrangements in place to manage them safely.

We have judged that this has a minor impact on people who use the service, and have told
the provider to take action. Please see the 'Action' section within this report. 

Reasons for our judgement

We looked at the use and management of medicines within the service. 

We visited two ambulance stations and the A&E Department at James Cook Hospital. We 
also spoke with six paramedics, an operational manager, the Trust's pharmacist adviser, 
consultant paramedic and medicines management manager. 

We found that appropriate arrangements were in place in relation to obtaining medicines. 
Medicines were supplied by a pharmacy contractor using centrally agreed stock lists and 
stock holdings. The contractor carried out regular stock checks on medicine expiry dates 
at all hub locations across the Trust where medicines were stored.

We found that medicines, other than controlled drugs, were not always kept safely in 
ambulance stations. One medicine required refrigeration, but at the two ambulance 
stations we visited we found that refrigerator temperatures were not properly monitored 
and one fridge was operating outside the acceptable temperature range. When this 
medicine was transferred for use on ambulance vehicles, it was kept at room temperature. 
This meant that the products expiry date should have been reduced in line with the 
manufacturer's instructions. Paramedics we spoke with were often unsure of the reduced 
expiry date and there was no written procedure to assist in this. This meant that the 
provider could not assure themselves that this medicine had been stored safely and was 
safe to administer.

We found one fridge unlocked in an open office at one ambulance station and when we 
arrived at the other ambulance station, we found the door to the medical store unlocked 
and the fridge inside also unlocked. One operational manager told us that there was no 
formal process in place for regular checks to be carried out at ambulance stations to 
ensure that all medicines were securely stored and at the correct temperature. We 
discussed this with a non-executive director and the consultant paramedic, who both 
agreed that this was likely to be the result of the Trust concentrating its efforts on 
improving the management of controlled drugs. They added that the Trust "had taken its 
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eye off the ball" in relation to the handling of other medicines. 

Most medicines were kept in sealed, tamper evident bags and record sheets inside these 
bags were used to record batch numbers, expiry dates and use of these medicines. 
Paramedics told us that stock control was generally well managed and the medicines they 
required were always available.

Registered paramedics and designated technicians and advanced technicians were 
trained and authorised to administer a specified list of medicines in life saving situations. In
addition, those with additional training were also permitted to administer a medicine via a 
Patient Group Direction (PGD). PGDs are written instructions which allow specified 
healthcare professionals to supply or administer a particular medicine. We saw that this 
PGD had been authorised by appropriate health care professionals. This helped ensure 
that patients would be given their medicines safely.

We found appropriate arrangements were in place for recording medicines that were given
to patients. An EPRF was completed for each patient treated and comprehensive details of
all medicines administered were recorded. We were told that these reports were routinely 
reviewed following major trauma incidents, or any concerns regarding medicines use were 
identified, to ensure that patients had been treated appropriately.

We saw that a range of standard operating procedures were in place covering all aspects 
of the handling of controlled drugs to reduce the risk of misuse. Regular checks and audits
were carried out to ensure that these medicines were stored safely and their supply, 
administration and disposal were fully recorded. Two paramedics told us that it was 
sometimes difficult to meet up with a team leader to carry out these checks because a 
number of team leader posts were vacant, and team leaders also had significant 
operational duties. The consultant paramedic and a non-executive director told us that 
work had been undertaken across the Trust to improve compliance with the regular audit 
of controlled drugs. 

There was a process in place to promptly identify and follow up any shortfalls in scheduled
audits. We saw that any incidents relating to controlled drugs were reported promptly, 
thoroughly investigated and escalated properly to the Trust medicines management group 
and the officer accountable for controlled drugs. 

Arrangements were in place for the regular review of medicines management and these 
were linked to governance procedures within the Trust. This ensured that any issues or 
concerns around the handling of medicines were widely shared with Trust staff and that 
any action plans to make improvements were robust.

Patients and their relatives told us that ambulance staff asked them about their medication 
when assisting them. One patient said, "They asked about my medication and they picked 
up my insulin and medication box to take in the ambulance." One relative told us, "They 
asked me what medication my mam normally takes and asked me if I was aware if she 
was allergic to anything." Another relative commented, "They asked my husband if he 
could take morphine and he said he couldn't because it makes him ill. They didn't give him 
morphine, just Paracetamol instead."

We talked with the operations manager at one of the stations that we visited. They told us 
that paramedics were in charge of their own supplies of morphine, which they had to 
account for on a quarterly basis when an audit was done with a team leader. In between 
quarterly audits, paramedics had to account for all morphine used and held in stock on a 
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monthly basis. These audits showed that measures were in place to monitor the use of 
controlled drugs and to identify and account for any discrepancies.

We spoke to a clinical practice manager who told us that paramedics received medicines 
training during their Essential Annual Training. He was unaware of any annual reviews of 
competency, or formal observation sessions for staff who administered medicines. 

We saw a copy of a Patient Group Directive (PGD) for Tranexamic Acid. The clinical 
practice manager told us that after receiving the annual update on this, or any medicines 
requiring a PGD, clinical staff were required to confirm they had seen the directive and 
agreed to abide by the guidelines set out for this particular medicine. 

We saw copies of the Clinical Practice Guidelines for 2013. This was in the form of a 
pocket book which was carried by all clinical staff. The booklet gave information on 
treatments and pathways to be followed and included information about the types of 
medicines regularly in use, the route that they should be administered by and the dosages 
that were safe to give.
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Requirements relating to workers Enforcement action 
taken

People should be cared for by staff who are properly qualified and able to do their
job

Our judgement

The provider was not meeting this standard.

Patients were not all being cared for, or supported by suitably qualified, skilled and 
experienced staff.

Appropriate checks had not been undertaken before staff began work or thereafter in line 
with requirements. 

We have judged that this has a moderate impact on people who use the service and have 
taken enforcement action against this provider. Please see the 'Enforcement action' 
section within this report. 

Reasons for our judgement

We spoke to 13 patients who used the service but their feedback did not relate to this 
standard. 

Prior to the inspection we received information from an anonymous source which alleged 
that a large number of front line ambulance and patient transport staff had not undergone 
relevant checks at the time of their employment. 

We contacted the Chief Executive at NEAS who confirmed there had been shortfalls in the
recruitment process and rolling programme of Disclosure and Barring Service (DBS) 
checks which had been identified following an internal Human Resources (HR) review. He 
provided us with full details of the NEAS recovery plan which had been implemented. 

From 3 January 2014 the Trust had provided us with weekly written updates on progress 
with the recovery plan and the actions taken, including risk assessments where any 
positive DBS checks had been received. Disclosure and Barring Service (DBS) checks 
have now replaced Criminal Records Bureau (CRB) checks.

The Chief Executive told us that an independent investigator had been appointed to 
undertake a root cause analysis report. He did provide an assurance that all outstanding 
checks would have been undertaken by April 2014.

During this inspection the staff we spoke with felt that a "thorough" recruitment process 
had been carried out and that their criminal records checks had been obtained. This 
helped the provider to make sure staff were honest, reliable and trustworthy. In addition, 
staff informed us that references had been sought and their identities had been checked.
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Staff described their experiences of the recruitment process. For example, some 
paramedics said this had included the completion of competency exercises and clinical 
scenarios to ascertain how they would cope in certain stressful situations.

Paramedics informed us that checks had been made regarding their registration with the 
Health and Care Professions Council (HCPC) and we saw confirmation at Trust 
Headquarters that this process was up to date. The HCPC registers all paramedics to 
make sure they are properly qualified and competent to work in the UK.

During our visits to the Trust Headquarters, we met with staff from the HR department who
were able to update us regarding the DBS check recovery plan and described forthcoming 
changes to systems and processes to improve recruitment procedures in the future. This 
included a move from hard copy staff personnel files to computerised records during which
individual information would be checked and updated as necessary.

We examined 15 staff personnel files where we had been told that positive DBS checks 
had been returned as part of the recovery plan. We saw that in all cases staff had been 
promptly withdrawn from front line duties until suitable risk assessments had been 
undertaken. We saw that any disclosure information had been explored and reviewed with 
the staff member and that in the majority of cases these staff had been able to return to 
their front line role. However, we noted this was work in progress, with over 125 staff with 
DBS checks still to be undertaken (Information taken from NEAS Recovery plan figures of 
7 February 2014).

We met with the Trust's Chief Executive and asked if he could provide an explanation as to
what had led to the shortfalls in checks on front line staff. He referred to previous staffing 
issues which had led to a delay in the HR review. He advised that the root cause analysis 
report would be available by 28 February 2014 which would identify what had gone wrong 
and what actions needed to be taken. The Trust subsequently provided the commission 
with a copy of the root cause analysis.

We established that effective recruitment procedures had not been in place from an 
unidentified date in 2009. Since that time relevant checks had not been carried out on front
line staff either at the time of employment, or on a rolling basis thereafter, in line with the 
Trust's own policy. This meant that since 2009 the Trust could not be assured that patients
had been cared for by staff who were of good character and suitable for their role.  

We were reassured to find that the recovery plan and actions to ensure that all staff were 
checked was on target for completion and we were given assurances that weekly updates 
would be provided to us until this work reached a conclusion.
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Supporting workers Action needed

Staff should be properly trained and supervised, and have the chance to develop 
and improve their skills

Our judgement

The provider was not meeting this standard.

Patients were cared for by staff who were able to deliver care and treatment safely and to 
an appropriate standard. 

A significant number of staff had not received one to one supervision sessions.

We have judged that this has a minor impact on people who use the service, and have told
the provider to take action. Please see the 'Action' section within this report. 

Reasons for our judgement

We talked with 13 patients about their opinions of staff and their skill levels. They told us 
that the emergency ambulance staff were kind, caring and knew what they were doing. 
One person said, "The crews were great." Another person told us, "They very much knew 
what they were doing." We spoke to front line staff including those in the call centre. Staff 
told us they generally felt well supported by their supervisors and managers.

Supervision

Call handlers told us there was support that they could access if they received a 
particularly difficult call. They also felt well supported by their colleagues and more 
experienced call handlers. One call handler told us, "You don't even have to raise your 
hand; generally they will be aware of something and will be there to support you." Another 
call handler told us, "If I've had a particularly bad call I can say, 'I just need 10 minutes' 
and that is fine."

Dispatch and communications staff also felt well supported and said they could contact 
their manager about anything. One dispatcher told us, "It was a bad day on Monday, just 
because of all the hospital delays. The officer on call rang all the time to check we were 
alright."

Staff felt that the culture of the organisation was generally supportive and did not seek to 
blame people. People told us that they were able to raise issues with their manager and 
were supported in dealing with personal matters. One person told us they had been given 
time off to support a relative who was going into hospital.

Call handlers told us they received regular monthly supervision meetings or coaching 
sessions with their managers where they could discuss a range of issues including any 
concerns that might impact on their work, training needs and their career aspirations. They
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confirmed they received annual performance reviews. However, dispatch and 
communications staff told us that there were no regular monthly meetings with their 
manager. We confirmed this with the assistant dispatch manager who told us that no 
regular one to one supervision sessions took place because it was difficult to take staff 'off 
task'. 

All of the operational emergency ambulance staff who we met with told us they did not 
receive supervisions with their manager and that there was no supervision system in 
place. One staff member told us, "I have not had any formal discussion with any manager 
since I started in this job nearly 18 months ago." Another member of operational staff told 
us, "We don't have supervisions. Team leaders are supposed to have protected time to do 
them, but they are out on the road working, so how can they see us to do them?"

Operational staff, such as paramedics, told us they were managed by a team leader but 
that they rarely saw this person. Comments included, "We never see our team leader. It is 
only if we happen to be working on shift with them that we see them. If we have any issues
we want to discuss with our team leader, this has to be done in the ambulance, during our 
shift. There is no time built in for us to actually have a discussion with them. They are 
supposed to have protected time to carry out management duties, but this does not 
happen in practice as work demands on the front line are too high."

A number of the front line staff we spoke with felt that morale within the service was low. 
One member of staff said, "There is lots of unhappiness in the service and staff are 
demoralised." Another staff member told us, "Morale is at an all-time low."  

We saw that the staff survey indicated that the percentage of staff suffering work-related 
stress in the last 12 months was 55%, which was an increase from 41% of staff the 
previous year. The percentage of staff feeling pressured to attend work when feeling 
unwell had risen from 40% to 50% in the last 3 months. We also noted that the percentage
of staff witnessing potentially harmful errors, near misses or incidents in the last month had
increased, as had incidents of violence and harassment towards staff.

We spoke to the Chief Operating Officer about supervision for clinical staff and ambulance 
crews who confirmed that ambulance staff and team leaders did not receive regular one to
one supervision sessions. They advised that the only review and formal opportunity the 
staff received to discuss their work was during their annual performance review. This 
meant that staff were not afforded regular dedicated time and support to talk through any 
issues about their role and the patients who they cared for and treated. 

We spoke with an "Absence Advisor" from the Human Resources team who was based at 
one ambulance station. They told us, "I take full responsibility for staff welfare." They 
explained that they carried out regular welfare calls to staff who were absent due to 
sickness, to make sure that staff were alright and adequately supported. Front line staff 
referred to, and were very positive, about this new initiative. Senior management told us 
that they hoped to expand this support mechanism out to more staff

Appraisal

Staff we spoke with confirmed that a new appraisal system had commenced last year and 
was still being implemented. This now included preparation by the staff member and their 
line manager followed by a face to face meeting with their manager to discuss their 
performance over the previous 12 months and future aspirations. The staff survey for 2013
indicated that the percentage of staff having well-structured appraisals in the last 12 
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months had increased to 19% (the national average being 13%).  

We looked at records for staff members who had received annual performance reviews 
and found that the quality of the reviews varied. For example, contact centre staff had 
detailed documents which included a review of their previous year's work; key points of 
note and training needs. Their reviews also included clear future objectives. 

We found that many of the performance reviews for frontline clinical staff were less 
comprehensive, showed little evidence of personal reflection and were limited in the range 
or detail of future objectives. We were told that this was because the review process was 
still new to staff and they were undertaking this approach for the first time. We also saw 
some excellent examples where the new process had been fully implemented.

We saw that all completed performance documents went through a quality assurance 
process where feedback was provided and any additional support needs for managers 
were identified. 

Overall we saw that this was a positive, well planned initiative which promoted individual 
professional development and allowed staff and their managers to properly review 
performance and spend time together.

Training

We asked operational emergency ambulance staff about the training they received. They 
told us that they undertook annual mandatory training which included sessions such as 
health and safety, equality and diversity, and moving and handling. The staff survey 
showed that the percentage of staff receiving health and safety training in the last 12 
months was 87% (the national average being 52%).

We spoke to the Head of Clinical Education and Development about staff training. They 
confirmed that every member of staff received an annual two day update known as 
Essential Annual Training (EAT). They told us that EAT was tailored to the particular 
requirements of each work group. 

We saw that agendas for EAT days contained different items, depending on the 
designation and grade of the person receiving the training. For example, paramedic staff 
received updates on medication issues. The provider may find it useful to note that the 
training and update time allocated to certain topics during EAT appeared limited. For 
example, a total of 45 minutes training related to the Mental Health Act 2007 and the 
Mental Capacity Act 2005. The Consultant Paramedic told us that this was because this 
was refresher training and that there had been previous training in relation to these areas. 
We found that training reflected the needs of staff groups. For example, paramedics 
received training on obstetric and paediatric care, but this was not included for contact 
centre staff. Senior managers, who were themselves clinicians, received the same training
as operational paramedics.

We saw a copy of the current training plan, which ran from April to March, and stated that 
in the year to date, as of February 2014, 81% of contact centre staff; 83% of emergency 
staff and 53% of headquarters staff had received their annual training.
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Assessing and monitoring the quality of service 
provision

Action needed

The service should have quality checking systems to manage risks and assure 
the health, welfare and safety of people who receive care

Our judgement

The provider was not meeting this standard.

The provider did not have effective systems in place to identify, assess and manage risks 
to the health, safety and welfare of patients who used the service and others.

We have judged that this has a moderate impact on people who use the service, and have
told the provider to take action. Please see the 'Action' section within this report. 

Reasons for our judgement

We found that the Trust had robust systems and processes for collecting data on a large 
scale and a vast array of performance indicators. We saw numerous reports that captured 
a wide range of performance measures that fed into the Quality and Performance Report, 
which was received at every public board meeting

The Trust board regularly met in public and board papers were generally of good quality 
and informative. We saw evidence of the Trust working with public representative groups 
such as Healthwatch. The Trust worked with these groups to gain public feedback, 
comments and priorities for action. This information was taken into account to further 
improve the way the service was delivered. For example one local Healthwatch had 
commented, "NEAS cooperates with Healthwatch in providing two monthly opportunities to
meet and share information and concerns" 

As part of the inspection we made contact with Monitor, NHS England, Clinical 
Commissioning Groups (CCGs) and local authorities, who did not raise any issues. We 
looked at the Trust's staff survey, undertaken in 2013; this raised a number areas needing 
further improvements along with issues that had been addressed previously..

A rational governance structure was in place and the Trust had established the Council of 
Governors with appropriate sub-committees and working groups that appeared to be 
working effectively. 

The Trust Board had five formal sub-committees and two main committees that dealt with 
governance and quality assurance. Through discussion we identified that these 
Committees had a clear role and were either operational, or provided assurance.

The corporate risk register had been developed and captured a wide range of operational 
and clinical risks. This was a clear, concise document which covered the full range of risks 
appropriate to an NHS ambulance trust. We saw that the latest addition included the non-
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compliance with DBS/CRB checks on front line staff.

The Trust had a robust Incident Reporting System in place and we saw examples of 
reviews of serious incidents in the contact centre. For example, where it was felt that a call
may not have been dealt with in line with agreed protocol procedures.

The Trust had a good assurance framework which described its organisational objectives, 
the controls in place for managing those objectives and the gaps within those controls and 
assurances. The Chief Executive identified and we agreed, that the Trust was "running 
hot" in that it was extremely busy and under increasing demands to achieve performance 
and quality targets within its financial budget.

The Trust had many information systems and the Non-Executive Directors who we spoke 
with recognised that the extent of this data limited the Trust's own ability to assure itself 
and the public that it was safe, effective and well led. A clear example of this was the 
Human Resources Department which had failed to comply with requirement for CRB/DBS 
checks on staff and where the Trust's governance systems had failed to identify a 
longstanding problem. When this problem was first identified there had been a failure to 
inform the Chairman, the Non-Executive Directors and the regulators of this breach in 
compliance in a timely manner.

The Trust's own investigation into this matter concluded, "There was no direction from 
senior management to monitor compliance with NEAS policy guidelines" and "Information 
of progress or otherwise was not fed into monitoring committees which would have 
identified problems early on in the process". 

Another example related to a backlog of Trust responses to formal complaints. We spoke 
to the complaints manager in relation to the complaints process and the number of 
complaints received by the Trust. They told us that that from April 2013 to the date of the 
inspection the Trust had received 357 complaints, with a further 54 complaints being 
investigated jointly with other organisations, such as hospitals or local authorities.

The manager showed us a copy of the Trust's complaints policy which stated that a full 
written reply to complaints should be completed within 25 days of the original complaint 
being received, unless the complainant agreed to an extension of this date.

The complaints manager showed us a list which indicated that of the 357 complaints made
solely in relation to the Ambulance Trust, 240 investigations had been completed. We 
noted that of those 240 completed complaints, 133 had been deferred once; 78 deferred 
twice; 21 deferred three times; six deferred four times and two complaints had been 
deferred on five occasions. The complaints manager showed us a list which also indicated 
that 20 current complaints had already breached the 25 day cut off point for resolution. 

When a complaint was received it was logged by the complaints department and then 
passed to the appropriate manager, who was designated as the investigating officer. We 
saw that in some instances there was no indication from the investigating officer whether 
the complainant had been contacted and what the nature of the delay was. For one 
complaint we saw there had been six emails from the complaints department requesting 
an update from the investigating officer, but no information was available as to the 
progress of the complaint.

We asked if there was a governance process in place for monitoring complaints and 
whether senior managers were required to authorise extensions beyond a first, or second 
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extension. The complaints manager told us that it was the investigating officer's 
responsibility to deal with the complaint and agree extensions and there was no process 
currently in place to review the process. This meant there was no effective governance 
process in place to monitor and oversee the complaints system and ensure that all 
complaints were dealt with in a timely manner, or in accordance with the Trust's own 
policy.

The Chief Executive and Non-Executive Directors were aware of delays with complaint 
handling. The Executive Team had authorised additional resources to assist the 
complaints team. They also acknowledged that shortfalls in the availability of investigating 
officers would also need to be addressed.
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Action we have told the provider to take

Compliance actions

The table below shows the essential standards of quality and safety that were not being 
met. The provider must send CQC a report that says what action they are going to take to 
meet these essential standards.

Regulated activities Regulation

Diagnostic and 
screening 
procedures

Transport services, 
triage and medical 
advice provided 
remotely

Treatment of 
disease, disorder or 
injury

Regulation 13 HSCA 2008 (Regulated Activities) Regulations
2010

Management of medicines

How the regulation was not being met:

Patients were not protected against the risks associated with 
medicines because the provider did not have appropriate 
arrangements in place to manage them safely. Regulation 13. 

Regulated activities Regulation

Diagnostic and 
screening 
procedures

Transport services, 
triage and medical 
advice provided 
remotely

Treatment of 
disease, disorder or 
injury

Regulation 23 HSCA 2008 (Regulated Activities) Regulations
2010

Supporting workers

How the regulation was not being met:

Patients were cared for by staff who were able to deliver care 
and treatment safely and to an appropriate standard. However, 
staff had not received one to one supervision sessions. 
Regulation 23.(1)(a) 

Regulated activities Regulation
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Diagnostic and 
screening 
procedures

Transport services, 
triage and medical 
advice provided 
remotely

Treatment of 
disease, disorder or 
injury

Regulation 10 HSCA 2008 (Regulated Activities) Regulations
2010

Assessing and monitoring the quality of service provision

How the regulation was not being met:

The provider did not have effective systems in place to identify, 
assess and manage risks to the health, safety and welfare of 
patients who used the service and others. Regulation 
10(1)(b)(2)(b)(i) 

This report is requested under regulation 10(3) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2010.

The provider's report should be sent to us by 22 May 2014. 

CQC should be informed when compliance actions are complete.

We will check to make sure that action has been taken to meet the standards and will 
report on our judgements. 
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Enforcement action we have taken to protect the health, safety and 
welfare of people using this service

Enforcement actions we have taken

The table below shows enforcement action we have taken because the provider was not 
meeting the essential standards of quality and safety (or parts of the standards) as shown 
below.

We have served a warning notice to be met by 31 March 2014

This action has been taken in relation to:

Regulated activities Regulation or section of the Act

Diagnostic and 
screening 
procedures

Transport services, 
triage and medical 
advice provided 
remotely

Treatment of 
disease, disorder or 
injury

Regulation 21 HSCA 2008 (Regulated Activities) Regulations 
2010

Requirements relating to workers

How the regulation was not being met:

Patients were not all being cared for, or supported by suitably 
qualified, skilled and experienced staff. Appropriate checks had 
not been undertaken before staff began work or thereafter in line 
with requirements. Regulation 21.(a)(i)
 

For more information about the enforcement action we can take, please see our 
Enforcement policy on our website.
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About CQC inspections

We are the regulator of health and social care in England.

All providers of regulated health and social care services have a legal responsibility to 
make sure they are meeting essential standards of quality and safety. These are the 
standards everyone should be able to expect when they receive care.

The essential standards are described in the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2010 and the Care Quality Commission (Registration) Regulations 
2009. We regulate against these standards, which we sometimes describe as "government
standards".

We carry out unannounced inspections of all care homes, acute hospitals and domiciliary 
care services in England at least once a year to judge whether or not the essential 
standards are being met. We carry out inspections of other services less often. All of our 
inspections are unannounced unless there is a good reason to let the provider know we 
are coming.

There are 16 essential standards that relate most directly to the quality and safety of care 
and these are grouped into five key areas. When we inspect we could check all or part of 
any of the 16 standards at any time depending on the individual circumstances of the 
service. Because of this we often check different standards at different times.

When we inspect, we always visit and we do things like observe how people are cared for, 
and we talk to people who use the service, to their carers and to staff. We also review 
information we have gathered about the provider, check the service's records and check 
whether the right systems and processes are in place.

We focus on whether or not the provider is meeting the standards and we are guided by 
whether people are experiencing the outcomes they should be able to expect when the 
standards are being met. By outcomes we mean the impact care has on the health, safety 
and welfare of people who use the service, and the experience they have whilst receiving 
it.

Our inspectors judge if any action is required by the provider of the service to improve the 
standard of care being provided. Where providers are non-compliant with the regulations, 
we take enforcement action against them. If we require a service to take action, or if we 
take enforcement action, we re-inspect it before its next routine inspection was due. This 
could mean we re-inspect a service several times in one year. We also might decide to re-
inspect a service if new concerns emerge about it before the next routine inspection.

In between inspections we continually monitor information we have about providers. The 
information comes from the public, the provider, other organisations, and from care 
workers.

You can tell us about your experience of this provider on our website.



| Inspection Report | North East Ambulance Service NHS Foundation Trust | April 2014 www.cqc.org.uk 28

How we define our judgements

The following pages show our findings and regulatory judgement for each essential 
standard or part of the standard that we inspected. Our judgements are based on the 
ongoing review and analysis of the information gathered by CQC about this provider and 
the evidence collected during this inspection.

We reach one of the following judgements for each essential standard inspected.

 Met this standard This means that the standard was being met in that the 
provider was compliant with the regulation. If we find that 
standards were met, we take no regulatory action but we 
may make comments that may be useful to the provider and 
to the public about minor improvements that could be made.

 Action needed This means that the standard was not being met in that the 
provider was non-compliant with the regulation. 
We may have set a compliance action requiring the provider 
to produce a report setting out how and by when changes 
will be made to make sure they comply with the standard. 
We monitor the implementation of action plans in these 
reports and, if necessary, take further action.
We may have identified a breach of a regulation which is 
more serious, and we will make sure action is taken. We will 
report on this when it is complete.

 Enforcement 
action taken

If the breach of the regulation was more serious, or there 
have been several or continual breaches, we have a range of
actions we take using the criminal and/or civil procedures in 
the Health and Social Care Act 2008 and relevant 
regulations. These enforcement powers include issuing a 
warning notice; restricting or suspending the services a 
provider can offer, or the number of people it can care for; 
issuing fines and formal cautions; in extreme cases, 
cancelling a provider or managers registration or prosecuting
a manager or provider. These enforcement powers are set 
out in law and mean that we can take swift, targeted action 
where services are failing people.
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How we define our judgements (continued)

Where we find non-compliance with a regulation (or part of a regulation), we state which 
part of the regulation has been breached. Only where there is non compliance with one or 
more of Regulations 9-24 of the Regulated Activity Regulations, will our report include a 
judgement about the level of impact on people who use the service (and others, if 
appropriate to the regulation). This could be a minor, moderate or major impact.

Minor impact - people who use the service experienced poor care that had an impact on 
their health, safety or welfare or there was a risk of this happening. The impact was not 
significant and the matter could be managed or resolved quickly.

Moderate impact - people who use the service experienced poor care that had a 
significant effect on their health, safety or welfare or there was a risk of this happening. 
The matter may need to be resolved quickly.

Major impact - people who use the service experienced poor care that had a serious 
current or long term impact on their health, safety and welfare, or there was a risk of this 
happening. The matter needs to be resolved quickly

We decide the most appropriate action to take to ensure that the necessary changes are 
made. We always follow up to check whether action has been taken to meet the 
standards.
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Glossary of terms we use in this report

Essential standard

The essential standards of quality and safety are described in our Guidance about 
compliance: Essential standards of quality and safety. They consist of a significant number
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and the 
Care Quality Commission (Registration) Regulations 2009. These regulations describe the
essential standards of quality and safety that people who use health and adult social care 
services have a right to expect. A full list of the standards can be found within the 
Guidance about compliance. The 16 essential standards are:

Respecting and involving people who use services - Outcome 1 (Regulation 17)

Consent to care and treatment - Outcome 2 (Regulation 18)

Care and welfare of people who use services - Outcome 4 (Regulation 9)

Meeting Nutritional Needs - Outcome 5 (Regulation 14)

Cooperating with other providers - Outcome 6 (Regulation 24)

Safeguarding people who use services from abuse - Outcome 7 (Regulation 11)

Cleanliness and infection control - Outcome 8 (Regulation 12)

Management of medicines - Outcome 9 (Regulation 13)

Safety and suitability of premises - Outcome 10 (Regulation 15)

Safety, availability and suitability of equipment - Outcome 11 (Regulation 16)

Requirements relating to workers - Outcome 12 (Regulation 21)

Staffing - Outcome 13 (Regulation 22)

Supporting Staff - Outcome 14 (Regulation 23)

Assessing and monitoring the quality of service provision - Outcome 16 (Regulation 10)

Complaints - Outcome 17 (Regulation 19)

Records - Outcome 21 (Regulation 20)

Regulated activity

These are prescribed activities related to care and treatment that require registration with 
CQC. These are set out in legislation, and reflect the services provided.
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Glossary of terms we use in this report (continued)

(Registered) Provider

There are several legal terms relating to the providers of services. These include 
registered person, service provider and registered manager. The term 'provider' means 
anyone with a legal responsibility for ensuring that the requirements of the law are carried 
out. On our website we often refer to providers as a 'service'.

Regulations

We regulate against the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2010 and the Care Quality Commission (Registration) Regulations 2009.

Responsive inspection

This is carried out at any time in relation to identified concerns.

Routine inspection

This is planned and could occur at any time. We sometimes describe this as a scheduled 
inspection.

Themed inspection

This is targeted to look at specific standards, sectors or types of care.
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Contact us

Phone: 03000 616161

Email: enquiries@cqc.org.uk

Write to us 
at:

Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

Website: www.cqc.org.uk
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